Department of Otolaryngology – Head & Neck Surgery

Virginia Commonwealth University Health System

Housestaff Supervision Policy


OVERVIEW

The Department of Otolaryngology – Head and Neck Surgery is committed to providing an optimal environment for the training of its housestaff while providing high quality and safe care for all patients under its management.  The policies and procedures for housestaff supervision of the Department of Otolaryngology – Head and Neck Surgery detailed here are intended to meet the requirements for resident supervision set forth by the Accreditation Committee for Graduate Medical Education and its Otolaryngology Residency Review Committee, and also to adhere to the policies and procedures set forth in the current active Policy on the Supervision of Housestaff of the Graduate Medical Education Committee of Virginia Commonwealth University.  It should be noted that as such, the specific policies and procedures relevant to housestaff supervision within the Department of Otolaryngology – Head and Neck Surgery as detailed in the following paragraphs are intended to specify or make more stringent the policies and requirements enumerated by the bodies indicated above, and are thus not intended to override these standards.
I.  PROGRAM SPECIFIC REQUIREMENTS 

The department will ensure that the appropriate level of supervision is in place for all residents providing patient care, at all times. 
A.  Definitions of Levels of Resident Supervision

For purposes of indicating required levels of supervision in this document, the department uses the following definitions for levels of supervision as set forth in the 2018 ACGME common program requirements:

a) Direct Supervision – 
The supervising physician is physically present or concurrently monitoring through visual and/or audio telecommunication technology with the trainee while providing key portions of patient care including but not limited to procedures. Each program must define when the physical presence of a supervising physician is required. 

b) Indirect Supervision:

(1) with direct supervision immediately available – the supervising physician is physically within the hospital or other site of patient care, and is immediately available to provide Direct Supervision.

(2) with direct supervision available – the supervising physician is not physically present within the hospital or other site of patient care, but is immediately available by means of telephonic and/or electronic modalities, and is available to provide Direct Supervision.

c) Oversight – The supervising physician is available to provide review of procedures/encounters with feedback provided after care is delivered.

B.  Supervisory Authority

1) The privilege of progressive authority and responsibility, conditional independence, and a supervisory role in patient care delegated to each resident must be assigned by the program director and faculty members.  Documented criteria for such assignments is included in the make-up of the program (Please refer to the Otolaryngology Resident Goals and Objectives Document for details). Supervisory authority to a more senior resident over a more junior resident will occur after documentation of medical knowledge, procedural competency skill sets, and teaching ability. PGY-2 and PGY-3 residents are considered to be at the intermediate level. PGY-4 and PGY-5 residents are considered to be in the final years of education. At all levels of assignment, the initial few weeks will be carefully monitored by the Program Director and faculty to ensure that the individual resident is capable of functioning in his/her assigned role. If not, then remediation will be considered before the assignment can continue. The department will ensure that each resident knows the limits of his/her scope of authority and the circumstances under which he/she is permitted to act with conditional independence.
2) The program director and Clinical Competency Committee will evaluate each resident’s abilities based on specific criteria, guided by the Otolaryngology Milestones and found in the Resident Goals and Objective document. 
3) Faculty members functioning as supervising physicians will delegate portions of care to residents based on the needs of the patient and the skills of the residents.

4) Senior residents or fellows should serve in a supervisory role of junior residents in recognition of their progress toward independence, based on the needs of each patient and the skills of the individual resident or fellow.

C.  PGY-1 Resident Supervision Policy Exceptions 

Recognizing the importance of verifying the successful transition from student to physician, the department requires that PGY-1 residents initially will be supervised either directly or indirectly with direct supervision immediately available.  

1.  Indirect supervision with direct supervision immediately available will be permitted for PGY-1 residents for the following circumstances:

a. Patient Management Competencies

1. evaluation and management of a patient admitted to the hospital, including initial history and physical examination, formulation of a plan of therapy, and necessary orders for therapy and tests. 

2. pre-operative evaluation and management, including history and physical examination, formulation of a plan of therapy, and specification of necessary tests

3. evaluation and management of post-operative patients, including the conduct of monitoring, specifying necessary tests to be carried out, and preparing orders for medications, fluid therapy, and nutrition therapy

4. transfer of patients between hospital units or hospitals

5. discharge of patients from the hospital

6. interpretation of laboratory results

b. Procedural Competencies

1. carry–out of basic venous access procedures, including establishing intravenous access

2. placement and removal of nasogastric tubes and Foley catheters

3. arterial puncture for blood gases

2.  Direct supervision will be required for PGY-1 residents until competency is demonstrated for:

a. Patient Management Competencies

1. initial evaluation and management of patients in the urgent or emergent situation, including urgent consultations, trauma, and emergency department consultations (ATLS required)

2. evaluation and management of post-operative complications, including hypotension, hypertension, oliguria, anuria, cardiac arrythmias, hypoxemia, change in respiratory rate, change in neurologic status, and compartment syndromes

3. evaluation and management of critically-ill patients, either immediately post-operatively or in the intensive care unit, including monitoring, ventilator management, specification of necessary tests, and orders for medications, fluid therapy, and enteral/parenteral nutrition therapy

4. management of patients in cardiac arrest (ACLS required)

b. Procedural Competencies
1. Carry-out of advanced vascular access procedures, including central venous catheterization and arterial cannulation

2. Biopsy of skin/soft tissue lesion, local anesthesia
3. Repair of skin and soft tissue incisions or lacerations

4. Advanced airway management including endotracheal intubation and tracheotomy
5. Fiberoptic nasal and/or laryngeal endoscopy

6. Biopsy intra-oral or intra-nasal lesion, local anesthesia

7. Retrieval foreign body including cerumen, ear, or retrieval foreign body from nose

8. Tracheostomy tube change (first change post-operatively)
9. Drainage of oral/oropharyngeal abscess, including peritonsillar abscess

10. Drainage of superficial abscess or hematoma, soft tissues of head or neck

11. Cautery for control of epistaxis

12. Placement of nasal packing for control epistaxis
3.  Determination of competency 
a) Competency of the PGY-1 resident in the procedural or patient management skills indicated above will be assessed by the intermediate level (PGY-2/3) or higher level resident or faculty member who provides the direct supervision of the PGY-1 resident in performing the skill being assessed.

b) Determination of the resident’s performance, and documentation of whether the resident has demonstrated competence in the procedural or patient management skill will be indicated by completion of the Competency Assessment Form, either directly in the New Innovations Residency Management Suite, or on paper to then be added to New Innovations by the Program Coordinator.

c) Attainment of competency in each procedural or patient management skill will be indicated once successful completion of the skill has been documented on 3 separate and consecutive occasions.
d) Once competency in any procedural or patient management skill has been successfully achieved, the PGY-1 resident will then be given authority to perform the specific skill with indirect supervision with direct supervision available.
e) An accurate and up to date list of the procedural and patient management skills indicated above, showing which of these skills each PGY-1 resident has or has not achieved competency, will be maintained on the New Innovations Residency Management Suite, where it will be accessible to all VCUHS staff.
II.  ROTATION SPECIFIC SUPERVISION GUIDELINES

Please note PGY-1 Supervision Policy Exceptions above apply to all rotations and practice locations listed below. 

A. Inpatient Service
1. A patient care team that may include medical students, interns, and residents, under the direction of faculty attending physicians, will care for all patients admitted to the service.  Each patient must have an identifiable and appropriately credentialed and privileged attending who is responsible and accountable for the patient’s care.

i. This information must be available to residents, faculty members, other members of the health care team and patients. 

ii. Residents and fellows should inform the patients of their respective role in their care. 

2. The decision to admit a patient to the hospital is to be made by the most senior resident available on the team (chief resident during daytime hours, senior resident on call overnight) in conjunction with the designated admitting faculty member. Faculty and attending call schedules are structured to provide trainees with continuous supervision  and consultation and are available online through the hospital intranet page or by calling the hospital paging operator at 804-828-0951
3. Although decisions regarding diagnostic tests and therapeutics may be initiated by the housestaff, these decisions will be reviewed with the attending at intervals in the context of patient care rounds.  

4. All patients admitted to the Otolaryngology service at any site will be seen and evaluated by the admitting attending physician within 24 hours of admission, and documentation of this will be entered into medical record.  Thereafter patient progress, test results, status, and plan of care will be reviewed by the resident team daily with the admitting attending, or in his/her absence, the covering on call attending, daily.  The attending will document his/her involvement in the care of the patient in the medical record. 

5. Housestaff are required to notify the patient's attending in a timely fashion independent of the time of day, of any substantial controversy regarding patient care, any serious change in the patient's course including unexpected death, need for surgery, transfer to an intensive care unit or to another service for treatment of an acute problem, or for any other significant change in condition. 

6. Attendings or their designee are expected to be available or responsive, either by telephone or pager, for housestaff consultation, 24 hours a day for their term on service, their on-call day, or for their specific patients.
For the inpatient service, supervision will generally be indirect supervision with direct supervision available (either immediately or otherwise), with the admitting physician for any specific patient providing supervision for that patient’s care, or in his or her absence, the on call attending.  Direct supervision will be provided as dictated by the particular patient’s specific clinical care needs. 
B.  Inpatient Consults
1.  Each service (VCUHS and VAMC) will have a resident (PGY-2 or higher) designated for inpatient consults.  This resident will see new inpatient consults at an appropriate time, as dictated by the acuity of the consultation, but within 24 hours.  
2. Consult patients will be presented by the consult resident or the resident service chief resident to the attending physician on call within 24 hours of the patient being evaluated, and a management plan formulated.  For the inpatient consultation service, the levels of supervision will consist of direct supervision, as well as indirect supervision with direct supervision available (immediately or otherwise), depending upon the context of the individual consult request. 
3.  The on-call attending is responsible for directing the evaluation and management of the patient’s otolaryngologic issue(s), and documenting their involvement in the patient’s medical record.  Depending on the nature of the problem being managed, the attending physician may then choose to transfer oversight of the patient, and thus supervisory authority of the residents involved in the patient’s management, to another attending if mutually in agreement with this transfer.
C.  Otolaryngology Outpatient Clinics

 1.  All otolaryngology outpatient clinics have a designated attending physician present for supervision, which shall thus be direct or indirect with direct supervision immediately available. 
D.  Procedures Performed Outside the Operating Room
1.  Except in the case of an emergency (i.e. relief of life threatening airway obstruction or control of hemorrhage), housestaff should notify the appropriate (on call or otherwise responsible for the patient) attending physician prior to the performance of any invasive procedure. It is expected that, whenever possible, an attending physician shall be present during the performance of major procedures. Thus, the level of supervision for invasive procedures performed outside of the operating room will be direct supervision for the key portions of the procedure, and indirect supervision with direct supervision immediately available for all other portions of the procedure, depending on the nature of the procedure, and the competency level of the resident involved. 
2.  Resident supervision for minor procedures performed outside the operating room (ie nasogastric tube placement, nasal packing, etc) will be provided as indicated for each resident per the Guidelines for Scope of Resident Practice, which is readily available to all VCUHS staff members via the New Innovations Residency Management Suite.  Supervision for such minor procedures will thus be indirect with direct supervision available or greater. Competency criteria to perform these procedures is detailed above in Section IC.
E.  Operative Procedures

1.  The decision to proceed with operative treatment of any patient is to be made by the service chief resident, or, if during overnight call shifts, the senior resident on call, in conjunction with the attending physician of record.  The attending physician of record shall be the admitting physician for service inpatients, the clinic attending for outpatients, and the on-call/consult attending for inpatient and emergency room consult patients.
2.  Every procedure requiring intervention in the operating room setting requires an attending physician to be present for the critical portions of the procedure, and to be immediately available in the operating suite for all other portions of the procedure.  Thus, the level of supervision for operative procedures is direct supervision for the key portions of the procedure, and no less than indirect supervision with direct supervision immediately available for all other portions of the procedure. In cases of life-threatening emergency (i.e. airway obstruction, hemorrhage), surgical intervention may be initiated in the operating room by housestaff if direct contact has been made, and the attending physician is en route to the hospital, and if delay of treatment would have detrimental effects on the patient’s health. 
F.  Emergency Department

1.  Emergency room consults will be managed and supervised as per the above guidelines for “Inpatient Consults” above.
2.  Procedures performed in the Emergency Department will be managed and supervised as per the above guidelines for “Procedures Performed Outside the Operating Room” above.
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