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PURPOSE 
 

The purpose of the Resident Handbook is to summarize information and 
responsibilities regarding the Altru Family Medicine Residency.  Much of the 
material is reviewed during Orientation Week and at other times during the 
residency.  This Handbook should allow each resident-fellow to review core 

material whenever necessary.  The handbook is also available in electronic form 
at altru.org/fmr.  Please refer to altru.org/fmr for complete information in each of 

the sections highlighted in the handbook. 
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OUTLINE 

 
MISSION STATEMENT:  Altru Family Medicine Residency trains family medicine physicians to 
practice full scope comprehensive medicine across the spectrum of health care. This will be 
achieved with a commitment to provide the skills and background to care for patients in all 
settings, including the unique challenge of rural medicine.  
 
General Overview: 
 
Graduate medical education is the crucial step of professional development between medical  
school and autonomous clinical practice. It is in this vital phase of the continuum of medical 
education that residents learn to provide optimal patient care under the supervision of faculty  
members who not only instruct, but serve as role models of excellence, compassion,  
professionalism, and scholarship.  
 
Graduate medical education transforms medical students into physician scholars who care for 
the patient, family, and a diverse community; create and integrate new knowledge into practice; 
and educate future generations of physicians to serve the public. Practice patterns established 
during graduate medical education persist many years later. 
 
Graduate medical education has as a core tenet the graded authority and responsibility for 
patient care. The care of patients is undertaken with appropriate faculty supervision and 
conditional independence, allowing residents to attain the knowledge, skills, attitudes, and 
empathy required for autonomous practice. Graduate medical education develops physicians 
who focus on excellence in delivery of safe, equitable, affordable, quality care; and the health of 
the populations they serve. Graduate medical education values the strength that a diverse 
group of physicians brings to medical care. 
 
Graduate medical education occurs in clinical settings that establish the foundation for practice-
based and lifelong learning. The professional development of the physician, begun in medical 
school, continues through faculty modeling of the effacement of self-interest in a humanistic 
environment that emphasizes joy in curiosity, problem-solving, academic rigor, and discovery. 
This transformation is often physically, emotionally, and intellectually demanding and occurs in a 
variety of clinical learning environments committed to graduate medical education and the well-
being of patients, residents, fellows, faculty members, students, and all members of the health 
care team. 
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PROGRAM GOALS AND OBJECTIVES 
 
Goals 
  
To develop family physicians capable of, and dedicated to, meeting the needs of patients in 
challenging circumstances, with self-sufficiency, reliance, and commitment to professional 
growth. 
 
Objectives  
 
An optimal learning environment based on strong ambulatory and inpatient experiences. 
Clinical curiosity and self-evaluation skills. 
 
Attainment of competence in medical knowledge, patient care, practice-based learning and 
improvement, interpersonal and communication skills, professionalism, and systems-based 
practice. 
 
Appropriate self-confidence by encouraging autonomy commensurate with development. 
 
Strong role modeling from experienced clinicians combining scholarship and substantial 
practice. 
 
A commitment to improve the quality and safety of patient care. 
 
Emphasis on the responsibility of the physician to maintain personal well-being and support 
other members of the health care team. 
 
Practices that focus on mission-driven, ongoing systematic recruitment and retention of a 
diverse and inclusive workforce of residents, fellows, and faculty members. 
 
Rationale 
 
Family physicians enjoy a relationship with patient and family that includes trust and obligation. 
The most effective possess strong interpersonal and communication skills and their care shows 
responsibility and professionalism. Effective care requires sound medical knowledge and 
rigorous clinical logic. Further, since contemporary practice involves complex, systems of health 
care delivery, experience of systems and resource utilization is fundamental. Finally, since 
knowledge changes constantly, physicians must be adept at reading scientific literature, be able 
to separate the good from the bad, and be able to integrate those advances that are genuinely 
beneficial into daily practice. 
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EDUCATIONAL GOAL 
 
The educational goal is to develop Family Physicians competent in the six competencies of 
medical education and the procedures commonly performed by Family Physicians in clinical 
practice. 
 
The Residency Program believes that Family Medicine represents the entry point into the health 
care system for approximately 85% of the populace and that family physicians should be able to 
look after 90% of the problems presented to them by their patients. For the things, which they 
can’t handle, they should serve as the patient’s advocate and case manager. The two principle 
activities associated with primary care are prevention and early intervention and based on 
his/her knowledge of the patient and his family, the family physician is in an excellent position to 
prevent or minimize disease by alerting his/her patient to adverse biological, environmental and 
lifestyle factors. The family physician is also trained to incorporate the principles of wellness, 
nutrition, immunization, psychological well-being, and patient education in the provision of 
primary medical care. Additionally, he/she can appreciate that the diagnosis and management 
of a patient’s distress is not limited to organic causes and to consider the stresses and support 
qualities inherent in the family system. Since family dynamics figure significantly in the health of 
an individual, the family physician administers patient care and treatment within the context of 
the family, nuclear or communal. 
 
The Program strives to prepare medical school graduates for careers as family physicians, 
enabling them to enter practice with the knowledge and skill necessary to provide optimal 
primary care. It also strives to motivate them to: 
 
1. Deliver high quality primary care 
2. Remain board certified and relicensed through continuing medical education 
3. Recognize their responsibilities to family, associates, and community 
 
The Program also believes that the graduate is ultimately responsible for his/her continuing 
medical education. Hence, emphasis is placed on developing ongoing self-directed techniques 
which will enable the graduate to adapt to changing medical practice. Residents are dissuaded 
from developing protocols but are instead encouraged to leave audit trails which reflect logical 
cost effective, clinical reasoning. 
 
The most effective learning requires reinforcement provided by the opportunity to practice new- 
found skills with as much clinical responsibility as is compatible with good patient care. 
 
To achieve these goals, the Family Medicine Residency has developed an integrated model, 
with the community faculty delivering the major portion of clinical teaching and support. 
Community faculty are selected from respected role models within the community who have 
demonstrated a sustained interest in medical education. 
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TEACHING FACILITIES 
 
Family Medicine Residency 
General Description 
 
Location: 725 Hamline Street, Grand Forks, North Dakota 58203 
 
Hours:  Appointments – 8:00 am – 5:00 pm 
Patient Care – 8:30 am – 12:00 pm and 1:30 pm – 5:00 pm (last appointment made at 4:30 pm, 
telephone answered 24 hours day) 
 
Building Security 
 
Altru Family Medicine Residency must be secure during non-working hours. Should you 
discover a security problem, please notify UND Police at 777-2591 and Altru Security 780-5000. 
 
Pass cards will be issued. Each resident will receive one pass card. This will open the front and 
rear doors of the Center. Do not lose your pass card or loan it to another resident as it is 
registered to you by number. 
 
Altru Hospital 
277 beds, more than 25,000 ER visits 
Built in 1976 
Site for most of in-hospital educational program 
Each licensed resident (PGY-2, PGY-3) may apply for staff designation and appropriate 
privileges 
 
Hospital Privileges 
 
PGY-1 is unlicensed and broadly viewed as an intern 
PGY-2 and PGY-3 may apply for “Staff Appointment” at Altru 
 
Altru Rehabilitation Hospital 
In-patient beds 
Large out-patient clinics for in depth neurologic, psychiatric and rehabilitation evaluations of 
children and adults 
 

BEEPERS 
 
The beepers that you carry belong to Altru Health System. Batteries may be obtained at the 
Altru Health System front desk or from the residency coordinator at the center. 
 
Loss or destruction of your beeper will cost you the replacement which is $230.00. 
 
If you feel that your beeper is not working properly, take it to Information Services or the 
switchboard at Altru Health System for repair or the Program Coordinator in the FMR clinic. 
 
Must be on 24/7 unless you are on official vacation or post-call in which case your cell phone 
number may be provided to the OB floor if you choose to be contacted for a continuity OB 
patient 
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PAYROLL 
 
All residents are paid through Altru Health System. Pay dates are every other Friday and will be 
sent to your house or direct deposited on each payday.   
 
Problems with payroll functions should be directed to the residency coordinator. 
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ACGME SIX COMPETENCIES 
 
In 1999, the ACGME Outcome Project introduced six domains on which residency programs 
would be mandated to focus their efforts to improve educational and assessment processes. 
These competencies are Patient Care, Medical Knowledge, Professionalism, Systems-based 
Practice, Practice-based Learning and Improvement, and Interpersonal and Communications 
Skills. Objective assessments of the six core competencies areas will mapped to the family 
medicine specific milestones provided by the ACGME as a progressive assessment of resident 
performance.   
 
Currently, programs are expected to demonstrate that they are developing educational activities 
and assessment tools that provide useful and increasingly valid, reliable evidence that their 
residents are achieving competency-based objectives and that the programs themselves are 
effective in preparing residents for medical practice. 
 
Description 
 
Patient Care and Procedural Skills 
Ability to provide patient care that is compassionate, appropriate, and effective for the promotion 
of health, prevention of illness, treatment of disease and care at the end of life. Residents are 
expected to: 
• Communicate effectively and demonstrate caring and respectful behaviors when interacting 
with patients and their families 
• Gather essential and accurate information about their patients 
• Make informed decisions about diagnostic and therapeutic interventions based on patient 
information and preferences, up-to-date scientific evidence, and clinical judgment 
• Develop and carry out patient management plans 
• Counsel and educate patients and their families 
• Use information technology to support patient care decisions and patient education 
• Perform competently all medical and invasive procedures considered essential for the area of 
practice 
• Provide health care services aimed at preventing health problems or maintaining health 
• Work with health care professionals, including those from other disciplines, to provide patient 
focused care 
 
Medical Knowledge 
Knowledge of established and evolving biomedical, clinical, and social sciences, as well as the 
application of this knowledge to patient care and the education of others. Residents are 
expected to: 
• Demonstrate an investigatory and analytic thinking approach to clinical situations 
• Know and apply the basic and clinically supportive sciences which are appropriate to their 
discipline 
 
Practice-Based Learning and Improvement 
Ability to use scientific methods and evidence to investigate, evaluate and improve their patient 
care practices. Residents are expected to: 
• Analyze practice experience and perform practice-based improvement activities using a 
systematic methodology 
• Locate, appraise, and assimilate evidence from scientific studies related to their patients' 
health problems 
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• Obtain and use information about their own population of patients and the larger population 
from which their patients are drawn 
• Apply knowledge of study designs and statistical methods to the appraisal of clinical studies 
and other information on diagnostic and therapeutic effectiveness 
• Use information technology to manage information, access online medical information and 
support their own education 
• Facilitate the learning of students and other health care professionals 
• Identifying strengths, deficiencies, and limits in one’s knowledge and expertise, setting learning 
and improvement goals, systematically analyzing practice using quality improvement methods, 
implementing changes with the goal of practice improvement, incorporating feedback and 
formative evaluation into daily practice, assimilating evidence from scientific studies related to 
their patients’ health problems, and using information technology to optimize learning. 
 
Interpersonal and Communication Skills 
Demonstration of interpersonal and communication skills that enable them to establish and 
maintain professional relationships with patients, families, and other members of health care 
teams. Residents are expected to: 
• Create and sustain a therapeutic and ethically sound relationship with patients 
• Use effective listening skills and elicit and provide information using effective nonverbal, 
explanatory, questioning and writing skills 
• Work effectively with others as a member or leader of a health care team or other professional 
group educating patients, families, students, residents, and other health professionals. 
• Effectively communicate with patients and families to partner with them to assess their care 
goals, including when appropriate, end-of-life goals. 
 
Professionalism 
Residents must demonstrate behaviors that reflect a commitment to continuous professional 
development, ethical practice, an understanding and sensitivity to diversity and a responsible 
attitude toward their patients, their profession and society. Residents are expected to: 
• Demonstrate respect, compassion, and integrity; a responsiveness to the needs of patients 
and society that supersedes self-interest; accountability to patients, society, and the profession; 
and a commitment to excellence and ongoing professional development 
• Demonstrate a commitment to ethical principles pertaining to provision or withholding of 
clinical care, confidentiality of patient information, informed consent, and business practices 
• Demonstrate respect and responsiveness to diverse patient populations, including but not 
limited to diversity in gender, age, culture, race, religion, disabilities, national origin, 
socioeconomic status, and sexual orientation; ability to recognize and develop a plan for one’s 
own personal and professional well-being; and appropriately disclosing and addressing conflict 
or duality of interest. 
 
Systems-Based Practice 
Demonstration of an understanding of the contexts and systems in which health care is 
provided, including the social determinants of health, as well as the ability to apply this 
knowledge to improve and optimize health care. 
 
Residents are expected to: 
• Understand how their patient care and other professional practices affect other health care 
professionals, the health care organization, and the larger society, as well as how these 
elements of the system affect their own practice 
• Know how types of medical practice and delivery systems differ from one another, including 
methods of controlling health care costs and allocating resources 
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• Practice cost-effective health care and resource allocation that does not compromise quality of 
care 
• Advocate for quality patient care and assist patients in dealing with system complexities 
• Know how to partner with health care managers and health care providers to assess, 
coordinate and improve health care and know how these activities can affect system 
performance 
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A complete listing of required rotations with accompanying goals and objectives can be found at 
altru.org/fmr and will not be duplicated in this handbook.  Some rotations require additional 
logistical instructions and for this reason, they are highlighted below. 
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EMERGENCY MEDICINE 
 

1. Service attendings are the emergency room staff physicians.  

2. Minimal rotation requirements are fourteen - 12 hour shifts in the first year and twelve - 
12 hours shifts in the second year with a combination of days, evenings, nights, and 
weekends, preferably, from the hours of 2 pm to 2 am including two weekends. 
Residents should schedule time in the emergency department when emergency room 
staff physicians who are more likely to teach are working. Time schedules should be 
arranged with Dr. German who is the ER Coordinator. Schedules should be posted in 
the ER PRIOR TO THE START OF THE ROTATION. 

3. Residents must record meaningful encounters for all patients they have seen during the 
ER rotation. Residents must see, at minimum, 250 adults and 75 pediatric patients 
during the two rotations. 

 
FAMILY PRACTICE TEACHING SERVICE (FPTS) 

 
General 
1. Patients placed on a teaching service are managed by the service residents and 

attending physician. Orders should be written by residents. Admissions to the teaching 
service must be accepted by the Chief Resident or the resident on call after 5:00 pm.  
Staff physicians may not admit to the teaching service without clearing through one of 
the above-named parties. If problems arise, it should be handled by the Program Faculty 
or the Chief Resident. Adult medical and clinical admissions to FPTS must be accepted 
by the attending physician. 

2. FPTS “teaching rounds,” which function as “sign-out rounds” for the post-call resident, 
occur from 8:30-10:30 am and includes the Chief Resident, junior residents on the 
FPTS, medical student(s), attending physician, and pharmacist. All new patients will 
have a history and physical presented during morning teaching rounds. Patients 
currently on the service will have an updated history, physical exam, and plan of care 
presented. Teaching rounds offer an opportunity to discuss patient management, 
learning issues and to perform formal rounds on the patient floors.   

3. Unless circumstances are unusual, you should see your patients on your own before 
morning rounds. If discharge is planned for that day, residents should contact the 
attending physician and enter discharge orders prior to teaching rounds, time permitting.  

4. Patients are to be assigned to a specific resident as soon as possible after admission.  
The patient's chart should be designated to the FPTS in EPIC.  

5. All admissions to the FPTS prior to 4:30 PM will be carried out by the designated in-
house resident. Such resident will also admit pediatric patients when the pediatric 
resident is unavailable. Admissions at or after 4:30 PM will be carried out by the resident 
responsible for overnight call. Patients with ongoing care needs on the FPTS will receive 
a face-to-face evaluation by his/her resident prior to sign-out rounds. The Chief 
Resident, the PGY-3 resident on-call, and all residents on the FPTS will be present at 
sign-out rounds at 5 PM on weekdays, in the common area by the resident call rooms, 
with the exception of any resident on post-call respite. Any resident who will be 
unavoidably delayed will notify the Chief Resident and the resident on-call and will be 
responsible for his/her patients’ care until such time that formal handover has taken 
place. Prior to sign-out rounds, each resident will complete the standardized electronic 
log that contains pertinent patient information and specifically indicates whether a patient 
will require an evening visit by the resident responsible for overnight call, or not.   
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6. PGY3 residents providing call coverage for FPTS are responsible for rounding on 
patients admitted to the hospital during their call coverage. The resident is then required 
to attend teaching rounds allowing satisfactory transition of care. 

7.  Meaningful encounters on the FPTS include:  H&Ps, daily progress notes, afternoon 
round notes that results in a change of plan of care, documentation of the care of an 
unstable patient, and discharge summaries. Each meaningful encounter must be sent to 
the attending physician for co-signature. 

8. When requesting a consultation, be sure that the request is clear and specific (i.e., 
advice on patient’s problem, assume total care, etc.) Consultations must be requested in 
EPIC and a phone call to the physician and/or their office. The patient’s primary 
physician should be notified of these plans. 

9. Some patients on the FPTS require procedures to be done while they are hospitalized 
such as an LP, etc. which the resident is permitted to perform with the discretion and 
proper supervision of the attending physician. The individual resident is responsible to 
take the initiative to coordinate this. 

10. Only residents can write orders on service patients unless there is an emergent 
situation. 

11.  Schedule: 
The chief resident is responsible for its construction 
Requests for time off while on call should be submitted 40 days prior to the first day of 
the month on call 
Any call schedule changes must be coordinated between residents. Changes must be 
given to the residency coordinator no later than the 15th of the preceding month 
Any changes must conform to the Program policies on vacation 

12. Service attendings rotate in two-week blocks from Monday am to Monday am.   
13. Patients are received from the following: 

Service attendings private patients 
Patients of other Altru physicians considered to have educational value to the service 
All patients of the Family Medicine Residency physicians (It is the individual resident's 
responsibility to assume care) 

14. Consults 
Residents are required to verbally communicate with a specialist when a hospital consult 
order is placed. The consultant should be paged to the call back number plus *77*2. If 
the consulting physician does not return the call within 15 minutes, the resident will send 
a message via “Secure Chat” in EPIC notifying the physician of the consult and asking 
that they page the resident for verbal communication. If the resident is post-call and will 
not be available to speak with the consulting physician, the team pager beeper number 
should be left in the Secure Chat message. If there are consultants who don’t routinely 
return pages, a Clarity should be submitted, or the Program Director should be 
notified.    

 
Chief Resident 
A chief resident plays a critical role in the educational mission of residency program. Duties 
involved as the chief resident including managing administrative, educational, and clinical tasks 
of the residency. Serving as the chief resident provides an excellent opportunity for a third-year 
resident to continue to develop and model leadership and teamwork. A framework of expected 
duties and expectations for managing the FPTS is as follows:  
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Chief Duties 
Manage the FPTS according to the expectations listed below. 

1. Maintain the call schedule for FPTS. 
2. Organize the monthly chief conference. 
3. Take attendance at noon conferences. Excused absences are only for a resident who is 

away on vacation, post-call respite, sick-leave, or attending to patient care duties. 
4. Manage evening/night phone calls. Calls should only be taken for FMR patients and Life 

Skills Transitional Center. 
5. Arrange call coverage if a resident is unable to provide it. 
6. Arrange post resident education support group and bring concerns to faculty. 
7. Attend faculty meetings and provide chief update on FPTS and resident concerns. 
8. Arrange meetings with Altru presenters. Chief resident will receive email notification from 

the Program Director. 
9. The chief resident will provide a list of cases appropriate for a root-cause and apparent 

cause analysis to the Program Director. 
10. Track census of FPTS daily. 
11. Attend “hospitalist huddle” 1:00-1:20 pm M-F by phone 
12. PGY-3 resident on-call is required to check-in with in-house resident on-call at 

approximately 10 pm as a wellness check and giving the in-house resident the 
opportunity to answer questions. 

13. Attend Council of Chairs with the Program Director. The meeting is the first Tuesday of 
each month 3:30-5:30 pm. 
 

Chief Expectations 
General FPTS Expectations: 

1. Update the FPTS list including, at a minimum, the patient room number, MRUN, name, 
code status, attending physician, PCP, admission date, vital sings and resident 
comments which will include all the following: hospital diagnosis, expected discharge 
date, significant PMH, diet, IVF pertinent labs and plan. All list updates include 
anticipated follow-up required following the transition of care. 

2. All patients on the FPTS will be designated as “visit required” or “visit not required”. All 
patients designated as “visit required” will be seen by the day or night shift resident. 

3. Monitor resident notes on FPTS with special attention to first year residents 
4. Develop presentation skills with individual residents 
5. Check in with post call resident to evaluate their level of fatigue and provide relief if 

necessary. The chief resident should use discretion to round on patients when a resident 
appears to be overwhelmed. PGY-1 residents should have no more than eight patients 
and PGY-2 residents should have no more than 10 patients. 

6. Encourage meaningful encounter data entry. 
7. Reinforce professional behavior to all residents, including on-time arrival for morning 

rounds. 
8. The chief resident will encourage residents to submit Clarity reports when appropriate. 
9. Monitor compliance with 80-hour work week for residents on the FPTS. Check-in with 

academic coordinator the third week of each block to establish if junior residents need 
work hours adjusted the last week of the block to maintain compliance with duty hours 
less than 320 per block.   

10. The chief has the responsibility of demonstrating POCUS on appropriate FPTS patients. 
11. Round with charge nurse on observation following teaching rounds 
12. Attend hospitalist via phone daily. 
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Admissions: 
1. Chief is expected to notify residents of admissions or consults. 
2. The chief resident will notify residents for admission during daytime hours.  If the 

resident is overwhelmed with other patient care obligations, the chief may choose to 
assign the patient to a different resident.  Ultimately, there is joint discussion but not joint 
decision regarding patient assignment to residents. 

3. Assign cases to medication students (approximately 2 patients per 3rd year student and 
3 patients per 4th year student).  Patients followed by medical students need to have a 
resident follow with the patient as well.  Residents may copy the medical student note 
and paste into their daily progress note, acknowledging the original author. 

4. Admissions after 4:30 PM should be done by the on-call resident. 
5. Admissions from 7-8:30 AM should be done by the chief resident who may then reassign 

the patient to a junior resident. 
6. If the PGY-1 resident has 3 or more admissions in 2 hours or the PGY-2 resident has 4 

or more admissions in 2 hours, the chief resident will be in-house to assist.   
7. In-house PGY-3 resident on-call will round on all admits occurring between 8 PM and 7 

AM.  Admits occurring before 8 PM will be reassigned to residents on the FPTS. 
8. The FPTS will not take admissions from 12-5 PM on resident education days.  Attending 

physicians will write admission orders and document H&P during this time.  The 
attending physician may contact the Chief Residents if they would prefer the patient to 
be followed by the FPTS. 

9. FMR  and FMC detox/alcohol patients will be admitted to the FPTS.  Sanford detox on 
the service only if < 25 patients. 

10. The chief may “close the FPTS for admissions” if residents are overwhelmed with patient 
care duties and with discussion with the Program Director or the Associate Program 
Director.  FMR patients are always admitted to the FPTS.  This should only occur on 
rare instances. 
 

Morning Rounds: 
1. Actively guide learning issues on morning rounds.  Each resident should have four 

learning issues per block.  If junior residents are busy with patient care, the Chief 
resident should present learning issue.  At least one learning issue should be presented 
daily. 

2. Post round with 1st year residents for the first two weeks they are on the FPTS. 
3. The chief will encourage residents to read attestations prior to calling the attending 

physician. 
 

Evening/Sign Out Rounds: 
1. Chief resident and the third-year resident on-call are required to attend sign-out rounds. 
2. In-house residents will see their patients as well as the post call resident’s patients for 

evenings rounds. Otherwise, residents do their own PM rounds and can write their PM 
notes after rounds, if needed.  

3. Encourage the use of “read-back” technique during sign-out rounds 

Attending Physician Expectations 
Attending physicians are crucial in the development of resident physicians. Attending physician 
role modeling is an integral component of medical education and a principal factor in shaping 
the values, attitudes, and behaviors of resident physicians. Attending physicians must 
demonstrate the following: 
 
1. Allow the resident to function with autonomy. 
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2. Expect the resident to develop a differential diagnosis and management plan. 
3. Contribute additional information or advice when needed. 
4. Treat residents with respect. 
5. Role model appropriate physician behavior. 
 
Attending physicians who do not meet the above expectations will not have their patients on the 
FPTS. Further, if patient care ordered by the attending physician is not concordant with the 
residents most recent evaluation, and through discussion discrepancies between the residents 
and attending physician cannot be resolved, the patient may be removed from the FPTS. 
 
ADMITTING PATIENTS FROM THE CLINIC TO ALTRU HOSPITAL 
 
General 
1. Nurse will call “One Call.” 
2. Nurse will give name, age, physician of record, service, admitting diagnosis and any 

request for floor or unit. 
3. One call will assign a room. 
4. May need to call the assigned floor or enter in EPIC preliminary orders (at least the 

diagnosis, diet and activity). 
5. The first orders that are written should include: 

Admit to (room, floor) for Dr. (personal or attending) on (FPTS), (Resident who will 
follow), (beeper #). 

 
Admitting from the office (daytime) 
1. To FPTS from Altru--Personal physician usually calls the Chief Resident first who, in 

turn, calls the junior resident on the service.  All admits are shared by residents on the 
service. 

2. To FPTS from the Family Medicine Residency – All residents should assume care of 
their own patients unless unable to do so and prior arrangements are made.   

  
Admitting from the ER 
1. Patient of Altru--By prior arrangement, the patient is seen in the ER by his personal 

physician or his backup. That physician calls the in-house resident to admit the patient to 
the teaching service. Patients are not admitted by a resident unless they will remain on a 
teaching service and orders are to be written by residents. 

 
Patients presenting without prior arrangement, are seen by the ER physician who may 
decide that the patient merits admission. The patient's personal or on-call physician is 
called, and he/she calls the resident to admit the patient. 

 
Admissions from the FMR should be to the FPTS but managed by that patient’s 
physician.  If that patient’s physician is unavailable, the admitting physician may manage 
the case along with the FPTS.   

 
When a resident sees a patient in clinic who needs admission, it is his/her responsibility 
to see that the patient is properly cared for, and that all necessary arrangements are 
made, including H&P, admit notes, orders, etc. 
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HALVORSON HOME VISIT 
 
Preamble 
Physician home visits are no longer a routine part of the physician work schedule. Hospital 
stays have become shorter. Medical care has become increasingly complex resulting in patient 
non-compliance or inability to follow the outlined treatment plan. Further, the number of medical 
services available to patients is continually expanding; however, patients are unfamiliar with 
services available with consequent underutilization of resources. The goal of the Halvorson 
Home Visit program is to follow high-risk patients as they transition from the hospital to their 
home environment and manage a complex panel of FMR patients on a continuity basis. Home 
visits provide a unique interface between physician, patient, and support system; allowing 
physicians to provide care in the patient’s environment, observe barriers to care that have been 
outlined, and insure appropriate utilization of health care resources. This program will work 
closely with existing healthcare resources such as Home Health, Respiratory Services, Yorhom 
and Social Services to provide a comprehensive home plan. As the U.S. population continues to 
age, the demand for home visits will increase exponentially. Utilization of an effective home visit 
program will reduce the number of readmissions to the hospital by assessing home safety, 
medication management, and coordination of appropriate services; allowing patients to continue 
to live in their home environment. The Home Visit Program provides Family Medicine Residents 
an invaluable interface to increase knowledge regarding care medical care of complex patients 
in the home environment. 

 
Goals 
 
Patient – improved care 

• Resolution of conflicting-confusing hospital discharge instructions 

• Removal of unnecessary or conflicting medication 

• Rationalization of medications with patient’s economic resources 

• Recognition of potential hazards at home 

• Recognition of obstacles to further care 

• Continuity of inpatient and outpatient services 

• Utilization of appropriate health care resources 

• Clarify advance directives 

Physician – improved capability 

• Increased awareness of the ‘total’ patient, unobtainable from the most detailed hospital 
admission history, including an understanding of the patient’s environment and support 
system. 

• Improved-individualized care plans 

• Strengthened sense of purpose and identity 

Procedure 

• PGY-3 residents will have a 6–8-week home visit rotation.   
o Residents may take no greater than one week of vacation during their rotation.  

Halvorson Home Visits will not occur in the absence of the resident scheduled for 
the rotation. 

o The FMR PCMH nurse is responsible for blocking the Halvorson Home Visit 
schedule in the anticipated absence of the resident. 
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• Predictive analytics and physician gestalt will determine which FPTS patients require a 
home visit.   

o Home visits than cannot be accommodated utilizing the “Halvorson Home Visit” 
will be completed with an order placed for the “Hospital Transition Program.” 

• Home visits will occur in a 15-mile radius of Grand Forks. 

• The need for a home visit will be communicated at the hospitalist huddle by the Chief 
Resident  

• Order will be placed in EPIC: “Halvorson Home Visit” 

• Appointment for the home visit will be scheduled by the HUC.  Appointments will be 
available at 9, 10, and 11AM, Monday thru Thursday. Patients will be notified this is +/- 
30 minutes. 

• The chief resident will notify the FMR Medical Home nurse 

• The medical home nurse and PGY-3 home visit resident will visit the patient in their 
home. 

o The first two home visits performed by a resident will have direct supervision 
from FMR faculty 

o Questions regarding medical care of the patient should first be directed to PCP.  
If PCP is unavailable, the resident should consult with a precepting physician at 
FMR 

o Documentation for the home visit will occur via standardized EPIC template and 
sent to the PCP  

• Venipuncture may be performed at the time of the home visit.   
o BSQ certification for “venipuncture” must be completed prior to starting the 

Halvorson Home Visit rotation. 

• Suggested resident conduct 
o Understand your position as a guest in the home 
o Take off shoes 
o Sit a patient’s bedside – move furniture as needed and replace when done 
o Establish closeness and degree of intimacy 
o Lay on hands and listen 
o Comment on photographs and memorabilia that seem to be of significance 
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NURSING HOME 

 
Residents must be primarily responsible for a panel of continuity patients, integrating each 
patient’s care across all settings, including the home, long-term care facilities, the FMP site, 
specialty care facilities and inpatient care facilities. Long-term care experiences must occur over 
a minimum of 24 months  
 
Residents will be following with Dr. Chris Henderson in the transitional care unit and nursing 
home setting for two weeks in their second year and two weeks in their third. Residents will be 
expected to follow a panel of patients and round on patients, co-signing notes to Dr. Henderson. 
A main goal has been for residents to follow all the patients on TCU (transitional care unit) or 
the rest of the nursing homes that are family medicine patients and/or have been on the 
teaching service in the hospital. 
 
It is recommended that the resident touch base with Dr. Henderson the week prior to starting 

rotation know when and where to meet and go over any further expectations. 
 

OBSTETRICS 

 
The OB schedule is arranged by the OB fellow or chief resident in coordination with those 
residents on OB rotations. Care is provided by those residents who are on OB rotations and the 
OB fellow(s) with supplemented care from a second or third-year resident when necessary to 
provide adequate coverage. 
 
The resident is responsible for the obstetrical floor in the hospital including triaging possible 
admissions, actively being involved with laboring patients, first assisting with C-sections, and 
providing post-partum care. OB fellows may also be available on Labor and Delivery to precept 
patients. 
 
Weekdays - Rounds in the morning will be divided between the post-call resident and the new 
resident starting a shift.  he post call resident will stay until 7 am to assist with rounds. The 
incoming resident will arrive at 6 am to allow time for rounds. Rounds should be completed by 
7:00 am. If no resident was on call the night before, find the charge nurse for update on 
patients.   
 
Weekends - If there was no resident on the previous night, the resident coming on call will have 
to round on all patients with attending so that he/she is aware of any potential problems. Before 
going off call, the resident will round on all patients. 
 
The attending physician will be responsible for dictating H&P’s for scheduled elective C-
sections. The resident on the floor will do those on patients on the floor for which they are 
caring. The resident assisting with a C-section, will be responsible for the discharge summary. 
The resident must complete one ABFM Part II obstetrics module during his/her first or second 
obstetrics rotation. 
 
Continuity Obstetrical Care 
The goal of all Family Medicine residents is to follow eight (8) obstetrical continuity patients.  
After residency, each individual may personally determine whether to practice obstetrics. 
However, in residency everyone will obtain the necessary training and represent our program 

well. 
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Residents must accept OB patients during their training, regardless of total number of deliveries, 
for due date one month prior to anticipated graduation date. Residents who will continue in 
group practice in Grand Forks may accept OB patients with due date post-graduation so long as 
patient coverage can be provided in the graduate’s absence. 
 
During residency, each resident is required to provide continuity care to obstetrical patients 
through the prenatal, perinatal, and post-partum course. Residents are required to: 
 
1. Staff the initial OB with the preceptor in the Clinic. The patient may designate a faculty 

member, or you may precept with the preceptor that day. 
2. Staff with the preceptor in the Clinic again at 28 and 36 weeks and at any time a resident 

determines the prenatal course is deviating from routine care.   
3. Staff any contemplated consultations with the preceptor in the clinic prior to arranging for 

these consultations. 
4. Any inductions MUST be staffed with a faculty member prior to admission. 
5. When admitting the patient, admit them under the name of the faculty member on call (if 

faculty member has not been previously assigned to this patient) or assigned faculty 
member. 

6. Notify the faculty member on call when a patient is admitted. 
7. If you have any problems or questions during labor, please discuss with the faculty 

member on call before seeking obstetrical consultation, unless it is a dire emergency. 
 
 SIGN-OUT TEMPLATE FOR OBSTETRICS 
. 
1. Every patient list needs to include the following columns: Room/Bed; Patient Name; 
Attending Physician; Gestational Age; Dilation; Effacement; Station; Resident Comments 
2. Resident comments for postpartum patients need to include: postoperative/postpartum 
day number; type of delivery; gravida/para; other pertinent information; anything that needs to 
be followed up on; time at which patient needs to be re-evaluated 

a. Example: PPD#1, NSVD, G3P2, induction for gestational HTN; F/U on blood 
pressures every 2 hours; Reassess patient tomorrow AM 
3. Resident comments for intrapartum patients need to include: gravida/para, reason for 
admission (active labor/induction), epidural/no epidural, other pertinent information; time at 
which patient needs to be evaluated 

a. Example: G1P0, induction for post-dates, has epidural; received 1 dose Cytotec 
and now on Pitocin; Recheck cervix at 1400 
4. Resident comments for antepartum patients need to include: gravida/para; reason for 
admission; medications given/needed; other pertinent information; time at which patient needs 
to be evaluated 

a. Example: G5P4, admitted on 7/15 for PPROM at 30w3d; received 2 doses 
betamethasone; received mag sulfate; received IV and oral abx; monitor for 
infection/labor; plan to delivery at 34 weeks; Reassess patient tomorrow AM 

5. Resident comments for triage patients need to include:  reason for triage; pending lab 
results; other pertinent information; time at which patient needs to be evaluated 

a. Example: Rule-out labor; vaginitis pending; U/A negative; Cervix 1.5/60/-3; 
Reassess cervix at 1345 
 
Residents/Fellows PLEASE update your lists (you can have additional columns but must have 
the ones listed above). Make sure resident comments are updated regularly. At a minimum, 
they must be updated prior to sign-out. 
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PEDIATRICS 

 
If you are sick or have another unexpected absence, you need to call the pediatrics floor at 780-
5660 and let the HUC know so that they can indicate that on the calendar and inform the 
physicians. If you have vacation during the month, please remind the attendings at rounds the 
day before you are off.  
 
Weekdays 
Rounds: Pediatrics rounds begin at 8:00 am in room 408 on pediatrics. Be prepared to present 
all patients admitted to pediatric physicians or being seen by pediatric physicians in consult. 
Exceptions include those being seen by the medical student(s), and nursery or NICU babies 
who have been transferred to pediatrics, you will not see these. 
 
To have enough time, you may need to call pediatrics the night before to find out how many 
patients are admitted so you can see them all prior to rounds.  
 
Being prepared includes reviewing any orders written overnight, talking to the nurses for 
updates, reviewing the vital signs, labs, intake and output, examining the patient and talking with 
patients/parents and formulating a plan for the day.  
  
When presenting on rounds, you should give the complete history and physical on the first day 
after the patient has been admitted. If you did not admit the patient yourself, please read the 
history and physical prior to rounds so you are familiar with the patient before presenting.    
 
Subsequent days of hospitalization, the presentations can be started with a one to two sentence 
introduction of the patient’s age, day of hospitalization and admitting diagnosis followed by the 
events overnight. (For example: Johnny is a three- year-old male on hospital day #2 admitted 
for pneumonia and asthma exacerbation).   
 
Be prepared with an assessment and plan for each patient. Even if you have not yet talked to 
the attending, you should have formulated your own plan for the day and be able to explain your 
reasoning behind it.  
 
Make sure you talk to the attending for every patient every day.(If that attending is not on 
rounds, page them after rounds). 
 
Medications should be presented in mg/kg dosing (Example: a child who weighs 10kg and is 
receiving 400mg of Amoxicillin bid should be presented as 80mg/kg/day divided bid).  
 
IV fluids should be presented as what proportion of maintenance the child is receiving and what 
fluids they are on. (Example: D5 ¼ normal saline at maintenance rate) 
 
Urine output should be presented in cc/kg/hour for children on strict ins and outs.   
 
Daily notes:  You will write daily progress notes on all patients you round on.  All notes should 
be dated.  All history and physical and progress notes should be ended with the phrase “The 
patient’s chief complaint, history and examination were done by myself and Dr. ________.   
Assessment and plan are per Dr. ___________ and this documentation is being scribed for Dr. 
_________.”   All notes that are considered meaningful encounters that occur on a pediatric 
inpatient rotation should all be sent to the appropriate attending physician for co-signing. 
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Weekend 
When you are on call on Friday, Saturday, or Sunday, you are responsible for seeing the 
pediatric patients on Saturday (Friday or Saturday call) and Sunday (Saturday or Sunday call). 
When you have completed rounding on the patients and are ready to discuss them, please page 
the on-call attending.   
 
Call 
Call is from home. You will have six nights of home call. One of these will be a Friday (you will 
come in and round on Saturday morning) and one will be a Saturday (you will round on both 
Saturday and Sunday mornings).  
 
If you are on call, you are expected to be available to come in and do admissions for 
pediatricians who are admitting patients. The pediatrician or floor nurse will page you to let you 
know there is an admission. When you are done taking your history and examining the patient, 
page the attending to discuss the admission.  
 
Computer patient list 
Access the pediatrics team list on EPIC. Any patients admitted in the nursery, NICU or to the 
neonatologist on the pediatrics floor are not your responsibility. Pediatric patients on psych are 
not seen unless there is a formal consult. If a patient is on another floor and admitted to 
pediatrics or we are consulted, you will round on them. For example, we are occasionally 
consulted on patients in the SCCU or have a patient on fifth floor for telemetry.  
 
Discharge summaries 
Discharge summaries must be completed within 24 hours of a patient’s discharge. If it is also 
serving as their progress note for the day, it must include a discharge physical examination and 
be completed at the same time as the other progress notes that day. If a patient you have been 
following has been discharged after you are gone for the day, you need to complete the 
discharge summary the following day.  
 
Clinic notes:  When completing clinic notes, please mark your progress note as 
incomplete and leave the chart open for your attending to complete. Make sure these are 
also dated and have your supervision phrase at the end. 
 
Residents will also complete the two ABFM Part II Pediatric KSA modules prior to completion of 
pediatric rotations. 
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RURAL ROTATION – Devils Lake 
 

Purpose 
The purpose of this rotation is to enable residents to experience family medicine in a rural 
healthcare setting. Rural practices have a unique set of challenges, including but not limited to 
physician shortages, patients unable to travel, and lack of immediate access to specialists.  
During this rotation, each resident will see a wide variety of patients, many of which have limited 
resources and very complex medical conditions. Our goal is to have the resident work as a 
member of our health care team during their time here. Ultimately, practicing in a rural setting 
requires providers to have sense of purpose greater than themselves. 
 
**If you are planning to arrive the night before your rotation starts, please notify our Clinic 
Manager, Amber Stokke (astokke@altru.org)** 
 
***You will need your Altru badge for this rotation*** 
 
1. Resident will cover clinic hours (9 AM-5 PM) for family medicine department. 

a. Residents will have the option to choose certain types of patients they have a 
special interest in seeing, including pediatrics, internal medicine, diabetes, obstetrics, 
musculoskeletal, or urgent care. 
b. The clinic will do its best to provide the resident with the types of patients they 
feel would be most beneficial for their education. 

2. Each week, the resident will have a supervising physician to whom they will submit their 
notes. If the resident precepts a patient with a physician other than the one listed for the 
week, the note for that patient should go to the precepting physician. 
a. Week 1 – Dr. Samson 
b. Week 2 – Dr. Wayman 
c. Week 3 – Dr. Martin 
d. Week 4 – Dr. Foughty 

3. Residents will see patients every 20 minutes during clinic hours with no appointment 
type restrictions. Clinic will be from 9AM to 12PM and 1:20 PM to 5PM with the last 
scheduled appointment at 4:20 PM. 
a. Questions regarding patients should first be discussed with the PCP if available. 
If the PCP is unavailable, resident may discuss the patient’s care with any of the 
attending physicians. 
b. Residents must notify an attending physician if they are doing any procedures. 
Attending physicians will observe most if not all procedures that the resident performs. 

i.  procedures on Medicare patients must be observed in entirety for billing 
purposes. 

c. The residents will see a maximum of 10 patients per half day.  Additional patients 
may be added at the resident’s discretion. 

i. The resident nurse or phone nurse may ask if a resident is willing to see 
an extra patient during the day. The decision to see or not see extra patients is up to the 
discretion of the resident; however, we do ask that you keep the purpose of this rotation 
in mind when these requests occur. 

4. Residents will also spend part of one afternoon, tentatively during the first or second 
week of the rotation, with Dr. Martin touring the reservation and surrounding area. The resident 
will be blocked out of clinic during this time. 
5. Residents will spend one half-day with Home Health. 
6. FOR RESIDENTS ROTATING IN THE EMERGENCY DEPARTMENT: 

mailto:astokke@altru.org)**
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a. Residents will take Family Medicine/C-Section Assist call one weekday each 
week of the rotation (usually Wednesday 7AM to Thursday 7AM) and one weekend 
(Friday 7AM to Monday 7AM) 

i. Residents will be responsible for evaluating and admitting patients to the 
hospital under the supervision of the on-call attending physician. This includes 
completing documentation and entering orders. 
ii. Residents will be expected to assist with any C-sections that are 
performed during the hours they are on call 
iii. Resident will be responsible for rounding on any admissions that they 
participate in each day prior to the start of clinic. The care of these patients 
should be discussed with the attending physician for that patient. 
iv. Residents are NOT expected to round on patients they did not admit. 

b. Residents will be responsible for a 6-hour shift in the Emergency Department 
each weekday they are on call. They will also need to do a total of 24 hours in the 
Emergency Department over the weekend they are on call. This can be divided over 
the weekend as the resident sees fit. 

i. Residents will not be responsible for entering orders while working in the 
Emergency Department. If a resident desire to put in orders, they can work with 
supervising provider to do this. 
ii. Documentation requirements will be determined by the supervising 
provider in the emergency department during each shift. 
iii. Residents are expected to be active in-patient care at the direction of the 
supervising provider (i.e., residents cannot just choose to see “interesting 
patients”) 
iv. At the end of each shift, the attending provider will complete a brief 
evaluation of the resident’s performance. They will also be able to complete E-
Value evaluations if desired. 

c. There is a sleeping room in the basement of the clinic that is available for each 
resident during the entire duration of their rotation. 

d. If there are community events occurring while the resident is on their rotation, 
attending these events during an ED shift will count toward the total hours 
needed for that shift. 

7. FOR RESIDENTS TAKING OBSTETRIC CALL: 
a. Residents will take Family Medicine/C-Section Assist/OB call one weekday each 
week of the rotation (usually Wednesday 7AM to Thursday 7AM) and one weekend 
(Friday 7AM to Monday 7AM) 

i. Residents will be responsible for evaluating and admitting patients to the 
hospital under the supervision of the on call attending physician. This includes 
completing documentation and entering orders. 
ii. Residents will be expected to assist with any C-sections that are 
performed during the hours they are on call 
iii. Resident will be responsible for rounding on any admissions that they 
participate in each day prior to the start of clinic. This includes intrapartum, 
postpartum, newborn infants and pediatric patients. The care of these patients 
should be discussed with the attending physician for that patient. 
iv. Residents are NOT expected to round on patients they did not admit. 
v. While on call, residents will be expected to see all triage and active labor 
patients, evaluate them, and precept them with the on call attending physician or 
the patient’s primary care physician. This includes documentation and inputting 
orders. 
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vi. Triage patients do not need to be evaluated in person by the attending 
physician. 
vii. The attending physician must be present at all deliveries. 

b. There is a sleeping room in the basement of the clinic that is available for each 
resident during the entire duration of their rotation. 

8. During the last week of the rotation, the resident will do a brief presentation with the 
family medicine physicians. This presentation should review and interesting case, social 
situation, etc. that was encountered during the rotation. 

9. If you have any concerns or questions regarding your rotation, please contact Dr. 
Foughty.  If she is not available, please contact any of the attending physicians you feel 
comfortable speaking to. 

 
Residents may choose to do an additional elective block in a rural setting granted the 
following conditions are met: 
1. The rotation is granted with approval from the faculty. 
2. Graduating third-year residents may not be absent from continuity of care obligations in 

the final month of their training. 
3. Residents are free to have exploratory discussions with clinics in rural sites but may not 

enter into agreements until program faculty have reviewed the request. In general, the 
requested rotation should have some obvious unique educational value to the residents -  

4. The resident is responsible for ensuring that all legal requirements, such as licensure, 
are met before the rural experience is initiated. Evidence of meeting such requirements 
must be presented to faculty for approval. 

5. Rural rotations in non-contiguous states may not be approved unless the circumstances 
provide a unique educational experience which cannot be replicated elsewhere. 
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CLINIC SCHEDULE GUIDELINES 
 
1. A minimum of three residents, preferably four, will be scheduled per half-day unless 

special provisions have been made. 
2. Clinic days: 

• PGY-3:  4-5 half-days per week  

• PGY-2:  3-4 half-days per week 

• PGY-1:  1-2 half-days per week 
3.   Frequency of appointments 

• PGY-3:  20 minutes 

• PGY-2:  30 minutes 

• PGY-1: 
o May not see Medicare patients until January 1st of PGY-1 
o All PGY-1 residents will have 60-minute appointments until discussion has 

occurred with the resident, nurse, faculty, and Program Coordinator 
advancing scheduling to 40/60-minute book. 

4. The maximum number of patients seen by any resident for ½ day of clinic is 10. 
5.   Residents may not refuse to see a patient if the patient is late for the scheduled 

appointment. 
6.  Residents may not review their schedule and ask scheduled appointments to be 

removed without consent of the Program Coordinator. 
7. NICU rotation is no AM morning clinic. 
8. Family Practice Teaching Service (FPTS) rotation is PM only.  

9.        Patients are scheduled beginning at 9:00 am to 11:30 am and from 1:15 pm to 
4:30 pm except on the teaching service the residents will end at 3:15 pm for 1st years, 
3:35 for 2nd years and 3:45 for 3rd years. 

10. “Establish care” appointments should not be made for PGY-3 residents graduating in the 
next three months unless future employment is in Grand Forks. 

 
 

NURSES STATION & EXAMINATION ROOMS 
 
1. Flag System 

• Each patient room is equipped with a flag system to identify which doctor’s patient is 
being seen. Every physician who practices at the Family Medicine Residency has a 
different combination of flag colors. A yellow and red flag means the nurse is in with your 
patient.  She/he will lay them down when the patient is ready for the physician and 
display the physician’s colors. When physicians have finished with their patients, they 
should lay all the flags down to signify the room is empty. 

2. No eating or drinking is allowed at the nursing station. 
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APPOINTMENTS 
 
Centralized scheduling and FMR front desk staff are primarily responsible for patient 
scheduling. Appointments are made by telephone or My Chart.   
 
Patient Scheduling 
Procedures that are known to take a longer amount of time by the receptionist or physician will 
be scheduled accordingly. 
 
Any special requests by a physician regarding scheduling are brought to the attention of the 
residency program coordinator. 
 
If a physician asks an unscheduled patient to come to the clinic, the front desk and your nurse 
must be notified.  
 
Residents are expected to stay in the clinic area during their scheduled hours to cover any walk-
ins or late scheduling of patients. Residents who do not have hospital-patient care 
responsibilities, must stay in the clinic until 5:00 PM. 
 
If a physician is delayed for a scheduled appointment at the clinic, always notify the residency 
program coordinator and your nurse. 
 
Check In 
As the patient arrives, he/she will register with the front desk personnel who will check them in 
through the EPIC system. All pertinent information is rechecked with the patient to assure 
proper billing. It is the responsibility of the receptionists, nurses, lab and x-ray technicians to 
monitor the patient schedules and ensure that patients wait a minimum amount of time in the 
waiting room and are escorted properly to an examination room as soon as possible. 
 
Patients who fail to arrive for scheduled appointments are listed as a “no show” on the schedule 
and this is documented in the patient chart. After three “no shows”, the patient may be notified 
by the physician that they can be seen at FMR on a walk-in basis only. They will be worked in 
for an appointment, only after all regularly scheduled patients have been seen. The nurses are 
notified of any "walk-in" patients and are responsible for appropriate scheduling. An FYI will be 

placed in EPIC by the clinic manager regarding these patients. 
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PATIENT FLOW 
 
1. When a patient checks in, the receptionist registers the patient in EPIC and an entry is 

made into the electronic medical record that the patient has arrived. This is available for 
the physician and nurse to visualize and the nurses will room the patient as quickly as 
possible.  

2. If lab work is requested preceding the appointment, the physician will order labs in EPIC 
and the patient will be escorted to the lab by the nurse or physician.  

3. The nurse will prepare for any necessary supplies. All supplies, except for agar plates, 
are kept in the rooms. 
a. Pap Smears – thin preps will be set-up when scheduled.  A broom, thin prep vial 

of solution set out. Rotate brush in cervix five times, rotate brush/broom in bottom 
of vial ten times, brush bristles should separate while rotating, then swirl 
vigorously and discard brush. 

b. GC Culture -- kits are available in-patient rooms 
c. Wet Mounts -- each room is stocked with cotton tipped applicators 
d. Cultures -- culturette tubes and sterile dacron swabs are in each room. 

Herpes culture transport media are available from the lab 
e. KOH -- skin scraping slides are stocked in each exam room 
f. Any supplies used to obtain a specimen (pipettes, swabs, cervical brushes, etc., 

must be thrown into the red bag, biohazard garbage receptacle) 
g. All specimens taken to lab must be labeled with patient's name. All specimens 

must also be accompanied by a lab order in EPIC 
h. Outside lab results will be put in the residents' mailboxes.  
i. If lab tests are important enough to obtain, they are important enough to tell the 

patient. Do NOT tell the patient to call the nurses for their lab results. You may 
call the patient, message via My Chart, or send a letter, or inform the patient that 
results will be discussed at a scheduled upcoming appointment 

j. When lab work is ordered for a future date, the physician will fill out a lab order in 
EPIC with an expected date of return for the lab work  

4. Before the patient is seen by the physician, the nurse will document vital signs, chief 
complaint, medications, and allergies in EPIC. The patient will be asked to disrobe and 
gown if the nurse feels it is appropriate.   

5. Resident delays in arrival for patient care activities are deplored by the faculty. They feel 
20 minutes is the longest any patient should wait to see a physician. Residents are 
paged on the arrival of their first patient if they are not in the clinic. After 15 minutes, the 
resident will be paged again. After a half-hour the patient will be given the option to see 
someone else or wait. In the case of deliveries, the patient is to be rescheduled or see 
another resident. The nurses cannot give the patient the option to wait. 

6. Patient information sheet appears in holder outside exam room when ancillary services 
completed. The physician must keep track of his/her schedule and check to see if 
patients are ready. 
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TELEPHONE CALLS 

 
Telephone calls to physicians should be handled as follows: 
 
1. The physician should be contacted immediately if the caller is: 

• Another physician 

• The physician’s spouse or family member 

• Reporting a medical emergency. In this case the chart should be documented with 
details and dates 

If you are unable to contact the physician immediately, contact the Chief Resident 
immediately and document details and date in the patient chart. 

2. Calls from the following sources should be route to the nurses: 

• Hospital 

• Nursing home 

• Long-distance calls 

• A pharmacy 
3. In the event a patient calls and insists on speaking to the physician, or it seems to be an 

emergency, the phone call should be routed to the nurse. If the patient’s call needs the 
attention of a physician, the nurse will attend to it. If a message is taken it is placed on 
the physician’s desk and the physician is paged with messages between the hours of 
11:00 am to 12:00 noon or between 3:00-4:00 pm. If it appears to be a medical 
emergency, the physician should be contacted immediately. 

4. In case of routine patient calls, lab results, inquiries, and prescription refills, the nurse   
forward the information to the physician in EPIC. 

5. Overnight -- or call hours 
a. Patients are instructed to call the regular clinic number to reach the resident on 

call. 
b. The Family Medicine Residency Center uses Altru Health System telephone 
answering service for after hour calls. Each month we send them a copy of our on-call 
schedule. The staff will call the answering service with changes on the schedule which 
are brought to our attention during the normal 8 am - 5pm, Monday to Friday work week.  
If a change is made after hours or on a weekend it is the responsibility of the resident 
making the change to notify the answering service. 
c. The answering service then automatically answers any incoming calls on 780-
6800. 
d. The operator takes the patient's name, telephone number and chief complaint (if 
stated). 
e. The third-year residents will take all evening phone calls. 
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LABORATORY 
 
The lab is equipped to perform routine hematology, routine urinalysis, wet preps, strep screens, 
skin scrapings, pregnancy tests, monospot tests and limited chemistries to include glucose.   
 
Lab Orders 
1. Lab orders are requested in EPIC.  
2. Lab personnel are to be notified when a patient is brought to the lab.  
 
Results 
1. Lab results of tests which are performed at FMR are kept on record in the lab as well as 

in the patient's chart. 
2. Results will be routed to the physician through the results tab in the EPIC inbox. 

Residents are expected to check this frequently, contact the patient with the results 
either in person or through a letter or telephone call, and mark the lab results as 
reviewed. 

3. CRITICAL VALUES will be posted in the laboratory and when results meet the critical 
value criteria, the lab personnel will contact the physician or his nurse with results and 
document this in the "panic" logbook. 

Reference Labs 
1. Altru Hospital is our main reference labs. Altru courier service is provided at 12:30 pm 

and 3:30 pm daily.  If a STAT procedure is necessary, the lab personnel may also be 
asked to hand carry the specimen to Altru Hospital laboratory if testing is not done “in 
house” or contact the Altru courier to come to the clinic for an urgent lab specimen.  
Turnaround time is within one day for chemistries, 48 hours for microbiology. 

• Positive chlamydia and gonorrhea results are called to the physician.  

• All positive sexually transmitted diseases must be reported to the Department of 
Health so that all sexual partners can be contacted and treated for the disease.  
The laboratory will take care of reporting positives. Department of Health may still 
contact you to assure proper treatment. 

• A consent form must be signed by the patient before the HIV specimen is drawn.  
They must understand the policy about confidentiality.  

Pap Smears/Cytology 
1. Thin preps are read at Altru Cytology, turnaround approximately 2-5 days.Woman’s 
 Way and Third Street Clinic pap smears are read at Altru Department of Cytology. 
2. Results: All reports are reviewed by physicians and the physician is responsible for 
 notifying the patient of the results. Frequently "normal" reports are mailed to the   
 patients.   
 
NO EATING OR DRINKING IS ALLOWED IN THE LABORATORY!  ALL SPECIMENS THAT 
ARE BROUGHT TO THE LAB MUST BE LABELED WITH PATIENT'S NAME, PHYSICIAN'S 
NAME AND THE DATE. 
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X-RAY 
 
X-ray Procedures Provided 
 
Basic radiographs 

• Chest 

• Extremities 

• Spine 

• Skull 

• Plain films of abdomen 
 
X-ray Procedures Provided by Altru Health Care System 

• Upper GI 

• Barium enemas 

• IVP`s 

• Special procedures 
 
X-ray Request 

• X-rays are to be ordered in the Epic system 

• The patient will be accompanied to the x-ray department by the physician or nurse.The 
radiology technician will be notified of the patient's arrival. The radiology technician will 
accompany the patient back to the exam room upon completion of the x-ray.  

 
Radiologist Services 

• X-rays are read by radiology the day of the exam. The official radiology report is resulted 
in the ordering physician's results folder in the EPIC inbox.  

 
X-ray Policies 

• X-rays are part of the medical record and cannot be released to a third party without a 
signed medical records release form. These forms must be signed by the patient and 
given to the records department. 
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PATIENT EDUCATION 
 
The Family Medicine Residency has the following Patient Education resources available: 

• Patient Education Handouts - concerning all facets of Health and Nutrition are available 
at FMR.  In addition, residents may access patient education material via Up-To-Date or 
AAFP.org. 

• Patient Information Brochures - developed specially to inform our patients of our 
educational training and various Center services that are available. 

 

CODE PROCEDURE 
 
Purpose 
To get needed personnel and equipment to the aid of the patient as efficiently and            
quickly as possible. 
 
Equipment/Supplies 

• Crash cart 

• AED 

• Oxygen 

• I.V. standard 

• Suction 

• All equipment/supplies are located in stress room 
 
Procedure 
1. Whoever comes upon a code situation will notify the nearest person that help is needed 

urgently and initiate CPR.    
2. All nurses will report to the Nurses Station and instructed as to the location of the code.  

One nurse will call 3333 to contact Altru of an emergent situation.  

• Nurses will be responsible for getting the equipment/supplies to the code site. 

• One nurse will take notes. 

• One nurse will assist as needed. 

• All other nurses will report back to the Nurses Station and attend to the other 
patients. 

3. Escort the ambulance to the code site when they arrive. 
4. All residents will report to the Nurses Station and will be informed of the code site. 
5. REMAIN CALM!! For all other patients in the clinic, we should resume previous duties as 

usual. 
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MEDICAL RECORDS 
 
Chart Information 
Each family has an account number. Each member of the family is given a patient number and 
an individual chart.  
  
Routing of Charts 
Charts are maintained in the electronic medical record system, EPIC. A patient checks in at the 
front desk and the status of patient will be changed to arrive and the time the patient arrived is 
visible in the provider's home screen. Once the nurse rooms the patient, the status will be 
changed to exam room. The nurse will complete vitals, reconcile the medication list, update 
allergies, and obtain the chief complaint from the patient and enters the information into the 
EPIC system. The patient is seen by the physician and once the physician completes the 
progress note and determines the level of service for the visit the encounter can be closed and 
the patient's status for this encounter is now closed. Any changes to the visit after this point 
would need to be done as an addendum.  
 
Medical and Hospital Reports 
Reports generated within the Altru Health System are sent to the appropriate folder within the 
physician's EPIC inbox. Medical records or reports from an outside facility are placed in the 
physician's mailbox in the clinic. The report is initialed and dated by the physician, placed into 
the medical records mailbox who then scans the report and it will be available electronically 
under scanned reports.   
 
Transferring Medical Records 
A written consent must be completed by the patient for all transfer of records. (Exceptions:  
Litigations for legal purposes, federally assisted or controlled Drug Abuse or Alcohol Abuse 
Program, and programs administered by/or under ND Social Services Board). Any questions 
regarding release of patient’s records will be answered by the patient’s physician or the Chief 
Resident (if the patient's physician is not available). Upon physician approval, Medical Records 
personnel will copy and forward records. 
 
If the request is from an attorney's office or insurance company, a faculty physician will approve 
the request. 
 
Medical Records 
Charts must be kept current at least weekly. Failure to comply may result in loss of resident’s 
academic credits. All charts are currently available to be reviewed and signed electronically.  
Residents have individual in boxes in EPIC which must be checked daily and appropriate follow 
up and contact to a patient as necessary based on test results or patient phone calls is to occur 
within 48 hours when at all possible.  
 
Hospital 
Admission and discharge records should be done the day of admission or discharge, and 
procedure notes should be done promptly after the procedure. Each morning prior to teaching 
service rounds, the resident is to have a APSO note documented in each patient's chart that 
they have been assigned responsibility for the patient's care. All H&P’s, progress notes, 
procedures, discharge summaries or any other meaningful note must be sent to the attending 
physician for cosigning.   
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Clinic 
Residents are expected to complete clinic progress notes in the EPIC medical record system 
within 24 hours from a visit though ideally residents are strongly encouraged to complete the 
notes on the same day as the clinic visit. Failure to complete a clinic note(s) within seven days 
will result in a removal for a half day from a scheduled rotation and the resident will be charged 
with the loss of one-half day of vacation to facilitate time to complete outdated charts. 
 
Letters and phone calls 
Letters and phone calls are to be documented in the EPIC system in a timely manner, ideally 
within 48 hours for results.  
 
Problem-Oriented Medical Record 
Charting in the Family Medicine Residency is based on the Problem-Orientation Method. It is 
felt that this method will provide the maximum utilization of the material obtained from the 
patient's history. 
 
The chart should provide a clear and concise picture of the patient. This is accomplished by 
means of data base which consists of four parts. The parts are as follows: 
 
1. Patient profile 
2. Patient history 
3. Physical examination 
4. Laboratory and x-ray reports 
 
This part of the chart is well done except for the patient profile section.  Most charts do not 
provide a concise picture of the patient as a person. 
 
The second function of Problem-Orientated Method of Charting is to do exactly as the name 
implies. It orients your thinking in relationship to the patient's problems, their priorities and lays 
out a comprehensive list of what the patient's needs are. 
 
This leads directly to the third function of the Problem-Orientation Method of Charting which is to 
develop comprehensive PLANNING to care for the patient. This is broken down into three 
separate and distinct parts which are: 
1. DIAGNOSIS - where clarification of a problem is brought to fruition by ruling out the 

major differential diagnosis and delineating the ramifications of a particular diagnosis. 
2. MANAGEMENT - this follows naturally from the diagnosis and is the area where therapy 

in whatever modalities are appropriate are outlined. 
3. PATIENT INFORMATION - this delineates the plans for educating the patient and his f
 family about the problems they may encounter.  
 
This chart is a communicative instrument and as such, it is more important in our Family 
Medicine Residency’s than in most other practices. In the Centers, the patients start over with 
new doctors every two to three years and therefore it is necessary and essential that every 
possible means of the patient's care be communicated to the succession of doctors that will 
care for the patient. The chart is therefore the basis for continuity of care, and it is this continuity 
of care which is essential to our teaching program. 
 
The chart is a teaching instrument by which the resident learns. The well-organized chart is 
easy to review and any discrepancies in care of diagnosis can be easily spotted. It also provides 
a basis for audit. Audit is discussed more fully in this section. Finally, we must remember that 
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health care maintenance is a specific problem which should be unique to family practice.  This is 
the antithesis of episodic care provided to the individual. To provide comprehensive care to the 
individual, the family must be a part of the treatment milieu. This includes recognition of genetic 
predispositions, cultural entities, and family environment risks, which can be either emotional or 
physical. To deal with a family effectively, the preventative aspects must be stressed. The 
objective is to shift the responsibility for health care to the family, by appropriate educational 
means. 
 
Chart Documentation 
1. Electronic Medical Record 

• Note completed in the electronic form. Dictation within the EPIC system is available if 
necessary. Residents are to be aware of avoiding "cutting and pasting" other providers 
notes which is a much easier phenomenon with the advent of the electronic medical 
record. Residents are also to be aware that the medical record contains information that 
was gathered or performed at the patient visit. Care must be taken that templates, 
populated lists, etc. used in the medical record represent an accurate assessment of the 
visit.   

• Organize notes in the SOAP or APSO format 
 S. subjective or history 
 O. objective or examination 
 A. assessment or diagnosis 
 P. plan or therapy (indicate if the patient needs to be off from work) 
2. Letters 

• All letters are to be typed or dictated in the electronic medical record and route to the 
family medicine residency transcription pool. They will print the letter and envelope and 
give it to the physician's nurse. The nurse will place the letter on the physician's desk to 
be signed and the nurse will then mail the letter to the patient.  

• When you are dictating a letter, please dictate the date, name and address (if available).  
Dictating punctuation isn't necessary but paragraphing is appreciated.   
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PRACTICE MANAGEMENT 

 
A defined curriculum is in place. Additionally, monthly business meetings, at which time practice 
management matters are discussed, take place. 
 

COMMITTEES 
 
Recruiting Committee 
The purpose of the Recruiting Committee is to provide input to the Family Medicine Residency 
Program on development of programming to encourage the specialty of Family Medicine and 
the residency program among medical students and potential applicants. All first-year residents 
will serve on the recruiting committee. 
 
Activities include: 

• Review policies and procedures for interviewing potential residency applicants. 

• Participate in planning, developing, and coordinating educational events regularly for 
medical students.  

• Promoting the residency program through conferences and meetings designed to 
expose medical students to opportunities in Family Medicine. 

 
Hospital and Professional Committees 

• Each second and third-year resident will be a member of a health system or professional 
group committee.  

• Committee assignments are determined by the faculty one month prior to the start of the 
second and third year of residency training.  

• Residents will also be required to present an update of their respective committee at 
business meeting after each committee meeting. 

        


