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				IMPORTANT PEOPLE

				(see point number 1 in next section)

				Operator: 4-1000

				They know almost everything or how to get in touch with the person who does.

				Senior-In-House: Pager 216-4363

				The boss at night. Oversees all traumas, general and pediatric surgical consults, and is in charge of keeping things copacetic in the hospital. This is who to page when things are really going south and you can’t get the chief of the service to call you back. (Not that such a situation would ever occur…)

				Junior-In-House: Pager 123-7007 (ironically, 123-P00P)

				The initial contact person for all traumas, adult general surgical consults. Also has the joy of managing all the outside phone calls from people who had surgery 19 years ago and suddenly develop abdominal pain in the middle of the night and want to talk to their surgeon.

				Bed Commander: Pager 123-6650, Bubble 4-1644

				Ruler of the surgical ICU. If your patient is moving to the unit, this person is going to become responsible for them so it is expected that you will be giving them a call to discuss the patient.
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				Words of Wisdom

				YOU ARE NEVER ALONE. Load the boat. 

				Load the boat. 

				Load the boat. Seriously, we can’t stress this enough. Especially early on, call with anything. If you think about calling, you probably should (same for intubating a patient.) If you have any doubt about whether you should see the patient, you then you already know the answer to this one… You’ll sleep better if you know you’ve done the best you can for your patients. Plus, you’ll get in a lot more trouble for not calling than for calling without really needing to. 

				Follow up on your own studies. Seriously, it is possible for a patient to get to the OR and not have what you think they do. Don’t assume other people are doing their job. 

				A sin of omission is usually worse than a sin of commission. 

				Do it right the first time. An extra 30 minutes in the OR is better than lying awake at 3 AM wondering if that stitch in the IVC will hold. This becomes more and more applicable as you travel up the surgical ladder. 

				It’s our job to worry. 

				Post first, ask questions later. OR time is at a premium. 
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				Play nice…with everyone. One of the hardest things about intern year is learning how to deal with frustration. You will want to destroy your pager. (Recall the Office Space fax machine scene.) Try to return pages promptly, especially if it’s another MD, ASAP page, or 911 page. Remember that usually when someone pages you, they’re just doing their job, even if it is to tell you something you don’t particularly care to know at 3AM (see sample pages at the end.) Consults exist because people need help taking care of patients. Nurses often page just because of parameters. Being rude on the phone is a quick way to ensure you won’t get much sleep on call nights. 

				Be normal outside the hospital. Your life will change, but keep up with friends and family. Exercise. Go places on your golden weekends and vacations. Be social. Life is too short to miss out on the next 5 to 10 years. 

				Be enthusiastic. This frequently gets lost as the year drags on. Remember that most of us have wanted to be surgeons for a long time. We all have been where you are now and remember how it can be. Being able to see the big picture (you’re not an intern forever) will help you keep a good attitude and make you stand out. Really making an effort to get in the OR can help rejuvenate you, even if it’s just to watch for a little bit. 

				Try to read. It will help you look like a superstar in conferences and the OR. Plus, the ABSITE creeps up 
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				on you. Check rezwiki for rotation specific reading and helpful study tips. 

				Don’t freak out! This year is hard, but you can get through it. Even though it doesn’t always seem like it, there are a lot of people who want to help, teach, and support you. Never be afraid to ask for help.
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				General Info on How to Get By

				The Daily Grind

				Get sign-out from cross-cover on overnight events, admissions, and funny/irrelevant pages received. 

				Update the list/rounds report and print copies for everyone and their mother. Expectations of the level of list detail with the list vary by service, but it may be the only thing that helps everyone keep the patients straight. 

				It’s usually up to you to navigate the team through rounds. 

				On rounds, make your list of check-boxes to cross off later. Notes are completed after rounds. Remember, we all hate writing notes, but it’s how the hospital makes money. 

				Generally after rounds, run the list with the chief and sit down and put in all orders. If you don’t feel like you have a concrete plan after rounds or don’t know how to get something accomplished, ask! Try to find a quiet place away from the nurses to put orders in. It is very frustrating to be entering all the orders for the day, including advancing patient X’s diet and being continually approached with questions like “Can we advance patient X’s diet?” Then 1) call consults 2) discharge patients 3) write notes 4) follow up on all the studies that are supposed to be done by this time in the day but probably aren’t. When you become 
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				proficient you can get your work done and double scrub (do this as much as possible–it’s amazing how much you can learn.)

				Consider doing a mini-preafternoon round sometime around 3ish. That way you’ll know the answers to the standard “how’s so and so doing?” or “what did the consult team say about patient X?” on afternoon rounds. Finish notes with any spare time you have in the day. This may not be possible and you’ll be doing notes at home. Sucks, but true.

				The attitude about getting to the OR during the day varies from service to service and senior resident to senior resident. In general, you are the only one looking out for the floor/ISCU patients, so if you don’t make things happen, they will not happen. It will not take long to be efficient enough to accomplish all of the above in a fairly reasonable amount of time. Afterwards, you will be asked to go to clinic or assigned to OR cases. If not, consider poking your head in the OR. It makes a good impression and generally speaking, someone will ask you to scrub in and put your hands on something. Savor that time as the reward for all your hard work. 

				Following afternoon rounds, tidy up orders and the list. Sign out to the cross cover intern, usually in the intern call room. Signing out right at 4:30 pm and asking the crosscover intern to do post-op checks on patients who got out of the PACU at noon will make you distinctly unpopular with your colleagues. Drive 
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				home. Repeat x 365 (minus 4 days off per month and 3 weeks vacation.)

				Food

				The first and most important thing. The options for food are always changing. 

				Your blue Freedom Pay works at The Main Caf, Truckstop, Starbucks, and Overlook.

				The staple is the The Main Caf on the 1st floor of the Children’s Hospital Lobby. (Breakfast, lunch and dinner, closes at 9P.) They always have pizza and grill food. At lunch and dinner there are extra tasty selections. 

				The Corner Café (Truckstop – breakfast and lunch) is on the ground floor by the main Children’s entrance. It’s basically a mini-Main Caf with great burrito bowls and sandwiches at lunch. 

				The Overlook Café (11A-6P) is located on the second floor of the Neurosciences Hospital. The food is pretty good and includes pizza, paninis, salads. 

				Starbucks (now 24 hours) – Starbucks coffee, food includes paninis, snacks. After 9P for those in-house, you’ll find this is the only option.

				Brinkhous-Bullitt (“Beach” 7A-3P) – Chick-Fil-A, Chinese food, Mexican from Cosmic, Quiznos Subs, and a grill. They also have the Express Oasis which 
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				has the hospital’s best coffee. The con is is you cannot use your blue freedom pay card from the program. Instead you need to request a white card from freedompay.com.

				Tarheel Takeout (www.tarheeltakeout.com, 919-942-7678) delivers a variety of Chapel Hill restaurant options to the main lobby and it takes 45 minutes to an hour and a half depending on how busy they are, but it can drain your bank account pretty quickly. 

				Pagers

				Always text page if you can, unless asked otherwise. Include your phone number and pager number at the end. NEVER page someone to a pager. If it happens to you you’ll understand why. If possible, don’t page your chief to 40051. This is the intern call room and you’d think they would forget that number, but they don’t. They know you’re not at the bedside. From outside the hospital, 216 pagers can be dialed like a regular number and text pages can be sent from http://usamobility.com/send_a_message. For 123 pagers, dial 966-PAGE (966-7243) and enter the pager number. If your pager is broken, lost, or destroyed after you threw it against the wall, go to communications and get a replacement on the first floor of Old Clinic. The same applies to new batteries. But usually you can coerce an HUC on the floor to give you a new battery (except 5 East.) Having a 
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				pager is not cool, like we all thought it was in medical school. 
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				To turn over the pager:

				1. Dial 4-7272

				2. At prompt, dial the service pager (ex. 123-7049 for SRG) 

				3. At prompt dial 2, then 8

				4. At prompt, dial the personal pager number that will be covering

				SRA (Surgical Oncology) - 123-7048, 123-7071, 123-7081 

				SRG1 (Lower GI) - 123-7096

				SRG2 (Lower GI) - 123-7049, 123-7064

				SRF (Transplant) - 123-7050

				SRZ (Upper GI) - 123-7061

				SRH (Trauma) - 123-7051, 123-7102

				PDA (Pediatric) - 123-7052

				SRU (Urology) - 123-7053

				SRT (Thoracic) - 123-7054

				SRC (Plastics) - 123-7055

				SRX (Burns) - 123-7056. 123-8613

				SRV (Vascular) - 123-7057
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				Calling Consults

				Try to call as early in the day as possible. When you send out the page, include the patient’s name, MR #, and reason for consult (as much as will fit in 1 page.) In general, serial pages are poor form. Leave a phone number and the pager of whomever they should call with questions or results. Make sure you know why you’re asking for the consult. Often, you won’t and that makes it miserable for you and for the person you’re calling. If you don’t know, ask your upper level (or try to talk them into calling it for you.) 

				Moving to the Unit

				If a patient goes south and needs to be moved to a higher level of care, lots of things need to happen. Make sure the chief of the service knows what’s going on. Page the house supervisor (347-1922) and inform them of the situation, they’ll let you know what beds are available. If going to the ICU, page or call the ICU bed commander (numbers on page 4) and let them know as well since they have to start helping to manage the patient. Put in the orders (transfer to service, review and revised, etc.) Lastly, try to call the family. If you showed up in the morning to visit your family member and they weren’t where they were the night before, you’d be upset too. 
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				Codes

				Usually, the medicine code team responds to these. If it’s on a surgical floor, you should go. If it’s your patient, you should definitely go. When the surgery team arrives, the medicine folks usually retreat. Remember the ABC’s. Don’t reflexively start compressions without stopping to think first (i.e. always check on more than 1 lead that it is actually asystole on the monitor.) Don’t forget to call the chief of the service. If you’re feeling bold, elbow your way in and maybe you can put in the groin line. At the end, make sure someone documents what has happened in the chart. See later sections for specific info on drugs and electricity.

				At Night? Cross Cover and Sign Out

				This is one of the true joys of intern year, with the work hours it is becoming a harder and harder job. 

				Cross cover can be hectic. You will be answering questions about patients that you know nearly nothing about. Once you get a bad sign-out, you’ll realize why we emphasize doing a good one. 

				As always, loading the boat applies just as much at night. Don’t be afraid to wake up your senior resident if you’re worried about a patient. We didn’t go into surgery expecting to sleep 8 uninterrupted hours a night. The Senior-In-House (SIH, 216-4363) is 
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				also a good resource if you need help with a patient sooner rather than later (or your upper level is sleeping through your pages and won’t call you back.) Remember, it’s amazing but some chiefs really can sleep through multiple pages.

				Keys to a good signout:

				Talk in person with an updated list (it doesn’t help anyone to have a blank rounds report and say “I don’t know who this patient is”–and this is a quick way to make your friends mad)

				Be specific “if UOP less than xyz, bolus 1L of LR and follow-up”, “check 10pm lytes for the K and replete as necessary.” This makes life easier. Ask your upper level if they don’t offer things up. “What should I tell the night intern about this person for tonight?”

				Make sure you clarify if the upper level wants to be notified with the result of a test, a lab value, or a consultant’s recommendation. 

				Try to write down the orders you put in and things you do in the middle of the night so when the primary team calls you to find out what happened in the night, you can actually tell them. 

				If you evaluate a patient with something serious, write a note about it in the chart. 
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				Nights frequently involve calling around to make sure things like labs and radiology studies get done. 

				Call pools

				1. GFAZ 

				G – Lower GI surgery

				F – Transplant

				A – Surgical Oncology

				Z – Upper GI Surgery 

				Upper GI: treat nausea aggressively, particularly after a Nissen, gastric bypass, or any high GI anastomosis. Be very cautious with NG tubes; if it comes out, don’t reflexively replace it. Most medications must be liquid or crushed (see rezwiki for which meds can be crushed.)

				Lower GI: Pain, ostomies, wounds, drains.

				(Get comfortable with prescribing pain medicines; see medication section)

				Surgical Oncology: Wounds and drains all over the body – you’ll see.

				Transplant: Fevers are considered >38.0C, big operations, lots of sick patients. Don’t be afraid to bump even small issues up the ladder because things are done very particularly on this service.
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				2. THUP

				T – Thoracic

				H – Trauma

				U – Urology

				P – Pediatrics

				Urology: Has been known to be tough on cross-cover interns, just do as asked. Call up for almost everything.

				Trauma: Go to ALL red traumas even as cross-cover (remember ETAs lie) and yellows if you aren’t busy…

				In the trauma bay…The job of the intern is to piece together an H&P. Please help as you can.

				GCS

				
					Score

				

				
					Eye Opening

				

				
					Motor

				

				
					Verbal

				

				
					6

				

				
					–

				

				
					Follows Commands

				

				
					–

				

				
					5

				

				
					–

				

				
					Localizes Pain

				

				
					Oriented

				

				
					4

				

				
					Spontaneous

				

				
					Withdraws from pain

				

				
					Confused

				

				
					3

				

				
					To voice

				

				
					Flexor/decorticate

				

				
					Inappropriate words

				

				
					2

				

				
					To pain

				

				
					Extensor/decerebrate

				

				
					Garbled sounds

				

				
					1

				

				
					None

				

				
					None

				

				
					None
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				Thoracic: You will be the consult person at. Get the call, check the scan, see the patient, call the upper level to discuss. If it is more emergent (unstable pneumothorax requiring chest tube placement), ask for help sooner.

				Pediatrics: “Children are NOT small adults”. 

				* Common doses (Do not routinely order narcotics on kids, think and ask first)

				Acetaminophen 10-15mg/kg q6-8 hours

				Oxycodone 0.05-0.15mg/kg q4-6 hours

				Morphine 0.05-0.2 mg/kg q4 hours

				
					Normal Vitals

				

				
					HR

				

				
					Resp

				

				
					Systolic

				

				
					Diastolic

				

				
					0-1 month

				

				
					100-180

				

				
					30-60

				

				
					73-92

				

				
					52-65

				

				
					1-12 months

				

				
					80-150

				

				
					30-60

				

				
					90-109

				

				
					53-67

				

				
					1-3 years

				

				
					75-130

				

				
					25-35

				

				
					95-105

				

				
					56-68

				

				
					3-5 years

				

				
					75-120

				

				
					22-32

				

				
					99-110

				

				
					55-70

				

				
					6-11 years

				

				
					70-110

				

				
					20-30

				

				
					97-118

				

				
					60-76

				

				
					12-18 years

				

				
					65-110

				

				
					16-22

				

				
					105-130

				

				
					60-83
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				3. CVX

				C – Plastics

				V – Vascular

				X –Burns 

				Burns: 

				*You cannot call a rapid response in BICU–call a code if you need anesthesia OR the senior and/or junior in house if you need help.

				These are some of the sickest in the hospital (i.e. q1 hour ABGs, on CVVHD, with 5 chest tubes, 10 pressors, and an albumin drip.)

				Overnight: Admissions to Burns

				Make sure to do a burn map for every admission. Take pictures of the burns after the bath–upload to EPIC, measure out the burn as %TBSA . Call the upper level. (Upload the burn map to EPIC to ensure it won’t get lost, nothing is worse than having to do 10 burns maps a month later that “disappeared.”)

				Thermazine is applied to all except the face (Bacitracin/Adaptic or ‘B&A’ to face.) Patients do not need down for rounds if pictures are taken.
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				OR plans: You may be asked to pre-op a patient. Consents are usually for “excision & debridement <insert burned places here>, possible auto/allo/xeno graft”. Autograft = person’s own skin, allograft = somebody else’s skin, xenograft = pig skin. The main risks include bleeding (type & cross everybody for 2 units for STSG), infection, and possibility of graft not taking. Make sure and ask about holding heparin, tube feeds, and increasing IV fluids to compensate.

				Vascular – Sick patients and sneak admits 

				Nausea/vomiting can be the first sign of an MI. Therefore this complaint warrants an evaluation. Order enzymes and EKG if there are complaints of SOB, chest pain or diaphoresis. Be wary of abnormal anginal equivalents…

				Lytics protocol: 

				Keep GGT therapeutic

				Check q6hr fibrinogen, call if <200

				Control HTN aggressively to prevent hemorrhagic stroke–**ask about parameters

				Catheter can remain for up to 3 days

				Patient should be NPO night before placement or removal
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				Diabetic foot infection

				Baseline X-ray to eval for osteo

				IV abx: vanc, ceftaz, flagyl

				Cold leg: check the 6 P’s: parasthesia, poikilotherm, paralysis, pallor, pain, and pulselessness (don’t be fooled, can be the last)

				At night:

				Do NOT be a hero! Do NOT be afraid to call people! There is a phenomenon called the “July Effect” for a reason. If you’re having a hard time with a patient, you have several options. Always keep your chief informed. They should be your first contact. The JIH/SIH are always around and can help if you need someone to look at the patient. If you’re really worried and can’t get anyone, call a rapid response or a code. No one will fault you later. If a nurse is really worried and tells you or calls multiple times, go see the patient.

				Common calls/problems overnight:

				Pain: Don’t be ashamed to go slow with narcotics, especially in old people; getting 3 pages to increase the patient’s oxycodone is much better than slamming them with IV Dilaudid and intubating them later. If you get multiple calls on one particular patient, it might be prudent to go see them, especially early in 
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				the year. Any chest pain or SOB deserves an eyeball. If the patient has an epidural, the acute pain service manages all of their pain issues (nurses can page them directly.)

				Low UOP: Get a set of vitals and check a bladder scan if they don’t have a Foley. If they do, have the RN try flushing it gently. If they have >300-350mL in their bladder, think about a catheter (either Foley or I&O), but you can give them 30min-1h to try to pee (have them listen to running water, be by the toilet…. “threatening” with the Foley works sometimes too.) If they don’t have much in their bladder, consider a bolus or increasing IVFs. If one bolus doesn’t do the trick or especially if the patient is hypotensive, it’s OK to consider putting in a Foley for accurate I/Os. Large boluses (1L) are not well tolerated in some patients (thoracic, CHF, vascular, transplant, and others) and smaller ones can be used. Some services use albumin as well, but it’s best to run it up the ladder if you’re really concerned about someone’s lack of UOP or volume status. Lasix (furosemide) is best given after discussion with someone higher up the ladder…If a patient has ~500 or above it’s safe to I/O or put a foley in and rest their bladder.

				Fever: If it’s >38.5 and the patient is POD#2 or more, check to see whether they’ve had cultures in the last 
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				2 days. If not, the standard work-up is blood cultures x2 (either both peripheral or line & peripheral), U/A & urine culture, and maybe a chest x-ray. Give the patient some Tylenol unless they are a liver patient, or the nurses will hound you. 

				Nausea/vomiting: Usually can be managed with Zofran and judicious Phenergan. Best to avoid Phenergan in patients >65 because it can make them crazy. Ask if the patient is having bowel movements or passing gas. It’s OK to get a KUB to see what the bowel gas pattern looks like. If they are in dire straits, you can put in an NG tube. CAUTION if on SRZ or they have a high GI anastomosis (Ivor-Lewis on SRT/SRA.) Don’t forget N/V in an SRV patient just may be a heart attack–they are always on the brink of an MI.

				Tachycardia: Is the patient in pain? Is the patient peeing? Is the heartbeat regular? What are the other vital signs (BP, O2 sat)? Treat pain, bolus if the patient seems dry, check some labs especially if all the vitals are awry, EKG and maybe CEs if the patient could be having an MI. Call up w/sustained tachycardia >150s, hypotension, desaturation, change in mental status, or if you feel uncomfortable. A stat EKG is important afib vs SVT, vs ST, etc.
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				Lost IV access: First the nurse gets to try. Then the IV team gets to try. Then the nurse can call the BICU and/or the SICU to ask if one of their nurses can come up and have a try. Then you get involved. You can borrow an ultrasound from 5 West and give a PIV a try or maybe an EJ. Nurses will pressure you to put in a central line, but there is almost never a reason that an intern needs to place a central line on a floor patient overnight. Stand firm on that one.

				SOB: This deserves an eyeball. What are the pulse & O2 saturation? Consider a stat CXR & EKG before you walk over. Nebulizer treatments, ABG, CBC, & electrolytes should cross your mind. This could be anything from anxiety to a PE to an MI to psychosis. Tell the patient to cough and get some suction. Deep suction sometimes works, especially for tracheostomies. If the patient looks tired or is persistently desaturating or requiring increasing amounts of O2, they may require a higher level of care and/or intubation. Have a low threshold to call a rapid response and get the JIH/SIH/BC involved early.

				Insomnia: Look at the patient’s age. If it is greater than 65, in general don’t start anything new for sleep. No one ever died from insomnia. If they have had Ambien in the past, reluctantly mull over giving a 
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				one-time order. If they are <50 and otherwise healthy, Ambien or Benadryl are good standbys, but Trazodone is another good option.

				Hypertension: If the patient is in pain, treat the underlying cause. For SBP >200, if the patient has oral meds due soon, give them a little early and check again in 30min-1h. If not, labetolol (check HR first–okay if greater than 100) or hydralazine works IV. The exceptions are things like aortic dissections, where you try to maintain SBP <140. Call up for sustained severe hypertension despite intervention. Always see patient with BP over 200–if symptomatic this can be an emergency.

				Hypotension: How low is the blood pressure? For SBP <80, give them an eyeball unless their usual BP is 85/40 and their current is 78/42. Things to ask: What is the pulse? Is the patient mentating? Is the UOP adequate? What is their usual BP? Have they gotten any antihypertensives, narcotics or sedating meds recently? Bleeding from anywhere? Correlating with a-line (if applicable)? Check that the cuff size is appropriate, and check a manual blood pressure if there’s any question. Could they be anemic? Check a CBC if recently post-op. A fluid bolus or increasing IVFs is usually OK, but make sure they can tolerate a volume boost (CHF, transplant, thoracic, etc.) 
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				This is a good time to put hold parameters on BP meds if they’re not there already, or just d/c the anti-hypertensives outright. Call up with concerns.

				Troubleshooting mechanical problems

				A. Stem and suction tubing should connect here

				B. Knob for setting the amount of suction on the chest tube

				C. Gauge for how much amount of suction is set within the thoracic cavity (usually -20)

				D. Canister – shows quantity and quality of output

				E. Orange Accordion – must be up if there is truly suction in the system

				F. Water Seal – you will see air bubbles if there is a leak in the circuit.
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				Troubleshooting Chest Tubes: If a patient with a chest tube desaturates or becomes short of breath go see them. Check the orange accordion (E), if it is all the way to the left that means there is no suction on the circuit. If there is suction in the circuit the accordion will expand to the right. If they are not on suction see if they are on water seal (A) or if there is a kink in the CT or the suction tubing. Also make sure that the Pleur-evac is set to suction (C.) If the suction is set correctly, and there is suction in the tube check the water seal (F) to see if there is a leak in the circuit. Large continuous leaks usually mean it is disconnected, if it is intermittent check to see if the leak is in the tube or the canister. Do this by clamping the suction tubing, first, and then the chest tube. If the leak resolves when the suction tubing is clamped, but is present when the chest tube is clamped then the leak is in the circuit. If the leak resolves when the tube is clamped then the leak is in the chest tube.

				NG tubes: They can get clogged or the patient may be vomiting around it. Alternatively, there may not be any output. Always check for a recent KUB to determine placement. If it is in the esophagus, you may not get much output, and if it’s in the duodenum you may get liters upon liters of bile per day. Go look at the NG tube. Make sure it is in the patient’s nose, hooked up, the suction is on, etc. Third, take a Toomey syringe (60 mL syringe with a cath tip, 
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				not a Luer-lock), and try to aspirate. If you can’t, try blowing about 20 mL of air into the NG tube and listen over the stomach; the tip may be against the sidewall. Ask the patient how much they are taking in by mouth (some patients are allowed sips with an NG tube in, but sips can vary widely in amount from person to person.) If they are taking in 20 cups of ice chips a day, 2 liters of NG tube output isn’t nearly as big a deal as if they had nothing by mouth. NG tubes are usually not a big deal if they come out; just put them back in. The times when they are a big deal are esophageal, gastric, and proximal small bowel surgeries. You don’t really want to injure the anastomosis with manipulating the tube a lot, but conversely you don’t want to injure the anastomosis with bowel distention. Call up if you’re not sure.

				Drains: Things to ask: How much drainage is there? Where is it coming from? What does it look like/what color is it? Is it a surgical JP or a VIR placed drain? You can find out where the drain is by reading the op note or the VIR procedure note in “Radiology Reports.” In general, if there’s mild leakage around the drain, it’s usually OK, just reinforce the dressing. Especially if the patient has liver problems/ascites, any abdominal drain will pour out fluid, and may leak around the drain or former drain sites might leak unless they have a reinforcing stitch (typically nylon.) If the drain output has changed color it 
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				can be significant; for instance, JP drainage that is brown or green and foul-smelling in someone who had abdominal surgery might indicate that they have a bowel leak. However, the same drainage coming from a drain that VIR placed into an intraabdominal abscess is not so worrisome. If it changes from serosanguinous to pure RBCs – check a CBC and their vitals, think about bleeding and call the upper level.

				Corpaks: Possibly one of the least favorite overnight pages (or even worse, signout), is regarding Corpak issues. A Corpak will either be a 10 minute procedure that makes you feel like a rock star when you get it post-pyloric, or it will be a torture session for both you and the patient. First of all, you need to know whether the Corpak needs to be postpyloric or not. This can save you hours of headache. In general, you want to get a Corpak into the duodenum either because the patient is not tolerating gastric feeds or because the team is worried about aspiration. They are also smaller and more comfortable than NG tubes. Things you’ll need for placement of a Corpak: 1) Corpak, 2) Surgi-lube or water, 3) Chux, 4) patience. Sit the patient up in bed if they can. Tell the patient to put their chin to their chest. Give them some water to swallow (if they can swallow.) See how far you should put it in by putting the Corpak in front of the patient and measure from their nose to the approximate location 
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				of their duodenum (usually 65-80cm.) Choose your nostril and put that puppy down, telling the patient to swallow to help it go down the right place. Get a KUB, rinse, repeat ad nauseum. Once it’s in the right place, don’t let the nurses tell you that it’s policy that they can’t pull a Corpak wire, either. They can. 

				**TIPS: order lidocane jelly. Use a Q-tip with jelly and slowly apply to nostril. Eventually you will be able to put the Q-tip into pharynx. To help get post pyloric in an intubated pt: put them on their right side and WARM the tip of the Corpak – “goes in like butta.”

				Wound vacs: They will leak—especially if they are on hilly terrain (like the groin.) The key is reinforcement. The trick is finding the leak: put your ear up near the patient, and listen to where the leak is coming from. Press on the place where you think the leak is, and listen for the leak to stop. If it’s a little wound vac, maybe just a Tegaderm or two will do. Sometimes it takes another coating of the wound vac dressing stuff, and occasionally you have to wrap the patient in Ioban. Another trick you can try is changing out the tubing – or getting a Y-connector and attaching another suction device to a different portion of the sponge, and having both sponges vacuum to the same container. Thankfully, usually you don’t have to change out the sponge.
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				Radiology/VIR: If you have time and can navigate the maze, get in the habit of going to the basement to review radiology studies with the residents. They’ll be happy to teach you something if they’re not too busy. At night, the ED reading room is 4-9394. For VIR in the daytime, put the order in and call 4-0420. Ask to speak to the radiology resident or the person in charge of the board if the resident is busy. During the day, as with most things, face-to-face is far superior and you can usually find someone in the VIR reading room. On the weekend and at night, you have to page the senior radiology resident (216-2826.)

				Admissions: For patients who get admitted, the basic requirements are a bed, an H&P, and orders. Bed control is 6-2041 for anyone not coming from the ED. You can start the H&P in clinic and put in pre-admit orders in EPIC to cut down on work when the patient shows up on the floor.

			

		

	
		
			[image: ]
		

		
			[image: ]
		

		
			[image: ]
		

		
			
				Table of Contents

			

		

		
			
				UNC Department of Surgery Intern Handbook 2016

			

		

		
			[image: ]
		

		
			
				Streamlined Phone Book

				(not comprehensive)

				
					SICU 4-1440

				

				
					NSICU 4-1420

				

				
					CCU 4-5421

				

				
					3ADN/ICCU 4-1939

				

				
					TICU 4-1550

				

				
					PICU 4-5491

				

				
					ISCU 4-1620

				

				
					OR DESK 4-1400

				

				
					MICU 4-4255

				

				
					NICU 4-3481

				

				
					MPCU 4-7843

				

				
					4ADS/CTSU 4-1952

				

				
					BICU 4-1600

				

				
					ER 4-4721

				

				
					PEDS ER 4-1405

				

				
					PACU 4-1397

				

				
					CORE LAB 4-2361

				

				
					MICRO 4-1805

				

				
					CT SCAN 4-9398

				

				
					U/S 4-0036

				

				
					PRE-CARE 4-2273

				

				
					BLOOD BANK 4-1780

				

				
					PHARMACY 4-0876

				

				
					PHLEB 6-2448

				

				
					MRI 4-1633

				

				
					SECURITY 4-3686

				

				
					NIGHT RADS 4-9394

				

				
					VIR 4-0420

				

				
					X-RAY 4-8805

				

				
					PORT X-RAY 4-2475

				

				
					PVL 6-4582

				

				
					GI PROCDURE 4-0130

				

				
					PCS A 4-1642

				

				
					PCS B 4-1463

				

				
					PEDS BUNKER 4-6945

				

				
					PACU CH 4-1537

				

				
					7CH 4-3400

				

				
					6CH 4-5101

				

				
					5CH 4-2105

				

				
					CICC 4-5486

				

				
					7NSH 4-8111

				

				
					6EST 4-6728

				

				
					6NSH-N 4-8695

				

				
					6NSH-S 4-8691

				

				
					5ADN 4-5776

				

				
					5WST 4-5616

				

				
					5BTA 4-5416

				

				
					5 BTB 4-5411

				

				
					4WST 4-3349

				

				
					4ADN 4-1558

				

				
					OPERATOR 4-1000

				

				
					BED CTRL 6-2041

				

			

		

	
		
			[image: ]
		

		
			[image: ]
		

		
			[image: ]
		

		
			
				Table of Contents

			

		

		
			
				UNC Department of Surgery Intern Handbook 2016

			

		

		
			[image: ]
		

		
			
				OR Numbers

				4-98**

				 (** = OR room number, ex: OR 1 = 4-9801)

				Full numbers:

				4-XXXX = 984-974-XXXX

				6-XXXX = 919-966-XXXX

				5-XXXX = 919-445-XXXX

				3-XXXX = 919-843-XXXX

				House supervisor: 4-2415

				Bed assignment: 6-2041

				Notes:
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				Common Medications

				(by no means comprehensive or exhaustive): 

				Analgesics (always be careful with respiratory status and mental status, these are starting doses): 

				Tylenol (APAP) 325-650mg PO/PR q6 (be cautious in liver or hepatic resection patients) 

				Tylenol #3 (codeine/APAP 30/300) 1-2 tabs PO q4-6

				Percocet (oxycodone/APAP 5/325) 1-2 tabs PO q4-6 

				Oxycodone 5mg PO q4-6 (good for breakthrough when Percocet not enough–dose can be increased if needed) 

				Vicodin (hydrocodone/APAP 5/500) 1-2 PO q4-6 

				Ketorolac 15-30mg IV q6-8 (be very careful with this one, must watch kidneys and bleeding, ask before using) 

				Morphine 1mg IV q2 (dose can be increased if needed) 

				Fentanyl 25mcg IV q2 (dose can be increased if needed) 

				Dilaudid 1mg IV q4 (dose can be increased if needed) 

				Fentanyl patch 25-100mcg transdermal q3 days 

				PCAs (starting doses): 
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				Morphine 1mg q8 minutes, 32mg lockout 

				Fentanyl 10mcg q10 minutes, 240mcg lockout 

				Dilaudid 0.1mg q8, 3.2mg lockout 

				*In general – don’t get in the habit of randomly prescribing narcotics, especially in kids – always check with the chief or attending

				Anti-emetics

				Zofran 4mg IV/PO q6–don’t give more frequently and remember this can prolong their QT interval

				Phenergan 12.5-25mg IV/PO/PR q6 (be cautious in the elderly) 

				Antibiotics (many require renal dosing): 

				Ampicillin/sulbactam 3g IV q6 

				Cefazolin 1g IV q8 

				Clindamycin 600mg IV/PO q8 

				Fluconazole 200-400mg IV/PO q24 

				Imipenem 500mg IV q6 

				Levaquin 500mg IV/PO q24 

				Linezolid 600mg IV/PO q12 (usually needs ID approval) 

				Metronidazole 500mg IV/PO q8 
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				Pipercillin/tazobactam 3.375mg IV q6 

				Vancomycin 1g IV q12 –pharmacy will indefinitely page you 5 min later to change the dose

				Prophylaxis 

				Heparin 5000 units SQ q8 

				Enoxaparin 30mg SQ BID 

				Famotidine 20mg IV/PO q12 

				Esomeprazole 40mg IV/PO q24 

				Cardiovascular

				Metoprolol 5mg IV q6 converts to 12.5mg PO BID, 5mg IV x1 is a good start for AF with RVR, SVT 

				Diltiazem 10mg IV x1 for AF with RVR, SVT, also used as a drip in the ICU 

				Hydralazine 10mg IV q20min (only to bring down hypertension acutely) 

				Furosemide 10-80mg IV/PO (the dose of Lasix varies widely based on service and the patient, usually ask before giving), PO dose = 2 x IV dose
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				Electrolyte replacement

				Potassium: 10 mEq for every 0.1 below 4.0. Ex. K=3.6, give 40mEq (PO better than IV b/c it burns and can ruin peripheral access) 

				Magnesium: 1 g for every 0.1 below 2.0. Ex. Mg=1.8, give 2g IV. Mg oxide PO can cause diarrhea, but is 400-800mg. 

				Phosphate is given either as K-Phos or Na-Phos. Dose is usually in the range of 15-21 mMol IV ***crucial to replete in hepatic resection patients and refeeding syndrome.

				Others

				Benedryl (Diphenhydramine) 12.5-25mg IV/PO q6 (good for the 2A insomnia page, be cautious in the elderly) 

				Hydroxyzine 25-100mg PO q6-8 

				Zolpidem 5-10mg PO qHS 

				Colace 100mg PO BID 

				Dulcolax 10mg PR 

				Lovenox 1mg/kg SQ BID (treatment dose for DVT) 

				Contrast allergy premedication: prednisone 50mg 13hr, 7hr, and 1hr before contrast load, Benadryl 
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				50mg PO/IV 1hr before, Pepcid/Zantac 40-50mg 1hr before

				Treatment of hyperkalemia: first confirm the value is real…

				1. ECG- peaked T waves?

				2. Transiently stabilize cardiac cell membrane:

				a. If w/ ECG changes: administer 1000mg/10mL IV (1 amp) calcium gluconate or calcium chloride (CaCl is 3x more potent), IV. Can give 1-2 amps. Onset: few min.

				3. Transiently drive K into cells:

				1-2 amps IV D50W (25-50 g) and 10U IV regular insulin

				a. 1-3 amps NaHCO3 (50 mEq-150 mEq) to transiently drive K into cells in exchange for H+.

				b. Albuterol 10-20 mg inhaled or 0.5 mg IV

				4. Decrease whole body K+

				Kayexalate 30-90g PO/PR and exchange Na+ for K+ in gut, this gives diarrhea so beware

				a. Lasix 40mg IV

				b. Hemodialysis
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				A good opioid conversion chart…

				http://endoflife.stanford.edu/M11_pain_control/equivalency_table.html

				Medication notes:
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				In A CODE: (anesthesia is on their way)

				Make sure the patient isn’t DNR!

				Give O2 as quickly as you can. If you think about intubating the patient, you probably should. No one will question you for it.

				If the patient doesn’t have a pulse – start CPR

				FAST – at least 100 BPM and yes, you may break a few ribs, but it’s better to have a rib fracture and be alive

				Once the patient is on the monitor check for a shockable rhythm (VT/VF)

				Typical biphasic defibrillators are 120-200 joules

				Drugs (typically every 3-5 minutes)

				1. Epinephrine 1 mg IV/IO

				a. Vasopressin 40 units IV/IO may be substituted for the 1st or 2nd dose of epinephrine

				2. Atropine 1 mg IV/IO (only if PEA or asystole)

				3. If a shockable rhythm, consider the following with guidance:

				Amiodarone 300 mg IV/IO once and can consider an additional 150 mg follow-up dose

				a. Lidocaine 1-1.5 mg/kg x 1 then 0.5-0.75 mg/kg for a maximum of 3 doses

				b. For Torsade de Pointes 1-2 mg IV magnesium
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				c. If coding for awhile, consider calcium and sodium bicarbonate. *esp bicarb in dialysis patients

				Causes: the 5 Hs and 5 Ts

				
					Hypovolemia

				

				
					Toxins

				

				
					Hypoxemia

				

				
					Tamponade

				

				
					Hydrogen ion (acidosis)

				

				
					Tension PTX

				

				
					Hypoglycemia

				

				
					Thrombosis (PE or MI)

				

				
					Hypothermia

				

				
					Trauma

				

				Emergency Notes:
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				Education

				There are many resources available online without having to spend a dime. You can access most of them through the UNC Health Sciences Library webpage.

				**guides.lib.unc.edu**–great starting place

				Score Portal is a relatively new resource that includes multiple texts, modules and a question bank. (GREAT absite review)

				Score login/password:

				1. Go to www.hsl.unc.edu

				2. On the right side of the screen, click on the Clinical Reference Tab. 

				3. Under Online Textbooks, most are located either with Books @ Ovid, MD Consult Reference Books, or Stat!Ref Online Medical Database. 

				4. For either of those links, you will be prompted to enter your ONYEN. 

				5. Also, further down where it says “find more” you can search the entire electronic book catalog and you will be surprised what you can find. Just type in surgery (or be more specific) and the following is a sample of what you’ll get… 
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				Mastery of Surgery, Atlas of Upper GI and Hepato-Pancreato-Biliary Surgery, Difficult Decisions in Thoracic Surgery, The ASCRS Textbook of Colorectal Surgery, Surgery of the Thyroid and Parathyroid Glands, Chassin’s Operative Strategy in Esophageal Surgery, Controversies in Laparoscopic Surgery, Atlas of Organ Transplantation, etc. 

				There are 13 pages worth of links to electronic books that you can access from home. Most have PDF links so you can even print specific sections if you want, and most are big textbooks that cost $100 or more. Here’s a list of what we have found the most useful (and where to find them):

				1. General texts – Sabiston’s Textbook of Surgery (MD Consult Reference Books), ACS Surgery online (www.facs.org), Mastery of Surgery (Books @ Ovid), Schwartz’s Principles of Surgery (Stat!Ref Online Medical Database.) For a small book to keep in your locker, think about the Washington Manual of Surgery. 
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				2. Other recommended resources are broken down for junior vs. senior residents (keep track of what you use so we can improve upon this list):

				
					Junior 

				

				
					Senior 

				

				
					MD Anderson Surgical Oncology Handbook – Feig, et al (print) 

				

				
					Current Surgical Therapy – Cameron (print) 

				

				
					Manual of Perioperative Care of Cardiac Surgery – Bojar (print) 

				

				
					Atlas of Surgical Operations – Zollinger (print) 

				

				
					The ICU Book – Marino (Books @ Ovid online) 

				

				
					Mastery of Surgery – Fischer, ed. (Books @ Ovid online)
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				The Most Important Page in the Book! 

				A place to store your 1,001 log-ins and passwords (write in pencil, as some will need to be changed regularly): 

				
					Program

				

				
					Username

				

				
					Password

				

				
					UNC Onyen

				

				
					EPIC

				

				
					PACS

				

				
					WebPACS

				

				
					OR Pyxis

				

				
					OR locker

				

				Education resources:

				
					Program

				

				
					Username

				

				
					Password

				

				
					portal.surgicalcore.org

				

				
					uncsurgery

				

				
					uncsurgery

				

				
					efacs.org

				

				
					rezwiki.pbworks.com

				

				
					acssurgery.com

				

				
					surgeryunc

				

				
					tarheels
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				Call rooms:

				Other passwords:
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				Actual Pages Received By Your Predecessors

				We kept a board in the call room with all the excellent pages we received. I’d recommend doing the same. Humor is a great way to cope with this job.

				Dad requesting a MD note to help get mom a Visa into USA 

				Patient woke up in pain, requesting more pain meds. Plz see patient before falls asleep again. Thx RN

				Patient c/o burp smells like rotten eggs. Pt concerned about it. RN

				Patient in PACU, requesting Starbucks.

				At 1 AM…Colace on hold on MAR. Cannot unhold. Can you please reorder? 

				Patient’s disimpacting himself. Requesting Preparation H.

				I just had a needlestick injury. Please call back. Thanks.

				At 3:27 am–Pt requesting a flu vaccine while here.Please and Thanks.

				FYI pt refusing breathing

				Pt refusing lidocaine patch has history of skin numbness with patch

				Call me ASAP regarding pt. Need order for him to sit up
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				FYI I just had to chase the patient down the hall to get him to come bak. Thanks.
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				Please do take time to think about how this book could be better as the year progresses. It really is up to you to keep it going. 
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