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Introduction 
 

Dear Incoming SAP Clerkship Student, 

Welcome to the Surgery clerkship! Although scrubbing into the OR may seem daunting at first, be rest 

assured that you already have the qualities that will help you be a successful clerkship student during 

your rotation. The technical skills and knowledge will come with time, experience, (and some hard 

work), and it is not expected that you master these skills at the end of nine weeks. Rather, it is more 

important that you gain an understanding of what conditions can be managed surgically, the workup 

involved to make that happen, and the perioperative and follow-up management of patients. Even if you 

do not end up going into a surgical specialty, having an awareness of how surgery impacts a patient’s 

anatomy, physiology, and even psychosocial situation will make you a more effective physician in 

whatever field you practice.  

 

The surgery clerkship is one of those rotations for which you aren’t explicitly prepared during pre-

clerkships but then a lot of your assessment is based on a combination of technical skills, clinical 

knowledge, being proficient with logistics, and how well you work within the team. Learning is best done 

when one’s stress levels are at an optimal point: not totally relaxed but not completely overwhelmed. 

To somewhat prime you to be able to receive information well during your surgery rotation, this guide is 

a compilation of some of the information that might be useful for you to be aware of so that you can 

focus on learning the ‘art of surgery’ and not on the processing all the task-based information that will 

inevitably come your way. I’ve also found that the information pertaining to the surgery clerkship is 

scattered across the website and various Box folders, so I’ve summarized the most relevant information 

for your convenience here. 

 

Additionally, everybody will have a very different rotation experience that’s determined by which 

services you are on as well as the makeup of the teams when you are there. I’ve gathered some of the 

core competencies and clinical information that you should have gained by the end of the rotation so 

that you have a better idea of what might be on the end-of-rotation assessment and can better gauge 

how instructional your rotation experience is.   

 

Feel free to reach out with any questions or suggestions to improve this guide! 

 

Sincerely, 

Emily Park (emily.park@yale.edu) 
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Navigating the Surgery Clerkship 

Typical Day 
This varies greatly service-to-service, but you can generally expect: 

5/6am  Prepare the list and Pre-Round (which can be just chart review and 

communicating with overnight nurses about any acute events) ± Get Signout 

from the night team 

6-6:30am   Round with the rest of the team  

7am-? Go to Cases, see patients in Clinic, help Manage the Floor, evaluate and call 

Consults (Eat lunch when you get the chance) 

4:30pm-7pm  Sign-out, Evening Rounds, Dismissal(!) 

At-home preparation should include (1) reading up on your patients to whom you’ve been assigned 

their cases, (2) learning about the operation and its basic steps, (3) refreshing your knowledge of the 

relevant anatomy, and (4) eating, sleeping, and taking care of yourself.  

You will be logging a lot of hours in the hospital during this rotation, and you will want to be physically 

able to be engaged and enthusiastic. In other words, don’t feel the pressure to keep up on Anki cards 

during the week (unless you’re on anesthesia perhaps ( ᐛ )و ) if you don’t feel up to it. This is the time to 

make the most of the experiential learning of being in the OR environment and thinking like a surgical 

resident, but it’s going to be difficult to do if you’re as tired as a surgical resident… 

 

Typical Call 
For your two call shifts (or week of night float if on TEGS), you will be covering the York Street (YSC) 

general surgery or trauma consult services. General explanation of how call works is on the website but 

in short: 

For weekend days, arrive to the hospital to meet the team at 7:15am. 

For nights, arrive to the hospital in time to meet the team at 6pm. 

To find your resident for YSC, you can go to Amion (Access Code: GENERALSURGERY) and contact them 

over Mobile Heartbeat or you can page the consult pager: 

- Dial 203-412-6358 

- Wait for the message and tone to finish 

- Wait a beat, and dial your contact number and hit # 

- Your page should be confirmed with some short tones afterwards 

For TEGS, go to the Resident Reading Room (EP 6-835, the left-most door in front of the EP patient 

elevators). 

*Note: There is no medical student pager – hang out with the PGY2 on TEGS to be notified of traumas 

and to see consults.  

https://www.yalesurgeryclerkship.com/how-call-works
https://amion.doximity.com/
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Didactics and Simulations 
Your learning will come from your time on the wards as well as some formal classes and simulations. 

Informal Didactics 

This is “learning on the job” from your supervisors, both residents and attendings, in all types of 

settings: the floor, in the OR, in clinic, in the ED when seeing a consult. At the beginning of your rotation, 

let the team know what your goals are and if there are any topics that you want to learn, so they can 

look for opportunities to teach you those things. On busy services, there isn’t going to be much free time 

for sitting down and getting formal teaching from the residents or attendings, but on less busy services, 

ask if you can get some teaching on a concept in which you are interested. Also feel free to volunteer a 

quick 5-minute spiel about a recent paper or something you learned that would be educational to the 

rest of your team.  

In the OR, much of your learning will be observational and “pimping”: watch how the attending and 

resident work together, begin developing your anticipatory sense for the next steps, try to understand 

how decisions are made and adjusted during the operation, map out the anatomy in your head with 

what is being done during the surgery, and look at how the surgeon handles and uses their instruments. 

At non-crucial points of the cases (such as when they are dissecting out surrounding fascia or when 

closing), feel free to ask insightful questions (ie. those for which answers can’t be found with some 

dedicated Googling). If you get the opportunity to do a step or task, ask for immediate feedback as 

you’re doing it.  

 

Formal Didactics 

On Fridays, after you pre-round/round with your team, you will go to Grand Rounds, which are held in 

the Fitkin Auditorium, from usually 7:30-8:30am. Some services have their own Grand Rounds you’ll go 

to instead. You should be wearing professional clothes and your white coat.  

At 9am, you will have a morning of lectures from various faculty and residents. After lectures, you will 

have simulations at the Sim Center (728 Howard Ave). Joy Grabow will send a weekly email detailing 

your Sim groups and times, which will cycle every few weeks. After Sim, you have the afternoon off. 

 

Simulations 

These practice cases will cover scenarios that can present to the emergency room. You will work in a 

group of three, one of you being the team leader, to work through the situation. After the simulation, 

you will have a debrief with the simulation faculty, during which you reflect on your experience and get 

teaching about the concepts present in the case.  

 

Assignments 
These are listed on the website, but in short: 

- At the end of each 3-week surgery block 

• Mid-Clerkship Feedback Forms  

https://educaster.med.yale.edu/folio/
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- At midnight, two weeks before the postcede 

• Radiology Assignment (you need to pick imaging from one of your patients, so be on the 

lookout throughout your rotations for anything interesting!) 

- At midnight, day of postcede 

• Self-Assessment (via ExamSoft – instructions sent by Lee two weeks before end of block) 

- At the end of the SAP block, submitted to your Yale Box Folder: 

• Patient and Procedure Log (combined EM/Surg) 

• SAP Case Log (cases you see in the OR / watch on WiseMD) 

• H&P or Consult Note reviewed by preceptor 

• Supervised Abdominal Exam 

• Supervised Peripheral Vascular Exam 

 

Feedback and Evaluations 
Be proactive about asking for feedback – if you don’t ask, you probably won’t get it (unless it’s 

something critical during an operation). Again, it’s helpful to let the team know what your goals are for 

the rotation so that they can comment on whether or not you’re achieving those goals. If you’d like 

something more formally documented, you can have your evaluator fill out a “Rapid Assessment of a 

Medical Student (RAM),” which is a QR code located at the bottom of the Assignments page on the 

website.  

Unlike the other rotations, surgery evaluations on MedHub are handled by a designated faculty 

evaluator on each service, who will get feedback from the team with whom you worked. You may or 

may not actually work with the evaluator during your time on the rotation, so shoot a quick email to 

them at the start of your rotation so that they’re aware that you’re on the service. The evaluators are as 

follows: 

York Street  

• Anesthesia – Christopher Szabo  

• Breast and Surgical Oncology – Anees Chagpar 

• Colorectal – Haddon Pantel 

• Cardiac – Roland Assi, Ricardo Boix-Garibo, Syed Usman Bin Mahmood 

• Endocrine – Courtney Gibson 

• ENT – Yan Lee 

• Interventional Radiology – Fabian Laage-Gaupp, Brian Letzen 

• Neurosurgery – Michael DiLuna 

• Orthopedics – Dominick Tuason 

• Pediatric – Emily Christison-Lagay 

• Plastic and Reconstructive – Michael Alperovich, Jeremy Goss 

• Thoracic – Justin Blasberg 

• Transplant – Danielle Haakinson 

• Trauma – Bishwaji Bhattacharya 

• Urology – Angela Arlen 

• Vascular – Cassius Ochoa Chaar 

https://docs.google.com/forms/d/e/1FAIpQLSdy0b3lOVWkPWCfciTSx_FvAwlEGb9o2mDiBnasaVxm9PGiKA/viewform?usp=sf_link
https://www.yalesurgeryclerkship.com/_files/ugd/93a63b_00179142d8334a27bd9602eb3bfe580b.pdf
https://www.yalesurgeryclerkship.com/_files/ugd/93a63b_1778b1df7c934ea884b4f7374c5fdce9.pdf
https://aquifer.org/resources-tools/sign-wise-md-wise-oncall/
https://www.yalesurgeryclerkship.com/_files/ugd/93a63b_e49a7edbef93442caab9075c916bc7eb.pdf
https://www.yalesurgeryclerkship.com/_files/ugd/93a63b_67b6fffea50d49038e935c975ce438c2.pdf
https://www.yalesurgeryclerkship.com/assignments


 

 

 

4 

SRC 

• Bariatric – Maija Cheung 

• General – Melanie Sion 

• Surgical ICU – Melanie Sion 

WHVA  

• General, Vascular, and Cardiothoracic - Vanita Ahuja 

 

General Policies and Contact Information 
The SAP clerkship follows the guidelines of the overall clerkship policies. As a rule of thumb, it’s better to 

let more, rather than less, people know of any issues and sooner, rather than later. 

 

Attendance   

Contact people ASAP and receive acknowledgement of receipt: If you know that you will be missing 

clinical days, email your chief, Dr. Felix Lui, Dr. David Stitelman, and Lee Sylvestre ASAP. If you will be 

absent on a didactic day, email the clerkship leadership as well as Joy Grabow and Dr. Samuel Buck. 

 

Make Up Policy 

Excused absences are according to that of YSM policy: 

If you have ≤ 3 excused absences, you don’t have to make up any time. 

If you have ≥ 3 excused absences, you have to make up one shift for every day missed over 3 days, on a 

weekend. 

If you have an unexcused absence, you have to make up a shift for every day missed, on a weekend. 

If you miss Friday didactics, you will have to complete a makeup assignment for every lecture missed. If 

you have an unexcused Sim session, make up will be at the discretion of the EM/Sim faculty. 

Important People 

Clerkship Director: Dr. Felix Lui (felix.lui@yale.edu) 

• If you need to schedule a meeting, contact Michele MacKinnel (michele.mackinnel@yale.edu / 

203.785.2572) or Kristianne Cretella (kristianne.cretella@yale.edu / 203.737.5581) 

Associate Clerkship Director: Dr. David Stitelman (david.stitelman@yale.edu) 

Clerkship Coordinator: Lee Sylvestre (lee.sylvestre@yale.edu / 203.915.7167) 

Simulation: 

• Simulation Director: Dr. Samuel Buck (samuel.buck@yale.edu) 

• Simulation Coordinator: Joy Grabow (joy.grabow@yale.edu) 
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Resident Liaisons: 

• Dr. Leah Kim (leah.kim@yale.edu) 

• Dr. Nathan Coppersmith (Nathan.coppersmith@yale.edu) 

• Dr. Peter Zhan (peter.zhan@yale.edu) 

• Dr. Rachel Rivero (rachel.rivero@yale.edu) 

• Dr. Emily Flom (emily.flom@yale.edu) 

• Dr. Leanne Brown (leanne.brown@yale.edu) 
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Learning Objectives 
 

From the Clerkship Statement   
• Gain a broad-based experience to the different disciplines of surgical practice 

• Learn the fundamental basic science and clinical knowledge base that underlies the practice of 

general surgery 

• Understand the evaluation of the surgical patient and pre- and post-operative management 

• Develop technical skills related to caring for surgical patients 

• Develop writing and presentation skills necessary for effectively communicating about surgical 

patients 

• Develop essential patient care skills and professional behaviors required in the management of 

acute and critical illness 

 

--- So what does that actually mean?? --- 

 

Technical Competencies 

Day-to-Day (“Doctoring 101”) 

- Taking focused histories and performing stream-lined physical exams 

- Giving assessment-and-plan focused / SOAP-style patient presentations 

- Writing H&P, consult, and progress notes 

- Efficiently pre-rounding on and counseling patients 

- Interpreting lab values and radiographic imaging to inform management 

- Understanding basic admission orders and discharge paperwork 

 

In the OR 

- Being aware of the various roles of the surgical staff 

- Preparation of the patient for surgery pre-anesthesia induction 

- Draping and maintaining a sterile field 

- Understanding the flow of the surgery and developing anticipatory wherewithal 

- Assisting in surgeries 

o Holding retraction/tension and providing exposure 

o Effective suctioning of fluid and smoke 

o Cutting sutures 

o Handling scopes for laparoscopic procedures 

o Closing skin 

o Needles, sharps, and other instruments safety 

- Extubation and transfer of patient to recovery 
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Perioperative Management 

- Understanding pre-op paperwork and requirements 

- Giving handoff to the PACU  

- Doing 4-6hr postop checks on admitted patients (and knowing what to look for/ask about) 

- Managing patients’ other medical conditions 

- Transfer of care to-and-from other services 

- Understanding and resolving barriers to discharge 

- Understanding longer-term follow-up care 

 

Procedural Skills 
*Note: you will not necessarily perform all of these, but you should be aware of them 

- IV access 

- Phlebotomy 

- Obtaining arterial blood gases 

- Nasogastric tube placement, irrigation, and troubleshooting 

- Central venous catheter placement 

- Foley catheter placement 

- Incision and drainage of abscesses (also in the OR) 

- Skin biopsy 

 

Physical Exam / Diagnostic Maneuvers 

- Adjunctive maneuvers for diagnosing peritonitis 

- Confirming reducibility or incarceration of abdominal wall hernias 

- Signs of shock (hypovolemia, distended neck veins, tracheal deviation, etc.) 

- ABG, EKG, CXR, PA catheter and central venous pressure monitor interpretation 

 

Emergencies and Traumas 
*Note: you will not necessarily perform all of these, but you should be aware of them 

- Basic airway establishment and management 

- Tourniquet application 

- Cervical collar application 

- Intraosseous IV 

- Needle decompression of tension pneumothoraxes 

- Thoracentesis 

- FAST (Focused Assessment with Sonography for Trauma) Exam 
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Knowledge Competencies 
(Adapted from the American College of Surgeons Medical Student Curriculum) 

Abdominal Pain 

Be able to describe the initial evaluation, differential diagnosis, and management of a patient with 

abdominal pain, and determine when emergent intervention is required 

- Presentation, Diagnosis Strategy, and Treatment of Adult Patients Who Present with: 

o Acute appendicitis 

o Biliary colic/cholecystitis/choledocholithiasis/cholangitis 

o Pancreatitis 

o Peptic ulcer disease ± perforation 

o Gastroesophageal reflux 

o Gastritis/duodenitis 

o Diverticulitis ± perforation 

o Inflammatory bowel disease 

o Enterocolitis 

o Small bowel obstruction (adhesions, hernia incarceration, tumor, intussusception,  

       volvulus) 

o Colon obstruction (volvulus, Hirschsprung’s disease, tumor) 

o Splenomegaly/nontraumatic splenic rupture 

o Mesenteric ischemia 

o Leaking/ruptured abdominal aortic aneurysm 

o Gynecologic etiologies (ectopic pregnancy, ovarian torsion, ovarian cyst, tubo-ovarian  

       abscess, salpingitis, endometriosis) 

o Genito-urinary etiologies (UTI, pyelonephritis, testicular torsion, ureterolithiasis) 

- Presentation, Diagnosis Strategy, and Treatment of Pediatric Patients Who Present with: 

o Malrotation/midgut volvulus 

o Hernia 

o Hirschsprung’s disease 

o Pyloric stenosis 

o Intussusception 

o Meckel’s diverticulitis 

o Child abuse 

- Approach to patients with postoperative abdominal pain 

 

Abdominal Wall and Groin Masses 

Be able to describe the diagnosis and management of patients with abdominal wall or groin masses 

- Differential diagnosis, diagnostic and laboratory investigations and management of: 

o Groin masses (indirect/direct inguinal hernia, femoral hernia, lymphadenopathy, 

aneurysm) 

o Abdominal wall masses (incisional, spigelian, epigastric, and umbilical hernia; rectus 

sheath hematoma; diastasis recti; desmoid tumor) 

o Groin pain (sports hernia) 
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Acid-Base Balance 

Be able to differentiate between the types of acid-base imbalances and how to apply this to clinical 

scenarios 

- pH, PaCo2, PaO2, and HCO3 of a normal blood gas 

- Factors that affect oxygen delivery and consumption 

- Mechanisms, methods of compensation, differential diagnosis, and treatment of metabolic 

acidosis/alkalosis and respiratory acidosis/alkalosis 

 

Breast Problems 

Be able to describe the diagnosis and management of a patient with benign and malignant breast 

conditions 

- Patient history and risk factors for the development for breast cancer 

- Key physical exam findings for common breast problems 

- Diagnostic and therapeutic implications of fine needle aspiration vs. core needle biopsy, cyst 

aspiration, incision and drainage 

- Mammography and ultrasound in the evaluation of breast complaints and key imaging features 

- Appropriate diagnostic work-up for common breast problems in various age groups taking 

efficiency and cost into consideration 

- Diagnosis and treatment of benign breast conditions 

- Clinical and pathologic staging and management of breast cancer 

 

Fluids and Electrolytes 

Be able to understand the basic fluid and electrolyte abnormalities and how to treat them in the 

inpatient setting 

- Normal range of serum electrolytes 

- Most common endogenous factors that affect renal control of Na+ and H2O excretion 

- Signs and symptoms of hypovolemia 

- Objective ways of measuring fluid balance 

- Electrolyte composition of common fluids (Normal Saline, ½ Normal Saline, D5W, Ringer’s 

Lactate) 

- Resuscitation strategies for hypovolemia vs other states of shock 

- Replacement strategies for GI fluid losses (ie. emesis, diarrhea, ostomy output, fistula output) 

 

Gastrointestinal Hemorrhage 

Be able to describe the initial management of a patient with acute upper and lower GI hemorrhage and 

to name the major causes and treatment of GI bleed 

- Definition of upper and lower GI hemorrhage and its clinical determination 

- Initial management of acute GI bleed and indications for fluid replacement, choice of fluids, and 

blood transfusion 
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- Indications for surgical intervention of GI bleed 

- Understand the role of gastrointestinal endoscopy and interventional radiology in acute GI bleed 

management 

 

Intra-Abdominal and Retroperitoneal Masses 

Be able to describe diagnosis and management of a patient with organomegaly and other palpable 

masses 

- Hepatic mass 

o Causes and management of diffuse hepatomegaly in the absence of a discrete mass 

o Most frequently encountered benign and malignant hepatic tumors and their 

management 

o Role of liver function testing, radionucleotide imaging, ultrasound, and CT in evaluation 

of hepatic masses 

o Role of and available techniques for liver biopsy for diagnosis 

o Causes of cirrhosis (Hepatitis B/C, alcohol, obesity) and increased risk of hepatocellular 

carcinoma 

- Splenic mass 

o Hypersplenism vs enlarged vs normal sized spleen 

o Most common signs and symptoms associated with hypersplenism 

o Splenectomy in the treatment of hypersplenism 

o Short- and long-term infectious complications associated with splenectomy and their 

mitigation 

- Pancreatic mass 

o Acute and chronic pancreatitis 

o Cystic and solid masses (benign and malignant) 

- Retroperitoneal mass (Diagnosis, management, and complications) 

o Lymphomas 

o Retroperitoneal sarcomas 

o Adrenal tumors 

- Aortic aneurysm 

 

Jaundice 

Be able to describe how to differentiate medical and surgical causes of jaundice, discuss the 

management of surgical jaundice including the diagnostic and therapeutic plan 

- Anatomy relevant to surgical causes of jaundice 

- Causes (hepatic, biliary, and pancreatic) of jaundice 

- Surgical vs medical cause of jaundice 

- Diagnosis to identify the cause of surgical jaundice 

- Role of endoscopy and interventional radiology in the management of obstructive jaundice 

- Indications for surgical intervention and available surgical options for the treatment of surgical 

jaundice 
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Non-Cardiac Chest Pain and Shortness of Breath 

Be able to identify the major causes of non-cardiac chest pain and shortness of breath and to describe 

the steps in making a diagnosis and determining the general treatment options for these illnesses 

- Spontaneous pneumothorax (causes, diagnosis, and treatment) 

o Risks that could prove life-threatening 

o Underlying pulmonary pathology that might be expected 

o Role of observation, tube thoracostomy, chemical sclerosis, and surgical management 

o Likelihood of recurrence and occurrence on the opposite side 

- Hemothorax (common etiologies) 

- Pulmonary embolus (presentations, etiologies, and management) 

o Predisposing factors 

o Electrocardiographic changes and how they might be distinguished from myocardial 

infarct 

o Main points in the diagnostic evaluation 

o Management options in treating PE and the role and timing of the following options 

(anticoagulation with heparin, lytic therapy, vena caval filter, pulmonary embolectomy, 

open thoracotomy) 

- Esophageal rupture (presentation, etiology, and management) 

o Most common causes 

o Sites most frequently perforated 

o Risks of untreated perforation 

o Indications for surgical management and which patients are best managed non-

operative vs. urgent operation 

o Treatment priorities 

o Relationship of underlying esophageal disease to treatment options in management 

- Gastro-esophageal reflux (common presenting symptoms) 

o Relationship of reflux to chronic asthma and aspiration 

o Appropriate diagnostic work-up of a patient with suspect reflux (barium swallow, 

endoscopy, manometry, 24hr pH testing) 

o Evaluation of dysphagia 

o Treatment of esophageal stricture and the risks of dilation 

o Barrett’s esophagus  

▪ Risks of malignancy 

▪ Qualifications for surgical management and which procedure (anti-reflux vs 

resection) 

▪ Surgical options for reflux (abdominal or thoracic, laparoscopic vs open partial 

vs complete wrap) 

- Empyema (clinical findings, symptoms, and etiology) 

o Clinical situations likely to be associated with formation of an empyema 

o Usual organisms isolated in culture 

o Management options and the differences in management in children 

o Surgical options 
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Non-Healing Wounds 

Be able to identify and evaluate factors contributing to non-healing wounds and to apply preventative 

and therapeutic measures when treating non-healing wounds 

- Contributing factors to non-healing wounds 

o Ischemic (arterial & venous insufficiency, pressure-induced) 

o Metabolic (diabetes, malnutrition) 

o Inflammatory (infectious, foreign body, moisture exposure) 

o Immunosuppression (steroids, chemotherapeutic agents) 

o Neoplastic 

- Prevention and treatment strategies 

- Importance of appropriate and frequent wound examination 

- Basic principles of wound care and commonly used dressings 

 

Nutrition 

Be able to (1) describe the metabolism, function, and signs of deficiency for protein, calories, vitamins, 

and trace elements (2) perform a comprehensive nutrition assessment, describe indications, and 

prescribe enteral or parenteral nutrition (3) monitor the effectiveness and complications of a nutrition 

plan for outpatients and hospitalized patients (4) provide initial treatment of short bowel syndrome and 

develop a plan for intestinal rehabilitation. 

- Importance of nutrition in the prevention of surgical complications 

- Know how to adequately prepare patients nutritionally for surgery 

- Various methods of access for enteral and parenteral nutrition 

- Indications for initiation of enteral or parental nutrition 

- Differences between the main categories of enteral formulations (polymeric, elemental, semi-

elemental, blenderized, disease-specific, and modular) 

- Selection of appropriate enteral formula for patients 

- Most common short- and long-term complications of parenteral nutrition (refeeding syndrome, 

line infections, Korsakoff’s psychosis) 

- Causes, symptoms, complications, and medical/surgical management of short bowel syndrome 

 

Perianal Problems 

Be able to describe the diagnosis and management of perianal disease 

- Differential diagnosis for perianal or perirectal pain 

- Characteristic history findings for benign and malignant anal pathology 

- Indications for inpatient and outpatient endoscopy (anoscopy vs proctoscopy vs flexible 

sigmoidoscopy & colonoscopy) 
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Perioperative Care 

Be able to describe the important issues related to perioperative care and to understand the risks and 

potential complications associated with a surgical intervention 

- Features of history that influence surgical decision making such as known diseases, risk factors, 

urgency of operation, medications, etc. 

- Tools used for preoperative risk assessment (labs, imaging) 

o Pulmonary – exercise tolerance, pulmonary function testing 

o Cardiovascular – ASA classification, Goldman criteria, echocardiography, thallium 

studies, Doppler studies 

o Renal – BUN/Cr, dialysis history 

o Metabolic – nutritional assessment, thyroid function 

- Anesthetic risk factors (age, urgency of intervention, emergent vs. elective surgery, associated 

conditions {pregnancy, diabetes, COPD, valvular/ischemic heart disease, cerebral/peripheral 

vascular disease, renal insufficiency, etc) 

- Perioperative nutritional assessment 

- Enteral vs parenteral nutrition 

- Components of informed consent 

- Conditions that may interfere with fluid and electrolyte homeostasis in periop and strategies for 

replacement and monitoring (bowel prep, NPO status, NG drainage, dialysis, operative losses) 

- Coagulopathies or increased risk of bleeding 

 

Postoperative Care 

Be able to describe postop care of patients including the identification/differential diagnosis and 

management of complications 

- Wound complications 

- Postoperative fever 

- Respiratory distress 

- Acute kidney injury / oliguria 

- Hypotension 

- Ileus 

- Stress ulcers 

- Delirium 

- Postoperative stroke 

 

Shock 

Be able to define shock, differentiate between the types, and manage shock 

- Type of shock, mechanisms, compensation methods, differential diagnosis, and treatment of: 

o Cardiogenic shock (acute coronary syndrome, valve failure, dysrhythmias) 

o Hypovolemic (hemorrhage, fluid loss) and classes of hypovolemic shock 

o Distributive (sepsis, anaphylaxis, neurogenic) 
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o Obstructive (non-cardiac obstruction including: pulmonary embolism, tension 

pneumothorax, tension hemothorax, and cardiac tamponade) 

o Neurogenic 

- Guide management utilizing lab values (CBC, chemistry, lactate, ABG, SaO2) 

- Factors that affect oxygen delivery, consumption, and extraction 

 

Skin and Soft Tissue Lesions 

Be able to describe the management of benign and malignant skin and soft tissue lesions and to develop 

a diagnostic and treatment plan 

- Benign Lesions (i.e., trauma, bites, and pressure wounds):  
o Types of wound closure (primary, secondary, and delayed primary) 
o Differences in wound closure for clean vs contaminated wounds 
o Proper use of local anesthetics including types, advantages and disadvantages of 

epinephrine, safe dosages, potential toxicities, precautions for digits.  
o Stages of pressure ulceration.  
o Characteristics and treatment of skin and soft tissue infections (cellulitis, folliculitis 

{furuncle, carbuncle}, hidradenitis suppurativa, necrotizing soft tissue infection) 
o Burn classification, calculation of total body surface area burned, resuscitation, and 

wound management.  
o Characteristics and treatment of benign skin and soft tissue lesions 
o Lesions with potential of malignancy (cysts {epidermal, dermoid}, keratosis, nevi, 

hemangioma, arteriovenous malformation, lipoma, acrochordans) 
- Malignant Lesions  

o Squamous Cell Carcinoma (characteristics, typical location, and incidence) 
▪ Precursor lesions including actinic keratosis and Bowen’s Disease 
▪ Risk factors including sun exposure, ethnicity, environmental and occupational 

exposures, impaired immunity, and prior wounds 
▪ Treatment options including surgical excision, treatment of palpable nodes, and 

role of radiation 
▪ Prognosis, risk of recurrence, and risk of metastasis 

o Basal Cell Carcinoma (characteristics, typical location, and incidence) 
▪ Risk factors 
▪ Treatment options for small and large lesions and the role of radiation 
▪ Prognosis, risk of recurrence, and risk of metastasis 

o Melanoma (characteristics, typical location, and incidence) 
▪ Precursor lesions (congenital nevi, dysplastic nevi, Spitz nevi) 
▪ Subtypes, prognosis, and risk factors 
▪ Breslow’s thickness, Clark’s levels, ulceration: how they relate to prognosis 
▪ Treatment options (margin size, assessment of lymph nodes, treatment of 

metastasis, role of radiation and immunotherapy) 
▪ Risk of recurrence and risk of metastasis 

o Soft tissue sarcomas (characteristics and incidence) 
▪ Differences in frequency and type between childhood and adult sarcomas 
▪ Risk factors (radiation, chemical exposure, genetic disorders, and chronic 

lymphedema) 
▪ Prognosis relative to histologic type, histologic grade, tumor size, and depth 
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▪ Diagnostic options (fine needle aspiration, core needle biopsy, incisional biopsy, 
and excisional biopsy) 

▪ Treatment options (surgical excision, radiation, chemotherapy, treatment of 
metastasis) 

▪ Characteristics and treatment of Kaposi’s sarcoma, and its relationship to HIV 
and immunodeficiency 
 

 

Trauma: Initial Trauma Evaluation 

Be able to formulate the initial evaluation, assessment, and management of a trauma patient 

- Basic principles of triage 

- ABCDE’s of the Primary Survey 

- Ongoing Resuscitation and Coagulopathy of a Trauma Patient 

- Priorities and Sequence of the Secondary Survey 

- How to Perform and Tertiary Survey 

- How to Assess Level of Disability 

- Describe Alcohol Screening and Brief Intervention of Trauma Patients 

- Understand the Components of a Safe Discharge 

 

Trauma: Diagnosis and Management 

Be able to describe the diagnosis and management of the most common blunt and penetrating trauma 

injuries in hemodynamically unstable and stable patients  

- Physical Findings, Radiographic Imaging, and Indications for: 

o Emergency thoracotomy 

o Operative thoracotomy 

o Exploratory laparotomy 

o Angiographic embolization/stabilization/extraperitoneal pack of pelvis 

o Resuscitative Endovascular Balloon Occlusion of Aorta (REBOA) 

o Emergent neck exploration 

o Emergent extremity tourniquet/exploration 

- Significant Physical Findings, Lab/Radiographic Investigations, and Management for the Most 

Common Injuries of the: 

o Neurologic System / Thorax / Abdomen and Pelvis / Extremities 

 

Vomiting, Diarrhea, and Constipation 

Be able to describe the initial management of a patient with vomiting, diarrhea, or constipation. Be able 

to name the major causes of vomiting, diarrhea, or constipation that are relevant to surgery, and 

develop a diagnostic and treatment plan for each. 

- Vomiting 

o Differential diagnosis for benign and malignant causes of emesis 

o Fluid and electrolyte abnormalities that may result from emesis 

o Common etiologies, signs and symptoms, and management of small bowel obstruction 
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- Diarrhea 

o Differential diagnosis of diarrhea in adults 

o Pathology, anatomic location and pattern, cancer risk, diagnostic evaluation, and 

management of ulcerative colitis vs Crohn’s disease 

o Clinical manifestations, risk factors, diagnosis, and management of pseudomembranous 

colitis 

o Risk factors, presentation diagnosis, and management of ischemic colitis 

- Colitis 

o Potential etiologies of constipation ion adults and children 

o Clinical presentation etiologies, and management of large bowel obstruction 

o Staging and treatment of carcinoma located at different levels of the colon, rectum, and 

anus 

o Postoperative follow-up of patients with colorectal carcinoma 

 

Communication of Bad News 

Understand how to communicate to patients and their families about serious aspects of medical care 

including those relating to life-threatening or life-altering diagnoses as well as adverse events in a 

respectful, compassionate, culturally sensitive, empathic, and accurate manner. Be able to communicate 

effectively and respectfully with health care colleagues and staff. 

- Parties involved in medical and surgical decision=making 

- Importance of patient literacy in medical communication 

- Use of professional interpreter for non-English speaking patients 

- “Teach back” method 

- The effects of a patient’s psychosocial, spiritual, and cultural worldview in their response to 

medical diagnoses and subsequent decision-making, especially with life-threatening or life-

altering prognoses 

- Role and timing of palliative care, chaplaincy, legal, hospital ethics committee, and the organ 

donation process 

- Optimal physical environment for delivery of bad news 

- Effects on the health care team of an adverse event 

 

End-of-Life Issues 

Be able to (1) understand the psychological, social, cultural, ethnic, religious, spiritual, and legal issues 
involved in end-of-life situations and decision-making, (2) recognize the emotional stresses on the health 
care team as well as the patient and family; (3) appreciate the support provided by the chaplains, faith-
appropriate clergy, counselors, and social workers as well as the palliative care service and hospital 
employee assistance programs, (4) know that palliative care involves psychological comfort and freedom 
from physical pain while palliative procedures may involve an operation for relief of pain or other 
symptoms but not necessarily for cure. 
 

- Most common psychological, social, cultural, ethnic, religious, and spiritual issues involved in 
end-of-life situations 
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- Role of the family in a situation wherein the patient becomes unable to express their wishes and 
the role of cultural understanding 

- Legal aspects of end-of-life situations such as: surgical-complication death (death within 30 days 
of an operative procedure); assignment of authority (surrogate) for end-of-life decision-making; 
difficulties experienced by couples not in a legal-marriage relationship. 

- Services provided by chaplains, faith-appropriate clergy, counselors, translators, and social 
workers. 

- Appropriate use of terms: “advance directives,” “palliative care,” “hospice,” “comfort care,” 
“transition (not withdrawal) of care,” and “euthanasia.” 

- Benefit of hospice services, both in-home and in a hospice institution. 
- Definition of brain death and cardiac death  
- request process. 
- Recurring topics that arise during decision-making conferences involving the family, the 

responsible surgeon, and other members of the health care team (possibly palliative care). 
- Financial implications and resource usage during end-of-life care  

 

Endocrine Disease 

Be able to describe the diagnosis and management of benign and malignant endocrine surgical 

conditions 

- Importance of patient history of endocrine disorders, including an assessment of patient risk 

factors for thyroid cancer or familial endocrine neoplastic syndromes 

- Key physical exam findings for common endocrine surgical problems (thyroid nodules, 

hyperthyroidism, hyperfunctioning adrenal disorders) 

- Office procedures, including the diagnostic and therapeutic indications (neck ultrasound, 

ultrasound guided thyroid nodule fine needle aspiration biopsy) 

- Appropriate diagnostic work up for hyperthyroidism, thyroid nodule, hyperparathyroidism, 

adrenal mass, and functional neuroendocrine tumor 

- Appropriate preoperative medical management of pheochromocytoma in preparation for 

surgery 

- Key imaging findings for thyroid nodules suspicious for thyroid cancer 

- Clinical and pathologic staging for well differentiated thyroid cancer 

- Key components of the multiple endocrine neoplasia syndromes 

 

Informed Consent 

Be knowledgeable about the components and conditions of informed consent 

- Definition 

- Appropriate person to supply informed consent 

- Key components 

o Diagnosis, if known 

o Nature, purpose, risks, and benefits of a proposed treatment or procedure 

o Potential treatment or procedure alternatives including risks and benefits (regardless of 

cost or to the extent to which it is covered by health insurance) 

o Risks and benefits of not receiving or undergoing a treatment or procedure 
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o Names and signatures of the treating physician, patient, and witness as well as the date 

and time of signature 

- Special circumstances 

o Pre-medicated patient 

o Patient in labor 

o Patient under extreme stress 

o Patient with known psychiatric illness 

o Patient with organic neurologic disease 

o Patient with developmental delay 

o Emergent procedures 

o Minors 

o Emancipated minors 

- How health care providers can influence the patient’s decision during the informed consent 

process and differences between coercion, manipulation, and persuasion 
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How to Succeed in the OR 
TL;DR – be prepared, active, engaged, and enthusiastic; and always allow yourself to be flexible and to 

keep a humble, learning mindset 

There’s no special formula for being a great student in the OR. Over time, you’ll develop your “OR 

sense” and a level of comfort that’ll allow you to better enjoy the experience. The rule of the game is to 

be helpful just enough as to be not in the way and make the whole process as efficient as possible. In 

the meantime, here are some things you can do to help set you up for success. 

Before Stepping into the OR 

- Know the patient, know the surgery, and know the anatomy ± physiology 

o Know the indication for the surgery (and if relevant, why a particular type of surgery) 

o Know patient’s unique risk factors for adverse events and complications 

o Know very basic concepts and steps of the surgery 

o Review any relevant imaging 

 

- Introduce yourself to the patient in the pre-op area 

o Very simple: “Hi, I’m _____, a medical student working with <<Attending>> during your 

operation today. I wanted to introduce myself before seeing you in the operating room. 

± (small talk)” 

o Not necessary to invite questions, especially if you are unlikely to know the answer 

o Don’t give absolutes as to when the patient will be wheeled back to the OR because 

that’s never certain  

In the OR 

- Before the patient is wheeled back: 

o Enter and exit the room via the sub-steriles (has supplies and scrub sinks) that are in 

between the ORs  

▪ In North Pavilion, there’s a large center room with supplies and the scrub sinks 

are in the hallway 

o Grab your gloves (and also your resident’s gloves if you know their size) 

o Introduce yourself to the circulating nurse so they can put you into the computer 

o Ask the scrub tech if you can hand them your gloves or if you can drop them on their 

table 

▪ As a rule, don’t touch the blue things if you aren’t sterile 

▪ Don’t just drop your gloves without asking, and don’t interrupt if they are 

actively setting up or counting instruments 

▪ Also ask if you should grab another gown in case not enough are opened already 

o You may be asked to help bring the patient back – always bring them back with 

someone from anesthesia unless explicitly instructed otherwise 

o Make sure the main door is closed unless people are actively moving in and out 

- After the patient is wheeled back: 

o Take the stretcher/bed/wheelchair back into the hallway to be picked-up and cleaned 

o Help move the patient onto the operating table 
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o Grab some extra blankets to cover the patient and pad the area where the safety belt 

will be placed 

o Help strap the patient in with the safety belt, place the Sequential Compression Devices 

(SCDs) around the patient’s calves, hook them up to the machine (and turn it on) 

o Participate in the sign-in 

o Stay pretty quiet during induction by anesthesia 

▪ If they’re using the Glidescope to intubate, it’s interesting to watch on the 

monitor 

o Help reposition the patient after induction if need be 

o Offer to put the foley in if appropriate 

o If hairs need to be shaved, grab the electric shaver, a blade, and some silk tape 

▪ You can use the tape to pick up the hairs that are cut 

o Once the patient starts being prepped (ie. sterilized), you should probably scrub 

▪ As a general rule, you should try and scrub before everyone else because the 

scrub tech is going to be busy taking care of the surgeons and setting up the 

equipment and won’t have time for you until there’s a lull 

- Draping 

o If you’re new to the OR or unfamiliar with the setup, I would step aside for the resident 

and attending to drape  

▪ It’s super easy to contaminate yourself during draping so don’t risk it if you’re 

uncomfortable / are told not to 

▪ If you’re confident and no one else is around yet, feel free to help drape 

o Even though it’s blue, as soon as the drape goes past your knees, it’ll technically not be 

sterile since the bottom part of your gown is not sterile – so avoid touching the drape if 

its closer to the floor than it is to you. 

- Operation 

o Once everything is set up, slot yourself into a spot that’s open (usually across from the 

scrub tech), but be prepared to move if instructed  

o Keep your hands visible (across your upper abdomen but not in your armpits, on the 

drape overlying the patient, on the edge of the Mayo stand) as to not question your 

sterility 

o Don’t take instruments off the scrub tech’s Mayo stand or table (unless you get to know 

them better and they’re ok with it). If the scrub tech is occupied, the instrument is 

within reach of you, and everybody is just waiting, announce what you’re taking off the 

stand (saying what you’re doing is generally a good thing to do) 

o Feel free to adjust the overhead lights to best illuminate the field if the positioning 

changes throughout the case 

o If it’s an open surgery, you can probably take hold of the suction 

▪ When it’s not in use, it’s helpful to fold the tubing so that it’s not so loud 

▪ Rule of the game is to be quick in-and-out, to not get in the way of surgeon’s 

field and instruments, and to not obscure the field between what the surgeon is 

looking at and their eyes 

▪ Gently “paint” the area you want to suction, don’t jab and prod 



 

 

 

21 

▪ A lot of the new Bovie cauteries now have a vacuum on their tip so you don’t 

necessarily need to evacuate smoke in those circumstances 

o Cutting Sutures 

▪ The joke is that the tail you cut will always be too long or too short. Over time, 

you’ll get a better understanding of what the tail length most likely should be  

▪ If you’re not sure where to cut, slide to where you think you should and wait a 

beat for the operator to confirm 

▪ Technique:  

• Whenever possible, use the straight-end, blunt tip, “hefty,” Mayo suture 

scissors 

• Hold the scissors so that the side with the screw is closest to your palm / 

facing up. Your thumb and middle finger should go in the rings, and your 

pointer finger should be used to stabilize 

• Open the scissors just enough to slide the suture in between. If you’re 

cutting down to the knot, slide the blades down until you feel that 

you’re on top of the knot (it goes without saying: don’t cut the knot) 

• Use the tip of the scissors to cut, and make sure you can see the tip on 

the other side of the suture when cutting 

• Angle the blades ~5° to give some tension when you cut 

• If the scissors suck, (if you are right-handed) push down with your 

thumb and pull up with your ring finger to bring the blades closer 

together. 

▪ When not actively cutting, flip the scissors into your forearm so that the tips 

point towards your elbow as to “sheath” the blades. 

o Holding Traction / Giving Exposure 

▪ For the sake of your hands, arms, and back, you want to be as relaxed as 

possible while still being able to maintain adequate exposure with the 

retractors. Use your weight to provide most of the force as to reduce fatigue 

(unless you’re trying to get some isometric workouts in) 

▪ Grip the retractors in a way that is most ergonomic for you 

▪ For the most part, you’ll want to “toe-in” (angle the tip of the retractor into the 

field so that you have the best grip on the tissue) 

▪ If appropriate, you can try and anticipate where the operator is going to go next 

and adjust your retractor in a way that they’ll see where they’re going 

▪ If you feel yourself slipping / lose your grip / about to faint – let someone know 

before it happens 

o Closing Skin 

▪ Depending on the attending / resident / circumstances around the case, you 

may or may not help with closing the skin (either with suture or staples) 

▪ Always be honest with what you know and don’t know – everyone’s always 

happy to teach you! 

▪ When passing needles back to the scrub tech, flip the needle so that the tip is 

pointing into the needle driver and say “needle back protected” as you hand it 

over 
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• If you for some reason don’t protect the needle, say “needle back 

unprotected” 

▪ For needle safety, the dangerous needles are the ones attached to the driver – 

be aware of where your hands, other people’s hands, and the tip of your needle 

are at all times. Free needles are much less likely to stick someone 

▪ Skin glue (Dermabond) tips and tricks – tap the glue down to the tip to maximize 

how much you get out; break the tube near the top, squeeze out the glue at the 

tip; cover the entire length of the incision and spread it out to the side; keep the 

operating lights on the glue since it dries by heat 

▪ When covering incisions with Tegaderm, always stretch the skin before applying 

it and not during/after – otherwise, the skin will blister 

- Wrapping Up 

o When taking down the drapes, take care not to dislodge the airway or drag the drapes 

across the incisions 

o While waiting for patient to be extubated, you can go grab a stretcher / bed from the 

hallway and bring it in 

o You can also grab the roller board that is used to transfer the patient from the operating 

table to the bed 

o Don’t remove the SCDs until after the patient is extubated 

o You can offer to write the Brief Post-Op note if your resident hasn’t already done so 

o If your patient is admitted in-patient, feel free to do a 4-6hr post-op check on them 
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How to Find Your Team 
You will want to email the Chief Residents for your rotation before you start so they can let you know of 

general expectations and what cases you are assigned. You can find who’s on if you go to the Amion 

schedule.  

On Mobile HeartBeat (MHB), the resident’s work/cellphone number can be found as well - sometimes 

MHB is temperamental so it’s usually better to send them a SMS. You will want to make sure to expand 

your search to the Directory as to increase your chances of finding the person for whom you’re looking.  

If you’re unable to get in contact with anyone after multiple attempts, contact a resident liaison who 

may be able to help facilitate. Worst comes to worst, just show up on the first day - reporting 

instructions for the services are in the Ins-and-Outs section.

http://www.amion.com/cgi-bin/ocs?Lo=GENERALSURGERY&Skill=0&Page=Alrots
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Setting up Epic 

Getting into the Context 
After logging in, this box should appear: 

 

Type in your service’s context in the Department box and hit enter. Contexts for each service are listed 

in the Ins-and-Outs section of this guide. 

Alternatively, you can click on the magnifying glass to search for your department. 

 

Creating Patient Lists 
There are two types of patient lists: your own curated list of patients and the team lists that contain the 

patients that are being managed by your service. You can use the team lists to populate your own 

personal lists. To use the team lists, you must first create your own list: 

1. Click on the Patient Lists (  ) icon on the top left corner. 
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2. Click on Edit List and then Create My List in the dropdown. 

 

 

3. Designate your list name in the Name section. 

 

4. Add the columns that will show up in your list by either selecting it in the Available Columns section 

then clicking ( ). This will populate your Selected Columns underneath.  

You can change the order of columns by selecting the column and then moving it up or down with 

the arrows (  ). 
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Alternatively, you can click on ( ) and opt to use pre-made columns from another service. 

  

5. You will next want to find the patients on your service by obtaining the Team List. On the bottom 

left of the screen, expand the Available Lists section by clicking the chevrons ( ) if it’s not already. 

Expand the *Yale New Haven Hospital System Lists folder ( ). 

Scroll down to the YNH Provider Teams (Treatment Team use only) subfolder                                               

( ). You will find your service’s patients within this subfolder. 

Lists for each service are listed in the Ins-and-Outs section of this guide. 

Drag the list to your list to add the patients to your list.

 

6. There are three ways to add individual patients to your list: 

1) Click and drag patients from an existing list onto your list 

2) Right click on a patient’s name in a list and hover over Send To to reveal a drop-down menu 

of all your lists. 
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3) Search for patients in either the Chart or Patient Station at the top of the screen. 

                

 

Setting up the Report 
The Report is the section that is expandable from the bottom of the Patient List tab that contain much of 

the data you’ll need to know about your patients. It’s really helpful when pre-rounding since you don’t 

have to click into the patient’s chart.  

1. Single click on any patient name in the list. This should bring up the report on the bottom o the 

screen. If not, click on the arrow (   ) in the middle to expand the Report section. 

2. To customize the toolbar, click on the wrench icon (  ) on the right side of the screen, and then 

click on Add or remove buttons from toolbar.  

3. This will bring up a pop-up allowing you to add, remove, reorder, and rename the reports that 

come up. I found it easiest to have them in the order of how I would present, which is –  

a. Surgery Signout Report (or whatever your service uses to give signout) 

b. Vitals 

c. I/O [Past 24hrs In’s and Out’s – usually also includes drain output] 

d. Labs  

e. Rad [Imaging of the last 7 days] 

f. 14-Day Micro [Micro cultures of the last 14 days] 

g. Comp [Time-course documentation of vitals, sepsis tracking, SpO2 + oxygen 

requirements, pain, basic labs, I/O’s, etc.] 

*Note – These are case sensitive.  

 

Setting up the OR Status Board 
This is how you’re going to find and what the status is for your cases. And FYI, every time you change 

your context (or whenever there’s an Epic update), you will need redo the setup. 
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1. Click on the OR status board (  ) icon at the top left corner of the screen. 

 
2. A pop-up will appear that asks you which OR status board you want to see. Most likely, you will 

be at York Street, so in the Search available reports area on the top left, type in YNH Today’s 

Cases – All Pavilions. This will show you all the surgeries happening at YNHH that day. If you’re 

at a different site, you can change which OR board you want to see by clicking on the Settings     

(  )option at the top of the OR board screen.  

 

 
 

 
3. Select the My default checkbox at the bottom left of the screen (so that you don’t have to do 

this every time you want to check the board). 

4. You really shouldn’t need to muck around with the other settings, so go ahead and click on Run  

( ) at the bottom right to bring up the OR status board. 
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5. What do all the symbols and colors mean? To find out, you can hover over each icon and a pop-

up should appear with an explanation. But in short -  

 

[The color of the overall box for each case will tell you what stage of the perioperative period / 

location of the patient is at any given point] 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

6. At the top right of the screen, you can change the date that you’re looking at and also search 

(ctrl/cmd + F) the status board for your patient/attending if you don’t know which room the 

case is in. 

“Green is Go” (aka. if you’re not in the OR, you’re probably late) 

Person: Patient is ready to be wheeled to the OR 

Square: Anesthesia has finished their pre-op thing 

Star: The OR is set up 

Hospital: The surgeon is available and all paperwork is in 

“Red means Not Yet” (aka. you can slowly amble your way over if you’re not busy) 

Person: Patient has not completed pre-procedure 

Square: Anesthesia has not documented their pre-op 

Star: The OR is being set up 

Hospital: The surgeon is not available 

“Orange/Green/Yellow” (aka. might wanna get to the OR sooner rather than later) 

Person: Patient has finished pre-procedure 

Square: Anesthesia has finished their pre-op thing 

Star: The OR is set up 

Hospital: The surgeon is available but missing some paperwork  
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Ins-and-Outs of the Surgical Services 
This section contains logistical information and random insights from students who have rotated on the 

various surgical services.  

Not all of the services have information – if you rotate on one of these and if you would like to 

contribute to the guide, please reach out! 

Anesthesia 
Their website has everything – check it out! 

• Reporting Time: 7am 
• Reporting Location: Reach out to resident you are assigned to on MBH. Usually will 

meet with resident in the OR or PACU. Sometimes resident will ask you to arrive 
earlier. Detailed instructions to find your assignments are on the anesthesia website. 

• Dress Code: OR scrubs, no white coat 
• Epic: 

o Context: YNH Anesthesia 

• Patient Presentations: None 
• Notes: None 

• See Consults? No 

• Go to clinic? No 
• Service Specific Didactics:  
• The List: For your own personal use 

 
Anatomy and Concepts: 

• Some General Concepts:  

o Helpful to know common medications given in anesthesia and how they work (ie. 

Anesthetics, paralytics, vasopressors) 

o Understand what medications are used in anesthesia and how they affect the patient’s 

cardiopulmonary physiology 

• Potential Procedures: 

o Intubation 

o Peripheral IVs 

Need lead?  Sometimes, depending on the case 

About the Service: “Anesthesia is the best service to be on if you aren't interested in surgery but still 

want to see a lot of different types of cases. Your experience can vary based on which resident and 

attending you are assigned to for a given day. Typically, you can expect to get let out before noon. If you 

are proactive and ask to do things, the residents will often try to let you intubate or place IVs.” 

Bariatric and Minimally Invasive 

Breast and Surgical Oncology 
• Reporting Location: NP 15, Near the entrance 

• Dress Code: Business formal, White Coat 

https://yale-anesthesia-rotation.constantcontactsites.com/
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• Patient Presentations: Yes – make sure to always include a plan 

• Notes: Yes – they will count for your evaluation 

• Student Presentation: You will need to give a 15 minute presentation about surgical oncology 

during the rotation. Common topics include complications, outcomes, and new treatment 

modalities. 

• The List: Dependent on intern if they want you to help. Fill out pertinent lab values, ie. H/H, Cr, 

WBC, abnormal values, etc) 

Anatomy and Concepts: 

• Anatomy:  

o Abdominal anatomy (colon vs small intestine; ligament of Treitz; parts of the duodenum 

and their course; biliary tree and common pathologies, location of the cecum and its 

attachments; splenic ligaments) 

• Concepts:  

o Must read the major breast trials (Z011 trial) 

o Differentials for masses you are removing 

Cardiac 

Endocrine 
• Reporting Time: 6:30am 

• Reporting Location: NP15 

• Dress Code: OR scrubs, no white coat 

• Rounds: 7am in NP15 

• Epic:  

o Context: YNH Endocrine Surgery 

o List: YNH Surgery Endocrine-Team 

• Patient Presentations: Yes, during rounds 

• Notes: None 

• See Consults? No 

• Go to clinic? NP4. On Wednesdays, Dr. Ogilvie’s clinic. On Thursdays, Dr. Gibson’s clinic. 

• Service Specific Didactics: Tumor board and education on Wednesday and Thursday morning, 

respectively. Usually starts after rounds ~7:30-7:45am 

• The List: For personal use only 

~ Random Things ~ 

Pimping Questions Answers: The parathyroid was first discovered in a rhino. 

Need lead? No 

About the Service: 

“Endocrine Surgery was one of my favorite rotations throughout my clerkship year. As someone very set 

on medicine, it was a good amount of exposure to the OR with a lot of valuable medical endocrine 

learning as well. Dr. Ogilvie and Dr. Gibson were also great attendings who really care about teaching 

and your experience on the service. If you like clinic, there's plenty of opportunities to get involved in clinic 
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as well. Hours were very good for a surgery rotation since most patients go home the same day of 

surgery. Rounds would range from 6:30 to 7:00 am and I would get dismissed around 2-3 pm on surgery 

days and ~4-5 pm on clinic days.” 

Anatomy and Concepts: 

• Anatomy: Nerves around the thyroid (mainly recurrent laryngeal nerve and superior laryngeal 

nerve) 

• Concepts: Understanding pathophysiology of thyroid and parathyroid disease 

• Potential Procedures  

o Thyroidectomy 

o Parathyroidectomy 

o Adrenalectomy (only with Dr. Gibson) 

ENT 

• Reporting Time: 5:30am 
• Reporting Location: NP15 

• Dress Code: OR scrubs, no white coat 

• Sub-Teams: Adult and Pediatrics 
• Pre-Rounding:  
• Rounds: 6:15am on NP15 
• Epic: 

o Context: YNH Otolaryngology 

o List: YNH ENT University-Team, YNH ENT Consults-Team 

o Properties: Bed, Patient Name/Age/Sex, MRN, Attending, Covering Provider Note 3, 

Current VTE med ordered, Anti-infectives, Diet Orders only 

• Patient Presentations: Yes, if you ask for it. 
• Notes: None 

• See Consults? No 

• Go to clinic? You can, on the specialty team 
• Service Specific Didactics: Friday 8-10am 
• The List: Dependent on the intern. 

 
Anatomy and Concepts: 

• Anatomy: Neck musculature/vasculature, facial nerve distributions through the parotid 

• Concepts: Parotidectomy, thyroidectomy, tympanoplasty, neck dissection 

• Good Resources: 

o Mayo Clinic has some good videos on each of the procedures 

o Tysome and Kanegaonker has a good textbook that has short 2-5 page summaries of 

common ENT procedures 

Need lead? No 

About the Service: “Your time is split between Head and Neck, which is the cancer service, and 

Specialty, which covers everything else. With H&N you'll get to see a smaller range of procedures but be 

able to develop familiarity with them. They're also bigger procedures so more opportunities for you to 
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get procedurally involved. Specialty has a lot more watching of procedures because you can only fit so 

many people around a nostril or ear canal, but has opportunities to see some really cool stuff, e.g. 

stapedotomies, transnasal/labarynthine approaches for brain tumors, rhinoplasties, etc. 

Interventional Radiology 

Neurosurgery 

Orthopedics 

• Reporting Time: 5am 
• Reporting Location: EP7-820 

• Dress Code: OR Scrubs, no white coat 
• Rounds: 5am, EP7-820 
• Epic: 

o Context: YNH orthopedics service 

o List: YNH OrthoTrauma-team 

o List Properties: Bed, Patient Name/Age/Sex, MRN, Attending, Ortho Covering Provider 

Note 2 

• Patient Presentations: None 
• Notes: None 

• See Consults? Sometimes 

• Go to clinic? On occasion at YPB 
• Service Specific Didactics: Friday morning, Brady Auditorium 
• The List: For your own personal use 

Concepts: 

• Principles of fixation through pinning and plating 

o https://surgeryreference.aofoundation.org/orthopedic-trauma/adult-trauma/basic-

technique/basic-principles-of-plating 

o https://surgeryreference.aofoundation.org/orthopedic-trauma/adult-trauma/basic-

technique/basic-technique-modular-external-fixation 

• Familiarity with plating, pins, nails 

• Interpretation of XR and CT for fractures 

• Placing casts/splints 

• Evaluation of fractures in the ER 

Procedures: Look up procedures on the AO Surgery Reference as you go along, which has detailed steps 

and pictures for every procedure you’ll do 

Need lead? Yes 

About the Service: “This is information for the Ortho Trauma service, which is generally described as the 

hardest service in Ortho. You get to see a wide range of fixation techniques, both internal and external, 

covering lower extremity, hip, and upper extremity. Hours are long, procedures can be brutal, but you 

really get to see what the basics are. Attendings are very intimidating but will open up if you engage 

with them. Can be scary, can be worth it.” 

https://surgeryreference.aofoundation.org/orthopedic-trauma/adult-trauma/basic-technique/basic-principles-of-plating
https://surgeryreference.aofoundation.org/orthopedic-trauma/adult-trauma/basic-technique/basic-principles-of-plating
https://surgeryreference.aofoundation.org/orthopedic-trauma/adult-trauma/basic-technique/basic-technique-modular-external-fixation
https://surgeryreference.aofoundation.org/orthopedic-trauma/adult-trauma/basic-technique/basic-technique-modular-external-fixation
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Pediatric Surgery 

Plastics and Reconstructive Surgery (PRS) 

• Reporting Time: 5am 
• Reporting Location: PRS Workroom (EP6, Rm 527). This requires badge access that 

you need the floor’s BA to authorize. Directions: Take the SP elevators to the 6th 
floor. Take the small ramp down to EP, through the double doors, and the workroom 
will be the first door on the left. 

• Dress Code: OR scrubs, no white coat 

• Sub-Teams: Ariyan (Hand Service); Persing (Breast, Craniofacial, ‘Everything Else’ Service) 
• Pre-Rounding: Gather data for the list. Check the nursing notes for any overnight 

events and updates. Summarize events/updates in a document on your 
phone/iPad to text to your intern. No physical pre-rounding. 

• Rounds: Usually 6 or 6:15am start. These are dressing changing rounds that you do 
with the chief resident and your team. (Further details below.) After seeing all the 
patients, you go back to the work room. 

• Epic: 

o Context: YNH PLASTIC SURGERY SERVICE 

o List: YNH Plastics University-Team 

• Patient Presentations: None. The Chief Resident will present each patient and their plan. 
• Notes: None. The residents will take care of daily progress notes. You can offer to 

write brief-op notes (or if you happen to be the only trainee in a case, then you should 
write and share a brief- op note). 

• See Consults? You can follow the PGY2 on consults if there’s down-time, but not required. 

• Go to clinic? No 
• Service Specific Didactics: Wednesday, 5-6pm; Plastics Grand Rounds (Boardman 

Conference Room). Friday, 7/7:30am (Surgery Grand Rounds at 7:30am or Plastics 
Didactics starting at 7am in Boardman Conference Room). 

• Workflow: 

o 5am – preparing the list and dressing changes supplies 

o 6-6:15am – meeting the rest of the team on the ward to start rounding on patients 
o ~6:40-7am – returning to the workroom to run through patients and for the 

residents to write daily progress notes 

o ~7:30am – usually the first cases of the day start around this time 
o 4:30pm – running the list. If you haven’t left after your last case at this point, 

you can be fairly confident you can leave for the day. 
 

• The List: You will help the intern ± Sub-I make the list for the team every morning. 
The format is as follows: 

 

Example: 
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• Dressing Changes: Every morning, you will go change dressings on your admitted 
patients. Your job is to prepare and carry “the bucket.” These dressing changes can 
go by very quickly, and so you should try and know what materials are needed for 
each patient. Also try and open up dressings and tape in a way that is most 
accessible for the team as to “speed things up.” Like in the OR, a skill to develop is 
being able to anticipate what the next step will be and either be in position to 
give/receive something or have a material on hand; thus, it’s helpful to know where 
everything is in your bucket so that you can easily grab additional supplies if need 
be. 

o It’s going to be overwhelming at first – you’ll develop a system that allows 
you to be the most effective for your team. 

o Leave the bucket outside patient rooms (disease transmission mitigation 
purposes) and bring in the necessary supplies in with you. Immediately start 
opening things up. 

 
• The Bucket: The grey bucket located on the shelf above the workroom’s mini-fridge 

contains all the of the supplies that you’ll need for dressing changes, which include: 

o ABD pads (4x) 

o 4x4 Super-Fluff Gauzes (4x) 

o Kerlix Gauze Bandage Rolls (5x) 

o Blue Silicone Tape (1x) 

o Suture Removal Kit (2x) 

o Small Xeroform (6x) 

o Large Xeroform (4x) 

o Adaptic (2x) 

o ACE Bandage 2” (2x) 

o ACE Bandage 4” (2x) 

o ACE Bandage 6” (2x) 

o Sterile Water (1x) 

o Saline Flushes (4x) 

o Bacitracin (~10x) 

o Q-Tip (2x) 

o Tongue Depressor (2x) 

o 500mL Sterile Water (if 

applying or removing wet-to-

dry dressings) 

 

~ Random Things ~ 
Things to Keep in Your Pockets: 

• ABD (1x) 

• 4x4 Super-Fluff (1x) 

• Kerlix (1x) 

• Marking Pen (2x) 

• 25G Needle (2x) 
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• Blue Silicone Tape (1x) 

• Paperclip (1x) 

• Saline Flushes (3x) 

• Trauma Shears (1x) 

• Q-Tip (1x) 

• Tongue Depressor (1x) 

Anatomy and Concepts: 

• Anatomy: Neuro-vasculature and MSK of – 

o Head and Neck 

o Forearm and Hand (Pimping: brachial plexus – distally, muscles, tendons) 

o Chest/Breast and Abdomen (Pimping: branches of the axillary artery, fascial layers of the 

abdomen, blood supply to the abdomen) 

o Leg and Foot 

• Concepts: Flaps, pedicles, grafts, wound healing, microvascular surgery, internal/external fixation 

• Potential Procedures (the range is very vast): 

o Hand 

▪ Revascularization and Repair (Nerve, Artery, Vein, Pseudoaneurysm, Tendon, 

Ligament) 

▪ Carpal, Cubital, and Guyon’s Tunnel; Trigger Finger Release 

▪ Mass excision (ganglion cyst, epidermoid, etc) 

▪ Debridement, Fixation 

o Craniofacial 

▪ Cleft palate, cleft lip, micrognathia hardware implantation/removal 

▪ Rhinoplasty, blepharoplasty, genioplasty, (…all the -plasty’s), traumatic wound 

repairs 

o Skin 

▪ Wide local excision (Melanoma, melanoma in situ, squamous cell carcinoma 

▪ Complex Closure 

o Breast 

▪ Mastectomy 

▪ Deep Inferior Epigastric Perforator (DIEP) Breast Reconstruction 

o Abdomen 

▪ Component Separation 

▪ Hernia Repair 

Need lead? Sometimes. Might be worthwhile to get student lead if you end up on a lot of 
fracture reductions. 

Other Locations: At times, you may asked to go to other sites to assist with outpatient surgeries. 
These locations include: 

• McGivney: This is an outpatient surgery center at SRC. There is a shuttle that 
leaves from the bus station across the street from the Smilow North Pavilion 
entrance. You want to take the YSC-SRC Intercampus shuttle, which you can 
track here (https://www.ynhhbus.org/routes). 

http://www.ynhhbus.org/routes)
http://www.ynhhbus.org/routes)
http://www.ynhhbus.org/routes)
http://www.ynhhbus.org/routes)
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• Shoreline: 111 Goose Lane, Guilford, CT 06437. You’ll need to drive or hitch a 
ride with somebody. Once you turn into the street, you’ll want to go straight, 
past the ED entrance, where you’ll see a lot with free parking. Ask the front 
desk to let you into the work area. 

Thoracic 
• Reporting Time: 5:30am 

• Reporting Location: NP 15 (Rear) 

• Dress Code: OR Scrubs, No White Coat 

• Rounds: 6am 

• Epic:  

o Context: YSC THORACIC 

o List: YM Thoracic Team 

• Patient Presentations: Yes, during rounds. 

• Notes: No 

• See Consults? No 

• Go to clinic? No 

• Service Specific Didactics: 6am on Fridays 

• The List: Only for your personal use. 

• Need lead? No 

Transplant  
• Reporting Time: 6am  

• Reporting Location: WP9 Transplant Workroom 

• Dress Code: Business casual with white coat (if there’s a case for the early morning before 

rounds start, feel free to come in scrubs) 

• Sub-Teams: Liver and Kidney 

• Pre-Rounding: Gather data for your patients. You will physically pre-round with the resident 

team – do not go see patients on your own beforehand (may change based on resident 

preference). 

• Rounds: 8am for Liver; 8:30am for Kidney. Multi-disciplinary rounds with the APP’s, pharmacy, 

social work, medicine, and surgery. Usually in the workroom, but sometimes in the SICU if you 

have patients there. (These rounds can function without you and the residents – if there is a 

case, go to the case) 

• Epic:  

o Context: YNH WP9 ADULT TXP 

o List: YNH Surgery Transplant- Team 

• Patient Presentations: Your chief might have you present your patients to them during pre-

rounds. The Chief Resident will present each patient to the team during rounds. 

• Notes: None. The APP’s and residents will take care of daily progress notes. You can write 

progress notes as practice if you want (or if you’re asked). 

• See Consults? Not required 

• Go to clinic? No 

• Service Specific Didactics: None 

• Work-Flow: 
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o 6am – come in to preround and see patients with your resident team 

o 7:30am – usually the first scheduled cases of the day start around this time 

o 8am – liver rounds start in the workroom 

o 8:30am – kidney rounds start in the workroom 

• The List: Only for your personal use. 

~ Random Things ~ 

Things to Keep in Your Pockets: 

• 4x4 Super-Fluff (3x) 

• Blue Silicone Tape (1x) 

Need lead? No 

About the Service: 

As with the nature of transplant, how much OR time the team ends up getting can be random – some 

periods of time, there’s a bunch and there are days where there is nothing. Be flexible with your 

expectations of getting into the OR – it will just depend on the availability of organs. 

Transplant patients are very medically fragile, complicated, and sick; hence, the team is set up so that 

their management is tightly regulated. The advanced practice providers are very good at their job and 

largely take care of the medical and ‘tasks’ needed for the patients. Feel free to ask them if there is 

anything you can do to help and always do the things they ask you.      

Anatomy and Concepts: 

• Anatomy: Vasculature and surrounding structures of liver, kidney, iliac fossa; layers of the 

abdominal wall; peritoneum vs retroperitoneum 

• Concepts: deceased and living donor organ transplants, immunosuppression, transplant 

program organization and logistics 

• Potential Procedures (open, laparoscopic, robotic) 

o Liver 

▪ Hepatectomy 

▪ Liver transplantation 

o Kidney  

▪ Native donor nephrectomy 

▪ Native bilateral nephrectomy 

▪ Kidney transplantation 

o Miscellaneous 

▪ Hematoma Washout 

Trauma and Emergency General Surgery (TEGS) 

• Reporting Time: 5 – 5:15am 
• Reporting Location: TEGS Workroom (EP6, Rm 6-835), right outside the EP patient 

elevators. 

• Dress Code: OR scrubs ± white coat on rounds / + white coat for clinic 
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• Sub-Teams: Trauma, Emergency General Surgery (EGS) 
• Pre-Rounding: Gather data. Very quick physical pre-rounding. 
• Rounds: Table rounds are on Zoom. Changes based on the day → 

o Mon: Table rounds at 7:15am, presented by the post-call chief 
o Tues: Chiefs present at table rounds at 6:30am 
o Wed: Juniors and students present at table rounds after morning 

education 
o Thurs: 7:15am table rounds, presented by the post-call chief 
o Fri: Table rounds after Grand Rounds (so effectively, you won’t be 

presenting since you’ll be at didactics) 
o Physical rounds completed with your sub-team after table rounds (if you 

don’t have cases to go to) 
• Epic: 

o Context: YNH TRAUMA SURGERY SERVICE / YM SURGERY GENERAL NH HOWARD (for 

clinic schedule) 

o List: YNH Trauma Team-Team / YNH EGS Team-Team 

o List Properties: Make sure to have Covering Provider Note as one of your properties so 

you can see if the patient is a Trauma/EGS Primary, Consult, or SICU patient. 

• Patient Presentations: During table rounds and on physical rounds. Table round presentations 

are very quick: one-liner, any pertinent events/lab values/new data, plan for the day. On 

physical rounds, it’ll be a more traditional SOAP presentation. 
• Notes: Help update the daily progress notes that’ll likely be started by the night 

resident. 

• See Consults? On your week of nights, you will see, present, and write notes on consults you’ll 

see with the PGY2 (more info below) 

• Go to clinic? On Thursdays, starting at 1pm, 1st floor YPB – if there are no cases for you to go to. 
• Service Specific Didactics:  

o Tuesday, 7-8:30am, Intern Surgery School, Harkness Auditorium.  
o Tuesday, 1:30pm, TEGS QI via Zoom.  
o Wednesday, 7:15am, TEGS morning education via Zoom.  
o Friday, 7/7:30am, Surgery Grand Rounds at 7:30am in Fitkin Auditorium 
o Student Wednesday Education Presentation: On most likely your last week, 

you’ll need to prepare a 15-20 minute presentation to give via Zoom about a 
TEGS topic of your choice.  

• The List: For your own personal use 
• The week of nights: The hours are 6pm – 5am, when the day team comes to get 

sign-out. You’ll be spending the time fielding consults with the PGY2 consult 
resident, presenting to consult to either the PGY2 or the Chief, and writing Medical 
Student Consult Notes for the patients you see. If there are cases, you should scrub 
into cases. Have the consult notify you if there are any full traumas (ED A side, R 
rooms), and if you’re interested and nothing is going on, you can go down to 
modified traumas as well.  

 

~ Random Things ~ 
Things to Keep in Your Pockets: 

• ABD (1x) 

• 4x4 Super-Fluff (1x) 
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• Blue Silicone Tape (1x) 

• Saline Flushes (3x) 

Anatomy and Concepts: 

• Anatomy: You should have an idea of gross anatomy of everything, but definitely be aware of layers of the 

abdominal wall (vasculature of the abdominal wall), abdominal anatomy (organs, vasculature), gross 

anatomy and neurovasculature of the extremities. Some helpful surgical anatomical concepts include: 

Calot’s triangle, critical view of safety, how to differentiate small bowel from colon, inguinal hernia 

landmarks {Triangle of Pain, Triangle of Doom} 

• Some General Concepts:  

o Bowel pathologies 

▪ Peritonitis, mesenteric ischemia, small bowel obstruction, colon obstruction 

(volvulus [sigmoid, cecal, midgut]), diverticulitis, perforation, ileus 

o Hepatobiliary pathologies 

▪ Cholelithiasis, biliary colic, cholecystitis, choledocholithiasis, cholangitis 

o Abdominal wall pathologies 

▪ Hernias (umbilical, inguinal [direct most likely], incisional) {reducible/nonreducible, 

incarcerated} 

o Trauma  

▪ Resuscitation and surveys (primary, secondary, tertiary) 

▪ Damage control surgery and medical management of injuries and shock 

(splenic/liver laceration, rib fractures, traumatic brain injuries, vascular injuries, 

hemo/pneumothorax, etc.) 

o Skills: suturing (port site closure, primary closure [suture, staples, glue]), laparoscopic camera 

driving, foley placement, NJT management, trauma survey 

• Potential Procedures: 

o Exploratory laparotomy/laparoscopy 

o Laparoscopic cholecystectomy 

o Laparoscopic appendectomy 

o Bowel resection / anastomoses / ostomies 

o (Trauma) Damage control surgery 

o Incision and drainage 

o Mass / cyst / foreign body removal 

o Tracheostomy 

o PEG tube insertion 

o Chest tube insertion 

 

Need lead? Rarely – sometimes they shoot interoperative cholangiograms (IOC) during lap chole’s

About the Service: TEGS is where you’ll get your bread-and-butter general surgery exposure, and they 

let you do a lot, compared to other rotations (at least in my experience). You also see a fair bit of 

medical management as well, and you’ll learn what goes into the work-up for determining whether a 

patient needs surgery and what goes into post-op recovery.  
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Urology 

• Reporting Time: 6am 
• Reporting Location: NP15 Urology Room – enter the unit by the front desk, then keep 

going straight and the room will be to your right 

• Dress Code: OR Scrubs, no White Coat 
• Rounds: 6:15am 
• Epic: 

o Context: YNH UROLOGY SERVICE 

o List: YNH Urology University-Team 

• Patient Presentations: Yes, during rounds 
• Notes: None 

• See Consults? No 

• Go to clinic? No 
• The List: Print out a copy in case the resident requests it.
• Things You’ll Learn: Foley catheter insertion, suturing skills, cystoscope usage 

• Need lead? Yes 

Vascular 
• Reporting Time: 6:00am 

• Reporting Location: SP5-4 

• Dress Code: On clinic days, formal without white coat. Otherwise, OR scrubs without white coat. 

• Sub-Teams: Blue and Gray; possibly SRC campus as well 

• Rounds: 6am at SP5-4 

• Epic:  

o Context: YNH X 

o List: YNH Surgery Periph Vascular Blue/Gray-Team 

• Patient Presentations: Yes, during rounds 

• Notes: None 

• See Consults? No 

• Go to clinic? Yes, usually once a week in YPB Floor 2. Day depends on attending (Dr. Chaar on 

Thursdays). 

• Service Specific Didactics: Vascular conference on Wednesday mornings after rounds 

• The List: Personal use only 

~ Random Things ~ 

Pimping Questions: 6 P’s of limb ischemia 

Need lead? Yes 

About the Service: 

“Vascular surgery has pros and cons. The hours are reasonable and there was no expectation to pre-

round, but some of the cases can extend to many hours (e.g. 8:30 am - 7:00 pm). I personally found the 

endovascular cases (think IR-like stuff) to be boring at times, but the non-endovascular cases were very 

interesting (AV fistula creation/revision, limb amputation, carotid endarterectomy, etc.). Dr. Chaar 

writes your evaluation so I would try to go to his cases and his clinic. Valuable learning about anatomy 
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and common medicine presentations (i.e., peripheral vascular disease, abdominal aortic aneurysm, etc.). 

Overall, would recommend as a reasonable general surgery selection for those who aren't too 

interested in surgery.” 

“… Dr. Nassiri's a great surgeon but his cases are very complex and can take the whole day. Attendings I 

worked with that I liked include Dr. Chaar, Dr. Cardella, Dr. Strosberg, and Dr. Guzman. I would befriend 

the interns, they might sometimes let you go early.” 

Anatomy and Concepts: 

• Anatomy: Abdominal blood supply (celiac trunk, SMA, IMA, renal arteries, internal iliacs and 

their derivatives, major arteries and veins of the extremities), MSK and innervation of lower 

extremities 

• Concepts: Understanding common vascular etiologies (PAD, AAA, chronic venous insufficiency, 

acute limb ischemia) 

• Potential Procedures: Very vast due to variety of procedures and patient presentations. Study 

based upon the cases you are assigned 

 



 a 

Appendix (Not Indicated for Appendectomy) 

REALLY Random Survival Tips and Tricks 
• Not everyone around you will do this, but I recommend always having eye protection, even if 

the case’s estimated blood loss (EBL) is minimal, it’s minimally invasive, etc. I’ve been in cases 

where there was very little expected blood loss but then got sprayed in the face with arterial 

bleeding, so things sometimes just happen… 

• For those of us who get feet pain from standing for long periods of times, compression socks 

and comfortable shoes do help – popular brands include Dansko, Hoka, Calzuro, and 

Birkenstocks.  

• For those of us with sensitive skin, you might want to avoid the Avagard (basically CHG + EtOH + 

moisturizer) and wet-scrub instead. And unless you have stuff stuck to your skin, use the sponge 

side – you will take off all of your stratum corneum otherwise. 

• For those 14-hour cases that go from 7am to 9pm, it’s fine to ask for 15-20 minutes to eat / use 

the restroom at a non-crucial point in the case.  

• If you’re scavenging for suture materials, feel free to ask the scrub tech or circulating nurse to 

save any that fall or if there are any expiring/expired sutures lying around. 

• Learn how to do one-handed ties with your non-dominant hand – that way, you don’t need to 

put down your needle driver. 

SOAP Presentation 
Stands for Subjective, Objective, Assessment, Plan – standard way of organizing information for both 

presentations and notes. General format is as follows: 

One-liner: Pt is a ‘x’-year old M/F with PMHx of ‘a,b,c’ who presents with ‘y’/ is post-op day ‘#’ from 

‘operation.’ 

Subjective: If this is a new patient that you’re staffing, go into the HPI. More likely though is that you’ll 

be following patients who’ve been admitted, so instead, you’ll talk about any interim events and 

whatever the patient reports to you during prerounds. 

• 24- hour interim events (any acute events overnight?) 

• Patient Impression (any changes in symptoms or not) 

• For surgery, usually will want to touch on pain, PO/fluid intake, nausea/vomiting, urine output 

and flatus/bowel movements, activity level, any signs of infection/DVT/PE (chest pain, dyspnea, 

abdominal pain, unilateral edema, etc.) 

Objective: This is where you go into all the data you have about the patient. 

• Vital Signs (broadly - afebrile? Vital signs stable? If not, what was the Vitalmax/min at what time? 

Did it resolve?) 

o Temperature 

o Blood Pressure 

o Heart Rate 

o Respiratory Rate 

o O2 Saturation (on room air or supplemental oxygen?) 
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• In’s-and-Out’s (assessment of volume status and surgical drain output) 

o Report volume for each mode of intake/output (ie. PO intake, IV fluids, urine output, 

etc.) and then give the net volume 

o When reporting drains, identify location and trend from day before 

• Physical Exam (stick to the relevant physical exam findings) 

o For surgery, look at surgical incisions/wounds (Clean? Dry? Dressing intact? Erythema? 

What does the drain output look like {serous/sanguineous/serosanguinous/purulent}) 

• Data 

o Relevant Labs (trend from day before – buzzwords include: up, down, bump, stable) 

▪ BMP 

▪ CBC 

▪ Coagulation Tests 

▪ Liver Tests 

▪ Medication Levels 

o New Imaging 

o Microbiology/Cultures (Any growth? Speciation? Resistance?) 

Assessment: Abbreviated one-liner + your impression of how the patient is doing (stable/doing 

worse/doing better) ± any concerns for particular diagnoses. 

Plan: For more complicated patients, you can go by problem and run through what you want to do to 

address each, which include: 

• Procedures 

• Imaging 

• Labs 

• Meds 

• Monitoring 

• Consults 

Think about what is keeping patients in the hospital and thus needs to be resolved for discharge. Some 

things to think about: 

• How closely to monitor fluids (Strict I’s/O’s?) 

• Diet 

• Activity (Bedrest? Out of bed? Ambulating? Incentive Spirometry?) 

• Resolution of Symptoms (or not) / Return of Bowel Function 

• DVT Prophylaxis 

• Continuing/Discontinuing Tubes/Lines/Drains 

• Physical Therapy/Occupational Therapy Evaluation 

• Disposition (to home? Short-term rehab? Long-term care facility?) ± Insurance Auth’s 

• Arranging Follow-up with Providers 

• Patient’s Goals of Care 
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Resources and Reference Materials 

Textbooks and Videos 

Highly suggest just having these for reference/shelf exam-level learning: 

• Surgical Recall (ISBN 978-1975152949)  

• Dr. Pestana’s Surgery Notes (ISBN 978-1506208541) 

• NMS Surgery Casebook (ISBN 978-1608315864) 

• Surgery: A Case Based Clinical Review (ISBN 978-3030053864) 

• Emma Ramishi’s UTHSCSA High Yield Surgery Guide 

• Surgical Decision Making (ISBN 978-0323525244) 

Some books available via the Medical Library include: 

• Dr. Pestana’s Surgery Notes 

• Netter’s Clinical Anatomy 

• Sabiston Textbook of Surgery 

• Zollinger’s Atlas of Surgical Operations 

Aside from YouTube and Google: 

• Journal of Medical Insight (JOMI) – surgical videos, $30/mo or $250/yr individual subscription  

• Geeky Medics – hodgepodge of easy-to-digest medicine & surgery information with an 8-bit flair 

• StatPearls – articles on PubMed that are good overviews of a lot of concepts 

• WikiEM – primarily for EM topics, but lots of good surgery articles here as well 

Didactic Prep Readings 

(You need to be on the Yale VPN if you’re off campus) 

Abdominal Wall Anatomy (Hernias) 

Anesthesia 

Appendix / Gallstones 

Bariatric 

Breast 

Burn 

Cardiothoracic 

Colorectal 

Ear/Nose/Throat 

Endocrine 

Enteral/Vascular Access (Tubes and Lines) 

Fluids/Electrolytes / Nutrition (FEN) 

Gender Affirming Surgery 

Hepatobiliary Malignancy 

GI Bleed 

Melanoma/Sarcoma 

Orthopedic Surgery 

Pediatric Surgery 

Plastic Surgery/Wounds 

Shock 

Thoracic 

Transplant 

Trauma (Chest/Abdomen/Brain) 

Urology 

https://www.willpeachmd.com/wp-content/uploads/2020/11/High_Yield_Surgery_Compatible_Version.pdf
https://guides.library.yale.edu/c.php?g=648085&p=6220206
https://jomi.com/
https://geekymedics.com/
https://www.wikem.org/wiki/Category:Surgery
https://clerkship.lwwhealthlibrary.com/content.aspx?sectionid=73116172&bookid=1363&rotationId=0
https://clerkship.lwwhealthlibrary.com/content.aspx?sectionid=73116162&bookid=1363&rotationId=0
https://www.clinicalkey.com/#!/content/book/3-s2.0-B9780323640596000530
https://clerkship.lwwhealthlibrary.com/content.aspx?sectionid=73116177&bookid=1363&rotationId=0
https://www.clinicalkey.com/#!/content/book/3-s2.0-B9780323640596000219
https://clerkship.lwwhealthlibrary.com/content.aspx?sectionid=73116180&bookid=1363&rotationId=0
https://clerkship.lwwhealthlibrary.com/content.aspx?sectionid=73116171&bookid=1363&rotationId=0
https://link.springer.com/chapter/10.1007/978-1-4939-1726-6_5
https://clerkship.lwwhealthlibrary.com/content.aspx?sectionid=73116176&bookid=1363&rotationId=0
https://link.springer.com/chapter/10.1007/978-1-4939-1726-6_13
https://clerkship.lwwhealthlibrary.com/content.aspx?sectionid=73116181&bookid=1363&rotationId=0
https://accesssurgery.mhmedical.com/content.aspx?bookid=1880&sectionid=134572097
https://clerkship.lwwhealthlibrary.com/content.aspx?sectionid=73116163&bookid=1363&rotationId=0
https://clerkship.lwwhealthlibrary.com/content.aspx?sectionid=73116164&bookid=1363&rotationId=0
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6626317/
https://clerkship.lwwhealthlibrary.com/content.aspx?sectionid=73116178&bookid=1363&rotationId=0
https://link.springer.com/chapter/10.1007/978-1-4939-1726-6_19
https://clerkship.lwwhealthlibrary.com/content.aspx?sectionid=73116185&bookid=1363&rotationId=0
https://link.springer.com/chapter/10.1007/978-1-4939-1726-6_26
https://www.clinicalkey.com/#!/content/book/3-s2.0-B9780323640626000670
https://clerkship.lwwhealthlibrary.com/content.aspx?sectionid=73116168&bookid=1363&rotationId=0
https://clerkship.lwwhealthlibrary.com/content.aspx?sectionid=73116167&bookid=1363&rotationId=0
https://clerkship.lwwhealthlibrary.com/content.aspx?sectionid=73116173&bookid=1363&rotationId=0
https://clerkship.lwwhealthlibrary.com/content.aspx?sectionid=73116184&bookid=1363&rotationId=0
https://clerkship.lwwhealthlibrary.com/content.aspx?sectionid=73116170&bookid=1363&rotationId=0#73118221
https://www.clinicalkey.com/#!/content/book/3-s2.0-B9780323640626000748
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Vascular (Arterial / Venous) 

 

Wellbeing & Mental Health Resources 

• Student Mental Health and Wellness Program 

• Yale Health Mental Health and Counseling 

• YSM Wellbeing Resources 

 

 

 

 

 

 

 

 

 

 

 

 

https://clerkship.lwwhealthlibrary.com/content.aspx?sectionid=73116183&bookid=1363&rotationId=0
https://medicine.yale.edu/md-program/student-affairs/student-well-being/well-being-resources/mental-health-wellness/
https://yalehealth.yale.edu/directory/departments/mental-health-counseling
https://medicine.yale.edu/md-program/student-affairs/student-well-being/well-being-resources/

