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1. INTRODUCTION


The American Board of Internal Medicine evaluates the qualifications of candidates for subspecialty certification in the discipline of Gastroenterology.  A critical qualification is that the candidate be trained in an accredited program.  It is the Accreditation Council for Graduate Medical Education (ACGME) which is responsible for evaluating the qualifications of the training program, as well as continuously updating and evolving the Program Requirements for Residency Education in Gastroenterology (specific) and the Program Requirements for Residency Education in the Subspecialties of Internal Medicine (general).


In the year 2000, the Association of American Medical Colleges (AAMC) created the Graduate Medical Education Core Curriculum, designed to be implemented within the ACGME’s newly revised areas of competency for the training and evaluation of the subspecialty resident (fellow).  


In response, our program first revised and updated the description of the educational program (curriculum) in 2001 to make every effort to identify and incorporate the ACGME Institutional and Program Requirements within the framework of the ACGME Core Competencies.  


This curriculum is intended for review: 1) by applicants to the fellowship program in Gastroenterology; 2) by current Gastroenterology fellows to refer to and review frequently in the course of their training, especially prior to new rotations; and 3) by the key clinical faculty of the Gastroenterology training program to help them identify and meet the fellow’s learning objectives.

An assessment of the curriculum by faculty and fellows is conducted at regular intervals to help insure that the educational goals of the program are being met, and this curriculum has been updated annually.  It is anticipated that this document is fluid, and will adapt to the requirements and recommendations of the ACGME at regular intervals.


The University of Rochester Office for Graduate Medical Education maintains and regularly updates a Resident (subspecialty fellow) Policies and Procedures Manual.  A copy is maintained by the Program Director and Program Administrator as well.  The GI fellow must be familiar with these policies as they pertain generally to all house staff at the University.  Where specific to the GI Fellowship Program, policy addendums have been added to this curriculum.  

2. ACGME PROGRAM CONTENT REQUIREMENTS
for RESIDENCY EDUCATION in

 GASTROENTEROLOGY

Written copies of the entirety of the Program Requirements for Residency Education in Gastroenterology as well as Program Requirements for Residency Education in the subspecialties of Internal Medicine are maintained in the GI Fellowship Program Director’s Office and the Office of Graduate Medical Education.  These may also be reviewed on-line at the ACGME website:www.acgme.org (home page).  

Specific Program Content

A. Clinical Experience

1.
The training program must provide opportunities for residents to develop clinical competence in the field of gastroenterology, including hepatology, clinical nutrition, and gastrointestinal oncology.

2.
At least 18 months of the clinical experience should be in general gastroenterology, including hepatology, which should comprise at least 5 months of this experience.  The additional 18 months of training must be dedicated to elective fields of training oriented to enhance competency.

3.
Residents must have formal instruction, clinical experience, or opportunities to acquire expertise in the evaluation and management of the following disorders:


a. Diseases of the esophagus.


b. Acid peptic disorders of the gastrointestinal tract.


c. Motor disorders of the gastrointestinal tract.


d. Irritable bowel syndrome.


e. Disorders of nutrient assimilation.


f. Inflammatory bowel diseases.


g. Vascular disorders of the gastrointestinal tract.

h. Gastrointestinal infections, including retroviral, mycotic, and parasitic diseases.


i. Gastrointestinal disease with an immune basis.


j. Gallstones and cholecystitis.


k. Alcoholic liver diseases.


l. Cholestatic syndromes.


m. Drug-induced hepatic injury.


n. Hepatobiliary neoplasms.


o. Chronic liver diseases.


p. Gastrointestinal manifestations of HIV Infections.


q. Gastrointestinal neoplastic disease.


r. Acute and chronic hepatitis.


s. Biliary and pancreatic diseases.


t. Women’s health issues in digestive diseases

u. Geriatric gastroenterology


v. Gastrointestinal bleeding


w. Cirrhosis and portal hypertension


x. Genetic/inherited disorders


y. Medical management of patients under surgical care for GI disorders


z. Management of GI emergencies in the acute ill patient

B. Technical and Other Skills

1. Fellows must have formal instruction, clinical experience, and demonstrate competence in the performance of the following procedures.  A skilled preceptor must be available to teach and to supervise them.  The performance of these procedures must be documented in the fellow’s record, in the form of a procedure log.  Assessment of procedural competence should not be based solely on a minimum number of procedures performed but by a formal evaluation process.  These evaluations should include objective performance criteria, for example, rate of successful cecal intubation for colonoscopy, or endoscopy independence score. Procedure logs need to be submitted quarterly to the program director, and signed by the endoscopy supervisor. The following numbers are the minimum number at which competency can be assessed, adapted from the GI fellowship core curriculum (2007) and ASGE Guideline on Privileging, credentialing, and proctoring to perform GI endoscopy. 
a. Esophagogastroduodenoscopy; fellows should perform a minimum of 130 supervised studies.

b. Esophageal dilation: fellows should perform a minimum of 20 supervised studies.

c. Colonoscopy with polypectomy: fellows should perform a minimum of 275 supervised colonoscopies and 30 supervised polypectomies.

d. Percutaneous endoscopic gastrostomy: fellows should perform a minimum of 20 supervised studies.

e. Biopsy of the mucosa of esophagus, stomach, small bowel and colon.

f. Gastrointestinal motility studies and pH monitoring.

g. Non-variceal hemostasis (upper and lower): fellows should perform 25 supervised cases, including 10 active bleeders.

h. Variceal hemostasis: fellows should perform 20 supervised cases; including 5 active bleeders.

i. Other diagnostic and therapeutic procedures utilizing enteral intubation
j. Moderate (“conscious”) sedation: fellows should perform a minimum of 20 supervised sedations. 
k. Capsule endoscopy: fellows should perform a minimum of 20 supervised studies.
l. esophageal foreign body removal: fellows should perform a minimum of 10 supervised studies.

2.  The program must provide for instruction in the indications, contraindications, complications, limitations, and (where applicable) interpretation of the following diagnostic and therapeutic techniques and procedures:



a. Gastric, pancreatic, and biliary secretory tests



b. Enteral and parenteral alimentation



c. Pancreatic needle biopsy



d. ERCP, including papillotomy and biliary stent placement.



e. Imaging of the digestive system, including




1. Ultrasound, including endoscopic ultrasound



2. Computed tomography




3. Magnetic resonance imaging




4. Vascular radiography




5. Nuclear medicine




6. Percutaneous cholangiography




7. Contrast radiography

C. Formal Instruction


The program must include emphasis on the pathogenesis, manifestations, and complications of gastrointestinal disorders, including the behavior adjustments of patients to their problems.  The impact of various modes of therapy and the appropriate utilization of laboratory tests and procedures should be stressed.  Additional specific content areas that must be included in the formal program (lectures, conferences, and seminars) include the following:

1. Anatomy, physiology, pharmacology, pathology and molecular biology related to the gastrointestinal system, including the liver, biliary tract and pancreas.
2. The natural history of digestive diseases.

3. Factors involved in nutrition and malnutrition.

4. Surgical procedures employed in relation to digestive system disorders and their complications.

5. Prudent, cost-effective, and judicious use of special instruments, tests, and therapy in the diagnosis and management of gastroenterologic disorders.

6. Liver transplantation.

7. Sedation and sedative pharmacology.

8. Interpretation of abnormal liver chemistries.
3. ACGME CORE COMPETENCIES


ACGME has six defined areas of competency which residents must obtain over the course of their training.  In our curriculum, we have organized the fellowship rotations and activities around these core competencies, as well as specific subcompetencies within these competencies.  Working definitions of the core competencies are provided below for reference.

1. Patient Care:

Fellows are expected to provide patient care that is compassionate, appropriate, and effective for the promotion of health, prevention of illness, treatment of disease, and care at the end of life.

· Gather accurate, essential information from all sources, including medical interviews, physical examination, records, and diagnostic/therapeutic procedures.

· Make informed recommendation about preventive, diagnostic, and therapeutic options and intervention that are based on clinical judgement, scientific evidence, and patient preferences.  

· Develop, negotiate, and implement patient management plans.

· Perform competently the diagnostic and therapeutic procedures considered essential to the practice of Gastroenterology.

2. Medical Knowledge:


Fellows are expected to demonstrate knowledge of established and evolving biomedical, clinical and social sciences, and demonstrate the application of their knowledge to patient care and education of others.

· Apply an open-minded and analytical approach to acquiring new knowledge.

· Develop clinically applicable knowledge of the basic and clinical sciences that underlie the practice of Gastroenterology.

· Apply this knowledge in developing critical thinking, clinical problem solving, and clinical decision making skills.

· Access and critically evaluate current medical information and scientific evidence and modify knowledge base accordingly.

3. Practice-Based Learning and Improvement:


Fellows are expected to be able to use scientific methods and evidence to investigate, evaluate, and improve their patient care practices.

· Identify areas for improvement and implement strategies to improve their knowledge, skills, attitudes, and processes of care.

· Analyze and evaluate their practice experience and implement strategies to continually improve their quality of patient practice.

· Develop and maintain a willingness to learn from errors and use errors to improve the system or processes of care.

· Use information technology or other available methodologies to access and manage information and support patient care decisions and their own education. 

4. Interpersonal Skills and Communication:


Fellows are expected to demonstrate interpersonal and communication skills that enable them to establish and maintain professional relationships with patients, families, and other members of health care teams.

· Provide effective and professional consultation to other physicians and health care professionals and sustain therapeutic and ethically sound professional relationships with patients, their families, and colleagues.

· Use effective listening, nonverbal, questioning, and narrative skills to communicate with patients and families.

· Interact with colleagues, both referring physicians and other consultants, in a respectful and appropriate fashion.

· Maintain comprehensive, timely, and legible medical records.

5. Professionalism:


Fellows are expected to demonstrate behaviors that reflect a commitment to continuous professional development, ethical practice, an understanding and sensitivity to diversity and a responsible attitude toward their patients, their profession, and society.

· Demonstrate respect, compassion, integrity, and altruism in their relationships with patients, families, and colleagues.

· Demonstrate sensitivity and responsiveness to patients and colleagues, including gender, age, culture, religion, sexual preference, socioeconomic status, beliefs, behaviors and disabilities.

· Adhere to principles of confidentiality, scientific/academic integrity, and informed consent.  

· Recognize and identify deficiencies in peer performance.

6. Systems-Based Practice:


Fellows are expected to demonstrate an understanding of the contexts and systems in which health care is provided, and demonstrate the ability to apply this knowledge to improve and optimize health care.  

· Understand, access, and utilize the resources and providers necessary to provide optimal care.

· Understand the limitations and opportunities inherent in various practice types and delivery systems, and develop strategies to optimize care for the individual patient.

· Apply evidence-based, cost-conscious strategies to prevention, diagnosis, and disease management.

· Collaborate with other members of the health care team to assist patient in dealing effectively with complex systems and to improve systematic processes of care.

4. DESCRIPTION of FACILITIES/RESOURCES


Strong Memorial Hospital/University of Rochester Medical Center (URMC) at the University of Rochester, New York, has approximately 850 beds.  Pertinent to the training program in Gastroenterology, there are several points to highlight.  Strong is the only hospital campus on which the activities of the fellowship are conducted. 


The Division of Gastroenterology is based in an outpatient facility attached to the hospital.  This houses the professional faculty offices and clerical support areas, and an extensive 7 room endoscopy suite dedicated to Gastroenterology, with two rooms functioning as suites for ERCP.  Endoscopic equipment is the most current line of Olympus high-definition video equipment with Narrow Band Imaging capability, and with Image manager software; and the ERCP suites feature state of the art digital image management.  There is a large 10-bed recovery area.  The Gastroenterology Fellows have a dedicated fellow’s office, complete with a personal computer at each fellow’s desk.  The unit also provides a conference room for the educational program.  

One floor above the endoscopy unit is our clinical space for consultations. This is where fellows continuity clinic is held. There is a large work room for physicians. The motility room is dedicated to esophageal pH and manometry testing, with equipment and personnel to perform other physiologic tests in diagnostic Gastroenterology, such as hydrogen breath testing, secretin stimulation assay and anorectal manometry, as well as biofeedback therapy.  
A second facility, Sawgrass, is an off campus home for the GI division with 12 consultation rooms and a 4 room procedure suite.  Fellows participate in clinics and procedures there as well.  That facility also houses our video-capsule enteroscopy equipment.  
Our Emergency Department contains over 40 acute care beds, a trauma unit, self-contained radiology suite, observation unit, and adequate facilities to comfortably support endoscopic procedures when needed.  Extensive experience is obtained in consultation and procedural intervention in the emergent and urgent care setting.

Intensive Care Units include Medical Intensive Care, Surgical Intensive Care, Neuro- Intensive Care, Burn/Trauma Unit Intensive Care, Cardiac Care Unit, Post-Cardio-Thoracic Surgery Unit, and Respiratory Rehabilitation Units.  These units all house a variety of critically ill patients with special requirements for hemodynamic support, respiratory support, cardiac support, and often anticoagulation.  They provide extensive experience in consultation and procedural intervention in the critically ill under a host of adverse clinical circumstances.  

The Dept. of Surgery (pertinent to Gastroenterology training) has numerous surgical subspecialists and subdivisions in Colorectal Surgery, Gastrointestinal Oncologic Surgery, Biliary and Pancreatic Surgery, Thoracic Surgery, and Liver Transplantation. We enjoy a close relationship with our surgical colleagues, including a monthly GI-Surgical joint conference, exchange of speakers between Medical and Surgical Grand Rounds, and a working relationship in a Multidisciplinary Oncology Board, and a Multidisciplinary Nutrition Support Clinic.

The Dept. of Radiology is extensive, with facilities for ultrasound, CT scan, MRI, nuclear medicine, angiography, and a dedicated interventional Radiology department providing support when needed (for Gastroenterology) in terms of percutaneous cholangiography, biliary stent placement, percutaneous gastrostomy, and therapeutic angiography for hemostasis.

The Dept of Pathology provides personnel with dedicated special interests in GI and Liver pathology, and joint clinical and teaching conferences are provided biweekly as well.  Conferences are facilitated by a teaching video microscope, which allows any number of attendees to view the images simultaneously and under direction by the Pathologist.  

In Pediatrics, there are 8 full time Pediatric Gastroenterologists.  The pediatric GI faculty and fellows regularly attend our clinical and literature review conferences.  The adult GI fellowship program sponsors a didactic curriculum in Pediatric conferences for our trainees.  Pediatric Gastroenterology has their own fellowship training program, and the adult program hosts the pediatric fellow for a month each year.

Strong/URMC also supports a large multidisciplinary Nutrition Support Team, with dedicated pharmacists, dietitians specializing in various intensive care settings, and nurse practitioners specializing in home parenteral nutrition support.  Physician participation on the team is provided by an attending gastrointestinal surgeon, and a pediatric gastroenterologist.  Our program sponsors 2 weeks of a dedicated rotation in Nutrition Support for our fellows, which include the opportunity to attend weekly hospital ICU rounds, nutrition support clinic, instruction in TPN formulation and calculations, management of home TPN formulations and patient assessment, and supervised nutrition support consultations in the intensive care settings.

In addition to the experience provided by a large general medicine and surgery patient mix, there are several additional areas of excellence in patient care at Strong Memorial which provide additional exposure and experience for the Gastroenterology trainee.  There is a large Hematology/Oncology Division which provides extensive exposure to the diagnosis and management of all the gastrointestinal and hepatic solid tumors, as well as providing experience in caring for the gastrointestinal and hepatic complications of primary hematologic malignancy, including the complications of bone marrow transplantation.  A weekly tumor board meeting includes participation from our attending faculty who perform ERCP and endoscopic ultrasound, pancreatico-biliary and oncologic surgeons, oncologists, and geneticists when applicable.  A large division of Infectious Disease includes a subdivision dedicated to the care of patients with HIV, and this provides our trainees with exposure to the gastrointestinal and hepatic complications of this illness.  Lastly, extensive clinical activity in solid organ transplantation currently includes programs in kidney, liver and heart transplantation, also providing a unique breadth and depth of exposure for the gastroenterology trainee to the special needs and considerations of these populations as well.

A generous donation to the GI Fellowship Program by Dr Ashok Shah has allowed for an education fund to provide books/texts and digital learning tools for the fellowship. Requests for specific materials can be made at any time to the Program Director. 

5. OVERVIEW OF PROGRAM CONTENT AND OVERALL EDUCATIONAL GOALS

The Gastroenterology Fellowship Training Program at Strong Memorial Hospital, University of Rochester Medical Center, is an accredited 3 year program.  Three fellows are accepted per year.

Clinical education is provided throughout the 3 year curriculum, with a dedicated block of protected research experience provided in the second year.  Clinics, including fellow’s long-term continuity clinic, and call are maintained throughout the 3 year curriculum.  

The program is structured to provide a gradual advancement in the depth and complexity of education and responsibility.

In year I, each first year fellow will spend 7 months on Consult Service (during which they do inpatient consults and procedures), 4 months of protected endoscopy rotation to acquire facility in core endoscopic skills, two weeks of motility, and two weeks of a research preparation rotation. By the end of the first year, the fellows have been able to meet the requirements for competency in the basic endoscopic core procedures of Gastroenterology.  All fellows participate in one half-day clinic session with the same attending preceptor for 4-8 months, before rotating with another faculty member.  In addition, there is a (faculty supervised) fellow’s long-term continuity clinic which provides a panel of patients for whom the fellow is the principal (consultant) care provider for 3 years.  First year fellows participate in supervising the medical residents and students rotating on their Gastroenterology elective.  They rotate responsibility with the other fellows in preparing didactic conferences.  They select cases for review in GI pathology and participate in Liver pathology joint conferences, and they present literature reviews at Journal Club.  A GI-Board Review Conference Series is also held, which helps provide an overview of the entire specialty to the first year fellows.  Research conferences and Morbidity and Mortality conferences are held in monthly successions.  Evening and weekend calls are shared in rotation with the other fellows. First year fellows are mentored by clinical faculty in preparing clinical abstracts for submission in June (end of first year) to the American College of Gastroenterology, and if accepted for presentation, the fellow is sponsored to travel to the scientific meeting to present his/her poster.  All first year fellows participate in the Fellowship Steering Committee. 
In year II, six months are set aside for the fellow to participate in a dedicated research project, 4 months are set aside for participation in an outpatient Transplant Hepatology rotation, and 2 months in an inpatient Transplant Hepatology rotation, and 2 weeks are set aside for nutrition support rotation.  The Transplant Hepatology rotations are a saturated outpatient and inpatient experience in pre- and post-liver transplant assessment and management with our Transplant Hepatology attendings.  Second year fellows are sponsored to attend the annual national Digestive Disease Week conference held in May, which is an extensive scientific session on clinical and bench research in Gastroenterology and Hepatology, sponsored by the major professional societies in these disciplines.  The fellow will also be sponsored to attend any additional scientific meetings to which he/she has had a paper accepted for presentation.  During year II, educational activities, call duties, and clinic duties continue.  The fellows continue to participate in an attending preceptor’s clinic one half-day session per week, and continue their weekly long-term continuity clinic.  They continue to participate in didactic conference presentations, most often being assigned to the more clinically integrated topics.  They continue to present critical reviews of the scientific literature at Journal Club, and continue to attend Morbidity and Mortality conference, Guidelines Review Conference, GI and Liver-Pathology Conference, the GI Board Review Conference Series, and two senior fellows selected by their peers and the program directors are selected to participate in the Program Evaluation Committee.  In addition, during this research year, the fellows present their work at research conferences. Evening and weekend calls are shared in rotation with the other fellows.

In year III, the fellows rotate as Chief Fellow.   In the second half of the year, they each spend one month returning to the inpatient Consult service experience as an “Acting Attending”.  During this experience, they are expected to exercise a greater range and depth of directing independent patient care assessment and management.  While they are still supervised, they are nonetheless being assessed for their preparedness to assume the independent practice of this consultative subspecialty.  An additional two months is spent on inpatient Transplant Hepatology as well.  The remainder of the third year is devoted to endoscopy, including advanced procedures and techniques, and two months of structured elective time is encouraged. These electives ideally allow the fellow to uniquely enhance and develop competencies in a manner that enriches their clinical training.  All senior fellows receive training in the techniques and interpretation of Motility studies, with a special curriculum built for this.  During year III, educational activities, call duties, and clinic duties continue.  The senior fellows participate in an attending preceptor’s clinic one half-day session per week, and continue their long-term continuity clinic exposure.  They continue to participate in didactic conference presentations, and are now being assigned to more focused and controversial topics for review.  They continue to present critical reviews of the scientific literature at Journal Club, and continue to participate in Guidelines Review Conference, GI and Liver-Pathology Conference, the GI Board Review Conference Series, Morbidity and Mortality conference. Evening and weekend calls are shared in rotation with the other fellows.  Third year fellows are sponsored to attend national meetings if they are making a presentation.  Chief Fellows are involved in formal review of program evaluations, teaching participation of second year medical students in the Disease Processes and Therapeutics course of the medical school, participation in committee work such as peer selected representation to Internal Review of other residency programs, and organize and coordinate the fellow call schedules and  conference schedules. 

With respect to advanced procedures (particularly ERCP and EUS), the issue is now specifically addressed at a national level by the core curriculum in Gastroenterology.  The core curriculum was constructed by the AGA, the ASGE, the AASLD, and ACG (our professional colleges), and adopted for implementation by the American Board of Medicine and the ACGME effective July 1, 2005 pertinent to the issues of training in advanced endoscopic procedures.  In essence, the curriculum states that training in ERCP or EUS is not part of the core training during GI fellowship, but exposure to these procedures should be available to trainees.  We reserve the right to subjectively identify which trainee, if any, possesses sufficient skill to be considered for full training in such a procedure, with the intention to credential the trainee in that procedure if they demonstrate sufficient competence.  This specifically means that not every fellow will be trained to a level of competence in ERCP and/or EUS. 

The specific educational goals of the clinical and research activities and the specific division policies on a variety of issues are presented throughout the curriculum.

Overall Educational Goals for the Program

The main goal of the Fellowship Program in Gastroenterology is to provide Internal Medicine specialists with subspecialty training in the fields of digestive and liver diseases, allowing competence to be achieved in the requisite knowledge base, critical thinking skills, procedural skills, humanistic and ethical skills encompassed by these fields.  

In a carefully structured and supervised setting, trainees are exposed to clinical and procedural activities designed to gradually increase in complexity while they gradually decrease in the level of directed supervision.  These activities are supplemented with a comprehensive program curriculum of continuous didactic review, clinical teaching sessions, literature review, quality improvement meetings and various other programs designed to enhance and address training and awareness of the humanistic and professional issues in our field.  

Trainees are provided structured opportunities to develop teaching skills at a variety of levels.  Additionally, trainees participate in scientific research as a means of promoting the development of the investigative and inquisitive critical thinking skills required of subspecialty consultants in order to generate new knowledge and improve patient care.  

Our program prides itself on having the resources and flexibility to tailor an individualized learning plan for the development of the trainee’s career interests beyond the core requirements.     

6. CORE ROTATIONS

A. Inpatient Consult Service (1st year consults)

B. Endoscopy (1st year endoscopy, 3rd year endoscopy)

C. Outpatient Hepatology/Transplant Hepatology (2nd year)

D. Inpatient Transplant Hepatology (2nd year, 3rd year)

E. Acting Consultant on Inpatient Service (3rd year consults)

F. Attending’s Clinic

G. Fellow’s Continuity Clinic

H. Clinical Nutrition Support

I.  Motility

J. Advanced Endoscopy/ERCP (3rd year endoscopy)

K. Research

L. On-call duties

Each rotation except Research and On-call duties will be reviewed as follows:

Overview

Principal Teaching/Learning Activities

Problem mix/Patient characteristics/Types of encounters

Purpose and Principal Educational Goals by Competency

Evaluation

Recommended Reading

A. Inpatient Consult Service (1st year consults)

Overview:


Fellows spend 7 months of their first year on Consult Service.  There are always two fellows concurrently on the Consult service. Typically, first-year fellows will also try to do the endoscopy on those patients for whom they provided a consult, unless it is an advanced therapeutic procedure to be performed by a third year fellow.  First year fellows see all consults, whether for gastroenterology, liver-related disease, nutrition support consults, or ERCP requests.  The Consult Service fellows perform all of the consults called between 8 AM and 5 PM, Monday through Friday.  Purely elective consults of no clinical urgency called to the on-call fellow in the evening may be deferred to the Consult Fellow in the morning.  All consults should be seen immediately for a quick triage in the event that a diagnostic or therapeutic procedure is promptly indicated.  During the first few months of the academic year, first-year fellows are expected to run all cases by a senior fellow for a quick triage.  Fellows are expected to identify issues of clinical interest brought up during the consult day in order to prompt an in-depth review of the matter for discussion during consult rounds with the attending.  The consults are presented by the fellows (and/or any medical residents rotating on the GI Consult Service) to the Attending during teaching rounds at a pre-arranged time.  The fellows may have a medical resident or medical student rotating with them.  Medical residents may see consults independently, but they must present them to the fellow who will be responsible for the patient as well.  The fellows will participate in the selection of educationally appropriate consultations for the medical residents.  Medical students may not see consults independently and instead may accompany the fellows through the consult process.  It is important that the fellow remains responsible for knowing the clinical information pertaining to any patient seen by the medical residents or students.  All encounters are to be fully supervised (staffed) by a qualified Attending Physician.  Fellows are expected to follow up on pathology results from endoscopic or liver biopsies performed on the Consult Service patients and communicate those results to the referring physician by dictated letter.  

Principal Teaching/Learning Activities:

Teaching rounds will consist of pertinent bedside history and physical examination teaching, discussion of differential diagnoses and the clinical data used to support them, discussion of recommendations and plans and review of pertinent medical literature to support such recommendations, and review of pertinent Radiologic studies.  Review of Pathology may be deferred to the combined GI-Pathology conference unless an urgent review by the Consult team will affect patient management.  

Problem mix/Patient characteristics/Types of encounters:

The fellows are exposed to consultations from all over the hospital, including the emergency room, the acute care clinics, the various Intensive Care Units, Surgical floors, OB/GYN floors, general medical floors, and to some extent from the Pediatric floors  (teenagers).  The Fellow is exposed to a wide variety of consultative questions which fully embrace the complete lists of clinical disorders and clinical problems as contained in the outline of the ACGME Specific Program Content within Program Requirements for Residency Education in Gastroenterology.  Patients may be critically ill, in need of urgent stabilization, post-operative, acutely ill, convalescing, or ambulatory.

Throughout the 30 clinical months of this training program, the fellows are exposed to general Hepatology during Inpatient Consult rotations, during all attending’s clinics, and during their own Fellow’s Longitudinal Clinic.  In addition, a full eight months are rotations though outpatient and inpatient Transplant Hepatology, which are exclusively Hepatology experiences. 

Purpose and Principal Educational Goals and Objectives by Competency:

1. Patient Care

Principal Educational Goals

· Learn the critical elements and more skillfully extract these elements of patient history pertinent to their problem.

· Learn the pertinent physical exam findings and more skillfully elicit these findings relevant to the patient’s problem.

· Learn what information in the form of past and current diagnostic and therapeutic studies are relevant to the evaluation of the patient’s problem.

· Formulate focused differential diagnoses supported by the elements of history and exam, and other clinical data.

· Develop rational management plans.

· Address the indications, contraindications, special needs, alternatives, risk/benefit and purpose of any recommended diagnostic or therapeutic gastrointestinal procedures.

2. Medical Knowledge

Principal Educational Goals

· Expand the fellow’s clinically applicable knowledge base of the basic and clinical sciences that underlie the basis of Gastroenterology.

· Critically evaluate the current medical literature relevant to a patient’s problem.

· Gain clinically applicable knowledge of the full range of clinical disorders and clinical problems listed in the outline of the ACGME Specific Program Content within Program Requirements for Residency Education in Gastroenterology.

3. Practice-Based Learning and Improvement

Principal Educational Goals

· Identify gaps in personal knowledge and clinical skills in the consultative assessment of clinical disorders and problems in Gastroenterology and Hepatology.

· Implement strategies for correcting these deficits.

4. Interpersonal Skills and Communication

Principal Educational Goals

· Communicate effectively with patients and families.

· Communicate effectively with referring physicians and other members of the health care team.

· Coordinate urgent patient care effectively to avoid unnecessary delays in diagnostic or therapeutic procedures.

· Teach and supervise residents and students effectively.

· Present patient information clearly and concisely, verbally and in writing.

5. Professionalism

Principal Educational Goals

· Demonstrate respect, compassion, and honesty in relationships with patients, families and colleagues.

· Demonstrate a willingness and enthusiasm for work.

· Demonstrate sensitivity to patients and colleagues on issues of gender, age, culture, religion, sexual preference, socioeconomic status, beliefs, behaviors and disabilities.

· Adhere to principles of patient confidentiality.

· Practice informed consent and informed refusal.

6. Systems-Based Practice

Principal Educational Goals

· Demonstrate the ability to cooperate and collaborate with colleagues in other disciplines for complex patient problems that require multidisciplinary management.

· Use evidence-based, cost-conscious strategies in management of patient problems.

Evaluation:

Specific to their performance on the consult service, it is expected that the teaching attending provides ongoing feedback to the fellow during the course and at the end of the rotation.  In addition, performance is evaluated quarterly by faculty as discussed in detail later.  Endoscopy nurses and administrative staff also participate in evaluation of the fellows in a 360 degree review process.   

Recommended Reading: 

One of the general Gastroenterology texts is recommended as a basis for reading on patient problems; this program prefers the Sleisenger and Fordtran text for its organization, thoroughness, and reliability of references.   The use of computerized databases of medical literature (such as UpToDate) is strongly encouraged as well and available free for the fellows.  

B. Endoscopy

Overview:

During the first year, the fellows will perform some endoscopy while on Consult Service, but in addition, there will be four months set aside for dedicated protected time on an Endoscopy rotation to facilitate acquisition and improvement of endoscopic skills. The fellow will be closely supervised by a skilled faculty preceptor in the performance of all core and elective advanced procedures of Gastroenterology as defined by the National GI Core Curriculum and the ACGME.  Fellows will generate procedure reports to referring physicians.

Third years have two different endoscopy rotations: Endoscopy and Endoscopy-C (Colon). The Endoscopy rotation is to be utilized for mostly inpatient endoscopy (scoping with the inpatient consult attending) and for advanced procedures (if interested). Endo-C rotation is specifically to hone skills in screening colonoscopy, in order to improve efficiency and stamina for a long day of colonoscopy, which is often required in clinical practice. Third year fellows may rotate at Sawgrass, Highland Hospital or Strong West (Brockport) during their Endo-C rotation. 

With respect to advanced procedures (particularly ERCP and EUS), the issue is now specifically addressed at a national level by the core curriculum in Gastroenterology.  The core curriculum was constructed by the AGA, the ASGE, the AASLD, and ACG (our professional colleges), and adopted for implementation by the American Board of Medicine and the ACGME effective July 1, 2005 pertinent to the issues of training in advanced endoscopic procedures.  In essence, the curriculum states that training in ERCP or EUS is not part of the core training during GI fellowship, but may be available to trainees who fulfill the requirements of what has been designated level II training.  Our program will provide exposure of these advanced procedures to each fellow.  We reserve the right to subjectively identify which trainee, if any, possesses sufficient skill to be considered for full training in such a procedure, with the intention to credential the trainee in that procedure if they demonstrate sufficient competence.  This specifically means that not every fellow will be trained to a level of competence in ERCP and/or EUS.  

Principal Teaching/Learning Activities:


During orientation, new fellows are exposed to an endoscope to become familiar with the mechanics. All new fellows attend the ASGE endoscopy simulation course in typically in August. All fellows are afforded the opportunity to practice in the UR animal endoscopic lab on their own time.
Emphasized continually throughout the Endoscopy rotation, the fellows are taught the procedural indications and contraindications, and special issues in endoscopy such as antibiotic prophylaxis and management of anticoagulation.  Instructional technique DVDs from the ASGE library are reviewed at orientation and any time thereafter as desired.  Conscious sedation and sedative pharmacology credentialing in accordance with University guidelines occurs during the first few months of fellowship and every 2 years thereafter, and consists of review of written and video materials followed by an examination.

Early in the year the fellows focus on upper endoscopy and flexible sigmoidoscopy, though they have the opportunity to perform colonoscopies as well as skill permits.  Facility in diagnostic procedures is required before the fellows are permitted to perform therapeutic procedures.  These include variceal and non-variceal hemostasis, percutaneous placement of gastrostomy tubes (PEGs), esophageal dilatation, and polypectomy.  Liver biopsies are no longer required in training, although they may be performed throughout the year, with a particular focus while on the Transplant Hepatology rotation, if desired.  By the end of the first year, the fellows generally already exceed minimum thresholds of procedural numbers for competence (see ACGME Program Requirements).  Note, however, that video capsule enteroscopy reading is reserved for the senior fellows due to the time commitment of each study.  In addition to the mechanics of technical performance, the visual interpretation of findings and subsequent management is emphasized.  

As above, only certain senior fellows will be designated in advance to learn the advanced procedural techniques of ERCP and endoscopic ultrasound.  In addition to the technical aspects of these procedures, the clinical management of hepatobiliary disorders and imaging interpretation are emphasized.         

The program has purchased the entire ASGE DVD/video library, inclusive of 67 videos on all aspects of core and advanced endoscopic procedures.  This resource is at the disposal of the fellows. 

Problem mix/Patient characteristics/Types of encounters:


Endoscopic procedures of the upper and lower GI tract, are generally performed by first year fellows in the evaluation of dysphagia, chronic abdominal pain, new onset abdominal pain, nausea and emesis, diarrhea and constipation, gastrointestinal overt and occult bleeding, iron deficiency anemia, portal hypertension, malabsorptive disorders, certain genetic and family syndromes, functional GI complaints, diseases of the esophagus, acid peptic disorders, dyspepsia, irritable bowel, inflammatory bowel disease, ischemic bowel injury, gastrointestinal neoplasms, opportunistic infections of HIV disease, and graft-vs-host syndrome.  Patients may be ambulatory out-patients, or they may be referred from the inpatient Consult Service (see problem mix/patient characteristics and types of encounters under Consult Service).      

Purpose and Principal Educational Goals by Competency:

1. Patient Care

Principal Educational Goals

· Learn the proper indications, contraindications, special needs, and procedural preparations for diagnostic and therapeutic Gastroenterologic procedures.

· Learn appropriate endoscopic surveillance regimens for various forms of upper and lower endoscopic pathology. 

· Achieve procedural technical competence in the performance of Gastroenterologic core diagnostic and therapeutic procedures.

· Learn the role and function of other members of the endoscopic procedure team.

· Correlate visual and pathologic findings at endoscopy with clinical conditions.

· Learn how to safely administer conscious sedation to provide for patient comfort during procedures.

2. Medical Knowledge

Principal Educational Goals

· Expand clinically applicable knowledge base of patient’s tolerance of endoscopic procedures, as well as the findings that correlate with the varied mix of clinical disorders and problems evaluated in the varied patient populations studied.

3. Practice-Based Learning and Improvement

Principal Educational Goals

· Identify areas of personal deficiency in skill and knowledge in the performance of endoscopic and other core procedures of Gastroenterology and Hepatology.

· Develop and implement strategies for correcting these deficiencies.

· Learn to identify procedural complications and formulate strategies for avoiding those complications.

4. Interpersonal Skills and Communication

Principal Educational Goals

· Learn to interact effectively with other members of the endoscopy suite team in order to optimize patient care.

· Learn to interact effectively with patients and families to communicate the purpose of procedures and their results, and complications of procedures if necessary.

· Learn to formulate comprehensive, clear and concise procedural reports to referring physicians.

5. Professionalism

Principal Educational Goals

· Demonstrate compassion and empathy in dealing with patients undergoing procedures.

· Adhere to principles of patient confidentiality.

· Practice informed consent and informed refusal

· Identify and understand risk management issues in the performance of endoscopic procedures.

6. Systems-Based Practice

Principal Educational Goals

· Understand the system under which outpatient and inpatient endoscopic procedures are provided.

· Collaborate with other team members in helping patients effectively negotiate the system.

· Understand the role of endoscopic management in a multidisciplinary approach to various patient disorders and problems.

· Utilize evidence-based therapeutic management strategies to optimize patient care.

Evaluation:

Each fellow’s performance is evaluated by the precepting faculty member using an endoscopic independence score (EIS) as well as more global assessments, as discussed in detail later.  Proficiency and competence in technique is based upon the observations from close supervision of the faculty preceptors in Endoscopy.  However, particularly relevant to the certification of procedural competence is the required maintenance of a procedural log  This log contains patient name and MRN, indication for procedure, procedural interventions if any, preceptor name and independent performance of interventions and cecal intubation as appropriate to the case.  Four times each academic year, the fellows are required to submit procedural tallies according to the following ASGE outline:

Core Procedures:


1. Diagnostic EGD (with/without mucosal biopsy):


2. Esophageal Dilation:
Non-guidewire:






Guidewire:


3. PEGs:


4. Non-variceal hemostasis (active/inactive):


5. Variceal hemostasis (active/inactive)


6. Colonoscopy (total number):


7. Colonoscopy (with snare polypectomy):


8. Video capsule enteroscopy:

Advanced:


1. ERCP (total):


2. ERCP (with sphincterotomy):

3. ERCP (with other therapeutics):


3. EUS


4. Pneumatic dilation for achalasia


5. Liver biopsy, percutaneous


6. BARRX radiofrequency ablation


7. Esophageal stent placement

Endoscopy metrics:


The program collects data on upper endoscopy and colonoscopy completion rates each year.  A minimum of 90% cecal intubation rate on colonoscopy  (95% cecal intubaton rate for screening colonoscopies) appears to have gained acceptance as a national metric for competence in colonoscopy, and will be used as the threshold prior to determining that a fellow is competent to independently perform the procedure.  The program director personally performs a very high percentage/volume of procedures with the first year fellows throughout the entire first year, and uses a global performance assessment to determine that the fellow is fit to progress to more advanced procedures.

An endoscopic metric tracking log is collected 4 times a year, signed off by the fellows endoscopy supervisors.

In the event that a fellow is struggling with endoscopic technique and progress, arrangement is coordinated by the Program Director with the clinical faculty for additional instruction, time and attention to the problem until satisfactory progress is re-established.     
Recommended Reading:

There are specific articles regarding endoscopy in the flash drive given to all new fellows during orientation. A general textbook, such as Cotton and Williams’Practical Gastrointestinal Endoscopy: The Fundamentals is recommended as well. The program has purchased the entire ASGE DVD/video library, inclusive of 67 videos on all aspects of core and advanced endoscopic procedures.  This resource is at the disposal of the fellows; each DVD must be signed out from the program coordinator, and there is a $100 replacement fee for lost videos.

C. Outpatient Hepatology/Transplant Hepatology  D. Inpatient Transplant Hepatology

Overview:

Throughout the training program, the fellows are exposed to general Hepatology during Inpatient Consult Service, during outpatient Liver Clinics, and during their own Fellow’s Continuity Clinic.  


In addition, a 4 month rotation in outpatient Transplant Hepatology is provided in the second year; a 2 month rotation in inpatient Transplant Hepatology is provided in the second year; and a 2 month rotation in inpatient Transplant Hepatology is provided in the third year.  This provides a more intense and focused exposure to the management of the pre- and post-transplant patient with liver disease.  Currently there are approximately 50 liver transplants performed per year. 


The fellow may be involved in the supervision of any medical residents or students electing the rotation in Hepatology.

Principal Teaching/Learning Activities:

For the outpatient rotation, fellows will participate in a general Hepatology clinic each week as part of their assigned attending clinic for the year. Fellows will participate in two half-day multidisciplinary Transplant Hepatology Clinics per week. Fellows will perform complete history and physical examinations, review laboratory data including Radiology studies, formulate differential diagnoses, and formulate a plan or set of recommendations, including timing of intervention and/or follow up.  After presentation and review with the Attending physician, the fellow will generate documentation for the encounter.  Fellows will participate in any procedures, including liver biopsy if interested, for these patients during their rotation. For the inpatient rotation, the fellows will participate in teaching rounds with the Attending Hepatologist, which involves the inpatient care of imminently pre-transplant patients, and the post-operative liver-transplant recipients.  Fellows will serve as a supervisory consultant to any house officers and/or mid-level providers on the inpatient Liver service, while the service is staffed by a board certified Transplant Hepatologist.  Fellows will share responsibility of writing daily progress notes during the weekdays for these patients. Order entry will remain the responsibility of the house officers and/or mid-level providers on the Liver service, and will not be the responsibility of the rotating GI fellow.     

In addition, fellows are expected to attend and present at multisciplinary selection committee during both rotations. 
Problem mix/Patient characteristics/Types of encounters:

The fellow is exposed to a wide variety of liver diseases, including but not limited to acute and chronic viral hepatitis, alcoholic hepatitis, autoimmune hepatitis, cholestatic liver diseases (primary biliary cirrhosis, primary sclerosing cholangitis, drug-induced liver disease, etc.), fatty liver and non-alcoholic steatohepatitis, hemochromatosis, Wilson’s disease, alpha-1 antitrypsin deficiency, and infiltrative liver diseases.  Inpatients of various levels of clinical acuity, as well as ambulatory outpatients are seen.  Complications of cirrhosis including bleeding of portal hypertensive origin, ascites, spontaneous bacterial peritonitis, hepatic encephalopathy, coagulopathy, fulminant hepatic failure, and hepato-pulmonary complications will be encountered.

Purpose and Principal Educational Goals by Competency:

1. Patient Care

Principal Educational Goals

· Learn the elements of history pertinent to the evaluation of the patient with liver disease.

· Learn the elements of physical examination and how to elicit subtle findings pertinent to the evaluation of the patient with liver disease.

· Learn the laboratory and radiologic studies pertinent to the evaluation of patients with liver diseases.

· Learn to formulate a focused differential diagnosis in patients being evaluated for liver disease.

· Learn to formulate rational management plans for patients with liver disease.

· Learn the indications, contraindications and alternatives to percutaneous liver biopsy.

· Be familiar with the role/indication/evaluation process for liver transplantation in patients with liver disease

2. Medical Knowledge

Principal Educational Goals

· Expand the fellow’s knowledge base of the basic and clinical science that underlies the practice of Hepatology.

· To critically evaluate current medical information as pertains to Hepatology.

3. Practice-Based Learning and Improvement

· Identify gaps in personal knowledge and clinical skills in the consultative assessment of clinical disorders and problems in Hepatology.

· Implement strategies for correcting these deficits.

4. Interpersonal Skills and Communication

Principal Educational Goals

· Communicate effectively with patients and families.

· Communicate effectively with referring physicians and other members of the health care team.

· Coordinate urgent inpatient care effectively to avoid unnecessary delays in diagnostic or therapeutic procedures.

· Teach and supervise residents and students effectively.

· Present patient information clearly and concisely, verbally and in writing.

· Identify and communicate on issues of a sensitive nature, such as end-of-life issues and sexual transmission of viral disease.

· Work effectively in a multidisciplinary team

5. Professionalism

Principal Educational Goals

· Demonstrate respect, compassion, and honesty in relationships with patients, families and colleagues.

· Demonstrate a willingness and enthusiasm for work.

· Demonstrate sensitivity to patients and colleagues on issues of gender, age, culture, religion, sexual preference, socioeconomic status, beliefs, behaviors and disabilities.

· Adhere to principles of patient confidentiality.

· Practice informed consent and informed refusal.

6. Systems-Based Practice

Principal Educational Goals

· Demonstrate the ability to cooperate and collaborate with colleagues in other disciplines for complex patient problems that require multidisciplinary management.

· Use evidence-based, cost-conscious strategies in the management of patient problems.

Evaluation:

Fellow’s performance is evaluated by faculty as discussed in detail later, and additionally at the end of each rotation.

Recommended Reading:  

The Hepatology section of the general Gastroenterology texts provides an excellent overview of the field.  Further in-depth reading is recommended in dedicated Hepatology texts, such as either Zakim and Boyer’s Hepatology – A Textbook of Liver Disease, or Schiff’s Diseases of the Liver.  As always, the most current medical information should be gleaned from computerized data bases, such as UpToDate.

E. Acting Consultant on Inpatient Service (3rd year consults)

Overview:

The goal of this rotation is to provide a significant demonstration of the progressive growth, independence, maturity and clinical consultative skills of our GI fellows prior to their graduation.  In two separate two week blocks, in the latter half of the third year of fellowship, our senior fellows will function on the inpatient consult service as nearly independent “acting” consultants.  They will be paired with one first year fellow on the inpatient consult service, but will function and interact differently with the supervisory attendings than they did as first year fellows.  They will divide the consultation cases equally with the first year fellows, according to the usual distribution patterns established by the fellows (dependent on individual clinic schedules).  However, the third year fellow functioning as an “acting consultant” is expected to independently assess and make arrangements for the evaluation/management of the patient.  They are required to competently review the case with the attending on consult service.  t is the expectation of the program leadership that the consult service attending will accord the fellow “acting” consultant the clinical latitude for independent decision making, while maintaining oversight that appropriate clinical standards of care are met.  Disagreements must be discussed between the attending and the fellow.  While it is the program leadership expectation that the consult service attending will not micromanage decisions, it is established the consult service attending will nonetheless have the final and binding decision making capacity regarding the disposition of clinical issues.  The fellow as “acting” consultant is expected to participate in procedures that they have recommended for the patient, in exactly the same way that they would be expected to do so as a recently graduated private attending consultant.     

Principal Teaching/Learning Activities:

The fellow “acting” consultant will conduct their completed evaluation of a patient, and then review the case for the supervising consult service attending.  This may be done verbally, or at the discretion of the attending, by immediately and jointly rounding on the patient.  he experience of the fellow “acting” consultant is not to mimic the experience of the first year fellow on inpatient consult service.  The role of the consult service attending will be to provide feedback on the clinical decision making.

Problem mix/Patient characteristics/Types of encounters:

The fellows are exposed to consultations from all over the hospital, including the emergency room, the acute care clinics, the various Intensive Care Units, Surgical floors, OB/GYN floors, general medical floors, and to some extent from the Pediatric floors  (teenagers).  The Fellow is exposed to a wide variety of consultative questions which fully embrace the complete lists of clinical disorders and clinical problems as contained in the outline of the ACGME Specific Program Content within Program Requirements for Residency Education in Gastroenterology.  Patients may be critically ill, in need of urgent stabilization, post-operative, acutely ill, convalescing, or ambulatory.

Purpose and Principal Educational Goals and Objectives by Competency:

1. Patient Care

Principal Educational Goals

· Demonstrate that the fellow has acquired the capacity to extract critical elements of pertinent history and physical exam findings pertinent to the accurate construction of a differential diagnosis, for clinical scenarios in consultative Gastroenterology and Hepatology.

· Demonstrate that the fellow has acquired the capacity to formulate an appropriate, focused, rationale differential diagnosis supported by the elements of history and exam, and other clinical data.

· Demonstrate the fellow can develop rational clinical evaluation and management plans.

· Demonstrate that the fellow recognizes and responds to the indications, contraindications, special needs, alternatives, and risk/benefits of any recommended diagnostic or therapeutic Gastrointestinal procedures.

2. Medical Knowledge

Principal Educational Goals

· Demonstrate the medical knowledge base applicable to the clinical scenarios encountered in Gastroenterology and Hepatology subspecialty consultation, which would be sufficient to function as an independent consultant.

3. Practice-Based Learning and Improvement

Principal Educational Goals

· Identify gaps in personal knowledge and clinical skills in the consultative assessment of clinical disorders and problems in Gastroenterology and Hepatology.

· Implement strategies for correcting these deficits.

4. Interpersonal Skills and Communication

Principal Educational Goals

· Communicate effectively with patients and families.

· Communicate effectively with referring physicians and other members of the health care team.

· Coordinate urgent patient care effectively to avoid unnecessary delays in diagnostic or therapeutic procedures.

· Present patient information clearly and concisely, verbally and in writing.

5. Professionalism

Principal Educational Goals

· Demonstrate respect, compassion, and honesty in relationships with patients, families and colleagues.

· Demonstrate sensitivity to patients and colleagues on issues of gender, age, culture, religion, sexual preference, socioeconomic status, beliefs, behaviors and disabilities.

· Adhere to principles of patient confidentiality.

· Practice informed consent and informed refusal.

6. Systems-Based Practice

Principal Educational Goals

· Demonstrate the ability to cooperate and collaborate with colleagues in other disciplines for complex patient problems that require multidisciplinary management.

· Use evidence-based, cost-conscious strategies in management of patient problems.

Evaluation:

Direct feedback from the supervising consult attending at the end of the rotation is an important component of the rotation, and separately there is also a global performance assessment.  The key to this rotation is that the fellows are being evaluated on their demonstration that they have indeed acquired the clinical skills necessary to function as an independent consultant in Gastroenterology and Hepatology.

Recommended Reading: 

While the basics of the standard textbooks should have been mastered at this point, our program continues to recommend the Sleisenger and Fordtran text – Gastrointestinal and Liver Disease -  for its organization, thoroughness, and reliability of references.   The use of on-line data bases of medical literature (such as UpToDate) is strongly encouraged as well, and is available free for the fellows, and accessible on-line through the University of Rochester Medical Center library from their individual computer work stations in the fellows’ office.  

F. Attending’s Clinic
Overview:



Currently, each fellow is assigned to participate in a half-day clinic session per week for one attending preceptor for 4-8 months before changing preceptors.  (The exception to this is that first years cover all attending clinics while on endoscopy, therefore do not change every few months). This provides a longitudinal exposure to most outpatient consultative experiences in which a consultation, procedure, and follow up visits may complete the patient problem episode.  It also allows for a breath of exposure to different attending preceptor styles of interaction, patient populations, patterns of relationships with referring physicians, etc.  Attendance at the assigned attending’s clinic is mandatory and takes precedence over all other clinical activities including Consult Service and Endoscopy, Research, ERCP, Hepatology and other Electives. 

Principal Teaching/Learning Activities:


Fellows will see from 2-4 new outpatient consults per session, and 4-8 follow up visits.  Fellows will perform complete history and physical examinations, review laboratory data including actual Radiology studies, formulate differential diagnoses, and formulate a plan or set of recommendations, including timing of intervention and/or follow up.  After presentation and review with the Attending physician, the fellow will document the encounter in the medical record.  The Attending physician will supervise every fellow’s patient encounters.  

Problem mix/Patient characteristics/Types of encounters:
The Fellow is exposed to a wide variety of consultative questions, which fully embrace the complete lists of clinical disorders and clinical problems as contained in the outline of the ACGME Specific Program Content within Program Requirements for Residency Education in Gastroenterology.  All patients are ambulatory outpatients referred by a primary care physician or specialist in almost all instances. 

In the first year of fellowship, the Attending Clinic assignment will be with a General Gastroenterologist, where patients with a wide variety of General Gastroenterology problems are seen, including inflammatory bowel disease and motility disorders. In the second year of fellowship, the Attending Clinic assignments will be with a Hepatologist, where patient with a wide variety of general hepatology problems will be seen. In the third year of fellowship, 8 months of the year will be spent in an Advanced Endoscopy outpatient clinic, where patients with a wide variety of complex pancreatico-biliary and oncologic problems are seen. The other 4 months are spent in a clinic with an Inflammatory Bowel Disease specialist. 

Purpose and Principal Educational Goals by Competency:

1. Patient Care

Principal Educational Goals

· Similar Goals to those expressed under Inpatient Consult Service.

· In addition, the ambulatory setting requires the fellow to maintain focus and timeliness in completing and presenting patient evaluations.

· Become familiar with areas of counseling more germane to the ambulatory Gastroenterology and Hepatology setting, such as counseling on diet, lifestyle, sexual practices/risks, family planning in certain diseases and with certain medications and   risks of inherited disorders, end-of-life issues and palliative care counseling for the terminally ill.

2. Medical Knowledge

Principal Educational Goals

· Similar Goals to those expressed under Inpatient Consult Service.

3. Practice-Based Learning and Improvement

Principal Educational Goals

· Similar Goals to those expressed under Inpatient Consult Service.

4. Interpersonal Skills and Communication

Principal Educational Goals

· Learn to communicate effectively with office/clinic staff to optimize patient satisfaction with health care interaction.

· Learn to communicate effectively with patients and families across a broad range of socioeconomic backgrounds.  

· Communicate in comprehensive yet clear and concise letters of consultation to referring physicians.

5. Professionalism

Principal Educational Goals

· Similar Goals to those expressed under Inpatient Consult Service.

6. Systems-Based Practice

Principal Educational Goals

· Similar Goals to those expressed under Inpatient Consult Service.

· In addition, begin to understand the business aspects of practice management.

Evaluation:

Fellow’s performance is evaluated by faculty as discussed in detail later.   In addition, the Program Director evaluates the dictations for communication skills, evidence of clinical problem management comprehension, thoroughness of history and pertinent exam documentation, and evidence of competency in medical knowledge, systems-based practice, and patient care.

Recommended Reading:  

A general Gastroenterology and Hepatology text and UptoDate are recommended as per the recommended reading under the Inpatient Consult Service.  Various titles are also available through U of R Online Medical Library.

FALLBACK EXPECTATION: if you are the scheduled fellow for a given clinic and the attending does not have clinic that day, you must fall back to another attending clinic. 

For 2019-20 the fallback arrangements are as follows:

· Werth( Marino

· Marino AC5( Huang

· DeCross Tues pm( Saubermann

· SKothari( Kaul

· Kaul( SKothari

· DeCross Fri am( Yoon

· Werth Thurs pm(Sprung

· Ullah( TKothari AC5

· Huang( Marino AC5

No need to arrange coverage for a fallback clinic if the fellow is: A. out of town or B. on inpatient service

Fallback is not to be expected from third years if both of their co-fellows are on service or out of town (to allow for inpatient endoscopy coverage) 

G. Fellows’ Continuity Clinic

Overview:


In addition to participating in an attending’s clinic, the fellows will have their own patients to follow throughout the length of the training program.  The Fellow’s Continuity Clinic will be one half-day session per week, and will be fully supervised by an Attending.  Any procedures that require scheduling will be performed under the schedule of that Attending.  Long-term continuity clinic will give the fellows experience as the primary (consultant) caregiver, and place a greater emphasis on development of skills in Communication and Professionalism competencies, as well as the Practice-Based Learning and Improvement and Systems-based Practice competency.  Long-term Continuity clinic also provides the fellow with a greater length of follow up for those patients with chronic and/or remitting illnesses, such as cirrhosis or inflammatory bowel disease.

Principal Teaching/Learning Activities:


Fellows will see from 2-3 new outpatient consults per session, and 4-6 follow up visits.  Fellows will perform complete history and physical examinations, review laboratory data including Radiology studies, formulate differential diagnoses, and formulate a plan or set of recommendations, including timing of intervention and/or follow up.  After presentation and review with the Attending physician, the fellow will document the encounter in the medical record.  The Attending physician supervises every encounter, and is ultimately responsible for the patient care.  Nonetheless, the role of the Attending physician in the Fellow’s Longitudinal Clinic is more one of oversight and guidance. 


In 2017, an educational series of lectures in the form of modules, designed specifically for gastroenterology fellows, was introduced as part of the weekly clinic teaching content. These modules are available on the flash drive given to each new fellow during orientation, and by request from the Program Director or Fellows’ Clinic Preceptor. 

Problem mix/Patient characteristics/Types of encounters:
The Fellow is exposed to a wide variety of consultative questions which fully embrace the complete lists of clinical disorders and clinical problems as contained in the outline of the ACGME Specific Program Content within Program Requirements for Residency Education in Gastroenterology.  All patients are ambulatory outpatients referred by a primary care physician in almost all instances.  

 Purpose and Principal Educational Goals by Competency:

1. Patient Care

Principal Educational Goals

· Similar Goals to those expressed under Inpatient Consult Service.

· In addition, the ambulatory setting requires the fellow to maintain focus and timeliness in completing and presenting patient evaluations.

· Become familiar with areas of counseling more germane to the ambulatory Gastroenterology and Hepatology setting, such as counseling on diet, lifestyle, sexual practices, family planning in certain diseases and with certain medications, risks of inherited disorders, end-of-life issues and palliative care for the terminally ill.

2. Medical Knowledge

Principal Educational Goals

· Similar Goals to those expressed under Inpatient Consult Service.

3. Practice-Based Learning and Improvement

Principal Educational Goals

· Similar Goals to those expressed under Inpatient Consult Service.

4. Interpersonal Skills and Communication

Principal Educational Goals

· Learn to communicate effectively with office/clinic staff to optimize patient satisfaction with health care interaction.

· Learn to communicate effectively with patients and families across a broad range of socioeconomic backgrounds.  

· Communicate in comprehensive yet clear and concise letters of consultation to referring physicians.

5. Professionalism

Principal Educational Goals

· Similar Goals to those expressed under Inpatient Consult Service.

6. Systems-Based Practice

Principal Educational Goals

· Similar Goals to those expressed under Inpatient Consult Service.

· In addition, begin to understand the business aspects of practice management.

Evaluation:

Fellow’s performance is evaluated by faculty as discussed in detail later.  In addition, weekly direct feedback is given by the longitudinal clinic preceptor.

Recommended Reading:  

A general Gastroenterology and Hepatology text and computerized data-base service is recommended as per the recommended reading under the Inpatient Consult Service.  Various titles are also available through U of R Online Medical Library.

H. Clinical Nutrition Support
Please see document: ‘Clinical Nutrition Support Rotation’ available on MedHub for further rotation details

Overview:


This rotation provides a comprehensive 2 week clinical nutrition experience during the second fellowship year. The rotation focuses on learning the clinical considerations in the formulation and delivery of TPN and enteral feeding, the clinical conditions and responses of patients who require parenteral and enteral clinical nutrition support, clinical aspects of nutritional deficiencies, and education on various dietary therapy and dietary modifications commonly practiced by gastroenterologists.

Principal Teaching/Learning Activities:

A web-based self-study module organizes the didactic activities with links to key articles, curriculum review and video lectures.  Modules focus on basics of nutrition including principles of nutrition and nutrition assessment, TPN, micro/macro-nutrients, enteral nutrition, obesity, and special diets specific to gastrointestinal disease.

Additionally, there will be clinical based interpersonal instruction on TPN and TF assessment, G or J tube changes/checks/removals and G tube education. There will be clinic based instruction on general adult nutritional education, including special diets such as gluten free and low FODMAP diets. 
Fellow’s time will be spent divided between self-directed online learning using the supplied online education module and in-person clinical nutrition time in clinics. Weekly participation in Nutrition Support Rounds, and Nutrition Support Clinic is available and expected.
Problem mix/Patient characteristics/Types of encounters:

Adult inpatients from intensive care units, general medical and surgical floors.  Ambulatory outpatients on chronic TPN or enteral feedings. Adult outpatients referred for general nutrition assessments and dietary counseling. A wide variety of underlying disease conditions and problems with one common unifying theme – the patient is unable to sustain hydration and nutrition through natural oral intake.
Week# 1 – Self-study 4 days using online module as preparatory reading (fellows have GI related continuity/attending clinics 1 day per week)

Week# 2 – Two days with AC2 GI-Surgical Clinic (learn feeding and tube assessments)


      Tuesday morning with liver transplant surgery nutritionist
      Optional: One morning session with TPN/ICU/Enteral inpatient nutrition (alternative is additional self-study time)
      Two afternoon sessions with adult general nutrition clinics – we do not have GI specific nutritionist available, will include general nutrition assessments


      Two half-days GI specific continuity/attending clinics – per program requirements
A significant portion of time during this rotation will be self-directed study using an online nutrition curriculum. It is expected that when the fellow is not participating in mandatory activities as otherwise directed by the program (i.e attending or fellow clinic, conferences, on-call duties) or in a nutrition clinic, they will spend their time going through the online nutrition modules. It is anticipated that the fellow will be able to compete the entire online curriculum during their rotation.

The modules are found at: https://sites.google.com/site/nutritioneducationmodule/

Purpose and Principal Educational Goals by Competency:

1. Patient Care

Principal Educational Goals

· Learn elements of patient history relevant to malnutrition, enteral intolerance, and tolerance of TPN support.

· Learn elements of patient exam relevant to malnutrition, enteral intolerance, and tolerance of TPN support.

· Learn strengths and limitations of laboratory studies in supporting care of patients receiving nutrition support.

· Clinical knowledge of refeeding syndrome and how to avoid this.

· Review macro- and micro-nutrients and diagnosis and treatment of disorders of deficiencies

· Learn special diet counseling related to GI-specific disorders, such as lactose free diet, gluten free diet and low FODMAP diet

· Understand general nutrition assessment in the adult outpatient and evaluation of malnutrition and obesity.

2. Medical Knowledge

Principal Educational Goals

· Expand knowledge base of methods of nutrition support, diseases causing malnutrition and malabsorption, eating disorders, nutrient and micronutrient absorption and clinical signs of depletion, short-bowel syndrome.

· Understand the basics of obtaining an appropriate nutritional assessment for the gastroenterology patient

· Expand knowledge on special diets such as lactose free diet, gluten free diet and low FODMAP diet

· Review macro- and micro-nutrients and diagnosis and treatment of disorders of deficiencies

3. Practice-Based Learning and Improvement

Principal Educational Goal

· Identify and correct knowledge deficits in the above issues of nutrition support.

4. Interpersonal Skills and Communication

Principal Educational Goals

· Learn to work with varied allied health care personnel, including pharmacists, dietitians, and nurse practitioners, in the management of nutrition support for inpatient and ambulatory patients.

5. Professionalism

Principal Educational Goals

· Behave professionally with patients and varied allied health care personnel in the management of nutrition support for inpatients and ambulatory outpatients.

6. Systems-Based Practice

Principal Educational Goals

· Learn the complex systems for delivery of TPN and enteral feeds.

· Apply evidence-based and cost-conscious strategies in the delivery of nutrition support.

· Learn to collaborate with other members of a diverse health care team in providing nutrition support to inpatients and outpatients.

· Learn basic nutritional assessment for the adult gastroenterology patient

· Understand the basics and implementation of various special diets used in adult gastroenterology patients

Evaluation:


This rotation is observational, and there are no patient care activities under direct faculty supervision.  The fellows competence in clinical nutrition is assessed by faculty as part of their global performance assessment.
Recommended Reading:

1.  Sleisenger & Fordtran’s Gastrointestinal and Liver Disease, (Nutritional Assessment and Management; Enteral and Parenteral Nutrition; Obesity, Anorexia and Bulimia; Digestion and Absorption of Nutrients and Vitamins; Maldigestion and Malabsorption; Short-bowel Syndrome)

2.  DDSEP Curriculum on Nutrition, Obesity and Eating Disorders

3. Practical Gastroenterology series curriculum of nutrition support articles (program provides)

4. Web based Nutrition support module, developed at URMC


I. Motility
Overview:
In the third year of fellowship, Fellows will participate in a 2-week Motility rotation.  During this rotation, Fellows will participate in esophageal pH, esophageal manometry, anorectal manometry, balloon expulsion testing and pelvic floor biofeedback procedures.  The GI Motility Lab is currently under the co-supervision of Dr. Sonia S. Yoon and Dr. Asad Ullah, clinical faculty members in the Division of Gastroenterology.  The GI motility lab team is comprised of a technician as well as dedicated nurse specialists and Advanced Practice Providers who handle patient preparation, scheduling, probe placement, performance of procedures and initial analysis of procedures.  Fellows will participate in performance of motility procedures (including placement of catheters) and interpretation of studies.

Principal Teaching/Learning Activities:
Fellows will learn the indications/contra-indications, patient preparations and protocols involved in each GI Motility procedure performed in the laboratory.  This includes pH impedance, wireless pH testing, esophageal manometry, anorectal manometry with balloon expulsion and pelvic floor biofeedback.  Fellows will observe and participate in all aspects of patient preparation and placement of catheters.  Dedicated time will be devoted to interpretation and analysis of the various motility tests as described above.  Online learning modules pertaining to pH impedance and esophageal manometry are expected to be completed prior to the end of the rotation. 

Problem mix/Patient characteristics/Types of encounters:
The experience is an outpatient experience with patients referred for a variety of general gastroenterology complaints related to acid-peptic issues, dysphagia, non-cardiac chest pain, constipation and fecal incontinence. 

Purpose and Principal Educational Goals by Competency:
1. Patient Care

Principal Educational Goals

· Identify appropriate indications and contraindications for each of the motility procedures (pH impedance, wireless pH testing, esophageal manometry, anorectal manometry, pelvic floor biofeedback) 
· Describe patient preparation protocols for each of the procedures performed in the GI Motility Lab
· Perform the placement of an esophageal manometry probe, pH catheter, wireless pH and manometry probe.
· Analyze and interpret each of the procedures performed in the GI Motility Lab.
2. Medical Knowledge

Principal Educational Goals

· Expand the fellow’s medical knowledge of various diagnostic motility techniques utilized in the evaluation and management of common GI disorders including refractory acid reflux, dysphagia, atypical chest pain, constipation and fecal incontinence
3. Practice-Based Learning and Improvement

Principal Educational Goals

· Identify knowledge gaps in common diagnostic tools used for the evaluation and management of various GI motility related disorders.
· Implement strategies to correct these deficits.
4. Interpersonal Skills and Communication

Principal Educational Goals

· Communicate effectively with patients and families
· Communicate effectively with the team members of the GI Motility Lab.
· Collaborate with physicians in other disciplines and with other health care team members to optimize the delivery of subspecialized medical testing.
5. Professionalism

Principal Educational Goals

· Demonstrate respect, compassion, and honesty in relationships with patients, families and colleagues. 

· Demonstrate a willingness and enthusiasm for work. 

· Practice informed consent and informed refusal. 

6. Systems-Based Practice

Principal Educational Goals

· To learn the practical aspects of the equipment, personnel, and facilities required to perform highly specialized diagnostic testing in GI Motility.
Evaluation:
Fellow’s performance is evaluated by faculty as discussed in detail later.  Evaluations are also sought from GI Motility Lab team members.

Recommended Reading:
General Gastroenterology text chapters on acid reflux disease, esophageal motility disorders, non-cardiac chest pain, constipation, and fecal incontinence.  Selected articles/online modules dedicated to specific procedures are available.

J. Advanced Endoscopy/ERCP/EUS

Overview:

The senior fellow further hones the skills required for the competent performance of all core procedures in Gastroenterology and Hepatology.  As always, the fellow is completely supervised by a skilled faculty preceptor. 

All fellows are permitted exposure in the advanced procedures, namely ERCP and endoscopic ultrasound, but not all will graduate certified to perform procedures independently.  These procedures require experience and training that ideally resides in centers of excellence, and are not intended to be practiced widely at the community level.  Fellows require training to a high level of competence, and mere exposure to a specific number of procedures is insufficient to guarantee that competence.  The issue is now specifically and formally addressed at a national level by the core curriculum in Gastroenterology.  The core curriculum was constructed by the AGA, the ASGE, the AASLD, and ACG (our professional colleges), and adopted for implementation by the American Board of Medicine and the ACGME effective July 1, 2005 pertinent to the issues of training in advanced endoscopic procedures.  In essence, the curriculum states that training in ERCP or EUS is not part of the core training during GI fellowship, but may be available to trainees who fulfill the requirements of what has been designated level II training.  Our program will provide exposure of these advanced procedures to each fellow.  We reserve the right to subjectively identify which trainee, if any, possesses sufficient skill to be considered for full training in such a procedure, with the intention to credential the trainee in that procedure if they demonstrate sufficient competence.  This specifically means that not every fellow will be trained to a level of competence in ERCP and/or EUS, and those fellows selected for training are not guaranteed that they will be judged competent for credentialing. 

Principal Teaching/Learning Activities:

Although the first-year fellow will perform all inpatient consultations in which an ERCP or EUS is requested or indicated, the ERCP or EUS fellow is still required to be intimately familiar with the entire clinical case, and will have to present the case to the Attending physician performing the ERCP or EUS.  The fellow will perform the procedures under the close supervision of a skilled faculty preceptor.  The fellow is responsible for all of the necessary preparation for the study, including issues in management of antibiotic prophylaxis and anticoagulation, and arrangements for General Anesthesia when appropriate.  The fellow will follow up the patient post-procedure in a supervisory role to the first-year fellow.  The fellow is responsible for dictating the procedure notes to the referring physician.


Other advanced endoscopic procedures which the senior fellow will be exposed to includes Pneumatic Dilation for Achalasia, Tumor Ablation, and Esophageal Stenting. Fellows are not likely to perform enough of these latter cases for procedural competence.      

Problem mix/Patient characteristics/Types of encounters:

For ERCPs and EUS, fellows generally see patients for the evaluation and therapy of biliary and pancreatic diseases.  The majority of therapeutic cases involve either sphincterotomy with common bile duct stone extraction, biliary stenting of biliary or pancreatic neoplasms, biliary stenting of post-operative bile duct leaks, and EUS guided sampling of pancreatic masses or adenopathy.  Inpatient and outpatient ERCP or EUS consults will occasionally include Pediatric patients, usually performed in conjunction with the Attending Physician on Endoscopy as well as the Pediatric Gastroenterologist.


The general endoscopy experience is as described under the Endoscopy rotation.

Purpose and Principal Educational Goals by Competency:

1. Patient Care

Principal Educational Goals

· Learn the proper indications, contraindications, special needs, and procedural preparations for core Gastroenterologic procedures, as well as ERCP or EUS.

· Recognize and respond to the complications of diagnostic and therapeutic ERCP or EUS. 

· Achieve procedural technical competence in the performance of Gastroenterologic core diagnostic and therapeutic procedures, as well as ERCP or EUS.

· Learn the unique functions of the ERCP/EUS nurse procedural assistant.

· Correlate visual and pathologic findings at endoscopy/ERCP/EUS with clinical conditions.

· Learn how to safely administer conscious sedation to provide for patient comfort during procedures, and when General Anesthesia is appropriately indicated.

2. Medical Knowledge

Principal Educational Goals

· Expand clinically applicable knowledge base of biliary/pancreatic disorders, including patient’s tolerance of ERCP/EUS in their management.

3. Practice-Based Learning and Improvement

Principal Educational Goals

· Identify areas of personal deficiency in skill and knowledge in the performance of endoscopic and other core procedures of Gastroenterology and Hepatology.

· Develop and implement strategies for correcting these deficiencies.

· Learn to identify procedural complications and formulate strategies for avoiding those complications.

4. Interpersonal Skills and Communication

Principal Educational Goals

· Learn to interact effectively with other members of the endoscopy suite team in order to optimize patient care.

· Learn to interact effectively with patients and families to communicate the purpose of procedures and their results, and complications of procedures if necessary.

· Learn to formulate comprehensive, clear and concise procedural reports to referring physicians.

5. Professionalism

Principal Educational Goals

· Demonstrate compassion and empathy in dealing with patients undergoing procedures.

· Adhere to principles of patient confidentiality.

· Practice informed consent and informed refusal.

· Identify and understand risk management issues in the performance of endoscopic procedures, especially relatively higher risk ERCP.

6. Systems-Based Practice

Principal Educational Goals

· Understand the system under which outpatient and inpatient endoscopic procedures are provided.

· Collaborate with other team members in helping patients effectively negotiate the system.

· Understand the role of endoscopic management in a multidisciplinary approach to various patient disorders and problems.

· Utilize evidence-based therapeutic management strategies to optimize patient care.

Evaluation:

Fellow’s performance is evaluated by precepting faculty using endoscopic independence score (EIS) and in a more global manner, as discussed in detail later.  The key clinical faculty in advanced endoscopy will make the final determination regarding a fellow’s competence in a specific advanced procedure.

Recommended Reading:

Fellows are expected to be familiar with the cognitive aspects of biliary and pancreatic disease, and these are well covered in the general Gastroenterology textbook as previously described.  Current medical information is also obtained through the previously referenced computerized data base.  The program recommends the fellows obtain an atlas of general Endoscopic and ERCP/EUS findings, and an ERCP or EUS specific text.  Teaching DVD videos from the ASGE are available to the fellows and maintained by the program coordinator.

K. Research


Technically this is not a clinical experience and will not be reviewed per clinical competencies.


Fellows have six months of research experience during their second year of fellowship.  This will be under the supervision of faculty.  Fellows are expected to report results in the form of an abstract or other peer-reviewed body of work for consideration of presentation at a national conference, including ACG or Digestive Disease Week, or publication in the medical literature. Fellows will be expected to first author at least two abstracts, and ideally one manuscript/paper during this experience. In addition, it is mandatory to complete one QI project during the three years (see quality improvement section of curriculum for more details). 

In the first year of fellowship, there is a two week rotation to start preparing for the research experience, during which the fellow will complete the course work in order to obtain a Human Subjects Protection Program number, required for interaction with the Institutional Review Board.  The fellow may also complete relevant prep work in terms of any necessary course work in animal or radiation handling.  The Fellow is expected to meet with multiple faculty members during this two-week rotation, in order to identify a research mentor. All Fellows are encouraged to keep a running list of potential research questions that may come up during the first year. This research block in first year should also be used to brainstorm and do background research on potential projects. 


The current research facilities include approximately 4000 square feet of laboratory space.  There are PhD research faculty and additional post-doctoral staff for fellows who express interest in translational or bench research. 



During the research year, fellows will continue to attend clinics, take call, and make conference presentations.  


The Clinical and Translational Science Institute (CTSI) develops, demonstrates and disseminates methods and approaches to advance translational research, by providing education and training, supporting transdisciplinary teams, improving quality and efficiency, and engaging community stakeholders. The CTSI helps research teams produce results better, faster and cheaper, with the ultimate goal of improving the health of communities and populations. We link researchers with the connections, resources and education they need for success. Please see their website for resources available to help with your research projects (https://www.urmc.rochester.edu/clinical-translational-science-institute.aspx)
L. On-call Duties


Complete and strict observance of the moonlighting policy and work-hour regulations as expressed in section #13 of this curriculum is mandatory, and willful violation of these policies and regulations constitutes grounds for dismissal from the training program.


The University GME office audits every resident’s/fellow’s duty hours every two weeks. Our program structure has been deliberately engineered to keep our trainees easily within the framework of the work hour rules.  One such program design feature is the limitation of first year call weekends to only those weeks in which the first year fellow does not participate on the consult service.  


Fellows generally rotate an evening of call during weekdays, Monday through Thursday, so that they are on about 2 weekdays in a month.  Weekends are rotated so that they are on every 9th weekend on average over an academic year.   


All call is taken from home.  During the weekday, urgent and emergent consultations called to the on-call fellow from 5PM – 8AM should be seen promptly, and then reviewed with the on-call attending.  Nurses should not be called until the attending has determined that a procedure will be performed that evening.  Consultation notes should indicate that the case was reviewed with the on-call attending, Dr. “x”.  The on-call fellow is obligated to provide a sign-out of the case to the consult fellow the next morning so that appropriate follow up and disposition of the patient case may occur.  However, it is the consult fellow who will add any procedures onto the endoscopy schedule, and secure attending staffing of the consultation if not done the prior evening, generally with the on-service consult attending, and not the on-call attending of the previous evening.  


If you are stuck in the hospital for much of the night and need somewhere quiet to sleep or relax, there is a quiet call room with a bed located on AC5 in the motility room. A key to this room is available in the fellows room and must be protected as there is expensive equipment in the room. There is a computer and phone available in this room to do work from. Please keep it clean and tidy. 


Phone calls require particular attention and comment.  Physicians are responsible for their assessments and recommendations made by phone, and trainees must learn to document these encounters for their own protection, as well as to facilitate patient care and follow up.  The fellow should at the earliest opportunity directly document the encounter by typing into the Electronic Medical Record, with a copy sent to the responsible attending or advanced practice provider.  Fellow may be required to help troubleshoot equipment such as Bravo pH capsules, video capsule endoscopies, pH catheters, and thus must familiarize themselves with these tools in order to facilitate patients over the phone. Preparation for procedure questions can often be answered by referring to the online preparation insturctions. 

The Consult Service fellows are responsible to sign-out whatever cases require follow-up over the weekend to the on-call fellow for the weekend.  In particular, the GI Consult Service must daily follow those patients for whom a GI attending is the admitting attending of record, and the GI attending must leave a note every day in the medical chart of those patients.


In particular, a fellow’s performance of on-call duties focus an attending’s evaluation of the fellow’s competencies of patient care, interpersonal skills and communication, and professionalism.


Fellows are reminded that they are essentially the ambassadors and representatives of the GI division to colleagues, other physicians and patients.  The faculty places a high premium on the fellow performing on-call duties with grace, professional composure, promptness and courtesy at all times, although we remain sensitive to the many factors that strain these qualities.


Finally, please review the Work Hour, Moonlighting and Attending Supervision policies (later sections) for further clarification on work hours and Attending supervision while on call.  Please also see the separate “fellow survival guide” for specific examples of when an attending needs to be called overnight. 
7. Electives


In the final year of fellowship, a rotation in Motility is required.  In addition, the program provides elective time in order to allow the fellow opportunity to pursue areas of special interest.  Two months may be set aside by senior fellows to pursue electives.  Participation in an elective is contingent upon the satisfactory performance of the fellow within the training program, and upon the approval of the elective curriculum by the Program Director.  The time may be used to extend research time if approved by the supervising Research Faculty and Division Chief.  Using elective time to further endoscopic skills may be done.  Other examples of electives include Gastrointestinal Radiology, Transplant Pharmacology, and Colorectal Surgery (discussed below).  During the electives, fellows will continue to attend clinics, take call, and make conference presentations.

A. Gastrointestinal Radiology

B. Transplant Pharmacology

C. Colorectal Surgery
A. Gastrointestinal Radiology

Overview:


The fellow may participate in observing the interpretation of a variety of radiologic studies germane to the practice of Gastroenterology, under the supervision of a teaching faculty member in Radiology.  Time is principally spent in CT, MRI, and GI contrast fluoroscopy, but the fellow may also divert to active cases in Interventional Radiology involving the biliary tract, pancreas, GI tract, liver biopsy, or mesenteric vasculature.   

Principal Teaching/Learning Activities:


The fellow learns the utility and limitations of diagnostic studies in radiology (with a particular focus on CT, MRI and GI Contrast Fluoroscopy) for the interpretation of patient’s symptoms and pathology.  The fellow will acquire an enhanced knowledge of radiologic anatomy and interpretation.  The utility of Interventional Radiology as an alternative and adjunctive measure to both Gastroenterology and Surgery will be explored. 

Problem mix/Patient characteristics/Types of encounters:


A highly varied mix of inpatients and ambulatory outpatients with a wide variety of disorders and problems will be encountered.

Purpose and Principal Educational Goals by Competency:

1. Patient Care

Principal Educational Goals

· To enhance the fellow’s ability to interpret radiologic studies.

· To enhance the fellow’s capacity to recommend rational diagnostic studies, including sound alternatives to endoscopic procedures.

2. Medical Knowledge

Principal Educational Goals

· To expand one’s knowledge of gastrointestinal anatomy and Radiologic visualization.

3. Practice-Based Learning and Improvement

Principal Educational Goals

· To identify knowledge and skills deficits relative to GI Radiology issues and implement a strategy to correct those deficits.

4. Interpersonal Skills and Communication

Principal Educational Goals

· To learn to work with Radiologists in providing optimal care for patients being evaluated for Gastroenterologic disorders or problems.

· To learn how to better communicate the nature of these studies including their benefits and risks to patients.

5. Professionalism

Principal Educational Goals

· To behave professionally with patients and colleagues in this setting.

6. Systems-Based Practice

Principal Educational Goals

· To learn how Radiologic studies are delivered in the health care system.

· To learn how to facilitate multidisciplinary interactions between Gastroenterologists and Radiologists in providing optimal health care to patients with complex problems.

Evaluation:


Fellow’s performance is evaluated by faculty as discussed in detail later.  Evaluations also sought from the supervising radiologist.

Recommended Reading:


Review of cross-sectional and vascular anatomy is encouraged.  Basic introductory chapters in radiology texts on the science and technology of ultrasound, CT scans and MRI scans should be reviewed.  Supervising Radiologist will be able to provide a Radiologic atlas of findings relevant to Gastroenterology.

B. Transplant Pharmacology

Overview:


Ideal for the fellow pursuing advanced training/certification in Hepatology, this elective provides an intense exposure to the current immunosuppressive agents and the clinical management of these agents used in liver transplant patients.

Principal Teaching/Learning Activities:


Elective consists largely of seminar discussions of clinical and basic science papers pertinent to the clinical pharmacology of immunosuppressive agents.  Clinical rounds are made in the monitoring of immunosuppressive therapy for the liver transplant inpatients.  Fellow will make two detailed case presentations to the pharmacology staff.

Problem mix/Patient Characteristics/ Types of encounters:


Generally the elective is concerned with the inpatient post-liver transplant population.  There would be overlap in Transplant Hepatology clinic for the trainee also pursuing that elective, and so outpatient encounters occur in this setting as well.     

Purpose and Principal Educational Goals by Competency:

1. Patient Care

Principal Educational Goals

· To learn the indications, effects, side-effects, contraindications, administration, dosage, and effectiveness of the immunosuppressive therapies employed in the management of liver transplant patients.

2. Medical Knowledge

Principal Educational Goals

· To learn the basic and clinical pharmacological science pertinent to these immunosuppressive agents.

3. Practice-Based Learning and Improvement

Principal Educational Goals

· To analyze the patient’s clinical experience and course of response to these immunosuppressive agents, and the interpretation and utility of relevant serum drug levels.

4. Interpersonal Skills and Communication

Principal Educational Goals

· To learn to communicate effectively with the Transplant Pharmacologist and other team members necessary to implement management of these immunosuppressive agents.

5. Professionalism

Principal Educational Goals

· To continue to interact in a manner which is sensitive, collegial, and responsible toward patients and colleagues.

· To adhere to principles of scientific integrity.

· To continue to practice the principles of maintaining patient confidentiality.

6. Systems-Based Practice

Principal Educational Goals

· To learn to deal effectively with a multidisciplinary team approach to complex transplant patients.

Evaluation:


Course Director will provide evaluation at the end of the rotation by Global Performance Summary evaluation, as currently utilized throughout the fellowship program.  

Recommended Reading:


Current reading list to be provided at outset of elective by the course director.

C. Colorectal Surgery

Overview:  


In accord with recommendations made by one and five year graduates of the fellowship during our Life from Practice Seminars, current GI fellowship trainees are encouraged to consider some focused elective time working closely with our colorectal surgery colleagues, both in their clinic as well as in the operating room, in what is essentially an observational elective.
Principal Teaching/Learning Activities:


The fellow will accompany the colorectal surgeon to their clinics, as well as relevant operating room cases, in order to gain increased exposure and enhanced clinical acumen and guidance on the management of anorectal disorders, defecation disorders, ostomy management, and clinical surgical-pathological correlation of various disorders of Gastroenterology, such as the Inflammatory Bowel Diseases.  The role of the GI fellow will be as an observer.

Problem mix/Patient Characteristics/ Types of encounters:


Common disorders of the ano-perineum, such as anal warts, fistulas, and hemorrhoids will be seen.  Rectal strictures, ileal anal pouches, colostomies and ileostomies, as well as laparoscopic and open colectomies and pouch constructions may be viewed.  
Purpose and Principal Educational Goals by Competency:

1. Patient Care

Principal Educational Goals

· To learn the clinical identification and effective therapeutic management of common anorectal conditions.

· To learn the relevant history, examination, and evaluation of defecation disorders.

· To gain a surgical perspective on inflammatory bowel diseases, including surgery and its complications.

2. Medical Knowledge

Principal Educational Goals

· To learn anorectal anatomy and defecation physiology as they pertain to the clinical disorders commonly encountered and overlapped by Gastroenterology and Colorectal Surgery.

3. Practice-Based Learning and Improvement

Principal Educational Goals

· To assess any clinical knowledge deficits as they pertain to diseases of the anorectum, and disorders of defecation.

4. Interpersonal Skills and Communication

Principal Educational Goals

· To learn the elements of more effective clinical communication with our specific colorectal surgery colleagues in the evaluation and management of shared patients. 

· To learn to professionally, compassionately and sensitively assess patients with anorectal complaints.

5. Professionalism

Principal Educational Goals

· To continue to interact in a manner which is sensitive, collegial, and responsible toward patients and colleagues.

· To continue to practice the principles of maintaining patient confidentiality.

6. Systems-Based Practice

Principal Educational Goals

· To learn to how to most productively interact with the group of surgeons who represent one of the closest and most important surgical subspecialist relationships for the practicing gastroenterologist.  

Evaluation:


Course Director will provide evaluation at the end of the rotation by Global Performance Summary evaluation, as currently utilized throughout the fellowship program.  

Recommended Reading:


Relevant sections of the standard Gastroenterology text on disorders of the anorectum, and disorders of defecation and continence.  

8. CONFERENCES

1. 
Overview

2. 
Orientation Day

3. 
GI Clinical Conference (includes Pediatric Conference Curriculum and Attending

    
Didactic Conference Curriculum)

4. 
Interesting Case Conference

5. 
GI and Liver-Pathology Conference

6. 
GI Board Review Conference Series

7. 
Morbidity and Mortality/Quality Assurance Conference

8. 
GI and Hepatology Journal Club

9. 
Research Conference

10.
Gastrointestinal Physiology Seminar (Basic Science Conference)
11.
Steering Committee Conference

12.
Radiology Conference

13. 
IBD Case Conference

14. 
IBD Live

15. 
Pancreatobiliary Case Conference

16. 
Colorectal Case Conference

17. 
Guidelines Review

18. 
Board Review

19. 
Endoscopy Conference

20. 
Hepatology Conference

1. Overview


Program Director will monitor conference attendance.  Failure to attend at least 75% of all conferences will adversely impact fellow evaluations, particularly for the competencies of medical knowledge, practice-based learning and improvement, and professionalism. 

GI DEPT 

CONFERENCES


When


Where


Who
GI Clinical Conference

Every Wed.

AC-2


GI & Surgical Faculty

7 -8 AM





Fellow/Resident

July-June




NP/PAs

Interesting Case Conference
1st Wed.

              AC-4


GI Faculty


Aug-June




Fellows

12-1PM






GI-Pathology Conference

Alternating Mondays                                                 Path Faculty

Aug-June



             GI Faculty

12-1 PM





Fellows/Residents

Liver Pathology Conference
1st Thursday

WCC 2-0727

Hepatology Faculty





Aug-June




Path Faculty











Fellow/Residents

GI Board Review
Conference
alternate Wed

AC-4


GI Faculty



Series



Aug thru June.




Fellows

12-1PM

Morbidity/Mortality and Quality
Alt. 1st  Thursday
              AC-2


GI Faculty

Assurance Conferences

Aug- June




Fellows

7-8 AM





Endo RNs

GI and Hepatology Journal Club
Select Thursdays
AC-4


              Faculty/Fellows

12-1PM





Clinical/Research

Research Conference

Select Thursday,AC-4
Faculty/Fellows





12-1PM





Clinical/Research

Steering Committee

Every other monthAC-4

                            Faculty/Fellows

Radiology Conference

July and August

AC-4


All Fellows





4 selected dates

Motility Conference series

Selected Thursdays
AC-4


Fellows/Faculty

IBD Live

Last Thursday/month 7am
AC-4 


fellows/faculty/CRS

IBD Case Conference

Last Wed/mo at noon
AC-4


fellows/IBD faculty

Pancreatobiliary Case Conference
Select Thurs at noon
AC-4


fellows/advanced faculty

Colorectal Case Conference
select Wed noon

AC-4


fellows/GI/CRS faculty

Guidelines Review

last Mon/mo at noon
AC-4


fellows/attending assigned

Board Review

Wed noon; 2-3/month
AC-4


fellows/attending assigned

Endoscopy Conference

four sessions; see calendar
AC-4


fellows/GI faculty/techs

Hepatology Conference

select Mondays at noon
AC-4


fellows/hepatology faculty

2. Orientation Day


Within the first week of fellowship, an entire day has been set aside to intensively review some of the fundamental elements of the practice of Gastroenterology, as well as the duties and responsibilities of the Gastroenterology fellow.

Teaching Activities:


Lectures 

· Indications and Contraindications to Upper and Lower Endoscopy, and ERCP.
· Anticoagulation management and Endoscopy

· Endoscopy Personnel, Roles, Courtesies, Interactions

· Urgent Travel Procedure Checklist

· Endoscopy Procedure Reporting and Clinic Dictations

· New York State Resident/ACGMEWork Hour Limitations

Video

· Conscious Sedation Video and Credentialing Examination

· ASGE Video Series on “Fundamentals of Endoscopic Techniques”

1. UGI Endoscopy

2. Colonoscopy and Polypectomy
3. Endoscopic Management Principles for Acute GI Bleeding

Handouts:

· Appropriate Use of Gastrointestinal Endoscopy.  A Consensus Statement from the ASGE

· Practice Guidelines for Sedation and Analgesia by Non-Anesthesiologists, by the American Society of Anesthesiology Task Force.

· Strong Memorial Hospital Policy 8.11 Guidelines for Use of Sedation and Analgesia.

· Outline Format of Standardized Endoscopy Reports

· ASGE Table of Antibiotic Prophylaxis for Endoscopic Procedures

· ASGE Table for Anticoagulation Management for Endoscopic Procedures. 

· Risk Management for the GI Endoscopist, by the ASGE Committee on Risk Management

· Physician Supervised Management of Anaphylaxis in the Hospitalized Patient

· Trainee Membership Applications to the ACG and ASGE

· Computer data base and organizational resources sheet.

Orientation Day Competencies

1. Patient Care

Principal Educational Goals

· To be introduced to the cognitive and visual/technical aspects of Gastroenterologic procedures, to facilitate and optimize patient care in the recommendation and performance of these procedures.

· To learn and become credentialed in the safe and appropriate use of conscious sedation and sedative pharmacology as applied to Endoscopy.

2. Medical Knowledge

Principal Educational Goals

· To learn the appropriate indications, contraindications, special needs and issues involved in providing and recommending Gastroenterologic procedures.

3. Practice-Based Learning and Improvement

Principal Educational Goals

· Identify knowledge gaps in topics presented during orientation and implement a plan to correct these deficits.

4. Interpersonal Skills and Communication

Principal Educational Goals

· Learn the roles and the expected levels/means of interaction with other members of the Endoscopy health care team.

· Learn what is expected in the maintenance of comprehensive, clear and concise medical records.

5. Professionalism

Principal Educational Goals

· Learn issues of risk management in the performance of endoscopic procedures.

· Learn the issues of informed consent and informed refusal.

· Appreciate the professional attitudes and behaviors that are expected in dealing with patients, colleagues, referring physicians and other members of the Endoscopy health care team.

6. Systems-Based Practice

Principal Educational Goals

· Understand how the Endoscopy suite functions to provide care to patients.

· Understand the roles of all the members of the health care team in providing optimal care to patients.

· Understand the application of New York State Health Code limiting resident work hours to the function and performance of the training program.

3. GI Clinical Conferences Curriculum (GI Grand Rounds)


Selected members of the fellowship participate with the program director in formulating and implementing this key didactic conference of the program.  We have a two year curriculum which incorporates lecture topics covering the full range of subject matter pertinent to the ACGME-defined curriculum.  Every two years, we revisit and make minor adjustments in the topics, as guided by past experience and emerging medical issues.  The fellows are integral to this process.    



In keeping with a philosophy of providing a graduated complexity of responsibilities and experiences, we target more basic topics to the first year fellows, with more sophisticated topics to the seniors.  Each fellow presents one clinical conference talk per year.  The attending faculty, Pediatric GI faculty, and non-GI faculty (e.g. Surgery, Hematology/Oncology, Dermatology, Infectious Disease, Radiation Oncology, and Depts. of Ethics and Office of Counsel) provide the remainder of talks.  Faculty talks are designed to communicate crucial issues and topics to orient the trainees to a more productive consultative and clinical experience, as well as to take advantage of individual areas of expertise, interest, and research background.

When broad topic areas are assigned, the fellow is encouraged to focus the talk within the topic area in a manner most pertinent to the case presented.  Very current reviews of the literature are required, and a summary of the basic text chapter pertinent to the topic is strongly discouraged.  A copy of any slides, handouts, and literature search is maintained in the fellow’s file as part of their portfolio.  Conference presentations by the fellows are evaluated along several of the competencies, as detailed later in this curriculum.  The dates and assignment of topics to individual fellows is the responsibility of the senior fellow assigned for conference scheduling conditional upon approval from the Program Director.

(Two-year) Curriculum in GI Clinical Conferences arranged by Presenters 
1st year fellows talks:


Chronic Diarrhea – diagnostic evaluation

Clostridial difficile infection/pseudo-membranous colitis

Ogilvie’s colonic pseudo-obstruction

Anorectal anatomy and incontinence

Neutropenic enterocolitis

Colonic Volvulus

Gastroparesis

Liver mass evaluation

Hemochromatosis

Hepatic encephalopathy

Variceal and Portal Hypertensive Bleeding

Worms, Flukes and Other GI parasites

Senior Fellow Talks:


Acute Pancreatitis

Cystic pancreatic neoplasms and Intraductal papillary mucinous tumors

Islet cell tumors of pancreas

Pancreatic pseudo-cyst management

Sphincter of Oddi dysfunction

Microscopic colitides

Colonic Polyposis Syndromes/Hereditary Non-polyposis Colon Cancer syndrome

Eosinophilic gastro-enterocolitis

Barrett’s metaplasia: Surveillance and Ablative Therapy Strategies

Medical therapy of GERD

Gastric Volvulus

Gastric carcinoids

Wilson’s disease

Primary sclerosing cholangitis

Primary biliary cirrhosis

Drug-induced liver disease

Hepatocellular carcinoma: Screening, diagnosis, therapy

Autoimmune hepatitis


GI Faculty Attending Talks

Upper GI Bleeding

Mesenteric Ischemia

Inflammatory Bowel Disease (Diagnosis and Pathophysiology)

Inflammatory Bowel Disease (Therapy)

Inflammatory Bowel Disease (newest therapeutics)

Hepatitis C

Chronic Pancreatitis

Short Bowel Syndrome

Nutrition Support in Critical Illness

Steatohepatitis

Colo-rectal cancer

Esophageal Cancer

Peptic Ulcer Disease

Ascites and hepatorenal syndrome

Celiac sprue

Colon Cancer screening

HIV and the GI tract

Pancreatic adenocarcinoma

Clinical approach to malabsorption

Esophageal manometry and motility disorders

Hepatitis B

Approach to abnormal LFTs

Non-GI Faculty Talks:

Surgical therapy of GERD (Thoracic surgery)

Bariatric surgery (GI surgery)

Ostomies/Anastomoses/Pouches – (GI surgery)

Graft vs Host Disease (Hematology)

Cutaneous manifestations of GI disease (Dermatology)

Gastric Cancer (Oncology)

Role of radiation therapy in GI cancer (Radiation Oncology)

Infectious Diarrhea (Infectious Diseases)

Transplant medicine Pharmacology (Transplant surgery)

Ethics lecture: Informed Consent (Dept of Ethics)

Ethics lecture: The ethical dilemma of invasive nutrition (Dept of Ethics)

Legal Medicine lecture: Risk Management in GI (Office of Counsel)

Pediatric Talks:

Biliary atresia

Food allergies

Pediatric malabsorptive disease

Liver diseases in pregnancy

Pediatric GERD/reflux

Abdominal pain evaluation in pediatrics

(Two-year) Curriculum in GI Clinical Conferences as arranged by Topics

Gastroenterology


Esophagus



Medical Therapy of GERD



Surgical Therapy of GERD



Barrett’s esophagus



Esophageal cancer



Manometry and esophageal dysmotility



Pediatric GERD/reflux


Gastric



Peptic Ulcers




Gastric Volvulus



Gastric carcinoids



Gastric cancer



Gastroparesis



Bariatric surgery


Small Bowel/Colon



Chronic Diarrhea



Celiac Sprue

Pseudo-membranous colitis



Pseudo-obstruction (Ogilvies)



Anorectal manometry and incontinence



Neutropenic enterocolitis



Colonic volvulus



Microscopic colitis



Inflammatory Bowel Diseases (3 talks)



Eosinophilic enterocolitis



Colonic Polyposis Syndromes/Hereditary Non-polyposis Colon Cancer syndrome 



Mesenteric Ischemia



Colon Cancer



Colon cancer screening



Ostomies/Anastomoses/Pouches



Graft vs Host Disease



Infectious Diarrhea



Food allergies


Pancreas



Acute Pancreatitis



Chronic pancreatitis



Cystic Pancreatic neoplasms and Intraductal papillary mucinous tumors



Islet cell tumors of pancreas



Pancreatic adenocarcinoma



Pancreatic pseudo-cyst management

Hepatology/ (Biliary)



Liver mass evaluation



Approach to abnormal LFTs



Hemochromatosis



Wilson’s disease



Hepatitis B



Hepatitis C



Hepatic encephalopathy



Variceal and portal hypertensive bleeding



Ascites and hepatorenal syndrome



Primary sclerosing cholangitis



Primary biliary cirrhosis



Drug-induced liver disease



Hepatocellular carcinoma



Autoimmune hepatitis



Steatohepatitis and fatty liver disease



Sphincter of oddi dysfunction



Biliary Atresia



Liver diseases in pregnancy

Nutrition



Clinical approach to malabsorption



Nutrition support in critical illness



Short bowel syndrome



Bariatric surgery



Pediatric malaborptive diseases

Oncology



Esophageal cancer



(Barrett’s esophagus)



Gastric cancer



Gastric carcinoids



Pancreatic adenocarcinoma



Islet cell tumors of pancreas



Cystic Pancreatic neoplasms and Intraductal papillary mucinous tumors



Colon cancer



Colon cancer screening



Role of radiation therapy in GI cancer



Hepatocellular carcinoma



Colonic Polyposis Syndromes/Hereditary Non-polyposis Colon Cancer syndrome

Other



GI Bleeding

Abdominal pain evaluation in pediatrics



Cutaneous manifestations of GI disease



Transplant medicine Pharmacology (Transplant surgery)

Ethics lecture: Informed Consent (Dept of Ethics)

Ethics lecture: The ethical dilemma of invasive nutrition (Dept of Ethics)

Legal Medicine lecture: Risk Management in GI (Office of Counsel)



HIV and the GI tract

Worms, Flukes and other GI parasites


GI Clinical Conference

Competencies

1. Patient Care

Principal Educational Goals

· Whether presenting or in attendance, the fellow should be incorporating the information into application for future patient care encounters.

2. Medical Knowledge

Principal Educational Goals

· Assimilate the core knowledge of current medical information relevant to the topics and conditions represented in the ACGME Program Requirement for Residency Education in Gastroenterology.

· Develop critical thinking, problem-solving, and decision-making skills as knowledge base expands.

· Recognize the limits/parameters of current medical information.  Consider these limitations as topics of controversies in clinical management are reviewed.

· Consider what areas/topics are of particular personal interest and intrigue, that may serve as a basis for stimulating interest in an area of research.

3. Practice-Based Learning and Improvement

Principal Educational Goals

· Particularly when these conferences serve as Morbidity and Mortality Review, consider areas for improvement in patient care.

· Develop and maintain a willingness to learn from personal errors and the errors of others as case-presentation oriented topics fill knowledge gaps.

4. Interpersonal Skills and Communication

Principal Educational Goals

· Hone skills in educating small groups of physicians, including the use of audio-visual and computer technology to support conferences.

· Learn to identify and communicate succinctly the objectives of a presentation.

· Learn to present information in a logical, sequenced, succinct and effective manner.

5. Professionalism

Principal Educational Goals

· Preserve patient confidentiality in teaching exercises.

· Adhere to principles of academic integrity.

· Respectfully regard information of varied opinions with an objective and scientifically pure intellectual rigor.

6. Systems-Based Practice

Principal Educational Goals

· Where applicable, presentations should offer aspects of cost-conscious and evidence-based strategies in disease prevention, diagnosis, and management.

Evaluation:


Fellows will be evaluated by the Program Director pertinent to their conference presentation. Evaluation will focus on Interpersonal Skills and Communications competency, Medical Knowledge competency, and Practice-Based Learning and Improvement competency.  

4. Interesting/Clinical Case Conference 


The purpose of the conference is to provide a  forum in which the fellows gather with key clinical faculty to discuss difficult or interesting/unusual cases, subtle points of management styles, interpretation of radiology studies & endoscopy findings in clinical context, and just general Systems-Based Practice management questions.  Conference is held twice a month, and is usually centered around one to three case presentations.  Second year fellows prepare the conferences
Interesting Case Conference Competencies 

1. Patient Care

Principal Educational Goals

· To enhance patient care by exploring subtle nuances of case management not often covered in more formal, didactic sessions.  

· To expand radiologic interpretation skills.

2. Medical Knowledge

Principal Educational Goals

· Reviewing indications, contraindications, and limitations of various diagnostic tools, such as endoscopic and radiologic studies.

· Reviewing practical and applicable information for clinical case management.

3. Practice-Based Learning and Improvement

Principal Educational Goals

· To explore differences in management styles that improve processes of care.

· To explore clinical errors and learn to improve by avoiding the errors of others.

4. Interpersonal Skills and Communication

Principal Educational Goal

· Same as goals addressed in this competency section of the GI Clinical Conferences.
5. Professionalism

Principal Educational Goal

· Same as goals addressed in this competency section of the GI Clinical Conferences.
6. Systems-Based Practice
Principal Educational Goals

· This conference exercise really provides a unique opportunity for fellows to explore the subtleties and daily practical management strategies of delivering health care in a medical subspecialty practice.

· A chance to review the strengths but also the impediments to applying evidence-based and cost-conscious medical practice across all aspects of the health care system. 

5. GI and Liver-Pathology Conferences


These conferences are a largely a teaching exercise in which all fellows and attendings submit cases with interesting or instructive pathology.  A brief didactic presentation from pathology faculty on designated subset of GI / Liver Pathology is followed by case presentations. Case presentations are brief, 1-2 minutes, with 5-6 cases presented during each conference, depending upon the number and extent of the pathologic material to be reviewed.  A teaching GI Pathologist and GI attending is present for the GI Pathology conference and Liver Pathologists, Pathology residents as well as Hepatologists are present for the Liver Pathology Conference.

GI and Liver-Pathology Conferences

Competencies

1. Patient Care

Principal Educational Goals

· Learn how the acquisition and interpretation of various biopsy samples impacts and affects patient management.

· Learn the limitation of diagnostic and superficial biopsy specimens in patient care.

2. Medical Knowledge

Principal Educational Goals

· Become familiar with the pre-malignant and malignant conditions that characterize the practice of Gastrointestinal Oncology and surveillance strategies in Gastroenterology.

· Become familiar with hepatic parenchymal pathology, and its clinical correlation.

· Become familiar the effect of HIV and subsequent opportunistic infections on gastrointestinal organs.

3. Practice-Based Learning 

Principal Educational Goals

· Consider how biopsy specimens are obtained in the management of Liver conditions and Gastrointestinal Oncologic disorders, and whether the presence or absence of biopsies specimens (especially those obtained endoscopically) uniformly alters patient management in all settings.

· Learn in particular how false negative biopsies can adversely impact patient management.

4. Interpersonal Skills and Communication

Principal Educational Goals

· The combined GI and Liver-Pathology Conferences allow opportunity for the development of appropriate, respectful, and effective consultative relationships with our Pathology colleagues.
5. Professionalism
Principal Learning Goal

· Same as goals addressed in this competency section of the GI Clinical Conferences.
6. Systems-Based Practice
Principal Educational Goals

· In particular to focus on methods of evaluating cost-conscious strategies that are effective in the prevention, diagnosis and management of those Gastrointestinal Oncologic disorders for which endoscopic surveillance is practiced.

6. GI Board Review Conference Series


A study session in which the basic and clinical science of Gastroenterology including Hepatology, Clinical Nutrition, and Gastrointestinal Oncology is reviewed.  We have incorporated AMA CME credit category 1 approved Board Review Programs.  GI Fellows attend with a faculty preceptor, who highlights and supplements the presentations as appropriate.

Topics:

Esophageal Anatomy and Physiology

Esophageal Motility Disorders and Chest pain

GERD





Barrett’s mucosa

Gastric Anatomy and Physiology of Secretion
Gastritis and Peptic Ulcers

Non-variceal GI bleeding



Gastric Motility Disorders

Radiology of plain and barium films

GI Cancers

Pediatric Topics in GI



Endoscopic Ultrasound

Infections of the GI System


Physiology of digestion and absorption

Pathophysiology of Diarrhea


Bacterial Overgrowth

Short Bowel Syndrome



Small Bowel mucosal disease

Nutritional Deficiencies or Excesses

Radiology of CT and ultrasound

Small bowel motility disorders


Constipation

Anorectal Motility Disorders


Irritable Bowel Syndrome

Inflammatory Bowel Disease


Colon polyps and cancer

Colitides




AIDS and the GI tract

Vascular Disease of the Gut


Surgery of the Upper Abdomen

GI Pathology rounds



Anatomy and Physiology of the Pancreas

Acute Pancreatitis



Chronic Pancreatitis

Gallstones




Hepatic Anatomy and Physiology

Portal Hypertension



Steatohepatitis

Acute hepatitis




Acute Fulminant Hepatic Failure

Autoimmune hepatitis



Chronic hepatitis

GI Hormone Tumor Syndromes


Hepatic Encephalopathy

Ascites and Hepatorenal syndrome


Hemochromatosis, Wilson’s dz & Alpha 1 antitrypsin 

Liver Disease in Pregnancy


Drug-Induced Liver Disease

Primary Biliary Cirrhosis, 



Primary Sclerosing Cholangitis

Liver Transplantation



Liver Histopathology

GI Board Review Conference Series

Competencies

1. Patient Care

Principal Educational Goals

· To develop a sufficient knowledge base to provide appropriate consultative management in the discipline of Gastroenterology.

· To identify the limits and parameters of current knowledge in a variety of Gastrointestinal and Hepatic disorders, in order to make informed recommendations about prevention, diagnostic and therapeutic options to patients based on available scientific evidence. 

2. Medical Knowledge

Principal Educational Goals

· Develop the clinically applicable knowledge base of basic and clinic science that underlies the practice of Gastroenterology.

· Critically evaluate current medical information and scientific evidence and modify knowledge base accordingly.

3. Practice-Based Learning and Improvement

Principal Educational Goal

· Identify knowledge gaps and stimulate further independent study in areas of deficient personal knowledge.

4. Interpersonal Skills and Communication

Principal Educational Goal

· To develop the means to learn effectively in small peer groups.

· To be able to comfortably identify and acknowledge gaps in personal knowledge in this setting, and take steps to fill in these gaps.

5. Professionalism

Principal Educational Goals

· Establish a pattern of self-study that will foster commitment to continuous professional medical education throughout the fellow’s career.

6. Systems-Based Practice

Principal Educational Goals

· Consider the available scientific evidence when formulating management strategies, to facilitate evidence-based thinking and cost-conscious strategies.

7. Morbidity and Mortality/Quality Assurance Conference


This conference is held once a month, with alternating formats.  In format #1, clinical cases from the endoscopic procedural suite are submitted by attendings, fellows, and nurses to the Director of Endoscopy for review.  In this format, the Morbidity and Mortality Conference is a multi-disciplinary quality assurance conference.  Faculty, fellows, nurses, and administrators are in attendance as cases are reviewed and commented upon.  Particular attention is given to procedural complications and their management.  In addition, practice issues and systems issues are identified and discussed at the multi-disciplinary level.

In format#2, the physicians identify cases to discuss amongst themselves.  Such cases incorporate elements of sharing experiences, and identifying clinical situations and management decisions which led to adverse outcomes, without a specific focus on procedural complications.  In particular, fellows will be assigned to address specific elements of a case, such as identifying the evidence-base for a particular clinical practice, cost-effectiveness of particular clinical strategies, and root-cause analysis of systems failures which lead to adverse outcomes. 

Morbidity and Mortality/Quality Assurance Conference

Competencies

1. Patient Care

Principal Educational Goals

· To review the competent practice of endoscopic procedures, including indications, contraindications, and management of procedural complications.

· To consider and discuss patient care management alternatives that may have avoided or reduced the impact of an adverse outcome.

2. Medical Knowledge

Principal Educational Goals

· In particular to review sedation pharmacology, drug interactions, principles of conscious sedation, patient monitoring, and the cardiopulmonary medicine involved in patient resuscitation.

3. Practice-Based Learning and Improvement

Principal Educational Goals

· Identify knowledge gaps and stimulate further independent study in areas of deficient personal knowledge.

· Identify systems errors and ways to correct them.

4. Interpersonal Skills and Communication

Principal Educational Goals

· To learn to communicate in a respectful and appropriate fashion in a multi-disciplinary large group QA setting.

· To learn to recognize and manage the interpersonal stresses accentuated in the QA forum.

5. Professionalism

Principal Educational Goals

· To recognize how respect, compassion, and integrity is of particular importance in the management of adverse outcomes.

· To demonstrate sensitivity, respect, and compassion to colleagues subject to review of adverse outcomes.

· To learn to identify deficiencies in peer performance.

· To learn the particular principles of QA confidentiality and discoverability issues.

6. Systems-Based Practice

Principal Educational Goals

· To learn about management of adverse outcomes through mobilizing various urgent and emergent multi-disciplinary response systems.

· To learn about those resources and mechanisms for responsible reporting and QA management of adverse outcomes, and systems-based practice review for improved patient outcome goals.

8. GI and Hepatology Journal Club


            An often spirited and collegial review of the most current clinical and basic research literature in the fields of Gastroenterology, Hepatology, and Nutrition.  Our goal in this venue is to keep up to date with current research in the field of Gastroenterology and Hepatology for the purposes of not only facilitating education, but to also stimulate potential ideas for future clinical and translational research. Once a month, on a rotating schedule, a major clinical/basic science article from a major area of Gastroenterology and Hepatology is  selected and presented for review by fellow with mentorship and guidance from GI faculty and division research coordinator. The topic and designated faculty mentor are assigned by the Program Director. The Fellow is responsible for identifying the article which must be approved by the assigned faculty. In preparation for the conference, the fellow will meet with both the assigned faculty mentor and division research coordinator to review the merits and limitations of the article and the central statistical tools employed. The fellow is responsible for inviting key GI and Pediatric GI faculty with a specific interest in that particular area of study to participate in discussion.

    For clinical articles, each fellow will adhere to a format of presentation for the article selected as follows:

· Title

· Journal and issue date

· Principal Author, Last Author and Institution

· The null hypothesis; the point of the article; the idea being explored.

· Very Brief Background of motivation of author to explore this topic/area.

· Methods

· Randomization

· Prospective, Retrospective, Case Control

· Specific drugs, doses, brand equipment used.

· Time course of interventions
· Review of the statistical methods applied.
· Results

· Critique

· Strength of conclusions based on study design

· Strong points of study

· Weak points of study

· Applications to practice or further research

GI and Hepatology Journal Club

Competencies

1. Patient Care

Principal Educational Goals

· To identify the limits and parameters of current knowledge in a variety of Gastrointestinal and Hepatic disorders, in order to make informed recommendations about prevention, diagnostic and therapeutic options to patients based on available scientific evidence.

· To make informed recommendations about prevention, diagnostic and therapeutic options to patients based on available scientific evidence.

· To learn how to access and use the medical literature in order to develop management plans.

2. Medical Knowledge

Principal Educational Goals

· To identify the current direction and interest within the field of Gastroenterology and Hepatology in order to stimulate and formulate original research studies to advance the field. 

· To broaden their current knowledge base

· To understand how the knowledge base in basic and clinical science is advanced.

· To appreciate methodology in critical thinking, clinical problem-solving, and derivation of evidence-based population studies.

· To learn to critically evaluate the sources of medical information. 

3. Practice-Based Learning and Improvement

Principal Educational Goals

· To consider how recommendations in the medical literature can be applied to implement strategies for continuous improvement in patient care practices.

4. Interpersonal Skills and Communication

Principal Educational Goals

· To interact with colleagues in a respectful and appropriate environment that fosters analytical and critical review and modification of the existing base of medical knowledge.

· To foster interpersonal relationships which build team effort and participation.

5. Professionalism

Principal Educational Goals

· Be cognizant of standards of academic and scientific integrity. 

· Develop habits of literature review that foster a commitment to continuous professional medical education and development.

6. Systems-Based Practice

Principal Educational Goals

· Seek evidence-based conclusions, and learn to consider how to apply these conclusions to the practice of medicine.

· Learn to consider how clinical practice management guidelines based on medical literature can be applied effectively in different systems of healthcare.

9. Research Conference

This quarterly conference involves the GI faculty, research staff, GI fellows, as well as rotating resident house staff and students.  This conference focuses on the basic science and fundamental research techniques, with particular attention to biostatistics.  By invitation of the Division Chief, researchers in related or overlapping fields from other divisions and departments may be incorporated periodically.  Our goals are to enhance the relevance of research to the clinically oriented fellows, by incorporating the elements of translational research into their conferences, held in conjunction with our research faculty.

Research Conference Competencies
1. Patient Care

Principal Educational Goals

· To gain an understanding of the mechanisms, strengths and limitations of medical research techniques and methods that will allow meaningful interpretations and transitions in a “bench to bedside” approach to patient care.  

· To learn how to bring patient care motivated questions to the research lab in order to generate answers that will benefit patients broadly.

2. Medical Knowledge

Principal Educational Goals

· To review the basic sciences relevant to investigational techniques in Gastroenterology and Hepatology.

· To learn the methodology applied in research.

· To learn to critically evaluate medical knowledge based upon the methods, techniques and scientific strength of the investigation used to draw the conclusions. 

3. Practice-Based Learning and Improvement

Principal Educational Goals

· To acquire the scientific sophistication to question and investigate product and pharmaceutical claims before utilizing those products in clinical practice.  

4. Interpersonal Skills and Communication

Principal Educational Goals

· To interact with colleagues in a respectful and appropriate environment that nonetheless fosters analytical and critical review and modification of the existing base of medical knowledge.

· To foster interpersonal relationships which build team effort and participation.

5. Professionalism

Principal Educational Goals

· Be cognizant of standards of academic and scientific integrity. 

· Be able to recognize and separate high quality research methodology from deficient practices and techniques.

6. Systems-Based Practice

Principal Educational Goals

· To learn to analyze the strength of recommendations for prevention, diagnosis and disease management based upon the integrity and quality of the research methodology underlying those recommendations.
10. Gastrointestinal Physiology Seminar (Basic Science Conference)
This conference has been folded into the weekly GI core curriculum conference series.  Topics are an in-depth and up-to-date review of an area in gastrointestinal, hepatobiliary, nutritional, or oncologic physiology.  Examples of topics are below.

Enteric Nervous System

Mucosal Immunology

Mechanisms of Gastrointestinal Inflammation

Cellular Growth and Neoplasia

Mechanisms and Pathophysiology of Diarrhea

Physiology of bilirubin metabolism and Pathophysiology of cholestatic liver disease

Enterohepatic circulation of bile acids and gallstone formation

Exocrine pancreas secretion 

Nutrient digestion and absorption

Synthesis and dysregulation of fatty acid metabolism in the liver

Gastric secretion

Gastric motility

Colonic motility

Intestinal electrolyte absorption and secretion

Basic Science Conference Competencies

1. Patient Care

Principal Educational Goals

· To gain an understanding of the basic mechanisms of digestive physiology in health and their dysregulation in disease.

· To facilitate an understanding of the scientific rationale upon which clinical, pharmacological and surgical interventions are built.

2. Medical Knowledge

Principal Educational Goals

· To review those basic science concepts integral to the specialty of digestive diseases and hepatology.

3. Practice-Based Learning and Improvement

Principal Educational Goals

· Identify areas of deficiencies in scientific knowledge and implement strategies to correct these deficiencies.

4. Interpersonal Skills and Communication

Principal Educational Goals

· To learn to teach colleagues constructively and effectively.

5. Professionalism

Principal Educational Goals

· Demonstrate respect in relationships with colleagues.

· Be able to identify deficiencies in peer performance.

6. Systems-Based Practice

Principal Educational Goals

· To appreciate the breadth and limitation of the science which may strengthen or detract from the value of evidence-based medical studies in various disease conditions.

11. Steering Committee Meeting/Program Evaluation Committee (PEC)
The GI Fellowship Steering committee meets every other month to discuss the progress of the educational program, review whether the educational goals of various rotations are being met, monitor the progress PEC program improvement projects, discuss any breaking issues in graduate medical education, or any program specific problems. The Fellowship Steering Committee consists of all the fellows, and at least three faculty members, including the Program Director and Assistant Program Director. It is a subcommittee that reports to the Program Evaluation Committee (PEC).

The PEC meets twice per year (at end of year) to annually review the curriculum, program quality indicators, as well as the progress of annual programmatic improvement projects previously agreed upon. The PEC also outlines future program improvement projects and methods for monitoring and measuring the progress of improvement projects.  The PEC is composed of 2 faculty as appointed by the Program Director (in this program, usually the Program Director and Assistant Program Director) and 2-3 fellows, consisting of second and third fellows, appointed ultimately by the Program Director but following fellow (peer) recommendations. This committee also prepares the annual program evaluation (APE).

The annual program evaluation (APE) is a documentation of the progress improvement projects in the past, with progress updates with measurement tools.  The document shows programmatic goals, and evaluates evidence that those goals are or are not being met. The document also discusses and documents programmatic strengths, weakness, opportunities and threats.  The APE, after approval by the PEC, is reviewed with Division leadership, and then with the faculty and fellows in the Division.   

12. Radiology Conference
This conference is a didactic lecture given by radiology faculty to the GI fellows. See conference schedule. 
Radiology Conference Competencies
1. Patient Care

Principal Educational Goals

· To enhance the fellow’s ability to interpret radiologic studies.

· To enhance the fellow’s capacity to recommend rational diagnostic studies, including sound alternatives to endoscopic procedures.

2. Medical Knowledge

Principal Educational Goals

· To expand one’s knowledge of gastrointestinal anatomy and radiologic visualization.

3. Practice-Based Learning and Improvement

Principal Educational Goals

· To identify knowledge and skills deficits relative to GI Radiology issues and implement a strategy to correct those deficits.

4. Interpersonal Skills and Communication

Principal Educational Goals

· To learn to work with Radiologists in providing optimal care for patients being evaluated for Gastroenterologic disorders or problems.

· To learn how to better communicate the nature of these studies including their benefits and risks to patients.

5. Professionalism

Principal Educational Goals

· To behave professionally with Radiology colleagues

6. Systems-Based Practice

Principal Educational Goals

· To learn how Radiologic studies are delivered in the health care system.

· To learn how to facilitate multidisciplinary interactions between Gastroenterologists and Radiologists in providing optimal health care to patients with complex problems.

13. IBD Case Conference
This conference is run by second year fellows. Interesting IBD cases are presented by fellows and discussed amongst IBD faculty and fellows. This is an informal case discussion in which the EMR will be used to look at data including labs, radiology etc. 

14. IBD Live

The last Thursday of every month at 7am is a live video conference with multiple IBD centers throughout the country. This is a great opportunity to discuss cases with the experts. It is multidisciplinary, and usually the colorectal surgeons attend as well. There are often pathologists at some sites. Our division can present at some conferences so if there is a case you want to present speak with one of the IBD faculty. 

15. Pancreatobiliary Case Conference

Select Thursdays at noon (see Medhub calendar). This is an informal case discussion with the Advanced Endoscopy attendings, run by second years. 

16. Colorectal/Lower GI Case Conference
This conference is an informal case discussion with GI and colorectal surgery attendings and fellows. The second years will prepare cases to discuss. There should be at least 
17. Guidelines Review
Run by second year fellows and attendings. There will be about 9 guideline sessions per year. Each second year will be responsible for choosing 1 guideline and teaching everyone about it. You will also need a faculty member facilitating the session (eg. IBD guidelines with one of the IBD experts or HBP cases with ones with one of the advanced attendings). The attendings will be responsible for selecting and presenting the 6 other guidelines (the attending’s will be assigned by the program director and coordinator). 
18. Board Review
Utilizes DDSEP questions/answers to go over board-style multiple choice questions. There is always an attending assigned to discuss the questions with the fellows. 

19. Endoscopy Conference


Four sessions throughout the year to have hands on experience. Topics may change yearly but can include such things as electrocautery, setting up the scope/scope troubleshooting, over the scope clips, Blakemore tube insertion. 

20. Hepatology Conference
Didactic sessions given by hepatology attendings on select hepatology topics of interest to the fellows. Approximately 6 sessions per year at noon on AC4. 

9. TEACHING EXPERIENCE

Subspecialty fellowships in Internal Medicine must provide the fellow the opportunity to teach general medicine residents, medical students, physicians and other professional colleagues.

There are a variety of venues for this experience in the Gastroenterology training program at URMC/Strong Memorial Hospital.  The more structured and deliberate teaching activities include the fellow’s presentation of didactic conferences to the clinical Gastroenterology division.  These include Clinical Conference, GI-Pathology Conference, Basic Science Seminar, Research Conference, and Journal Club. Attendants at these conferences include physicians, often of multiple disciplines, nurse practitioners, nurses, residents, and students.  In addition, for one or more years during the fellowship, the fellows have the unique opportunity to participate in the medical school’s Problem Based Learning Curriculum as a small group preceptors for medical students.  Their participation in this program is accompanied by formal training through the medical school in the teaching skills required of a small group preceptor for case based learning.  

Equally important are the experiences in clinical inpatient and outpatient consultation, during which the written assessment and management recommendations formulated represent an opportunity to teach students, residents, mid-level practitioners, and referring physicians.  The faculty stresses the importance of skillful communication used as a teaching tool in the teaching hospital environment.

Both residents and students elect rotations in Gastroenterology and during these electives the fellow participates in the supervision and education of these team members, both cognitively and procedurally.

Teaching Experience

Competencies

1. Patient Care

Principle Educational Goals

· Recognize the opportunity to teach colleagues on the cognitive aspects of Gastroenterology and Hepatology thru the venue of providing clinical consultation.

· Recognize the opportunity to teach colleagues on the proper indications, preparations, and post-procedural care for the various diagnostic and therapeutic procedures in Gastroenterology and Hepatology.

2. Medical Knowledge

Principle Educational Goals

· Utilize the opportunity to teach colleagues in formally prepared didactic sessions as a stimulus to acquire and communicate knowledge of basic and clinical science that underlies the practice of Gastroenterology and Hepatology.  

· Utilize the opportunity to teach colleagues in Journal Club as a means of accessing and critically evaluating current medical information and evidence, and modify knowledge base accordingly.

3. Practice-Based Learning and Improvement

Principle Educational Goals

· Recognize opportunities for presentation at Morbidity and Mortality oriented conferences as a means of analyzing and evaluating practice experiences, and communicating strategies to improve patient care to other practitioners.

4. Interpersonal Skills and Communication

Principle Educational Goals

· Interact with students, residents, colleagues in a manner that fosters enthusiasm for learning, and sustains their interest during presentations.

· In presentations, learn how to clearly identify the goals/objectives of the presentation and set about methodically achieving those goals/objectives.  

· Become facile with styles, techniques and audio-visual technologies that facilitate effective communication to a professional audience.

· Communicate through consultation in a manner that serves to educate the referring health care providers, reinforces a productive relationship, and sustains the patient’s trust and confidence in their referring physician.

5. Professionalism

Principle Educational Goals

· Learn to teach others in a manner that is respectful.

· Demonstrate sensitivity to patient confidentiality in teaching situations.

· Demonstrate personal integrity in the communication of information to others.

6. Systems-Based Practice

Principle Educational Goals

· Recognize and utilize opportunities to teach evidence-based medicine and cost-conscious strategies in prevention, diagnosis and disease management.

10. HUMANISTIC and PROFESSIONAL DEVELOPMENT ISSUES


The program utilizes a variety of resources to teach, assess, and measure outcomes to insure that the GI fellows have achieved competence in Interpersonal Skills, Communications and Professionalism.

Interpersonal Skills and Communication is an area regarded as a core competency in physician training. Fellows are expected to demonstrate interpersonal and communication skills that enable them to establish and maintain professional relationships with patients, families, and other members of health care teams.

· Provide effective and professional consultation to other physicians and health care professionals and sustain therapeutic and ethically sound professional relationships with patients, their families, and colleagues.

· Use effective listening, nonverbal, questioning, and narrative skills to communicate with patients and families.

· Interact with colleagues, both referring physicians and other consultants, in a respectful and appropriate fashion.

· Maintain comprehensive, timely, and legible medical records.

Professionalism is also a core competency.  Fellows are expected to demonstrate behaviors that reflect a commitment to continuous professional development, ethical practice, an understanding and sensitivity to diversity and a responsible attitude toward their patients, their profession, and society.  The following goals are required:

· Demonstrate respect, compassion, integrity, and altruism in their relationships with patients, families, and colleagues.

· Demonstrate sensitivity and responsiveness to patients and colleagues, including gender, age, culture, religion, sexual preference, socioeconomic status, beliefs, behaviors and disabilities.

· Adhere to principles of confidentiality, scientific integrity, and informed consent.  

· Recognize and identify deficiencies in peer performance.

Although we have a variety of interactive exercises regarding these issues, detailed below, we also utilize the more traditional exposure and assessment techniques.  The competencies of Interpersonal Skills and Communications, and Professionalism are two of the areas assessed by specific questions on our MedHub Fellow evaluation by Faculty with specific questions, whose answers are linked to these competencies.  These are  completed by the key clinical faculty of the training program.  These evaluations are reviewed semi-annually with the fellows by the Program Director.  Further assessment is provided through the 360o evaluations completed additionally by: their peers; the PA’s and NP’s they work with in clinics and in the hospital; the endoscopy nurses; as well as administrative and clerical staff. An unsatisfactory rating jeopardizes the annual reappointment to the fellowship as well as credit by the American Board of Internal Medicine for the year of training.   


The key clinical faculty of the training program play a critical role as role-models.  They are evaluated annually for their humanistic qualities by the fellows, as well as residents and students who rotate with them.  Qualities of integrity, respect, compassion, responsibility, courtesy, sensitivity to patient comfort, and professional attitudes and behaviors are assessed.  A faculty member’s evaluation is summarized annually by the Program Director of the Fellowship, reviewed with the faculty member, and presented to the Division Chief for review.  This insures that only faculty demonstrating appropriate humanistic and professional qualities are exposed to the fellows as key clinical faculty in the training program.  In addition, all faculty are required to complete a Human Subject Protection Program administered through the University to insure the highest standards in biomedical ethics as they apply especially to arenas of research.

The Fellows also receive attend conferences put on by the Faculty in the following areas:  Delivering Bad News in Gastroenterology and Hepatology; How to Globally Deal with Endoscopic Complications; Dealing with Finances after Fellowship.


All Fellows are required in their Fellowship to attend the Fellows Academic Core Curriculum, a series of lecture and interactive programs, organized by the University (Pediatrics Department).  These include the following topics (list not all inclusive): Physician Impairment; Ethics Consult Service; QA-QI PDSA; Mentoring; Coding; Malpractice Prophylaxis; Research Ethics; Care Coordination; Work-Life Balance; Diversity Training; Quality Improvement Projects.       


As mentioned above, a very highly progressive variety of interactive exercises are employed in our program to help fellows achieve competency in these areas.  The University, of course, provides an orientation for new fellows which covers issues in professionalism, ethics, physician impairment, and medical legal aspects of health care, and the GI division specifically distributes materials specifically on Risk Management for the GI Endoscopist, prepared by The American Society for Gastrointestinal Endoscopy.  

The University of Rochester requires participation in an Advanced Practice Strategies Patient Safety Course, including the following topics: 

· The Nature and Causes of Errors and Injuries I Health Care

· Preventing Errors and Injuries in Health Care Using Systems Theory.

· Responding to Adverse Events and Errors in Health Care

· Using Systems Theory to Understand Errors and Injuries in Health Care

·  
Furthermore, each Fellow annually is taught and expected to report system or anecdotal errors to the URMC RL Solutions website, in order to demonstrate their knowledge of recognizing errors that affect Patient Safety.  In addition, fellows are encouraged to participate as active members of Hospital-wide Quality Improvement teams. 
Lastly, membership in Professional societies pertinent to our specialty is an important aspect of professional growth and behavior.  Fellows are sponsored for trainee memberships to the American College of Gastroenterology, the American Gastroenterological Association, and the American Society for Gastrointestinal Endoscopy.  Travel and accommodations to at least one national conference is guaranteed to be sponsored for the second year and third year fellows; in addition, any additional fellows who have a paper accepted for presentation to any of our national meetings are also sponsored for their travel expenses.    

11. Quality Assurance and Performance Improvement

Fellows are required to demonstrate competence in Practice-Based Learning and Improvement. In addition to the Quality and Safety participation mentioned above, as discussed under our section on Conferences, the multidisciplinary quality assurance (QA) conference is one such mechanism for fellows to observe and subsequently participate in learning this process.

However, in order to demonstrate that they have acquired an understanding and competence to perform in this area, each fellow is responsible for completing one Quality Improvement project during the course of the fellowship.  This is typically done in the second year, concurrently with their research projects, and in some cases, one project may serve elements of both fulfilling a QI project and lead to published scholarship in clinical investigation.  The necessary elements of the QI project are as follows:
a. The fellow identifies a quality issue parameter to measure in the clinical practice.  For example, one project has been to measure the current success rate of vaccinating our Hep C patients against HepA and HepB.

b. The fellow then designs an intervention, the purpose of which is to improve upon the previously measured parameter.

c. The fellow then remeasures that QI parameter to measure the impact of their intervention.

 Plans for the QI project are reviewed and documented at the end of year evaluation, at the end of the first year.  Participation in a QI project is mandatory.
As part of the CLER initiative, the University of Rochester has also started in 2017 several  system-wide quality improvement projects, that involve residents and fellows proactively.  These selected year long projects, serve as a teaching avenue for the development of cost effective improvements. 
12. EVALUATION PROCESS and FORMS

A.  Evaluation of Candidates for Fellowship: Eligibility, Selection, Appointment, and 

      Promotion
B. Evaluation of Fellows by Faculty
C. Evaluation of Faculty by Fellows
D. Evaluation of Program

E. 360o  Evaluation Process

F. Conference Evaluation
G. Self-evaluation

A. Evaluation of Candidates for Fellowship:  Eligibility, Selection, Appointment,  and Promotion.
i. All appointments to the fellow staff of the University of Rochester Medical Center must hold a M.D. or D.O. degree and must be graduates of schools approved by the LCME or the AOA or, in the case of international schools, approved for listing by the World Health Organization or equivalent accrediting bodies.  A letter of recommendation from the Dean of the medical school is required, and copies of medical school transcripts.  

ii. All candidates must have satisfactory completion of three years in (and be graduated from) an ACGME accredited internal medicine training program, prior to starting the fellowship program.  It is anticipated that most applicants will be PGY-3 or higher level.  It is necessary for the medical residency program director to indicate in their letter of recommendation that the candidate is in good standing and is anticipated to meet all requirements for graduation.  A copy of the certificate of graduation from the medical residency program must be presented at the start of the fellowship program.

iii. Each applicant must complete the Universal Application Form in Gastroenterology/Hepatology and submit it with supporting documentation through ERAS to include:   a) a curriculum vitae listing educational background and experiences, scholarly and other accomplishments; b) a personal statement; c) Dean’s letter of recommendation; d) letter of recommendation from the medical residency program director (if training was completed at more than one residency, one letter is required from each former program director); e) at least additional three letters of recommendation (in addition to the Dean’s letter and the residency program director’s letter);  f) USMLE scores; g) Internal Medical Graduates (IMG) must meet the requirements of and possess a valid certificate from the ECFMG in order to be considered as an applicant; h) official medical school transcripts.

iv. Completed applications will be reviewed by the program director and an appointed application review committee, and the strength of the application is subjectively assessed.  Invitations to interview with faculty at the program will be extended to favorable applicants.

v. Interviewees will meet with at least three faculty members, and a rating score based on subjective impression will be assigned.

vi. Candidates cannot be offered a position without an interview.

vii. IMG candidates must either be a permanent resident, a U.S. citizen, or possess a J-1 visa.

viii. The Selection Committee or responsible designees by the program director will review the entire application, and assess the strength of the applicant based upon letters of recommendation, scores, personal statement, and interviewers rating scores.  The fellowship program participates in the Medical Subspecialty Matching program through NRMP. 

ix. Following selection and acceptance of the candidate, the recommendation of appointment is made by the Program Director to the Office of Graduate Medical Education (GME) of the University.  A copy of the request is sent to the Internal Medicine Administrator for Medical Education.  Request for appointment to the office of GME (by the Program) must be accompanied by copies of:

· Program’s offer letter and signed acceptance.

· Application, C.V., personal statement.

· Dean’s letter and medical school transcript

· Three letters of recommendation (including one from each former residency director)

· Medical school diploma and USMLE scores

· ECFMG certificate if applicable

The GME Office will send the official contract letter after the appointment has been approved.  A copy of this letter is sent to the program for filing.

x. Promotion

Each term of appointment is for the academic year July through June.  In February, the department submits the names of fellows meeting satisfactory performance for re-appointment to the GME office.  The fellow receives an official letter of re-appointment from the Director of that office, which must be signed and returned.  Re-appointment remains conditional upon continued satisfactory performance and progress for the remainder of the current academic year.  The assessment and evaluation of performance is detailed in the next section.

B. Evaluation of Fellows 


Each key clinical faculty member completes an assessment of fellows whom they have supervised in rotations on Inpatient Services; in their Attending Clinics; in the Fellow Continuity Clinics; in Endoscopy and Motility; and in conference and presentations.  These evaluations include global assessments, based much on curriculum oriented questions, but also on attributes that shape them as physicians, endoscopists and consultants.  See the Addendum for examples of these assessment forms and tools. The questions are linked to the Competencies and Subcompetencies (and so linking to the ACGME Milestone Assessment scales), in preparation for feedback and improvement. These are maintained in the fellow’s file.  Semi-annually, the Program Director meets with the fellows to review their evaluations, and the fellow verifies review of their performance with the Program Director by written signature. 

Our Clinical Competency Committee (CCC) (see below) will review and use assessment data including faculty member assessments of residents on rotations, self-evaluations, patient evaluations, and “360” evaluations by peers, nurses and other staff members. Endoscopy assessments by key members of the CCC, as well as numbers of cases of core procedures, is also assessed.   

The Program Director is responsible for appointing the faculty to the CCC. 

At a minimum the CCC will be comprised of three key members of the program faculty. In this program, six faculty members are appointed, including the Program Director. (Others eligible for appointment to the committee can include faculty from other programs and non-physician members of the health care team.)
The Clinical Competence Committee:

1. Reviews all fellow evaluation/performance semi-annually;

a. Aggregating/compiling multiple evaluations of individual trainees 

b. Tracking trainee participation in conferences, journal clubs, didactics 
c. Monitoring duty hour compliance 
d. Reviewing involvement in quality improvement and patient safety activities 

e. Review scholarly work 

f. Monitor procedure logs 

2. Prepare and assure the reporting of Milestones evaluations of each resident semi-annually to ACGME, and;

3. Advise the program director regarding resident progress, including promotion, remediation, and dismissal.

The Clinical Competency Committee will annually review their program-specific requirements to ensure compliance with all aspects of CCC duties, responsibilities and reporting to the ACGME.
 Annually, a written summative evaluation in prepared by the Program Director, in addition to the tracking required by the American Board of Internal Medicine.  All evaluations are maintained in the program files.  These help future administrators substantiate recommendations and evaluations of performance in response to inquiries from hospital credentialing and privileging boards, board certification from the ABIM, agency licensing bodies, etc.  Satisfactory evaluations are required for advancement and reappointment, and indeed for credit by the ABIM for the year of training.  The GME office provides the mechanism of academic due process in the event that an evaluation is disputed. 


The following are examples of Unsatisfactory and Superior Skills that the CCC take into account when assigning progress in the competencies and subcompetencies: 
1. Patient Care  

Unsatisfactory:
Incomplete, inaccurate medical interviews, physical exams, and review of other data; incomplete performance of essential procedures; fails to analyze clinical data and consider patient preferences when making medical decisions.  Shows poorly organized thinking, without regard to logical sequence, risk/benefit, evidence-based medicine, cost-containment issues; no capacity to meaningfully educate patients or referring physicians when indicated.

Superior:
Superb, accurate, comprehensive medical interviews, physical exams, review of other data, and procedural skills; always makes diagnostic and therapeutic decisions based on available evidence, sound judgment, and patient preferences.  Appropriate level of focus, specificity, clarity and effort in history, exam and differential diagnosis.  Recommendations for diagnostic and therapeutic interventions progress in an orderly and sensible method, and incorporate evidence of appropriate risk/benefit analysis, evidence-based medicine, and cost-consciousness where appropriate.  Shows evidence of educating patients and referring physicians when appropriate.

2. Medical Knowledge  

Unsatisfactory:
Limited knowledge of basic and clinical sciences; minimal interest in learning; does not understand complex relations or mechanisms of disease.  Little evidence of reading.  Poor effort at participating or attending divisional conferences.

Superior:
Exceptional knowledge of basic and clinical sciences; highly resourceful development of knowledge; comprehensive understanding of complex relationships and mechanisms of disease.  Enthusiastic participant in the educational activities of the division; visibly stimulated by new comprehension.

3. Practice-Based Learning Improvement

Unsatisfactory:
Fails to perform self-evaluation; lacks insight, initiative; resists or ignores feedback; fails to use information technology to enhance patient care or pursue self-improvement.

Superior:

Constantly evaluates own performance, incorporates feedback into improvement activities; effectively uses technology to manage information for patient care and self-improvement.

4. Interpersonal and Communication Skills  
Unsatisfactory:
Does not establish even minimally effective therapeutic relationships with patients and families; does not demonstrate ability to build relationships through listening, narrative or non-verbal skills; does not provide education or counseling to patients, families, or colleagues. 

Superior:
Establishes a highly effective therapeutic relationship with patients and families; demonstrates excellent relationship building through listening, narrative and non-verbal skills; excellent education and counseling of patients, families, and colleagues; always “interpersonally” engaged.

5. Professionalism 

Unsatisfactory:
Lacks respect, compassion, integrity, honesty.  Disregards need for self-assessment; fails to acknowledge errors; does not consider needs of patients, families, colleagues, does not display responsible behavior.

Superior:
Always demonstrates respect, compassion, integrity, honesty.  Teaches and/or role models responsible behavior; total commitment to self-assessment; willingly acknowledges errors; always considers needs of patients, families, colleagues.

6. Systems-Based Learning

Unsatisfactory:
Unable to access/mobilize outside resources; actively resists efforts to improve systems of care; does not use systematic approaches to reduce error and improve patient care.

Superior:
Effectively accesses/utilizes outside resources; effectively uses systematic approaches to reduce errors and improve patient care; enthusiastically assists in developing systems’ improvement.

Please see your flash drive for examples of assessment tools used by the Program to judge fellow skillsets, progression and progress, including examples of assessment questions linked to subcompetencies, 360 evaluations, self evaluation, etc.

Note that the year end evaluation also takes into account results of the inservice GTE exam administered by the AGA.

The program incorporates Nurse and Staff Review evaluations designed to particularly assess the competencies of patient care, practice-based learning and improvement, interpersonal skills and communication, professionalism, and systems-based practice.  Clinical Conference evaluation designed to assess the competencies of medical knowledge, practice-based learning and improvement, and interpersonal skills and communication. Written Consult Evaluations, evaluated in real time each and every day, are designed to assess the competencies of patient care, medical knowledge, interpersonal skills and communication, and systems-based practice.  The in-service training examination has been developed and is administered through the American Gastroenterological Association. The program pays for the annual participation of each fellow in the examination.  The trainee’s performance on the exam is available to the Program Director to help target areas for improvement, both in the context of an individualized learning plan, and also for improvements to the training program curriculum.  Fellows are evaluated by patients in their clinics. Fellows also complete and maintain up to date their self-evaluations (reviewed only with the Program Director) (see addendum).

It is important for the trainee at this level to realize the utility of assessment.  It is to allow the faculty members to help the fellows identify areas in need of attention, and hopefully to allow fellows to identify the means by which they may carry on a lifetime of self-assessment.       

C. Evaluation of Faculty


Fellows evaluate the key clinical faculty through the completion of an anonymous evaluation through Medhub, twice yearly.  The Program Coordinator summarizes the results of these evaluations, and the Program Director is provided only an anonymous summary of scores and comments.  This is prepared for presentation to the division chief, who then reviews the results with the individual faculty members.  Any issues of concern are identified and used for faculty counseling to help insure that the key clinical faculty and teaching faculty are appropriate for teaching assignments.



Please see the attached evaluation form used to assess Teaching Faculty in the Division, which utilizes the following generally accepted attributes that contribute to the optimal learning environment in the Program. 
Availability

· Prompt.

· Adhered to rounds and consult schedules.

· Kept interruptions to a minimum.

· Unhurried on rounds.

· Encouraged active housestaff participation.

Teaching

· Stated goals clearly and concisely.

· Kept discussions focused on case or topic.

· Asked questions in a non-threatening way.

· Used bedside teaching to demonstrate history taking and physical skills.

· Emphasized problem-solving.

· Integrated social/ethical aspect of medicine including cost-containment, pain control, patient management, humanism.

· Stimulated team members to read, research, and review pertinent topics.

· Explicitly encouraged endoscopic participation

· Motivated fellows to improve technique 
· Evaluated and communicated fellow's endoscopic and therapeutic ability in each case 
· Served as a role model in interactions with patients and staff
· Accommodated teaching to actively incorporate all members of team.

· Provided special help as needed to team members.

· Provided adequate procedural supervision.

Patient Care and Professionalism

· Placed the patient’s interests first.

· Displayed sensitive, caring, respectful attitude toward patients.

· Established rapport with team members.

· Showed respect for other physicians.

· Served as a role model.

· Was enthusiastic and stimulating.

· Demonstrated gender sensitivity.

· Recognized own limitations; was appropriately self-critical..

· Encouraged housestaff to bring up problems.

Medical Knowledge

· Demonstrated broad knowledge of medicine.

· Was up to date.

· Identified important elements in case analysis.

· Used relevant medical/scientific literature in supporting clinical advice.

· Discussed pertinent aspects of population and evidence-based medicine.

D. Evaluation of Program


The key clinical faculty review the educational effectiveness of the training program at  regular intervals at faculty meetings.  The Program Evaluation Committee (PEC) meets annually and is composed of faculty and senior fellows, as described elsewhere in this document. This committee is informed by the Fellowship Education Committee (FEC) (all fellows and select faculty, meets six times a year) and prepares the annual program evaluation (APE).  The PEC is a more formal review of the training program, its goals, effectiveness in achieving past objectives, and curriculum are reviewed.  A written evaluation of the program is formulated and is collected by the Program Coordinator, and anonymously summarized for review by the Program Director, the division chief and program faculty. In addition, our division sponsors an annual symposium in which a 1 year and 5 year graduate are brought back for a live discussion of their practice, and their comments regarding the strengths and weaknesses of their training program to meet clinical practice demands.  Their responses and assessment of the program is tracked and discussed during program evaluation.  There is an internal formal faculty evaluation of the program, conducted anonymously.  There is also a formal internal fellow evaluation of the program, also anonymous, administered through Medhub, which touches on the highlights below.  Example of the surveys can be found in the supplemental documents. The program also evaluates the faculty and fellow surveys administered by the ACGME in the spring of each year.  Finally, alumni of the program are surveyed through Survey Monkey as to the effectiveness of the training they received on their real world practices (also anonymous to assure honest answers). See the supplemental files for examples of the above.
E. 360o Evaluation Process


Another area to assess the competencies is through a “360o” process, in which Co-fellows, patients  and  the other members of the health care team provide feedback on a trainee’s development.  We have an assessment form to be completed by the endoscopy nurses, by Advanced Practice Providers and by the administrative and ancillary personnel of the digestive diseases unit. These staff members provide a unique insight into trainee development and behavior that may not be observed by attending faculty staff.  In addition, we have biannual patient evaluations of each fellow, provided from continuity patients in the fellow’s longitudinal 3 year continuity clinic.  These 360 assessments are used as an education tool for the Fellow to know how they are developing as mature physicians, endoscopists, colleagues and consultants. They can be found in medhub and in the flash drive you received at orientation.
H. Self-evaluation

Fellows are given a dynamic self-evaluation document for tracking their educational progress. This document is kept by the fellow confidentially and is to be updated quarterly. The fellow shows the document to the program directors at annual reviews. The document is meant to be a guide to the fellow as to their medical knowledge progress along the course of fellowship. See the document as outlined below:
Gastroenterology Fellowship

Ongoing Self-Evaluation of Core Curriculum Objectives

The purpose of this ongoing self-evaluation is solely to help you identify areas of the national Gastroenterology Core Curriculum (Third edition – May 2007) in which you may feel that you need to increase your personal knowledge or exposure prior to completion of your training.  

“Competence” implies that you have a strong familiarity with the didactic nature of the topic, you know how to apply that information to common clinical situations, you would recognize the significance of the topic as it applies peripherally to another clinical situation… and you are comfortable and capable of finding further information on a topic as needed. “Competence” does not imply “mastery” or “expertise”.   


Your self-evaluation is kept between you and your program directors.  It is not used in any way for assessment for promotion or graduation.

This is a dynamic document, meaning you should start this self evaluation now, and update it periodically through fellowship.  We would advise at least quarterly. Keep this document as your master document, and show it to your program directors at the end of year review in June each year of fellowship. Again, this is only to be used as your confidential guide as you progress in your fellowship, to help prepare you for life after fellowship and to help you note areas that you need to concentrate on for Board review. Only you, and your program directors, will see it. It does not go into Medhub. It does not go into your electronic fellow files.  It is your confidential copy, and your copy only.

Please apply the following number scale to each item:

1. This item represents a significant personal knowledge/experience deficit.  

2. I have some knowledge/experience with this item, but it is spotty and incomplete.  At my level of training, I believe that I will need to make special efforts to improve in this item prior to completion of my training.

3. I have some knowledge/experience with this item, probably appropriate for my level of training and the structure of activities in my training program.  I believe that I am progressing reasonably toward achieving competence by the conclusion of my training. 

4. I have much knowledge/experience with this item, and I believe that I am progressing well toward achieving competence before the conclusion of my training.

5. I am competent in my knowledge/experience with this item.

Acid Peptic Disorders:

1. The anatomy and histology of the esophagus, stomach and duodenum.

2. The physiology of gastric secretion.

3. Gastric acid analysis.

4. The evaluation and differential diagnosis of hypergastrinemia.   

5. The natural history, potential complications, and management of GERD.

6. The natural history, potential complications, and management of peptic ulcer disease.

7. The natural history, potential complications, and management of Barretts mucosa.

8. The role of H. pylori in acid-peptic disease.

9. The invasive and non-invasive techniques for diagnosing H. pylori infection.

10. The role of NSAIDs in UGI pathology.

11. Familiarity with the pharmacology of antacids, histamine-2 receptor antagonists, proton pump inhibitors, mucosal protective agents, prostaglandin analogues, and prokinetics. 

12. Endoscopic treatments, past and present, of acid-peptic disorders.

13. Applying the results of pH probe tests to clinical management.

Biliary Tract and Pancreatic Disorders:

14. (Basic) Embryology, Anatomy and Congenital Anomalies of the Biliary tree.

15. Physiology of gallbladder function and bile secretion.

16. Diagnosis and management of gallstones and common bile duct stones.

17. Evaluation of cholestasis.

18. (Basic) Embryology, Anatomy, and Congenital Anomalies of the Pancreas

19. Physiology of pancreatic exocrine secretion

20. Acute pancreatitis – natural history, complications, risk factors, diagnosis, management.

21. Chronic pancreatitis – natural history, complications, risk factors, diagnosis, management.

22. Evaluation and management of pancreatic cystic lesions. 

23. Molecular and genetic basis of cystic fibrosis and hereditary pancreatitis.

Cellular and Molecular Physiology:

24. (familiarity) Basic function of genes, chromosomes, and organization of DNA.

25.  (familiarity) Repair mechanisms for DNA, and clinical implications for failure of these mechanisms.

26.  (familiarity) How genetic variability, such as single nucleotide polymorphisms (SNPs), have been applied as epidemiologic tools.

27. (specifics) Genetic basis for Gastrointestinal and Hepatic diseases, such as Hemochromatosis, Wilson’s disease, familial pancreatitis, cystic fibrosis, MEN-1, polyposis syndromes, colorectal cancer, and inflammatory bowel diseases.

28. (familiarity) Concepts of function of oncogenes and tumor suppressor genes.

29. (specifics) Genetic testing of Familial Adenomatous Polyposis and Hereditary Non-Polyposis Colon Cancer syndrome.

30. (familiarity) Process of cellular differentiation from stem cells in various tissues of the Gastrointestinal and Hepatic system.

31. (familiarity) Barrier function and polarity of the epithelium.

32. (familiarity) Innate and Adaptive mucosal immunology.

33. (specifics) Function and organization of the enteric nervous system.

34. (familiarity) Basic principles of cellular receptor function, and cell signal transduction.

35. (specifics) Gastrointestinal regulatory peptides, including paracrine and autocrine hormones, and incretins.

36. (familiarity) Nitric Oxide metabolism and physiology.

37. (familiarity) Mechanisms of graft vs host disease.

38. (familiarity) Basics of transplant biology.

Endoscopy:

39. Technical aspects of diagnostic EGD

40. Technical aspects of therapeutic EGD (hemostasis)

41. Technical aspects of stricture dilation

42. Technical aspects of percutaneous gastrostomy

43. Technical aspects of diagnostic colonoscopy

44. Technical aspects of polypectomy

45. Technical aspects of video pill enteroscopy

46. Technical aspects of ERCP

47. Technical aspects of EUS

48. Safe and effective application of moderate sedation

49. Advanced Cardiac Life Support

50. Application of a quality assurance program to endoscopic practice

51. Recognize the appropriate clinical indications and contraindications for diagnostic and therapeutic endoscopy.

Ethics, Economics, and Systems-Based Practice:

52. Understand the different clinical practice environments for practicing medicine.

53. Basics of medical insurance and reimbursement.

54. Understand professional conduct and responsibility.

55. Identification of impaired physicians, boundary violations, stress and fatigue, depression (self and colleagues)

56. Participate in quality assurance meetings and projects.

Geriatric Gastroenterology:

57. Appreciate the impact of age and age-related disorders and dysfunction on patient communication, support systems, drug therapy and drug interactions.

58. Appreciate changes in normal range of gastrointestinal function with ageing.

59. Appreciate gastrointestinal disorders which are more common in the elderly.

Hepatology:

60. Basic anatomy and embryology of the liver.

61. Evaluation and management of acute hepatitis (all causes).

62. Evaluation and management of fulminant hepatic failure.

63. Evaluation and management of chronic hepatitis (all causes).

64. Management of complications of cirrhosis.

65. Selection and care of patients awaiting liver transplant.

66. Post-transplant care.

Inflammation and Enteric Infectious Diseases:

67. Basic mechanisms of inflammation.

68. Composition and distribution of normal enteric flora.

69. Epidemiology and clinical manifestations of enteric pathogens.

70. Pathophysiology of infectious diarrhea.

71. Indications and contraindications to antimicrobial therapy.

72. Diagnostic tests available for enteric pathogens.

73. GI and Hepatic manifestations of AIDS-related infectious pathology.

74. Differentiating causes of enteritis and colitis.

75. Differentiating inflammatory from non-inflammatory diarrhea.

76. Diagnosis, evaluation and management of Crohn’s disease.

77. Diagnosis, evaluation and management of ulcerative colitis.

78. Metabolism and use of immunomodulators.

79. Appropriate use of biologic therapy, including safety, efficacy, and management.

80. Dysplasia surveillance in IBD.

81. Pouchitis.

82. Microscopic colitis.

83. Radiation enteritis and colitis.

84. Celiac disease - diagnosis, appropriate use and interpretation of serologic testing, HLA-testing, biopsy assessment, complications, management of comorbidites.

85. Diverticulitis - diagnosis, evaluation and management.

Malignancy:

86. Diagnostic testing for colon cancer.

87. Colon cancer screening guidelines.

88. Management of different types of polyps.

89. Management of polyposis syndromes.

90. Management of Hereditary Non-polyposis Colon Cancer syndrome

91. Screening and surveillance of Barrett’s mucosa and esophageal cancer.

92. Surveillance of familial pancreatic cancer.

93. Evaluation and management of pancreatic cancer.

94. Surveillance and management of cholangiocarcinoma and PSC.

95. Surveillance and management of hepatoma.

96. Evaluation and management of gastric cancer.

97. Evaluation and management of gallbladder cancer.

98. Evaluation and management of islet-cell tumors and MEN syndromes.

Motility and Functional Illnesses:

99. Anatomy and physiology of the enteric nervous system.

100. Fasting and fed (gastric) motility distinctions.

101. Visceral afferent signaling and visceral sensitization.

102. Pharmacology of prokinetics and anti-diarrheal drugs.

103. Hirschsprung’s disease.

104. Hypertrophic pyloric stenosis.

105. Swallowing physiology and pathophysiology.

106. Achalasia, and other spastic motility disorders of esopohagus.

107. Gastroparesis - diagnosis and management.

108. Acquired disorders of small bowel motility.

109. Defecation disorders - evaluation and management.

110. Sphincter of Oddi dysfunction, and gallbladder dyskinesia.

111. Reading esophageal manometry studies.

112. Reading anorectal motility studies.

Nutrition:

113. Basic principles of nutrient requirements.

114. Basic mechanisms of digestion and absorption.

115. Methods of assessing nutritional status.

116. Effects of starvation and malnutrition.

117. Advantages and disadvantages of different routes of nutrition support.

118. Monitoring nutritional support.

119. Mechanisms and management of obesity.

120. Ethical and legal issues in withdrawal of nutrition support.

Pathology:

121. (familiarity) Spectrum of normal histology throughout the GI system.

122. Histological spectrum of dysplasia characteristics.

123. Recognition of GERD changes.

124. Recognition of Barretts mucosa.

125. Recognition of eosinophilic esophagitis.

126. Recognition of gastritis, and peptic ulcers.

127. Recognition of celiac disease.

128. Recognition of inflammatory bowel disease.

129. Recognition of polyps.

130. Recognition of cancer of esophagus, stomach, colon and pancreas.

131. Recognition of chronic liver diseases, especially features of autoimmune, chronic viral hepatitis, alpha-1-antitrypsin, cholestatic liver diseases, and hepatoma.

132. Recognition of graft-vs-host disease.

133. Recognition of ischemic colitis.

134. Understand the value and application and be able to compare and contrast different specimen collection techniques, such as brush cytology, FNA, core biopsy, wedge biopsy.

Pediatric Gastroenterology:

135. (familiarity) Necrotizing enterocolitis.

136. (familiarity) Meckel’s diverticulum

137. (familiarity) Intestinal malrotation

138. (familiarity) Neonatal jaundice differential.

139. (familiarity) Inborn errors of metabolism resulting in lipid or carbohydrate storage diseases.

140. (specifics) Cystic fibrosis.

Radiology:

141. Radiation safety and use of fluoroscopy.

Indications, utility, contraindications, basic image interpretation of normal anatomy and common disease, and costs of the following:

142. UGI series

143. Small bowel follow through

144. Enteroclysis or CT/MR enterography

145. Barium enema

146. Defecography

147. CT scan

148. MRI

149. MRCP

150. Angiography

151. HIDA and CCK-HIDA scan

152. Tagged RBC scan

153. Nuclear gastric emptying scan

154. Octreotide scan

155. Ultrasound

156. Cholangiography

Surgery:
(familiarity with indications, contraindications, nature and physiologic consequence of the anatomic revisions, post-operative outcomes)

157. (familiarity) Anti-reflux procedures

158. (familiarity) Ulcer surgery

159. (familiarity) Bariatric operations

160. (familiarity) Gallbladder surgery

161. (familiarity) Pancreatic surgery

162. (familiarity) IBD surgical procedures

163. (familiarity) Ostomies

164. (familiarity) Portosystemic shunts

165. (familiarity) Liver transplantation

166. (familiarity) Esophageal cancer surgery

167. (familiarity) Gastric cancer surgery

168. (familiarity) Pancreatic cancer surgery

169. (familiarity) Colon cancer surgery

170. (familiarity) Liver cancer surgery

Women’s Health Issues in Digestive Disease:

171. Awareness of gender differences as they pertain to the doctor-patient interaction.

172. Aware of gender differences as they pertain to different cultures, influencing presentation and compliance.

173. Aware of the impact of emotional, sexual, and physical abuse and their consequences on gastrointestinal health.

174. Aware of gender differences in identifying stressors and coping strategies.

175. Aware of gender differences in the presentation and pathophysiology of gastrointestinal and liver disorders. 

176. Awareness of the impact of the menstrual cycle and menopause on gastrointestinal function.

177. Awareness of differences in medication pharmacokinetics.

178. Awareness of issues of fertility and fecundity as they apply to specific gastrointestinal and liver disorders.

179. Awareness of clinical presentations during pregnancy of common clinical disorders (e.g. GERD, gallstones)

180. Awareness of gastrointestinal and liver diseases unique to pregnancy.

181. Awareness of maternal-fetal transmission of medications and infectious agents (specific to gastrointestinal and liver disorders)

182. Awareness of the pharmacokinetics of commonly used medications in the treatment of gastrointestinal and liver disorders during breast-feeding.

183. Safety of various imaging modalities during pregnancy.

184. Awareness of the safe practice of endoscopy and sedation during pregnancy.

185. Awareness of gastrointestinal disorders that result as a consequence of delivery and its complications.

13. MOONLIGHTING POLICY

and

DUTY HOURS REGULATIONS 

1. Moonlighting (clinical activities outside of the normal training program activities, for which the trainee is paid), is permitted subject to approval by the Fellowship Program Director.  

a. Moonlighting is optional. 

b. Moonlighting may not interfere with the ability of the trainee to achieve the goals and objectives of the educational program. Such activities outside the training program may be prohibited to the extent that they may interfere with training program responsibilities.

c. The hours devoted to moonlighting are inclusive and added to normal duty hour restrictions and will be monitored by the program director. Trainee work hours inclusive of moonlighting hours must not violate work hour limits as detailed according to University/ACGME/NYS work hour policies. The trainee is responsible for reporting all moonlighting activity to the program director via MedHub. 
2. Approval for moonlighting is not automatic.  Moonlighting commitments will be approved based upon the fellow’s satisfactory discharge of his/her clinical responsibilities and educational progress in the training program, and in compliance with the University, ACGME and NYS regulations.

a. Formal approval will be required for all moonlighting commitments.  If a fellow is found to be moonlighting without permission, he/she could lose moonlighting privileges.

b. Approval to moonlight is granted through the end of the current academic year and must be requested for each subsequent year.

3. Prior to engaging in moonlighting activity, the fellow must have:

1. A primary full time appointment in an ACGME accredited training program sponsored by the University of Rochester Medical Center. 

2. U.S. citizenship or Permanent Residency Status (trainees with a J-1 visa sponsorship are not eligible). 

3. Written approval from the program director, using the Moonlighting Request Form. 

4. Completed at least one year in an ACGME accredited training program. 

5. Status of good standing in his/her training program. 

6. Performance monitored to ensure trainee maintains good standing in his/her training program as documented by satisfactory evaluations (at least semi-annually). If the trainee receives an unsatisfactory evaluation at any time or is terminated from his/her program, the moonlighting appointment will be immediately terminated. If a trainee receives an unsatisfactory evaluation, moonlighting may not be renewed for the remainder of the training program. The Medical Staff Office must be notified by the training program director if a trainee’s moonlighting privileges are removed. 

4.  There are three moonlighting categories available to GI fellows
1. Traditional Moonlighting Inside URMC 

· Trainees may work as a physician in their own or other departments, within the UR system. The moonlighting activities may be under general supervision if the resident/fellow has previously been appropriately credentialed, by the training program, to perform the specific activities under general supervision; if not, the resident/fellow must be directly supervised by the attending physician. 

· Payment is by extra compensation. Professional liability insurance provided by URMC to cover these activities will be the responsibility of the hiring department. Services rendered by trainees, under general supervision, may not be billed. 

· Trainee must obtain a NYS medical license and Federal DEA number 

· Must submit the GME Traditional Moonlighting Request Form (MedHub Resources) to Program Director & complete GME Moonlighting Application required by the Medical Staff Services (http://sharepoint.mc.rochester.edu/sites/MSO/MSSWebsite/Credentialing/Applications/GME%20Moonlighting%20Application.pdf).

2. Traditional Moonlighting Outside URMC 
· Trainee works as a physician outside of the URMC system. 

· Trainee must meet requirements of the employer. 

· Malpractice insurance coverage must be purchased by the trainee; malpractice provided by the University is not valid for traditional moonlighting outside URMC. 

· Trainee must use own DEA (if applicable) and must use the DEA prefix of the hospital in which he/she is moonlighting (NOT URMC’s). The URMC DEA number/suffix assigned to the trainee must not be used outside URMC. 

· Hours worked must be entered by trainee in MedHub Duty Hours system and monitored by the Program Director. 

· Trainee must submit the Traditional Moonlighting Request Form to Program Director for signature and follow approval process for outside hiring institution.

3. Independent Practice Outside of Training Program 
· Trainee provides patient care services in his/her board eligible/certified field outside of the duties and curriculum of his/her current training program. 

· The trainee must have a secondary appointment as an Instructor or above and must request and be granted privileges in the Medical Staff Office to practice independently in the board eligible/certified field of training to work at URMC sites. 

5.The GI fellow must at all times be in strict compliance with ACGME and NY State DOH Work Hours Regulations (Code 405).  To be in compliance, the GI fellow must follow:   
• An 80-hour weekly limit, averaged over four weeks; 

• An adequate rest period, which should consist of 8 hours of rest between duty periods; 

• A 24-hour limit on continuous duty, and up to six added hours for continuity of care and education; 

• One day in seven free from patient care and educational obligations, averaged over four weeks; 

• In-house call no more than once every three nights, averaged over four weeks; Residents must have at least 14 hours free of clinical work and education after 24 hours of in-house call; time spent on patient care activities by residents on at-home call must count toward the 80-hour maximum weekly limit. Residents are permitted to return to the hospital while on at-home call to provide direct care for new or established patients, which counts towards duty hours. These hours of inpatient patient care must be included in the 80-hour maximum weekly limit

Moonlighting hours count towards these limitations.  If there is a conflict between a moonlighting assignment and the fellowship program, the program shall take precedence.  Any fellow willfully violating these regulations will have moonlighting privileges cancelled immediately, and will jeopardize their academic progress with an immediate rating of Unsatisfactory on their evaluation form under the clinical competency of Professionalism.

Moonlighting hours must be tracked and reviewed by the Program.  Internal hours (hours spent moonlighting at an approved Strong Health care system site) are automatically reported to the Program by the payroll office.  External hours (hours spent moonlighting at a facility outside SMH) must be reported by the fellow on a monthly basis to the Program coordinator.  The Program Coordinator will track the hours against the call schedule.  Fellows who violate New York State work hour rules will be subject to immediate discontinuation of moonlighting privileges and will jeopardize their academic progress, as above.

Requests for moonlighting forms can be made via contacting the program coordinator or GME office and by visiting the Medical Staff Services Credentialing website (http://sites.mc.rochester.edu/departments/medical-staff-services/credentialing/).

14.  GI Fellow Delineation of Competencies

(Direct and Indirect Supervision (and sample Special Procedures form moderate sedation and balloon tamponade of varices)

DEFINITION OF LEVELS OF SUPERVISION:

DIRECT SUPERVISION: the supervising physician is physically present with the fellow and patient. 

INDIRECT SUPERVISION 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. 

INDIRECT SUPERVISION 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 other means of telephonic and/or electronic modalities, and is available to provide Direct Supervision. 

OVERSIGHT: the supervising physician is available to provide review of procedures/encounters with feedback provided after care is delivered. 

DELINEATION OF COMPETENCIES DESCRIPTIONS:

1. DIRECT SUPERVISION COMPETENCIES: All endoscopic procedures must be performed under direct supervision. Moderate sedation of patients prior to an endoscopic procedure must be performed under direct supervision until proof of competency is granted by the Program Director; thereafter, this can be performed under indirect supervision with direct supervision immediately available. 

INDIRECT SUPERVISION COMPETENCIES:   Indirect supervision competencies for fellows in Internal Medicine are defined as those as standard, usual and customary competencies acquired in the course of the acquisition of their professional degree and their qualifying specialty certificate.  This includes those activities appropriate in the diagnosis and treatment of patients with diseases diagnosed and treated by their supervising faculty.  Fellows who are approved under Indirect Supervision may perform the following procedures: evaluation through interview and physical examination (including breast and rectal examinations), selection of appropriate laboratory and radiologic studies, completion of the appropriate medical record, documentation of care, communication with patients and family regarding treatment and provision of emergency care in accord with service privileges and within scope of their training program.  In addition, the following procedures are approved under indirect  supervision: order writing, prescription writing, peripheral intravenous line insertion, venipuncture, blood culture, foley catheter placement.  Per GME and Hospital Policy, all fellows are required but not limited to training in advance cardiac life support, use of restraints, pain management, HIPPA, moderate sedation, and mandatory in-service. 

Examples of Indirect Supervision encounters:


a. Indirect Supervision with Direct Supervision immediately available: 

· all inpatient consultations

· most outpatient clinic visits

· non-endoscopic procedures such as abdominal paracentesis, arterial puncture for blood gas analysis, central venous line placement, nasogastric intubation. 

· Moderate sedation of patients about to undergo endoscopic procedure (only once the fellow has passed the moderate sedation exam and competency is granted by the Program Director). 


b. Indirect Supervision with Direct Supervision available: 

· some outpatient clinic visits

· on-call inpatient consultations (after hours)

· answering service phone call coverage of outpatient issues. 

SPECIAL PROCEDURES:  The specific procedures identified below are granted by proof of competency and approval by the training Program Director.









        

CORE PROCEDURES GAINED DURING RESIDENCY TRAINING


Abdominal Paracentesis Arterial Puncture for Blood Gas Analysis




Central Venous Line Placement 





Nasogastric Intubation  





SPECIAL PROCEDURES:  These procedures are part of the subspecialty fellowship training and require direct supervision by attending until skill level is demonstrated and signature appears below.






      

  APPROVED

        DATE


     

Gastroenterology

2. Placement of naso- or oro-gastric tube for

balloon tamponade  for emergent control of

       variceal hemorrhage.



(__________________ 
____________

3. Moderate sedation preparation of the patient

for whom the performance of a directly supervised

endoscopic procedure is anticipated within a few 

minutes. 





(_________________       
____________

__________________________________

Fellow’s Name (Please Print)

Based on the assessment measures established by the Department of Medicine the above named fellow has been granted practice privileges as delineated above.

________________________________________

Program Director’s Signature

NOTE:  The GI Programs Delineation of Competencies for each fellow is accessible to all health care providers on the hospital “I” drive.
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15.  SUPERVISION,

POLICY on ATTENDING NOTIFICATION.

 RESPONSIBILTIES FOR PATIENT CARE, 

LINES of RESPONSIBILITY,

 and ORDER WRITING POLICIES

A. Supervision

1. Supervision of Patient Care:

The definition of levels of supervision, the delineation of clinical competencies, and the specific policy on procedural supervision for GI fellows are detailed in sections #15 and #16.  

All fellows must be supervised in all clinical duties by a qualified attending physician.  The level of supervision and methods of interactions are detailed further under each core and elective rotation description.  However, the key concepts are as follows.  

All endoscopic procedures are subject to direct visual supervision, by the immediate presence of the on-site qualified attending physician located in physical proximity to the fellow and the patient.  All consultations, whether on the hospital service or in the clinic setting, are conducted by the fellow under indirect supervision with direct supervision immediately available.  Fellows must consult with the supervising physician regarding their assessment and management of each patient encounter.  Treatment plans must be in accordance with the attending physician’s recommendations.

All supervision is documented in concurrent fellow rotation schedules and attending physician consult and call schedules.  The GI Division maintains these schedules at all times for interested parties.

The working hours of the fellows must be supervised.  The chief fellow assigns the call duty schedules, subject to approval by the Program Director.  Inclusive of moonlighting hours and time on call, a fellow’s work hours averaged over a 4 week period must average 80 work hours or less, and otherwise also be in compliance with New York State and ACGME work hour regulations.  See addendum #13 for further details.

2. Fellow responsibilities for patient care:
GI fellow patient care interactions may be divided into two broad categories: the performance of endoscopic procedures, and consultative clinical care.

In the performance of endoscopic procedures, the fellow shall have the following responsibilities for patient care:

· The fellow must assure that the procedure is performed under the direct visual supervision of a qualified attending physician.

· The fellow must provide the appropriate pre-procedural assessment of the patient, including an assessment of the safety and adequacy of the procedural environment. Environmental requirements are taught during orientation to endoscopy.  Pre-procedural assessment shall include sufficient history and physical examination to determine that there are appropriate indications for the procedure, and to evaluate potential contraindications including but not limited to issues of adverse physical exam findings, anticoagulation, or acute cardio/pulmonary or neurologic instability.  There must be an assessment of the patient’s ASA category for consideration of appropriate method of sedation or anesthesia.  

·  The fellow must assure necessary preparation of the patient for the procedure and the procedural environment, including NPO status, bowel preparation when indicated, cardio/pulmonary and neurologic stability, process of informed consent with patient and/or family, intravenous access, need for prophylactic antibiotics, anticoagulation management, and determination of isolation status secondary to infectious agents.

· The fellow must participate in monitoring the patient during the procedure, with respect to comfort, privacy, and stability of cardiovascular and ventilation status.

· The fellow must monitor the recovery of the patient post-procedure, in accordance with hospital guidelines on recovery from different levels of sedation/anesthesia.  The fellow must assess and manage any procedural complications, including but not limited to pain, perforation, hemorrhage, allergic reaction, or compromise to cardiopulmonary or neurologic status.

· The fellow must dictate the procedural report in accordance with hospital guidelines, and assure a timely and accurate communication of the procedure for the medical record, the referring physician, and other relevant health care providers.  Inpatient reports must be typed into the chart in a timely manner (same day), with continuity of management recommendations to include guidance on diet, anticoagulation, GI medications, any further planned interventions, and appropriate follow up with the GI consultant.

· The fellow is should follow the results of any biopsies or other diagnostic tests conducted during the endoscopic procedure, including the communication of the results into the medical record, and to the patient and referring physician.

· Urgent changes in a patient’s status, by virtue of procedural complication, or diagnostic finding (e.g. cancer) must be communicated by the fellow to the receiving health care provider, whether that is the outpatient referring physician, or the inpatient managing physician.   
The performance of consultative clinical care includes clinical encounters on the consult service, the outpatient clinics, and on-call duties, whether by direct contact or over the phone.  In the performance of such duties, the fellow shall have the following responsibilities for patient care:

· The fellow must complete sufficient history, necessary examination, and review of necessary laboratories and/or radiologic studies in order to render clinical assessment and management recommendations.  This information must then be reviewed with the supervising attending physician, as determined by the nature of the activity, and as determined by the attending physician assignments, maintained on file in the division, the page office, and the on-call service.  Final assessments and management recommendations must be in accordance with the judgment of the supervising attending physician.

· The fellow must communicate with the supervising physician and subsequently with the referring physician in a timely manner commensurate with the clinical situation.  Emergent inpatient consultations must be evaluated within 20 minutes, and elective inpatient consultations within 24 hours.  Outpatient visit notes need to be completed within 72 hours. 

· On-call clinical encounters resulting in clinically significant assessments and management recommendations should be reviewed with the on-call supervising attending physician (e.g. assessment of a procedural complication).  On-call clinical encounters of an administrative nature (e.g. renewal of medication orders) or without significant clinical acuity (e.g. prescribing an anti-emetic in order to tolerate a bowel prep) do not require immediate review by an attending physician, but can be communicated to the responsible attending physician the next day either verbally, by email, or through documentation in the electronic medical record.

· The fellow must assure a continuity of follow up until resolution of the clinical episode.  For inpatient consultations, they will continue to round and write assessments and recommendations in the medical record as needed until the consultative services are determined by the attending physician to be no longer necessary.  Follow up may be provided, if needed, in the fellow’s continuity clinic.  Likewise, outpatient clinic follow up will be provided at intervals and of duration to be determined by the supervising clinic attending physician.      

3. Progressive responsibility for patient management:

Again, GI fellow patient care interactions may be divided into two broad categories: the performance of endoscopic procedures, and consultative clinical care.  

Endoscopic procedures are always performed under direct supervision.  There is therefore a gradual process over 3 years of transitioning the junior fellow from small, graduated steps in acquiring the hands-on skill of the endoscopic procedure in uncomplicated cases, to the senior fellow who is independently performing all elements of the procedure competently, under all severities of patient conditions (albeit still under direct supervision).   Likewise, the participation of the fellow in performing the pre-and post-procedural clinical assessments is one of achieving gradual independence under the direct supervision of the attending key clinical faculty.

Progressive management in consultative clinical care duties is arranged on several levels. First year fellows are not placed in an independent on-call duty rotation until after acclimating to the fellowship for two months.  At that point, they’ve gained a familiarity with the procedural routine, the facility, and a thorough orientation to the more common urgent clinical issues.  First year fellows rotate in a more general GI clinic setting, with more specialized clinics in Hepatology, Biliary disease, and Inflammatory Bowel Disease targeted to more senior fellows who have not only acquired the necessary preliminary education, but are also more likely to be encountering these patients in the advanced electives and procedures.  Third year senior fellows play a supervisory role to the first year fellows on the consult service, acting as councilors and facilitators in the delivery of timely, effective, and safe patient care.  Additionally, third year fellows return to the consultation service in a specially designed rotation named “Acting Consultant”.  During this rotation, they are expected and evaluated in their performance of a nearly independent role in the assessment and management of the patient consultation.      
A:  Supervision:  Specific Policy on Attending Notification
General:

At all times, the GI fellow has a supervising attending, whether in clinic, performing consults or procedures, or while on call.  The GI fellow should at all times feel comfortable, appropriate and secure in calling the supervising GI attending for assistance, especially while on call.  There is no tolerance within the University of Rochester for any supervising faculty to act in any manner which is discourteous, unprofessional, intimidating, unwelcoming, or otherwise unsupportive of the trainees they are supervising.  Any deviation in expected behavior is to be reported immediately to the Fellowship Program Director.      

Specific:

The attending on call is to be notified by phone immediately of any significant change in a patient’s status, including significant deterioration in clinical condition, transfer to the Intensive Care Unit, emergent surgery, other emergent procedural interventions, or death.  Clinically significant assessments and medical management decisions (especially regarding timing of needed endoscopic procedures) should be reviewed with the on call attending
B. Lines of Responsibility  


Terms:





1. Internal Medicine Residency Program Teaching Service –




This term applies to any patient admitted to and cared for by




an internal medicine residency team.



2. Internal Medicine Subspecialty Fellowship Program Teaching Service –

This term applies to any patient not admitted to and cared for by an internal medicine residency team, but rather admitted to and cared for by an internal medicine subspecialty fellow, supervised by a subspecialty attending.



3. Non-Teaching Services –

This term applies to patients cared for by an attending physician supported by physician extenders (NP or PA) without participation by residents or fellows.


Lines of Responsibility on Teaching Services:



1. On any teaching service, it is expected that decisions regarding 

diagnostic and therapeutic management will be reached through a genuine collaborative effort between the attending physician and the residents and/or fellows participating in the patients’ care.  Residents and fellows should not merely execute plans dictated unilaterally by an attending physician.

2. Since the attending physician is ultimately responsible for supervising each patient’s care, it is expected that the residents and fellows will communicate promptly with the attending physician regarding all important changes in each patient’s status and about all important diagnostic and therapeutic decisions.  

3. There must be direct verbal discussion of the plan of care at least every day between the attending physician and the residents and/or fellows participating in each patient’s care.

Lines of Responsibility on Non-Teaching Services

1. Residents and Fellows will have no responsibility for the routine care of non-teaching patients.  Should a medical emergency arise on a non-teaching patient, residents or fellows will respond immediately to requests for assistance and will stay involved until the emergency has been dealt with and patient safety assured.  Unless the patient is transferred to a teaching service, residents and fellows will have no ongoing responsibility for such a patient after the emergency has resolved.

2. When the Nurse Practitioner or Physician Assistant leaves for the day, they will provide a sign-out of their patients to the resident Night Floats.  The purpose of this sign-out is to allow the residents to deal more effectively and efficiently with emergencies that might arise.  Routine follow-up of laboratory data and other routine tasks on non-teaching patients should not be signed out to residents.

C. Order Writing Policies for Teaching Service Patients


1. Internal Medicine Residency Program Teaching Services

· All orders on residency program teaching service patients will be written by a member of the covering resident team or by the cross-covering resident if the covering team is out of the hospital.  Neither attending physicians nor fellows will write orders on residency program teaching service patients, except in the following situations:

· If no member of the resident team is immediately available and a delay in writing an order would cause harm or a significant delay in care to a patient, an order may be written by an attending physician or fellow.  When this occurs, the attending or fellow must page a member of the resident team at the time the order is written and notify him/her that the order is being written and the reason it is being written.

2. Internal Medicine Subspecialty Fellowship Program Teaching Services

· All orders on subspecialty fellowship program teaching service patients will be written by the covering provider, which is usually an NP or PA, working under the subspecialty fellow and attending.  Attending physicians will not write orders on fellowship program teaching service patients except:

· When a situation arises where the covering physician extender or fellow is not immediately available and a delay in writing an order would cause harm or a significant delay in care to a patient, an order may be written by an attending physician.  When this occurs, the attending must page the fellow at the time the order is written and notify him/her that the order is being written and the reason it is being written.

D. Order Writing Credentialing

· Successful completion of an internal medicine residency as evidenced by a certificate from the program is accepted by the GI fellowship program as sufficient credentialing for the privilege of order writing.

· The University of Rochester will provide training in Provider Order Entry for the computerized order entry system.

16. POLICY ON PROCEDURE SUPERVISION AND DELINEATION OF APPROVED COMPETENCIES FOR GI FELLOWS
Supervision of Procedures

The Dept. of Medicine defines two levels of supervision for procedures performed by residents/fellows:

1. Indirect Supervision – Presence of the attending physician is not required during the fellow’s performance of the specific procedure, however the attending physician must be aware that the procedure is being performed and approve its performance and must furnish overall direction and control over the fellow. The attending physician needs to be available to provide Direct Supervision when needed. 

2. Direct Supervision – Presence of an attending Gastroenterologist of the full-time faculty adult 

Gastroenterology service staff (or designated attending Gastroenterology physician covering for the full-time adult Gastroenterology staff) is required during the critical and essential elements of the procedure. 
Delineation of Individual Fellow Physician Competencies

For each fellow in the department, the Fellowship Program Director will maintain an up-to-date Delineation of Fellow Physician Competencies.  This document defines those procedures which may be performed under Indirect Supervision and additionally defines a set of Special Procedures which can be performed under Indirect Supervision only with specific approval by the program director after competency has been demonstrated.  All other procedures always require Direct Supervision.  

The GI Fellows are all graduates of ACGME certified residencies in Internal Medicine.  As such, they commence fellowship with competence in certain core procedures already achieved.  For the GI Fellows, this will include patient evaluation through interview and physical examination (including breast, rectal and pelvic examinations), selection of appropriate laboratory and radiologic studies, completion of the appropriate medical record, documentation of care, communication with patients and family regarding treatment, and provision of emergency care in accord with service privileges and within the scope of their training program.  In addition, the following procedures are approved under indirect supervision including order writing, prescription writing, peripheral IV line insertion, venipuncture, blood culture, foley catheter placement, abdominal paracentesis, arterial puncture for blood gas analysis, central venous line placement, and nasogastric intubation.  The receipt of the completion of training certificate from an accredited Internal Medicine residency program is accepted as documentation of this competence.  If the certificate is not available on the first day of the start of the fellowship, as will often be the case, a good faith representation by the fellow as to the successful and unobstructed completion of the residency program will be accepted until receipt of the certificate.  Misrepresentation of this information by the fellow will be regarded as cause for immediate discontinuation from the fellowship program.  

Regarding the Special Procedures permissible within the GI Fellowship program, these include only the use of moderate sedation and the mechanics of balloon tamponade for emergent variceal hemostasis.  Competence in these Special Procedures will be achieved beginning during GI fellow orientation with teaching, passing of the moderate sedation exam, attendance at the ACGE Fellows Hands On Endoscopy Course (or equivalent) and demonstration to the Program Director of competence within the first 6 months of fellowship.  

The remainder of the procedures, which include any and all endoscopic procedures, are performed under Direct Supervision.  The American Board of Internal Medicine requires a demonstration of competence in the following core procedures for the certification of the fellow: diagnostic upper endoscopy, esophageal dilation with and without guidewire, percutaneous endoscopic gastrostomy tube placement, non-variceal and variceal hemostasis, video capsule enteroscopy, flexible sigmoidoscopy, and colonoscopy with and without snare polypectomy.  Each fellow is responsible for maintaining a procedural log which is a record of performance of procedures under direct supervision, including: date of performance, patient medical record number, name of the supervising attending, and verification of satisfactory performance by the attending.  Our fellows are able to meet this responsibility by maintaining a spreadsheet of their completed procedures. Although a minimum number of directly supervised procedures is required for assessment of competence, simply completing the minimum number does not guarantee an assessment of competence.  In addition to the core procedures recognized by the American Board of Internal Medicine, there are additional procedures regarded as advanced or elective.  These include ERCP with and without therapeutics, endoscopic ultrasound, pneumatic dilation for achalasia, laparoscopy, tumor ablation, and esophageal stent placement.  Competence in these procedures is not required for certification by the American Board of Internal Medicine as a subspecialist in Gastroenterology.

A final report of each fellow’s procedural competencies upon graduation will be maintained in the department’s permanent record of the fellow.  It will form the basis of the responses to inquiries for hospital privileges regarding the experience the fellow obtained during the fellowship.

17. POLICIES ON VACATION, PERSONAL DAYS, TRAVEL TO EDUCATIONAL MEETINGS, LEAVE OF ABSENCE (INCLUDING SICK DAYS)
Coverage while a fellow is away

· It is always the responsibility of the fellow to arrange for appropriate coverage of any on-call duties (nights and weekends) when the fellow is away for elective reasons such as meetings, vacations, etc.
· When a 2nd  or 3rd year fellow is away, it is the fellows’ responsibility to obtain coverage for Attending clinic.  Fellows’ continuity clinic may be cancelled if notice is given 30 days in advance.  
· 1st year fellows are only permitted to take vacation during weeks/months when they are not on consult service.  Therefore, only their clinical duty to Attending clinic must be covered.  A 2nd or 3rd year will cover the 1st years assigned Attending clinic with no payback.(“pay it forward” policy). It is the responsibility of the 1st year fellow taking vacation to obtain coverage for all 3 Attending clinics in the week.  The fellow will need to payback coverage for the 2 clinics they are not assigned to before the end of the academic year.
· No need to arrange coverage for a fallback clinic (clinic of another attending if assigned attending doesn’t have clinic that day) if the fellow is: A. out of town or B. on inpatient service

Vacation and Personal Days:   

· GI fellows are permitted up to 4 weeks (20 work days) of vacation time per year. No vacation time may be carried over into the following year.  
· All vacation time must be requested via Medhub to the Program Coordinator.  Coverage must be arranged prior to requesting time off and details need to be noted in the “purpose” section of the request in Medhub.  
· Scheduled time off is not approved until the Program Coordinator has authorized the request.  Do not assume vacation is automatically approved.
· The Program Coordinator will notify the Program Director 1 week prior to the fellow taking vacation.

· Vacation is discouraged during the first two weeks of July due to the commencement of the new academic year. There may be rare exceptions, which will need to be discussed with the Program Director well in advance. 
· Except during board exams and educational meetings, only two clinical duty fellows at a time are allowed on vacation (does not apply to fellows in research).

· Vacation time will be on a first-come, first-serve basis.  In the event of conflict, the fellows will be allowed to work out a mutually satisfying resolution.  In the event that an agreement cannot be reached, the Program Coordinator will intervene and will subjectively take into consideration the purpose of the requested leave, seniority, date that the vacation was requested, prior vacation requests, and overall Professional Conduct of the applicants in general.  It is in the best interest of the fellow to submit vacation requests as early as possible.

· To ensure equity in holiday time off, each fellow may take vacation adjacent to one holiday.  For example, a fellow who has off during Thanksgiving would not be able to also take vacation adjacent to Christmas or New Year’s Day.

· With the exception noted immediately below, the fellow taking vacation is responsible for arranging coverage for On Call, Consult Service, Endoscopy, Attending Clinics. The Fellow’s Clinic can be cancelled with 30 day notice.  If vacation is requested within the 30 day time frame, the fellow will need to arrange coverage for Fellow’s clinic. (patients cannot be bumped in a shorter time frame, unless you are able to open another clinic to accommodate those patients within a two week time frame)
· Personal Days: All fellows may take 3 personal days per year, in addition to the standard vacation allotment. All 3rd year fellows receive an additional 3 days in order to interview for jobs.  The potential for further days will be evaluated on a case by case basis, depending in part upon the responsibility the fellow demonstrates toward the privilege.

Travel to Educational Meetings:       

· First year fellows are not allowed to attend meetings except the ASGE Fellows Hands On course, which is an expectation in the first two months of fellowship.  In the highly unusual circumstance that a first year fellow has a presentation accepted at a national GI conference, the Division Chief will consider the circumstances on a case by case basis.
· In June at the end of the first year, first year fellows are strongly encouraged to submit case reports or clinical studies to the American College of Gastroenterology.  Abstracts are due in June and the meeting is held in October, (the fall of the second year of fellowship).  If the material is accepted for presentation, the fellow is allowed to attend the meeting for the time period required to make the presentation.  Expenses will be accommodated as per the guidelines below.  A full manuscript is expected to be submitted to the appropriate journal for any abstract that has been accepted for presentation at a national meeting.
· Second year fellows and third year fellows are encouraged to attend a national meeting such as  American College of Gastroenterology, IBD meetings, the Liver Meeting or Digestive Disease Week. 
· Fellows are expected to submit abstracts for presentation at national meetings.  
· Each fellow has an expense budget per academic year, which is applied toward these meetings and includes transportation, lodging, tuition, and meals up to $25 per day, but not entertainment.  Any expense in excess of the predetermined spending limit will be the responsibility of the fellow.  The expense budget may also be applied toward professional society membership fees, professional journal subscriptions, and educational resources such as textbooks. 1st year - $1500, 2nd year - $2,000, and 3rd year - $2500.
Leave of Absence (including sick days):       

·  If a fellow is too ill to report to duties, the Program Coordinator and the Program Director must be notified. The Program Director and Coordinator will find coverage for the clinical duties. 
·  The University Graduate Medical Education Resident (subspecialty fellow) Policies and Procedures Manual addresses the mechanics of prolonged Leave of Absence, including Family Medical Leave and Disability Leave.  This manual addresses the application for such leave, and the continuation of entitlements for the residents, where applicable.  Manual is available through the GME office and on-line through the GME home page.  
· The American Board of Internal Medicine Manual of Policies and Procedures for Certification addresses Leave of Absence: 






Leave of Absence and Vacation
Up to one month per academic year is permitted for time away from training, which includes

vacation, illness, parental or family leave, or pregnancy-related disabilities. Training must be

extended to make up any absences exceeding one month per year of training unless the

Deficits in Required Training Time policy is used and approved. 

Deficits in Required Training Time

ABIM recognizes that delays or interruptions may arise during training such that the required

training cannot be completed within the standard total training time for the training type. In such

circumstances, if the trainee's program director and clinical competency committee attest to

ABIM that the trainee has achieved required competence with a deficit of less than one month,

extended training may not be required. Only program directors may request that ABIM apply the

Deficits in Required Training Time policy on a trainee's behalf, and such a request may only be

made during the trainee's final year of training. Program directors may request a deficit in

training time when submitting evaluations for the final year of standard training via FasTrack,

subject to ABIM review.

The Deficits in Required Training Time policy is not intended to be used to shorten training

before the end of the academic year.   
· The University of Rochester guarantees a minimum of 3 weeks of vacation to residents and fellows.  The GI division extends this to 4 weeks. 

Lactation Rooms: See the graduate UR website for details.  Fellows are afforded breaks at any time for pumping/breastfeeding as needed throughout the day. The pumping room in the medical center has phones and desks that allow work to continue if desired during pumping/feeding breaks.

https://www.urmc.rochester.edu/education/graduate/trainee-handbook/non-academic-resources/amenities.aspx#Lactation

The location is centrally located in the medical center, a short walk from the Division: 
Medical Center Location - The Pumping Place

· Room 1-2226, first floor near green elevators

· Available 24/7

Well-Being Visits
· Fellows are able to attend medical, mental health and dental care appointments. Fellow must alert the Program Director and Program Coordinator if these appointments are scheduled during set clinical duties (inpatient service or clinic time). 
18. POLICY ON PHARMACEUTICAL COMPANIES AND SAMPLES
Samples:


GI fellows are not allowed to accept, maintain, use or distribute pharmaceutical samples.  Samples for patient use are received, maintained and distributed by the Nursing Staff of the off-site clinic in the manner dictated by the policies of the hospital and University.

Pharmaceutical Reps, Gifts, Honoraria:


There is a formal policy (SMH Policy 13.9) outlining what the University considers to be the appropriate boundaries of conduct and interaction between trainees, faculty, and industry including pharmaceutical and device companies.  Formal mechanisms are in place through which Industry may contribute to the educational mission of the fellowship.  Under no circumstances are fellows to accept books, trips, money, or other forms of gifts from any Industry representative or company.  This ban includes the receipt of even small novelty items or otherwise inexpensive gifts, such as pens.  Fellows may not participate in receiving lunch or other meals provided by Industry.  Failure to comply with this rule is considered misconduct. 

19.  POLICY ON FATIGUE, SLEEP AND STIMULANTS
· Fatigue and Sleep Deprivation may cause a physician to practice medicine while impaired, thus compromising the care of our patients.

· The structure, size and pace of our GI fellowship schedule would only rarely have the potential to create a situation in which a trainee may be unduly fatigued.

· Nonetheless, should such a situation occur, it is our expectation and requirement that the fellow trainee will identify themselves promptly to the Program Director as sufficiently fatigued as to potentially impair their judgment and/or technical performance.  The Program Director will direct the fellow home for sleep, and arrange any necessary coverage of clinical duties.  We regard this as an issue of Professionalism, and it is simply necessary for good patient care.

· All faculty share the responsibility of identifying a trainee with a concerning level of fatigue.

· Sleep is the only remedy for fatigue.  The use of stimulants by trainees for the purpose of combating fatigue is threatening to good patient care, and is not only discouraged but expressly forbidden at our program.  Violation of this directive will be considered misconduct requiring review for probation.  This ban includes the use of agents which have been FDA approved for use in sleep disorders, such as Provigil. The use of caffeinated beverages, including but not limited to those beverages sold commercially without a prescription, is permissible, but is not considered to be a substitute for sleep.  
· While the fellows are expected to exercise appropriate professional judgment in assessing their degree of fatigue, they should be clear that they are welcome and encouraged to identify that they need sleep, and accommodations will be made.
·  Strategic napping, especially after 16 hours of continuous duty and between the hours of 10:00 p.m. and 8:00 a.m., is strongly suggested. 
· Internal medicine subspecialty fellows are considered to be in the final years of education.  This preparation must occur within the context of the 80-hour, maximum duty period length, and one-day-off-in-seven standards. While it is desirable that residents in their final years of education have eight hours free of duty between scheduled duty periods, there may be circumstances when these fellows must stay on duty to care for their patients or return to the hospital with fewer than eight hours free of duty. 

20.  POLICY/PROCEDURE FOR NEEDLESTICK INJURIES
· Fellow is to contact the 24/7 phone hotline for Blood and Body Fluid exposure through Occupational and Environmental Medicine, and report incident as soon as possible to responsible supervisor.

· OEM is located off-site, but there will be someone assigned to guide the fellow through the process of being tested for pathogen exposure.

· Fellow is to report to OEM as well for follow up and recommendations/referral for therapy as may be indicated.

· OEM will need to work with a supervisor over the phone to guide the process of obtaining consent to have the patient (source exposure) tested for relevant pathogens.

· Appropriate supervisors include the Program Director, Associate Program Director(s), Endoscopy Director, or Division Chief, as available.  After hours, supervisor should be the attending working the case with the fellow. 
	Category
	Benefit

	Professional Liability Insurance (Malpractice)
	Professional liability insurance is provided by the University’s insurance program for activities that are required to complete an ACGME-approved program of medical education.  The same policy also covers Strong Health moonlighting activities.  During rotations to other hospitals, coverage is provided by the affiliated hospital.  The coverage form is claims-made and is modified to include “Tail” Coverage.

	Health Care Plans
	Effective the date of appointment.  Choice of 4 plans that provide hospital, surgical and medical coverage;.

	Dental Assistance Plan
	Traditional Dental Assistance Plan is available upon appointment.  Assists with preventive, as well as basic and major restorative dental expenses.  Medallion Dental Plan is offered during Open Enrollment period for coverage effective January 1st.  This plan provides a higher schedule of benefits; trainees contribute a share of the premium.

	Flexible Spending Accounts (FSA)
	Allows trainees to put aside money tax-free to cover eligible out-of-pocket medical/dental or dependent care expenses.  FSA elections must be made during the fall open enrollment for the next calendar year.

	University-paid Basic Term Life Insurance
	Coverage equal to 150% of annual salary, with minimum of $15,000 ($7,500 if part-time) and maximum of $50,000 ($25,000 if part-time).  Paid for by the University.

	Employee-paid Optional Group Life Insurance
	May enroll for Group Universal Life (GUL) or Group Optional Term (GOTL) coverage of 1 to 6 times annual salary, up to a maximum of $1,500,000 immediately upon appointment.  Paid for by the trainee.  If optional GUL or GOTL is elected, you are also eligible to purchase Group Term coverage for your spouse/domestic partner and dependent children.

	Sick Leave Plan for Short-Term Disability
	Full salary is continued during sick leave for up to the full period of the one-year appointment or according to the University’s schedule under the Sick Leave Plan for Short-Term Disability, whichever provides the greater benefit. 

	Long-Term Disability (LTD) Plan
	When totally disabled for more than six months, guarantees 60% of up to $60,000 per year of covered salary.  Paid for by the University for trainees.  Benefits are provided until normal social security retirement age.  Graduating house staff officers are able to convert to an individual policy, up to $3,000/month, without any medical underwriting.

	Supplemental Disability Insurance
	URMC house staff officers can apply for a supplemental policy during their program.  Coverage can raise coverage beyond 100% of income and defer as much as $9,000/month of guaranteed coverage to protect future earnings.  Medical and financial underwriting is required during the initial application process.  Coverage can provide lifetime benefits and a selection of options. 

	Vacation
	Trainees receive at least three weeks of vacation per year.  Additional vacation time and/or time for attendance at scientific or medical meetings may be allowed at the discretion of the Department. 

	Retirement Program
	Trainees are immediately eligible to make voluntary tax-deferred contributions to TIAA-CREF and/or Mutual Funds (T. Rowe Price, Vanguard and Fidelity), but are not eligible to receive a University Direct Contribution.

	Tuition Benefits for Self
	Full-time residents and fellows are eligible upon appointment for tuition waiver at the U of R for up to 2 credit courses in each relevant period (e.g. semester or quarter).  

	Tuition Benefits for Spouse/Domestic Partner
	Spouses/domestic partners of full-time residents and fellow are eligible upon appointment for tuition waiver at the U of R for 1 course in each relevant period at 50%.

	Leave of Absence 
	Trainees may be eligible for Family Medical Leave Act or the University’s Leave of Absence program.   Detailed information is available in the Resident Manual which is available on the GME web site. 

	Effect of Leave on Training
	Any Leave of Absence, Short-Term Disability or other time off which results in the trainee’s failure to meet the minimum requirements for training time set forth by the appropriate board will result in an extension of the trainee’s training program. 

	Lab Coats/Scrubs /Laundry Services
	Three lab coats are provided to new trainee at orientation.  Three lab coats are provided each year to continuing trainees in January/February and in selected programs for continuing trainees a combination of lab coats and scrubs.  No laundry services are provided.

	Meals
	The GME Office provides $7/meal for scheduled in-house, overnight call.

	Call Rooms
	Call rooms are provided for those programs who require their trainees to have in-house, overnight call.

	Athletic Facilities
	All employees of Strong Memorial Hospital are eligible to join the Medical Center’s Fitness & Wellness Center, or the Robert B. Goergen Athletic Center on River Campus. 

	Credit Union
	Employment by the University entitles you to become a member of the Advantage Federal Credit Union.

	Short Term Loans
	The Office for Graduate Medical Education can assist you in securing a short term, interest-free loan of up to $500, as available.

	Life Support Training
	Strong Memorial Hospital will pay for trainee training in BLS, ACLS, ATLS, NRP, or PALS as deemed necessary by the program.
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