GENERAL SURGERY AT MOUNT SINAI

This is why you’re here.  You get a tremendous experience at our affiliated hospitals, but the reason you’re at this residency program is to learn how to be a surgeon from the attendings at Mount Sinai.  Teams 3, 4, and 5 are each excellent and different experiences as an intern.  Here are some rules of thumb for these rotations:
· Preround and Rounds:

· When you first get in, make sure the OR schedule for the day is on the board.  Then print out lists for the team (interns, med students, chief).  Not every intern should do this….figure out who’s going to print them out and where to leave them.  The On call Intern should come in earlier to make sure this happens.  You can check labs, but they’re often not back yet by the time we round.

· INSIDE pts – 10E/9E sometimes 8C/9C/10C --  all these pts must be prerounded on by the interns….no excuses for not seeing everyone.

· All dressings changed before rounds.   Don’t change dressings on POD # 1, unless it’s an infected wound (ex: s/p drainage of abd wall abscess).  Take dressings down on POD # 2 unless told otherwise.  If the wound is clean/not draining, leave the dressing off.

· If students see pts, you must also see the pt and write separate note.  No cosigning or Addendums.

· If you’re post-call and you’ve done post-ops or pre-ops overnight.  Have all the information with you on rounds, particularly pre/post op labs.  If you missed something, better the chief know on rounds than in the OR.

·  Come in as early as you need to pre-round on your patients.  Take pride in your pre-rounds.  When you present a patient in the morning you should know more about them than anyone else, after all you did just see them.  If you find yourself saying “I don’t know” often, you probably need to come in earlier (I DON’T KNOW IS STILL PREFERABLE TO LYING).  As the year goes by, you’ll amaze yourself with how efficient you become at pre-rounding.

· Don’t interrupt others during rounds—allow them to finish.  Pay Attention!!  You need to know about others patients too!!

Typical presentation/Note for rounds

S – New events since prev rounds (chest pain, SOB)


Bowel fxn – flatus, BM


Diet – tolerating or not, N/V, hiccups


Ambulating 

O – Vitals Tmax, Tcurr,  HR, BP, RR, Sat


In – IVF at rate?  + boluses?


Out – UO/Foley



Drains – quality



Ostomy output


Phys Exam  General, Heart, Lungs, Abd, Wound,  Ext

A,P – Diet Advance?


IVF change


Med change


Studies, Labs


Venodynes, DVT prophylaxis, PT


DC Planning – Soc Work?  VNS?

· Floorwork after rounds:
· Notes have to be completed immediately after rounds.  If attendings start finding that notes are delayed after morning rounds, a policy will be instituted that notes be done before rounds.

·   Get discharges done ASAP.  Everyone discharged needs a D/C summary filled out on the computer, d/c order, prescriptions.  Prescriptions are usually only for pain meds (T#3, vicodin;  percocet )
· Studies / Xrays – if these need to be obtained.  Order it STAT and  call radiology to follow up your order….don’t just order it and wait. ALL STUDIES NEED BE FOLLOWED UP TO MAKE SURE THEY WERE DONE.   Keep on top of the studies, the radiology dept doesn’t assume STAT orders are really STAT unless someone pesters them.

· Follow up on Radiology – these are dictated and available thru the dictations system in the PM.  If you need to know earlier (before rounds).. then go down or call the Radiologist and find out the info!!

· Labs – all labs drawn by nurses, even STAT labs and blood cults, but you must persist and remind them.  Follow up—don’t just assume it’ll be done.  All ABGs done by resident

· LABS – the lab list must be kept updated on EDR.  Have the labs printed out and bring them to the OR that your chief is in by 12 NOON.  All abnormal labs MUST be delt with ASAP….not until PM rounds…

· If problems arise in the middle of the day, and no senior/chief residents available because they are operating – call the attending DIRECTLY!! – there is no excuse for sitting on a low Hct, or a pt that is SOB!!

· Often studies/tests don’t get done unless you push for them yourself…A emergent CT angio for PE has to be done right away….Don’t wait for the nurses or transport --  BRING THE PT YOURSELVES!!!!  Also true when a pt urgently needs to go to the OR….Make sure the pt gets there by BRINGING them down YOURSELF!!

· PM Rounds:

· No one leaves until PM rounds are done.

· Start prerounding on the pts as soon as possible after 12N.  Being ready to round as soon as the Chief gets out of the OR gets everyone out the fastest.  
· Also, if SENIORs not available, then see the OUTSIDE pts. 
· Check all charts for Notes left by attendings and consult services.  Have all labs available (print out on EDR is most handy)

· Be
sure labs are check by noon everyday….low Hcts, low or hi K’s should not be delt with late in the day.


· Make sure everything that was supposed to happen during the day – happens!!!

· Orders and Updating the Pt list should be done immediately after PM rounds.  These tasks should not be assigned to the PA/NP

· Make sure the next day’s OR schedule is on the board!!

· Short call person stays til 8pm to signout to PA/NP or long call person stays overnight.

· Other team members may leave if all is well after PM rounds

· Preops:  
· All preops should be started as soon as possible to limit your afternoon torture.  Check the next day’s OR schedule…it’ll be available online by 12-2pm.  
· All in-house pts having surgery the next day have to be preoped. 
·  All pts should have T&S, CBC, PT/PTT, Chem 7 within a 2 days of the operation.  Consent, NPO, IVFs, bowel prep if needed (check w/ chief).  CXR and EKG if > 50yo (within 1 week of case).

· All attendings have specific guidelines for preops.  Some may get admitted the day before and need IVFs started immediately.  He also has a specific bowel prep 

· Check with the attending directly if Senior/Chief is not available

· Postops:  
· All postops should be done w/in 4-6 hours of case finishing.  Remember to check labs, if done.  Make sure all the postops that are admitted get on the list.  Do all the postops you can, then you can sign out late postops to the PAs/NPs

· OR:  this is the fun part.  

· Get to your case 15 min before the case starts.  Meet the patient and make sure all paperwork is in order.  If your case is not at 8am, be sure to keep a look out periodically for your case to start…often cases are later or earlier (ask the resident preceding your case to page you)

· As a general rule be aggressive, but not too aggressive.  You have to get a feel for the attending and what he wants or will let you do.  Often it takes two or three times scrubbing with the same attending to figure that out.  Practice ties at home while wearing sterile gloves.  It’s more stressful in the OR, but practice still makes perfect.  By the end of the year, you’ll surprise yourself with how good you get technically.  Interns at Mount Sinai scrub more than any other program that I know of.

· Postop:  Make sure the Brief Op note and Computer Orders are done.  Check with the attending regarding who will be dictating the case.  Ambulatory cases – need prescription for pain meds (vicodin, T#3), discharge order, discharge instruction sheet.

· Team IV: The OR experience is probably the best on this service..  They let you do the most during cases and have the most intern level cases (hernias, port-A-cath’s, breast biopsies).  Dr. Divino and Dr. Pertsemlidis Sr. and Jr. are a pleasure to scrub with and will teach you a lot.

· Team III: The laparoscopic service.  You will do a lot of camera holding on this service.  They may let you do a little later in the year, but generally you’re driving the camera and sewing ports.  Even still, it’s a great rotation.  Drs. Herron, Kini, Salky, Katz, Reiner, and Vine are amazing laparoscopically and it’s really beautiful surgery to watch.  You will learn a lot even without doing much, which will make you better when it’s your turn in a couple of years.

· Team V:  you’ll get some hernias and port-A-cath’s, but mostly butt cases.  These can be great too.  They’re quick and if you show interest Dr. Ky , Gorfine, and Steinhagen will get you involved.  If you’re the rectal resident (usually a categorical) you’ll have rectal clinic Thursday afternoons.  This is your opportunity to do rigid sigmoidoscopy, anoscopy, and banding of hemmorhoids.

· Signing out to PAs/NPs:  
· These guys have been hired to help us out with floorwork overnight.  They come in at 8pm daily and wait for you to sign out to them.  Make sure you give them a detailed signout.  You should be on top of the service and KNOW what you’re talking about.  DON”T just regurgitate what was said on PM rounds, not knowing what you’ve done.  
· All preops should at least have been started (ie consent, labs drawn) – PAs/NPs should only be checking late preop labs drawn…not doing complete preops.  
· Postops can be signed out to them, but cases done early in the day should’ve been post op’ed by 6hours after the case.
· PAs/NPs are NOT your slaves...they are on the same rank level as junior residents…and often are much more experienced than YOU!  Do not scut them out!!!  Give them a fair signout!!  If there is still a ton to do at signout time…then help them out before you leave.

· The PATIENT LIST
· is the BIBLE and should always be updated.  Do NOT leave this to be updated by PAs/NPs/Students.  Often the operating resident adds their pt to the list, but this is not the rule.  This should be perfectly updated before you leave at the end of the day (even if you’ve signed out to the PAs already)….take pride in your PATIENT list.  
· Medications/Diets must be kept updated!!!

· Make sure all postop admissions and admissions from the ER make it to the list.  Missing pts on rounds is often due to forgetting to put pts on the list and is embarrassing and dangerous!!
· On call – 
· make sure all preops and postops and other floorwork is done.  
· Anything you think you cannot handle, call the IN-HOUSE Senior or the CHIEF

· You will NOT be on-call ONLY  for your own team.  The PAs and NPs on the other teams will ask you to help out.  Especially in emergencies

· In addition, you WILL be help out seeing consults or going to the OR at the request of  the In-House Senior.  

· Medical Students:  
· They should see 2-3 patients each morning.  Encourage them to interview and examine the patients, change dressings, and come up with a thoughtful plan.  Of course, don’t forget, you are still the responsible doctor.  You need to see all of their patients as well, including the wounds. 
· Integrate medical students into rounds.  Make sure they present all the patients they see.  Help them to make succinct, effective presentations.  Encourage them to carry supplies (tape, gauze, scissors, culture swabs, staple removers, etc) and to get involved at the bedside during rounds (cutting tape for the chief, handing the chief a culture swab…).  Though that may have been instinctive to you as a student, you’ll find some medical students at Mount Sinai don’t think about that stuff.  A simple explanation of how that helps the team to run more efficiently and that everyone has a role is often enough to get their pockets overflowing with supplies.

· Attendings:   If you see an attending rounding on his or her patients on the floor, tag along with them.  They appreciate your interest and it’s a good way to get their plan first hand.  You’ll often get bedside teaching as well.

· The era of strict hierarchy in Surgery is over!!   Don’t be afraid to call and ask an attending questions.  Stop them on the floor and run through their pts with them.  You must establish relationships with the attendings!!!  If seniors/chiefs are not available….they should be contacted directly about problems!!
· Conferences:    These will be assigned by chief residents.  You will do 1-3 every month.  They are by far the most formal on Team IV.  Be prepared for these.  Take pride in your presentations.  You can find really good figures on Google Images actually, or from Sabiston which you can get online through MD consult.  You should also cite several papers.  Try to use good journals from reputable institutions.  Read the paper, if it sounds like garbage, it probably is…don’t use it.  Be sure to get the Lap top and Projector from 5 E. 98th st ahead of time (or Dr Perts Team 4)
· DR PERTS WANTS TO GO OVER YOUR PRESENTATION 2 DAYS AHEAD OF TIME!!!!!! ….CALL HIM TO ARRANGE APPOINTMENT

· Social Work:   Round with social work early!  .  They will stay late/bend over backwards for you guys if you make the effort to round early and work with them on getting patients out.  They come in at 9, so if you’re not in the OR, find them around then.  D/C’ing patients is a HUGE part of your job as an intern.  They can make it easy for you and often make great suggestions during rounds (PT consult, switch to PO meds….) that you may have overlooked during rounds with the chief.  Remember to do your Briggs forms early, they often leave them in the front of the chart.  This is worth it.  Let me tell you it feels pretty damn good when you can say you got “chronic pt X” out a day or two sooner than anyone thought was possible.  You’re also saving the hospital money and the attending/team a lot of grief.

MISCELLANEOUS TIPS

· You should also work on your patient presentations.  They should be a daily work in progress.  Every day you should focus on presenting all the important information concisely and leaving out all the extraneous detail.  Again, as the year goes by you’ll understand what that means more and more and this will become easy for you.
· Know your plumbing in the post-op period.  If a patient has a tube/drain, know what the output has been in the last shift and in the last 24 hours.  DO NOT forget to look at the drain.  50 cc in the JP of a post lap-chole means very different things when it’s bilious vs. serosanguinous.  These drains are keeping them in the hospital, so know when you need to keep them in and when you can pull them out (always ask first).

· Don’t get frustrated, a lot of times you have to run 

· Listen to the nurses.  Many (not all) of the nurses on 10E and 9E are excellent.  Some of them have spent time in the SICU and virtually all of them spend some time in the stepdown unit, so they are probably more used to seeing sick patients than you are.  If a nurse calls you and says something as simple as “I just don’t like the way pt X is breathing” or “He just doesn’t look good”, BELIEVE THEM!  Go see the patient right away.  Then you can make your own assessment.  Worst thing to happen is they were wrong, but that’s still much better than if they were right and you blew it off.
· TRUST YOURSELF!!!  Thinking to yourself “I’m just and intern” is UNACCEPTABLE!  If a patient just doesn’t look right to you, something probably is wrong.  You have to learn to trust your instinct.  You’re a surgical resident.

· Specific Operations:

· Restorative Proctocolectomy:  this is a total proctocolectomy with creation of a J-pouch from ileum and then an ileo-anal anastamosis.  This can be done in one stage or in as many as 3 stages (meaning 3 separate operations).  Dr. Greenstein will do it in 3 stages.  The first is a subtotal colectomy with end ileostomy (this means he takes out all of the colon, leaves the rectum and brings up the loose end of the terminal ileum as an END ileostomy).  A few weeks later he’ll make the J-pouch from the terminal ileum, resect the rectum (he leaves a short rectal cuff) and does a stapled anastamosis of the ileal J-pouch to the rectal cuff.  He also makes a LOOP ileostomy to divert the fecal stream and allow the anastamosis to heal.  In a few weeks he’ll take down the loop ileostomy (this is just a loop of ileum brought thru the skin – then you make a hole in it so all the enteric contents pour out of their and the distal bowel is at rest – though it’s all in continuity).  A loop ileostomy only requires an incision around the loop, resection of the area that was opened to allow enteric contents to drain, than anastamosis, than drop back into belly. The Dr. Bauer group on team V try to do it in one stage.  They will use a diverting loop ileostomy if they are concerned about the anastamosis.  They also don’t leave any rectal cuff.  They do a mucosectomy and then they hand-sew the anastamosis of the J-pouch to the anus.

· Bariatric Surgery:  These patients may  get Upper GI series on Post-op day 1 (to make sure there is no leak).  If it’s normal, they start Stage I bariatric diet (which is essentially clears), dc foley.  If tolerating that they start Stage II bariatric diet on POD # 2 and dc ivf, and go home that day.

· Lap Chole – can start clears and diet as tolerated and DC on POD 1

· Lap Appy – can start clears and diet as tolerated and DC on POD 1

· Lap Nissen – contrast swallow study on POD1 then DC

· If operating down in the pelvis, check with the attending when they want the Foley out.  Otherwise, they should come out once the pt is OOB, which should be POD #1.

· Once patients are tolerating diet, all interns should have a knee-jerk reflex.  It should be….D/C PCA, start Percocet, Heplock the IV, switch all meds to PO.  Remember this, it makes you look good on rounds and gets the patients many steps closer to Madison Avenue.

· Ostomy function looks different for a colostomy than for an ileostomy.  An ileostomy is liquidy and bilious.  A colostomy is looks much more like stool.  It makes sense, since the colon absorbs water.

Typical Schedule  - 

AM rounds will start at varying times depending on the the current Patient Load

Team 3

	Mon
	Tues
	Weds
	Thurs
	Fri
	Sat
	Sun

	515 PreRounds

615 Rounds

730 Team Conf

830 OR

930 Tm 3 Clinic
500 PM Rounds
	545 PreRounds

645 Rounds

800 OR

500 PM Rounds
	445 PreRounds

545 Rounds

700 M&M Conf

800 Grand Round
930 Clinic
500 PM Rounds
	445 PreRounds

545 Rounds

700 Basic Science
800 Team Conf

830 OR
400 Aufses Conf
500 PM Rounds
	545 PreRounds

645 Rounds

800 OR

930 Clinic
500 PM Rounds
	700 Prerounds

800 Rounds

400 PM Rounds
	700 Prerounds

800 Rounds

400 PM Rounds


Team 4

	Mon
	Tues
	Weds
	Thurs
	Fri
	Sat/Sun

	545 PreRounds

645 Rounds

800 OR

500 PM Rounds
	545 PreRounds

645 Rounds

800 Tm 4 Conf

900 OR

930 Clinic

1230 Dr Weber office**

500 PM Rounds
	445 PreRounds

545 Rounds

700 M&M Conf

800 Grnd Round

900 OR
500 PM Rounds
	445 PreRounds

545 Rounds

700 Basic Sci Conf

800 OR

100 Head/Neck clinic**
400 Aufses Conf
500 PM Rounds
	545 PreRounds

645 Rounds

800 OR

500 PM Rounds
	700 Prerounds

800 Rounds

400 PM Rounds


** optional – Head Neck Resident (PGY3)

	Team 3 Attendings:

Vine

Reiner

Salky

Jacob

Herron

Kini

Katz

Zisman

Beaton

Edye


	Team 4 Attendings

Divino

Chin

Weber

Pertsemlidis Demetrius

Pertsemlidis David

Slater

Greenstein

Aldoroty

Goldfarb

Weiss

Zinberg

Freed


	


