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MISSION AND OVERVIEW

Our Heritage

CHRISTUS Health is sponsored by the Sisters of Charity of the Incarnate Word of Houston and
the Sisters of Charity of the Incarnate Word of San Antonio. These orders were founded more
that 130 years ago in response to Bishop Claude Marie Dubuis’ call: “Our Lord Jesus Christ,
suffering in the persons of a multitude of sick and infirm of every kind, seeks relief at your
hands.”

Mission
¢ To extend the healing ministry of Jesus Christ.

Core Values

+ Dignity: Respect for the worth of every person with special concern for the poor and
underserved.
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% Integrity: Honesty, justice and consistency in all relationships.
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» Excellency: High Standards of service and performance.

.0

» Compassion: Service in a spirit of empathy, love and concern.

oo

» Stewardship: Wise and just use of talents and resources in a collaborative manner

What We Are Striving To Do

The Vision of CHRISTUS Health, a Catholic, faith-based ministry, is to be a leader and advocate
in creating exemplary health care services, processes, and structures, improve the health of
individuals and of local and global communities so that all may experience God's healing
presence and love.

Code of Ethics

The Code of Ethics describes the expected behaviors of CHRISTUS and all who serve as
Associates and health care partners (physicians, residents, fellows, students, etc.). The Code of
Ethics calls CHRISTUS, its associates and health care partners to adhere to all system policies,
management directives, guidelines, and procedures; to comply with governmental laws and
regulations; to meet the standards of JCAHO; and to observe the Catholic moral tradition, the
Ethical and Religious Directives for Catholic Health Care Services approved by the National
Conference of Catholic Bishops, and the relevant requirements of the Code of Canon Law. You
will receive a copy of the CHRISTUS Health Code of Ethics booklet during orientation for your
reference and review.
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Decision Making Process

CHRISTUS Santa Rosa Health Care is a faith-based healthcare system. The decisions we make
are grounded in the mission and values that CHRISTUS Santa Rosa Health Care strives to
embody. When called upon to make significant decisions — either in teams, on committees or
individually — the process helps guide us in the CHRISTUS Santa Rosa Health Care spirit.

1. Define/clarify the issue or problem.
¢+ Have all aspects of the issue been considered?
¢ Is any information missing?

2. Who will be affected by the decision?
¢+ Persons we serve
¢ Our community
+«+ CHRISTUS Health Associates
How will they be affected?
Have they been consulted?

3. Consider the issue or problem in light of:

CHRISTUS Health Mission

CHRISTUS Health Core Values and Vision

CHRISTUS Health Associate Covenant

CHRISTUS Health Code of Ethics

Are they promoted or hindered? Is there any conflict of values?
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4. Develop possible solutions/courses of action

5. Quiet Reflection and Prayer
++ Have I listened to the viewpoints of others?
+ Have I opened myself to God’s Spirit?
¢ Are there further insights to share?

6. Make the decision and determine the course of action.
« Is there a sense of peace with the decision?

FAMILY MEDICINE RESIDENCY PROGRAM MISSION STATEMENT

The CHRISTUS Santa Rosa Family Medicine Residency Program will provide an environment
which protects and fosters the scholarship of discovery, integration of knowledge, teaching, and
application. This program will provide comprehensive, longitudinal, family oriented training,
using both didactic instruction and supervised clinical experience, to produce residents who are
proficient at providing high quality, cost-effective, compassionate care to their patients.
Graduates of the residency program will have gained the appropriate knowledge base, clinical
skills and caring attitude to enable them to deal with their patients' physical and emotional needs.
They will be able to serve as the reference point and coordinator of subspecialty care and act as
the source of information and reassurance for those patients who enter the world of highly
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technical, tertiary care medicine.

CORE COMPETENCIES DEFINITIONS

Patient care - Residents provide compassionate care that is effective for the promotion
of health, prevention, treatment and care at the end of life.

Medical knowledge - Residents demonstrate knowledge of biomedical, clinical and
social science, and applies that knowledge effectively to patient care.

Systems based knowledge - Residents demonstrate an understanding of both contexts
and systems in which health care is provided and applies their knowledge to improve and
optimize health care.

Practice based learning - Residents use evidence and methods to investigate, evaluate
and improve patient care practices.

Interpersonal and communication skills - Resident demonstrates these skills to
establish and maintain professional and therapeutic relationships with patients, and
healthcare team.

Professionalism - Residents demonstrate behaviors that reflect an ongoing commitment
to continuous professional development, ethical practice, sensitivity to diversity, and
responsible attitudes.

PROGRAM GOALS

Responsibilities of the training program are:

Patient Care

To provide comprehensive training in all areas of family medicine, allowing residents to
practice the full scope of family medicine, while emphasizing continuity in longitudinal
patient exposure.

To teach the principles of preventive medicine, health maintenance and wellness, enabling
residents to be a source of health promotion for the community that they serve.

To validate caring and continuity as the cornerstones of family medicine.

To emphasize the importance of the patient's nuclear family extended family and social
support systems in health and disease.

To address the health care needs of the under served population of Texas.

Medical Knowledge

To provide a knowledge base that prepares the resident to sit for and excel in the
American Board of Family Medicine certification exam.
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To emphasize the importance of ongoing, lifelong continuing medical education.

To teach the mechanisms necessary to critically evaluate the medical literature, including
training in the retrieval of medical information, the evaluation and discussion of medical
literature and the clinical application of this evaluation into the resident's future medical
practice.

To teach the process of research design in the development and completion of a research
project.

Systems based knowledge:

To provide appropriate sub-specialty training and exposure in those areas of medicine
which will equip residents with the knowledge base and clinical expertise needed to make
intelligent, timely and appropriate subspecialty consultations and referrals.

To expose the resident to the high technological arena of tertiary care medicine so that
the resident will be able to serve as provider and coordinator of care and patient advocate
in that complex world.

To teach through didactic instruction and longitudinal exposure the role of government
agencies, regulatory bodies, managed care companies and insurers in health, illness and

long-term care for patients.

To teach residents the facets of practice in a world of managed care where containment
and quality cost must coexist in captivated delivery systems.

To emphasize a multi-disciplinary approach to the delivery of health care, including the
role of mid-level practitioners and ancillary personnel.

To teach the problem-oriented approach to patient care and record keeping.

Practice based learning:

To expose the resident to the high technological arena of tertiary care medicine so that
the resident will be able to serve as provider and coordinator of care and patient advocate
in that complex world.

To provide access to areas of special interest through provision of sufficient elective time
and topics, allowing residents the option of customizing their education to fulfill their
vision of family medicine.

To educate the resident about the dynamic changes in the health care system and to
enhance his or her ability to adapt to these changes and develop with the future practice
of family medicine.

To emphasize the positive aspects of quality assurance, practice guidelines and utilization
review as educational tools that help improve quality of care.
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Interpersonal & communication skills:
e To instruct the resident in the development of professional communication and
presentation skills.

Professionalism:
e To teach the importance of personal balance in maintaining physical, emotional, spiritual
and family well-being.
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PROGRAM REQUIREMENTS FOR RESIDENCY EDUCATION IN
FAMILY MEDICINE

PGY-1 YEAR OVERVIEW

During the PGY-I year, most of the rotations are inpatient services. The outpatient clinic practice
consists of one to two half days of clinic per week. First year residents will start to build a panel
of patients and families whom they will see throughout their residency training with patient visits
totaling +150. Building doctor-patient relationships, learning the systems of the hospitals and
the clinic, and exploring how to effectively and beneficially utilize one's medical and world
knowledge are key elements of this and each year of the program. Also during this year, the
residents will begin the research and scholarly activity projects required for the residency
program.

PGY-Il YEAR OVERVIEW

During the PGY-II year, the residents will have more time, two to three half days, in the Family
Health Center to see their patient population, while rotating on both inpatient and outpatient
services. Second year residents will build upon their first year knowledge & experience and will
begin to have more teaching responsibilities for medical students and first-year residents. The
data collection phase of the research projects is to be completed this year.

PGY-111 YEAR OVERVIEW

During the PGY-III year, the residents will have several weeks of elective time to experience a
variety of practice environments of interest to the individual resident. They will have three to
four half days in the Family Health Center to complete the 1650 patient visits for the combined
three years. The third year residents will be expected to demonstrate more supervisory and
administrative responsibility while continuing to develop teaching expertise with medical
students, residents, and the community. All research projects will be completed and presented at
the end of this year.
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PROGRAM REQUIREMENTS
ACGME & ABFM
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*Bold text indicates new changes in the program requirements effective July 2006*

PROGRAM REQUIREMENTS FOR GRADUATE MEDICAL EDUCATION IN

FAMILY MEDICINE

l. Introduction

A

Duration of Training

Residencies in family medicine must offer 3 years of training after graduation
from medical school which must be structured so that a coherent, integrated,
and progressive educational program with progressive resident responsibility is
ensured.

Scope of Training

The goal of the family medicine program is to produce fully competent physicians
capable of providing high quality care to their patients.

Family medicine residency programs should provide opportunity for the residents
to learn in multiple settings (e.g., hospital, ambulatory settings, emergency rooms,
home and long-term care facilities), those skills and procedures that are within the
scope of family medicine. Residencies should prepare residents for lifelong
learning.

1. Institutions

A

Revised June 2008

Sponsoring Institution

One sponsoring institution must assume ultimate responsibility for the
program, as described in the Institutional Requirements, and this
responsibility extends to resident assignments at all participating institutions.

Since family medicine programs are dependent in part on other specialties for the
training of residents, the ability and commitment of the institution to fulfill these
requirements must be documented. Instruction in the other specialties must be
conducted by faculty with appropriate expertise. There must be agreement with
specialists in other areas/services regarding the requirement that residents
maintain concurrent commitment to their patients in the Family Medicine Center
(FMC) during these rotations.
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B. Participating Institutions

1.
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Assignment to an institution must be based on a clear educational
rationale, integral to the program curriculum, with clearly-stated
activities and objectives. When multiple participating institutions are
used, there should be assurance of the continuity of the educational
experience. These affiliated hospitals may not be at such a distance from
the primary teaching sites that they require excessive travel time or
otherwise fragment the educational experience.

a) Participation by an institution that provides 6 months or more of
the 36 months of training in the program must be approved by the
Residency Review Committee (RRC).

b) A program must provide all of the facilities required for the
education of residents in sufficient proximity to the primary
hospital, particularly the Family Medicine Center(s), to allow for
the efficient functioning of the educational program.

Assignment to a participating institution requires a letter of
agreement with the sponsoring institution. Such a letter of agreement
should:

a) Identify the faculty who will assume both educational and
supervisory responsibilities for residents;

b) Specify their responsibilities for teaching, supervision,
and formal evaluation of residents, as specified later in
this document;

) Specify the duration and content of the educational experience;
and
d) State the policies and procedures that will govern

resident education during the assignment.

These documents should be available for review by the site visitor each
time there is a site visit and review of the program.
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I11.  Program Personnel and Resources

A Program Director

1.
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There must be a single Program Director responsible for the
program. The person designated with this authority is accountable for
the operation of the program. In the event of a change of either
Program Director or department chair, the Program Director should
promptly notify the executive director of the RRC through the Web
Accreditation Data System of the Accreditation Council for Graduate
Medical Education (ACGME).

The Program Director, together with the faculty, is responsible for the
general administration of the program, and for the establishment and
maintenance of a stable educational environment. Adequate lengths of
appointment for both the Program Director and faculty are essential
to maintaining such an appropriate continuity of leadership.

a) The Program Director must devote sufficient time to the residency
program (i.e., at least 1400 hours per year spent in resident
administration, resident teaching, resident precepting and attending
duties, and exclusive of time spent in direct patient care without
the presence of residents).

b) The Program Director must have a specific time commitment
to patient care to maintain his or her clinical skills.

c) In a program that operates in the 1-2 format with year one in a
related three year program, there must be a separate site director
at the remote site unless that is where the Program Director is
based.

Qualifications of the Program Director are as follows:

a) The Program Director must possess the requisite specialty
expertise, as well as documented educational and
administrative abilities. The director should be actively involved
in the care of patients and, prior to assuming this position, must
have had a minimum of 2 years full-time professional activity in
family medicine as well as teaching experience in a family
medicine residency.

b) The Program Director must be currently certified in the
specialty by the American Board of Family Medicine, or possess
qualifications judged to be acceptable by the RRC.
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C) The Program Director must be appointed in good standing and
based at the primary teaching site.

d) An acting or interim director should be similarly qualified.

Responsibilities of the Program Director are as follows:

a) The Program Director must oversee and organize the activities of
the educational program in all institutions that participate in the
program. This includes selecting and supervising the faculty and
other program personnel at each participating institution,
appointing a local site director, and monitoring appropriate
resident supervision at all participating institutions.

b) The director is responsible for preparing an accurate statistical
and narrative description of the program as requested by the
RRC, as well as updating annually both program and resident
records through the ACGME’s Accreditation Data System
(WebADS).

C) The Program Director must ensure the implementation of
fair policies, grievance procedures, and due process, as
established by the sponsoring institution and in compliance
with the Institutional Requirements.

d) The Program Director must seek the prior approval of the RRC
for any changes in the program that may significantly alter the
educational experience of the residents. Such changes, for
example, include:

The addition or deletion of a participating institution;

A change in the format of the educational program,;

A change in the approved resident complement for those specialties
that approve resident complement;

A major curricular change; and
The use of a new or significantly remodeled FMC.

On review of a proposal for any such major change in a program, the
RRC may determine that a site visit is necessary.
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With the exception of changes in the FMC, proposed changes should be
initially submitted electronically through the Web ADS, with follow-up
correspondence sent to the Executive Director of the RRC. A special

packet of information must be submitted in support of proposals for use

of a new FMC.
B. Faculty
1. At each participating institution, there must be a sufficient number of

faculty with documented qualifications to instruct and supervise
adequately all residents in the program, including family physician
faculty with admitting privileges in the hospital(s) where the FMC patients
are hospitalized. The faculty must comprise teachers with the diversified
interests and expertise necessary to meet the various training
responsibilities of the program.

2. The faculty, furthermore, must devote sufficient time to the
educational program to fulfill their supervisory and teaching
responsibilities. They must demonstrate a strong interest in the
education of residents, and must support the goals and objectives of
the educational program of which they are a member.

a) Faculty/resident ratio

There must be a sufficient number of hours contributed by a
critical mass of family physician faculty to prevent fragmentation
of the learning experience. In addition to the Program Director,
there must be at least one full-time equivalent (FTE) family
physician faculty for each 6 residents in the program. Any
program in operation must have at least 2 family physician faculty
members, including the director, regardless of resident
complement. By the time a program offers all three years of
training with the required minimum number of resident positions
(i.e., 4-4-4) at least one of the additional family physician faculty
must be full time. A full-time commitment is at least 1400 hours
per year devoted to the residency spent in resident administration,
resident teaching, resident precepting and attending duties,
exclusive of time spent in direct patient care without the presence
of residents. As the resident complement increases beyond the
minimally acceptable size, additional full-time family physician
faculty will be needed to provide a core group of family physician
faculty. Where part-time faculty members are utilized, there must
be evidence of sufficient continuity of teaching and supervision.

Revised June 2008
Curriculum Year 2008-2009
Available online at http://www.new-innov.com/



b) Faculty Role Modeling

As is expected of the Program Director, the family physician
faculty should have a specific time commitment to patient care in
order to enable them to maintain their clinical skills. Some family
physician teaching staff must see patients in each of the FMC’s
that are used in the program to serve as role models for the
residents.

c) Faculty Development

There must be a structured program of faculty development that
involves regularly scheduled faculty development activities. Since
family medicine faculty should demonstrate the same skills,
knowledge and attitudes that are expected of the residents, faculty
skill development and update are an important part of faculty
development. The program is expected to address clinical,
educational, administrative, leadership, research and behavioral
components of faculty performance. It should involve at least
annual departmental, residency and individual faculty needs
assessments, and may include structured group and individual
activities.

Although clinical update is important, faculty development should
provide experience to improve teaching in all settings. This
should be measurable and documented in evaluations by
residents.

d) Other Specialists

Physicians in the other specialties must devote sufficient time
to teaching and supervising and to providing consultation to the
family medicine residents in order to ensure that the program's
goals for their specialty areas are accomplished.

3. Qualifications of the physician faculty are as follows:

a) The physician faculty must possess the requisite specialty
expertise and competence in clinical care and teaching abilities,
as well as documented educational and administrative abilities
and experience in their field.

Programs should assess the skills and credentials of individual
faculty to perform procedures and care for the types of
problems they will be teaching the residents. The professional
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skills of the teacher should always be documented as up to date
and meeting the criteria for credentials and privileges of the
primary hospital.

b) The physician faculty must be certified in the specialty by the
American Board of Family Medicine, or possess qualifications
judged to be acceptable by the RRC.

) The physician faculty must be appointed in good standing
to the staff of an institution participating in the program.

4, The responsibility for establishing and maintaining an environment of
inquiry and scholarship rests with the faculty and an active research
component must be included in each program. Scholarship is defined
as the following:

a) The scholarship of discovery, as evidenced by peer-reviewed
funding or by publication of original research in a peer-
reviewed journal;

b) The scholarship of dissemination, as evidenced by review
articles or chapters in textbooks;

c) The scholarship of application, as evidenced by the
publication or presentation of, for example, case reports or
clinical series at local, regional, or national professional
and scientific society meetings.

Complementary to the above scholarship is the regular
participation of the teaching staff in clinical discussions,
rounds, journal clubs, and research conferences in a manner
that promotes a spirit of inquiry and scholarship (e.g., the
offering of guidance and technical support for residents
involved in research design and statistical analysis); and the
provision of support for residents’ participation, as
appropriate, in scholarly activities.

5. Qualifications of the non-physician faculty are as follows:

a) Non-physician faculty must be appropriately qualified in
their field.

b) Non-physician faculty must possess appropriate
institutional appointments.
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C. Other Program Personnel

Additional necessary professional, technical, and clerical personnel must be
provided to support the program.

Additional teaching staff will be needed to provide training in areas such as behavioral
science, nutrition, and the use of drugs and their interaction. Mid-level practitioners may
teach family medicine residents in conjunction with other faculty in required curricular
areas. Their qualifications should be provided.

D. Resources

The program must ensure that adequate resources (e.g., sufficient laboratory space
and equipment, computer and statistical consultation services) are available.

1. Patient Population

Each residency must document that a patient population of adequate size,
representing a broad spectrum of problems, with sufficient age and gender
distribution is cared for in the hospital, in the FMC, and in institutions for long-
term care or rehabilitation, as appropriate. A sufficient number of inpatients must
be available to provide a broad spectrum of problems in any area listed in these
requirements that involves inpatient care. The disease spectrum available for
resident education must be that which is common to the general community.
These experiences must include the opportunity to attain expertise in emergency
initial care of unusual or life-threatening problems.

2. Family Medicine Center
a) Introduction

The primary setting for training in the knowledge, skills, and attitudes of
family medicine is the model office or FMC, where each resident must
provide continuing, comprehensive care to a panel of patient families.
The facility must be clearly and significantly identified as a Family
Medicine Center and must be for the exclusive use of the residency
program.

When other learners (e.g., fellows, residents from other specialties,
medical students, nurses and other medical professionals) are being trained
by family physicians in the FMC, additional personnel and space may be
required. Efficiency and education of the family medicine residents must
not be compromised by the training of other health care professionals.

A FMC must be in operation on the date the program begins. If a
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temporary center is used, it must meet these same criteria. If multiple
centers are used for training, each must be approved by the RRC and must
meet the same criteria as the primary center. Although all of the FMCs
used in a program need not provide the same experiences, the experiences
at each must comply with the requirements. That is, the experiences may
differ in various tracks within a program.

Programs that involve training in Community, Migrant Health Centers
(C/MHCs) or Federally Qualified Health Centers (FQHC) must provide
assurance that these facilities meet the criteria for an FMC, as outlined
below, unless an exception is approved by the RRC.

b) Administration and Staffing

The Program Director must have control of the educational activities that
occur in the FMC, and of the activities of the support personnel. The
Program Director must participate in and provide leadership for decisions
affecting the FMC. The FMC must be appropriately staffed with nurses,
technicians, clerks, administrative personnel and other health professionals
to ensure efficiency of operation and adequate support for patient

care and educational requirements.

c) Location and Access

The FMC must be close enough to the hospital to require minimal travel
time. It may not be at such a distance as to require travel that interferes
with the residents’ educational opportunities, efficiency, or patient care
responsibility.

When a FMC is at such a distance from the primary hospital that the
patients are hospitalized elsewhere, the Program Director must
demonstrate how the residents will efficiently maintain continuity for
their patients at one hospital while having their required rotations at
another; the extent to which residents are able to participate in the
program's educational activities, such as required conferences must also
be demonstrated.

The facility must be designed to ensure adequate accessibility and
efficient patient flow, be environmentally sensitive to patient care needs,
and provide appropriate access and accommodations for the handicapped.

d) Required Areas

€] There must be a reception area, waiting room and business office t

hat are consistent with the patient care and educational needs of the
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residency.

A suitable resident work space and a separate private area for
resident precepting, as well as an office library resource must be
included. Computer access to electronic resources must be readily
available for all of the physicians practicing in the Center.

Two examining rooms that are large enough to accommodate the
teaching and patient care activities of the program must be
available for each physician faculty member and resident when
they are providing patient care. Additional space for individual and
small group counseling must be included.

Faculty offices, if not in the FMC, must be immediately adjacent to
the Center.

The program must have a conference room that is conveniently
accessible and readily available, as needed, and that is large
enough to accommodate the full program. In programs using
multiple FMCs, there must be a meeting room within or
immediately adjacent to each FMC that is large enough for
smaller meetings of all faculty, residents, and staff who work at
that site.

e) Equipment

There must be the following:

(M

2

Appropriate diagnostic and therapeutic equipment in the FMC to
meet the basic needs of an efficient and up-to-date family medicine
office, and an acceptable educational program for residents in
family medicine;

Diagnostic laboratory and imaging services in the FMC or nearby
to afford prompt and convenient access by patients and residents
for patient care and education; tests commonly included as waived
or point-of-service (e.g., urine analysis and wet mounts) and which
may require efficiency of physician interpretation should be
available within the FMC.

f) Patient Access to the Family Medicine Center

The FMC must be available for patient services at times commensurate
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with community medical standards and practice. When the Center is not
open, there must be a well-organized plan that ensures continuing access
to the patient's personal physician or a designated family physician from
the FMC.

Patients of the FMC must receive education and direction as to how they
may obtain access to their physician or a substitute family physician for
continuity of care during the hours the Center is closed. Patients should
have access to printed policies and procedures of the Center.

g) Record System

The FMC patients' records should be maintained in the FMC. However, if
a centralized record system is used, easy and prompt accessibility of the
records of the FMC patients must be ensured at all times, i.e., during and
after hours. The record system should be designed to provide information
on patient care and the residents' experience. These records must be well
maintained, legible, and up-to-date, and should identify the patient's
primary physician.

The record system must provide the data needed for patient care audit
and chart review of all facets of family care, including care rendered in
the FMC, in the hospital, at home, by telephone, through consultations,
and by other institutions.

The resident must be taught patterns of record keeping that incorporate a
comprehensive information base, retrievable documentation of all
aspects of care, and mechanisms for promotion of health maintenance
and quality assessment of care. This should include experience with
electronic medical records.

Programs not currently using an electronic medical record system should
document their plans for conversion to one in the near future.

h) Source of Income

The fiscal operation of the FMC must reflect an appropriate balance
between education and service. Service demands must not adversely affect
educational objectives. A plan should be in place to ensure fiscal stability
of the program.

3. Inpatient Facilities

The inpatient facilities must be of sufficient size and have an adequate number of
occupied teaching beds to ensure an appropriate patient load and variety of
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problems for the education of the number of residents and other learners on the
services. Inpatient facilities must also provide sufficient physical, human, and
educational resources for training in family medicine. In determining the
adequacy of the number of occupied beds in the primary and affiliated hospitals,
the patient census, the types of patients and their availability for residency
education, and the range of support services will be considered.

The medical staff should be organized so that family physician members may
participate in appropriate hospital governance activities on a basis equivalent to
that of physicians in other specialties. Where a hospital is departmentalized, there
must be a clinical department of family medicine.

Library Services

Residents must have ready access to a major medical library, either at the
institution where the residents are located or through arrangement with convenient
nearby institutions, so that a collection of appropriate texts and journals is
accessible in each institution participating in a residency program. These must be
readily available during nights and weekends. Library services must include the
electronic retrieval of information from medical databases.

IV. Resident Appointments

A

Revised June 2008

Eligibility Criteria

The Program Director must comply with the criteria for resident eligibility
as specified in the Institutional Requirements.

Number of Residents

The RRC may approve the number of residents based upon established written
criteria that include the adequacy of the resources for resident education (e.g., the
quality and volume of patients and related clinical material available for
education), faculty-resident ratio, institutional funding, and the quality of faculty
teaching.

1. RRC Approval

The letters of notification from the RRC for Family Medicine do not
specify the number of approved positions. Each time a program undergoes
review by the RRC, the Committee will evaluate the program's resources
in relation to the number of resident positions reported by the program.
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2. Minimum size

To provide adequate peer interaction, a program should offer at least 4
positions at each level and should retain, on average, a minimum
complement of 12 residents. Except for periods of transition, the program
should offer the same number of positions for each of the 3 levels of
training. A family medicine program should endeavor not to function as a
transitional year program. Those who are appointed to the program should
be those who intend to complete the 3 years of training in the program.
Those accepted into the first year of training should be assured of a
position for the full 3 years, barring the development of grounds for
dismissal. The degree of resident attrition and the presence of a critical
mass of residents are factors that will be considered by the RRC in the
evaluation of a program.

3. Special Tracks

In certain cases, such as programs that operate in the 1-2 format, the RRC
may approve a smaller resident complement, but this should include at
least one resident at each of the second and third levels or two residents at
one of these levels to ensure peer interaction. Such programs are
encouraged to arrange opportunities for the residents to interact with other
residents (e.g., through didactic sessions at the parent program).

4. Change in Complement

The RRC allows programs to implement a modest change in complement
without formal RRC review. Those desiring to change the resident
complement between full program reviews should enter the information
regarding the proposed change electronically into the ACGME Web
Accreditation Data System (WebADS) for administrative review. If it is
determined that RRC review is required, additional information may be
requested.

C. Resident Transfers

To determine the appropriate level of education for residents who are
transferring from another residency program, the Program Director must
receive written verification of previous educational experiences and a
statement regarding the performance evaluation of the transferring resident
prior to their acceptance into the program. A Program Director is required
to provide verification of residency education for residents who may leave
the program prior to completion of their education.
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D. Fellows and Other Students

The appointment of fellows and other specialty residents or students, must
not dilute or detract from the educational opportunities available to
regularly appointed residents.

V. Program Curriculum
A Program Design
1 Format

The program design and sequencing of educational experiences will
be approved by the RRC as part of the review process. Programs in
family medicine may propose using a non-rotational format for providing
resident education in areas usually taught in block rotations. Such
proposals must demonstrate that residents will have all of the required
experiences during their training, including experience with an adequate
volume and mix of patients, the required continuity of care experiences,
and appropriate faculty supervision.

Programs using multiple sites and/or tracks must describe a core
curriculum of at least 20 months in which all residents participate. If the
remaining months are offered at more than one site, they may differ but
each must comply with the requirements.

2. Goals and Obijectives

The program must possess a written statement that outlines its
educational goals with respect to the knowledge, skills, and other
attributes of residents for each major assignment and for each level of
the program. This statement must be distributed to residents and
faculty, and must be reviewed with residents prior to their
assignments. This should include specific methodologies for teaching and
competency-based evaluation.

B. Specialty Curriculum

The program must possess a well-organized and effective curriculum,
both academic and clinical. The curriculum must also provide residents
with direct experience in progressive responsibility for patient
management.

The curricula and plans for all rotations and experiences must be developed by the
family medicine faculty, and family physicians must be utilized to the fullest
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extent as teachers consistent with their experience, training, and current
competence. Other specialty faculty may be consulted for assistance, as needed.

A variety of teaching methods may be used for residents to achieve the cognitive
knowledge, psychomotor skills, interpersonal skills, professional attitudes, and
practical experiences and competence required of physicians in the care of
patients and families. Didactic as well as clinical learning opportunities must be
provided as part of the curriculum, but the majority of time for any required
experience should be clinical. Although lectures and workshops are helpful and
may be required to supplement learning, residency experiences should include
direct practice experience to enable residents to learn how to implement principles
learned in the didactic curriculum.

Residents must receive training to perform those clinical procedures required for
their future practices in the ambulatory and hospital environments. The residency
director and family medicine faculty should develop a list of procedural
competencies required for completion by all residents in the program prior to their
graduation. This list must be based on the anticipated practice needs of all family
medicine residents. In creating this list, the faculty should consider the current
practices of program graduates, national data regarding procedural care in family
medicine, and the needs of the community to be served.

The program must clearly document that each curricular area is addressed in a
defined experience with measurable outcomes. If the curriculum involves
longitudinal arrangements for some curricular elements, the program must clearly
document how each resident is assured of the required educational experience.

1. Principles of Family Medicine
a) Continuity of Care

Continuity of care is a recognized core value of the specialty of
family medicine and must be a priority in each program.
Continuity may pertain to individuals or to the practice in its
entirety.

Resident panels must also include continuity patients requiring
home care and care in long-term care facilities to provide each
resident with continuity experience in those settings. Nursing
home experience must consist of at least 2 patients as a continuity
experience over a minimum of 24 consecutive months, in addition
to that which residents might experience as part of a rotation.

Additionally, each resident must perform at least 2 home visits
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with at least one being for an older adult continuity patient.
Faculty must supervise all home and nursing home care either on
site or by prompt chart review as is appropriate based on a
resident’s level of expertise and competence.

In order to coordinate and integrate each patient's care and to
optimize each resident's continuity training, the program must
require that each resident maintain continuity of responsibility for
some of his or her patients in all settings when such patients
require urgent or emergent care, home care, long-term care,
hospitalization or consultation with other providers. Continuity of
responsibility should include active involvement in management
and treatment decisions, and interactive communications about
management and treatment decisions. In the second and third years
of residency, when other curricular responsibilities temporarily
prevent a resident from providing continuity of responsibility in
any of these settings, that continuity must be provided by another
resident or faculty from the program (i.e., the inpatient team or the
physician on-call for the practice). When a substitute physician,
such as a member of a family medicine team, is involved in
continuity of care, there must be a mechanism to transfer
information clearly and expeditiously to the primary continuity
physician.

b) Family-Oriented Comprehensive Care

Comprehensive care is important for the welfare of the patients as
they function in the family, the community, and in the health care
system. Principles of comprehensive care for patients include
physician availability, accessibility, efficiency, and continuity.

The family physician assumes responsibility for the total health
care of the individual and family, taking into account social,
behavioral, economic, cultural, and biologic dimensions.
Therefore, residents must learn to demonstrate cultural competence
in caring for patients from varied ethnic and cultural backgrounds.

Residents must be given the opportunity to achieve high levels
of competence in health maintenance and in disease and problem
management, and to develop attitudes that reflect expertise in
comprehensive patient management and education.

The program must provide the opportunity for residents to acquire
knowledge and experience in the provision of longitudinal health
care to families, including assisting them in coping with serious
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illness and loss, and in promoting family mechanisms to maintain
wellness of its members.

Essential elements to be integrated into the teaching of family care
to residents include for the individual patient:

Health assessment, health maintenance, preventive care, acute
and chronic illness and injury, rehabilitation, behavioral
counseling, health education, and human sexuality.

Elements for the family include:

family structure and dynamics, genetic counseling, family
development, family planning, child rearing and education, aging,
end of life issues, epidemiology of illness in families, the role of
family in illness care, family counseling and education, nutrition,

and safety.
2. Family Medicine Center Experience
a) Orientation

First-year residents must have an orientation period in the FMC to
introduce the comprehensive approach to health care and to
promote resident identity as a family physician. They must also
have a regular patient care experience in the FMC throughout this
first year.

b) Faculty Supervision

Whenever residents are performing clinical duties in the FMC,
there must be an appropriate number of family physician faculty
who, without other obligations, are engaged in active teaching and
supervision of the residents. The appropriate number of faculty
must be determined in relation to the level of training of the
residents, the number of patients being seen in a clinic session, and
the competency of the residents. In general, there should be at
least one supervising family physician faculty member who is
freed of all other activities for every 4 residents working in the
clinic at any given time. If only one resident is seeing patients in
the FMC, a single faculty member may be engaged in other
activities to a maximum of 50%, but the teaching and supervision
of the resident must take priority. Faculty time involved with
medical students and other learners under the faculty's clinical
supervision should not dilute the supervision of residents.
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c) Patient Care Experience

It must be the goal of the program that residents be scheduled to
see their own patients (i.e., those with whom they have developed
an on-going doctor-patient relationship). The program must
document the availability of a stable patient population in the FMC
of sufficient number and variety to provide all residents with an
adequate experience in the comprehensiveness of the specialty. It
should be documented that each resident has experience with all
age groups having adequate gender distribution, in volumes
sufficient to achieve competency in all aspects of family medicine.

Residents' FMC assignments over the course of 3 years of training
must include progressive responsibility for increased patient visit
volume and visit efficiency. The 3-year FMC experience for each
resident must include a documented total of at least 1650 patient
visits, with at least 150 visits occurring in the first year. The
number of patient visits from resident participation at a second
FMC and/or from other longitudinal clinics may be counted toward
the total number of patient visits if these visits are supervised by
family physician faculty and if it can be documented that these
patients are seen in continuity by the residents.

Since continuity requires following patients to other settings, the
continuity visit numbers may also include patients from the
residents’ panels who are seen at home, at long-term care sites, and
patients seen in an OB continuity care setting.

In addition to meeting the minimum number of patient encounters
noted above, the program must document that by the end of the
third year, each resident has achieved the essential
skills/competencies of both productivity and efficiency necessary
to meet the expectations of independent clinical practice. This
documentation must provide evidence of a variety of patient
demographics and diseases, as well as a commitment to continuity.

d) FMC Continuity and Accessibility

The learning of continuity of care requires stable, protected
physician-patient relationships that are structured to enhance both
resident learning and patient care. Therefore, assignment of
patients to a personal physician in the FMC is required. Whenever
possible, residents should see their own patients to develop the
doctor-patient relationship. In addition, there should be a team
structure to ensure appropriate back-up for the patients to
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experience continuity of care.

A resident must be assigned to one FMC, preferably for all 3 years,
but at least throughout the last 2 years of training. Residents must
be scheduled to see patients in the FMC for a minimum of 40
weeks during each year of training. Their other assignments must
not interrupt continuity for more than 8 weeks at any given time or
in any one year. The periods between interruptions in continuity
must be at least 4 weeks in length.

The FMC should provide a continuity experience for the residents,
and ensure continuity of care and access for the patient. The FMC
staffing, scheduling system, and hours of operation must assure
FMC patients access to healthcare by their primary provider or the
FMC health care team as backup if the primary resident is
unavailable. The program must document that each resident has
provided continuity of care in the FMC. This may be
accomplished in a number of ways, and may include monitoring
the number or percentage of visits by continuity patients to their
continuity physician. The practice must also ensure 24 hour
accessibility to care for their patients.

3. Medical/ Surgical Experiences

The program should implement a plan to ensure that residents retain their
identity and commitment to the principles and philosophic attitudes of
family medicine throughout the training program, particularly while they
rotate on other specialty services.

Residents must have on-site supervision by an appropriately-qualified
member of the program's faculty when the services or procedures needed
exceed the capability of the most senior supervising resident, or when
qualified senior residents are unavailable for supervision of more junior
residents.

While the content of a rotation is more important than the time assigned to
it, it is necessary to establish guidelines for the allocation of time segments
to provide an objective measure of the opportunity provided for residents
to achieve the cognitive knowledge, psychomotor skills, attitudinal
orientation, and practical experience required of a family physician in each
of the curricular elements. Time spent in the FMC seeing continuity
patients may not be included when calculating the duration of the specialty
rotations for which duration is specified. It is understood, however, that
FMC time is included in the required rotations that are specified in
months. A program that uses a longitudinal format instead of a block
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rotation must document 100 hours of structured experience in lieu of a
block month.

4. Inpatient Experiences for Family Medicine Residents

The resident must develop the skills required to treat male and female
patients of all ages and those having various levels of severity of illness
who are hospitalized. In-patient care must include the continuity of care
of adults and children from the residency patient panel. This inpatient
experience should occur primarily on a family medicine or an internal
medicine service, and must involve teaching and role-modeling by
family physician faculty. Daily faculty rounds must occur to assure
appropriate supervision and teaching. Each resident must also receive
clinical experience caring for hospitalized patients in special care units
including medical intensive care, coronary care, and newborn nursery.
Additional experience will occur on other inpatient services.

The length, breadth, and intensity of the experience must assure that
every resident becomes competent diagnosing and managing common
inpatient problems of adults and children as seen by the family physician.
Residents must demonstrate direct management of patients to include
initial evaluation, admission of patients, repeat evaluations, development
of a plan of care, ongoing management, performance of basic procedures
of medicine, appropriate consultation and discharge planning and
continuing care. Residents must demonstrate the ability to write
appropriate admitting orders and to modify them daily according to
changes in the patient's condition.

Residents are expected to maintain involvement in the care of their
hospitalized patients whenever possible, even if the program uses the
services of hospitalists. The residency must foster a team system that
ensures continuity of care from the patient’s perspective when the primary
resident is unable to be present in both inpatient and outpatient settings.
The continuity resident is expected to communicate daily with the hospital
resident, and to provide long-term continuity care after discharge.

The residency must define and monitor the most common medical
problems cared for by family physicians in the hospital where inpatient
experience takes place. Residents must receive ample clinical experience
in caring for these problems. There must also be a didactic curriculum that
covers these common medical problems. This list of common diagnoses
should be generally consistent with national data that are published about
family medicine. The program must document how the residents' skills
are progressing from care that is dependent on supervision by faculty
toward unsupervised, independent care at the time of graduation. The
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program must also document the residents’ competency in providing
supervision to others in a learning environment.

Upon completion of training, resident s must be competent to provide
hospital care. Assessment of resident hospital practice must be included in
the required semiannual resident evaluation.

By the conclusion of the residency, residents should have developed
competence in knowledge, attitudes, and skills to care independently for
hospitalized patients without supervision, and to utilize appropriate
consultation by other specialists. Procedural skill documentation should
indicate when the resident is capable of independent performance of the
procedure.

5. Specific Curricular Areas:

Experiences may be accomplished in block forma t or longitudinally. If in block
format, no more than 5 half-days a week may be used for anything other than the
focused experience. This includes time in the FMC, nursing home, and lectures.
For each month that is accomplished longitudinally, the program must document
100 hours of structured experience.

a) Adult Medicine

The adult medicine experience must total 8 months, of which 6 are
inpatient. The following curricular areas must be included in either
longitudinal or block format:

Cardiovascular, neurology, endocrinology, pulmonalogy,
gastroenterology rheumatology, infectious, nephrology, and
hematology diseases.

Residents must receive instruction and clinical experience in the
prevention, counseling, detection, diagnosis and treatment of gender-
specific diseases in women and men

(1 Women’s Health

This must include structured experience in non-obstetrical, non-
gynecologic care of women that deals with the study of gender
differences and the diversity of women's health needs
throughout the life cycle. Woman's health conditions are those

that are unique or more common to women, including disorders
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that differ in presentation or treatment of women.
(2) Inpatient

While caring for adults on the inpatient service, each resident is
expected to manage the care of at least 5 patients, on average, at
any one time. Senior residents who are functioning in a
supervisory role may have direct responsibility for a smaller
number of patients.

3) Intensive Care

All residents must be taught skills in the care of critically ill
patients. The program must document that during the 3 years of
training, each resident has managed a substantial portion of the
care for at least 15 critically ill patients.

4 The Older Patient

Educational experiences must be in both common and complex
clinical problems of older patients. The training must include the
appropriate preventive modalities, functional assessment, the
physiologic and psychological aspects of senescence, as well as
the socio-cultural parameters of the patients and their greater
community. The residents must have supervised clinical
experiences dealing with common acute and chronic diseases of
aging. The resident must learn about, and practically apply, a
multidisciplinary approach to the care of older patients in the
hospital, the FMC, the long-term care facility, and the home.

This experience must result in the competence of residents in
preventive healthcare, promotion of independent living, and
maximizing function and quality of life. Residents must develop
competency in assessing and meeting the healthcare needs of
declining elders, episodic, illness-related care, delivery of
healthcare in the home, FMC, hospital, and long-term facility, and
end-of-life care.

b) Care of Neonates, Infants, Children, and Adolescents

Residents must complete 4 months of structured experience in the care of
infants, children and adolescents. The time must include experience in the
following areas: neonates, infant care (both well-baby and ill),

hospitalized children, ambulatory pediatrics, emergency care of children
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and adolescent medicine. This may include experience gained on the
Family Medicine Inpatient Service, in the emergency department, in the
pediatric hospital and clinic, and experience in nursery care associated
with OB experience, provided that appropriate documentation of such
experience is maintained for each resident.

This experience must involve teaching and role modeling by family
medicine faculty in the care of newborns and sick children. Residents
and faculty must provide continuity of responsibility for hospitalized
infants and children from their Family Medicine Center patient panel.

c) Maternity and Gynecologic Care
(1 Maternity Care
(a) Duration & Scope

There must be a minimum of 2 months of experience in
maternity care, including the principles and techniques
of prenatal care, management of labor and delivery, and
postpartum care. Each resident must become capable of
managing a normal pregnancy and delivery. Residents must
be provided instruction in the biological and psychosocial
impacts on a woman and her family of pregnancy, delivery,
and care of the newborn. All programs must demonstrate
that each resident acquires competency in the common
problems of prenatal and postnatal care.

Residents must be trained in the recognition and initial
management of the high-risk prenatal patient, including
consultation and referral. Additionally, the residents must
be taught to recognize and manage complications and
emergencies in pregnancy, labor, and delivery. Residents
also must receive training in genetic counseling. When
appropriate for the resident's future practice and patient
care, the resident must be trained in the management of the
high-risk prenatal patient.

(b) Total Deliveries

Each resident must perform a minimum of 40 deliveries
over the 3-year program, of which a minimum of ten must
be continuity deliveries. At least 30 of the total deliveries
must be vaginal deliveries. Two residents may be given
credit for the same delivery if one of those residents is
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(©)

(d)
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supervising. The experience of each resident must be
documented as to the role played in the delivery.

Continuity Deliveries

For the minimum of ten continuity patient deliveries, each
resident must assume responsibility for provision of
antenatal, natal, and postnatal care during their three years
of training. Whenever possible, these patients should be
derived from the residents' panels of patients in the FMC.
Where this is not possible, the continuity experiences may
be met at other clinical sites with appropriate supervision.
A list of these patients must be available in the resident's
file.

Supervision of Labor and Delivery

The program must have at least one family physician
faculty who is engaged in providing these services and who
can participate in supervising the residents and serving as a
role model for them. Supervision of labor and delivery care
must be immediately available. For deliveries, and for labor
when risk factors are present, there must be on-site
supervision in the delivery suite/labor deck by a family
physician, an obstetrician, a senior resident in an ACGME
obstetrics residency, a certified nurse midwife, or a third
year family medicine resident who has had sufficient
delivery experience. If supervision is provided by anyone
other than a faculty member, it must be documented that
this supervisor has had sufficient maternity care experience
to function competently in this capacity, and this
documentation should include the criteria used to make this
determination. When the supervisor of the resident is
reliant on others for c-section or emergency procedures
outside the scope of his or her practice, procedures for
emergency consultative relationships and back-up must be
documented. Specific details must be available on the
service at all times. In judging the adequacy of the
supervision provided by a resident, the Program Director
must consider the year of training and previous obstetrical
experience, and documented competency of the supervising
resident. When a resident provides the direct supervision,
there must be on-site physician faculty supervision
immediately available in the hospital.



(e) Advanced OB Elective

The program must make available additional training in
maternity care as an elective within the 36-month
curriculum. This elective experience must include high-risk
maternity care, including the opportunity for residents to
develop technical proficiency in appropriate operative
procedures that may form a part of their future practice.
Programs should provide training in ALSO, or similar
advanced obstetrical training, for those residents interested
in providing maternity care in their future practices.

2) Gynecology

There must be one month of structured curriculum in gynecology.
All residents must be trained to competency in normal
gynecological examinations, gynecological cancer screening,
preventive health care in women, common STD's and infections,
reproductive and hormonal physiology including fertility, family
planning, contraception, options counseling for unintended
pregnancy, pelvic floor dysfunction, and disorders of menstruation,
perimenopause, and post menopause, including osteoporosis. In
addition, the program should provide adequate instruction and
clinical experience in issues of sexual health, management of
breast disorders, and management of cervical disease. Residents
should become competent in the performance of appropriate
procedures.

This structured experience must be in addition to the routine
gynecologic care of continuity patients in the FMC and the
gynecological experience gained during family medicine call.
However, special sessions dedicated to gynecological care may be
arranged in the FMC, provided that the residency can document
that these sessions are used for gynecology care above and
beyond the routine care provided by the continuity physicians.

d) Care of the Surgical Patient

The program must provide instruction with special emphasis on the
diagnosis and management of surgical disorders and emergencies and the
appropriate and timely referral of surgical cases for specialized care.

Residents must be taught to appreciate the varieties of surgical
treatments and the potential risks associated with them to enable them to
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give proper advice, explanation, and emotional support to patients and
their families. The residents should also be taught to recognize
conditions that are preferably managed on an elective basis.

The program must provide all residents with training in preoperative and
postoperative care, basic surgical principles, asepsis, handling of tissue,
and technical skills to assist the surgeon in the operating room. The
residents should develop technical proficiency in those specific surgical
procedures that family physicians may be called on to perform.

€)) General Surgery

The residents must be required to participate in a structured
experience in general surgery of at least 2 months, including
ambulatory care (non-inpatient care: e.g., surgical centers,
emergency room and physician offices), operating room
experience, and post-operative experience. Experiences in general
surgery must be designed to provide opportunity for residents to
achieve competency in the diagnosis and management of a wide
variety of common surgical problems typically cared for by family
physicians. Experiences are usually expected to be with general
surgeons. If non-generalist surgeons are used for this experience,
the Program Director must explain how this experience exposes
residents to common surgical problems.

If surgical experience occurs in conjunction with a family
medicine or internal medicine service, the program must
document how each resident meets the required surgical
experience.

2) Surgical Subspecialties

In addition to the general surgery experience, residents must have
adequately structured hands-on educational experiences in the
following subspecialty areas: otorhinolaryngology, to include oral
health, urology, and ophthalmology. This must be in addition to
resident experience with continuity patients during routine care in
FMC and must involve disorders that are commonly seen in a
family physician’s office.

e) Musculoskeletal and Sports Medicine

All residents must have 2 months experience in the care of patients with
orthopedic and musculoskeletal problems, including experience in sports
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medicine. The curriculum should include non-articular rheumatic
disorders, infectious, supportive and degenerative arthritic conditions,
acquired and congenital abnormalities of bones and joints,
musculoskeletal and connective tissue disorders, evaluation and
management of common sprains, fractures and dislocations, preventive
care, rehabilitation and restorative function. Clinical experience should
include acute evaluation of musculoskeletal trauma and acute pain
syndromes. Sports medicine must be a clear and separate curriculum
within the 2-month/200 hours of experience and must include non-
orthopedic aspects of sports medicine with emphasis on care of athletes of
all ages, both genders, and persons active or anticipating exercise
activities. The care of the athlete includes performance of pre-participation
sports physicals, assessment of common injuries, knowledge of treatment
and rehabilitation. Both curricula must include performance of procedures
common in the evaluation and care of orthopedic and sports medicine
patients and participation in the rehabilitation required for these patients.
These include interpretation of radiographs, aspiration and injection of
joints, splinting and casting.

f) Emergency Care

There must be a structured educational experience to train the resident to
deliver emergency care that includes didactic teaching, skills training, and
clinical experience in caring for patients of all ages with acute illnesses
and injuries in an emergency care setting. Residents should receive
structured skills training in all standard current life support skills (e.g.
ACLS and PALS), and should learn procedures for both trauma and
medical emergencies in patients of all ages.

This clinical experience should encompass 200 hours of
emergency medicine training.

The setting used for this training must offer the full spectrum of
emergency services, and on-site faculty supervision must be available at
all times. Suitable facilities and adequate support personnel must be
present for resident training. The patients seen by family medicine
residents should be representative of the patient population served by the
emergency care facility overall.

2) Human Behavior and Mental Health

Knowledge and skills in this area should be acquired through a program in
which behavioral science and psychiatry are integrated with all disciplines
throughout the resident s’ total educational experience. Training should be
accomplished primarily in an outpatient setting through a combination of
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longitudinal experiences and didactic sessions. Intensive short-term
experiences in facilities devoted to the care of chronically ill patients
should be limited. There must be faculty who are specifically designated
for this curricular component who have the training and experience
necessary to apply modern behavioral and psychiatric principles to the
care of the undifferentiated patient.

Family physicians, psychiatrists, and behavioral scientists should be
involved in teaching this curricular component.

There must be instruction and development of skills in the diagnosis and
management of psychiatric disorders in children and adults, emotional
aspects of non-psychiatric disorders, psychopharmacology, alcoholism and
other substance abuse, the physician/patient relationship, patient
interviewing skills, and counseling skills. This should include videotaping
of resident/patient encounters or direct faculty observation for assessment
of each resident’s competency in interpersonal skills. This will require
sufficient faculty who participate on an on-going basis in the program, and
in the FMC, in particular.

h) Community Medicine

Each residency must have a structured curriculum in community
medicine, including didactic and some experiential components. There
must be a process to evaluate this curriculum and to document
appropriate resident skill attainment in this area. The curriculum
should include:

€)) Assessment of risks for abuse, neglect, and family and community
violence

2) Reportable communicable disease

3) Population epidemiology, and the interpretation of public health
statistical information

4 Environmental illness and injury

(5) School health

(6) Disease prevention through immunization strategies

@) Disaster responsiveness

®) community-based disease screening, prevention, health promotion

©) Factors associated with differential health status among sub
populations, including racial, geographic, or socioeconomic health
disparities, and the role of family physicians in reducing such gaps

The program should also require that each resident participate in clinical
experiences in community medicine including:

(10)  Experience in using community resources appropriately for
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individual patients who have unmet medical or social support
needs;

(11)  structured interaction with the public health system;

(12)  occupational medicine including disability determination;
employee health and job-related illness and injury;

(13)  experience in community health assessment;

(14)  experience in developing programs to address community health
priorities;

(15) community-based health education of children and adults;

i) Care of the Skin

All residents must be exposed to diagnosis and management of common
dermatologic conditions. These must include, but not be limited to, viral,
bacterial, allergic and fungal infections, ulcers, rashes, malignant and pre-
malignant skin lesions, and dermatologic manifestations of system disease.
This training should include experience in the surgical excision of skin
lesions and performance of other dermatologic procedures with
supervision by a physician with documented competence in this area. This
may include experience gained in the FMC, provided that appropriate
documentation is maintained for each resident.

1) Diagnostic Imaging and Nuclear Medicine

The program must provide the residents with a structured opportunity to
learn the appropriate application of techniques and specialty consultations
in the diagnostic imaging and nuclear medicine therapy of organs and
body systems. Instruction should include the limitations and risks
attendant to these techniques. The format of the instruction should be
adapted to the resources available, but must include radiographic
film/diagnostic imaging interpretation and nuclear medicine therapy
pertinent to family medicine.

k) Conferences

Conferences should reflect the needs of the program and the residents. At
least one faculty should attend each conference given by residents, and
residents must not be the majority of presenters.

Each program must have the following:

(1 an educational rationale for use of conferences for the program;

2) a statement on how conferences are evaluated and how the
resultant data are used by the program;

3) an explanation of resident involvement in conference design and
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presentations.
1) Management of Health Systems

There must be at least 100 hours of management and leadership instruction to
include both the didactic and the practical settings. This curriculum should
prepare residents to assume leadership roles in their practices, their
communities, and the profession of medicine. The residency must have
specific strategies to demonstrate that residents have mastered these skills.

The FMC must be considered the primary site for teaching management and
leadership skills, and should serve as an example on which residents may model
their future practices. Each resident must receive reports of individual and
practice productivity, financial performance, patient satisfaction and clinical
quality, at least quarterly, as well as the training needed to analyze these reports.
Residents must attend regular monthly FMC business meetings with staff and
faculty to discuss practice-related policies and procedures, business and service
goals, and practice efficiency and quality. They must participate in projects to
improve the quality of care and service delivered to the FMC patient population.

The management curriculum should include current billing practices, designing
and managing a budget, assessing practice staffing needs, the impact of new
technologies on practice, determining value in the marketplace, assessing
customer satisfaction, measurement of clinical quality, tort liability and risk
management, office scheduling systems, computers in practice, alternative
practice models, and employment law and procedures. Residents should also
learn principles of public relations, media training, and personnel management.

The leadership curriculum should include training to provide leadership for a
clinical practice, a hospital medical staff, professional organizations, and
community leadership skills to advocate for the public health.

1) Electives

Electives are intended primarily to enrich the residents' training with
experiences relevant to their plans for future practice or their interests as
family physicians. There must be a minimum of 3 and a maximum of 6
months of appropriately supervised electives available to all residents.
The choice of electives by the resident, including those for remedial
purposes, must be made with the approval of the Program Director.

m) Documentation of Procedures and Diagnoses

The director and family physician faculty should devise a method by
which all procedures are supervised and evaluated. They must also devise

Revised June 2008
Curriculum Year 2008-2009
Available online at http://www.new-innov.com/



a credentialing process to establish whether or not a resident is competent
to perform specific procedures. The resident's documentation of
procedural learning should include procedure, age and gender of patient,
level of performance (e.g., progressing toward independent performance),
and number of procedures performed before independent status granted.
Procedural teaching should include didactic presentations, indications and
contra-indications, risks and benefits, informed consent, appropriate
coding and charging, management of aftercare and complications, and
acquisition and maintenance of skills.

C. Residents Scholarly Activities

Each program must provide an opportunity for residents to participate in
research or other scholarly activities, and residents must participate
actively in such scholarly activities.

Each program must provide supervised experiences for all residents in scholarly
activities such as research, presentations at national, regional, state, or local
professional meetings, or presentation and/or publication of review articles and
case presentations. Formal instruction and practical experience must assure that
each resident develops and demonstrates skills in locating sources of scientific
data pertinent to the care of patients, analyzing the appropriateness of research
design and statistical methods, obtaining information about diagnostic and
therapeutic effectiveness, and applying evidence from pertinent clinical studies to
patient care.

The program must provide a supervised, ongoing forum in which residents
explore and analyze emerging scientific evidence pertinent to the practice of
family medicine. Additionally, all residents must actively participate in scientific
inquiry, either through direct participation in research, or undertaking scholarly
projects that make use of the scientific methods noted above.

Residents must also have guided experiences in the application of emerging
clinical knowledge applicable to their own patient panels. The training
environment must be in compliance with accepted evidence-based practices.

D. ACGME Competencies

The residency program must require its residents to obtain competence in
the six areas listed below to the level expected of a new practitioner.
Programs must define the specific knowledge, skills, behaviors, and attitudes
required, and provide educational experiences as needed in order for their
residents to demonstrate the following:

1. Patient care that is compassionate, appropriate, and effective for the
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treatment of health problems and the promotion of health;

2. Medical Knowledge about established and evolving biomedical,
clinical, and cognate sciences, as well as the application of this
knowledge to patient care;

3. Practice-based learning and improvement that involves the
investigation and evaluation of care for their patients, the appraisal
and assimilation of scientific evidence, and improvements in patient
care;

4. Interpersonal and communication skills that result in the effective
exchange of information and collaboration with patients, their
families, and other health professionals;

5. Professionalism, as manifested through a commitment to carrying out
professional responsibilities, adherence to ethical principles, and
sensitivity to patients of diverse backgrounds;

6. Systems-based practice, as manifested by actions that demonstrate an
awareness of and responsiveness to the larger context and system of
health care, as well as the ability to call effectively on other resources
in the system to provide optimal health care.

Specifically related to family medicine, residents must be taught to develop the
skills necessary for career-long professional learning sufficient to maintain
certification in the specialty. These should include:

Knowledge sufficient to pass the ABFM certification exam;

Ability to collect a complete initial data base and examination;

Ability to define and expand the differential diagnoses list;
Identification of the most likely diagnoses and the establishing of a plan
for diagnostic and treatment modalities;

Ability to educate the patient and family about the diagnoses, evaluation
and treatment of the disease, to obtain informed consent, and perform
appropriate procedures;

Ability to practice in a team and with a systems-based approach;

Ability to present data to other members of the team and consultants;
cost-conscious ordering of diagnostic tests and therapeutics;
Construction of a medical record summary with accuracy and in
compliance with expected format and in compliance with the hospital's
medical records policies;

10. Formulate short and long term goals; and

11.  The providing of guidance to patients regarding advanced directives, end-
of-life issues and unexpected diagnoses/outcomes.

bl ol

(9,

VX

VI.  Resident Duty Hours and the Working Environment

Providing residents with a sound academic and clinical education must be carefully
planned and balanced with concerns for patient safety and resident well-being.
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Each program must ensure that the learning objectives of the program are not
compromised by excessive reliance on residents to fulfill service obligations.
Didactic and clinical education must have priority in the allotment of residents’ time
and energy. Duty hour assignments must recognize that faculty and residents
collectively have responsibility for the safety and welfare of patients.

A Supervision of Residents

1. All patient care must be supervised by qualified faculty. The Program
Director must ensure, direct, and document adequate supervision of
residents at all times. Residents must be provided with rapid, reliable
systems for communicating with supervising faculty.

2. Faculty schedules must be structured to provide residents with
continuous supervision and consultation.
3. Faculty and residents must be educated to recognize the signs of

fatigue, and adopt and apply policies to prevent and counteract its
potential negative effects.

B. Duty Hours

1. Duty hours are defined as all clinical and academic activities related
to the residency program; i.e., patient care (both inpatient and
outpatient), administrative duties relative to patient care, the
provision for transfer of patient care; time spent in-house during call
activities, and scheduled activities such as conferences. Duty hours do
not include reading and preparation time spent away from the duty

site.

2. Duty hours must be limited to 80 hours per week averaged over a
four-week period, inclusive of all in-house call activities.

3. Residents must be provided with 1 day in 7 free from all educational

and clinical responsibilities, averaged over a 4-week period, inclusive
of call. One day is defined as 1 continuous 24-hour period free from all
clinical, educational, and administrative duties.

4, Adequate time for rest and personal activities must be provided. This
should consist of a 10-hour time period provided between all daily
duty periods and after in-house call. The RRC will not consider
requests for a rest period of less than 10 hours.

C. On-call Activities

The objective of on-call activities is to provide residents with continuity of
patient care experiences throughout a 24-hour period. In-house call is
defined as those duty hours beyond the normal work day, when residents are
required to be immediately available in the assigned institution.
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1. In-house call must occur no more frequently than every third night,
averaged over a 4-week period.

2. Continuous on-site duty, including in-house call, must not exceed 24
consecutive hours. Residents may remain on duty for up to 6
additional hours to participate in didactic activities, transfer care of
patients, conduct outpatient clinics, and maintain continuity of
medical and surgical care. For family medicine programs, the only out-
patient activity allowed is the scheduled continuity office hours in the
FMC, and/or self-directed activities. No other clinical duties are
permitted. FM residents may not have continuity office hours in the
afternoon or evening following an overnight call responsibility. Directors
are responsible for anticipatory scheduling to avoid having to cancel
patient appointments for afternoon FMC continuity sessions following
overnight call.

For programs using a night block rotation, residents may have their
continuity office hours in the FMC either before or after the night block
hours, as long as there are 10 hours of rest between assigned duties and all
other duty hour rules are addressed.

Residents should also be available for critical events in the lives of their
continuity patients such obstetrical delivery throughout their 3 years of
training but with the understanding that their subsequent schedules
should be adjusted, as necessary, to comply with the duty hour’s
restrictions.

3. No new patients may be accepted after 24 hours of continuous duty.
Patients seen post call during a morning continuity session

In the FMC are not considered new patients.

4, At-home call (or pager call) is defined as a call taken from outside the
assigned institution.

a) The frequency of at-home call is not subject to the every-third-
night limitation. At-home call, however, must not be so
frequent as to preclude rest and reasonable personal time for
each resident. Residents taking at-home call must be provided
with 1 day in 7 completely free from all educational and
clinical responsibilities, averaged over a 4-week period.

b) When residents are called into the hospital from home, the
hours residents spend in-house are counted toward the 80-hour
limit.
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C) The Program Director and the faculty must monitor the
demands of at-home call in their programs, and make
scheduling adjustments as necessary to mitigate excessive
service demands and/or fatigue.

D. Moonlighting

1. Because residency education is a full-time endeavor, the Program
Director must ensure that moonlighting does not interfere with the
ability of the resident to achieve the goals and objectives of the
educational program.

2. The Program Director must comply with the sponsoring institution’s
written policies and procedures regarding moonlighting, in
compliance with the ACGME Institutional Requirements.

3. Any hours a resident works for compensation at the sponsoring
institution or any of the sponsor’s primary clinical sites must be
considered part of the 80-hour weekly limit on duty hours. This
refers to the practice of internal moonlighting.

E. Oversight

1. Each program must have written policies and procedures consistent
with the Institutional and Program Requirements for resident duty
hours and the working environment. These policies must be
distributed to the residents and the faculty. Duty hours must be
monitored with a frequency sufficient to ensure an appropriate
balance between education and service.

2. Back-up support systems must be provided when patient care
responsibilities are unusually difficult or prolonged, or if unexpected
circumstances create resident fatigue sufficient to jeopardize patient
care. Programs must have formal mechanisms specifically designed for
promotion of physician well-being and prevention of impairment. There
also should be a structured and facilitated group designed for resident
support that meets on a regular basis.

F. Duty Hours Exceptions

An RRC may grant exceptions for up to 10% of the 80-hour limit to
individual programs based on a sound educational rationale. Prior
permission of the institution’s GMEC, however, is required. The RRC for
Family Medicine will not consider requests for an exception to the limit to 80
hours per week, averaged monthly.
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VII. Evaluation

A. Resident

1.
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Formative Evaluation

The faculty must evaluate in a timely manner the residents whom they
supervise. In addition, the residency program must demonstrate that
it has an effective mechanism for assessing resident performance
throughout the program, and for utilizing the results to improve
resident performance.

a) Assessment should include the use of methods that produce an
accurate assessment of residents’ competence in patient care,
medical knowledge, practice-based learning and
improvement, interpersonal and communication skills,
professionalism, and systems-based practice.

b) Assessment should include the regular and timely performance
feedback to residents that includes at least semiannual written
evaluations. Such evaluations are to be communicated to each
resident in a timely manner, and maintained in a record that is
accessible to each resident.

c) Assessment should include the use of assessment results,
including evaluation by faculty, patients, peers, self, and other
professional staff, to achieve progressive improvements in
residents’ competence and performance.

d) The faculty must provide a written evaluation of each resident after
each rotation, and these evaluations must be available for review
by the residents and site visitor. The residency must document the
inpatient clinical experiences of the residents and show how this
prepares them to care for the patients in their community as
defined by the program's written goals. This information should
include the patient diagnoses seen and the procedures performed.

Final Evaluation

The Program Director must provide a final evaluation for each
resident who completes the program. This 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
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permanent record maintained by the institution.
B. Faculty

The performance of the faculty must be evaluated by the program no less
frequently than at the midpoint of the accreditation cycle, and again prior to
the next site visit. The evaluations should include a review of their teaching
abilities, commitment to the educational program, clinical knowledge, and
scholarly activities. This evaluation must include annual written confidential
evaluations by residents. This on-going faculty assessment/evaluation system
should facilitate faculty development. Additionally, the program should use
resident evaluations of the faculty to help determine their areas of special interest
and appropriate teaching.

C. Program

The educational effectiveness of a program must be evaluated at least
annually in a systematic manner.

1. Representative program personnel (i.e., at least the Program Director,
representative faculty, and one resident) must be organized to review
program goals and objectives, and the effectiveness with which they
are achieved. This group must conduct a formal documented meeting
at least annually for this purpose. In the evaluation process, the group
must take into consideration written comments from the faculty, the
most recent report of the GMEC of the sponsoring institution, and the
residents’ confidential written evaluations. If deficiencies are found,
the group should prepare an explicit plan of action, which should be
approved by the faculty and documented in the minutes of the
meeting.

2. The program should use resident performance and outcome
assessment in its evaluation of the educational effectiveness of the
residency program. Performance of program graduates on the
certification examination should be used as one measure of evaluating
program effectiveness. The program should maintain a process for
using assessment results together with other program evaluation
results to improve the residency program.

D. Evaluation of the Graduates

Each program must maintain a system of evaluation of its graduates. The
residency should obtain feedback on demographic and practice profiles, licensure
and board certification, the graduates' perceptions of the relevancy of training to
practice, suggestions for improving the training, ideas for new areas of
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VIII.

curriculum, and identification of which procedures are done in practice. The
suggested format is a written survey after 1 year and every 5 years thereafter.

The data from the evaluation of the graduates should be used as part of the
program's determination of the degree to which the program's stated goals are
being met.

E. Evaluation of the Program by the RRC

The program will be evaluated by the RRC at regular intervals, at which time
the RRC will judge the degree of its compliance with the Program
Requirements.

One measure of the quality of a residency program is the performance of its
graduates on the certifying examination of the American Board of Family
Medicine. In its evaluation of residency programs, the RRC will take into
consideration the information provided by ABFM regarding resident performance
on the certifying examinations over a period of several years.

The committee will use scores for a minimum of 3 and a maximum of 5 years and
will take into consideration noticeable improvements or declines during the period
considered. Poor performance will be cited if more than 10% of a program's
candidates fail on the first examination over a period of consecutive years and/or
the program's composite score is consistently at or below the 25th percentile in
the nation.

Experimentation and Innovation

Since responsible innovation and experimentation are essential to improving
professional education, experimental projects along sound educational principles
are encouraged. Requests for experimentation or innovative projects that may
deviate from the program requirements must be approved in advance by the RRC,
and must include the educational rationale and method of evaluation. The
sponsoring institution and program are jointly responsible for the quality of
education offered to residents for the duration of such a project.

Requests for experimentation that deviate from the program requirements must be limited
to innovative ways that the minimum requirements will be met and to how equivalent
competency outcomes will be achieved.

Board Certification
Residents who plan to seek certification by the American Board of Family Medicine

should communicate with the office of the board regarding the full requirements for
certification.
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ACGME Approved: September 2005
Effective Date: July 1, 2006

The Family Medicine Residency
ABFM Residency Guidelines

Program Directors are responsible for conducting their residency training programs in
compliance with the "Institutional and Program Requirements for Graduate Medical Education in
Family Medicine" of the Accreditation Council for Graduate Medical Education (ACGME).
Directors should periodically review these requirements with their faculty, staff, and residents.

At the time of entry into a program, the Family Medicine resident is expected to be familiar with:
the ACGME "Institutional Requirements", the "Program Requirements for Residency Education
in Family Medicine", the "Requirements for Certification by the American Board of Family
Medicine", and any additional requirements of the program into which the resident has entered.
The ACGME and ABFM requirements are available at their respective websites.

It should be noted that any variance from the "Program Requirements for Residency Education
in Family Medicine," or failure to comply with the ABFM Requirements for Certification, places
the resident at risk of being unable to qualify for the ABFM's examinations.

If there is any doubt regarding compliance with the "Program Requirements for Residency
Education in Family Medicine" or ABFM Requirements for Certification, Program Directors are
urged to consult with the ACGME and/or the Board.

Selection of Residents

Only those physicians who possess the qualifications set forth in the section on "Eligibility and
Selection of Residents" of the ACGME's Institutional Requirements are eligible to enter a Family
Medicine residency training program.

Programs must make a special effort to confirm that all of the educational requirements for the
M.D. and D.O. degrees have been completed prior to entry for U.S. graduates, and that
international graduates have one of the following: a currently valid certificate from the
Educational Commission for Foreign Medical Graduates prior to appointment, a full and
unrestricted license to practice medicine in the U.S. licensing jurisdiction in which they are
training, or completed a Fifth Pathway program of an LCME-accredited medical school.

The formal registration of all residents in ACGME-accredited Family Medicine residency
programs is accomplished via the ABFM's web-based Resident Training Management System.
This includes residents who have entered the program as first-year residents, as well as transfers
and advanced level placements from other disciplines.
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Advanced-Level Entry/Interprogram Transfers: United States and Canada

Programs seeking to admit a resident into training with credit toward certification for other types
of previous accredited training, including training in another ACGME-accredited Family
Medicine program, are no longer required to obtain prior approval for transfer/advanced
placement of 12 months or less for residents transferring from:

e ACGME-accredited Family Medicine programs

o other ACGME-accredited specialties

e American Osteopathic Association (AOA) approved programs

e Canadian programs approved by the College of Family Physicians of Canada

Transfer/Advanced Placement notification will be facilitated through the online Resident
Training Management System. However, some transfer/advanced placement appointments will
require special attention, requiring prior approval from the ABFM. Appointments requiring
prior approval include: requests for credit in excess of 12 months, transfers associated with the
closing of a program, transfers involving hardship circumstances, and advanced placement for
international training.

Transfer/Advanced Placement credit may not exceed 12 months. The amount of credit normally
recognized for each curricular area is listed below.

TABLE 1—Maximum Amount of Transfer Credit

Curricular Area Credit Curricular Area Credit
Human Behavior/Mental Health 2 months ~ Community Medicine 1 month
Adult Medicine 12 months  Care of Neonates, Infants 5 months
Critical Care (ICU/CCU) 1 month Children and Adolescents
Cardiology 1 month
Maternity and Gynecologic Care 3 months  Diagnostic Imaging and Nuclear Medicine 1 month
Maternity Care 2 months
Gynecologic Care 1 month
General Surgery 2 months  Physical Medicine and Rehabilitation 1 month
Genitourinary Disorders 1 month
Disorders of the Eye, 1 month
Ear, Nose and Throat
Musculoskeletal and Sports Medicine 2 months  Practice Management 2 months
Emergency Care 1 month Care of the Skin 1 month
Care of the Older Patient 1 month Neurology 1 month
Anesthesiology 1 month Electives 3 months
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If a physician is admitted into training at an advanced level, but the Program Director fails to
notify the Board via the Resident Training Management System or other appropriate means prior
to the entry of the resident into the program, the Board, at its discretion, may subsequently alter
the amount of credit if there is disagreement with the amount or type of credit awarded.

If it is the intention of the program to use a portion of a resident's previous ACGME, AOA, or
College of Family Physicians of Canada (CFPC) -accredited postgraduate education to meet
residency program requirements while having the resident complete 36 months of education
(e.g., applying the prior training to requirements to permit a greater amount of elective time), the
program is NOT required to obtain authorization of credit from the Board.

Should a program recruit a physician for an entry level G-1 position and the physician begins
training at that level, the resident will be expected to complete the full residency program of 36
months regardless of the amount of prior training or the performance of the resident after entry.

Transfer from one accredited Family Medicine residency program to another after the beginning
of the G-2 year will be considered only when a residency training program closes or when there
is evidence of the presence of a hardship involving a resident. A hardship is defined as a
medical condition or injury of an acute but temporary nature, or the existence of a threat
to the integrity of the resident's family, which impedes or prohibits the resident from
making satisfactory progress toward the completion of the requirements of the residency
program. In considering such transfers, the Board is concerned primarily with the requirements
for continuity of care during the resident's second and third years of training as stipulated in the
"Program Requirements." All requests must demonstrate the nature and extent of the hardship.

Any change that has not been approved by the Board and is at variance with the requirement for
continuity will place the resident's application for the Certification examination in jeopardy.

Advanced-Level Entry/Interprogram Transfers: International

Internationally-trained physicians with postgraduate training outside of the U.S. or Canada may
be admitted to an ACGME-accredited Family Medicine program with advanced placement of 12
months or less. However, the program must obtain approval from the American Board of Family
Medicine prior to the entry of the resident into training. Please refer to the general details
described in the previous section.

Under no circumstances will transfer credit in excess of 12 calendar months be awarded, and
such credit, if any, will be restricted to the G-1 year of residency training in Family Medicine.
The Board may award credit only for experiences which are equivalent to training in Family
Medicine and only in the amount compatible with the "Program Requirements for Graduate
Medical Education in Family Medicine."
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The physician under consideration must have completed a minimum of three years of
international graduate medical education beyond the receipt of the M.D. degree to be considered
for any credit.

Requests for transfer/advanced placement credit requiring special attention by the ABFM must
include verifiable supporting documentation, including:

o Licensure in the state, province, and/or country of practice
e The medical school diploma (World Health Organization approved)

e Documentation of internship and residency training or equivalent including a description
of the clinical rotation schedule or the number of months of specialty training completed

e Specialty and subspecialty certification

e Receipt of a currently valid Standard Certificate from the Educational Commission for
Foreign Medical Graduates, or documentation of successful completion of a bona fide
Fifth Pathway Program or demonstration of compliance with other ACGME requirements
for entry into graduate medical education in the United States

The Board reserves the right to limit the duration of the authorization of credit should the
resident fail to enter training at the expected time.

Physicians who are unable to provide all of the necessary documentation of their previous
training and fulfill other requirements will be required to complete a full three years of ACGME-
accredited residency training in Family Medicine in order to apply for certification.

Part-Time Residency in Family Medicine

In order for a resident to qualify for the ABFM Certification Examination, a reduced or part-time
curriculum must have PRIOR written approval of the Board and must meet the conditions listed
below.

1. The part-time program and any subsequent changes in curriculum must be approved by
the ABFM in advance. The residency must submit a description of the curriculum which
outlines the manner in which the part-time program meets the ACGME "Program
Requirements for Graduate Medical Education in Family Medicine."

2. The curriculum design for the part-time residency must meet the following guidelines:
e It must be based on a satisfactory reason for being part-time.
o It must meet the educational needs of the resident.
e It must be fair to the other residents in the program.
e It must include in its total extent AT LEAST the sum of clinical experiences and
responsibilities acquired by a resident with a normal full-time schedule.
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e It must include documentation of the manner in which the resident's patient-care
responsibilities (continuity) will be discharged during off-duty periods and
throughout the term of the training experience.

3. The part-time experience in the G-2 and G-3 years must provide continuity of training in
the SAME Family Medicine program.

4. During the G-2 and G-3 years, part-time residents are expected to
complete comprehensive care for Family Medicine Center patients on a
full-time equivalent basis. It is expected that clinical
rotations/experiences and continuity clinic time will be integrated
during the part-time schedule. Block clinic time without concurrent
clinical rotations/experiences does not reduce the continuity of care
requirement or the length of training time, but does serve to avoid
violation of the continuity of care requirement. A Family Medicine
Center approved by the Residency Review Committee must be used to
fulfill the continuity of care requirement.

5. Part-time residents are required to complete 24 months of continuing care for an
undifferentiated panel of patients after the start of the G-2 year. After 24 months of
continuity have been completed, family medicine center responsibilities will be expected
during educational experiences but will not be required during "off" months.

Shared Residency

In instances wherein two residents elect to share a single residency position and responsibility for
the continuity of care of a panel of patients in a Family Medicine Center, the effort may be
divided to assist physicians with unique personal circumstances that would otherwise prohibit
full-time residency education. Such arrangements, known as "Shared Residency," must be made
in compliance with Board policy regarding "Part-Time Residencies," and must have the PRIOR
written approval of the Board. Requests for authorization must give a detailed description of the
curriculum, the manner in which the continuity of care for the Family Medicine Center patients
will be assured, and a statement defining how the sum total of the time requirements, as set forth
in the "Program Requirements," will be met.

Double Boarding

The pursuit of two specialty board certifications while training in one or both graduate training
programs simultaneously, with some exchange of credit between programs reducing the time it
would take to pursue each specialty certification separately, generally defines the process of
"Double Boarding."

The policy of the ABFM on "Double Boarding" is in keeping with the Board's policies regarding
qualifications for certification and is noted below.
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o The candidate must have satisfactorily completed 36 full calendar months of ACGME-
accredited training in Family Medicine.

e The G-1 year (12 calendar months) must conform to the ACGME "Program
Requirements for Residency Graduate Medical Education in Family Medicine," as well
as the American Board of Family Medicine criteria for transfer to an ACGME-accredited
G-2 year in Family Medicine if the G-1 year is not in an ACGME-accredited Family
Medicine program.

e The remaining 24 calendar months (the G-2 and G-3 years) must be in the same
ACGME-accredited Family Medicine residency program, and the resident must be
officially considered a resident in Family Medicine under the supervision of the Family
Medicine Program Director.

Programs wishing to offer an opportunity for one or more residents to obtain certification by two
specialty boards must have the curriculum approved by the ABFM and the second specialty
board prior to any resident beginning training.

Absence from the Residency

Continuity of Care

The requirements for continuity of care and the Family Medicine Center (FMC) experience are
defined by the ACGME in its "Program Requirements for Graduate Medical Education in Family
Medicine."

A resident is expected to be assigned to one FMC for all three years, but at least throughout the
second and third years of training. The total patient visits in the FMC must be met, and residents
must be scheduled to see patients in the FMC for a minimum of 40 weeks during each year of
training.

Vacation, lliness, and Other Short-Term Absences

Residents are expected to perform their duties as resident physicians for a minimum period of
eleven months each calendar year. Therefore, absence from the program for vacation, illness,
personal business, leave, etc., must not exceed a combined total of one (1) month per academic
year.

Vacation periods may not accumulate from one year to another. Annual vacations must be taken
in the year of the service for which the vacation is granted. No two vacation periods may be
concurrent (e.g., last month of the G-2 year and first month of the G-3 year in sequence) and a
resident does not have the option of reducing the total time required for residency (36 calendar
months) by relinquishing vacation time.

The Board recognizes that vacation/leave policies vary from program to program and are the
prerogative of the Program Director so long as they do not exceed the Board's time restriction.
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Time away from the residency program for educational purposes, such as workshops or
continuing medical education activities, are not counted in the general limitation on absences but
should not exceed 5 days annually.

Long-Term Absence

Absence from residency education, in excess of one month within the academic year (G-1, G-2
or G-3 year) must be made up before the resident advances to the next training level, and the
time must be added to the projected date of completion of the required 36 months of training.
Absence from the residency, exclusive of the one month vacation/sick time, may interrupt
continuity of patient care for a maximum of three (3) months in each of the G-2 and G-3 years of
training. Leave time may be interspersed throughout the year or taken as a three-month block.

Following a leave of absence of less than three months the resident is expected to return to the
program and maintain care of his or her panel of patients for a minimum of two months before
any subsequent leave. Leave time must be made up before the resident advances to the next
training level and the time must be added to the projected date of completion of the required 36
months of training. Residents will be permitted to take vacation time immediately prior to or
subsequent to a leave of absence.

In cases where a resident is granted a leave of absence by the program, or must be away because
of illness or injury, the Program Director is expected to inform the Board promptly by electronic
mail of the date of departure and expected return date. It should be understood that the resident

may not return to the program at a level beyond that which was attained at the time of departure.

Leaves of absence in excess of three months are considered a violation of the continuity of care
requirement. Programs must be aware that the Board may require the resident to complete
additional continuity of care time requirements beyond what is normally required to be eligible
for certification.

Waiver of Continuity of Care Requirement for Hardship

While reaffirming the importance of continuity of care in Family Medicine residency training,
the Board recognizes that hardships occur in the personal and professional lives of residents.
Accordingly, a waiver of the continuity of care requirement or an extension of the leave of
absence policy may be granted when a residency training program closes or when there is
evidence of the presence of a hardship involving a resident. A hardship is defined as a
debilitating illness or injury of an acute but temporary nature, or the existence of a threat
to the integrity of the resident's family, which impedes or prohibits the resident from
making satisfactory progress toward the completion of the requirements of the residency
program.

A request for a waiver of the continuity of care requirement or an extension of the leave of
absence policy on the basis of hardship must demonstrate:

o that the absence from continuity of care does not exceed 12 months;

o the nature and extent of the hardship;

Revised June 2008
Curriculum Year 2008-2009
Available online at http://www.new-innov.com/



o that excused absence time (vacation/sick time) permissible by the ABFM and the
program for the academic year has been reasonably exhausted by the resident;

o That a medical condition causing absence from training is within the Americans with
Disabilities act (ADA) definition of disability.

For absences from training of less than 12 months, the amount of the 24-month continuity of care
requirement completed prior to the absence will be considered a significant factor in the
consideration of the request.

When the break in continuity exceeds 12 months, it is highly unlikely that waivers of the
continuity of care requirement will be granted.

In communicating with the Board, the program should indicate the criteria it will use, if any, to
judge the point at which the resident is expected to reenter. The resident may NOT be readmitted
to the program at a level beyond that which was attained at the time of departure, but the resident
may reenter the program pending a final decision by the Board on the amount of additional
training, if any, to be required of the resident.

Revised June 2008
Curriculum Year 2008-2009
Available online at http://www.new-innov.com/



DIRECTORIES

Revised June 2008
Curriculum Year 2008-2009
Available online at http://www.new-innov.com/



ADMINISTRATION AND FACULTY DIRECTORY

FACULTY

Dr. James C. Martin

Program Director

Pager: n/a
james.martin@christushealth.org

Dr. Leah Raye Mabry

Associate Director

Pager: 231-1205

Cell: 863-1022
leahraye.mabry(@christushealh.org

Dr. Diana Ballesteros

Assistant Director of the FHC
Cell: 389-4144
m.ballesteros@christushealth.org

Dr. Tamara Armstrong
Director of Behavioral Sciences
Cell: (210) 334-5313

Dr. Nancy D. Bryant

Co-Director of Obstetrics & Gynecology
Services

Pager: 230-4834
nancy.bryant@christushealth.org

Dr. Frederick Brown

Co-Director of Obstetrics & Gynecology
Services

Pager: 235-0802
f.brown@christushealth.org

Dr. Christine Higgins

Academic Fellow

Pager: 235-0691
christine.higgins@christushealth.org

Dr. Larry Karrh

Residency Faculty

Pager: 715-0321
larry.karrh@christushealth.org
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Dr. Joseph Lopez

Assistant Director of the FHC
Pager: 573-6939
joseph.lopez@christushealth.org

Dr. Simone Norris

Residency Faculty

Pager: 553-0393
simone.norris@christushealth.org

Dr. David Ortiz

Residency faculty

Pager: 818-9732
david.ortiz@christushealth.org

Dr. Keith Patteson

Residency Faculty

Pager: 231-1219
pat.patterson@christushealth.org

Dr. Todd Thames

Residency Faculty

Pager: 573-6348
todd.thames(@christushealth.org

Dr. Eliot Young

Residency Faculty

Pager: 573-6604
eliot.young(@christushealth.org

Administrative office mailing address:
CHRISTUS Santa Rosa Family Medicine
Residency Program

Center for Children and Families

333 N. Santa Rosa Blvd, Suite F4703
San Antonio, TX 78207

PHONE: 210-704-2535

FAX: 210-704-2545
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ADMINISTRATIVE STAFF
Mrs. Johnna Nerios

Clinic Manager

Phone: 704-4052
johnna.nerios@christushealth.org

Ms. Veronica Rosas

Admin. Assist./Credentialing Specialist

Phone: 704-2535
veronica.rosas@christushealth.org

Ms. Cathleen Rios

Business Revenue Cycle Coordinator
Phone: 704-4107
cathleen.rios@christushealth.org

Mrs. Lisa Marquise
GME/Residency Coordinator
Phone: 704-2575
maria.marquise@christushealth.org

Ms. Alice Worthington
Administrative Assistant

Phone: 704-2551
alice.worthington(@christushealth.org

CLINIC PHONE NUMBERS
Side A: 704-4140

Side B: 704-4130

Side A FAX: 704-4142

Side B FAX: 704-4132

Preceptor Room Side A: 704-4161
Preceptor Room Side B: 704-4134

Clinic Hours:
Monday 8:00 - 5:30
Tuesday 8:00 —5:30

Wednesday  8:00 — 5:00 late clinic 5-7:00

Thursday 8:00 — 12:30
Friday 8:00 —5:30
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RESIDENT PAGER NUMBERS

PGY I

Deborah Aguilar, MD
Veronica Betancur, MD
Sarah Bohn, MD
Rebecca Campos, MD
Nick Hanson, MD
Tyson Purdy, MD
Sabrina Solomon, MD

PGY-1I

Lieu Chau, DO

Marisa Emmons, MD
Rebekah Georges, MD
Chris Larson, DO
Andreea Livengood, DO
Ashley Summers, MD
Megan Williams, MD

PGY -III

Karina Wenzell-Botero, DO
Emily Briggs, MD

Erika Garza, MD

Aurelio Laing, MD

Rachel Lorenz, DO

Marco Molina, MD

Ben Stahl, MD

On-Call Pager 231-1598
OB Call Pager 230-0068

210-231-1066
210-231-1065
210-231-1063
210-231-1020
210-351-1406
210-231-1707
210-231-1064

210-220-0739
210-220-0592
210-220-0079
210-220-0218
210-2200707

210-220-7392
210-220-0591

210-220-8530
210-220-8534
210-220-8538
210-220-8539
210-220-8532
210-220-8536
210-220-8540

CHRISTUS Santa Rosa Family Health

Center — Medical Center

2829 Babcock Road  Suite 236C 2™ Floor

San Antonio, TX 78240
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RESIDENT OFFICE ASSIGNMENTS

SIDE A:

Office 1:

Deborah Aguilar, MD
Ben Stahl, MD
Megan Williams, MD
Erika Garza, MD

Office 2:

Sabrina Solomon, MD
Karina Botero-Wenzell, MD
Chris Larson, DO

Office 3:

Sarah Bohn, MD

Nick Hanson, MD
Rebekah Georges, MD

SIDE B:

Office 4:

Tyson Purdy, MD
Andreea Livengood, MD
Ashley Summers, MD

Office 5:

Rebecca Campos, MD
Emily Briggs, MD
Rachel McGinnis, DO
Marisa Emmons, MD
Marco Molina, MD

Office 6:

Veronica Betancur, MD
Lieu Chau, DO

Aurelio Laing, III, MD
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ALERT ROSTER

James C. Martin / Lisa Marquise
cell: 913-5838 / cell: 846-8037

Young
cell: 573-6604

Thames
cell: 573-6348

Karrh
cell: 393-7299

Mabry
cell: 863-1022

v

Lopez
cell: 573-6939

|

Ballesteros
cell: 389-4144

|

Bryant
cell: 344-7148

Brown
cell: 838-0736

Higgins
cell: 885-6259

l

Armstrong
cell: 334-5313

|

Thomas, A
cell: 842-3445

Patteson
cell: 231-1219
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v

Norris
cell: 413-7051

|

Ortiz
cell: 818-9732

Chau
cell: 563-6313

Emmons
cell: 860-2561

Georges
cell: 392-4009

Larson
817-657-5917

Livengood
440-263-3954

Summers
cell: 683-6099

Williams
cell: 373-6209

v

Aguilar
pager: 231-1066

|

Betancur
pager: 231-1065

Bohn
pager: 231-1063

|

Campos
pager: 231-1020

Hanson
pager: 351-1406

Purdy
pager: 231-1707

Solomon
pager: 231-1062

v

Briggs
cell: 34I-995 1

Wengzell-
Botero
917-854-3305

Garza

cell: 827-9004
Laing l

cell: 24I-7123

McGinnis
cell: 845-9796

Molina
918-671-1409

Stahl
cell: 274-1595

*#% When called, call person below & report to ER. The
last person on the list calls first in line (e.g. Young,
Thomas, etc.). Report to person how long to get to ER.




FREQUENTLY USED TELEPHONE AND FACSIMILE NUMBERS

Answering Service

Emergency Department

Family Health Center

FMRP Administration

Laboratory/Pathology

Library
OB - Labor & Delivery

Operator

Pharmacy

Risk Management

Security

X-Ray Reports
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475-7148

704-2251 and 704-2252 (City Centre)
704-3536 (Fast Track — Children’s Hospital)

704-4140 (Side A), 704-4130 (Side B) (Front Desk)
704-4141 (A), 704-4131 (B) (Nurse's Station)
704-4142 (A), 704-4132 (B) (FAX)

704-2535 (Main Number - Veronica Rosas)

704-2551 (Administrative Assistant - Alice Worthington)
704-2575 (Residency Coordinator — Lisa Marquise)
704-2545 (FAX)

704-2301 — Laboratory (City Centre)
704-2306 - Pathology (City Centre)
705-6469 — Laboratory (Medical Center)
705-6463 — Pathology (Medical Center)

704-3785 (CSRHC)
704-2326 (Nurse’s Station)

704-2011 (From an outside line)
0 (Within the Hospital)
705-6300 (Medical Center)

704-2351

704-2020
Cell # 393-5194

704-2393 (City Centre)
704-5685 (Medical Center)
704-2393 (Dispatcher)

230-2030 (Supervisor's Pager)
704-2011 (After Hours Operator)

704-5555 (City Centre)
705-2222 (Medical Center)



CHRISTUS SANTA ROSA HOSPITAL - UNIT LOCATIONS

A" Building (see map)

Adult Emergency Services -1st floor (ext. 2251 /2252)
Postpartum Unit - 3rd floor, East (ext. 2419)
Obstetrics - Postpartum — 4th floor, North (ext. 2326)
Obstetrics - Labor & Delivery - 4th floor (ext2326)
Obstetrics- L & D Lounge - 4™ floor (ext. 2794)
Newborn Nursery- 4™ floor (ext. 2424)

Adult Dialysis Unit-4th floor (ext. 2471)

Cath Lab - 5th floor (ext.3190)

Telemetry-5th floor (ext. 3026)

"B" Building (see map)

Radiology Services-2nd floor (ext. 2372)

Laboratory Services-3rd floor (ext. 2301)

Maternal -Fetal Medicine- 4™ floor- (ext. 2392)

Cath Lab - 5th floor (ext.3190) - take "B" elevators to Cath Lab
Cancer Clinic (Children's)-8th floor (ext. 2561 inpt, ext. 2187 outpt.)
Adult Oncology/Medical Unit-10th floor (ext. 2457)

Adult Surgical Unit-11th floor (ext. 3840)

""C" Building (see map)

Pediatric Emergency Services-1st floor (ext. 2190)

NICU (Neonatal Intensive Care Unit)-4th floor (ext. 2474)
Special Care Nursery-4th floor (ext. 2554)

Surgical Services (Children's)-6th floor (ext. 2501)
Medical Unit (Children's)-7th floor (ext. 2565)
Hematology/Oncology Unit-8th floor (ext. 2561)

"D Building (see map)

Occupational Therapy - 2nd floor (ext.2361)

Physical Therapy - 2nd floor (ext. 2361)

Day Surgery & GI Lab-5th floor (ext. 2423 outpt. surg., ext. 2460 GI lab)

Surgical Tower (see map)

Children's Outpatient Surgery (COPS) - 1st floor (ext. 2587)

Adult Outpatient Surgery - 2nd floor (ext. 2423)

Recovery Room - 2nd floor (ext.2508)

Surgical Services - 2nd floor (ext. 2501 and 2502)

GI Lab — 5th floor (ext. 2460)

ICU's - 3rd floor - Adult (ext. 2421 and 2318), Pedi (ext. 2293 and 2965), Neonatal (ext. 2474),
Cardiovascular (ext.2470), Surgical (ext. 3920 and 3955)
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Center for Children & Families, Building F (see map)

Pedi Specialty Clinics - 1st & 2nd floor (see comprehensive list following)
Pedi Primary Care - 3rd floor - University Health Systems Clinics

Family Medicine Residency - 4th floor (ext. 2535)

Family Health Center - 4th floor (ext. 4140)

Health Science Library — 5™ floor (ext. 3785)

CHRISTUS SANTA ROSA CHILDREN'S SPECIALTY CLINICS
Any Baby Can (ext. 2222)

Asthma Education (ext. 2465

Cardiology Clinic (ext. 2861)

Center for Digestive Diseases and Nutrition (ext. 2207)
Children's Cancer and Blood Disorders Center (ext. 2187)
Craniofacial Anomalies Center (ext. 2963)

Cystic Fibrosis and Chronic Lung Disease Center (ext. 2073)
Dental Center (ext. 2206)

Dermatology (ext. 2861)

Endocrinology (ext. 3611)

ENT (ext. 4092)

Eye Center (ext. 2342)

Family Health Center (ext. 4140)

Genetics / Metabolic (ext. 2073)

Hematology Research Center (ext. 2187)

Hemophilia Center of South Texas (ext. 2187)

Immune Deficiency Disease Center (ext. 2187)
Juvenile Rheumatoid Arthritis Center (ext. 2963)
Neonatal High Risk Follow-up (ext. 3796)

Orthopedic Clinic (ext. 2044)

Plastic Surgery (ext. 2342)

Podiatry (ext. 2342)

Psychiatry / Psychology (ext. 3007)

Registration (ext. 2858)

Rehab Clinic (ext. 3760)

South Texas Epilepsy Center (653-5353)

Spasticity (ext. 3863)

Specialty Clinics (703-2335)

Spina Bifida Evaluation Center (ext. 2963)

Surgery (ext. 2335)

Wheelchair Clinic (ext. 3760)

Maps included
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CHRISTUS SANTA ROSA
Health Care
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Directions to Christus Santa Rosa Hospital

CHRISTUS Santa Rosa Family Medicine Residency Program
333 N. Santa Rosa St

Center for Children and Families, F4703

San Antonio, TX 78207

Ph: 210-704-2535

From 281: Go south towards downtown. Get off on 35-south (Laredo Exit), take McCullough St.
exit. At McCullough, take a left to St. Mary’s intersection. Take a right on St. Mary’s and drive until
it curves south toward interior. Take a left on W. Martin Street to intersection of W. Martin and N.
Santa Rosa. Take a left on N. Santa Rosa. We are on the right. Park in the visitor parking lot. Our
Building (Center for Children and Families —CCF) is between the parking lot and the hospital. We
are on the 4" floor Suite F4703.

From 35: the instructions are the same; just continue down 35 to the McCullough St Exit.

From I-10: Take 1-10 East; get off at Santa Rosa St. exit. Follow the curve to W. Martin St. Park in
the visitor parking lot. Our Building (Center for Children and Families —CCF) is between the
parking lot and the hospital. We are on the 4" floor Suite F4703.
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Cardiopulmonary Services

Phone Numbers City Centre Medical Center
Main # 704-2273 705-6291
EKG 704-2942 705-6291
EEG 704-2944 705-6291
ECHO 704-2946 705-6291
Pulmonary Function 704-2360 705-6298
Location 2" Floor 2" Floor

The Cardiopulmonary Departments at both CHRISTUS Santa Rosa City Centre and Medical
Center campuses operate 24 hours/day to provide both inpatient and outpatient cardiac diagnostic
and respiratory diagnostic/therapeutic services. Inpatient and outpatient pediatric
cardiopulmonary services are provided through the Children's Hospital on the City Centre
campus.

STAT testing should be reserved for critical patient situations where results are needed for
immediate patient treatment or physician action. Cardiopulmonary exam results, except for
EKGs, may be obtained through the electronic medical record (EMR) of Meditech. Final results
are delivered to the Nursing Units and can also be auto-faxed to the physician's office through
Meditech. Nursing unit personnel should be able to access all current and previous results using
the workstation on each nursing unit.

Wound Care and Hyperbaric Center
Main Phone Number: (210) 705-5030

The Wound Care and Hyperbaric Center at CHRISTUS Santa Rosa is located on the first floor of
the Medical Center campus in Tower II, Suite 105. The Center is capable of providing
comprehensive wound care services and hyperbaric oxygen therapy (HBOT) for both inpatients
and outpatients. Wound care services include standard therapies, compression therapy for
venous problems, and negative pressure dressings for patients with large draining wounds.
HBOT is a medical treatment that involves administering 100 percent oxygen to patients in an
environment of increased atmospheric pressure, known as a hyperbaric chamber. The process
increases the oxygen level in both blood and tissue to promote healing.

Routine hours of operation are from 8:00 a.m. until 4:30 p.m., Monday through Friday, with
Saturday treatments as needed.
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Laboratory Services

Phone Numbers City Centre Medical Center
Main # 704-2301 705-6469
Blood Bank 704-2308 705-6470
Pathology Services 704-2306 705-6463
Location 3" Floor 4™ Floor

The laboratories at both CHRISTUS Santa Rosa City Centre and Medical Center campuses
operate 24 hours/day to provide most routine testing in the areas of Hematology, Chemistry,
Transfusion Services, Serology, Microbiology and Cytogenetics. The majority of testing is done
on site, but some specialized testing is performed by contract reference laboratory.

The Laboratories use current AMA CPT code testing / profile nomenclature. Please use that
nomenclature in your orders when profiles are requested (i.e. comprehensive metabolic panel,
basic metabolic panel, renal panel, electrolytes, and Hepatic function panel). We request that you
do not use ambiguous or facility specific nomenclature for ordering tests (i.e. Chem 20 or
Critical Care Profile). We need to know what specific tests you are requesting. You should have
medical necessity documentation for each ordered test (when ordered singly or as part of a
profile). Order individual chemistry tests rather than a profile if you do not need all tests in that
profile.

Our in-lab turn-around-time for STAT testing is normally one hour or less. STAT testing should
be reserved for critical patient situations where results are needed for immediate patient
treatment or physician action. STAT results are printed directly to the printer in the nursing unit
as soon as the technologist in the lab verifies the results. Lab results are obtained through the
electronic medical record (EMR) of the Meditech HIS. Nursing unit personnel should be able to
access all current and previous lab results using the workstation on each nursing unit. Morning
lab work is usually available by 7am through the EMR. Cumulative summaries of all laboratory
results for the admission are printed nightly and charted by 7am.

There is a pathologist on site from 8am-4pm weekdays and on call 24 hours. When scheduling a
surgical case, please indicate when a frozen section will be needed to help avoid delays.
Pathology reports are normally available by Spm on the day following the procedure. Pathology
reports are charted on the patient’s chart, but are also available through the EMR. Please feel free
to consult with a pathologist for either clinical or surgical pathology consultations /
interpretations. The pathologist can be reached by calling 705-6463.

Outpatient laboratory testing is available. Signed physician orders must be sent with the patient
or may be faxed to admitting ahead of time. The ICD-9 diagnosis code must be specified on the
orders for each test requested. The patient should report to the Admitting Department on the first
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floor to be admitted as a hospital outpatient. The patient will then proceed to the laboratory
where the specimen will be drawn and testing performed. Results may be faxed if requested on
the order. Outpatients are normally drawn in the lab from 8am to 5pm weekdays. Santa Rosa
Outpatient Laboratory requisition forms are available if you would like a supply for your office.

Radiology Services

Phone Numbers City Centre Medical Center
Main/Diagnostic 704-2371 705-6261

Film Library (Adult) 704-2375 705-6262

Film Library (Pedi) 704-2956

Location 2" Floor 2" Floor

The Radiology Departments at both CHRISTUS Santa Rosa City Centre and Medical Center
campuses operate 24 hours/day to provide both inpatient and outpatient Diagnostic, Therapeutic,
and Interventional Radiology Services including CT, Nuclear Medicine, Ultrasound, MRI, and
Special Procedures. The City Centre campus also provides Pediatric Radiology Services for the
Children's Hospital.

In 2003 - 2004, significant improvements to our services included the installation of a new CT
scanner and MRI at the City Centre campus and a new R & F suite at the Medical Center
campus.

STAT testing should be reserved for critical patient situations where results are needed for
immediate patient treatment or physician action. Preliminary and Final Radiology exam results
are obtained through the electronic medical record (EMR) of the Meditech HIS. Final results are
printed to the Nursing Units and are also auto-faxed to the physician's office through Meditech.
Nursing unit personnel should be able to access all current and previous Radiology results using
the workstation on each nursing unit.

There is a Radiologist on site from 7am-11pm weekdays, from 7am to 5 pm on Saturdays, and
on call 24 hours. Please feel free to consult with a Radiologist for diagnostic, therapeutic, or
interventional Radiology consultations / interpretations.

The Picture Archive Communications System (PACS) was implemented April 2005.

This new technology turns traditional x-ray films into digital images that can be displayed on a
computer screen and stored in multiple locations. The images are available instantly on a web-
based program and accessible by the internet from any computer. PACS computer stations are
available throughout the hospital. This system requires physicians to gain a degree of expertise
in usage, but is a dramatic improvement over film-based radiology. Over time, PACS will
eliminate the loss of films.

A user name and password are required to gain access to images and reports. Username: pacsmd
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User password: pacsmd. Contact the CSRHC PACS Administrator - Radiology Department #
210-704-2745.

Pharmacy Services

Main Phone Numbers: City Centre 704-2351; Medical Center 705-6194

Pharmacists are available to assist you with drug information and the safe use of medications.
Pharmacists will contact you whenever they detect a potential problem with an order (i.e. allergy
notifications related ordered medications, drug-drug interactions, and TPN formulations).

Pharmacy Services include:

24-hours a day—7-days a week. Decentralized services for select adult and pediatric floors.
Dosing considerations related renal function and age appropriateness.

Drug information services, drug utilization evaluations and monograph developments.

Drug interaction awareness and notifications

* Routine monitoring of aminoglycosides, vancomycin and phenytoin.
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Safe Medication Order Practices

Legibility Matters!

Please print and communicate clearly to the hospital staff to prevent errors.

Print your name and phone number along with your signature with each order. This helps to

facilitate order clarification in the event of an emergency.

Utilize checklists, dictation, and preprinted orders whenever possible.

Pediatric orders should include the dose in mg/kg.

Prescribers should never write over a previously written medication ordered. Always make a

new entry on the next available line.

+ Unapproved abbreviations are VERY IMPORTANT and should always be avoided.
See the next page for details.
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Verbal Orders

« Use verbal orders only when absolutely necessary.

+ The qualified person taking the order should write down the order and then read it back
verbatim to the ordering physician.

« The physician should then verbally confirm the order is correct.

« The ordering physician must countersign verbal orders on the next visit.

« Verbal orders are not accepted for chemotherapy.

Formulary

Our formulary is not closed, but limited. For example, our preferred H2-recptor antagonist is
Pepcid® (famotidine) and automatically convert other H2-recpteor antagonist to famotidine.
Other agents are restricted to a particular specialty, such as Zyvox® (linezolide) is restricted to
Infectious Disease. We also use a predominance of generic agents. If an agent is not on
formulary at the time of order, a petition can be made to our Pharmacy and Therapeutics
committee’s (pediatric or adult) for review and consideration to the drug formulary.
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: Unapproved Intended . :
Please write ... pp_ . - Misinterpretation
Abbreviation Meaning
1 meg Ug Microgram Mistaken for “mg” when handwritten.
2 daily q.d. or QD Every day Mistaken as q.i.d., e‘s‘p?’C}allx if the period after 11}(1 q” or the tail of the
or every day q” is misunderstood as an “i.
3 Right, left, both ears AD.,AS.,AU. Ears Mistaken with eyes as A and O look similar when handwritten.
4 every other day q.0.d. or QOD Every other day Mistaken as “q.d.” (daily) or q.‘;zrii.tt e(Ifour times daily) if the “o0” poorly
The “q” has been mistaken for “every” (e.g., one heparin dose ordered
subcut « .
5 Sub q Subcutaneous sub q 2 hours before surgery” misunderstood as every 2 hours before
or subcutaneous
surgery).
6 subeut SC Subcutaneous Mistaken for SL (sublingual)
or subcutaneous
. . Mistaken as a zero (0) or a four (4), causing a 10-fold overdose or
7 Unit Uoru Unit greater (4U seen as “40” or 4u seen as “44”).
8 Unit 1U International unit Misread as IV (intravenous).
9 mL Cc Cubic centimeters Misread as “U” (units).
10 Bedtime HS @ bedtime Half strength
Do not use terminal or
11 trailing zeros for doses 1.0 1 mg Mistaken as 10 mg if the decimal point is not seen.
expressed in whole
numbers.
Always use zero before a
decimal when the dose is .
12 loss than a whole unit .S mg 0.5 mg Mistaken as 5 mg
“leading zero.”
Abbren;irtsg Drug (Examples) Abbreviated drug names are often misinterpreted
ARA*A Vidarabine Cytarabine ARA*C
Zidovudine Lo
AZT (RETROVIR) Azathioprine
CPZ COMPAZIN.E Chlorpromazine
(prochlorperazine)
DEMEROL-
Use the complete spelling DPT PHENERGAN- Diphtheria-pertussis-tetanus (vaccine)
13 for drug names. THORAZINE
HCL Hydrochloric acid Potassium chloride (The “H” is misinterpreted as “K”)
HCT Hydrocortisone Hydrochlorothiazide
HCTZ hydrochlorothiazide Hydrocortisone (seen as HCT250 mg)
MgS04 Magnesium sulfate Morphine sulfate
MS or MSO4 Morphine sulfate Magnesium_sulfate
MTX Methotrexate Mitoxantrone
TAC Triamcinolone Tetracaine, adrenaline, cocaine
ZnSO4 Zinc sulfate Morphine sulfate

1. Pediatric orders must include the dose as an amount (e.g. 200 mg) AND be expressed per kilogram (e.g. 20 mg/kg) with each medication

ordered.

2. Verbal orders for will not be accepted for chemotherapy.

3. Enter the complete data and time to clarify which orders are most recent and supersede older orders: Include day, month, year, and time of

day to facilitate determination of order sequence.

4. Please DO NOT writer over (or stamp FAXED over) any part of an order. Orders are scanned or faxed, so strikeovers that might be clear
on the original may be illegible on subsequent copies. Clarify any orders to be corrected by writing the correction below.

5. Verbal orders for medications must be written down and read back to the ordering prescriber. Documents a verbal order by writing “VOR
or TOR” followed by your name and title.
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Orientation Schedule
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Insert Transition Schedule
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Clinic schedule
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Sample Inpatient Schedule
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JULY - DECEMBER 2008 ER CALL DATES

Tuesday July 01 CSR Family Practice Residency Program (210) 231-1598
Friday July 04 CSR Family Practice Residency Program (210) 231-1598
Monday July 07 CSR Family Practice Residency Program (210) 231-1598
Thursday July 10 CSR Family Practice Residency Program (210) 231-1598
Sunday July 13 CSR Family Practice Residency Program (210) 231-1598
Wednesday July 16 CSR Family Practice Residency Program (210) 231-1598
Saturday July 19 CSR Family Practice Residency Program (210) 231-1598
Tuesday July 22 CSR Family Practice Residency Program (210) 231-1598
Friday July 25 CSR Family Practice Residency Program (210) 231-1598
Tuesday July 29 CSR Family Practice Residency Program (210) 231-1598
Friday August 01 CSR Family Practice Residency Program (210) 231-1598
Monday August 04 CSR Family Practice Residency Program (210) 231-1598
Thursday August 07 CSR Family Practice Residency Program (210) 231-1598
Sunday August 10 CSR Family Practice Residency Program (210) 231-1598
Wednesday August 13 CSR Family Practice Residency Program (210) 231-1598
Saturday August 16 CSR Family Practice Residency Program (210) 231-1598
Tuesday August 19 CSR Family Practice Residency Program (210) 231-1598
Friday August 22 CSR Family Practice Residency Program (210) 231-1598
Tuesday August 26 CSR Family Practice Residency Program (210) 231-1598
Friday August 29 CSR Family Practice Residency Program (210) 231-1598
Monday September 01 | CSR Family Practice Residency Program (210) 231-1598
Thursday September 04 | CSR Family Practice Residency Program (210) 231-1598
Sunday September 07 | CSR Family Practice Residency Program (210) 231-1598
Wednesday | September 10 | CSR Family Practice Residency Program (210) 231-1598
Saturday September 13 | CSR Family Practice Residency Program (210) 231-1598
Tuesday September 16 | CSR Family Practice Residency Program (210) 231-1598
Friday September 19 | CSR Family Practice Residency Program (210) 231-1598
Tuesday September 23 | CSR Family Practice Residency Program (210) 231-1598
Friday September 26 | CSR Family Practice Residency Program (210) 231-1598
Monday September 29 | CSR Family Practice Residency Program (210) 231-1598
Thursday October 02 | CSR Family Practice Residency Program (210) 231-1598
Sunday October 05 | CSR Family Practice Residency Program (210) 231-1598
Wednesday | October 08 | CSR Family Practice Residency Program (210) 231-1598
Saturday October 11 | CSR Family Practice Residency Program (210) 231-1598
Tuesday October 14 | CSR Family Practice Residency Program (210) 231-1598
Friday October 17 | CSR Family Practice Residency Program (210) 231-1598
Tuesday October 21 | CSR Family Practice Residency Program (210) 231-1598

Revised June 2008

Curriculum Year 2008-2009
Available online at http://www.new-innov.com/




Friday October 24 | CSR Family Practice Residency Program (210) 231-1598
Monday October 27 | CSR Family Practice Residency Program (210) 231-1598
Thursday October 30 | CSR Family Practice Residency Program (210) 231-1598
Sunday November 02 | CSR Family Practice Residency Program (210) 231-1598
Wednesday | November 05 | CSR Family Practice Residency Program (210) 231-1598
Saturday November 08 | CSR Family Practice Residency Program (210) 231-1598
Tuesday November 11 | CSR Family Practice Residency Program (210) 231-1598
Friday November 14 | CSR Family Practice Residency Program (210) 231-1598
Tuesday November 18 | CSR Family Practice Residency Program (210) 231-1598
Friday November 21 | CSR Family Practice Residency Program (210) 231-1598
Monday November 24 | CSR Family Practice Residency Program (210) 231-1598
Thursday November 27 | CSR Family Practice Residency Program (210) 231-1598
Sunday November 30 | CSR Family Practice Residency Program (210) 231-1598
Wednesday | December 03 | CSR Family Practice Residency Program (210) 231-1598
Saturday December 06 | CSR Family Practice Residency Program (210) 231-1598
Tuesday December 09 | CSR Family Practice Residency Program (210) 231-1598
Friday December 12 | CSR Family Practice Residency Program (210) 231-1598
Tuesday December 16 | CSR Family Practice Residency Program (210) 231-1598
Friday December 19 | CSR Family Practice Residency Program (210) 231-1598
Monday December 22 | CSR Family Practice Residency Program (210) 231-1598
Thursday December 25 | CSR Family Practice Residency Program (210) 231-1598
Sunday December 28 | CSR Family Practice Residency Program (210) 231-1598
Wednesday | December 31 | CSR Family Practice Residency Program (210) 231-1598
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OB Float Schedule 2008-2009

ATTACH OB Float Schedule 2008 — 2009

Revised June 2008
Curriculum Year 2008-2009
Available online at http://www.new-innov.com/



CPC, Journal Club, Resident Lecture Schedules (from Christie)
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2007 Pay Schedule

ATTACH NEW SCHEDULE
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PROGRAM CURRICULUM
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RESIDENT CURRICULUM

FIRST YEAR:

Family medicine inpatient, 16 weeks
Obstetrics, 8 weeks

Pediatrics (inpatient), 8 weeks
Orthopedics, four weeks
Gynecology, four weeks

Surgery, four weeks

Night float, four weeks

Neurology, two weeks

Radiology, two weeks

SECOND YEAR:

Family medicine inpatient, eight weeks
Obstetrics, eight weeks
Pediatric ER, four weeks
Adult ER, four weeks
Cardiology, four weeks
Gynecology, four weeks
Surgery, four weeks
Dermatology, four weeks
Night float, four weeks
Research, two weeks
Psychiatry, two weeks
Elective, four weeks

THIRD YEAR:

Family medicine inpatient chief, eight weeks
Pediatrics outpatient, four weeks
ICU/Pulmonary, four weeks

Sports medicine, four weeks

Night float, four weeks

Urology, two weeks

Managed care, two weeks

Research, two weeks

Ophthalmology, two weeks

Public Health/Community Health, two weeks
ENT, two weeks

Elective, twelve weeks

Electives, two two-week rotations (GI, Rheumatology, ID or any other in-town rotation)

*NOTE: For curriculum goals and objectives on these rotations, go to New Innovations (NI).
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ELECTIVE REQUESTS

A resident must complete an Elective Request form, available on New Innovations or in the
Administrative office, 90 days prior to the start of an elective. This form must be completed by
the resident including all necessary signatures, goals and objectives, and the schedule. The
resident is responsible for contacting the preceptor to arrange the elective. After signatures are
obtained, submit your request to the Residency Coordinator. One copy will be given to Veronica
Rosas to update the New Innovations block schedule, one will be kept in the Resident Portfolio,
one will be kept in your academic file and one copy will be returned to the resident.

CLINICAL CURRICULUM

HOME VISITS

Residents will make a home visit to at least two of their continuity patients during their three
years of training. At least one of these patients should be for an older adult (age 65 or older)
continuity patient. The goal is to visit the patient and assess the home environment. For these
visits, documentation should be made as a home visit note in the patient’s chart. Knowledge of
Spanish, at least medical Spanish, will be very useful as we are serving a large Hispanic
population. Home visit will be performed by the resident accompanied by their faculty advisor.
Residents should select patients from their continuity panels for whom they would like to
schedule a home visit and obtain the patient’s permission. Residents should then schedule a time
for the visit that is convenient for the patient, faculty advisor and the resident. Residents should
also contact the patient to remind them about the scheduled home visit at least two days prior to
the visit and immediately contact and notify the patient should the visit need to be rescheduled.
Residents should complete at least two of their home visits prior to December 31* of their third
year of training. Upon completion of each home visit, residents should send the patient’s name
and date of the home visit to the Home Visit faculty coordinator (currently Dr. Ortiz).

NURSING HOME VISITS

Nursing Home Visits take place at Incarnate Word Retirement Community (IWRC), located
adjacent to the University of the Incarnate Word on Broadway. The facility is home to retired
Sisters of Charity of the Incarnate Word (founders of Santa Rosa Hospital) and open to non-
religious patients as well. It consists of four separate housing areas: Independent Living, 2
Assisted Living Units, an Alzheimer's Unit, and a skilled nursing Extended Care Unit. Dr.
Simone Norris is the faculty member in charge of all the IWRC patients, and sees patients on the
premises in clinic two half-days per week (Tuesday afternoon/Friday morning). Each resident is
Assigned continuity patients including patients in the Alzheimer's Unit and Extended Care.
Nursing Home rounds are routinely made on the third Thursday of each month. All available
residents and faculty meet at IWRC to round on patients. Residents who are not able to attend
nursing home rounds on that day are responsible for making arrangements (WELL IN
ADVANCE!) for their Continuity patients to be seen on a different day or by another resident on
their team. In addition, residents are responsible for triaging phone calls from all different
sections of IWRC after hours, and will see patients from IWRC in the Santa Rosa Emergency
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Department and on the inpatient service. Medical records of all the IWRC patients are
maintained in the Family Health Center. For these visits, documentation should be made in the
patient’s chart and in the regular progress note and a copy kept in the nursing home clinic chart.
Dr. Norris requests that residents page (text page) or otherwise notify her of patient encounter
after hours, whether by telephone contact from the nursing staff at IWRC, in the emergency
department or hospital, to preserve continuity of care.

NURSING HOME VISITS

Contact numbers are as follows (so you will know who is paging you).

IWRC switchboard: 829-7561
Independent Living: ext. 134
Assisted Living "A”: ext. 500
Extended Care: ext. 155
Alzheimer's Unit (Villa 1) and
Assisted Living "B" (Villa 2): ext. 550
Dr. Norris pager: 553-0393

cell: 413-7051

home: 481-7051
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DIDACTICS

Didactics are held every day from 12:40- 1:25pm. Each Thursday afternoon residents and
faculty have an extended didactic session from 12:40 to 5:00 pm unless otherwise noted. All are
held in Conference Room F located on the Sth floor of the Center for Children and Families. The
Thursday 12:40 p.m. conference is the most formal of the weekly series. This time is protected
for CPC’s, guest lectures, special presentations and office business meetings as well as, specific
topics related to the core curriculum. Resident and faculty meetings, occur Thursday afternoon.

All faculty and residents may choose (or are assigned) an area of curriculum interest, from which
they will work together to create a list of topics that will be included in the 18-month cycle of
lectures. Weekly (currently scheduled on Fridays), residents will be responsible for delivering
the lecture content. Faculty are also given specific times/dates, and will coordinate Thursday
afternoon workshops as well.

In addition to CPC and Journal Club presentations, residents will be expected to present two 30
minute lectures per year, usually given at Friday noon lecture. A list of possible topics will be
provided. The schedule varies and if changes need to be made, the resident remains responsible
for the lecture and must notify the chief resident ASAP of any changes in the schedule.

All residents (and medical students) are expected to attend the noon lectures and to sign the
attendance sheet. One does not sign in and then leave without attending the lecture nor
arrive extremely late and sign in. This behavior will be noted and counted as an absence.

Please note that you will not be given credit for your excused absences and that the lectures from
which you were excused will not be included in the calculation of your overall attendance, so
during these times the resident must be diligent in attending all other lectures. If you are unable
to attend lecture for the above reasons, call Veronica Rosas at 704-2535 prior to lecture to
receive an excused absence.

Attendance is expected for all PGY-I's, PGY-II's, and PGY-III's without specific assignments,
unless previous arrangements are made with your attending physician or faculty and Veronica is
called.

Overall attendance of 80% or higher is expected for all lectures. Unacceptable attendance (less
than 75% per month) may result in increased call time or loss of vacation time which will
be based on your guarterly attendance rate. You will be notified monthly if you are below
acceptable attendance. Monthly attendance reports will be kept in your resident portfolio and
reviewed at your advisor appointments.

All of the attending physicians and preceptors are well aware of your lecture attendance
requirements and have been asked to support your efforts to be at the lectures on time.
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CLINICAL PATHOLOGY CONFERENCE (CPC)

CSR Family Practice Residents are each required to give a CPC lecture during their 2" and 3™
years. Residents are assigned to a date one year in advance, allowing them adequate time to
choose an appropriate case for discussion. Each month, the designated resident will prepare a
clinical case presentation, coordinating his or her presentation of the case with the presentation
of other health professionals (i.e., the pathologist, surgeon, radiologist, infectious disease
specialist, social worker, etc.), who were involved with the care of the patient. Cases for
discussion may be collected from either inpatients or outpatients cared for by the presenting
resident. The resident is expected to coordinate and invite the other professionals to present on
their involvement in the case. As this is a CME event, the family medicine resident is to discuss
the objectives with the CME coordinator (Jann Harrison) and these objectives will then be
communicated to the other presenter(s) prior to the lecture. Objectives of the sessions are to
review the differential diagnoses of the presenting problem, and to discuss the presentation,
treatment, and prognosis of the presenting case. The resident is to explain the case, educate the
audience about the disease(s), the disease process (es), explain the involvement of family
medicine in the care of the patient and moderate the group discussion. The faculty will be
evaluating the resident on her or his clinical judgment, knowledge of the disease(s) and
complications, diagnostic skills, organization ability and presentation skills. Attendance is
required.

MONTHLY CLINICAL CONFERENCE

Once per block, residents on the Family Medicine Inpatient Team (FMIT) will prepare a clinical
presentation focusing on a patient from the month’s service who experienced complex or
questionable management.... The resident will present the patient's demographics, symptoms,
progression of the illness, differential diagnoses, and treatment options. The attending may
choose to co-present or add to the presentation. A discussion will follow the presentation. The
faculty will be evaluating the resident on his or her clinical judgment, knowledge of the disease
and complications, diagnostic skills, organization ability, and presentation skills. Attendance is
required. The FMIT will also present teaching points from the inpatient service at a lunch
lecture during the last week of the block.

JOURNAL CLUB

During monthly Journal Club meetings, a designated resident will partner with a faculty member
to critically analyze and discuss a current medical journal article. The articles are expected to be
read prior to the meeting in order to have active participation. Each month, the faculty and
designated resident will select the article to be reviewed, distribute the article to all the residents
and faculty prior to the meeting and lead the discussion. Attendance is required.
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SCHOLARLY ACTIVITY PROJECTS

RESEARCH DAY

In order to complete all requirements for graduation, all residents are expected to present their
research in an approved format, suitable for publication in May. All research presentations must
be pre-approved by the advisor and research coordinator.

TEACHING RESPONSIBILITY

Residents are encouraged to take an active role in instructing, tutoring and precepting medical
students, less senior residents, and other health professionals (nurses, PharmD students, etc.)
Involvement in teaching is an excellent learning tool.

The Society of Teachers of Family Medicine (STFM) offers an annual award, the STFM
Resident Teacher Award, to a third year resident who demonstrates interest and excellence in
teaching medical students and residents, in providing patient education, in community outreach,
and in presenting at regional or national meetings.

The American Academy of Family Physicians recognizes similar resident activities with the
Bristol Myers Squibb Award. Please contact the Residency Coordinator for details.

CONTINUING MEDICAL EDUCATION

During the PGY-III year, up to five working days of Continuing Medical Education (CME) are
allowed. If a CME conference is less than five (5) working days, only one day of travel on either
side of the conference will be counted as conference time. Any CME time beyond five working
days must be taken as vacation.

All CME time off must be requested with an official (blue) Paid Time-Off (CME) Request Form
given to Alice at least eight (8) weeks in advance. Administrative forms can be accessed on the
welcome screen of New Innovations.

All CME courses funded through the Residency Education Fund (REF) must be approved by the
Residency Program Director in advance. (A conference brochure must accompany the time-off
request.) Each resident will receive $1000.00 over a course of three years (PGY I, PGY II, PGY
I1I) for the use toward Personal Professional Development.

For approval of a 3 to 5 day conference, the conference should:

1. be germane to Family Medicine
2. Offer at least 18-20 hours of CME credit (AMA Category I or AAFP Prescribed)

Note: Do not make any travel reservations or registration payments until you have the
written approval from the residency coordinator and faculty member with the completion
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of the Paid Time off CME form.

COMMUNITY OUTREACH PROJECTS

Each resident is expected to complete a COP. Acceptable activities include health education
programs to FHC patient population or Bexar County community service projects. All COP’s

must be approved in advance and in writing by the resident advisor and program director.

MEETINGS & COMMITTEE INVOLVMENT

RESIDENT / FACULTY MEETINGS

On a monthly basis, specific group meetings will be held for residents only, faculty only, and a
combined faculty/residents meeting. During the residents' meeting, the chief resident will direct
the meeting, encouraging discussion of new policy and procedures, rotation issues, call and
resident concerns. The chief resident will report concerns discussed to the director, which will be
passed on to the faculty at the faculty meeting. The faculty meetings are for faculty development
and discussion of residency related issues. Changes in the residency program or hospital policy
and general residency issues will be addressed at the faculty/residents meetings. Attendance is
required.

HOSPITAL COMMITTEES

Participation on hospital committees is a requirement for all PGY 2 & 31 years. The list of
possible committees includes:

Adult Ethics

Case Management Resource Review
Infection Control

Integrity

Joint Commission

Performance Improvement
Pharmacy and Therapeutics

Indicate to the Residency Coordinator on which committee you intend to participate so
information regarding the meetings will be sent to you. Following each meeting you attend,
please submit a copy of the meeting agenda to the Residency Coordinator for your evaluation
file.
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RESIDENCY PROGRAM COMMITTEES

Curriculum Committee Committee Chair: Dr. Eliot Young
Community Project Committee Committee Chair: Dr. Joseph Lopez
GMEC Committee Committee Chair; Dr. James C. Martin
Recruiting Committee Committee Chair: Dr. Todd Thames
Retreat Planning Committee Committee Chair: Chief Residents
Residency Program Committee Committee Chair: Dr. James C. Martin

*Residency Program Committees include 2 residents from each PGY level
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REQUIREMENTS FOR PROMOTION
As stated by ACGME Program Requirements

PGY 1: Must see a total of at least 150 patient visits in the Family Health Center
By the end of the third year, the PGY 3 must see a total of at least 1650 patient visits in the
Family Health Center.

REQUIREMENTS FOR GRADUATION
As stated by ACGME Program Requirements

1. Completion of all rotations with satisfactory and at the level of competency
2. Completion of list of procedures
3. Completion of community project and presentation of research project.
4. Verification that the resident has demonstrated sufficient professional ability to practice
competently and independently
PATIENT CARE

5. Provide appropriate, effective and compassionate clinical care

6. Be able to gather essential and accurate information about the patient and use it together
with up-to-date scientific evidence to make decisions about diagnostic and therapeutic
interventions

7. Develop and carry out patient management plans

8. Provide health care services aimed at preventing health problems or maintaining health.

9. Locate, appraise and assimilate “best practices” related to their patients’ health problems.

MEDICAL KNOWLEDGE

10. Possess the knowledge in established and evolving psycho-social biomedical and clinical
science domains and apply it to clinical care.

11. Demonstrate rigor in their thinking about clinical situations and to know and apply the
basic and clinically supportive sciences which are appropriate to the discipline.

12. Know how to use the computer to manage information, access on-line medical
information, and support clinical care and patient education.

PROFESSIONALISM

13. Demonstrate the fundamental qualities of professionalism.

14. Demonstrate respect, regard, and integrity and a responsiveness to the needs of patients
and society that supersedes self-interest.

15. Assume responsibility and act responsibly and demonstrate a commitment to excellence.
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PRACTICE-BASED LEARNING AND IMPROVEMENT

16.

Learn to apply knowledge of study designs and statistical methods to the appraisal of
clinical studies and other information on diagnostic and therapeutic effectiveness.

SYSTEMS-BASED PRACTICE

17.

18.

19.

20.

21.

22.

Be aware that health care is provided in the context of a larger system and can effectively
call on system resources to support the care of patients.

To understand how their patient-care practices and related actions impact component
units of the health care delivery system.

Understand systems-based approaches for controlling health care cost and allocating
resources

Must practice cost-effective health care and resource allocation that does not compromise
the quality of care.

Be able to advocate for quality patient care and assist patients in dealing with system
complexities.

Learn to partner with health care managers and health care providers to assess, coordinate
and improve health care and know how these activities can impact system performance.

RESIDENT PROMOTION

There is no automatic right of renewal or extension to the resident contract. Any renewal or
extension requires successful advancement by the resident to the next level of training in
accordance with the policies and procedures of the Residency Program and written notice from
the Health Center to the resident of successful advancement. Advancement is based upon the
determination of the Program Director that the resident has achieved a level of competence, both
academically and clinically, commensurate with the higher level.

If advancement is to be withheld, the Health Center will endeavor to notify the resident of this
decision at least four months prior to the next contract year.
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COMPETENCY IN OBSTETRICAL CARE

Residents are expected to have supervision of all maternity patients in labor by
family medicine faculty, obstetrical adjunct faculty, or senior family medicine residents
deemed to be competent by our faculty.

Qualifications for supervision of low-risk obstetrical labor by residents include the
following:

1. Successful delivery of 30 patients.
2. Letter of competency signed by family medicine residency advisor and program
director.

In cases where senior residents are providing supervisory care, faculty must be
notified of all patients in the maternity suite, and faculty backup must be immediately
available (less than 30 minutes).
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LETTER OF SUPERVISORY COMPETENCY

Dr. Linda Alfonso has successfully completed 30 deliveries at the CHRISTUS Santa Rosa
Family Medicine Residency Program, and our faculty assessment, based on direct
observation, considered to be competent to manage low risk maternity patients in labor.

Dr. Linda Alfonso will be provided faculty backup with no more than 30 minute availability,
and faculty will be in the delivery suite for supervision of all deliveries.

Signed:

James C. Martin, MD

Director
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ACADEMIC REVIEW &
RESOURCES
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2008 - 2009 FACULTY ADVISORS/ ADVISEES

Faculty Advisor Advisee
| Dr.Diana Ballesteros Aurelio Laing, MD (PGYII)

Lieu Chau, DO (PGY II)
Andreea Livengood, DO (PGY 1I)

Dr. Christie Criscuolo Higgins Karina Wenzell Botero, DO (PGY III)
Marco Molina, MD (PGY III)
Sarah Bohn, MD (PGY I)

Dr. Larry Karrh Deborah Aguilar, MD (PGY II)
Rebekah Georges, MD (PGY II)

Dr. Joseph Lopez Megan Williams, MD (PGY 1I)
Chris Larson, DO (PGY II)

Dr. Leah Raye Mabry Rachel McGinnis, DO (PGY III)

Dr. Simone Norris Emily Briggs, MD (PGY III)

Rebecca Campos, MD (PGY 1)

Dr. Todd Thames Erika Garza, MD (PGY III)

Ben Stahl, MD (PGY I1I)

Dr. Eliot Young Ashley Summers, MD (PGY 1I)
Marisa Emmons MD (PGY II)

Dr. David Ortiz Sabrina Solomon, MD (PGY-I)
Nicholas Hanson, MD (PGY-I)

Dr. Keith Patteson Tyson Purdy, MD (PGY-I)
Veronica Betancur, MD (PGY 1)

*NOTE: Dr. Tamara Armstrong will be a secondary advisor for all of the residents.
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ROLE OF THE FACULTY ADVISOR

The faculty advisor is to encourage the residents to:
-discuss adjustment to the residency program
-express ideas related to the program's improvement
-address logistics such as scheduling, leave, etc.
-discuss patient issues, medical care, etc.

-explore professional concerns and future plans

The faculty advisor will:
-encourage questions and comments in a supportive fashion
-work collaboratively with you to identify and solve problems
-discuss your residency progress
-discuss your examination results, case presentations, lecture participation,
rotation evaluations, team cooperation, response to feedback, and overall
patient care.
- review resident portfolio each month with resident
- discuss your research project

Faculty advisor/advisee meetings:
- To be held monthly, initiated by the resident
- Resident is to maintain portfolio to review with advisor
- Faculty advisors will meet informally every month, and formally every quarter, with
online reports (New Innov) to be filled out by the end of each quarter for each advisee in
July, October, January and April.
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EXAMINATIONS AND EVALUATIONS

EXAMINATIONS

Once a month, the residents will take a short exam over the previous month's AFP journal
articles. These exams are given in the style of typical Board Questions to help each resident
evaluate his or her own progress, to encourage continuous learning and to learn the broad
spectrum of family medicine in order to be competent family physician. These monthly tests
also help the residents better prepare for the In-Service and Certification Exams. They will also
be used as part of the evaluation process for the core competencies.

IN-TRAINING EXAMINATIONS

The American Board of Family Medicine In-training Examination is administered in November
of each year to all residents are proctored by the Residency Coordinator. Your examination
results are compared with other Family Medicine residents throughout the country and the
national composite of the results will indicate how the residency rates as a program and the
ranking of each resident. The exam results are used to determine resident strengths and
weaknesses.

NRP EXAMINATION

The Neonatal Resuscitation Program (NRP) is completed by the PGY 1 during resident’s
orientation. This one day course is done in conjunction with CHRISTUS Santa Rosa Hospital.

ALSO EXAMINATION

The Advanced Life Support for Obstetrics (ALSO) course is typically taken in conjunction with
the University of San Antonio Health Science Center. PGY 1 residents are expected to complete
this course prior to the July 1 start date Or as early in the academic year as feasible.

MEDICAL LICENSURE EXAMINATION

During the first year of residency, residents are expected to start the process of getting their
medical license. This process is to be completed no later than the start of the 2nd year of
residency. There will be no exceptions other than those by the Texas State Board of Medical
Examiners. PGY-I residents are expected to sit for and pass the USMLE Step 3 and will have an
excused absence to take the USMLE Step 3. PGY-I residents will have vacation or CME time to
prepare for the licensing board examination. All absences need to be submitted in writing and
approved 90 days in advance to Alice Worthington.
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EVALUATION OF THE RESIDENTS

Residents are encouraged to seek direct, one-on-one feedback from the assigned attending(s) on
every rotation in addition to their faculty advisor.

The resident's written evaluation will occur after each rotation by the assigned attending
physician or behavioral scientist on service. The written evaluations will be reviewed with the
resident at least quarterly by the resident's faculty advisor. The program director will review
each resident's performance on a six-month basis. All evaluations will be kept in the resident's
file in the Administrative offices as well as in their Resident Portfolio.

Reviews are applied equally to all residents and are based on educational performance. If and
when specific problems are identified, the faculty advisor (and other faculty, if necessary) will
work with the resident to develop and implement a remediation plan. If attempt at remediation is
unsuccessful, additional consultation is necessary. (See Academic or Disciplinary Difficulties)

Professionalism e  CPC Evaluation

e Patient Satisfaction Survey e Precepting Evaluation

e  360° Global Rating

e Observation Checklist Medical Knowledge

e  Journal Club Evaluation e Multiple Choice Questions

e  CPC Evaluation e Journal Club Evaluation

e  Precepting Evaluation e  CPC Evaluation

e Precepting Evaluation

System-Based Practice

e 360° Global Rating Practice-Based Learning & Improvement

e  Resident Portfolios e  Resident Portfolio

e Multiple Choice Questions e 360° Global Rating

e Observation Checklist e Procedure/Logbook

e Record Review e Journal Club Evaluation

e Journal Club Evaluation e  Precepting Evaluation

e  Precepting Evaluation

Interpersonal & Communication Skills
Observation Checklist

Patient Satisfaction Survey
Journal Club Evaluation

CPC Evaluation

Precepting Evaluation

Patient Care
e  Patient Satisfaction Survey
e 360° Global Rating
e Observation Checklist
e  Resident Portfolios
e Procedure/Logbook
e  Journal Club Evaluation

**Note: Specific examples of all of these evaluation tools are located at the end of this section.
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EVALUATION OF THE ATTENDINGS

Upon completion of each service, the residents will complete a written evaluation of the overall
teaching and performance of the service attending. You are encouraged to be concise and honest
about each service. All of us are interested in improving the residency program. The evaluations
are to be given to the residency coordinator. The evaluations are reviewed by the program
director and discussed with the attending. Residents are likewise encouraged to talk directly
with the attending about service or teaching issues. Every six months, the residents will complete
an anonymous faculty evaluation through New Innovations.

ROTATION EVALUATIONS

Upon completion of each service, the residents will complete rotation evaluations on New
Innovations that reviews the goals and objectives of the service and whether or not they were
reached successfully. The evaluations are to be given to the residency coordinator and reviewed
by the faculty. These evaluations must be completed by one week following the end of the
rotation. Failure to complete timely evaluations will result in loss of vacation days; one
vacation day per week of delinqguency. If all vacation days have been used, this may result
in additional night call.

LECTURE EVALUATIONS

Periodically the residents are expected to complete an evaluation form addressing the relevance
of the conference topic to family medicine, to patient care, and to continuing medical education.
The honest evaluations will help us to continually improve our lecture and seminar series. Please
place the evaluation forms in the evaluation box.

PROGRAM EVALUATIONS

The program evaluation occurs in two formats. First, the Curriculum Committee (composed of 3
faculty and 2 residents from each class and the program director ex-oficio) meets quarterly.
They review all rotation evaluations. They review minutes of faculty meetings, faculty /
resident meetings, and chief resident reports from resident meetings. They also review, as
appropriate, minutes of the Graduate Medical Education Committee (ACGME) regarding new
regulations. The committee reviews curricular goals and objectives, faculty evaluations, lecture
content evaluations, special needs or resources necessary for the program to comply with
ACGME / ABFM requirements.

In the spring of the year, the Curriculum Committee prepares an annual program evaluation to
present to the faculty committee. It is at that meeting that curricular changes are approved and
the annual program evaluation is sent to the GMEC to comply with the annual program
evaluation requirement of the ACGME.

In evaluating the educational effectiveness of the residency program, the committee will use
resident performance and outcome assessment as well as the performance of program graduates
on the certification examination.
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RESIDENT PORTFOLIOS

Portfolios are used to facilitate professional development and provide evidence of self-directed
learning. A portfolio is held in the storage room of the Administrative office for each resident
until the end of their PGY- III year. Upon graduation, the resident is given his or her portfolio
CD. Prior to each appointment with your faculty advisor, be sure to review your portfolio
ensuring all of the information is up-to-date. The Administrative office will put these documents

in your notebook as they are submitted.

Portfolios include:

1.

NN R WD

11.
12.
13.
14.
15.
16.
17.
18.

Revised June 2008

Resident Rotation Evaluations

Observation Checklist (includes 2)

Quarterly Evaluations (Patient satisfaction survey)
Journal Club Evaluations

Record Review

Conference Attendance

Video Shadowing

360° Evaluations

Oral Exam Evaluations

Clinical Procedures

In-Training Exam Scores

Elective Requests

Community Outreach Project

Resident Self Evaluation

Query — Quality Improvement (Performance Improvement Plan)
Miscellaneous

()%

Precepting Evaluations
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ACADEMIC REVIEW

RESIDENT PROGRESS IN THE CLINICAL SETTING

Resident progress and evaluations are discussed by the Resident Progress Committee, which
consists of the residency director, faculty and coordinator.

Occasionally a resident is identified as needing help in one or more clinical care activities. The
faculty is willing to help residents in this regard and usually the problem can be resolved without
resorting to more formal remedial action plans.

1. The resident's assigned advisor will discuss the situation with the resident in order
to understand the problem.

2. Meetings with the director, resident advisor, and other appropriate faculty will be
scheduled to review the resident's progress.

3. A clinical faculty attending may be assigned to the resident
to help the resident with the identified problem(s).

4. For a hospital based rotation, remediation will be devised by the rotation

attending physician and the faculty advisor.
ACADEMIC OR DISCIPLINARY DIFFICULTIES

Residency training is a learning process and effective evaluation and advising will frequently
suggest strategies to help focus work and develop the full potential of the resident. These plans
are to be devised with your faculty advisor. However, when significant deficiencies have been
identified by the evaluation process, or the resident's progress has been identified as inadequate
by the residency faculty, the following procedure will be used to assure fair treatment and due
process for residents with disciplinary or academic problems.

Procedure:

1. The program director, faculty advisor, behavioral scientist, and other faculty
deemed appropriate will meet with the resident to review concerns about the
resident's performance.

2. If further information is needed, a second meeting will be held within one month
to review the additional data. A written plan, indicating the resident's specific
deficiencies, shall be developed for corrective action.

3. The plan for remediation, supervision, or support should be customized and may

Include, but is not limited to, the following:

a. regular weekly or semimonthly advisory meetings between the resident
and appropriate faculty members to check the resident's progress;
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development of a focused reading program or tutorial program;
development of an ongoing supervisory and feedback program using
appropriate resources such as faculty, nurses or other residents;

d. psychological counseling;
e. videotaped feedback sessions;
f. alteration of schedules of responsibilities;
g. institution of probationary status.
4. The plan of corrective action is to be signed by the resident and the program

director or the member of the faculty primarily involved in the remediation
process (usually the faculty advisor). A copy of the plan is given to each party.

5. A review of the resident's performance shall take place at the end of the
period defined in the plan (generally within three months). At that time,
the resident may be continued on the remedial program, may be relieved
of the remedial program, or may be recommended for dismissal by either
non-renewal of the resident's contract or termination for cause.

If the resident is in disagreement with the findings of the faculty and the program director, he or
she may appeal the decision. (See the Grievance Policy section.)

NOTE ON PROBATIONARY STATUS: Probationary status may be part of the remedial plan
as defined above. It may also be invoked for several other problems such as:

failure to satisfactorily complete a rotation;

repeated unexcused absences from required program elements;

failure to obtain or maintain a current medical license;

failure to comply with the established rules and regulations of the residency;
insubordination or unethical conduct;

failure to provide the quality of care to patients consistent with the expected level
of training and experiences of the resident;

7. other acts which compromise patient care, the resident's educational experience,
or the functioning of the program.

Al S e

While on probationary status, the resident must discontinue all outside medical service not
involving the residency including moonlighting. The faculty member primarily involved in the
remediation process (usually the faculty advisor) will be required to report monthly on the
resident's progress to the director. If the resident has received acceptable reports and maintains
his or her work performance at a satisfactory level, the faculty may recommend to the program
director that the probationary status be removed.

REMEDIATION PROCESS

Residents will be held accountable for their responsibilities on each rotation. Remediation is
decided on a case by case basis at the discretion of the director.
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RESIDENT DISMISSAL

Residents who fail to perform satisfactorily, who fail to respond to guidance from faculty, and
are unable to improve and correct unacceptable performance will be dismissed.

RESIDENT COMPLAINTS

If the resident has a significant complaint, it should first be heard by the Chief Resident then the
assigned advisor. If the advisor does not respond to the resident's satisfaction, the complaint
should then be heard by the Associate Director (Dr. Leah Raye Mabry) and the Director of
Behavioral Sciences (Dr. Tamara Armstrong) or some other faculty member. If the resident still
feels the complaint has not been given the attention it deserves, an appointment may be made
with the Program Director (Dr. James Martin.)

GRIEVANCE POLICY

If the resident is in disagreement with the director, faculty, and residency program and believes
that he or she has been treated unsatisfactorily with regard to probationary status, remediation, or
dismissal and that he or she is unable to work with the residency program to resolve this conflict,
the resident is to discuss his or her concerns with Human Resources associate, Ms. Sylvia Reyes
at 704-3460. She will work with that resident to address needs, help you file your grievance, and
explain the steps of the grievance procedures of the hospital.

In filing a grievance, the resident will state the facts of the grievance and identify a possible
solution. This information will be sent via the Human Resources Department to the resident's
faculty advisor for a written reply. The solution may be accepted or rejected. If accepted, the
faculty advisor, the resident and the program director will continue to discuss the solution. If
rejected, the grievance will be sent to the program director, requesting a written reply. The
resident may reject or accept the written reply. If further discussion is necessary, the resident
may appeal to the Graduate Medical Education Committee (GMEC). The GMEC will select a
panel to hear his or her case and Human Resources will choose a neutral chairperson. The panel
will set a hearing and make its recommendations. The resident may accept. If accepted, the
resident will work with the residency program and the panel.

COUNSELING AND SUPPORT SERVICES

Counseling and support services are available for residents and their families. If you are not sure
what you or your family needs, you are encouraged to talk with the behavioral scientist or your
faculty advisor. The behavioral scientist has a referral list of providers and may be able to
identify specific resources to fit your needs. Below are some additional resources.

I. CHRISTUS Santa Rosa Health Care Employment Assistance Program and the “CARE”
Program, Sylvia Reyes (704-3460), Department of Human Resources. Ms. Reyes is
willing to talk with any employee who is having difficulty performing his or her job at
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CHRISTUS Santa Rosa or who needs an outside referral. "Care" Program
(614-2273)

Any CHRISTUS Santa Rosa employee may call the "Care Program," and set up an appointment
to talk with a licensed counselor (Licensed Professional Counselor, Licensed Social Worker, or
Licensed Chemical Dependency Counselor). You will be offered the earliest appointment
available, usually within the week, and if it is an emergency, they will try to meet with you that
day. Please check benefits with your insurance carrier. Fee for service is another option. The
Care Program also provides referrals to other community agencies.

Before seeking mental health services, call your insurance carrier to confirm whether or not you
need to obtain pre-authorization to see a mental health professional and to clarify the maximum
number of visits.

2. Bexar County Psychological Association (736-3498)

This Association provides referrals to psychologists in the community. You can call
anonymously and ask for psychologists who work with people dealing with certain situations or
who work in your area. For example, "I am interested in obtaining the names of a few female
psychologists who work in the downtown area and help people deal with anxiety."

3. Faculty Outpatient and Psychotherapy Clinic, Department of Psychiatry (UTHSCSA)
7th Floor of the Medical School, 7703 Floyd Curl Drive, Suite 719L, San Antonio, 78284
Telephone (210) 567-5440; Hours: Monday-Friday 8am-5pm

Psychologists and psychiatrists conduct individual and group adult psychotherapy. A sliding
scale is available when a psychiatry or psychology resident sees you. When you call, the
receptionist will conduct a brief intake over the phone and set up an appointment for you. Your
first visit will be an intake and your next visit will be with your designated therapist. You will be
offered the earliest appointment available, usually within six to eight weeks.

4, Jewish Family Services of San Antonio
12500 N.W. Military Highway, Suite 250, San Antonio, TX 78231
Telephone (210) 302-6920;
Hours: Monday-Thursday 8am-9pm, Friday 8am-4pm, and Sunday 10-5pm

This organization serves individuals and families regardless of religious affiliation and the fee is
based on a sliding scale. Licensed clinical social workers conduct the therapy. When you call
they will set up an appointment for you within the week for an intake. During the intake, a
collaborative decision will be made as to which social worker and what type of therapy would
best suit your needs.
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5. Trinity Baptist Church Counseling Services
319 E. Mulberry Street, San Antonio, TX 78212
Telephone: (210) 738-7780; Hours: Monday-Thursday 9am - 9pm; Friday 9-12 noon

This organization serves individuals and families regardless of religious affiliation and the fee is
$55.00 per visit and $40.00 for a visit with an Intern. Social workers and masters level marriage
and family therapists conduct the therapy. When you call they will set up an appointment for
you within the week. The receptionist will ask you some general questions in order to match
your needs with a therapist. You will meet the selected therapist at the first visit. They have
several ongoing groups: Divorce recovery, grief support due to loss of spouse, loss of child by
death, and cancer support.

6. Catholic Charities, Archdiocese of San Antonio
2300 West Commerce Street, Suite 200, San Antonio, TX 78207
Telephone: 377-1133; (crisis: 433-3256) Hours: Monday through Friday 8:30-5:00pm

Catholic Consultation Center, as part of Catholic Charities, serves individuals, couples, and
families of all ages regardless of religious affiliation and the fee is based on a sliding scale. The
minimum counseling fee is $15.00. The director is a master's level therapist and the counselors
are master's level (or lower) interns. When you call they will set up an appointment for you (if
they do not have a waiting list.) The person you see at your first visit generally will be your
counselor. This organization has programs addressing various issues such as adoption, teenage
pregnancy, substance use and family problems. If you call the crisis number, (433-3256), they
provide crisis intervention, immigration services and refugee services.

7. Center for Health Care Services
711 Josephine, San Antonio, TX 78208
Telephone: 225-5481. Hours: Monday through Sunday 24 hours a day

This is a walk-in clinic and crisis unit that is available for those needing mental health, mental
retardation, and substance use intervention. They have counselors, caseworkers, and psychiatrists
on site. No appointment is needed, just walk-in. The fee is based on a sliding scale.

8. Community Counseling at Our Lady of the Lake University
Holy Cross Family Medicine, Suite 3
590 N. General McMullen
Telephone: 434-1054. Hours: Monday through Friday 10-8 (depending on availability of
counselors); Saturday 9-1pm

This organization serves individuals, couples, and families regardless of religious affiliation and
the fee is based on a sliding scale. The minimum fee is $20.00. Doctoral and Master's level
counselors conduct the therapy. When you call the organization, they will conduct an intake
over the phone and if they do not have a waiting list, they will give you an appointment over the
phone to see a counselor.
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9. Community Clinic, Inc.
210 W. Olmos, San Antonio, TX 78212
Telephone: 821-6407. Hours: Monday through Friday 1-8pm

This organization serves individuals, couples and families, primarily 18 years and older. Master
level interns provide the counseling. The fee is based on a sliding scale which is determined by
your proof of income. When you call for an appointment, the person will conduct a brief intake
and give you an appointment and the fee for each counseling session.

10. Group Support

Balint group is a place to obtain support, but personal and family concerns are best addressed in
another setting because the emphasis of Balint group is the doctor - patient relationship.

A support group for the resident's spouse is under consideration. We will send out information
to the spouses and assess overall interest, needs, best dates and times.

RESIDENT PHYSICIAN IMPAIRMENT

We actively try to identify early or prevent any and all problems that impact on the physician and
patient care. If you are having problems with family, work, life stresses, substances, etc., you are
encouraged and supported to seek help. Choosing to talk with the behavioral scientist or your
faculty advisor is an excellent first step. If you know of a resident who is having difficulty, talk
to him or her and encourage the resident to seek help. Balint group is a way of addressing some
of the difficulties that you have at work. Psychotherapy may be beneficial in identifying ways
that you can cope more effectively. (Additional resources are listed in the counseling and
support section of this handbook.) Outpatient counseling, inpatient treatment, and detoxification
programs are a part of your employee benefits package.

Initial drug screens are conducted on each resident (and all CHRISTUS Santa Rosa employees)
and random drug screens may be performed if deemed necessary.

If it is determined that your performance is lacking and patient care is being negatively affected
due to your own impairment, the behavioral scientist or your faculty advisor will address with
you your situation and report to the Residency Director. During this meeting, a plan will be
devised to specifically address the problem. You will continue to meet regularly with this
faculty member and your progress will be monitored.

Impairment concerns about other physicians or yourself can be discussed with Ms. Lili
Thrailkill, secretary for the Physician Health and Rehabilitation Committee of the Bexar County
Medical Society at (210) 344-4894. Additionally, the medical professional’s AA group
"Caduceus" meets every Thursday evening at 7pm at the Bexar County Medical Society. For
more information contact Ms. Thrailkill.
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LEAVE AND AWAY ROTATIONS
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LEAVE AND AWAY ROTATIONS
RESIDENT VACATIONS

All vacations, including conference and personal leave, must be scheduled using the multi-
purpose Paid Time Off (PTO) Request Forms & submitted electronically via e-mail to the clinic
scheduler. The “Yellow” forms are available in the Administrative office. Submit your request
by e-mail to the clinic scheduler with coverage signatures at least 90 days before the block in
which they occur, and also complete & submit the “Yellow” PTO form to Residency
Coordinator. He/she will then forward this to the Department Administrative Assistant, who will
track your PTO days. The form will then go to the clinic scheduler. Following his/her approval,
the Clinic Coordinator will sign and return the form to the Residency Coordinator. A copy of the
approved request will be given to the resident, the chief resident, the resident’s permanent file
and one to the Department Administrative Assistant. Further details regarding requesting time-
off can be found on the group share drive at S:\Scheduling Archive\Resident Schedule
Files\Resident Time Off Policy.doc.

It is the resident’s responsibility to ensure there is coverage and that his/her clinic schedule has
been blocked. Residents should check the clinic schedule prior to taking time off to ensure the
dates have been closed.

All residents have 15 working days of vacation per academic year and 6 personal/sick leave
days. (Academic year is July 1 through June 30). Residents may not accrue vacation from one
year to the next. Exceptions will be dealt with on an individual basis. Residents are not to take
leave between the last 4 weeks and the first 4 weeks of each academic year.

Vacations are not to be more than one week at a time. Exceptions will be dealt with on an
individual basis.

Once approved, vacation requests are not guaranteed and may then be canceled or rescheduled
due to residency & clinic staffing requirements.

No resident should schedule a vacation during a rotation in which he / she has previously taken a
vacation e.g., one week of vacation in surgery during first year and a request for a week of
vacation in surgery in the second year or third year.

No time off will be granted during required two-week rotations or during cross-cover months.

Personal/sick leave days are not to be used as additional vacation days and must receive approval
by the program director.

Due to the sparse coverage of the call schedule, PGY-I and PGY-II residents will have vacation
time scheduled during designated rotations only as follows:
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PGY-1 YEAR

Vacations may only be taken during Orthopedics, Surgery and Gynecology.
PGY-I YEAR

Vacations may be taken during Adult ER, Cardiology, Elective and Dermatology.
PGY-III YEAR

Vacations may be taken during Pediatrics-Out Patient, ICU, Sports Medicine, and Elective.

Procedure:

1. E-mail your request to the clinic scheduler at least 90 days in advance.

2. Complete the PTO Form (/Yellow) at least 90 days in advance

2. Have the team co-managing residents who are covering for you sign this form.

3. Have the chief resident sign this form.

4. Notify your Faculty Advisor of the request for time off.

5. Give the form to the Residency Coordinator for completion of signatures.

6. If the request is denied, make changes and resubmit.

7. If the request is approved, plan for the time off. A copy will be put in your box.
ABSENCES

You are required to notify the Residency Coordinator (704-2575), the clinic attending, the
service department contact, the chief resident (or upper level resident), your advisor, and the
receptionist on your side of the clinic as early as possible (if you are expected to be in clinic) if
and when you will be absent for any reason. Phone numbers are listed in Section 4 of this
manual. You are responsible for coverage and rescheduling of your clinic, in coordination with
the clinic schedule.

NOTE: Samples of the PTO and the Elective Request forms are available at the end of this
section.

PERSONAL / SICK LEAVE,
MATERNITY AND PATERNITY LEAVE
House Staff Policy Agreement

Sick Leave: Sick days will be deducted from Personal / Sick Leave time, but the use of sick
leave must not violate ACGME & ABFM rules for time away from residency. (Disability due to
pregnancy is included in definition of sick leave without pay.)

Pregnancy Leave: Up to one month prior to EDC and up to the date of delivery without pay
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unless using vacation or sick leave (authorized by your physician).

Child Care Leave: The resident (mother or father) will submit in writing, the intention to
continue residency training at CHRISTUS Santa Rosa Family Practice Residency Program. The
leave of absence for the mother will be granted for two months from date of delivery, without
pay. One additional month without pay will be granted, if medically indicated, upon approval of
the program director.

The father may take two weeks without pay if desired. An additional two weeks will be granted,
if the condition of the mother or infant necessitate, with approval of program director. If the
father is the primary caretaker and he submits a written request that is approved by the program
director, he may take two months without pay. Options to discuss with the program director: To
cancel clinic two calendar days after delivery, and (1) take two weeks without pay and pay back
time; (2) use vacation time; or (3) see clinic patients and be off the rotation, if possible.

Upon approval of the program director, the resident will be allowed the additional training time
needed to make up the leave without pay.

ABFM & ACGME Requirements:

1. Leave longer than three months: Requires following re-entry guidelines including
(a) Re-entry examination, (b) prior approval of the Board.

2. Maximum annual leave: One month, defined as thirty (30) calendar days or 21
working days is the maximum excused leave per year. This includes vacation,
sick leave, maternity and paternity leave (not including CME which can not
exceed 5 days per year).

3. Time off in excess of one month must be made up and added to projected date of
completion of the required 36 months of training.

4. Vacation cannot be accumulated year to year or taken consecutively between
years (e.g. end of June, beginning of July).

5. Only eight weeks per academic year away from the FHC are allowed. This
includes time away from the FHC for community practice rotation, rural medicine
rotation, vacation, leaves, illness and electives away. Periods between
interruptions must be at least 4 weeks.

Additional rules concerning resident absence from residency can be found at the ABFM
(www.theabfm.org) & the ACGME (www.acgme.org) websites. Wherever the ACGME, ABFM,
the CHRISTUS Santa Rosa resident contract & this handbook have differing policies concerning
resident absence from the program, the most restrictive policy will apply.
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“AWAY” ROTATIONS

The Christus Santa Rosa Family Medicine Residency Program currently provides four, 4-week
rotations to allow elective experiences by residents which may amplify or add to the residents
training experiences.

1.

Approval for these elective experiences must include appropriate filing and
coordination with the Family Health Center scheduler, an educational description
of the elective approved by the Resident Advisor and Program Director, and a
letter of agreement with the off- sight clinical faculty designate.

Each resident is allowed one “away” rotation, defined as an elective in a location
outside the city limits of San Antonio, during their 36 months of training.
Approval of designation as away rotation must be in writing from the Program
Director.

In recognition of the resident’s continuity responsibilities, “non-away” electives
should be designed to allow some continuity to continue at the Family Health
Center. Specifically, elective schedules in the 2" and 3™ years should include two
half days of Family Health Center continuity presence. Any modification or
exception of these requirements would require substantial documentation of
educational need and benefit by the resident.

“AWAY” ELECTIVES - PGY-I111

We have compiled a file of approved “away” elective experiences. If you would like to add an
elective away rotation to the file you need to do the following:

1.

Revised June 2008

Submit a completed proposal in writing to your preceptor for signature three
months before starting the elective. (See Elective Month Away form.)

Submit the signed form to the Director of Curriculum, with a copy going to your
advisor.

Submit form to the Program Director for his/her approval. A copy of the
approved form should go to the Residency Coordinator for your file.

No more than two PGY-III's may be gone at any one time for an elective away
rotation.

For scheduling purposes, a leave request form must be filled out for any away
elective & follow the above approval process.
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10.

11.

HELPFUL HINTS

ASK QUESTIONS, especially if you are in doubt.
Learn from every patient.

Always answer your pager promptly and politely. You are expected to be available by
pager from 7 a.m. - 6 p.m. Monday though Friday and during your on call times.

If you are absent for ANY reason, make sure someone is covering your patients. The
residency coordinator, attending and upper level resident must be notified of ANY AND
ALL absences, before or at the time of absence. (See additional information on
absences.)

Talk to other residents about their rotation experiences. Obtain advice and suggestions
on how to succeed on the rotation. Prepare personal goals in advance for your upcoming
rotations. You may want to work with your faculty advisor in order to determine if the
goals are obtainable and toward the direction you want for your patients and your
educational goals.

If you have problems on a service with a resident or faculty member, talk with your
faculty advisor or the behavioral scientist as soon as possible. Never burn a bridge with
another individual. It may haunt you later and affect all the residents and the residency
program.

Learn your limitations. Recognize them and work to change them.

A peripheral brain, be it a palm top computer or a small notebook, is recommended to
facilitate access to information on medication dosage, protocols learned on various
services, mental status exams, and other references.

Listen to the ancillary personnel. They may be able to provide insightful information
about your patients in the hospital and the clinic that you may not have noticed.

Extreme care should be exercised before ordering medications over the telephone. Be
sure to know the patient’s allergies, problem list, and any medications he or she is
presently taking. Note kidney and liver functioning, age, and weight. Sign verbal orders
as soon as possible.

Treat all people with respect. You will be working with patients, families, co-workers
from different cultural and educational backgrounds, so be considerate, and with respect
to patients, try to understand their behavior and response to illness.
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12. Work to explain medical procedures, treatments, and prognosis to your patients on their
level. Be honest. Spend time talking with them and invite them to ask questions that will
help them understand and follow through with the proposed treatment. If possible give
them written educational materials to supplement what you have already discussed. If
you do not know the answers to their questions, admit that you do not know, but that you
will work to find the answers.

13. The Behavioral Scientist/Psychologist will be available for on-site inpatient and
outpatient consultations, at mutually agreed upon times, as the need dictates. Residents
are encouraged to be involved in the patient consult. To consult Dr. Bajorek for inpatient
services, outpatient referrals, or follow-up, page Dr. Bajorek directly at 231-7167. Be
prepared to give patient information, hospital location, name of referring physician, and
referral question. If Dr. Bajorek does not respond within a few minutes, she will return
the page after she finishes her patient’s session.

14. Any problem solving or trouble shooting regarding legal situations are best discussed
with Risk Management. Prevention tactics such as accurate and appropriate charting help
maintain patient charts and can avoid future legal difficulties. Regarding the chart, a
court of law will assume that if you did not write it down, it did not happen. Therefore, if
you do not write down what you examined, found, considered, and told the patient (and
family), then it was not done.
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CHRISTUS SANTA ROSA FAMILY HEALTH CENTER

FAMILY HEALTH CENTER HOURS

Hours of the FHC are Monday through Wednesday and Friday 8:30am to 5:30pm. On
Thursdays, the hours are 8:30am to 12:30 noon. Lunch closure is 12:30 noon to 1:30pm.
Extended Wednesday clinic hours from 5:00 — 7:00pm offered to meet particular patient needs.

There are two clinic teams: Team A and B. Each resident will be assigned to a team and will
function as a group practice, i.e., having quality assurance meetings, sharing patient coverage
during absences, sharing the same ancillary staff, sharing walk-in patients, etc.

FAMILY ASSIGNMENT

Each resident will be assigned clinic patients on a rotating basis. The number of families
assigned each year increases as the resident increases in seniority and clinic time; PGY-I: 25
families, PGY-II: 50 families, PGY-IIIL: 75 families. The faculty will review your caseload on a
regular basis to make sure that you are experiencing an appropriate array of patient concerns,
disease states and age groups. Talk with your faculty advisor about the patients that you are
seeing and the types of patients with whom you would like experience. PGY-I residents are to
see 150 patient visits and a total of 1650 patient visits by the PGY-III year.

CLINIC PATIENT ADMISSIONS

If the patient that you have just seen in the Family Health Center is admitted to the hospital, you
are responsible for initiating the admission process by contacting the in-patient team and writing
a brief history, physical examination, and admission orders. Make sure to include any pertinent
information about the patient in the patient's history. A comprehensive history, physical
examination and admission orders will be completed by one of the residents on the Family
Medicine Inpatient Service. The Family Medicine Inpatient Service is responsible for seeing the
patient, writing daily notes, coordinating the care of the patient, and notifying the patient's
primary care physician of the status of his or her hospitalized patient. As continuity physician
for your patient, you or a designated member of your team (A or B) are expected to see your
patient on a regular basis or be updated on the patient’s status at an appropriate interval.

PHARMACEUTICAL SAMPLES

The Family Health Center has a storage area to shelve the samples provided by the
pharmaceutical representative. Here are some wise suggestions on the use of these samples.

1. Dispense a starter supply of medication with instructions to the patient to fill the
prescription if no adverse side effects occur and the medication is effective.
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2. Dispense starter supply of antibiotics with continuation pending culture results.

3. Give a sample of the over-the-counter medication so that the patient will know what to
buy at the pharmacy.
4. Dispense complete treatment supply for those patients with financial problems.

Documentation of name, amount, lot #, and expiration date should be completed in appropriate
log book. Schedule II and some Schedule I1I medications are not accepted at the Family Health
Center. All dispensed medication should be labeled with patient's name, medication instructions,
and doctor's name.

Pharmaceutical representatives will discuss their products with the faculty and residents in the
Family Health Center. They also provide educational material on their medications and sponsor
luncheons, in addition to numerous other functions. You are strongly encouraged to listen
critically and review the information presented. Ask questions related to efficacy, effectiveness,
side effects, comparison to other similar products, and the cost to the patient.

FAMILY MEDICINE INPATIENT SERVICE

SERVICE GOALS OF THE FAMILY MEDICINE INPATIENT SERVICE
The resident will:

1. Have an opportunity to care for a wide variety of family medicine inpatient problems
under the supervision of family medicine faculty.

2. Make decisions and care for the after-hours needs of a busy family medicine practice
including phone triage, after-hours evaluation and emergency medicine.

3. Learn how to apply a multi-disciplinary approach to patient care, including nursing, other
specialties, social work, behavioral medicine and pharmacy, during and after
hospitalization.

RESIDENT RESPONSIBILITIES

Inpatient services include the family medicine inpatient service and obstetrics service for
residents of all levels. Interns will also act as a pediatrics intern on one of the pediatric inpatient
teams run by UTHSCSA pediatrics residents and attendings. Pediatric call responsibilities will
therefore be determined by the UTHSCSA department of pediatrics. Family medicine and
obstetrics responsibilities are outlined below.
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FAMILY MEDICINE INPATIENT SERVICE

The emphasis of this rotation is on quality, comprehensive care with continuity. Each resident
will be assigned patients on the service. Patients may be adult inpatients, including ICU patients,
pediatric patients and newborns. The resident is responsible for rounding on each of his/her
patients prior to morning report every weekday. On weekends, the service will be covered by one
intern and his/her third year back-up. The resident coming off of night call will also help round
on patients on weekend mornings. Chart notes are to be written in the SOAP format with a
problem-oriented assessment and plan.

Morning report is held in the administrative conference room and begins at 8:00 a.m. Residents
need to have seen their patients and completed progress notes prior to morning report. Generally,
during morning report, residents will present to the chief of the service. Major decisions and
teaching are the responsibility of the chief of the service. The attending will be present as a
consultant for more difficult patients. Variations to this format may be made with approval from
the chief of the service and faculty attending.

During rounds, the resident must be prepared to discuss various aspects of their patients’ medical
care, including social issues in a problem oriented format. Self-directed reading is expected. In
addition, each lower-level resident may be asked to provide 5-10 minute presentations to the
team about the topic of his/her choice. The chief of the service will determine when and how
many talks are to be given. Handouts should be provided, and a copy of each handout should be
given to the Residency Coordinator.

Each resident is responsible for entering information for his/her patients into the inpatient service
list that is located on the group drive. In order to ensure continuity, it is vital that this list be kept
up-to-date, especially medications, important lab/study results, and to-do items. Check-out to
night-call residents should be resident-to-resident and must be thorough, including explicit
detailed plans and possible complications. Upon discharge, any patient who has been in the
hospital for greater than 48 hours must have a discharge summary dictated.

On weekdays, residents on the service will be expected to be in-house until approximately 6:00
pm, at which point they may check-out to the resident on short-call. This resident will cover the
service from 6:00-9:00 pm. First year residents will have a third-year as back-up. The third year
will be in-house during the first six months of the year. Upon approval of the director, third years
may take back-up call from home on non-ER call nights during the second half of the year, but
must come in for all admissions or critical changes in patient condition. Second year residents
will take short call alone. Night float will assume care of the service beginning at 9:00 pm.
Again, first year residents will have back-up from a third year resident and second year residents
will take call alone. The second year on the service will take all Friday night calls. On weekends,
one intern and his/her third-year back up will cover from rounds at 8:00am (including pre-
rounding) until 6:00pm, at which point night float will take over.

The team will take ER call, whereby they assume responsibility for the care of any unassigned
patients that need to be admitted from the ER, usually every 3" night. CSRFHC continuity
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patients, including pediatric patients, and nursing home patients, should be admitted at any time.
Newborns will also be admitted to the service at the time of delivery. The delivering resident
and/or nursing staff will notify the resident holding the pager at the time of delivery. That
resident is then responsible for completing the H&P for that newborn.

Prior to the beginning of each block, the chief of the service will provide all residents with a
schedule including when he/she will hold the on-call pager, when the resident will take short call
and weekend call, and when talks are to be given. The schedule should be reviewed by each
resident on service and any questions directed to the chief of the service as soon as possible in
order to allow the chief to make appropriate adjustments as necessary.

In addition to patient care, the resident is responsible for maintaining a billing form for each of
his/her patients. The chief of the service will review the daily level of service and will collect
billing forms to review with the attending on a weekly basis.

At the end of the block, each resident is expected to dictate a detailed off-service note for all
patients who will still be in the hospital at the beginning of the next block. It is also helpful to
write a brief summary in the chart for the resident who will take over care of the patient in case
the dictation is not available immediately.

All admission H & Ps and discharge summaries and any questions or concerns related to the
inpatient service should be addressed to the chief of the service for that block, the Chief
Resident, and attending faculty in that order of priority.

Responsibilities for each resident on the service are addressed below:

The 1%/2™ year resident will be responsible for carrying the on-call pager during several
mornings and afternoons each week (according to the schedule made by the chief of the service
prior to the beginning of the block). While holding the pager, the resident will answer all calls
from the floor and will be responsible for working up any new admissions. After clinic hours, the
resident will answer home calls from Family Health Center continuity patients.

Any questions or concerns related to the inpatient service are addressed to the senior resident,
chief resident and attending faculty in that order of priority.

First year residents:

l. The resident will work-up, write orders and be the primary physician during the
hospitalization for patients admitted to the Family Medicine Service at CHRISTUS Santa
Rosa Health Care. The resident will complete appropriate record keeping tasks including
daily progress notes, discharge summaries and consultation requests. (Per SRHC policy,
all verbal orders must be signed within 24 hours.)

2. The first year resident will consult with their 3™ year back-up and/or chief of the service
on all admissions, and on any complicated case or any case potentially beyond the level
of expertise or experience of the first year resident. The attending needs to be notified of
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all ICU admissions and is available for discussion of any questions the residents may
have.

The first year resident will have 1-2 short calls/week and will cover both days of two of
the four weekends/block.

The first year residents will discuss at the patients at Morning Report that they admitted
while on call.

The first year resident will write a full H&P and admit orders for all Family Health
Center patients that need to be admitted through the ER. Incarnate Word Nursing

Home residents (including Dr. Norris’ private patients) are continuity patients and should
be admitted when necessary. On ER call nights, the intern will also admit patients from
the ER who does not have a primary physician. All 1¥ year H&P's must be cosigned by a
2" or 3" year resident.

The 1* year resident will be responsible for carrying the on-call pager during several
mornings and afternoons each week (according to the schedule made by the chief of the
service prior to the beginning of the block). While holding the pager, the resident will
answer all calls from the floor and will be responsible for working up any new
admissions. After clinic hours, the resident will answer home calls from Family Health
Center continuity patients.

Second year residents:

1.

The second year resident will share in the work-up of patients, the writing of orders,
completion of record keeping, and the primary care of patients admitted to the Family
Medicine Service. The resident will complete appropriate record keeping tasks including
daily progress notes, discharge summaries and consultation requests. The second year
resident will work closely with the first year resident, being physically present when
available, and teaching when possible. (Per SRHC policy, all verbal orders must be
signed within 24 hours.) They may also cosign intern notes.

The second year resident will have one short call/week and will take night call (6pm-
8am) and every Friday night while on service.

The 2™ year resident will be responsible for carrying the on-call pager during several
mornings and afternoons each week (according to the schedule made by the chief of the
service prior to the beginning of the block). While holding the pager, the resident will
answer all calls from the floor and will be responsible for working up any new
admissions. After clinic hours, the resident will answer home calls from Family Health
Center continuity patients.
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Third year residents:

1.

Third year residents serve as chief of the service for a total of 8 weeks and will cross-
cover the service for 4 weeks during the year. The 31 year is responsible for the team
and may be called on to cover the service if the first or second year residents are
unavailable, specifically during the Thursday afternoon lectures.

Third year residents provide supervision to the first year residents. During this time, the
third year resident should be available and physically present to teach and work with the
first year resident and his or her patients. All first year H&P’s must be cosigned by the
third year (or second year) resident.

The third year resident provides supervision to the first year resident any time the 1% year
is on call. The third year resident is expected to be physically present for admissions and
available as needed for other supervisory needs of the first year resident. During the
second half of the year, and if the PGY I feels comfortable, the third year resident could
possibly begin taking call from home. This decision will be made upon approval by
Program Director and not at the discretion of the third year resident.

The third year resident conducts Morning Report (both weekday and weekend) when they
are on service. The report consists of the presentation of new admissions, updates on
current patients, and difficult or interesting phone medicine problems or emergency care.
The 3™ year is to assign presentation times to each of the lower level residents with the
goal of presenting 2 presentations per week. The third year resident should contact the
resident coming off call prior to 7:00 am to assess the needs of the service and confirm
that resident's availability for morning report. Copies of all Morning Report
presentations must be given to the Residency Coordinator for each resident’s official file.

The cross-cover 3" year resident will cover 1-2 short calls/week and both days of the 1*
and 3" weekend of the block.

If, for any reason, the third year resident on-call must miss his or her call, it is the
responsibility of that resident to find another third year resident to cover call for the
assigned period.

NIGHT FLOAT

Night float will assume responsibility for the service beginning at 9:00pm on weekdays and
6:00pm on weekends and holidays. The resident on short call is expected to provide the night
float with a detailed check out for each patient on the team (not just his/her patients). The night
float is responsible for asking any questions that may come up in order to clarify patient issues.
The night float is then responsible for any pending to-do items, new issues that come up during
the night as well as new admissions. Please be courteous to your night float--remember to do
unto others as you would have them do unto you. It is poor form to leave multiple to-do items
that could have been done during the day. It is also poor form to leave admissions for the night
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float if the call is received before 9:00pm (6:00pm weekends and holidays).
FAMILY MEDICINE INPATIENT SERVICE GUIDELINES FOR ALL RESIDENTS

Each resident assigned to the service is expected to attend the following required sessions unless
emergency patient care or other rotation arrangements preclude attendance:

1. MORNING REPORT: 8:00 a.m., Conference Room 4™ floor, F Building

Attendees:  Family Medicine attending, residents on the inpatient service, night float, medical
students. The Psychologist, Pharmacists & pharmacy students are also often present.

Purpose: Residents present cases and management rationale. Chief of the service and
attendings teach the entire group. Night float presents the admissions from the night before. X-
rays, labs, etc. that were taken overnight will be reviewed.

Night float is expected to be present in rounds each day. The attending and chief will determine
when the night float may be excused. If the night float has morning clinic, he/she is expected to

be present in rounds from 8:00-8:30 am to present new admissions/overnight events.

2. ATTENDING ROUNDS: (Immediately following Morning Report) at SRHC

Attendees:  Family Medicine attending, Family Medicine team, medical students.
Purpose: See the patients who are newly admitted to the service, who are critically ill, who

are not improving with current treatment, who need changes in their therapeutic plan, and who
are newborn nursery patients. Patients about whom the residents have specific questions or
concerns are also seen at this time.

3. WORK ROUNDS: (Immediately following Attending Rounds) at SRHC

Attendees:  Family Medicine team, medical students.
Purpose: See the patients, do the patient follow-ups, order labs, continue treatment plans,
etc.

4. CHECKOUT MORNING ROUNDS: 11:30am at SRHC

The chief of the service will generally meet with the team before or after the noon lecture to get
an update on patient progress. Residents who have clinic will check out the person carrying the
pm pager at this time.

6. CHECKOUT AFTERNOON ROUNDS: 4:30 pm at SRHC

Residents may check out to the short call resident at 6:00pm (or earlier with chief approval).
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Short call will check out to night float at 9:00pm.

Note 1: No one leaves until all the work is done. For example, if a resident, who is on the
inpatient service, is finished with his or her afternoon clinic, and the FP team has two new
admissions, the resident from the clinic, helps the FP team finish the hospital admissions.

Note 2: The chief of the in-patient Family Medicine Service team must be available each
day of the weekend (Saturday and Sunday) for morning report and rounding on patients even if
s/he is not on call for that weekend in order to provide continuity of care of the patients on the
service. Your rotation on the Family Medicine service does not end on Friday evening, but at
6:00 am on the Monday morning of the next rotation. The night float will attend morning report
for that Monday with the new team.

Note 3: Holidays will follow a weekend schedule. If that day is an ER call day, additional
residents may be asked to come in for rounds and floor work. This is to be determined by the
chief of the service.

7. FAMILY MEDICINE DIDACTICS - Thursday afternoons in the Residency
Classroom

8. FAMILY HEALTH CENTER PATIENT CARE

In general, residents will be scheduled to see patients in the FHC according to the year of
experience:

1-2 half days/week - 1* year residents
2-3 half days/week - 2™ year residents
3-4 half days/week - 3™ year residents

New mandates from ACGME state that residents see a certain number of patients per
year. These numbers are a total of:

At least 150 patients per year - 1* year residents
At least 1650 patients for all 3 years - 3 year residents

HOUSE STAFF - ATTENDING COMMUNICATIONS

The resident in charge of patient care must notify and communicate with the Family Medicine
attending covering the service at the time of any of the following:

1. any admission to the service; Night time ICU patients and chest pain admissions
must be reported to the attending;

2. any significant change in patient condition or major change in management
including the need for invasive diagnostic and surgical procedures;

3. any death occurring on the service;
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4. any significant family concerns or patient complaints;
5. any significant conflicts among nursing or other professional staff regarding
patient care.

Note: The house-staff and attending should be communicating regularly about the care of each
patient. This includes discussion of the need for consultations from other services or specialties.

WEEKEND SIGN OUT (Sat., Sun., Holidays)

The inpatient service team will meet with the resident coming off call and the resident starting
call (time determined by attending) at CSRHC. When the third year resident is on call with a
first year resident, the third year resident should be present with the first year at weekend
morning report.

IN-HOUSE CALL

The resident is expected to take call in house when s/he is on call.

CHRISTUS Santa Rosa Health Care Newborn Patients - Team Responsibilities

1. History and physical examinations must be completed in a timely fashion.

2. The delivering resident or nursing staff will notify the team when a baby is
delivered.

3. All newborn patients MUST have their neonatal screens prior to discharge.

ADMITTING PROCEDURES (FOR DIRECT OR CLINIC ADMISSIONS)

S h W=

=

8.

Call Admitting (704-2126) and ask for Bed Control.

Tell them that you have a patient to be admitted to the hospital.

Give them your name (resident's name) and the attending physician's name.

Give the patient's name, age or date of birth, and insurance coverage.

Tell them when the bed is needed e.g., 10pm tonight, 7am tomorrow, ASAP, etc.

Tell them from where the patient is being transferred e.g., at home, at a doctor's office
(specify), at another hospital (specify), etc.

Tell them the type of bed needed e.g., ICU, telemetry, med/surg, etc.

Tell them the provisional diagnosis of the patient.

Admitting/Bed Control will tell you whether or not a bed is available for that patient. They will
tell you one of three options:

(1) That a bed is available and to send the patient to Hospital Admitting to register
and then they will send the patient up to the designated floor. Once the patient is
on the specified floor, a nurse will call the resident to get the admitting orders.

2) That the patient is on "call back", which means that the beds are full or that they
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do not have the staff and as soon as there is a change in the bed or staffing
situation they will call the patient to come to the hospital. The resident will need
to provide a phone number of where the patient can be reached.

3) That the patient is not accepted and that you need to check with another hospital.

All of these options need to be discussed with the attending on call.

On-Call Pager Number- 210-231-1598
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FAMILY MEDICINE MATERNITY SERVICE ORIENTATION

The Maternity Service's emphasis is on family-oriented maternity care, continuity of care and
teaching by family physicians and obstetrical faculty.

Requirements for passing the rotation

¢ 10 vaginal deliveries
¢ 3 first assists at C-section
¢ Provide appropriate and attentive care to all patients with whom you are involved.

Weekday Schedule

¢ 2 residents (usually) are assigned to the rotation.

¢ Your primary responsibility is to the FM patients.

¢ You are encouraged to be involved with all the private patients that belong to the private OBs
who request your assistance.

¢ You will always be in Labor and Delivery, in clinic or attending your core curriculum
lectures.

¢ CONFERENCE IS A PRIORITY—NOT PRIVATE OB PATIENTS IN OB TRIAGE!!!!

Morning Rounds

¢ Before 0700h, resident going off call (if not assigned to L&D that morning) will check out to
resident arriving for the day. If the transition is made midday, check out will be done then.

¢ (0700h: Rounds begin in the Physician Lounge on Labor and Delivery. We will proceed to
the patients' rooms.

¢ All FM patients (ante partum and postpartum) will be formally presented, and the patients
will be seen.
¢ Team will discuss and formulate plans as needed.
¢ Short didactic lectures will be given when time allows. These may be by faculty or

residents (see separate lecture schedule).

Evening Rounds

¢ 1800h: Resident(s) going off call will give report and written sign-out to resident coming on
call.

Weekends

¢ Resident going off duty at 1800h Friday evening will inform inpatient service resident-on-
call of names and room numbers of FM patients and plans for those patients.

¢ Inpatient resident-on-call will evaluate FM OB patients who present to OB Triage/L&D
between 1800h Friday evenings and 1800h Sunday evenings.
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¢ The continuity doctor for any patient seen during the above hours will be called and will
manage the patient in-house if she is in labor.

Responsibilities

¢ Admissions
¢ Complete H&P's on all admissions (forms available in OB Triage).
¢ Prenatal record, if available, must be on chart. You may need to go to the clinic to find
records.
¢ Inform the patient’s continuity doctor of her admission. The resident providing
continuity care for the patient is expected to care for her while she is in the hospital.
¢ Call the inpatient service resident on-call to inform them of upcoming newborn
admissions. Someone from the inpatient service will attend the delivery.
¢ Discharges
¢ All FM discharges will be dictated. The dictation may be brief if hospital course was
uncomplicated. You must include: medications, instructions, diet and follow-up plans.
The attending of record will be the attending FP or OB who supervised the delivery.
¢ All prescriptions will be written for any needed medications.
¢ Review the discharge instructions YOURSELF with the patient and sign the discharge
instruction sheet.
¢ Inform PCP of patient's hospital course, especially if the patient is to be followed-up in 1-
2 weeks.
¢ Normal discharge follow-up is in 6 weeks for normal vaginal deliveries, 1-2 weeks for
Cesarean delivery, 31d/4th degree lacerations and fetal loss.

¢ Progress Notes

¢ DOCUMENTATION IS VERY IMPORTANT!!!!!
All notes (and orders) will be dated and timed. Notes should be written in SOAP format.
Every morning, all the ante partum and postpartum patients will have notes written.
While in active labor, notes q 2h.
While in labor on Mg, Pitocin or in other high-risk situations, notes q 1-2h.
Postpartum patients on Mg, notes q 4h.
Notes for ANY management changes with justification (includes any procedures during
labor).
¢ All postpartum patients cared for with private OBs will be seen daily.

* & & 6 o o

Interns

¢ All exams to be checked and confirmed by the FP/OB attending, the R2 or labor nurse until
you have gained more experience.

¢ All management decisions for FM patients must be discussed with the R2 or with the
attending if no R2 is on duty...
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¢

¢

Before leaving for clinic or lecture or off call, provide a written sign out for all of your
patients to the resident on Labor and Delivery for that day or evening.
You should help in the teaching of any medical students rotating on the service.

R2's

¢

Your exams only need to be checked by the attending for any significant abnormal findings,
but, if you are unsure, do not hesitate to seek help or confirmation.

You are expected to be available to assist the interns as much as possible, both in Labor and
Delivery and on the wards. Additionally, you should take a leading role in teaching medical
students who are on rotation.

Before leaving for clinics or lecture or off call, provide a written sign out for all of your
patients to the resident on Labor and Delivery for that day or evening.

Consults

L

Must be attending to attending

Continuity FM Patients

¢

¢

The expectation is that you will come to see your continuity patient as soon as you can after
she is admitted.

You may NOT manage by "Call me when she's ready" and expect the L&D team to do all the
work/management.

If your continuity patient is admitted in labor between 1800h Friday-1800h Sunday, you must
come in to manage her labor and delivery.

If you go on vacation/away rotations etc., you must make arrangement with your co-
managing resident to care for your patient if she comes in to deliver.

Your co-manager must see the patient antenatally at least twice.

Keep your patient informed if you must be gone and are having your co-manager cover for
you.

After continuity patients deliver, the OB service team will make formal rounds on them in
the mornings, Monday-Friday.

You are, however, expected to see the patient daily at least for "social" rounds.

Assignment of Newborns and NICU Babies

¢
*

Continuity patients' babies are assigned to the inpatient service.

Occasionally, a patient will have a pediatrician. In that case, the baby is assigned to that
pediatrician unless the patient wishes for the inpatient service and the continuity physician to
care for the baby.

It is the responsibility of the delivering resident to notify the inpatient service of the baby's
impending birth.
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It is most appropriate for the continuity physician to do the baby's initial physical and to
continue to follow the baby while still in the hospital.

If a baby goes to NICU, it is still the responsibility of the delivering resident to notify the
inpatient service—these babies do not always stay in NICU.

The continuity and the rounding doctors must check on the baby—even when the baby is in
the NICU.

It is very bad form to ask the mom how her baby in NICU is—YOU SHOULD KNOW—
you're her doctor.

When a private OB with whom you have delivered assigns a baby to the inpatient service, it
is the delivering resident's responsibility to notify the inpatient service.

Recording Deliveries and Procedures

¢

All deliveries must be recorded in the Family Medicine Delivery Logbook kept in the
Physician Lounge. This includes ALL deliveries in which you are involved, whether Family
Medicine (continuity) patients, ER drop-in patients, private OB patients, 1* assists at C-
sections, etc.

Read and follow the instructions at the front of the log.

Accuracy is VERY IMPORTANT, since the log is the source for determining monthly
statistics and information for Morbidity and Mortality reviews.

Keep a personal record of all procedures you perform, including deliveries, C/S's, NSTs,
placement of scalp electrodes or [UPCs, ultrasounds, etc. If you do not keep track of your
procedures as you perform them, it is extremely difficult to go back and locate them. Begin
now.

Two residents may not count the same delivery as a continuity patient. Designate in the log
if you are the supervising resident.

Private OB's

A list of private OBs who work with us is posted in the Physician Lounge on L&D and in the
on-call notebooks in OB Triage and the L&D nursing station.

All management decisions are to be discussed with the private OB before implementation
OR discussion with the patient and/or her family. Ask the nurse who is taking care of the
patient if she has spoken with the private OB recently. If not, and it is time for an update or a
decision, you may call the private OB. Ask if they wish to speak with the nurse also before
hanging up.

Santa Rosa faculty does not participate in the care of private OBs' patients except under
emergent conditions or if specifically asked by the private OB.

DO NOT perform procedures on private OB patients unless specifically asked to by the OB.
They may request this through the nurse.

If the private OB wishes to transfer care to the FM team, this arrangement must be made
attending to attending.

See any and all patients of the private OBs with whom we work unless specifically asked not
to.
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If someone does not check them out to you or the nurses do not seem to be calling you, go
looking for them in L&D, OB Triage and Mother-Baby. Inform your attending of any
problems with not being called by the nurses.

If you have not done any work with a private patient, do not expect to be called for the
delivery.

DO NOT see patients or perform any procedures on patients of OBs we do NOT work with.
If asked to do so by the nurses or the OB, go to your attending faculty member for guidance.
If you assist one of the "non-participating” private OBs and feel you are treated badly, DO
NOT respond in kind. Be polite, excuse yourself and leave.

If you are the only assistant in a C-section, you cannot leave at a critical point in the surgery.
All postpartum patients cared for with the private OBs will be rounded on by the residents
and notes written.

Problem Solving

L

Use the "chain of command"—the "go to" person is your R2. The R2 will discuss any
problems with the faculty as appropriate. This is for resident to resident issues.

For nursing issues, first go to the charge nurse, then to your faculty if the problem is not
resolved.

Suggested Readings

¢ Williams Obstetrics

¢ Gabbe's Obstetrics: Normal and Problem Pregnancies

¢ AFP Journal

¢ ACOG Bulletins (complete set available in Physician Lounge on L&D)

¢ Numerous articles on varied subjects are kept in the file cabinet in the Physician Lounge on
L&D.

¢ Additional articles are kept in noteboo