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I.
Introduction

All of the Administration, Staff, Attending Physicians and the Department of Medical Education welcome you to the Palm Beach Centre for Graduate Medical Education.  We know that your experience here, whether it be for your third year or for a fourth year elective, will be a rewarding one.  The Palm Beach Centre for Graduate Medical Education is one of the finest osteopathic patient care and educational programs in South Florida.  Our educational goal is excellence, and your role in obtaining this objective is key.

It is the intent of the interns, residents and attending physicians is to:

(
help you to apply your knowledge in clinical and hospital settings

(
provide you with opportunities to build upon your diagnostic and communication 
skills

(
help you expand your knowledge base with an extensive program of didactics

The material presented in this handbook is intended to help ease your hospital experience.  Please read the following pages carefully, take them to heart and put them into practice.  If you have any questions, please feel free to ask any resident, intern, the ADME (Administrative Director of Medical Education) or the DME (Director of Medical Education).

II.
Duties and Responsibilities

The following are guidelines developed by the Department of Medical Education in order to help make this rotation an educational experience, which will help to properly prepare you for your internship/residency.  Since these guidelines cannot cover all situations that you may encounter during your stay, we expect that you will approach all situations with mature and sound judgement.  When in doubt, do not hesitate to ask your chief resident, assigned attending physician, the Director of Medical Education, or the Administrative Director of Medical Education for guidance.  You will find the Medical Education office (Dr. Bradley S. Feuer, DME, and Diane S. Fitz, ADME) in Suite 308 of the Gould Professional Building, directly across from the ER, or by dialing extension 3910.  We are ready and willing to provide whatever assistance may be necessary to assure a pleasant and successful rotation.

1. Students should remember that they are invited guests, and should act accordingly.  Any student who does not follow the policies outlined in this manual will be subject to immediate dismissal from the rotation.

2. All visiting externs, upon arrival, must page the intern/resident on-call for initial orientation to the facility.  Those requiring housing will need to pick up their room key from the operator upon arrival.

3.
All externs should report to the assigned attending upon arrival at the hospital for assigned rotations (generally, this will be on a Monday morning).

4. During the first day of the rotation, the extern should find time to register with the Recruiting Department in order to obtain a hospital photo ID.  Recruiting is located in the Gould Building, Suite 101.  The hospital ID badge is to be worn AT ALL TIMES while on hospital property.

5. Upon completion of each rotation, please have your attending complete an evaluation form.  These should then be left with the Administrative Director of Medical Education.  A copy will be placed in your extern file and the original returned to your school.

6. All student physicians have the responsibility of abiding by the policies and procedures of the hospital.

7. Assigned living quarters are distributed by availability and advance assignments only.

8. Assigned living quarters must be kept in clean and proper condition.  If accommodations are not kept clean, externs will be charged for any expenses incurred in cleaning.  Evaluations will not be forwarded to the extern’s school, and the rotation will not receive a passing grade until such expenses are paid.  Keys to living quarters and ID badges must be returned to the Administrative DME prior to leaving the rotation.  Rotations will not receive a passing grade and evaluations will not be forwarded until the ID badge and keys are returned.

9. Student physicians are expected to be available to report daily to their assigned attending physicians at 7:00 AM, and are expected to remain on hospital duty, and available to the attending physicians until 7:00 PM.  Any free time may be spent in the medical library, laboratory or emergency department.

10. Student physicians are not scheduled for any night rotations, but may work in the Emergency Department with the approval of the Department’s Medical Director.

11. Student physicians are asked to make an effort to keep their voices down and LIMIT SOCIALIZING when on the floors and in the units.

12. Student physicians are reminded to ensure, when removing a patient chart from their place at the nursing stations, that the chart does not contain orders awaiting nursing action.

13. All attending physicians are to be addressed by medical students as “Dr. (last name)” at all times.  All Interns and Residents are to be addressed as “Dr. (last name) in front of patients.  Please keep in mind that you are to give FULL respect to all attending physicians, interns and residents AT ALL TIMES as they are your superiors. Disciplinary action will be taken against those who do not give such respect

14. Any questions, comments or concerns regarding your rotations, fellow housestaff, students, attendings, or our program should be addressed to your Chief Resident.  If satisfaction is not achieved at that level, or if you do not feel that it is appropriate to discuss with the Chief the issue should be brought the attention of the DME.  If you are not satisfied with the DME’s response, or if you do not feel that it is appropriate to discuss with the DME, then the issue should be brought directly to the attention of the CEO (Val Jackson).  There are no exceptions to this chain of command.

15. If a student must be absent from a clinical rotation due to illness or special circumstances (e.g., death in the immediate family), the absence must be reported as soon as possible to the attending physician as well as the Administrative DME.

16. Students may be excused from their rotations for religious or national holidays, at the discretion of their attending physician and the DME.
17. Student physicians are required to attend all lectures.  Lectures are held at 7:15 AM and 12:30 PM.  The lectures begin promptly.  Please be on time.  Please be sure to sign in.  If mitigating circumstances warrant an absence or tardiness, such must be reported to the Administrative DME and the Chief resident IMMEDIATELY. Three unexcused absences in one month will result in an automatic failure of the current rotation. The lecture schedule is posted in the third floor classroomaz.

18. Student physicians are required to perform History and Physical 
examinations (H&Ps) on a daily basis.  H&Ps are limited to two (2) per student per day on weekdays and four (4) per student per day on weekends.  The assignments are given on a rotating basis and are posted outside the library.  The H&Ps should be completed before the end of that day.  The completed H&P should be reviewed by the intern/resident on that service before the close of that day.  A sample H&P is included in this document’s appendix.  Please note that the words “negative” and “within normal limits” (WNL) have no place on an H&P.

19. Please remember to include an osteopathic examination as part of the H&P.  If findings are abnormal, include an assessment and put together a treatment plan.

20. Student physicians should write daily progress notes on the assigned patients for their service.  See the appendix for information on progress notes.

21. When writing progress notes in patient charts the student physician should sign their name, followed by the names of the attending, resident and/or intern on that service.

22. All notes and H&Ps should be written in black ink.

23. The student may not write any orders.  If an order needs to be written, please contact the intern/resident on the service or the house intern.

24. The student physician should round daily with the attending(s) for the assigned service.  Be familiar with the cases you present.

25. Student physicians should perform procedures only under direct supervision of the House physician or attending physician.

26. Student physicians should respond to all calls for Code Blue.  As you enter the area of the code, put on gloves in case you are asked to help.  Stay out of the way of the personnel involved in the code if you are only observing.  Typically, only one or two students will be allowed in the room per code.

27. Any changes in patient status should be promptly reported to the intern/resident on that service, or, if they are not available, to the house intern.

28. Perform OMM on patients, as required, when instructed to do so by the intern/resident on the service or by the attending physician.

29. Rectal examinations should be performed on all patients over 18 years of age unless contraindicated.  A nurse should be present for rectal exams on patients of the opposite sex of the examiner.

30. Review your school handbook for learning objectives for the rotation and set up a program of self-study.  Keep up.  It will pay dividends at board time and when the letters “DO” follow your name.

31. Before leaving the hospital, the student physician should “sign out” with the intern/resident on his/her service or with the house intern.

32. It goes without saying that hospital policies, rules, regulations and decorum should be followed at all times.  Always be dignified and professional.  In front of 
patients, refer to each other and to the staff formally with the proper titles.  Please dress professionally at all times.

33. Externs are expected to be available to make rounds with their attending physicians on alternating weekend mornings.

34. Removal of any book from the library may result in failure of the rotation.
35. We encourage our students to assist each other on a regular basis.  Remember, those who do for others without expecting anything in return usually wind up receiving far more in return than they would have asked for.

III.
Hospital Ethics

Courtesy and understanding are the cornerstones of the medical profession.  Misconduct within or outside of the Hospital can subject the hospital, its employees, and you to criticism.

The following codes should be observed at all times:

1.
The most important rule of the hospital is to respect the confidential nature of information pertaining to the patient.  You are not to discuss patient or hospital affairs with employees or outsiders.  (Remember, the person standing next to you in the cafeteria may be a family member of the patient.)

2.
The hospital is a non-smoking facility.  Enough said.

3.
Personal conversations should not be carried out in the presence of patients or visitors and personal affairs or problems should not be discussed with patients.

4.
Show loyalty to the hospital.  Do not criticize its policies.

5.
It is wise not to argue with a patient.  If a difficulty should arise, the nursing supervisor, attending physician or department manager should be called to handle the situation.

IV.
Training Policies

1.
Dress Code

You are expected to wear your white jacket in the third and fourth year.  (Keep them clean.)

Clip your hospital ID tag to the jacket.

Males:  shirt, tie, pants.

Females:  dresses, skirts/blouses, slacks/blouses.

Scrubs are only for the operating room, emergency room (nights only at Palms West and Columbia; anytime at JFK) or during deliveries.  Wear the white jacket over the scrubs except in the OR or during special procedures.

2.
Visiting Patients

When visiting a patient, introduce yourself, explain who you are, and ask permission to obtain a history and physical examination.  Learn to properly introduce yourself to all patients.  You will work out a routine without difficulty.  Most patients will cooperate after a suitable introduction.  If you should experience difficulty in securing patient cooperation, do NOT press the issue yourself.  Notify the intern/resident for that service.  If the patient is a child or mentally or physically incapable for whatever reason, try to secure the history from a family member, supplementing with old records (if available).  If family is not available, ask the charge nurse to notify you when someone comes to visit the patient from whom you can obtain the needed information.

WASH YOUR HANDS BEFORE AND AFTER THE EXAMINATION OF EACH PATIENT and in the presence of the patient if possible. Follow proper sterile techniques when required.

3.
With Respect to the Relatives of Patients

You will be called upon by relatives (and at times by patients) to render an opinion as to the diagnosis, progress, or prognosis of the patient.  THIS IS NOT YOUR RESPONSIBILITY.  The attending physician knows the patient and his/her family history and may have an entirely different idea about talking to the patient and family members as well as a good reason for this approach.  Be courteous but non-committal, or simply refer the patient/family member to the attending physician unless the attending physician specifically directs you to provide information to the patient and/or family member.

4.
With Respect to the Attendings and Housestaff

Be as courteous and helpful as you can to the attending physician and to the interns/residents.  He/she is probably just as busy as you are and will appreciate any assistance you can render.  Most doctors welcome questions and appreciate suggestions of value.  Also, please address interns/residents in public by “Dr. _____.”

5.
With Respect to the Nursing Staff

The nursing staff is an integral and essential part of the medical team.  From a fine nurse, you stand to learn much.  At all times, you should strive to maintain a professional manner and efficient working relationship with nursing staff.

Columbia Hospital has an exceptionally high percentage of registered nurses per patient and this has been one of the outstanding points in the success of this institution.

6.
Policy for the Evaluation of Student Physicians

The evaluation of the student physicians is performed as per guidelines put forth by the students teaching institution.  The student should provide the attending physician with the evaluation form(s).

The student physician is responsible for maintaining logs during their rotation.  Please note that logs are required during elective rotations at most institutions.  The evaluation form should be signed by the DME after completion by the attending physician.  The Administrative DME will then place a copy in your extern file and forward the original to the osteopathic school.

7.
Food Services

The cafeteria is open to employees, staff, residents, interns, students and guests according to the schedule posted in the department.  Meals are complementary when on duty.  Meals are not to be removed from the hospital.  If emergent need exists, the meal can be covered and taken to the Medical Education Classroom.  Please clean up and return the tray to the cafeteria if you do so.

8.
Library

The library is located on the second floor.  Library books cannot be removed from the library for any reason.  In order to provide Columbia Hospital’s medical staff with a mechanism to enforce this policy, removal of a book from the library will be cause for immediate failure of the extern rotation.  If any food is taken to the library, it MUST be cleaned up afterwards.  Computers are to be used for medical purposes only.

9.
Emergency Code System

Code Blue:  Indicates a cardiopulmonary arrest, which requires immediate response to the area indicated.

Code Red:  Indicates that there is a fire within the hospital, which requires immediate response by the Fire Brigade to the area indicated.

Code D:  Indicates Major Disaster or Hurricane Plan is to be followed.

Code D-200:  Indicates a hazardous materials spill.

Dr. Strong:  Indicates a disturbance.  All male personnel are to respond to the specific location.

Code E:  Indicates evacuation procedure is to be put into effect.

Code Adam:  Indicates an infant abduction.

Dr. Search:  Indicates a bomb threat.

V.
Universal Precautions
Scope:

To all nursing and ancillary services involved in any patient care/contact.

Purpose:

To establish precautions to prevent transmission of diseases transmitted via blood and body fluids such as HIV and HBV.  Since medical history and examination cannot reliably identify all patients with HIV or other blood borne pathogens, precautions will be consistently used for ALL patients when handling blood and body fluid.

Text:

Universal Precautions is an approach to infection control.  According to the concept of Universal Precautions, all human blood and certain body fluids are treated as if known to be infectious for HIV (Human Immunodeficiency Virus).

Other potentially infectious material:

1.
The following human body fluids:  semen, vaginal secretions, 



cerebrospinal fluid, synovial fluid, pleural fluid, pericardial fluid, peritoneal 

fluid, amniotic fluid, saliva in dental procedures, any body fluid that is 


visibly contaminated with blood, and all body fluids in situations where it 

is difficult or impossible to differentiate between body fluids.

2.
Any unfixed tissue or organ (other than intact skill) from a human (living 

or dead).


3.
HIV containing cell or tissue cultures, and HIV or HBV containing culture 


medium or other solutions; and blood organ, or other tissues from 



experimental animals infected with HIV or HBV.

A.
Routine Precautions:

1.
All employees shall routinely use appropriate personal protective equipment to prevent skin and mucous-membrane exposure when contact with blood or other body fluids of any patient is anticipated.

Appropriate personal protective equipment such as, but not limited to:  
gloves, impervious gowns, eye shields and masks.  All personal 
protective equipment shall be removed and placed in plastic, red colored contamination bags prior to leaving work area or patient room.  Areas that use re-useable goggles must wear masks when goggles are being used.  Goggles should be cleaned in the dirty utility rooms with a 10% bleach solution when the likelihood of contamination has occurred.

Gloves should be worn for touching blood and body fluids, mucous membranes or non-intact skin of all patients, for handling items or surfaces soiled with blood or body fluids, and for performing venipuncture and other vascular access procedures.  Gloves should be changed after contact with each patient and hands washed.  Masks and protective eyewear should be worn during procedures that are likely to generate droplets of blood or other fluids to prevent exposure of mucous membranes of the mouth, nose and eyes.  Gowns should be worn during procedures that are likely to generate splashes of blood or other body fluids.

a.
All procedures involving blood or other potential infectious materials shall be performed in such a manner as to minimize splashing, spraying, spattering, and generation of droplets of these substances.

b.
Personal protective equipment is available and must be utilized.  Gloves are available for use in every patient room and in designated work areas.  All other personal protective equipment will be available in the clean utility rooms of the nursing units and the stock of these 
items shall be maintained by Materials Management and checked daily.

2.
Hands and other skin surfaces should be washed immediately or as soon 
as feasible after removal of gloves or other personal protective equipment.  Hands and other skin should be washed with soap and 
water, or flush mucous membranes with water immediately or as soon as feasible following contact of such body areas with blood or other potentially infectious material.

3.
Take precautions to prevent injuries caused by needles, scalpels, and other sharp instruments or devices during procedures; when cleaning used instruments, during disposal of used needles, when handling sharp instruments after procedures.  To prevent needle stick injuries, needles are not to be recapped, purposely bent or broken by hand.  After they are used, disposable syringes and needles, scalpel blades and other sharp 
items should be placed in puncture resistant containers for disposal.  These containers are located in each patient’s room as well as ancillary departments providing patient care.  These containers are labeled and are red or beige in color.  These containers are leak proof on the sides and bottom.

4.
To minimize the need for emergency mouth-to-mouth resuscitation, mouth pieces, resuscitation bags or other ventilation devices will be used for resuscitation.

5.
Employees who have exudative lesions or weeping dermatitis will refrain from all direct patient care and from handling patient care equipment until 
the condition resolves.

6.
Eating, drinking, smoking, applying cosmetics or lip balms, and handling contact lenses are prohibited in work areas where there is a reasonable likelihood of occupational exposure.

7.
Food and drink shall not be kept in refrigerators, freezers, shelves, cabinets or on countertops or benchtops where blood or other potentially infectious materials are present.

8.
Pregnant employees are not known to be at greater risk of contracting HIV infections than other health care workers who are not pregnant; 
however, if a health care worker develops HIV infection during pregnancy, the infant is at risk of infection resulting from perinatal transmission.  Because of this risk, pregnant health care workers should be especially familiar with and strictly adhere to precautions to minimize the risk of HIV infection.

B.
Precautions for Invasive Procedures

An invasive procedure is defined as surgical entry into tissues, cavities, or major traumatic injuries.

1.
In an Operating Room, Emergency Department or outpatient setting 
including physician’s offices.

2.
Cardiac catheterization and angiographic procedures.

3.
A vaginal or cesarean delivery or other invasive obstetric procedures during which bleeding may occur.

4.
The manipulating, cutting, or removal of any oral or perioral tissues 
including tooth structure during which bleeding occurs or the potential for 
bleeding exists.

a.
Employees who participate in invasive procedures must routinely use appropriate barrier precautions to prevent skin and mucous-membrane contact with blood and other body fluids of all patients.  
Gloves and surgical masks must be worn for all invasive procedures.  Protective eyewear should be worn for procedures 
that commonly result in the generation of bone chips.  Gowns or aprons made of materials that provide an effective barrier must be worn during invasive procedures that are likely to result in the splashing of blood or other body fluids.  All employees who perform or assist in vaginal or cesarean deliveries should wear gloves and gowns when handling the placenta or infant until blood and amniotic fluid have been removed from the infant’s skin and should wear gloves during post-delivery care of the umbilical cord.

b.
If a glove is torn or needlestick or other injury occurs, the glove should be removed and a new glove used as promptly as patient safety permits; the needle or instrument involved in the incident should also be removed from the sterile field.

C.
Precautions for Autopsies or Morticians’ Services

In addition to the general blood and body fluid precautions listed above, the following precautions should be used by persons performing postmortem procedures:

1. All persons performing or assisting in postmortem procedures should wear gloves, masks, protective eyewear, gowns and waterproof aprons.

2.
Instruments and surfaces contaminated during postmortem procedures should be decontaminated with an appropriate germicide.

D.
Precautions for Dialysis

Patients with end-stage renal disease who are undergoing maintenance dialysis and who have HIV infection can be dialyzed in hospital based units using conventional infection control precautions.  Universal blood and body fluid precautions should be used when dialyzing all patients.

Strategies for disinfecting the dialysis fluid pathways of the Hemodialysis machine are targeted to control bacterial contamination and generally consist of using 500-750 parts per million (ppm) of sodium hypochlorite (household bleach) for 10 minutes, 1.5% - 2.0% formaldehyde after every 100 hours per manufacturer’s recommendations.  None of these products need to be changed for dialyzing patients infected with HIV.

Patients infected with HIV can be dialyzed by either hemodialysis or peritoneal dialysis and do not need to be isolated from other patients.  The type of dialysis treatment should be based on the needs of the patient.  The dialyzer is discarded after each use, never to be used on more than one patient.

E.
Precautions for Laboratories

Blood and other body fluids from all patients should be considered infective.  To supplement the universal blood and body fluid precautions listed above, the following precautions are recommended for employees in the clinical laboratories.

1.
All specimens of blood and body fluids should be put in a well constructed container with a secure lid to prevent leakage during transport.  Care should be taken when collecting each specimen to avoid contaminating the outside of the container and of the laboratory form accompanying the specimen.

2.
All venipunctures will be performed using gloves.

3.
All persons processing blood and body fluids specimens (e.g., removing 
tops from vacuum tubes) must wear gloves.  Masks and protective eyewear should be worn if mucous-membrane contact with blood or body fluids is anticipated.  Gloves should be changed and hands washed after completion of specimen processing.

4.
For routine procedures, such as histologic and pathologic studies or microbiologic culturing, a biological safety cabinet is not necessary.  However, a biological safety cabinet must be used whenever procedures are conducted that have a high potential for generating droplets.  These include activities such as blending, sonicating, and vigorous mixing.

5.
Mechanical pipetting devices should be used for manipulating all fluids in the laboratory.  Mouth pipetting MUST NOT be done.

6.
Use of needles and syringes should be limited to situations in which there is no alternative and the recommendations for preventing injuries with needles outlined under Universal Precautions should be followed.

7.
Laboratory work surfaces should be decontaminated with an appropriate chemical germicide after a spill of blood or other body fluids and when work activities have been completed.

8.
Contaminated materials used in laboratory tests should be decontaminated before reprocessing or be placed in bags and disposed of in accordance with institutional policies for disposal of infective waste.

9.
Scientific equipment that has been contaminated with blood or body fluids 
should be decontaminated and cleaned before being repaired in the 
laboratory or transported to the manufacturer.

10.
All persons should wash their hands after completed laboratory activities and should remove protective clothing before leaving the laboratory.

Appendix 1

Sample History and Physical

“Sample”

HISTORY AND PHYSICAL

The following information is to be used as a guide only and is not for exact information that will be needed since each H&P is an individual problem.  Again, it is essential when dictating that you identify yourself, the name of the patient (clearly spelled), the patient’s hospital number, and the time and date you are dictating.

History:  Order of Recording
1.
Present Complaint:  The chief complaint should be dictated as quoted by the patient.  If 
the patient is not the informant, the person who is providing this information should be identified.  The date of onset is essential, plus a clear description of the symptoms in order of sequence, and the duration of the symptoms.

2.
Past Medical History:  Remark upon the denial or positives stated by the patient 
regarding illnesses (e.g., denies mumps, measles, chicken pox, rheumatic fever, scarlet fever, diabetes, hypertension epilepsy, tuberculosis, asthma).  If there is a positive finding, note the complications (e.g., asthma (pneumonia), measles (deafness), rheumatic fever (cardiac or joint involvement), mumps (orchitis), etc.).  List in order of occurrence the illnesses other than the above mentioned as well as surgeries performed, date of occurrence and reason for procedure (e.g., hysterectomy performed due to carcinoma/uterine fibroid, etc.).

With regard to previous treatment, list medications the patient has needed in the past, emotional-stability drugs utilized, giving you a clue to their present complaints.  Note whether blood transfusions were given (and reactions, if any), possibility of hepatitis developing, subclinical.

Various surgeries performed and a detailed reason for each should be listed in chronological order.  Injuries should be listed (i.e., fractures, auto accidents, whether 
patient is receiving or previously received some type of compensation for the injury(ies)).  Allergies are extremely important and should be noted on the front of the patient’s chart (this is usually done by the nursing staff).

3.
Personal History/General Health:  This is an attitude on the part of the patient.  Does the 
patient state that he or she has had multiple problems or complaints throughout his or her life? has he or she been in good health except for a few minor problems?  Marital Status (Married, Divorced, Single, Widowed).

Habits:  Tobacco, how many packs per day and length of time the patient has been smoking.  Alcohol is usually denied, however, you must question this with greater depth.  
Ask if the patient drinks alcoholic beverages at any time and, if so, how many times a month, week, day.  A patient often thinks that beer is not an alcoholic beverage, but it is.  Drugs, hallucinogenics, and marijuana in particular, are used by a large portion of the population.

Occupation:  List all occupations up to the present date as stated by the patient.  If retired, list date of retirement.  Not if patient has a secondary job or hobby.  List all former occupations as this is often an insight to disease factors (e.g., emphysema, anthracosis, etc.).  Place of birth and previous geographical residencies should be listed.  Countries where the patient has visited or resided can also give insight into other possible problems (e.g., parasitic diseases, coccidioidomycosis, plasmosis, etc.).

4.
Family History:  Family and genetic diseases are important.  Note whether parents are living or deceased, age of parents/other family members and their ages, general health of mother, father, sisters, brothers, etc.  Multiple problems such as diabetes, hemophilia, epilepsy, thyroid problems, heart problems, etc., are often known to give clues at this level.

5.
Systemic Review:

Generalize patient’s physical symptoms other than those noted in the chief complaint.  
These are general symptoms which you may not have noted previously and should include an attitude by the patient.

Skin:  History of reactions (e.g., allergies, unknown or diagnosed rashes, particular complaints such as crawling sensations, numbness, etc.)

Head:  Patient should describe whether or not he or she experiences headaches, vertigo, visual acuity, diplopia, scotomata, irritation, pain, icterus, syncope.

Ears:  Decreased auditory acuity, tinnitus, bleeding, masses, discharges, previous ear infections.

Nose:  Previous injuries, masses, discharges, bleeding, sinusitis, inability to breathe properly, history of polyps.

Throat:  Dysphagia, hoarseness, changes in deglutition, tonsillectomy +, dentition.

Neck:  Thyroid abnormalities, masses, pain limitations of motion, previous surgeries, previous injuries.

Cardiorespiratory:  Dyspnea, hemoplysis, SOB, chronic cough, sputum production (describe color of sputum, amount , number of years with particular reference to seasonal incidence), chest pain, wheezing, partial nocturnal dyspnea, orthopnea, palpitations, “heart murmur”, etc.

Gastrointestinal:  Nausea, emesis, hematemesis, dysphagia for solids or liquids, melena, rectal bleeding, hemorrhoids, food intolerance, bowel movements per day, constipation, diarrhea, “heartburn”, etc.

Genitourinary:  Dysuria, pyuria, urgency, hematuria, frequency, hesitancy, interrupted voiding, post-micturition dribbling, previous prostatic disease, urinary tract infections.

Gynecological:  Beginning of menses, menarche (age), date of last period.  Cycles -whether changing, regular, how long it lasts, associated dysmenorrhea, on birth control pills or other contraceptive devices, vaginal discharge, recent or previous treatments.

Obstetrical:  History, how many deliveries, prematurity, abortions, miscarriages.

Musculoskeletal:  History of arthritis, loss of function in joints.  (This information must be recorded onto the musculoskeletal biomechanical examination sheet which is a separate entity.  It requires thorough evaluation of joint function, soft tissue changes, note loss of function and degree, lordosis, kyphosis, previous disc surgeries should be recorded if any, paresthesias).

Neuropsychiatric:  Patient’s needs with regard to medications, tranquilizers, antidepressants, required psychiatric evaluation, multiple trips to family physician for emotional counseling, conditions in home life, stress if any.

Physical:  Order of Recording
Again, mention date, time, age, sex, weight, height, temperature, pulse rate, respirations, blood pressure, etc.  (take blood pressure yourself).  Have the patient’s weight taken by the nursing staff to assure that it is accurate, if possible.

1.
General Evaluation:  Appearance of the patient, sex, age, in bed with or without pain, loss of function of a limb, etc.  Describe overall appearance, anxiety, debilitation that is 
obvious, mental state, etc.

2.
Skin:  Describe appearance, texture, moist, dry, discolored, obvious lesions, birthmarks, 
keratosis, signs of dehydration.

3.
Head/Eyes/Ears/Nose/Throat:  Head - Appearance of head, hair, scalp, lesions, masses, tenderness over temporal area, skin changes, any abnormalities of skull.  Eyes - Pupil reactions to light, accommodations, nystagmus, color of sclera, fundoscopy, cataracts, presence of foreign bodies, scleral icterus, conjunctivitis, floaters in the aqueous, and the classification of the posterior chamber and the vessels as to arteriosclerotic changes, etc.  Presence of papilledema, retinal separation, etc.

4.
Ears:  Ear drum, whether the cone is properly defined, color of drum, whether distended, retracted, perforated.  The external canal should be examined for inflammation, 
presence of cerumen.  If present, this should be removed and irrigated.  (Again, this 
should be done after you have asked the attending physician whether or not you are 
permitted to perform the procedure.)  If the external ear is normal, this should be 
mentioned.

5.
Nose:  External appearance, fractures or distorted in any manner, inflamed, skin lesions should be noted as this is a common area for carcinoma of the skin.  Internal evaluation 
of the septum, mucous membrane, inflammation, dryness, presence of polyps.

6.
Throat:  Presence of dentures, general condition of teeth, tongue, lesions under the tongue, inspect throat for tonsils and their condition, uvula should be evaluated for inflammation and for the possibility of being off to one side, complaints of paresthesia or numbness, etc.

7. Neck:  Evaluate accessory muscles of respiration (sternocleidomastoids) as functioning during quiet breathing.  Movement through the various positions noting restrictions, discomforts, masses in lymph nodes, whether or not it is carried straight, thyroid should be checked as to masses or enlargement.  (It is helpful to have the patient swallow from a glass of water with a 

straw to observe the motion of the thyroid.)  Evaluation should be made of the carotids and subclavians with reference to pulsation as well as bruits.  Evaluation of the trachea with reference to midline or deviated as sometimes seen with 
atelectasis or pneumothorax.

8.
Chest:  Breasts should be examined for masses as well as axillae evaluated for nodes.

9.
Lungs:  Evaluate thorax with reference to asymmetry, diaphragmatic excursions, sternal retraction, dullness to percussions, rales, rhonchi, wheezes, AP diameter or pain 
associated with rib cage, deformities, or restrictions secondary to kyphoscoliotic disease.

10.
Heart:  Evaluate rate and rhythm, note irregularities, murmurs, gallups, heaves, thrills, rubs, and location of PMI.

11.
Abdomen:  Patient should be lying down.  Evaluate for masses noting whether there is splenomegaly, hepatomegaly, tenderness elicited on palpation.  Note any gross organomegaly.  Evaluation of bowel sounds as well as for bruits which would denote aneurysmal formation, evaluate for rigidity, guarding, or rebound.  Evaluation of costovertebral angle for tenderness denoting possible pyelonephritis.  Such signs as 
McBurney’s, Lloyds, and Murphy’s should be noted.

12.
Genitalia:  External in the male, describe any lesions, if circumcised, hernias, 
lymphadenopathy, testicular enlargement or atrophy, varicosities, vasectomy, 



complications, discharge, whether present or past.

13.
Pelvis:  Pelvic examination should be done on all females.  If there is a question 
because of age or reluctance on the part of the patient, the admitting physician should be questioned as to the need or if a recent pelvic examination was performed.  In some cases, a surgeon might be called in, depending upon the condition of the patient.  
Common sense and discretion are needed to decide whether multiple pelvic 
examinations are needed on particular patients.  Pelvic exams should preferably be done in the treatment room with a nurse present.  Examination should be made of the vaginal vault, external appearance, discharges.  Examination with a speculum of the cervix, and then a bimanual for masses.  Position of the uterus for retroversion, normal position, if to one side, and previous history of surgeries which might bring to light scar tissue possibly causing malposition.  Pain should be denoted and location.  Note vaginal warts, venereal warts, polyps, cervicitis, etc.

14.
Lymphatics:  Evaluate for enlargements, tenderness, lymphadenopathy, etc.

15.
Blood vessels:  General appearance, tortuosity, whether or not they fill readily, elasticity, hardness, whether or not engorged in the neck, lower extremities, varicosities, spider type of one or both legs, edema, clubbing cyanosis, peripheral pulses.

16.
Back and Extremities:  Evaluate for joint function, soft tissue, morbidity, lordosis, kyphosis, previous disc surgeries, history of arthritis, etc.  (This information must be recorded onto the musculoskeletal biomechanical examination form which is a separate entity in the chart.  It is extremely important that you use proper osteopathic nomenclature at all times.)

17.
Rectal:  Prostate examination is very important, particularly for men over the age of 40.  
Note whether enlarged 1, 2, 3, 4, +.  Whether smooth or any nodules in rectum.  Examine male and female patients for any obvious rectal disease, hemorrhoids, sphincter tightness, pain, incontinency, masses, etc.

18.
Vaginal:  Included in aforementioned pelvic examination.

19.
Neurological:  Cranial nerves should be evaluated, D-10 reflexes evaluated and listed 
according to response elicited, motor function as well as sensory function should be 
evaluated, plantar responses, as well as cerebellar function.

Appendix 2

Progress Notes
The progress record, adequately done, forms the basis for a case abstract.  The following is an example:

	Date  __________

Time  __________
	Subjective                    Patient states that he is short of breath

Objective                   Lungs - moist rales bilaterally.

                                  Heart – regular rate and rythn. +S3 Grade III 

                                  systolic murmur at apex

                                  No change from yesterday.

                                  Abdomen – Soft, +BS, liver 3 cm below costal 

                                  margin.

                                  Extremities - 2 + pretibial edema.

Assessment                Congestive Heart Failure

Plan                           1.  Continue with digitalis .25 mg daily

                                  2.  Addition of aldactone 25 mg bid

                                  3.  Lasix 80 mg daily

                                  4.  Kaon 15 cc bid

                                  5.  Recheck chest x-ray

                                                     _________________________

                                                      Signature

	
	


Notations may be necessary several times a day in order to adequately reflect the progress of the case.  Conversely, unless there is some specific change or notation to be made, progress notes might only appear once a day or less in a chronic or prolonged case.

The final progress note or paragraph is very important and shares prominence with the opening or admission paragraph.  Here is where the physician:


(
describes the termination of his or her responsibility for the hospitalized patient;

(
determines, for the record, whether or not the admission chief complaint has been answered;


(
discusses, in review, complications which may have been developed during the 




hospitalization;


(
justifies the diagnosis and treatment;


(
discusses his or her inability to reach a diagnosis, successfully, if such is the 




case;


(
indicates what disposition has been made of the case.
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