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University of Michigan Department of Pediatrics and Communicable Diseases 

Division of Pediatric Pulmonology

Supervision and Resident Duty Hours
Supervision
To assure that appropriate supervision of residents takes place, the Department of Pediatrics and Communicable Diseases has outlined specific policies.  These are appended below.  Specific guidelines for the Division of Pediatric Pulmonology are:
Inpatient service:
1. The subpecialty residents of pediatric pulmonology gain increasing levels of independence during the three years of fellowship with regard to supervision of housestaff, as well as the management of complex medical conditions (see Table below).  
2. Particular attention should be paid to the last line of the Table, which states that, during the last two years of his fellowship, the resident may “perform complex procedures or manage complex medical conditions without physical presence/direct contact with attending.”  
Complex medical conditions might include, for example, the management of mechanical ventilation or severe cystic fibrosis lung disease.  In these instances, subspecialty residents would be allowed to act without the physical presence or immediate phone contact of/with the attending physician.  This would only occur after the resident is judged as competent in that management.  However, the resident must communicate with the attending physician as soon as convenient, and certainly within 12 hours of this management.  This would be followed up with physical presence of the attending physician.  First-year fellows should not be allowed to manage complex medical conditions without physical presence/direct phone contact with an attending.
Under no circumstances will trainees be allowed to perform complex medical procedures, i.e. fiberoptic bronchoscopy, without the physical presence of the attending physician. 

Outpatient service.
1.
In the outpatient clinic, all patients will be discussed with the attending prior to the discharge from clinic, and the attending physician will carry out key elements of the history, physical examination and medical decision making.
Duty Hours.

The University of Michigan Health System policy governing duty hours is appended below.  Specific comments applicable to the Division of Pediatric Pulmonology are:

1. Since pediatric pulmonology subspecialty residents do not take in-house call, and therefore the 80-hour work week limit should only rarely become an issue.

2. Pediatric pulmonology residents will take be expected to round daily and take at-home (pager) call two weeks out of every month-long in-patient clinical rotation.  This should leave four weekend days per month free of all educational and clinical responsibility.
3. The pediatric pulmonology subspecialty resident may rarely stay in the hospital at night for emergency management of a particularly complex patient.  In these cases, on-site duty, including in-house call, must not exceed 24 consecutive hours. Residents may remain on duty for up to 6 additional hours to participate in didactic activities, transfer care of patients, conduct outpatient clinics, and maintain continuity of medical care.  Thereafter, adequate time for rest and personal activities must be provided. This should consist of a 10-hour time period between all daily duty periods and after in-house call.  Also, when residents are called into the hospital from home, the hours residents spend in-house are counted toward the 80-hour limit. 

4. The program director and the faculty must monitor the demands of at-home call in their programs and make scheduling adjustments as necessary to mitigate excessive service demands and/or fatigue.

5. Moonlighting: Because residency education is a full-time endeavor, moonlighting will be allowed only under extraordinary circumstances, and in compliance with the duty hours regulations and University of Michigan Health Systems written policies and procedures regarding moonlighting. 

Table.  Supervision of Pediatric Pulmonology Residents.

	
	Department
	Pediatrics and Communicable Diseases

	
	Program
	Pediatric Pulmonology

	
	Residency/Fellowship Director
	Marc B. Hershenson, M.D.
	
	
	

	
	The following apply to all housestaff:

	
	House officer maintains harmonious and effective relations with peers and staff.

	
	House officer effectively manages interpersonal relations with patients and families.

	
	House officer's behavior and appearance are consistently professionally appropriate.

	
	House officer accurately maintains medical records at appropriate intervals.

	
	The following apply as indicated by PGY level(s) checked:

	
	
	PGY 1
	PGY 2
	PGY 3
	PGY 4
	PGY 5
	PGY 6
	PGY 7

	1
	Supervises clinical care and education of third year medical students.
	
	
	
	X
	X
	X
	

	2
	Supervises clinical care and education of acting interns.
	 
	 
	 
	X
	X
	X
	 

	3
	Supervises clinical care and education of junior house officers.
	 
	 
	 
	X
	X
	X
	 

	4
	Supervises clinical care and education of senior house officers.
	 
	 
	 
	 
	X
	X
	 

	5
	Performs simple procedures or manages simple medical conditions with physical presence/direct contact with attending.
	
	
	
	X
	X
	X
	

	6
	Performs simple procedures or manages simple medical conditions without physical presence/direct contact with attending.
	
	
	
	X
	X
	X
	

	7
	Performs complex procedures or manages complex medical conditions with physical presence/direct contact with attending.
	
	
	
	X
	X
	X
	

	8
	Performs complex procedures or manages complex medical conditions without physical present/direct contact with attending. (*Excluding bronchoscopy)
	
	
	
	
	X*
	X*
	


Department of Pediatrics

Resident Supervision Policies

This departmental policy on supervision is also followed by gastroenterology, hematology/oncology, endocrinology, and pulmonary sub-specialty residency programs.

It is the goal of the Department of Pediatrics to train residents to become excellent Pediatricians.  To do so, the Department must provide sufficient support, mentorship, and guidance in the supervision of physicians-in-training to facilitate education and provide excellent patient care, while providing sufficient autonomy for residents to develop into independent practitioners.

According to the ACGME (September 26, 2000), “there must be sufficient institutional oversight to assure that residents are appropriately supervised.  Residents must be supervised by teaching staff in such a way that the residents assume progressively increasing responsibility according to their level of education, ability, and experience.  On-call schedules for teaching staff must be structured to ensure that supervision is readily available to residents on duty.  The level of responsibility accorded to each resident must be determined by the teaching staff.”

As the educational programs are directly incorporated into the functioning of the hospital, the program must also follow JCAHO regulations, which outline the roles and responsibilities of the hospital and the attending physicians in relation to their supervision of residents in the care of patients.

To assure that appropriate supervision of residents takes place, the Department has outlined the policies described below.  These are guidelines only; it is the responsibility of the attending physician to determine if more than the outlined supervision is required in certain contexts and act appropriately to provide excellent patient care.

Inpatient Services:

1. All pediatric patients admitted to the hospital are admitted under a specific attending physician who has been granted clinical privileges through the medical staff process.  This physician (attending of record) has ultimate responsibility for the care of that patient and the supervision of the trainees caring for that patient.

2. All pediatric (non-surgical) patients admitted to the hospital are admitted by a senior pediatric or medicine-pediatric resident (PGY2-4), who will report directly to the patient’s attending of record.  In most cases, the patient will also be admitted by a junior resident (PGY1), who will report directly to the senior resident.  

3. The residents caring for the patient will be responsible for conducting a complete history and physical on admission and examining the patient on a daily basis and as needed as clinical status indicates.  

4. All admitted patients will be examined by the attending of record within 24 hours of admission.  The attending of record will discuss the assessment and care plan of the patient, which will then be carried out.  

5. Supervision of residents by attendings should be adequate to provide quality patient care and requires the daily examination and evaluation of the patient.  Frequency of communication between residents and the attending of record must be sufficient to assure appropriate patient care.  
6. A resident may at any time request the physical presence of the attending of record.

7. The residents caring for the patient, under the supervision of the attending of record, will be responsible for writing admission notes, daily progress notes, orders, and dictating discharge summaries.

8. In emergency situations, residents may act in the best interests of patients without first consulting with the attending of record.  These actions are subject to subsequent review by the attending physician and the usual quality assurance measures of the medical staff.
9. Any significant change in a patient’s condition should be reported immediately to the attending physician.  All patients scheduled for discharge should be discussed with the attending prior to the discharge
10. Residents carry out procedures on patients under the direct supervision of the attending of record.  Residents may only perform those procedures for which the patient’s attending physician has privileges.  Residents may perform certain procedures without direct attending supervision if they have been judged as competent in that procedure by the appropriate supervisory mechanisms.
Outpatient Services:

1. All ambulatory patients will have a designated attending of record, who has been granted clinical privileges through the medical staff process.  The attending of record has ultimate responsibility for the care of that patient and the supervision of the trainees caring for that patient.

2. The resident caring for the patient will perform a history and physical on the patient and formulate an assessment and plan.  The resident will discuss his/her findings, assessment, and plan with the attending of record, who will also evaluate the patient.  After appropriate discussion, a plan of care will be put in place and appropriate follow-up determined.

3. It is the responsibility of the resident caring for the patient to follow-up on any tests, procedures, or consultations instituted in the plan of care and to discuss the findings with the supervising attending.

4. Residents will provide continuity of care for their patients under with supervision of the attending of record.

5. The resident will generate a progress note or letter detailing the visit, which will be reviewed and signed by the attending physician.

	INSTITUTIONAL POLICY
for

Graduate Medical Education

University of Michigan Health System

	Resident Duty Hours and the Working Environment
	Created Date: 04/03
	Approved Date: 06/23/03


At its September 2002 meeting, the ACGME Board of Directors approved a set of standards for resident duty hours that originated in the report of the ACGME Work Group on Resident Duty Hours and the Learning Environment (the Board had reviewed and accepted at its previous meeting in June). The common duty hour standards will become effective on July 1, 2003.  The University of Michigan intends to be fully compliant with these duty hour requirements.  

Definition
Duty hours are defined as all clinical and academic activities related to the residency program, (ie, patient care; both inpatient and outpatient), administrative duties related to patient care, the provision for transfer of patient care, time spent in-house during call activities, and scheduled academic activities such as conferences, (e.g., working out of the home).

University of Michigan Institutional Requirement
Each ABOG, ADA and ACGME-accredited residency and fellowship program must establish formal written policies governing resident duty hours that are consistent with the Institutional and Program Requirements. This policy will be communicated to the resident and faculty annually. Additionally, the GME office must be provided with a copy of the policy during the month of August of each year. These formal policies will apply to all participating institutions where residents are trained and address the following requirements:

·  The educational goals of the program and learning objectives of residents must not be compromised by excessive reliance on residents to fulfill institutional service obligations.

· Duty-hours and call schedules will be monitored by each training program director and other program faculty.   

· Adjustments will be made as necessary to address excessive service demands and/or resident fatigue. Duty hours, however, must reflect the fact that responsibilities for continuing patient care are not automatically discharged at specific times.  

· Programs must ensure that residents are provided appropriate backup support when patient care responsibilities are especially difficult or prolonged.

The GME Review Board, in conjunction with the GME Office, will also monitor duty hours at monthly, quarterly and/or random intervals.    This process will include formal reviews with program directors and residents, email surveys and verbal queries.  Programs that are habitually non-compliant will be placed on institutional “warning” status and reported to the GME Review Board and the Hospitals and Health System Review Board.  (ACGME Requirement:  “The GMEC must develop and implement procedures to regularly monitor resident duty hours for compliance with the Sponsoring Institution’s policies and the Institutional and Program Requirements.”)

Resident duty hours and on-call time periods must be in compliance with the requirements listed below.  The structuring of duty hours and on-call schedules must focus on quality and safe patient care, continuity of care and the educational needs of the resident. 

· Supervision of Residents 

All patient care must be supervised by qualified faculty (see Supervision Policy). The program director must ensure, direct, and document adequate supervision of residents at all times. Residents must be provided with rapid, reliable systems for communicating with supervising faculty. Faculty schedules must be structured so that they are immediately available for consultation by residents and to provide appropriate supervision.

· Duty Hours 

· Duty hours must be limited to 80 hours per week, averaged over a four-week period, inclusive of all in-house call activities. 





· Residents must be provided with 1 day in 7 free from all educational and clinical responsibilities, averaged over a 4-week period, inclusive of call. One day is defined as one continuous 24-hour period free from all clinical, educational, and administrative activities. 

· Adequate time for rest and personal activities must be provided. This should consist of a 10-hour time period provided between all daily duty periods and after in-house call. 


· On-Call Activities The objective of on-call activities is to provide residents with continuity of patient care experiences throughout a 24-hour period. In-house call is defined as those duty hours beyond the normal work day when residents are required to be immediately available in the assigned institution. 


· In-house call must occur no more frequently than every third night, averaged over a four-week period. 

· Continuous on-site duty, including in-house call, must not exceed 24 consecutive hours. Residents may remain on duty for up to six additional hours to participate in didactic activities, transfer care of patients, conduct outpatient clinics, and maintain continuity of medical and surgical care as defined in Specialty and Subspecialty Program Requirements.

· At-home call (pager call) is defined as call taken from outside the assigned institution. The frequency of at-home call is not subject to the every third night limitation. However, at-home call must not be so frequent as to preclude rest and reasonable personal time for each resident. Residents taking at-home call must be provided with 1 day in 7 completely free from all educational and clinical responsibilities, averaged over a 4-week period. 

· When residents are called into the hospital from home, the hours residents spend in-house are counted toward the 80-hour limit. 

· The program director and the faculty must monitor the demands of at-home call in their programs and make scheduling adjustments as necessary to mitigate excessive service demands and/or fatigue. 


· Moonlighting 
Because residency education is a full-time endeavor, the program director must ensure that moonlighting does not interfere with the ability of the resident to achieve the goals and comply with policy regarding moonlighting objectives of the educational program. 

The program director must comply with the University of Michigan Health Systems written policies and procedures regarding moonlighting. (See Moonlighting Policy.)


· Oversight 

Each program must have written policies and procedures consistent with the Institutional and Program Requirements for resident duty hours and the working environment. These policies must be distributed to the residents and the faculty. Monitoring of duty hours is required with frequency sufficient to ensure an appropriate balance between education and service. 


Back-up support systems must be provided when patient care responsibilities are unusually difficult or prolonged, or if unexpected circumstances create resident fatigue sufficient to jeopardize patient care. 


· ADVANCE \d4Duty Hours Exception 

Programs must submit a written request to the GME Review Board for up to a 10% exception to the 80-hour limit.  The exception must focus on the educational rationale and not reflect a service need. Documentation submitted to the Board for the review of the exception must include the following:  

· Educational rationale for the exception and detailed description of impact if exception is  not approved.

· Documentation of how patient safety will be addressed and ensured with extended work hours

· Plan for faculty to actively monitor residents stress and fatigue 

· Duration of the exception; not to exceed a one-year period

· Resident in-house call schedules for the previous 30-day period

· Rotation schedules for the previous 30-day period

· Faculty schedules for the previous 30-day period

· Written support from at least two program residents and program chief resident.

· Patient population and case mix data from the previous 60-day period

· Resident moonlighting approval forms

· Signature of the program director and department chair

· Sample schedule should be provided at the time of the request

The requesting program will be scheduled for an internal review to be held with 45 days of receipt of the documentation listed above.  The request must be reviewed and approved by the GME Review Board prior to submission to an RRC for a waiver to the duty hour limit.  The GME Review Board approval will be acknowledged in writing with signature of the Associate Dean and Director of GME.  Approved waiver requests will be forwarded to the Hospitals and Health Center Executive Board for final approval. Upon approval by the GME Review Board and the HHC Executive Board, requests for waivers must be countersigned by the Associate Dean and Director of GME prior to submittal to RRC for consideration.   















































