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The pain handbook is designed both for Pain fellows and Anesthesia residents. Some things may change such as location of the clinic, so keep in communication with your faculty.  This will be a good resource for you to have during your rotations. The fellows and residents will find the competency based goals and objectives for all your rotations.  We hope that you will learn a lot and enjoy your rotation too.
Current faculty:

Courtney Williams, MD, Pain Clinic Director

Gulshan Doulatram, MD, Pain Fellowship Program Director

Daneshvari Solanki, FRCA, 

Govindarajan  Ranganathan, MD


Denise Wilkes, MD


Michael Cook, MD

Kalyan Kuna, MD

Scott Lin, MD

The main goal of this training program is to develop required knowledge, skills, and attitudes necessary to demonstrate competence in patient care, knowledge, practice-based learning and improvement, systems based practice, professionalism, and interpersonal and communication skills that are required in the practice of pain medicine. 
Goals and Objectives of Pain Management Training
A twelve month Fellowship Program in Pain Management is available for PGY-5 anesthesia trained residents, and other specialties e.g., Neurology and PM&R. Fellows are required to rotate through a variety of clinical services to obtain the breadth and depth of exposure required for a pain specialist. Fellows will be directly involved in the care of chronic pain patients in the outpatient pain clinic and also perform interventional procedures in the hospital. There will be one month mandatory rotation at M.D. Anderson Cancer center in the last six months of the fellowship. They will also rotate through different ancillary rotations including physical medicine and rehabilitation, psychology, palliative care, Texas department of correctional care (TDC) pain clinic, cancer pain, neurology and radiology for six months in a longitudinal experience as a requirement for their training. Goals and objectives of all the required rotations will be reviewed with the fellow at the beginning of their training. The fellows will be evaluated monthly by each pain faculty. In addition to the global evaluations, there are rotation specific evaluations to discuss progress and feedback as pertinent to theses individual rotations. These evaluations will occur at the end of the six month period. The program director will perform a biannual evaluation to document the overall progress and performance of the fellow. Monthly evaluations, rotation specific evaluations, case presentations, research projects, multisource feedback will be discussed with the fellow. The procedure log entries will be reviewed at this time also. All issues will be addressed at this time. The fellow will also have an opportunity to voice concerns at this time. A letter will be generated by the program director for review and both the fellow and program director will sign this letter to be placed in the fellow’s file.
If the fellow feels that his/her concerns are not being appropriately addressed or an issue of unfairness is felt, he/she should contact Anesthesiology program director, Dr Lynn Knox or Associate Dean for GME, Dr Thomas Blackwell to address their issues. 
Department of Anesthesiology and Pain Management

University of Texas Medical Branch at Galveston

Pain Management Fellowship Goals and Objectives

The following are ACGME based goals and objectives related to the management of patients with pain disorders. These are intended to assist you in developing skills in acute and chronic pain management; in developing attributes necessary to become a diplomat of the American Board of Anesthesiology; and in achieving competencies that are appropriate for all physicians.

The following goals and objectives can be met through customary methods including personal study, fulfillment of supervised clinical assignments, and attendance and participation in didactic activities.

Didactics

(1)
Assessment of pain

(a) 
Anatomy, physiology and pharmacology of pain transmission and modulation;

(b) 
General principles of pain evaluation and management including neurological exam, musculoskeletal exam, psychological assessment;

(c) 
Diagnostic studies: X-Rays, MRI, CT and clinical nerve function studies;

(d) 
Pain measurement in humans: experimental and clinical;

(e) 
Psychosocial aspects of pain, including cultural and cross-cultural considerations;

(f) 
Taxonomy of pain syndromes;

(g) 
Pain of spinal origin including radicular pain, zygapophysial joint disease, and discogenic pain;

(h) 
Myofascial pain;

(i) 
Neuropathic pain;

(j) 
Headache and orofacial pain;

(k) 
Rheumatologic aspects of pain;

(l) 
Complex regional pain syndromes;

(m) 
Visceral pain;

(n) 
Urogenital pain;

(o) 
Cancer pain, including palliative and hospice care;

(p) 
Acute pain;

(q) 
Assessment of pain in special populations: patients with ongoing substance abuse, the elderly, pediatric patients, pregnant women, the physically disabled, and the cognitively impaired; and

(r) 
Functional and disability assessment.

(2)
Treatment of Pain

(a)
Drug Treatment I: opioids;

(b)
Drug Treatment II: antipyretic analgesics;

(c)
Drug Treatment III: antidepressants, anticonvulsants and miscellaneous drugs.

(d)
Psychological and psychiatric approaches to treatment, including cognitive and behavioral therapy and treatment of psychiatric illness;

(e)
Prescription drug detoxification concepts;

(f) 
Functional and vocational rehabilitation;

(g)
Surgical approaches;

(h)
Complementary and alternative treatments in pain management;

(i) 
Hospice and palliative care; and

(j) 
Treatment of pain in pediatric patients.

(3) 
General Topics, Research, and Ethics

(a)
Epidemiology of pain;

(b) 
Gender issues in pain;

(c) 
Placebo response;

(d) 
Multidisciplinary pain medicine;

(e) 
Organization and management of a pain center;

(f) 
Continuing Quality Improvement, Utilization Review and Program Evaluation;

(g) 
Patient and provider safety.

(h) 
Designing, reporting, and interpreting clinical trials of treatment for pain;

(i) 
Ethical standards in pain management and research; and,

(j)
Animal models of pain, ethics of animal experimentation.

(4) Interventional Pain Treatment

(a)
Airway management skills;

(b)
sedation/analgesia;

(c)
Fluoroscopic imaging and radiation safety;

(d) 
Pharmacology of local anesthetics and other injectable medications, including radiographic contrast agents and steroid preparations. This must include treatment of local anesthetic systemic toxicity;

(e)
Trigger point injections;

(f) 
Peripheral and cranial nerve blocks and ablation;

(g)
Spinal injections including epidural injections: interlaminar, transforaminal, nerve root sheath injections, and zygapophysial joint injections;

(h)
Discography and intradisca l/ Percutaneous disc treatments;

(i) 
Joint and bursa injections, including sacroiliac, hip, knee and shoulder joint injections;

(j) 
Sympathetic ganglion blocks;

(k)
Epidural and intrathecal medication management;

(l)
Spinal cord stimulation; and intrathecal drug administration systems.
In addition the fellows are expected by the end of their training and through the different rotations to learn the use and interpretation of the following modalities:

I. 
Chest radiographs

II. 
Computerized tomography (C.T.)

III. 
Magnetic Resonance Imaging (MRI)

IV. 
Electromyograms (EMG)

V. 
Spinal Drug delivery systems (interrogation, Refill and programming)

VI. 
Spinal Cord Stimulators programming and trouble shooting

Goals & Objectives of Pain fellowship

Pain Clinic, Interventional Procedures and Acute Pain

Fellows are exposed to a wide variety of chronic pain patients. Fellows supervise residents and medical students on their Pain rotation. While on the rotation, fellows are supervised by UTMB Pain management faculty. The goal of the Pain Medicine fellowship is to provide experience and training in acute and chronic pain management. The approach to successful pain management is a team approach with resident and faculty anesthesiologists working together with other physicians, psychologists and support staff to provide relief from acute postoperative, acute post traumatic, chronic non malignant and chronic malignant (cancer) pain. 

Patient care
Fellows must be able to provide patient care that is compassionate, appropriate, and effective for the treatment of different pain conditions. Fellows must be able to:

· Complete a thorough and concise evaluation of new patients in a timely manner 
· Present each patient to the faculty in an organized manner and develop a pain management plan based on available evidence, sound judgment and patient preferences.
· Use available information technology, such as computerized laboratory reporting, to obtain pertinent information.

· Identify and prioritize pain diagnoses and co-morbid medical concerns.

· Identify the need for further investigations or medical optimization prior to formulating a treatment plan.

· Explain treatment options and plan to the patient and family members and answers questions in a clear and respectful manner.

· Verbally present a clear and concise evaluation and management plan to supervising faculty.

· Identify the need for and prescribe appropriate medication.

· Perform a pre procedure evaluation on the patient, according to standards of care.

· Properly document all diagnostic and therapeutic procedures performed for the patient.
· Discuss the scheduled treatment with the patient, obtain informed consent, and answer the patient’s questions.

· Adequately prepare the treatment setting, including machine and equipment checks and availability of emergency/resuscitative drugs.

· Perform procedures on awake or sedated patients in a manner that addresses patient comfort without compromising patient safety.

· Effectively implement the treatment plan, while demonstrating the ability to adapt to changing clinical conditions.

· Demonstrate proficiency in clinical/technical skills, including the safe utilization and direction of fluoroscopy.

· Demonstrate an understanding of the risks, benefits, and indications for interventional modalities

· Demonstrate an understanding of common problems occurring after invasive pain treatments, and demonstrate knowledge of appropriate management options.

· Demonstrate an understanding of clinical criteria for discharge after invasive pain treatments.

· Evaluate chronic pain consultations in a timely manner and discuss evaluation and treatment options with supervising faculty.

· Evaluate acute pain consultations in a timely manner and discuss evaluation and treatment options with supervising faculty
· Follow up on all consultations as indicated.

· Learn indications for consultation with multidisciplinary specialties, such as neurosurgery, orthopedics, neurology, psychiatry, psychology, rehabilitation medicine and social services, in the management and treatment of acute and chronic pain.

· Coordinate and supervise residents in the management of patients on the acute/ consult service.

· Manage with the supervision of faculty, the Texas Department of Criminal Justice (TDCJ) outpatient Pain Clinic. 

Knowledge

Fellows are expected to:

· Learn the anatomy, physiology, and psychology of pain and pain perception.

· Learn the advantages of and indications for postoperative pain management.

· Learn the advantages of and indications for post traumatic pain management.

· Learn current pain management techniques, including the physiology, pharmacology, modes of delivery, indications, limitations, and contraindications of oral, intramuscular, neuraxial and intravenous opioid and non-opioid analgesics, and patient controlled analgesia. 

· Learn the advantages of, indications for and potential complications of regional anesthesia.

· Learn techniques, assessment, risks, benefits, complications, and contraindications to bolus and continuous infusion of intrathecal and epidural opioids and understand the signs, symptoms, and treatment of overdose of intrathecal and epidural opioids.

· Learn the importance of available adjuvants for acute and chronic pain management, including antidepressants, anticonvulsants, hypnotic agents, anxiolytic agents and local anesthetics.

· Gain skill in the performance of diagnostic and therapeutic peripheral and central nerve blocks. 

· Learn techniques, indications, risks, benefits, and complications of sympathetic nerve blocks.

· Learn techniques, indications, risks, benefits, and complications of advanced interventional pain procedures including spinal cord stimulation and totally implanted drug delivery systems.

· Learn special considerations in the management of chronic malignant pain.

Practice-Based Learning and Improvements

Fellowship training is an apprenticeship and the practice of medicine should be a continuous learning experience. To enhance learning, fellows are expected to:

· Critically evaluate his/her performance in an objective fashion.

· Use clinical experience to identify practice features that can be improved.

· Modify practice based on experience.

· Justify clinical choices scientifically.

· Read regularly and assimilate new knowledge into patient care.

· Locate and appraise scientific studies to guide patient care.

· Facilitate learning of medical students and residents.

Interpersonal and Communication Skills

Patient care requires effective communication skills. Fellows are expected to:

· Be respectful and establish a therapeutic and ethically sound rapport with the patient and/ or the patient’s family.

· Be sensitive to the patient’s needs and anxiety and appropriately inform the patient of the treatment risks, benefits, and choices in a manner the patient can understand. 

· Effectively communicate with all members of the pain medicine team and support staff.

· Provide a clear, concise and legible medical record.

· Keep faculty informed of changes in patient status and treatment outcomes.

Professionalism

Patient care is most effectively practiced in a professional atmosphere. Pain Medicine fellows can help to maintain an atmosphere of professionalism if he/she:

· Consistently demonstrates compassion for patients and patient’s family.

· Places patient’s needs above one’s own.

· Consistently demonstrates respect for the medical profession through his/her behavior characterized by dependability, respect for colleagues, dignity, and maintaining proper decorum in the work place.

· Demonstrates appropriate commitment to a career in medicine and to life-long learning.

· Demonstrates accountability for their actions to the patient, profession and society.

· Demonstrates commitment to ethical principles and patient confidentiality.

System-Based Practice

Fellows are expected to:

· Demonstrates knowledge of how their actions impact future care to a given patient.

· Demonstrates knowledge and concern for cost-effective patient care.

· Demonstrates awareness and responsiveness to the larger context of health care.

· Effectively uses a systematic approach to reduce errors.

FELLOW ROTATION  SCHEDULE

	Rotation
	Time
	Rotation Director
	Location

	Radiology
	Thursday 9-12
	Dr G Chaljub

409-772-2230
	Radiology Reading room

	PM&R
	One day a week January/ February
	Dr M Fukshansky

866-713-4579
	250 Blossom Suite 285, Webster, Tx 77598

	Neurology
	Friday12-4
	Dr R Smith

281-993-3990
	Friendswood clinic

	Cancer Clinicc
	Tuesday 9-12
	Dr D Wilkes

832-646-2126
	Cancer Clinic

	Palliative care
	Tuesday 12-4
	Dr L Grumbles

409-682-3863
	Cancer clinic

	Psychology
	Monday 9-12
	Dr J Baker

281-993-3990
	Friendswood clinic

	MD Anderson
	March/April
	Dr L Driver

713-745-7246
	Houston

	Regional Anesthesia
	May/June
	Dr D Solanki

409-772-1221
	UTMB

	Psychiatry
	One half day a week Jan/Feb
	Dr W Meyer

(409) 747-9667
	UTMB


PSYCHIATRY/PSYCHOLOGY
The fellows will rotate with pain psychologist for one half day for 12 weeks. This will be conducted at the chronic outpatient clinic. The fellows will also rotate with psychiatry faculty in both as an inpatient and outpatient setting. Some of this care will extend to the pediatric population. 

The fellow must do the following:

· Complete psychiatric history with special attention to psychiatric and pain co-morbidities.

· Must conduct a complete mental status examination on a minimum of 15 patients, and must demonstrate this ability in five patients to a faculty observer.

· The Fellow will be provided educational experience in frequent psychiatric and pain co-morbidities, which include substance-related, mood, anxiety, somatoform, factitious, and personality disorders.

· The fellow will also be provided the educational experience in the effects of pain medications on mental status.

· The fellow must develop an understanding of the principles and techniques of the psychosocial therapies, with special attention to supportive and cognitive behavioral therapies, sufficient to explain to a patient and make a referral when indicated.

Patient Care
Fellows must be able to 

· Demonstrate ability to obtain an accurate psychosocial and medical history.

· Use information technology to obtain pertinent information.

· Explain treatment options to patients and their families  and answer their queries in a respectful manner

· Implement a treatment plan that can be communicated to the faculty 

· Develop a clinical assessment and differential diagnosis and be able to communicate this to the supervising faculty. 

· Appropriate follow up of patients
Medical knowledge
· Fellow must attend and participate in lectures, case conferences, journal club meetings and any other didactics 

· Must interact with other residents and faculty to show evidence of some outside reading

· Demonstrate a comprehensive approach in the treatment of patients with neurological disorders

Practice–based learning and improvement
· Fellow must identify learning and improvement goals

· Locate and assimilate evidence from scientific studies

· Improve patient care based on constant self- evaluation and life-long learning

· Use information technology appropriately to optimize learning

· Educate patients, families, residents when appropriate

Methods

· Critically review and discuss current publications during their journal club and monthly lecture presentation

· Use appropriate information technology such as medical databases, journals and review articles

· Monthly evaluations of their lectures and journal club presentations as well as monthly evaluations submitted by their peers, faculty and clinic staff

Interpersonal and Communication skills

· Communicate effectively with patients and families

· Communicate effectively with physicians, other health professionals and health care agencies

· Work effectively as a part of a team

Professionalism
Fellow must demonstrate a commitment to carrying out professional responsibilities and an adherence to ethical principles. Fellows are expected to demonstrate:
· Demonstrate integrity, compassion and respect for others.

· Demonstrate responsiveness to patients, society and the medical profession.

· Demonstrate a commitment to ethical principles pertaining to patient care; as well as business practices.

· Demonstrate sensitivity and responsiveness to patients’ culture, age, gender, and disabilities.

· Demonstrate a commitment to excellence and continuing professional development.

Systems-based Practice

· Work effectively in various health care delivery settings and systems

· To understand health care organizational structure

· Incorporate considerations of cost awareness and risk-benefit analysis in patient care

· Advocate for quality patient care and optimal patient care systems

· Participate in identifying systems errors and in implementing potential systems solutions

· Practice and advocate cost-effective health care and resource allocation that does not compromise quality of care.

· To network efficiently with other members of the health care delivery team to improve health care and health care system performance.

Objectives for Anesthesiology Pain Fellow in Psychology Clinic

Overall Objectives

· To become familiar with psychological assessment interviews for a wide variety of patients with chronic medical conditions.

· To become familiar with objective psychological assessment instruments used to evaluate patients with chronic medical conditions.

· To be familiar with psychosocial evaluations of patients with chronic medical conditions.

Activities
· To observe and/or conduct 15 evaluations with a focus on psychosocial issues.

· To attend at least 2 different seminars on psychological treatment and assessment of patients with chronic pain.

· Review and read assigned readings regarding psychological assessment and chronic pain.

Competencies
· Able to conduct a psychosocial evaluation of a patient that highlights qualify of life and adjustment issues.

· Able to identify psychological assessment instruments and to identify abnormal patterns of response on the MMPI-2, Coping Resources, Type D Behavior Patterns, and Beck Depression Inventory.

· Able to appropriately refer patients with a major psychological overlay to identified resources.  

NEUROLOGY
The fellow will rotate through the Neurology department.
· The fellow should be able to get a neurological history, performed a detailed neurological examination to include a mental status, cranial nerves, motor, sensory , cerebellum and gait in fifteen patients

· The faculty should verify this experience in a minimum of five observed patients

· Fellows should be knowledgeable of the indications and interpretations of electro-diagnostic studies

In order to achieve these goals, the fellow will attend the neurology outpatient clinic for one half day each week for 12 weeks. The first 2 weeks, the fellow will work with neurology resident performing new patient evaluations. The next 10 weeks the fellow will perform the evaluation on new patients and present to the faculty. If possible, the patients should be rescheduled for follow-ups with the same fellow. The faculty should observe the exam in at least five of the cases. 

Medical knowledge
· Fellow must attend and participate in lectures, case conferences, journal club meetings and any other didactics 

· Must interact with other residents and faculty to show evidence of some outside reading

· Demonstrate a comprehensive approach in the treatment of patients with neurological disorders

Patient Care

· Demonstrate accurate, complete and relevant history taking

· Demonstrate accurate and complete physical examination skills

· Demonstrate ability to make a differential diagnosis, outline a plan for management and treatment

· Use information technology to obtain pertinent information

· Explain treatment options and plan to patients and family members

· Explain treatment plan to patients and family members in a  respectful manner

· Present the treatment plan to the supervising faculty

· Follow up on patients at appropriate times

Practice–based learning and improvement
· Fellow must identify learning and improvement goals

· Locate and assimilate evidence from scientific studies

· Improve patient care based on constant self- evaluation and life-long learning

· Use information technology appropriately to optimize learning

· Educate patients, families, residents when appropriate

Methods

· Critically review and discuss current publications during their journal club and monthly lecture presentation

· Use appropriate information technology such as medical databases, journals and review articles

· Monthly evaluations of their lectures and journal club presentations as well as monthly evaluations submitted by their peers, faculty and clinic staff

Interpersonal and Communication skills

· Communicate effectively with patients and families

· Communicate effectively with physicians, other health professionals and health care agencies

· Work effectively as a part of a team

Professionalism
Fellow must demonstrate a commitment to carrying out professional responsibilities and an adherence to ethical principles. Fellows are expected to demonstrate

· Demonstrate integrity, compassion and respect for others.

· Demonstrate responsiveness to patients, society and the medical profession.

· Demonstrate a commitment to ethical principles pertaining to patient care; as well as business practices.

· Demonstrate sensitivity and responsiveness to patients’ culture, age, gender, and disabilities.

· Demonstrate a commitment to excellence and continuing professional development.

Systems-based Practice

· Work effectively in various health care delivery settings and systems

· To understand health care organizational structure

· Incorporate considerations of cost awareness and risk-benefit analysis in patient care

· Advocate for quality patient care and optimal patient care systems

· Participate in identifying systems errors and in implementing potential systems solutions

· Practice and advocate cost-effective health care and resource allocation that does not compromise quality of care.

· To network efficiently with other members of the health care delivery team to improve health care and health care system performance.

PHYSICAL MEDICINE AND REHABILITATION
The fellow will attend a general Physical medicine and rehabilitation outpatient clinic for one day each week for 8 weeks. By the end of their rotation the fellows should be able to demonstrate competency in:

· Performance of a comprehensive musculoskeletal and appropriate neuromuscular history and examination with emphasis on both structure and function as it applies to diagnosing acute and chronic pain problems on a minimum of fifteen patients

· Developing rehabilitation programs for their patients on a minimum of five patients. This should include assessments of static and dynamic flexibility, strength, coordination and agility for peripheral joint, spinal, and soft tissue pain conditions.

· Fellows should gain an understanding of the natural history of various musculoskeletal pain disorders and be able to appropriately integrate therapeutic modalities and surgical intervention in the treatment algorithm.

· Fellows should have an understanding of the indicators and interpretation of electro diagnostic studies. Fellows must gain significant hands-on experience in the, and demonstrate proficiency in the clinical evaluation and rehabilitation plan development.

Medical knowledge
· Fellow must attend and participate in lectures, case conferences, journal club meetings and any other didactics 

· Must interact with other residents and faculty to show evidence of some outside reading

· Demonstrate a comprehensive approach in the treatment of patients with neurological disorders

Patient Care

· Demonstrate accurate, complete and relevant history taking

· Demonstrate accurate and complete physical examination skills

· Demonstrate ability to make a differential diagnosis, outline a plan for management and treatment

· Use information technology to obtain pertinent information

· Explain treatment options and plan to patients and family members

· Explain treatment plan to patients and family members in a  respectful manner

· Present the treatment plan to the supervising faculty

· Follow up on patients at appropriate times

Practice –based learning and improvement:

· Fellow must identify learning and improvement goals

· Locate and assimilate evidence from scientific studies

· Improve patient care based on constant self- evaluation and life-long learning

· Use information technology appropriately to optimize learning

· Educate patients, families, residents when appropriate

Methods

· Critically review and discuss current publications during their journal club and monthly lecture presentation

· Use appropriate information technology such as medical databases, journals and review articles

· Monthly evaluations of their lectures and journal club presentations as well as monthly evaluations submitted by their peers, faculty and clinic staff

Interpersonal and Communication skills

· Communicate effectively with patients and families

· Communicate effectively with physicians, other health professionals and health care agencies

· Work effectively as a part of a team

Professionalism
Fellow must demonstrate a commitment to carrying out professional responsibilities and an adherence to ethical principles.  Fellows are expected to demonstrate

· Demonstrate integrity, compassion and respect for others.

· Demonstrate responsiveness to patients, society and the medical profession.

· Demonstrate a commitment to ethical principles pertaining to patient care; as well as business practices.

· Demonstrate sensitivity and responsiveness to patients’ culture, age, gender, and disabilities.

· Demonstrate a commitment to excellence and continuing professional development.

Systems-based Practice

· Work effectively in various health care delivery settings and systems

· To understand health care organizational structure

· Incorporate considerations of cost awareness and risk-benefit analysis in patient care

· Advocate for quality patient care and optimal patient care systems

· Participate in identifying systems errors and in implementing potential systems solutions

· Practice and advocate cost-effective health care and resource allocation that does not compromise quality of care.

· To network efficiently with other members of the health care delivery team to improve health care and health care system performance.

ANESTHESIOLOGY
The pain fellow will have the chance to rotate through the general anesthesiology discipline if his primary field is not in Anesthesiology. To achieve these goals, the fellow will be assigned to the operating room anesthesiology team for one day each week for 8 weeks. By the end of their rotation the fellows should be able to demonstrate competency in:

· Obtaining intravenous access in a minimum of 15 patients;

· Basic airway management, including a minimum of mask ventilation in 15 patients and endotracheal intubations in 15 patients;

· Provider course in basic life support and advanced cardiac life support;

· Management of sedation, including direct administration of sedation to a minimum of 15 patients

· Administration of neuraxial analgesia, including placement of a minimum of 15 thoracic or lumbar epidural injections using an interlaminar technique.

Patient Care
Fellows are expected to:

· Perform a thorough history and physical exam, chart review, and pertinent lab results on all patients prior to induction of anesthesia 

· Develop and anesthetic care plan and present this plan clearly and concisely to faculty the day before the scheduled case 

· Set up the assigned operating room, perform a machine check and assure all necessary equipment is available each morning before lecture 

· Be vigilant and aware of changes in homeostasis throughout the perioperative period including PACU and ICU course and make appropriate diagnostic and therapeutic decisions 

· To perform procedures using universal precautions and proper technique while maintaining a safe and organized workspace 

· Fully explain the risks and benefits of general anesthesia and monitored anesthesia care to all patients in terms that patients can understand 

· Be sensitive to patient anxiety and fear and establish a therapeutic relationship with patients. 

 
Knowledge
Fellows are expected to:

· Be resourceful and explain mechanisms and significance of co-existing disease 

· Understand and use the difficult airway algorithm to maintain control of the airway. 

· Actively participate in morning conferences, PBLDs and Journal Clubs. 

· Develop an anesthetic care plan that considers the patient’s coexisting diseases and surgical conditions 

· Understand the anesthetic machine and be able to troubleshoot problems as they occur. 

· Understand the pharmacology of muscle relaxants, induction agents and volatile anesthetics. 

· Recognize the limitations and indication of various monitored anesthetic care techniques 

· Understand the line isolation monitor, operating room electrical power supply, and causes of macro- and micro-shock. 

· Understand the common types of anesthesia breathing systems including the advantages and disadvantages or each. 

· Discuss the mechanisms of heat loss during general anesthesia. 

· Understand and be able to select monitors for necessary for each surgical patient. 

· Understand the autonomic nervous system and how it related to various anesthetic agents. 

 

Practice-Based Learning and Improvements
Fellows are expected to:

· Critically evaluate his/her performance in an objective fashion 

· Use clinical experience to identify practice features that can be improved 

· Modify practice based on experience 

· Justify clinical choices scientifically 

· Read regularly and assimilate new knowledge into patient care 

· Locate and appraise scientific studies to guide patient care. 

· Facilitate learning of medical students, junior residents, and off-service residents 

 

Interpersonal and Communication Skills
Patient care requires effective communication skills.  Fellows are expected to:

· Be respectful and establish a therapeutic and ethically sound rapport with the patient and/or the patient’s family 

· Be sensitive to the patient’s needs and anxiety and appropriately inform the patient of anesthetic risks, benefits, and choices in a manner the patient can understand. 

· Effectively communicate with all members of the perioperative team 

· Provide a clear, concise, and legible medical record 

· Keep faculty informed of changes in patient status 

 

Professionalism

Patient care is most effectively practiced in a professional atmosphere.

The fellow must show

· Consistently demonstrates compassion for patients and patients’ family 

· Places patient’s needs above one’s own 

· Consistently demonstrates respect for the medical profession through his or her behavior characterized by dependability, respect for colleagues, dignity, and maintaining proper decorum in the work place. 

· Demonstrates appropriate commitment to a career in medicine and to life-long learning. 

· Demonstrates accountability for their actions to the patient, profession and society. 

· Demonstrates commitment to ethical principles and patient confidentiality 

 

System-Based Practice
Fellows are expected to:

· Demonstrate knowledge of how their actions impact future care to a given patient. 

· Demonstrate knowledge and concern for cost-effective patient care 

· Demonstrate awareness and responsiveness to the larger context of health care 

· Effectively use a systematic approach to reduce errors 

REGIONAL ANESTHESIA

The fellow gains experience in regional anesthesia by having a longitudinal rotation for one half day a week for 8 weeks. The fellow will work along with anesthesia residents under the supervision of block faculty.
 
Learning Objectives
Patient Care
Fellows are expected to:

· Preoperative evaluation for the block 

· Discuss the purpose and the procedure for the block for the patient 

· Discuss the potential risks and benefits of the desired block 

· Determine appropriate sedation for the block 

 

At the end of the rotation the fellow should be able to:

· Properly explain to the patients the advantages of the various blocks

· Discuss the potential risks associated with various regional anesthetic techniques

· Document those on the preoperative evaluation form

· Determine the utility of each block

· Perform various peripheral nerve blocks with the use of appropriate landmarks

· Properly document the procedure on the block form

· Learn to place the perineural catheters for postoperative pain control

· Mange the perineural catheters and place appropriate orders for them in the medical record

· Manage the patient with incomplete or failed blocks

· Gain expertise in the use of ultrasound to perform the blocks (In future)

 

Knowledge
At the end of the rotation in regional anesthesia the fellow is expected to:

· Discuss the anatomy for various blocks 

· Discuss the indications for those blocks 

· Discuss the risks and limitations of those blocks 

· Discuss various approaches for the blocks and complications associated with them 

· Discuss the pharmacology of the local anesthetic agents and adjuvants. 

· Discuss the mechanism of action and toxic reactions for those drugs 

· Learn to identify the complications early and treat them appropriately 

· Discuss the management of the potential complications 

· Understand the principle of the use of various nerve stimulators 

· Learn about the various insulated needles used for the blocks 

· Learn about the stimulating catheters 

· Learn the principles of ultrasound (In future) and its application for the regional anesthesia techniques 

 

Practice Based Learning and Improvements

· The fellow must have critical thinking skills and must be able to learn from experiences.  They must know how to look for the information and how to assimilate it.  They also should be able to further their education and improve the patient care by applying this knowledge.  The knowledge and experience in regional anesthesia should make them competent to offer alternative anesthetic and analgesic techniques for the critically ill patients.

 

Communications and Interpersonal Skills
Fellows are expected to:

· Be respectful and attentive to the patient 

· Develop bedside manners which improve patient confidence. 

· Reduce patient anxiety prior to performing the block 

· Communicate with all the parties concerned 

 

Professionalism
Fellows are expected to:

· Be courteous to all in the operating room 

· Be mindful of the family and their apprehension 

· Attend promptly to any identified problems 

· Be accessible and available 

· Be truthful 

· Willing to acknowledge learn from the errors 

· Accept criticisms constructively 

· Be punctual and ready 

 

System Based Practice
Fellows are expected to:

· Use appropriate resources in a cost effective manner 

· Consult the faculty or other services when the needed 

· Use systematic approach to reduce the errors 

· Do not compromise on patient care 

RADIOLOGY
The fellows will rotate in the Radiology department for one half day for a minimum of 12 weeks. The rotation will comprise of assessment and evaluation of patients, radiological studies and patient workup. MRIs of the spine, joints and brain will be reviewed. Attempts will be made to review workup of current Pain Clinic patients but sessions will not be limited to patients with pain or current clinic patients. Other related radiological results will be reviewed and correlated.

· The fellow will learn the indications and contraindications to MRI and other radiological procedures.

· The fellow will gain basic proficiency in interpreting MRI’s.

· The fellow will learn to correlate physical findings with radiological results.

· The fellow will learn the different types of MRI studies.

· The fellow will obtain an understanding of the use of contrast, with indications and potential side effects.

In addition, to this the fellow will be reading and interpreting radiological films with the pain faculty throughout the fellowship. 

Goals and Objectives for the Neuroradiology rotation
· The goal of the neuroradiology rotation is to provide experience and training in radiologic assessments of patients. The emphasis will be on patients with pain. This rotation will provide the resident with education on the indications for radiologic studies. The resident will review MRI and CT of the spine, brain and other indicated areas.

Learning Objective
Patient Care
· The resident is expected to review MRI, CT and other radiologic studies with the supervising faculty.
· Resident will provide information on patients previously evaluated in the outpatient pain clinic or inpatient consult service, for radiologic review.
Knowledge

· Learn the indications for radiologic studies.
· Learn the indications for the use of contrast agents, their complications and the management of contrast reactions.
· Learn the role of radiologic studies in the diagnostic workup of a patient complaining of pain. 

Practice-Based Learning and Improvement
· Critically evaluate his/her diagnostic skills in an objective manner.
· Modify practice based on experience.
· Justify clinical choices scientifically.
Interpersonal and Communication Skills.
· Effectively communicates with the supervising faculty and the pain team.
· Functions effectively as a member of the neuroradiology team.
Professionalism

· Demonstrates respect for patient confidentiality.
· Maintains proper decorum.
System-Based Practice
· Demonstrates knowledge and concern for cost-effective patient care.
· Effectively uses a systematic approach to reduce errors.
MD ANDERSON CANCER CENTER
DEPARTMENT OF PAIN

Overview

The approach to successful pain management is a team approach with residents and faculty anesthesiologists working together to provide patients with relief of pain.

Learning Objectives 

· To learn the anatomy, physiology, and psychology of pain and pain perception

· To learn the advantages of and indications for postoperative pain management

· To learn current pain management techniques, including the physiology, pharmacology, modes of delivery, indications, limitations, and contraindication of oral, intramuscular, and intravenous narcotic and non-narcotic analgesics, and patient-controlled analgesia

· To learn technique, assessment, risks, benefits, complications, and contraindications to bolus and continuous infusion of intrathecal and epidural narcotics and the signs and symptoms of overdose and side effects, including treatment

· To learn importance of available adjuvants for postoperative pain management, including antidepressant therapy, hypnotic agents, and anxiolytic therapy

· To learn indications for consultation of multidisciplinary specialties, such as Neurosurgery, orthopedics, neurology, psychiatry, rehabilitation medicine, and social services, in the management and treatment of chronic pain

· To learn to perform diagnostic and therapeutic peripheral and central nerve blocks, including trigger point injection

· To learn techniques, indications, risks, benefits, and complications of sympathetic nervous system blockade, including special considerations of sympathetically maintained pain

· To learn special considerations in the management of malignant pain

Description of Activities:

Activities at the M.D. Anderson Cancer Center will be under the direct supervision of the faculty member to whom the resident is assigned. This rotation provides concentrated exposure to the management of cancer related (malignant) pain in the outpatient and inpatient settings.

Goals and Objectives for MD Anderson Cancer Center rotation

· Rotation Goal: The goal of the MD Anderson Cancer Center rotation is to provide experience and training in acute and chronic cancer pain management. The approach to successful pain management is a team approach with the resident and faculty working together with other physicians, psychologists and support staff to provide relief from acute postoperative, acute post traumatic, chronic non malignant and chronic malignant (cancer) pain. This rotation will provide the resident with concentrated focus on the evaluation and care of patients with malignant pain. 
Patient Care
· Residents are expected to : perform complete and accurate medical interviews, physical examinations and review of other data on cancer patients in the outpatient clinic and in-hospital consultations; present each patient to the faculty in an organized manner and develop a pain management plan based on available evidence, sound judgment and patient preferences; provide appropriate follow-up to all patients scheduled for procedures and all in-patient consultations; learn indications for consultation with multidisciplinary specialties, such as neurosurgery, orthopedics, neurology, psychiatry, psychology, rehabilitation medicine and social services, in the management and treatment of acute an chronic cancer pain; perform diagnostic and therapeutic procedures for cancer pain management; properly document all diagnostic and therapeutic procedure performed for the patient.
Knowledge.

· Residents are expected to: learn the anatomy, physiology and psychology of cancer pain and pain perception; learn the advantages of and indications for postoperative pain management; learn current cancer pain management techniques, including the physiology, pharmacology, modes of delivery, indications, limitations, and contraindications of oral, intramuscular, neuraxial and intravenous opioid and non-opioid analgesics, and patient controlled analgesia; learn the advantages of, indications for and potential complications of regional anesthesia; learn techniques, assessment, risks, benefits, complications, and contraindications to bolus and continuous infusion of intrathecal and epidural opioids and understand the signs, symptoms, and treatment of overdose of intrathecal and epidural opioids; learn the importance of available adjuvants for acute and chronic pain management, including antidepressants, anticonvulsants, hypnotic agents, anxiolytic agents and local anesthetics; gain skill in the performance of diagnostic and therapeutic peripheral and central nerve blocks; learn techniques, indications, risks, benefits, and complications of sympathetic nerve blocks; learn techniques, indications, risks, benefits, and complications of advanced interventional cancer pain procedures including spinal cord stimulation and totally implanted drug delivery systems; learn special considerations in the management of chronic malignant pain.
Practice-Based Learning and Improvements.
· Fellowship training is an apprenticeship and the practice of medicine is a continuous learning experience. To enhance learning, the residents are expected to: critically evaluate his/her performance in an objective fashion; use clinical experience to identify practice features that can be improved; modify practice based on experience; justify clinical choices scientifically; read regularly and assimilate new knowledge into patient care; locate and appraise scientific studies to guide patient care; facilitate learning of medical students and residents.
Interpersonal and Communication Skills.
· Patient care requires effective communication skills. Residents are expected to: be respectful and establish a therapeutic and ethically sound rapport with the patient and/or patient's family; be sensitive to the patient's needs and anxiety and appropriately inform the patient of the treatment risks, benefits, and choices in a manner the patient can understand; effectively communicate with all members of the pain medicine team and support staff; provide a clear, concise and legible medical record; keep faculty informed of changes in patient status and treatment outcomes.
Professionalism.
· Patient care is most effectively practiced in a professional atmosphere. Pain residents can help to maintain an atmosphere of professionalism if he/she: consistently demonstrates compassion for patients and patient's family; places patients’ needs above one's own; consistently demonstrates respect for the medical profession through his/ her behavior characterized by dependability, respect for colleagues, dignity, and maintaining proper decorum in the work place; demonstrates appropriate commitment to a career in medicine and to life-long learning; demonstrates accountability for their actions to the patient, profession and society; demonstrates commitment to ethical principles and patient confidentiality.
System-Based Practice
· Residents are expected to: demonstrate knowledge of how their actions impact future care to a given patient; demonstrates knowledge and concern for cost-effective patient care; demonstrates awareness and responsiveness to the larger context of health care; effectively uses a systematic approach to reduce errors. 
FELLOW RESPONSIBILITIES

· Pick up Pain Portfolio and your reading material from Onette Wiley prior to your start of your fellowship.

· The clinic is at 807 S. Friendswood Drive, Suite 5, Friendswood, Texas 77546.  Please come to the clinic at 8 am everyday.  We have didactics everyday between 8-9 am.  Attendance is mandatory.

· All new patients will need a detailed history and physical exam (patient needs to be in gowns) and all patients have to be examined.

· Patients are seen in the clinic from 9 am to 5 pm.

· If there are patient charts to review, please arrive earlier by 7:30 am.

· Fellows will assign residents follow-up patients an see the new patients themselves and be available to answer the questions that residents may have.

· Please do not wear scrubs to the clinic unless you are coming directly from the hospital.

· Be courteous to the clinic staff.

· Please be present for anesthesia M&M grand rounds every alternate Wednesdays.  This includes all residents and fellows.  Your presence will be documented

· Please attend combined Pain/Neuroscience conference every third Friday of the month.

· Attendance is mandatory.  80 % attendance is required for successful completion of your fellowship.

· The residents and fellows are required to submit a copy of your lectures with slides and references to fellowship director’s office and in your individual portfolios

· One fellow will be at UTMB daily for pain procedures and acute pain.  If there are no procedures, then inpatients will still need to be seen.  Please check the schedule daily.  You may be expected to help with the clinic if there are no procedures

· The resident assigned to procedures will round on all inpatients with the fellow prior to start of the procedures at 7:15 am.  Read about the procedures ahead of time. If not, you may be not allowed to do the procedure.  Please familiarize yourself with MRI of patients and have some knowledge of their medical problems.  After the procedures are completed, the resident, fellow and faculty will round on all patients.  These include patients with neuraxial and peripheral catheters.  Make sure you have talked to the resident at the end of the day of any potential problems.  The resident and the SR should know which fellow to contact after hours.  The fellow who is doing procedures should ideally take call as well since he/she will be the most familiar with inpatients.  The fellow may page the faculty on call if there is a problem. If you are on call, please answer your pages/cell phones promptly.
· You will take call during the weekend.  You should not have more than one weekend on call.  You will also serve as a back-up on one additional weekend for the residents.  Make sure the residents know how to contact you.  You are expected to round on patients on the days you are on call. The fellows make the call schedule.  Please make your schedule and submit to Ann Wooldridge two weeks proceeding the following month. 

· There will be some core lectures in the clinic for residents in the morning. These are based on key words.  Other formats may be case based discussions and journal club.  In addition there will be specialized lectures for the fellows.  Most lectures will be at the clinic but some will be at UTMB.  Attendance is mandatory.  You should be excused from the clinic to attend a lecture.  You will present either two lectures a month or a journal club and a lecture.  These are a part of your educational process and evaluations.  So please make sure your lectures are given.  There are also combined pain and Neuroscience lectures which you may need to present two times in a year.  This is for a larger audience and generally requires fair amount of preparation. 

· You will have a test given by a faculty twice in a year.  The test will be based on review questions for the pain boards.  These will not be used to evaluate you objectively but will be useful in assessing your progress during your fellowship year.

· Your evaluation will be based on your daily performance, attendance at lectures, and your individual lectures, group discussions and journal clubs. If the lecture cannot be given on the scheduled day, then please present it as soon as you can. This is your responsibility. The faculty cannot keep checking if the lecture was given. At the end of the month however, I will be informed if the lecture was not given for that month. 

· You will rotate at M.D. Anderson for a month. You will be representing UTMB during this month.  Please maintain a high degree of professionalism during the rotation. 

· An additional month will be devoted to all outside rotations. Please ensure these are completed.  Look at the goals and objectives of each rotation (in your portfolio) and ensure that you have met them.  Your evaluations will be completed by the faculty from these rotations. 

· Reading through out the fellowship is the only way you will benefit the most from the fellowship.  We encourage you to participate in research projects and presentations at annual conferences. 

· TDC process: TDC clinic is every Friday. There are some patients who will be  seen directly  as well a separate telemedicine clinic. Please evaluate these patients as you see new patients in the clinic. If procedures are scheduled, then complete all paperwork and post cases for 2nd and 4th Wednesday (these days are allotted to TDC only). Do not take TDC paperwork to the clinic. The clinic nurses cannot help you with these patients. This process needs to be done at least two weeks prior to the procedure day. If the fellow is busy with OR procedures on a Friday and cannot see patients, then give appropriate instructions to residents to complete paperwork. Please take the paperwork from them the same day to have the patients posted. The patients should have an updated H&P and MRI on the chart. It is not acceptable not to know the MRI results just prior to procedure. In order to avoid delays, please look up results of MRI on all patients having the procedure the day before. Please make sure all the paperwork is with you and not in the clinic before starting cases for the day. You can generally post 6 TDC cases on Wednesdays. If there are more, check with the faculty for the day to schedule more patients. TDCJ is faxed their scheduling form to 409-747-6201. These are available in your office.  Each case log sheet should ONLY contain cases for 1 day of procedures. They have a tendency NOT to like multiple days cases on 1 sheet and arbitrarily choose which cases actually get SCHEDULED. TDCJ requests AT LEAST 7 days before the procedure to fax the log sheet for State Prisoners and 14 days for Federal.  UTMB is faxed the normal scheduling sheet for EACH procedure at 409-747-7323.  If there is any particular ORDER that you would like to do the cases on a particular day than that is indicated on the SCHEDULING page in the UPPER RIGHT hand corner. The procedure paperwork is completed during TDCJ Clinic and that paperwork is kept with the FELLOW and stored in a file folder to be posted

· You will be assigned to procedures and clinic on a weekly alternating basis. You will be responsible for making the daily assignment and call schedule for you and the residents. Please include your vacation schedule as well. As a courtesy, also make faculty aware by emails of upcoming vacations.

· All other cases are posted in the clinic by Maureen. She will need a completed H&P ( from epic), consent and the rest of the paperwork to post cases. You will be personally responsible for implantable cases, co-ordinating care between the patient, device Rep and surgeon. Please communicate with the faculty closely on all trials, permanent stimulators and pumps and kyphoplasty. 

· If you are done with cases in the OR or have cases posted later in the day, please check with the clinic to see if they need help. Professional courtesy is an integral part of your fellowship.  Please don’t disappear during the normal working hours. Always communicate with the procedure faculty about your whereabouts. 


· You are expected to make a post op follow up call to all patients that you have done procedures on within 24-48 hrs after the procedure. All telephone calls need to be recorded on EPIC as a telephone encounter and forwarded to the particular faculty.  

ACUTE PAIN SERVICE

Cognitive Objectives:  Fellows will be able to:

· Discuss the pathophysiology of pain.

· Discuss the pharmacology of local anesthetics, narcotics and other adjuvants.

· Discuss the advantages and disadvantages of modalities use in acute pain management such as IV-PCA, regional anesthesia techniques, peripheral nerve blocks and neuraxial blocks.

· Discuss the acute pain management especially in the trauma population, pediatric and geriatric patients.

Skill Objectives:  Fellows will be able to:

· Place neuraxial catheters and peripheral nerve blocks and catheters.

· Recognize and manage side effects and complications of these techniques.

· Conduct acute pain management rounds with residents.

· Perform adequate documentation.

· Operate and modify drug infusion rates.

CHRONIC PAIN MANAGEMENT

The goal of the chronic pain management rotation is to train fellows/residents to be a consultant in pain management who is able to coordinate care in conjunction with a multidisciplinary team in both the inpatient and outpatient settings.  The fellows will be exposed to various chronic pain syndromes diagnostic and therapeutic interventions during their rotations.

Cognitive Objectives: Fellows will be able to:

· Discuss the anatomy and physiology of the pain pathways.

· Discuss the epidemiology and sociology of pain.

· Discuss the pharmacology of non-steroidal ant-inflammatory agents, opioids, and non-opiate analgesics.

· Discuss the pharmacology of anti-convulsants, anti-psychotics and muscle relaxants used in pain management.

· Discuss the various pain and disability scores.

· Discuss the principles behind radiologic and other diagnostic testing.

· Discuss the role of nerve blocks and neuroablative procedures in the management of pain.

· Understand the principles of neuromodulation.

· Describe the role of behavioral, psychotherapeutic and other supportive treatment including rehabilitation.

· Understand the principles and techniques of cancer pain management. Discuss ethical issues of death and dying.

· Understand the principle of physical therapy, occupational therapy, and rehabilitation in chronic pain.

· Discuss pain management in children.

· Discuss ethical issues of pain research in humans and animals.

· Understand all organizational aspects of a pain management center.

· Discuss continuing improvements in quality, utilization review and program evaluation.

· Understand assessment of disability and procedures for rehabilitation.

Skill Objectives: Fellows will be skilled in performing:

· Epidural and subarachnoid injection or peripheral neurolysis.

· Peripheral nerve blocks

· Joint and bursal sac injections.

· Place and troubleshoot implanted epidural or intrathecal catheters and infusion pumps.

· Perform electrical stimulation techniques.

· Use behavioral modification techniques

· Perform sympathectomy radio frequency ablation and neuro ablative techniques

· Perform central neuroaugmentative procedures.

· Utilize modalities of therapy like physical, occupational, and other alternative therapies and complementary systems of medicine.

CONFERENCE ASSIGNMENTS

· Attendance of daily didactics when assigned to the Pain Clinic.

· Attendance of journal club and bi monthly Q/A conferences.

· Attendance of departmental pain grand rounds when available.

· Attendance of Pain/Neuroscience conference monthly every third Friday of the month

· Attendance of departmental M&M conferences twice a month on Wednesday

· Chapter  reviews

SUGGESTED READING

· John Bonica, Management of Pain, 2nd Edition

· Wall and Melzack’s textbook of Pain, 5th Edition

· Steven Waldman, Alon P Winnie, Interventional Pain Management

· Benzon, Raja, Molloy, Liu and Fishman, Essentials of Pain Medicine and Regional Anesthesia. 2nd Edition 

· Prithvi Raj, Practical Management of Pain

· Rihard B. Patt, Cancer Pain

SUGGESTED JOURNALS

· Regional Anesthesia and Pain Medicine

· Pain

· Pain Practice

· Journal of Pain and Symptom Management

· Clinical Journal of Pain

· Spine

FELLOW EVALUATIONS

The fellows will be evaluated monthly by each pain faculty. In addition to the global evaluations, there are rotation specific evaluations to discuss progress and feedback as pertinent to theses individual rotations. These evaluations will occur at the end of the six month period. The program director will perform a biannual evaluation to document the overall progress and performance of the fellow. Monthly evaluations, rotation specific evaluations, case presentations, research projects, multisource feedback will be discussed with the fellow. The procedure log entries will be reviewed at this time also. All issues will be addressed at this time. The fellow will also have an opportunity to voice concerns at this time. A letter will be generated by the program director for review and both the fellow and program director will sign this letter to be placed in the fellow’s file.  If the fellow feels that his/her concerns are not being appropriately addressed or an issue of unfairness is felt, he/she should contact Anesthesiology program director, Dr Lynn Knox or Associate Dean for GME, Dr Thomas Blackwell to address their issues. 

Performance Targets:

First three months

1. Adequate history and physical examination of a pain patient, especially the neurological examination.

2. Begin to develop a differential diagnosis in the assessment of pain patient.

3. Learn about commonly used drugs and their mechanisms of actions.

4. Learn the basics of fluoroscopic anatomy.

5. Learn about steroids and dyes used in interventional pain medicine.

6. Become proficient in beginner blocks such as ESI, facet blocks, SI joint blocks etc.

7. Assess patients on acute pain service including patients with neuraxial and peripheral nerve blocks. 

8. Be able to communicate with patients, clinic staff, faculty and colleagues.

9. Be able to perform daily assignments and respond appropriately to clinical instruction.

10. Be able to maintain comprehensive and timely records.

11. Be punctual to all your assignments including didactic learning sessions.

12. Anticipate problems and show a keen interest in learning.

13. Respond well to criticism.

14. Demonstrate compassion and integrity in relationships with patients and their families.

15. Adhere to principles of informed consent and confidentiality.

16. Adhere to personal integrity including unexcused absences and substance abuse.

Second three months

1. All of the above plus the following.

2. Use of differential diagnosis, plan and present to the faculty in a cohesive manner.

3. Become familiar with cervical spine anatomy.

4. Have a good knowledge about interventional procedures.

5. Develop good data acquisition skills.

6. Develop a good knowledge base in treatment of common pain disease states.

7. Assess patients in need of SCS and pumps and begin developing skills in the placement of these devices.

Third three months

1. All of the above plus the following

2. Begin to develop your own approach in the assessment and treatment of pain patient and explain that to your colleagues and faculty.

3. Be able to design outline treatment for complex cases.

4. Demonstrate excellent patient skills including educating and counseling them on their care.

5. Have more thorough knowledge and reasonable skill in doing interventional spine procedures.

6. Become familiar with reading MRI and applying that to treat patients.

7. Be well acquainted with all the outside rotations including neurology, palliative care, psychology and psychiatry and PM&R. 

8. Communicate well with the faculty from the other disciplines and integrate the multidisciplinary approach in your practice.

9. Exhibit skills of a pain management consultant.

Last four months

1. All of the above plus.

2. To be able to see patients and treat patients independently.

3. Have the knowledge base necessary and to be capable of taking pain board review.

4. To be able to perform most procedures especially more advanced procedures in a safe and effective manner.

5. To be able to assess and treat patients with acute pain and effectively communicate with the consulting physicians in a courteous and professional manner. 

6. Demonstrate comprehensive knowledge of pain management to achieve board certification.

DAILY RESIDENT/FELLOW LOG
Fellows and residents are required to keep a log of daily activities.  Fellows are required to document all patient encounters including clinic encounters, procedures and inpatient consults in note books and inserted in log form (Sample copy attached).  The Program Director will review your logs on a biannual basis along with your evaluation.Fellows are expected to pick two patients from Cancer clinic and Palliative Care and write a narrative on each of them showing a longitudinal care experience.

MOONLIGHTING

1. Fellows are only permitted to take call on Friday and Saturday.

2. Voluntary work may never exceed 24 hrs. If this exceeds past midnight, the next day must not involve regular clinic work. If regular workday is scheduled for the next day, optional work may not be offered past 9 pm. 

3. Total working hours per week (including regular work and moonlighting ) should not exceed 80 hrs.

4. Average one day per week is OFF.

5. There is a 10 hr period OFF work between shifts. 

VACATION

1. Fifteen (15) working days of vacation are provided during your fellowship.

2. Ten (10) working days of sick leave are provided during your fellowship.

3. You should inform your Fellowship Director and the Faculty that you will be working with for that day prior to 7 am in case of a sick day

4. Fellows are provided an education fund of $ 2,500 for the duration of their fellowship. This can be used for: Purchase of educational books, Journal subscriptions, and Expenses related to attendance at scientific meeting.

5. All vacation requests must be made a month in advance.

6. Planned vacation is for a week at a time unless approved by the Fellowship Director.

7. Fellows cannot take time off in the last three weeks of their fellowship.

8. The fellows are responsible for changing their call when on vacation

9. Fellows are encouraged to submit abstracts and posters for state and national meetings and will be granted additional meeting time if abstracts are accepted.

10. Both fellows cannot take vacation together.  When one fellow is at MD Anderson Vacation requests may not be approved.

11. Multiple requests for fellows and residents cannot be granted at the same time. The vacation will be given to the requests that come in first, so please check with Carol Breish to ensure no residents have been granted vacation at the same time. All Vacation request must be submitted to Carol Breish and the program director.

University Of Texas Medical Branch

Pain Fellowship

PROCEDURE- LUMBAR / CERVICAL APOPHYSEAL JOINT INJECTIONS/ MEDIAL BRANCH BLOCKS

EVALUATOR

Subject

1. Pre procedure evaluation- procedure indicated for patient ( Patient care, Knowledge)

Unsatisfactory

Satisfactory

Competent

N/A

2. Pre procedure evaluation – No contraindication to procedure ( Patient Care, Knowledge

Unsatisfactory

Satisfactory

Competent

N/A

3. Complete explanation to the patient of procedure: Informed consent ( Interpersonal and Communication Skills)

Unsatisfactory

Satisfactory

Competent

N/A

4. Complete explanation of procedure with respect and compassion( Interpersonal Skills and professionalism)

Unsatisfactory

Satisfactory

Competent

N/A

5. Appropriate preparation in looking at the radiological findings prior to procedure ( Practice Based learning and improvement)

Unsatisfactory

Satisfactory

Competent

N/A

6. Ensures appropriate sedation before starting procedure ( Patient Care, Medical Knowledge, professionalism)

 Unsatisfactory

Satisfactory

Competent

N/A

7. Recognizes spinal anatomy ( Patient care, Knowledge)

Unsatisfactory

Satisfactory

Competent

N/A

8. Uses correct technique ( Patient care, medical knowledge, Practice Based learning and Improvement)

Unsatisfactory

Satisfactory

Competent

N/A

9. Uses appropriate and multiple views prior to injection ( Patient care, medical knowledge, and Practice based Learning and Improvement)

Unsatisfactory

Satisfactory

Competent

N/A

10.  Injects safe quantity of local anesthetics, steroids,dye  and looks for vascular spread ( Patient care, Medical knowledge and Practice based Learning and Improvement)

Unsatisfactory

Satisfactory

Competent

N/A

11. Communicates with patients about follow up care with respect ( Interpersonal and Communication skills and professionalism)

Unsatisfactory

Satisfactory

Competent

N/A

12. Follows up with patient within 48 hrs and communicates with faculty of any problems ( Patient care, medical knowledge, Practice Based learning amd professionalism)

Unsatisfactory

 
Satisfactory

Competent

N/A

Please provide any specific comments especially if any area is rated unsatisfactory.

Practice –Based Learning and Improvement  Module

The following clinical encounter has showed me that I had limits and deficiencies in my knowledge and expertise. Through reflection, I have made the following learning objectives. I have located, appraised and assimilated evidence from scientific studies related to my patient’s pain issues. I have used information technology to optimized learning related to my objectives. I have incorporated lessons into my practice for future patient care. I have communicated this information to students, residents, fellows, faculty and other health care professionals. I have also used written materials to assist with this teaching. I will receive feedback from a faculty mentor. 
Assessment- faculty

One of the six competencies is the ACGME Outcome project for GME is Practice based learning and improvement. Fellows must demonstrate the ability to investigate and evaluate their care of patients, to appraise and assimilate scientific evidence, and to continuously improve patient care based on self evaluation and life long learning. Fellows are expected to develop skills and habits to be able to meet the following goals

1. Identify deficiencies  and limits in knowledge and expertise

2.  Set learning  and improvement goals

3. Perform appropriate learning activities

4. Locate, appraise and assimilate evidence from scientific studies related to patients medical problems

5. use information technology to optimize learning

6. participate in the education of students, residents and other health care professionals

A faculty mentor who has heard the oral presentation is asked to fill out this page and discuss it with the resident for evaluation and feedback

Signature is required

Fellow

Date

Topic

Learning objectives

Evaluator

Signature
Chart Audit

Objective assessment of a written chart note

Fellow

Date

UH#

Faculty name

1. Resident has identified the reason for consultation or referral                            Yes/ No

2. Appropriate documentation of relevant history including HPI, PMH, medications, FH, SH and ROS 

Yes/No

3. Note shows the fellow’s own knowledge of the patient    Yes/ No

4. Documentation of physical examination findings that are relevant    Yes/ No

5. Documentation of pertinent available lab and imaging data     Yes/ No

6. The fellow interpreted the data correctly and in proper context   Yes/ No

7. Accurate, logical and complete Assessment and Differential Diagnosis   Yes/ No

8. Appropriate, complete and well described plan of care    Yes/ No

9.  Plan of care reflects appropriate utilization of resources    Yes/No

10. Fellow demonstrates awareness of pertinent literature and practice guidelines for this patient    Yes/ No

Comments

Circle the score 4- 100 %

                          3- 75 %

                          2- 50 %

                          1- less than 50 %

Faculty signature                                                                                  Fellow signature
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                                                                                             SCHOOL OF MEDICINE

Department of Anesthesiology

Patient Name:___________________________     UH:______________________     QA    M&M   Data

Critical Incident Report Form

Confidential

Department of Anesthesiology and Pain Management

Please return this form to Dr. Gulshan Doulatram.

Email any questions: gdoulatr@utmb.edu

Date of Incident _______________________
Your Name  ____________________________

Pain Attending  ___________________________  (Please discuss with your faculty)                  

Diagnosis:

Procedure:

The incidents may include but are not limited to 
1. Drug Reaction

2. Vasovagal Reaction

3. Intrathecal injection

4. Postdural puncture headache

5. Intravacular injection

6. Prolonged Motor block

7. Other

8. Nerve damage

9. Pneumothorax

Description of the Incident (short narrative, pertinent events):

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

EVALUATION OF A NEW PATIENT

1. Please review the consult and patient’s chart prior to assessment of patient.

2. All residents and fellows will require EPIC training to be able to see and document your encounters.

3. Templates are available to guide residents and fellows. Please make necessary changes that are appropriate for your patient. Please do not copy and paste blindly. 

4. Elicit a detailed history. 

5. The common questions that need to be covered for all patients include:

a) Site of pain

b) Duration

c) Description of pain

d) Radiation

e) Pain scores

f) Exacerbating and relieving factors

g) Medications taken for pain relief (history will need to be elicited)

h) Sleep patterns

i) Associated symptoms

j) Recent diagnostic studies

k) A comprehensive including past medical, surgical and psycho-social history 

l) (Please do not copy off EPIC, the history will change and may not be most recent) 

m) Complete physical and neurological examination with special emphasis on pain

EVALUATION OF A FOLLOW-UP PATIENT
Follow-up patients are evaluated in a comprehensive manner asking specific questions

1. Changes in pain since last visit.

2. Review pain, severity, location, relieving and exacerbating features

3. Sleep

4. Side effects to medication 

5. If procedure is done, amount of relief, duration of relief, change in functional activity

6. Review all medications

7. Functional activity

8. Work status

9. Compliance- results of a urine drug screen if applicable. Document the 4 A’s, Analgesia, Activity, Adverse effects and Aberrant behavior in the follow up patients.

10. Perform a  focused physical examination

11. Review labs and imaging studies

12. Discuss plan with your faculty before you discuss the plan with the patient

PROCEDURE FOLLOW UP

Important questions before procedures

1.. NPO status

2. Pregnancy

3. Aspirin, NSAIDS or other anticoagulant, nutritional supplements or herbal medications

4. Any change in the pain, if so physical examination prior to procedure

5. Site and laterality
Procedure Note

Procedure notes need to be entered by the same day. Templates for most procedures are available on EPIC

Important information include the type of procedure, level(s), side, concentration and volume of steroid used, presence of motor block after the injection and any dissficluties and complications

Post Procedure Follow up

All patients must be called within 48 hours after procedure and the call documented and forwarded to the appropriate pain faculty on EPIC. The faculty should be notified personally of any problems after the placement of the block. All adverse effects must be documented in a form and this must be turned into Dr Doulatram for discusiion at the M&M conference. 

INPATIENT ROUNDS

· Inpatients will be seen every day by the fellows and faculty

· Notes must be written daily

· Pain scores, side effects, response to current treatment, doses of PCA and other medications and vital signs must be documented

· Appropriate physical examination

· Changes in therapy are recommended to primary services and not implemented without consulting them

· Patients admitted for pumps and stimulators must have a complete record of medical history, medications and examination

· Patients with epidural and spinal catheters must have daily documentation of presence of tenderness, redness, induration or discharge at the site. They must also have a neurological examination. Vital signs including temperature, and infusion mixture and rate must be documented

· All notes must be dated and timed for JCAHO compliance.

· All consults are made by EPIC. The pain service covers both patients in the perioperative period and other non operative patients as well. Consults must be seen by the faculty with a 24 hour period except during the weekends. 

SIGN OUTS

· At the end of the day, please sign out to the resident on call with a complete report on all patients. Please address all potential problems before handing the pager over. Please notify the resident the contact person to call in case of a problem.

GUIDELINES FOR OPIOID USE
1. Demonstrate VAS scores

2. Perform a comprehensive assessment

3. Avoid IM route

4. Use adjuvants 

5. Short and long acting opioids can be given concurrently

6. When converting from one opioid to another, reduce the total dose by 20-25%

7. Manage side effects aggressively, especially constipation which may need to be treated prohylactically

8. Morphine has active metabolites that are renally eliminated 

9. Meperidine is not recommended because its  the metabolite, normeperidine, may accumulate in patients with poor renal functions causing CNS toxicity. Meperidine is also contraindicated w/ MAOI’s 

10. Propoxyphene not recommended - norpropoxyphene metabolite can accumulate in the elderly causing sedation, confusion and hallucinations 

Equianalgesic Dose Chart

	OPIOID
	PARENTERAL
	ORAL
	ONSET
	PEAK
	DURATION
	HALF-LIFE
	COMMENTS

	Analgesics
	(IM/SQ/IV)
	PO
	(Minutes)
	(Minutes)
	(Hours)
	(Hours)
	

	Morphine
	10 mg
	30 mg
	5-12 (IV)

10-20 (IM/SQ)

30-60 (PO)
	15-30 (IV)

30-60 (IM-SQ)

60-90 (PO)
	3-4 (IV)

3-4 IM/SQ)

3-4 (PO)
	2-4

2-4
	Active metabolite M6G can accumulate w/repeated dosing in pts w/renal failure

	Codeine
	
	200 mg NR
	30-60 (PO)
	60-90 (PO)
	3-4 (PO)
	2-4
	Usually compounded with non-opioid (e.g. Tylenol #3)

	Fentanyl
	100 mcg/hr IV
	
	1-5 (IV)

7-15 (IM)
	3-5 (IV)

10-20 (IM)
	0.5-4 (IV)

0.5-4 (IM)
	3-4 (IV/IM)
	A steady state. Slow release of lentanyl from storage in tissues can result in a prolonged half-life of up to 12 hours

	Hydrocodone

(vicodin, Lartab)
	
	30 mg NR
	30-60 (PO)
	60-90 (PO)
	4-6 (PO)
	4
	

	Hydromorphone (Dilaudid)
	1.5 mg
	7.5 mg
	5 (IV)

10-20 (IM)
	10-20 (IV)

30-90 (IM)

15-30 (PO)
	3-4 (IV)

3-4 (IM)

30-90 (PO)
	2-3

3-4 (PO)
	Useful alternative to morphine

	Methadone (Dolophine)
	10 mg
	20 mg
	10(IV)

10-20 (IM/SQ)
	Unknown (IV)

60-120 (IM/SQ)

30-60 (PO)
	4-8 (IV)

4-8 (IM/SQ)

60-120 (PO)
	12-190

4-8 (PO)
	Longer acting than morphine when given repeatedly

	Oxycodone (Percocet, Tylox)
	
	20 mg
	30-60 (PO)
	60-90 (PO)
	3-4 (PO)
	2-3
	

	Buprenorphine (Buprenex)
	0.4 mg
	
	5 (IV)

10-20 (IM)
	10-20 (IV)

30-60 (IM)
	3-4 IV)

3-6 (IM)
	2-3
	Agonist/Antagonist analgesic ceiling can reverse effects of pure opiate agonist, precipitating a withdrawal symptom

	Butorphanol(Stadol)
	2 mg
	
	5 (IV)

10-20 (IM)
	10-20 (IV)

30-60 (IM)
	3-4 IV)

3-4 (IM)
	3-4
	

	Nalbuphine (Nubain)
	10 mg
	
	5 (IV)

<15 (IM/SQ)
	15 (IV)

30-60 (IM)
	3-4 (IV)

3-4 (IM/SQ)
	2-3
	

	Pentazocine (Talwin)
	60 mg
	180 mg
	5 (IV)

15-20 (IM/SQ)

15-30 (PO)
	15 (IV)

60 (IM/SQ)

60-180 (PO)
	3-4 (IV)

3-4 (IM/SQ)

3-4 (PO)
	2-3
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Patient Controlled Analgesia: Guidelines for Acute Pain in ADULTS

	Concentration
	Morphine

1 mg/ml
	Fentanyl

10 mcg/ml
	Hydromorphone 0.2mg/ml

	PCA dose

 (Patient Demand dose)
	1-2 mg
	10-30 mcg
	0.2-0.4mg



	Lock Out

 (Delay)
	6-15 minutes
	6-15 minutes
	6-15 minutes

	Basal Rate (Continuous infusion rate)
	0-2mg/hr
	0-30mcg.hr
	0.2-0.4mg/hr

	Bolus Dose (Loading Dose)
	2-4mg
	20-50mcg
	0.4-0.8mg


ADVERSE EFFECTS

	Adverse Effect 
	Management considerations 

	Constipation 
	Bowel regimen as above 

	Sedation 
	Tolerance typically develops. Hold sedatives/anxiolytics, dose reduction; Consider CNS stimulants (methylphenidate, increase caffeine intake) 

	Nausea/Vomiting 
	Dose reduction, opioid rotation, consider metoclopramide, prochlorperazine, scopolamine patch 

	Pruritis 
	Dose reduction, opioid rotation; consider antihistamine or H2 blocker 

	Hallucinations 
	Dose reduction, opioid rotation, consider neuroleptic therapy (haloperidol, risperidone) 

	Confusion/Delirium 
	Dose reduction, opioid rotation, neuroleptic therapy (haloperidol, risperidone) 

	Myoclonic Jerking 
	Dose reduction, opioid rotation; consider clonazepam, baclofen. 

	Respiratory Depression 
	Sedation precedes respiratory depression. Hold opioid. Give low dose naloxone- Dilute 0.4mg (1ml of a 0.4mg/ml amp of naloxone) in 9ml of NS for final concentration of 0.04mg/ml. 


PEDIATRIC PATIENT CONTROLLED ANALGESIA
DOSING GUIDELINES
	PCA Drug
	Dosage
	20 kg
	25 kg
	30 kg
	35 kg
	40 kg
	45 kg
	60 kg

	Morphine

(mg)
	Loading dose 0.05 mg/kg
	1 mg
	1.2 mg
	1.5 mg
	1.7 mg
	2 mg
	2.2 mg
	2.5 mg

	
	Continuous infusion 0.01-0.02

mg/kg
	0.2-0.4 mg
	0.2-0.5 mg
	0.3-0.6 mg
	0.3-0.7 mg
	0.4-0.8 mg
	0.4-0.9 mg
	0.5-1 mg

	
	Total hourly dose 0.05-0.1 mg/kg/hr
	1-2 mg
	1.2-2.5 mg
	1.5-3 mg
	1.7-3.5 mg
	2-4 mg
	2.2-4.5 mg
	2.5-5 mg

	Fentanyl Micrograms (mcg)
	Loading dose 1 mcg/kg
	20 mcg
	25 mcg
	30mcg
	35 mcg
	40 mcg
	45 mcg
	50 mcg

	
	Continuous infusion 0.5-1 mcg/kg/hr
	10-20 mcg
	12-25 mcg
	15-30 mcg
	17-35 mcg
	20-40 mcg
	22-45 mcg
	25-50 mcg

	
	Total hourly dose 2-4 mcg/kg/hr
	40-80 mcg
	50-100 mcg
	60-120 mcg
	70-140 mcg
	80-160 mcg
	90-180 mcg
	10-200 mcg


	Add up the total amount of the current drug given in 2-4 hours. Remember to add in both scheduled and rescue doses.
	Example 1;

Patient is taking 2 Percocet q-4°. Each  Percocet contains 5 mg oxycodone., so two contain 10mg. The patient is taking 6 doses per day: 6 doses X 10mg=60 mg per day
	
	

	2. Plug numbers into the following equation:

Go to Equianalgesic chart. 

Find dose for current drug=

Go to Equianalgesic chart,

Find dose for new drug
	Put in 24° dose of current drug (from step 1)


Find dose for new drug

N ( the 24° dose of the new drug
	30 mg oxycodone=


7.5 mg Hydromorphone
	60 mg oxycodone 


N (24° dose of Hydromorphone) 

	Solve for N by cross multiplying:
	
	
	

	30 mg oxycodone=

7.5 mg Hydromorphone
	60 mg oxycodone

N


	
	

	60 mg               X      

oxycodone
	7.5 mg

Hydromorphone=
	30 mg

oxycodone
	X    N

	60 mg    X

Oxycodone   30mg
	7.5 mg

Hydromorphone=

oxycodone
	N
	

	
	15 mg Hydromorphone
	
	

	4. Look up the duration of action ( the dosing interval) of the new drug in the Equianalgesic table. Divide N by the number of doses the patient will take each day.  This gives the amount for each scheduled dose of the new opioid.
	4. Hydromorphone can be given every 4º which is 6 doses per day. To give 15 mg of Hydromorphone in a day. Divide the 24 ºdose by 6 2.5mg Hydromorphone q4º since Hydromorphone comes in 2.4 and sing tubs, round the q4 ºdose down to 2mg.
	
	


Example of Equianalgesic Conversions

	Ibuprofen 200 mg PO= Morphine 2mg IV

	Opioid Dosing Guidelines

	Equianalgesic doses are used for conversion. Equianalgesic doses do not represent starting doses!

	When converting from one opioid to another:

If pain is well controlled → reduce the new opioid’s dose by 25%

If pain is not controlled  →give 100% of the new opioid’s dose

	For all opioids, the IV dose may be given IM in emergencies if no other route of administration is available

	Opioid Conversion Examples

	For a patient whose pain is well controlled by 8 Percocet 5 mg/24º:

	· 8 Percocet is 40 mg Oxydodone/24º, which equals 40 mg MS contin/24º

· Since pain is well controlled, reduce to 30 mg MS Contin/24º (15 mgq12º)

( The dose was reduced by 25% since the pain was well controlled)

	For a patient who is continuing to feel pain despite Morphine 2 mg/hr IV:

· Morphine 2 mg/hr IV= Morphine 48 mg/24º IV=Morphine 144mg/24ºpo=Fentanyl 72 mcg TD

· The order would read “Duragesic 75 mcg/hr patch q 72ºº

            (This dose was not reduced since the pain is not yet controlled.)

	To dose Duragesic patches-total the 24º oral morphine equivalent, divide in half, and apply closest patch size

· For a patient who is taking MS Contin 60 mg q12º and used 4 doses of MSIR 15mg for breakthrough, 120+60=180mg/2=90

· If patient is comfortable use 75 mcg patch

· If patient’s pain is not controlled use 100mcg patch

· A patient is taking Dilaudid 4 mg PO q 4º (for a total of 24mg in 24º) the pain is well controlled but need to switch to long-acting opioid for chronic pain.

            -Dilaudid 24 mg PO=MS Contin 90mg

            -Pain is controlled (reduced dose by 25%)

            -90mg-22 (25%)=68, MS Contin 30mg q 12º, and use Dilaudid 4mg PO q2º PRN

	Breakthrough Dosing

	Breakthrough dose is typically 10-20% of the 24º opioid dost. Patient is taking MS Contin 30 mg q 12h (60 mg po morphine/24)º 10-20%= 6-12 mg po morphine equivalent every 2 hours PRN. Order would read “5-10mg po morphine q2h PRN.”

Oxycontin 80 mg po q 12 hrs for total 160 mg in 24 hours. 10-20% is 16-32 mg oxycodone equivalent per dose. Order would read “oxycodone 15-30mg po q2h PRN.”


Intravenous Regional Block for CRPS

Preparation

· Explain the procedure to the patient

· Get an informed consent and do time out

· Confirm NPO status and ride home

Equipment

· EKG, BP, and Sa02 for monitoring

· Double tourniquet

· Roll of cotton

· Esmarch bandage

· H cylinder of air

· Specimen cup

· Two angiocaths

· Two heplocks

· Tape or OP-sites for dressing

· 30 cc syringe

Medications

· 1% lidocaine 30 cc bottle

· 50 cc of 0.5% lidocaine

· Ketorolac 30 or 60 mg ampules

· 30 cc of normal saline

Procedure

· In a specimen cup mix 25 cc of 1% lidocaine and  25 cc of normal saline to make 50 cc of 0.5% lidocaine

· Add 0.5 mg/kg of Ketorolac to the above mixture

· Place 2 peripheral IVs; one in each hand or the foot preferably on the dorsum and heplock the IVs

· Apply the cotton roll and the double tourniquet to the affected extremity

· Elevate the affected extremity above the level of the heart for 5 minutes.

· Wrap the Esmarch bandage starting distally and going proximally

· Inflate the distal tourniquet first 

· A minute later inflate the proximal tourniquet and deflate the distal one

· Make sure no peripheral pulses are felt and there is no capillary refill in that extremity

· Inject 50 cc of the mixture from the specimen dup

· Monitor and record the vital signs

· When the proximal tourniquet gets uncomfortable (20-25 min) then inflate the distal tourniquet and then only deflate the proximal one

· When this becomes intolerable then it is time to deflate the tourniquet completely

·  The deflation should be done in 5-7 cycles

· Each time deflate for 10-15 seconds and then inflate for the next 45-50 seconds.

· Deflate completely after 5-7 such cycles

· Dc IVs observe the patient for next 15 minutes and DE home

CALCULATION FOR MEDICATION IN THE SYNCHROMED PUMP
This calculation is applicable  only when the 2 liquid medications are combined.

e.g. Comination of Morphine (MS) and Bupivacaine (BU

1.
Calculate the flow rate of the pump by formula below:

Rate= mg of Bu Desired/day

mg of MS desired/dazy

_______________________
+     ______________________


Concentration of Bu

Concentration of MS

2. Calculate the portion o BU for the 18 cc total pump volume


Mg of BU desired/day

Pump volume reservoir

   __________________________X____________________= cc of BU

Rate obtained in#1


Concentration of BU

3. Calculate the portion of MS for the 18cc total pump volume

Mg of MS desired/day

Pump Volume reservoir

_____________________X______________________________= cc of MS

Rate obtained in #1


Concentration of MS

The total mixture for the 2 liquids should be equal to the volume of the pump reservoir.

INTRATHECAL MORPHIN E CONVERSION RATES

· 300 MG OF Oral morphine =100 mg of IV morphine=10mg of Epidur

· Morphine=1mg of Intrathecal morphine

Drugs available for Intrathecal Infusions

Morphine

· 5 mg/ml

· 10mg/ml

· 25mg/ml

Hydromorphine

· 10 mg/m.

Baclofen

· 500 ug/ml

· 1000 ug/ml

· 2000 ug/ml

Bupivacaine

· 7.5 mgg/ml

Sufenta

· 50 ug/ml

Clonidine

· 100 ug/ml

SCHEDULING THE PATIENTS FOR IMPLANTS
1. Patient has been explained about the implant

2. Make sure the surgeon is available to assist

3. make sure the psychology evaluation is done

4. Make sure the DSU paper work is completed

5. Make sure consent is signed

6. Make sure antibiotic order sheet is filled out

7. Make sure that the Rep for the involved company is notified

8. Make sure OR pharmacy has an order for intrathecal solution for the pump

9. Make sure that the patient will be admitted for 23 hour observation

Unit Calls with Patient Experiencing

Excessive Numbness or Motor Block

Epidural hematoma


Yes







No

Immediately notify




Perform and document

house anesthesiologist




motor and sensory

assessment

Motor block present?


Yes







No

Turn off epidural infusion



Decrease epidural infusion rate

Until motor returns




to 1/2x infusion rate until








Numbness subsides

Motor returns and/or numbness subsides


Yes







No

Restart epidural infusion


Consider diluting local

12ccd/hr less than previous


anesthetic concentration







and institute intravenous PCA







as directed by APMS







anesthesiologist

Unit Calls with Patient Experiencing

hypotension while on epidural infusion
Get patient’s baseline BP

Is patient symptomatic?


Yes







No

Turn off epidural infusion




Consider reducing

Check patient’s intake &




epidural infusion rate

Output record, primary




have primary service

Service to address fluid




address fluid status

Status, CBC

Is patient in pain with low BP?

Is systolic BP<90 mm HG?


Yes







No

Consider running epidural




Reduce epidural rate and

Rate at 1/2x previous





continue to assess

Infusion rate until BP stabilizes








Decision Tree for Pain

Unit calls with patient experiencing 

pain while on epidural infusion


Assess pain per JCAHO/institution

Requirements (e.g., verbal analogue scale)

Local anesthetic sensory level

Should cover entire surgical site


Sensory level covers entire

Surgical site

Yes








No

Consider removing





APMS RN will bolus

Epidural opioid and





epidural catheter

substituting as






as per protocol

Intravenous PCA

Relief noted?

Yes








No

Document and monitor




Troubleshoot: check epidural









Catheter for kinks, check









Connections, comfort measure








(e.g., heat, ice, repositioning);









may needs APMS MD to 









bolus epidural catheter









with local anesthetic and/or









remove epidural opioid and









give back as intravenous PCA
Management of a Failed Epidural

Epidural placed but: no anesthesia:

Use:

1. catheter not in epidural space ( intravenous or out through a foramen)

Management:

1. repeat epidural

Epidural placed but: one-sided analgesia:

Use:

1. Patient position

2. Anatomic or functional division of epidural space

Management:

1. Turn patient to opposite side and supplement dose

2. Pull catheter back 0.5 to 1 cm and re-dose

3. Repeat epidural

Epidural placed but: “patchy” anesthesia or missed segment:

Use:

1. Air used for LOR technique

2. Scarring or deformation of epidural space

3. Anatomical variations of epidural space

Management:

1. Turn patient to opposite side and supplement dose

2. Pull catheter back 0.5 to 1 cm and re-dose

3. Repeat epidural

Epidural placed, segmental level adequate, but block not intense enough:

Use:

1. Insufficient time allowed for block to mature

2. Inadequate concentrations of local anesthetic

3. Loss of anesthetic volume through intervertebral foramina

4. Patient perception of adequacy of block

Management:

Increase concentration of local anesthetic

Re-dose and wait 3-5 minutes

Epidural placed, satisfactory intensity of block but inadequate segmental level:

Use:

1. Inadequate volume of local anesthetic

2. Loss of anesthetic volume through intervertebral foramina

3. Insufficient time allowed for block to reach desired level

Management:

1. Allow more time for development of height of block

2. Re-dose: consider using larger volume to achieve higher segmental spread

3. Repeat epidural at appropriate level

Previously working epidural now appears not to be working:

Use:

1. Epidural has probably become displaced 

Management:
1) Examine catheter insertion site

2) If catheter position appears satisfactory and intravascular/intrathecal migration has been excluded, give a significant dose, i.e. repeat initial test dose

3) If not improvement, replace epidural

Common Types of Neuropathic Pain

Peripheral Neuropathic pain

· Carpal tunnel syndrome

· Complex regional pain syndrome

· HIV sensory neuropathy

· Meralgia paresthetica

· Painful diabetic neuropathy

· Phantom limb pain

· Posterpetic neuralgia

· Postthoracotomy pain

· Trigeminal neuralgia

· Radioculopathy

Central neuropathic pain

· Central poststroke pain

· HIV myelopathy

· Multiple sclerosis pain

· Parkinson’s disease pain

· Spinal cord injury pain

· Syringomeyelia

Cancer-associated neuropathic pain

· Chemotherapy-induced polyneuropathy

· Neuropathy secondary to tumor infiltration or nerve compression

· Phantom breast pain

· Postmastectomy pain

· Postradiation plexopathy and myelopathy
TO CONVERT ANOTHER OPIOID TO MORPHINE

1. Total the amount taken in a 24-hour period that effectively controls pain.

2. Multiply by the conversion factor in the table. Divide by 2 to allow for incomplete cross tolerance between different narcotics (may need to titrate liberally and rapidly to analgesic effect in the first 24 hours).

3. Then divide by the number of doses per day (eg.6 doses for immediate-release PO morphine q 4 hours, or 2 doses for controlled release morphine q 12 hours) to determine the individual dose.

Conversion Factors (Other Opioid to Morphine)

	From Oral
	To Oral Morphine
	From Parenteral
	To Parenteral Morphine

	Methadone
	1.5
	Methadone
	1.0

	Hydromorphone
	4.0
	Hydromorphone
	6.7

	Meperidine
	0.1
	Meperidine
	0.10

	Levorphanol
	7.5
	Levorphanol
	5.0

	Codeine
	0.15
	Codeine
	0.08

	Oxycodone
	2.0
	Oxymorphone
	10.0

	Hydrocodone
	0.15-1.07
	Buprenorphine
	25.0

	Oxymorphone (rectal)
	5.0
	
	


To Convert to Transdermal Fentanyl (Duragesic)
1. Clinical studies to determine the relative potency of fentanyl to morphine and other opioids have not been done. Such studies would be the best evidence for stating what the Equianalgesic dose for fentanyl would be that could be substituted for morphine or other opioids.

2. Probably, the next best evidence is quoted in the American Pain Society’s Principles of Analgesic Use… (4th edition). Patients requiring a 24 hour dose of morphine of -50 mg to adequately control their pain will experience the same degree of pain control with a dose of 25µg/hr fentanyl. Using this conversion ratio for every 50 mg increases the morphine dose to control pain, another 25µg/hr of fentanyl could be substituted for morphine to achieve the same degree of pain control, e.g.:

	Oral Morphine

(mg/24 hrs)
	Transdermal Fentanyl

(µg/hr.)

	50 mg
	25µf/hr

	100mg
	50µf/hr

	150mg
	75µf/hr

	200mg
	100µf/hr


The manufacturer of Duragesic, provides a dose conversion chart in the package insert. If interested, consult this source. This data also was not obtained by direct relative potency studies. The relative potency printed in this source is base on a 6:1 ratio conversion of Parenteral morphine to oral and is therefore not recommended.

3. Multiple transdermal “patches” of different concentrations of fentanyl can be used to get the required effective dose of fentanyl. Anecdotal reports have indicated that the total number of “patches” that can be applied varies widely. If the number increases to a cumbersome number, another route of administration should be used.

4. After initial dose is applied an immediate-release opioid should be ordered concomitantly for breakthrough pain. This must be done aggressively during the first 8-24 hours because of the lag time in achieving the desired blood level of fentanyl. Immediate release morphine or transmucosal fentanyl is useful for this propose. There is also a lag time for reducing the blood level after transdermal fentanyl in discontinued. This is a very important if excessive dosage occurs. Corrective measures should continue for 12-24 hours after discontinuance.

5. Duration of action for the “patch’ is usually 72 hours but may be less in some patients for various reasons. Check pharmacology texts for this information.

6. Because pf the lag time associated with the transdermal system in achieving pain control, it is preferable to titrate upward with an immediate release opioid until pain controls is established. The dose of immediate release drug required to achieve pain control is converted to fentanyl and is added to the dose of fentanyl the patient already was receiving.  This procedures is also recommended in establishing the initial dose of transdermal fentanyl. Lag times make pain characterized by frequent wide swings in intensity (unstable pain) difficult to manage with transdermal fentanyl

Texas Cancer Pain Initiative

PO box 980185 Greenbrier Station,

 Houston, TX 77098-0185

GOALS AND OBJECTIVES

FOR PAIN MEDICINE ROTATION (PGY 1)

ROTATION GOAL:

The goal of the Pain Medicine rotation is to provide experience and training in acute and chronic pain management. The approach to successful pain management is a team approach with resident and faculty anesthesiologists working together with other physicians, psychologists and support staff to provide relief from acute postoperative, acute post traumatic, chronic non malignant and chronic malignant (cancer) pain. 

LEARNING OBJECTIVES:

Patient Care

The junior resident is expected to:

· Perform complete and accurate medical interviews, physical examinations and review of other data on patients in the outpatient clinic and in-hospital consultations.

· Present each patient to the faculty in an organized manner and develop a pain management plan based on available evidence, sound judgment and patient preferences.

· Provide appropriate follow-up to patients scheduled for procedures and in-patient consultations.

· Learn indications for consultation with multidisciplinary specialties, such as neurosurgery, orthopedics, neurology, psychiatry, psychology, rehabilitation medicine and social services, in the management and treatment of acute and chronic pain.

· Perform diagnostic and therapeutic procedures for pain management.

· Properly document all diagnostic and therapeutic procedures performed for the patient.

· Assist the pain medicine fellow as needed, in the evaluation and care of patients in the TDCJ hospital outpatient clinic and inpatient wards.

Knowledge

The junior resident is expected to:

· Learn the anatomy, physiology, and psychology of pain and pain perception.

· Learn the advantages of and indications for postoperative pain management.

· Learn the advantages of and indications for post traumatic pain management.

· Learn current pain management techniques, including the physiology, pharmacology, modes of delivery, indications, limitations, and contraindications of oral, intramuscular, neuraxial and intravenous opioid and non-opioid analgesics, and patient controlled analgesia. 

· Learn the advantages of, indications for and potential complications of regional anesthesia.

· Learn techniques, assessment, risks, benefits, complications, and contraindications to bolus and continuous infusion of intrathecal and epidural opioids and understand the signs, symptoms, and treatment of overdose of intrathecal and epidural opioids.

· Learn the importance of available adjuvants for acute and chronic pain management, including antidepressants, anticonvulsants, hypnotic agents, anxiolytic agents and local anesthetics.

· Gain skill in the performance of diagnostic and therapeutic peripheral and central nerve blocks. 

· Learn special considerations in the management of chronic malignant pain.

· Give a presentation at the end of the rotation on a pain medicine/ regional anesthesia topic. 

Practice-Based Learning and Improvements

Junior residents are expected to:

· Critically evaluate his/her performance in an objective fashion.

· Justify clinical choices scientifically.

· Read regularly and assimilate new knowledge into patient care.

· Locate and appraise scientific studies to guide patient care.

· Facilitate learning of medical students.

Interpersonal and Communication Skills

Patient care requires effective communication skills. The junior resident is expected to:

· Be respectful and establish a therapeutic and ethically sound rapport with the patient and/ or the patient’s family.

· Be sensitive to the patient’s needs and anxiety and appropriately inform the patient of the treatment risks, benefits, and choices in a manner the patient can understand. 

· Effectively communicate with all members of the pain medicine team and support staff.

· Provide a clear, concise and legible medical record.

· Keep faculty informed of changes in patient status and treatment outcomes.

Professionalism

Patient care is most effectively practiced in a professional atmosphere. Anesthesiology residents on the pain medicine rotation can help to maintain an atmosphere of professionalism if he/she:

· Consistently demonstrates compassion for patients and patient’s family.

· Places patient’s needs above one’s own.

· Consistently demonstrates respect for the medical profession through his/her behavior characterized by dependability, respect for colleagues, dignity, and maintaining proper decorum in the work place.

· Demonstrates appropriate commitment to a career in medicine and to life-long learning.

· Demonstrates accountability for their actions to the patient, profession and society.

· Demonstrates commitment to ethical principles and patient confidentiality.

System-Based Practice

The junior resident is expected to:

· Demonstrate knowledge and concern for cost-effective patient care.

· Effectively uses a systematic approach to reduce errors.

GOALS AND OBJECTIVES

FOR PAIN MEDICINE ROTATION (PGY 2 - 4)

ROTATION GOAL:

The goal of the Pain Medicine rotation is to provide experience and training in acute and chronic pain management. The approach to successful pain management is a team approach with resident and faculty anesthesiologists working together with other physicians, psychologists and support staff to provide relief from acute postoperative, acute post traumatic, chronic non malignant and chronic malignant (cancer) pain. 

LEARNING OBJECTIVES:

Patient Care

The senior resident is expected to:

· Perform complete and accurate medical interviews, physical examinations and review of other data on patients in the outpatient clinic and in-hospital consultations.

· Present each patient to the faculty in an organized manner and develop a pain management plan based on available evidence, sound judgment and patient preferences.

· Provide appropriate follow-up to patients scheduled for procedures and in-patient consultations.

· Learn indications for consultation with multidisciplinary specialties, such as neurosurgery, orthopedics, neurology, psychiatry, psychology, rehabilitation medicine and social services, in the management and treatment of acute and chronic pain.

· Perform diagnostic and therapeutic procedures for pain management.

· Properly document all diagnostic and therapeutic procedures performed for the patient.

· Coordinate and assist the pain medicine fellows in supervising junior residents in the management of patients on the acute/ consult service.

· Assist the pain medicine fellow as needed, in the evaluation and care of patients in the TDCJ hospital outpatient clinic and inpatient wards.

Knowledge

The senior resident is expected to:

· Learn the anatomy, physiology, and psychology of pain and pain perception.

· Learn the advantages of and indications for postoperative pain management.

· Learn the advantages of and indications for post traumatic pain management.

· Learn current pain management techniques, including the physiology, pharmacology, modes of delivery, indications, limitations, and contraindications of oral, intramuscular, neuraxial and intravenous opioid and non-opioid analgesics, and patient controlled analgesia. 

· Learn the advantages of, indications for and potential complications of regional anesthesia.

· Learn techniques, assessment, risks, benefits, complications, and contraindications to bolus and continuous infusion of intrathecal and epidural opioids and understand the signs, symptoms, and treatment of overdose of intrathecal and epidural opioids.

· Learn the importance of available adjuvants for acute and chronic pain management, including antidepressants, anticonvulsants, hypnotic agents, anxiolytic agents and local anesthetics.

· Gain skill in the performance of diagnostic and therapeutic peripheral and central nerve blocks. 

· Learn special considerations in the management of chronic malignant pain.

· Give a presentation at the end of the rotation on a pain medicine/ regional anesthesia topic. 

Practice-Based Learning and Improvements

Senior residents are expected to:

· Critically evaluate his/her performance in an objective fashion.

· Use clinical experience to identify practice features that can be improved.

· Modify practice based on experience.

· Justify clinical choices scientifically.

· Read regularly and assimilate new knowledge into patient care.

· Locate and appraise scientific studies to guide patient care.

· Facilitate learning of medical students and residents.

· Provide orientation to the junior residents on clinical use of epidural analgesia equipment.

Interpersonal and Communication Skills

Patient care requires effective communication skills. The senior resident is expected to:

· Be respectful and establish a therapeutic and ethically sound rapport with the patient and/ or the patient’s family.

· Be sensitive to the patient’s needs and anxiety and appropriately inform the patient of the treatment risks, benefits, and choices in a manner the patient can understand. 

· Effectively communicate with all members of the pain medicine team and support staff.

· Provide a clear, concise and legible medical record.

· Keep faculty informed of changes in patient status and treatment outcomes.

Professionalism

Patient care is most effectively practiced in a professional atmosphere. Anesthesiology residents on the pain medicine rotation can help to maintain an atmosphere of professionalism if he/she:

· Consistently demonstrates compassion for patients and patient’s family.

· Places patient’s needs above one’s own.

· Consistently demonstrates respect for the medical profession through his/her behavior characterized by dependability, respect for colleagues, dignity, and maintaining proper decorum in the work place.

· Demonstrates appropriate commitment to a career in medicine and to life-long learning.

· Demonstrates accountability for their actions to the patient, profession and society.

· Demonstrates commitment to ethical principles and patient confidentiality.

System-Based Practice

The senior resident is expected to:

· Demonstrate knowledge and concern for cost-effective patient care.

· Effectively uses a systematic approach to reduce errors.

PGY-1, 2 ,3 AND 4  LEVEL RESIDENTS

Residents will rotate through the pain management service during their first, second and third year.  The rotation is offered as an elective during their fourth year. 

ACUTE PAIN SERVICE

Cognitive and Skill Objectives:  Residents will be able to:
· Discuss advantages and disadvantages of IV- PCA, epidural and spinal analgesia.

· Describe side effects and complications of interventional modalities.

· Program IV-PCA and epidural pumps, change infusion drugs and document appropriately.

· Troubleshoot and manage patients with indwelling epidural and peripheral nerve block catheters.

· Assess patients with acute pain and come up with a differential diagnosis.

· Discuss the pharmacology of opioids and local anesthetics.

CHRONIC PAIN MANAGEMENT

Cognitive objectives: Residents will be able to:

· Discuss the anatomy and physiology of the pain pathways.

· Discuss the epidemiology and sociology of pain.

· Discuss the pharmacology of non-steroidal ant-inflammatory agents, opioids, and non-opiate analgesics.

· Discuss the pharmacology of anti-convulsants, anti-psychotics and muscle relaxants used in pain management.

· Discuss the principles behind radiologic and other diagnostic testing.

· Describe the mechanism of chronic pain, complex regional pain syndrome.

· Discuss mechanical low back pain and myofascial pain syndrome.

· Describe herpetic neuralgia.

· Discuss the role of nerve blocks and neuroablative procedures in the management of pain.

· Understand the principles of neural stimulation.

· Describe the role of behavioral, psychotherapeutic and other supportive treatment including rehabilitation.

· Understand the principles and techniques of cancer pain management.  Discuss ethical issues of death and dying. 

· Understand the principle of physical therapy, occupational therapy, and rehabilitation in chronic pain.

· Discuss ethical issues of pain research in humans and animals.

· Understand all organizational aspects of a pain management center.

· Discuss continuing improvements in quality, utilization review and program evaluation.

· Understand assessment of disability and procedures for rehabilitation.

Skill Objectives:  Residents should be able to:

· Perform full history and physical examination including neurological examination

· Perform diagnostic testing

· Perform epidural, spinal and various peripheral nerve blocks.

· Perform joint and trigger point injections

Recommended Reading:

1. John J. Bonica, Management of Pain, 2nd Ed. [ISBN 0812111222]

2. Benzon, Raja, Molloy, Liu, and Fishman, Essentials of Pain Medicine and Regional Anesthesia. Second Edition.  Elsevier Churchill Livingstone, ISBN: 0-443-06651-5

3. P. Prithvi Raj, Pain Medicine: A Comprehensive Review [ISBN 0801679982]

4. Michael J. Cousins, Phillip O. Bridenbaugh, Neural Blockade in Clinical Anesthesia and The management of Pain, 3rd Ed [ISBN 0397511590]

5. Steven D. Waldman, Alon P. Winnie, Interventional Pain Management, [ISBN 0721658741]

6. Richard B. Patt, Cancer Pain [ISBN: 0397511388]

RESIDENT RESPONSIBILITIES
· Pick up Pain packet from Pain Clinic on first day of rotation. Please read the articles in your packet.  They are relevant to your rotation.

· The book Handbook of Pain Management will be given to you at the Pain Clinic for the month. Please return it at the end of the month. I encourage you to read two chapters from Barash on acute pain and chronic pain. They are an excellent review and are one of the sources for your post test questions. Familiarize your self with common drug doses, conversion tables, and side effects

· The clinic is at 807 S. Friendswood Drive, Suite 5, Friendswood, Texas 77546. Please come to the clinic at 800 am everyday. We have didactics everyday between 8-9 am.

· The first day of the month will be assigned to Epic training unless you have received it at orientation

· All new patients will need a detailed history  and physical exam ( patient needs to be in gowns)

· One resident will be at UTMB daily for pain procedures and acute pain. If there are no procedures, then inpatients will still need to be seen. Please check the schedule with the fellow daily. You may be expected to help with the clinic if there are no procedures

· The resident assigned to procedures will round on all inpatients with the fellow prior to start of the procedures at 715. Please check with the fellow assigned for the week about the procedure schedule. Try to read about the procedures ahead of time. After the procedures are completed, the resident, fellow and faculty will round on all patients. Please hand off the pager to the SR at 430 pm. Explain to the SR of any potential problems with patients especially the ones with neuraxial and peripheral nerve catheters. The pager should be taken back at 730 in the morning from SR. If the pain resident is on call in the hospital, then he/she will hold the pager. If there are any problems, make the fellows aware by paging them. The faculty can be notified if there is no response from the fellow. 

· You will take call during the weekend. You should not have more than weekend on call. The fellows will take call on other weekends and will always be on back-up call. You are expected to round on patients on the days you are on call. 

· The resident will help see patients including regional blocks and acute/ chronic/cancer pain. 

· There will be some core lectures in the clinic for residents in the morning. These are based on key words on your in training exam. Other formats may be case based discussions, journal club or more specialized lectures. There will be occasional lectures at UTMB which is mandatory for residents and fellows

· You will have a post test given by a faculty at the end of the rotation. The test will be based on key words and the reading assignments given to you at the beginning of the month.

· You will give a lecture at the end of the month for 30 minutes. It can be a power point presentation on any topic of your interest in pain or regional anesthesia. Your evaluation will be based on your daily performance, attendance at lectures, post test performance and your lecture. 
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