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Institutional Organization 

 
St. Mary Medical Center (SMMC) is a member of Dignity Health, a not-for-profit 
healthcare organization, and is sponsored by the Sisters of Charity of the Incarnate Word.  
The Sisters have dedicated themselves to the task of making high quality medical care 
available to as many people as possible, and in the Long Beach facility, this has been 
achieved in part by establishing SMMC as a teaching hospital with programs in 
 

 Internal Medicine 
 Emergency Medicine - resident rotations from HUCLA 
 Podiatry – resident rotations from LB Memorial Medical Center 

 
There are also educational and training programs in pharmacy (from Western University), 
in nursing (from California State University, Long Beach and Long Beach City College), 
in physical therapy and occupational therapy, and in neurodiagnostic procedures (Orange 
Coast College).  There are other Dignity Health residency programs in Family Medicine 
(Mercy Medical Center, Redding; Mercy Medical Center, Sacramento; Northridge 
Medical Center, Mercy Medical Center, Merced; California Hospital, Los Angeles; St. 
Joseph’s Medical Center, Phoenix) and Internal Medicine (St. Mary’s Medical Center, 
San Francisco and St. Joseph’s Medical Center, Phoenix) which collaborate on residency 
education initiatives and efforts. 
 
Medical student third year Internal Medicine clerkship rotations occur from the Drew-
UCLA program and from the Ross University School of Medicine.  Fourth year medical 
student electives are arranged through the UCLA School of Medicine in Internal 
Medicine and selected IM subspecialties and, for selected specialty rotations, for the Ross 
University School of Medicine. 
 
St. Mary Medical Center Mission Statement 
 
The mission of St. Mary Medical Center as part of Dignity Health is to continue the 
healing ministry of Jesus Christ in such a way that both givers and receivers of healthcare 
experience God’s love and compassion. At every level, persons work together in 
interdependence to provide healthcare services consistent with the philosophy, traditions 
and values of the sponsors, the Sisters of Charity of the Incarnate Word. We commit 
ourselves to show respect for each person at every stage of life, especially in sickness, 
suffering and death. 
 
SMMC Internal Medicine Residency Program 
 
The Internal Medicine Residency Program at SMMC is accredited by the Accreditation 
Council for Graduate Medical Education (ACGME) and affiliated with the David Geffen 
School of Medicine at UCLA.  Typically, sixteen PGY-1 residents (7 categorical, 2 
primary care categorical, and 7 preliminary) are trained annually, as well as a total of 20 
residents at the PGY-2 and PGY-3 levels.  The residents participate in a balanced 
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experience incorporating the best features of a community teaching hospital and those of 
a university-affiliated county hospital.  During the 36 months of categorical medicine 
training, residents obtain training in all of the major subspecialties of Internal Medicine, 
spend at least one third of training in the ambulatory setting (50% for primary care 
residents) including a weekly continuity clinic, rotate to the county hospital for 
approximately one third of their training time, and become familiar with caring for 
patients in a managed care setting.  The goals of the residency program are: 
 

 to provide broad educational opportunities and training that would enable 
graduates to be successful in either general internal medicine situations or in 
seeking subspecialty fellowships 

 
 to enhance the professional growth and empathetic nature of enrolled residents 

 
 to encourage the scholastic pursuits of residents and help them to acquire the 

requisite skills and knowledge to become life-long learners 
 

 to provide appropriate settings, experiences, teaching, and supervision for 
residents to maximize their patient care skills and abilities 

 
 to enhance residents’ abilities in systems-based learning and quality improvement 

in patient care 
 
The Department of Medical Education and Faculty of the Internal Medicine 
Residency 
 
Full-time Faculty 
The non-voluntary faculty (also referred to as “full-time” faculty) include Bahman 
Chavoshan, MD, the Program Director, Chester Choi MD, the Academic Chief of 
Medicine,, Neill Ramos, MD, the Director of Ambulatory Teaching Clinics, Maged 
Tanios MD, Medical Director of the ICU, Sarah Strube DO, Academic Staff Physician, 
Bettina Kehrle MD, Academic Staff Physician, Brian Rayhanabad, MD, Staff Physician, 
and Hripsime Gharibjanyan MD, Staff Physician.  For 2015-2016, the Chief Resident 
will be   
 
Teaching Attendings 
Many members of the Department of Medicine serve as voluntary teaching faculty 
(Teaching Attendings) by conducting inpatient teaching rounds, serving as outpatient 
teaching attendings in their offices or in the Medical Clinic, conducting didactic teaching 
conferences, providing subspecialty teaching consultations, and/or precepting residents or 
students.   
 
Harbor-UCLA Division Chiefs and Faculty 
At Harbor-UCLA, the Chief of Medicine is William Stringer MD and the Internal 
Medicine Residency Program Director (and Director of the Medical ICU) is Darryl Sue 
MD.  The Division Chiefs are Viktor Eysslein, MD (Gastroenterology), John Edwards 
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MD (Infectious Diseases), Darryl Harrington MD (General Medicine), Kathleen Sietsema 
MD (Pulmonary and Critical Care), Sharon Adler MD (Nephrology and Hypertension), 
Ronald Swerdloff MD (Endocrinology, Diabetes and Metabolism), George Karpouzas 
MD (Rheumatology), and Kenneth Narahara MD (Cardiology),  
 
The HUCLA faculty participate by teaching SMMC residents on their scheduled 
rotations to HUCLA and by invited didactic sessions at SMMC.  They may also have 
medical staff privileges at SMMC or may be designated as Academic Consulting Staff 
when particular patients require academic or expert consultations. 
 
Other Internal Medicine Attending Physicians 
Other members of the SMMC Department of Medicine may not admit patients to the 
teaching services unless such patients are under the care of teaching attending physicians 
as consultants.   
Teaching Heads Committee 
Teaching Heads in each of the major subspecialties of Internal Medicine are appointed by 
the Academic Chief of Medicine and Program Director.  They form the Teaching Heads 
Committee, which also includes Teaching Heads in Emergency Medicine and General 
Internal Medicine).  This Committee has an advisory role to the Program Director and 
assists in the formulation of curricula for their areas of specialty and provides input about 
the degree to which educational goals are achieved (Attachment A – current Teaching 
Heads Committee membership).   
 
Clinical Competency Committee 
 
Background: 
With implementation of the Next Accreditation System by the Accreditation Council on 
Graduate Medical Education, residency program are required to have a Clinical 
Competency Committee composed of core faculty members who have the opportunity to 
observe and evaluate residents, but it may also include other members such non-core 
faculty members who have significant interactions with residents or assessment 
specialists and non-MD medical educators as needed. 
 
This Committee’s members are appointed by the Program Director and serve a key 
overview function in the evaluation of residents.  It includes the full-time faculty, 
voluntary teaching attendings chosen for their ability and experience in evaluating 
resident performance and understanding of and dedication to the residency program.  The 
members assist in the recruitment, evaluation and counseling of housestaff, serve as 
bedside examiners for the clinical examinations required of residents, consider 
disciplinary actions, and evaluate housestaff members’ progress toward achievement of 
residency milestones at each level including that of eligibility for the American Board of 
Internal Medicine (ABIM) certifying examination.  (Attachment B – current Clinical 
Competency Committee Membership) 
 
Committee Structure: 

1) The Program Director will act as Chair of the Committee.  In the event of 
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perceived conflict or in the event of the need for further impartiality, the Program 
Director will temporarily relinquish this role and defer to the Designated 
Institutional Official or the Associate Program Director. 

2) The Committee will include at least 3 core faculty, not including the Program 
Director.  These will be appointed by the Program Director as will additional 
members with an interest in serving and with knowledge and abilities in the 
assessment of residents.  Additional input may be sought from selected specialists 
and educators as needed.  Ex officio members will include the Clinical Chief of 
Medicine, the Designated Institutional Official, and the Chief of the Medical 
Staff. 

3) The Committee will meet at least quarterly in order to accomplish its charges and 
functions.  It will report on at least a quarterly basis to the Graduate Medical 
Education Committee.  A quorum will be met with attendance by at least 3 core 
faculty and at least 3 additional members. 

 
 
Chief residents who have completed core residency programs in their specialty 
disciplines, possess a faculty appointment from the program, and are eligible for specialty 
board certification may attend the CCC meetings and provide input to CCC deliberations. 
They cannot be members of the CCC. 
 
Coordinators may attend CCC meetings to provide administrative support and help 
document CCC deliberations and decisions. However, coordinators may not serve as 
members of the CCC. 
 
Charges and Functions: 
1.)  Review and assess Resident performance and progress toward achievement of the 22 
milestones as delineated by the ACGME. 
 

a) collate, integrate, and assess input from multiple source evaluations including the 
milestone and entrustable professional activity based evaluations, 360 degree 
evaluations from nurses, other healthcare professionals, and patients, and other 
evaluation sources such as praise or complaint information or direct experiences. 

b) translate above assessment into ACGME milestone reporting, delineating 
assessment level ranging from “early learner” to “ready for unsupervised 
practice” and including delineation of any critical deficiencies or attainment of  
“aspirational” level performance. 

c) Maintain and advance knowledge and abilities in resident assessment, especially 
regarding the ACGME Next Accreditation System and its evolution and further 
development 

 
2.)  Assist and advise Program Director in decisions regarding resident performance and 
the recommendation and evaluation of residents for American Board of Internal Medicine 
eligibility for certification 
3.)  Assist and advise Program Director in decisions regarding the promotion of residents 
to the next level of training or regarding completion and graduation from the program 
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4.)  Assist and advise Program Director regarding adverse or required improvement 
decisions such as structured improvement plans, remediation, probation, termination, or 
non-renewal of contract. 
5.)  Assist and advise Program Director regarding recommendations for evaluation of 
fitness for duty. 
6.)  Function as the assessment committee in the event of resident appeals of adverse 
decisions 
 
 
SMMC:  Hospital Structure and Function 
 
Administration 
The Chief Executive Officer and President of the hospital is Thomas Salerno.  Other 
members of the senior management team include Gail Daly, Chief Operating Officer and 
Chief Nurse Officer, Sister Gerard Earls, Vice President for Mission Integration, Ardel 
Avelino Assistant Administrator, Bob Bokern, Vice President and Human Resources 
Director, and Harold Way, Chief Financial Officer. Andrew Burg MD, the Chief Medical 
Officer, has a key role in the oversight of medical care and physician practice at St. Mary.  
The Department of Graduate Medical Education reports to and is under his oversight as 
the Designated Institutional Official.   
 
SMMC Community Board 
The hospital’s Community Board of Directors has the responsibility for the oversight of 
all activities at the hospital and, along with the Sponsors, provides key input and approval 
of the goals and directions of the institution. 
 
Medical Staff 
The Medical Staff is divided by departments; an elected Chief of each department 
becomes a member of the Medical Executive Committee.  Officers of that committee are 
elected by the Medical Staff, including the current Chief of Staff, Bertram Sohl, MD, 
Vice Chief of Staff, Alexander Stein, MD, and Secretary-Treasurer,Jacob Sweidan, MD.   
 
Department of Medicine 
The Clinical Chief of the Department of Medicine is Juan Polanco, MDand the Vice 
Chief of the Department is Marcia Alcouloumre, MD. The clinical activities of the 
Internal Medicine Residency Program fall under the purview of the Department of 
Medicine.  Residents and faculty of the program are encouraged to participate in the 
quality assurance activities of the Department of Medicine, including periodic chart 
reviews and patient management assessments. In addition, important developments of the 
administration and teaching aspects of the program are reported to this committee.  
Teaching Heads in each of the major subspecialties are appointed by the Academic Chief 
of Medicine and Program Director with the input of members of the Dept. of Medicine. 
 
Graduate Medical Education Committee (GMEC) 
This is a Medical Staff Committee which has the oversight function for the 
administration for the residency (or fellowship, if any) programs at SMMC.  The Chair, 
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Michael Liff, MD, is appointed by the Chief of Staff with input from the Director of 
Medical Education. 
 

Administrative Policies, Department of Medical Education 
 

The acting Hospital President and CEO of SMMC is Gail Daily, RN.  She and her 
administrative associates are available to housestaff for any questions that may arise.  A 
booklet, the Ethical and Religious Directives, describing the philosophy of this Catholic 
facility is available upon request. 
 
Contracts 
All SMMC housestaff must sign a contract on an annual basis.  This document delineates 
institutional and accreditation standards, expectations for housestaff performance, 
mechanisms for complaint, due process, and appeal, and housestaff benefits.  The 
contract is modeled after those recommended by the American Medical Students 
Association (AMSA), the Association of American Medical Colleges (AAMC), and 
complies with guidelines of the ACGME. 
 
Benefits 
 
Health, Life, and Disability Insurance 
SMMC agrees to provide a flexible package of insurance benefits through the programs 
in place for employees through Dignity Health.  These include medical insurance for the 
resident and his/her immediate family (spouse and children) with coverage beginning at 
the initiation of the training period.  A basic level (HMO) is provided and varying levels 
of additional coverage, including dental, short and long-term disability, group term and 
dependent life coverage, AD&D coverage, vision plans, and flexible medical spending 
accounts may be elected at additional cost. 
 
Paid Leave 
Three weeks of paid leave (vacation) will be allowed each year.  Such paid leave 
(vacation) must be scheduled with the Director of Medical Education or his/her 
designate.  There is no compensation for unused leave, and leave may not be carried into 
the next academic year. 
 
Professional Liability Coverage 
SMMC will provide the graduate physician with professional liability coverage through 
the Dignity Health Professional Liability Self-Insurance Trust (formerly known as 
Catholic Healthcare West Liability Trust) while performing the assigned duties as part of 
the training program.  Such coverage will be $1 million for a single occurrence and $3 
million in the aggregate.  SMMC malpractice coverage does not extend to other 
professional activities which are not part of the residency program (i.e. external, 
unsanctioned moonlighting). 
 
Meals 
All housestaff while on-call with assigned duties at SMMC are provided with meals in 
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the cafeteria.  Approved meals are provided up to a cost of $6.50 (calculated after the 
employee discount) and these meals are intended for the housestaff member alone, not 
others.  Costs in excess of $6.50 or other, non-approved meals will be the personal 
expense of the graduate physician.  Lunch is generally provided (noon conferences) on 
weekdays for residents at SMMC and resident meals in lieu of available noon conference 
lunches will be the personal expense of the graduate physician.  A system of meal tickets 
or other means to account for approved meals will be in place.  Meals are generally 
provided for SMMC residents on rotations to HUCLA, according to HUCLA policies and 
procedures. 
 
 
Uniforms 
Two white coats and two “scrub suits” are provided for each new housestaff member.  
Laundering these items is the responsibility of the individual housestaff member. 
 
American College of Physicians 
Reimbursement for one year of membership in the ACP is available for categorical or 
primary care SMMC graduate physicians in the Internal Medicine Residency Program.  
Membership includes the Annals of Internal Medicine, access to on-line resources, 
discounted pricing on ACP products including the MKSAP (Medical Knowledge Self-
assessment Program), and discounted pricing for regional or national meeting attendance.  
It also allows the participation of residents in Associate member poster competitions. 
 
 
Salary 
The salary for Internal Medicine housestaff is based on schedules used at several major 
UCLA teaching hospitals and at other similar teaching institutions in our geographic area 
and is specified in the resident contract. 
 
Commitment Timing 
No uniform appointment date currently exists for commitments for subsequent training 
(PGY-2 and PGY-3 positions).  SMMC will attempt to adhere to a mid-December date 
by which time internal candidates should be offered positions for the subsequent 
academic year, unless issues of clinical or professional competence are in question.  This 
date will be the earliest for offers to external residency candidates unless a vacant 
position for the subsequent academic year is already known to exist.  There is no 
automatic right to renewal of a contract.  Contracts specify the terms of cancellation on 
the part of either party. 
 
Grievance Mechanisms 
The authority for disciplinary actions lies with the Program Director.   
Such actions are first brought to the Clinical Competency Committee where input from 
the resident and/or his/her SMMC medical staff member advocate would be sought. For 
concerns of a broader nature relating to the residency program, personal or written 
contact may be directed to the full-time faculty or the Teaching Heads Committee of the 
Department of Medicine.  At the discretion from program director they may also be 
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directed to Medical Staff through the Chair of the Department of Medicine or the Chair 
of the GME Committee, or to the SMMC Administration through the CEO and President 
or his/her designate.   
Resident physicians are also employees of Dignity Health and have access to the Human 
Relations Department at St. Mary Medical Center for issues not directly related to 
academic performance such as those relating to employment, benefits, or untoward 
behavior such as harassment.  The Director of Human Resources is Mr. Bob Bokern. See 
Dignity Health Grievance Policy #619.  
 
Health Maintenance 
All graduate physicians, consistent with hospital policies for employees, are required to 
have a physical examination prior to beginning training activities.  This examination is 
usually conducted in the Employee Health Office, but a recent examination conducted by 
the graduate physician’s own doctor may be accepted at the discretion of Employee 
Health.  Evidence of immunity, per Employee Health policies, is required for measles, 
mumps, rubella, hepatitis B, and varicella-zoster viruses.  Housestaff may decline 
hepatitis B vaccination by signing a waiver form.  Assessment for latent tuberculosis 
infection (intermediate PPD) will also be carried out unless there is evidence of a 
previous positive test in which case an assessment form for signs of active infection must 
be completed.  Antituberculosis treatment for latent infection will be discussed as 
appropriate.  Blood borne (or other body fluid borne) pathogen and other injuries or 
occupational exposures occurring in the course of the training program must be reported 
to the Employee Health Office (or the Emergency Department if the EHO is closed) and 
to the Program Director or his/her designate as soon as possible.  The SMMC employee 
health policies apply to housestaff in these situations and may include diagnostic testing 
and empiric antiretroviral “prophylaxis” as indicated.  Other employee health measures, 
including annual “fit” testing for devices to prevent acquisition of airborne diseases, 
annual influenza vaccination (or documented declination), or other measures (e.g. 
pertussis vaccination) may also be required of residents (as with other employees with 
direct patient care responsibilities) as designated by Medical Staff, Hospital, or 
governmental agencies.  In the event of a work-related injury or incident, housestaff must 
report to their supervisor (Chief Resident or Medical Education Attending) and to the 
Employee Health Department.  If the event occurs after hours, housestaff should report to 
the Emergency Department for evaluation and any immediate intervention.  They must 
subsequently report to the Employee Health Department in order for proper work-related 
injury or incident follow-up to occur. 
 
Medical Degree Classification 
North American: A physician who has obtained his/her MD degree from an accredited 
medical school in Canada, Puerto Rico or USA, or the DO degree from an accredited 
osteopathic medical school in USA, are treated as “North American” graduates (also 
known as domestic graduates). 
 
A graduate of an accredited medical school outside of North America (as defined above) 
is considered an international medical graduate (“IMG”). 
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Exams 
The Resident is required to successfully complete examinations as deemed appropriate by 
the Program Director. These exams include those required for licensure, as well as those 
for evaluation of clinical knowledge and skills in IM. 
 

1. Successful completion of all segments of the USMLE Steps 1 and 2, or 
COMLEX-USA Level 1 and 2, as appropriate, is required prior to entering the 
Program. 

2. Once eligible, sit for and pass the USMLE Step 3 or COMLEX-USA Level 3, as 
appropriate, at the next date offered, but no later than the end of PGY-1 year.    

3. An IMG Resident with a medical school graduation date greater than four years 
prior to proposed date of start in the Program must have successfully completed 
USMLE Step 3 prior to entering the Program, unless such a requirement is 
specifically waived by the Program Director in writing.   

4. A resident entering Program at an advanced level, (i.e. at a PGY-2 level or higher) 
and/or with at least one year of accredited (ACGME, AOA or RCPSC) 
postgraduate medical training in North America, whether or not in IM, will be 
required to have passed the USMLE Step 3 or COMLEX-USA Level 3, as 
appropriate, prior to starting in the Program. 

5. In the case of the failure to pass any licensing exam, the Resident shall retake said 
examination on the next date that the examination is offered. Any failure on or 
delay in taking a licensing exam will be grounds for further action by the Program 
Director. These actions include remediation, probation, suspension, non-renewal 
and, in case of repeated failures, dismissal from the program. 

6. The registration fees and other attendant costs associated with the required 
licensing examinations are the responsibility of the Resident; the Hospital does 
not provide funds for these fees. 

7. There will be ongoing assessment of the clinical skills throughout the Resident’s 
training. These are proscribed in part by the ABIM. 

8. The Program participates in the In-Training Examination (“ITE”) process, 
sponsored by the American College of Physicians. All PGY-1, 2 and 3 residents, 
regardless of the training track, are required to take the ITE. A waiver of this 
requirement can only be granted by the Program Director. This examination is for 
the benefit of the Resident to help assess his/her fund of knowledge and patient 
care abilities. Although the Program is not permitted to utilize the exam results 
wholly for the evaluation related to advancement or promotion or for purposes of 
recommendation to advanced residency or fellowship programs, the Program 
Director may use the results to identify areas of deficiency and may use the results 
to provide structured educational counseling to residents.  The Hospital and the 
Program provide funds to enroll the Resident in the examination process and 
make scheduling provisions to allow residents to participate. 

9. Other required examinations might come into effect after the effective date of this 
policy. The Program Director will notify the Resident of additional required 
examination(s). 

 
Licensure 
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The practice of medicine is a privilege that is granted and controlled by a number of 
regulatory and disciplinary authorities. These include, but are not limited to, Medical 
Board of California (MBC), Osteopathic Medical Board of California (OMBC), Drug 
Enforcement Agency (DEA) and the Office of Inspector General (OIG) of the US 
Department of Health and Human Services. 
 
The Program requires the Resident to have a full and unrestricted medical license from 
the MBC or OMBC, as appropriate at the earliest possible time as allowed by law, but in 
no case later than the 31 December of the PGY-2 year if a North American graduate or 
31 December of the PGY-3 if an IMG, assuming the resident started residency training 
on-cycle. Once received, the resident is responsible for maintaining a current valid 
license for the duration of postgraduate training. Failure to be licensed as described above 
may cause an interruption in the continuation of training and suspension of employment 
without pay until a valid license has been obtained or the resident’s employment is 
terminated at the discretion of the program director. 
 
The application period to obtain a license generally takes several months to complete and 
requires successful completion of USMLE 1, 2CK, 2CS, and 3 (US Medical Licensing 
Examination) for the most often utilized examination pathway).  Failure to obtain a valid 
license after this training designation period (2 years for USMGs and 3 years for IMGs) 
will prohibit further patient contact and may be grounds for cancellation of  a residency 
contract.  Upon successfully obtaining an unrestricted California medical license, the 
Resident will immediately apply for and obtain from the DEA a Controlled Substance 
Registration Certificate covering Schedules 2, 2N, 3, 3N, 4 and 5. Licensure and the 
attendant fees are the responsibility of the resident; the Hospital does not provide funds 
for these fees. 
 
NPI – At the time of entering the Program, the Resident will apply for and obtain a 
National Provider Identifier (NPI) from the Centers for Medicare & Medicaid Services 
(CMS). The Resident will provide updated information to CMS throughout training 
period in the Program. 
 
ECFMG Certificate - A full and valid certificate form the Educational Commission for 
Foreign Medical Graduates (ECFMG) is required prior to entering the Program by an 
IMG Resident. 
 
PTAL - An IMG Resident is required to have a valid Postgraduate Training 
Authorization Letter (PTAL) or a full medical license from the MBC prior to entering the 
Program and kept updated for the entire period of training in the Program. 
 
 
 
Medical Records 
The timely completion of medical records is an expected duty of all physicians.  
Housestaff responsibilities under this standard include: 
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 PGY-1 PGY-2 PGY-3 
Written history and physical examination notes X X X 
Dictate and sign history and physical X X* X* 
Sign orders (verbal orders within 48 hours) X X X 
Dictate major procedure notes X X X 
Dictate and sign consultations (as directed by 
consultant who must countersign) 

X X X 

Dictate and sign discharge summaries X** X X 
* may dictate and sign H&P instead of PGY-1    
** may dictate and sign DS, but responsibility 
is that of PGY2 or PGY3     

   
 

Attending physicians countersign the H&P and 
the Discharge Summary 

   

    
 
Policy Statement 
 
Written History and Physical Examinations (H&P) 
H&Ps must be completed within 24 hours of admissions. Initial written H&Ps are 
acceptable if so labeled, but all H&Ps must be dictated. All PGY levels can either dictate 
or sign the H&Ps. 
 
Verbal Orders 
All verbal orders must be signed, dated, and timed within 48 hours.  
 
Discharge Summaries 
Discharge summaries must be dictated within 48 hours of discharge. The responsibility of 
discharge summaries belongs to the resident at the time of discharge. After six (6) months 
of training the responsibility of discharge summaries can be that of the intern at the 
resident’s discretion. All records are expected to be completed by 7 days after discharge  
 
Policy 
 

1. Medical records shall be completed promptly and authenticated by a physician, 
dentist, or podiatrist within one week (7 days) following discharge. 

2. Health Information Services (HIS) will notify resident of incomplete medical 
records. This notification will include information about potential suspension if 
the records are not completed within the required two week time period. 

3. While the resident is on suspension, she/he may be pulled off their rotations in 
order to complete their medical records as follows.  

a. Elective/non-ward rotations: Unless there is a violation of the 80 hour 
work limit and 28 consecutive hour policy the resident will be required to 
visit medical records to complete records after their daily rotation duties 
(“after hours”) during suspension. 
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b. Ward /ICU Rotations: If placed on suspension resident is expected to 
stay after rounds in order to complete their medical records while 
remaining within the 80 hour duty policy.  

4. Resident must call ahead of time to have medical records pulled in accordance 
with this policy. 

5. Time away from training rotations for this purpose may not count towards 
licensure of American Board of Internal Medicine certification requirements. 

6. Accumulation of more than 45 days per year on the “suspension” chart list may 
result in action by the program, including statements of these facts in verification 
of training letters to subsequent hospitals or programs.   

 
 
Quality and Risk Management 
The Risk Manager at SMMC is Sheril Garzon (extension 3897), who is part of the 
Department of Quality Management.  Residents are required to promptly report the 
receipt of subpoenas, summons, or notices of malpractice actions to Medical Education 
and to the Risk Manager. Complaints from patients or families should be taken seriously 
and reasonable attempts to understand, report, and deal with the complaints should be 
undertaken in conjunction with the attending physician.  Complaints which may involve 
litigation in the future should be reported to the Risk Manager; those which involve 
quality or patient safety issues should be reported through the variance procedure as 
noted below. Some areas of advice to limit risk include 

 work within your scope of responsibilities 
 inform patients as to care provided, including risks and benefits of interventions 
 use interpreters (especially via the official telephone interpreter service) as 

appropriate and document this use 
 follow the patient’s Advance Directive; involve the Ethics Committee as 

appropriate 
 ensure patient informed consents are completed per hospital policy 
 document the care provided fully and clearly 
 do not make promises you may not be able to fulfill 
  

Quality Improvement 
The Quality Management Director is Ardel Avelino.  Residents are required to participate 
in Quality Improvement projects which may be initiated by resident(s), attending 
physicians, faculty, or other key healthcare professionals.  Such projects may be pursued 
by resident(s) with the approval of the Program Director or his/her designate(s) and 
should improve patient care and safety.  They may also fulfill ACGME requirements and 
may be publishable.  In addition, monthly conferences occur to update residents on and 
engage residents in important quality, compliance, and reporting issues at the hospital. 
 
As is the case for other healthcare professionals and physicians at SMMC, housestaff 
should report events which deviate from normal, expected processes within the hospital 
in order to improve patient care, safety, and systems.  Variance reports may be completed 
and submitted through supervisors on the respective clinical units. 
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Postmortem Examinations (Autopsies) 
The postmortem examination continues to play an important role in teaching hospitals 
and should be sought for most patients who expire.  The housestaff and attending 
physician should come to a joint decision about the need for the examination and who 
should approach the family.  Seek advice from the attending physician or from faculty or 
administration if there is uncertainty about which family member can give permission for 
the examination.  Ordinarily, a postmortem examination should not be performed if there 
is significant disagreement within a family.  Written permission should ordinarily be 
sought, but in certain instances (key family member resides at some distance from the 
hospital), a facsimile or telegram may be accepted. 
 
Coroner’s Cases 
The responsible attending physician should be contacted at once in the event of a 
patient’s death and a decision should be made concerning the desirability of a 
postmortem examination, the need for referral of the case to the coroner, and the mode of 
communication with the family.  Section 10250 of the Health and Safety Code requires 
physicians to notify the coroner when knowledge of a death has occurred in the following 
circumstances 

 patient died without medical attendance 
 during the continued absence of the attending physician 
 where the attending physician is unable to state the cause of death 
 where the deceased person was killed or committed suicide 
 where the deceased person died as the result of an accident or trauma 
 under such circumstances as to afford a reasonable ground to suspect that the 

death was caused by the criminal act of another 
 where drug use contributing or responsible for the death is known or suspected 

Specific types of deaths which should be referred to the Coroner include aspiration, 
suffocation, drug addiction or drug-related, exposure, pneumoconiosis, suspected 
poisoning, heat prostration, fractures (except spontaneous pathological fractures), 
therapeutic misadventure and operative deaths, and possible, but not diagnosed, 
contagious disease (e.g. possible meningitis, possible pulmonary tuberculosis). 
Generally, if a patient is judged to have died from natural causes after evaluation by a 
physician, even if the physician does not know the precise diagnosis, the patient is NOT 
considered a coroner’s case. 
 
Death Certificates 
These certificates must be promptly completed (within 24 hours) following the patient’s 
demise. The Death Certificate worksheet must be filled out by the Resident. A typed, 
finalized report will ultimately be created and sent to the attending physician of note for 
finalization/signature. A licensed Resident may also sign the finished Death Certificate..  
The certificate is used to establish epidemiological statistics regarding the incidence of 
certain diseases; thus, the cause(s) of death listed should be those of the primary process, 
not for example, “cardiopulmonary arrest” or “respiratory failure.”  
 
Patient Confidentiality 
The Program adheres to the Hospital policies regarding patient confidentiality.  HIPAA 
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education and training is mandated annually and issues of patient confidentiality are 
provided through newsletters and other communications.  The use of cameras (cell phone 
or other types) is not allowed unless the use conforms to Hospital policy which generally 
specifies the use of a Hospital camera and printer for documentation purposes.  Photos 
intended for teaching or educational purposes must have appropriate patient consent and 
must be de-identified and stored on secure, Hospital-approved devices.   
 
Patient Safety and Quality Measures 
The Program adheres to Hospital policies regarding patient safety, quality measures, and 
best practices. These are communicated to housestaff on a frequent basis through 
lectures, discussions, feedback, and written policies.  Of particular note, the Hospital does 
NOT approve text message or email orders. 
 
Telephone Calls 
Telephone calls related to patient care may be made at your discretion, but should be 
made with regard to both costs and efficiency.  In some instances, such calls will need to 
be placed through the hospital operator.  Personal telephone calls on hospital lines must 
be limited to the local area and limited in duration.  Cellular telephone use is restricted in 
certain patient care areas per hospital policy. 
 
Public Relations 
Media Contact – All contact with the media must be coordinated through the SMMC 
Administration and the Public Relations Department. 
 
Disaster Plan, Housestaff Assignments 
Housestaff are identified and assigned in the Disaster Plan according to their current 
rotations. Notification of a disaster or drill occurs via the hospital operator or is relayed 
by the staff in Medical Education.  Housestaff should report promptly to the Physicians’ 
Lounge on the second floor and follow the instructions on disaster plans or follow the 
directions of the Medical Education faculty coordinating the housestaff’s role in the 
disaster or drill.  St. Mary Medical Center is a Disaster Resource Center with education, 
training, and leadership provided by Kathy Dollarhide RN, Director.  Housestaff play a 
key role in disaster preparedness and, in the event of a disaster or community emergency 
situation, would be important trained medical participants in the disaster or emergency 
response.  Training and education sessions are held frequently for residents at SMMC. 
 

Residency Program Policies 
 

The academic policies of the SMMC Internal medicine Residency Program reflect those 
established by the Accreditation Council for Graduate Medical Education (ACGME), the 
UCLA School of Medicine, and the SMMC Department of Medicine. 
 
Rotations 
These rotations have been organized to meet the requirements of the ACGME and ABIM 
for a broad experience in Internal Medicine in both the inpatient and ambulatory settings.  
The ACGME requires that residents be exposed to the specialized knowledge and 
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methods of all the recognized medical subspecialties, although it is not necessary for 
residents to rotate through each individual subspecialty.  The ABIM requires that 
candidates for its certification must have training which includes a minimum of 24 
months of meaningful patient responsibility (defined as time spent in direct and 
comprehensive care of patients, including responsibility for record keeping and 
management under the supervision of faculty and/or personal physicians.  Residents will 
train at SMMC, at Harbor-UCLA Medical Center and its clinics, and in other nearby 
offices and clinics. 
 
Admission to Teaching Services 
General Scope:  Only Teaching Physicians, as defined in the Attachments C and D, may 
admit patients to the teaching services.  Patients admitted to the ICU (whether by 
teaching attending physicians or other physicians) may be admitted to the housestaff 
service under the direct management and supervision of a designated teaching critical 
care specialist (see Attachment C).  The Admission Policies also address the issue of 
closure of services when housestaff workload becomes excessive and patient care and 
safety are in question.  Patients admitted to the Internal Medicine teaching services 
should have immediate medical problems which fall in the scope of practice generally 
designated to Internal Medicine.  Patients with other types of medical problems (e.g. 
orthopedic or surgical) may still be seen in consultation by Internal Medicine housestaff 
to assist in the management of their Internal Medicine problems.  Patients with problems 
which lie outside the realm of Internal Medicine should be cared for by other physicians 
who are familiar with and capable of managing those problems.  Current “caps” on 
teaching services adhere to the guidelines of the ACGME and are: 
 
ICU:  20  total patients for the ICU teaching service (2 residents, 4 interns); no more than 
5 new admissions plus 2 IM transfer patients per intern in a 24 hour period (also no more 
than 8 new admissions in a 48 hour period); no more than 10 new ICU admissions plus 2 
IM transfer patients per resident 
Ward team, Usual (1 resident, 1 intern):  14 total patients; interns are limited to 5 new 
admissions plus 2 IM transfer patients per 24 hour period (and no more than 8 new 
patients in a 48 hour period) and residents to 10 new admissions plus 2 transfer patients 
per 24 hour period and not more than 12 new admissions in a 48 hour period. 
 
In rare instances, the ward team may consist of one resident and two interns in which 
case the patient “caps” would be Ward team (1 resident, 2 interns):  20 total patients; 
interns are limited to 5 new admissions plus 2 IM transfer patients per 24 hour period 
(and no more than 8 new patients in a 48 hour period) and residents to 10 new admissions 
plus 4 transfer patients per 24 hour period. 
 
Consultation Services (cardiology, neurology, nephrology, pulmonary):  6 new 
consultations in a 24 hour period with a total service responsibility of 10 patients 
 
Teams may decline new admissions from voluntary teaching attending physicians if 
current patient care duties are so pressing as to possibly affect the ability to promptly 
admit and safely care for the pending admission.  Such situations must be discussed and 
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cleared with the Chief Resident or other Medical Education faculty. 
 
Admissions beyond these “caps” are not allowed without the express agreement of the 
responsible GME attending physician.  “Overflow” patients admitted from the 
Emergency Department Call Panel are the responsibility of a designated on-call internist. 
 
Departmental Admission Policies 
The faculty of the Department of Medical Education at SMMC include Bahman 
Chavoshan, MD (Program Director), Chester Choi, MD (Academic Chief of Medicine), 
Neill Ramos MD (Director of Ambulatory Teaching Clinics), Maged Tanios MD 
(Director of the ICU), Sarah Strube DO (Academic Staff Physician), Bettina Kehrle MD 
(Academic Staff Physician), Hripsime Gharibjanyan MD (Academic Staff Physician), 
Brian Rayhanabad MD (Academic Staff Physician). 
Emergency Department Call Panel Admissions and patients from the teaching clinics at 
SMMC may be designated as “GME Service” patients and may be admitted to the 
teaching services with one of the Medical Education faculty physicians or their 
designate(s) as the attending physician.  Admission of patients to the “GME” teaching 
service is at the discretion of Medical Education faculty attending physicians, i.e. other 
attending physicians cannot admit patients to the GME Service without the consent of the 
Medical Education attending physician. 
 
For questions regarding admission policies, housestaff may contact their GME Service 
attending or the Chief Resident or the Program Director. 
 
Duty Hours, Responsibility, and Working Conditions 
Residents must demonstrate professional attitudes and personal responsibility for the 
patients in their care.  A resident’s obligation to patients is not automatically discharged 
at any given hour of the day or any particular day of the week; transfer of care must be 
careful and comprehensive.  The SMMC Internal Medicine residency program adheres to 
the work hour and work conditions regulations of the ACGME, including the following 
 

 Residents should not be on-call more often than every 4th night 
 PGY-1 residents may remain on duty for no more than 16 consecutive hours 
 Following overnight call (24 hours), residents (PGY2 and 3) may remain on duty 

for up to a further 4 hours in order to further continuing care and ensure 
appropriate transfer of care and to attend educational conferences 

 Residents must be assured one day in seven free of hospital duties when averaged 
over a 4 week period 

 At least 10 hours must occur between on duty “shifts” 
 No more than 12 hours continuous duty may occur in the Emergency Department 
 No more than an 80 hour work week may be scheduled. 
 sufficient ancillary support services must be present 
 adequate sleep, rest, eating, bathroom, and shower facilities must be in place 
 Mechanisms to monitor and intervene to ensure adequate sleep and rest, optimize 

patient safety and appropriate supervision, and avoid fatigue must be in place 
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Residents are expected to pre-round (generally at 7:00 AM) on their patients in order to 
address immediate problems and to help plan for patient care activities during the day.  
Sign-outs occur at 4:30 or 5:00 PM and must include both a written form and a face-to-
face verbal mode that identifies key clinical information on all patients to be “covered” as 
well as more detailed information on patients who are identified as having problems of 
note.  Bedside sign-out rounds are routinely conducted in ICU and are encouraged for 
selected ward patients.  Additionally, tasks and follow up items must be identified. 
 
External and Internal “Moonlighting” 
ACGME and ABIM view residency to be a full-time responsibility.  Given the extent and 
intent of regulations regarding residency work hours, activities outside the educational 
program (i.e. external “moonlighting” or independent employment) must not interfere 
with the resident’s performance in the educational process.  Such activities must be 
reported to Medical Education and will be monitored by the residency program for 
interference with the educational process and work hour limits.  Should such interference 
occur, it may be deemed a breach of professionalism and subject to review and possible 
disciplinary action. Defined, internal “moonlighting” options may occur (an example 
would be coverage on the night for graduation evening ceremonies); such sanctioned, 
internal “moonlighting” must also adhere to ACGME work hour rules. 
 
Absence from the Program 
Rotation and call schedules may change based upon circumstances such as illness, 
disability, leave, or unavailability of residents.  A “backup” or “second-call” resident may 
be designated in the program’s schedules.  This resident, if designated, must be available 
by pager and may be called upon to substitute for a resident who is unavailable.  If called 
upon for hospital duties, the “second-call” resident will be subject to the same work hour 
regulations as noted above.  There may be a “payback” call policy in the event of such a 
substitution; however, efforts will be made to schedule the “payback” at a reasonable 
time and within the scope of the ACGME work hour regulations.  The final decision for 
the scheduling and implementation of this policy will be made by the Chief Resident(s) 
and the Medical Education faculty.  Residents must notify Medical Education of their 
likely unavailability for duty at the earliest possible time. 
 
Maternity/Paternity Leave or Family Leave 
The residency program policies will be in keeping with those of pertinent State and 
Federal laws and with the requirements of the ACGME and ABIM.  Elective rotation and 
paid leave (vacation) time will be scheduled for part or all of any absence due to illness 
or any other medical reasons, including but not limited to maternity or paternity leave.  
Upon exhaustion of the paid leave (vacation) time and a total absence period of thirty 
days, the graduate physician’s stipend payments cease and the remaining absence period 
shall be unpaid (except for state disability payments as applicable), although benefits 
coverage shall continue while the graduate physician remains in the program and the 
resident’s position will be held available upon return, unless there are other academic or 
non-academic issues identified which have or will lead to non-leave related termination. 
 
Any absence exceeding 3 months may result in automatic termination from the program 
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and termination of the graduate physician’s contract.  A total absence period, for 
whatever reason (including paid leave (vacation), in excess of 30 days, whether 
consecutive or not, in the academic year makes credit toward ABIM certification for that 
year unlikely; this would necessitate additional training beyond that academic year.  
Resident absences from scheduled rotations place his/her certification eligibility in 
jeopardy as unscheduled absences from such rotations or from a significant number of 
required conferences may be construed as a breach of professionalism or patient care.  
Resident absences from training program assignments will be construed as vacation time 
unless the Department of Medical Education is informed promptly, preferably in 
advance, about circumstances accounting for the absence.  The reasons for the absence 
must be substantive.  Under certain conditions, such as for repeated infractions of 
program policy, residents will not receive training credit toward ABIM certification for a 
period of time to be determined by the Program Director with the advice of the Clinical 
Competency Committee. 
 
Changes in Call Schedule 
Residents may not independently make changes to the call schedule without the 
knowledge and approval of Medical Education (faculty or Chief Resident).  Requests 
must be made by way of e-mail to both the Chief residents and the scheduler (in addition 
to any other methods of communication employed).  Residents are tasked with informing 
the attending physician on service of their anticipated absence.  Unless the situation is 
emergent, this notification must be made as early as the resident is aware of the change. 
Attendance at Teaching Conferences and Rounds 
The daily teaching conferences and rounds are important parts of a clinical curriculum for 
resident education and residents are expected to attend unless they are involved in an 
ongoing medical emergency or urgency.  Patient care and education are inseparable 
components of clinical training, and an appropriate balance must be achieved.  This may 
necessitate prioritizing patient care duties in conjunction with attendance at educational 
conferences.  Advice may be sought from the supervising resident, the Chief Resident, or 
Medical Education faculty.  In accordance with ACGME requirements, the following 
conferences are considered mandatory and residents must attend at least 60% of them 
within the ACGME work hour requirements (rotations to HUCLA have their own 
designated conferences). 
 Morning or Afternoon Report  
 Noon teaching conferences, including Clinic Conferences, Visiting Professor 
 Rounds, Inpatient and ICU Cases of the Month, Ethics Forums, Cancer 
 Conferences, and Morbidity and Mortality Conference among others. 
 
Professional Behavior  
(As employees of SMMC and Dignity Health, residents are also expected to adhere to behavior standards 
as covered in SMMC human resources policies) 
Residents and students are expected to exhibit professional behavior as part of one of the 
core resident competencies.  This includes appropriate communication which facilitates 
the safe and effective care of patients and promotes the ideals of teamwork and 
collegiality.  Any incidents of non-professional behavior (such as disruptive, 
insubordinate, or inappropriate behavior) may be reported, either directly or through the 
hospital’s variance report mechanisms, to the Program Director or other Medical 
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Education faculty who will further assess and address the situation.  Examples of 
disruptive, insubordinate, or inappropriate behavior include but are not limited to 1.) 
Actions which undermine morale and disrupt necessary teamwork or scheduling, 2.) 
Actions which may lead to unsafe patient care either directly or by inhibiting proper 
communication, 3.) Actions which may be considered discriminatory under federal law, 
or 4.) Actions which interfere with the required educational processes of the residency 
program.  Repetitive or egregious incidents as evaluated by the Director, the Medical 
Education faculty, and the Clinical Competency Committee may result in adverse action 
including possible required counseling/improvement, remediation, admonition and 
official warning, probation, or dismissal from the residency program.  These adverse 
actions may be reportable to licensing or accrediting agencies and in subsequent 
verification documents for hospitals, medical groups, professional organizations, or other 
agencies.  Students deemed to exhibit non-professional behavior may be subject to 
reporting to the medical school and being barred from participation at the hospital site.  
Appeal mechanisms for residents regarding such severe adverse actions are delineated in 
the resident contract and in these Policies and Procedures (Grievance Mechanisms) 
 
 
Sexual Harassment 
This is defined as unwanted sexual advances, or visual, verbal, or physical conduct of a 
sexual nature.  It is forbidden by law and by the institutional policies of SMMC, UCLA, 
and Dignity Health.  Residents or students who believe that they have been harassed 
should contact the Director of Medical Education or any other Medical Education faculty 
member.  They may also contact the SMMC Director of Human Resources, Bob Bokern 
(491-9873).  The purpose of this interaction is to facilitate counseling, and also to inform 
the resident or student of various options available to them, including the filing of a 
complaint of discrimination with the California Department of Fair Employment and 
Housing.  Residents or students found to be in violation of the hospital’s and program’s 
policies on harassment may be subject to adverse action such as required counseling or 
remediation, admonition and warning, or dismissal from the program (residents) or 
reporting to their medical school and being barred from participation at the hospital site 
(students) if the violation is deemed to be egregious or repetitive.  Appeal mechanisms 
for residents regarding such severe adverse actions are delineated in the resident contract 
and in these Policies and Procedures 
  
Evaluation of Performance 
Residents will be evaluated based upon the 6 core competencies identified by the ABIM 
and 22 milestones from the ACGME.  
 
 
ABIM 6 Core Competencies 
 

 Patient care 
 Medical knowledge 
 Professionalism 
 Communication and interpersonal skills 
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 Practice based learning improvement 
 Systems based practice 

 
ACGME 22 Milestones 
 

 Gathers and synthesizesessential and accurate information to define each 
patient’s clinical problems 

 Develops and achieves comprehensive management plan for each patient 
 Manages patients with progressive responsibility and independence 
 Skill in performing procedures 
 Requests and provides consultative care 
 Clinical knowledge 
 Knowledge of diagnostic testing and procedures 
 Works effectively within an interprofessional team (e.g. peers, consultants, 

nursing, ancillary professionals and other support personnel) 
 Recognizes system error and advocates for system improvement 
 Identifies forces that impact the cost of health care, and advocates for, and 

practices cost-effective care 
 Transitions patients effectively within and across health delivery systems 
 Monitors practice with a goal for improvement 
 Learns and improves via performance audit 
 Learns and improves via feedback 
 Learns and improves at the point of care 
 Has professional and respectful interactions with patients, caregivers and 

members of the interprofessional team (e.g. peers, consultants, nursing, 
ancillary professionals and support personnel) 

 Accepts responsibility and follows through on tasks 
 Responds to each patient’s unique characteristics and needs 
 Exhibits integrity and ethical behavior in professional conduct 
 Communicates effectively with patients and caregivers 
 Communicates effectively in interprofessional teams (e.g. peers, consultants, 

nursing, ancillary professionals and other support personnel) 
 Appropriate utilization and completion of health records 

 
Specific core competencies for ABIM advancement to each resident level are listed in 
Attachment G.  Specific milestones for ACGME advancement to each resident level are 
listed in Attachment J. Further milestones have been identified by the ACGME and will 
be incorporated in evaluations and communications intended to meet or exceed ACGME 
accreditation requirements.  All members of the team (attendings, residents, and medical 
students) evaluate each other and both written and verbal evaluations are expected at the 
conclusion of each rotation.  Patient and nursing evaluations of resident performance 
(360 degree evaluations) will also be sought.  Resident progress will be monitored 
according to the ACGME identified milestones with frequent meetings of core faculty 
and the clinical competency committee and residents will be given feedback on their 
progress.   
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On a frequent and regular basis, residents will be made aware of their progress and of any 
areas of needed improvement.  Each resident will meet with a faculty advisor to review 
their evaluations, discuss plans for improvement, and review career goals; such meetings 
may also occur as desired by the resident or faculty advisor.  All written communications 
concerning performance in the program are available to the individual resident.  This 
policy also extends to letters of recommendation, unless the resident chooses to waive 
his/her rights of access to such letters according to FERPA (Family Educational Rights 
and Privacy Act). 
 
The Clinical Competency Committee, consisting of full-time and volunteer teaching 
physicians is responsible for the overall evaluation of housestaff and reports from this 
Committee are presented to the Graduate Medical Education Committee.  The members 
of the committee may serve as bedside examiners for the annual clinical examination 
(CEX or mini-CEXs see Attachment F) given to each resident, consider disciplinary 
actions, and evaluate the residents’ rate of progress toward advancement to the next level 
of training and toward eligibility for the ABIM certification examination.  Sample 
evaluation forms for clinical examinations are included as attachments. 
 
Special Activities in the Training Program 
From time to time, additional educational activities that enhance the program’s training 
abilities may become available.  Such activities may include school or camp physical 
examinations, cancer screening examinations, health fairs, community health education 
lectures, or external didactic conferences.  The participation of residents in such 
additional activities may be required or highly encouraged as assessed by the Medical 
Education faculty for educational benefit.  The ACGME work hour rules would apply in 
these situations. 
 
Medical Student Responsibilities and Policies 
Elective clerkships for fourth year medical students are available at SMMC as specific 
courses designated by the UCLA School of Medicine.  These include: 
 

 General Internal Medicine Wards 
 Cardiology 
 Emergency Medicine 

 
Residents are expected to fulfill their teaching, evaluation, and supervision roles with 
medical students and will be given orientation to these expectations by the supervising 
faculty member. 
 
There is considerable variability in the clinical experiences and abilities of the students; 
hence, there must be graded responsibility and close supervision in patient contact for the 
students. 
 
During the first few days of the rotation, students will evaluate all patients jointly with 
the ward team intern or resident.  At the end of this time, the resident and attending 
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physician will discuss the student’s progress and will devise a plan designed to give 
increased patient care responsibility to the student as warranted.  In all cases, however, 
students will be supervised by the ward resident and their orders will require immediate 
countersignature by the intern, resident, or attending.  They may perform procedures only 
with the direct approval of the attending physician and always under supervision. 
 
Third year medical students from the Drew/UCLA program and/or from Ross University 
School of Medicine have rotations in Internal Medicine.  Generally, each student will 
rotate for 4-week duration on IM wards; thus one student will be assigned to each of the 
Internal Medicine ward teams.  They will see and care for patients secondarily, i.e. the 
ward resident and intern will be primarily responsible for the patient including history 
and physicals, progress notes, order writing, and discharge summaries.  The 3rd year 
student’s notes will be in addition to those of the primary team and any orders written by 
the student must be directly supervised by the resident or attending and immediately 
countersigned.  Third year students should “carry” no more than 2-5 patients.  They will 
participate on rounds, including presenting their patients’ histories and physicals and 
daily progress.  They should attend most housestaff conferences, but will also have their 
own “core” lectures (DMD or discussions of major diseases) and patient review sessions 
with faculty. 
 
Privileging and Credentialing of Medical Students, Residents, and Fellows 
Department of Medical Education 
St. Mary Medical Center 
 
Policy Goals 
This policy is intended to define the status of medical students, residents (including 
interns), and fellows in educational programs at St. Mary Medical Center.  It is intended 
to meet the requirements of the Joint Commission, the Accreditation Council on Graduate 
Medical Education, and other regulatory agencies to define the status of trainees and the 
lines of supervision and responsibility for each.  The Medical Staff of St. Mary Medical 
Center has delegated this responsibility to the Department of Medical Education. 
 
General definitions 
Housestaff are at various levels of training in the institution (interns, residents, and 
fellows), and have gradations of responsibilities and privileges.  They are credentialed 
through the Department of Medical Education which maintains records of their 
assignments, duties, and evaluations.  At all times, they are under the supervision of 
attending staff of the hospital.  Students, Residents or Fellows on rotations from other 
training programs or institutions must also be credentialed through the Department of 
Medical Education which will maintain affiliation agreements or letters verifying such 
rotations according to housestaff policies and procedures and will verify their good 
standing in an accredited program, their prior background and health checks, their 
HIPAA training, and their malpractice, general liability, workers compensation and 
health insurance.  Medical students are allowed to participate in patient care or as 
observers, depending upon their level and clinical experience as students, only with the 
approval of the Department of Medical Education and subject to the requirements listed 
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below. 
 
All medical students, residents, and fellows must be registered with the Department of 
Medical Education prior to any patient contact or involvement.   
 
Privileges, Responsibilities, Supervision 
Interns may: 
Obtain a pertinent medical history and perform a medical examination on patients as part 
of their supervised training or in response to medical emergencies or urgent calls.  They 
may write orders for diagnostic and therapeutic modalities under the supervision of the 
resident and with the consent and overall supervision of the attending physician.  They 
would help to supervise medical students on their team, in conjunction with the resident 
and attending physician.  They may perform internal medicine procedures, under the 
supervision of a credentialed attending staff member or a credentialed housestaff 
(resident or fellow) as delineated in the housestaff policies and procedures.  After 
attaining “competence” in certain procedures, as delineated in the housestaff policies and 
procedures, they may perform such procedures independently, but they are always under 
the supervision of a resident or fellow and with the consent of the attending physician.  
Interns will be ACLS and BLS certified and would participate in Code Blue and other 
emergency situations, and would perform procedures under the supervision of the 
resident, fellow, or attending staff member as delineated in the policies and procedures. 
They may see patients in consultation as part of their training, and would provide 
consultation services under the supervision and guidance of a consultant credentialed in 
the specialty or subspecialty by the hospital. 
 
Residents may: 
Obtain a pertinent medical history and perform a medical examination on patients as part 
of their supervised training or in response to medical emergencies or urgent calls.  They 
may write orders for diagnostic and therapeutic modalities under the overall supervision 
of the attending physician, and they must supervise and direct the intern(s) and any 
medical students on their team.  They may perform internal medicine procedures, under 
the supervision of a credentialed attending staff member or a credentialed housestaff 
(resident or fellow) as delineated in the housestaff policies and procedures.  After 
attaining “competence” in certain procedures, as delineated in the housestaff policies and 
procedures, they may perform such procedures independently, but with the consent and 
general oversight of the attending physician.  Residents will be ACLS and BLS certified 
and may participate or supervise in Code Blue and other emergency situations; they 
would perform procedures as needed under those emergency situations. They may see 
patients in consultation as part of their training, and would provide consultation services 
under the supervision and guidance of a consultant credentialed in the specialty or 
subspecialty by the hospital. 
 
Fellows may: 
Obtain a pertinent medical history and perform a medical examination on patients as part 
of their supervised training or in response to medical emergencies or urgent calls.  They 
may write orders for diagnostic and therapeutic modalities under the overall supervision 
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of the attending physician, and they must supervise and direct the interns and residents 
and any medical students on their team.  They may perform internal medicine procedures 
with the oversight and consent of a credentialed attending staff member; they may 
perform subspecialty procedures under the supervision and consent of an attending staff 
member credentialed in those subspecialty procedures at St. Mary Medical Center.  After 
attaining “competence” in certain procedures, as delineated in the housestaff policies and 
procedures, they may perform such procedures independently, but with the consent and 
general oversight of the attending physician or credentialed attending consultant. 
 
Medical students may:  
be allowed to participate in rotations at St. Mary Medical Center with the direct written 
approval and consent of the Department of Medical Education and the Director of 
Medical Education or his/her designee.  First or second year medical students who are 
approved by the Director or his/her designee may observe patient care or procedures, but 
only under the direct supervision of a credentialed attending staff member and only after 
fulfilling the criteria delineated by the Department of Medical Education.  These will 
include, but not be limited to, verification of status in the medical school, provision of 
proof of malpractice, general liability, and health insurance, verification of health status, 
evidence of HIPAA training, verification of a background check and health status, and 
verification of approval for the rotation by the medical school.  First or second year 
medical students may obtain medical histories and perform physical examinations as part 
of approved rotations, but will do so only with the prior consent of the patient and with 
the consent and supervision of the attending physician or his/her designee.   
 
Third or fourth year medical students may be permitted to participate in rotations at St. 
Mary Medical Center during officially designated elective courses under the approval of 
the UCLA School of Medicine (and the Charles R. Drew University School of Medicine 
in the case of Drew/UCLA students) and the Department of Medical Education at St. 
Mary Medical Center.  To qualify for such rotations, there must be evidence of a 
background check, vaccination and health status verification, malpractice, general 
liability, and health insurance, HIPAA training, and medical school status verification.  
During such rotations, 3rd and 4th year medical students will be under the direct 
supervision of residents and will participate in patient care only under such direct 
supervision and with the overall supervision and consent of a credentialed attending staff 
member.  Third and 4th year medical students may write orders, but these must be 
immediately countersigned by a resident, fellow, or attending  before they will be carried 
out by hospital staff; their progress notes will similarly be immediately countersigned by 
a resident, fellow, or attending.  They may participate in procedures under the direct 
supervision and presence of a resident, fellow, or attending, and with the knowledge and 
consent of the patient and attending. 
 
Ross University School of Medicine 3rd and 4th year medical students may be permitted 
to participate in rotations at St. Mary Medical and with attending physicians affiliated 
with St. Mary Medical Center.  They are at all times under the direct supervision of 
residents and/or credentialed attending staff members.  Current rotations may include 
inpatient ward medicineand outpatient medicine.  They are also subject to prior approval 
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by Ross University and St. Mary Medical Center and background check, vaccination and 
health status verification, malpractice, general liability, and health insurance, HIPAA 
training, and medical school status verification.   
 
Observerships: 
The Department of Medical Education does not credential or approve physicians or 
others not currently enrolled in a medical school or accredited post-graduate training 
program, i.e. observerships. 
 
Supervision and Order Writing 
 
At all times, residents are responsible to the attending physician internist (or in certain 
cases, neurologist or emergency medicine physician) for that patient.  They should be in 
frequent contact (at least daily) with the attending physician and must communicate 
major changes in the patient’s condition and discuss the care plan including major 
diagnostic tests, important therapeutic plans, and choices of consultants.  Teaching 
attending physicians are expected to adhere to the policies of the hospital’s medical staff 
which require that hospitalized patients be seen and evaluated by the attending physician 
within 24 hours and be seen in follow up on at least a daily basis and more frequently 
according to patient care needs. 
 
Most orders should be written by housestaff for patients on their service.  Exceptions may 
include orders written by attending physicians when housestaff are not present or 
available, but every effort should be made to convey the intent of those orders to the 
housestaff team.  Another exception would be specialized orders written by consultants, 
particularly those orders unlikely to fall in the scope of practice of a general internist, e.g. 
specialized oncology chemotherapy orders.  Again, patient safety and medical care are of 
prime concern and residents must not write orders unless they are clearly familiar with 
the meaning and implications of the order and the risks and benefits of any interventions. 
 
Patient Responsibility and Professionalism (Transfer of Care) 
 
The responsibility for the care of patients, and the appropriate longitudinal care, is a 
privilege granted by patients and conveyed by attending physicians to students, residents, 
and fellows.  Such care must be carried out in a professional, compassionate, and ethical 
manner to the best of one’s ability.  This includes availability and commitment to 
continuing the care until the coverage responsibility is accepted by one’s colleague(s) and 
also includes an appropriately comprehensive transfer of information (verbal 
communication and written sign-out, change of service note, etc.) about that patient and 
his or her problems and needs.   
 
The continuity of care is important in the learning process, but on some occasions, the 
teaching service may wish to relinquish the responsibility for the care of a patient to the 
attending physician or to other physicians.  This must always be done with the agreement 
and acceptance of the attending primary physician and with the agreement of those 
physicians who will accept the responsibility for care.  Such communication must be 



  - 28 -  

direct (in person or via telephone) and must identify the time of transfer of the 
responsibility and the method of communication of this change to nursing and other 
involved services.  In addition, such a transfer must have the approval of Medical 
Education (faculty or Chief Resident) and must be based upon a specific reason, e.g. 
patient stable and no diagnostic or therapeutic interventions or observations anticipated 
by a busy teaching service, patient no longer desires to be on teaching service, problems 
are not of an internal medicine nature, teaching service unable to provide sufficient 
resources to manage this patient’s problems (this should be an extremely rare reason, but 
patient safety must be a prime focus), acceptable to Medical Education.  Also, some 
patients may need to be cared for by a different physician(s) for insurance coverage 
reasons and this physician(s) may not be a designated teaching attending.  In all of these 
cases, a progress/transfer note and order indicating the change in status, and the 
acceptance of the responsibility, must be documented. 
 
Emergency Care 
Housestaff are expected to participate as assigned in the event of patient care 
emergencies such as, but not limited to, resuscitation efforts (as part of the Code Blue 
Team), impending emergencies (as requested by the Rapid Response Team), or in the 
event of possible acute, severe traumatic injuries occurring in the hospital (falls).  In these 
situations, they would be acting temporarily under the auspices of the attending physician 
and should communicate with that physician regarding the plans to assess and stabilize 
that patient and ensure patient safety.  Housestaff would not have continuing 
responsibilities unless that patient was a teaching service patient otherwise assigned to 
their care, but they would be responsible for an appropriate “hand-off” to the attending 
physician. 
 
Procedures: 
 
Residents are required by the program to become proficient in certain procedural skills 
and that proficiency especially extends to the indications, benefits, possible risks and 
complications, and safety mechanisms for these and other procedures.  The latter are key 
requirements of the ACGME and the ABIM.  Required procedural skills are listed in 
Attachment E.   
 
The required numbers of each procedure are considered minimum numbers that should be 
performed while observed, but should be performed independently from the 
observer/supervisor.  Residents must achieve these minimum numbers before being 
granted the privilege to do the procedure without observation/supervision.  Residents 
must achieve privileges to perform certain core procedures independently (intubations, 
arterial line placement, and central venous line placement) prior to advancement to the 
R2 year.  Advancement to the R2 year without the requisite procedural experience is at 
the sole discretion of the Program Director.  Except in emergency situations, all “starred” 
procedures in Attachment E must be discussed with the responsible attending physician 
prior to performance of the procedure.  Some procedures see Attachment E; will always 
require direct supervision by an attending physician with privileges to perform that 
procedure.  Attending physicians, or residents approved by Medical Education, with 
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privileges for the specific procedure may serve as the observer or supervisor for 
housestaff procedures.  This includes teaching attending physicians or other internists or 
neurologists, but also specialists in other fields who possess those specific procedure 
privileges. 
 
 
Grievance Mechanisms 
 
For resident grievances with the program, residents may bring issues forward to the 
Program Director, to the Chairman of the GME (graduate medical education committee), 
or to the hospital Administration (Andrew Burg, Chief Medical Officer, ext 3931).  
Competency and promotion issues would first be presented to the Clinical Competency 
Committee; the resident may choose an active Medical Staff member to assist in their 
representation at the committee.  Decisions at this level or issues unrelated to competency 
or promotion may be presented to the GME Committee and again, the resident could 
present their issues with the assistance of a Medical Staff member.  The Chairman of the 
GME Committee is Dr. Michael Liff.  Employment related grievances may be presented 
to the Department of Human Resources ext 3148 (the Director is Bob Bokern ext 3873). 
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Attachment A:  Teaching Heads Committee 
 
Bahman Chavoshan MD Program Director 
Chester Choi, MD  Academic Chief of Medicine 
Neill Ramos MD  Director, Ambulatory Teaching Clinics 
Sarah Sandell MD   General Internal Medicine 
Barry Heller MD   Emergency Medicine 
Alan Erlbaum MD  Nephrology 
William Hornstein MD Neurology 
Jyoti Datta MD  Pulmonary 
Geoffrey Dolan MD  Rheumatology 
Richard Berkson MD  Endocrinology 
N. Simon Tchekmedyian MD Medical Oncology 
Sassan Farjami MD  Hematology 
Maged Tanios MD  Critical Care 
Sarah Strube DO  Medical Education 
Hripsime Gharibjanyan MD Medical education 
Bettina Kehrle MD  Medical Education, Palliative Care 
Brian Rayhanabad MD  Medical Education 
Amar Kapoor MD and  
Nikhil Kapoor MD  Cardiology 
To be appointed  Infectious Diseases 
Anoop Shah MD  Gastroenterology 
Deborah Rightmier  Geriatrics 
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Attachment B:  Clinical Competency Committee 
 
Voting Members 
Bahman Chavoshan , MD Program Director 
Chester Choi, MD  Academic Chief of Medicine 
  
Jyoti Datta MD  Pulmonary 
Diana Bryant MD  Gen Internal Medicine 
Marcia Alcouloumre MD Infectious Diseases and HIV Medicine 
Sassan Farjami MD  Hematology Oncology 
Sarah Strube MD  Gen Internal Medicine 
Bettina Kehrle MD  Palliative Care and Gen Internal Medicine 
Hripsime Gharibjanyan MD Gen Internal Medicine 
Neill Ramos MD  Gen Internal Medicine 
Ricky Mac MD  Endocrinology 
Barry Heller MD  Emergency Medicine 
   
Deborah Rightmier MD Geriatrics 
Brian Rayhanabad MD Gen Internal Medicine 
Michael Liff, MD  PulmonaryMaged Tanios, MD  Critical Care 
 
Non-Voting Members 
Andrew Burg, MD  Designated Institutional Official and  

Chief Medical Officer (ex officio) 
Alan Arthur Cantillep, MD Chief Resident 
Victoria Chung, MD  Chief Resident 
Jeffrey Power   Residency Coordinator 
Kel Miller    Manager of Academic Affairs  
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Attachment C:  Admission Policies 
 
Intensive Care Unit 
Admissions to housestaff in the Medical ICU are accepted from any internist with 
privileges at SMMC only in conjunction with critical care consultation, supervision, and 
management from one of the panel of critical care teaching consultants as designated by 
the ICU Director and the Internal Medicine Residency Program Director and as listed 
below: 
 
Nayyer Ali MD   critical care/pulmonary  
Antonio Beltran MD  critical care/pulmonary  
Bahman Chavoshan MD critical care/pulmonary /sleep medicine 
Jyoti Datta MD  pulmonary 
Irene Leech MD  pulmonary 
Michael Liff MD  pulmonary 
Arunpal Sehgal MD  critical care/pulmonary 
Maged Tanios MD  critical care/pulmonary /sleep medicine 
Mohsen Rofoogaran DO critical care/pulmonary 
Cynthia Miller MD  pulmonary (covering teaching attending) 
Glenn Libby MD  pulmonary (covering teaching attending) 
 
Admissions to housestaff in the Cardiac ICU (patients with primarily cardiac criteria for 
ICU admission) are accepted from any teaching cardiologist with privileges at SMMC.  
Housestaff managing cardiology patients (CCU equivalent) must be supervised by a 
cardiologist with appropriate privileges at St. Mary Medical Center.  Teaching 
cardiologists are appointed by the Internal Medicine Residency Program Director in 
conjunction with the Teaching Head in Cardiology and the Director of the ICU.  
Teaching Cardiologists at St. Mary Medical Center include: 
 
Watson Desa   cardiology/interventional 
James Jengo MD  cardiology 
Amar Kapoor MD  cardiology/interventional 
Stanley Kawanishi MD cardiology/interventional 
Minh Nguyen MD   cardiology/interventional 
Nikhil Kapoor MD  cardiology/interventional 
 
PGY-1 residents are limited to 5 admissions (plus 2 IM transfer patients) and should not 
be responsible for more than 8 patients.  PGY-2’s and PGY-3’s are limited to 10 
admissions in a 24 hour period and should not be primarily responsible for more than 10 
patients.  The ICU Director may reassign patients to ensure a balanced and fair workload 
and to enhance learning.  In the ICU, the maximum census on the Teaching Service 
should not exceed 20.  Prior to closure of the ICU teaching service, housestaff must 
notify the ICU Director or his/her designate.  Interns and residents ordinarily do not 
admit on “pre-call” or “post-call” days and do not exceed 7 admissions in a 48 hour 
period for interns and 10 admissions in a 48 hour period for residents.  Overnight 
covering PGY-2 or PGY-3 residents are expected to adhere to work hour regulations 
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including 24 hours of consecutive duty hours and no more than 4 hours of continuing 
care of previously admitted (not new) patients.  The night float PGY-1 resident in the 
ICU is also expected to adhere to the work hour regulations including no more than 16 
consecutive hours of duty. 
 
Wards, including Telemetry 
Admissions to housestaff on the Wards are accepted from any designated teaching 
internist.  PGY-1 residents are limited to 5 admissions (plus an additional 2 IM transfer 
patients) in a 24 hour period and should not be responsible for more than 10 patients.  
PGY-2’s and PGY-3’s are limited to 8 admissions (plus an additional 2 IM transfer 
patients) in a 24 hour period and should not be responsible for the care of more than 14 
patients.  The teaching attending assigned for that period and service will provide added 
input and teaching for any patient on the service and will help to ensure that the 
educational experience for residents caring for those patients is optimal. 
 
Ward night float 
This service includes one resident and one intern and has duty hours from 8 PM to 9AM 
Sunday through Thursday and 8PM Thursday to 2 PM on Friday.  They admit ward 
service patients and provide cross coverage during those times.  They are expected to 
attend teaching conferences including Morning report and Friday noon conference 
(resident only).   
 
In addition to these numerical limits, the program supports the implementation of patient 
care limits such that if housestaff are unable to provide adequate patient care for the 
patients on their service due to temporary acuity issues, they may close their service to 
new admissions until that acuity is relieved.  The supervising resident must inform the 
Chief Resident or the Medical Education faculty member on call and discuss their plans.  
In all situations, appropriate patient safety and medical care must be the prime 
consideration.  The minimum age cutoff for admission to the Internal Medicine teaching 
services is 15 in keeping with the criteria of the Department of Medicine.  Patients under 
the age of 15 are not to be routinely admitted to Internal Medicine teaching services.  
 
Teaching Internists’ Coverage 
Patients on or admitted to the teaching services must have a designated teaching internist 
(or neurologist) supervising and teaching for that portion of the care which involves the 
resident(s).  Overnight coverage or vacation coverage may be provided by an approved 
“covering teaching attending physician,” but only for those patients admitted by a 
teaching attending physician.  Teaching internists and covering teaching attending 
internists are appointed by the Internal Medicine Residency Program Director based upon 
the internist’s capabilities and willingness to do case-based or didactic teaching of 
fellows, residents, and medical students.  Except for emergency care as defined on page 
18, housestaff do not have responsibilities for the care of non-teaching patients and must 
not be involved in admission or routine care for such patients.
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Attachment D:  Teaching Attending 
Physicians (updated 06/17/2013) 
 
Alcouloumre, Marcia (ID/HIV) 
Ali, Nayyer (crit care) 
Allswang, Barry (GIM) 
Barrett, Peter (geriatrics/hepatology) 
Beltran, Antonio (pulmonary/crit care) 
Berkson, Richard (endo) 
Bryant, Diana (GIM) 
Calescibetta, C.C. (neph) 
Carrillo-Nunez, Ignacio (neuro) 
Chavoshan, Bahman (pulm/crit care, sleep) 
Choi, Chester (ID) 
Datta, Jyoti (pulm) 
Desa, Watson (card) 
Devente, Jerome (ID/HIV) 
Dolan, Geoffrey (rheum) 
Erlbaum, Alan (neph) 
Farjami, Sassan (H/O) 
Gharibjanyan, Hripsime (GIM) 
Hornstein, William (neuro) 
Hsieh, John (neph) 
Jengo, James (card) 
Josephson, Karen (geriatrics) 
Kapoor, Amar (card) 
Kapoor, Nikhil (card) 
Kawanishi, Stanley (card) 
Kehrle, Bettina (GIM/palliative care) 
Leech, Irene (pulm) 
Liem, Andre (H/O) 
Liff, Michael (pulm)  
Maasarani, Essam (neph) 
Mac, Ricky (endo) 
Marmarelis, Panos (neuro) 
Neal, Nathaniel (rheum) 
Nga, Visal (GIM) 
Ngo, Mark (H/O) 
Nguyen, Minh (card) 
Pardo, Manuel (ID/HIV) 
Park, Alice (neph) 
Patel, Sapna (neph) 
Perez-Silva, Rene (GIM) 
Ramos, Neill (GIM) 
Rayhanabad, Brian (GIM) 
Rofoogaran, Mohsen (pulm, crit care) 
Sandell, Sarah (GIM) 
Saylor, Teresita (pulm) 
Schneider, Stefan (ID/HIV) 
Sehgal, Arunpal (pulm,crit care) 
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Shah, Anoop (GI) 
Simmons, Timothy (GI) 
So, Vannarith (GIM) 
Strube, Sarah (GIM) 
Tadikonda, Mohan (neuro) 
Tamaroff, Marc (allerg/imm) 
Tanios, Maged (pulm, crit care, sleep) 
Tchekmedyian, N.S. (onc) 
Tran, Khai (FM) 
Van Gieson, Henry (card) 
Vora, Nilesh (H/O) 
Wan, Chok (GIM) 
Wu, Lihong (H/O) 
 
Chief Residents 
Cantillep, Alan (GIM) 
Chung, Victoria (GIM) 
 
*Covering Teaching Attendings 
Anyadike, Cyril (GI) 
Appel, Marvin (card) 
Chavez, Liza (ID)  
Fan, Robert (GI)  
Kim, David (neuro)  
Libby, Glen (critical care) 
Miller, Cynthia (pulm) 
Nguyen, Steve (GI) 
Warner, Alan (neph)  
Yafeh, Banafsheh (neuro) 
 
**Teaching only  
Barrett, Peter (geriatrics) 
DeCristofaro, Dominic (card) 
Guu, Huan (GIM) 
Leung, Alex (GIM)  
Rightmier, Deborah (GIM, geriatrics)  
Tang, Angela (GIM) 
Tran, Michael (endo) 
Witter, Bret (cardio) 
Yeh, Joyce (GIM) 
 
*Covering teaching attendings admit or consult with and teach housestaff while providing weekend 
or holiday coverage for a regular teaching attending 
 
**Teaching only attendings do not admit or have consultation patients with residents, but provide 
didactic teachin 
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Attachment E:  Procedural Skills 
 
Residents are expected to attain competency in a number of procedures.  These include 
      Required # for Supervision 
*Arterial catheterization (includes puncture) (3)  (3)  
*Insertion of central venous catheters 
 Subclavian    (5)  (5) 
 Internal jugular   (5)  (5) 
 Femoral    (5)  (5) 
*Thoracentesis     (3)  (3) 
*Paracentesis     (3)  (3) 
*Joint aspiration    (1)  (3) 
*Lumbar puncture    (5)  (5) 
*Endotracheal intubation   (5)  (5) 
Nasogastric intubation    (1)  (3) 
Bladder catheterization   (1)  (3) 
Pelvic Examination and PAP smear  (1)  (3) 
*  requires prior discussion with attending physician unless emergency situation 
 
Residents may also have the opportunity to gain experience in other, non-required 
procedural skills.  These will always require direct supervision and include 
 
Exercise treadmill testing (may also be supervised by nurse practitioner with privileges for 
this procedure) 
Holter monitor interpretation 
Skin biopsy 
Breast mass aspiration 
Elective cardioversion 
Chest tube insertion 
Transvenous pacemaker insertion 
Swan-Ganz catheter placement and interpretation 
Flexible sigmoidoscopy 
Tracheostomy 
 
In addition, competency will be assessed for ventilator management through verification of 
competency by the Director of the ICU or his/her designate. 
 
An important part of the procedure is the understanding and explaining (informed consent) 
the indications, risks, and benefits of the procedure.  Residents MUST demonstrate their 
ability to do this and must also appropriately document the performance of the procedure in 
the patient’s chart and in the procedures database.  All procedures will be performed under 
supervision (a resident who has already demonstrated competence or an attending 
physician or fellow with those privileges) until the resident has performed a sufficient 
number, independently but under observation, to demonstrate independent competence.  
Required minimum numbers for competence are listed for each procedure. 
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Attachment F 
 

ABIM Form for CEX 
CLINICAL EVALUATION EXERCISE 

 
These guidelines and form are recommended for use by staff physicians in conducting and 
documenting the clinical evaluation exercise of a resident or intern. 
 
 Resident/Intern’s Name ________________________________________________                                                                                          
  
 Evaluator’s Name ____________________________________________________                                                                                                   
 
 Date of Evaluation ____________________________________________________                                                                                                  
 

 The two hour exercise is conducted by a member of the Clinical Competency 
Committee.  The patient selected for the exercise must be unknown to the 
resident/intern.  About one hour should be designated for the evaluator to observe 
the resident interviewing the patient and performing a physical examination.  During 
this hour, the evaluator should remain  inconspicuous and not interrupt so that the 
patient relates primarily to the resident.  However, when necessary, the evaluator 
should go to the patient to demonstrate proper techniques to the resident or elicit 
findings which the resident omitted. 

 
 After leaving the patient, about 30-45 minutes should be designated for the 

resident’s presentation of the history and physical examination, initial diagnostic 
impression, and initial plans for diagnostic studies and medical care. 

 
 At the conclusion of the exercise, the evaluator should discuss in detail with the 

resident the strengths and weaknesses observed in his/her clinical performance.  The 
evaluator may ask for a written record of his/her patient workup for review, and the 
resident should submit this if requested. 

 
1. CLINICAL SKILLS - HISTORY 
 
Demonstrates consideration for the patient during the interview.  Recognizes and interprets 
nonverbal clues.  Allows the patient adequate time to tell about the illness in his/her own 
words, yet directs questions effectively to obtain the necessary information.  Develops in 
chronological sequence an accurate description of the pertinent symptoms and events in the 
present illness.  Obtains appropriately complete information in the past history, family 
history, and social history. 
 
Comments: 
 
 
Check:       Unsatisfactory      Marginal           Satisfactory   Superior 
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2. CLINICAL SKILLS - PHYSICAL EXAMINATION 
 
Demonstrates concern for the patient’s comfort and modesty.  Enlists the patient’s 
cooperation.  Positions patient properly, applies skillfully the fundamental techniques of 
examination to each region.  Follows a logical sequence of examination from one region to 
another, emphasizing those areas of importance suggested by the interview.  Applies special 
techniques to help gather complete information about an abnormality.  Modifies the 
examination to adapt to patient limitations imposed by illness.  Records the physical 
examination in the patient’s chart in a well-organized, thorough manner. 
 
Comments: 
 
 
Check:     Unsatisfactory      Marginal           Satisfactory   Superior 
 
 
3. CLINICAL JUDGEMENT AND SYNTHESIS (as elicited by Case Presentation) 
 
Spends appropriate time for the complexity of the problem.  Uses terminology that is 
meaningful and unambiguous.  Presents information concisely in logical sequence.  Reports 
accurately the information related by the patient and the observations made during the 
physical examination.  Relates information about major problems in adequate detail without 
significant omissions or digressions, selectively highlighting less important problems. 
 
Comments: 
 
 
Check:     :     Unsatisfactory      Marginal           Satisfactory   Superior 
 
 
4. MEDICAL CARE (including utilization of Laboratory Tests and Procedures) 
 
Understands in physiologic terms, the meaning of the patient’s abnormal findings and 
interrelates them to explain logically the patient’s illness.  Is able to develop a differential 
diagnosis with an appreciation for priorities in each of the diagnoses considered.  Identifies 
all of the patient’s major problems.  Uses a logical sequence in planning diagnostic tests and 
procedures.  Integrates diagnostic studies with the diagnostic impression, proceeding from 
simpler tests to more complex ones.  Demonstrates clinical judgment in selecting the most 
effective care with the least risk to the patient.  Plans treatment to deal with all of the 
patient’s major problems. 
 
Comments: 
4. MEDICAL CARE, cont 
 
 
Check:     :     Unsatisfactory      Marginal           Satisfactory   Superior 
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5. HUMANISTIC ATTRIBUTES 
 
Demonstrates the necessary human qualities and interpersonal skills which will allow the 
development of appropriate patient-physician relationships.  Demonstrates integrity, 
empathy, compassion, and respect for the patient; exemplifies that the primary concern is for 
the patient’s welfare.  Appreciates the patient’s perception of illness.  Is careful to place the 
patient’s problems in the context of the patient’s life and history.  Displays sensitivity to the 
patient’s needs for comfort and encouragement. 
 
Comments: 
 
 
Check:     :     Unsatisfactory      Marginal           Satisfactory   Superior 
 
 
6. OVERALL CLINICAL COMPETENCE  (as demonstrated in this exercise) 
 
Comments: 
 
 
 
Check:     :     Unsatisfactory      Marginal           Satisfactory   Superior 
 
 
 
 
 
     Upon completion of this evaluation, please return to: 
 
      St. Mary Medical Center 
      Department of Medical Education 
      Attn:   
                 Kel Miller, Manager Academic Affairs 
               or Jeffrey Power, GME Coordinator 
      1050 Linden Avenue 
      Long Beach, CA    90813 
 
 
 
The Mini-CEX examinations may also be utilized (generally at the PGY-2 and 3 levels).  
These are described on the ABIM website and examples of the forms utilized are shown 
there (http://www.abim.org/resources/publications/minicex.pdf) 
  

http://www.abim.org/resources/publications/minicex.pdf)
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Attachment G 
St. Mary Medical Center – Internal Medicine Residency Training 
Time-Line for Development of Core Competencies 
 
The development of the competencies is an ongoing process in the growth of a physician 
in training.  There are milestones in each year of training which must be accomplished in 
order to successfully progress through the program.  The expected goals for each year of 
training are as outlined below.  Although each individual may grow at his or her own 
rate, these milestones are minimal expectations for each resident for a given year of 
training. 
 
 PGY 1 PGY 2 PGY 3 Assessment 
Patient Care 1) Perform thorough history 

and physical 
2) Synthesize data into a 
problem list and differential 
diagnosis 
3) Formulate diagnostic and 
therapeutic plan with some 
supervision 
4) Demonstrate caring and 
respectful behavior 
5) Clear and timely 
documentation skills. 

1) Coordinate patient care among 
all  members of the health care 
team 
2) Formulate therapeutic and 
diagnostic plan independently 
3) Use information technology to 
support patient care decisions 
4) Effective in time-management 
and in prioritizing tasks. 

1) Counsel and educate patients 
and families 
2) Perform competently the 
diagnostic and therapeutic 
procedures essential to the 
practice of medicine 
3) Function as an internal 
medicine consultant 
4) Be able to integrate clinical 
common sense and judgment 
with medical knowledge 

 Meets expectations 

 Suggestions for 
improvement 

 Needs improvement 
with remediation plan 
implemented (see below 
for plan) 

Medical 
Knowledge 

1) Basic knowledge of 
pathophysiology 
2) Develop solid working 
knowledge base of common 
clinical problems 
3) Develop basic out patient 
knowledge base 
4) Asks questions and 
participates in discussions 

1) Develop deeper understanding 
of disease states 
2) Develop skill of reading and 
interpreting medical literature 
3) Understands indications, 
contraindications, and risks of 
common medications/procedures. 

1) Utilize current EBM in 
management of patients and in 
teaching junior residents. 
2) Have appropriate study 
schedule and materials in 
preparation for ABIM Boards. 

 Meets expectations 

 Suggestions for 
improvement 

 Needs improvement 
with remediation plan 
implemented (see below 
for plan) 

Practice-Based 
Learning and 
Improvement 

1) Develop a willingness to 
learn from errors 
2) Familiar with clinical IT 
systems 

1) Facilitate the learning of others 
2) Gain competence in bedside 
teaching 
3) Use information technology to 
answer clinical questions 
4) Obtain the skills necessary to 
present topics informally and 
formally to a group 

1) Analyze own practice for 
needed improvement 
2) Apply research and statistical 
methods 
3) Use evidence from scientific 
studies 

 Meets expectations 

 Suggestions for 
improvement 

 Needs improvement 
with remediation plan 
implemented (see below 
for plan) 

Interpersonal 
and 
Communication 
Skills 

1) Develop strong language 
and listening skills 
2) Develop strong 
documentation skills 
3) Learn to present a case 
accurately and succinctly 
4) Receives constructive 
criticism well. 

1) Creates and sustains therapeutic 
and ethically sound relationships 
with patients and families. 
2)  Develops leadership skills 
3) Develop the skills necessary to 
negotiate 

1) Able to discuss end-of-life 
care with patients/family. 
2) Is an effective leader of all 
members of the health care 
team. 

 Meets expectations 

 Suggestions for 
improvement 

 Needs improvement 
with remediation plan 
implemented (see below 
for plan) 

Professionalism 1) Demonstrate respect and 
compassion 
2) Professional appearance 
3) Demonstrate commitment to 
ethical issues 
4) Recognizes limitations and 
need for help 

1) Establish sense of responsibility 
for patient population 
2) Manage and direct a health care 
team 
3) Develop conflict management 
skills 
4) Work with consultants and 
other health care teams 

1) Develop independent 
professional style and identity 
2) Serve as a role-model for 
junior residents 
3) Interact with attending 
physicians in an effective 
manner. 

 Meets expectations 

 Suggestions for 
improvement 

 Needs improvement 
with remediation plan 
implemented (see below 
for plan) 

Systems-Based 
Practice 

Develop knowledge of practice 
and delivery system 

Work with ancillary team 
members (discharge planners, 
home care, case managers) to 
provide for high quality, cost 
effective health care 

1) Understand interaction of 
practice with the larger system 
2) Advocate for patients within 
the health care system 
3) Understand admission and 

 Meets expectations 

 Suggestions for 
improvement 
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discharge criteria.  Needs improvement 
with remediation plan 
implemented (see below 
for plan) 

 
 
 PGY 1 PGY 2 PGY 3 Assessment 
Developmental 
Tasks 

1) Orient to new tasks 
2) Develop presentation skills 
3) Demonstrate team 
leadership potential 
4) Learn to teach students 
5) Develop comfort in 
ambulatory setting 
6) Learn to interact with 
attendings 
 

1) Develop and refine leadership 
role 
2) Refine teaching skills 
3) Take responsibility for own 
learning 

1) Take responsibility for own 
learning 
2) End with patients 
3) Prepare to move on to next 
task 

 

Potential 
Problems 

1) Cultural differences 
2) Transition problems 
3) Weak clinical skills 
4) Failure to develop 
leadership skills and/or 
independence 

1) Passivity 
2) Paternalism 
3)  

1) Passivity 
2) Paternalism 
3) Overconfidence 

 No problems identified 

 Suggestions for 
improvement 

 Needs improvement 
with remediation plan 
implemented (see below 
for plan) 

Check-list  CCEX Completed 

 Procedures Database 
(*highly rec.) 
 Intubation*, central-line 

placement*, 
thoracentesis, 
paracentesis, lumbar 
puncture, ABG/arterial-
line, joint aspiration 

 Ventilator management 
exam 

 Complete and review 
evaluations including year-end 
evaluation 
 

 All items in PGY 1 column 
and: 

 In-service exam 

 Apply for medical license and 
DEA 

 Received feedback on lectures 
given 

 Senior Project discussed 

 Elective month discussed 

 Career/Fellowship plans 
discussed 
 
 

 All items in PGY 2 column 
and: 

 Sign up for ABIM Boards 

 Received career counseling. 
 

 

 
 
Overall Evaluation/Comments: 
 
 
 
 

 Exceeds 
expectations 
 Meets 
expectations 
 Has remediation 
plan (explain below) 

Competency issues and remediation plan: 
 
 
 
 

Timeline: 
 Immediately 
 On-going 
evaluation 
Reassess by: 

 
Resident:     Year:     Date: 
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Attachment H 
 
Patient Restraints 
Internal Medicine Residency Program 
St. Mary Medical Center 
February 2009, revised 
 
St. Mary Medical Center has a policy of respecting patient rights by limiting patient 
restraints to those situations where other modalities (alarms, monitors, frequent 
reminders, sitters, etc.) are not sufficient to ensure patient safety.  In such situations, 
physical restraints may be necessary for safety, but would also be limited to the minimum 
modalities deemed necessary (e.g. restraining only the hand or arm or using mittens if 
patient endangers self by pulling out devices or catheters or using only a Posey jacket if 
patient endangers self by attempting to climb out of bed risking serious fall and injury) 
and for only the minimum duration of time needed for patient safety.   
 
Another situation in which restraints may be necessary is for safety in the event a patient 
is at risk of physically endangering self or others.  This is deemed an emergency situation 
and housestaff may be called to authorize such restraints in teaching or non-teaching 
service patients.  The attending physician should be notified in these situations.  The 
evaluation needs to be face to face and the order signed, timed, and dated.  Such orders 
generally need to be renewed every 4 hours. 
For non-emergency situations requiring restraints, nursing can initiate the appropriate 
restraint after obtaining a verbal/telephone order or a written order from a physician.  
This would be the intern or resident responsible for the patient at that particular time for 
teaching service patients, but would be the private attending physician for non-teaching 
patients.  For teaching service patients, the intern or resident must do a face to face 
assessment and sign, date, and time the restraint order within 24 hours.  The hospital’s 
restraint order form is utilized (see accompanying form), specifying the reasons for the 
restraint and the type of restraint.  The patient is reassessed for the need for restraints on 
at least an every 2 hour basis by nursing who also have policies regarding the monitoring 
and assessment for any complications of the restraints.  The physician order will need to 
be renewed on a 24 hour basis if the patient’s condition warrants.  In evaluating patients 
for the need for restraints, one should use one’s best professional judgment to weigh the 
risks versus the benefits.  In general, restraints are a burden to patients and ethical and 
humane care of patients would dictate that the benefits of safety for the patient outweigh 
the psychological and physical burdens of restriction of movement and other limitations.  
Restraints should never be used solely as a matter of convenience. 
 
 
Restraints may be classified as physical (mittens, Posey jackets, soft wrist or ankle 
restraints, stronger padded leather wrist or ankle restraints, etc.) or chemical 
(psychotropic drugs or sedatives).  Patients must give informed consent for treatment if 
psychotropic drugs or sedatives are being utilized for psychiatric diagnoses.  Patients who 
are delirious (acute confusional states) may be treated with psychotropic drugs or 
sedatives under the conditions of the general consent to treatment of the hospital, e.g. 
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acute alcohol withdrawal syndromes, etc.  Seclusion is another form of restraint; St. Mary 
Medical Center does not permit seclusion or patient isolation. 
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Attachment I 
St. Mary Medical Center 
Internal Medicine Residency 
Medical Records Requirements 
 
Attendings: 

1. Daily (or more frequently as needed) entries on acute hospital patients 
2. Countersigning resident note (after discussion and agreement with findings and 

plan) is acceptable, but INSUFFICIENT FOR BILLING purposes per Medicare 
guidelines…attending note for billing purposes must reflect key elements of 
findings and plan, but may refer to resident’s note and correct or emphasize 
findings and plan as needed 

3. Countersign H&P, consultations (as pertinent) and Discharge Summary (or Face 
Sheet) after correction/concurrence 

Residents (PGY-2 or 3) 
1. Responsible for Discharge Summary dictation or Face Sheet completion 
2. Responsible for dictation of consultation notes in conjunction with attending 

consultant 
3. Sign and date/time all orders 
4. Sign and date/time all verbal orders within 48 hours 
5. Daily progress notes (or more frequently as needed) in conjunction with interns 

and/or students 
6. Procedure notes to include indications, informed consent, description of 

procedure (include site marking, time out, anesthesia method, site preparation, 
specimens obtained or device placed, complications, and follow up plans) 

Interns (PGY-1) 
1. Responsible for history and physical  (H&P); may be dictated or legibly written 
2. Sign and date/time all orders 
3. Sign and date/time all verbal orders within 48 hours 
4. Daily progress notes (or more frequently as needed) in conjunction with resident 

and/or students 
5. Procedure notes to include indications, informed consent, description of 

procedure (include site marking, time out, anesthesia method, site preparation, 
specimens obtained or device placed, complications, and follow up plans) 

Medical Students 
1. May write progress notes (must be labeled with MS-3 or MS-4 designation); note 

must be countersigned by resident or intern or attending 
2. May write orders, but order will not be “carried” unless countersigned (after 

review and concurrence) by intern, resident, or attending 
3. Procedure notes to include indications, informed consent, description of 

procedure (include site marking, time out, anesthesia method, site preparation, 
specimens obtained or device placed, complications, and follow up plans) 

 
Attendings, Residents, and Interns responsible for the care of that patient MAY sign, 
date/time verbal orders of covering attendings or housestaff IF they concur with the 
order.  This should be done within 48 hours of the verbal order. 
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Attachment J 
Internal Medicine Milestone Project 

NAS Internal 
Medicine Milestones  
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