Patient Care Remediation Taskforce

Introduction

Welcome to the Patient Care Remediation Taskforce guide section. Patient Care is one of the most comprehensive competencies to assess, encompassing the tasks of emergency stabilization, focused history and physical exam, diagnostic studies, diagnosis, pharmacotherapy, observation and reassessment, disposition, and multitasking. These need to be performed within a framework that prioritizes actions based on patient acuity: critical, emergent and lower acuity.

For any remediation plan to be effective, the skills must be clearly defined into specific behaviors that can then be targeted for remediation when resident performance is deemed insufficient. Furthermore, the expectations for performance within this competency differ for each year of training, and so the expected skills should differ as residents progress through their training. Nearly all of the tools outlined in the ACGME toolbox are of potential use in assessing this broad competency.

This document provides an outline for expected behaviors and skills for each care-based milestone. These behaviors were identified through a consensus conference of residency educators at the 2009 CORD academic assembly and updated in 2013 to address the newly implemented milestones. Additionally, we provide suggestions for remediation tactics that may be effective. 

	Core Competency: Patient Care

	LEVEL 1
	LEVEL 2
	LEVEL 3
	LEVEL 4
	LEVEL 5

	Recognizes abnormal vital signs 
	Recognizes when a patient is unstable requiring immediate intervention 

Performs a primary assessment on a critically ill or injured patient 

Discerns relevant data to formulate a diagnostic impression and plan 
	Manages and prioritizes critically ill or injured patients 

Prioritizes critical initial stabilization actions in the resuscitation of a critically ill or injured patient 

Reassesses after implementing a stabilizing intervention 

Evaluates the validity of a DNR order 
	Recognizes in a timely fashion when further clinical intervention is futile 

Integrates hospital support services into a management strategy for a problematic stabilization situation 
	Develops policies and protocols for the management and/or transfer of critically ill or injured patients 

	Performs and communicates a reliable, comprehensive history and physical exam 
	Performs and communicates a focused history and physical exam which effectively addresses the chief complaint and urgent patient issues 
	Prioritizes essential components of a history given a limited or dynamic circumstance 

Prioritizes essential components of a physical examination given a limited or dynamic circumstance 
	Synthesizes essential data necessary for the correct management of patients using all potential sources of data 
	Identifies obscure, occult or rare patient conditions based solely on historical and physical exam findings 

	Determines the necessity of diagnostic studies 
	Orders appropriate diagnostic studies 

Performs appropriate bedside diagnostic studies and procedures 
	Prioritizes essential testing 

Interprets results of a diagnostic study, recognizing limitations and risks, seeking interpretive assistance when appropriate 

Reviews risks, benefits, contraindications, and alternatives to a diagnostic study or procedure 
	Uses diagnostic testing based on the pre-test probability of disease and the likelihood of test results altering management 

Practices cost effective ordering of diagnostic studies 

Understands the implications of false positives and negatives for post-test probability 
	Discriminates between subtle and/or conflicting diagnostic results in the context of the patient presentation 



	Constructs a list of potential diagnoses based on chief complaint and initial assessment 
	Constructs a list of potential diagnoses, based on the greatest likelihood of occurrence 

Constructs a list of potential diagnoses with the greatest potential for morbidity or mortality 
	Uses all available medical information to develop a list of ranked differential diagnoses including those with the greatest potential for morbidity or mortality 

Correctly identifies “sick versus not sick” patients 

Revises a differential diagnosis in response to changes in a patient’s course over time 
	Synthesizes all of the available data and narrows and prioritizes the list of weighted differential diagnoses to determine appropriate management 
	Uses pattern recognition to identify discriminating features between similar patients and avoids premature closure 

	Knows the different classifications of pharmacologic agents and their mechanism of action. 

Consistently asks patients for drug allergies 
	Applies medical knowledge for selection of appropriate agent for therapeutic intervention 

Considers potential adverse effects of pharmacotherapy 
	Considers array of drug therapy for treatment. Selects appropriate agent based on mechanism of action, intended effect, and anticipates potential adverse side effects 

Considers and recognizes potential drug to drug interactions 
	Selects the appropriate agent based on mechanism of action, intended effect, possible adverse effects, patient preferences, allergies, potential drug-food and drug-drug interactions, financial considerations, institutional policies, and clinical guidelines, including patient’s age, weight, and other modifying factors 
	Participates in developing institutional policies on pharmacy and therapeutics 

	Recognizes the need for patient re-evaluation 
	Monitors that necessary therapeutic interventions are performed during a patient’s ED stay 
	Identifies which patients will require observation in the ED 

Evaluates effectiveness of therapies and treatments provided during observation 

Monitors a patient’s clinical status at timely intervals during their stay in the ED 
	Considers additional diagnoses and therapies for a patient who is under observation and changes treatment plan accordingly 

Identifies and complies with federal and other regulatory requirements, including billing, which must be met for a patient who is under observation 
	Develops protocols to avoid potential complications of interventions and therapies 

	Describes basic resources available for care of the emergency department patient 
	Formulates a specific follow-up plan for common ED complaints with appropriate resource utilization 
	Formulates and provides patient education regarding diagnosis, treatment plan, medication review and PCP/consultant appointments for complicated patients 

Involves appropriate resources (e.g., PCP, consultants, social work, PT/OT, financial aid, care coordinators) in a timely manner 

Makes correct decision regarding admission or discharge of patients 

Correctly assigns admitted patients to an appropriate level of care (ICU/Telemetry/Floor/ Observation Unit) 
	Formulates sufficient admission plans or discharge instructions including future diagnostic/therapeutic interventions for ED patients 

Engages patient or surrogate to effectively implement a discharge plan 
	Works within the institution to develop hospital systems that enhance safe patient disposition and maximizes resource utilization 

	Manages a single patient amidst distractions 
	Task switches between different patients 
	Employs task switching in an efficient and timely manner in order to manage multiple patients 
	Employs task switching in an efficient and timely manner in order to manage the ED 
	Employs task switching in an efficient and timely manner in order to manage the ED under high volume or surge situations 


General tips:

1. Provide the residents year-specific milestones at the beginning of the year. Let them know how they are going to be taught, and how their performance in each of the areas will be assessed. 

2. Create an evaluation process that includes these same milestones and provide concrete examples of what residents are expected to demonstrate within this competency.

3. Ask the residents at the start of the shift what they need to work on based on the feedback they have received to date. For example: “I need to work on my speed of assessments, suture repair, back-up plans or management of multiple patients.”  The success of this is dependent on having a feedback/evaluation process that provides behavior or skill-specific competencies. In addition it requires an environment in which the residents feel comfortable admitting that they are not perfect and actually have a skill set that needs improvement. 
Commonly Encountered Problems

Doesn’t recognize critical conditions (PC1)
Examples: 

“She was asking the daughter about family medical problems and the patient was frankly apneic” (PC1 level 2)
Remediation tips:

· Bedside presentations

· Prep the resident by reviewing the triage information before they see the patient 

· Extra time in the simulation center with cases that have chief complaints that could indicate critical conditions and reviewing elements of the H&P that suggest critical conditions

Inadequate or inaccurate history and physical exam (PC2)


Examples:    

“She didn’t ask about medications, look at old records, review the ECG, undress the patient, perform a pelvic exam, a rectal exam….” (PC2 level 2)

Remediation tips:

· Slow down – don’t try so see so many patients. Get one patient “right first”.
· Bedside presentations.
· Prep the resident by reviewing the triage information before they see the patient as to what they should be focusing on.
Cannot develop diagnostic work-up and treatment plans (PC3)
“She orders a comprehensive battery of tests on every patient – e.g. all patients with abdominal pain have a CT….” (PC3 level 2)
“The 30 year old patient presents with chest pain exacerbated by arm movement and no PMH– yet the patient is now in CT to R/O a pulmonary embolism.” (PC3 level 2)
Remediation tips:

· Bedside presentations of findings to assist in developing diagnostic and therapeutic work-up plans

· Encourage use of validated diagnostic algorithms to support management plans…PERC, Nexus, CHADS, Ottawa

 Differential diagnosis is not targeted and complete (PC4)

“She latches onto the first diagnosis that she can think of, and then ignores data that refutes or is inconsistent with that diagnosis” (PC4 level 2/3)

Remediation tips: 

· Encourage her and supervising faculty to include clinical reasoning for her differential during presentation

Orders inappropriate pharmaceutical agent (PC 5)

“She ordered a medication the patient was allergic to. Fortunately the nurse caught the error but mentioned this was not the first time she has seen the resident make this mistake.”

“He prescribed ibuprofen for the patient’s knee pain when the patient has chronic kidney disease with a baseline creatinine of 3.1.”

“The resident prescribed toradol for a patient in whom subarachnoid hemorrhage was the primary suspected diagnosis.”

“The resident ordered 1 mg of 1:10,000 epinephrine IV for patient with suspected anaphylaxis.”

“The resident didn’t take into consideration that the patient was on warfarin in deciding what antibiotic to prescribe.”

 “The resident prescribed an antihypertensive medication that the patient could not afford. There were cheaper alternatives available.”

Remediation tips:

· Require the resident to include the patient’s drug allergies in his presentations.
· Mandate that the resident document his search for any possible drug-drug interactions in the next 10 patient encounters.
· Require the resident to participate in simulation cases in which he must specify the names and dosages of medications.  

· Require the resident to identify risks and benefits of any medications he/she recommends being administered.

·  Provide the resident with a list of commonly prescribed medications (e.g., antibiotics and antihypertensive agents) and have them research the costs

Fails to reevaluate patients during their ED stay or identify the need for observation (PC6)
“The resident ordered intravenous fluids for their hypotensive patient but waited an hour before checking to see if the patient was improving.”

“The resident wanted to discharge the asthmatic right away after she had cleared, but the patient had required aggressive therapy.  He never considered the possibility of rebound.”

“The resident wanted to discharge the hypoglycemic, diabetic patient on Glucotrol XL 30 minutes after she was given an amp of D50.”

The resident wanted to discharge the patient with gastroenteritis who presented with a pulse of 120 without rechecking vital signs.”

Remediation tips:

· Require the resident to describe the reevaluation and discharge plan for all patients prior to discharge.

· In disposition planning, require the resident to justify whether observation is or is not needed for commonly relevant conditions (e.g., asthma exacerbation, allergic reactions, persistent abdominal pain of unclear etiology).

· Require the resident to complete oral boards or simulation cases that require reassessment of interventions.
Disposition planning is careless, insufficient, or dangerous (PC7)

“The resident wrote discharge instructions and a discharge order without reevaluating the patient or discussing the plan.  The patient had no idea he was being sent home when the nurse went to discharge him.”

“The resident discharged a patient with a large lung mass who is homeless and has no PMD with instructions to follow up with a physician on the unassigned doctor list in 2 days.”

 “The patient lives alone and has mild dementia. The resident never considered whether the patient could safely care for herself now that her right upper extremity is immobilized.”

 “The resident wants to discharge the 20 day old infant home with a fever of 100.7 with follow-up with his pediatrician in 2 days.”

“The resident discharges a patient with a new onset seizure without discussing that he should not drive until he is cleared by neurology.”

 “The resident admitted the patient with a pulmonary embolism and persistent tachycardia to an unmonitored bed.”

Remediation tips:

· Have the resident personally make follow-up appointments for some patients to evaluate the accessibility and timeliness of primary or specialty care.

· Require the resident to personally discharge 10 patients and review medications, follow-up information, and return precautions while being directly observed.

· Require the resident to describe the discharge plan including patient or family concerns, safety issues, financial barriers, or reliability of compliance prior to discharging patients from the ED.

· Require the resident to complete oral board cases that provide a range of acuity levels for disposition

· Require the resident to discharge standardized patients with a variety of issues while being observed.

Cannot multi-task (PC 8)

“The nurses are complaining that when they interrupt her when she is at the computer about a change in patient condition, need to place orders or medication question she frankly ignores them or gives them such a pained look that they go to the attending instead.” (PC8 level 1)

“A patient is hypotensive and needs an IV (nurses can’t get it), orders placed, consults called and family spoken to. The resident comes to you and tells you that the orders are in and he has called the consultant yet there is still no IV…. (PC8 level 1)

“The resident is MIA, and you find her talking to the family while she is drawing the blood, labeling the specimens and getting water for the patient.” (PC8 level 2)

Remediation tips: 
1. Be very clear on the importance of responding to nurses. When a nurse comes to you, you look them in the eye and respond to their concerns…even if it means asking them to wait a bit.

2. Ask that patients are presented to you shortly after assessment and that together you prioritize actions.

3. Emphasize the need to delegate non-physician tasks to nurses/techs when there are physician-only responsibilities waiting.

4. Ask that the resident does frequent rounds on his/her patients to ensure that critical interventions are done in a timely fashion… ABC’s, pt discomfort, urgent consultations.
Management of multiple patients (PC 8)

Examples:

“He sees a patient, presents to the attending, enters orders and writes the note. Only then will he pick up another patient. He is a rising PGY3!” (PC8 level 2/3)
“Three patients arrive simultaneously from a trauma scene and she spins like a top …” (PC8 level 3)
Remediation tips: 

· Establish expectations for the resident for their year of training – e.g. as an intern you need to focus on assess the A,B,C’s on one patient, a senior should step back and run the resuscitation, not be placing the central line. This should ideally be clarified prior to arrival of the patients!
· If you have the capability to run multiple patient scenarios in the simulation lab, spend more time there.
· Review multiple patient scenarios in oral board format.
Cannot adjust speed of assessments commensurate with volume and acuity (PC 8)

Examples: 
“Admission beds just opened up, and there are 4 new patients placed in the room…and he moves at the same speed.” (PC 8 level 3)
Remediation tips:

· Regroup with the resident when this situation arises, and let him know that his first responsibility is to eyeball the patients, address urgent issues immediately and let you know of any critical patients. If he’s a senior, he can delegate tasks to students, interns or even the attending. Notes can wait!

· Obtain data on number of patients that he sees/hr and compare this to his peers …or your expectations.

Is unable to prioritize tasks appropriately (PC 8/PC1)
“She has gone through a full exam, presentation and has written her note on a patient with an obvious displaced fracture and has not addressed pain or even ordered imaging studies.”  (PC8 level 1)
“He will elect to finish a laceration while his patient with chest pain waits…” (PC8 level 3)
“He was performing a FAST exam on a patient who was hypotensive and bleeding, and there was no IV access!” (PC1 level 3)
Remediation tips:

· Prep the resident by reviewing the triage information before they see the patient as to what to attend to first.
· Early presentations - you have 5 minutes to see the patient and then find me!

Does not demonstrate team leadership during a resuscitation (PC1/ICS2)
“He mumbles his way through resuscitations and does everything himself, and the team does not function as a unit.”

“She stands on the sidelines and seems unsure of how to ‘lead’.”
“She starts out leading and then the resuscitation begins to fall apart and everyone is doing their own thing – inevitably the attending takes over.” 
Remediation tips: 
· Team leadership mock simulations in the simulation lab.
· Ask them to engage the attending to quietly stand behind them to support their actions when there is a resuscitation.
· Encourage them to engage the nurses frequently during a resuscitation to get support, ideas and collaboration.
