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Welcome
*Nothing in this document is intended to supersede any policy or regulatory requirement
dictated by the Northwell Health Office of Academic Affairs, ACGME, South Shore University
Hospital bylaws, New York State Department of Health, or any other entity governing resident
education and training.
This manual was written to document the requirements, expectations, duties, and responsibilities
for all academic members of the Emergency Medicine (EM) Training Program at South Shore
University Hospital. This membership includes the Program Director, Chairman, Faculty
Members, and Residents of the Emergency Department. The common goal of the EM program
is to foster and develop a caring and competent Emergency Medicine Physician. In accordance
with the Accreditation Council of Graduate Medical Education (ACGME), the goals of an EM
residency program include the following:
Residencies in emergency medicine are designed to prepare physicians for the practice of
emergency medicine. These programs must teach the fundamental skills, knowledge, and
humanistic qualities that constitute the foundations of emergency medicine practice and
provide progressive responsibility for and experience in the application of these
principles to enable effective management of clinical problems. Equal opportunity must
be provided for the residents, under the guidance and supervision of a qualified faculty, to
develop a satisfactory level of clinical maturity, judgment, and technical skill. On
completion of the program, residents should be capable of practicing emergency
medicine, able to incorporate new skills and knowledge during their careers, and able to
monitor their own physical and mental wellbeing and that of others.
The required length of an emergency medicine residency is 36 months under the control of the
emergency medicine program director. This may not be changed for any particular resident
unless that resident has a significant break in his or her education, or if the resident requires
remedial education. Our residency has been approved by the RRC to be a 3-year program. The
Emergency Medicine Training Program at South Shore University Hospital was established in
2019.
Mission Statement
South Shore University Hospital’s Mission for the Emergency Medicine Residency is to develop
efficient leaders in Emergency Medicine who can succeed in any clinical setting through care
and advocacy of diverse and vulnerable patient populations. We aim not only to deliver superb,
evidence-based care to our patients, but also to train the next generation of emergency physicians
to carry on that mission.
The program aims: Graduates of the Emergency Medicine Residency Program at South Shore
University Hospital will be trained to serve diverse and multicultural populations in an inclusive
and unbiased manner; engage with a variety of specialists (such as cardiology, trauma,
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orthopedics, critical care, social work, case management, psychiatry, etc.) so as to effectively
deliver the most comprehensive care to their patients within our complex healthcare delivery
system; recognize current standards of professional behavior; work with and learn from
supervising physicians with diverse educational training backgrounds, and carry on their own
lifelong learning; gain expert procedural skills from experience with both patients and state-ofthe-art simulation resources; acquire the most advanced medical knowledge available and
translate that knowledge to world-class bedside care; and finally, to synthesize all of the
elements of residency training to acquire the clinical judgment necessary for independent
practice.
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Benefits, Perks, and General Rules
Salary: As of 2022, Northwell is currently providing the following salaries to residents:
• PGY-1
$75,000
• PGY-2
$77,000
• PGY-3
$79,000
Benefits: In addition, the organization also offers comprehensive health and welfare benefits for
you and your dependents, including:
• Medical
• Dental
• Vision
• Short- and long-term disability
• Life insurance
Emergency Contact Information: The program leadership MUST be able to contact you at any
time in case of emergency. We must have an active cell phone number on file at all times. We
also require the name and number of an emergency contact you trust us to contact on your behalf
should the need arise.
Retirement: All residents and fellows are eligible for a 403(b)- or 401(k)-retirement savings
account, that allows you to save money pre-tax.
Vacation: 20 days of paid time off per contract year. These days must be used during the period
covered by the contract and may not be carried into subsequent years.
Housing: At this time, South Shore University hospital does not offer housing or subsidize living
costs. Please contact your TPA and/or senior residents to learn of affordable housing options in
the area.
Travel: The program will reimburse, at standard mileage rates, travel required for program
rotations greater than 30 miles. These include travel to Cohen Children’s Medical Center, North
Shore University
Uniforms/Swag: we provide scrubs and white coats, as well as one swag item such as fleece or
sweatshirt. Additionally, scrubs will be made available to you through the hospital’s linen
vending machines located adjacent to the OR’s on the 2nd floor. Used scrubs are returned to the
same machine and laundered free of charge.
Meals / Snacks: The hospital is responsible for providing 24-hour access to food for purchase at
reasonable costs. At South Shore University Hospital, this includes the hospital cafeteria, the
hospital Coffee Shop (located in the main lobby), and occasional food trucks on premises. The
residency program also regularly stocks snacks in the residency lounge. A complementary
coffee/hot water machine is also available in your resident lounge. In addition, approximately
$200 is added per paycheck to supplement food expenses.
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Academic Stipend: $1000 per resident for expenses related to any reasonable academic mission.
Most commonly, residents use these funds to offset the cost of Step 3.
Subscriptions: ACEP membership; EMRA membership; and Rosh Review Question Bank are
all paid for by the residency.
On-Call Rooms: South Shore University Hospital’s Emergency Medicine Residency’s call rooms
are located in: (1) Ground Floor, Nash Building (2) Upper level, Residency House, 37
Montgomery Ave
Lounge: Residents are provided access to lounge space located on the southern-most side of the
ED’s Observation Unit. This lounge is locked with badge-only access. With the exception of key
program leadership, general attendings and faculty do NOT have access to this room. This room
is equipped with a refrigerator, network computer, coat racks, and small lockers for personal
items.
Study Space: Quiet study and research space may take place at: (1) Resident Lounge – behind
ED Observation Unit; (2) Residency House conference room – 37 Montgomery Ave; (3) SSUH
Medical Education Library – Nash Building
Paging and Telephone System: SSUH EM Residents are provided with a Vocera
Communication Device at the start of their residency. This device is designated for each resident
for the duration of their training. Should the device become lost or broken, the resident will be
responsible for the cost of replacement.
Lactation: Private lactation rooms are available near the emergency department on the ground
level hallway just east of the security office.
Parking: On-campus parking is available to all residents, free of charge. You will be required to
obtain a parking permit from security at the start of your employment.
Paychecks: Paychecks are distributed on the 7th and 22nd of each month. You are encouraged to
participate in the direct deposit program and can set this up in Employee Self Service on your
start date.
PGY-1 Summer Conference: Every incoming PGY-1 class will be financially supported to attend
the annual NYACEP Conference at the Sagamore Resort in Lake George. This is really a nice
summer getaway at a beautiful resort, and serves as a great opportunity to meet new interns from
across the region, spend quality time with your own classmates, and learn a few things along the
way.
PGY-3 ACEP Conference: We will fund attendance for all PGY-3 residents to national ACEP
conference, held annually in October. Past locations have included Boston, Washington DC,
Dallas, Las Vegas, Seattle, and San Diego.
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Support to attend conferences: at any time throughout residency training, if any scholarly
activity is accepted for presentation to a national or regional conference, the residency program
will fund and support your attendance. Please refer to the “Scholarly Activity” section of this
manual for further details and information.
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Core Competencies and Milestones
The residency program is accredited by the Accreditation Council for Graduate Medical
Education (ACGME). The ACGME defines the following core competencies:
•
•
•
•
•
•

Patient Care (PC) --residents must be able to provide patient care that is compassionate,
appropriate, and effective for the treatment of health problems and the promotion of
health.
Medical knowledge (MK)--residents must demonstrate knowledge about established and
evolving biomedical, clinical, and cognate (e.g., epidemiological and social-behavioral)
sciences and the application of this knowledge to patient.
Practice-Based Learning and Improvement (PBL)--residents must be able to
investigate and evaluate their patient care practices, appraise and assimilate scientific
evidence, and improve their patient care practices.
Interpersonal and Communication Skills (ICS)--residents must be able to demonstrate
interpersonal and communication skills that result in effective information exchange and
teaming with patients, their patients’ families, and professional associates.
Professionalism (P)--Residents must demonstrate a commitment to carrying out
professional responsibilities, adherence to ethical principles, and sensitivity to a diverse
patient population.
Systems-based practice (SBP) -- Residents must demonstrate an awareness of and
responsiveness to the larger context and system of health care and the ability to
effectively call on system resources to provide care that is of optimal value.

In 2021, the ACGME updated their Milestones, which programs use in a semi-annual review of
resident performance, and then report to the ACGME. Milestones are knowledge, skills, attitude,
and other attributes for each of the ACGME Competencies organized in a developmental
framework. The narrative descriptions are targets for resident performance throughout their
education programs.
Milestones are arranged into levels. Tracking from Level 1 to Level 5 is synonymous with
moving from novice to expert resident. For each reporting period, the Clinical Competency
Committee will review the completed evaluations to select the milestone levels that best describe
each learner’s current performance, abilities, and attributes for each sub competency.
These levels do not correspond with post-graduate year of education. Depending on previous
experience, a junior resident may achieve higher levels early in his/her educational program just
as a senior resident may be at a lower level later in his/her educational program. There is no
predetermined timing for a resident to attain any particular level. Residents may also regress in
achievement of their milestones. This may happen for many reasons, such as over scoring in a
previous review, a disjointed experience in a particular procedure, or a significant act by the
resident.
Level 4 is designed as a graduation goal but does not represent a graduation requirement. Making
decisions about readiness for graduation and unsupervised practice is the purview of the program
director. Furthermore, Milestones 2.0 include revisions and changes that preclude using
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Milestones as a sole assessment in high-stakes decisions (i.e., determination of eligibility for
certification or credentialing). Level 5 is designed to represent an expert resident whose
achievements in a sub competency are greater than the expectation. Milestones are primarily
designed for formative, developmental purposes to support continuous quality improvement for
individual learners, education programs, and the specialty. The ACGME and its partners will
continue to evaluate and perform research on the Milestones to assess their impact and value.
Milestones

Patient Care 1: Emergency
Stabilization
Level 1
Detects when a
patient’s
vital signs are
abnormal

Assesses a
patient’s ABCs
and performs
basic
interventions

Level 2
Identifies a
patient who is
unstable and
requires
immediate
intervention

Addresses the
unstable vital
signs and
initiates
advanced
resuscitation
procedures and
protocols

Level 3
Identifies a patient with
occult presentation that is at
risk for instability or
deterioration
Reassesses the patient’s
status after
implementing a stabilizing
intervention

Patient Care 2: Performance of a Focused History and
Physical Exam
Level 1
Level 2
Level 3
Elicits and
Elicits and
Prioritizes essential
communicates a
communicates a
components of a
reliable
focused patient
patient history and
comprehensive
history and
physical exam,
patient history and performs a focused given a limited or
performs a
physical exam that dynamic
physical exam
effectively address circumstance
the patient’s chief
complaint and
urgent issues
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Level 4
Level 5
Ascertains, in a
timely fashion,
when further
clinical intervention
for a patient is futile
Integrates hospital
support services
into the
management of
critically-ill or injured patients

Level 4
Using all potential
sources of data,
gathers those that
are necessary for
the beneficial
management of
patients

Manages patients
with rare or
complex
presentations
requiring
emergency
stabilization

Level 5
Models the
effective use of a
patient history and
physical exam to
minimize the need
for further
diagnostic testing

Patient Care 3: Diagnostic
Studies
Level 1

Level 2

Level 3

Level 4

Level 5

Determines
the need for
diagnostic
studies

Selects
appropriate
diagnostic
studies and
reviews the risks,
benefits, and
contraindications
of them

Given a limited or dynamic
circumstance, prioritizes the
diagnostic studies that are
essential

Practices costeffective ordering
of
diagnostic
studies

Proposes
alternatives when
barriers exist to
specific diagnostic
studies

Orders and performs
diagnostic testing,
Considers the
considering the pre-test
factors that impact
Demonstrates
understanding Interprets results probability of disease and the post-test probability
likelihood of test
of diagnostic of diagnostic
testing
(e.g.,
results altering
testing
electrocardiogram
management
principles
(EKG), diagnostic
radiology, pointof-care
ultrasound)

In the context of the
patient presentation,
discriminates
between subtle
and/or conflicting
diagnostic results

Patient Care 4: Diagnosis
Level 1

Level 2

Level 3

Level 4

Level 5

Constructs a list
of potential
diagnoses
based on the
patient’s chief
complaint and
initial
assessment

Provides a
prioritized
differential
diagnosis

Provides a diagnosis for
common medical conditions
and demonstrates the ability
to modify a diagnosis based
on a patient’s clinical course
and additional data

Provides a
diagnosis for
patients with
multiple
comorbidities or
uncommon medical
conditions,
recognizing errors
in clinical reasoning

Serves as a role
model and educator
to other
learners for deriving
diagnoses and
recognizing errors
in clinical reasoning
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Patient Care 5:
Pharmacotherapy
Level 1

Level 2

Level 3

Level 4

Level 5

Describes the
different
classifications
of
pharmacologic
agents

Selects
appropriate agent
for therapeutic
intervention

Considers array of drug
therapy and selects
appropriate agent based on
mechanism of action
and intended effect

Selects the
appropriate agent
based on patient
preferences,
allergies, cost,
policies, and
clinical guidelines

Participates in
developing
departmental and/or
institutional policies
on pharmacy and
therapeutics

Consistently
asks patients
for drug
allergies

Recognizes and acts upon
common adverse effects and
Evaluates for
Recognizes and
potential adverse interactions
acts upon
effects of
uncommon and
pharmacotherapy
unanticipated
and drug-to-drug
adverse effects and
interactions
interactions

Patient Care 6: Reassessment and
Disposition
Level 1

Level 2

Describes basic
resources available
(e.g., follow-up
care, rehabilitation,
transfer centers)

Makes a disposition
decision for patients
with routine
conditions needing
minimal
resources

Describes basic
patient education
plans

Identifies the need
for patient reevaluation

Level 3

Makes a disposition
decision for patients
with routine
conditions, with
resource utilization
Educates patients
regarding diagnosis,
treatment plan,
Educates patients
on simple discharge medication review
and admission plans and primary care
physician/consultant
appointments

Monitors that
necessary
diagnostic and
therapeutic
interventions are
performed

Identifies which
patients will require
ongoing emergency
department
evaluation and
evaluates the
effectiveness of
diagnostic and
therapeutic
interventions
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Level 4

Level 5

Makes disposition
decision for
patients with
complex
conditions, with
resource utilization

Participates in
institutional
committees to
develop systems
that enhance safe
patient disposition
and maximizes
resources

Educates patients
on complex
discharge and
admission plans,
including complex
transfers

Evaluates changes
in clinical status
during a patient’s
emergency
department course

Participates in the
development of
protocols to enhance
patient safety

Patient Care 7: Multitasking (TaskSwitching)
Level 1
Level 2
Manages a single
Task-switches
patient amidst
between different
distractions
patients of similar
acuity

Level 3
Employs taskswitching in an
efficient manner to
manage multiple
patients of varying
acuity and at varying
stages of work-up

Patient Care 8: General Approach
to Procedures
Level 1
Level 2
Level 3
Identifies
indications for a
procedure and
pertinent
anatomy and
physiology

Performs basic
therapeutic
procedures
(e.g., suturing,
splinting)

Assesses
indications, risks,
benefits, and
alternatives and
obtains informed
consent in lowto
moderate-risk
situations
Performs and
interprets basic
procedures, with
assistance

Level 4
Employs taskswitching in an
efficient manner to
manage the
emergency
department

Level 4

Assesses indications, risks,
and benefits and weighs
alternatives in high-risk
situations

Performs and interprets
advanced procedures, with
guidance

Independently
performs and
interprets advanced
procedures

Teaches advanced
procedures and
independently
performs rare, timesensitive procedures
Performs procedural
peer review

Independently
recognizes and
manages complex
and uncommon
complications
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Level 5

Acts to mitigate
modifiable risk
factors in
high-risk situations

Manages common
complications
Recognizes
common
complications

Level 5
Employs task
switching in an
efficient manner to
manage the
emergency
department under
highvolume or surge
situations

Medical Knowledge 1: Scientific
Knowledge
Level 1

Level 2

Level 3

Level 4

Level 5

Demonstrates
scientific knowledge
of common
presentations and
conditions

Demonstrates
scientific knowledge
of complex
presentations and
conditions

Integrates scientific
knowledge of
comorbid conditions
for complex
presentations

Integrates scientific Pursues and
knowledge of
integrates new and
uncommon,
emerging knowledge
atypical, or complex
comorbid
conditions for
complex
presentations

Medical Knowledge 2: Treatment and Clinical Reasoning
Level 1

Level 2

Level 3

Demonstrates
knowledge of
treatment
of common
conditions

Demonstrates
knowledge
of
treatment of patients
with complex
conditions

Demonstrates
knowledge of the
impact of patient
factors on treatment

Identifies types of
clinical reasoning
errors within patient
care, with substantial
guidance

Identifies types of
clinical
reasoning
errors within patient
care

Level 4

Demonstrat
es
comprehen
sive
knowledge
of the
Applies clinical
varying
reasoning principles to patterns of
retrospectively identify
disease
cognitive errors
presentatio
n and
alternative
and
adjuvant
treatments
of patients
Continually
reappraises
one’s
clinical
reasoning
to
prospective
ly minimize
cognitive
errors and
manage
uncertainty
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Level 5
Contributes to the
body of knowledge on
the varying patterns of
disease presentation,
and alternative and
adjuvant
treatments of patients

Coaches others to
recognize and avoid
cognitive errors

Systems-Based Practice 1: Patient
Safety
Level 1

Level 2

Demonstrates
Identifies system
knowledge of
factors that lead to
common
patient safety events
patient safety events
Reports patient
Demonstrates
safety events
knowledge of how
through institutional
to report patient
reporting systems
safety events
(simulated or actual)

Level 3

Level 4

Level 5

Participates in
analysis of patient
safety events
(simulated or actual)

Conduc
ts
analysis
of
patient
safety
events
and
offers
error
preventi
on
strategi
es
(simulat
ed or
actual)

Actively engages
teams and processes
to modify systems for
preventing patient
safety events

Participates in
disclosure of patient
safety events to
patients and families
(simulated or actual)

Acts as a role model
and/or mentor for
others in the
disclosing of patient
safety events

Disclose
s patient
safety
events
to
patients
and
families
(simulat
ed or
actual)
Systems-Based Practice 2: Quality
Improvement
Level 1

Level 2

Level 3

Level 4

Level 5

Demonstrates
knowledge of basic
quality
improvement
methodologies and
metrics

Describes local
quality improvement
initiatives (e.g.,
emergency
department
throughput, testing
turnaround times)

Participates in local
quality improvement
initiatives

Demonstrates the
skills required for
identifying,
developing,
implementing, and
analyzing a quality
improvement
project

Creates, implements,
and assesses quality
improvement
initiatives at the
institutional or
community level
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Systems-Based Practice 3: System Navigation for
Patient-Centered Care
Level 1
Demonstrates
knowledge of
care
coordination

Level 2

In routine clinical
situations,
effectively
coordinates
patient care
Identifies key
integrating the
elements for safe roles of
and effective
interprofessional
transitions of care
teams
and hand-offs

Demonstrates
knowledge of
population and
community health
needs and
disparities

Level 3

Level 4

Level 5

In complex clinical
situations,
effectively
coordinates
patient care by
integrating the
roles of
the
interprofessional
teams

Serves as a role
model, effectively
coordinates
patient-centered
care among
different
disciplines and
specialties

Analyzes the
process of care
coordination and
leads in the design
and
implementation of
improvements

Serves as a role
In routine clinical
model,
situations, enables In complex clinical advocates for
safe and effective situations, enables safe and
transitions of
safe and effective effective
care/hand-offs
transitions of
transitions of
care/hand-offs
care/hand-offs
within and across
Identifies specific
health care
population and
Effectively uses
delivery systems,
community health local resources to
needs and
meet the needs of including
outpatient
inequities for their a patient
settings
local population
population and
community
Participates in
changing and
adapting practice
to provide for the
needs of specific
populations
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Improves quality of
transitions of care
within and across
health care
delivery systems
to optimize patient
outcomes

Leads innovations
and advocates for
populations and
communities with
health care
inequities

Systems-Based Practice 4: Physician Role in Health Care
Systems
Level 1

Level 2

Level 3

Level 4

Level 5

Identifies
key
components
of the
complex
health care
system
(e.g.,
hospital,
skilled
nursing
facility,
finance,
personnel,
technology)

Describes how
components of a complex
health care system are
interrelated, and how this
impacts patient care

Discusses how individual
practice affects the
broader system (e.g.,
length of stay,
readmission rates, clinical
efficiency)

Manages
various
components
of the
complex
health care
system to
provide
efficient and
effective
patient care
and the
transition of
care

Advocates for or leads
systems change that
enhances high value,
efficient, and effective
patient care, and the
transition of care

Describes
basic health
payment
systems,
including
(e.g.,
government,
private,
public,
uninsured
care)
practice
models

Delivers care with
consideration of each
patient’s payment model
(e.g., insurance type)
Identifies basic
knowledge domains
required for medical
practice (e.g., information
technology, legal, billing,
coding, financial, and
personnel aspects)

Engages patients in
shared decision making,
informed by each
patient’s payment models
Demonstrates efficient
integration of information
technology required for
medical practice (e.g.,
electronic health record,
documentation required
for billing and coding)

Advocates
for patient
care needs
with
consideration
of the
limitations of
each
patient’s
payment
model
Describes
core
administrative
knowledge
needed for
the transition
to practice
(e.g., contract
negotiation,
malpractice
insurance,
government
regulation,
compliance)
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Participates in health
policy advocacy activities

Analyzes
individual
practice patterns and
professional
requirements

Practice-Based Learning and Improvement 1: Evidence-Based and Informed Practice
Level 1

Level 2

Level 3

Level 4

Level 5

Demonstrates how
to access and use
available evidence

Articulates the
clinical questions
that are necessary
to guide evidencebased care

Locates and applies
the best available
evidence, integrating
it with patient
preference, to the
care of complex
patients

Critically appraises
and applies
evidence even in
the face of
uncertainty and of
conflicting
evidence to guide
care that is tailored
to the individual
patient

Coaches others to
critically appraise
and apply evidence
for complex patients,
and/or participates in
the development of
guidelines

Practice-Based Learning and Improvement 2: Reflective Practice and Commitment to Personal Growth
Level 1

Level 2

Level 3

Demonstrates
an openness
to
performance
data
(feedback
and other
input)

Demonstrates an
openness to performance
data and uses it to
develop personal and
professional goals

Seeks and accepts
performance data for
developing personal and
professional goals

Identifies the factors that
contribute to the gap(s)
between expectations
and actual performance

Level 4

Using
performance
data,
continually
improves
and
Analyzes and reflects
measures
upon the factors that
contribute to gap(s)
the
between expectations and effectiveness
actual performance
of one’s
personal and
professional
goals
Analyzes,
reflects on,
and
institutes
behavioral
change(s) to
narrow the
gap(s)
between
expectations
and actual
performance
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Level 5
Acts as a role model for
the development of
personal and professional
goals
Coaches
others
reflective practice

on

Professionalism 1: Professional Behavior and Ethical
Principles
Level 1

Level 2

Level 3

Level 4

Level 5

Demonstrates
professional
behavior in routine
situations and in
how to report
professionalism
lapses

Identifies and
describes potential
triggers and takes
responsibility for
professionalism
lapses

Exhibits professional
behavior in complex
and/or stressful
situations

Sets apart
those
situations
that might
trigger
profession
alism
lapses and
intervenes
to prevent
them in
oneself and
others

Coaches others
when their behavior
fails to meet
professional
expectations

Demonstrates
knowledge of the
ethical principles
underlying patient
care

Analyzes
straightforward
situations using
ethical principles

Analyzes complex
situations using
ethical principles,
and recognizes the
need to seek help in
managing and
resolving them

Uses
appropriat
e resources
for
managing
and
resolving
ethical
dilemmas
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Identifies and
addresses systemlevel factors that
either induce or
exacerbate ethical
problems or impede
their resolution

Professionalism 2: Accountability/Conscientiousness
Level 1

Level 2

Level 3

In routine situations,
performs tasks and
responsibilities with
appropriate attention
to detail

In routine situations,
performs tasks and
responsibilities in a
timely manner with
appropriate attention to
detail

In complex
or stressful
situations,
performs
tasks and
responsibiliti
es in a timely
Responds promptly to
manner with
requests and reminders Takes responsibility for
to complete tasks and
failure to complete tasks appropriate
attention to
responsibilities
and responsibilities
detail
Recognizes
situations
that might
impact one’s
own ability
to complete
tasks and
responsibiliti
es in a
timely
manner, and
describes
strategies
for ensuring
timely task
completion
in the future
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Level 4

Level 5

Recognizes situations
that might impact
others’ ability to
complete tasks and
responsibilities

Takes
ownersh
ip of
system
outcome
s

Proactively
implements strategies
to ensure that the
needs of patients,
teams, and systems
are met

Professionalism 3: Self-Awareness and Well-Being
Level 1

Level 2

Level 3

Level 4

Level 5

Recognizes, with
assistance, the
status of one’s
personal and
professional wellbeing

Independently
recognizes the
status of one’s
personal and
professional wellbeing and engages
in help-seeking
behaviors

With assistance,
proposes a plan to
optimize personal
and professional
well-being

Independently
develops a plan to
optimize one’s
personal and
professional wellbeing

Coaches others when
their emotional
responses or level of
knowledge/skills fail to
meet professional
expectations

Interpersonal and Communication Skills 1: Patient- and Family-Centered
Communication
Level 1

Level 2

Level 3

Level 4

Level 5

Uses language and
nonverbal
behavior to reflect
respect and
establish rapport
while accurately
communicating
one’s own
role within the
health care system

Establishes
a
therapeutic
relationship in
straightforward
encounters with
patients using
active listening and
clear language

Establishes a
therapeutic
relationship in
challenging
patient
encounters

Easily establishes
therapeutic
relationships with
patients,
regardless of the
complexity of
cases

Acts as a mentor to
others in situational
awareness and
critical selfreflection with the
aim of consistently
developing positive
therapeutic
relationships and
minimizing
communication
barriers

Identifies common
barriers to
effective
communication
(e.g.,
language,
disability)

With insight gained
through an
assessment of
patient/family
expectations
coupled with an
understanding of

Identifies complex
barriers to effective
communication
(e.g., health
literacy,
cultural,
technology)

Organizes and
initiates
communication
with a
patient/family by
clarifying
expectations and
verifying one’s

When prompted,
reflects on one’s
personal biases,
while attempting to
minimize
communication
barriers

With guidance,
sensitively and
compassionately
delivers medical
information to
patients, elicits
patient/family
values, learns their
goals and
preferences, and
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Independently
recognizes
personal biases of
patients, while
attempting to
proactively
minimize
communication
barriers
Independently
uses shared
decision making
with a
patient/family to
align their values,
goals, and
preferences with

Acts as a role model
to exemplify shared
decision making in
patient/family
communication
that embodies
various degrees of
uncertainty/conflict

their health status
and treatment
options, adjusts
one’s
communication
strategies

understanding of
acknowledges
the clinical situation uncertainty and
conflict
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potential
treatment options
and ultimately to
achieve a
personalized care
plan

Interpersonal and Communication Skills 2: Interprofessional and Team Communication
Level 1

Level 2

Level 3

Level 4

Respectfully
requests a
consultation

Clearly and
concisely requests
a consultation or
other resources
for patient care

Integrates
recommendations
made by various
members of the
health care team
to
optimize patient
care

Acts as a role
model for
flexible
communication
strategies, i.e.,
those strategies
that value input
from all health
care team
members
and that resolve
conflict when
needed

Uses language
that reflects the
values all
members of the
health care team

Communicates
information
effectively with all
health care team
members

Receives feedback
in a respectful Solicits feedback
on performance as
manner
a member of the
health care team

Engages in active
listening to adapt
to the
communication
styles of the team
Communicates
concerns and
provides feedback
to peers and
learners

Uses effective
communication
to lead or
manage health
care
teams
Communicates
feedback and
constructive
criticism to
superiors
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Level 5

Acts as a role
model for
communication
skills necessary to
lead or manage
health care teams
In complex
situations,
facilitates regular
health care teambased feedback

Interpersonal and Communication Skills 3: Communication within Health Care Systems
Level 1

Level 2

Level 3

Level 4

Level 5

Accurately
documents
information in the
patient’s record
and safeguards the
patient’s
personal
information

Demonstrates
organized
diagnostic and
therapeutic
reasoning through
the patient record
in a timely manner

Concisely reports
diagnostic and
therapeutic
reasoning in the
patient record

Communicate
s clearly,
concisely, and
contemporan
eously in an
organized
written form,
including
anticipatory
guidance

Models feedback to
improve others’
written
communication

Communicates
through
appropriate
channels as
required by
institutional policy
(e.g., patient
safety reports, cell
phone/pager
usage)

Respectfully
communicates
concerns about the
system

Uses appropriate
channels to offer
clear and
constructive
suggestions for
improving the
system
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Initiates
difficult
conversations
with
appropriate
stakeholders
to improve
the system

Facilitates dialogue
regarding systems
issues among larger
community
stakeholders (e.g.,
institution, the
health care system,
and/or the field)

Evaluation and Promotion
All residents are evaluated on an ongoing basis by their supervising faculty. In the emergency
department, this includes brief assessments by faculty at the end of each shift, as well as a more
summative evaluation by faculty at the conclusion various EM scheduled blocks. Residents are
also evaluated by supervising faculty from each off-service rotation. Copies of these evaluations
are archived in our online residency management system (New Innovations and/or Med Hub).
Completed evaluations are available for resident review at any time.
All evaluations are designed with the core competencies and milestones in mind such that
residents’ progress can be properly assessed throughout their training.
Throughout their rotations, both EM and off-service, residents are responsible for logging
procedures and performing patient follow-ups. These logs are reviewed by the PD, along with
evaluations, on at least a semi-annual basis. This review forms the basis of the Clinical
Competency Committee and ultimately results in one-on-one meetings with each resident on a
semi-annual basis.
Clinical Competency Committee
Background and Scope:
• The assessment of trainees by the Clinical Competency Committee (CCC) is designed to
bring insight and perspectives of a group of faculty members to the trainee evaluation
process. The CCC also serves as an early warning system if a trainee fails to progress in
the education program, and assists in their early identification and move toward
improvement and remediation.
Policy:
• The residency program director must appoint the CCC.
• The CCC must be composed of at least three members of the core faculty, one of whom
may be the program director, who have the opportunity to observe and evaluate trainees
• Other members of the CCC may be appointed at the discretion of the program director,
and may include other physician faculty members from the same or other training
programs, as well as nurses, physician assistants, and nurse practitioners, who have
extensive contact with trainees in patient care.
• The chair of the committee may be the program director, or a faculty member appointed
by the director or voted on by the committee.
• Program administrators/coordinators may attend CCC meetings to provide administrative
support and help document CCC deliberations and decisions. However, program
administrators/coordinators may not serve as members of the committee.
• The TPA will maintain logs of minutes of each CCC meeting
• All committee members should be required to participate in committee deliberations
regularly, and should be expected to attend at least 75% of all meetings.
Charge:
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•

•
•

•
•

The members of the CCC are expected to provide honest, thoughtful evaluations of the
competency level of trainees. They are responsible for reviewing all assessments of each
trainee at least semiannually, and for determining each trainee’s current performance
level by group consensus. The CCC may meet more often at the discretion of the program
director.
The CCC will prepare and ensure the reporting of Milestones evaluations for each trainee
semi-annually to the ACGME
The CCC will advise the program director regarding resident progress, including
promotion, remediation, and dismissal, based on the committee’s consensus decision of
trainees’ performance. However, the program director will have the final responsibility
for the evaluation and promotion of trainees.
The program director or designee must provide feedback to each trainee regarding his/her
progress in each of the Milestones, and a record of this will be maintained in the trainee’s
file.
The committee may also provide to the program director on the timeliness and quality of
faculty’s documented evaluations of trainees, in order to identify opportunities for faculty
training and development.

Format:
• Meetings of the CCC will occur twice annually, in early winter and late spring. Ad hoc
meetings may occur if needed to address pressing issues that cannot wait until the next
scheduled meeting.
• Faculty will be assigned specific residents to review and summarize for discussion during
the CCC meeting. Documentation available for review includes:
o Written evaluations from attending physicians or supervising senior residents
o Clinical assessments
o End-of-shift evaluations
o Procedure logs
o ABEM in-service exam scores
o Mock oral board scores
o Duty Hour report
o Conference attendance report
o Scholarly activity
• Based on the above information, faculty will summarize their findings based on the
ACGME/ABEM Milestone Project. For each resident and each milestone, the CCC will
reach a consensus on the level that resident has achieved. This will then be reported to the
ACGME twice yearly.
• General guidelines for each milestone level of achievement are as follows:
o Level 1: The resident demonstrates milestones expected of an incoming resident.
o Level 2: The resident is advancing and demonstrates additional milestones, but is
not yet performing at a mid-residency level.
o Level 3: The resident continues to advance and demonstrate additional
milestones; the resident demonstrates the majority of milestones targeted for
residency in this sub-competency.
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o Level 4: The resident has advanced so that he or she now substantially
demonstrates the milestones targeted for residency. This level is designed as the
graduation target.
o Level 5: The resident has advanced beyond performance targets set for residency
and is demonstrating “aspirational” goals which might describe the performance
of someone who has been in practice for several years. It is expected that only a
few exceptional residents will reach this level.
Active current members of the CCC as of Spring 2022:
1.
2.
3.
4.
5.
6.

Andrew Mastanduono, MD – Chair and Associate PD
Debby Yanes, MD – Associate PD, Faculty
Lukas Shutler, MD – Faculty
Nadia Baranchuk MD – Faculty and US Director
Lauren Cooke, DO – Faculty and Simulation Director
Daniel Frank, MD – Faculty and Program Director

Graduation
The program director will provide a final summative evaluation for each resident upon
completion of the program. This evaluation includes a cumulative review of the resident’s
performance throughout their training. The evaluation will verify that the resident has
demonstrated sufficient competence to enter practice without direct supervision.
Faculty Evaluation
The residents are provided the opportunity to evaluate each individual faculty member on an
annual basis. These evaluations are anonymous and include a review of teaching abilities,
commitment to the educational program, clinical knowledge and scholarly activities.
The program director will review these faculty evaluations annually and provide each faculty
member with a report summarizing the findings. All general comments are also included in this
report.
The program director meets individually and discusses the evaluations with the residency’s core
faculty members, to review individual strengths, weakness, and opportunities for improvement.
Program Evaluation Committee
Background and Scope:
•
•

The Program Evaluation Committee (PEC) is a group of faculty members and resident(s)
who shall participate actively in an Annual Program Evaluation (APE)
The goal of the PEC is to oversee curriculum development and program evaluations for
its residents and faculty.
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•

The PEC responsibilities are as follows:

Membership:
o The Program Director will appoint faculty members of the PEC.
o The PEC will include 2 or more faculty members to be determined annually; plus
1 resident member from each residency class.
▪ Resident members will be nominated and voted on by their peers, with
final discretion for appointment to the PEC residing with the program
director.
Responsibilities:
•

PEC members are responsible for:
o Planning, developing, implementing, and evaluating education activities of the
program.
o Reviewing and making recommendations for revision of competency-based
curriculum goals and objectives.
o Addressing areas of non-compliance with ACGME standards
o Reviewing the program annually using evaluations from faculty, residents,
and others.

•

The PEC will monitor and track each of the following areas:
o Resident performance
o Faculty development
o Graduate performance, including graduate performance on the certification
exam
o Program quality
▪ Residents and faculty will have the opportunity to evaluate the
program confidentially and in writing at least annually;
▪ The program will use results of the residents’ and faculty’s
assessments, along with other evaluation results, to improve the
program.
o Progress on prior year’s action plan

•

The PEC will review and, if necessary, modify the competency-based goals and
objectives for assigned rotations prior to the commencement of each academic year.

•

All submitted resident evaluations for each rotation will be reviewed and tabulated

•

Tabulated results will be presented and discussed at the annual PEC meeting
o Potentially deficient rotations, based on but not limited to resident evaluation
findings, will be given priority review at PEC meetings.
o The PEC will immediately notify the program director of potentially deficient
rotations with recommendations.
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o A significant rotation deficiency exists when the committee determines that
the rotation fails to meet competency-based goals and objectives delineated
for the rotation
•

Emergency ad hoc meetings of the PEC may occur at the discretion of the program
director and committee members to address any pressing issues that cannot wait until
the next regularly scheduled meeting.

•

By such formal and systematic evaluation of the curriculum, the PEC will render a
written Annual Program Evaluation (APE) that will include a plan of action to:
o Document initiatives to improve program performance
o Delineate how such initiatives may be measured and monitored
o Discern progress on the previous year’s action plans.

PEC Minutes
Format:
THE FOLLOWING DOCUMENT TEMPLATES WILL BE USED TO MONITOR THE
ANNUAL PEC MEETING AND THEIR FINDINGS/RECOMMENDATIONS:
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GRADUATE MEDICAL EDUCATION
Annual Residency/Fellowship Program Evaluation Committee
Meeting Minutes

Program Name:
Date of Annual Meeting:

Meeting Attendees
Attendings:
Residents/Fellows:
Training Program Administrator:
(The program director, APDs, key faculty and at least 1-2 residents/fellows per training year
must attend this meeting; the chair and/or division chief and program coordinator should be
encouraged to attend.)

1)
Describe program changes since the last annual evaluation and include progress on the
previous year’s action plan
(New faculty, leadership, rotations, trainee complement, etc.)

Changes since the last PEC:

2)

Assessment of resident/fellow performance

What tools did the program use to assess trainee performance and source(s) of information
(milestones/competency-based assessment tools used, simulation performance, procedure
logging compliance, faculty evaluations, OSCEs, in-service exam, Case Logs, scholarly activity,
etc.).

Related to your program’s use of the outcome measures in 2A, describe how your current
trainees are performing, collectively, and the plan for improvement if needed.
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3)

Assessment of graduate performance

(Describe the performance of your program's most recent graduates including fellowship/job placement,
board results, case log results, survey of graduates and/or their employers, etc. and the plan for
improvement if needed.)

4)

Assessment of faculty performance

(Results of resident/fellow evaluations and other assessments. Indicate areas of concern in clinical
knowledge, teaching, professionalism, scholarly activities.)

5)

Assessment of faculty development

(Describe your program's current faculty development efforts related to teaching the faculty to be better
educators & the plan for enhancing these efforts if needed. Indicate specific programs and methods (e.g.
formal & informal, online, departmental, institutional, & regional/national, as well as topics/content, any
post-development assessment of enhanced skills) in which your faculty participated during the last
academic year.)

6)

Assessment of resident/fellow quality of life and well-being within the program

(From the perspective of the trainee, describe the general quality of life and any significant issues
for residents/fellows within your program. Describe how your program encourages resident/fellow wellbeing, including the opportunity to attend appointments for personal care, even during working hours)
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7)
Describe how the program educates faculty and residents/fellows to identify individuals
who may be experiencing excessive fatigue, burnout, depression, and substance abuse

8)

Overall assessment of program quality

(In summary format, include results of annual resident survey(s) input from residents/fellows,
feedback from students and faculty, feedback/report from Clinical Competency Committee and Program
Evaluation Committee (including assessment of faculty performance) focused review, special review, site
surveys, etc. if applicable.)

9)

Action Plan

Summarize your Action Plan including program strengths and areas for improvement.
(Additional line item details to be included in 9B, below)

Identify the individual areas for improvement from your Action Plan and indicate the
intervention/initiative for improvement, person responsible and resources to be used, follow up
reassessment method and follow up date.
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Area for
Improvement

Intervention/Initiative

Responsible
Individual(s)
and Resources

Follow-up/
Reassessment
Method

Follow-up
Date

1.

2.
3.
4.
5.

The above Action Plan was presented to the teaching faculty and approved.

Signed

Date______________

Please upload completed PEC Meeting Minutes to APE module in New Innovations

Page 35 of 149

Supervision
Roles:
• Resident:
o As part of their training program, residents are given graded and progressive
responsibility according to the individual resident’s clinical experience, judgment,
knowledge, and technical skill. Each resident must know the limits of his/her
scope of authority and the circumstances under which he/she is permitted to act
with conditional independence. Residents are responsible for asking for help from
the supervising physician (or other appropriate licensed practitioner) for the
service they are rotating on when they are uncertain of diagnosis, how to perform
a diagnostic or therapeutic procedure, or how to implement an appropriate plan of
care.
• Attending:
o An identifiable, appropriately credentialed and privileged attending physician
who is ultimately responsible for the management of the individual patient and for
the supervision of residents involved in the care of the patient. The attending
delegates portions of care to residents based on the needs of the patient and the
skills of the residents.
Supervision:
To ensure oversight of resident supervision and graded authority and responsibility, the
following levels of supervision are recognized:
•

Direct Supervision – the supervising physician is physically present with the resident and
patient.

•

Indirect Supervision:
o with direct supervision immediately available – the supervising physician is
physically in the emergency department and is immediately available to provide
Direct Supervision.
o with direct supervision available – the supervising physician is not physically
present within the hospital or other site of patient care, but is immediately
available by means of telephonic and/or electronic modalities and is available to
come to the site of care in order to provide Direct Supervision.
o Oversight - the supervising physician is available to provide review of
procedures/encounters with feedback provided after care is delivered.

Clinical Responsibilities:
The clinical responsibilities for each resident are based on PGY-level, patient safety, resident
education, severity and complexity of patient illness/condition and available support services.
The specific role of each resident varies with their clinical rotation, experience, duration of
clinical training, the patient's illness and the clinical demands placed on the team. The following
is a guide to the specific patient care responsibilities by year of clinical training. Residents must
comply with the supervision standards of the service on which they are rotating unless otherwise
specified by their program director.
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•

PGY-1 (junior resident):
o PGY-1 residents are primarily responsible for the care of patients under the
guidance and supervision of the attending physician. They should generally be the
point of first contact when questions or concerns arise about the care of their
patients. However, when questions or concerns persist, supervising residents
and/or the attending physician should be contacted in a timely fashion. PGY-1
residents are initially directly supervised and when merited will progress to being
indirectly supervised with direct supervision immediately available (see
definitions above) by an attending physician.
o As new practitioners, PGY1s are closely supervised by attending physicians. They
should present patients, after evaluation and prior to ordering diagnostic tests, to
an attending or senior resident. All patients should be presented to an EM
attending prior to admission or discharge.
o PGY1s will provide comprehensive care of the non-critically ill patients in the
emergency department. They will be expected to participate in major
resuscitations and the care of critically ill patients as part of the greater team
providing support as directed.

•

PGY-2 (intermediate resident):
o Intermediate residents are either directly or indirectly supervised with direct
supervision immediately available (attending physicians are always present in the
emergency department). They may supervise PGY-1 residents and/or medical
students; however, the attending physician is ultimately responsible for the care of
the patient.
o Teaching responsibilities for EM2s in the clinical area is limited to teaching and
assisting EM1s and fourth year medical students in minor procedures such as IV
access and placement of foley catheters.
o As the academic year progresses, the EM2 should begin to refine their clinical
skills and efficiency, to continue to enhance their medical knowledge, and to
further develop their knowledge and skills in the area of systems-based practice.
By spring-time of the academic year, EM2s should become proficient in the
management of critically ill patients by treating a large number of patients and by
assuming responsibility for the care of the majority of the sickest patients.
Advanced EM2s may direct resuscitations and perform the most complicated and
difficult emergency medicine procedures including cricothyrotomy and
thoracotomy under direct attending supervision. EM2s routinely plan and begin to
carry out diagnostic evaluations and treatment before presenting their patients to
an emergency medicine trained attending.

•

PGY-3 (senior resident):
o Senior residents are either directly or indirectly supervised with direct supervision
immediately available. They may provide direct patient care or supervisory care,
with progressive graded responsibilities as merited. They must provide all
services ultimately under the supervision of an attending physician. Senior
residents should serve in a supervisory role of medical students, junior and
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intermediate residents in recognition of their progress towards independence, as
appropriate to the needs of each patient and the skills of the senior resident;
however, the attending physician is ultimately responsible for the care of the
patient.
o The focus on the EM3 year is to demonstrate skill in the full spectrum of activities
common to emergency physicians practicing in any clinical setting while still
being supervised. This includes the direct provision of clinical care, supervision
of the care provided by junior house officers, clinical and didactic teaching, and
serving as a resource to handle administrative issues. EM3s will be assigned
responsibility for supervising and teaching junior house officers. EM3s will work
closely with nursing staff addressing administrative and patient flow problems.
They will present all cases to emergency medicine trained faculty prior to
disposition or at any earlier time they desire faculty guidance.

Level of Attending Supervision/Clinical Responsibilities

Type of Case

EM I

EM II

EM III

Non-Urgent
Cases

Perform initial
assessment, history,
physical exam, then
discuss work up with
attending. Discuss
results & disposition w/
pt and ensures a safe
discharge.
Competencies: PC,
MK, ICS, SBP, & Pro

Perform initial
assessment, history,
physical exam, & then
begin appropriate work
up.
Discuss results &
disposition w/ pt and
ensures a safe
discharge.
Competencies: PC,
MK, ICS, SBP, & Pro

Perform initial
assessment, focused
history & physical
exam, & begin
appropriate work up to
arrive at a tentative
disposition. Discuss
with attending prior to
discharge or admission.
Competencies: PC,
MK, ICS, SBP, & Pro
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Urgent Cases

Perform initial
assessment, then
discuss further work up
with attending.
Competencies: PC,
ICS, & Pro

Perform initial
assessment, history &
physical exam, then
discuss further work up
with attending.
Competencies: PC,
ICS, & Pro

Perform initial
assessment, focused
history & physical
exam, then begin
appropriate work up.
Speaks with EMS for
non-ambulatory
patients. Discuss results
and disposition with
attending.
Competencies: PC,
MK, ICS, SBP, & Pro
Emergent Cases See patients under
Perform initial
Perform initial
direct team leader or
assessment, then
assessment, focused
attending supervision.
discuss further work up history & physical
Competencies: PC,
with team leader or
exam, then discuss
ICS, & Pro
attending
further work up
Competencies: PC,
attending. Speaks with
ICS, & Pro.
EMS for nonambulatory patients.
Competencies: PC,
MK, ICS, SBP, & Pro
Resuscitations: Perform basic
Perform intermediate
Directs resuscitation
Medical
procedures under
and some major
under supervision of
direction of team
procedures
Emergency Department
leader.
(intubations) under
attending. Speaks with
Competencies: PC,
direction of team
EMS for nonICS, & Pro
leader.
ambulatory patients.
Competencies: PC,
Competencies: PC,
ICS, & Pro
MK, ICS, SBP, & Pro
Resuscitations: Perform basic
Perform basic and
Performs basic,
Trauma
procedures under
intermediate
intermediate, and major
direction of team
procedures under
procedures under
leader.
direction of team
attending supervision,
Competencies: PC,
leader. May perform
with senior year
ICS, & Pro
major procedures if EM resident being team
III is unavailable.
leader. Speaks with
Competencies: PC,
EMS for nonICS, & Pro
ambulatory patients.
Competencies: PC,
MK, ICS, SBP, & Pro
* EM III may direct resuscitative efforts and act as the Team Leader for directed patient care.
However, the ED Attending supersedes and is responsible for the ED Team and Team Leader in
all aspects of patient care.
Core Competency key:
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Patient Care (PC)
Medical Knowledge (MK)
Systems Based Practice (SBP)

Professionalism (Pro)
Interpersonal Communication Skills (ICS)
Practice Based Learning and Improvement (PBLI)

All Emergency Department and off-service resident rotations are similarly governed by and in
compliance with New York State Department of Health 405 Regulations:

Common Circumstances Requiring Faculty Involvement
Emergency department patients are all triaged utilizing the Emergency Severity Index (ESI)
system. This is a five-level emergency department (ED) triage algorithm that provides clinically
relevant stratification of patients into five groups from 1 (most urgent) to 5 (least urgent) on the
basis of acuity and resource needs.
All patients are independently seen and evaluated by an emergency medicine attending
physician.
ESI 1:
Patients fitting this triage level are generally unstable and/or require an immediate life-saving
intervention. Examples of such cases would include, but are not limited to, respiratory failure,
cardiac arrest, unresponsiveness, shock of any kind, or diagnosis requiring time-sensitive
intervention such as ST-elevation myocardial infarction and acute stroke. For such cases,
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attending physicians are expected to see and evaluate these patients immediately in concert
with the resident.
ESI 2:
Patients fitting this triage level are generally in a high-risk situation, disoriented, in severe pain,
or presenting with abnormal vital signs. Examples of such cases would include, but are not
limited to, chest pain thought to be cardiac in nature, shortness of breath requiring supplemental
oxygen, suspected sepsis, suspected testicular torsion, suspected ectopic pregnancy, or toxic
ingestion. For such cases, residents may evaluate the patient first and begin the diagnostic
workup and initial interventions. The attending physician would be expected to see and
evaluate these patients promptly after hearing the presentation from the resident and
generally before diagnostic tests result or any interventions have been completed.
ESI 3:
Patients fitting this triage level are generally hemodynamically stable and acceptable, yet will
likely require multiple resources for a comprehensive diagnostic evaluation. Examples of such
cases would include, but are not limited to, abdominal pain and fever, suspected appendicitis,
biliary colic, cough and fever, and pelvic pain or vaginal bleeding with normal vital signs. For
such cases, residents may evaluate the patient first and begin the diagnostic workup and initial
interventions. The resident should follow through on the workup, interpret any relevant results,
and begin formulating a plan of care and disposition. The attending physician would generally
be expected to see and evaluate these patients within a reasonable time so as to direct their
evaluation, and modify as needed, before reaching the point of disposition.
ESI 4:
Patients fitting this triage level have normal vital signs and would be expected to only require
one emergency department resource. Examples of such cases would include, but are not limited
to, simple laceration, ankle sprain, and pain with urination. For such cases, residents will
evaluate the patient, interpret any results, and manage the case to the point of disposition. These
less urgent cases should be seen by an attending physician prior to completing any
disposition.
ESI 5:
Patients fitting this triage level have normal vital signs and would be expected to require no
specific emergency department resource other than over-the-counter medications or
prescriptions. These patients are generally expected to be discharged from the emergency
department. Examples of such cases would include, but are not limited to, simple rash and
prescription refill. For such cases, residents would be expected to evaluate the patient, then
formulate and carry out an appropriate discharge plan. These non-urgent cases should be seen
by an attending physician prior to discharge.
**During the emergency department evaluation, a patient’s clinical status may deteriorate. This
should prompt immediate notification to the attending physician, who would be expected to
promptly re-evaluate the patient. For a detailed description of faculty oversight requirements for
residents performing procedures, please see “Procedure” section below.
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Duty Hours
Objective:
The purpose of this policy is to ensure that all program employees, faculty, and residents adhere
to ACGME, NYS DOH, and Northwell Health requirements regarding the duty hour limitations
of Emergency Medicine Residents.
Scope:
This policy applies to all residents of the Emergency Medicine Residency Program located at
South Shore University Hospital, sponsored by Northwell Health
Procedure:
• Each resident and faculty member will appear for duty appropriately rested and fit to
provide the services required of their patients.
• Residents are expected to manage their time before, during, and after clinical
assignments.
• All residents and faculty members must demonstrate responsiveness to patient needs that
supersedes self-interest. They must recognize that under certain circumstances, the best
interests of the patient may be served by transitioning that patient’s care to another
qualified and rested provider.
Emergency Medicine Rotations:

o The clinical responsibilities for each resident must be based on PGY-level, patient
safety, resident education, severity and complexity of patient illness/condition and
available support services.
o When emergency medicine residents are on emergency medicine rotations, the
following standards apply:
▪ While on duty in the emergency department, residents may not work
longer than 12 continuous scheduled hours
• There must be at least an equivalent period of continuous time off
between scheduled work periods.
▪ A resident should not work more than 60 scheduled hours per week seeing
patients in the emergency department, and no more than 72 total hours per
week.
• Duty hours comprise all clinical duty time and conferences,
whether spent within or outside the residency program, including
all on-call hours.
▪ Emergency medicine residents must have one day (24-hour period) free
per each seven-day period. This cannot be averaged over a four-week
period.
Rotations Outside the Emergency Department

o Duty hours must be limited to 80 hours per week, averaged over a four-week
period, inclusive of all in-house clinical and educational activities, clinic
assignments, clinical work done from home, and all moonlighting activities.
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Mandatory Time-Free Duty

o Residents must be scheduled for a minimum of one day free of duty every week.
At-home call cannot be assigned on these free days.
o Residents must have 8 hours off between scheduled clinical work and education
periods.
o Residents must have 14 hours free of clinical work and education after 24 hours
of in-house call
Maximum Duty Period Length

o Residents may be scheduled up to a maximum of 24 hours of continuous duty in
the hospital.
▪ Continuous on-site duty, including in-house call, must not be scheduled
for/exceed 24 consecutive hours. Residents may remain on duty for up to
3 additional hours (total of 27 hours) of transition time to be used for
transfer of patient care, rounds, or grand rounds. No new patient care may
be assigned during the 3-hour transition time.
▪ In unusual circumstances, residents, on their own initiative, may remain
beyond their scheduled period of duty to continue to provide care to a
single patient. Justifications for such extensions of duty are limited to
reasons of required continuity for a severely ill or unstable patient,
academic importance of the events transpiring, or humanistic attention to
the needs of a patient or family.
• Under those circumstances, the resident must:
o appropriately hand over the care of all other patients to the
team responsible for their continuing care; and,
o document the reasons for remaining to care for the patient
in question and submit that documentation in every
circumstance to the program director.
o The program director will review each submission of
additional service, and track both individual resident and
program-wide episodes of additional duty.
▪ Any potential extensions of clinical work must occur in the context of the
80-hour and one-day-off-in-seven requirements.
•

MAXIMUM FREQUENCY OF IN-HOUSE NIGHT FLOAT
o Residents must not be scheduled for more than six consecutive nights of night
float.

•

MAXIMUM IN-HOUSE ON-CALL FREQUENCY
o Residents must be scheduled for in-house call no more frequently than everythird-night (when averaged over a four- week period).

Violations

•

If any violations occur to the above outlined duty hours policy procedures, the following
actions should take place:
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o The resident who committed the violation should notify their Chief Resident, and
Program Coordinator. The Program Director will then be notified within 24 hours
of the duty hour violation.
o Any residents who do not report their duty hour violations will be subject to
corrective action and / or additional coaching sessions as determined appropriate
by the Program Director.
o Any residents who repeatedly violate the duty hour policy will be subject to
additional intervention as determined appropriate by the Program Director.

Page 44 of 149

Moonlighting
RESPONSIBILITY:
Program Director, Emergency Medicine
POLICY:
This policy applies to moonlighting of residents and clinical fellows who are enrolled in a South
Shore University Hospital (SSUH) Emergency Medicine Training Program. South Shore
Hospital (SSUH) is committed to meaningful and enriching educational experiences for its
residents and clinical fellows. This includes assurance that these residents and clinical fellows
work no more than an appropriate number of hours to assure meaningful education, personal
health, and safety for patients. The Accreditation Council for Graduate Medical Education
(ACGME) and the New York State Department of Health (NYS DOH) have established rules
governing the performance of moonlighting activities by residents and clinical fellows enrolled
in graduate medical education programs. SSUH is committed to compliance with these rules and
the rules of Northwell’s GME committee. SSUH has adopted some additional SSUH-specific
requirements for approved moonlighting. SSUH’s policies, which address the ACGME, NYS
DOH, and Northwell GMEC’s requirements, are included in this policy.
DEFINITIONS:
ABMS - American Board of Medical Specialties
Resident - A physician who is enrolled in a SSUH Training Program for a clinical specialty.
Physicians who have been granted a faculty appointment by SSUH and/or who have completed
the ACGME- or ABMS-required years of the Program are not residents under this policy.
SSUH Training Program – An emergency medicine specialty or subspecialty graduate training
program at SSUH.
Moonlighting – Professional and patient care activities that are not included in the resident’s or
clinical fellow’s SSUH Training Program.
Internal Moonlighting – A moonlighting activity that takes place at SSUH or at the
resident’s/clinical fellow’s educational program’s Sponsoring Institution.
External Moonlighting - Moonlighting that is not internal, as defined above.
PROCEDURE:
No resident or clinical fellow may be required, as a condition of his or her SSUH Training
Program, to perform moonlighting activities.
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The residency program director maintains sole discretion and authority to either allow or
prohibit moonlighting on a case-by-case basis. This decision is final and NOT subject to
appeal.
Residents and clinical fellows may moonlight, but only after filing a Moonlighting Request Form
(see below) and receiving the prior written/signed approval of his/her Training Program Director
and Department Chairman. Approved Moonlighting Request Forms are to be made a part of the
resident’s/clinical fellow’s file.
Internal moonlighting is permitted in the specialty/subspecialty that is the subject of the
resident’s/clinical fellow’s SSUH Training Program, and malpractice is provided for under the
internal moonlighting as the resident will be under the direct supervision of EM faculty. External
moonlighting is permitted in the specialty/subspecialty that is the subject of the
resident’s/clinical fellow’s SSUH Training Program, but the resident is responsible for providing
their own malpractice coverage.
No resident or clinical fellow may moonlight without first having obtained an unrestricted
license to practice medicine in the state in which the moonlighting activity is to take place.
PGY-1 and -2 Residents are NOT permitted to moonlight under any circumstances
No resident or clinical fellow may externally moonlight without first having been appropriately
credentialed by the hospital or facility where the moonlighting is to occur.
The number of hours worked by a resident or clinical fellow in all moonlighting activities
(internal and external), together with the hours worked in the SSUH Training Program, may not
exceed the ACGME and NYS DOH guidelines for work hours. The Training Program Director
for the resident or clinical fellow must approve and monitor the number of hours that the
resident/clinical fellow may engage in moonlighting activities per week.
Moonlighting activities, whether internal or external, are prohibited if they are inconsistent with
the principles of providing residents/clinical fellows with sufficient time for rest and restoration
to promote the resident’s/clinical fellow’s educational experience and safe patient care.
Therefore, the Program Director shall monitor the effect of moonlighting activities on
resident/clinical fellow performance. The Training Program Director or Department Chairman
may withdraw permission for moonlighting activities at any time if they determine, in their sole
discretion, that the moonlighting activity is having an adverse effect upon the resident’s/clinical
fellow’s participation in the educational program in which he/she is enrolled.
Residents and clinical fellows performing approved moonlighting activities at SSUH will be
covered under SSUH Professional Liability Insurance. However, residents and clinical fellows
performing approved moonlighting activities at any hospital/facility other than SSUH will not be
covered under SSUH Professional Liability Insurance. A resident or clinical fellow who intends
to engage in moonlighting activities at hospitals/facilities other than SSUH must ensure that
he/she will be covered by professional liability insurance at the location at which the
moonlighting activities take place.
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Requests for moonlighting must be resubmitted every 6 months by the trainee to their Program
Director.
MOONLIGHTING REQUEST FORM

NAME: ____________________________________ PGY LEVEL: _________
PROGRAM: EMERGENCY MEDICINE
PROGRAM DIRECTOR: Daniel Frank, MD
1.
I am considering the following moonlighting activity:
__________________________________________________________________
____________________________________________________________________
____________________________________________________________________
2.
I wish to perform this activity at:
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________
3.
The proposed moonlighting schedule is as follows:
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________
4.
I understand that the total number of hours to be worked in my moonlighting activities
(internal and external), together with the hours worked in my SSH educational program, may not
exceed the ACGME and NYS DOH guidelines for work hours. I understand that my Training
Program Director must approve the specific number of hours that I may engage in moonlighting
activities per week.
5.
I understand that my Training Program Director will monitor my performance for the
effect of moonlighting activities on my performance in my training program. I understand that
the Department Chairman or the Program Director of Emergency Medicine may withdraw
permission for moonlighting activities at any time if they determine, in their sole discretion, that
the moonlighting activity is having an adverse effect upon my educational program.
6.
The chairman/division chief/medical director in the department/division/hospital/ facility
where I wish to moonlight is:
_________________________________________________________________________
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7.
I understand that the person listed in Paragraph 6 above must sign this Moonlighting
Request Form before I may submit it for consideration by my Training Program Director and
Department Chairman.
8.
I have obtained an unrestricted license to practice medicine in the state in which the
moonlighting is to take place.
9.
I understand that I must receive an appointment letter and a privilege delineation form
from the moonlighting hospital/facility before I begin moonlighting activities.
10.
I recognize that this activity is not an approved part of my educational program and must
be approved by my Training Program Director and Department Chairman.
11.
I understand that I will be covered under SSUH professional liability insurance policy for
approved moonlighting activities at SSUH. I understand that even though my moonlighting
activities at institutions other than SSUH count toward compliance with the duty hours rules, I
AM NOT COVERED BY SSUH PROFESSIONAL LIABILITY INSURANCE FOR
MOONLIGHTING ACTIVITIES AT THOSE INSTITUTIONS. I understand that I am
responsible for obtaining my own professional liability insurance for moonlighting activities at
institutions other than SSUH.
12.
I understand that SSUH DEA number may not be used for moonlighting activities at
other institutions.

__________________________________
Signature of Resident/Clinical Fellow

_________________________
Date

APPROVAL OF REQUEST TO PERFORM MOONLIGHTING ACTIVITIES
This approval date covers the above-described moonlighting activity starting on _____________;
and this approval expires 6 months from the date of approval.

________________________________
Training Program Director

_________________________
Date

____________________________
Department Chair

_________________________
Date

__________________________________ _________________________
Chair/Division Chief/Medical Director
Date
in the Department/Division/Hospital/Facility
Where Moonlighting Will Take Place
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Fully executed copies will be returned to the Training Program Director and maintained in the
residents’ file.
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Resident Wellness
South Shore University Hospital Resident Well-Being Initiative
As stated in the Accreditation Council for Graduate Medical Education Common Program
Requirements, “psychological, emotional, and physical well-being are critical in the
development of the competent, caring, and resilient physician.”i Northwell Health acknowledges
the demands associated with residency training and recognizes that trainees are at increased risk
for burnout and depression in the current healthcare environment. The well-being of all patients
and staff is of paramount importance to the Institution. As such, Northwell Health is committed
to advancing the personal and professional development, health, and well-being of its residents
and faculty while providing appropriate and compassionate support to address mental, emotional,
or physical health needs.
Led by the Director of Wellness for the Department of Emergency Medicine at South Shore
University Hospital, the Resident Well-Being Initiatives are as follows:
Objectives:
• To create longitudinal well-being programs for all residents in training.
• To educate trainees and faculty how best to utilize the extensive set of resources and
programs available to all Northwell employees.
• To support a “well-being skill set” that will continue as the residents move from
residency to attending status.
• South Shore University Hospital’s Emergency Medicine Residency Wellness Program is
committed to efforts to enhance the meaning that each resident and faculty member finds
in the experience of being a physician, including protecting time with patients,
minimizing non-physician obligations, providing administrative support, promoting
progressive autonomy and flexibility, enhancing professional relationships, and
maintaining an inclusive work environment.
• The program provides attention to scheduling, work intensity, and work compression that
impacts resident and faculty well-being, and supports opportunities to obtain adequate
rest and nutrition.
• All residents and faculty are given the opportunity to attend medical, mental health, and
dental care appointments, including those scheduled during their working hours.
(Residents and faculty must follow the program’s procedures for scheduling and
notification of these appointments - Please refer to the Wellness Days Policy.)
Monitoring and Assessment:
The effectiveness of the programs’ well-being initiatives will be monitored through review of the
following:
• ACGME annual surveys
• Office of Academic Affairs annual surveys
• Resident feedback in Department meetings
• Rotation Evaluations
• Program Evaluation Committee findings and action plan
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Program Structure to support healthy function:
The structure of the program is configured to provide residents with a workload comprised of
diverse and appropriate educational and clinical experiences, while also ensuring reasonable
opportunities for rest and personal well-being.
•
•
•
•
•

•

Residents are provided ample opportunity to submit vacation requests for the academic
year.
Schedule requests are also honored on a rolling basis for each rotation block.
Barring other conflicts or specific requests, while on emergency medicine rotations,
residents are generally scheduled two full weekends free from duty for each 4-week
period.
Program leadership maintains an open-door policy to address issues and concerns at any
time.
The program schedules periodic wellness events to facilitate group bonding, team
building, and provide an open forum for discussion about any topic. Past events have
included:
o Robert Moses Beach
o Paintball
o Group dinners
o Trivia
o Group yoga
o Baseball games
All residents designate a faculty mentor during their PGY-1 Year. Faculty mentors serve
as role models; provide career guidance and support; and deliver feedback and coaching.

Existing Resources
Preventive screenings, fitness activities, yoga, weight management, injury prevention, stress
management, and emotional support services, are available to residents, their families and faculty
through a wide variety of Northwell Health programs.
Resource Name
Physician Resource Network
1-877-327-4968

Description
The Physician
Resource Network
(PRN) is a referral
service through Dr.
Jeffrey Selzer, who
refers students,
residents and
physicians to various
care providers based
on an initial
assessment. PRN is
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Cost
Variable
based
on
service

Notes
Confidentially counsels
and coaches
residents/fellows/attending
physicians promoting
physician promoting
physician well-being
throughout Northwell
Health
Refers for further
treatment as necessary

Employee Assistance Program
1-877-327-4968
EAP@northwell.edu

Project Outreach Recovering
medical Professionals Program
1-516-481-2890

Behavioral Health Service Line
(BHSL)
https://www.northwell.edu/findcare/services-weoffer/behavioral-health

used commonly
throughout the
Northwell Health
System for mental
health and substance
abuse referrals.
Provides all
No cost
employees with the
opportunity to receive
professional assistance
for themselves and
their immediate family
members to help
resolve personal
problems on a
voluntary, confidential
basis
Confidential treatment
services in a discrete
location for licensed
medical professionals
with substance use
concerns
Healthcare
professional specific
groups
Forensic urine
toxicology tests
Psychiatric
evaluations/medication
management
Individual, family and
martial therapy
Behavioral health
services including
psychiatric
consultation,
rehabilitation and
therapy
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When an individual is
referred to PRN, feedback
is only given to the
referring party with the
consent of the patient.
Designed to deal with a
broad range of problems
such as marital and family
difficulties, emotional
stress, alcohol and
substance misuse, legal
and financial matters and
other personal problems

Committee for Physician Health (CPH) (Division of
MSSNY).
1-800-338-1833

Northwell Health Employee Wellness
https://intranet.northwell.edu/NSLIJ/hr/Employee
Wellness

Employee Health Services
https://intranet.northwell.edu/NSLIJ/departments/EH
S/Pages/default.aspx
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Provides nondisciplinary,
confidential
assistance to
physicians,
residents, medical
students, and Pas
experiencing
problems from
stress and
difficult
adjustment,
emotional,
substance abuse
and other
psychiatric
disorders,
including
psychiatric
problems that
may arise as a
result of medical
illness. Arranges
Independent
Medical
Evaluation (IME)
for referred
individuals.
Resources and
activities
available to all
employees to
support and
promote wellness
Committed to
promoting health
and wellness for
all employees,
providing
occupational
health services
with medical
oversight from
the department of
Occupational

Based on the IME,
recommends
treatment options.
Monitors treatment
progress, worksite
performance, and,
when indicated,
toxicology results
to assess fitness
for practice on an
ongoing basis.
Reports to
referring
institution when
applicant is
cleared or not
cleared for
practice based on
ongoing
monitoring
Advocacy for
resident/fellow/att
ending with
external agencies
(e.g.
OPMC,Medicaid)
based monitored
performance with
CPH

Programs include
Ergonomic
Assessment,
Evaluation of
Occupational
Injuries to Body
Fluid Exposures,
Healthy Lifestyles
for Wellness,
Evaluation for
Exposure to

Northwell Health Physician Partners
https://www.northwell.edu/find-care/find-a-doctor
1-888-321-DOCS
Northwell Health Chaplaincy Services
1-516-562-3991
https://www.northwell.edu/chaplaincy-services

National Suicide Prevention Lifeline
1-800-273-TALK(8255)
Crisis Text Line: text TALK to 741741

Medicine,
Epidemiology
and Prevention.

Harmful Diseases
or Agents, Annual
Health Assessment
and Tuberculosis
Screening, Annual
Respirator Fit
Testing, Preplacement Medical
Evaluation,
Smoking
Cessation and
Stress
Management

Provides spiritual
care that is
compassionate,
reduces suffering
and leads to
healing including
help to find
meaning,
renewed hope and
comfort, Support
in making
difficult
decisions,
Supporting you to
reconcile with
someone, or with
God.

Stress reduction,
enhanced coping,
prayer,
Holy Communion
or other religious
rituals or
sacraments,
Discussion of
advance directives,
Assistance
contacting a
member of your
faith community,
Religious items
such Bibles,
rosaries, Qur’ans,
prayer books,
prayer rugs and
head coverings

Suicide
prevention
lifeline available
24/7 via phone or
text
http://acgme.org/
What-WeDo/Initiatives/Ph
ysician-WellBeing

ACGME Physician Well-Being
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Resident Wellness Curriculum
Over the course of their training, residents will receive the following didactic sessions during
weekly conference to assist in providing a comprehensive wellness curriculum for our trainees
I: Mental/Emotional/Physical Health
A. Welcome to Wellness – Introduction to the concept of Wellness. It is critical in
order to maintain quality of life. Our well - being directly affects our actions and
emotions, which affects ourselves, those around us and those we treat.
B. Mindfulness – Emotional Wellness. Decreases stress, teaches us how to be in the
moment to improve our interactions and to understand others.
C. The Science of Happiness: Positive Psychology – Emotional Wellness. Studies
show there are simple practices that can enhance our individual happiness. This
affects our day to day interactions and career longevity.
D. Physician Burnout – Emotional Wellness. Discuss the causes of burnout. It’s
prevalence, how to recognize and deal with the signs. Affects resiliency
E. Physician Resiliency – Resiliency is the result of self-care. This also falls under
the realm of Emotional Wellness. What leads to resiliency?
F. Anxiety and Depression -Emotional Wellness, Social Wellness. What are frequent
causes, how to recognize the signs and how to get help.
G. The Importance of Sleep-Physical Wellness, Emotional Wellness. Discussion of
the sleep cycle and how proper sleep habits are critical to how perform as people
and as physicians.
H. Substance Abuse/Addiction-Physical Wellness. Emotional Wellness. – Who is at
risk? How to recognize the signs and obtain the help you need.
I. How to Deal with a Difficult Patient-Emotional Wellness. Intellectual Wellness.
Spiritual Wellness. The best way to deal with manipulative or angry patients and
maintain your professionalism.
J. Exercise-Physical Wellness. Why exercise is important in health maintenance
K. Nutrition- Physical Wellness. Discussion of healthy eating and proper nutrition.

II: Financial Wellness-financial issues are commonly a source of stress, anxiety and fear.
A. Saving for Retirement
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B. Saving for College
C. How to pay back those student loans
D. Understanding your benefits package
Recognizing Impairment
Northwell Health provides an educational program for residents regarding physician impairment,
including substance misuse, during the annual House Staff Orientation Program. The Emergency
Medicine program also educates faculty members and residents in the identification of
impairment - including but not limited to burnout, sleep deprivation, depression, and substance
misuse – in part by utilizing the didactic curriculum detailed above, along with other wellness
events and confidential mentorship sessions.
Residents and faculty are also educated to recognize those symptoms in themselves utilizing
similar means. Signs and symptoms of impairment may include:
•
•
•
•
•
•

Physical signs such as fatigue, deterioration in personal hygiene and appearance, multiple
physical complaints, accidents, or eating disorders.
Social changes such as withdrawal from outside activities, isolation from peers,
inappropriate behavior, undependability and unpredictability, aggressive behavior and
argumentativeness.
Family stability disturbances.
Professional behavior problems such as unexplained absences, tardiness, decreasing
quality or interest in work, inappropriate orders, behavioral changes, altered interaction
with other staff and inadequate professional performance
Behavioral signs such as mood changes, depression, slowness, lapses of attention,
chronic exhaustion, risk taking behavior, excessive cheerfulness, and flat affect.
Drug use indicators such as excessive agitation or edginess, dilated or pinpoint pupils,
self-medication with psychotropic drugs, alcohol on breath at work, uncontrolled
drinking at social events, hangover, blackouts, and binge drinking.

Residents and faculty are strongly encouraged to alert the Program Director or designee
whenever they may personally be suffering from an impairment that affects fitness for duty, or
quality of life, or poses a danger to themselves or others. The program is able to assist residents
and faculty with impairment problems and encourages any residents or faculty members
suffering from impairment to contact their Program Director for assistance.
Residents and faculty are also educated to alert the Program Director or designee when they are
concerned that another resident or faculty member may be displaying signs of burnout,
depression, substance misuse, suicidal ideation, or potential for violence.
For additional information on requirements pertaining to impairment problems and substance
misuse in residents, refer to Section D of the Northwell Health Office of Academic Affairs
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Policy #8, “Policy on Resident & Fellow Wellbeing.” For additional information on
requirements pertaining to impairment problems and substance misuse in faculty, refer to the
Northwell Health policy, “Impairment: Identification and Management of Credentialed Providers
in Crisis Including Behavioral, Emotional, Psychiatric, Cognitive and/ or Alcohol/Substance
Use.”
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Wellness Days Policy
Resident Wellness
South Shore University Hospital Emergency Medicine Resident Wellness Days Policy
Northwell Health and South Shore University Hospital recognizes that trainee clinical schedules
make it difficult to find time for self-care. We are committed to providing “wellness days,” in
addition to other leave time, to encourage trainees to attend to their personal health and
wellbeing. Wellness days support self - care and personal needs, including medical, dental, or
other health-related appointments; home maintenance; childcare; pet care; and more.
Please refer to the Office of Academic Affairs’ Graduate Medical Education Manual, Policy
#8A, for more information.
Wellness Days Policy
•

The program will grant 4 Wellness Days.

•

Wellness Days are to be scheduled in advance

•

4 Full days, or 8 half days are recommended per year, per person.
o Half days consists of 3.75 hours.

•

Wellness Days cannot be:
o Used to extend vacation
o Batched
o Rolled over between academic years
o Used as sick days, interview days or exam days
o In conflict with training requirements
o Disruptive to peers or clinical care.

•

Wellness Days do not need to be justified. Residents shall not be asked to explain how
their wellness day will be used.

•

Wellness Days do not need to be paid back.

To request a Wellness Day:
•

If your Wellness Day is set to take place during an ED block, please submit your
scheduling request through Intrigma in the usual fashion and note “Wellness Day” in the
request.
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•

If your Wellness Day is set to take place during an off-service rotation, please fill out the
Wellness Day Request Form: Please obtain signatures from PD/APD and provide TPA
with a copy of your request.

Wellness Day Request Form

Name of Resident: ____________________________________
Date of Request Submission: ___________________________

Wellness Date

Circle One

(1)

Full Day

Half Day AM / PM

(2)

Full Day

Half Day AM / PM

(3)

Full Day

Half Day AM / PM

(4)

Full Day

Half Day AM / PM

Approvals:

________________________________
Daniel Frank MD, Program Director

________________________
Andrew Mastanduono MD, Associate Program Director

Please return form to Training Program Administrator after signed by Program Director &
Assoc., Program Director
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Fatigue Mitigation
Background:
Providing medical care to patients is physically and mentally demanding. Night shifts, even for
those who have had enough rest, cause fatigue. Experiencing fatigue in a supervised environment
during training prepares residents for managing fatigue in practice. It is expected that programs
will adopt fatigue mitigation processes and ensure that there are no negative consequences and/or
stigma for using fatigue mitigation strategies.
This requirement emphasizes the important of adequate rest before and after clinical
responsibilities. Strategies that may be used include, but are not limited to, strategic napping; the
judicious use of caffeine; availability of other caregivers; time management to maximize sleep
off-duty; learning to recognize the signs of fatigue; remaining active to promote alertness;
maintaining a healthy diet; using relaxation techniques to fall asleep; maintaining a consistent
sleep routine; exercising regularly; increasing sleep time before and after call; and ensuring
sufficient sleep recovery periods.
Scope:
The ACGME Common Program Requirements require all residency programs to:
•
•
•

Educate all faculty members and residents to recognize the signs of fatigue and sleep
deprivation
Educate all faculty members and residents in alertness management and fatigue
mitigation processes
Encourage residents to use fatigue mitigation processes to manage the potential negative
effects of fatigue on patient care and learning.

Policy:
•

In order to enhance physician well-being and improve the care of their patient’s, the
following policy will be adopted by the program:
o All residents and faculty will be given access to the SAFER (Sleep, Alertness, and
Fatigue Education in Residency) learning module/presentation developed by the
American Academy of Sleep Medicine
o All PGY-1 residents will be required to view this presentation during the
introductory July course and sign an attestation to document their compliance
o Periodic didactic sessions will be presented by faculty during weekly
scheduled conference on issues related to physician well-being and fatigue
mitigation (See Wellness Policy).

•

Adequate sleep facilities will be maintained for resident use. Location of these rooms and
how to access them will be reviewed with each resident during their introductory July
course and site orientation
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A copy of the resident attestation as to their compliance with this policy is provided below:
Fatigue Mitigation: SLEEP ALERTNESS & FATIGUE EDUCATION IN RESIDENCY

NORTHWELL HEALTH
SOUTH SHORE UNIVERSITY HOSPITAL
EMERGENCY MEDICINE RESIDENCY

I ______________________________________ currently enrolled in the Emergency Medicine
Residency Program at South Shore University Hospital - Northwell Health - hereby
acknowledge that I have viewed the SAFER (Sleep Alertness & Fatigue Education in
Residency) presentation. I also attest that I have had the opportunity to have any
questions answered by my Program Director.

Signature: ________________________________________________

Date:

________________________

Safe transportation
In the event a resident is too fatigued to safely drive home after clinical or educational duties, the
resident is instructed to utilize call rooms/fatigue-mitigation space (see pages 5-7), or utilize a
taxi or ride-share service (Uber, Lyft) – the cost of such a service will be reimbursed by the
residency program.
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Handoffs and Sign Outs
The transfer of information between providers, staff, and other healthcare workers is a critical
activity for safe patient care in a complex and chaotic emergency department
Objective:
The objective of this policy is to ensure all Emergency Medicine residents follow the formal
procedures of passing specific, essential patient information from one caregiver to another, to
provide the highest level of patient safety and care.
Scope:
The scope of this policy applies to all residents and faculty who are associated with the
Emergency Medicine Residency Training Program located at South Shore University Hospital,
Bay Shore, NY, part of the Northwell Health System.
Procedure:
Transitions of care are necessary in the hospital setting for various reasons. The transition /
hand-off process is an interactive communication process of passing specific, essential patient
information from one caregiver to another. Transition of care occurs regularly under the
following conditions:
• Change in level of patient care, including inpatient admission from the emergency
department, including transfer to or from a critical care unit.
• Temporary transfer of care to other healthcare professionals within procedure or
diagnostic areas
• Discharge, including discharge to home or another facility such as skilled nursing care
• Change in provider or service change and, resident sign-out.
The transition / hand-off process must involve an interaction with verbal and written /
computerized communication, with opportunity for the receiver of the information to ask
questions or clarify specific issues. The transition process should include, at a minimum, the
following information in a standardized format that is universal across all services:
• Identification of patient, including name, medical record number, and age
• Identification of admitting / primary / supervising physician and contact information
• Diagnosis and current status/condition (level of acuity) of patient
• Recent events, including changes in condition or treatment, current medication status,
recent lab tests, allergies, anticipated procedures and actions to be taken
• Outstanding tasks – what needs to be completed in immediate future
• Outstanding laboratories/studies – what needs follow up during shift
• Changes in patient condition that may occur requiring interventions or contingency
plans
To achieve this, incoming residents will receive formal instruction on the I-PASS Curriculum to
provide a standardized framework for both verbal and written handoff. This instruction will
occur during the introductory July course. This training will ensure that residents are competent
in communicating with team members in the hand-over process. This includes didactic sessions
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on communication skills including in-person lectures, web-based training, review of curricular
materials and/or knowledge assessment. The rubric is as follows:
I

P
A

S

S

Identification and classification of the patient’s level of acuity using
a standardized language:
“stable”
“watcher” (concern/risk of deterioration)
“unstable”
May include code status
Patient
Succinct summary statement that describes the events leading up to
Summary
admission, hospital course, ongoing assessment, and plan
Action List “To-do” list with specific items to accomplish over the next shift
Specify timeline for completion and who is responsible
Specify “nothing to do” if no action items are anticipated
Situation
Situation Awareness: knowing what’s “going on” for each
Awareness individual patient, and for the team in the environment of care, such
and
that future events can be anticipated
Contingency Contingency Planning: provides specific instructions for how to
Planning
handle anticipated problems
Includes “if/then” statements
Ensures receiver is prepared to anticipate changes in patient status
and respond to potential events
Synthesis by Receiver summarizes what was heard and restates key action/to-do
Receiver
items
Demonstrates information is received and understood
Asks questions
Ensures effective transfer of information and responsibility
Illness
Severity

We will be minimizing the number of transitions by having the residents slow their pace of
seeing new patients and focus on the last ninety minutes of a clinical shift to complete the
dispositions of their patients. In addition, the residents will be working mostly 12-hour shifts and
sign out directly to another team during a dedicated sign-out period. This system is designed to
minimize patient turnover. The residents will be encouraged to minimize the number of
transitions in patient care but will also learn a systematic approach to make these transitions
when needed. Although medical errors are often made with transitions in patient care, this skill is
also a critical skill in Emergency Physician-to-Physician communication and therefore an
important skill for the Emergency Medicine residents to learn.
The transition of care process will be monitored by program faculty and staff, and residents are
encouraged to provide feedback regarding any handover procedures. Handover proceedings must
include:
• Consistent opportunities for residents to ask questions
• The necessary materials are available to support the handoff (including, for instance,
written sign-out materials, access to electronic clinical information)
• An appropriate setting is consistently available
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•

Patient confidentiality and privacy are ensured in accordance with HIPAA guidelines

Residents must demonstrate competency in performance of this task. There are various
mechanisms through which the program may determine the competency of trainees in handoff
skills and communication. These include:
• Direct observation of a handoff session by an attending physician or senior resident
• Assessment of handoff quality in terms of ability to predict future events
• Assessment of adverse events and relationship to sign-out quality
Appropriate hand-offs will be gauged based on the following milestones:
• Patient care
o disposition
o task switching
• Systems Based Practice
o Patient safety
o Technology (Documentation)
• Interpersonal communication
o Team management
Additional procedures are to be followed:
• Residents must comply with the Emergency Medicine duty hour requirements.
• Faculty members are always appropriately supervising the transition of care.
• All parties directly involved in the patient’s care before, during, and after the transition
have opportunity for communication, consultation, and clarification of information.
• All parties (including nursing) involved in a particular program and/or transition process
have access to one another’s schedules and contact information. All call schedules should
be available to any associated parties and also with the hospital operators.
Transfer to Outside Hospitals
In addition to hand-offs within our department, residents are expected to apply the same
principles of communication to ensure patient safety when initiating a patient transfer.
Hospital transfers from South Shore University Hospital occur on a regular basis, including but
not limited to burns, critically ill pediatric patients, and ophthalmologic emergencies. All patient
transfers executed in the Department of EM must conform to all requirements and guidelines of
both EMTALA and institutional policies. EM residents should be aware that no transfer can
occur without an accepting attending physician in the destination hospital. No patient
should be transferred while unstable, unless the receiving facility is to provide a higher level of
care that is so vital to patient care that awaiting further stability would be to the detriment of the
patient.
It is the responsibility of the transferring (“sending”) physician to arrange appropriate and safe
transportation of the patient to the destination hospital. The Northwell Health transfer center is a
robust resource that is responsible for coordinating all transfers between our facilities. They are
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available 24/7 at 866-694-2337 (866-NWH-BEDS). EM residents should become familiar with
the standard paperwork and forms required for the smooth interfacility transfer of a patient from
the ED to another ED, a tertiary care referral facility (i.e. hyperbaric medicine center or burn
center), or to an inpatient floor (i.e. pediatric intensive care unit). Senior EM residents should
have a thorough understanding of how to appropriately execute patient transfers. The ED
attending physician should be directly involved with all transfers and directly supervise and
participate in the transfer of care as well as complete the appropriate forms, consents and
document in the medical record.
Back Up System Policy and Procedure
Purpose:
To describe the process for which clinical duties will be reassigned to another provider in the
event that a resident must leave his/her/their shift unexpectedly. While it is the responsibility of
each resident to ensure proper and professional care to his/her/their patients, this residency
program also acknowledges that certain emergencies might preclude a resident from continuing
his/her/their shift. Though this should be a rare occurrence, our goal is to ensure patient care is
not negatively impacted in these situations, while allowing the resident to address whatever
emergency might be occurring.
Reasons for Leave:
There are many reasons a resident might feel the need to leave his/her/their shift early, including
but not limited to: physical illness, extreme fatigue, recent bad news (such as the death or sudden
illness of a loved one), unexpected childcare issues, the birth of a child, and other unforeseen
situations which must be handled on a case-by-case basis.
If a supervising attending physician notices that a resident’s behavior might be endangering
patient care, or feels that the resident should not be working clinically for any reason, the
attending physician may dismiss the resident from the reminder of his/her/their shift.
Procedure for Leaving:
If a situation necessitates a resident leave his/her/their shift early, it is imperative that the
supervising attending physician be made aware. Additionally, the resident or supervising
physician should immediately contact the Chief Resident in charge of resident scheduling who
will inform the Program Director or Associate Program Director of the need for leave. If the
affected resident is on shift with another resident, all patients should be formally signed out to
the resident remaining on shift. If no other residents are working in the affected resident’s
assigned area, the patients may be signed out to a physician assistant, nurse practitioner, or
attending physician.
Once able, the resident will contact the Chief Resident in charge of resident scheduling who will
work with the Program Director or Associate Program Director to arrange for further scheduling
accommodations, if needed, and ensure the make-up of any missed clinical hours.
The resident is also encouraged to contact EAP or EHS, should there be a need for further
assistance.
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Clinical Rotations
Departmental Contacts and Liaisons
Departmental Contacts and Liaisons for Outside Clinical Rotation
ANESTHESIA
Dr. Ngugi Kinyungu
nkinyungu@northwell.edu
(631) 968-3163
SICU
Dr. Alejandro Betancourt
abetancou2@northwell.edu
(631) 390-7100
MICU
Drs. Neal Hakimi
nhakimi@northwell.edu
(631) 968-3000
Trauma
Dr. Robert Benjamin
rbenjamin5@northwell.edu
(631) 470-1460, (631) 390-7100
EMS
Dr. Brian Blaustein
BBlaustein@northwell.edu
(631) 968-3970
OB/GYN
Dr. Ashley Schiliro
ASchiliro1@northwell.edu
(631) 587-1800
Admin and Research
Drs. Debby Yanes and Daniel Frank
Dyanes1@northwell.edu, dfrank3@northwell.edu
(631) 968-3970
Pediatric Emergency
Dr. Monica Shekher-Kapoor
Medicine
Mshekher1@northwell.edu
(718) 470-7501
Toxicology
Dr. Joshua Nogar
Jnogar@northwell.edu
(718) 470-7501
NICU
Dr. Gina Murza
gmurza@northwell.edu
(516) 562-4665
Ultrasound
Dr. Nadia Baranchuk
nbaranchuk@northwell.edu
(631) 968-3970
Community ED
Dr. Lincoln Cox
(PBMC)
lcox@northwell.edu
(631) 548-6927
Orthopedics
Dr. Andrew Mastanduono
amastanduo@northwell.edu
631-968-3970
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Emergency Medicine I
PGY-I, South Shore University Hospital, 5.5 blocks
Goals:
• Provide a structured, supervised clinical experience in which EM-1 residents learn and
develop proper physical examination, assessment, patient care, and case management
techniques necessary for the proficient practice of EM
• Provide a structured, supervised clinical experience in which EM-1 residents learn and
develop knowledge in and competency with routine procedures performed in the ED
• Encourage and foster the development of a medical knowledge base necessary for the
proficient practice of EM
• Encourage the development of EM-1 resident clinical teaching skills, especially with
regard to the instruction of allopathic and osteopathic medical students, allied health care
professional students, and paramedic students
Patient Care:
• Acquire histories and perform physical examinations on patients presenting to the ED
that are appropriately directed by the chief complaints, focused, and targeted to the
presenting symptoms
• Describe how obtaining historical information from patients, associated family members,
bystanders, and prehospital care providers assists in the initial management and treatment
of patients presenting to the ED
• Describe how developing an organized and methodical system of gathering pertinent
data, including allergies, past medical/surgical/obstetrical/gynecological/psychiatric
history, social/family history, current medications, past hospitalizations, events leading
up to ED presentation, and a review of systems, assists in the generation of a diagnostic
and therapeutic management plan
• Describe clinical features (signs and symptoms) which reliably identify patients with
acute life or limb threatening injuries or illnesses
• Discuss the features which help identify which patients presenting to the ED have the
highest acuity
• Describe the indications, contraindications, and limitations of laboratory, radiographic,
and other diagnostic studies commonly performed in the ED
• Interpret radiographs, electrocardiographs, and laboratory results and their relationship to
a patient’s clinical presentation
• Select and interpret specific diagnostic interventions and subsequently perform
appropriate therapeutic maneuvers to stabilize critically ill patients
• Acquire, if possible, a final diagnosis for a patient, based on the integration of the
patient’s history, review of systems, physical examination, and laboratory, radiograph,
and other diagnostic test results

Medical Knowledge:
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Describe the etiology, presentation, pathophysiology, and treatment for the diseases that
have been encountered during this rotation, in a manner and format appropriate for level
of training
Discuss how age, family history, social history and pre-existing medical conditions
influence acute medical, surgical, and traumatic conditions seen in the ED
Describe how to assess and monitor an ED patient’s hemodynamic and respiratory status

Practice Based Learning:
• Describe what educational/professional resources are available in the ED to assist with
patient care, including, but not limited to, textbooks, computer-based programs, and
internet resources
• Demonstrate the ability to form a clinical question and use the available departmental
resources to answer that question
Interpersonal and Communication Skills:
• Demonstrate effective presentation and communication skills to assist in the succinct,
accurate, and precise transmission of pertinent clinical information to the other health
care practitioners
• Demonstrate effective and professional methods of interaction with other health care
providers working in the ED
• Demonstrate effective and professional methods of interaction with consultants working
in the ED
• Demonstrate the ability to establish rapport and a professional relationship with patients
and their families in order to maximize physician-patient information exchange, patient
involvement in the treatment plan, and patient trust in the plan of care
• Demonstrate empathy and cultural competency in interactions with patients and family
members.
• Demonstrate the ability to develop a working relationship with the ED attending
physician, EM residents, fellows, medical students, nurses, allied health care
professionals, and attending physician consultants, to maximize ED patient outcomes
• Clearly and accurately document the patient record
Professionalism:
• Describe the role of the EP as an advocate for the patient in the current medical
environment
• Discuss the ethical principles guiding management decisions, especially those concerning
the provision or withholding of medical care, confidentiality of patient information,
informed consent, and sound business practices
• Provide patient care that incorporates sensitivity to the patient's age, ethnic, and social
background and discuss how these factors may influence the plan of care
• Demonstrate honesty and integrity in all aspects of patient care and clinical
communications.
Systems Based Practice:
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Demonstrate the ability to function as an integral part of the medical, surgical, and trauma
resuscitation teams for both adult and pediatric ED patients
Describe the indications for admission and discharge of ED patients evaluated during
clinical shifts
Describe how medical, social, legal, ethical, and economic considerations may influence
the provision and delivery of health care
Demonstrate the ability to develop, clearly communicate, and execute an appropriate
discharge plan for their patients, including arrangements specifying patient care followup
Describe the role of the consultant and describe the indications for ordering a consult
Assimilate, when appropriate, recommendations obtained from a consultant into the
overall care and management plan for the ED patient

Clinical and Didactic Experience:
• While on this rotation residents are responsible for the initial evaluation of their patients,
the formulation of appropriate differential diagnoses, and the planning of appropriate
diagnostic and therapeutic regimens for these patients under the supervision of and in
conjunction with their more senior residents and the ED attending physician.
• Both commonly encountered and more rarely encountered conditions provide ample
opportunity for discussion and bedside teaching across all domains of the general and
EM-specific core competencies.
• EM residents perform or assist in any procedures done on their patients under the
supervision of the ED attending physician or attending physician consultants. Effort will
be made to actively include the residents in all resuscitations of critically ill patients in
the emergency department so as to maximize their exposure to procedures and complex
clinical decision-making.
• Residents are not assigned to clinical duties during the weekly five-hour EM resident
conferences on Wednesdays. Resident attendance at these conferences is mandatory. The
EM didactic curriculum covers in detail all of the curriculum topics mandated by the
RRC-EM for this rotation.
• When scheduling allows, EM residents may be expected to participate in in-situ,
multidisciplinary medical simulation sessions, so long as participation does not interfere
with the care and management of critically ill or injured ED patients and as long as
adherence to all RRC-EM, ACGME, and institutional duty hour regulations is
maintained.
Evaluation Process:
Several modalities are used to perform a comprehensive, valid, and reliable evaluation of
resident competence and performance during this rotation and throughout the EM-1 year. Each
of these modalities assesses resident performance and learning with regard to the ACGME
competencies. The following modalities are used in our evaluation process:
• Written examinations in EM, administered monthly
• ABEM in-service written examination, administered annually
• Written evaluations of EM residents, completed by supervising ED attendings on a shiftbasis as well as quarterly basis
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Written multi-source feedback evaluations of EM-1 residents, completed by senior
residents, ancillary staff, clerical staff and patients.
Brief standardized procedural skills evaluation checklist performed by attending
physician faculty and submitted for key procedures.
Periodic review of procedure logs and patient follow-up logs
Simulated oral board examinations, administered periodically during didactic conference
Simulated patient encounters, using high-fidelity patient simulators, administered
periodically
Attending physician written evaluations, completed during this rotation based on
performance as observed during assigned clinical shifts

The Clinical Competency Committee will curate and evaluate these evaluations every 6 months
and report them to the Program Director.
The resident will complete a standard evaluation form at the end of the rotation, asking him or
her to evaluate the supervising attending physicians on the rotation and to critique the rotation
structure and content. The resident will also have the opportunity to provide additional comments
at any of the PD’s meetings or at the annual residency program review.
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Emergency Medicine II
PGY-2, South Shore University Hospital, 8.5 blocks
Educational objectives:
During their EM rotations, residents are exposed to patients with diverse chief complaints and
presenting symptoms. Any disease state may be encountered during the evaluation, management,
and treatment of ED patients. Accordingly, any aspect of the core curriculum in EM may be
encountered during this clinical rotation. During their EM rotations, residents are expected to
develop and perfect their patient assessment, procedural, and management skills, including, but
not limited to, the following:
• Evaluation of their patients’ chief complaints
• Incorporation of prehospital care and/or triage assessments and treatment measures
initiated
• Assessment of the relative value of specific features of the history and physical
examination
• Performance of initial stabilization and resuscitation measures
• Generation of a relevant differential diagnosis
• Appropriate use and interpretation of diagnostic adjuncts
• Initiation of an appropriate treatment plan in consultation with the supervising attending
physician faculty member
• Consideration and execution of suitable placement and disposition decisions
• Performance of patient care follow up at routine, regular intervals.
• Evaluation of current literature pertinent to the care of severely injured patients.
• Integration of evidence-based information and guidelines into clinical care.
PATIENT CARE:
• Perform a problem-focused history and physical examination on patients presenting to
the ED
• Describe how obtaining historical information from patients, associated family members,
bystanders, and prehospital care providers assists in the initial management and treatment
of patients presenting to the ED
• Discuss the importance of gathering a clinical database on all patients being evaluated,
including the following information: allergies, past medical history, current medications,
past hospitalizations, ongoing medical problems, and assessment of potential pregnancy.
• Rapidly identify patients with acute life- or limb-threatening injuries or illnesses
• Initiate diagnostic interventions and performing therapeutic maneuvers in order to
stabilize critically ill patients
• Demonstrate the ability to manage the care of several patients simultaneously
• Demonstrate the ability to appropriately triage the allocation of medical care to patients
presenting to the ED based on the acuity and complexity of the presenting chief
complaint and the instability of the patient’s condition
• Interpret radiographs, electrocardiographs, and laboratory results and their relationship to
a patient’s clinical presentation
• Describe the indications, contraindications, and limitations of laboratory, radiographic,
and other diagnostic studies commonly performed in the ED
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Interpret radiographs, electrocardiographs, and laboratory results and their relationship to
a patient’s clinical presentation
Select and interpret specific diagnostic interventions and subsequently perform
appropriate therapeutic maneuvers to stabilize critically ill patients
Determine, if possible, the final diagnosis for a patient, based on the integration of the
patient’s history, review of systems, physical examination, and laboratory, radiograph,
and other diagnostic test results
Demonstrate level-appropriate proficiency and competency with the procedures
fundamental to emergency medicine

MEDICAL KNOWLEDGE:
• Describe the etiology, presentation, pathophysiology, and treatment for the diseases that
have been encountered during this rotation, in a manner and format appropriate for level
of training
• Describe how age, family history, social history and pre-existing medical conditions
influence acute medical, surgical, and traumatic conditions seen in the ED
• Demonstrate familiarity with clinical and technical methods for assessing and monitoring
hemodynamic and respiratory status
PRACTICE-BASED LEARNING AND IMPROVEMENT:
• Describe the educational resources available in the ED, including, but not limited to,
textbooks, computer-based programs, and internet resources
• Demonstrate the ability to form a clinical question and use the available departmental
resources to answer that question
• Demonstrate an active role in the supervision and teaching of medical students and junior
residents
INTERPERSONAL AND COMMUNICATION SKILLS:
• Develop effective presentation and communication skills to assist in the succinct,
accurate, and precise transmission of pertinent clinical information to the other health
care practitioners
• Develop and learn effective and professional methods of interaction with other health
care providers working in the ED
• Develop and learn effective and professional methods of interaction with consultants
working in the ED
• Develop a professional relationship with patients and their families in order to maximize
physician-patient information exchange, patient involvement in the treatment plan, and
patient trust in the plan of care
• Demonstrate empathy and cultural competency in interactions with patients and family
members.
• Develop a working relationship with residents, fellows, medical students, nurses, allied
health care professionals, and attending physicians in other specialties and subspecialties
within the house of medicine
• Clearly and accurately document the patient record
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PROFESSIONALISM:
• Describe the role of the emergency physician as an advocate for the patient in the current
medical environment
• Describe the ethical principles guiding management decisions, especially those
concerning goals of care, the provision or withholding of medical care, confidentiality of
patient information, informed consent, and sound business practices
• Provide patient care that incorporates sensitivity to the patient's age, ethnic, and social
background, and describe how these factors may influence the plan of care
• Demonstrate honesty and integrity in all aspects of patient care and clinical
communications.
SYSTEMS-BASED PRACTICE:
• Function as an integral part of the medical, surgical, and trauma resuscitation teams for
both adult and pediatric ED patients
• Discuss the indications for admission and discharge of ED patients
• Describe how medical, social, legal, ethical, and economic considerations may influence
the provision and delivery of health care
• Develop, clearly communicate, and execute an appropriate discharge plan for their
patients, including arrangements specifying patient care follow-up
• Describe the role of the consultant and understand the indications for ordering a consult
• Demonstrate how to integrate recommendations obtained from a consultant with the
overall care and management plan for the critically ill patient
• Develop and demonstrate clinical teaching skills including the ability to hear and
critically appraise presentations and guide junior residents and medical students through
basic EM procedures.
Evaluation Process:
Several modalities are used to perform a comprehensive, valid, and reliable evaluation of
resident competence and performance during this rotation and throughout the EM-2 year. Each
of these modalities assesses resident performance and learning with regard to the ACGME
competencies. The following modalities are used in our evaluation process:
• Written examinations in EM, administered monthly
• ABEM in-service written examination, administered annually
• Written evaluations of EM residents, completed by supervising ED attendings on a shiftbasis as well as quarterly basis
• Written multi-source feedback evaluations of EM-1 residents, completed by senior
residents, ancillary staff, clerical staff and patients.
• Brief standardized procedural skills evaluation checklist performed by attending
physician faculty and submitted for key procedures.
• Periodic review of procedure logs and patient follow-up logs
• Simulated oral board examinations, administered periodically during didactic conference
• Simulated patient encounters, using high-fidelity patient simulators, administered
periodically
• Attending physician written evaluations, completed during this rotation based on
performance as observed during assigned clinical shifts
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The Clinical Competency Committee will curate and evaluate these evaluations every 6 months
and report them to the Program Director.
The resident will complete a standard evaluation form at the end of the rotation, asking him or
her to evaluate the supervising attending physicians on the rotation and to critique the rotation
structure and content. The resident will also have the opportunity to provide additional comments
at any of the PD’s meetings or at the annual residency program review.
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Emergency Medicine III
PGY-3, South Shore University Hospital, 7.5 blocks
Goals:
• Provide a structured, supervised clinical experience in which EM-3 residents learn and
develop proper physical examination, assessment, patient care, and case management
techniques necessary for the proficient practice of EM
• Provide a structured, supervised clinical experience in which EM-3 residents learn and
further develop knowledge in and competency with routine and uncommon procedures
performed in the ED
• Provide a structured, supervised clinical experience in which EM-3 resident’s direct
emergent medical, surgical, pediatric, and traumatic resuscitations
• Provide a structured, supervised clinical experience in which EM-3 residents develop the
skills necessary for the efficient yet thorough evaluation of multiple patients presenting
simultaneously in the ED
• Encourage and foster the development of a more sophisticated knowledge base necessary
for the proficient practice of EM, including current advances in medical knowledge and
practice supported by the scientific literature
• Encourage the development of EM-3 resident clinical teaching skills, especially with
regard to the instruction of junior EM residents, allopathic and osteopathic medical
students, allied health care professional students, and paramedic students
PATIENT CARE:
• Perform a problem-focused history and physical examination on patients presenting to
the ED
• Describe how obtaining historical information from patients, associated family members,
bystanders, and prehospital care providers assists in the initial management and treatment
of patients presenting to the ED
• Describe the importance of gathering a clinical database on all patients being evaluated,
including the following information: allergies, past medical history, current medications,
past hospitalizations, ongoing medical problems, and assessment of potential pregnancy.
• Rapidly identify patients with acute life- or limb-threatening injuries or illnesses
• Initiate diagnostic interventions and performing therapeutic maneuvers in order to
stabilize critically ill patients
• Manage the care of several patients simultaneously
• Appropriately triage the allocation of medical care to patients presenting to the ED based
on the acuity and complexity of the presenting chief complaint and the instability of the
patient’s condition
• Interpret radiographs, electrocardiographs, and laboratory results and their relationship to
a patient’s clinical presentation
• Describe the indications, contraindications, and limitations of laboratory, radiographic,
and other diagnostic studies commonly performed in the ED
• Interpret radiographs, electrocardiographs, and laboratory results and their relationship to
a patient’s clinical presentation
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Select and interpret specific diagnostic interventions and subsequently perform
appropriate therapeutic maneuvers to stabilize critically ill patients
• Acquire, if possible, a final diagnosis for a patient, based on the integration of the
patient’s history, review of systems, physical examination, and laboratory, radiograph,
and other diagnostic test results
• Demonstrate proficiency with all procedures taught and learned through the first two
years of EM rotations
• Demonstrate level-appropriate proficiency and competency with the procedures
fundamental to EM
• Teach medical students and junior EM residents procedures as dictated by their levels
and abilities
• Evaluate and treat all patients and bring their management to disposition with only
confirmatory supervision from the attending physician faculty members
MEDICAL KNOWLEDGE:
• Describe the etiology, presentation, pathophysiology, and treatment for the diseases that
have been encountered during this rotation, in a manner and format appropriate for level
of training
• Describe how age, family history, social history and pre-existing medical conditions
influence acute medical, surgical, and traumatic conditions seen in the ED
• Demonstrate familiarity with clinical and technical methods for assessing and monitoring
hemodynamic and respiratory status
PRACTICE-BASED LEARNING AND IMPROVEMENT:
• Demonstrate familiarity with the educational resources available in the ED, including, but
not limited to, textbooks, computer-based programs, and internet resources
• Demonstrate the ability to form a clinical question and use the available departmental
resources to answer that question
• Supervise the clinical and educational experience of the medical students, junior EM
residents, and other residents on their team and take an active role in the didactic
component of their EM rotation
INTERPERSONAL AND COMMUNICATION SKILLS:
• Demonstrate effective presentation and communication skills to assist in the succinct,
accurate, and precise transmission of pertinent clinical information to the other health
care practitioners
• Demonstrate effective and professional methods of interaction with other health care
providers working in the ED
• Demonstrate effective and professional methods of interaction with consultants working
in the ED
• Direct and/or supervise the resuscitation of all patients presenting to the ED requiring
medical, surgical, trauma, or pediatric resuscitation
• Manage differences of opinion concerning patient management and disposition between
various services in an educated, professional, and conclusive manner

Page 76 of 149

•
•
•
•
•

Function effectively as the administrative attending physician of the ED and, under
supervision of the ED attending physician faculty member, address and attempt to resolve
any conflicts or problems arising in the department
Demonstrate the ability to develop a professional relationship with patients and their
families in order to maximize physician-patient information exchange, patient
involvement in the treatment plan, and patient trust in the plan of care
Demonstrate empathy and cultural competency in interactions with patients and family
members.
Demonstrate the ability to develop a working relationship with residents, fellows,
medical students, nurses, allied health care professionals, and attending physicians in
other specialties and subspecialties within the house of medicine
Clearly and accurately document the patient record

PROFESSIONALISM:
• Describe the role of the emergency physician as an advocate for the patient in the current
medical environment
• Describe the ethical principles guiding management decisions, especially those
concerning the provision or withholding of medical care, confidentiality of patient
information, informed consent, and sound business practices
• Provide patient care that incorporates sensitivity to the patient's age, ethnic, and social
background and understand how these factors may influence the plan of care
• Demonstrate honesty and integrity in all aspects of patient care and clinical
communications.
SYSTEMS-BASED PRACTICE:
• Function as an integral part of the medical, surgical, and trauma resuscitation teams for
both adult and pediatric ED patients
• Describe the indications for admission and discharge of ED patients
• Describe how medical, social, legal, ethical, and economic considerations may influence
the provision and delivery of health care
• Demonstrate the ability to develop, clearly communicate, and execute an appropriate
discharge plan for their patients, including arrangements specifying patient care followup
• Understand the role of the consultant and understand the indications for ordering a
consult
• Describe how to integrate recommendations obtained from a consultant with the overall
care and management plan for the critically ill patient
• Effectively triage patients who present to the ED
• Manage the entire ED (or section thereof) and learn how to allocate the department staff
members and other resources in an efficient manner to expedite patient assessment,
management, and transit through the ED
• Demonstrate a thorough knowledge of the local, state, federal, and hospital policies
governing the function of an ED and use these to resolve related issues which arise while
working in the ED
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Demonstrate the ability to appropriately assess patients transfers to and from the
institution and make appropriate arrangements in accordance with federal law and
hospital policy
Develop and demonstrate clinical teaching skills including the ability to hear and
critically appraise presentations and guide junior residents and medical students through
basic EM procedures.

Evaluation Process:
Several modalities are used to perform a comprehensive, valid, and reliable evaluation of
resident competence and performance during this rotation and throughout the EM-2 year. Each
of these modalities assesses resident performance and learning with regard to the ACGME
competencies. The following modalities are used in our evaluation process:
• Written examinations in EM, administered monthly
• ABEM in-service written examination, administered annually
• Written evaluations of EM residents, completed by supervising ED attendings on a shiftbasis as well as quarterly basis
• Written multi-source feedback evaluations of EM-1 residents, completed by senior
residents, ancillary staff, clerical staff and patients.
• Brief standardized procedural skills evaluation checklist performed by attending
physician faculty and submitted for key procedures.
• Periodic review of procedure logs and patient follow-up logs
• Simulated oral board examinations, administered periodically during didactic conference
• Simulated patient encounters, using high-fidelity patient simulators, administered
periodically
• Attending physician written evaluations, completed during this rotation based on
performance as observed during assigned clinical shifts
The Clinical Competency Committee will curate and evaluate these evaluations every 6 months
and report them to the Program Director.
The resident will complete a standard evaluation form at the end of the rotation, asking him or
her to evaluate the supervising attending physicians on the rotation and to critique the rotation
structure and content. The resident will also have the opportunity to provide additional comments
at any of the PD’s meetings or at the annual residency program review.
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Community Emergency Medicine - Peconic Bay Medical Center - 1 Block, PGY 3
Peconic Bay Medical Center (PBMC) offers a unique clinical experience for the rotating
emergency medicine resident. Located in Riverhead, New York, the hospital’s surrounding
community is very diverse and patients represent the entire socioeconomic spectrum.
The emergency department and hospital are smaller than our primary site with different
resources and capabilities. The emergency department sees approximately 36,000 patients per
year with 24 ED beds (compared to our primary site that sees approximately 76,000 patients per
year with 75 ED beds). Approximately 11% of patient visits are under 18 years of age. For both
adults and children, the resident will learn to coordinate care directly with patients’ primary care
physicians in the community.
They will be exposed to a high level of acuity with >20% of ED patients requiring hospital
admission. For the most critically ill patients, owing to the subspecialties available at PBMC,
many patients will require emergent stabilization and subsequent transfer to our primary site.
This affords the resident a unique opportunity to become facile with the transfer process and
better appreciate the nuances of patient transfer by working at both “sending” and “receiving”
facilities.
The emergency department teaching faculty are all experienced with resident education. Many of
them have years of experience teaching and supervising residents at both PBMC and other area
university hospitals.
Goals:
• Provide a structured, supervised clinical experience in which EM-3 residents learn and
develop proper physical examination, assessment, patient care, and case management
techniques necessary for the proficient practice of EM
• Provide a structured, supervised clinical experience in which EM-3 residents learn and
further develop knowledge in and competency with routine and uncommon procedures
performed in the ED
• Provide a structured, supervised clinical experience in which EM-3 resident’s direct
emergent medical, surgical, pediatric, and traumatic resuscitations
• Provide a structured, supervised clinical experience in which EM-3 residents develop the
skills necessary for the efficient yet thorough evaluation of multiple patients presenting
simultaneously in the ED
• Encourage and foster the development of a more sophisticated knowledge base necessary
for the proficient practice of EM, including current advances in medical knowledge and
practice supported by the scientific literature
• Encourage the development of EM-3 resident clinical teaching skills, especially with
regard to the instruction of junior EM residents, allopathic and osteopathic medical
students, allied health care professional students, and paramedic students
PATIENT CARE:
• Perform a problem-focused history and physical examination on patients presenting to
the ED
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Rapidly identify patients with acute life- or limb-threatening injuries or illnesses
Initiate diagnostic interventions and performing therapeutic maneuvers in order to
stabilize critically ill patients
Manage the care of several patients simultaneously
Appropriately triage the allocation of medical care to patients presenting to the ED based
on the acuity and complexity of the presenting chief complaint and the instability of the
patient’s condition
Interpret radiographs, electrocardiographs, and laboratory results and their relationship to
a patient’s clinical presentation
Describe the indications, contraindications, and limitations of laboratory, radiographic,
and other diagnostic studies commonly performed in the ED
Acquire, if possible, a final diagnosis for a patient, based on the integration of the
patient’s history, review of systems, physical examination, and laboratory, radiograph,
and other diagnostic test results
Demonstrate level-appropriate proficiency and competency with the procedures
fundamental to EM
Teach medical students and junior EM residents procedures as dictated by their levels
and abilities
Evaluate and treat all patients and bring their management to disposition with only
confirmatory supervision from the attending physician faculty members
Recognize the need for and demonstrate the ability to transfer patients to a higher level of
care

MEDICAL KNOWLEDGE:
• Describe the etiology, presentation, pathophysiology, and treatment for the diseases that
have been encountered during this rotation, in a manner and format appropriate for level
of training
• Describe how age, family history, social history and pre-existing medical conditions
influence acute medical, surgical, and traumatic conditions seen in the ED
• Demonstrate familiarity with clinical and technical methods for assessing and monitoring
hemodynamic and respiratory status
• Describe the nature of various clinical conditions that require transfer to a higher level of
care, based on the capabilities and resources of the facility
PRACTICE-BASED LEARNING AND IMPROVEMENT:
• Demonstrate familiarity with the educational resources available in the ED, including, but
not limited to, textbooks, computer-based programs, and internet resources
• Demonstrate the ability to form a clinical question and use the available departmental
resources to answer that question
• Supervise the clinical and educational experience of the medical students, junior EM
residents, and other residents on their team and take an active role in the didactic
component of their EM rotation
INTERPERSONAL AND COMMUNICATION SKILLS:
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Demonstrate effective presentation and communication skills to assist in the succinct,
accurate, and precise transmission of pertinent clinical information to the other health
care practitioners
Demonstrate effective and professional methods of interaction with consultants and other
health care providers working in the ED
Direct and/or supervise the resuscitation of all patients presenting to the ED requiring
medical, surgical, trauma, or pediatric resuscitation
Manage differences of opinion concerning patient management and disposition between
various services in an educated, professional, and conclusive manner
Demonstrate the ability to develop a professional relationship with patients and their
families in order to maximize physician-patient information exchange, patient
involvement in the treatment plan, and patient trust in the plan of care
Demonstrate empathy and cultural competency in interactions with patients and family
members.
Clearly and accurately document the patient record

PROFESSIONALISM:
• Describe the role of the emergency physician as an advocate for the patient in the current
medical environment
• Describe the ethical principles guiding management decisions, especially those
concerning the provision or withholding of medical care, confidentiality of patient
information, informed consent, and sound business practices
• Provide patient care that incorporates sensitivity to the patient's age, ethnic, and social
background and understand how these factors may influence the plan of care
• Demonstrate honesty and integrity in all aspects of patient care and clinical
communications.
SYSTEMS-BASED PRACTICE:
• Function as an integral part of the medical, surgical, and trauma resuscitation teams for
both adult and pediatric ED patients
• Describe the indications for admission and discharge of ED patients
• Describe how medical, social, legal, ethical, and economic considerations may influence
the provision and delivery of health care
• Demonstrate the ability to develop, clearly communicate, and execute an appropriate
discharge plan for their patients, including arrangements specifying patient care followup
• Understand the role of the consultant and understand the indications for ordering a
consult
• Describe how to integrate recommendations obtained from a consultant with the overall
care and management plan for the critically ill patient
• Effectively triage patients who present to the ED
• Demonstrate a thorough knowledge of the local, state, federal, and hospital policies
governing the function of an ED and use these to resolve related issues which arise while
working in the ED
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Demonstrate the ability to appropriately assess patients’ transfers to and from the
institution and make appropriate arrangements in accordance with law and hospital policy
Develop and demonstrate clinical teaching skills including the ability to hear and
critically appraise presentations and guide junior residents and medical students through
basic EM procedures.

Evaluation Process:
Several modalities are used to perform a comprehensive, valid, and reliable evaluation of
resident competence and performance during this rotation and throughout the EM-2 year. Each
of these modalities assesses resident performance and learning with regard to the ACGME
competencies. The following modalities are used in our evaluation process:
• Written examinations in EM, administered monthly
• ABEM in-service written examination, administered annually
• Written evaluations of EM residents, completed by supervising ED attendings on a shiftbasis as well as quarterly basis
• Written multi-source feedback evaluations of EM residents, completed by senior
residents, ancillary staff, clerical staff and patients.
• Brief standardized procedural skills evaluation checklist performed by attending
physician faculty and submitted for key procedures.
• Periodic review of procedure logs and patient follow-up logs
• Simulated oral board examinations, administered periodically during didactic conference
• Simulated patient encounters, using high-fidelity patient simulators, administered
periodically
The Clinical Competency Committee will curate and evaluate these evaluations every 6 months
and report them to the Program Director.
The resident will complete a standard evaluation form at the end of the rotation, asking him or
her to evaluate the supervising attending physicians on the rotation and to critique the rotation
structure and content. The resident will also have the opportunity to provide additional comments
at any of the PD’s meetings or at the annual residency program review.
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Surgical Intensive Care Unit – 1 Month PGY-1, South Shore University Hospital
During the rotation the resident will function fully as a member of the SICU team caring for
patients in the SICU, and by the end of the rotation should be able to:
Patient Care:
• Demonstrate ability to rapidly perform history and physical exams in critically injured
patients.
• Demonstrate the ability to perform the following procedures: endotracheal and
nasotracheal intubations, cricothyrotomy, chest tube thoracostomy, central intravenous
placement, Swan-Ganz placement, transvenous cardiac pacing, arterial line placement,
ABG, and foley catheterization.
• Demonstrate the ability to manage a patient on a ventilator.
• Demonstrate appropriate judgment in the management of critically traumatized patients.
• Demonstrate appropriate prioritization of diagnostic and therapeutic interventions in
critically traumatized patients.
• Demonstrate an understanding of the appropriate use of consultants in critically
traumatized patients.
• Demonstrate an understanding of the ethical and legal principles applicable to the care of
the critically injured patients.
• Demonstrate ability to rapidly and thoroughly assess victims of major and minor trauma.
• Demonstrate ability to establish priorities in the initial management of victims of lifethreatening trauma.
• Demonstrate ability to manage fluid resuscitation of trauma victims.
• Demonstrate ability to manage the airway of trauma victims.
• Demonstrate ability to use and interpret imaging modalities in the evaluation of trauma
patients.
• Demonstrate ability to arrange appropriate consultation and disposition of trauma patients
• Demonstrate ability to direct pediatric trauma resuscitations.
• Demonstrate ability to direct geriatric trauma resuscitations.
• Demonstrate ability to diagnose and manage tendon injuries.
• Demonstrate ability to manage amputation injuries and discuss the potential for reimplantation.
• Demonstrate the ability to manage the acutely burned patient, including minor and major
injuries.
• Demonstrate the ability to diagnose and treat smoke inhalation.
• Demonstrate the ability to assess and manage facial trauma
• Demonstrate the ability to evaluate and manage anterior neck injuries.
• Demonstrate the ability to assess and management penetrating and blunt chest trauma.
• Demonstrate the ability to evaluate and manage blunt and penetrating abdominal trauma.
• Demonstrate the ability to diagnose and treat pelvic fractures.
Medical Knowledge:
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Describe the dosages, indications, and contraindications of pharmacologic interventions
for shock, cardiac failure, dysrhythmias, sepsis, trauma, toxins, respiratory failure,
hepatic failure, renal failure, and neurologic illnesses.
Describe the etiologies, hemodynamic issues, and complications of septic, hypovolemic,
neurogenic, cardiogenic, and immunologic shock.
Discuss and interpret data from ECG monitors, cardiac outputs, hemodynamic
monitoring, pulse oximetry, end tidal CO2 monitors and respirators.
Demonstrate appropriate judgment in the management of critically ill patients.
Discuss the definitive care of the trauma victims, including operative, post-operative and
rehabilitative phases of care.
Discuss the importance of mechanism of injury in the evaluation and treatment of the
trauma victim.
Discuss the diagnosis and management of compartment syndrome.
Discuss the diagnosis and management of urogenital injuries.
Discuss principle of disaster management and participate in disaster drills.
Discuss the role of pre-hospital systems in the management of trauma patients.
Discuss factors unique to the evaluation and management of pediatric trauma.
Discuss factors unique to the evaluation and management of geriatric trauma.
Discuss factors unique to the evaluation and management of trauma in pregnancy.
Discuss the evaluation and management of spinal cord injuries.

Practice Based Learning:
• Demonstrate ability to obtain and appraise medical literature applicable to surgical
intensive care patients
Interpersonal and Communication Skills:
• Create and sustain a therapeutic and ethically sound relationship with patients
• Use effective listening skills and elicit and provide information using effective nonverbal,
explanatory, questioning, and writing skills
• Work effectively with others as a member or leader of a health care team
• Demonstrate an understanding of the appropriate use of consultants in critically ill
patients.
• Demonstrate ability to obtain and appraise medical literature applicable to trauma.
Professionalism:
• Demonstrate respect, compassion, and integrity
• Demonstrate a commitment to ethical principles pertaining to provision or withholding of
clinical care, confidentiality of patient information, informed consent, and business
practices
• Demonstrate sensitivity and responsiveness to patients’ culture, age, gender, and
disabilities
Systems Based Practice:
• Function as an integral part of the SICU and trauma resuscitation team.
• Understand the role of the SICU consult in the emergency department.
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Be familiar with indications for admission to the SICU.
Understand the basic resources available for the care of the SICU patient.
Be familiar with the goals of SICU treatment and appropriate criteria for discharge to a
lower level of care.

Resident Clinical and Didactic Experience:
In order to accomplishment these objectives, the Emergency Medicine resident will:
• Attend and participate in daily SICU teaching rounds
• Attend all didactic conferences given by the SICU during the rotation
• Evaluate and manage patients under the supervision of SICU faculty and fellows.
Progressive patient care responsibilities are at the discretion of the SICU faculty
based on the resident’s clinical experience, didactic knowledge, psychomotor
skills, and procedural abilities.
• Perform procedures under faculty supervision commensurate with level of
training and skill.
Evaluation Process:
• Written evaluations will be completed by the supervising faculty member following the
completion of the rotation. These evaluations are available for resident review.
• Any problems which occur during the rotation or any circumstance which interfere with
the resident’s successful completion of a rotation are immediately communicated by the
supervising faculty to the program director. This is brought to the attention of the resident
and an appropriate course of action is discussed.
• The resident will complete a rotation evaluation form at the end of each rotation which is
forwarded to the Program Director for review and action.
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Medical Intensive Care Unit – PGY2 – 1 Month, South Shore University Hospital
During the rotation the resident will function fully as a member of the MICU team caring for
patients in the MICU, and by the end of the rotation should be able to:
Patient Care:
• Perform the initial evaluation, stabilization and definitive management of critically ill
patients.
• Perform a rapid and focused history and physical exam on all critically ill patients
• Rapidly synthesize patient histories, current medications, past hospitalizations, and
ongoing medical problems to further aid in the care of the critically ill
• Effectively manage the care of multiple critically ill patients concurrently
• Manage a patient on mechanical ventilation
• Demonstrate proficiency in the following bedside procedures, including indications,
contraindications, maintenance, and interpretation of their results:
o Endotracheal intubation
o Needle and tube thoracostomy
o Central venous catheter placement
o Arterial line placement and ABG sampling
o Transcutaneous and transvenous cardiac pacing
Medical Knowledge:
• Describe the dosages, indications, and contraindications of pharmacologic interventions
for shock, cardiac failure, dysrhythmias, sepsis, trauma, toxins, respiratory failure,
hepatic failure, renal failure, and neurologic illnesses.
• Describe the etiologies, hemodynamic issues, and complications of septic, hypovolemic,
neurogenic, cardiogenic, and obstructive shock.
• Discuss and interpret data from ECG monitors, hemodynamic monitors, pulse oximetry,
end tidal CO2 monitors, and ventilators.
Practice Based Learning:
• Demonstrate ability to obtain and appraise medical literature applicable to the
management and treatment of critically ill patients.
Interpersonal and Communication Skills:
• Demonstrate appropriate use of consultants in the management of critically ill patients.
• Present pertinent information to supervising faculty succinctly and accurately.
• Develop good working relationships with all members of the patient care team.
Professionalism:
• Demonstrate the ability to clearly and accurately document in the patient record.
• Demonstrate respect, compassion, and integrity to all patients, family members, and team
members.
Systems Based Practice:
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Function as an integral part of the MICU and medical resuscitation team.
Understand the role of the MICU consult in the emergency department.
Be familiar with indications for admission to the MICU.
Understand the basic resources available for the care of the MICU patient.
Be familiar with the goals of MICU treatment and appropriate criteria for discharge to a
lower level of care.

Resident Clinical and Didactic Experience:
In order to accomplishment these objectives, the Emergency Medicine resident will:
• Attend and participate in daily MICU teaching rounds
• Attend all didactic conferences given by the MICU during the rotation
• Evaluate and manage patients under the supervision of Medical ICU faculty and
fellows. Progressive patient care responsibilities are at the discretion of the
Medical ICU faculty based on the resident’s clinical experience, didactic
knowledge, psychomotor skills, and procedural abilities.
• Perform procedures under faculty supervision commensurate with level of
training and skill.
• Complete reading assignments and literature as determined by the supervising
faculty of the MICU; these readings will be updated periodically, and will include
introductions to such critical care topics as:
o Shock
o Approach to respiratory failure
o Mechanical ventilation
o Vasopressors
o Pancreatitis
o GI Bleeding
o Nutrition
o ARDS
o Sepsis
o Stroke
o Cardiac Arrest
o Acid/Base
o Palliative Care
o Delirium

Evaluation Process:
• Written evaluations will be completed by the supervising faculty member following the
completion of the rotation. These evaluations are available for resident review.
• Any problems which occur during the rotation or any circumstance which interfere with
the resident’s successful completion of a rotation are immediately communicated by the
supervising faculty to the program director. This is brought to the attention of the resident
and an appropriate course of action is discussed.
• The resident will complete a rotation evaluation form at the end of each rotation which is
forwarded to the Program Director for review and action.
Page 87 of 149

Medical Intensive Care Unit – PGY3 – 1 Month, South Shore University Hospital
During the rotation the resident will function fully as a member of the MICU team caring for
patients in the MICU, and by the end of the rotation should be able to:
Patient Care:
• Perform the initial evaluation, stabilization and definitive management of critically ill
patients.
• Recognize when a patient may be downgraded from ICU
• Recognize when ongoing care, treatment, or intervention may be futile and coordinate
with family, nursing, palliative care, ethics, social work, organ donation and any other
necessary service to achieve appropriate patient outcomes
• Perform a rapid and focused history and physical exam on all critically ill patients
• Rapidly synthesize patient histories, current medications, past hospitalizations, and
ongoing medical problems to further aid in the care of the critically ill
• Effectively manage the care of multiple critically ill patients concurrently
• Manage a patient on mechanical ventilation
• Demonstrate ability to appropriately wean a patient from mechanical ventilation and
extubate if possible
• Demonstrate proficiency in the following bedside procedures, including indications,
contraindications, maintenance, and interpretation of their results:
o Endotracheal intubation
o Needle and tube thoracostomy
o Central venous catheter placement
o Arterial line placement and ABG sampling
o Transcutaneous and transvenous cardiac pacing
• Teach and assist others to develop proficiency with the above listed procedures
Medical Knowledge:
• Describe the dosages, indications, and contraindications of pharmacologic interventions
for shock, cardiac failure, dysrhythmias, sepsis, trauma, toxins, respiratory failure,
hepatic failure, renal failure, and neurologic illnesses.
• Describe the etiologies, hemodynamic issues, and complications of septic, hypovolemic,
neurogenic, cardiogenic, and obstructive shock.
• Discuss and interpret data from ECG monitors, hemodynamic monitors, pulse oximetry,
end tidal CO2 monitors, and ventilators.
Practice Based Learning:
• Demonstrate ability to obtain and appraise medical literature applicable to the
management and treatment of critically ill patients.
• Develop ability to form clinical questions and use the available resources to resolve
patient care management issues
• Facilitate Junior staff member’s exposure to commonly referenced medical literate and
basis for standards of care
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Interpersonal and Communication Skills:
• Demonstrate appropriate use of consultants in the management of critically ill patients.
• Present pertinent information to supervising faculty succinctly and accurately.
• Develop good working relationships with all members of the patient care team.
• Develop an effective method of supervising and educating junior staff members that are
part of the critical care team to maximize quality of care
Professionalism:
• Demonstrate the ability to clearly and accurately document in the patient record.
• Demonstrate respect, compassion, and integrity to all patients, family members, and team
members.
• Understand and implement the role of the physician as an advocate for the patient in the
current medical environment
• Provide support and information to the families of critical care patients in an honest and
professional manner.
Systems Based Practice:
• Function as an integral part of the MICU and medical resuscitation team.
• Understand the role of the MICU consult in the emergency department.
• Learn how to integrate recommendations from a consultant with the overall care and
management plan for the critically ill patient
• Be familiar with indications for admission to the MICU.
• Understand the basic resources available for the care of the MICU patient.
• Be familiar with the goals of MICU treatment and appropriate criteria for discharge to a
lower level of care.
Resident Clinical and Didactic Experience:
In order to accomplishment these objectives, the Emergency Medicine resident will:
• Attend and participate in daily MICU teaching rounds
• Attend all didactic conferences given by the MICU during the rotation
• Evaluate and manage patients under the supervision of Medical ICU faculty and
fellows. Progressive patient care responsibilities are at the discretion of the
Medical ICU faculty based on the resident’s clinical experience, didactic
knowledge, psychomotor skills, and procedural abilities.
• Perform procedures under faculty supervision commensurate with level of
training and skill.
• Complete reading assignments and literature as determined by the supervising
faculty of the MICU; these readings will be updated periodically, and will include
introductions to such critical care topics as:
o Shock
o Approach to respiratory failure
o Mechanical ventilation
o Vasopressors
o Pancreatitis
o GI Bleeding
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Nutrition
ARDS
Sepsis
Stroke
Cardiac Arrest
Acid/Base
Palliative Care
Delirium

Evaluation Process:
• Written evaluations will be completed by the supervising faculty member following the
completion of the rotation. These evaluations are available for resident review.
• Any problems which occur during the rotation or any circumstance which interfere with
the resident’s successful completion of a rotation are immediately communicated by the
supervising faculty to the program director. This is brought to the attention of the resident
and an appropriate course of action is discussed.
• The resident will complete a rotation evaluation form at the end of each rotation which is
forwarded to the Program Director for review and action.
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Trauma – 1 month, PGY-1, South Shore University Hospital
The educational objectives for the Emergency Medicine resident while in the Trauma rotation
are as follows:
Patient Care:
• Demonstrate ability to rapidly and thoroughly assess victims of major and minor trauma.
• Demonstrate ability to establish priorities in the initial management of victims of lifethreatening trauma.
• Demonstrate ability to manage fluid resuscitation of trauma victims.
• Demonstrate ability to manage the airway of trauma victims.
• Demonstrate ability to perform the following procedures: oral and nasogastric
intubation; insertion of large bore peripheral and central venous lines, insertion of arterial
lines, tube thoracostomy, local wound exploration, vessel ligation, repair of simple and
complex lacerations, splinting of extremity fractures and reduction and immobilization of
joint dislocations, cricothyroidotomy; resuscitative thoracotomy.
• Demonstrate ability to interpret radiographs on trauma patients, including chest, cervical,
thoracic and lumbar spine, pelvic and extremity films.
• Demonstrate ability to calculate the Glasgow Come Score and discuss its role in the
evaluation and treatment of head injured patients.
• Demonstrate ability to use spine immobilization techniques in trauma victims.
• Demonstrate ability to diagnose and manage trauma victims with extremity fractures,
dislocations and subluxations.
• Demonstrate ability to manage soft tissue injuries including lacerations, avulsions and
high-pressure injection injuries.
• Demonstrate appropriate use of analgesics and sedatives in trauma patients.
• Demonstrate appropriate use of antibiotics in trauma patients.
• Demonstrate ability to direct a trauma team during complex resuscitations.
• Demonstrate ability to coordinate consultants involved in the care of multiple trauma
patients.
• Demonstrate ability to use and interpret imaging modalities in the evaluation of trauma
patients.
• Demonstrate ability to arrange appropriate consultation and disposition of trauma
patients.
• Demonstrate ability of direct the care of trauma victims in the pre-hospital setting.
• Demonstrate ability to direct pediatric trauma resuscitations.
• Demonstrate ability to direct geriatric trauma resuscitations.
• Demonstrate ability to diagnose and manage tendon injuries.
• Demonstrate ability to manage amputation injuries and discuss the potential for reimplantation.
• Demonstrate the ability to manage the acutely burned patient, including minor and major
injuries.
• Demonstrate the ability to diagnose and treat smoke inhalation.
• Demonstrate the ability to assess and manage facial trauma
• Demonstrate the ability to evaluate and manage anterior neck injuries.
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Demonstrate the ability to assess and management penetrating and blunt chest trauma.
Demonstrate the ability to evaluate and manage blunt and penetrating abdominal trauma.
Demonstrate the ability to diagnose and treat pelvic fractures.

Medical Knowledge:
• Discuss the definitive care of the trauma victims, including operative, post-operative and
rehabilitative phases of care.
• Discuss the importance of mechanism of injury in the evaluation and treatment of the
trauma victim.
• Discuss the diagnosis and management of compartment syndrome.
• Discuss the diagnosis and management of urogenital injuries.
• Discuss principle of disaster management and participate in disaster drills.
• Discuss the role of pre-hospital systems in the management of trauma patients.
• Discuss factors unique to the evaluation and management of pediatric trauma.
• Discuss factors unique to the evaluation and management of geriatric trauma.
• Discuss factors unique to the evaluation and management of trauma in pregnancy.
• Discuss the evaluation and management of spinal cord injuries.
Practice Based Learning and Improvement:
• Demonstrate ability to obtain and appraise medical literature applicable to trauma.
Interpersonal and Communication Skills:
• Create and sustain a therapeutic and ethically sound relationship with patients
• Use effective listening skills and elicit and provide information using effective nonverbal,
explanatory, questioning, and writing skills
• Work effectively with others as a member or leader of a health care team
Professionalism:
• Demonstrate respect, compassion, and integrity
• Demonstrate a commitment to ethical principles pertaining to provision or withholding of
clinical care, confidentiality of patient information, informed consent, and business
practices
• Demonstrate sensitivity and responsiveness to patients’ culture, age, gender, and
disabilities
Systems-Based Practice:
• Understand how trauma care affect other health care professionals, the health care
organization, and the larger society and how these elements of the system affect their
practice of Emergency Medicine
The Emergency Medicine resident will accomplish these objectives in the following manner:
• Attend and participate in daily Trauma teaching rounds
• Attend all conferences given by the Trauma Service while on rotation.
• Evaluate and manage patients under the supervision of Trauma faculty and senior
residents. Progressive patient care responsibilities are at the discretion of the Trauma
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faculty based on the resident’s clinical experiences, didactic knowledge, psychomotor
skills, procedural abilities and credentialing.
Discuss and interpret results of all ancillary testing with supervisory faculty.
Perform procedures under faculty supervision commensurate with their post-graduate
level of training and skill.

Evaluation Process:
• Written evaluations will be completed by the supervising faculty member following the
completion of the rotation. These evaluations are available for resident review.
• Any problems which occur during the rotation or any circumstance which interfere with
the resident’s successful completion of a rotation are immediately communicated by the
supervising faculty to the program director. This is brought to the attention of the resident
and an appropriate course of action is discussed.
• The resident will complete a rotation evaluation form at the end of each rotation which is
forwarded to the Program Director for review and action.
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Emergency Medical Services (EMS) – 0.5 months, PGY-1, South Shore University Hospital,
Community ambulance services
Note: In addition to a dedicated 2-week rotation, longitudinal experiences will also be available
throughout residency training depending on interest and scheduling. For example, opportunities
will be made available to participate in Event planning, mass casualty incidents, and regional
meetings beyond what may be available during the scheduled 2-week rotation.
The educational objectives for the Emergency Medicine resident while on the EMS experience
are as follows:
Patient Care:
• Participate in the administration of the emergency medical services system providing prehospital care.
• Participate in paramedic base station communications, transportation, and care in the
field.
• Participate in the teaching of pre-hospital personnel
Medical Knowledge:
• Discuss the organizational structure and systems of operations for the emergency medical
services.
• Discuss principles of pre-hospital triage and emergency medical care delivery.
• Discuss the educational requirements and skill levels of the various EMS providers.
• Discuss principles of disaster planning and management.
• Discuss basic principles of EMS research.
• Discuss medico-legal principles relating to EMS.
• Discuss the pre-hospital care of the acutely ill or injured patient.
Practice Based Learning and Improvement:
• Demonstrate ability to obtain and appraise medical literature applicable to pre-hospital
care.
Interpersonal and Communication Skills:
• Create and sustain a therapeutic and ethically sound relationship with patients.
• Use effective listening skills and elicit and provide information using effective nonverbal,
explanatory, questioning, and writing skills.
• Work effectively with others as a member or leader of a health care team.
Professionalism:
• Demonstrate respect, compassion, and integrity.
• Demonstrate a commitment to ethical principles pertaining to provision or withholding of
clinical care, confidentiality of patient information, informed consent, and business
practices.
• Demonstrate sensitivity and responsiveness to patients’ culture, age, gender, and
disabilities.
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Systems-Based Practice:
• Understand how pre-hospital care affect other health care professionals, the health care
organization, and the larger society and how these elements of the system affect their
practice of Emergency Medicine
The Emergency Medicine resident will accomplish these objectives in the following manner:
• At least Four (8 hour) EMS Ride-Along Observer Shifts – The resident will spend 2
shifts with a community ambulance, and 2 shifts with Northwell EMS
• At least One day working with Medical Control and Operations at Northwell CEMS at
Burke Lane in Syosset. Residents will observe the patient transfer and transport process.
• Complete assigned reading in textbooks and journal articles as delineated by the program
director
o Tintinalli’s Emergency Medicine: Chapters 1-10
• Attend at least One regional meeting regarding EMS organization and policies, such as
Suffolk REMAC (Regional Emergency Medical Advisory Board).
• Participate in at least One Event Medical Staffing, such as concerts or sporting events.
• Complete asynchronous learning and post-test assignments, such as FEMA Fundamentals
of Emergency Management
o https://training.fema.gov/is/courseoverview.aspx?code=IS-230.d
Evaluation Process:
• Written evaluations will be completed by the supervising faculty member following the
completion of the rotation. These evaluations are available for resident review.
• Any problems which occur during the rotation or any circumstance which interfere with
the resident’s successful completion of a rotation are immediately communicated by the
supervising faculty to the program director. This is brought to the attention of the resident
and an appropriate course of action is discussed.
• The resident will complete a rotation evaluation form at the end of each rotation which is
forwarded to the Program Director for review and action.
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Obstetrics and Gynecology – 0.5 months, PGY-1, South Shore University Hospital
Residents will function as a member of the Labor & Delivery team, and by the end of the
rotation be able to:
Patient Care:
• Obtain a proper obstetrical history and physical exam.
• Demonstrate ability to correctly perform a complete gynecologic exam.
• Demonstrate ability to evaluate and manage the care of patients with suspected ectopic
pregnancy.
• Demonstrate ability to perform 10 uncomplicated full-term deliveries.
• Demonstrate ability to manage patients with hyperemesis gravidarum.
• Demonstrate ability to diagnose and manage postpartum complications including retained
products, endometritis and mastitis.
• Demonstrate ability to recognize post-partum depression
Medical Knowledge:
• Describe the various forms of contraception, including relative benefits and
complications
• Discuss the signs, symptoms and treatment of placental abruption.
• Discuss the signs, symptoms and treatment of preeclampsia and eclampsia.
• Discuss the normal stages of labor.
• Demonstrate ability to determine the APGAR score and discuss the significance of
different values.
• Discuss the management of trauma during pregnancy.
• Discuss the indications for perimortem caesarian section and describe the technique.
• Discuss the diagnosis and treatment of complicated labor including premature rupture of
membranes, premature labor, failure to progress, fetal distress, and ruptured uterus.
• Describe the management of complicated deliveries, including prolapsed cord,
uncommon presentations, dystocia, uterine inversion, multiple births and stillbirth.
• Discuss the indications and contraindications to culdocentesis and describe performance
of the procedure.
• Discuss RH incompatibility.
• Describe the classification scheme for abortion.
Practice Based Learning and Improvement:
• Demonstrate ability to obtain and appraise medical literature relevant to the practice of
obstetrics and gynecology
Interpersonal and Communication Skills:
• Create and sustain a therapeutic and ethically sound relationship with patients
• Use effective listening skills and elicit and provide information using effective nonverbal,
explanatory, questioning, and writing skills
• Work effectively with others as a member or leader of a health care team or other
professional group
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Professionalism:
• Demonstrate respect, compassion, and integrity; a responsiveness to the needs of patients
and society that supersedes self-interest; accountability to patients, society, and the
profession; and a commitment to excellence and on-going professional development
• Demonstrate a commitment to ethical principles pertaining to provision or withholding of
clinical care, confidentiality of patient information, informed consent, and business
practices
• Demonstrate sensitivity and responsiveness to patients’ culture, age, gender, and
disabilities
Systems-Based Practice:
• Understand how obstetrical and gynecological care affect other health care professionals,
the health care organization, and the larger society and how these elements of the system
affect their practice of Emergency Medicine
• Know how obstetrical and gynecological care differs from Emergency Medicine,
including methods of controlling health care costs and allocating resources
• Practice cost-effective health care and resource allocation that does not compromise
quality of care
• Advocate for quality patient care and assist patients in dealing with obstetrical and
gynecological care
• Know how to partner with health care managers and health care providers to assess,
coordinate, and improve obstetrical and gynecological care and know how these activities
can affect system performance
The Emergency Medicine resident will accomplish these objectives in the following manner:
• Attend and participate in daily Obstetrics teaching rounds
• Attend all conferences and didactics while on rotation.
• Evaluate and manage patients under the supervision of Obstetrics faculty and senior
residents. Progressive patient care responsibilities are at the discretion of the Obstetrics
faculty based on the resident’s clinical experiences, didactic knowledge, psychomotor
skills, procedural abilities and credentialing.
• Discuss and interpret results of all ancillary testing with supervisory faculty.
• Perform procedures under faculty supervision commensurate with their post-graduate
level of training and skill.
Specific reading assignments recommended by the OB service are attached below. It is expected
that the residents will familiarize themselves with all the material contained herein to enhance
their clinical training and integration with the team.
https://drive.google.com/open?id=1iRj0xZSyFOcqMWjmfytewtonQn-npGDC
A sample schedule is attached below. You are expected to assist with morning post-partum
rounds, triage and intake, as well as following patients in active labor. Integration into the team’s
flow will provide the most fruitful experience. Please communicate directly with your chief
residents and the supervising attendings regarding roles, responsibilities, and expectations.
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ER PGY1 Schedule Labor & Delivery
Mon

Tue

Wed

Thu

Fri

Sat

Sun

Day 1

Day 2

Day 3

Day 4

Day 5

Day 6

Day 7

6a-6p

6a-6p

6a-6p

6a-6p

6a-6p

OFF

6p-6a
(Nights)

Day 8

Day 9

Day 10

Day 11

Day 12

Day 13

Day 14

6p-6a
(Nights)

6p-6a
(Nights)

6p-6a
(Nights)

6p-6a
(Nights)

6p-6a
(Nights)

Post Call

OFF

Evaluation Process:
• Written evaluations will be completed by the supervising faculty member following the
completion of the rotation. These evaluations are available for resident review.
• Any problems which occur during the rotation or any circumstance which interfere with
the resident’s successful completion of a rotation are immediately communicated by the
supervising faculty to the program director. This is brought to the attention of the resident
and an appropriate course of action is discussed.
• The resident will complete a rotation evaluation form at the end of each rotation which is
forwarded to the Program Director for review and action.
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Orthopedics – 0.5 months; PGY-1, South Shore University Hospital
Residents will be stationed in the SuperTrack section of the SSUH ED with the goal of seeing
patients who are presenting with orthopedics and orthopedic-related complaints (ex: fractures,
dislocations, spinal complaints such as back and neck pain, hand and foot injuries of any kind including but not limited to lacerations, subungual hematomas, tendon injuries, crush injuries,
nail pathology, etc). The resident will present each case to the Supertrack ED attending and will
be responsible for the entirety of the patient’s care in the ED. If it is determined that an
orthopedics consultation is warranted, the resident should work with the orthopedics team to
complete whatever procedure is indicated.
The resident will be expected to work an 8-hour shift of their choosing on Monday, Tuesday,
Thursday, and Friday during the two-week block; the resident will also be expected to work a 4hour shift each Wednesday after weekly didactic conference. The exact days and timing of shifts
is left up to the individual resident. All hours worked must be logged as per usual logging
practices. During these shifts, the resident will also inform the critical care resident of
his/her/their availability to take care of any potential orthopedic injuries presenting to the
Trauma Bay. Residents will have a primer to read and study emergency orthopedics, and will
have an assessment exam required at the completion of the rotation.
By the end of the rotation, residents will be expected to:
Patient Care:
• Demonstrate competence in performing an adequate and appropriate orthopedic exam.
• Learn the techniques of proper musculoskeletal examination.
• Evaluate and treat acute joint dislocations.
• Evaluate, manage, and treat open and closed fractures.
• Demonstrate competence in essential orthopedic procedural skills including:
o Fracture realignment/ joint dislocation reduction
o Bone and joint immobilization
o Splint application
o Arthrocentesis
• Display proficiency in providing moderate sedation for general orthopedic procedures.
• Demonstrate competence in the diagnosis of common, severe, and life-threatening
orthopedic conditions and diseases.
• Recognize conditions requiring orthopedic consultation.
• Demonstrate proper follow up care for orthopedic patients.
Medical Knowledge:
• Understand the importance of early recognition of compartment syndrome.
• Understand the complications of improper fracture management.
• State the indications and contraindications for reduction of dislocated joints.
• Describe the indications and utility of radiographs and computerized topography in the
diagnosis of bony injury.
• Interpret radiographic studies with positive findings of fracture and dislocation.
• Be aware of the orthopedic injuries that require rapid diagnoses.
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Practice-Based Learning and Improvement:
• Facilitate learning of current EM and orthopedics principles and practices from
colleagues, health care professionals, and references in on-line materials, journal articles
and discussions.
• Locate, appraise, and utilize scientific evidence to their patient’s health problems and the
larger population from which they are drawn.
• Identify areas for improvement in their fund of knowledge or patient care abilities.
Interpersonal Skills and Communication:
• Succinctly and efficiently provide consultation regarding orthopedic soft-tissue injuries.
• Demonstrate appropriate and complete documentation of patients’ encounters.
• Demonstrate proper communication and consents with patients and their families.
• Learn how to request a specific radiologic exam by communicating to the Radiologist the
area of concern.
• Provide appropriate patient education regarding care of the injured extremity and splint as
well as conditions for which the patient should seek immediate care.
Professionalism:
• Develop and maintain interpersonal, and communication skills essential to interactions
with patients, family, and staff.
• Maintain personal wellness and assist colleagues in times of crisis and when necessary
and appropriate.
• Practice ethical decision making with cultural sensitivity.
• Practice medicine in a fashion that displays competence, consideration, and integrity.
Systems-Based Learning:
• Interact with the Orthopedic Surgeon and understand what their role will be in
Emergency Department consults.
• Provide cost-effective management of orthopedic injuries including cost appropriate
medications and treatment modalities.
Residents will achieve these goals in the following manner:
• Participate in morning sign out rounds with orthopedics team
• Participate in teaching rounds with orthopedics attending
• Actively participate in care of inpatients with orthopedic injuries
• Actively participate in orthopedic consults in both hospital and emergency department
• Attend didactic conferences and presenting on an orthopedic topic of relevance as
advised by the program director
Evaluation Process:
• Written evaluations will be completed by the supervising faculty member following the
completion of the rotation. These evaluations are available for resident review.
• Any problems which occur during the rotation or any circumstance which interfere with
the resident’s successful completion of a rotation are immediately communicated by the
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•

supervising faculty to the program director. This is brought to the attention of the resident
and an appropriate course of action is discussed.
The resident will complete a rotation evaluation form at the end of each rotation which is
forwarded to the Program Director for review and action.

Specific reading assignments recommended by the faculty are attached below. It is expected that
the residents will familiarize themselves with all the material contained herein to enhance their
clinical training and integration with the team.
https://drive.google.com/open?id=1-u1Yw3eeS1QqHLMxLeZ-TuKsJWyFGHTj
The resident is required to present a 30-minute lecture on an orthopedic topic of his/her/their
choosing in coordination with the Associate Program Director to deliver during weekly didactic
conference. The exact time of the presentation will be arranged ahead of time with the
conference chief, but the lecture will be conducted during the orthopedics rotation.
The resident will complete a 25-question quiz which will be conducted following weekly
didactic conference on the second Wednesday of the rotation.
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Administration (A) and Research (R) – 1 month; 2 weeks as PGY-2 & 2 weeks as PGY-3,
South Shore University Hospital
Patient Care:
• Recognize how administration decisions affect patient care (A)
• Assess administrative problems and potential solutions (A)
• Assist in any patient care issues that arise (A)
• Describe how research translates into bedside clinical care (R)
Medical Knowledge:
• Discuss the following concepts as they relate to emergency medicine: credentialing,
career development, recruitment, budgeting, health care financing, managed care,
personnel management, public relations, marketing, hospital administration, practice
management, contracts, work schedules, and the follow up process of patient’s abnormal
tests (A).
• Develop knowledge of gathering data, statistics, and research methods (R).
• Develop knowledge of levels of research and the role of the Institutional Review Board
(R)
Practice-Based Learning and Improvement:
• Facilitate learning of current emergency medicine principles and practices from
colleagues, health care professional, and use of references, on-line materials, journal
articles and discussion (A)
• Understand the process of peer review and risk management (A)
• Develop tools to improve overall department performance based upon the results of CQI
projects and how to apply these concepts to the resident’s own medical practice (A)
• Assess own leadership style, assess impact on that style and adjust behavior for different
situations (A)
• Evaluate personal scholarly activity research and work towards its completion (R)
• Develop skills to implement, and understand the significance of the continuous quality
improvement (CQI) process and assist emergency medicine physician and nursing
leadership in CQI responsibilities (A)
• Articulate the importance of performance improvement and risk management programs
for emergency medicine and the hospital (A)
• Demonstrate ability to access, appraise, and assimilate the current medical literature
pertaining to the research topic (R)
• Demonstrate understanding of the scientific method by designing and writing a research
protocol (R)

Interpersonal Skills and Communication:
• Evaluate and recommend an appropriate response to patient complaint letters (A)
• Develop and maintain interpersonal, and communication skills essential to interactions
with nursing, administration, clerical staff, and colleagues (A)
• Learn different leadership styles of administrators (A)
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Recognize verbal and nonverbal communication and hidden messages during
administrative meetings (A)
Understand the basic principles of leadership and administration (A)
Demonstrate communications skills in both verbal and written form by presenting
research results via: lecture, slide presentation, abstract, manuscript, or other means that
demonstrate ability to disseminate the knowledge attained from the research (R)

Professionalism:
• Demonstrate promptness in the completion of projects and being on time for meetings (A,
R)
• Maintain personal wellness and assist colleagues in times of crisis and when necessary
and appropriate (A)
• Practice leadership skills in a fashion that displays competence, consideration, and
integrity (A)
• Understand ethics involved in performing CQI projects such as maintaining privacy and
confidentiality (A, R)
• Complete on-line CITI training and demonstrate knowledge for the legal obligations,
professional standards, and ethics related to human subjects research (R)
Systems-Based Learning:
• Understand how CQI affects patient care and its implications for reimbursements (A)
• Demonstrate competency in describing the issues of Emergency Department structure
within the hospital administration, medical staff by-laws and corrective action process
(A)
• Articulate the function of the Emergency Department within the community, the
institution and its relationships with other departments (A)
• Provide cost effective strategies for addressing problem areas in the Emergency
Department (A)
• Discuss cost containment as it relates to emergency medicine (A)
• Discuss requirements relating to the emergency department with emphasis on staffing,
equipment and supplies, facility, quality assurance and patient transfer regulations (A)
• Understand hospital and Emergency Department administrative organization (A)
• Learn about research ethics, informed consent, and the regulatory approvals process for
completing HIPPA compliance training and obtaining necessary approval for the conduct
of the proposed research project (R)
Residents will achieve these goals in the following manner:
Residents will coordinate with Drs. Frank (PD), Mastanduono (APD), Gupta (Chair), Garra
(Vice-Chair), Apterbach (Vice-Chair) and Garg (Research) to attend meetings related to
residency program administration; departmental administration; compliance, metrics, and care
quality as measured at the hospital, health system, state, and federal levels; as well as developing
and carrying out a research project. Residents may be assigned small projects related to quality
improvement during their rotation and are expected to show tangible progress towards the
completion of a scholarly project in time for graduation.
Page 103 of 149

EXPECTED ADMIN ROTATION SCHEDULE
Monday-Friday, 8am-4pm
•

You will be expected to make a short presentation reviewing a patient complaint and a
72-hour bounce back to the ED.

•

Reading List and Educational Materials:
o Rosen’s Emergency Medicine 7th Ed: Chapters 198-203
o Emergency Medicine (Tintinalli’s) – Chapters 301 & 303
o ACEP: The Fundamentals of Reimbursement: What Every Graduating Resident
Should Know Before Starting Practice (ACEP Reimbursement Committee)
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Evaluation Process:
• Written evaluations will be completed by the supervising faculty member following the
completion of the rotation. These evaluations are available for resident review.
• Any problems which occur during the rotation or any circumstance which interfere with
the resident’s successful completion of a rotation are immediately communicated by the
supervising faculty to the program director. This is brought to the attention of the resident
and an appropriate course of action is discussed.
• The resident will complete a rotation evaluation form at the end of each rotation which is
forwarded to the Program Director for review and action.
INSTRUCTIONS FOR CITI TRAINING

1. CITI TRAINING & CONFLICT OF INTEREST
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If you have not completed CITI before* Go to:
https://www.citiprogram.org/index.cfm?pageID=154&icat=0&ac=0&region=1&mess
age=0
Click on “Register” under Create a New Account
Type in “Northwell Health” under Select Your Organization Affiliation (PLEASE
DON’T REGISTER AS AN INDIVIDUAL—WE CAN’T PAY FOR IT THAT WAY)
Continue to follow the prompts, entering the necessary information enter your
Northwell email address as well as a personal email address.
Once registered you’ll need to complete the following modules:
1. Northwell Health Human Subjects Research Course
2. Conflict of Interest Mini-Course

*Note: if you have taken the CITI training at your prior institution, you can transfer your training by re-affiliating
with Northwell Health; there may be additional questions to complete, as each institution has different training
requirements.

2. NORTHWELL CONFLICT OF INTEREST (EASY—takes 1 minute)
a. Send an email to coi@northwell.edu using your Northwell email account and
requesting access to COI Smart.
b. Once they email you back, go to https://nshs.coi-smart.com/login.php (or click on
the link in the email you receive)
• Use the same username and password as to logon to Health System Computers
• Click “My Questionnaires” and complete electronic disclosure form
• You’re done (but this has to be done every year)
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Pediatric Emergency Medicine PGY1 –1 month, PGY-1; Cohen’s Children’s Medical Center
Patient Care:
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Manage pediatric medical and surgical patients that present to the Emergency Department
under the supervision of a pediatric EM fellow or Emergency Department attending.
Begin directing pediatric trauma resuscitations.
Demonstrate correct airway management including pediatric endotracheal intubation.
Demonstrate ability to obtain and utilize intravenous access including venipuncture,
intraosseous needle placement, and administration of appropriate dose of emergency
medications.
Demonstrate ability to acquire a history and physical exam, develop a broad differential
of pediatric disorders and formulate a treatment plan appropriate to the EM level of
training.
Demonstrate ability to properly perform a pediatric lumbar puncture of the infant, child,
and adolescent.
State the appropriate management of children with seizures, both febrile and afebrile.
Discuss the diagnostic work-up and disposition when child abuse and/or neglect are
suspected.
Demonstrate management of patients with upper airway infection.
Demonstrate the ability to recognize the critically ill pediatric patient and provide
required management.
Discuss the causes of pediatric shock and demonstrate the ability to perform resuscitation
including endotracheal intubation.
Correctly diagnose common pediatric exanthemas
Demonstrate the ability to evaluate and treat a child with altered mental status.
Demonstrate the ability to perform pediatric resuscitation in cardiac arrest using PALS
guidelines.
Demonstrate ability to perform moderate sedation on the pediatric population.
Demonstrate ability to manage a child with an airway foreign body obstruction.
Demonstrate ability to correctly perform and interpret the exam of the ears, nose and
throat.
Discuss the findings and differential of sudden infant death syndrome, and demonstrate
knowledge of the proper legal steps and ability to support the family.
Demonstrate x-ray interpretation and perform proper splinting for a variety of pediatric
fractures.
Demonstrate knowledge of the significance and correct treatment of various patterns of
burns in pediatric patients.
Demonstrate ability to read pediatric chest x-rays.
Demonstrate correct management of children with lower and upper airway diseases
including asthma, bronchiolitis, croup and pneumonia.
Demonstrate correct management of foreign bodies of the upper airway and ability to
diagnose and arrange disposition for patients with lower airway foreign bodies.
Demonstrate correct management of the pediatric patient with diabetes and/or diabetic
ketoacidosis.
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Demonstrate knowledge of the differential diagnosis and work-up of the jaundiced infant.
Discuss the differential diagnosis and work-up of the child with evidence of a bleeding
disorder.
Demonstrate correct evaluation and treatment of a child with dysuria or a suspected
urinary tract infection.
Recognize and manage children who may be victims of abuse.
Demonstrate management for lacerations in the pediatric population
Demonstrate management for procedural sedation in the pediatric population

Medical Knowledge:
• Demonstrate knowledge of the significance of fever in children of various ages.
• Demonstrate knowledge of common infectious diseases of childhood, including
appropriate work-up and treatment of meningitis, sepsis, pneumonia, urinary tract
infection, and bacteremia.
• Demonstrate familiarity with the diagnosis and management of Reye's syndrome.
• Calculate fluid and electrolyte requirements of a dehydrated child and maintenance with
IV fluids.
• Demonstrate knowledge of the pathophysiology and manifestations of common and/or
serious diseases of the gastrointestinal tract and abdominal cavity of children, including
gastroenteritis, intussusception, volvulus, Meckel's, anaphylactoid purpura, and
appendicitis.
• Interpret a series of pediatric EKG's, showing awareness of the normal physiologic
differences from adult EKG's.
• Discuss the common pediatric dysrhythmias, their diagnosis and treatment.
• Discuss the anatomy and physiology of the respiratory tract in children.
• Discuss the differential and required workup for a pediatric patient with a limp.
• Discuss the differential and preliminary work-up of abdominal masses found in the
pediatric patient.
• Demonstrate knowledge of the evaluation and treatment for phimosis, paraphimosis, and
balanitis.
• Demonstrate knowledge of the evaluation and treatment of testicular disorders including
torsion and epididymitis.
• Discuss the differences in the management and differential of newborns, toddlers,
children and adolescents and how it differs for adults.
• Demonstrate knowledge of the common poisonings of childhood and their treatments.
• Discuss the care of a child with foreign body ingestion, the complications, diagnostic
steps and treatment.
• Discuss the identification and treatment of common pediatric urologic disorders.
• Discuss the differential of abnormal vaginal bleeding in childhood and demonstrate
ability to perform a complete genital exam on children of various ages.
• Know the correct algorithm for PALS and ATLS and the correct resuscitation
medications.
Practice-Based Learning and Improvement:
• Maintenance of a procedure log to document competence of procedures and skills.
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Locate, appraise, and utilize scientific evidence for the patient’s health problems and the
larger population from which they are drawn.
Facilitate learning of current Pediatric EM principles and practices from colleagues,
health care professionals, and with the use of references, on-line materials, journal
articles and discussions.
Identify areas for improvement in their fund of knowledge or patient care abilities and do
follow-ups as needed.
Identify areas for improvement in their fund of knowledge or patient care abilities.

Interpersonal Skills and Communication:
• Demonstrate appropriate and complete documentation of patients’ encounters.
• Develop and maintain interpersonal, and communication skills essential to interactions
with patients, family, and staff.
• Understand that communicating with the parents and family as well as the child are
integral components to the pediatric patient’s welfare.
• Learn how to manage distraught parents.
• Learn how to communicate with pediatric patients of various ages.
• Demonstrate ability to interact with violent Emergency Department pediatric patients and
discuss protection techniques for other patients, families and staff members.
Professionalism:
• Maintain personal wellness and assist colleagues in times of crisis and when necessary
and appropriate.
• Practice ethical decision making with cultural sensitivity in children.
• Care for the pediatric patient in a fashion that displays competence, consideration, and
integrity.
• Respect the privacy issues in the pediatric patient.
Systems-Based Learning:
• Interact with pediatricians, primary care physicians, patients and families in coordinating
the care of the pediatric patient.
• Understand how public health care policies and reporting requirements affect care in the
Emergency Department.
• Know the hospital system for dealing with violent patients or family members
• Understand the role of social worker, child welfare workers, legal regulations and proper
disposition when child abuse and/or neglect is suspected.
Residents will achieve these goals and objectives in the following manner:
Residents will be assigned to clinical shifts in the emergency department at CCMC, in a similar
manner to their assignments in their home emergency department. They will actively care for
patients and participate in procedures in the normal course of their clinical duties. They will be
supervised by pediatric emergency medicine attendings and fellows. They will attend all didactic
lessons scheduled by the pediatric emergency department at CCMC.
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Evaluation Process:
• Written evaluations will be completed by the supervising faculty member following the
completion of the rotation. These evaluations are available for resident review.
• Any problems which occur during the rotation or any circumstance which interfere with
the resident’s successful completion of a rotation are immediately communicated by the
supervising faculty to the program director. This is brought to the attention of the resident
and an appropriate course of action is discussed.
• The resident will complete a rotation evaluation form at the end of each rotation which is
forwarded to the Program Director for review and action.
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Pediatric Emergency Medicine PGY3 –1 month, PGY-3; Cohen’s Children’s Medical Center
Patient Care:
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Manage pediatric medical and surgical patients that present to the Emergency Department
under the supervision of a pediatric EM fellow or Emergency Department attending.
Direct pediatric trauma resuscitations.
Demonstrate correct airway management including pediatric endotracheal intubation.
Demonstrate ability to obtain and utilize intravenous access including venipuncture,
intraosseous needle placement, and administration of appropriate dose of emergency
medications.
Demonstrate ability to acquire a history and physical exam, develop a broad differential
of pediatric disorders and formulate a comprehensive treatment plan that includes
disposition.
Demonstrate ability to properly perform a pediatric lumbar puncture of the infant, child,
and adolescent.
State the appropriate management of children with seizures, both febrile and afebrile.
Discuss the diagnostic work-up and disposition when child abuse and/or neglect are
suspected.
Demonstrate management of patients with upper airway infection.
Demonstrate the ability to recognize the critically ill pediatric patient and provide
required management, and initiate appropriate disposition.
Discuss the causes of pediatric shock and demonstrate the ability to perform resuscitation
including endotracheal intubation.
Correctly diagnose common pediatric exanthemas
Demonstrate the ability to evaluate and treat a child with altered mental status.
Demonstrate the ability to perform and direct pediatric patients in cardiac arrest using
PALS guidelines.
Demonstrate ability to perform moderate sedation on the pediatric population.
Demonstrate ability to manage a child with an airway foreign body obstruction.
Demonstrate ability to correctly perform and interpret the exam of the ears, nose and
throat.
Discuss the findings and differential of sudden infant death syndrome, and demonstrate
knowledge of the proper legal steps and ability to support the family.
Demonstrate x-ray interpretation and perform proper splinting for a variety of pediatric
fractures.
Demonstrate knowledge of the significance and correct treatment of various patterns of
burns in pediatric patients.
Demonstrate ability to read pediatric chest x-rays.
Demonstrate correct management of children with lower and upper airway diseases
including asthma, bronchiolitis, croup and pneumonia.
Demonstrate correct management of foreign bodies of the upper airway and ability to
diagnose and arrange disposition for patients with lower airway foreign bodies.
Demonstrate correct management of the pediatric patient with diabetes and/or diabetic
ketoacidosis.
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Demonstrate knowledge of the differential diagnosis and work-up of the jaundiced infant.
Discuss the differential diagnosis and work-up of the child with evidence of a bleeding
disorder.
Demonstrate correct evaluation and treatment of a child with dysuria or a suspected
urinary tract infection.
Recognize and manage children who may be victims of abuse.
Demonstrate management for lacerations in the pediatric population
Demonstrate management for procedural sedation in the pediatric population

Medical Knowledge:
• Demonstrate knowledge of the significance of fever in children of various ages.
• Demonstrate knowledge of common infectious diseases of childhood, including
appropriate work-up and treatment of meningitis, sepsis, pneumonia, urinary tract
infection, and bacteremia.
• Demonstrate familiarity with the diagnosis and management of Reye's syndrome.
• Calculate fluid and electrolyte requirements of a dehydrated child and maintenance with
IV fluids.
• Demonstrate knowledge of the pathophysiology and manifestations of common and/or
serious diseases of the gastrointestinal tract and abdominal cavity of children, including
gastroenteritis, intussusception, volvulus, Meckel's, anaphylactoid purpura, and
appendicitis.
• Interpret a series of pediatric EKG's, showing awareness of the normal physiologic
differences from adult EKG's.
• Discuss the common pediatric dysrhythmias, their diagnosis and treatment.
• Discuss the anatomy and physiology of the respiratory tract in children.
• Discuss the differential and required workup for a pediatric patient with a limp.
• Discuss the differential and preliminary work-up of abdominal masses found in the
pediatric patient.
• Demonstrate knowledge of the evaluation and treatment for phimosis, paraphimosis, and
balanitis.
• Demonstrate knowledge of the evaluation and treatment of testicular disorders including
torsion and epididymitis.
• Discuss the differences in the management and differential of newborns, toddlers,
children and adolescents and how it differs for adults.
• Demonstrate knowledge of the common poisonings of childhood and their treatments.
• Discuss the care of a child with foreign body ingestion, the complications, diagnostic
steps and treatment.
• Discuss the identification and treatment of common pediatric urologic disorders.
• Discuss the differential of abnormal vaginal bleeding in childhood and demonstrate
ability to perform a complete genital exam on children of various ages.
• Know the correct algorithm for PALS and ATLS and the correct resuscitation
medications.
Practice-Based Learning and Improvement:
• Maintenance of a procedure log to document competence of procedures and skills.
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Locate, appraise, and utilize scientific evidence for the patient’s health problems and the
larger population from which they are drawn.
Facilitate learning of current Pediatric EM principles and practices from colleagues,
health care professionals, and with the use of references, on-line materials, journal
articles and discussions.
Identify areas for improvement in own fund of knowledge or patient care abilities and do
follow-ups as needed.

Interpersonal Skills and Communication:
• Demonstrate appropriate and complete documentation of patients’ encounters.
• Develop and maintain interpersonal, and communication skills essential to interactions
with patients, family, and staff.
• Understand that communicating with the parents and family as well as the child are
integral components to the pediatric patient’s welfare.
• Learn how to manage distraught parents.
• Learn how to communicate with pediatric patients of various ages.
• Demonstrate ability to interact with violent Emergency Department pediatric patients and
discuss protection techniques for other patients, families and staff members.
Professionalism:
• Maintain personal wellness and assist colleagues in times of crisis and when necessary
and appropriate.
• Practice ethical decision making with cultural sensitivity in children.
• Care for the pediatric patient in a fashion that displays competence, consideration, and
integrity.
• Respect the privacy issues in the pediatric patient.
Systems-Based Learning:
• Interact with pediatricians, primary care physicians, patients and families in coordinating
the care of the pediatric patient.
• Understand how public health care policies and reporting requirements affect care in the
Emergency Department.
• Know the hospital system for dealing with violent patients or family members
• Understand the role of social worker, child welfare workers, legal regulations and proper
disposition when child abuse and/or neglect is suspected.
• Demonstrate understanding of proper documentation and billing & coding for all patient
encounters
Residents will achieve these goals and objectives in the following manner:
Residents will be assigned to clinical shifts in the emergency department at CCMC, in a similar
manner to their assignments in their home emergency department. They will actively care for
patients and participate in procedures in the normal course of their clinical duties. They will be
supervised by pediatric emergency medicine attendings and fellows. They will attend all didactic
lessons scheduled by the pediatric emergency department at CCMC.
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Evaluation Process:
• Written evaluations will be completed by the supervising faculty member following the
completion of the rotation. These evaluations are available for resident review.
• Any problems which occur during the rotation or any circumstance which interfere with
the resident’s successful completion of a rotation are immediately communicated by the
supervising faculty to the program director. This is brought to the attention of the resident
and an appropriate course of action is discussed.
• The resident will complete a rotation evaluation form at the end of each rotation which is
forwarded to the Program Director for review and action.
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Toxicology – 0.5 months; PGY -2; North Shore University Hospital
The resident will function as a member of the toxicology service at NSUH and by the end of the
rotation be able to:
Patient Care:
• Demonstrate the ability to obtain an appropriate history and physical exam for patients
with toxicologic manifestations.
• Demonstrate the ability to perform gastric lavage, whole bowel irrigation, skin and eye
decontamination, and administration of activate charcoal.
• Demonstrate clinical recognition of toxidromes associated with drug overdose and drug
withdrawal.
• Demonstrate the ability to recognize common venomous animals and poisonous plants
and their clinical presentations and treatments.
• Demonstrate knowledge of the diagnostic laboratory including methods, limits, and costs.
• Demonstrate the proper technique for the handling of a HAZMAT contaminated patient
in the ED and in the pre-hospital environment.
• Demonstrate knowledge and skill necessary to manage a patient poisoned by any of the
following: acetaminophen, amphetamines, anticholinergics, aspirin, barbiturates,
benzodiazepines, beta blockers, calcium channel blockers, carbon monoxide, caustics,
cocaine, cyanide, cyclic antidepressants, digitalis, ethanol, ethylene glycol, INH, iron,
lithium, methanol, opiates, organophosphates, phenytoin, theophylline, and venomous
animals.
Medical Knowledge:
• Discuss the basic principles of drug absorption, redistribution, metabolism, and
elimination.
• Discuss the indications, contraindications, dosages, and side effects of the currently
available antidotes and antivenins.
• Discuss the principle of hemodialysis and hemoperfusion and the toxic agents that can be
removed by the methods.
• Discuss the issues related to drug interactions, side effects, and therapeutic levels of the
commonly used therapeutic agents.
• Demonstrate knowledge of the common household poisons, pesticides, hydrocarbons,
and metals, their effects and treatment.
Practice Based Learning and Improvement:
• Demonstrate ability to obtain and appraise medical literature applicable to toxicology.
Interpersonal and Communication Skills:
• Create and sustain a therapeutic and ethically sound relationship with patients.
• Use effective listening skills and elicit and provide information using effective nonverbal,
explanatory, questioning, and writing skills.
• Work effectively with others as a member or leader of a health care team.
Professionalism:
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•
•
•

Demonstrate respect, compassion, and integrity.
Demonstrate a commitment to ethical principles pertaining to provision or withholding of
clinical care, confidentiality of patient information, informed consent, and business
practices.
Demonstrate sensitivity and responsiveness to patients’ culture, age, gender, and
disabilities.

Systems-Based Practice:
• Understand how toxicologic care affect other health care professionals, the health care
organization, and the larger society and how these elements of the system affect their
practice of Emergency Medicine
The Emergency Medicine resident will accomplish these objectives in the following manner:
• Attend and participate in Toxicology teaching rounds
• Attend conferences given by the Toxicology fellowship.
• Evaluate and provide management recommendations for patients under the supervision of
the Toxicology Center faculty and fellows of Northwell Health.
• Discuss and interpret results of all ancillary testing with supervisory faculty.
The expected schedule is as follows:

Mon

Tue

Self-Study

Virtual
Conference
(time varies)

Self-Study

Virtual
Conference
(time varies)

ER PGY2 Schedule Toxicology
Thu
Fri
Week 1
Virtual
SSUH Weekly Didactics 9aConference
Conference
1p @ NS/LIJ
(time varies)
Week 2
Virtual
SSUH Weekly Didactics 9aConference
Conference
1p @ NS/LIJ
(time varies)

Wed

Sat

Sun

OFF

OFF

OFF

OFF

In addition to attending didactics and preparing for journal club, the EM resident will also be
expected to prepare and deliver a 5-minute Tox Talk. Please discuss details with the tox fellow
beforehand so you can prepare this appropriately.
For the 2022-2023 Academic Year, your main points of contact will be:
Dr. Juliana Chang, Senior Tox Fellow, jchang26@northwell.edu
Dr. Khizer Rizvi, krizvi@northwell.edu
Dr. Zachary Oliff, zoliff1@northwell.edu
Dr. Joshua Nogar, Toxicology Fellowship Director, jnogar@northwell.edu
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Please contact them the week before your rotation start date to confirm and finalize the schedule.
If you have trouble reaching them, please let Dr. Frank know ASAP, he has their cell phone
numbers.
Self-Study Materials Found at:
Teaching & Study Materials | BayShoreEM
Linked out from this page:
Tox Primer .pdf - Google Drive
TOXICOLOGY STUDY SHEET.pdf - Google Drive
Antidote Card.pdf - Google Drive
QUIZ:
At the conclusion of the rotation, you will be required to complete a brief quiz to assess your
knowledge. The associate program director will be in touch with each of you at the end of the
rotation to complete this.

Evaluation Process:
• Written evaluations will be completed by the supervising faculty member following the
completion of the rotation. These evaluations are available for resident review.
• Any problems which occur during the rotation or any circumstance which interfere with
the resident’s successful completion of a rotation are immediately communicated by the
supervising faculty to the program director. This is brought to the attention of the resident
and an appropriate course of action is discussed.
• The resident will complete a rotation evaluation form at the end of each rotation which is
forwarded to the Program Director for review and action.
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Anesthesia – 0.5 months; PGY-1; South Shore University Hospital
Patient Care:
• Demonstrate correct use of the bag-valve-mask device.
• Perform adult and pediatric intubations
• Demonstrate working knowledge of the Mallampati scale
• Recognize and manage an obstructed airway.
• Demonstrate ability to use standard monitoring techniques.
• Demonstrate ability to manage a patient on a ventilator.
• Demonstrate ability to administer local anesthetics and be familiar with agents, dosing,
side effects, and techniques to monitor pain.
• Demonstrate appropriate judgment regarding the need for airway intervention.
• Demonstrate correct airway management including pediatric endotracheal intubation
• Is able to perform rapid sequence intubation.
• Perform conscious sedation under faculty supervision.
Medical Knowledge:
• Demonstrate basic familiarity with nasotracheal and endotracheal intubation as well as
the indications and complications.
• Demonstrates knowledge of the dosages, indications and contraindication of anesthetics
and neuromuscular blocking agents.
• Demonstrate knowledge of the anatomy of the upper airway.
• Discuss and interpret results of all ancillary testing with supervisory faculty.
Practice Based Learning and Improvement:
• Demonstrate ability to locate and assimilate relevant studies in Anesthesiology
Communication and Interpersonal Skills:
• Demonstrate ability to create and sustain a therapeutic and ethically sound relationship
with patients
• Demonstrate effective listening skills and elicit and provide information using effective
nonverbal, explanatory, questioning, and writing skills
• Demonstrate ability to work effectively with others as a member or leader of a health care
team or other professional group
Professionalism:
• Demonstrate respect, compassion, and integrity
• Demonstrate sensitivity and responsiveness to patients’ culture, age, gender, and
disabilities
Systems Based Practice:
• Advocate for quality patient care and assist patients in dealing with system complexities
The Emergency Medicine resident will accomplish these objectives in the following manner:
• Participate in pre-procedural anesthesia assessments
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•
•
•

Evaluate and manage patients under the supervision of Anesthesia faculty.
Progressive patient care responsibilities are at the discretion of the Anesthesia faculty
based on the resident’s clinical experiences, didactic knowledge, psychomotor skills,
procedural abilities and credentialing.
Perform procedures under faculty supervision commensurate with their post-graduate
level of training and skill.

Evaluation Process:
• Written evaluations will be completed by the supervising faculty member following the
completion of the rotation. These evaluations are available for resident review.
• Any problems which occur during the rotation or any circumstance which interfere with
the resident’s successful completion of a rotation are immediately communicated by the
supervising faculty to the program director. This is brought to the attention of the resident
and an appropriate course of action is discussed.
• The resident will complete a rotation evaluation form at the end of each rotation which is
forwarded to the Program Director for review and action.
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NICU – North Shore University Hospital – 0.5 month & South Shore University Hospital – 0.5
month; PGY-2
Patient Care:
•
•
•
•
•
•
•
•
•
•
•
•

Demonstrate skill in neonatal resuscitation.
Demonstrate knowledge of appropriate resuscitation medications and dosing.
Demonstrate correct airway management including neonatal endotracheal intubation.
Demonstrate ability to obtain and utilize intravenous access; especially, umbilical vein
catherization.
Demonstrate knowledge of the significance of fever in the neonate.
Demonstrate knowledge of common infectious diseases in neonates, including
appropriate work-up and treatment of sepsis and meningitis.
Demonstrate knowledge of the pathophysiology and manifestations of common and/or
serious disease of the gastrointestinal tract and abdominal cavity.
Demonstrate knowledge of hydrocephalus, its differential, treatment and management.
Calculate fluid, electrolyte, and calorie requirements in the neonatal patient.
Demonstrate ability to interpret neonatal radiographic studies.
Demonstrate knowledge of the evaluation and management of the jaundiced child.
Demonstrate knowledge of differential diagnosis and evaluation the neonate with
petechiae.

Medical Knowledge
•
•
•
•
•
•
•
•
•

Discuss the causes, significance, and treatment of fever and infection in the neonate.
Discuss the physiology and management of fluid and electrolyte abnormalities in
neonates.
Discuss the pathophysiology, causes, and treatment of common serious endocrine
disorders in neonates.
Discuss the pathophysiology, work-up, and treatment of respiratory disorders in neonates.
Discuss the pathophysiology and medical management of meconium aspiration.
Discuss common neonatal dysrhythmias, their diagnosis and treatment.
Discuss the various types of congenital cyanotic and non-cyanotic heart disease, their
complications and treatment.
Discuss other relevant congenital disorders and their initial presentation at delivery and
the immediate newborn period.
Discuss maternal factors that adversely predispose the neonate and how they may be
managed.

Practice Based Learning and Improvement
•

Demonstrate ability to obtain and appraise medical literature applicable to neonates and
the newborn.

Interpersonal and Communication Skills
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•
•
•

Create and sustain a therapeutic and ethically sound relationship with patient/caretakers.
Use effective listening skills and elicit and provide information using effective nonverbal,
explanatory, questioning, and writing skills.
Work effectively with others as a member or leader of a health care team.

Professionalism
•
•
•

Demonstrate respect, compassion, and integrity.
Demonstrate a commitment to ethical principles pertaining to provision or withholding of
clinical care, confidentiality of patient information, informed consent, and business
practices.
Demonstrate sensitivity and responsiveness to patients’ culture, age, gender, and
disabilities.

Systems-Based Practice
•

Understand how pediatric care of significantly ill neonates affects other health care
professionals, the health care organization, and the larger society and how these elements
of the system affect their practice of Emergency Medicine

The Emergency Medicine resident will accomplish these objectives in the following manner:
• Attend and participate in all Neonatal Critical Care teaching rounds
• Attend all conferences given by the Neonatal Critical Care Division while on rotation.
• Evaluate and manage pediatric patients under the supervision of pediatric/neonatal
critical care faculty, senior residents and fellows. Progressive patient care responsibilities
are at the discretion of the Critical Care faculty based on the resident’s clinical
experiences, didactic knowledge, psychomotor skills, procedural abilities and
credentialing.
• Discuss and interpret results of all ancillary testing with supervisory faculty.
• Perform pediatric procedures under faculty supervision commensurate with their postgraduate level of training and skill.
Evaluation Process:
• Written evaluations will be completed by the supervising faculty member following the
completion of the rotation. These evaluations are available for resident review.
• Any problems which occur during the rotation or any circumstance which interfere with
the resident’s successful completion of a rotation are immediately communicated by the
supervising faculty to the program director. This is brought to the attention of the resident
and an appropriate course of action is discussed.
• The resident will complete a rotation evaluation form at the end of each rotation which is
forwarded to the Program Director for review and action.
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Ultrasound – 1 month (0.5 month – PGY-1; 0.5 month – PGY-2); Southside Hospital
South Shore University Resident Ultrasound Education Curriculum
Overview:
Welcome to your emergency ultrasound rotation!
Emergency ultrasound is the use of ultrasound for the evaluation, diagnosis, and
resuscitation of the acutely ill or injured patient. It is performed and interpreted at the bedside
and the results are contemporaneously integrated into the clinical decision process.
The two-week rotations are designed to provide you the foundation and skills that will
allow you to use and develop your emergency ultrasound skills throughout residency, in addition
to the continuum of didactics and bedside teaching you will receive outside this two-week
rotation. During your rotation, you will learn both basic and advanced emergency ultrasound
applications. You will also form a solid foundation of knowledge in ultrasound physics,
principles, and knobology.
Didactics: Lectures on core topics in emergency ultrasound will be given by the ultrasound
faculty during the scanning shift. By the end of the rotation, you will have had a didactic lecture
on all core topics. In addition, there will be monthly ultrasound lectures during conference. You
will also be provided a list web-based didactics and tutorials for independent learning and
reference.
Quality Assurance: Every Friday, an interactive review of all emergency ultrasound scans
performed that week is completed in the ED conference room. This practice is also a primary
tool for teaching.
Literature Review: During your rotation topics of interest are discussed with the ultrasound
team along with relevant, contemporary literature. Articles are reviewed monthly.
Readings: As a compliment to the ultrasound videos, residents are responsible for reading core
ultrasound topics:
,
Ultrasound physics
F.A.S.T.
Abdominal aortic aneurysm
Renal ultrasound
DVT
Hepato-biliary
1st trimester pregnancy and
Cardiac.
Recommended resources include:
1. Manual of Emergency and Critical Care Ultrasound. Noble & Nelson) - (can be borrowed
from Dr. Baranchuk)
2. Introduction to Bedside Ultrasound e-book. by Mike Mallin and Matt Dawson,
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can be downloaded for free from the apple store or the android equivalent.
See appendix II for other advanced resources.
Hands-on Experience: The majority of a resident’s time is spent learning to perform and
interpret emergency ultrasound examinations at the bedside.

Rotation Objectives
The aim of the rotation in Emergency Ultrasound is to provide an understanding of the basis of
emergency ultrasound, gain proficiency in performing and interpreting the traditional emergency
ultrasound applications, and to gain familiarity with some of the other applications of emergency
ultrasound.
Graduating residents will be competent in the following applications:
1. eFAST (50 scans)
2. Focused RUQ ultrasound (50 scans)
3. Intra-uterine pregnancy identification (50 scans – 25 transabdominal and 25
transvaginal)
4. Renal ultrasound for hydronephrosis (50 scans)
5. Cardiac imaging (50 scans)
6. Evaluation of aorta for AAA (50 scans)
7. Ultrasound for lower extremity – DVT (10 scans)
8. Procedural guidance (15 scans)
9. Miscellaneous (IVC, Lung, Ocular, soft tissue) (25 exams)
At the end of residency, you will be expected to have completed at least 350 focused ultrasound
exams that have been reviewed by the ultrasound faculty for quality. Examinations performed
during the resident ultrasound rotations WILL count towards this total number, and you are
expected to complete an average of 50-100 scans per two-week rotation.
At the end of the rotation, you should have the basic knowledge, skills, and facility to
independently perform focused emergency ultrasounds on your patients in the ED. It is our hope
that during the rest of your residency you will build on this foundation, continue scanning, and
further your education in emergency ultrasound in order to achieve competence in ultrasound.

2-Week Resident Rotation

Orientation:
•

The resident is expected to review this curriculum document to orient themselves to
resources, and the rotations expectations prior to the first day. The faculty scanning with
you on the first day of the rotation will also familiarize you to the machines.
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To get the most out of your 2-week rotation it is advised that you watch these videos prior to the
rotation:
Cardiac

OB
Lung
Renal
Aorta
Gall Bladder
Ocular
Soft Tissue
IVC
DVT
eFAST
Paracentesis
Appendicitis

https://vimeo.com/44570642
https://vimeo.com/44575412
https://vimeo.com/41808262
https://vimeo.com/52830902
https://vimeo.com/46515236
http://bit.ly/15UXwST
http://bit.ly/17VEoWi
http://vimeo.com/69556457
https://vimeo.com/41791516
https://vimeo.com/87759897
https://vimeo.com/41575053
https://vimeo.com/41682960
https://www.acep.org/sonoguide/soft_tissue.html
https://vimeo.com/59095991
https://vimeo.com/52819569
https://vimeo.com/34118863
http://www.ultrasoundpodcast.com/2013/03/paracentesis/
http://vimeo.com/channels/aeus/93051990

•

All incoming interns are oriented to basics of ultrasound, knobology and core topics
during intern workshop each JULY.
• During orientation, residents will also review the policies of ultrasound use, and
introduction to the machines and their upkeep.
Framework:
• EM residents will rotate 2 weeks in years 1 & 2 with an optional elective in their last
year.
Schedule
• You will receive your scanning schedule prior to the start of the rotation. On Monday to
Thursday of each week, you will have a scanning shift scheduled, where you will scan in
the ED. You may also be scanning with medical students. You will be supervised by a
credentialed attending twice a week. Other days you will be scanning independently.
• Every Friday is reserved for tape review with the ultrasound faculty;
Rotation requirements
The following are the specific requirements for the rotation, split up by year. Descriptions of
each of these requirements are detailed below. You may utilize the checklist at the end of this
document (appendix IV) to assist in keeping track of requirements.
PGY1:
• Complete the ultrasound written exam on the last day of the rotation.
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•
•
•

PGY2:

Case write up & presentation
Submit the ultrasound log
perform 50-100 complete ultrasound examinations during rotation, and roughly 150 scans
by end of the first year.
•
•
•

Journal Article for review
perform 50 -100 complete ultrasound examinations during rotation
Complete the ultrasound written exam on the last day of the rotation.

Elective:
• Article for review
• perform 50-100 complete ultrasound examinations during rotation.
All residents
• completing the milestones check list (see appendix III) prior to graduation.

Case write-up
Choose an interesting case that you encountered during the rotation. Then write up the case in
the form of a case report, including a discussion of the ultrasound findings relevant to the case.
Article for review
Choose a journal article relevant to emergency ultrasound. At Friday tape review of week 2, you
will present the article to the ultrasound faculty.
Written exam
You will complete an ultrasound written exam on the last day of the PGY1 and PGY2 rotation.
You will be able to review the answers with the ultrasound faculty.
Reviewed Ultrasounds:
During your rotation, you will be required to submit several scans for graded review by the
ultrasound faculty. To be eligible for submission, the scans must be performed by yourself (no
help from other residents or faculty), and conform to all other ED Ultrasound Policies (have
appropriate follow up study).
Please write in the patient information sheet: “submitting scan for graded review” and keep a list
of the scans (patient name, mrn and date) and submit to Nadia Baranchuk for review (do not
have to send images, they will be pulled from QPATH).
PGY1’s will be required to submit one scan each for the following types:
-eFAST
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-Lung
-Renal
-1st trimester Fetal Heart Rate
PGY2’s will be required to submit one scan each for the following types:
-Cardiac (4 view echo)
-RUQ/gallbladder including CBD
-Aorta
-DVT
Please email nbaranchuk@northwell.edu with any questions regarding this part of your rotation.

Daily responsibilities of residents on rotation
•

•
•

Make all attendings, residents and PAs aware that you are scanning in the ED and ask
that they call you for all ultrasounds, whether or not you have an ultrasound faculty to
perform official studies. Additionally, it is your responsibility to find patients who are
undergoing official ultrasounds or other confirmatory studies and perform educational
studies on them.
Residents are also responsible for daily cleaning/maintenance of the ultrasound
equipment as well as reporting any technical issues to ultrasound faculty.
At times there will be ultrasound-related research projects in the ED. The residents on
rotation will be briefed on these by the faculty or resident responsible for the study.
Residents on rotation will be responsible for enrolling appropriate patients in these
studies.

Resident Ultrasound in the ED
•

•

It is the Emergency Department policy that all ultrasounds being performed by residents
and other non-credentialed physicians have a “confirmatory” study, whether the
ultrasound was performed for educational or diagnostic purposes. This is to ensure
patient safety and ensure we maintain hospital privileges to perform ultrasounds in the
ED. The patient should be informed that the ultrasound was unofficial, and a
confirmatory study is needed. Residents performing unofficial ultrasound should
document in the chart that an unofficial ultrasound was performed in the progress note
section of the record. Residents who do not adhere to this policy will not be allowed to
perform ultrasounds in the ED.
Clinical residents will perform focused exams alone before requesting ultrasound faculty
to complete all official examinations. Direct feedback will be given for each
examination.
• If 2 residents are listed on the study, then both should have physically performed the
scan (at least partially). Other residents may be present for the exam, but will not
receive credit simply for viewing the ultrasound being performed.
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•

Interpretation: Residents must document an appropriate interpretation of the scan. A
scan without an interpretation will not be credited. If the images are so poor that they
cannot be interpreted, this should be stated.

Ultrasound for overall Residency
Ultrasound is an ACGME requirement for completing your residency. Any requirements that
are incomplete will be reported to the program director.
•

•
•

•

Performance and interpretation of emergency ultrasounds are experiential. Evaluation is
based on meeting the objectives and requirements of the rotation, individual participation
during scanning and tape review, and commensurate growth in skills and knowledge. It
will also be done in accordance with the milestone evaluation tools and benchmarks (see
appendix)
Graduating residents will complete 350 focused ultrasound examinations correctly
performed and interpreted by the resident and reviewed by the ultrasound faculty.
Upon graduation, a letter attesting to the completion of your ultrasound training and
meeting guidelines for graduation will be completed by the ultrasound director and
placed in your permanent file. This letter may be used and accessed when applying for
an attending position.
In many institutions, credentialing for ultrasound requires you demonstrate a minimum
number of ultrasound exams. Therefore, it is prudent that you maintain your numbers and
ensure you receive credit for all exams performed (by entering your name, writing an
interpretation, etc).

Appendix I
Emergency Core Ultrasound applications
Below is a description of the Focused Core ultrasound applications, and what is expected
regarding each application in terms of image acquisition, indications, limitations, and appropriate
interpretation competency.
You can correlate with the ACEP imaging Compendium:
https://www.acep.org/globalassets/uploads/uploaded-files/acep/by-medicalfocus/ultrasound/emergency-ultrasound-imaging-criteria-compendium.pdf

I. Focused Abdominal Scan in Trauma (FAST)
The FAST exam changed the algorithmic approach to trauma. The American College of
Surgeons (sponsors of the Advanced Trauma Life Support educational model) incorporates the
FAST into their education of all certified physicians. There is widespread use of FAST in many
ED’s across the country and internationally.
For the purposes of the rotation, residents should gain the basic skills necessary to
perform a complete FAST examination. They should be able to generate the four necessary
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windows (hepatorenal, splenorenal, pelvic, and subcostal/parasternal long) while performing the
exam. They will learn the difference between a normal and abnormal exam, learn limitations of
the technology and exam, and finally learn to incorporate information obtained at the bedside
into their daily practice and clinical decision-making.
• Objectives
o Discuss interpretation of the FAST exam
o Compare negative vs. positive FAST exam
o Describe the sonographic windows that make up the FAST exam
o Describe and demonstrate the proper technique for each sonographic
window
o Discuss the clinical application of the FAST exam
o Identify key structures visualized during the FAST exam
o Identify limitations of FAST exam

II. Biliary
Residents should review basic biliary anatomy. They are to learn basic anatomy to
identify the gallbladder fundus, body, neck, as well as the common bile duct. They should be
able to identify hepatic anatomy such as the liver itself, portal vein, and hepatic veins and artery.
Residents should be able to perform a complete examination of the biliary system
including the gallbladder and measurement of the common bile duct. Residents should gain
appreciation of common pathology such as cholelithiasis, cholecystitis, and bile duct dilatation.
• Objectives
o Describe and demonstrate proper techniques utilized in the
performance of a bedside GB study
o Identify key structures visualized during the exam
o Describe sonographic findings of cholelithiasis
o List sonographic criteria for diagnosing cholecystitis
o Identify limitations of focused RUQ ultrasound
III. Pelvic
In the emergency department, focused pelvic sonography consists of identifying a gravid or nongravid uterus. Residents are expected to learn basic sonographic anatomical structures of the
pelvis including the vagina, cervix, uterus, ovaries and adnexa. They are expected to identify the
gravid uterus, learn basic embryologic structures (gestational sac, yolk sac, fetal pole, fetal heart
rate) and correlate sonographic findings with laboratory findings.
Residents should learn sonographic anatomy in both the transabdominal and transvaginal
approaches. In addition, basic bio-safety issues should be appreciated.
• Objectives
o Describe and demonstrate proper techniques utilized in the
performance of a bedside 1st trimester study
o Identify key structures visualized during the exam
o Describe sonographic findings of a normal intrauterine pregnancy
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o Define pregnancy failure and discuss the possible sonographic findings
associated with it
o Describe sonographic findings of an ectopic pregnancy
o Identify limitations of ultrasound in the evaluation of the patient with
an early pregnancy
o Discuss the appropriate use of beta-hCG testing in the first-trimester
patient
o Identify the limitations of pelvic ultrasound

IV. Renal
Residents are expected to learn renal sonographic anatomy. They should learn to
differentiate hydronephrosis from a normal kidney, identify renal calcifications and renal cysts.
They should also learn to identify the bladder, identify successful catheterization, bladder
calcifications, and calculate bladder volume.
• Objectives
o Describe and demonstrate proper techniques utilized in the
performance of a bedside renal study
o Identify key structures visualized during the exam
o Describe the sonographic findings of hydronephrosis
o Discuss limitations of an ultrasound exam in the patient with suspected
obstructive uropathy
o Discuss clinical application(s) of the bedside study in the patient with
suspected obstructive uropathy

V. Cardiac
Residents must aim at consistently performing two of the following four sonographic
views of the heart: parasternal long and short, subcostal, and apical four chambers. They should
familiarize themselves with all sonographic views and should readily identify cardiac structures
in all views.
They must learn to identify the following pathologic conditions: pericardial fluid,
pericardial tamponade, decreased ejection fraction or global wall motion abnormalities, and
cardiac standstill.

VI. Aorta
Residents must learn to identify the basic vascular abdominal structures. They should be
able to identify the aorta and inferior vena cava sonographically and learn to visualize the aorta
in the proximal, mid, distal and long views.
The primary aim is to identify aneurysms of the aorta. Residents should review the upper
limits of normal anatomy and be able to incorporate sonographic findings of aortic dilatation into
their daily practice.
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•

Objectives
o Describe and demonstrate proper technique for performance of
emergent ultrasound exam of the aorta
o Discuss clinical application of bedside ultrasonography in patients
with suspected AAA
o Identify key structures visualized during the emergent ultrasound exam
o Discuss pearls/pitfalls associated with the exam
o List sonographic criteria for diagnosing AAA.

•

Objectives
o Describe and demonstrate proper techniques utilized in the
performance of a focused lower extremity compression ultrasound
o Identify key structures visualized during the exam
o List sonographic findings of a DVT
o Contrast the sonographic findings of an acute vs. chronic DVT
o Identify other common incidental pathologic findings ie. Baker’s cyst,
cellulitis
o Identify limitations of the compression ultrasound exam in patients
with suspected DVT

VII. DVT

VIII. Vascular Access
Ultrasound guidance can increase the success rates and decrease complications for a wide
array of emergency procedures. Residents should gain the experience of inserting central venous
lines under ultrasound guidance and begin to develop the hand eye coordination necessary for
ultrasound guided catheter insertion. Educational models and phantoms can be used as an
adjunct in this process. Residents should be able to identify basic vascular structures in the neck
including the carotid artery and jugular vein.
• Objectives
o Describe and demonstrate proper techniques utilized in the
performance of an ultrasound-guided vascular access procedure
(peripheral venous, subclavian, femoral, and internal jugular)
o Identify key structures visualized during the exam
o Compare and contrast long-axis, short-axis, and oblique vessel
approaches
o Discuss the advantages/disadvantages of using a biopsy guide
o Discuss needle visualization with ultrasound

IX. Physics/ Knobology
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Residents are expected to familiarize themselves with all ultrasound units made available
to them in the department of emergency medicine. They should learn to work with the available
technology to optimize their scanning and image quality. This applies to basic machine functions
such as powering on and off, using color, spectral, and power doppler, and interpreting doppler
waveforms. Residents are expected to learn the basic skills required to perform complete
ultrasound examinations in the aforementioned areas.
• Objectives
o Define ultrasound
o Describe the properties of sound waves
o Discuss image production
o Define the piezoelectric effect
o Compare and contrast transducer types
o Demonstrate ability to adjust knobs to produce a quality image
o Discuss common artifacts
o Describe techniques utilized for proper transducer hand control

Appendix II
Reading Assignments/ Resources
Resources

Textbooks:
Nilam J Soni, Robert Arntfield, Pierre Kory. Point of Care Ultrasound. Elsevier, 2015
O. John Ma, James Mateer & Michael Blaivas. Emergency Ultrasound. (2nd ed.) McGraw-Hill,
2008.
Karen S. Cosby & John L. Kendall. Practical Guide to Emergency Ultrasound. Lippincott
Williams & Wilkins, 2006.
Recommended chapter readings are as follows:
• Physics & Fundamentals

Ch. 3 (Ma et al. )
Ch. 3 (Cosby & Kendall)
•Trauma
Ch. 5 (Ma et al. )
Ch. 4 (Cosby & Kendall)
• Aorta
Ch. 7 (Ma et al. )
Ch. 9 (Cosby & Kendall)
• Cardiac
Ch. 6 (Ma et al.)
Ch. 5 (Cosby & Kendall)
• First Trimester Pregnancy Ch. 12 (Ma et al.)
Ch. 6 (Cosby & Kendall)
• Renal
Ch. 10 (Ma et al)
Ch. 10 (Cosby & Kendall)
• Hepatobiliary
Ch. 8 (Ma et al.)
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Ch. 8 (Cosby & Kendall )
• Vascular Access &
Chs. 19 & 20 (Ma et al)
Procedural Ultrasound
Ch. 13. (Cosby & Kendall)
• Lower Extremity
Ch. 15 (Ma et al.)
Venous Ultrasound Ch. 11 (Cosby & Kendall)

Online resources:
•
•
•
•

www.Sonoguide.com
www.ultrasoundpodcast.com
http://www.emergencyultrasoundteaching.com/narrated_lectures.html
ACEP ultrasound section and SAEM’s academy of emergency ultrasound
(AEUS) websites.

Appendix III
One Week Independent Learning / Resource Framework

Week 1
Monday
Physics
Procedural

Week 2
Monday
Biliary

Tuesday
Cardiac/IVC

Wednesday
eFAST

Thursday
Renal

Friday

Tuesday
DVT

Wednesday
Obstetric

Thursday
Aorta

Friday

Appendix IV
2 Week Rotation Checklist
o Ultrasounds for graded review
o Written exam
o Case write-up (PGY1)
o Journal article presentation (PGY3, and elective)
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Appendix V
CASE WRITE UP FORMAT
1. Intro:
Brief description of the case. (should not include the patients name or any HIPPA
identifiers) HPI or presenting complaints, brief ed course
2. US findings:
description of the ultrasonographic findings, with images or clips – SHOULD BE
DEIDENTIFIED THROUGH QPATH to be HIPPA compliant
3. Discussion:
Discussion of topic regarding US findings typical for diagnosis, or technique for the
examination, pitfalls, or sensitivity or specificity for us diagnosis, etc.
Should include a few resources (can include online, text and pubmed resources)

Minimal Requirements for Acceptable Scans
eFAST (50 exams)
Show superior and inferior poles of kidney; clear interface between organs
• Hepatorenal space (Morison’s Pouch) on the right
• Sub-phrenic space and splenorenal space on the left
• Pelvic (sagittal and transverse)
• Subxiphoid or parasternal long cardiac view
• Show Lung sliding in video clip; or seashore/barcode sign in M-Mode
AORTA (50 exams)
Measure outer-wall to outer wall in the anterior-posterior diameter and side to side.
• Longitudinal (normal <3cm)
• Transverse (proximal, middle, distal)
• Transverse iliac bifurcation (normal <1.5cm)
BILIARY (50 exams)
• Longitudinal gallbladder
• Transverse gallbladder
• Demonstrate relationship to portal vein
• Show gallbladder neck
• Measure:
• Anterior gallbladder wall thickness (normal <3mm)
Common bile duct (inner to inner wall, normal <6mm) – must attempt but
not required unless abnormal pathology (stones, anterior GB wall
thickness or elevated LFTs)
CARDIAC (50 exams)
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•
•
•
•

Subxiphoid (SX)
Parasternal Long-Axis (PLA)
Parasternal Short-Axis (PSA)
Apical 4 Chamber (A4)
• If limited study can provide 2 good views to get credit

DEEP VENOUS THROMBOSIS (10 exams)
Show either complete or incomplete compressibility of the vessel
• Common femoral vein
• Sapheno-femoral junction
• Confluence of the superficial and deep femoral veins
• Popliteal vein
RENAL (50 exams)
• Longitudinal of each kidney
• Transverse of each kidney
• Sagittal and transverse of the bladder
Calculate bladder volume Bladder sagittal and transverse
• Measure width, height and depth in cm
• Calculate the bladder volume: (W x H x D x 0.7 = volume in ml)
OB-GYN (50 exams: 25 transabdominal and 25 transvaginal)
Perform a trans-abdominal study before performing a trans-vaginal study Show a clear posterior
cul de sac
• Sagittal uterus (TA), coronal uterus (TV)
• Transverse uterus
• Measure endo-myometrial mantle at its minimal thickness (≤ 7 mm is concerning) up to
20 weeks
Document fetal heart rate in M-mode Show adnexa in trans-vaginal scans
VASCULAR ACCESS (15 exams)
Show video clip of compressible vessel

Miscellaneous: (25 exams)
OCULAR
(FB, retinal detachment, vitreous hemorrhage, lens dislocation)
• Use the ophthalmology setting on the machine
• Globe in 2 planes
• Measure optic nerve sheath diameter, 3mm posterior to the retina
• If optic nerve sheath diameter >5mm, show contralateral side for comparison
LUNG
Three locations for each hemithorax
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•

Anterior lung (rib-intercostal space-rib) 2nd or 3rd intercostal space, midclavicular line
Document in M-mode or with video clip
• Lateral lung axillary region
Document in M-mode or with video clip
• Lung bases inferior region
Demonstrate mirror image artifact/spine cut off sign
SOFT TISSUE
• Show in 2 planes
• Show contralateral side for comparison
INFERIOR VENA CAVA
• B mode – measure maximal diameter distal to the hepatic vein confluence
• M mode – visualize max and min during respiratory cycle and estimate degree of collapse

Evaluation Process:
• Written evaluations will be completed by the supervising faculty member following the
completion of the rotation. These evaluations are available for resident review.
• Any problems which occur during the rotation or any circumstance which interfere with
the resident’s successful completion of a rotation are immediately communicated by the
supervising faculty to the program director. This is brought to the attention of the resident
and an appropriate course of action is discussed.
• The resident will complete a rotation evaluation form at the end of each rotation which is
forwarded to the Program Director for review and action.
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Procedures
This is a list of procedures tracked by our residency. We have included this list, along with our
designation of each procedure, to guide residents and teaching attending physicians as to what
level of supervision is suggested for each procedure.
Please reference section titled Supervision for definitions of Direct and Indirect Supervision.
Procedure Definitions:
Basic: a procedure performed commonly in emergency medicine that presents less risk of
morbidity or complication to the patient as compared to intermediate or advanced procedures.
EM-I residents may perform basic procedures with direct supervision from either a senior
resident or attending physician. Attending physicians, at their discretion based on the degree of
experience working with an individual resident, may allow EM-I residents to perform basic
procedures under indirect supervision with direct supervision immediately available. EM-II and
EM-III residents should be able to perform these procedures independently with direct
supervision immediately available.
Intermediate: a procedure considered to be performed less commonly in emergency medicine
and/or is considered to present an increased risk of morbidity or complication to the patient, as
compared to basic procedures. EM-I residents are expected to perform these procedures under
direct supervision of a credentialed senior resident or attending physician. EM-II residents may
perform intermediate procedures with direct supervision from either a senior resident or
attending physician until credentialed. Thereafter, EM-II residents may perform these procedures
with indirect supervision with direct supervision immediately available. EM-III residents should
be able to perform these procedures independently with direct supervision immediately
available.
Advanced: a procedure performed infrequently in emergency medicine and/or is of such a
critical nature to patient care that an attending physician is expected to be physically present for
each of these procedures in their entirety. EM-I and EM-II residents are expected to perform
these procedures under direct supervision of an attending physician. EM-III residents would also
generally be expected to perform these procedures under direct supervision; however, once
credentialed, they may perform these procedures under indirect supervision with direct
supervision immediately available in critical circumstances at the discretion of the attending
physician.

Procedure Name
Arterial blood gas
Anoscopy
Arterial Line
Arthrocentesis
Cardioversion
Cardiorrhaphy

Designation
Basic
Basic
Intermediate
Intermediate
Advanced/Major
Advanced/Major

Procedure Name
Nasal Packing, posterior
Nail removal
Nail trephination
Nasogastric tube
Open chest massage
Pacemaker, external
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Designation
Intermediate
Basic
Basic
Basic
Advanced/Major
Advanced/Major

Central Line, femoral
Central Line, internal jugular
Central Line, subclavian
Cervical immobilization
Conscious sedation
CPR
Cricothyrotomy
Defibrillation
Delivery, breech
Delivery, normal
Delivery, precipitous
DPL
Epistaxis control
Escharotomy
Extensor tendon repair
External Jugular Line
Fasciotomy
Foreign Body removal
Foley Catheter
Fracture reduction
Gastric Lavage
Incision and drainage
Intracardiac Injection
Intraosseous line
Intubation, orotracheal
Intubation, nasotracheal
Laryngoscopy
Laceration repair, simple
Laceration repair, multi-layer
Laceration repair, adhesive
Local Anesthesia
Lumbar puncture
Nasal Packing, anterior

Intermediate
Intermediate
Intermediate
Basic
Advanced/Major
Basic
Advanced/Major
Advanced/Major
Advanced/Major
Advanced/Major
Advanced/Major
Intermediate
Basic
Advanced/Major
Intermediate
Basic
Advanced/Major
Basic
Basic
Intermediate
Basic
Basic
Advanced/Major
Intermediate
Advanced/Major
Advanced/Major
Intermediate
Basic
Basic
Basic
Basic
Intermediate
Basic

Pacemaker, internal
Paracentesis
Pericardiocentesis
Peri-mortem c-section
Reduction, finger
Reduction, shoulder
Reduction, other
Regional block, digital
Regional block, facial
Regional block, other
Slit lamp examination
Splinting w/ or w/o reduction
Swan-Ganz Catheter
Thoracentesis
Thoracostomy tube
Thoracotomy
Thrombolysis, MI
Thrombolysis, CVA
Tonometry
Ultrasound, FAST
Ultrasound, Biliary
Ultrasound, Renal
Ultrasound, GYN
Venous cutdown

Advanced/Major
Intermediate
Advanced/Major
Advanced/Major
Basic
Basic
Basic
Basic
Basic
Basic
Basic
Basic
Advanced/Major
Intermediate
Intermediate
Advanced/Major
Advanced/Major
Advanced/Major
Basic
Basic
Basic
Basic
Basic
Advanced/Major

Director, Adult Med Resusc
Director, Adult Trauma Resusc
Director, Peds Med Resusc
Director, Peds Trauma Resusc
Participant, Adult Med Resusc
Participant, Adult Trauma Resusc
Participant, Peds Med Resusc
Participant, Peds Trauma Resusc

Advanced/Major
Advanced/Major
Advanced/Major
Advanced/Major
Basic
Basic
Basic
Basic

In addition to the procedure list and definitions above, we have included the Emergency
Medicine Defined Key Index Procedure Minimums, as identified by the Review Committee as
essential to the independent practice of emergency medicine.
Residents are required to perform the minimum numbers indicated for each key index procedure
below by the time of graduation from the program.
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Procedure
Adult Medical Resuscitation
Adult Trauma Resuscitation
Cardiac Pacing
Central Venous Access
Chest Tubes
Cricothyrotomy
Dislocation Reduction
ED Bedside Ultrasound
Intubations
Lumbar Puncture
Pediatric Medical Resuscitation
Pediatric Trauma Resuscitation
Pericardiocentesis
Procedural Sedation
Vaginal Delivery

Minimum
45
35
6
20
10
3
10
150
35
15
15
10
3
15
10

No more than 30 percent of required logged procedures performed in simulated settings can
count toward the required minimum, with the exception of rare procedures, namely
pericardiocentesis, cardiac pacing, and cricothyrotomy. One hundred percent of these rare
procedures may be performed in the lab.
Patient Follow-ups
As part of the ACGME Core competency in Practice-based Learning and Improvement,
residents are required to perform patient follow-ups. For each month in the ED, each resident is
expected to follow-up 1 admitted and 1 discharged patient. Documentation of such efforts are
required, and can be performed by ward visits, telephone calls, or chart review. A completed
follow-up log must be presented to the program director before each 6-month evaluation.
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Core Curriculum
South Shore University Hospital
Emergency Medicine Residency Training Program
Core Curriculum Lectures
Lec.
1.0 ABDOMINAL AND GASTROINTESTINAL DISORDERS
A30
1. Disorders of the Stomach & Esophagus (achalasia,, volvulus, PUD, varices, rupture)
A31
2. Liver Disorders (hepatitis, cirrhosis, hepatorenal syndrome, hepatic abscess, cancer)
A32
3. Disorders of the Gallbladder, Pancreas & Biliary Tree (cholangitis, cholecystitis,
pancreatitis)
A33
4. Disorders of the Small & Large Bowel 1 (diverticulitis, IBD, peritonitis, appendicitis)
A34
5. Disorders of the Small & Large Bowel 2 (abd. wall, cancer, mesenteric ischemia/angina)
A35
6. Disorders of the Small & Large Bowel 3 (upper and lower GI Bleed)
A36
7. Disorders of the Anus & Rectum (hemorrhoids, abscesses, foreign body, proctitis)

AB1
AB2
AB3
AB4
AB5
AB6
A37
A38
AB9
A39
AB11
AB12

B30
B31
B32

2.0 CARDIOVASCULAR DISORDERS
1. Management of Angina & Acute MI/Thrombolytic Therapy (unstable angina, EKG,
nitrates, Tx)
2. CHF, Pulmonary Edema & Cardiogenic Shock (pathophysiology, diagnosis, treatment)
3. Arrhythmia Recognition & Management/ EKG Interpretation (SVT, A fib, AV blocks, V
tech)
4. Diseases of the Aorta/Diseases of the Arterial Circulation (dissection, aneurysms, peri.
vasc. dz.)
5. Hypertensive Urgencies & Emergencies (crisis, encephalopathy, hypertensive urgencies)
6. Diseases of the Pericardium & Myocardium (pericarditis, tamponade, cardiomyopathies)
7. Endocarditis & Valvular Heart Disease (endocarditis, aortic valve, mitral valve)
8. Familial/Congenital Abnormalities of CV System (TORCH, Bicuspid Aorta, VSD, etc)
9. Surg. & Mech. Tx 1 (angioplasty, pacemakers, defibrillators, heparin)*
10. Surg. & Mech. Tx 2 (transplantation, vascular reconstruction, circulatory augmentation)
11. Diseases of the Venous Circulation/Pulmonary Embolism (DVT, thrombophlebitis,
varicosities, heparin)*
12. Cardiovascular Pharmacology (autonomic, adrenergic, cholinergic, nitrates,
methemoglobinemia)*
3.0 CUTANEOUS DISORDERS
1a. Dermatology (maculo/papulo/nodulo/vesicular, erythemas, bullous, dermatitis, eczema,
urticaria)
1b. Dermatology (cancers, manifestation of systemic dz, tinea, pityriasis)
2. Dermatologic Emergencies (necrotizing fasciitis, Stevens-Johnson, Scalded Skin
Syndrome)
4.0 ENDOCRINE, METABOLIC & NUTRITIONAL DISORDERS
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AB13
B33

B36

1. Acid-Base Disturbances (diagnosing, mixed disturbances)
2. Diseases of the Adrenals, Parathyroids, & Thyroid (Cushing’s, myxedema,
pheochromocytoma)
3. Fluid & Electrolyte Disturbances I- Na, K, Cl, & water
4. Fluid & Electrolyte Disturbances II- Calcium, Magnesium, phosphorous
5. Disorders of Glucose Metabolism (ketoacidosis, hyperosmolar, hypoglycemic
syndrome)*
6. Pituitary Disorder & Malnutrition

A40
A41
A42
A43
A44
A45
A46
A47

5.0 ENVIRONMENTAL DISORDERS
1. Heat Related Disorders (cramps, exhaustion, stroke, malignant hyperthermia)
2. Cold Related Disorders (hypothermia, cold injury, frostbite)
3. Barotrauma & High Alt. Illness (Low and High Pressure)
4. Burns & Smoke Inhalation (thermal, cyanide, carbon monoxide, hydrogen sulfate)*
5. Envenomations (animal bites, insect stings, marine envenomations)*
6. Drowning & Immersion Injuries (drowning, near drowning)
7. Radiation Hazards & Electrical/Lightning
8. Poisonous Plants (mushrooms)*

B34
B35
AB14

A52
A53

6.0 HEAD & NECK DISORDERS
1. Ear & Nose (otitis media/externa, labyrinthitis, mastoiditis, epistaxis, sinusitis)
2. Oropharynx & Throat (foreign body, Ludwig’s angina, retropharyngeal abscess)
3. Ophthalmology I: Sudden Loss of Vision (glaucoma, retinal detachment, vascular
occlusion)
4. Ophthalmology II: Trauma & Infection (abrasion, chemical burn, fractures, iritis,
hyphema)
5. Cavernous Sinus Thrombosis
6. Dental Disorders ( toothache, emergencies)

A54
A55
A56

7.0 HEMATOLOGIC DISORDERS
1. Hemoglobinopathies/ Hemostatic Disorders (sickle cell, thalassemia, DIC, TTP, ITP)
2. Oncologic Emergencies
3. Transfusions (reactions, cross-matching)

A48
A49
A50
A51

A57
A58

8.0 IMMUNE SYSTEM DISORDERS
1. Allergic & Anaphylactic Reaction (angioneurotic edema, serum sickness, anaphylactoid
rxn)
2. Autoimmune & acquired deficiency & Transplantation (SLE, HIV, rejection)
9.0 SYSTEMIC INFECTIOUS DISORDERS
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A59
A60
A61
A62
A63

A64
A65
A66
A67

B37
B38
B39
B40
B41

A68
A69
A70

A71
A72
A73
A74
A75
A76
A77
A78

1. Systemic Bacterial Infections (septic shock: gram neg/pos,
gonococcemia/meningococcemia)
1. Systemic Bacterial Infections (toxic shock syndrome, botulism, tetanus, mycobacterial)
2. Protozoal, TB, Viral Infections (Giardia, Ameba, CMV, EBV, HSV, syphilis)
3. Tick-Borne Illnesses & Fungal (RMSF, Tularemia, babesios, tick paralysis,
toxoplasmosis)
4. Antibiotics*
10.0 MUSCULOSKELETAL DISORDERS
1. Bone & Joint Abnormalities (osteomyelitis, arthritis, gout, bursitis)
2. Low Back Pain & other Spinal Disorders (ankylosing spondylitis, sciatica, epidural
abscess)
3. Soft Tissue Infections (rhabdomyolysis, gangrene, erysipelas, paronychia, lymphangitis)
4. Overuse Syndromes (carpal tunnel, tennis elbow, etc)
11.0 NERVOUS SYSTEM DISORDERS
1. Cerebrovascular Disorders (embolic, thrombotic, TIA, aneurysm, AV malformation)
2. Seizure Disorders (differential Dx, new onset, status, management, anticonvulsants)*
3. Headaches: Evaluation & Management (evaluation, types, psuedotumor, migraine)
4. Disorders of the Nerves (CN disorders, Demyelinating, ALS, Guillan-Barre, peripheral)
5. Misc. Neurological Emergencies/CNS Infections (cord compression, encephalitits, shunt
malfxn)
12.0 OBSTETRICS & DISORDERS OF PREGNANCY
1. Ectopic Pregnancy/First Trimester Bleeding (diagnosis, lab tests, abortion, Rh
incompatibility)
2. Third Trimester Bleeding/Other Disorders of Pregnancy (Placenta Abruptio, PROM,
eclampsia,)
3. Delivery (dystocia, uterine inversion, prolapsed cord, endometritis, mastitis)
13.0 PEDIATRIC DISORDERS
1. Gastrointestinal/Abdominal Disorders (Intussuception, Hirschsprung’s, HSP, Meckel’s)
2. Orthopedic Disorders (Legg-Calve-Perthes, tumors, Osgood-Schlatter, septic joint,
epiphyseal trauma)**
3. HEENT & Skin Disorders (otitis, periorbital cellulitis, epiglottitis, impetigo, sinusitis)
4. The Febrile Infant/Infectious Disorders (bacteremia, meningitis, pneumonia, UTI,
Vaccination)
5. Child Abuse, Psych. & SIDS (neglect, physical, sexual, psychiatric, SIDS)
6. Pediatric Cardiology (arrhythmias, CHF, congenital heart disease)
7. Endocrine, Hematologic, Rheumatologic Emergencies (Diabetes, Sickle-cell)
8. Respiratory (Asthma, Croup, Bronchiolitis)
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B42
B43

B44
B45

A79
A80
A81
A82
A83
A84
A85
A86

14.0 PSYCHOBEHAVIORAL DISORDERS
1. Thought, Mood, & Anxiety Disorders (schizophrenia, bipolar, panic, factitious,
antisocial, addiction)*
2. Suicidal/Homicidal (assessment, treatment, risk assessment, commitment)
15.0 RENAL DISORDERS
1. Structural Disorders/Renal & GU Infections (nephrolithiasis. cystitis, pyelonephritis)
2. Acute Renal Insufficiency & Failure (ARF, CRF, emergent dialysis, complications of
dialysis)
16.0 THORACIC-RESPIRATORY DISORDERS
1. Disorders of the Pleura, Mediastinum & Chest Wall (pleurisy, pneumothorax, effusion,
breast)
2. Pulmonary Infections (pneumonia, abscess, TB/PCP)
3. Asthma/COPD/Restrictive Lung Disease (disease and ventilator management)
4. Physical and Chemical Irritants/Sarcoidosis (silicosis, asbestosis, hydrocarbons,
sarcoid)*
5. Noncardiogenic Pulmonary Edema
6. Airway Obstruction & Sleep Apnea (lab, neuromuscular blocking agents)*
7. Pulmonary Embolism & Primary Pulmonary Hypertension
8. Thoracic Outlet Syndrome & Cervical Rib Syndrome & Subclavian Steal

B51

17.0 TOXICOLOGY & CLINICAL PHARMACOLOGY
1. General Approach to the Overdose Patient (decontamination, toxidromes)
2. Non-Cyclic Psychiatric Medications/Tricyclic Antidepressants (lithium, MAOI,
Phenotlliazine)
3. Common Cardiac Medications/Toxicology of Respiratory Meds (ACE inhib,
Theophylline, Digo.)
4. Non-Narcotic Analgesics/Narcotics & Sedative Hypnotics (opiates, acetaminophen,
NSAIDs)
5. Alcohol, Methanol, & Ethylene Glycol (antabuse, withdrawal, treatment)
6. Drugs of Abuse (cocaine, hallucinogens, heroin, opioids, marijuana)
7. Environmental Toxins (Organophosphates, heavy metals, hazardous material spills,
hydrocarbons)
8. Iron & Caustics (iron, household/industrial)

AB17
AB18
AB19

18.0 TRAUMATIC DISORDERS
1. Initial Approach to the Trauma Patient
2. Head Trauma (intracranial injuries)/Trauma to the Face & Neck
3. Spinal Cord/Peripheral Nerve Trauma (fractures, dislocation, compressive syndromes)

B46
B47
B48
B49
AB15
AB16
B50
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AB20
AB21
AB22
AB23
AB24
AB25
AB26
AB27
AB28
AB29

B52
B53

4. Chest Trauma (blunt, penetrating)
5. Abdominal and Pelvic Trauma (blunt, penetrating)
6. Urogenital, Obstetric, and Pediatric Trauma (pelvic fractures, pert-mortem C-section)
7. Extremity Trauma: An Overview (assessment, compartment syn, amputation,
reimplantation)
8. Foot & Ankle (bone and tendon, physical exam, x-ray, dislocation, when to x-ray)
9. Knee, Hip & Pelvis (bone and tendon, physical exam, x-ray, dislocation, when to x-ray)
10. Hand and Fingers Injuries (physical exam, dislocation. common fractures)
11. Wrist & Forearm (bone and tendon, physical exam, common fractures, x-ray
interpretation)
12. Elbow, Humerus & Shoulder (bone and tendon, physical exam, common fractures,
dislocation)
13. Soft tissue/Cutaneous Trauma
19.0 UROGENITAL/GYNECOLOGIC DISORDERS
1. Disorders of the Female Genital Tract/ Gynecologic Infections (vaginitis, cervicitis,
endometriosis)
2. Penile Disorders/Disorders of the Testicles & Scrotum (phimosis, torsion, balanitis,
Fournier’s)

B55
B56
B57
B58

20.0 ADMINISTRATIVE ASPECTS OF EMERGENCY
1. Medical- Legal Aspects of Emergency Medicine/Malpractice (consent,
capacity/competence)
2. Reading the Medical Literature/Research (journal club, EBEM, research methodology)
3. Ethics, Managed Care Plans, Medical Organizations, Practice Management
4. Hospital and Departmental Administration
5. Certification and License Requirements

B59
B60
B61

21.0 EMERGENCY MEDICAL SERVICES
1. EMS System Operations I/II (medical control, education, communication, protocols)
2. Aeromedical Transport & In-Flight Emergencies
3. Disaster Medicine

MR
-----

22.0 Presentation of Symptoms
1. Clinical Cases
2. M&M
3. Grand Rounds

A87
A88

23.0 PROCEDURES/SKILLS
1. Central Venous Access (subclavian, internal jugular, femoral line, umbilical)
2. ENT Procedures (foreign body, nasal packing, laryngoscopy, ear laceration)

B54
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A89
A90
B62
B63
B64
A91
B65

3. Tube Thoracostomies & Thoracotomies (thoracentesis, thoracostomies, thoracotomies)
4. Airway Procedures (retrograde intubation, nasotracheal intubation, cricothyrotomy)
5. Arthrocentesis (knee, elbow, wrist, shoulder, ankle)
6. Regional Anesthesia (nerve blocks)
7. Wound Repair (Basic/ Advanced)
8. Orthopedic Procedures (joint reductions, casting, splinting)
9. Misc. Emergency Department Procedures (NG tubes, foley, arterial lines, LP,
intraosseous)
A92
10. Abdominal Procedures (DPL, paracentesis, suprapubic catheterization)
B66
11. Cardiac Procedures (pacemaker, pericardiocentesis, cardioversion, defibrillation)
B67
12. Conscious Sedation (indications, drugs, monitoring)
A93
13. Slit Lamp
A = Even year curriculum
B = Odd year curriculum
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Examinations
In-Training Examination
Each resident is required to take the annual in-training examination for emergency medicine,
developed by the American Board of Emergency Medicine, usually administered in February of
each year. Performance on this examination has been directly linked to performance on the
written ABEM board examination; thus, this exam is an important tool in the assessment of a
resident’s academic progress.
USMLE Step 3
Northwell Health will require all trainees to pass USMLE 3/COMLEX Level 3 prior to
advancing to the Post Graduate Year-3 (PGY-3) level.
POLICY SCOPE
This policy applies to all trainees in graduate medical education programs sponsored by
Northwell Health, including trainees entering a residency program during, or after the
Post Graduate Year-2 (PGY-2) level.
RESIDENT RESPONSIBILITIES
• All residents are required to take USMLE Step 3/COMLEX Level 3
within four months of commencement of PGY-2.
• All residents are required to pass USMLE Step 3/COMLEX Level 3 by
the end of PGY-2. Residents (including resident transfers) entering a
program after PGY-2 must pass USMLE Step 3/COMLEX Level three
prior to program commencement.
• It is the resident’s responsibility to provide proof of passage of the
examination to the Program Director.
• Residents that do not pass Step 3 by last day of their PGY-2 will be
subject to Adverse Action including but not limited to probation, nonrenewal or termination.
PROGRAM RESPONSIBILITIES
• Programs are responsible for monitoring the satisfactory completion of
this requirement for each resident.
• Programs must notify the Office of Academic Affairs by the fifth month of
the resident’s PGY-2 (or December 1st) of any resident failing to take Step
3 or its equivalent by the required deadline. The resident’s contract for the
following academic year will be categorized as “on-hold”.
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Scholarly Activity
Residency Program Scholarly Activity Guidelines
Importance of Scholarship
Successful physicians serve a variety of roles throughout their careers including providing
clinical care, promoting science, and educating others. The Accreditation Council for Graduate
Medical Education (ACGME) expects EM residents to be driven by curiosity, consumers of
evidence-based medicine, and lifelong learners. For these reasons, all emergency medicine (EM)
residents are required to participate in scholarly activities (SA) throughout their residency.
Scholarship in the medical setting includes a diverse range of activities, including, quality
improvement, population health, teaching, and biomedical research.
The original intention of the SA requirement in EM residency programs was to counter critics
who asserted that EM was not a legitimate medical specialty. These critics argued that EM did
not have specialty-specific research and corresponding literature. Since then, EM physicians and
researchers have defined the scope of practice of EM by collecting robust bodies of evidence in
support of the field. Today, nearly 40 years after EM was officially recognized as a medical
specialty, the need for academic productivity in EM is as important as ever.
Defining Scholarship
The term “scholarly activity” can refer to many different academic pursuits. In 1990, the
renowned educator Ernest Boyer described the four components of scholarship in medical
education: discovery, integration, application, and teaching. Discovery advances the knowledge
of the field; integration is akin to synthesizing knowledge and results in case studies or patient
education reports; application of existing knowledge can be completed by participating in
national guideline panels or professional societies; and teaching involves disseminating current
medical knowledge by delivering lectures or developing curriculum. Faculty members
responsible for residency training are expected to expose residents to all four components of
scholarship throughout the residency program.
Traditionally, scholarly activities for residents in graduate medical education programs has
meant completing original research projects. As defined by Glassick in 1997, there are six
expectations for a research project: (1) clear goals; (2) adequate preparation; (3) appropriate
methods; (4) organized results; (5) effective presentation; (6) reflective critique. Establishing
clear goals involves identifying a clinical problem and creating important and reasonable
objectives; adequately preparing involves thorough literature review and isolating the purpose(s)
of the project; having appropriate methods means choosing proper tools and strategies to answer
the question; having organized results requires the processing of data and ensuring relevance to
the objective(s); findings can be effectively presented to others via posters or lectures; and
reflective critique entails stepping back and determining what could have been done differently
and what can be done next.
Scholarly Activities in Medicine Today
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Today faculty can expose residents to a wide variety of scholarly activities by conducting
original research; participating in grand rounds and journal clubs; writing case reports, other
articles, or book chapters; and participating on national committees and educational
organizations. Residents can satisfy their SA requirement in the same manner. In recent years,
graduate medical education programs have begun to accept many more activities as scholarly.
Namely, the advent of Free Open Access Medical Education (FOAMed) has led to innovations
in teaching technology that are widely accepted as scholarly in EM. These resources are high
quality, accessible, and usually free; many in EM support the use of these videos, Podcasts, blogs
etc. because they allow for open communication and ongoing conversation.
Specifics to our Program
Provided that such a wide range of pursuits can be considered SA, each type of scholarly project
will be assigned a rating of high, medium, or low value. In most cases, high value activities will
be deemed satisfactory to fulfill the SA requirement. If one chooses to complete medium or low
value activities, he or she may be required to complete multiple activities to satisfy the SA
requirement. These projects will be cumulatively assessed by the residency program director and
research director, and will satisfy the SA requirement at their discretion.
In addition, any and all scholarly activity is to be conducted with the assistance and
mentorship of a faculty advisor. This is to ensure that, in your capacity as a representative
of your hospital, program, and health system, that the professionalism standards we expect
for scholarship are being met.
Type of Scholarly Activity
IRB-approved original research project (principal or co-investigator) with written
manuscripts, submitted to a peer-reviewed journal
Systematic literature review of a pertinent clinical question with a written
manuscript
Case report or series of a pertinent clinical topic with a written manuscript
Meta-analysis of a pertinent clinical topic with a written manuscript
Contribution to a book/textbook chapter or section
IRB-approved submission for grant-funded research
Unfinished but significant progress made on any of the above listed high-value
activities
ED quality improvement project with demonstrated results and presentation to
colleagues
Establishment and maintenance of a valuable online teaching tool aka FOAMed
(YouTube series, Podcast series, Tweets, blogs, Google Hangouts, app
development, Facebook groups etc.)
Participation or leadership role on a national committee
Presentation at a conference (oral or poster-board)
Development of guidelines for departmental practice using evidence-based
medicine for a pertinent clinical problem
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Value
High
High
High
High
High
High
Medium
Medium
Medium

Medium
Medium
Medium

Development of an original medical device or product with a functional prototype
and written description
Creation of a publishable simulation case for educational purposes
Submission of letter to the editor of a medical journal
Submission of newspaper or magazine article intended for the lay public

Medium
Low
Low
Low

Timeline:
The residency curriculum has allotted two weeks dedicated to research. It would be impossible to
expect that any meaningful scholarly activity could be started and completed in a two-week
timeline. Your scholarly activity should be considered a longitudinal experience throughout your
residency curriculum. The two-week block is meant to provide you with dedicated time to touch
base with your mentor, organize your progress, and make a significant stride in completing the
scholarly project. The following is a suggested timeline to help residents achieve their scholarly
project:
January PGY-1: Propose a research project and establish a project mentor
June PGY-1: Submit formal written proposal to IRB. Even for internal reviews and/or quality
improvement projects, IRB waivers may still be required.
January PGY-2: Data collection largely completed; begin data analysis
June PGY-2: Write-up and presentation of results to program/research director(s)
January PGY-3: Abstract/manuscript submitted for publication/presentation.
June PGY-3: Graduation research presentation to residents and program leadership.
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Research Travel Policy
Presentation of research projects is encouraged throughout residency training. This can be done
at the local, regional, national, and international level. We will consider travel reimbursement for
projects accepted for presentation at any regional, national, or international conference, provided
that:
•
•
•
•

The resident is otherwise in good standing with the program
Travel does not create an unreasonable burden to either the resident or the program
The same project has not been presented at any other conference (i.e. a project may only
be presented once for reimbursement)
Upon completion of travel, the resident must submit original receipts for: hotel; taxi
receipts (for travel between home - airport and airport - hotel ONLY); conference
attendance; proof of attendance (CME or other completion certificate); and meals (up to
$75/day, excluding alcohol).
o Further exclusions include car rentals, checked baggage, and room charges.
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