IR TIP Sheet
Work Flow (Typical day) 

 7:00 am    Arrive early enough to consent any patients that need to be consented (inpatients should have been consented the night before).  Round on your other patients.  Sometimes, phone rounds with the nurse (making sure patient is afebrile, hemodynamically stable, and drain output ok) are acceptable.  

    
7:30 am    Rounds with attendings, nurses and techs.  Present all the days cases.  For line placement, state the type of line, why we are placing, h/o prior lines, side we'll be placing, whether or not anesthesia is required and any other pertinent medical info (e.g. allergy to ancef). 
    
8:00 am    Inpatient rounds where you discuss the inpatients we are following. 

    
8:30 am    Cases usually start around this time.  Go in on your cases as they come.  Feel free to go in on any other case, just ask beforehand whether you can scrub in or not. 

        
5:00 pm    Start getting a sense for the end of the day schedule.  It is usually bad form to leave if multiple rooms are still running and the on call person is still busy.  Typical time to leave 6, +/- an hour.  Check with the on call person before you go and let them know of any outstanding issues. 
· In general:

· It is your responsibility to work up cases for the following day. ALL CASES must have a name assigned and be thoroughly worked up prior to that day’s rounds at 7:30am
· The PAs will generally work up the outpatient lines scheduled in rooms 2 and 3. Any case that does not have a name assigned is up for grabs (note: make sure you assign your name by right clicking on the encounter to ensure multiple people aren’t working up the same case)
· Working up a new patient:

· Already scheduled

· Find the patient on the snapboard → on the right tab, next to the “Linked orders:” is a little clipboard w/ magnifying glass. Click on that to see the indication/diagnosis.

· Right click and assign yourself to the case

· Doubleclick pt to open encounter

Pre-procedure tab (on your left)

Click Pre-procedural sedation note and fill in the ROS/Med Hx 

Fill out the Plan portion

Review the note; add a short synopsis line, e.g. This is a 66 yo male with ESRD presenting for routine fistulogram check with possible plasty. Last procedure was 5/20/15 and showed… 
Click Share note (so others can use it if they end up consenting the patient)

Click Order Sets and find IR Vasc or Non-Vasc Pre Procedure ordersets... you can make these favorites

· Order labs and antibiotics as needed, make sure you sign and hold orders to the pre-procedure phase of care.

· When the patient is ready, go obtain consent and do the pre-procedure examination portion.

· Finish the Pre-procedural sedation note → sign as final

· Put the consent sheet in the patient chart (red folder) or in the appropriate day of the week with the black hanging folder (near room 4).

· New consult

· Make sure they have put in an IR consult order

· Gather info, go see patient, clear the case with staff… whatever needs to be done.  Once we know we are going to do the case, place the appropriate IR order.

· If they are getting tissue (like a TJLBx) have the referring team put in the pathology orders in advance.

· If we don’t end up doing the case, drop a Consult Note (under Pre-procedure tab).

· The Case

· Show up and don’t make a fool of yourself… just kidding ;).  The attendings are incredibly nice and like if you take initiative.  Do what you are comfortable with and ask before you poke/push if you don’t understand what you are trying to accomplish.  

· Before you leave the room get Versed, Fentanyl, and Sedation Time, get rad time, dose, DAP, and device lot # for future reference.

· After the Case

· Outpatient

· Click on the Post Procedure tab

· Put in the Brief Op Note

· Type 258 in the service box (Interventional Radiology Vascular)

· Enter the smart-text favorites and fill out the note then sign it

· Examples:

· .irlineplacement

· .irlineremoval

· .irportremoval

· .irpost

· Can create your own smart phrases

· Sign any IR med orders

· Write under Pt Instructions: .ykpatientinstructions 

· Click on Discharge Med Rec

· Click through Reconcile Problem List (can alter if needed)

· On Review Orders for Discharge: click “Mark All Resume” (or modify if indicated)

· On New Orders: use appropriate IR post procedure orderset

· On Review and Sign click sign and hold orders – “recovery & post-op”.

· Go give the patient/nurse the relevant post procedure instructions carbon copy. Be sure to include when to restart anticoagulation if indicated. (hopefully these will be uploaded to Epic soon to avoid the paper)

· Inpatient or New Admit

· Click the “Post Procedure Back to Floor” Tab

· Put in the Brief Op Note

· See instructions as above for Smart Phrases

· Sign any IR med orders
· Med recon
· Click Transfer and fill out as above

· Follow up:

· For any patients requiring follow up procedures (ie: routine maintenance PCN exchange in 3 months), open an “orders only” encounter and enter the new order for the next exchange. In the comments section, indicate approximately which month/year they will be due to be scheduled and with which Attending.

· If they need a follow up visit in the clinic with the attending, contact our schedulers (Mel and Melinda) at x27240 or email them at “BWH Angio Scheduling” with the patient information, which attending they should be seeing, and during what timeframe.

· Log in to HiIQ

· Go to Pts → Day Schedule

· Double click on the Pt Primary Physician column

· Add Physician Operators

· Click Create Encounter (important to do this after you add the operators)

· Add Services and pick the correct procedure and # (if bilateral)

· Mark Inpt or Outpt

· Click “indication” tab and enter indication (ie: line maintenance/exchange)

· Click “diagnosis” tab and enter diagnosis

· Note: it is important to document any complications (even very minor ones) which occur within 30 days of the procedure. You can go back to the date of the procedure, double click the encounter, select the “complication” tab and enter the complication category on the left hand side. To the right, there is an open section for “notes” – be as detailed as possible. These will be discussed at monthly M&M conference. 

· Login to PowerScribe 360

· Login under the correct staff and leave the box unchecked to continue login

· Use the MRN search to find the relevant accession number

· Find the correct template and go with it

Removing tunneled lines: (routinely done at the bedside)
· Indication: No longer needed, local infection, bacteremia
· If removed for infection, primary team may want to send tip for culture

· PLATELET GOAL >10,000, INR < 3.0
· Supplies:

· venous cutdown tray

· small IV3000 dressing 
· small gauze

· sterile gloves

The PAs will orient you.  Lines that have been in for greater than 1 month in patients with normal healing responses or those where the cuff is positioned more than 2 cm from the exit site can be difficult to pull out. Occassionally a cut down is needed. Occassionally the cuff is retained.  
Tunneled Hickman and small bore catheter placement:

· Indications: Chemotherapy, Stem cell transplant, IV antibiotics/meds/fluids, home inotropes, TPN,

· Contraindications: Infectious concerns (last blood cultures should be negative for 48 hours).

· Placed under IVCS, or with Anesthesia if pt is not appropriate for IVCS.

· GOALS: Platelets >25K, INR < 2.0

Tunneled HD catheter  placement:

· Indications: HD, pheresis
· Contraindications: Infectious concerns (last blood cultures should be negative for 48 hours).

· Placed under IVCS, or with Anesthesia if pt is not appropriate for IVCS.

· GOALS: Platelets >50 K, INR <1.5
Controlling Bleeding status post line placement: Have patient sit upright.  Further options include:
1) Manual pressure (best option) 

2) “Dirt”
3) D-Stat Pressure bandage (contains thrombin) 
4) Primary team can order DDAVP if patient is uremic and platelets not functioning well. 

5) Primary team should correct clotting factors or transfuse platelets. 

6) Suture around catheter 
PORT PLACEMENT:
· Indications: Chemotherapy, pheresis, intermittent IV access. Length of use is typically months to years.
· Contraindications: Infectious concerns (last blood cultures should be negative for 48 hours).
· Placed under IVCS, or with Anesthesia if pt is not appropriate for IVCS.
· Prophylactic antibiotics given: Ancef 2 gm IV(1 gm if less than 60 kg), Clindamycin if PCN allergy
· GOALS: Platelets >50 K, INR <1.5
Double Lumen Ports

1. Bard 9.5 Fr DL PowerPort Duo – power injectable

2. Bard 7 Fr DL Rosenblatt Slimport - not power-injectable. For very thin patients. Patient must understand they would need a peripheral IV placed for any power-injected imaging studies
Single Lumen Ports (all are power-injectable)
1. Bard 8 Fr SL PowerPort –WITH bumps, to be used for very large patients.

2. Bard 6 Fr SL ISP ClearVUE
3. Bard 6 Fr SL ClearVUE Slim Port (for thin patients)
Vortex or Tidal ports for pheresis

1. Angiodynamics 11.4 Fr DL Vortex –not power-injectable.

2. Angiodynamics 9.6 Fr SL Vortex –not power-injectable
3. Tidal Port (new)
PORT REMOVAL:
· Indications: Completed chemotherapy, bacteremia.

· Done under IVCS, or with Anesthesia if pt is not appropriate for IVCS.
· GOALS: Platelets >50 K, INR <1.5
CALL:
Consults for which you shouldn't call the attending on call unless absolutely necessary (when in doubt it is always better to call): 

· Pulling out tunneled lines: If patient septic, needs to come out.  Make sure to check beforehand with nurse to see if they think it can come out or tip needs to be cultured.  Usually can't pull it until they get other access.  DO CALL attending and verify with the team if patient is bacteremic but not septic particularly if the patient has a history of difficult access (i.e. a trans-lumbar HD catheter) as these patients may need to have the line changed over a wire.   
· Bleeding post line placement. 

Weekends: 

· Your call officially starts at 7:30 am and lasts until after rounds next day. 

· Go see the inpatients and round on them.  Usually, the Saturday person sees all of them and writes notes.  The Sunday person only sees those that need to be seen (as dictated by the Saturday person). 

· Do cases as they come.  Talk to the attending. 

· Work up any consults including the requests that have printed out so that Monday rounds go smoothly.  Usually the Sunday person's job is to handle the majority of the consults. 

· Try to make a plan with the other person taking call with you that weekend. 

· For Call, if you get a consult: 

· Do some basic phone triage and figure out if you need to go in (obviously if they are paging about an abscess drain or thoracentesis, you won't as it isn't even an Angio/IR procedure). 

· If necessary, go in and evaluate the patient. 

· Call or page the attending.  The attending makes the determination whether the case will happen overnight.  If necessary then page 1) Angio O/C nurse       AND      2) Angio O/C tech to get the ball rolling on the case.
· Make sure you talk to the attending beforehand regarding best way of contacting them as some (Dr. Han or Dr. Rabkin) prefer to be called directly versus others (Dr. Stecker) prefer to be paged. 

· Post-call: plan on coming in a little bit earlier.  As it was your job to work up the late add-ons, you should see if there were any last minute additions.  Not EVERY case needs to have been worked up, but the schedulers usually don't like it if >2-3 consults have not been evaluated prior to rounds. 
Vein Center Patient After Hours Calls
Occasionally you may receive an “emergent” call from a patient that had a procedure at one of the vein centers.  In general these patients will call with leg pain and will be concerned about the possibility of DVT or infection.  If the pain is severe and they can not wait until the morning you should tell the patient to come to the ER for evaluation.  If the pain is tolerable and is not associated with any other concerning symptoms such as significant swelling, SOB or fever then you should tell them to call the vein center where they had the procedure done in the morning to schedule an appointment to be seen. The phone numbers for the three offices are Newton Corner: (617) 796-7181, East Bridgewater (508) 350-2910 or Foxboro (508) 718-4010.  

The three types of procedures done are listed below with a short summary of what is done and what is typical to expect post procedure.

EVLT (Endovenous Laser Treatment):  Ablation of the superficial veins usually the great saphenous vein or small saphenous vein using ultrasound guidance and a laser fiber that goes through a 4 french sheath placed in the distal thigh or calf.  Patients typically have pain and tenderness in the treatment area for 1-2 weeks, the pain typically peaks on the 3rd day.  It can be associated with redness and tender lumpy area if the vein is located close to the skin.   Patients placed in a compression stocking which they should wear for 24 hours after the procedure and then during the day for 10 days.  
Phlebectomy:   Removal of superficial tributary varicose veins through a series of 5-15 2 mm incisions which are closed with steri-strips.  Patients typically placed on 5 days of prophylactic antibiotics.  Pain and ecchymosis are common afterward with majority of pain during the first 1-3 days.  A bulky compression dressing of gauze and coban is placed and then a compression stocking is placed over the dressing which should be left in place for 48 hours.  After 48 hours the patients can take the dressing off, shower and then wear the stocking during the day for 10 days.  Common to have hard tender lumpy areas in the treatment areas post procedure.  If bleeding from the incision develops, patients should lie down and hold pressure on the area for 10 minutes.  If bleeding persists after that they should call 911 and continue to hold pressure.

Sclerotherapy:  Injection of sclerosing agent into varicosities of various sizes.  Compression stocking placed for 24 hours and then during the day for 5-7 days.  Pain and redness with superficial thrombophlebitis in the treated veins is common afterwards and usually becomes evident 1-3 weeks post treatment.  Risk of DVT post sclerotherapy is extremely low.  Patients should call vein centers the following day to schedule therapeutic thromboaspiration if they have pain in the treatment area.         

Useful phone numbers: extensions when dialing inside the hospital are the last 5 digits
IR Fellow oncall pager: 11801 (you need to call the page operator617-732-6660 to have this forwarded to you when you’re on call.)
IR work area (charge nurse/lead tech): 617-732-7245

Angio call nurse:p 13612

Angio call tech: p11475

CSIR pager: p14520 (good to know to turf those abscess drainages)

Anesthesia consult: p33300.

BWH main number: 617-732-5500

Angio reading room workstations: x27985, x27984

Angio IR scheduling: 617-732-7240
IR clinic nurse: 617-732-4766

Fellow Call Room, Tower 4th floor: code to get in is 1 and 2 together, then  4.
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