JACOBI MEDICAL CENTER MEDICAL INTENSIVE CARE UNIT ( 4B MICU ) HOUSESTAFF ORIENTATION – revised July 2007

WELCOME TO THE JACOBI MEDICAL INTENSIVE CARE UNIT !!

WE BELIEVE THIS WILL BE BOTH AN EDUCATIONAL AS WELL

AS ENJOYABLE EXPERIENCE FOR YOU.

I. INTRODUCTION:

            Philosophy: A team approach to patient care is essential in providing 

                                 optimal care and ensuring maximal efficiency of the MICU.

                                 The “team” consists not only of physicians, but includes the

                                 nursing staff, respiratory therapy, clerks, social workers, 

                                 pharmacy, dietary, and housekeeping.  

            Expectations: Everyone is required to put in a full day’s work so that all

                                    necessary tasks on all of the patients are completed in a timely

                                    fashion. Every member of the physician team should be

                                    familiar with all the patients, particularly the residents. The

                                    MICU is a “hands-on, at-the-bedside” rotation. You should

                                    be highly visible and active while in the MICU, constantly

                                    checking on the status of your patients. As you know, it is

                                    extremely important to communicate effectively with your

                                    patients and their families with regard to their current status,

                                    results of certain tests, and the plan. Therefore, every member

                                    of the team should be able to discuss each patient with

                                    consultants and family members. Obviously the house officer

                                    primarily responsible for the patient is best suited for this, but

                                    if he/she is not available, any other team member should be 

                                    capable of doing so. The Attending is NOT the only person

                                    capable of speaking to families. For very complex issues, the

                                    Attending or Fellow will always be available for family meetings.

           Beds/Staff:  We follow up to 12 patients.

                                There are:     3 interns (2-3 Jacobi, 0-1 MMC)

                                                     3 residents (2 Jacobi PGY2, 1 MMC PGY3)





     1 night intern (Jacobi PGY1)





     1 night unit chief (Jacobi PGY3)

                                                     1 pulmonary/ccm fellow

                                                     1 attending (Jacobi- or NCB-based)

                                 Nursing ratio is 2-3:1 in MICU

                                 1 Respiratory therapist dedicated to MICU 
EACH INTERN MUST HAVE A SUPERVISING RESIDENT WORKING DIRECTLY WITH HIM/HER. EACH RESIDENT WILL BE RESPONSIBLE FOR HIS/HER OWN PATIENTS PLUS ANY PATIENT FOLLOWED BY THEIR INTERN. 

II.
WEEKDAY SCHEDULE:

A. Work Rounds:  7:30-8:30 am.  
                             Goals:  1. Review events that occurred overnight with night team.

                                          2. On-call team should briefly see the new patients.

                                          3. Ensure all blood work has been drawn, is at least in

                                              progress in the lab, but optimally should be completed

                                              and available for review during Attending rounds.

                               
          Micro/Culture results should be up to date also.

                                          4. Order diagnostic studies for the day such as 2D echos,

                                              CT scans, duplex studies, MRI, sonograms, EEGs, etc.

                                          5. Formulate the patient plans for the day.

                                          6. Request critical consults at this time.

                                          7. Start filling out the Interdisciplinary Plan of Care: Daily
          Goals Sheet located in the bedside chart.

      8. Identify all transferable patients.

B.   Plan-of-Care Rounds:   8:30-9:00 am.


Interdisciplinary rounds involving the physicians, nurses, respiratory,

pharmacist, dietary, care manager / social worker. Each patient is discussed, highlighting the elements of the Central Line and Ventilator Bundles. Diagnostic tests or procedures planned for each patient should be communicated to the whole group. The Daily Goals sheet should be completed at this time. Transfers are formally identified and put up for transfer.


C.   Expedite Transfers:    9:00-9:15 am.
Call the SMR with the names of transferable patients. The SMR is to assign a team and intern immediately and give the MICU team that information. The MICU team then calls BEDBOARD immediately with this information so that they can work on making beds for these patients. Call Infection Control also if the patient(s) require(s) contact isolation.   

D. Attending Rounds:  start at approx. 9:15 am and last until about 12:00pm. The night float intern leaves at 11:00am and the night unit chief leaves at 12:00 pm. 
1. New patients will be presented first. Bedside rounds will follow 

      and for each patient, have the bedside chart ready for review.

                               2.  Your presentation should include the following:

a. hospital day #, MICU day #

b. very brief patient history

c. vital signs, Tmax, I/O, ventilator mode and settings

d. physical exam, age of various lines

e. systems approach to each problem, incorporating the pertinent lab and radiographic data and medications

f. proposed plan for the day

3. Complete the Daily Goals Sheet (DGS) during rounds if you have not already done so.  

4. Review any outstanding morning CXRs.

5. The fellow will then fill out the Ventilator Associated Pneumonia

(VAP) Screening worksheet on all intubated patients.

E. 405 Regulations:

To be in compliance with 405 regulations, all overnight calls have been eliminated except for the SMR. The 3 day interns are on call every 3rd day from 8 AM to 10 PM. The night intern reports to work at 10 PM and leaves by 11 AM the next day. The residents are on-call every third day from 8 AM to 11 PM. The night Unit Chief reports to work at 11 PM and leaves by 12 PM the next day.

To ensure everyone gets a 24-hour period off every week, the interns and residents will take their day off as follows: 

1) Admit Friday, Round Saturday, Off Sunday

2) Admit Saturday, Round Sunday, Off either the preceding Friday or the following Monday.

3) Off Saturday, Admit Sunday, Regular day Monday

Due to the complete turnover of care from a day team to the night team, the two teams must round with the 405 Attending during the shift change.

            D.  Direct Patient Care: 12:30pm until Sign-out Rounds:

           Goals: 1. Implementing the day’s plan and completing

                           the necessary tasks on ALL the patients. Again,

                           TEAMWORK is essential.  

                       2. All PROCEDURES must have:   

* proper CONSENT – fill out both sides of the “invasive

   procedure” form, clearly stating the name of the

   procedure, what the procedure entails, the   

   risks/benefits along with a listing of the commonest

   complications, alternatives. Telephone consents

   require two (2) witnesses. Witnesses can be the nurses or  

  doctors who are not part of the MICU team.

* Notify the patient’s nurse that you will be doing a 

   procedure on her/his patient. If you are placing a CVP

   line, the nurse will bring you the Central Line Kit and

   observe/assist you during the line insertion

                                                * Proper SUPERVISION if the operator is not certified.

* For central lines, the Central Line Insertion checklist      

   must be completed.

                                                * Document your procedure in the medical record by 

                                                   using the on-line procedure note. 

                                                * Post-procedure CXR ordered, reviewed, and results

                                                   documented in the procedure note.        

                                  3. Follow up on any pending labs/tests.
         4. Speak to the consultants, nurses, respiratory therapy 

   5. Opportunity to speak to families.

            E.   Sign-Out Rounds:  start no earlier than 4:00pm.

No one should leave until all the day’s work has been completed. You must sign out formally to the On-Call team as a group with the Fellow or Attending present. Each patient should have a plan for the night. Any additional labs that must be drawn and checked (which will impact management overnight) should be signed out. 

            F.  On-Call Team / Night intern & chief:   

                  Residents and interns are on-call every 3rd day. The admitting resident

                  and intern take new patients throughout the day and evening. The night intern


      arrives at 10 PM and will admit until 8 AM the next day. All admissions 

      between 11 PM and 8 AM are worked up by the night unit chief. All intern 

      admitting notes must be done on-line. 

      The Pulmonary/Critical Care Attending and  Fellow and the SMR (senior

      medical resident or “MAR”) will make triage decisions during the day and

      notify the nurses of an admission to the MICU/CCU. 

      At night and on weekends, the SMR will make triage decisions in conjunction

      with the Fellow, Attending, and/or the 405 Attending. 

      Night and weekend admissions must be evaluated by the “405” Attending       

      He/She is obligated to review the case with the admitting team and write

                  a note in the chart documenting that he/she discussed the case with

                  the housestaff. 

      The MICU Attending on service and the Pulmonary Fellow

                  on-call are available by beeper to discuss any problems overnight.

      All ECGs and CXRs must be ordered via the computer by 11:00pm

                  in order for them to be done the next morning.

                  All routine blood work for the following day must be drawn before

                  6:00am so that the results will be available for work rounds and

                  attending rounds. You should print up the computer labels for any 

                  bloods by 4:00am. If the patient has a CVP line or A-line, the nurse

                  will collect the bloods for you. The PCAs (if available) can help you

                  phlebotomize the other patients. There will be few patients that will 

                  be appropriate for the phlebotomist to stick at 8:00am. It is imperative


      that all lab results be ready for Attending rounds. 

II. WEEKEND SCHEDULE:

Work rounds will be conducted among the housestaff. Attending rounds will

be conducted by the Attending and Pulmonary Fellow On-call on Saturdays and by the Pulmonary Fellow on-call on Sundays. They will begin at approx. 9:00am. 

III. INFECTION CONTROL:   

To ensure the safety of our patients as well as to medical providers, we

must pay meticulous attention to infection control issues and universal

precautions. PROPER HANDWASHING IS THE KEY. Wash your hands

before and after all procedures, patient examinations, and after touching

anything in a room with contact isolation precautions. Use gloves to

examine your patients and put one over your stethoscope as well. Waterless

antibacterial gel is available at every bedside to encourage handwashing.

For patients with C. Dif, you must use the foaming soap and water to disinfect 

your hands. The gel is ineffective for C. Dif. After 5 applications of the gel, you need to wash your hands with the foaming soap and water.

1. All procedures must be done using sterile technique; this includes wearing a hair/head cover, mask, sterile gown, and sterile gloves. 

2. Needleless adaptors must be placed on all CVP ports and medlocks.

3. Statlock devices (adhesive pads with fasteners) are used to secure arterial and CVP lines –NO suturing is necessary! In the event suturing is necessary, there

are minor suture sets and suture material available in the PIXIS or with the Central Line Kit. DO NOT use your fingers to handle the needle or lift up the patient’s skin. Use pick-ups with a straight needle.

4. TPN is administered only through dedicated, sterile lines.

5. Blood drawing from arterial and central lines should be done as

sterile as possible, preferably through a dedicated line (CVP); there are 

needleless extension sets available to draw bloods off the lines directly

into the vacutainers.

6. Femoral lines should be avoided whenever possible; otherwise 

they should be changed every 3 days. Femoral lines should be sutured in.

7. Internal jugular and subclavian CVPs may stay in for 7 days or so, as

long as the site is clean without erythema, purulence, or pain.

8. Dispose of syringes and sharps properly.

9. Any patient on “Contact Isolation” mandates that gowns and gloves

must be worn before going into the room. Remember to wash your hands

before putting the gloves on. You should use either the dedicated stethoscope or put a glove over your own stethoscope before using it. Wipe your stethoscope afterwards with an alcohol pad before using it on the next patient. Dispose of gowns and gloves properly before leaving the room. Wash your hands immediately afterwards. Even if you have no intention of touching or brushing up against anything in the patient room, please don gloves and gown before entering the room. You may inadvertently come into contact with something in the room. Do not bring your papers or any of the charts into the room!

10. Any patient on “Respiratory Isolation” should optimally be placed

in MICU bed#1 or 12 with the door closed; the proper mask should be worn before entering the room.   

V. RESTRAINTS:  

If a patient needs to be restrained, you need to write an order in the computer and document why they are necessary and why lesser forms of restraint are insufficient. Restraints must be reassessed on a continual basis and properly renewed/changed on the computer, usually every 24 hours (Renew these orders at the same time that you’re ordering your morning bloods, cxr, ecg.) For new admissions, the order must be in the computer within 1 hour after the restraints are placed! Make sure the order coincides with what was actually implemented. 

VI. HHC - CRITICAL CARE INITIATIVES: to improve morbidity and mortality in our critical care patients.

1. Ventilator Bundle – to decrease the incidence of Ventilator Associated 

Pneumonia (VAP) in our ICU patients.

a.   Head of the bed at 30 degrees

b. GI prophylaxis

c. DVT prophylaxis 
d. Daily assessment for Spontaneous Breathing Trial (SBT)

e. Daily assessment for Sedation Holiday

2. Central Line Bundle – to decrease the incidence of Catheter-related

Bloodstream infections.

a.   An appropriate site for the central line is chosen.

b.   Use Central Line Kit to eliminate the need to break sterility.

c.   The Nursing Staff monitors the insertion of catheters by physicians

      with the aid of a sterility checklist.

d. Chlorhexidine skin prep is used to disinfect the insertion site.

e. Tegaderm occlusive dressing is used to cover the insertion site/line.

f. Need for central access is reassessed daily.

g. The Nursing Staff examines the catheter insertion site at least once during every 12-hour shift for erythema, purulence, induration, and pain. At the same time, the dressing is assessed and changed if indicated.

3. Severe Sepsis Bundle – to improve early resuscitation and management of the severely septic patient, beginning in the Emergency Department and continuing in the ICU.

A.  Resuscitation Bundle (accomplish ASAP, score over 1st 6 hours)

a. Measure serum lactate

b. Draw blood cultures prior to antibiotic administration.

c. Broad-spectrum antibiotics administered within 3 hours of arrival to the E.D. or within 1 hour of arrival to the ICU.

d. If the patient is hypotensive and/or has a lactate > 4 mmol/l, then

deliver an initial minimum of 20ml/kg of crystalloid. Add vasopressors for hypotension not responding to initial fluid resuscitation to maintain a MAP > 65mm Hg.  

e. Refractory hypotension and/or lactate > 4 mmol/l despite fluid

      resuscitation, place CVP line and increase the CVP >= 8 mm Hg.

      Check the ScvO2. Increase or maintain the ScvO2 >= 70%.



B.   Management Bundle (accomplish ASAP, score over 1st 24 hours)



          a.   Administer low-dose corticosteroids for septic shock (200-300 



                mg/day of hydrocortisone for 5-7 days).

b. Administer activated Protein C (drotrecogin alfa – activated) if

Indicated.

c. Glucose control maintained >= lower limit of normal, but < 150

mg/dl. May require continuous insulin infusion.

d. Maintain plateau pressures < 30 cm H2O for mechanically 

ventilated patients. 

VII.
HHC – CORPORATE WIDE INITIATIVES (for all inpatients):

1.   DVT Prophylaxis: Hospitalized patients are at increased risk of developing


      venous thromboembolic disease. 
Medical patients are not receiving adequate 

                  prophylaxis in many instances. A task force was convened by HHC to address


      this problem. A DVT Risk Assessment Form was created that included a

      scoring system. This allows the physician to assess their patients’ risk for

     developing DVT based on objective criteria. The physician will then order the

     appropriate form of DVT prophylaxis based on the patient’s “score”.

2.  Rapid Response Team: we created the RRT 6/06 and have begun piloting it

     on select wards. The purpose of the RRT is to bring a team of experienced

     personnel with critical care experience quickly to the bedside of a patient in

     trouble before they have a CAC on the ward. This should improve outcomes

     for our patients and help reduce mortality. 

VIII.    MISCELLANEOUS:

A. Computer Access:  almost all tests and medication orders are ordered through the computer (MISYS) system; all data is retrievable through 

the computer system as well; Therefore it is imperative that you obtain a computer access code on the first day of the rotation.

B. Parking:  is available in Lot #1. You must go to the Parking office

located in the Ambulatory Care Pavilion (building #5, also known

as Van Etten) on the first floor, fill out the necessary form, and pay

approx. $12.00 for the month. Otherwise you can take the shuttle

between MMC and Jacobi.

C. Food is longer provided; the last contract with CIR had money allocated for meals put back into your paychecks.
D. Beeper / Nextel Lists – posted

E. Phone #s and locations of key Depts., personnel, etc. –posted

F. You can access most journals on-line through the AECOM library by clicking on “e” (intranet) at any computer. Select “AECOM Library”.

G. All radiographic studies are available for your review at any computer.

Click on the “e” and then select “PACS/JMC”.

H. Old ECGs may be found under “For Our Doctors” and then “Pyramis”.

I. Lockers: are available on 4 East in building #1. Please lock up all your personal belongings. Things will walk and disappear if you leave them lying around the conference rooms or in the MICU.

