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HOUSESTAFF ORIENTATION: 
Intensive Care Unit Rotation at the Montreal General Hospital 

 
A Guide for Resident Physicians and Medical Students 

 
By Dr A Gursahaney/Dev Jayaraman, Special Thanks to Patrick Melanson, MD, FRCPC 

Division of Critical Care Medicine 
 
Introduction 
 
The Montreal General Hospital Intensive Care Unit is a 24-bed unit that cares for patients with surgical, 
medical, and traumatic disorders. The ICU is divided into two services (Blue and Green). Both services 
care for all types of patients without any specific differentiation. Residents can be assigned to either 
service and can be expected to be exposed to all types of patients. The two services are expected to 
work together in a collaborative fashion. It is the responsibility of the ICU Fellows and Attendings to 
ensure that the workload is as equally divided between the two services as possible. The two residents 
should cooperate and work together when all call. 
 
The philosophy of Critical Care Medicine in Canada is that it is necessarily a multidisciplinary specialty, 
which requires input and knowledge from several base specialties in order to cover its broad database 
well. Residents will round with Attending Intensivists from several backgrounds including Surgery, Internal 
Medicine, Respirology, and Anesthesiology.  

 
The resident should gain an understanding of the integrative nature of disease in the critically ill patient 
and the interdisciplinary approach to the management of such patients. The underlying general principles 
of Critical Care Medicine will be emphasized rather than individual diseases. Over the course of their 
training in Intensive Care Unit at the Montreal general Hospital, each resident should gain a working 
knowledge of applied clinical physiology and homeostasis, be able to recognize derangement of 
pathophysiology, and be able to treat single or multiple organ failure.  The resident should also become 
familiar with strategies to prevent such failures in the high-risk patient.  The resident should also gain an 
appreciation for the indications for Intensive Care Unit admissions and therapy.  The resident should 
develop a sound understanding of the basic and applied physiology, pathophysiology, and pharmacology 
relevant to management of the critically ill. The resident is also expected to have developed the 
fundamental aspects of technical procedures commonly used in the treatment of critically ill patients.  

 
A graded level of responsibility will be given to the resident as he or she gains more Critical Care 
experience and a progressively greater depth of knowledge will be expected. Residents at the R3 level 
are expected to act as a resource for more junior residents and assume a teaching and supervisory role 
in conjunction with the ICU Fellow. On completion of the rotation in intensive care medicine, the resident 
should have achieved proficiency in the recognition and initial management of most problems commonly 
encountered in the intensive care unit.  

 
The MGH ICU is a “closed” unit. All admission and discharge decisions and individual patient treatment 
plans are made by the ICU team led by the ICU Attending. 

 
 

Resident’s Roles and Responsibilities 
 

1. Residents must see their assigned patients BEFORE rounds to perform a physical exam and chart 
review. This information must be organized and presented in a clear, concise, organized fashion on 
bedside rounds. 

2. Implement and follow the patient care plan for the day agreed upon on rounds. 
3. Write a progress note in the chart each day with emphasis placed on the written overall impression 

and plan rather than on just the transfer of data without attempt at interpretation. 
4. Review all new culture results. 
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5. Review all new ultrasound, CT, ECHO, and other diagnostic testing results. 
6. Ensure all requested testing and consults are completed by the end of the workday. 
7. Communicate and collaborate with the referring service of their assigned patients. The referring 

service must be notified of any significant patient deterioration. 
8. Communicate all information necessary on evening sign-out rounds to the on-call resident. 
9. Re-evaluate the progress of their assigned patients at regular intervals throughout the day. Assess for 

appropriate responses to therapeutic maneuvers. Alert the ICU Fellow or Attending regarding any 
significant deterioration. 

10. Perform primary assessments on ICU consults outside of the unit and develop an impression and 
plan after discussion with the ICU Fellow or Attending. Communicate with the requesting service both 
verbally and in written fashion. 

11. Inform the ICU Assistant Head Nurses about any consults, admission requests, possible discharges, 
or patients that must be moved out of the unit for diagnostic testing. 

12. Residents are expected to call the ICU Attending or Fellow to notify them about any new consults, 
new admissions, unplanned discharges, deaths, or any significant change in patient condition or 
therapy.  

13. On-call residents are expected to have the transfer orders written by morning before rounds on 
dischargeable patients. 

14. Residents at the R3 level are expected to assume a leadership role including; assigning of tasks to 
junior residents, monitoring junior residents to ensure assigned tasks are completed, teaching and 
support of junior residents, communicating patient flow issues with ICU nursing. R3 residents are 
expected to have some knowledge of all patients on their team. It is particularly important that senior 
residents assume these roles when there is no ICU Fellow assigned to their team. 

 
 
 

Daily Schedule 
 

07:00 -08:00 – Arrive on unit and “pre-round” on patients assigned to you that day. Determine the events 
of the previous night, examine the patient, and collect relevant data from the patient’s flowchart. Organize 
this information and be able to present clearly, concisely, and systematically on rounds. Develop a 
preliminary care plan for the day. 
 
08:00 – 10:00 – ICU Team patient care rounds. 
 
10:00 – 10:15 – Radiology rounds in ICU radiology room 
 
10:30 – 11:30 – Teaching session by ICU Attending or Fellow (Mon-Tues and 1st Wed) and the ICU 
residents (2nd, 3rd, and 4th Wed) 
 
12:00 – 15:30 – Clinical work in the ICU.  This is the time when work gets accomplished.  The plan 
formulated on morning rounds is implemented.  New patients are seen, charts are reviewed for "fine 
tuning" of details which may have been deferred during formal rounds for  time and expediency.  The 
Service of record and consultants are spoken to and their comments are noted.  The whole point of 
getting patients into the ICU is to stabilize them and get them out as soon as is practical.  Some 
advancement in the patients condition should be made every day. 
 
15:30 – 18:00 – Evening sign-out rounds. Afternoon rounds with on call resident and critical care 
attending. The relevant events of the day are summarized and the on call resident is given the information 
necessary to follow the patient overnight.   It is during these rounds that the day's "plan of action “is 
accessed.  Some progress should be made in the patient's course every day!  If no progress has been 
made, reasons for that failure are identified on afternoon rounds and another plan of action may be 
formulated to advance your position from a different direction. 
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ICU Team Members 
 

• ICU Attendings – Work one week consecutively with change-over each Monday morning. 
• ICU Fellow - Responsible for the daily running of the unit. 
• Assistant Head Nurses – Play an essential role in nursing assignments and bed management. 

They should be notified about any impending consults, requests for ICU admission, and 
discharges. ICU nursing also needs to be notified well in advance about any procedures or tests 
planned that will require the patient to leave the ICU or will require presence of a nurse at the 
bedside for an extended period of time. 

• Pharmacists- Attend rounds on both teams. Mandated to suggest cheaper equally effective 
alternative drugs, point out drug interactions, and suggest dosing changes for renal or hepatic 
clearance issues. Available to answer any questions related to pharmacology. 

• Nutritionist – Performs nutritional assessments on ICU patients and develops a nutritional plan 
in conjunction with the ICU team. Available to answer any questions related to nutrition. 

• Respiratory Therapists – Responsible for ventilator set-up and to ensure that all ventilator 
related orders are appropriately followed.  

• Physiotherapists 
• Social workers 

 
 
 
Consults 
 
The MGH ICU policy is to see all consults as soon as possible recognizing that it is often necessary to 
triage or choose priorities amongst multiple tasks. When taking a consult request it is necessary to gain 
enough information to judge the urgency of the consult. At a minimum, obtain the patient’s name, age, 
location, reason for the consult, and enough information to judge patient stability. Our first responsibility is 
to the patients already under our care in the ICU. Unstable patients in the ICU should be given priority 
over relatively stable patients elsewhere.  
 
The ICU Fellow or Attending should be notified about the consult. He/she will assign a resident to see the 
patient. The resident least busy on the team least busy should be the one assigned to do the consult, not 
necessarily the resident (or team) who took the phone call for the consult. 
 
Consultation requests must NEVER be refused due to a perceived “lack of ICU beds”. All patients 
consulted upon must be seen as quickly as feasible, assessed, and evaluated. All consults must be 
discussed with the ICU Fellow or Attending as soon as possible. If it is deemed that the patient is a 
candidate for an ICU bed, then it is the responsibility of the ICU Attending to open a bed for that patient or 
make alternative arrangements. Junior residents cannot be effective in this process and thus it is not your 
primary responsibility. 
 
The most important part of the Consultation note is the Assessment and Plan. This section should be at 
least ¾ of a page and should not be crowded out by the data base. If more room is needed then the data 
base should be continued on a separate sheet. It is important to clearly document whether a patient is an 
ICU candidate or not on each consult, and if not, why not. Suggested investigations or treatments should 
be clearly written. The written consult should not be considered sufficient communication; you must 
communicate with the referring service verbally as well. 
 
Patient Flow Issues 
 
The excess demand for ICU beds at the MGH makes “running the unit” challenging. Residents play 
important roles in keeping the unit functioning optimally to maximize access for patients in need. 

1) Patients expected to meet discharge requirements the following morning will be identified by the 
ICU Attending and Fellow after sign-out rounds each evening. If the patient’s course evolves as 
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expected, the resident on call should have the transfer orders and note written before morning 
rounds.  

2) All potential admissions and discharges should be communicated to the Nurse-in Charge as soon 
as possible to allow for planning of nursing assignments, etc. The Nurse in Charge should be 
notified about all consults BEFORE they are seen. 

3) Nursing should be informed well in advance about any patients that may require transfer out of 
the unit for diagnostic tests so that they can arrange for nursing and respiratory accompaniment. 

 
 
Teaching Rounds 
 
An interactive lecture on common ICU topics will be given at 10:30h Monday, Tuesday, and Wednesdays 
by the ICU Attendings and Fellows according to a monthly schedule. Fridays are the formal didactic ICU 
rounds held on the 14th floor conference room from 12:00 to 13:00.The fourth Friday of the period is 
Mortality and Morbidity rounds. 
 
Residents are expected to present Wednesday rounds on the second, third and fourth Wednesdays. The 
second and third weeks are Green team and Blue Team case presentations respectively. The fourth 
Wednesday is a journal club to be presented by both teams.  
 
“Evidenced –based medicine discussions of bedside clinical problems”. 
The objective is to develop skills in using the literature to answer clinical questions faced at the bedside. 
Residents are expected to generate a clinical question, search the primary research literature for studies 
which address the issue, analyze the study for methodological strengths and weakness, and its 
applicability to the patient and question at hand.  Review articles and textbook chapters are not 
acceptable for the purposes of this presentation. 
 
Each team of residents will be responsible for one presentation. One clinical case which generated 
bedside discussion with respect to optimal diagnosis or management should be chosen. One team 
member will be responsible to present the clinical case in 10 minutes or less with emphasis on the 
features salient to the following discussion. The other presenters should take a well-developed, focused 
clinical question (i.e., “What is the role of nitric oxide in the management of ARDS?”) search the literature 
for primary research publications; assess the methodology, and the applicability (“Should the results of 
this study be applied to the patient discussed?”). 
 
“Morbidity and Mortality” Rounds 
All residents will be assigned one or two patients to present. Presentations should be kept brief and 
concise and aimed to answer the question “Was this death preventable?” 
 
Base Specialty Teaching Rounds 
All residents rotating through the ICU are permitted to attend the regularly scheduled teaching sessions of 
their individual program. However, patient safety must remain paramount and residents are expected to 
demonstrate appropriate communication, collaboration, management, and professional competencies in 
this regard. Residents must notify their ICU Attending that they will be out of the ICU the day before and 
the morning of their base specialty rounds. They must appropriately sign-over their patients to remaining 
residents 30 to 60 minutes before and ensure all routine daily tasks are completed before. In the rare 
situations were the remaining resident numbers will be below adequate numbers fro patient safety, the 
resident will be asked to forego teaching rounds. 
 
 
Sick calls 
 
Any resident who is not able to work as previously scheduled due to illness must call the ICU Attending 
to inform him/her. Notification through other residents on the team is not acceptable.  
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Logistics 
 

1. Blue and Green Team – Equal sharing of workload regardless of diagnosis 
2. Phones Green=43254, Blue+43283 – if called for consult, it should be dealt with internally as to 

which team and who will do consult 
3. The ICU is not part of the hospital Code Blue Arrest Team  
4. It is crucial that a representative of each team provide the nurses with possible discharges at 7:55 

AM- this allows plan for bed management 
5. Call schedules are made by the Chief Surgical Resident (Blue) and Chief Medical Resident 

(Green) and are all Article 12 friendly– egregious errors – speak to Dr Gursahaney on 1st day of 
rotation – after this, must trade amongst yourselves 

6. Call Rooms – Blue/Green – Lockers- bring locks, share lockers 
7. Verbal Orders – Nursing / Respiratory Therapy will accept verbal orders – must sign before 

leaving – cannot extubate without written order 
8. Yellow Sheet at bedside – fill in with which resident and how to be reached 
9. Nursing Report – nurses provide report of head to toe assessment and questions re management 
10. CT Scans and U/S – after hours, must speak to radiology resident; during daytime hours, must 

speak to radiology attending, CT heads will get done automatically 
11. Ensure to notify nurse or flag new orders 
12. Coroner’s cases – notify coroner for all trauma deaths and all patients who die within 24 hours of 

admission without a clear-cut cause of death 
13. Organ Donor Coordinator – available resource 24 hours per day 
14. Nephrology consults are mandatory for all patients requiring dialysis whether hemodialysis or 

continuous renal replacement therapy 
15. Must order chest x-rays for next morning with adequate history and reason for x-ray 
16. When performing central lines, must fill in “Central Line Procedure” sheet, all other procedures 

require note in chart 
17. Discharge summaries must be filled (PDF format available on the computer at each nursing 

station) for all patients leaving the unit or for all deaths. 
 
 
Evaluations 
 
Each ICU Attending completes a “contributory evaluation form” for each resident and medical student 
they round with for the week. The ICU Fellows will complete “contributory evaluation forms” on all 
residents and students as will the ICU Head Nurse and the Assistant Head Nurses. The final rotation 
evaluation is based on all the contributory forms. 
 
Residents are encouraged to seek interim formative feedback from their Attendings at the end of each 
week as well as periodically from the ICU Fellow. 
 
 
Suggested Texts and references 
 
Fundamental Critical Care Support, 4th edition, 2007 
Society of Critical Care Medicine 
Available through the website at www.sccm.org 
 
The ICU Book. 3rd Edition 
Paul L Marino 
Lippincott Williams and Wilkins  
 
CCM Tutorials Website 
http://www.ccmtutorials.com/ 

http://www.sccm.org/�

