
SAUSHEC Neonatal Perinatal Medicine Fellowship 

SUPERVISION POLICY AY 2014-2015 

 

Job Descriptions: 

PGY4: During the first year of fellowship training the training focus will be to ensure the 

fellow develops the skill set necessary to become a practicing clinical neonatologist.  

Training will occur at SAMMC at UTHSCSA.  Patient care clinical skills developed in this 

year of training include: 

1. History and Physical, documentation, differential diagnosis, patient 

presentations (morning report, case conferences, rounds and checkout) 

2. Interview, counsel, educate and update parents regarding infant’s condition 

and anticipated course at bedside and in family conferences 

3. Proficiency with the first level of procedural skills: NRP, arterial and venous 

blood draw, umbilical catheterization, intubation, conventional mechanical 

ventilation, instillation of surfactant and needle throacentesis 

4. Primarily manage the care of routine NICU patients and routine NICU follow-

up (RDS, TTN, prematurity, infection, MAS, PPHN, seizure, HIE, BPD) 

neurodevelopment,  

5. Consultant for OB/MFM and Pediatric residents and staff 

6. Supervise resident education 

7. Arrange and perform safe internal and external patient movement 

 

The following items will be reviewed by the clinical competency committee within the 

construct of the six core competencies at the end of the academic year to determine the 

fellow’s ability to be promoted to their PGY5 year: 

1. Satisfactory completion of all clinical rotations and performance in clinics (see 

rotation evaluation tool for level-specific objectives) 

2. Proficiency in the first level of procedural skills 

3. Proficiency in obtaining H&P and physical exam skills as determined by staff 

review of fellow performance and notes 

4. Proficiency in the management of routine NICU patients as determined by 

staff and peer review on service and in morning report 

5. Proficiency in ability to round independently (teaching and managing) as 

determined by staff review and nursing/resident feedback 

6. Proficiency in arranging transports 

7. Proficiency in the use of evidence based medicine as determined by journal 

club performance 



8. Obtaining NRP instructor status 

9. Adequate progress in research as determined by the SOC 

 

PGY5: During the second year of training the focus will be to develop the skill set 

necessary to become a consultant clinical neonatologist.  Training will occur at SAMMC, 

UTHSCSA, CSRCH and Methodist.  Patient care clinical skills developed in this year of 

training include all PGY4 skills plus: 

 

1. Proficiency with the second level of procedural skills: Peripheral arterial line, 

PICCs, peripheral IV placement, chest tube placement, high frequency 

ventilation (HFOV, HFJV, Bronchotron), aEEG lead placement 

2. Primarily manage the care of more unusual NICU patients (not listed under 

routine, above) 

3. Consultant for outside providers 

 

The following items will be reviewed by the clinical competency committee within the 

construct of the six core competencies at the end of the academic year to determine the 

fellow’s ability to be promoted to their PGY6 year: 

1. Satisfactory completion of all clinical rotations and performance in clinics 

2. Proficiency in the second level of procedural skills 

3. Proficiency in the management of non-routine NICU patients as determined 

by staff and peer review on service and in morning report 

4. Proficiency in organizing and running a mock code as determined by staff and 

participant review 

5. Proficiency in the use of evidence based medicine as determined by clinical 

controversy performance 

6. Adequate progress in research as determined by the SOC 

 

PGY 6: During the third year of training the focus will be to develop the skill set 

necessary to become both an independent military neonatologist and an academic 

neonatologist.  Training will occur at SAMMC, CSRCH and Methodist.  Patient care 

clinical skills developed in this year of training include all PGY4 and PGY5 skills plus: 

 

1. Primarily manage an entire NICU of the typical size and complexity of a 

military NICU. 

2. Primarily manage a newborn medicine service 

 

The following items will be reviewed by the clinical competency committee within the 

construct of the six core competencies at the end of the academic year to determine the 

fellow’s ability to graduate: 



1. Satisfactory completion of all clinical rotations and performance in clinics 

2. Proficiency in the management of the NICU while on the “pretending” block as 

determined by staff and peer review 

3. Proficiency in the management of a newborn nursery service as determined 

by staff review 

4. Adequate progress in research as determined by the SOC 

 

 

 

Levels of Supervision: 

 

Level 1, Direct: supervising staff is physically present with the fellow and patient/family 

 

Level 2, Indirect with immediate supervision available:  supervising staff is within 

the hospital and is immediately available to provide direct supervision 

 

Level 3, Indirect with supervision available: supervising staff is not present in the 

hospital but is immediately available by means of telephonic and/or electronic 

modalities, and is available to provide direct supervision within a reasonable time frame 

 

Level 4, Oversight: supervising staff is available to provide review of procedures and 

encounters and feedback is provided after care is delivered. 

 

 

Progression of Autonomy: 

 

 Regardless of the level of fellow autonomy, on-service staff or on-call staff are 

responsible for all management decisions and the performance of the trainees 

under their supervision 

 Supervising faculty will determine what portion of patient care will be delegated to 

trainee management based on the needs of the patient and the skills of the 

trainee 

 Fellows are expected to know their limitations and scopes of authority, and 

understand the purpose and use of levels of supervision.  They are expected to 

place patient care foremost in their decision making process.  They are expected 

to err on the side of requesting a higher degree of supervision. 

 Fellows will receive Level 1 supervision for all skills until the evaluating staff 

considers them competent to perform the skill under Level 2 (or higher) 

supervision.  The decision to elevate a fellow from one level to the next will be 



based upon staff consensus as there are no national standards at this time for 

determining competence.   

 Fellow will be cleared to take in-house call as the senior neonatal practitioner 

without a supervising staff in-house once they have been deemed competent to 

perform all first level procedural skills under Level 3 supervision.   

 Although there will not be any instance in which Level 4 supervision of inpatients 

will be the standard, all patient encounters that have been performed under Level 

2 or 3 supervision will be reviewed after the fact, either by review of 

documentation or fellow debriefing. 

 Outpatient management will begin with Level 2 supervision and progress to Level 

4 based on the assessment of the clinic medical director with input from other 

supervising staff. 

 Consults performed by the fellows will initially occur under Level 1 supervision.  

Once staff determine they are competent, supervision will be elevated to Level 3. 

 A by name list of skills and supervision level will be maintained by the program 

director.  The skills to be tracked will be: 

o Communication with families in the NICU 

o Consultation with OB/MFM patients 

o Consultation with outside providers 

o Management of routine NICU admission 

o Management of routine NICU patients 

o Management of all NICU patients 

o Supervision of residents on rounds 

o Sign out patients to on-call fellow and staff 

o First level skills 

 NRP 

 Arterial blood draw 

 Umbilical catheterization 

 Intubation big baby 

 Intubation micro preemie 

 CMV initiation 

 Needle throacentesis 

 Instillation of surfactant 

o Second level skills 

 CMV management 

 HFV initiation 

 HFV management 

 PAL 

 PIV 

 PICC 



 Chest tube placement 

 aEEG placement 

 Support staff can confirm resident procedural competence by referring to the 

spreadsheet printed in the charge-nurse’s binder or by contacting the on-service 

staff or the program director or associate director (refer to the SAUSHEC 

Supervision Policy Section VIII) 

 End of life discussions with families will occur under Level 1 supervision 

throughout fellowship training 

 ECMO patient management will be under Level 1 or 2 supervision only 

 Fellows are expected to be the senior practitioner on non-ECMO transports once 

they have completed the transport course and have been signed off on all first 

level skills to supervision Level 3 

 At CSRCH and Methodist the maximum level of supervision is Level 2 

 For SAMMC and UTHSCSA the maximum level of inpatient supervision available 

is Level 3 

 Fellows must inform supervising staff immediately (as the clinical situation 

permits) under the following circumstances 

o End of life discussions 

o Codes 

o Significant deterioration in clinical status 

o Level 3 admissions 

 Fellows must inform supervising staff within 12 hours of all on-urgent level 2 

admissions 

 

Hand-over Process: 

 Fellows will receive training in, and will supervise and evaluate, resident to 

resident check-out 

 Structured by-systems checkout to the call fellow/staff will occur at 1630 and will 

include presentation of all patients and all potential pending night time deliveries 

o Checkout will occur initially under supervision by either the off-going or on-

coming staff 

 Level 1 supervision will be used for level 3 patients with acute 

issues and for all ECMO patients 

 The on-call fellow or staff will monitor the resident’s 1800 check-out to ensure 

adequate communication 

 The on-call fellow will check out to the on-service fellow at 0600. 

 Unless other arrangements are made explicit, the on-call staff will retain 

responsibility for the supervision of patient care until the arrival of the on-service 

staff in the morning 

 



Duty Hours: 

 

 Fellows are considered by the RRC to be in their final years of education, which 

means that they must be prepared to enter the unsupervised practice of medicine 

and care for patients over irregular or extended periods. 

o “Duty hours” refers to the time fellows are assigned to specific duty (on 

service, on call or at a conference or meeting). 

o The maximum number of Duty Hours per week is 80, averaged over a 

scheduled four week block 

o The maximum contiguous Duty Hours are 24, with an additional 4 for 

transition of care (documentation, sign out, etc.) 

o Minimum number of complete days off are one per week 

 Given that the neonatal program is small, there may be some times 

when a day off means only 24 hours of contiguous Duty-free hours, 

rather than the more traditional “wake up two mornings in a row at 

home with no duty in between” 

o The minimum time off between Duty Hour blocks is 8 hours 

 Unless 

 maintaining continuity of care is critical for the patient’s 

outcome 

 that time is needed to provide critical counseling to families 

 that time is needed to participate in the care of patients with 

rare diagnoses or conditions as a unique educational 

opportunity 

 presence of an off-duty fellow is critical to the outcome of a 

patient with an acute issue 

 in these cases, documentation of the need to violate the 8 hour rule 

must be turned in to the program director after the violation occurs  

o Time spent in research is considered to be part of the Duty Hours, even 

though that time may not necessarily be firmly scheduled 

o Time spent preparing for conferences and presentations and studying are 

not part of the Duty Hours; that is, these activities may not take away time 

from clinical or research hours.  Careful time management is critical in 

order to accomplish these tasks on time. 

 


