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Intern Orientation 

2005-06

… Helpful Hints and tricks to surviving intern year …

OBSTETRICS INTERN RESPONSIBILITIES (Days & Nights)

Laboring Patients
1. New admits need H&P’s using preprinted form

a. Admit packet includes: H&P, orders, PP Rx and discharge summary

2. Use the U/S to confirm fetal presentation for ALL new admits

3. In general, patients need notes every 2 hours while in L&D; if doing an exam, tell the nurse before or after and write it on the strip (see sample notes)

a. Make sure all cervical exams are double checked in first month of year

4. Review the fetal central monitors frequently, if there is any concern, SEE the patient and ask another resident or the attending to review the strip with you

5. For AROM/FSE/IUPC you will always need the nurse present in the room

6. Update the signout on the computer regularly

7. Consent patients for vacuum, forceps, c/s – translators are always available on page if necessary, have patient sign pre-printed consent and write progress note consent

a. Document consent in chart – OK to use C/S consent stamp

8. Call upper residents for all deliveries

9. For vacuum, forceps, preterm, twin deliveries upper years should definitely be called and usually get first dibs – d/w your team

10. Get med students involved, multips are best for them to follow and deliver– discuss having the med student involved with the delivery with the attending prior to the delivery

a. All med student notes need to be cosigned 

OB Checks

1. 4 key questions for all patients: contractions? Vaginal bleeding? Loss of fluid or ruptured membranes? Fetal movement?

2. Confirm dates – date by LMP c/w US? When was US?

3. Review pt’s chart, vitals –especially BP, FHT’s and Toco, has the patient previously been seen in L&D, and why? Has the patient had Pre-E labs?

4. For LOF or VB, sterile speculum first (remember NO digital exam for previas!)

a. SSE with water – no gel

b. Look for pool, then swab with nitrazine swab and check for ferning under microscope

5. Present the case to the 2nd year and/or chief

6. If a resident’s continuity patient is to be admitted, notify them

7. Have med students see ob checks too – have them get the history

Specifics ( these may vary depending on the patient and the attending so check with the team prior to writing orders

1. GBS cx or GBS bacteruria: Ampicillin 2g IV then 1g q4hr until delivery; if PCN allergic, give Kefzol or Clinda (900mg IV q8) (note that PCN is standard but is not premixed by our pharmacy thus we don’t use)

2. Chorioamnionitis: usually defined by maternal fever, maternal tachycardia and fetal tachycardia ( consider Chorio study (if still collecting patients)



- For NSVD: use Amp 2g IV q6h and Gent 100 mg IV q8h, cont for 24 PP

- For C/S, if continuing PP may add Clinda 900 mg IV q8h after delivery for 24 h with Amp/Gent (no Kefzol)
3. Meconium: DeLee suction on the perineum and peds at the delivery

4. Induction of Labor: Cervidil vs Miso vs pitocin: calculate Bishop score; can’t use miso or cervidil if >3ctx in 10 min; Usually if patient is 3+ cm ( then start pit, can use oral or vaginal miso, but check with attending

a. Miso oral: 50 mcg po, then 100 mcg po in 4h if qualifies with less than 3 ctx in 10 min and less than 3 cm

b. Miso vaginal: 25 mcg PV q4h

5. Magnesium Sulfate checks: review BPs, check reflexes, listen to lungs, follow labs 

a. Remember to ask patient about headaches, blurry vision, scotoma, SOB, RUQ pain 
Admit Orders

Can use ADCVANDIMLS (Admit, Dx, Condition, Vitals, Activity, Nursing, Diet, IVF, Meds, Labs, Special) but some use abbreviated version (will vary depending on if patient being induced and attending’s wishes and other medical conditions of patients)

- Admit

- Vitals (per routine or specify BP frequency if pre-ec/gest htn or FS frequency if DM)

- Allergies

- Activity: bedrest (in active labor)

- Nursing: CEFM/toco.  If pre-eclampsia and receiving Mg ( fluid restrict <2400/24 hrs (100cc/hr), monitor I/Os



- Diet: sips and chips in active labor

- IVF: NS or LR (no LR for diabetics!!!) ( see diabetic protocol for appropriate IVF

- Meds: 
Fentanyl 100 mcg IV Q1hr PRN x maximum of 3




Epidural PRN ( notify H.O. first for exam


[cervidil, miso, or pitocin as indicated]

[Mg 2 gm/hr in active labor for pre-eclamptics, usually give 4g IV loading dose]




[insulin regimen for diabetics ( see protocol]




[Antibiotics if GBS+, etc.]

- Labs: labs as indicated
CBC T&S on C/S patients, grandmultips
Postpartum (see separate handout)

1. Postpartum rounds everyday
2. The ob intern takes the postpartum calls (discussed later in postpartum section)

3. Ideally, postpartum patients on Magnesium should have checks Q6hrs

4. Postpartum tubal ligations – will need standard Stanford consent signed by patient and hand written consent

Fetal Strip Rounds

1. Every Wednesday at 7:15 AM in the Bing, one intern (usually night float) prepares an interesting fetal strip and case and another intern reads the strip

a. Easiest if the Night Float intern prepares the strip and the others read

2. The last Wednesday of the month is journal club in the OB dept conference room; discuss the article with the MFM fellow prior to the presentation

a. We divided up this task each month!

Perinatal Conference

1. This conference is Fridays at noon with the OB and NICU faculty and residents – usually in conference room on 1st floor Packard by elevators
2. Easiest for the intern on an “easy” rotation (i.e.: a vacation month) to prepare and present the case and when they are on vacation then the L&D day intern takes the responsibility

3. Fetal strips are not presented in these conferences, simply the prenatal course leading up to the delivery. APGARs, cord gases, baby weight, and whether or not the patient received betamethasone prior to delivery are usually helpful to have.

4. Again, discuss with the fellow which case or cases you will be presenting – the cases are faxed (L&D is on the list) on Wednesday immediately prior to the conference so there isn’t much time to prepare – but the presentations are usually relatively simple to prepare as once you’ve presented the mother’s side, the peds residents present the baby’s hospital course.  To find out which cases are being presented, try calling the neonatology office (3-5711) or the NICU fellow on call.  MedRec or medical records and Meditech are also helpful places to look for the old records.  

5. If the baby being presented by the NICU wasn’t born at LPCH, then the OB intern doesn’t have to present the antenatal course. 

Cesarean Sections:

· The intern on the ambulatory rotation is responsible for the 1st C/S of the day on T, Th, and Fridays, initially this is only the Stanford primary C/S and sometimes the private primaries

· All SWC/SMC C/S should be resident dictated (See example in back of red book), ask privates what they would prefer.  Always offer!

L&D progress notes:  (remember to date and time all notes)

R1 OB PN

S:  comfortable/desires pain meds.  If pre-eclamptic, any sxs?

O: VS:  (If on Mg, also note I/O’s, general, lung exam, DTRs)

     FHT: baseline, +/- LTV, presence of accels, if not currently reactive, mention if previously reactive; decels (students should NOT write about decels in chart)

     Toco:  Q 3 minutes, presence of irritability; Pitocin @ x

     SVE: dil / eff / station, position of head if known

     Labs:

     [if on meds, write in column]

A/P:  X yo GxPx @ x weeks by LMP c/w x week U/S, in active labor/induction for ….

(1) FWB: reactive/reassuring tracing; GBS status, time since ROM, ?fetal anomalies

(2) MWB: AFVSS;  if diabetic, fingersticks; if PreE, presence of symptoms, whether needing meds

(3) Labor: ?adequate progress; meds being used; next intervention if needed

(4) Pain: comfortable; epidural/fentanyl

(5) O+ / RI / GBS status / Vtx.  

Delivery Note:

R1 Delivery Note
NSVD of viable male/female infant, wt=   , APGARs =   , over IP/MLE, under local/epidural/no anesthesia. 

Pt arrived in active labor/induced/augmented for… (may include meds used for labor).  She progressed to complete rapidly/over x hours, and pushed x hours to deliver.  (Note presence of increased BPs, infection, deviations from labor curve, meconium.  Infant’s head delivered in a controlled fashion/precipitously over IP/MLE.  Nuchal cord x 1.  Anterior shoulder delivered with/without difficulty (if dystocia, note maneuvers used).  Baby bulb suctioned at perineum/after delivery.  Posterior shoulder and body followed easily.  Cord was clamped and cut, infant to mom/RN/peds.  Placenta with 3VC delivered spontaneously and intact/ manually extracted.  (Describe abnormalities if present).  X degree laceration repaired with x-vicryl/chromic.  (If 3rd or 4th degree lac, document rectal exam).

(If cord gas or placenta sent, document why)

Baby to WBN/NICU for…  Mom to postpartum floor stable (describe any postpartum interventions for mom, e.g. Abx, Mg, FS, bowel care for large tears).

EBL=

OBs= Attg, Residents

The Attending physician, Dr. X, was present and participated directly in the entire procedure.

Post -Partum Guidelines:

· 2 interns round on postpartum floors F1 and F2

· OB Night Float intern rounds on F2 and then assists the day Intern with completing rounds on F1.

i. Night float left list with who to round on and their labs (See below)

· During the 1st 4 months – the ambulatory intern would come in and round with the day/night intern in order to get through all of the patients.  After Oct we were able and made ourselves manage with 2 as then the ambulatory person got a break! There were times when PP was FULL and the extra person did offer to help out! Also remember they continued to do the 1st C/S of the day!
So …Who do you round on?

WEEKDAYS:

a. ALL San Mateo County patients. (SMC)

b. SWC (Stanford) patients

· C-sections POD#1, and any complicated patient **

i. ** Complicated means IRGDM (DM I or II), PIH on Magnesium or with abnormal labs, patients on antibiotics, medical problem requiring closer monitoring or anything Bobbye Sundae does not feel comfortable with.

· Bobbye Sunday, NP will round on all uncomplicated NSVD and c-section POD#2-4

c. Private C-sections in which a resident assisted; in general, proceed with caution when writing orders on private patients. Usually, benign things like Tylenol and Benadryl are not a problem, but when called about a fever or another issue you may want to run it by an upper resident or call the private to discuss what kind of work-up/management they want – usually evaluating the patient first if possible is best.

· helpful to mark the chart backs with C/S if they are private and need to be seen by interns

· Let the private docs D/C home their patients, but feel free in the AM to remove staples as you WILL be called later in the day to do so otherwise!

WEEKENDS:

ALL SMC, SWC and private c-sections   

· No Bobbye Sunday on weekends

In General … 

a. PPD 0 patients (those who delivered after midnight) unless they are on Magnesium or otherwise medically complicated enough to warrant a note do not need to be seen 

b. Private NSVDs do not need to be seen by interns

So … How do I Round …

1. Make a list of all the patients on F1/F2: 


1. click meditech icon


2. enter id and password


3. 3 enter (4 enter) “Order Entry”


4.30 enter (location arrow)


5. F1 (case sensitive)


6. F2

7. Print on F2.1 or F1.1 or LD01 depending on your floor.


8. Go to census Board at front

9. Mark square for SWC (⁮), triangle for SMC (∆) and circle for private c-sections (○)

10. Pull charts and determine if you need to see patient. (look at delivery note, admission H&P, nursing L&D summary)

             - Bobbye will leave a list in AM of patients she will see


11. Pull all vital charts for your patients.

12. You may use easy flow sheet on all SMC/SWC uncomplicated patients. If complicated use a typical SOAP note. I/O’s for C/S POD 1 and those or Mag or if otherwise indicated. Make sure to check labs when indicated. Often Hct is available ppd2. Check complicated patients sooner.

13. When done, highlight patients on census sheet that the SWC attending needs to see and post on resident room door. (they must see your SWC patients, NOT Bobbye’s)

2. NSVD: discharge post partum day two, multips may want to go home 

ppd#1 (make sure Hct is back prior to D/C and FeSO4 prescribed if indicated (<30 in gen.)) and if uncomplicated may go.

- Discharge with DSS (Colace 250 mg po BID give 60 tabs. 3 refills) and Motrin 600 mg po q6h (Medical patients get free with Rx)
3. C-section: discharge POD#4 after passing flatus and tolerating reg 

food.


- Remove staples POD#4 as long as they are horizontal and mom does not 

have a vascular/DM disorder. If patient is obese, has DM or incision under lots of tension consider checking with someone before removing. 


- Do not remove vertical staples. D/C patient with staple remover kit and 


steri strips and have them return to their doc for removal 7-10 days. 

· Discharge with following Rx (need narcotic Rx from upper level/attending): 

i. DSS 250 mg po BID #60 3 refills 

ii. Vicodin 1-2 tabs po q4-6 hours prn pain, #30 no refills.

iii. Motrin 600 mg 1 tab po q6h prn #40, refill #1

4. Rh Negative 

- Follow up Rhogam studies from delivery and give Rhogam subq as indicated.

- Nurses are usually good about checking as well but a reminder order is always good
5. Contraception: Determine if Breast Feeding:

If Breast Feeding:

b. Micronor (progesterone only OCP) 1 tab PO QD, start 2nd Sunday after deliver. 11 refills. Tell them to switch to regular OCPs when no longer breast feeding.

c. Depo-Provera 150 mg IM injection. Tell them that they will need to repeat every 3 months.

d. IUD at 6 weeks PP check up. Some may want to wait for birth control until this visit.

6. Rubella: if not rubella immune, give vaccine prior to discharge. Current guidelines are that patients should not become pregnant 1 month after receiving vaccine (which works well because we also tell them not to have intercourse for 6 weeks after delivery).


- Order: Rubivax subQ x1 prior to D/C

7. Discharge summaries/planning
a. On D/C summaries: fill out pre-printed form. Those with a complex AP course will also be dictated by 2nd yr; those with complex PP course or requiring longer than standard duration of admission after delivery are dictated by OB intern. SMC pts return to the clinic where they were seen during their preg i.e.: SMC gen, Fairoaks, Willow, etc.

- Dictate anyone who has had antibiotics for endometritis or received PRBCs 

b. In general, it is a good idea to discuss with patients when they are likely to be discharged so that they know. Also, starting to prepare the paperwork on L&D and PPD 1 is helpful so when the OB intern is called about a patient’s discharge in the middle of the day everything is prepared to the extent possible.

7. Signing out Post partum: remember to sign out complex patient or those with labs or other studies that need to be checked after AM postpartum rounding or at PM signout. 

What to do if they call you  for … **

** (This list is not supposed to replace clinical judgment, physical evaluation of patient or opinion of particular attendings on service at the time.)

** If you order studies in the am you must tell intern on L&D so that they may follow up on the results.

1. Temperature

Questions: Mode of delivery, when did they deliver, was temp repeated, did they get antibiotics in labor or have chorio.

Threshold temperature requiring treatment varies per attending. Most everyone treats>38.5 regardless of mode of delivery. 38-38.5 varies. More likely to treat if had a temp in labor or if temps have been “almost” high for a while. Often treat NSVD if >38.0 or if >12-24 hours out of a c-section. You will want to discuss with upper level or 

attending.

Evaluate patient: breast tenderness? Lungs clear? CVAT? Uterine tenderness? Wound cellulitis? Calf tenderness and swelling (DVTs)?

Blood cultures x 2, cath UA and C&S, Chest xray, Tylenol 325-1000mg PO q6 prn fever

For presumed endomyometritis:
Ampicillin 2mg IV q6hours 

Gentamicin 100mg IV x 1, 80mg IV q8 (depends on weight, most patients may require 120 then 100 (adults are 3-5 mg/kg/day divided into 3 doses) Remember to check creatinine and gent levels for prolonged administration or continued fevers
Clindamycin 900mg IV q8 


*** Usually treat with antibiotics until afebrile (T <38) >48 hours

2. Low HCT
Questions: We treat Hct<30 with iron: Feso4 325mg po bid and DSS
If you are called with a significantly low Hct (<25)  check vitals, orthostatics, urine output, and determine if patient is symptomatic (are they dizzy when they stand?). Evaluate for source of bleeding, quantity of blood or hematoma. Consider transfusion (done very rarely), rechecking Hct, and FeSo4 and discuss with upper level.


- transfusions usually given for Hct < 20

3. Bleeding

Questions: How much blood, mode of del, EBL, vitals, Orthostatics, urine output

Evaluate patient-this may involve looking at quantity of blood yourself, and if concerning call upper level to do pelvic and possibly remove clots, membrane, or maybe to administer meds.

- Suggestion of meds: Pitocin, Methergine (if normal BP’s), Hemabate, or Miso PR

4. UTI Symptoms
Cath UA and C&S -> if pos Tx: keflex 500mg PO QID x 5-7 days 
5. No or low UOP
Bolus LR or NS 500-1000mL. (do not bolus pts on Magnesium), Strict  ins and outs, Watch UOP closely, if low (<30cc/h) or none in 4-6 hours place foley to check for urinary retention.  Patient may end up going home with foley - Discuss with attending.

6. Magnesium
A. Checks: Questions: Any scotoma, RUQ pain, headache 



      Check I/Os, DTRs, Lungs, Write brief note

B. Mag Calls:

-- Can we decrease frequency of vitals? 

Questions: How long on Mag and when does it D/C. What have UOP and vitals been like?  If BPs have been good and uop ok then may go from vitals q1 to q2, etc.

-- Can we decrease the Mag as the patient is so groggy and feels miserable?

Determine if she is severe Pre-E and what her vitals have been like. Go evaluate patient. May order a Mg level and consider decreasing to 1.5/hour or 1/hour, most patients will tolerate Mg at 2g/h for 24h PP
7. Elevated BPs
Questions: What are the last several BPs? New onset hypertension or ongoing problem?  Is patient Pre-E and on Mag or was she on Mag. We treat BPs SBP>160 DBP>105. Please note these numbers vary according to attending. If the BP is new we may want to get PIH labs to evaluate Pre-E or if worse BPs we want to determine worsening Pre-E. Discuss with upper level. We treat acute with Labetalol 10mgIV or Hydralazine 5-10mgIV, also can start a patient on Labetalol 100 mg po BID
Misc Information …

BLOOD TRANSFUSION RISK NUMBERS

HIV less than 1/1,000,000

Hepatitis C less than 1/1,000,000

Hepatitis B 1/137,000

SAMPLE C-SECTION CONSENT

I discussed with the patient the risks, benefits, and alternatives of a Cesarean section. I explained to the patient there is a risk of infection and damage to internal organs including bladder, bowel, ureters, blood vessels, and nerves. I also explained to the patient there is a risk of bleeding which may require a blood transfusion or in rare cases a hysterectomy. I explained that the risks of a blood transfusion include the risks of the transmission of HIV (<1/1,000,000), Hepatitis C (<1/1,000,000), or Hepatitis B (1/137,000). The patient demonstrated understanding and all questions were answered.  Consent signed.
SAMPLE BILATERAL TUBAL LIGATION CONSENT

I discussed with the patient the risks, benefits, and alternatives of a bilateral tubal ligation. I explained to the patient that this is a method of permanent sterilization but does have a failure rate of 3-5/1000. I explained to the patient that is she does become pregnant after a tubal ligation she is at increased risk of an ectopic pregnancy and should be evaluated by a physician immediately. I explained to the patient there is a risk of infection and damage to internal organs including bladder, bowel, ureters, blood vessels, and nerves. I also explained to the patient there is a risk of bleeding which may require a blood transfusion. I explained that the risks of a blood transfusion include the risks of the transmission of HIV (<1/1,000,000), Hepatitis C (<1/1,000,000), or Hepatitis B (1/137,000). The patient demonstrated understanding and all questions were answered.  Consents signed.
Gyn-Onc Intern Responsibilities

1. Rounding and floor work

a. Usually see all patients before AM round with residents or if team rounding at least get to floor and have all vitals before team

b. Usually only see floor patients, not ICU or chemo pts

c. F/U labs, tests, studies and consults during the day and gather vitals prior to PM rounds with attending

d. First call for floor

e. AM note (see below)

2. Admissions and D/C’s

a. Admissions need dictated and written H&P’s

b. D/C: fill out written form, write Rx’s and dictate D/C summary (hospital course by systems)

c. Patients from OR will likely already have H&P’s. Review schedule though as it will be helpful for seeing who is likely to be presented at tumor board

3. Clinic (M,W,F)

a. Do as much of floor work as possible from clinic such as entering orders, lab F/U, calling consults, calling floor to talk with nurse

4. Tumor Board (Wed lunch) … see below for more TB notes
a. Prepare tumor board list (verify with upper levels and fellows before sending)

i. Include: Name, MR#, Path (with dates and accession numbers), Rad studies (dates and where done i.e.: Stanford or Outside Hospital)

b. Determine which patients have path slides or rads to be discussed and compile them in a list.  

i. Path slides have accession numbers which are on computer for older studies (Last Word) 

ii. New studies in Path can be found in the front of the path dept (across from 2nd floor escalators) or you can call Path to get accession (3-7211)

iii. You can get prelim readings by asking for the “Hot Seat” resident but must have accession number

iv. Fax cover sheet is in red binder (“Tumor Board Intern Guide”) in the cabinet above the Gyn-Onc computer in the bowling alley

v. Stanford rad studies will be pulled by rads library staff but verify that they are in the gyn-onc tumor board slot in U/S reading room.  Place outside films there too and have them there by Mon so rads staff can prepare.

vi. Questions about outside films can be directed towards Kim Desina or Terry Donahoe

vii. Prepare tumor board presentations: 

1. Look at samples

2. Tumor history

a. Presentation

b. Key events

c. Surgeries

d. Chemo/Radiation

e. Brief: PMHx, PSHx, Meds, FH, SH

3. Know your staging!!!

Weekly Schedule
Monday: 
6:30 AM or earlier: Page Night float, get signout and pager



Clinic with Dr. Chan (Cancer Center, Clinic C, Workroom C)

- everything in clinic is dictated (have time in between patients on Mon but rarely on other days so have to dictate at end of clinic or lunch)



Talk with Kim (in clinic) and get names of cases for Tues in OR 




- print H&P




- Write all labs on 1st page




- Photocopy for everyone (Fellow, Residents)

At 5 PM, get OR schedule for tomorrow so you can let everyone know where cases will be (IE: Main vs. ASC and rooms)

Prep Tumor Board (always double check with fellow regarding list of patients)

Signout (always email it to yourself so that you can work on it anywhere (i.e.: in clinic)



Signout at 7:30 PM 
Tuesday:
6:30 AM or earlier: Page Night float, get signout and pager



OR Day 

Make sure that patients are seen in pre-op area (especially if others are in another case), Sign red border sheet at top so that Patient can be a “GO” to OR as soon as they are done



Floor work 




- every day make sure to make sure discharges are up to date



Complete Tumor Board in Morning (see below for sample)
- gather all outside films from clinic and take them to radiology with copy of Tumor Board patients so they know which Stanford films to re-review




- Email Tumor Board to Drs. Kapp and Chan





* johnchan@stanford.edu




* kapp@reyes.stanford.edu
- Fax cover sheet of Tumor Board (just names, med rec numbers, etc) to:





* Surgical Path: 57409





* Radiology: 36036





* Radiation Oncology: 58231





* Gyn Onc Fellow: 37737





* Radiology File Room: 3-3995




- Print copy for chief to review

- make sure you have all printed reports for each patient to bring along in case they ask questions … H&P, OP Notes, Path reports, Radiology Reports, etc

- Bring 15 copies of Tumor Board to meeting (3 copies with cover page for you, fellow, Teri RN) and 12 or so copies with just cases on them 

Always keep checking into OR to see if there is anything else that needs to be done



Tumor Board for Next week




- all cases (some exceptions) go on Tumor Board




- Start prepping

Signout (always email it to yourself so that you can work on it anywhere (i.e.: in clinic)



Signout at 5:30 
Wednesday:
6:30 AM or earlier: Page Night float, get signout and pager



Clinic with Husain



Talk with Kim (in clinic) and get names of cases for Tues in OR 




- print H&P




- Write all labs on 1st page




- Photocopy for everyone (Fellow, Residents)

At 5 PM, get OR schedule for tomorrow so you can let everyone know where cases will be (IE: Main vs. ASC and rooms)

Tumor Board at 1 PM in Conference Room C of Cancer Center (2nd floor at top of stairs, across from infusion center)

Signout (always email it to yourself so that you can work on it anywhere (i.e.: in clinic)



Signout at 5:30 
Thursday:
6:30 AM or earlier: Page Night float, get signout and pager



OR Day

Make sure that patients are seen in pre-op area (especially if others are in another case), Sign red border sheet at top so that Patient can be a “GO” to OR as soon as they are done



Floor work



Tumor Board for Next week




- all cases (some exceptions) go on Tumor Board




- Start prepping (don’t get behind)

Signout (always email it to yourself so that you can work on it anywhere (i.e.: in clinic)



Signout at 5:30 
Friday: 
6:30 AM or earlier: Page Night float, get signout and pager



Clinic with Husain (starts at 8AM)

Signout (always email it to yourself so that you can work on it anywhere (i.e.: in clinic)



Signout at 5:30 (sometimes will meet resident in L&D on Fri!)

Helpful Hints:

1) Gyn Onc pager: 12825

2) Chemo patients admitted to FGr

3) All other patients, it is preferable to go to F3

4) Rounds: irregular with attendings


- need to obtain all vitals/labs for patients in AM


- changes per chief

5) Replacing electrolytes


Phosphorus: Neutraphos packets


Magnesium: Mag Sulfate IV 8 meq is 1g, so in Last word do put “8” or “16”


Potassium: 10 meq IV over 1 hr

- ex: if 2.5 then subtract from 5.0, get 2.5 or 25*2 = 50 so give 50 meq over 5 hr



- make sure to put in order for lidocaine 2 mL vial at same time

6) Hct >30, offer blood if less than 30

7) IVF: D51/2NS + 20 meq K @ 125 cc/h (routine fluid orders)

8) Post op checks: all patients need post op checks 4h after completion of procedure. 


- include vitals


- fluids (I/O’s)


- meds (esp pain)

9) Make sure all discharges are up to date for the weekend residents, include all prescriptions 

Sample Gyn Onc Note

(put med list with diet and IVF in margin – look up on last word to verify)

R1 Gyn Onc PN

POD#1, HD#2

S: ask about pain and look to see how much pain meds they are taking, flatus, nausea, vomiting, tolerating diet, SOB, etc. as appropriate

O: Tmax, Tcurr, BP (full range), HR (full range), RR, O2sats, fingersticks

Ins/Outs = PO + IVF/emesis, urine, NGT, Drains

PE:

Gen: does the patient look uncomfortable, is she alert, awake, and oriented?

Neck: look at line sites: is there erythema, warmth, bruising?

Heart: rate, rhythm, murmurs…

Lungs: listen sitting up or patient rolled to side; crackles? Decreased breath sounds?

Abdomen: look for distention, ascites; listen for bowel sounds; check ostomy sites, color of output

Wound: check site for erythema, warmth, bruising, etc. If wound is being packed remove packing and note granulation tissue, pus, fluid, bleeding, foul smell, etc. (allow extra time for packing wounds!)

Extremities: check to see that TEDs/SCDs are placed, look for tenderness, edema

Labs:

Radiographic Studies:

Pathology:

A/P: ##yo with [diagnosis] s/p [surgery] etc.

CV: Treatment of HTN, arrhythmias, chest pain, etc.

Resp: note saturations and oxygen requirements, and interventions needed for SOB, effusions, etc

GI: note the patient’s diet, if she is on GI prophylaxis (pepcid), stool softeners, if has NGT, tx for nausea/vomiting

FEN: note plan for chem. labs, TPN, IVF, etc 

Heme: note pt’s last Hct, if any transfusions needed, epogen; note if pt has thrombocytopenia

ID: note if pt has temperature spike, work-up involved, day of antibiotics; pending micro

Endo: note if diabetic, has thyroid disease, meds

Pain: note PCA or oral meds

DVT prophylaxis: note if pt has TEDs/SCDs, heparin, lovenox

Psych: note anxiety, depression and if meds, SW or psych intervention needed

Dispo: discharge plan, SW or case manager consult if needed

Other Rotations …
Gynecology Clinics

	
	Monday
	Tuesday
	Wednesday
	Thursday
	Friday

	AM
	Grand Rounds
	Jacobson
	REI-IVF
	VA-Crowe
	OB low risk

	PM
	Reading
	REI-IVF
	SMC
	REI-IVF
	TAB clinic


REI: 900 Welch Road
SMC: 222 W. 39th Avenue, San Mateo, CA  94403

OB: 750 Welch Road

Medicine Clinics

	
	Monday
	Tuesday
	Wednesday
	Thursday
	Friday

	AM
	Grand Rounds
	FP
	FP
	HTN – VA
	Geriatrics - Pompei

	PM
	Reading
	DM - VA
	FP
	Adolescent med
or Breast Clinic

(Dirbas)
	FP


FP: Hoover Pavilion, 211 Quarry Road, Stanford, CA

VA: 3801 Miranda Avenue, Palo Alto, CA 94304
(650) 493-5000

      Contact: Elena Serrano re: computer access

                   ext: 6-5505

                   office: bldg 101, B203 (across from the library)

        Clinics: Diabetes: bldg 5, 3rd floor (seemed to be cancelled all of the time)

                   Htn: bldg 5, 2nd floor, attg: Dr. Strasburg
Geriatrics: 1st Floor Boswell
ED: They will contact you regarding the schedule!
