I. Statement of Purpose 
The primary purpose of ophthalmology residency is to train compassionate ethical ophthalmologists who are knowledgeable and skilled in the medical and surgical care of the eye, orbital, and visual system     

One of the major strengths of the three year rotation is the opportunity for residents to participate in a full range of subspecialty services where state-of-the-art care is given and to work directly with the attending staff, as well as participate in clinical research and preparation of publication ready manuscripts. Each year is divided into three 4 month blocks. Residents are assigned to the following affiliated teaching locations:
· Truman Medical Center – Hospital Hill (TMC – H)

· Truman Medical Center – Lakewood (TMC – L)

· Children’s Mercy Hospital (CMH)

· St Luke’s Hospital – Plaza (SLH)

· Research Medical Center (RMC)

                        Truman Medical Center – Hospital Hill is the parent institution. The       

                        typical resident complement at each institution is as follows:

· Truman Medical Center – Hospital Hill:

2 third year residents

1 second year resident

3 first year residents

· Truman Medical Center – Lakewood:

1 third year resident

· Children’s Mercy Hospital:

1 second year resident

1st year residents do several clinic rotations (introductory)

· St Luke’s Hospital:

1 second year resident – to include contact lens, retina, glaucoma, and neuro ophthalmology clinics
· Research Medical Center –
1 second year resident (same resident as SLH rotation)
Although a considerable amount of information is presented in formal lectures, independent in depth self study of texts and journals is mandatory to supplement this. The ability to critically read and evaluate the ophthalmic and basic science literature is necessary to the continuing education of an ophthalmologist. 

Providing high-quality medical and surgical eye care is a priority of the department of ophthalmology at UMKC School of Medicine/Eye Foundation of Kansas City and participation in this care is an advantage of the three year ophthalmology rotation. While some of the surgery is beyond the scope of residency training, most of it is not and participation is largely determined by the skill of the resident. Development of technical skills and surgical judgment is supported by practice labs taught by attending staff, and independent self practice time on a regular basis throughout the entire three years.  
All Residents:

Oral and written examinations will be held on a monthly mandatory basis, covering the following areas: 

· Glaucoma

· Ophthalmic pathology

· Cataract, Lens and Uveitis

· Pediatric and Adult Strabismus

· Orbit, Eyelids, and Lacrimal System

· External Diseases of the Eye and Cornea

· Neuro Ophthalmology

· Retina and Macular Diseases/Fluorescein Angiography

· Optics, Refraction, and Contact Lenses

· Ethics and Professionalism in Ophthalmology

                       A grade of pass, fail, and outstanding will be given. All residents sit 
                       together for the entire examination process in effort to better learn during 
                       the process. OKAP (ophthalmic knowledge assessment) exams are 
                       mandatory, and are administered in April each year. Year round regular 
                       preparation in terms of self study is highly recommended.

Clinical and Basic Science Research Activities and Scholarly Projects: These are mandatory for graduation requirements for all residents. Residents are afforded designated time off monthly half day session. Current time off for research is on 1 - 2 Friday morning situations per month, to work on their research projects diligently. 1 Resident will also rotate through Dr. Mitra’s research lab in lieu of research time off, in effort to better familiarize themselves with basic ocular research. There are regular departmental research meetings held every two months with mandatory attendance, where each resident is expected to show progress and improvement in their research projects progressively. Residents are encouraged to submit research posters to various national meetings (eg, APOS, ARVO, AAO, etc), however will not be reimbursed for travel or related expenses until said poster(s) are created into manuscript format and submitted for publication. Residents will be rotating through Dr. Mitra’s ophthalmic research basic science lab monthly in effort to correlate basic with clinic science research.
Residents will develop a working knowledge of the basic principles and techniques of clinical and basic science research. Areas of emphasis include project design, data collection and analysis, and preparation of results for presentation and/or publication.

Each resident must participate in two studies during the course of training: a prospective study and a chart review. Procedures for project approval are described in the departmental research policy. Resident research is supervised by a faculty director appointed by the Department Chairman, and overseen by research faculty for comment and suggestions. Progress towards meeting research requirements is monitored during the resident evaluation process.

Resident Surgical Logs: these are mandatory and are self directed, however validation occurs with surgical staff at all times. There are basic operative minimums required for graduation whereby the resident is the primary surgeon. Class I and III are no longer used. Residents are expected to input surgeries on which they are first assistant as well as primary surgeon. This is necessary to show a progressive graduated and broad surgical experience. At least 364 total procedures (surgeon + assistant) should be completed at the end of residency.
This information will be input directly to the Residency Review Committee for Ophthalmology with ACGME (Accreditation Council for Graduate Medical Education) into the case log system by appropriate staff.

Current operative minimums for category 1 ophthalmic residents upon graduation is as follows (this is subject to change by the ACGME):

Cataract                                              86 
Strabismus                                         10

Corneal Surgery                                 3

Glaucoma Filtering                            5

Glaucoma laser                                  9

Retina/Vitreous                                  1

Other Retinal                                      25

Oculoplastics/orbit                             28

Globe trauma                                      4

Basic surgical log principles: to be recorded as the surgeon, a resident must be present for all of the critical portions and must perform the majority of the critical portions of the procedure under appropriate faculty supervision. Involvement in the preoperative assessment and the postoperative management of that patient is an important element of that participation. Only the first assistant (not the second, third) may record a procedure as assistant. A resident may only record a case as assistant if the resident is first assistant to: 1) faculty member performing the procedure 2) another resident performing the procedure under faculty supervision.

Clarifications of surgical log book:

· If a resident completes ONE side of a bilateral procedure, the resident can count that as one case, surgeon. 

· If a resident completes BOTH sides of a bilateral procedure, this still counts as one case, surgeon

· If two residents EACH do one side of a bilateral procedure, each resident can record the procedure as the surgeon, provided that each fulfills the stated criteria for performance as surgeon on one side.

· If a resident completes an operation which involves multiple procedures, the resident may record all the procedures as separate cases, provided that the resident performs the majority of the critical portions of the cases (eg, ruptured globe with many component repairs). However, if the multiple procedures all fall within the same subspecialty category (eg, cataract, cornea, strabismus, retina/vitreous, glaucoma, oculoplastics/orbit, globe trauma), then only one case may be recorded.

Eg, a resident performs a combined procedure involving trabeculectomy and cataract extraction. The resident may record both procedures as surgeon cases.

Eg, a resident performs bilateral medical rectus muscle recessions and anterior transposition of the right superior oblique muscle on a patient. The resident may record only one procedure as a surgeon.

Eg, a resident performs a scleral buckle procedure combined with a pars plana vitrectomy. The resident may record only one procedure as surgeon.

Eg, a resident performs bilateral blepharoplasty combined with bilateral ptosis repair. The resident may record only 1 procedure as surgeon 

· If an operation involves multiple procedures, more than one resident may be recorded as the surgeon, provided that the resident performed the majority of the critical portions of one or more of the procedures
                                     Eg, during pars plana vitrectomy combined with 

                                     phacoemulsification of a cataract, one resident performs the pars

                                     plana vitrectomy while another resident performs the cataract 

                                     extraction. Each resident may record the procedure they 

                                     performed as a surgeon case.

· The stated minimum numbers of listed surgical procedures for ophthalmology residency education reflect the minimum clinical volume of these procedures which is acceptable per resident for program accreditation. Achievement of the minimum number is not tantamount to achievement of competence of an individual resident in a particular listed procedure, and a particular resident may need to perform more than the minimum number to be deemed competent. This requirement also does not supplant the requirement that upon the resident’s completion of the program, they must demonstrate sufficient professional ability, compassion, and knowledge to practice competently and independently. 

· Duty hours for work are as follows: faculty, residents and staff should maintain balance and concern for patient safety and resident well-being. Residents should become well versed in recognition of signs of fatigue, and adopt proactive solutions to prevent and counteract it potential negative effects. Adequate time for rest and personal time must be balanced by each resident.
1) Monday through Friday: 7:30 am to 8:30 am faculty lecture – mandatory attendance and sign in at podium. Non emergency surgical procedures are to be attended by residents AFTER lecture is over with.
2) Monday through Friday clinic schedule: Lakewood, St Luke’s and Hospital Hill rotations begin promptly at 9 am and go until noon; afternoon sessions start at 1 pm and go until 5 pm. Some clinics last lesser or longer than these end times, depending on unique patient situations/needs. 
3) On call: first year residents are to always contact their senior on call resident partner on each and every patient. This process can start at the onset of the patient encounter or any other time there are questions/concerns to be asked. The senior resident on call must then examine any surgical or potential surgical patient as well, and otherwise thoroughly assess all first year resident patients. Once first year residents on call become more proficient in emergency and consultation assessments, the senior resident on a case by case basis, is allowed to take call from home.  The attending on call must be contacted by the senior resident on call either at onset of patient encounter or anytime throughout the process, for direction and updates. All attending’s or their designated backup must come in and assess patients while on call either immediately or within 24 hours, depending on the severity of the situation communicated. Appropriate coding and billing should be prepared by the resident physician, and the involved attending should oversee this voucher for accuracy and sign off. TMC HH, TMC Lakewood, Research, and SLH on call coverage is covered by all residents. 
4) After Hours On Call Patient Encounters:  Established Truman postoperative and clinic follow up patients can be examined/evaluated at the EFW facility during daylight only, and ideally with more than 1 resident on site. This is for your own safety and protection. Proper medical record documentation is to be assumed in each encounter. These patients should only be examined in the first floor exam room, where there is an after hours folder containing proper medical record paperwork as well as a coding/billing form. A charge voucher must be completed on EACH patient, indicating and documenting the encounter as well. Please document all encounters to their fullest while in that room, and replace paperwork inside the same folder where it will be checked the next day by Eye Foundation personnel and removed/updated. New hospital referrals and patients need to be seen at an emergency room at all times. Basically any patient that is not well known to the resident physician, should never be examined at EFW alone. Residents are welcome to contact security and/or opt to see such patients in the EF at TMC West or East. This ensures better safety, liability, and documentation/care for all parties. 
5) Hospital consultations: whenever possible and appropriate, residents should try and have in house patients brought to the clinics (Lakewood, St Luke’s, or Hospital Hill) for full consultation during the day. Research and St Luke’s consults are to be covered by the St Luke’s 2nd year resident. If a consult is a true ocular emergency, the resident is excused from clinic to assess the situation. They are expected to discuss however, with the attending in advance of leaving clinic. All non urgent consultations can be seen by the daytime resident after clinic is over, with the attending in that particular clinic. Emergency after hour consultations go to the resident on call for rotation, using the scenario of checking in with the more senior resident on call, and appropriate attending on call. Appropriate coding and billing should be prepared by the resident physician, and the involved attending should oversee this voucher for accuracy and sign off. Attending staff are to always oversee hospital consults in a timely manner, based on communication by the resident.
6) All time off for vacations, holidays, fellowship interviews, courses, presentations, illness must be communicated well in advance to the chief resident. 

The chief resident must be fair and responsible in this process, and will be overseen by the Residency Program Director. In situations of uncertainty, the Program Director will solve the dilemma in a fair manner.
7) Second year residents will each cover SLH and 

      Research Medical Center for hospital consultations 

      daytime. Attendings at SLH rotation will cover 
      consults daytime, and after hours will be assigned to 
      the attending on call. RMC consults or emergency 

      room patients requiring transfer to another facility for 

      surgical intervention, should initially be stabilized and 

      assessed by the resident prior to transfer, and with full 

      and final approval by attending on call.
  8) Duty hours are defined as all clinical and academic 

related to the residency program, e.g., patient care (inpatient and outpatient), administrative duties relative to patient care; time spent in-house during call activities and scheduled activities such as conferences. Duty hours do not include reading and preparation time spent away from the duty site. Duty hours must be limited to 80 hours per week, averaged over a four week period. Ophthalmology residents do not take in house call, and instead take call from their homes. Residents must be provided with 1 day in 7 free from all educational and clinical responsibilities, averaged over a 4 week period. One day is defined as 1 continuous 24 hour period free from all clinical, educational, and administrative duties.

Available Resident Funding and Finances:

· Each resident is given a $1000 allowance to be used annually. This starts each July 1st and ends June 30th, one year later. This is best used for equipment, textbooks, fees associated with ARVO and AAO meetings/attendance.

· The department utilizes earmarked funds for resident education that helps to cover graduation costs, summer symposium costs, and phaco practice lab costs. This is not available for general resident usage otherwise.

Moonlighting: This activity is strictly prohibited by the department of ophthalmology by all residents. Ophthalmic residency is a full time endeavor that mandates 100% attention of each resident.
II. Resident Development 
a. First Year  

The goal of the first year rotation in ophthalmology is to introduce the resident to the examination of the eye and visual system in both children (while at CMH rotation) and adults. In general, first year residents are expected to show evidence of increasing knowledge derived from a continuous program of reading to supplement their learning in the clinics and lectures. The first year resident should make every effort to collect as much information as possible during their patient examination. Initially the first year resident should strike a compromise between their limitations in their ability to perform a complete examination of a patient and obtain assistance along the way with either staff, other senior residents, or attending staff. During the course of the first year, it is expected that less compromise will be necessary. As the rotation progresses, the first year resident should become increasingly competent in the following areas: 
· ophthalmic history taking

· retinoscopy and refraction, lensometry, spectacle prescribing, visual acuity measurement

· pupil testing, confrontation visual fields

· external eye exam, slit lamp exam

· tonometry and gonioscopy

· color vision and stereo testing

· keratometry and pachymetry

· ocular ultrasound and biometry

· detailed motility examinations and the general ophthalmic examination

· removal of foreign bodies from the surface of the eye 

· schirmers and detailed retinal drawings
· OCT and GDX testing and interpretation

· full neuro ophthalmic examination (to be taught by staff neuro ophthalmologist)
· pediatric examination (to be taught by staff pediatric ophthalmologists)

· familiarization with basic surgical instrumentation and equipment will be taught while rotating through our ophthalmic surgical department with various attendings. There is a 4 month introduction to ophthalmic surgery rotation where each resident spends 4 half days per week assisting staff ophthalmic surgeons in surgery. Testing on names and proper usage of ophthalmic surgical equipment and instruments will occur at the end of this rotation. 
· Supervised introduction to periocular anesthesia will begin during surgery rotation by residents. Proper technique will be taught and overseen by attending staff to residents regarding peribulbar and retrobulbar anesthesia. 

· Basic ophthalmologic diseases and complex problems will be encountered and should be supplemented with daily self directed reading on the part of the resident. 
· Beginning residents examine patients in the clinic, perform extraocular procedures, and selected laser procedures under direct attending staff supervision. 
· One half day session per week is spent at Children’s Mercy Hospital Eye Clinic during one 4 month block to gain exposure to pediatric ophthalmology. 
· Eleven months of the first year are spent at TMC – H eye clinic rotation, and one month at CMH  rotation. 
· Research projects will be encouraged to start at the beginning of the first year rotation. Residents are encouraged to meet with Dr. Mitra and visit his basic science ophthalmology lab for enhanced knowledge about the process. 
· Phaco practice lab time will be introduced, and residents encouraged to team up with more senior residents. Three to four formal mandatory multistation surgery practice labs will be participated in by all residents with oversight by the Residency Program Director and other attending physicians.

· Begin laser PRP, SLT, and yag laser treatments after their initial six months are successfully completed.

                      Second Year

The second year rotation is designed to further enhance the skills and clinical/surgical responsibilities learned during the first year rotation.  In addition, the second year resident will learn to treat many of the surgical disorders that occur in ophthalmology, including intraocular surgery. While some of the surgical procedures will be outside the scope of a second year resident, the knowledge to be learned from these procedures is not.  It is expected that at the end of the rotation, the resident will be comfortable evaluating and treating as many of the comprehensive eye disease facing today’s comprehensive ophthalmologist, as well as subspecialty disease areas.   
Residents spend 4 months at TMC – HH, 4 months at SLH and 4 months at CMH eye clinics. The four month rotation at TMC – H features concentrated training in retinal and vitreal surgical cases, perform a significant number of retinal lasers, and interpret fundus photographs and fluorescein angiograms. Corneal, glaucoma, oculoplastics, and oncology clinic patients occur as well during the TMC – H rotation on a weekly basis. During the 4 months at St Luke’s Hospital, the resident spends time at the private subspecialty clinics including neuro ophthalmology, retina, glaucoma, cornea, and contact lens/low vision clinics. While on the St Luke’s rotation, the resident will also be responsible for daytime consult duties covering Research Medical Center. The resident also performs in patient hospital consultations under supervision of attending faculty staff at St Lukes (SLH) and Research Medical Center (RMC). By the end of the second year, each resident will:

· Demonstrate an increased level of competence in the medical and surgical evaluation and treatment of adult and pediatric patients
· Diligent work on research projects should be prioritized during second year rotation.

· Mandatory monthly time spent practicing surgical skill will be monitored in the resident practice lab. Feedback will be given by the Residency Program Director and other faculty, along the way. 
· Correctly interpret diagnostic tests such as OCT, GDX, visual fields, B Scans, ERG’s, photos, and fluorescein angiograms.

· Demonstrate an acceptable level of skill in performing cataract surgery and other selected intraocular procedures. 

· Recognize competence in performing common ophthalmic laser procedures: yag, argon, SLT

· Recognize conditions that warrant low vision and contact lens specialty referral and familiarization with this unique area of expertise.

                        Third Year

                        Residents attain maximum proficiency during their third year, as they 

                        prepare to graduate and work towards fellowship and/or private practice 

                        options.  Medical and surgical skills are sharpened through intensive 

                        clinical exposure and higher levels of responsibility for major surgical and 

                        medical complex cases. Senior residents are expected to provide ongoing 

                        leadership and guidance to more junior residents and medical students and 

                        rotational family practice and medicine residents on the ophthalmology 
                        service. 

                        Residents rotate for a period of 8 months through TMC – H and four 

                        months at TMC – L and CMH. While assigned to TMC – L, each resident 

                        also spends ½ day per week at the Eye Foundation Refractive Surgery 

                        Clinic observing and performing procedures, and learning patient 
                        evaluation and postoperative care. The privilege of performing refractive 
                        surgery is based on overall total performance up to that point in residency, 
                        as well as good understanding of equipment and surgical technique. 
                        Attending staff retain the right to perform all cases on a given 4 month 
                        rotation if the resident doesn’t demonstrate appropriate progression of 
                        understanding and competence up to that point. Third year residents also 

                        spend a half day per week in contact lens/vision care clinic. This time is 

                        utilized to train and educate senior residents further regarding the fitting 

                        and management of contact lenses.
                        By the end of the third year, each resident will:

· Demonstrate full competency in the medical evaluation and treatment of adult and pediatric patients

· Demonstrate acceptable skills and safe techniques in performing all surgical and laser procedures within the domain of the general ophthalmologist

· Complete departmental research requirements

· Demonstrate an ability and willingness to practice medicine according to the ethical standards of the profession.

                        The Chief Resident is a senior resident selected by the faculty and senior 

                        staff of the Department of Ophthalmology each year, to act as a liason 

                        between the department leadership and the residents. The Chief Resident 

                        duty begins in May of the second year and is charged with the following 

                        duties:

· Create and maintain the resident call schedule, time off, and coordinate with attending call schedule

· Assist the Residency Program Director in developing the teaching conference schedule
· Assist the department in resolution of any internal resident concerns or disputes

· Organize and oversee human eye harvesting in a fair manner by ophthalmology residents and to include proper disposal of human eyes once deemed ready. This will be overseen by the Residency Program Director and Ophthalmic Pathology department.

· Assist in proper set up and clean up of departmental surgical labs utilizing pig eyes in a fair and equitable manner. Program director of the residency will arrange all such labs in advance.

                        Throughout the residency, faculty physicians assume ultimate 

responsibility for ensuring proper patient care is provided. Staff physicians
are always available in clinic for direct supervision and in the operating 
rooms. Residents are expected to carry out the recommendations of 
attending staff in patient care along the way. 

III. 
Professional Conduct 
Values and standards are difficult to evaluate, but common sense dictates certain behavioral expectations for any serious student and physician. Residents are required to be on time and appropriately prepared for all scheduled educational sessions, and complete assigned tasks in all areas of training in an appropriate and timely manner. Residents must always behave courteously, tactfully and empathetically towards patients and their families. Similarly, they should be cooperative and supportive to staff, fellow residents, paramedical staff, patients and others. Proper dress, grooming and deportment are expected when in patient care areas. TMC residency policy stipulates no nail polish, no open toed shoes, socks or nylons worn at all times, no written statements on clothing, no suggestive jewelry or attire are allowed. Residents are expected to provide appropriate medical and surgical care, according to the level of skills, and to communicate with the staff about patient care so that appropriate and necessary supervision and guidance may be provided. Continuity of care must be ensured with both staff and fellow residents for any patient for which the resident is responsible. Accurate written patient records must be maintained. Each encounter with a patient must be documented in the patient record, accurately and thoroughly. Residents are expected to adhere to the published rules and regulations of the Academy of Ophthalmology and familiarize themselves with the AAO Code of Ethics. Residents are all encouraged to join actively as resident members of the American Academy of Ophthalmology. Finally, residents are expected to communicate in an honest and candid manner with the staff. This is fundamental to the kind of relationship which is necessary to both education and patient care in our department. Residents are to behave with respect and courtesy towards one another; share their wisdom and expertise with each other in a collegial manner. Team building and thoughtful concern for one another at all times is expected.
IV. Resident Education 
a. Educational Reading 

The faculty have provided a reading list that is critical to the development of your fund of knowledge. * see attached document It is expected that this list will be completed at the appropriate time in your training. Although extensive, it is not complete. This should be considered the MINIMUM reading required. Residents are expected to take the opportunity to learn whenever and wherever possible. In addition to this required reading, residents are expected to pursue an aggressive independent course of reading texts and journals. Residents should regularly read the major journals and demonstrate a progressive ability to critically evaluate the general directions of ophthalmic inquiry and the specific attributes of individual presentations. Reading should most assuredly include basic scientific journals as well, to enhance research knowledge and basis. Attending staff of the department hold regular journal club sessions covering 1) retina/macula 2) corneal/refractive/lenticular surgery 3) ocular oncology 4) neuro ophthalmology 5) oculoplastic surgery 6) glaucoma/uveitis 7)pediatric and adult strabismus 
b. Curriculum

Curriculum development and oversight are the responsibility of the Residency Program Committee, a group composed of the Department Chair, Residency Program Directors, and other key section leaders. The entire curriculum is analyzed and evaluated at year end annually to determine it’s usefulness and effectiveness in goals and desired objectives of the training program. Each resident provides written input by means of annual program evaluation. Further feedback is then encouraged annually during group resident year end review, as well as during quarterly individual resident evaluations with the Residency Program Director.

The educational program derives its foundation from the General Competencies published by the ACGME (accreditation council for graduate medical education). These objectives define core values of the learning environment and seek to provide meaningful goals in the areas of patient care, medical knowledge, practice-based learning and improvement, interpersonal and communication skills, professionalism and systems-based practice. A specific educational program for ophthalmology can then be formulated within this general framework:
General Competencies – Knowledge/Skill Objectives: all residents are to know and understand what is expected of them in each of these areas:
1.Patient Care

                               Upon conclusion of the training program, each resident will:

· Demonstrate the ability to acquire essential and accurate patient information

· Diagnose and manage medical and surgical disease of the eye and visual system at a level acceptable for the general ophthalmologist

· Demonstrate effective patient and family counseling while showing sensitivity to relevant sociocultural circumstances.

· Demonstrate the effective use of information technology to facilitate continuous improvement in patient care skills.

                              2. Medical Knowledge
                                  Upon conclusion of the training program, each resident will:

· Demonstrate the ability to understand and apply established and evolving areas of clinical and basic science within the field of ophthalmology

· Demonstrate a level of medical knowledge sufficient to engage in a safe and effective clinical practice

· Demonstrate the ability to evaluate new information critically

                               3. Practice-Based Learning and Improvement

                                   Upon conclusion of the training program, each resident will:

· Demonstrate the ability to appraise and assimilate scientific evidence and improvement in patient care
· Show evidence of self-directed learning as a basis for continuous improvement in patient care skills

                               4. Interpersonal and Communication Skills

                                  Upon conclusion of the training program, each resident will: 

· Show a commitment to the professional responsibilities of a practicing physician.

· Demonstrate adherence to the ethical and moral standards of the profession

· Show respect for the physician-patient relationship through appropriate conduct in all patient encounters.

· Demonstrate sensitivity when interacting with a diverse population of patients.

                              5. Professionalism 

                                 Upon conclusion of the training program, each resident will:

· Show a commitment to the professional responsibilities of a practicing physician

· Demonstrate adherence to the ethical standards of the profession

· Show respect for the physician patient relationship through appropriate conduct in all patient encounters

· Demonstrate sensitivity when interacting with a diverse population of patients

                              6. Systems-Based Practice

                                  Upon conclusion of the training program, each resident will:

· Demonstrate an awareness of the role of the ophthalmologist in the context of complete patient care.

· Demonstrate the ability to use skill-building resources in order to provide optimum patient care.

· Practice medicine in a safe, efficient, and cost-effective manner.

· Practice medicine in a way that consistently advocates the patient’s best interest.

                              Program-Specific Objectives

                              The curriculum encompasses the following four broad areas:

1. Instruction in the Basic and Clinical Sciences (academic conferences)

2. Ocular pathology

· Pathology lectures

· Clinicopathological conferences (CPC)

· Pathology lab

3. Clinical experience

· Outpatient clinics

· Surgery: elective, urgent, and emergency
· Hospital based consultations 

· On call patient assessments including trauma management

4. Clinical and Basic Science Research and Scholarly 

activity

                              Implementation

                              Faculty Directors are designated by the Department Chairman to 

                              develop and coordinate the instructional courses and case presentation 

                              conferences. Documentation of resident attendance at all conferences 

                              is maintained by the Program Director. The current curriculum is 
                              outlined as follows:
Didactic Conferences and Lectures

· Basic/Clinical Science Lectures

· Focus Review Lectures – addressing areas that need additional teaching

· Journal Club – journal review and discussion

· Pathology Lectures

· Grand Rounds/Visiting Professorship Conferences

                       Case Presentations 

· Subspecialty Case Presentations

I. Glaucoma

II. Retina/macula

III. Neuro-ophthalmology

IV. Ocular Oncology

V. Refractive Surgery

VI. Oculoplastics

VII. Contact Lenses and Low Vision

VIII. Adult and Pediatric strabismus

· Surgical Case Review

· Surgical Complications/clinical Management Conferences

· Clinicopathological Conferences

   Ethics/Practice Management

· Ethics – one hour every other month by the Residency Program Director for the discussion of ethical and moral issues in the field of ophthalmology and the practice of medicine

· Practice management – one hour didactic lecture by the Department Chairman on alternating months exploring physician contracts, practice development, business management, managed care, and other issues of interest to the new physician.
                            Assessment:

                            Didactic courses and case presentation conferences are assessed  

                            annually for educational relevance and overall quality. Modifications 

                            are made as needed based on feedback from residents and staff 

                            physicians. 
               Conferences/Meetings 

Residents are required to attend conferences and lectures given by attending staff given at the Eye Foundation, St Luke’s rotation, or Children’s Mercy Hospital rotations. These are rotation dependent. For example, if a resident is on Pediatric Ophthalmology rotation, then they will be expected to attend all those lectures. All third year Lakewood rotation residents are responsible for preparing and giving one introduction to Ophthalmology lecture per month to the family medicine residents. This is in effort to supplement resident knowledge and education of various basic topics in ophthalmology. All third year Lakewood rotation residents are to attend the noontime family medicine conferences given by non ophthalmic physicians as well, in effort to enhance their overall residency education. Clinical obligations are excused since teaching conferences supercede clinical responsibilities for the residents. Attending staff must excuse your absence, should it occur for any reason in advance of the situation. You may not be given an option to miss a conference or meeting in general. Please be on time for all meetings. Many of the faculty spend a great deal of time preparing their lectures. Arriving late is rude and should only occur under usual circumstances.
 Visiting Professor/Grand Rounds lectureships:
Grand Rounds/Visiting Professorships are held monthly at the Eye Foundation Auditorium.  The purpose is many-fold, not the least of which includes the opportunity to discuss unusual ophthalmic cases and to present case histories and physical findings concisely along with a critical review of the literature pertinent to the patient’s diagnosis. An outside invited speaker is brought in to initially provide a basic science lecture, followed by a small break for refreshment, followed by a clinical presentation/lectureship. There are interesting clinical patients brought in often times to enhance discussions during grand rounds, typically demonstrating clinical relevance to enhance the presentations.

Residents are responsible to present a core lecture to the department staff and residents monthly, representing an in depth review of an assigned topic. In general it’s best to choose a topic the resident knows little to nothing about in effort to enhance their educational process. Faculty are available to assist residents in preparing core lectureship format, design, and speaking ability along the way. 
V. Resident Responsibilities 
a. Surgical Logs 

All residents are required to log their surgical experience and make sure that the data is turned into the appropriate person responsible for its collection.
b.  Call Responsibilities 

During normal eye clinic hours of 8:30 am until 5:00 pm, emergencies will be handled by the normal contingent of physicians staffing the clinic. Residents will be responsible for seeing and evaluating emergency room eye patients and   emergency consults. Coverage will provide the residents with invaluable experience in phone triage and patient exposure which is necessary for any physician to practice. The full-time staff physicians will be able to be reached on their own pagers and expect to be notified of ANY and ALL patient/resident conversations or encounters. This is especially true for any patient who has recently undergone surgery. Discuss the problem with the patient and tell them you will contact their attending surgeon/doctor. It is most imperative that residents communicate directly to the on call attending regarding the need for same day attending evaluation, in other words an emergent or urgent staff patient examination. For postoperative patients, first attempt to call the attending that performed the surgery.  If that attending is not available contact the attending on call.  Discuss your thoughts, impressions, and plan of action. Residents are on call for TMC HH, TMC Lakewood, SLH, and Research Medical Center. Pagers are to be worn at all times while on call for easy accessibility.
First call duties rotate between first and second year residents, each of whom share weekend call Friday, Saturday, Sunday.  Weeknight call for first on call is nightly, rotated so as not to be consecutively longer than 1 night at a time.  Second call duties are assigned to third year residents, who likewise are to rotate call 1 week at a time. Second call is allowed to take call from home for non surgical cases, however must be able and willing to come in when asked by First call to assist in assessing particular situations. Any changes needed along the way in your call rotation are to be cleared through the chief resident and program director.
A junior resident should never hesitate to call the senior resident for advice or request their presence when seeing a patient. If questions remain, or upon completion of the consultation, the attending physician on call should be contacted. The resident on call should never be intimidated nor reluctant to call the senior resident or attending, regardless of the hour. 
A prompt response to ER requests is mandatory, saves time, saves sight, and maintains a standard of excellence.

There is NEVER a time that is appropriate to hesitate or refuse to see a patient when requested to do so by another physician regardless of how trivial the consult may seem. Furthermore, it is never appropriate to call a senior resident or attending to see if it is necessary to see a patient when asked to do so by another service. The answer is always yes. If unusual circumstances arise along the way, it should be communicated immediately to the attending on call for further clarification.
If a difficulty arises regarding a consult, the patient should be seen and treated appropriately and the attending contacted afterwards. Under no circumstances should the resident attempt to rectify the problem themselves. Put the patient best interests and needs first.
1.
On-call Surgery
i 
All surgery performed in the operating room must be done under the supervision of an attending, and is typically performed by the more senior resident on call.
ii. Minor surgery may be done in the ER with permission from the attending on call.
b.  
Hospital Consults and Inpatient Follow-up 
All inpatients on the ophthalmology service are to be seen by the resident on call over the weekends. Residents will be responsible for reviewing all emergency consults with full time staff on a daily basis. The examination notes or consult sheets should be left at the front desk of the eye clinic with the supervisor. Each resident will be active in providing inpatient and outpatient consultations during the course of training.
c.  
Resident Surgery 

Performing surgery is a privilege. Residents should be fully versed on the procedure(s) they will be observing, assisting, or performing, including the indications, anatomy, and potential complications and management of those complications. Residents who are not prepared will not be able to perform surgery. It is expected that residents will have studied a particular surgical procedure prior to seeing it and/or performing it. Resident surgeons should know the contents of the patient charts prior to surgery.  Resident surgeons are expected to provide surgical care in the same manner they would expect to be given themselves. Residents are monitored regularly, and goals should be to perform 2 practice eyes per month during independent time. This entails suturing lab predominantly and at a minimum. Failure to do so may culminate in grounds for having the attending perform the resident cases. Suture practice on a regular basis is important to continually teach and train surgical hands and to effect and show steady improvement. The department arranges after hour phaco practice labs 2 to 4 times a year with residents. Various stations include suturing, phacoemulsification, extracapsular cataract extraction, trabeculectomy, tub shunt, iris hooks, capsular tension rings, and insertion of silicone intraocular lenses. All residents are expected to attend these sessions.  
Each resident will reach a level of skill in ophthalmic surgery and laser treatments to allow him/her to function as a safe general ophthalmologist. Areas of surgical experience will include cataract, cornea, other anterior segment surgery, strabismus, glaucoma, retina/vitreous, globe trauma, oculoplastics/orbit, laser/cryo procedures of the anterior and posterior segments, and refractive surgery. The minimum numbers of procedures in each category are specified by the residency review committee of the ACGME.



e.
Clinic Duties
Residents should thoroughly examine patients before the attending sees them, if possible. To make the most of your experience, it is your responsibility to take the initiative. Do not wait to be handed a chart, or to be asked to examine a patient. Begin by introducing yourself to the patient and family members present, and explain that you work with the attending that will be seeing the patient. Do not dilate any patient before he/she has been presented to the attending in neuro or pediatric clinics. It is not possible to accurately evaluate pupils, motility/strabismus, binocular vision, or acuity in pre-verbal patients when the patient has already been dilated. Retina patients are all routinely dilated, maximally by contrast. Before presenting the patient, have your findings ready. Formulate a preliminary working diagnosis and differential with management plan, even if you are uncertain. If and when an attending differs with that of a resident, it is the responsibility of the resident to proceed with exactly what the attending has instructed them to do in a positive manner. Any further concerns in this regard should be taken promptly to the Program Director for further clarification and discussion.
Residents are sometimes asked to return patient phone calls. Be sure to document the phone call in the patient’s chart. This includes the name of the caller, time, date, reason for inquiry, your thoughts on situation, and your recommended resolution of situation. 
   Resident Rotations:

                       The year academically begins July 1st and ends June 30th. Each year is 

                       divided into three 4 month blocks. Hospital time allocations are as 
                       follows:

                       First Year: twelve months at TMC – H, and includes:
Surgical assisting rotation (2 days per week: Tuesday and Wednesday)

CMH rotation on Monday mornings











                       Second Year: 4 months at TMC –H, 4 months at CMH, 4 months at 
                       SLH (includes RMC daytime consults). Includes:
· ROP Exams:  
Premature babies being screened for retinopathy of prematurity are not examined by residents in the clinic. These examinations are stressful for both the infants and parents. Your ROP experience will occur in the ICN during your surgery week where the babies are monitored and you are more likely to see active disease.  

                       Third Year: eight months at TMC-H and 4 months at TMC-L

· TMC-L rotation includes Refractive Surgery rotation (one half day per week – Wednesday mornings), and contact lens/vision care clinic rotation (Wednesday afternoons).
Assessment of Resident Performance:
Outpatient Statistical data from each institution are reviewed by the Department Chairman on a monthly basis. Surgical activity and complications of each resident are also tracked monthly. Copies of operative reports are directed to the ophthalmology administrative office at the parent institution. Pertinent information is entered into a computer database by appropriate personnel. Printouts are generated monthly for comparison to surgical logs maintained by each resident. Corrections to the central database are made as needed and any missing operative reports are recovered. Resident and institution-specific data are reviewed periodically by the Department Chairman and Program Director. Surgical volume and teaching quality are assessed at the annual review. 

The clinical performance and surgical skills of each resident are evaluated by faculty members and appropriate ophthalmic leadership staff every four months. Evaluations are reviewed quarterly by the Department Managers Committee, and grades are assigned. The Department Chairman and Program Director meet with each resident privately to discuss any remedial actions if needed. The Program Director meets with each resident privately for feedback on these confidential reviews. Cumulative annual results are compiled anonymously and then presented and discussed at a group meeting with the Program Director and/or Department Chairman in May or June annually.
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