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~MISSION STATEMENT~ 
 
The three-year Family Medicine Residency Training Program at the University 
Of Nevada School Of Medicine prepares the graduate for the independent 
practice of family medicine as well as for Board certification by the American 
Board of Family Medicine.  The Resident, under faculty supervision, attends to 
the complete and comprehensive care of families throughout the 36-month 
experience.  During this three-year program, Residents under faculty 
supervision, assume progressively greater responsibility in the delivery of 
comprehensive care to families in the manner of Family Medicine.   
 
The educational experience is oriented toward the development of attitudes of 
quality care and thoughtful consideration of patients and families.  The Resident 
is encouraged to aggressively acquire new cognitive knowledge, technical skills 
and behavioral patterns that are consistently professional and ethical.  The 
Resident’s time is spent on the inpatient service, the labor and delivery suite, 
operating room, outpatient facilities and in structured educational activities, to 
include research and independent study. 
 
The Program is committed to excellence in graduate training in Family Medicine. 
Following Residency, graduates will be capable of providing comprehensive 
care to patients in the context of the family unit and community.  The overall 
objectives of the Residency Program are training in: 
 
v High quality, comprehensive, cost effective medical care. 
v The knowledge and skills necessary to handle "common problems 

uncommonly well". 
v Excellence in ambulatory care, with the skills necessary to provide care for 

acutely ill, hospitalized patients, as well as individuals in convalescent and 
homebound settings. 

v The comprehensive discipline of family medicine, including reproductive care 
and psychosocial issues. 

v The principles of self-evaluation and peer review. 
v The provision of care in a variety of settings, including urban, 

rural and inner city. 
v Preventive medicine, epidemiology and community medicine. 
v Skills necessary for ongoing review and evaluation of the medical literature. 
v Medical ethics. 
v The evolving health care system, including experiences in managed care. 
v The broad knowledge base of family medicine necessary to pass the 

American Board of Family Medicine certification exam. 
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In this context it is the responsibility of the family medicine Residency faculty to 
provide effective supervision, appropriate role-modeling, didactic information, 
and procedural precepting, in both the outpatient and inpatient setting.  We 
strive to create an educational atmosphere consistent with our goals and 
objectives.  Likewise, it is the responsibility of the faculty and administrative staff 
to create educational opportunities that facilitate the overall educational process 
of our Residents.   
 
The reason all this can be accomplished is because the goals are consistent 
with the UNSOM’s mission statements: 
 
v To provide an opportunity for Nevadans to obtain a medical education. 
v To educate primary care physicians. 
v To provide leadership in helping identify and solve rural health care delivery 

problems. 
 
This is further helped by the fact that the Department of Family and Community 
Medicine supports the above mission of the school and has developed 
additional educational goals: 
 
v To encourage medical students to consider primary care, particularly Family 

Medicine, as a career choice. 
v To provide medical students with basic medical education and training in 

ambulatory medicine. 
v To train family medicine Residents to be competent family physicians who 

are able to respond to changing health care needs in the State of Nevada 
and are capable of practicing in either rural or urban Nevada. 

v To educate medical students and family medicine Residents in the basic 
principles of preventive medicine, epidemiology and community medicine. 

v To help family medicine Residents and medical students acquire the 
scientific knowledge and develop necessary skills required to provide 
competent, comprehensive and cost effective ongoing health care to a 
patient population. 

v To help family medicine Residents and medical students develop an open 
mind regarding innovations in primary care and to assume the role of patient 
advocate within the health care system. 

v To educate family medicine Residents and medical students in the realities of 
everyday practice and practice management. 

 
In summary, it is the Program’s goal to train family physicians who are capable 
of providing excellent medical care in a variety of practice settings, in either rural 
or urban locations, and to be able to meet the needs of his or her family, 
patients, community and self. 
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It is the responsibility of this program to comply fully with all the requirements of 
the General Essentials of Accredited Residencies in Graduate Medical 
Education adopted by the Accreditation Council for Graduate Medical Education 
(ACGME) and to comply fully with the Special Requirements for Residency 
Training in Family Medicine adopted by the Residency Review Committee 
(RRC), its parent organizations and the ACGME.  The program will maintain 
accreditation through the ACGME to ensure that graduates of this program are 
eligible to become certified by the American Board of Family Medicine (ABFP). 
These documents may be accessed via the internet at :   
  1). Institutional Requirements for Residency Training www.acgme.org 

2). Program Requirements for Residency Education in Family Medicine                    
www.acgme.org  
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

http://www.acgme.org/
http://www.acgme.org/
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FAMILY MEDICINE FACULTY 
 

ELISSA J. PALMER, MD –  Professor, Department Chair, Obstetrics  
  Fellowship Director, Rural Residency Program Director 
 
ARON ROGERS, DO, Associate Professor, Residency Program Director  
 
THOMAS J. HUNT, MD, Associate Professor, Faculty  
 
KATE MARTIN, MD – Assistant Professor  
 

AMY ELLWOOD, MSW, LCSW –Professor, Director Behavior Sciences  
 
MICHAEL MILLIGAN, MD, Assistant Professor, Sports Medicine 
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~RESIDENTS and FELLOWS 2007-08~ 
 

CO-CHIEF RESIDENTS  
John Tucker, MD 

Rogelio Machuca, MD 
 
 

PGY-III 
Wade Gaal, MD 
Jeff Wagner, MD 

 
 

 
 

PGY-II 
Collin Johnston, DO 
Katie Kolonic, DO 

Michael Luedeman, MD 
Steve Robbins, DO 

 
PGY-I 

Scarlet SparkuhlDelia, DO 
Jaleel Anjum, MD 

Shaun Brancheau, DO  
Michael Vergason, DO 
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SPORTS MEDICINE FELLOW  
Eugene Hwang, MD 

 

URGENGT CARE FELLOW 
Ramani Nalluri, MD 

 
OBSTETRICS FELLOW  

Elizabeth Pietralczyk, MD 
 
 
 
 
 

 
 

UNSOM FMC 2010-11    
TEAM ASSIGNMENTSTEAM ASSIGNMENTSTEAM ASSIGNMENTSTEAM ASSIGNMENTS    

    

Residency Program teams with advisors are established as follows 
 for the 2010/11 Academic Year. 

 
 
 

ORANGE – Dr. Kate Martin  GREEN – Dr. Aron Rogers 
John Tucker     Rogelio Machuca  
Katie Kolonic     Collin Johnston 
Shaun Brancheau    Jaleel Anjum 
 
 
 
 
YELLOW – Dr. Tom Hunt  RED – Dr. Elissa Palmer 
Jeff Wagner     Wade Gaal  
Michael Luedeman    Steve Robbins 
Scarlet Sparkuhl Delia   Michael Vergason 
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I. GENERAL DUTIES OF A RESIDENT 

 
The Resident’s most important obligation is to his/her own education.  The learning 
process of a Residency requires a mature, independent approach to learning, 
which involves self-discipline, honest self-evaluation, and a willingness to approach 
the unknown. Residents must assume overall responsibility for their educational 
experience in order to maximize the content of the three years.  

 
a. The Resident must attend and fully participate in educational activities, 

programs and scheduled conferences at the FMC and UMC. 
 

b. The Resident must be willing and active in assisting the learning process of 
his/her peers and medical students. 

 
c. The Resident is responsible for the safe, cost-effective, high quality care of 

his/her family medicine patients through all phases of illness.  This includes 
punctual attendance at all clinics, responding to telephone calls, assisting with 
completion of forms, seeing these patients in outpatient and inpatient settings, 
thorough and complete documentation, and coordinating the care of other 
specialists.  This also includes a responsibility to arrange for coverage when the 
Resident is unavailable.  

 
d. The Resident must respect and adhere to the policies, procedures and 

regulations of the Program, UNSOM, ACGME, ABFP and UMC.  This includes 
notifying Program administrative staff of illness or unscheduled leave of 
absences.  

 
e. The Resident is responsible for fulfilling in a professional manner all clinic and 

on-call obligations. 
 

f. The Resident is responsible to his/her current preceptor, maintaining maximum 
availability and managing patients in a manner acceptable to the preceptor.  

 
The Resident is expected to be on time for all assigned duties.  This includes morning report, 
call, clinic, conferences and responsibilities to preceptors.  The Residency Coordinator 
must be notified of ANY unscheduled absences.   
 
If the Residency Coordinator is not notified of an unscheduled 
absence, the Resident will be considered absent without leave, 
pay may be docked, and resident may be required to use 
vacation time to make up the time. Repeated offenses may be 
sufficient grounds for placement on probation. 
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All the other UNSOM departments and community preceptors are aware of your obligations to 
your Family Medicine patients.  You are expected to be present on time to your Family 
Medicine clinics.  Upon starting an outside rotation, make it clear to your chief Resident and 
attending or preceptor which half-days are your clinic days.  If the Chief Resident, attending, 
or preceptor has an issue with your clinic responsibilities, ask him/her to call the Program 
Director or Residency Coordinator to discuss it. 
 
There are times when it is clearly to your advantage to stay with your preceptor, usually 
through the completion of a procedure.  Use your judgment about these situations, and if you 
feel it is important enough to be late to your clinic then call to discuss this with the Residency 
Program Director as soon as you know there will be a conflict.  Usually arrangements can be 
made to meet your patient care obligations in the FMC.  
 
 
 
PROFESSIONALISM 

 
As physicians you are expected to be professional at all times and in all places. Unfortunately on 
occasion issues of professionalism do arise. While the process may vary based on the offense, it 
will usually follow this pattern: 
 
1) For minor infractions you may have a verbal discussion a faculty member, your advisor, or the 

program director and you will be given recommendations for improvement. 
2) If the above issues are not resolved, or for more serious isues, you may be issued an Informal 

Warning: This can be given by any faculty member or the program director for 
professionalism issues. This is given at the discretion of the faculty member in writing (e.g. a 
written letter stating the infraction, or through evaluation tools such as the Professionalism 
evaluation form). This is NOT PART OF YOUR PERMANENT RECORD. Failure to resolve the 
issue may result in a formal warning or probation. 

 
3)  If this fails you will be issued a Formal Warning: This is issued by the Program Director 

verbally and in writing for professionalism issues. This can be given for issues that have not 
been resolved despite an informal warning OR for more serious professionalism issues without 
a previous informal warning. Failure to comply with the terms of this formal warning may result 
in probation. This IS PART OF THE RESIDENT’S PERMANENT RECORD. (Part of your final 
summary letter and reportable to national and state boards as requested) 

  
4)  If the issue(s) above persist or for more serious issues, you will be placed on Probation: This 

Issued by the Program Director verbally and in writing for failure to comply with the formal 
warning, for more serious acts of unprofessionalism, or failure to remediate. Residents remain 
in the program, but failure to comply with the terms of the probation may result in suspension 
or expulsion from the program. Probation is discussed by Family Medicine faculty and the 
Assoc. Dean of GMEC is also informed. This IS A PART OF THE RESIDENT’S 
PERMANENT RECORD. (Part of your final summary letter and reportable to national and state 
boards as requested) 

 
5)  If the issue is still not resolved or for more serious professionalism issues (e.g. sexual 

harassment) you may be PERMANENTLY REMOVED from the program: This is issued by the 
Program Director verbally and in writing with another faculty member present for failure to 
comply with the terms of probation. Documentation of the cause for removal as well as 
documentation of prior warnings (when applicable) are required prior to removal. Removal is 
discussed by Family Medicine faculty and the Assoc. Dean of GMEC is also informed. 
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Residents being removed are entitled to due process as outlined in the GMEC Handbook. 
Removal from the program IS A PART OF THE RESIDENT’S PERMANENT RECORD 

 
In short: 
Issues of professionalism will usually follow this pattern: 
Verbal Warning>Informal warning > Formal warning > Probation > Permanent removal from 
the program 
 

The program and program director reserve the right to initiate any of the above at any 
time based on the level of unprofessionalism. Being absent from an assigned duty 
carries a more significant penalty. Missing a core hospital rotation (Family, IM, 
Nursery, Peds inpatient, OB, Surgery, ICU or Emergency Medicine, 
Cardiology) or a call duty without excuse will automatically result in at 
least probation (see above). Missing other rotations or assigned duties 
(e.g. health fairs, tar wars presentations, flu shot clinics, pre-participation 
physicals) without excuse will automatically result in a Formal Warning 
(see above) 
 
DRESS CODE 
1. Appropriate professional attire in good taste is to be worn on all rotations, in the hospital 

and in the Family Medicine Center.  Trousers are to be dress trousers; any type of jeans 
and/or casual pants including stirrup pants, stretch pants, sweat pants and leggings are 
not acceptable.  Shirts and sweaters are to be appropriately fit and must not be see-
through material.  Bare shoulders, low-cut necklines, halter tops, midriff tops and tank tops 
are not acceptable.  Skirts must be of a modest length which allow the movements of the 
Resident and do not distract from the professional environment. Pierced earrings may be 
worn in the ears, but no other visible piercings are acceptable.  Shoes must have closed 
toes to comply with OSHA guidelines.  Residents must wear proper foundation garments 
including hosiery or socks at all times.   Clean scrub attire is allowed only if the resident 1) 
is an intern currently on call or post-call. 2) Has a baby in active labor or has just delivered 
a baby or 3) is admitting patients on the Family Medicine hospital service.   White coats 
should be worn at all times during patient care including at the FMC, at UMC, 
at the MOFH (Federal Hospital) and on all rotations. 

 
Enforcement:  If a Resident is dressed inappropriately you will be asked to either don a 
white coat buttoned to cover the inappropriate attire or to return home and redress.  Three 
infractions of the dress code will carry a penalty of one half day vacation and a prepared 
report on physician attire referencing the OSHA, CDC and Medline.  Further infractions will 
carry further penalties. 

 
2. Mature behavior is expected at all times.  Although we realize that the demands of 

Residency lead to fatigue, emotional stress, and occasional disaffection, we remind you 
that you are a representative of our organization and as such the community makes 
judgments about us based on their contact with you.  It is to your advantage to perpetuate 
our good name. 

 
3. Beepers/pagers must be worn while on duty and must be functional at all times.  

Response to pages must be timely.  The Communications Department at UMC 
maintains all beepers and should be contacted for beeper malfunction. Resident pagers 
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are an important but expensive item available to and provided for Residents beginning in 
their training.  Currently, UMC hospital charges $100 for lost or stolen pagers, but will 
repair pagers free of charge. Battery replacement is available from the Residency 
Coordinator. 

 
 
 
 
GENERAL RESIDENT RESPONSIBILITIES 

 
MORNING REPORT 
Morning report is conducted every Monday and Thursday morning beginning at 7:30 a.m.  
Morning report is designed to review hospital  and outpatient cases as well as to discuss 
medical questions (Evidence based morning reports) review phone triage cases, review M&M 
cases,  review the current OB patients, review EKG’s, and perform formal presentations . 
 
This is YOUR morning report and your chance to show your hard work, and help to teach 
your peers. The senior resident(s) should decide which patients you would like to present in 
advance. You should do a group differential for 1 or 2 of the most interesting cases in which 
one person (usually the intern) presents and one person writes on the board and solicits a 
differential. This will require that everyone understands what is going on with the patient and 
has read up on their disease processes. Please decide in advance which patients you would 
like to present and who will be doing formal presentations.  
 
Senior residents should create a monthly morning report schedule and submit it to the 
program director at the beginning of the month. 
 
Special topics are discussed on the following days: 
 
1st Monday: OB rounds, bring all of your OB charts, the updated Women’s Health OB list 
should also be present 
 
 
PGY-I Residents are only required to attend morning report when they are on the Community 
Medicine rotation, Pediatric outpatient rotation, Family Medicine Hospital Service,  and on 
Thursday mornings during the Emergency Medicine rotation. 
 
PGY-II Residents are required to attend 90% (reviewed quarterly) of all morning reports 
except when they have an excused absence (sick, vacation) or are on their ICU rotation, 
Rural, or any away rotations. 
 
PGY-III Residents are required to attend 90% (reviewed quarterly) of all morning reports 
except when the have an excused absence (sick, vacation) or are on the Pediatric Emergency 
Medicine rotation, when they are excused from morning report on Monday mornings. 
 
If residents/interns are admitting patients that morning and cannot leave the hospital, they are 
excused and the other senior resident on hospital is then expected to run morning report. 
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Missing more than 90% of morning reports will result in loss of vacation days, doing morning 
report presentations, extra high school physicals, extra tar wars presentations, or doing extra 
call nights/ weekends for 3rd year residents with no vacation left. (see policy for missing 
lectures below) 
 
You must sign in to get credit for attending morning report. 
 
THURSDAY CONFERENCES 
Core conferences are held every Thursday beginning at 1:00 p.m.  The conferences cover a 
number of topics including practice management, behavioral science, nutrition, community 
medicine, radiology, physical medicine, health promotion and geriatrics.  The Residents give 
twelve conferences per year and Residents in the PGY-II and PGY-III year are responsible for 
these topics.  Each month a conference schedule is published to inform Residents and faculty 
of the upcoming topics and speakers.  
Attendance at the core conferences is mandatory for all Residents unless they are on 
ICU, Rural, or Family Medicine Hospital service. (see below) Residents must attend at 
least 90% of all lectures in which they are available (excludes sick days, vacations, or other 
excused absences). Attendance will be reviewed quarterly (October, January, April, July). If 
the resident is below (or close to below) 90% attendance they will be informed that they will 
owe us vacation time to compensate for time missed. 3 hours of lecture = 1 half day of 
vacation. Residents may also make up missed time by doing more high school pre-
participation physicals, tar wars presentations, Thursday lectures, more Family Medicine 
clinics (for graduating 3rd years) or in extreme cases, take extra call nights including 
weekends.  
 
 
You must sign in on the attendance sheet to be counted present. Signing in and not 
attending will automatically result in an informal professionalism warning. As such, it is 
strongly advised that you not sign in until the beginning of each individual lecture (instead of 
signing in for all 3 hours at the beginning of the half day). Scheduled absences include 
vacation, rural rotation, and out of town rotations.  The Program Director and/or Residency 
Coordinator must be notified of any unscheduled absences such as illness or hospital 
admissions for a possible excused absence.  Partial attendance is also unacceptable.   
 
Interns are allowed to miss one conference per month if they need to fulfill their rotation 
duties.   We will work with the other program to assure that no more than 1 day per month is 
missed. 
 
All UNSOM departments in which Residents rotate offer conferences.  It is strongly 
encouraged that the Residents attend these conferences when their schedule permits. 
 
Rotations in which you may be excused from Thursday conferences: 
ICU: during this month you do not have to attend any lectures 
Rural: during this month you do not have to attend any lectures 
Family Medicine Hospital: 1 resident on the team may stay until the hospital work is 
complete. All other residents are required to attend all conferences. If more than 1 resident 
needs to stay, you must receive permission from the hospital attending to be excused 
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JOURNAL CLUB 
Residents must develop skills that enable them to be life-long learners.  The ability to access 
information in the medical literature and to evaluate it critically and objectively allows 
physicians to apply the best available evidence in caring for patients.  
 
The primary goal of Journal Club is to give Residents practice in defining a clinical question, 
searching for an article or articles which will help answer the question, evaluating the value of 
a study to the Resident’s particular situation, and discussing the merits and drawbacks of 
studies with other Residents and faculty. 
 
At the beginning of each academic year, the Program Director will assign Residents to Journal 
Club, which usually occurs on the third Thursday of the month.  Residents decide as a team 
what clinical question they wish to answer.  It is always best if the clinical question arises from 
the Resident’s own experience seeing patients.  The team then works together to find an 
article or articles that deal with the clinical question.  Two articles may be chosen for Journal 
Club.  Both articles may address the same question, or each article may address a different 
question.  It is often fun and enlightening to choose articles that deal with the same question 
but come to conflicting conclusions. 
 
Residents should discuss the clinical questions and articles with the Residency Program 
Director prior to making a final choice of articles.  Articles should be dispensed to Residents 
and faculty at least two weeks before the scheduled Journal Club and all Residents are 
required to have read the article prior to the meeting. 
 
 
PROCEDURES REQUIRED FOR GRADUATION 
While many procedures are taught, residents must complete the following number of 
procedures to graduate from this program.   
 
Procedure    Minimum Number Required 
EKG  interpretation     5 
 
PAP       10 
 
Skin: biopsy (punch/shave/excisional), or 
     sebaceous cyst removal, or I & D, or  
     skin tag removal     5 
 
Skin Cryotherapy     3 
 
Joint Injection/Aspiration    3 
 
Suture Removal     3 
 
OB Deliveries 
(at least 30 must be vaginal)   40 
 
Continuity deliveries 
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(may count for total deliveries above)  10 
 
 
To receive credit for the procedure you must document that you have performed the 
procedure in you ER rotation log, on e-value, your own personal procedure log, or by having a 
Family Medicine faculty fill out a procedure evaluation sheet (if performed at the FMC) 
 
Once you have completed the above minimum requirement you will be reviewed by the 
faculty to determine if you are competent to perform that particular procedure independently. If 
you are deemed competent you will be notified in writing and a copy of this letter will remain in 
your resident file. 
 
Faculty may also state that you are competent to perform the procedure independently (on the 
procedure evaluation form) BEFORE you complete the minimal number. You are still required 
to complete the minimal number indicated above and document this. 
 
 
 
DOCUMENTATION OF PROCEDURES 
The trend in the granting of hospital privileges to practitioners is towards documentation of 
actual training and skills rather than blanket acceptance of credentials.  Because of this, it is to 
your benefit to document your training in various technical skills.  The major areas now 
affected include obstetrical skills and intensive care skills.  However, the trend for both 
hospitals that may grant you privileges and for insurance carriers who may sell you liability 
insurance has been to be more and more specific about actual experience and training in all 
areas of medicine in which you wish to practice.  
 
Residents must take responsibility for documenting their procedures during the 36 months of 
their training.  Documentation must be completed regularly in e-value or in your own 
documentation system.  If the experience is not documented, the experience did not 
occur.  Lack of documentation can jeopardize the ability to become board certified or granted 
hospital privileges after graduation. At the end of the year you will be asked for documentation 
of all procedures done. All Procedures should be documented on e-value.  
 

 
The following is a list of core procedures that most Family Medicine residents should be 
competent to perform by graduation. You still need to document in e-value that you have done 
these procedures to be listed as competent to perform independently on your final residency 
evaluation letter. Any other procedure not listed will require more documentation including 
dates, locations, procedure name, supervisor and (preferably) a comment from the supervisor 
stating that you are competent to perform the procedure independently. Do not expect to be 
signed of as able to perform a procedure independently without proper documentation: 
 
Core Family Medicine Procedures: 
ACLS, Abdominal paracentesis, EKG interpretation, Laceration repair, I&D abscess or cyst, 
joint aspiration, PAP smear, skin biopsy (shave and excisional), soft tissue injections, 
antepartum, intrapartum and postpartum management of obstetrics patients, spontaneous 
vaginal delivery, management of labor with meconium, episiotomy repair, repair of 
uncomplicated and cervical lacerations, internal and external fetal monitoring, intrauterine 
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pressure monitoring, medical problems during pregnancy without significant obstetrical 
impact, cervical ripening, augmentation of labor (oxytocin), ALSO (Advanced Life Support in 
Obstetrics) certified provider. 
 
 
 
 
 
Examples of procedures that will require more documentation than e-value (see above) 
CVP insertion,  Lumbar puncture, Thoracentesis, Swan Ganz catheter insertion, 
Colonoscopy/Sigmoidoscopy rigid/flexible, Arterial catheter insertion, IUD insertion/removal, 
Circumcision, Colposcopy, Chest tube, Intubation, C-section (1st assist) 
 
 
WORK HOURS AND VIOLATIONS 
Residents are required to report any work hours violations on any rotations  to the Program 
Director. A work hours violation sheet should be filled out and submitted to Program Director 
immediately. These forms (appendix BB) are located in the conference room or can be 
obtained from the chief resident(s) or Program Director. You are also required to fill out an 
evaluation of every rotation which includes reporting work hour violations..  
 
 
 
 
AFP (AMERICAN FAMILY PHYSICIAN) REVIEW 
At one lecture per month, two Residents will each present a 15-30 minute review of a recent 
AFP article. The articles reviewed should be distributed to all of the Residents at least one 
week in advance and all Residents are required to have read the article before the 
lecture. The topic and/or title of your presentation must be submitted to Amy Ellwood by 15th 
of the month prior your lecture (so that it can be put on the schedule) Failure to submit this on 
time may result in your topic being chosen for you. 
 
Residents will be given their lecture assignments at the beginning of the academic year. If 
there is a scheduling conflict and you will not be able to present, you need to let Amy Ellwood 
or Kathy Raymond know within 2 weeks of the assigned presentation. Failure to do this 
will result in you being scheduled to present at the next Thursday you are here, at the 
conclusion of the other lectures.  
 
 
SENIOR SCHOLARLY PROJECTS 
Residents are required to complete an extracurricular scholarly activity during the three years 
of Residency.  This activity may take several forms, e.g. case report, original research, 
community projects, etc.  Residents should expect that this endeavor mayl develop and 
evolve during the first and second year and that the outcome will be suitable for publication or 
presentation at a regional or national forum.  This activity is to be a required component of the 
curriculum and successful graduation will be contingent upon it.   
 
The Residency Program Director and individual Resident advisors will guide these projects.  A 
5 to 10 page paper, a formal presentation on the last Thursday in May and possibly at the 
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school’s research day, as well as frequent check-offs with your advisor will be required. See 
appendix O. for details and due dates. 
 
 
COMMUNITY SERVICE 

As a required (and rewarding) part of your Residency, Residents are expected to 
participate in activities that benefit our Residency and the community. There will be several 
opportunities to serve over the year. These include (but are not limited to) UNLV sports 
physicals, Youth Football Physicals, Tar Wars, working at flu shot and health fairs, the  
Rocking Chair Project,  working with the RESEP and Test site programs (seeing patients). 
Every 2nd and 3rd year resident will be required to see patients for RESEP in a rural 
location with Dr. Hunt at least once in their residency, do at least 4-6 high school pre-
participation physicals annually (May/June and July/August) and do 2 Tar Wars 
presentations annually. You are welcome and encouraged to do more than is required and 
may be given credit for missed lectures or morning reports (if below the required 90% 
attendance rate) for doing this. 

 
 
 
BALINT GROUP 
Dr. Michael Balint started seminars for family physicians in London in the 1950’s.  The aim 
was to help doctors with the psychological aspects of patients’ problems and with difficult 
physician-patient relationships.  The focus of the group is on the physician-patient 
relationship. 
 
Balint meets once a month.  The Resident presents difficult cases from his/her practice, and 
these are discussed by the seminar members under the guidance of two leaders.   
 
The Balint group concentrates on the presented patient and his or her doctor.  It focuses on 
counter transference issues in the physician-patient relationship.  The group does not aim to 
tell the doctor how to treat the patient. 
 
Although conducted differently at different programs, most Family Medicine residencies have 
Balint groups or a similar type of meeting on a regular basis.  Balint group at this program 
serves to meet the RRC requirement that states, “There should be a structured and facilitated 
group designed for Resident support that meets on a regular schedule.” (1998-99 ACGME, 
Program Requirements for Residency Education in Family Medicine V.E.2c.) 
 
 
 
HOME VISITS 
Residents are required to make 1 home visit in the PGY-1 year and 2 visits in each of the 
PGY-2 and PGY-3 years with a faculty supervisor. One of these visits must be for an older 
adult continuity patient. (Minimum total of 5 home visits) 
 
 PGYI’s: you are given time to do your home visit during your Community Medicine Month in 
January-this will be arranged for you. 
 



 23

PGY II and III: Time is allowed during your hospital rotation for you to substitute one clinic half 
day for a home visit. This must be done well in advance to ensure faculty supervision. 
 
 
 
 
FMC AND HOSPITAL MEDICAL RECORDS 
All patient encounters in the FMC will be documented in the medical record in the same 
working day.  This may be done in writing. Residents should not leave the clinic until their 
charting is done for the day. 
  
Our charts are legal documents that are never to be taken from the FMC.  Any information in 
the chart that is needed outside the clinic must be photocopied.  Since the chart may 
someday go to court, be legible and complete, particularly since someone else might have to 
read it in order to testify.  Attending physicians are required to countersign your notes.  It 
should be the attending with whom you discussed the case that co-signs. 
 
Medical records are confidential!  Be sure that whoever calls or asks for information has a 
need or right to know.  Injudicious reporting of information to just anyone will give us a bad 
name and might result in legal action against us. 
 
All patients in the FMC must have a current Medical Summary Sheet and medication list, 
documentation of allergies and immunizations.  Each patient should also have a complete 
database by the third visit.  The Medical Summary Sheet and medication list should be 
updated at each visit; the database should be updated as necessary.  The charts are filed 
alphabetically BY LAST NAME. 
 
All Residents are given a key and the alarm security code so that you can access the medical 
charts here at any time. Residents must lock the medical records room, set the alarm and lock 
the backdoor prior to leaving. Failure to follow all these steps may result in serious 
consequences. 
 
To obtain medical records from an outside source or release medical records, you must have 
the patient sign a release form.  These can be obtained from the office staff.  Patients 
requesting medical records have two options: 
 
1. The records can be mailed to the new provider at no cost or 
2. Patient will be charged $.60 a page for copies picked up at the clinic. 
 
We encourage patients to choose option 1. 
 
Medical records in the hospital (UMC) must be completed according to the guidelines of the 
medical records department of the hospital.  Dictations of histories and physicals, surgeries 
and discharge summaries, and signatures must be completed in a timely fashion. 
 
HOSPITAL MEDICAL RECORDS 
A Resident must not have delinquent medical records in the hospital (UMC or VA). Residents 
will be reminded of delinquent records weekly by UNSOM e-mail from the residency 
coordinator and this information will also be posted on the board in the resident room. You are 
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required to complete all medical records AT LEAST every 30 days. If a Resident has 
delinquent medical records and is put on suspension according to the guidelines of the 
medical records department, he will immediately be put on leave of absence without pay or be 
required to use vacation time or to extend his/her residency to make up for the lost time.  
 
If you are delinquent beyond 30 days, you may be required to use a half day of vacation 
to go to the hospital to complete these during work hours. 
 
 
RESIDENT RETREAT GUIDELINES 

1) The retreat must be planned 3 months in advance to allow for faculty coverage and 
arranging of schedules 

2) The school will not pay for out of state or overnight activities, including hotel rooms 
3) There needs to be an agenda of what will be discussed. This should not be a free for 

all “what I think is wrong with the program” but have specific categories for areas of 
discussion such as rotations, curriculum, lectures, ect… (If you leave it open as a free 
for all it will usually digress into a “complaint session”) Once the issues have been 
discussed then residents should brainstorm solutions and make specific plans. A report 
of what was discussed should be submitted to the Program Director by the chief 
residents within one month of the completion of the retreat. 

4) The above meeting should be made mandatory. As such no one should be excluded 
by way of being too far away or too expensive. The school will pay for a meal and a 
place to meet (usually a restaurant private room). Resident must research the 
restaurant including prices and meeting space. The chiefs are responsible for keeping 
the receipts and submitting them to Mahasin 

5) The activity portion can be made optional. It should be something within reasonable 
driving distance. Residents should research the activity and submit it to the Program 
Director in advance for approval. 

6) The best month for the retreat is January, to allow for the interns to attend. It is also 
best to do the retreat on a weekday as this is easier for faculty to cover the hospital. To 
do this, you must discuss this with Amy at least 3 months in advance to allow 
this to be put on the Community Medicine schedule.  

  
FINISHING THE PROGRAM 
Unless you are off-cycle or have had to extend your residency, the last day in this program is 
JUNE 30th. You are responsible for attending to all duties, including rotation attendance until 
after this time.  
 
If you have completed all of the following you will be excused from Family Medicine 
Clinic, Thursday afternoon didactics and morning report in the final 5 to 6 days of your 
residency.  

1) All required evidenced based morning reports completed 
2) All required home visits completed 
3) Have seen 1650 clinic patients 
4) Have performed 40 deliveries with 10 being continuity in the PGY-2 and PGY-3 years 
5) Have completed all required procedures 
6) Have completed UMC’s checkoff sheet (see below) 
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If these are not completed before July 1, you will be assigned clinics and will be expected to 
attend am report and lectures until they are completed (or until June 30th) 
 
On your final assigned day of FMC, you are expected to see patients for the assigned one half 
day and are then excused from your rotation for the remainder of the day to clean out your 
desks, boxes, finish charts, etc… as well as to go to UMC to complete all charts, dictations, 
turn in keys etc…. UMC will give a check-off sheet of all items that must be completed. This 
list must be completed before you are allowed to graduate from this program and 
receive your diploma. 
 
 
In June you will meet with the Program Director for you exit interview in which you will review 
all the graduation criteria listed below as well as to fill out the Final Evaluation 
Summary(appendix U)    
 
Please be aware that this evaluation summary will be placed at the front 
cover of your Permanent Residency File and will be used forever after for 
all future references from this program, in particular hospital privileging 
requests. 
 
CORRESPONDENCE VIA E-MAIL 
All important messages will be transmitted to the residents via e-mail. Residents are required 
to use their assigned UNSOM e-mail account and to check this e-mail at least once daily while 
on duty. E-mails must be answered appropriately within 48 hours (unless you are on 
vacation or out on sick leave). Failure to do so may result in missing of urgent 
announcements. Residents are responsible for any messages sent to them by the 
program, UMC or UNSOM regardless of whether or not they check or read their e-mail.  
 
The computers in at the Family Medicine Clinic are available for resident use 24/7. 
 
PATIENT HEALTH INFORMATION (PHI) VIA E-MAIL 
Residents have two options for securely sharing PHI with other residents and attending 
staff: 

1. Log in to the UMC email account, either the Outlook or the UMC webmail, apply the 
code [secure delivery] to force encryption and send only to a medicine.nevada.edu 
account.  

2. Log in to the medicine.nevada.edu webmail and send only to another 
medicine.nevada.edu account.   

 
Failure to follow this will be a violation of UMC’s and UNSOM’s policy and a HIPPA 
violation. 
 

 
II.  FAMILY MEDICINE CLINIC (FMC) 

 
CONTINUITY OF CARE 
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The goal of continuity of care is for the patient to develop an ongoing relationship with one 
doctor at the FMC.  The patient identifies one doctor as his/her provider and sees the FMC as 
a continuity clinic, not urgent care.  Each Resident has a panel of patients assigned to them.  
The Resident is responsible for the total health care needs of the patients in his/her panel.  An 
effort is made always to make non-urgent appointments with the primary care physician.  All 
telephone calls will be directed to the primary care physician. 
 
Teams ( see next section on TEAMS) were developed to maintain patient continuity of care, 
provide cross coverage for call, messages, unscheduled sick time, and scheduling overflows. 
The Resident must educate his/her patients on continuity of care and the importance of 
seeing only their PCP. 
 
During the office visit, inform the patient that you will be their family physician in the FMC and 
that this applies to their entire family unit.  Give them a short explanation of what your role as 
a primary care provider will be to them and their family members. Also, offer the patient one of 
your professional cards. 
 
Once a patient has been identified as your patient (i.e.-you are their primary care provider), 
place you colored sticker on the upper right hand corner on the top page of the chart. This will 
help everyone be able to quickly identify the patient PCP and the other members of you team. 
 
If you are unable to be here at the time in which follow-up care is desired or needed, be sure 
and instruct the front office to schedule the patient with a Resident member of your team for 
that particular follow-up visit.  Make sure this is documented in the PLAN portion of your 
progress note. 
 
When seeing another Resident’s patient in the Resident’s absence, be sure and direct the 
patient back to their PCP, by giving explicit instructions on the SOAP note and documenting 
these instructions in the PLAN portion of the progress note. 
 
A Resident may accept new patients into his/her panel personally just by asking the new 
patient to make an appointment and informing the front office staff that this will happen. 
 
The policy of the FMC is not to refuse care to any patient regardless of race, sex, religion or 
ability to pay.  Patients who abuse the system however will be considered for discharge from 
the practice.  Reasons from discharge include, but not limited to, abusive language or abusive 
behavior, noncompliance with treatment, chronic failure to keep scheduled appointments 
without notifying the office of cancellation. (See PATIENT TRANSFERS/DISMISSALS 
section) 
 
The chart will be referred to the PCP before action is taken.  A Resident may not discharge a 
patient from his/her practice or transfer a patient to another Resident without discussion with 
the Residency Program Director. 
 
 
RESIDENT TEAMS (RED, YELLOW, ORANGE, GREEN) 
Teams are set up to facilitate continuity of outpatient care and consist of one Residents from 
each PGY year and a faculty advisor.  There are four teams in the Program which function as 
their own practice within the large Program practice. Teams come into use in patient panel 
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assignments, appointment scheduling, and coverage for out-of-town rotations and vacations, 
especially for OB patients.  (See colored team list at the beginning of this handbook) 
 
How are team members used? 
When a resident is away (vacation, rural rotation, CME conference, etc…) 
 

• He/she must sign out to a team member that they will be gone and notify them of any 
pending, urgent patient care issues including pending OB patients. Note: the resident 
does not have to sign out to a team member, but it is preferred for continuity 

• The team member is then responsible for taking care of the “away residents” charts, 
prescription refills, OB’s and other patient care issues 

• Patients of graduation residents, who were not assigned prior to their graduation, will be 
assigned to members of their team. 

 
When a resident is not in clinic his/her team members present in clinic will be assigned urgent 
patient care issues such as prescription refills, labs, phone messages, imaging studies, 
patient callbacks, etc… 
  
 If a patient needs to be seen on a specific day and the patient’s assigned resident primary 
care physician is unavailable, then the patient should be scheduled with a team member.   
 
Only one team member can be gone from the FMC at a time so this needs to be kept in mind 
when scheduling vacations, out-of-town rotations, CME, etc. 
 
 
FMC CLINIC RESPONSIBILITIES 
This is your “home base”.  The amount of time you spend in the FMC will vary depending on 
which rotation you are on and your level of Residency training.  The core curriculum outline for 
each rotation specifies a minimum and maximum number of half days to be spent in the clinic.   
 

§ PGY-I Residents spend one half day per week, are given 30-minute patient 
appointments and see 3 to 5 patients per half day in the FMC 

 
§ PGY-II Residents will usually have 3 half days per week in clinic, are given 20 

minute appointments and see 6-8 patients per half day  
 

§ PGY-III Residents will usually have 3 to 4 half days per week of clinic, are given 
15 minute appointments and will see  8 to 12 patients per half day.  

 
This ambulatory care experience provides a significant portion of the Resident’s care 
experience in the manner of family medicine.  Residents are expected to arrive promptly, 
conduct themselves professionally, abide by the requests of nursing, and cooperate in any 
manner possible regarding the care of all patients.  Residents must understand that this is a 
group practice and, that in addition to the educational experience, a service function is 
performed.  Residents must help each other to assure that quality care is achieved.  
Residents should check with one another to ensure that patients are being seen and the “loop 
of care” is closed.  Residents must communicate with each other, especially regarding 
patients who have complex problems requiring intricate solutions. 
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All FMC patients are assigned a primary provider and they should be considered when you 
have out-of-town rotations.  If, during your absence, any of your patients require special 
management, please arrange for this in advance with your team members. 
 
From time to time patients will be scheduled and the physician caring for the patient will not be 
available.  In most instances, these patients are rescheduled.  However, rescheduling may not 
be possible or in the best interest of the patient.   
 
In these circumstances, patients will be distributed to those individuals available for patient 
care, with a preference for your fellow team members.  When asked to see a patient who has 
been scheduled with another physician and cannot or should not be rescheduled, please do 
so agreeably. This situation happens to everyone.  Esprit de corps is the operative attitude in 
this circumstance. 
 
It is the responsibility of every resident (and faculty member) to update the resident 
summary and medication list (yellow sheet) at the front of every chart for their primary 
care patients. 
 
 
PRECEPTORS 
A preceptor is assigned to clinic each half-day that Residents are seeing patients to discuss 
patient encounters in the FMC.  Their primary duty is to be available to the Residents for 
guidance and consultation.  Sometime preceptors will attempt to work on other things during 
precepting time. Unless a preceptor is already precepting with another resident or seeing a 
different patient, feel free to interrupt him, as precepting is their primary function at that time. I 
 
It is the responsibility of the preceptor to be on time to the clinic and to stay in the clinic until all 
the patients have been seen.  When the preceptor must leave the preceptor room they should 
let the Resident know where they can be found.  It is the responsibility of the preceptor to 
review the chart and super bill and check for the appropriate charges and signatures, SOAP 
notes, Problem List, PCP, etc. 
 
Presentation to a preceptor should not take place in the presence of the patient. 
 
All Medicare patients must be precepted before they are discharged – no exceptions. 
 
All patients whose level of care is a level 4 or 5 must be seen by the preceptor or it can 
not be coded as such. 
 
PGY-I – The PGY-I Resident must have every patient seen by the preceptor before the 
patient leaves the clinic during the first six months of his or her training.  During the second six 
months the preceptor will inform the Resident on an individual basis if and when they need to 
see their patients.   
 
PGY-II:  All patients should be presented to the preceptor before they are discharged. 
 
PGY-III:  certain PGY-3 residents who have been given special permission from faculty 
preceptor may discharge their patients prior to being precepted. This does not apply to 
Medicare patients 
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CLINIC HOURS 
The FMC clinic starts at approximately 8:30 a.m. Monday through Friday.  Residents are 
expected to be at the clinic no later than 8:15 to prepare for the morning and complete charts. 
The afternoon clinic starts at 1:00 p.m. Monday through Friday with the exception of 
Thursday.  Your clinic is over when all patient care issues have been taken care of and you 
have completed your charting.  In rare circumstances you may be dismissed early, but you 
must check with the attending preceptor first before leaving.  
 

• Please be on time for all scheduled clinics.  If for any reason you are going to be 
late or absent, please contact the Residency Coordinator ASAP, who will notify 
the front desk. 

 
 
CLINIC CHAPERONES 
Any exam that requires the resident to examine a “sensitive or private” area of the 
patient such as the genital/groin area, rectal/anal area, or female breasts requires that 
there be a chaperone in the room during the exam with the resident. The only possible 
exception to this rule is a male resident performing a genital or rectal exam on a male patient, 
but even in this situation it is strongly encouraged to have a chaperone present during the 
exam. A nurse or medical assistant is preferable, but the chaperone may also be a fellow 
resident, faculty member or medical student. If the patient is female the chaperone should 
also be female. Patient family members and non-clinical staff (eg. residency coordinator, front 
office staff) are not appropriate chaperones. 
 

 
 

CHANGING THE CLINIC SCHEDULE 
Clinic changes are difficult, especially when given on short notice because: 
 
Ø Patients are very difficult to reach on short notice! 
Ø It adds hours of work to cancel a full schedule! 
Ø Patients who can’t be reached come in and get very upset at our system of poor 

communication! 
Ø It makes us look inefficient and unprofessional 
 
It is realized that at times, schedule changes must be made, and if you follow these simple 
guidelines it won’t be too difficult. 
 
Ø 30 days notice must be given, even for just one day (this includes conferences and 

professional leave requests). 
Ø All requested changes must be in writing, signed off by the Director and given to the 

Residency Coordinator. (see appendix C and D for Change of schedule forms) 
Ø Check with your outside rotations 30 days ahead of time to see if your rotation will conflict 

with your clinic.  Given 30 days it is possible to change your clinics. 
 
Residents are never allowed to cancel, delay or in any way change their clinic schedule 
once it has been distributed at the prior to the beginning of the month.  The clinic staff is 
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instructed to accept such changes only from the Residency Program Director or Residency 
Coordinator. 
 
Remember that in order to accommodate our patients and our business; we can’t have six 
residents working Tuesday afternoon and no one working Friday afternoon.  All requests given 
within the guidelines are approved on the basis of meeting the needs of the clinic and patients as 
well as the physician. 
 
OUTSIDE REQUESTS FOR PATIENT INFORMATION 
Occasionally there may be requests from outside agencies, such as an attorney’s office or 
Clark County District Court.  These may include subpoenas and other requests for court 
appearances and/or patient information.  These activities must not interfere with patient care 
and they must protect patient confidentiality.  All such requests should be processed 
through the Residency Program Director. 
 
 
SUPER BILLS 
The super bill is the mechanism for billing for your services.  A super bill must be filled out 
completely and signed and dated for each patient you see.  Essential components in 
completion of this form include the type of office visit, an accurate and legible diagnosis, all 
procedures, labs, and injections performed, a signature and date.  The diagnosis must justify 
the labs, x-rays and procedures done.  Multiple diagnoses may be necessary to justify all the 
procedures.  In addition there is a space for return visit instructions.  Upon completion of the 
visit, you should fill out the super bill, attach to the front of the chart and place the chart in the 
basket near front desk. 
 
DISPENSING OF MEDICATION 
The only medication to be dispensed by the FMC will be sample medications provided by 
pharmaceutical company representatives.  These of course will be dispensed at no charge to 
the patient.  The Resident will be responsible for ensuring the provision of patient education to 
include but not limited to: name and purpose of the medication, route of administration, 
dosage, frequency, duration, food/drug interactions, side effects/adverse effects, and 
contraindications/precautions.   
 
HIPPA 
The FMC has many common areas where it is easy to overhear other’s conversations and 
comments.  Be guarded in your remarks when you are sitting in the conference room or 
standing in the hall.    Remember that patients tend to refer their family/friends here, so a 
“stranger” may overhear and recognize the funny story you are telling about an unnamed 
patient.  Please do not stand in public places and present cases or discuss management.  It 
is grossly inappropriate and in VIOLATION of HIPPA to discuss patients at the nursing 
station, including the counter. Save all conversation regarding patients for the preceptor 
room or some other private place. Also, it is not appropriate to leave charts open on the 
nursing station counter. If you must leave the chart, turn it over to cover the patients’ 
information. It is preferable for you to keep the chart with you or return it to the chart bin. 
 
OUTPATIENT CHARTS 
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To optimize patient care, Residents should respond to messages as soon as possible.  
Residents should check their in-boxes several times each day when they are in the FMC to 
retrieve any messages left for them.  When Residents are going to be away from the FMC 
because of vacations or leave of absence, please place a note designating to whom patient 
related information should be forwarded (this should be a team member).   
 
It is inappropriate to leave charts in your boxes after clinic or Thursday lectures, unless 
you made every attempt to complete the chart. I.e.- all prescriptions should be taken care of, 
all messages should be responded to etc… 
 
INPATIENT (UMC) CHARTS 
You are required to complete your medical records at UMC by Cquence (online) and in-house 
at least once a month. Delinquent medical records reports will be sent to you by e-mail. 
Repeated delinquency can result in probation or suspension. 
 
 
CLINIC STAFF 
Nurses and medical assistants are not personal go-fers.  They are integral 
team members and deserve your respect and consideration.  Abuse of any of the staff will 
not be tolerated.  As essential members of the health care team, nurses do more than just 
put patients into rooms and take vital signs.  They assist in procedures, phone in 
prescriptions, provide patient education, schedule and facilitate appointments, dispense 
medication, and often catch mistakes or help us to avoid problems.  They even clean up our 
messes; but never, never, ever leave sharps on your trays or in other areas that may 
present a hazard to any individual cleaning up.  Everyone should dispose of sharps 
properly and personally. 
 

Also remember that Sylvia, our head nurse, who represents all of our staff, is 
asked her input at every faculty evaluation of residents, to have a 360 degree 
evaluation.  

 
The Residency Coordinator is not your personal secretary/assistant.    
Be mindful that her responsibilities are to coordinate an entire program’s schedule                              
and she is not catering to the needs of any one individual.   She is not there to call Medical 
Records to take care of issues, call Preceptors, Electives, etc for you.   
 
PATIENT TRANSFERS/DISMISSALS   
The Resident or his patient may decide to terminate the doctor-patient relationship because of 
personality conflicts or other problems. If a patient is to be terminated from the practice a 
special form must be filled out and this must be discussed with the Program Director. 
 
 If a Resident feels he cannot develop a rapport with his patient and feels the patient might 
benefit from a change to another Resident, he may request a change from the Residency 
Program Director.  If a patient requests a different physician, this should also be brought to  
the attention of the Program Director.  Patients may not be transferred or reassigned without 
approval from the Program Director.  
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The exception to this rule is when PGY-III Residents should start transferring their patients to 
the current PGY-I’s and PGY-II’s.  The transfer usually occurs beginning in February.  It is 
preferred that these transfers be made to team members.   
 
There are fundamentally three categories of patients: 
 

I. Those requiring relatively intense, frequent visits. 
II. Those, whom you know, but see primarily for fairly limited acute problems and well 

care. 
III. Those whom you see infrequently and to whom there has been no distinct 

doctor/patient bond. 
 
Patients in Category I should be informed as soon as possible that you are graduating and 
that their care will be transferred to another Resident.    Patients in this category should be 
formally introduced to the Resident who will be assuming their care and the Resident 
assuming care should begin to gradually participate in their care.  Indicate in the medical 
record the Resident who will be assuming care. 
 
Patients in Category II should be told that you are about to graduate and be given the name of 
the Resident who will be their continuing physician.  If at all possible, it would be appropriate 
and desirable to introduce the patient to their new physician.  Again, indicate in the medical 
record the Resident who will be assuming care. 
 
Patients in Category III should be told, if possible, that you are graduating and that one of the 
Resident physicians will be assuming care for them.  Again, indicate in the medical record the 
name of the Resident who will be assuming care. 
 
It is the Residency Program Director’s recommendation that patients with more intense 
problems and frequent visits have their care assumed by the PGY-I team member so that the 
patient may have at least two years of continuous care available to them from the same 
physician.   
 
In all categories, the problem list and medication list should be updated on each 
patient’s chart.  If a patient is not available to be told in person who their new physician will 
be, they should be sent a letter indicating their new physician.  Care must be exercised in 
transferring patients in order that patient dissatisfaction does not occur.  Providing as much 
communication with respect to this, and not “pulling any surprises” should facilitate this. 
 
RESIDENT ROOM 
Each Resident has an assigned desk area in the Resident Library including space for filing 
important documents, as well as bookshelves to store journals and/or books.  These desk 
spaces are mutually agreed upon by the Residents at the beginning of each academic year.  
Also available in the library are a variety of reference textbooks.  In order that everyone may 
take advantage of these reference works they should be returned promptly once utilized.   
 
Computers are available in the FMC library for Resident use.  This includes word processing, 
database and Internet access for literature searches.  Remember that there are a number of 
people who use these computers, so please keep others in mind when using the computers. 
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III.  HOSPITAL SERVICE 
 
GENERAL EXPECTATIONS 

v It is expected that the “hospital team” will all work together and that everyone will 
communicate effectively. If someone is falling behind they should feel comfortable 
talking with their senior resident or attending.  

 
v EVERY H&P NEEDS TO BE DICTATED BY EITHER THE INTERN OR SENIOR 

RESIDENT WITHIN 24 HOURS OF ADMISSION. 
 

v Senior residents still need to write an abbreviated H&P if it is done with an 
intern. (see below under SENIOR RESIDENTS)  

 
v We will begin rounds (usually) at 10am. All of the notes and other work should be 

completed by this time. Check with the senior resident to find what time you will be 
rounding that day. 

 
v The Resident(s) on the hospital service is responsible to round, take admissions and 

take care of all the hospital patients Monday through Friday, 6am to 5pm.   
 

v The resident on call is responsible for all calls, admissions, and all hospital patient care 
issues. 

 
v It is appropriate for the daytime resident to sign voice orders for the previous night on-

call Resident. This is left entirely to your discretion and comfort. 
 

v If you are following a patient, it is your responsibility to understand why we are doing 
any tests, labs, giving meds etc… and to ask questions. I never want to hear the 
answer to “why did you guys do that? ”…”because my attending told me to.” If that 
is your response then you are not doing your job. 

 
v If you are doing particularly well in meeting the following expectations or are not 

meeting the following expectations you  will taken aside to discuss it. These 
conversations will be short and to the point. 

 
 
INTERNS 
The expectations of all Interns on Family Medicine hospital service are: 
 
Holidays- interns will work every holiday, including those that occur on Fridays and Mondays.  
 
Interns should communicate openly with their senior residents in regards to their work 
schedule/patient numbers/responsibilities etc… (ie- if you are overwhelmed, not clear on 
instructions etc…) If the intern feels the resident is not listening to their concerns, discuss it 
with the hospital attending. 
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Interns will do at least one admission every morning they are on duty, unless there are no 
admissions given to the Family Medicine service. A senior resident will be present and will 
supervise this admission as well as their own morning admission. 
 
Interns are on call Monday-Saturday. Interns are allowed to take home call, but must be 
readily available to go to the hospital within 30 minutes as needed. On Saturday, once 
rounding and patient duties have all been attended to, the senior resident will then dismiss the 
intern, at which time they will be off duty until 5am on Monday morning. Special arrangements 
can be made for the intern to have Saturday off instead of Sunday if they are done at least 2 
weeks in advance and have the consent of the attending physician on call. Interns should 
discuss this with their senior resident and attending. 
 
Interns are not allowed to work beyond the ACGME regulations (80 hours/week, 24 hours +6, 
see below for regulations) under any circumstances. Work hours violations should reported 
immediately to the Program Director. 
 
 
H&P’s: you will do an H&P every morning while you are on duty. You are expected to have 
these done in a timely manner, in general within 1 to 2 hours. If you are falling behind, you 
should contact your senior resident.  
 
All H&P’s and discharge summaries should be dictated within 24 hours of 
admission or discharge respectively 
 
SOAP notes: you are expected to write a SOAP note on ALL of your patients and to have 
all of your soap notes completed and ready to report by the start of rounds. Talk to your senior 
resident the night before to determine when rounds will begin. In general, you should be ready 
to report by 10 am.  
 
Be sure to arrive early enough in the morning to have these completed. Unless you receive 
admissions in the morning or are taking care of an emergency, nothing should take priority 
over getting your notes completed and being ready to report by the start of rounds.  
 
You should be reading on your patients as much as possible. You should understand, in 
detail, their disease processes, and be able to make appropriate suggestions as to 
their treatment plan.  Avoid the phrase “what would you like me to do”. Instead, try to think 
and reason as much as possible and be able to backup your decisions. It is ok to say “I am 
not sure what to do”, we just want to see that you have given it some thought.  
 
You are expected to know every detail about your patient’s care. This includes hospital day #, 
antibiotic day #, IVF, how much oxygen they are getting, daily insulin requirement, I&O’s, all 
medication dosings, all historical information and every other detail relating to your patient.  
 
You must stay in the hospital until the work is completed and you have checked out to your 
senior resident. You may be asked to go back to take care of patient issues if you are still on 
duty. 
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Patient care is our #1 priority. Avoid complaining if you are asked to do a little extra (go in at 
4:30 when you are off at 5:00, do one more admission, ect…) As long as you are not violating 
the work hour restriction, it will be ok-and most appreciated. 
 
If you are having difficulties with your senior resident you should attempt to work it out 
together. Failing that, you should discuss the matter with your attending. 
 
You should keep a copy of all H&P’s in your possession for 2 weeks to present at 
morning report, as you may be expected to present a patient up to 2 weeks after admission.  
For morning report, when you are presenting a patient, you should ask someone to write the 
information on the board. After the history is completed and all questions are answered, you 
should ask for a differential diagnosis.  
 
Interns are not to be called for OB assessment or admissions. These are continuity 
patients and are to be taken care of by senior residents only. Interns may assist in the 
assessment or delivery while they are on duty during the daytime if it is deemed appropriate 
by the senior resident 
 
Interns do not take triage calls overnight. That is the responsibility of the senior resident.  
 
 
SENIOR RESIDENTS (PGY-2 or PGY-3) 
It is ultimately the responsibility of the senior resident to be sure that all of the patients 
they are following or supervising (intern patients) are seen and have notes and 
attendings will hold the senior resident responsible if the work is not completed in a timely 
fashion (ie- when it is time to round). If the team is running behind, the senior resident should 
communicate this to the attending as soon as possible. Senior residents are also responsible 
for teaching and supervising the interns. As with internal medicine, it is expected that the 
interns will be allowed to make their own assessment and plan for their patients and 
the senior residents will oversee this and make suggestions for patient care. Under 
most circumstances, the intern should be presenting the patients to the attending including the 
assessment and plan (unless a medical student is presenting), as well as writing all of the 
orders. Interns should present all H&P’s to the senior resident and time should be taken to 
discuss the H&P (ie-teaching). It is preferred that seniors have some sort of pre-rounds for 
hospital patients with the interns, but this is at the discretion of the senior resident. Seniors 
should be in constant communication with interns to make sure they are completing their 
work and to find out if they need assistance. Interns should NEVER feel intimidated or 
hesitate to call their senior if they have questions, need assistance, feel overwhelmed, or have 
any other concerns. 
 
As a senior resident you are expected to be an example. You should be professional at all 
times and avoid speaking inappropriately about patients, students, other residents, attendings, 
or anyone.  
 
You should be approachable and able to delegate tasks effectively.  
 
You should be aware of all of the issues of the patients you are following or overseeing and 
be able to make appropriate suggestions for management. 
 



 36

You should be an effective teacher, and be able to give feedback (positive and negative) to 
your junior residents and medical students. If there are issues with other residents that you 
are not able to manage, you should discuss it immediately with your attending. 
 
You are NOT required to write a SOAP note if the intern has written one, but you ARE 
required to read their note, understand what is going on with the patient, and sign off on their 
note. 
 
If an intern does an H&P you are still required to write an H&P as well. Your 
H&P should be highly abbreviated to contain only pertinent elements including pertinent 
history, PE, labs, imaging and especially the assessment and plan.  
 
If you did an H&P without an intern, you are required to dictate the H&P 
within 24 hours of admission.  
 
You should keep a copy of all H&P’s in your possession for 2 weeks to present at 
morning report, as you may be expected to present a patient up to 2 weeks after admission.  
For morning report, when you are presenting a patient, you should ask someone to write the 
information on the board. After the history is completed and all questions are answered, you 
should ask for a differential diagnosis.  
 
On the hospital service, senior residents should function as a partnership. They should decide 
prior to starting the month which days each senior resident will be doing morning admissions. 
A printed schedule is highly advised. When a PGY-2 or PGY-3 admit a patient they are 
responsible for following that patient until the patient is discharged or the resident goes off-
service. The senior resident admitting for the morning will also supervise the intern’s 
morning admission and will be responsible for overseeing the intern’s patient until the 
patient is discharged or the resident goes off service. 
 
An intern may be left alone in the hospital if a senior resident is not available (e.g. for 
clinic) but every effort will be made to have at least one senior in the hospital every afternoon 
(and not in clinic). The senior resident is still responsible for what the intern is doing while they 
are away and should be in communication with the intern as much as possible. 
 
 
DIRECT ADMISSIONS 
Patients directly admitted from the FMC require a thorough dictated or legibly written 
H&P.  If the clinic physician is overwhelmed, it is appropriate for the physician to ask the 
hospital Resident to complete the work-up. The clinic preceptor (attending) should be 
consulted and help make this decision.  
 
   In general, if the patient is in any way unstable it is better to send them to the emergency 
room rather than do a direct admit. Discuss this with your attending preceptor.  
 
Direct admissions must be arranged for with UMC as soon as possible as it may take several 
hours to get a bed. The admitting resident must inform the daytime hospital resident and 
the night call resident of the admission and all pertinent information to insure 
continuity. The day and nighttime residents should check the hospital frequently to see 
if the patient has arrived as the hospital often does NOT CALL THE RESIDENTS. 
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DISCHARGES  

 You are responsible for discharge summaries on all patients you discharge while on-
service or on-call.  If you write discharge orders, then you are responsible for doing the 
discharge dictation unless you amicably make other arrangements.  It is very appropriate 
for the resident who saw the patient the most days to dictate the discharge summary, 
however it is still the responsibility of the discharging physician to request this. 

 
 

A Discharge Summary Sheet (salmon-colored form) should be filled out for all patients that 
we discharge, to bring to their primary doctor.   

 
 

IV. CALL 
Whenever the clinic schedule is changed an e-mail is sent out to every resident 
by the Residency Coordinator. It is the responsibility of every resident 
to check this e-mailed schedule and notify the Residency 
Coordinator immediately if there are scheduling conflicts. This is 
particularly important for interns who will be post call or doing shifts during clinic 
or lecture time. If you miss a clinic because you failed to notify us of a conflict 
(eg. You went home post-call) you will be given a formal warning. If this occurs 
again you may be placed on formal probation. 
 
INTERNS 
During the PGY-I year call is taken at the discretion of the department in which the Resident is 
rotating and the Resident will have a senior Resident as back-up.  Family Medicine PGY1’s 
will continue to function as interns for our service.   
 
On Family Medicine Hospital Service, interns are expected to be on call every day until 
their work is completed and they have signed out to the senior resident, except for 
their one day off per week (which is usually on Sunday). This includes Holidays. See 
the POST CALL FOR INTERNS policy below and HOSPITAL SERVICE – INTERNS  for 
more details. 
 
POST CALL FOR INTERNS 
Residents on ICU, CCU, Internal Medicine, Family Medicine, Nursery, Pediatric Inpatient,    
will automatically be scheduled to be post-call beginning no later than 1pm the day after their 
call (i.e. they will be listed at post-call on our clinic schedule).  
 
 Interns on surgery will NOT automatically be made post call as this rotation has home call. In 
the event (which is relatively rare) that you are required to stay at the hospital for the majority 
of the night (left to your discretion) during surgery you must notify the Residency Coordinator 
immediately. This is particularly important if you have Tuesday clinic or Thursday lectures the 
next day. You may leave a message on her phone if it is early in the morning (e.g. It is 3am 
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and you have been up all night at the hospital- call the Residency Coordinator at 992-6875 
and leave a message.) This way we can know if we need to change your clinic schedule. 
 
HOLIDAY CALL 
Holiday call times for Family Medicine are the same as any weekday, beginning at 5pm the 
night before (unless it is over a weekend and then it is 5pm on Friday) and ends at 6am on the 
next non-Holiday weekday.  Family interns must follow other departments Holiday call policy 
when they are on their services. 
 
 
 
PGY-II and PGY-III CALL 
PGY-II and PGY-III Residents take family medicine service call.  This includes telephone 
triage, hospital admissions, and initial care for the laboring patient and any other activity 
appropriate to patient care after hours.  Demonstrating responsibility while you are on call will 
assure responsibility by others when they are on call for you.  On-call Residents must 
communicate frequently with the faculty hospital attending.  Typically, call occurs no more 
frequently than every fourth night and every fourth weekend.  It may be taken from home and 
by beeper, as well as cellular phone, but Residents should be readily and immediately 
available for any problems which arise. Abuse of the home call privilege, such as failing to go 
in to the hospital to assess critical patients, may result in suspension in this privilege, i.e. in-
house call.    
 
Post Call: Residents must let the clinic know when they are going to be post call as soon as 
possible. You must call 992-6875 (the residency coordinator’s number) and leave a message 
or talk to the RC directly if she is there. It is not appropriate to leave a message with the 
answering service, call the front desk, leave an e-mail, or any other means of 
communication to say you will not be in. Also please remember that if you are off for 10 
hours, then you can come in for the afternoon, meaning that if you go home in the morning, 
you can often attend to your pm clinic duties.  
 
 
CALL TIMES 

• WEEKDAY CALL: The Resident on Hospital is responsible for all admits from 5:00am 
until 5:00pm during the week, Monday to Friday. The exception is if the resident is 
assigned to the outpatient clinic. 

 
• WEEKNIGHT CALL starts at 5:00pm and ends at 5:00am the following day. 

 
• WEEKEND CALL:  Usually one resident is on call from 5:00 pm Friday until 5:00 am 

Monday morning. If this is not the case, then call starts Friday at 5:00pm and goes 
until 5:00am Saturday. Saturday call is then 5am to 5am Sunday morning. Sunday 
call is 5am to 5am Monday morning. If a resident is going to exceed the ACGME work 
hours rules, the backup resident will need to cover call as needed. 

  
• HOLIDAY CALL TIMES are the same as any weekday, beginning at 5pm the night 

before (unless it is over a weekend and then it is 5pm on Friday) and ends at 5am on 
the next non-Holiday weekday. 
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HOSPITAL SIGN OUT 
To ensure proper continuity of hospital patient care, a thorough sign out between the resident 
on daytime call and the resident taking overnight call must occur ever day (if the daytime and 
night call resident are different people). Proper sign out includes: 

1) the daytime resident calls/pages the night call resident for sign out. Night call begins 
when the night call resident accepts gets proper sign out. 

2) If the night call resident does not answer their cell/pager/home phone, then the daytime 
resident will sign out to the backup resident. It will then be the responsibility of the 
backup resident to take call for the night or contact the original night call resident to 
sign out to them. 

3) If the backup call resident cannot be reached for sign out, then the daytime resident will 
remain on call until sign out is given to another resident. 

4) The night call resident is ultimately responsible for getting sign out from the 
daytime resident (the daytime resident should not have to track you down). 
Failure to get checkout means you missed call that night and will owe the 
backup resident for that night call. You will also be given a “Formal 
Professionalism Warning” and may potentially be placed on probation for failing 
to take assigned call. This also applies to the backup call resident that does not 
get appropriate sign out as needed. 

 
 
IT IS THE RESPONSIBILITY OF THE RESIDENT TAKING OVERNIGHT CALL TO GET 
SIGN OUT FROM THE DAYTIME HOSPITAL RESIDENT. The daytime resident is, however, 
expected to call and/or page the night call resident at least one time. Failure of the night call 
resident to obtain proper checkout may result in punitive actions (see issues of 
professionalism) and, more importantly, potential jeopardizing of patient care. 
 
HOME CALL 

Our residency allows for most of your call to be taken from home. This is a privilege that 
is contingent on residents using good judgment. Residents should be available the 
entire time they are on call to go into the hospital within 30 minutes of ANY call. 

 
You must go in to evaluate any patient that: 

 
•  Is transferred to the ICU. 

 
• Has coded or is coding 

 
• New onset chest or abdominal pain 

 
• Use of restraints; PHYSICAL OR CHEMICAL. Do not order restraints by phone for 

patients.  You must go in to evaluate the situation and then if restraints are needed, 
you need to notify the Attending on-call 

 
• Acute mental status changes 
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• Any OB patient that is not clearly in active labor. If they are in active labor, you 
may call the resident assigned to the patient. If there is no resident assigned, 
then you will do the delivery. 

 
These are only examples of some reasons why you may need to go into the hospital 
when you are on home Family Medicine Hospital call. When in doubt go or at 
least call your attending. 
 
• On-Call Resident is expected to be at the hospital within 30 minutes after being called 

for any admission or urgent patient care issue that requires their presence 
 

• Don’t forget to document all patient encounters in the chart 
 

 
TELEPHONE TRIAGE/MESSAGES 
Phone calls should be documented in a phone call logbook, available from the Residency 
Coordinator.   All phone calls are legal interactions with the patient and should be placed in 
the chart.   Failure to return phone calls expediently is considered poor patient care. 
 
 

• Use your black book to document all patient phone calls when on-call.  Bring them to 
clinic so they can be placed in the patient’s chart. 

• Any questions or concerns should be discussed with the attending on call 
• The patient’s primary doctor (resident or faculty) should be informed of the information 

as soon as possible. (eg. The next day) 
• Morning report is a good place to review telephone messages received on call. 

 
 
 
SICK/BACKUP CALL 
The Sick call Resident is defined as the Resident who is responsible for call if the primary 
Resident is unable to attend to his/her duties for whatever reason.  This Resident will be 
designated as the back-up Resident on the monthly call schedule (listed as #4).    The call 
schedule will be distributed monthly and the primary as well as back-up Resident will be 
expected to be available on their call days. 
 

• A Sick/Backup Resident is scheduled for each day including holidays and weekends.  
If the Resident on call cannot perform their duties (e.g.-they are sick) then it is the 
responsibility of the Backup Resident to cover the call. The Backup Resident must be 
in town when on backup call and available to come in to the hospital(i.e.- keep 
your pager or cell phone near) 

• Failure to accept backup call when needed (e.g. you forgot, you were out of 
town, your phone wasn’t working, your pager was off, you refuse because you 
don’t think the on-call resident is sick, etc…) is considered the same as being 
absent from call duty without leave and is grounds for disciplinary action 
including temporary suspension from the program which will appear on your 
permanent record. 
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• It is not the responsibility of the program director or anyone else to determine 
the “validity” of a resident’s illness. Repeated absences will be dealt with (see 
“LEAVE FROM THE PROGRAM” section ) according to policy.  

• It is not the responsibility of the sick resident to find a replacement for his/her 
absence (although they may do so if the are able). The backup assignment falls 
automatically to the backup resident. If the backup resident wishes to find a 
replacement, they may do so. 

• Call taken by the backup resident should be made up by the sick resident 
whenever possible (trade a weekend for the weekend that was covered). In some 
cases this may not be possible (e.g. the backup resident has no more weekends 
on call). 

• Sick/Backup Resident also, on very rare occasions, may be asked to cover for sick 
Residents rotating through other department/programs-including interns. It is our 
policy that when our interns rotate on other services, they will covered by the backup 
system in place for those programs (i.e., our FM residents are not available to cover 
backup call for PGY-1 residents on other services)   

 
 
CHANGING THE CALL SCHEDULE 
The annual Resident call schedule is developed by the chief Resident(s) at the beginning of 
the academic year and distributed to all Residents. This schedule is carefully balanced to be 
fair, giving everyone equal call opportunities. The monthly call schedule is distributed by the 
15th of the preceding month.   
 
The schedule can be changed but you must do the following: 
 
 
If it is before the 15th of the month prior to the change and next month’s schedule has 
not been submitted: 

• Find a resident to switch calls with you 
• Fill out the call schedule change form (appendix D), both of the residents involved must 

sign it 
• Turn into the Program Director for approval 
• Follow up and make sure the change has been submitted to the chief residents so  
 they can change the monthly schedules. 
 

If it is after the 15th of the month prior to the change and the call schedule has already 
been submitted (ask the chief if it has) 

• Follow all of the steps above AND 
• It is now your responsibility to notify the answering service and the attending on 

hospital. Failure to notify the answering service may result in disciplinary action. 
• It is also your responsibility to review your clinic schedule and notify the Program Director 

or Residency Coordinator of any changes to the clinic schedule this change may cause. 
• Find a replacement for any lectures, journal clubs or other assigned responsibilities for 

the time you are away 
• All calls should be “made up” to your fellow residents by the end of the academic year-

June 30th. 
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As the program director I will not arbitrate any disputes that are not in writing- NO 
EXCEPTIONS. If a traded call is in dispute and it is not in writing and signed by both parties, 
you are simply out of luck. 
 
 
 

V. ROTATIONS 
 

Resident performance will be evaluated during each rotation.  In order to clarify expectations,.  
Goals and objectives for all educational experiences (except for electives) have been 
formulated.  These goals and objectives can be found in Appendix F.  Residents should 
review the goals and objectives of each rotation with the attending at the onset of the 
experience 
 
RECEIVING CREDIT FOR A ROTATION  
For a resident to receive credit for ANY rotation they must have 4 things 
 

1) an evaluation of the rotation must be filled out by the resident(see appendix N for form) 
2) Must have at least one evaluation from one attending on the rotation. The 

resident is responsible for helping the residency coordinator to locate and obtain these 
forms. If the resident makes no attempt to help obtain these ( such as calling the 
preceptor, sending a letter, going back to the office) then they will not receive credit 
until they do so or the evaluation is received. 

3) Must have received an average score of at least 4 out of 7 for each competency on the 
global assessment form (generally used in UNSOM rotations) OR an average score 
and final score of PASS on the community rotation form (see appendix P and X for 
both forms) IF THIS REQUIREMENT IS NOT MET, THE RESIDENT MUST REPEAT 
THE ROTATION WHICH MAY DELAY GRADUATION OR USE VACATION TIME. 

4) Must have attended the rotation at least 90% of the time. (excused or unexcused 
absences) see below.  

 
 
Failure to receive credit for at least 80% of rotations will result in delay in 
graduation. 
 
Rotations that do not currently require an evaluation sheet: community 
medicine, Practice management. 
 
 
REQUIRED ROTATIONS 
(See appendix M for the check-off sheet with all of the required rotations and 
appendix F for the goals and objectives for each rotation) 
 
During the PGY-I year, month long rotations are required in Nursery, Pediatric Ward, Pediatric 
Clinic, CCU, Family Medicine Ward, Internal Medicine Ward, ER and Community Medicine 
while two months are required in Surgery, and Obstetrics. 
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The PGY-II Resident generally covers the following specialties. One month of ICU, 
Psychiatry, Dermatology, Geriatrics, Rural Family Medicine, Gynecology, Orthopedics, and 
Sports Medicine.  Practice Management is ½ month and 2 months are spent on the Family 
Medicine Hospital Service.  This leaves one month for electives.  
 
During the PGY-III year, the Resident will spend one month on Pediatric ER, and Senior 
Pediatrics. A total of 3 months, done in three one month blocks, is required for Family 
Medicine Inpatient Hospital Service. ½ month is required for the surgical specialties, 
Ophthalmology, Urology and ENT. Rheumatology, Gastroenterology, Allergy & Immunology, 
Hematology/Oncology. Neurology, and Endocrinology are done longitudinally in specialty 
blocks consisting of 2 rotation over one month. This leaves 2 months for electives. 
 
It is expected that you will attend all of your rotations, unless you have an excused absence. 
90% attendance at all required rotational responsibilities is the minimum required for 
successful completion of the rotation. This includes excused and unexcused 
absences. Failure to reach 90% will result in the Resident repeating the rotation. And will 
delay completion of the 36 months of Residency training. If you are taken out of the rotation by 
the Program Director (for a mandatory meeting, health fair, recruitment ect…) this will not 
count against the 90%. 
 
All required rotations have established goals and objectives. Some rotations even have a set 
schedule for each half-day.  Please review the goals and objectives established for each 
rotation before beginning the rotation.  These goals and objectives can be found in Appendix 
F. 
 
All required rotations are set up with community physicians who have generously volunteered 
to teach the family medicine Residents.  Prior approval from the Residency Program Director 
must be received before changing rotations once they have been scheduled. To request 
approval to use a preceptor not on our approved list (see residency coordinator for the list), 
the resident must submit the name and contact information of the preceptor at least 3 months 
in advance of the rotation. It may take UNSOM this long to obtain an affiliation agreement and 
create new goals and objectives for this rotation. 
 
 
ELECTIVES 
Residents are encouraged to customize their experience by taking advantage of elective 
experiences that compliment their interest and future practice plans.  Electives are utilized to 
develop areas of special interest or to make up deficiencies in the required curriculum.  At 
least one month of electives in the PGY-2 year and two months of electives in the PGY-3 year 
are required by the ACGME. 
 
Out of town elective are not currently allowed. 
 
At least three months prior to your elective, it is your responsibility to ask Kathy for the 
elective choices available. Let her know where and when you would like to rotate and she will 
help you to arrange this. Residents often do not make arrangements prior to two months (eg. 
the day before they are supposed to start they ask what they are supposed to be doing 
tomorrow). If this occurs, you will be given an FMC elective in which you will do clinics or shifts 
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at the UNLV health center for your elective time. If this is not available, you may be 
required to use vacation days until something can be arranged. 
 
  
ROTATION SCHEDULE CHANGES  
Rotation and FMC scheduling is completed in the spring each academic year for the ensuing 
twelve-month academic cycle, July-June.  The Residency Program Director and Residency 
Coordinator are responsible for this.  It requires that every Resident submit his or her vacation 
desires when requested each year.  Making changes is most difficult as every change creates 
a “wave phenomenon” for other Residents.  Schedule changes in rotations cannot generally 
be permitted and are not allowed except for extremely urgent problems. FMC clinic 
modifications are not allowed within 30 days of the anticipated rotation 
 
 
ABSENT PRECEPTOR 
On occasion a community preceptor may become unavailable to work with you due to illness, 
vacation (they didn’t inform us about), ect… If you go to your rotation and your assigned 
preceptor is not available and there has been no arrangement made for you to work with 
someone else, you must call the residency coordinator immediately to let her know. We will 
then figure out how long the preceptor will gone and make other arrangements. Failure to 
call the residency coordinator and not attend the required rotation will be counted as 
vacation time off. 
 
 
ROTATION LODGING 
Expenses for lodging while on extramural rotations out of the Las Vegas area are not 
reimbursed by the Program. More information on lodging available for rural rotations will be 
provided when your rural rotation is scheduled.  In certain sites, meals are provided. 
 

 

VI. ACGME WORK HOURS RULES 
                  
To ensure that decisions about the care of patients are not impaired by fatigue, the program, 
in accordance with the ACGME work rules, has established a limit on the total hours worked. 
The Resident’s total work hours must not exceed the total working hours allowed as 
established for the Resident’s program.  
 

• Duty hours are defined as all clinical and academic activities related to the 
residency program; i.e., patient care (both inpatient and outpatient), 
administrative duties relative to patient care, the provision for transfer of patient 
care, time spent in –house during call activities, and scheduled activities such 
as conferences. Duty hours do not include reading and preparation time spent 
away from the duty site. 

 
• Total duty hours must not exceed 80 hours per work week averaged over a four 

week period, inclusive of all in-house call activities 
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• Residents may remain on duty for up to 30 hours; however, after 24 hours, work 
must consist of completing or transferring patient care and NOT working up new 
patients. Residents may remain on duty for up to 6 additional hours to 
participate in didactic activities, transfer care of patients, conduct outpatient 
clinics, and maintain continuity of medical and surgical care. 

 
• In house on-call may not be more frequent than every 3rd night 
 
•  Residents must be allowed an average of one full day (in seven) free from all 

educational and clinical responsibilities, averaged over a 4-weeks period, 
inclusive of call. One day is defined as 1 continuous 24-hour period free from all 
clinical, educational, and administrative duties. 

 
• Adequate time for rest and personal activities must be provided. This should 

consist of a 10-hour time period provided between all daily duty periods and 
after in-house call.  

 
Work hours are recorded on e-value by way of you being asked if any of the above 
requirements have not been met on your most recently completed rotation. It is 
absolutely essential that the Program Director be informed of any violations of 
these policies. 

 
 
 

VII.  EVALUATION 
 
BI-ANNUAL FORMAL EVALUATION  
The Residency Program Director or the Resident’s faculty advisor will provide a 
comprehensive Resident evaluation twice yearly.  This evaluation will reflect the opinions and 
recommendations of the entire faculty as well as from a variety of sources.  These sources 
include individual faculty evaluations, in-training examination results, preceptor evaluations on 
outside rotations, attendance at conferences and educational experiences, procedural logs, 
shadow program, videotaping, patient satisfaction surveys, and the scholarly project.  
 
All aspects of the Resident’s evaluation will be documented.  A permanent record of 
evaluation will be kept for each Resident, and the record will be accessible to the Resident 
and other authorized personnel. 
 
 
The bi-annual faculty evaluation schedule is made at the beginning of the year (appendix Y) 
During this meeting your advisor will discuss (see appendix Z for evaluation check-off 
sheet): 

• Personal, professional and academic goals including taking/passing the boards. 
• Evaluations from faculty and all rotations since your last evaluation 
• Work hours 
• Procedures documented 
• In-Training Exam Scores 
• Personal Issues deemed appropriate by the resident such as fatigue  
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• Advancement criteria and the resident’s progression 
• The senior scholarly project 
• Remediation as needed 
• Disciplinary issues as needed 
• Any other concerns of the faculty or resident 

 
 
ASSESSMENT OF FACULTY 
Residents are required to evaluate the Family Medicine faculty annually.  Anonymity of the 
Resident in the evaluation of Family Medicine faculty is respected.  The residents will meet in 
November or December as a group and fill out the evaluation form. This information is then 
given to the Residency Coordinator who transfers the evaluation and comments into a typed 
dictation and destroys the original copies. This dictated report is given directly to the Chairman 
of the Department who then shares the information with the faculty member at their annual 
evaluation meeting. 
 
 
 
SHADOWING 
Preceptors will be shadowing Residents randomly throughout the year. This includes the 
attending being in the room and observing the interaction between the Resident and the 
patient (including history, PE, and final instructions). During this visit, the preceptor will not be 
involved in the encounter, and will only write down observations. Once all of the patients for 
that half day have been discharged, the preceptor will then give feedback and file the written 
evaluation in the resident’s file. (The objectives of this exercise are in Appendix G) 
 
 
 
 
VIDEOTAPING 
Videotaping occurs during Community Medicine month in January.  During clinic time, there is 
videotaping of Resident-patient encounters.  The faculty preceptor and/or the behavioral 
science faculty view the Resident-patient encounters after a Consent to Videotape is obtained 
from the patient or family being interviewed.  This tape is reviewed with the Resident on a one 
to one basis.  The tapes are not reviewed by other faculty or other Residents. 
 
Videotaping for PGY-II and PGY-III Residents may be done at the discretion of faculty or 
when requested by the Resident during clinic time.  Videotaping may also be done when a 
Resident is in need of help with interviewing.  Videotaping is also done when using simulated 
patients to teach specific skills in interviewing. Documentation of the videotaping session, 
including feedback, is kept in Videotaping folder in Amy Ellwood’s office. 
 
Videotaping AND/OR Shadowing requirement: 2 half days in PGY-1 year, 1 half day in 
both the PGY-2 and PGY-3 year. 
 
 
PROCEDURE EVALUATION FORMS 
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Residents performing procedures in the office should be evaluated by their faculty preceptor. 
The preceptor should fill out the evaluation procedure form (appendix AA). If the resident is 
deemed competent to perform that particular procedure without further supervision they will 
indicate this on the form and it will be placed in the resident’s academic file. This is particularly 
useful at the end of the residency when filling out the final evaluation form (appendix U) 
indication the resident is competent to perform certain procedures listed. (used for hospital 
privileges) 
 
 
FINAL EVALUATION WITH THE PROGRAM DIRECTOR 
A final evaluation for each Resident is conducted at the completion of the program.  As in all 
other instances, the Resident and Residency Program Director must sign the document.  This 
final evaluation will become part of the Resident’s permanent record. 
 
At the end of your residency (usually the first Thursday in June) you will have a final 
evaluation with the Program Director. The Resident will be evaluated in the context of 
“sufficient professional ability to practice competently and independently as a family 
physician”.  You will review all of the evaluations you have received, procedures you have 
performed, rotation evaluations you are missing, your portfolio, and go over the final check-off 
sheet for the Program’s requirements (appendix E. i.). The Program Director will review the 
Final Evaluation Form (appendix U) which will be used as a final summary of your residency 
as well as for future reference for hospital privilege requests. Residents will be instructed in 
advance as to what they need to bring. (see Appendix T for more details about this final 
evaluation process) 
 
 
 

VIII.    RESIDENT RECORDS 
 
An academic record, and an administrative record is established for each Resident upon 
entry into the program.  
 
ACADEMIC RECORD 
 The academic record includes: 

• evaluations from all rotations including Family Medicine Hospital Service 
• evaluations from Family Medicine faculty,  
• all evaluation tools (eg. Shadow program forms, procedure evaluation forms),  
• final dictated tri-annual evaluations by the resident’s faculty advisor, 
• a portfolio containing “special activities” such as lecture handouts, publications 

participation certificates, evidenced based morning reports etc… 
• In-Training Exam and Board exam scores 
• Proof of remediation as needed 
• A list of completed procedures (e-value) 
• Works hours documentation (e-value) 
• A record of outpatient clinic numbers  
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ADMINISTRATIVE RECORD 
  The administrative record contains all applications completed prior to entry and any 
subsequent renewals, all employment forms, including contracts, licensing and any 
disciplinary action taken during the Residency.  Disciplinary action includes reprimand, 
probation, suspension, and termination and will remain a part of the permanent record.  
 
The Resident has a right to review his or her own academic record at any time in the 
residency coordinator’s office. Residents must ask the Residency Coordinator to obtain this 
record, i.e. you are not permitted to go into the drawer and get it yourself. Special permission 
must be given by the Program Director for the resident to see their administrative 
record as is contains highly sensitive information.  
 
 
 

IX.     RESIDENT FEEDBACK 
 
Resident input is essential to this program. Residents are encouraged to speak with their 
faculty advisor or the Program Director with any suggestion for improvement. If the resident 
wishes to remain anonymous, a suggestion box is in placed in the resident room above the 
paper shredder. The box is checked weekly for suggestion. 
 
Issues with faculty, fellow residents, staff, or people from other programs or rotations should 
be discussed with your chief resident, advisor, the Program Director and then possible the 
Program Chairman (see GRIEVANCES). 
 
 
RESIDENT IMPROVEMENT COMMITTEE 
In May, one Thursday is set aside for the “Resident Improvement Committee”. Here, residents 
and faculty discuss ways to improve our program including rotations, outpatient clinic, hospital 
rotation, conference, morning reports, evaluation tools, and any other resident concerns. All 
residents are encouraged to participate. This meeting is advertised by e-mail at least 2 weeks 
in advance of the meeting and every effort is made to make sure that residents are not away 
(vacation, rural, etc…) at this time. 
 
 

X.    RECRUITMENT OF RESIDENTS 
 
Resident recruitment is one the most important and difficult tasks we do. Without quality 
residents, our program cannot excel. Around the country, recruiting residents into Family 
Medicine has become quite competitive. There are simply more slots than interested 
applicants. This means that Residents have an obligation to participate in the recruitment of 
new Residents by simply being a good example to medical students and other applicants. If 
you feel strongly that there are weaknesses in our program, it would be preferred that you 
discuss these with your advisor or Program Director rather than an applicant. 
 
Only residents interested in actively participating in the recruitment process will be 
used for these activities. Volunteers will be solicited at the beginning of the interview 
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season.  Participation includes conducting interviews with applicants and turning in a written 
evaluation, conducting tours of the FMC and the hospital, and attending the ranking meeting.  
The more detailed your input, the more thorough our evaluation and selection process.  This 
will lead to a compatible Resident group. Residents participating in actively participating in 
recruitment will be given protected time to perform these duties, i.e. will be taken out of clinic 
in the morning to assist with interviews and tours. 
 
Interviews usually begin in October and are completed by end of December/beginning of 
January.  The selection process is completed by February.  All interview schedules are 
established and maintained through the Residency Coordinator.   
 
 
RESIDENT RANK MEETING 
All resident should attend the Resident Rank Meeting held in February, whether you 
actively participated in recruitment or not. This will allow for everyone to give their input 
before we make the rank list. It is a sign of disrespect to this program if you do not participate 
in the rank meeting. 
 
Once the rank list is made it will be submitted to ERAS by the Program Director. The Director 
reserves the right to make changes to the rank list as deemed necessary. 
 
 

XI.    MEDICAL STUDENTS 
 
Third and fourth year medical students will rotate through the FMC and hospital service in two 
to six week blocks.  These students can be a real resource for providing care to the patients 
and are an opportunity for you to teach.  In all cases, you should see each patient with each 
student who is working with you.  When scheduled on the hospital service, they will work-up 
patients admitted to the hospital under the direction of the Resident and will follow those 
patients in the hospital, together with the Resident and hospital attending.  They will 
participate in morning report and conferences.  You will be expected to complete evaluations 
on all students at the conclusion of their clerkship—your input is important and is taken 
seriously. PGYI’s should not work with medical students in the clinic. 
 
 Some advice for working with medical students: 

1) show enthusiasm, it is contagious 
2) try to choose patients that would be best for them to see. While there is always 

something to be learned from every patient, the chronic pain patient may not be the 
best 

3) teach them how to focus and adapt their history taking to the patient’s chief complaint 
4) avoid having student shadow you (remember how much you hated that). Have them 

take a more active role by at least taking the history themselves. 
5) Have the student discuss their findings with you after their patient encounter and try to 

elicit a differential – this will make them take a more active role by making them think 
6) Remember that 3rd year students are “recorders” meaning they are great and collecting 

massive amount of data. Try to help them advance to “Interpreter” by helping them 
analyze their data. 
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7) Be sure to see the patient with the student and emphasize important physical findings 
in the room. 

8) It might be best to precept and discharge the patient before doing any teaching to 
expedite patient cares. There will most likely be time to discuss the encounter and give 
feedback 

9) When giving feedback actually say the word “I am now going to give you some 
feedback” (or something like that). Studies have shown students will remember they 
received feedback much more often when they actually here this preface. 

10) Let the student present to the attending as much as possible to allow them to be a 
more active participant. Try to allow the student to finish before “taking over” with more 
information for the attending (this can be hard) 

11) Remember, the student is not an employee. They are here to learn (like you) A 
STUDENT WILL NEVER SAVE YOU TIME, most likely the opposite. Avoid using 
students if you are behind, thinking it will help you catch up – IT WON’T!!! 

12) If you are running behind invite the student to read up on a topic you recently 
discussed or politely invite them to work with someone else for a while. 

13) HAVE FUN!!! Teaching can be challenging but a lot of fun too. By keeping the student 
actively involved and having discussions or answering questions it will help keep you 
“on your toes” and motivated as well. Seeing HTN for the 500th time can be boring, 
seeing it with an enthusiastic new student can be exciting. 

 
 
 

XII. GRIEVANCES  
 
In the event that you have a grievance you have several options. I strongly recommend 
the following: 
 
1) If it is a problem with another resident, try to work it out together. 
2) If this doesn’t work or your complaint is not with another resident, (eg. Call schedule, 

abuse by senior Residents, violations in work hours) then discuss it with a chief 
resident. 

3) If this fails, discuss it with your faculty advisor (see colored teams above) 
4) If this does not work, or you are not comfortable discussing it with a chief resident or 

faculty advisor then talk with the Program Director. My door is always open 
5) If you are not comfortable doing this, then discuss it with the Program Chairman or the 

Associate Dean of Graduate Medical Education, Miriam Bar-on. 
 
As the Program Director my door is always open and no one should feel awkward or 
intimidated to talk with me. I would prefer Residents follow the above procedure as much 
as possible to filter out smaller issues that can be resolved without my assistance. 
 
Also feel free to submit your grievances in writing or by e-mail. 
 
Please see the formal grievance policy located in the GMEC handbook (appendix CC) 
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XIII.  LONGITUDINAL PRENATAL AND OBSTETRICAL CARE 
 
The Program provides, as part of its integral curriculum, longitudinal prenatal and reproductive 
care.  Since its inception, the faculty has been committed to teaching this care in the manner 
of family medicine.  Because family medicine focuses on the care of people at all stages of 
the life cycle, we fully believe that prenatal and reproductive care is an integral piece of what 
family care and family medicine is all about.  As a consequence, we have worked hard to 
interface with the Department of Obstetrics and Gynecology at UMC. 
 
Our primary goal is the development of a clinical curriculum in longitudinal reproductive care.  
This encompasses aspects of contraception, preconception evaluations, prenatal care, labor 
and delivery as well as postpartum and neonatal care.  Within this context, the Program has 
established the following goals: 
 
A. Development of competence in family-centered longitudinal prenatal and reproductive 

care. 
B. Creating and fostering the concept of complete family care. 
C. Development of a curriculum which promotes the acquisition of the highly technical skills of 

obstetrical care. 
D. Promotion of collegial attitudes between Family Medicine and obstetrics and gynecology. 
E. Provision of an educational atmosphere in longitudinal prenatal and obstetrical care, which 

meets the criteria of the ABFP for purposes of accreditation. 
F. Provision of a foundation for those individuals who may electively pursue further prenatal 

and obstetrical training during the PGY-III year of the Residency or within the context of a 
postgraduate fellowship. 

G. Completion of at least 10 continuity deliveries, and a total 40 deliveries over 3 years as 
recommended by the RRC. 

H. Becoming Certified as Advanced Life Support in Obstetrics (ALSO) providers. This will 
course is taught by our faculty which are ALSO certified instructors. 

I. Sufficient experience to permit acquisition of OB privileges wherever you may practice. 
 
In general, prenatal and obstetrical care within the FMC will be conducted by PGY-II and 
PGY-III Residents.  PGY I’s may start accepting OB patients after they have 
successfully completed their 2 months of OB rotation. As appointments are made, each 
Resident will be assigned patients in an equitable manner. Resident are also expected to 
sign up for OB patients that they have seen at the Lied OB continuity clinic. Those 
Residents desiring an emphasis in obstetrical care may elect to take on heavier loads.   
 
It is anticipated that each Resident will follow individuals through their entire pregnancy 
experience, from the initial visit through labor and delivery, as well as postpartum and 
newborn care.  This means that patients will see the same Resident provider every visit 
throughout the pregnancy. The exception to this is at the Women’s Health Center. Every 
attempt will be made to ensure continuity here, but circumstances may dictate that the patient 
may have to be seen by a different Resident.  
 
If a patient, irrespective of gestational age, needs to be seen in the hospital it will be the 
responsibility of the on-call Resident to see her.  Having evaluated the patient and the 
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problem, the Resident should contact the faculty attending on-call and a treatment plan 
agreed upon. If the patient is going to be admitted, the patient’s continuity Resident 
should come in and take over care. If the patient is a Lied continuity patient, and there 
is no primary assigned, the on-call Resident will be responsible for admitting and 
delivering the patient. 
 
   Calling in consultants late is poor patient management.  Early consultation with the 
OB Department for high risk patients and potential complications is mandatory.  
 
 
DELIVERY EXPECTATIONS 

• You are responsible for the delivery of your continuity patients 24/7 unless you are on a 
scheduled vacation or out for personal leave (i.e.-sick).  This includes active labor and 
inductions. 

• If you are not available for delivery for any reason, including vacation, sick, etc… then 
you are responsible for signing out the patient to another Resident-usually a team 
member or the on-call Resident. 

• If the OB patient has no risk of preterm delivery and it is before the 37th week of 
gestation, it is reasonable for a resident to leave town or otherwise not be available for 
delivery without checkout. If the delivery occurs under these circumstances the on-call 
resident will do the delivery. 

• The FMC and on-call Residents should be aware of up-coming deliveries (i.e.-be 
aware of the updated list) 

• The on-call Resident is responsible for triaging OB’s until it is determined they will be 
admitted for delivery. If an OB patient is to be admitted for delivery, then the on-call 
Resident is to notify the continuity Resident of the admission and transfer care. The 
transfer is only complete when the Resident doing the delivery arrives at the 
hospital and receives appropriate checkout 

• If the patient is in ACTIVE LABOR, ie membranes ruptured, >4cm, contracting 
regularly, and it is determined that delivery is imminent, then the continuity 
resident should be called in to admit the patient. (the on-call resident does not 
need to go in) 

• The continuity resident is responsible for labor induction including remaining in 
the hospital as needed. 

• 2 hour notes are required for all patients in active labor 
• The on-call Resident is responsible for delivering “on-service” OB’s that are not 

“claimed” or assigned to a specific resident 
• Patients presenting to L&D for any reason should not be discharged by the Resident 

on-call until the patient has been discussed or evaluated by the Family Medicine 
attending. 

• There may be circumstances where 2 residents will be present during a delivery. Each 
resident will get credit for the delivery, one as a supervisor and one as the primary.  
This should only occur with attending permission either in advance or at the 
time of delivery.  

• You must submit the information into the OB book in Kathy’s office AND record 
the delivery on e-value for the delivery to count towards your required 10 
continuity deliveries. 
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INDUCTIONS 
The process for scheduling an OB induction is: 
 
1) The resident and the attending determine the patient needs to be induced, usually at 

the FMC or at the Lied clinic (based on dates, risk factors, ect…) 
2) The attending and resident set up the induction time at UMC hospital, 7th floor. If this 

cannot be done at that time, the attending in clinic will then work with the OB patient’s 
continuity resident to set this up in the near future (preferably that same day).  

3) The resident that sets up the induction reports this to the OB patient’s continuity 
resident AND the attending that will be on call at that time.  

4) The resident that sets up the induction also informs Kathy, our residency coordinator, 
of the induction time so that clinic schedules can be changed as needed. 

 
 

XIV.      IN-TRAINING  EXAMINATION (ITE) 
 
The ABFP In-Training Examination is given to Residents in all three years.  This is an 
educational experience and is good practice for the boards.  The exam is given on the first 
Friday in November of each year.  All Residents are required to take the exam and are not 
permitted to be away at this time.  Scores from the In-Training Exam are utilized in at least five 
ways. 
 
v Evaluation of individual Resident’s cognitive knowledge. 
v Evaluation of Resident’s individual progress. 
v Evaluation of the Residency education program. 
v Evaluation of Residency curriculum. 
v Used as a requirement for advancement (see appendix E.  II. And III.) 
 
Success on the In-Training Examination is predictive of success on the ABFP Certification 
Examination.  Because certification of all our graduates is an important goal of the program, 
marginal performance of less than a score of 390 in the PGY-1 year, 400 in the PGY-2 
year and 410 in the PGY-3 year on the In-Training examination will result in individual 
Resident remediation.  This remediation will include an intense study of topics in which the 
Resident did poorly. Assigned readings will be given to the Resident by a specific faculty 
member and an exam will be given at the end of each unit.  
 
 
 
 

XV.      BOARDS 
 

STEP II USMLE OR COMLEX 
Residents starting after July 1, 2006 must be familiar with the UNSOM Board requirements for 
advancement. (appendix E.  II. And III.) Residents must pass the clinical knowledge and 
clinical skills or COMLEX equivalent for DO’s, prior to advancement to the PGY-II year. 
 
Residents starting before July 1 2006 must complete Step II by the end of their PGY-2 year. 
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Also note that official Notices of Non-reappointment (NNR) will be issued by February 8th, to 
any PGY-2 who has not submitted proof of passing Step 3 (COMLEX or USMLE) by this date. 
If the resident submits proof of passing by March 31, the NNR will be rescinded and NOT 
placed in your record. If the resident has NOT submitted proof by March 31, the resident will 
be placed on immediate remediation, the Dean of UNSOM will be informed and the 
Resident’s contract will not be renewed if they do submit proof of Passing Step 3 (COMLEX or 
USMLE) by June 30, of that year. 
 
Residents are allowed leave for this exam as long as it is requested 30 days in advance and 
there are no other conflicts.  In addition, they must receive permission from the department 
they are assigned to during this month.  The Resident should also ask the department to 
excuse them from call the night before the exam. Up to 4 days of CME time may be used 
for any step of the USMLE or COMLEX exams. 

 
STEP III USMLE OR COMLEX 
Residents are allowed leave for this exam as long as it is requested 30 days in advance and 
there are no other conflicts.  In addition, they must receive permission from the department 
they are assigned to during this month.  The Resident should also ask the department to 
excuse them from call the night before the exam. Up to 4 days of CME time may be used 
for any step of the USMLE or COMLEX exams. 
 
 
As noted above (and in Appendix E), the UNSOM requirements for advancement into the the 
3rd year of Residency includes passing of USMLE Step III or Comlex Step III by March 31st 
of their PGY-II year for residents who started after July 1, 2006. For residents who started 
before July 1, 2006, they must pass STEP III by the end of their PGY-III year to graduate. 
 
 
 

XVII. LEAVE FROM THE PROGRAM 
 

Any leave of absence including CME time, requires a “Leave Request 
form” (for UNSOM) and a “Request for Leave and/or Change of Schedule 
Form” (for our department) to be filled out (see appendix C and D) 30 days 
in advance of the absence, unless it is due to illness (or unexpected 
occurrences). Illness or sick time requires both of the above listed forms 
to be filled out as soon as possible. 
 
All of the following policies from the American Board of Family Medicine, the ACGME, 
and UNSOM are summarized below under “The LEAVE POLICY BOTTOM LINE”. Read 
the following only if you want further details. 
 
As an employee of the University Of Nevada School Of Medicine and a Resident in Family 
Medicine regulated by the Accreditation Council for Graduate Medical Education and the 
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American Board of Family Medicine, interpretation of leave for vacation, illness, continuing 
education, away rotations, and the like is confusing. 
 

 
American Board of Family Medicine (ABFM) LEAVE POLICY  

American Board of Family Medicine policies and procedures are very clear 
regarding absence from Residency training.  Because continuity is central to the 
philosophy of Family Medicine, leave for extended periods of time during Residency is 
discouraged. 

 
• Therefore, Residents must perform their duties for a minimum period of 11 months 

each academic year.  Absence from the program for vacation, illness, personal 
business, leave, etc. may not exceed a combined total of one month per 
academic year without consequence.  Furthermore, vacation periods may not 
accumulate from one year to another.  Annual vacation must be taken in the year of 
service for which the vacation is granted, and no two vacation periods may be 
concurrent.  (e.g., the last month of the PG2 year and the first month of PG3 year in 
sequence).  Residents do not have the option of reducing the total time required for 
Residents (36 calendar months) by relinquishing vacation time.  The Board recognizes 
that vacation/leave policies vary from program to program and are the prerogative of 
the Program Director as long as they do not exceed the Board’s time restriction.   

 
• Time away from the Residency program for education purposes, such as workshops or 

continuing medical activities are not counted in the general limitation on absences, but 
should not exceed five days annually.   

 
• American Board of Family Medicine Long Term Absence Policy: 

 
• Absences from the Residency in the excess of one month in the academic year (G1, 

G2, or G3) must be made up before the Resident advances to the next training level, 
and the time must be added to the projected date of completion of the required 
36 months of training.  Absence from the Residency exclusive of one month 
vacation/sick time may interrupt continuity of patient care for a maximum of three 
months in each of the G2 and G3 years of training.  Leaves may be interspersed 
throughout the year, or taken as a three-month block of time.  Following a leave of 
absence of less than three months, the Resident is expected to return to the program 
and maintain care of his/her panel of patients for a minimum of two months before any 
subsequent leave.  Leave time for vacation or illness in excess of four weeks 
must be made up before the Resident advances to the next training level and the 
time must be added to the projected date of completion of the required 36 
months of training.  Leaves of absence in excess of three months are considered a 
violation of the continuity of care requirement.  Programs must be aware that the Board 
may require the Resident to complete additional continuity of care time requirements 
beyond what is normally required to be eligible for certification. 

 
 
 
ACGME LEAVE POLICY 
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The Accreditation Council for Graduate Medical Education (ACGME) 
program requirements provide for Residents to spend time away from the Family 
Medicine center if necessary to meet the educational needs of their training.  However, 
the use of remote sites or rotations on clinical services associated with or external to 
the program must not interrupt continuity of care at the Family Medicine center for 
longer than one month in the first year, and two months in each of the second and third 
years.  Upon return to the Family Medicine center, the Resident must provide continuity 
of care for his/her patients for at least two months before leaving for additional away 
rotations.  

 
 

• Accreditation Council for Graduate Medical Education (ACGME)/Resident 
Review Committee (RRC) for Family Medicine – Special Requirements: 

 
The special requirements for Residency education in Family Medicine state the 
following:  “Residents shall develop and maintain a continuing physician-patient 
relationship with an undifferentiated panel of patients and their families throughout the 
three year period.  The program must be structured to insure that Residents maintain 
such continuity at least throughout their second and third years of training.  This 
continuity may be interrupted for a maximum of one month in the first year of 
training.  During the last two years of training, the Resident may not be absent 
for longer than two months in each year and these two months periods may not 
be consecutive.  After the first interruption, the Resident must return to provide 
continuity of care for their patient panels for at least two months before interrupting 
continuity again.”   
 
 

UNSOM LEAVE POLICY 
Under the UNSOM employee benefits package, Residents accrue vacation and sick 
leave at 1.25 days per full month of service with no carry over to subsequent academic 
years (July 1 through June 30).  Accumulated sick leave may be used for temporary 
disabilities including child bearing.  Resident physicians are also entitled to the leave 
benefits provided in federal and state law, including the Family Medical Leave Act 
(FMLA) of 1993.  The FMLA provides 12 weeks of protected leave for medical or 
family reasons.  Leave of absences beyond accumulated vacation and sick leave are 
not paid when the FMLA is in effect.  

 
The University of Nevada allows Residents to accumulate up to 15 days (3 weeks) of 
vacation and 15 days (three weeks) for family/sick time as a paid benefit annually 
with no carry over to the next year academic year.   
 

 
THE AMERICAN BOARD OF FAMILY MEDICINE (ABFM) 

The ABFM allows Residents to be absent for vacation and sick time a total of 20 days 
(four weeks) during any academic year.  Furthermore, leave of absence beyond 
these four weeks must be made up before a Resident may advance to the 
subsequent level of training, and the total time must be added to the projected 
completion of the Residency program.  
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LEAVE POLICY BOTTOM LINE (for UNSOM, ABFM, and ACGME): 
 
You get a maximum of 15 days of vacation each year (see UNSOM policy for exceptions) 
and a maximum of 15 days of sick time from UNSOM. These must be used during the 
academic year as there is no carryover to the next year. 
 
You can be absent up to 4 weeks and not have to make up days (ABFM). After 4 weeks 
(be it for sick, vacation, pregnancy, etc…or any combination) you must make it up. 1 week is 
defined as 5 working days and 1 month is defined as 20 working days. If you are absent for 
more than 20 working days you will have to either lose a vacation day, if you have vacation 
days remaining in the current academic year, OR you will have to extend your residency the 
number of days missed. 
 
You can be absent up to 6 weeks and still be paid (15 sick days, 15 vacation days from 
UNSOM). 
 
You can be absent for up to 12 weeks (3 months) and still come back without having to go 
before the Board (ABFM). After 12 weeks a petition must be presented to the Board.  
 
Days that must be made up in one year cannot be made up the next year by giving up 
vacation days. Your residency completion must be postponed. . “ Leave time for vacation 
or illness in excess of four weeks must be made up before the Resident advances to the next 
training level and the time must be added to the projected date of completion of the required 
36 months of training”- ABFM 
 
You must see patients for at least 40 weeks in the outpatient clinic 
 
Continuity in the outpatient clinic must not be interrupted for more than 4 weeks (1 month) in 
the PGY-1 year and 8 weeks (2 months) in the PGY-2 and PGY-3 year. 
 
The period between interruptions in continuity must be at least 8 weeks (2months). 
 
Time away from the Residency program for education purposes, such as workshops or CME 
activities are not counted in the general limitation on absences, but should not exceed five 
days annually 

 
 

SICK LEAVE 
Sick leave is accrued at 1¼ days per full month of service (15 working days per year), with no 
carry-over to the next year, and will cover only that portion of time under contract at the 
University of Nevada.  Residents may use accumulated sick leave for temporary disabilities 
including childbearing. If you are absent for more than 20 working days in an academic 
year you must either make these days up with vacation days (if you have days for that 
year left) or extend your residency the number of days missed. 

 
Residents are given sick days to rest and heal from illness. It goes without saying that taking 
sick days when one is not sick is unethical, especially as medical doctors. Also, it is not 
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the responsibility of your attending or the Program Director to determine if you “are sick 
enough to stay home.” If you are sick please do not come to your rotation/clinic/hospital etc… 
and expect your attending to tell you to go home. Use your judgment and either go to work or 
call in sick.   If you are sick and will not be attending clinic and/or any rotation you must: 

A) inform our residency coordinator as soon as you know you will be out. This should 
be done via a phone call or voicemail message (992-6875) is she is not in. 

B) Inform the resident and/or attending of the rotation that you will be missing. Be 
aware of the chain of command on the specific rotation (eg. Notify the chief 
resident on OB and not a junior resident) 

c) You must fill out a Leave Request Form (for 
UNSOM)(appendix C)   within one week of the absence. If you 
are absent for 2 days or more, you must be seen by a Physician and you 
must submit a return to work note. NOTE: you cannot be seen by any 
physician here in our program to obtain this note. It must be an 
outside physician. 

d) We will give you the benefit of the doubt for a day here and there, but if 
there is a pattern (such as taking off Fridays/Mondays/Holidays or often 
“getting sick”), the Program Director is entitled at ANY time to require you 
to obtain  a Doctor’s return to work note, even with a single absence.  

 
Failure to follow these policies can and will result in your losing 
vacation days or extending your residency to make up the days 
missed. 

 
 
 
SHORT LEAVE (SEE PERSONAL/MEDICAL APPOINTMENTS 
below) 
If you need to take time off during work hours for any reason (eg. doctor/dentist appointment) 
you must fill out the Leave Request Form and simply write in the number of hours you will be 
away. Please submit these as soon as possible, preferable within one month of the absence 
to arrange coverage. This is particularly important if you have Family Medicine clinic or 
inpatient responsibilities. Repeated absences during work hours may necessitate the need to 
obtain proof of the absence such as a doctor’s note. This is at the discretion of the Program 
Director. 

 
 
AWAY COVERAGE POLICY 
Residents must arrange for coverage of their practice during scheduled absences.  They must 
designate a specific physician from their team to answer messages, care for obstetrical 
patients, hospitalized patients, and any acutely ill patients or other urgent matters during their 
absence.   
 
Only two Senor residents (PGY-2 and PGY-3) residents may be gone at any one time 
including CME, rural, or vacation (excludes sick leave).  Residents who wish to take 
conference time must be aware of this limitation. Conflict in requests for vacation/conference 
time between Residents will be decided on a first come, first served basis.  Any request, which 
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results in having more than one senior resident gone at one time, may be denied. Last minute 
requests (anything less than 30 days in advance) will be considered on an individual basis.  
No vacations or leave will be allowed during the entire month of June or July. This rule does 
not apply to interns, as they are not rotated into the Family Medicine call and OB clinic 
schedule. 
 
Any leave other than vacation must be requested and approved 30 days in advance using the 
official leave request form. (see Appendix C and D).  This form must be completely filled out 
with valid information.  No other method of notification, request, or approval is valid.  This 
form is available from the Residency Coordinator. 
 
 
VACATION 
Vacation is accrued at 1¼ days per full month of service (15 working days per year) with no 
carry-over to the next year and will cover only that portion of time under contract at the 
University of Nevada.  
Process for requesting vacation days 
 
You will be notified by e-mail when vacation requests are due towards the end of the 
academic year. All vacation requests are first come first serve so if you know you will need a 
specific time off, submit it as soon as posit is requested. If you do not request a vacation by 
the specified deadling, your vacation time will be assigned (see Changing Vacation Days 
below). We will make every attempt to accommodate your vacation requests, but once the 
vacation dates are assigned you must follow the “Changing Vacation Days” process below. 
Changes to your vacation schedule can only be changed by permission from the Program 
Director. “Change to schedule forms” (appendix D) must be filled out, and signed including 
coverage for all missed responsibilities.  (SEE BELOW) 

 
Changing Vacation Days: 
Once the schedule has been made it is very difficulty to change. Once your vacation days 
have been assigned to change your vacation ALL OF THE FOLLOWING MUST OCCUR: 
A) It is at least 60 days from either date being changed 
B) There is not already two senior residents gone at that time 
C) YOU have found someone to fill any call duties, OB clinics, DRC clinics, or presentations 
D) You are not changing your vacation to a rotation marked as a “C” rotation such as Family  
  Medicine Hospital, Psychiatry, or Pediatric Emergency (see list) 
E) You have discussed the change and have had it signed off by the Program Director on the    
        “Change to Schedule Form” 
 
 
General Vacation Guidelines: 

• PGY-I – Vacations are scheduled in three one-week blocks during the months of 
Nursery, Surgery and Pediatric Outpatient.  

 
• PGY-II and III – Vacations may be scheduled as three one-week blocks or 1, one week 

block and 1 two week block. 
 

• A maximum of 2 senior residents (PGY-2 or PGY-3) may be gone at one time 
(including CME, rural, and vacation) 
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• As a matter of policy, vacation days do NOT include weekend days (i.e.- 15 days of 

vacation per year, not 27) but this has traditionally been extended to our residents 
based on their rotation requirements. 

 
 
 
 
HOLIDAYS 
There are eleven paid holidays; 4th of July, Labor Day, Nevada Day, Veteran’s Day, 
Thanksgiving and the day after, Christmas Day, New Years Day, Martin Luther King Birthday, 
President’s Day and Memorial Day.  If your FMC clinic occurs on a holiday you will be 
excused from clinic.  Residents are assigned to cover Holiday calls at the beginning of the 
year by the chief residents. If you need to switch, you must follow the “CHANGE IN CALL 
POLICY” above. Holiday call times are the same as any weekday, beginning at 5pm the night 
before (unless it is over a weekend and then it is 5pm on Friday) and ends at 6am on the next 
non-Holiday weekday. 
 
Most Holidays are not necessarily guaranteed. If you are on a rotation that does not take off 
for the holiday, you are required to attend the rotation. This includes all holidays except 
Thanksgiving Day, New Year’s Day, and Christmas Day. 
 
 
PERSONAL/MEDICAL APPOINTMENTS 
If you are taking time to go to a medical/dental appointment during normal business hours (M-
F, 8AM – 5PM), you must fill out the leave form, and your time away from clinic and/or your 
rotation will be deducted from your Sick or Leave total.  For example, you are scheduled to be 
at your rotation office at 8:30am, but you do not arrive until 10:00am due to a personal or 
medical appointment, 1 ½ hours will be deducted from your leave total We understand that 
these appointments are very important and may not be possible to schedule on weekends 
(time off), however, all hours must be accounted for and will be verified with your Preceptors 
by the Program Director and/or Residency Coordinator. 
 
MATERNITY/PATERNITY/ADOPTION LEAVE 
 Policies of the ABFP, UNSOM AND ACGME (see above) a well as the Family Medical 
Leave Act of 1993 apply. 
 
 
 
LEAVE OF ABSENCE 
 When a Resident has already utilized his accumulated vacation and sick leave, any additional 
leave time will be considered a leave of absence.  Requests for a leave of absence must be 
approved by the Program Director.  A leave of absence will require that this time be added to 
the Residency.  A Resident will not be compensated for a leave of absence and does not 
accrue vacation or sick leave.  Fringe benefits may not be paid during a leave of absence; the 
Resident should contact his Program Director or Residency Coordinator for further 
information. 
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JURY DUTY/MILITARY SERVICE 
 Documentation to certify service must be approved by the Program Director.  Relief from 
program duties is permitted without loss of regular compensation, or extension of 
Residency as dictated by the ABFP,ACGME, and UNSOM Leave Policies (see above).  
Adequate notice must be given to the Program Director.  .   
 
EDUCATIONAL LEAVE  
 Residents are allowed one week (5 working days) in the PGY II and III year for medical 
education leave with permission from their rotation preceptor and the Program Director.   
Educational leave must be requested at least 30 days in advance using the official leave 
request form (appendix) and providing copies of supporting information to the Residency 
Program Director. 
 
Residents who perform unsatisfactorily on the In-Training Examination may be required to use 
their educational leave time and money for test preparation.  The faculty will determine this for 
each Resident individually. 
 
Participation in extracurricular academic activities is encouraged, however, it must not 
interfere with clinical or academic responsibilities.  ALL requests for lectures, CME 
conferences, speaking engagements or other activities must be cleared through the 
Residency Program Director at least 30 days prior to the event.  These extracurricular 
experiences should be documented and part of your permanent record.  
 
 

 
XVIII.  ADVANCEMENT AND GRADUATION REQUIREMENTS 

 
 

To complete the PGY-1 year and advance to PGY-2 Residents must have 
completed the requirements outlined here in the appendix. (It is your 
responsibility to read and be familiar with these requirements) 

 
 

To Complete PGY-2 year and advance to PGY-3 Residents must complete the 
requirements outlined here in the appendix. (It is your responsibility to read 
and be familiar with these requirements) 

 
 

 
PROGRAM REQUIREMENTS FOR GRADUATION 
   At the end of the PGY-3 year the resident must have completed all of the 
requirements outlined here in the appendix. Resident will not be held back 
for failure to achieve those requirements that are the responsibility of the 
program such as outpatient clinic numbers 
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RESIDENT PERFORMANCE COMMITEE 
In January of every year, the faculty and chief residents meet in the “Resident Performance 
Committee”. The above, as well as the GMEC requirements are reviewed and residents are 
recommended for or against advancement to the next level or graduation as 
appropriate. The committee may also recommend possible remediation, adjustment of 
behavior, academic probation, disciplinary action or possible dismissal. If a recommendation 
against advancement or any of the above actions are recommended, the Resident will be 
notified immediately.  Residents will be advanced to positions of higher responsibility or 
graduate from the program, only on the basis of evidence of their satisfactory 
progressive scholarship and professional growth as defined by the above criteria and 
formal evaluations.. 
The Residency Program Director has the authority and responsibility to take appropriate 
action to correct the deficiency.  It is the goal and sincerest hope that every 
resident will be advanced to the next level and graduate on time. It is also the 
duty of this, and every other Residency, to prevent individuals who are unable to practice 
medicine competently to advance or graduate.  Final approval of advancement of Residents is 
determined by the Residency Program Director. 
 
 
 
UNSOM GMEC REQUIREMENTS FOR ADVANCEMENT 
It is absolutely crucial that all Residents starting on or after July 1, 2006 are familiar with the 
policies set forth by the Graduate Medical Education committee and UNSOM. Please see 
these requirements in the GMEC handbook in appendix IV in the sections on Appointment 
and Reappointment and Remediation. 
 
 
DISMISSAL OF RESIDENTS 
Dismissal of a Resident or non-renewal of a Resident contract will be the responsibility of the 
Residency Program Director with the advice of the Program faculty.  Appeal of such adverse 
action is covered by the Program policy for Due Process (GMEC Handbook  under DUE 
PROCESS, pp. 55-58). 
 
Prior to dismissal or failure to advance for unsatisfactory performance, appropriate 
documentation of counseling, remedial actions, and other measures utilized to improve 
performance shall be the responsibility of the Residency Program Director.   
 
 
 
 

XIX.     SUPERVISION OF RESIDENTS 
 
Residents must be supervised consistent with their level of experience and education 
throughout the Residency program and the Residency Program Director ensures that 
members of the teaching staff provide Residents regular supervision during their entire 
Residency.  Supervising physicians (attendings and/or preceptors) must be immediately 
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available to the Resident and are expected to be familiar with each patient for whom they are 
responsible, and they must review all proposed major diagnostic and therapeutic procedures, 
significant revisions in treatment plans and/or changes in the patient’s level of care.  If 
diagnostic or therapeutic procedures carry particular risks to patients or require a high level of 
expertise in their performance or interpretation, they should be assigned only to house staff 
that has the required skills.  This assignment will be made by the attending responsible for the 
care of the involved patients with appropriate subspecialty consultation.  In general, Residents 
are not to function independently until it is documented that he or she is capable of doing so.   
 
The Program is structured to encourage and permit Residents to assume increasing levels of 
responsibility commensurate with their individual progress in experience, skill, knowledge and 
judgment.  . 
 
 

 
XX.      CHIEF RESIDENT(S) 
 
The chief Resident or, as in most cases, the co-chief residents are third year Residents, who 
are elected by Family Medicine residents and faculty with final selection at the discretion of 
the Program Director.  The chief Resident(s) functions in a role of greater responsibility with 
regards to the Residency. Traditionally our program has had two co-chief residents who split 
this position, but this is left to the discretion of the residents.  The chief Resident’s 
responsibilities include, but may not be limited to: 
 
The chief Resident is a third year Resident, who is voted in by Residents and faculty, with final 
selection at the discretion of the Program Director.  The chief(s) Resident functions in a role of 
greater responsibility with regards to the Residency.  The chief Resident’s responsibilities 
include, but may not be limited to: 
 
□ Resident role model. The chief resident should be an example of “outstanding” resident. 

This includes being positive, professional, and flexible. 
□ Resident liaison to chief Residents of other UNSOM residencies. 
□ Making of Resident *call and clinic schedules  
□ Attends twice monthly faculty meetings, usually every 1st and 3rd Tuesday at 7:30 am in 

the conference room. This includes attending and assisting in evaluating junior residents. 
The chief resident or co-chief residents are given one vote, equal to that of a faculty 
member, at faculty meeting. 

□ Input into policy-making decisions impacting Residents both by meeting with the Program 
Director and at faculty meeting attendance. 

□ Assists in sign-up and assignments for outside clinic activities such as sports physicals, 
the Las Vegas Marathon, Tar Wars, Health Fairs, and Flu shot clinics. 

□ Involvement in disciplinary actions regarding Residents. 
□ Assists the Residency Program Director in establishing policies and procedures regarding 

the program. 
□ Meets regularly with the Residency Program Director and Residency Coordinator to 

discuss Residency related issues. 
□ Responsible for assisting to arrange the holiday party and graduation ceremony. 
□ Member of the Program’s Faculty Education Committee. This Committee meets every 

January to decide on resident promotion. 
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□ Represents Residents at other FMC and/or UMC committees as designated by the 
Residency Program Director. 

□ Planning of the morning report schedule and presenting monthly OB rounds  
□ Attends Resident Forum meeting with Dr. Bar-on (third Friday of each month). 

 
A $2,000 a year stipend is provided for individuals functioning as Chief Resident.  If there is 
more than one chief Resident, the $2,000 stipend will be divided equally among them. 
 
The chief residents will be given one half day of administrative time weekly to be split if there 
are two chiefs. This may be split every other week or every other month at the discretion of 
the chiefs and Program Director. Please arrange with the Program Director. 
 
 
THE CHIEF RESIDENT ELECTION PROCESS 
Every current second year resident is eligible to run for chief resident, UNLESS they have 
been told prior to the election that they are not. Reasons for ineligibility include, disciplinary 
action, probation, or poor academic performance (i.e., failing multiple rotations) 
 
1 to 2 months prior to the election, the Program Director will send of copy of the chief resident 
job description to all eligible PGY-2 residents and request that inform the director if they 
interested in running. The election is held the first Thursday of April or the first available 
Thursday in April in which all PGY-2 residents will be present. 
 
On Election Day: 

 
• The current chief resident(s) will run the election 
• All of the nominated candidates will be allowed to give a speech/presentation 

explaining why they would be the best candidate if they choose.  
• All residents in attendance may then vote for 2 applicants (2 names on one piece of 

paper) unless the Residents have decided in advance to only have one chief resident 
in which case it will be one name on one piece of paper 

• Residents not in attendance are allowed to vote by absentee ballot by e-mail, but must 
submit their ballot or verbal vote to the current chief resident within the stated deadline 
in the nomination request e-mail. This is usually 3 to 7 days. Instructions on absentee 
voting will be in the original nomination request e-mail 

• These votes are then collected and counted by the current chief residents and this 
information and the ballots are given to the Program Director for verification.  

• Faculty will then vote the Tuesday following the election at faculty meeting. Faculty will 
be informed of the results of the resident election and faculty votes will be added to to 
resident votes (all votes are equal).  

• The Program Director will not vote at the faculty meeting, unless there is a tie, in which 
case the Program Director’s vote will be the tie breaker. 

 
 
 On very rare occasions, the Program Director has the right to change the election results at 
his/her discretion, but must have good reason for doing so. If this occurs, the changes will be 
discussed at faculty meeting and the current chiefs are allowed to give their input. (This has 
never happened before) 
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The final announcement of the new chief residents will usually be made within one 
week of the election. 
 
 

XXI.      RESOURCES 
 
 
COMPUTERS 
The computers in the clinic are property of the school of medicine and are to be used for 
medical purposes only. All UNSOM computers are monitored and if you are using the 
computers for non-Resident activities you may be reprimanded.  Also, no devices should ever 
be plugged into the computers at UMC. This includes any USB device and thumb drives. 
 
 
UNSOM LIBRARY (2040) 
There is a medical library available at UMC on the 5th floor of the 2040 building.  Although it 
closes at 4:30 p.m., security is available 24 hours a day to unlock it for Residents if needed. 
 
Residents are able to order articles electronically through the Savitt Medical Library in Reno.  
However, they must first open an account by contacting Terry Henner at (775) 784-4625.  If 
the Savitt library does not have the article a Resident has requested, the order is obtained 
through another medical library.  If the article is available at the UMC library, it can still be 
ordered electronically through the Savitt library.  Turn around time for ordering articles in this 
manner is about one week in most cases, often sooner if the article is available at UMC.  
Requested articles should be sent to the Resident at the FMC.  Residents should not give 
their home addresses when opening this account. 
 
Free access from a home computer to e-mail and the Internet is available to the Residents.  In 
order to initiate this access, please contact Joan Zenan at (775) 784-4625. 
 
The Clark County Library District also has a special medical section available in the West 
Charleston Library on the campus of CCSN. 
 
 
 
KEYS 
Each Resident will be issued a key for the Family Medicine Center.  This key will allow you to 
gain access to the clinic, the drug sample room, and to medical records.  Keys to the building 
must be returned upon completion of the 36-month program.   
 
Residents are expected to lock up and turn on the alarm if they are the last one out of the 
building. An alarm code will be assigned by the Residency Coordinator at the beginning of the 
year. 
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CME CONFERENCES (Continuing Medical Education) (SEE 
EDUCATIONAL LEAVE ABOVE) 
Residents are allowed five days of paid leave for CME conferences in their PGY II and 
III year.  Up to 4 days of this time may also be used for taking and studying for Boards.  
 
Requests for conference time must be received and approved, using the official leave 
form, 30 days in advance. Attach a copy of the conference brochure to the leave request. 
Permission must also be received from the attending/preceptor during the rotation that you will 
be missing. This is particularly important for interns. Interns may take CME time only during 
Outpatient Pediatrics, Nursery, or Surgery rotations and will be granted only with permission 
from the attending on during the rotation. Elective time may also be used for conference 
attendance for a maximum of 5 days.   
 
Residents, who perform unsatisfactorily on the In-Training Examination, may be required to 
use their conference time and money for test preparation. This will be decided individually by 
the faculty and Program Director. 
 
Any resident on remediation, probation, or in any way are not in good academic 
standing may be denied used of CME money (see below) or time off for CME 
conferences or other extracurricular educational activities. This is a privilege that may 
be revoked at any time at the discretion of the Program Director.  
 
 
 
 
CME MONEY 
 
All CME money must be spent and receipts submitted to Mahasin by the May 15th of the 
current academic year. Failure to use the money and submit receipts by May 15th, will 
result in denial of payment from the Department of Family Medicine. The reason for this 
is that it takes over month to process these receipts and can be a great burden to the 
administrator especially since many residents often wait until June to use up their funds. 
 
What CME money CANNOT be used for: 
 
“…Funds cannot be used to purchase items that could also be used to meet personal needs such as 
cell phones, computers, and iPods.  PDA’s provided by the program for collection of accreditation 
data and which remain the property of the department are excluded.  Funds may also not be used 
toward any purchases that help the resident qualify for a “new position,” i.e., board eligibility.  
Thus, using funds for medical licensure, DEA, or board qualifying exams is not allowed...” –IRS 
Guidelines Governing GMEC 
 
 
TRAVEL 
Resident travel includes that required for on-call responsibilities to UMC, local rotations at 
community preceptor sites, rural rotation, and other extramural activities not in Las Vegas.  
The Program does not reimburse for these.   
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For any conference travel to be reimbursed all receipts must be submitted and the 
reimbursement request form must be filled out prior to leaving (see Mahasin).  Records of 
public transportation costs, mileage if travel is made by private auto and receipts for tolls, hotel 
accommodations, parking and meals must be collected and submitted to the Residency 
Coordinator for reimbursement by the Program. 
 
 
PARKING 
Family Medicine Center – anywhere there is an open space (except handicapped) but 
ONLY in the back of the Fire Mesa clinic. Parking in front is not appropriate as it takes away 
from limited patient parking 
 
University Medical Center – Third Year Residents will be issued a key for the 
physicians/employee parking lot.  This lot is adjacent to the Emergency Room.  PGY1 and 
PGY2’s must park in the general parking area at UMC If at any time Residents (male or 
female) desire a personal escort to their car in the parking lot, they may contact UMC security 
(stationed at the entrance of the emergency room).  Given the big picture, Residents are 
encouraged to take advantage of this routinely. 
 
 
 
 
 
 
 

XXII.      BENEFITS 
 
The University of Nevada School of Medicine, Department of Family and Community 
Medicine provides the following financial support and benefits for all Residents.  Specific 
details regarding all benefits can be obtained from the Office of Budget and Personnel, 671-
2241 or Office of Graduate Medical Education, Dr. Mimi Bar-on.  Payroll office in Reno can 
answer any questions you may have regarding your paycheck or W-2 form (775) 784-6653. 
 
Health Insurance 
The Resident is offered a choice of two medical plans annually. Health Insurance is available 
to family members at an increased cost. See UNSOM for insurers and costs. 
  
Dental Insurance 
Dental coverage is provided to Residents through Blue Cross/Blue Shield of Nevada.  
Dependent coverage for spouses and dependents will not be covered by UNSOM.  
 
Life Insurance  
Life insurance is available. 
  
Disability Insurance  
Disability insurance is provided through Ed Hendricks Insurance Company, (775)674-6000 
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Retirement 
As an employee of UNSOM, Residents will not be contributing to Social Security.  Residents 
will be required to participate in a 403(b) retirement plan.  
 
A number of options are available to Residents when they graduate from the program. Please 
consult the Office of Budget & Personnel.  
 
Workers Compensation  
 Residents are covered for all work related injuries.  All industrial injuries or occupational 
diseases must be reported immediately to the Residency Program Director and Residency 
Coordinator.  It is the Resident’s responsibility to proceed with the following steps when any 
incident (HIV exposure, needle-sticks, body fluid exposure, etc.) occurs.  (See Appendix A 
and B for additional information on occupational exposure to HIV.)  The Resident, within 
three (3) working days of the incident, must complete the forms mentioned below.  Failure to 
do so may result in the injury not being covered.  
 
 
 
v Complete a C-4 form “Claim for Compensation” at the location of the initial medical 

treatment.  All physicians, chiropractors, emergency rooms and quick cares have a supply 
of these forms.  

v Have blood drawn for Hepatitis B and HIV. 
v Notify the Residency Program Director and Residency Coordinator of the incident.   
v Complete a C-1 form “Notice of Injury or Occupational Disease Incident Report Form” 

available from the Residency Coordinator. 
v It is the Resident’s responsibility to have follow-up blood draws at 3, 6, and 11 months 

after the exposure incident and to forward proof of this follow-up to the Residency 
Coordinator. 

 
If the Resident has any questions, the BCN Worker’s Compensation Office can assist you.  
The number is (775) 784-4394. 
 
Medicare  
New employees, as well as UNSOM, contribute to Medicare. 
 
Professional Liability Insurance 
Residents under contract with UNSOM are covered for malpractice liability by The Doctor’s 
Company in the amount of $1,000,000 per claim and $3,000,000 aggregate.  This insurance 
is valid while you are performing the duties of a Resident in one of our affiliated institutions.  It 
does not cover any practice outside the Residency program.  Residents who engage in 
outside employment (“moonlighting”) must obtain their own, separate malpractice insurance 
coverage if it is not provided by the employer.  After contract termination, the insurance policy 
will cover the Resident’s contracted activities during the contract.  
 
It is extremely important that all information concerning any potential malpractice insurance 
claim be discussed with your Residency Program Director and UNSOM legal department at 
the earliest possible moment. 
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This is the only person that any claim should be disclosed/discussed with, other than 
representatives of The Doctor’s Company, who will contact the Resident involved directly.  It is 
imperative that there is no discussion with anyone else, regardless of who may be involved or 
should pose any questions. 
 
It you should have any questions concerning your coverage, please contact your Residency 
Program Director. 
 
Tail coverage is not necessary once you leave residency as you are working under your 
attending’s license and are thus covered through them and UNSOM. 
 
DEA  
Payment of the DEA certificate is paid by the Program. 
 
Nevada State Board of Pharmacy 
Payment of the Controlled Substance Certificate of Registration is paid by the Program. 
 
LICENSES 
Payment of the limited license is covered by the Program each year.  The Nevada State 
Board of Medical Examiners requires additional fees from the Resident for administrative cost 
and is put towards the cost of a full Nevada license at the end of Residency.  If the Resident 
chooses not to obtain a Nevada license at the end of Residency, the Program will reimburse 
the Resident for the $250.  The Nevada State Board of Osteopathic Medicine grants a full 
license after one year of postgraduate training.  The Resident is responsible for the cost of a 
full license. 
 
American Academy of Family Physicians (AAFP) Membership 
Membership to the AAFP is paid by the Nevada Academy of Family Physicians.  The Nevada 
Academy meets every other month on the fourth Thursday at an announced local restaurant.  
Dinner is provided complementary to all Residents and all Residents are encouraged to 
attend. 
 
PAGERS 
Resident pagers are an important but expensive item available to and provided for Residents 
beginning in their training.  However, loss, or damage that cannot be repaired is the 
responsibility of the Resident.  The program will make an appropriate effort to have these 
pagers replaced without charge if they are lost, stolen, or damaged beyond repair.  This effort 
will be made on behalf of the Resident for the first incident only.  In the event that the hospital 
is unable to reimburse for a pager, the cost will become that of the Resident.  Such cost may 
be assessed to the Resident as an obligation to be fulfilled prior to successful completion of 
the Residency program.    Battery replacement is available from the Communications 
Department or the Residency Coordinator. 
 
UNIFORMS 
Residents are provided four lab coats (two as a PGY-I, one as a PGY-II and the fourth lab 
coat when the Resident is a PGY-III) by the Program for their work at the FMC and all 
rotations.  All coats are embroidered with the Resident’s name and department.  After 
approval from the Residency Coordinator, lab coats can be obtained from the Life Uniforms, 
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850 S. Rancho Blvd., in the Smith’s shopping center across from UMC.  Scrubs are provided 
by UMC while Residents are working there.   
 
FAMILY MEDICINE PINS 
Residents who successfully complete their internship year will be given Family Medicine 
Emblem pins at the graduation ceremony, to be worn on their white coat. 
 
MEALS 
Meals are provided for Residents during the day and for those Residents who are “on-call” at 
night and weekends while rotating at UMC. There is a budget at UMC, see the Residency 
Coordinator for amount.  In addition, lunch is provided at FMC on Thursday lecture’s.   
 
 
 
. 

XXIII.  TERMS OF EMPLOYMENT 
 

FINANCIAL SUPPORT BENEFITS 
1. Regents will recommend a schedule of stipends for adoption on an annual basis.  Title 4, 

Chapter 7 of the Board of Regents Handbook states the conditions of appointment, 
stipends and benefits for Residents.   
 
For additional details regarding policies and benefits please contact:  
Office of Graduate Medical Education, 2040 W. Charleston Blvd., Suite 503, Las 
Vegas, NV 89102.     Phone (702) 671-6401. 
 

2. Work hours will be determined by the needs of patients cared for by the Residents in 
addition to specific departmental assignments. 

 
3. Procedures to be followed for the offering of contracts to Residents are established by the 

School of Medicine.  
 
4. Contracts are subject to modification during the fiscal year for Residents as Residents 

rotate between hospitals and other institutions.  In such cases, the Residents may be paid 
during the interim period by other institutions or continued on contract at the University of 
Nevada, depending on the inter-institutional arrangements and the needs of the Residency 
program. 

 
5. Contracts for Residents may be terminated by the University of Nevada at any time during 

the contract year for reasons of improper conduct, moral or ethical reasons, for inability to 
perform to departmental or educational standards and objectives, or because of financial 
conditions within the School of Medicine.  Procedures for notice, hearing, and appeal of 
contract termination or other actions shall be followed as established by the UNSOM.   

 
 
 
HEALTH REQUIREMENTS 
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It is necessary that Residents maintain certain standards with respect to health requirements.  
Health professionals must be free of communicable diseases in order to safely carry out their 
duties.  Likewise, it is important that guidelines are followed with respect to the handling of 
bodily fluids and other biohazardous substances.  OSHA guidelines are used for the basis for 
our policies regarding this. 
 
Prior to beginning your Residency, the following health requirements must be completed.  
 
v Communicable Disease Questionnaire – Lab slips will be given to you for FAMA for 

Varicella Virus.  The test is mandatory if you have not had the chicken pox or are 
uncertain. 

v Double TB Skin Testing – This is necessary if you do not have documentation of a skin 
test within the past 12 months.  This must be completed each March during your 
Residency.  If you have had a prior reaction to a TB skin test, then you must have an 
“initial” chest x-ray and documentation of reading. 

v Vaccines – Hepatitis B, Diphtheria/Tetanus, Measles/Mumps/Rubella, Varicella, Influenza.  
No charge for these vaccines administered at the Employee Health Office. 

 
UNSOM and The Department of Family and Community Medicine, Las Vegas, do not 
discriminate employment based on sex, race, religion, age, sexual orientation, or physical 
handicap, however residents must be physically, emotionally, and psychologically able 
to perform the duties list in this handbook. 
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XXIV.    RESIDENT AGREEMENT 
 
Resident rules and responsibilities are defined in the Resident Handbook which is provided to 
each Resident at the beginning of each year of their three-year training program.  Resident 
Handbooks are updated yearly and it is the responsibility of each Resident to read and 
understand the handbook each year and to comply with new policy and procedural changes. 
 
Residents are provided contracts with the University Of Nevada School Of Medicine prior to 
beginning their Residency training.  The terms of appointment include:  Policy on Resident 
working hours, disciplinary procedures, guarantee of due process, supervision, policy on 
outside employment, malpractice insurance, liability claims forms, benefits and conditions of 
employment, all of which are summarized in the resident handbook. 
 
 
 
 
I, ______________________________ have received a copy of the 2010-2011 University Of 
Nevada School Of Medicine Department of Family and Community Medicine Las Vegas 
Handbook and the 2010-2011 Graduate Medical Education Resident Handbook and I am 
aware that I am responsible for the policies contained therein, including the information 
contained in the appendices. I agree to abide by the rules and regulations established in this 
Residency Handbook.  I understand that any violation of these rules and regulations may be 
considered grounds for non-promotion, probation, or dismissal from the program as described 
in this handbook.  I have been assigned a pager, Family Medicine clinic key, e-mail address, 
UMC logon name and password, UNSOM logon name and password, and Family Medicine 
clinic alarm code. 
 
 
 
 
______________________________________    ___________________________ 
                           Signature                                                                Date 
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