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CONTACT INFORMATION 
 

OHSU Phonebook: within EPIC dropdown menu (upper left corner after you log in), find PHONE. Here you can search for hospital 
numbers by place or person. Most team rooms also have cheat sheets printed out with often-needed numbers. You can always 
call the priority operator (4-9000) if you need help.  

OHSU Phone System: when on campus you can reach any phone using five digits. All pre-fixes start with 4, 6, or 8, which if dialing 
from outside OHSU correspond to the following: 4 = 494; 6 = 346; 8 = 418. As an example, 4-3140 would be 503-49(4-3140) for 
an outside caller. If you need to place a call outside OHSU, dial 9 followed by the area code and number. If it’s long-distance, you 
will hear a quadruple tone after dialing the number, which is a prompt to enter a long distance code. Ask your resident to borrow 
their code.   
 
Team Portable Phones: each GM team has its own portable IP (internet protocol) yellow phone, which is available to use anytime 
but especially during rounds.  
 

GM1  8-2621 
GM2  8-2622 
GM3  8-2623 
GM4  8-2624 
GM5  8-2625 

 
VA Contacts: Some of the consulting services may have offices at the VA, whose five-digit numbers begin with a 5. In order to call 
the VA from an OHSU Phone, dial #095 followed by the 5-digit number.  
 
Paging: Smartweb is OHUS’s digital text paging application, which you can access from any desktop or within EPIC by clicking on 
the First Call provider’s name in the upper right hand corner of the screen. You can search by service, name, or pager number. 
You can also call the operator (4-9000) to page someone to the phone, but you’re generally discouraged from doing this unless 
it’s urgent that someone be reached. Leave this to your resident or attending.  

Vocera Badges: hands-free communication devices that all RNs and other staff (e.g. phlebotomy, respiratory therapy) wear for 
mobile interpersonal communication. You can reach a Vocera user directly by the following: 

1. Dial 4-9809 from any OHSU phone 
2. After the prompt, say the person’s full name, clearly and slowly.  
3. Alternatively, you can reach most RNs on units by saying the patient’s room and bed # (if a double room). It’s important 

you include the bed #, otherwise the system will not recognize your call. For example “14C, Room 22, bed 1.” We 
encourage you to use Vocera (if you can’t chat with the RN in person, which is always best practice) instead of asking 
the HUC to call for you.  

Recognize that RNs may be unable to take your call immediately and will either decline the call, ask you to call back, or re-direct 
the call to the Hospital Unit Coordinator (HUC) who can help connect you. Additionally, remember that the RNs may be engaged 
in patient care duties so ALWAYS use HIPPA-friendly language – e.g. “Hi this is (your name) from (team x) calling about (room x). 
Are you available to chat?”  

Faxing: each unit will have a fax machine. If you need to send a fax long distance, it will require a long distance code like a phone 
call. Typically machines require you to hit the ‘Pause’ button between the number and long distance code. You can always ask 
the HUC for help.  
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Course Contacts 

Role Name E-mail Phone Pager 

Course Director Kerry Rhyne, MD rhyne@ohsu.edu 503-220-8262 ext 53265 *41-3111 

Site Director David Harmon, MD, MPH harmodav@ohsu.edu 503-494-3140 15929 

Course Coordinator Marcie Evans evanma@ohsu.edu 503-494-8676 n/a 

 

LOCATIONS  

Team Rooms     Door Code 

GM1 = 14D91 (located in the alcove by 14C elevators) 1-3-4-6 
GM2 = 14C61     3-6-9  
GM3 = 14C55     3-6-9 
GM4 = 14C29     3-6-9 
GM5 = 14C23     3-6-9 
 
Patient Care Units: most of your patients will be located on the core general medicine units (14C, 5A, 5C) although some may be 
on other units.  
 

 
PERSONNEL  
 
Team makeup: attending physician, one resident (R2 or R3), one intern (R1) and typically two students (MD or PA). Interns may 
be from internal medicine, anesthesia, neurology, or psychiatry. Residents are always internal medicine except the GM2 team, 
which has a 3rd year family medicine resident and either an anesthesia or neurology intern. Attendings rotate every 1-2 weeks 
(typically 2) and house staff rotate every 3-4 weeks with occasional shorter exceptions. Sub-interns will be on teams by 
themselves without other students.  
 
Attending Physicians: typically these are hospitalists although the GM4 team (and occasionally others) are staffed by general 
internists, general internal medicine fellows, or internal medicine chief residents.  
 

 
PATIENTS 

OHSU is the Quaternary Care hospital for Oregon and parts of Washington, California and occasionally Idaho, Montana, and 
Alaska. Additionally, there are no medicine subspecialty primary services (except cardiology). Consequently, the acuity and 
diversity of pathology is quite high on OHSU wards. You will have unique exposure to cystic fibrosis, transplant patients, solid-
tumor oncology patients, substance use disorders and their downstream consequences, in addition the gamut of general 
medical pathology. A significant percentage of patients is uninsured or under-insured.  
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SCHEDULE 

 

General: Shift specifics, admission capacity, and admit hours are outlined in Table 1 (see below). Daily schedule is outlined in 
Table 2 (see below). Daily schedule can be found on AMION.com (password = OHSU IM) for your specific team. 

You should arrive every day by 6:45am for morning sign-out from the night-float team, which will mirror the intern’s schedule 
(except for days off).  This takes place in the 14C conference room, the first door on your right after you enter the unit. You will 
have one day off per week – typically on Sunday, although this is negotiable with your team. Typically students have a choice to 
take Saturday or Sunday off based on their preference. If you evaluate a new patient on Saturday and come in to present them 
on Sunday, you will have the following weekend off.  

 

Definitions 

EC = Early Call (A and B) Functions as night-float accept and/or performs early admissions. Each team will take 2 of the night float 
admissions from the night before or (if NF does not fill) admit up to 2 patients by 2pm (max 2 admits total including NF overflow). 
EC-B is typically the intern’s day off.  
 
LC = Late Call (A and B) Team begins admitting after EC teams have filled and until 6pm or when daily admit cap (3) is reached, 
whichever comes first. If your team has no capacity for patients (i.e. team census is 10), then you won’t take new admissions that 
day. Resident arrives at 8am on these days. Note that LC-B days, your attending will be taking transfer calls from outside 
hospitals/clinics that want to transfer patients to OHSU. This can be an extremely busy day for them (sometimes hours on the 
phone) so they may be less available.  
 
LCO = Long Call Overnight Saturdays when there is no night float. Your team will have this shift roughly every 3rd week and your 
resident will work a 24+ hour shift into Sunday morning. Your team will admit up to 4 patients, some of whom may arrive 
overnight after you’ve left for the day. You and the intern should leave by 6pm on these days unless you personally are admitting 
a patient in the early evening.  
 
PC = Post Call Sunday after the LCO shift. Resident will sign out new admissions to the attending/intern starting at 7am and leave 
by 8am. There will be no new admissions.  
 
R = Rounds Typically the resident’s day off. No new admits this day. 
 
NF = Night Float This is a separate team that works Sunday through Friday nights. Admission capacity is 4 patients. NF intern will 
perform cross cover duties on all the GM patients at night.  
 
Night Float Accept Rounds Monday – Saturday from 7:00-7:30 a.m. on your Early Call days. Night float will present two new 
patients to your team, preferably at bedside. Occurs directly after sign-out in 14C conference room.  
 
Pre-Rounds Following morning sign-out until Radiology rounds at 9am. This is when you will see your patients and prepare for 
Attending rounds at 9:30.  
 
Grand Rounds Tuesdays @ 8 a.m. UH 8B60. Highly encouraged to attend 

Attending Rounds M-F 9:30-11:20. Variable on weekends. This is when you will formally present your patients, preferably at 
bedside. Resident will decide on order of rounds (typically sickest, then discharges, new patients, everyone else). You should be 
attentive during all other presentations. When you are not presenting, you should be contacting RN and updating white board 
(described in more detail in “Rounds” section below).  
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Radiology Rounds M-F @ 9 a.m. in UHS 10C-26 (conference room at east end of radiology reading room hallway on 10th floor). 
You or your residents should submit your requests for films you’d like reviewed by 8 a.m. so that radiology staff have time to 
review the film prior to rounds. Your intern will be expected to read the film in front of the group. 

1. Sign into IMPACS 
2. Right click on patients name  
3. Select “keywords” 
4. Scroll down and select “Radiology Rounds” 

 

Multidisciplinary Rounds M-F @ 11:20-11:40 includes case management, nursing, social work, etc. You are not expected to 
attend this (your resident does) although can if interested.  

Daily Schedule (M-F) 

6:45-7:00  Morning sign-out rounds in 14C04.  
7:00-7:30  Night float accept rounds (on EC days) 
7:00-9:00  Pre-rounds 
9:00-9:30  Radiology rounds  
9:30-11:20 Attending rounds 
11:20-12:00 Multidisciplinary rounds (for your resident); typically time to chart/finish work from rounds. Get lunch prior 

to conference. 
12:00-13:00 Conferences. Check your calendar on Sakai. Attend resident conference if no student conference. 
13:00-20:00 Notes, admissions, patient updates, teaching from attending/residents, observed H&Ps, etc. On LC days 

particularly with late admits, your team may be at the hospital until 8pm. There is no expectation to stay this 
late if you are not admitting a patient.  

18:45  Evening sign-out rounds in 14C04. You are encouraged to attend if still in the hospital.  
 
There is no specific time at which you can/should leave for the day. This will depend on your team’s admitting cycle, teaching, 
learning, etc. and will ultimately be at the discretion of your resident/attending.   
 
Weekend Schedule 

6:45-7:00  Morning sign-out rounds in 14C04 

The rest of the day will be variable based on your attending/resident preference and admitting cycle. Note that sometimes an 
attending from another team will be covering your team on the weekend.  
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Table 1: Weekly Schedule 

Shift Name Admit Hrs PGY1 Shift  PGY2/3  Shift  Admits Other info 

EC A 7a - 2p 6:45a - 5p  
 

7a - 6:45p*  2 • Attending comes to AM sign-out rounds 
to hear about new pts 

• May be Res day off 
EC B  7a - 2p 6:45a - 6:45p 

OFF 
7a - 6:45p* 2 • Attending comes to AM sign-out rounds 

to hear about new pts 
• Usually Intern day off  

 
LCA 7**a - 6p 6:45a - 8p  8a - 8p  3 **Starts once EC full 

LCB 7**a – 6p 6:45a - 8p 8a - 8p 3 **Starts once EC full 

LCO (Res) 
LC (Intern) 

9a – 6a  6:45a - 6p  8a – cap  4 • 4 admits total (includes day/night 
admissions) 
 

PC-OFF (Res) 
PC-R (Intern) 

until 5:30a  6:45a - 6:45p  until- 9a 0 Res post-call day  
Functions like Rounds day with intern 

R  6:45a - 6:45p  7-6:45p* 
OFF 

0 • Usually Res day off 

NF (Sun-Fri) 6:45p – 5:30a 6:45p - 7:30a 6:45p-7:30a  4  

 

ORIENTATION and FEEDBACK 

• You should receive an individual orientation from your resident/attending on the first day or two. If this hasn’t 
happened – ask them.  

• Try to give your resident/attending as specific of learning goals as you can. Reflect on your weaknesses or what has 
been difficult for you in the past.  

• You should receive feedback on each of the write-ups that you submit, typically in time to apply the feedback to your 
next write up 

• You may need to ask for specific feedback on your progress notes, don’t be hesitant to do so 
• You will get formal mid-point feedback by Thursday of week two. Please advise your Attending that this is due by the 

Monday prior so they may plan accordingly. 
• It is acceptable to ask for elements of feedback in between; it is most effective if you have reflected on your own 

performance and have specific questions, e.g. “I thought my presentation was too long; can you help me figure out 
what to cut out?”. 

• Many attendings and residents will debrief at the end of their time with you and provide additional feedback. 
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CLINICAL EXPECTATIONS 

Personal census 2-3 new admissions with full H&P per week and pick up additional patients as needed to consistently carry 2-3 
patients. You are encouraged to place orders in EPIC for your patients (for your resident/intern) to cosign.  

Pre-rounds 
Interview and examine each of your patients everyday unless they are occupied in a procedure or surgery. Try not to get too 
bogged down in the EMR before going to see your patients. Labs are often not available first thing in the morning, anyway, so 
unless there is something specific you are following up on in the chart, wait until after you’ve seen your patients. Ask the RN for 
updates or what their concerns are – you will learn so much from talking with them.   
 
Focus on the problem(s) that resulted in the admission. Are they better/worse/unchanged? Use open-ended questions but also 
try to obtain specific answers for patients who may be challenging historians. Did the therapy from the previous day improve 
symptoms/cause side effects? Are they walking, eating, sleeping, voiding? For talkative patients, try to stay focused on gathering 
the information you need; you can always spend more time with them in the afternoon. Focus your examination on the issues 
relevant to their admission or any new symptoms. A daily head-to-toe exam is usually a waste of everyone’s time, especially your 
own. That being said, DO spend extra time on the specific exam findings that matter. This is often the only chance in your career 
to learn the physical exam! Check telemetry (on 11K). Call the lab if expected results aren’t viewable in EPIC yet. Bring ECGs with 
you on rounds. Meet with your resident/intern to go over the plan. They will be busy so you will often need to take the initiative 
on this.   
 

Rounding and Communication 

• Your team is expected to touch base with every nurse, every day (including weekends), on every patient, preferably at 
bedside when appropriate.  The logistics of this are challenging and not always feasible, usually due to RN schedule, but it’s 
our responsibility to initiate this process.  

• Students are responsible for contacting the RN and updating the whiteboard in patient rooms during rounds.  
• Your resident will tell you the order of rounds once you arrive on the unit 
• If you are not presenting the next patient, Call 4-9809 and then say the RN’s name or unit followed by room number (e.g. 

“14C room 22 bed 2 nurse”) to connect directly to the RN via Vocera. It’s important to specify the bed for double rooms, 
otherwise the system won’t connect you.  

• When then RN joins rounds, please pause the presentation/discussion and invite them to provide their input/questions. If 
they are unable to stay until the end of the presentation, someone from your team should update them on the plan prior to 
leaving the unit.  

• If you’re not presenting, Update the whiteboard during the bedside presentation or when in the room. This should happen 
for every patient, every day with the following 5 items (you can ask your team for help if not sure what to write) : 
 

• Attending physician (‘primary physician’ on some whiteboards) 
• Other physicians (house staff, students) 
• Diagnoses (main issues – if sensitive dx, ask patient if it’s ok to display) 
• Treatment/Diagnostic plan for the day 
• Patient plan for the day (what they need to do to help) 
• Estimated time of discharge (date or barriers to discharge) 
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PRESENTATIONS 
 
Effective presentations depend on concise storytelling, so strive to make them easy and interesting to follow. Know that your 
team (audience) WANTS you to perform well so take a deep breath and remember they’re there to support you. Some tips: 
 

• Keep elements of the presentation in consistent chronological units (e.g. 7 days prior to admission, then 5 days prior to 
admission OR Jan 2014, then Feb 2014). If the history is chronologically complicated, just let your audience know; 
outline it so they can follow along easily.  

• Make eye contact with the GROUP (not just your attending). No one expects you to memorize everything, but don’t 
just read straight from your rounding sheet. This is a great way to lose the attention of your listeners.  

• Simplify data as much as possible. We are inundated by overly-specific numbers, many of which are meaningless. (e.g. 
the difference between Cr 1.34 and 1.35). Report HR, BP in 10s; creatinine in tenths; Hct in whole digits; etc. Paraphrase 
imaging or procedure reports.  

• Talk in trends. Most data is relative -- what’s the trajectory of a particular lab/vital sign? It’s often useful to include a 
baseline or admission value. 

• Patients are men, women, non-binary, or transgender; not male or female.  
• Avoid redundancy. If you already mentioned symptoms/signs in the HPI, avoid mentioning it again unless you’re 

discussing in A/P  
• The oral presentation is yours -- own it! You don’t need to ask for permission to move onto the next section. If you’ve 

omitted something or your listeners have questions, they’ll let you know. Otherwise, keep going!  
• If you are asked questions on rounds – use it as an opportunity to show what you know, but be intellectually honest 

and just say when you don’t…this is when the best learning happens for EVERYONE on the team.  
 
History and Physical 
 

• Reason for admission – your listeners want to know up front – why is this patient in the hospital? The diagnosis may 
not be clear yet, which is ok. You can say things like “concern for…” or “suspected…” 

• Chief complaint: note this may be different from the reason for admission and should be in the patients’ own words  
• History of the present illness - include only pertinent PMH, not a run-on sentence of every diagnosis ever collected by 

the patient. Also include ED or outside hospital course here and the relevant vitals, labs, tests, etc. Remember, you’re 
telling a chronological story. You can report the most current data later.  

• Review of Systems – you’ll often include this in the HPI so if there aren’t other pertinent positive or negatives, just 
say so but make sure you actually ask all the questions.  

• Past Medical/Surgery History – elaborate briefly only on major/relevant diagnoses you didn’t mention in HPI. If 
they’re admitted for acute renal failure, we probably don’t care about their tonsillectomy at age 5.  

• Family History – if it’s not relevant, or positive for any significant diseases, just say so. 
• Social History – try to include at least one interesting thing about your patient – this is one tidbit that makes clinical 

medicine fun and meaningful. Who loves/takes care of the patient? Where/how do they live? Are they able to 
perform ADLs/IADLs?  

• Medications – just mention non-PRNs/relevant meds 
• Allergies – if they have more than a couple, just indicate this or include the pertinent ones; don’t need to list all 15 
• Physical Exam – give general trends of vitals since admission to current time. Include relevant normal and abnormal 

exam findings.  
• Data – just list relevant labs with trends. Bring copies of ECGs to rounds if pertinent.  
• Assessment and Plan – author a concise summary statement that encapsulates the patient’s current condition. If they 

don’t have a clear diagnosis yet, it’s ok to include a sign/symptom/lab finding/suspected diagnosis as part of this 
statement, but try to trade an illness script (80 year old woman with acute fever, productive cough, and leukocytosis 
with focal consolidation on CXR) for a diagnosis (Elderly woman with community acquired pneumonia) whenever you 
can. Make a prioritized problem list (this could include signs, symptoms, test or lab results, or diagnoses) based on 
importance/severity. Consolidate signs/sxs/diagnoses as you are able. Under each problem – try to give one brief line 
about its etiology/pathophysiology, pertinent recent history (is it getting better/worse/staying the same?), further 
diagnostics, and treatment/monitoring. If you don’t know exactly what’s causing a problem – e.g. new dx cirrhosis – 
try your best to prioritize the possible etiologies and say what you actually think is going on or is most likely. Anyone 
can list a long differential diagnosis for a problem. Tell us what you think and why!   

• Housekeeping – include plan for DVT prophylaxis, diet, disposition (what are the barriers to patient leaving the 
hospital safely?) 
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Follow-ups 
 

• Interval Events – bring us up to speed with what happened since the last time we talked about the patient – this 
might include clinically significant events, consultant recommendations, pending lab/test results from the prior 
afternoon, etc. Remember – tell a story that flows. Talk to the nurse! Chances are they’ll know what happened.  

• Subjective – how is the patient doing/feeling currently? Include pertinent ROS here.  
• Objective – vitals as discussed above. Include any new or changed exam findings. If the exam is unchanged from the 

day prior – just say so. No need to repeat stable findings.  
• Assessment/Plan – same as H&P but make sure your summary statement reflects changing clinical course of patient 

and includes any new diagnoses. Reprioritize the problem list as appropriate. If there is a stable, chronic issue, (e.g. 
hyperlipidemia on home statin in a patient admitted for something unrelated) you don’t need to mention it unless 
you are planning a change in management.  

• Housekeeping – include plan for DVT prophylaxis, diet, disposition  
 
 

DOCUMENTATION 
 
History and Physical 

• Write a full H&P for new-to-you patients unless instructed otherwise 
• Use the student note title so there is no confusion as to who is writing the note 
• There is a template provided but delete the portions that import ROS, exam or lab findings – include the relevant data 

and change it every day  
• Start the H&P in the EHR so you can use import and copy & paste features. Edit all copy/paste so it’s your own work. 

If you HAVE to use someone else’s work, attribute it appropriately (“the patient declined further questions, but per 
the resident…”) 

• If you can’t finish your work on campus, copy/paste the work into a word document. Remove ALL identifying 
information (age, location, DOB, SSN, ward/room, phone number of SO). Most secure is to open word from within 
Box (via O2 home page) and edit it there.  

• Some faculty will share a Box folder with you, most will want a paper H&P. If paper, always attach a copy of the 
grading rubric. If electronic, add a blank copy to the folder. 

Daily Progress Notes 

• Accurately document the discussion held on rounds  
• Avoid lengthy summary statements that include the majority of the PMH. Keep it relevant and succinct.   
• Interval events – include updates since  your last note; this might be different that “interval updates” on rounds if you 

talked with attending in the afternoon, e.g. 
• It’s ok to refer to your previous notes, particularly if you included lengthy discussion on ddx – copying forward a 

novella from your H&P everyday isn’t useful for anyone. If the diagnosis is now evident, just include that.  
• Avoid “hashtag clusters” that you may (unfortunately) see. Use your own words. For example: 

 
 NO!!!!!:  

 
#heart failure exacerbation  
#ischemic cardiomyopathy  
#coronary artery disease  
#hypertensive urgency 
 

 YES!!!!!: 
Acute on chronic systolic heart failure secondary to uncontrolled hypertension and dietary 

indiscretion on background of ischemic cardiomyopathy. 
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• Prioritize your problem list daily. If a significant symptom/sign/lab/diagnosis arises after admission, consider making 

that the first problem. If the admitting diagnosis is resolved, consider moving it lower on the list. For 
stable/chronic/non-hospital problems, don’t write more than a few words e.g. “stable” or “unchanged” or 
“continuing home therapy” 

• Finish the note as soon as possible after rounds and sign it. You can make addenda for major changes, but it’s 
impossible to ever be completely current and that’s ok.   

 
 

RESOURCES AND REFERENCES 
 
Care Everywhere Cheat Sheet for OHSU Wards This is guide to navigating inter-hospital shared records 
 
IMRESPDX.com – OHSU’s IM resident website with oodles of resources and articles 
 
OHSU Antibiogram/Micromedex – from EPIC menu (upper left corner)  

>> References 
>>Pharmacy and Medications 
>>OHSU Antibiogram or >>Micromedex 
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https://sakai.ohsu.edu/access/content/group/225f25eb-349e-4ced-00cc-4ebe674759a8/Ward-ICU-Docs/CareEverywhereUHWards.pdf

