Procedures & Procedure Logs
It is your responsibility to document procedures that you have attempted and successfully performed.  All residents MUST use the web-based procedure log found on the ACGME website (www.acgme.org).  Your advisors will be reviewing your procedure log on a quarterly basis.  The quarterly-updated procedure log will be printed and placed in your resident file.  Documentation of procedures is not only an RRC requirement, it is also used to verify competency when applying for hospital privileges.  Any hospital to which you apply for privileges will request information from your training program about your procedure skills.  Without adequate documentation, you may be refused hospital credentials or privileges in the future.  
AVOID FUTURE PROBLEMS AND DOCUMENT PROCEDURES WELL!   
Listed below is a list of procedures that the RRC requires documentation. 

 Procedures Tracked Throughout Training
 Endotracheal Intubation 
 Umbilical Artery Catheter Placement
 Umbilical Vein Catheter Placement
 Lumbar Puncture
  
 Procedures Tracked Until Competent
 Arterial Puncture
 Placement of Intravenous Line
 Venipuncture
 Suturing of Laceration
 Reduction and Splinting of Simple Dislocation
 Bladder Catheterization

 Additional Procedures
 Gynecologic Evaluation
 Subcutaneous Injection
 Intradermal Injection
 Intramuscular Injection
 Developmental Screening Test 
 Tympanometry Interpretation
 Vision Screening
 Hearing Screening/Evaluation
 Simple Removal of Foreign Body
 Incision and Drainage of Superficial Abscess
 Pain Management 
 Circumcision 
 Other (procedures)
 Conscious sedation
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