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[bookmark: _bookmark0]Welcome to BUNDOORA CENTRE!
Welcome to BUNDOORA and GEM! Bundoora Centre is a 70-bed Hospital with 3 Aged Care wards. (PCW, KAW aged, Ward One)

The GEM units specialise in the provision of slow stream rehab, complex discharge planning and specialised comprehensive aged care assessment of patients. Our wards are staffed by dedicated multidisciplinary teams with a special interest in these patients and a desire to provide holistic care. We aim to improve recovery and function after acute hospital admission and minimize complications that many older patients develop in hospital- including delirium, falls, pressure injuries, inappropriate level of interventions etc.

We really hope you enjoy your time with us, take the time to spend with our wonderful patients and their families and develop an understanding about the unique challenge’s older patients with multi-morbidity and functional decline.

In addition to the inpatient services provided by Bundoora Centre, a number of community-based services also exist and you need to be aware of these. Many of these are administered from the IAC (Information and Advisory Centre) building situated on the same site, on the hill towards Officeworks. They include:
· The Aged Care Assessment Service (ACAS), which provides community assessments.
· Community Therapy Services (CTS) provides outpatient rehabilitation (e.g. physiotherapy, occupational therapy etc.) therapy services.
· Transition Care Program which provides either ‘Bed Based’ program (based in a residential care facility) or a “Home based” program.
· Outpatient services. These include medical (geriatric) outpatient clinics (MOPS), memory clinic (CDAMS), falls and balance clinic (FABS), pain management clinic (PAMS) and continence clinic
· GEM@Home Service

Bundoora Centre also has an Aged Psychiatry service – with an inpatient unit on Kath Atkinson Wing (KAW-psychiatry) and the community service APATT based in the IAC building. These are run independently by Melbourne Health (North Western Mental Health) and you will only be expected to provide care for these patients in emergencies. Aged psychiatry consultations are available for inpatients. The KAW registrar and consultant may be asked to provide medical consultations to Aged Mental Health inpatients upon request of the Psychiatry Registrar.

A number of residential care facilities are located on the Bundoora Centre grounds but you will not be involved in the care of residents except in the case of emergencies. Ian Brand Nursing Home is a standard ACF, but with sub-acute hospital level staffing (so more registered nurses unlike usual ACF). Merv Irvine NH is a specialized aged persons mental health aged care facility for residents who are unable to be managed in standard ACF

This site guide is intended to provide practical information specific to the Bundoora Centre site that is applicable to all junior doctor positions at Bundoora Centre. It is intended to be read in conjunction with the Northern Health Junior Doctor Handbook that is available here.
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Role
	Number
	
	Role
	Number

	BUNDOORA Switch
	9495 3100
	
	

	BUNDOORA Medical Admin
Mon. and Tues.
Grainne Ioannides – 
	53232
Fax 9495 3254
	
	

	BUNDOORA Oncall Dr phone
	0418 502 636
	
	BUNDOORA Outpatient Nurse
	53326

	
Junior Medical Workforce
	8405 8209 / 8405 8045
After hours via TNH switch and ask for the JMWU person on call.
	
	

	

PCW
	
x53131 – Doctors phone x53132 – Ward Clerk Fax - 9495 3175
	
	PCW Advanced Trainee Reg PCW BPT Reg
PCW HMO 1
PCW HMO 2
	Pager 53231
Pager 53132
Pager 53131
Pager 53453

	
Ward 1
	x53122 – Doctors phone x53121 – Ward Clerk
Fax – 9495 3161
	
	
W1 Advanced Trainee Reg W1 HMO
	
Page 53121
Page 53122

	
KAW
	
x53168 – Ward Clerk Fax - 9495 3257
	
	KAW HMO
KAW Advanced Trainee Reg./GEM @ Home
	
Page 53169
Page 53139

	
	
	

	BUNDOORA Imaging
Hours: 12.30 – 2.30 pm
	
53147
	
	
Interpreters services
	
58188

	BUNDOORA Pathology Nurse on Site   9.00 – 2.00 pm
	    
Speed Dial *5103
	
	
	

	BUNDOORA Pharmacy
	53150
	
	

	RIR
	58712
	
	

	
TNH switch
	
8405 8000
	
	TNH Bed Coordinator
Patient Flow
	58110
0429 349 699

	


TNH Pathology
	8045 8351
8405 8353 (fax)
Biochem 58724
Micro 58365
Blood bank 52717
	
	


TNH Health Information Service
	

58071

	AMT (admitting med) registrar
	8405 8810 Pager 177
	
	Observation Unit consultant
	58740

	TNH ED Consultant
	8405 2610
	
	TNH IT Hub /serviceHUB@nh.org.au
	55555

	
Pall Care Consultation
	0407 002 473;
oncall via TNH switch afterhours.
	
	
TNH Ortho Reg
	
58461

	TNH Radiology
Procedure booking
	8405 9600 /Fax 8405 9610
8405 9608
	
	
TNH U/S
	
59600

	
TNH MRI
	8405 9620
Fax 8405 9622
	
	TNH Pathology – Office and Admin for
Results
	
52019

	
	
	
	

	
Austin Hospital
	
9496 5000
	
	
Austin Medical Records
	94963107
Fax 9458 4557

	An internal telephone director is in each ward and contains numbers of regional Aged Care facilities and other hospitals.
Bundoora Centre Reception is staffed between 0800 – 2000 on weekdays and 1400 – 2000 on weekends.
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[bookmark: _bookmark3]Paging /Security Access /Parking / Ward Overview
[bookmark: _Hlk121220625]HMO’s, and many Allied Health staff carry alphanumeric pagers – see Internal Telephone Directory for numbers. To page either dial ‘62’ and  follow the voice prompts or log onto the computer and use Lanpage.  The pagers also sound during Emergencies.
Your allocated pager must be on you at all times.  
Medtasker is used primarily for communication with pharmacies and doctors in TNH/BH.   
MS Teams – handover document updated by all teams to facilitate handover between afterhours/weekend doctor and HMO’s.


Security Access
Wards are locked with door code. Door Code is 1231# for all doors. For patient safety, please ensure doors are closed firmly behind you. On KAW there are two doors to access the ward, if you see a patient trying to get out of one of them, please use the other door. Access to Medical Admin area is via TNH ID badge.

Parking
Car parking is available onsite to staff. You can register to have payment deducted pre-tax from your salary, see Medical Administration for the form (you then need a sticker on your windscreen from reception). Otherwise a daily rate (reduced for staff) can be paid at the  machines in the staff car park.




Ward Overview
     PCW: 35 bed GEM ward
Unit 1: 20 bed GEM ward
KAW (aged): 15 bed Behavioural Management Secure GEM ward (BPSD and delirium management)
KAW (Psych): Aged Persons Mental Health Unit – 15 beds 

[bookmark: _bookmark4]Employment Guidelines
Please refer to TNH Junior doctor handbook which has more detailed information about the below.
[bookmark: _bookmark5]Rosters
Rosters via RosterOn. Please refer to TNH Junior doctor handbook for further information regarding this. It is your responsibility to check rosters. If you are unsure- please contact JMWU directly.

[bookmark: _bookmark6]Leave


Sick Leave- same process as for TNH: Notify ASAP!
· directly speak with JMWU (do not sms/ email, you must speak directly)
· notify Ward: NUM and Consultant or Senior Registrar


>2 consecutive days require medical certificate.
Gastroenteritis- you must be symptom free for 48hrs prior to return to work
In the event of you being unable to work during an on-call weekend, evening or public holiday you must notify the consultant on call for continuing care.
[bookmark: _bookmark7]Overtime/ Recall
-Complete Extended Duty Approval Form. Sign-off by unit consultant.
-Submit to JMWU, or to Medical Admin by Mon 9am week of pay
Please refer to TNH Junior doctor handbook which has more detailed information about the below.
[bookmark: _bookmark8]Roster swap
-Complete Roster Swap form and submit to JMWU.

[bookmark: _bookmark9]Mandatory Training
Refer to intranet: for updated list of Mandatory Training

[bookmark: _bookmark10]Junior Doctor Support Pathway
Please ask for assistance if you are having any difficulties with your duties, the job, life in general. 
                 We all have tough times and sometimes this will affect our performance at work or we just need a little more support etc.
Your term supervisor is a good first port of call if you are having any difficulties. Refer to intranet or Junior doctor handbook for TNH support pathway.
In addition, Staff Counselling Service (EAP) is an independent and confidential staff counselling service available to all NH staff, provided by experienced registered psychologists. Further information can be found on the Intranet under “My Wellbeing @NH”.
[bookmark: _bookmark11]Email
As patient care at BUNDOORA is multi-disciplinary, email is used between team members, eg to notify of discharge date, communicate delays/ new issues etc. Please check your Northern Health email regularly to keep informed.
Ask the ward clerk to include you on the group email distribution list for your ward.


[bookmark: _bookmark12]BUNDOORA Auxiliary Services
[bookmark: _bookmark13]RADIOLOGY
BUNDOORA Radiology phone: x53147 TNH Radiology phone: x59600
· X-rays onsite
· In hours only - Mon-Fri 12. 30-14.30 (may leave before this, essentially when all requests are completed)
· Place requests in the ‘radiology’ box on the wards before midday
· Phone if urgent, or ordering after midday- they can usually take the patient straight away
· No CT, ultrasound, MRI or nuclear medicine on site, or after hours XR- need transfer to TNH.
· No out of hours imaging – needs to transfer to TNH.

· Images uploaded on Synapse
· Finalized results uploaded onto CPF and Synapse. Interim results via IRIS program
· Refer to TNH Junior doctor handbook for tips regarding use of Synapse/ IRIS/ CPF.
· Please remember to ‘sign off’ on CPF all CT/ MRI results when you have checked the results and are happy that the team has a plan in action for anything abnormal.

· TNH Radiology transfers (eg- CT, US, MRI, after hours urgent scans)
· Liaise with NUM and ward clerk re- scan time so transport can be arranged etc.
· If stable and result won’t change management requiring admission at TNH: patient has test in radiology and is transported directly back to BUNDOORA after test completed (eg- lower limb US for DVT)
· If stable but need results prior to transfer back to BUNDOORA: Refer patient to OAU to have investigation and await results prior to transfer back (eg- CTB to exclude ICH post fall, but otherwise stable)
· If unstable: refer to ED (eg- CTB with altered GCS)

Non TNH radiology:
· Occasionally patients are send to Northpark Radiology for low acuity imaging tests:
· eg, lower limb US for DVT; CTB as dementia screen
· process:
· complete HIS radiology request form
· Ward Clerk to arrange booking with Northpark, Fax referral over. Northpark HIS to send confirmation of booking back to BUNDOORA ward clerk
· Transport to be booked- including time for transport personnel to remain at Northpark whilst patient has the investigation.
· On the day of the booking, medical and nursing staff will ensure that the patient is medically stable.
· Northern Health Radiology Inpatient Transfer Form to be completed and sent with the patient. http://intranet.nh.org.au/documents/forms/Radiology%20Inpatient%20Transfer%20Form.pdf
· Patient transport service will wait while imaging performed and will transport the patient back to ward at BUNDOORA.
· You MUST ensure that test results are follow up (even if patient leaves BUNDOORA before these are back. Ensure a copy of the results are scanned into CPF

[bookmark: _bookmark14]PATHOLOGY
TNH Office and Admin for results: x 52019
· Not onsite. Bloods sent to TNH lab (turn around usually 6 hours, morning blood results usually not known until 4pm) Mon-Fri:
· Pathology nurse round x2/day Mon-Fri.
· Place requests in the ‘pathology’ box on each ward. Request must be made early
· Routine courier 2-3 x/day.
· Urgent courier can be arranged, especially after hours. Speak with nurse in charge


· ABGs can be arranged- need to be taxi-ed to TNH. Often it works best to have the NIC in ED on board with the plan- and he/she can run the ABG in ED if the Taxi hands it into triage and everyone is expecting it! Otherwise- taxi to deliver directly to Pathology- again, ensure Pathology are aware this is coming. Send on ice.
Weekends:
· Ward nurses collect bloods- so please consider whether truly necessary
· Weekend courier leaves once a day – bear in mind that results won’t be available therefore until late afternoon.

Results- on CPF. It is each Medical Unit’s responsibility to chase results of all tests ordered (including for results still pending at time of discharge)
· Remember to SIGN-OFF histology/CT/ MRI results on CPF when results checked and appropriate plan made/actioned for any abnormality identified on the results. (see junior Doctor Handbook for further info)

[bookmark: _bookmark15]PHARMACY
Pharmacy Phone: x53150
Opening hours: Mon-Fri: 0830 to 1700	Saturday/ Sunday/ Public Holidays: closed
Most GEM patients have very complex medication regimes and many medications! A large part of what we need to do is to review these medications, so ensuring we have them accurately prescribed from the start of the admission is important. Please double check medications against dosette boxes/ webster packs/ community GP or Pharmacy lists.
Ask the patient - you will be amazed how many patients when you ask do not actually take their ‘regular medications.’ E.g. “Oh no, I don’t take that Aspirin at home, only if I have pain. But I know they give it to me in hospital”
Discharge prescriptions take time for pharmacy to prepare - so please complete these at least one day prior to discharge. Weekends and public holiday discharges- liaise with pharmacy in advance as these need to be prepped in advance. Any questions - ask your clinical pharmacist (pager and phone numbers on the ward).

Fax admission medication charts to pharmacy ASAP (even before the patient arrives) to ensure medications will be available.
After hours medication not stocked on ward imprest (located on PCW) will need to be brought from TNH. Please refer to the BUNDOORA Coordinator who will follow the after-hours process. If considered necessary please liaise with the Coordinator to contact the On-call pharmacist- if this is the case, the oncall geriatrician should be called prior to discuss the situation.

[bookmark: _bookmark16]Medication Chart
Northern Health uses paper based National Inpatient Medication Charts. If you come from a health service that uses electronic prescribing, please familiarize yourself with use of these charts.
The below is an online learning course from NPS that details safe use of the National Inpatient Medication Chart: https://learn.nps.org.au/mod/page/view.php?id=4278
Please also refer to the Junior Doctor Handbook for Safe prescribing guideline, including accepted acronyms etc. Note: a thorough medication review is a critical part of a patient’s management on GEM. Refer to ‘Additional information’

[bookmark: _bookmark17]MMP (Medication Management Plan)
The clinical pharmacist will complete a Medication Management Plan which will be located next to the medication chart - this will include a reconciliation. Check with the pharmacist as to whether this is reconciliation with pre-hospitalisation or acute hospital medication list. PLEASE check the MMP and address any discrepancies/ issues.
Remember, you are responsible for what you prescribe- so don’t wait for the pharmacist, you should double check yourself with webster pack/ community pharmacy list/ GP etc.

[bookmark: _bookmark18]INTERPRETERS
Northern Health has an excellent Interpreter service (“TALS”), which should be used where possible when speaking with patients and family members where English is not the first language. Some interpreters work “in-house” and are readily available. Ask the ward clerk to make a booking or use Healthpower. To confirm a booking or make urgent appointments - contact 58188. The intranet TALS webpage also contains many useful resources.


[bookmark: _bookmark19]AMENITIES
Café - There is only one small cafe in the hospital – Café 1231
NB it closes 1500; so remember to get your last coffee of the day before then! Each ward has a staff room with access to microwaves, fridge and hot water.
Study space:
· There are a variety of computers and desks available in the Medical Administration area (upstairs at the end of the building, on the right- these are used as hot desks by the consultants, but Junior Medical Staff are welcome to use these too.)
· There is also a specific study space in the main Executive Administration area (last room on the left hand side) which has computer access for HMOs to use with provision for sleeping if required to come in afterhours and wish to remain on site rather than return home. The room has a nameplate: Registrars/JMO’s study room. Your ID badge will give you access after-hours through the Administration doors. There is a kitchenette and toilets close by.

[bookmark: _bookmark20]BUNDOORA- Specific Guidelines/ Processes
[bookmark: _bookmark21]BUNDOORA- DETERIORATING PATIENT	#2222
The emergency number for all clinical and non-clinical codes is # 2222
MET and pre-MET can be activated from the bedside in any inpatient room without the need to leave the patient.

Emergency Response Team: All doctors on-site and the Emergency Response Nurse
(note, we ask you all to attend, but will send you away when it is clear there is enough support for the patient.)

preMET review criteria:
· BGL < 4 >20 mmol/L
· Blood Ketone Level > 0.6 mmol/L
· RR 25-29 breaths/minute
· Systolic BP ≥200 mmHg
· HR ≥100 beats/minute
· Chest Pain
· Urine Output < 20ml/h 4h in 4 consecutive hours
· Temp ≤35.4 or ≥38 degrees
· AVPU response to voice
· Seriously abnormal investigation
· New Onset Agitation/Confusion
Who attends: 
Unit HMO within 15 minutes. Escalated to MET call if no response from HMO      Paperwork: complete pre-MET call form

MET call criteria:
· RN worried about patient
· Respiratory rate <10 or ≥30 breaths /minute
· Difficulty breathing
· Heart rate <50 or ≥100 beats / minute
· Systolic BP < 90 mmHg
· Seizure
· AVPU response to pain or below
· SpO2 <90% at resting state with an O2 flow rate > 4 Litres/minute Who attends:
· All medical officers on site Paperwork:
· MET Call form
· Consultant and family must be informed

Code Blue criteria:
· Cardiac or Respiratory Arrest
· Absence of normal breathing and no response
· Outpatient/ Visitor emergency call (except dialysis patients- still for MET calls) Who attends:
· All medical staff onsite
Paperwork:
· Code Blue form
· Consultant and family must be informed

TEAM LEADER:
Who: Either the most senior doctor on scene, or the Treating Unit Registrar.
Note- often the registrars are more proficient in running METs/Code Blues than consultants who may mainly do outpatient work, so often it makes most sense for the Registrar to be the team leader with the consultant/s providing support.


At any point the ‘team leader’ can request another doctor (consultant/ other registrar) take over this role.
Often there will initially be more doctors at the scene than are needed. The Team Leader will send away doctors who are not required.

Team Leader role
· allocate duties (airway, access, procedures, file review etc, scribe)
· determine management plan
· determine need for transfer or not (in consultation with treating consultant when situation permits)
· ensure post- MET/Code Blue:
· consultant informed
· family informed
· documentation complete and accurate
· Follow up plan established and documented
· Handover

In the case of outpatients, a copy of Code Blue form can be sent with the patient to the Emergency Department if they require further assessment or investigation. The original document should be given to the hospital coordinator.

Resuscitation trolleys: on each ward
Familiarise yourself with the layout of the trolley and the AED on each trolley at the start of your rotation at BUNDOORA. The ward trolleys differ slightly in layout to the ambulatory trolley.
· The Resuscitation Trolley has Flow Charts attached to assist resuscitation decision making.

[bookmark: _bookmark22]Consultant Contact
Consultants are available 24:7 for contact to support you in your care of patients at BUNDOORA. They expect to be called at all hours, so please call!
Within hours: the ward consultant
After hours: On-call consultant for Bundoora via TNH switch/ after-hours coordinator

Additional to above:
· Any transfer of a patient to another site
· Any time executive are being contacted about a critical event (eg- patient assaulted by another patient)
· Any time the nurse in charge or after hours coordinator asks you to.
Ensure there is documentation of your discussion with the consultant, including outcomes of discussion and time.


[bookmark: _bookmark23]Handover
ISBAR format. Refer to TNH Junior doctor handbook for details of ISBAR format if you are unsure
We use shared patient lists which are saved on the S drive in the Medicine folder. Please keep these lists up to date. They are used as a list for ward rounds, tasks and handover. (They are handover tools though- they do NOT need to duplicate the entire history! Brevity is ok)

Medical Handover times/ location Everyday
8:30	PCW Doctors desk
4:30- 5 pm: For those finishing at 5pm- contact the cover HMO/reg directly.
For weekends:
Provide the weekend HMO with your updated Unit List as a reference for them
Provide a comprehensive handover of patients your team would like weekend cover to review- please
Please ensure that these patients have a plan clearly documented in the file regarding appropriate care i.e. patient deteriorates after hours (e.g. oral antibiotics vs IV antibiotics/transfer to acute vs remain on site or palliate) particularly prior to weekends or public holidays.

Handover Tips:
It is very helpful for the cover HMO (and for patient care!) that you develop an anticipatory plan and communicate this clearly to the night HMO if the clinical situation changes.
for example:
“if pt X develops fever, they really need to go back to TNH for an after hours CT, and this has ALREADY been discussed with AGSU reg who is aware.” (NOT –I’m worried about pt X who is tachy, watch for fever)
“if Pt Y becomes increasingly drowsy/ develops focal neurology, they will require transfer to StV’s ED for urgent CTB as they have had a fall with headstrike this evening and would be suitable for neurosurg if there is a bleed.” (NOT- Pt Y had a fall with headstrike, have put them on neuro obs…)
“If Pt Z deteriorates at all, such as increasing dyspnea, they are for comfort measure only as already at ceiling of medical intervention. FAMILY AWARE this may happen“ (please do not ask night HMO to initiate these discussions with family if it is clear that deterioration requiring palliative care is a real and potential outcome)

[bookmark: _bookmark24]Education
· Monday 12.30-1.30	All reg’s and HMOs are expected to attend	Please feel free to bring your lunch! Teaching room on the first floor but currently all education via MS Teams due to Covid Status).
There is a roster for consultants and Advanced Trainees presenting rotating topics.
Note- once per month (4th Monday of month) the teaching will replaced by the Morbidity and Mortality meeting where all deaths/ transfer etc. are reviewed by consultants, NUMs, Ops directors etc. Please come to these! Your input is important, but also a great learning opportunity to see how ‘behind the scenes’ quality processes occur!
· Outpatients:
There are opportunities for HMOs to attend (observe) in CDAMS/FABS/ MND (Tues am fortnightly) clinic session – please discuss with consultant and Outpatient clinic nurse.
· Journal Club:
Monthly Aged Care Journal Clubs at 5:15 on a Tuesday-
 (Currently all journal club is  via MS Teams due to Covid Status). Normally location rotates between BUNDOORA and Repatriation Campus of ARMC.    FIGM will email out MS Teams invite each month.
All Reg’s and HMOs are welcome to attend!
· Med Registrar Teaching
For the PCW BPT registrars, you are allocated Training Time (alternating Tuesday and Wednesday pm. There will be semi-regular education sessions based at TNH that will occur during the Wednesday pm training time which you are expected to attend. The Senior Med Reg at TNH should keep you informed of these sessions.

Please refer to Medical Education Intranet site for ongoing education opportunities that are available at Northern Health- in particular the after-hours skills-based workshops are great for BUNDOORA staff to attend.


[bookmark: _bookmark25]Transferring to Acute (TNH)
NON- URGENT/ URGENT but STABLE
For inpatients who require transfer from BUNDOORA to TNH for specialty care or intervention not available at BUNDOORA
· Refer to receiving medical/ surgical unit at TNH (written and verbal handover required)
· Notify NIC and Admitting Officer/Bed Manager at TNH who can also assist in arranging transport
· Patient then transferred directly to inpatient bed from BUNDOORA (avoids ED)
o If it is urgent and no direct-admission available, patient will need to be transferred to ED

URGENT and UNSTABLE
For inpatients who are acutely unwell and deteriorating:
· Transfer to ED- handover to ED consultant. Notify appropriate medical unit if appropriate (eg- AAR= admitting med reg)
· Notify NIC/ hospital coordinator who can assist in organising ambulance
· Notify on call/ ward consultant and family

[bookmark: _bookmark26]TNH Outpatient Clinics
As a routine, Inpatients do NOT attend outpatient appointments at TNH.
· Orthopaedic Registrars review patients on site at BUNDOORA (see ‘additional information’ for process)
· Most other specialties will telephone consult at a consultant level:
· Eg: Infectious diseases ask that the ID reg be contacted at the time of the ID clinic so that consultant opinion can be sought at the same time.
· Use clinical photography to assist with consults as appropriate- refer to ‘clinical photography’ policy on prompt- but essentially you can send photos to a specialist via TNH email (eg- plastics wound review) or medtasker

Divisional Directors have stated that registrars from TNH can visit BUNDOORA to see patients in person if this is definitely needed. In practice, this is often based on how busy the specialty registrars are at TNH. Any decisions to send patients to outpatients clinic at TNH despite above must be approved by ward consultant. Any issues not resolved should be directed to Divisional Director Medicine or Surgery.

For non TNH outpatient appointments:
· If it is relevant to their inpatient management or urgent, they should attend this appointment
· If it is not relevant to their admission, it should be postponed.

[bookmark: _bookmark27]Aged Psychiatry Consultations
Aged Psychiatry provides a consultation service to BUNDOORA inpatient via Dr Kulunu Rodrigo or Dr Jagadeesh Herur – they can be contacted via email or  mobile to discuss case directly (referral form still needs to be completed) Ensure you indicate on referral whether interpreter is required- remembering that psychiatric assessments require a high level of communication, hence default is to arrange interpreter.

Refer via: Complete referral form that should be available on the wards (definitely on KAW aged) and Fax to number on this If it is urgent (e.g.- suicidal risk)- APATT duty worker to be contacted via 9495 3271

KAW Mental Health unit occasionally requests medical consults on their patients. This should be the KAW registrar who reviews and then sees ALL referrals with the KAW consultant.

[bookmark: _bookmark28]Neuropsychiatry Assessments
Neuropsychiatry assessment is a specialized and time consuming assessment of a patient’s cognition and capacity. Neuropsychiatrists can assess for underlying diagnosis or capacity. All referrals to neuropsychiatry need to go through the ward consultant. If workload permits - it would be educational to observe at least part of a neuropsychiatry assessment.
Referrals are made via healthpower. Ask the nurses/ward clerk to show you how to do this. Ensure you clarify reason for neurospych referral. Capacity will not be assessed as a general rule unless specifically asked for.


[bookmark: _bookmark29]VCAT hearings
VCAT attends the BUNDOORA site monthly for regular hearings. VCAT hearings are held in the cases of patients who require a surrogate decision maker to be appointed if they lack capacity and there is no surrogate decision maker, or where there is conflict around this. VCAT member makes the final ruling on the day. Patients and all interested parties are to be informed of a VCAT application and hearing. The unit SW will prepare all the documents and attend on the day.
The default is that a patient always attends the VCAT hearing, as is their legal right. This is important given it is the patient’s rights that are being assessed and decisions about them being made. In cases where it is felt extreme distress will be caused to the patient, a decision may be made (with consultant discussion) that the patient does not attend in person, but they should be available to if the VCAT member asks for this. The patient themselves can also decline to attend.

You (HMO/Reg’s) will be required to complete the Medical Assessment part of the VCAT application form for any VCAT hearing on one of your patients. Please seek supervision from either the consultant or the Advanced Trainee on your ward in how to complete these. The final decision around capacity must ALWAYS be made by the ward consultant, and this documented- even in the cases where a neuropsych opinion has been sought as well. If you are not comfortable completing this, please ask the consultant to.

Try to attend one VCAT hearing during your term for learning purposes! (Dates of VCAT hearings at Bundoora are available from Grainne – Medical Admin Ext. 53232)


[bookmark: _bookmark30]Admissions/ During Admission
· Admissions may occur after hours, on weekends and public holidays.
· Complete in timely fashion after patients arrives on ward.
· Complete medication chart as a priority- (Nursing Staff will fax this to pharmacy, notify them ASAP)
· A brief admission can be done on the day of arrival, bearing in mind patients often arrive late in the day, with the thorough assessment to be completed on the following day.

Due to the complexity of GEM patients, they will require a thorough assessment of medical, cognitive, functional, nutritional and psychosocial needs. Essentially a GEM admission should include all the elements of a Comprehensive Geriatric Assessment.

There is an admission template available on all computers. Go to drive -> temp -> BUNDOORA -> go to corresponding ward folder.

GEM admission assessment include (additional to the usual history/examination/ investigation/ issue list):
· More thorough social history- house set up/ supports/ social outings/ ETOH use- do NOT assume!
· Advanced Care Planning
· Legalities: POAs etc. (ask POAs to bring in paperwork to scan into legal notes)
· Pneumovax/ Fluvax status (between February and June) documented on EVERY patient
· Medication Review, including over-the-counter -a formal review with consultant should be completed at some point during admission for all GEM patients.
· Cognitive assessment	-a formal cognitive assessment should be completed at some point during admission for all GEM patients. (generally after delirium has resolved/at discharge for delirious patients)
· Continence, Nutrition, Falls history, Frailty score (note that the frailty score (CFS) represents patients function TWO WEEKS prior to acute hospital admission, not what their current functional status is)
· Ensure ‘Geries- screen’ bloods completed in last 12months (call GP to check before ordering!):
· Vit D/ B12/CMP/UEC/FBE/LFT/FeStudies/ TFTs

· FULL examination and re-evaluation of medical conditions:
· You will be surprised how many medical conditions are picked up and diagnosed at GEM when missed in acute- so do NOT assume Acute got things right, re-assess the patient yourself!
· In recent years we have diagnosed: Acute GBS (missed in acute, sent to gem for ‘functional decline’); severe amiodarone induced pulmonary fibrosis (misdiagnosed as refractory CCF), Complete heart block (junctional, so ECG needed close examination to pick) Metastatic pancreatic cancer (sent to subacute as severe depression causing LOA) Acute limb ischaemia (Acute had noticed the foot was a bit cool!) and many many more….. so- take your time to shine as a Doctor and pick something everyone else has missed!

Approving admissions:
New referrals and admissions are coordinated by the Subacute Access team.
Patients from TNH are seen by the ARC team (Aged Care and Rehab team) to be approved for transfer.


For external referrals, one of the Aged Care Registrars will be asked to review the referral and approve, or seek additional information from referrer if required. If any uncertainty remains, please discuss with relevant unit consultant. Always discus with the consultant if you think the referral should be rejected.

· Patients transferred from BUNDOORA back to TNH can be re-waitlisted for GEM without needing a further ARC review if it is within one week of transfer- the registrar at TNH must speak with the BUNDOORA registrar directly to accept back. If you have ANY concerns on whether to accept back, the patient must be seen by ARC round at TNH prior to being accepted back. If you have a specific thing you want ARC to review (eg- family’s understanding of goals/prognosis), it is generally best to speak with the ARC reg directly.

[bookmark: _bookmark31]GOPC: Goals of Patient Care form
· If Patient comes with a GOPC from TNH- this should be reviewed at next consultant ward round. If you are concerned by the current limitations of treatment plan (ie- you think they should be either for more aggressive or less aggressive treatment, you must call the consultant to discuss)
· If no GOPC form from TNH comes with patient- a GOPC should ideally be completed within 24 hours of patient’s arrival on the ward. Decisions about a patient’s goals of care should be discussed with the ward/ on-call consultant.
· Also take the opportunity to confirm who is the Medical Treatment Decision Maker and document this on the GOPC form.
· It may be worth considering at the same time other treatment directives- such as transfer back to acute- remember we can do limited acute medical management at BUNDOORA including IV antibiotics and IVT, so remaining at BUNDOORA for trial of acute treatment is not inappropriate in many cases. Please discuss this with NIC to ensure staff workload will allow acute treatment regimes.


[bookmark: _bookmark32]Discharges
· Prepare discharges well in advance: discharge prescription need to be completed 24hours in advance
· Patients cannot be discharged without a completed discharge summary
· Discharge summary tips:
· Assume patient/ family will read it. Plain English. Objective language
· Do NOT copy and paste prior discharge summary progress into the BUNDOORA discharge summary: simply state “refer to discharge summary dated ‘x’ for details of acute hospital admission”.
· It is VERY confusing and potentially dangerous to have a ‘ransom note’ version of multiple cut and paste  discharge summaries in one document.
· Include dates and outcomes of family meetings- but remember point one (above)
· Include dates of hospital acquired infections that occur at BECC (eg: UTI/ pneumonia)
· Include discharge functional status
· Include follow up plan/ goals for community or bed based TCP programs (but clarify with allied health that you have these correct! It can be helpful to clarify at the case conference prior to discharge what the final functional/mobility status is with the whole team present.)
· For all patients discharged ‘Risk’ Medication:
· For Anti-psychotics for BPSD management, as a routine, include the following:
· “Antipsychotic and behavioural management medications should be regularly reviewed in light of the changing patterns of BPSD symptoms with disease progression. LMO to please review the ongoing need for these medications and doses regularly.”
o For Opiate analgesia: all patients discharged on opiate analgesics, include information for the GP as to whether this is expected to be ongoing or whether (ideally) the opiate should be weaned as the patient continues to recover (eg, “please ween opiate analgesia in 2-4 weeks time”)
· If a patient is being discharged to a nursing home for the first time, or a new nursing home- they will have a new GP, so your discharge summary will be all the medical information they get. Bearing this in mind, it may be prudent to ask the ward clerk to print out prior discharge summaries to include with the discharge paperwork for additional reference material for the new GP taking over care.
· Patients being discharged to TCP Bed Based or Nursing Home:
· Send with a new Medication Chart so that the Nursing Home can start administering the medications as soon as the patient arrives. Ask Pharmacy/ Ward Clerk which chart to complete. (Otherwise they need to arrange a locum doctor to attend, which can be >12hours).


· Usually this will be the Residential Care Interim Medication Chart, https://prompt.nh.org.au/prompt/Search/download.aspx?filename=19197801\24448047\31368385.pdf

[bookmark: _bookmark33]Clinical documentation queries in Medtasker
1. Good documentation is critical to provide an accurate record of the patient’s stay in hospital, decision making processes and rationale and handover between the multiple clinicians engaged in the patient’s care.  Remember - “if it is not documented, it didn’t happen”.  Your documentation is also vital for ‘clinical coding’, which is necessary for Department of Health data reporting and hospital financial reimbursement.

1. To ensure accurate and comprehensive documentation in real-time, the Clinical Documentation Specialist (CDS) will identify any deficiencies in documentation in the healthcare record and will query these via Medtasker.  These will show up as “CDI Query”. Please action these queries by documenting in the healthcare record.  This can be done by documenting:
•             on the next progress note (paper format), or
[bookmark: _GoBack]•             on an electronic progress note in CPF by noting “CDI query response”, and/or
•             on the discharge summary in CPF

Inpatient Deaths
A ‘Care of the Deceased’ list of resources is available on the Northern Health intranet, containing relevant checklists for Medical and Nursing staff, as well as contact information and forms. This can be accessed via the Departments & Services page under “Deceased” or via the palliative care department link.
Consider whether a Coroner’s notification is required (discuss with consultant) Expected Deaths: The consultant should be notified (can be the next day if after hours.)
After hours: verification of death can be completed by the nursing staff (two registered nurses)
Doctor to then complete the death certificate first thing in the morning (8am)

Unexpected Deaths:
Doctor must attend in person and certify death Consultant to be notified immediately
Family to be notified by Medical Staff personally.

Remember- all deaths related to falls will be coroners!
If Coroner’s- HMO to contact and refer patient to the Coroner’s office.
If not a coroners, Covering HMO’s must complete death certificate at time of verification of death. If for some reason this is not possible, death certificate must be completed within a day.

HMO to notify GP of patient’s death within one working day. All deaths require a discharge summary. All inpatient deaths, including documentation, will be reviewed in the monthly Mortality Audit.

[bookmark: _bookmark34]Case Conference
Each GEM ward holds a weekly case conference with the multidisciplinary team. Each patient is discussed and progress reviewed with regards to discharge plan. Goals are set and assessed. The medical team provide a very brief medical update relevant for the allied health team to be aware of. Medical team also completes initially case conference documentation- including documenting goals, KCP, discharge plan and EDD. Subsequent case conference notes are written by the allocated KCP (which may still be medical)
Both the Reg and HMO should attend.
Acronyms!
	I
	Independent

	SV
	Supervision

	A (x1-2)
	Assistance
(x1 person/ 2 person etc)

	SPS
	Single point stick

	4PS
	4 point stick

	4WF
	4 wheel frame

	2WF
	2 wheel frame

	WGF
	Wheelie gutter frame



[bookmark: _bookmark35]Key Contact Person
Each patient will have a Key Contact Person (KCP) allocated within the first 48 hours of their admission to the GEM ward. The KCP may be anyone in the team- nursing, PT, OT, Medical. The KCP role is essentially to provide oversight of the patient’s plan and communicate with patient and family around this.
Please refer to prompt policy KCP:
· Inform patient/ carer that you have this role and give them the KCP letter (ask the team where to find!) This outlines- role of KCP, name, how to contact, EDD/ discharge plan- though acknowledging very early in admission.
· KCP completes notes/goals for this patient during case conference


· KCP communicates with family at a minimum after EVERY case conference (and documents in notes using KCP sticker.) regarding progress, EDD and ongoing plan.
· KCP ensures transport to discharge destination arranged (eg- family pick up)
· KCP responsible for ensuring appropriate referrals made (eg- PAC, ACETS) The team are aware that medical staff are not experience in this and will help you!

[bookmark: _bookmark36]Communication
Good communication is of paramount importance in the care of older patients with complex care problems, and we encourage routine communication with patients and their families. GP’s may not be aware of a patient’s admission to hospital and should be notified, particularly of deaths or discharges.
Please call patients families after MET calls or any significant adverse event such as a fall. The more communication we have with family, even a “just calling to touch base and let you know how mum’s going” makes a big difference to how well the patient and family will adopt and accept our recommendations, and their overall experience of being on our wards. So, please call more rather than less- it often saves you in the long run.

[bookmark: _bookmark37]Learning Objectives
HMO:
Develop a good understanding of the following common ‘Geriatric Giants’: Polypharmacy
Cognitive workup
Frailty- learn how to assign a CFS (Clinical Frailty Score) Delirium
Falls and Balance assessments Legal aspects of ageing:
Capacity assessments
VCAT and surrogate decision maker processes Elder abuse issues.
Osteoporosis treatment Pain management
Develop good communication skills in complex situations- learn how a family meeting should be run, and strategies to deal with difficult situations.
Develop an understanding of the role of different Allied Health specialists and how the Multi-D approach really works. Try to do at least one home visit with an OT
For KAW HMO in addition to above
Develop an understanding of the different types of dementia: Alzheimer’s, LBD, Dementia with Parkinson’s, FTLD, etc Develop an understanding of Behavioural strategies for management of BPSD
Develop an understanding of commonly used medication in the treatment of dementia and BPSD, including SE

Registrar:
Please liaise with your Supervisor at the start of the term to set up your learning objectives


[bookmark: _bookmark38]Daily Clinical Duties
Note: Consultant Ward Round and Case Conference day & time will change according to which consultant is on ward service.
HMO
· Participate in daily handovers
· Maintain daily ward round list.
· Attend and document on ward rounds, including consultant ward rounds. Ensure you present patients yourself
· Minimum of x3/week review of ALL GEM patients.
· Anyone unstable at all should be seen daily
· Complete comprehensive admissions/ assessments
· Arrange and follow up any investigations, referrals, family discussions from ward round
· Timely discharge paperwork to facilitate early discharges
· Attend Multidisciplinary Meetings, Liaise with NIC and allied health to develop discharge plans for patients


· [bookmark: _bookmark39]Discussion with families/ patients and update plan etc. You should aim to run a family meeting at some point during your term.
· Attend MET calls/ Code Blues
· Participate in on-call roster
Registrars
· In addition to above:
· Supervise HMO and encourage HMOs to take on additional responsibilities, including presenting cases, directing care plans, admitting patient
· Accept referrals from external services or returning patients.
· Run family meetings/ case conference
· Attend outpatient clinics as rostered
-	See Medical referrals on your unit on request (KAW psych /KAW reg) - See ‘additional info’ for specific PDs for Adv Trainees
On-call:
· Always answer the phone and be helpful and polite.
· When to attend in person:
· Generally if the patient sounds unwell
o Unless: critically unwell- these patients should be transferred directly to ED without waiting for you to attend and review in person (eg- new large malaena, significant haemodynamic compromise- SBP<80, acute GCS drop on a patient post fall with head strike). Note- you still need to contact ED consultant and oncall consultant in these situations.
· Any time you are significantly changing the management plan for a patient (eg- starting antibiotics for an unexpected condition)
· If the after hours coordinator asks you to attend
· Significant adverse event occurs (example- patient significantly assaults another patient)
· If you are unable to form a reasonable assessment of the situation from information provided on the phone
· You can ask for the after hours coordinator to review the patient and contact you if you are unclear- they are very experienced with aged care issues and what can and can’t be managed on site, so seek their advice.
· CALL THE CONSULTANT! (and leave a message if you get voicemail- they may be in the shower!)
· The aged care consultants do not do much on-call throughout the year, so they are ALWAYS happy to take a phone call, and are used to taking phone calls from doctors of varied experience.
· Use ISBAR format and its good practice to have developed your own management plan before calling.
· Have the medication chart/investigations/ history etc in front of you when you call (unless calling from off-site)
· If the after hours coordinator asks you to call the consultant- you MUST call.
· If you are calling the consultant about something not urgent and have other patients to review as well- try to see all the patients and cluster your phone calls into one. But, again, do not worry if you have to call back 10minutes later with another issue, or to clarify something!
· If you can’t contact the consultant for any reason- there are always other consultants you can call- eg: the Acute Medical on- call consultant via TNH switch, the usual ward consultant for the patient, the divisional director of Subacute Services.
· After hours death verification:
· You must attend in person if it is a coroners or a completely unexpected death
· Otherwise: Nursing staff can verify the death and you can complete death certificate in the morning.

· Payment for recall the minimum recall(including travel time)- is 3hours pay if you have left the site- ensure you write this (3hours) on your recall form.
· Ensure you are safe to work the following day. If you have a particularly difficult night with calls/recall, it may be most appropriate to call the team in the morning and handover, but not come in until later in the morning.


Unit Overview and Structure
Ward One

	Ward: Unit  Ward One
Beds: 20
	Consultants:

	NUM:
	Abhijith Anand X 53224
	

	
	Dr Kit Tang (Feb.)

	Advanced Trainee Reg	pager 53121
	Dr En’en Tong  (Mar. Apr. May)

	HMO	pager 53122
	Dr Rowan Wee   (June, Jul. Aug.)

	
	Dr Kit Tang (Sept. Oct.)
Dr Rajni Joseph (Nov. Dec.)
Dr Kate Hurley (Jan. 2024)

	
	


Advanced trainee	Mon-Fri +oncall roster
Participates in weekend Roster for ACU WR at BH and on-call for RIR (dependent on COVID situation) Clinics:	Continence Clinic: Wednesday pm
Pain Clinic: Friday am:
Training time:	Thursday pm (statewide training program)
BPT1 HMO	Mon-Fri +oncall roster
Consultant:	3 sessions (half days)




PCW: Percy Cleland Ward

	Ward: Unit PCW
Beds: 35
	Consultants:

	NUM:	Ligi Jomy x 53215
	
    Dr Edwina Holbeach (Feb.)
   Dr Nick Radcliffe  (Mar. – Apr.)
   Dr Sean Hui (May)
   Dr Zi li Low (June)
   Dr Louise Monk (July – Aug.)
Dr Yohanes Ariathianto (Sept. – Oct.)
Dr Ceyda Gayde  (Nov. – Dec.)
Dr Rajni Joseph  ( Jan. 2024)


	Adv Trainee Reg	pager 53231 HMO1	pager 53131
BPT Reg	pager 53132
HMO2	pager 53453
	


With additional junior medical staffing on PCW, the patients will be divided into two teams. Please note the Advanced Trainee in geriatric Medicine is expected to also support as needed the BPT registrars in management of their patients as well.

Advanced trainee	Mon-Fri +oncall roster
Participates in weekend Roster for ACU WR at BH and on-call for RIR (dependent on COVID situation) Clinics:	Falls and Balance: Thursday 9.00 -12:30- On PCW ward 8.30 – 9.00
CDAMS: Tuesday pm 1:30-5:00
Training time:	Thursday pm (statewide training program)
2 x BPT Registrar	(alternate weeks: 8 days on/ 6 days off)
Wednesday- Wednesday inclusive
on Wednesdays:	8-9am handover 8-9 to incoming registrar
9am- incoming reg completes WR with HMO
9am- outgoing reg attends CDAMS clinic; pm- TNH registrar training time Sat/Sun: 8 -8pm (must be on site)

                                                          Clinics:                      CDAMS 9.00 – 12.30 Wednesdays
	
Training time:	12- 5pm Tuesday of week 1 (before starting ‘week-on’) 12- 5pm Wednesdays of week 2 (last day of ‘week-on’)

General HMO 1 Mon-Fri +oncall roster
General HMO 2 Mon-Fri +oncall roster
Consultant:	5 sessions (half days)







KAW- aged: Kath Atkinson Wing- Aged Care (not Aged Psychiatry)

	Ward: Unit KAW
15 beds
	Consultants:

	NUM:	Leanne Shannon x 53410
	
Dr Kim Jeffs (Feb.)
Dr Penny Harvey (Mar. Apr. May)
Dr Ceyda Gayde (June, Jul. Aug.)
Dr Kristen Pearson (Sept. Oct and Nov.)
Dr Kim Jeffs (Dec.)
Dr Penny Harvey (Jan. 2024)



	Advanced Trainee Reg	pager: 53139. HMO	pager 53169
	

	
	


KAW
Advanced trainee	Mon-Fri +oncall roster
Participates in weekend Roster for ACU WR at BH and on-call for RIR (dependent on COVID situation) No clinics
Manages GEM@home patients: admissions, discharge paperwork, case conference, home reviews. Splits time between KAW and GEM@home
BPT1 HMO	Mon-Fri +oncall roster
One half day/ week with GEM@home team: home visits/ admission paperwork
Consultant:	2 sessions (half day)




[bookmark: _bookmark40]Unit Specific Medical Info
Prompt Policies/Guidelines:
PROMPT guidelines to review early on in your GEM term:
· Standard 10- preventing Falls and Harm from Falls
· EPOA
· Medical Treatment Decisions and Consent
· Advance Care Directives and Advance Care Planning
· Guardianship and Administration Orders
· Haematology- Thrombosis and Haemostasis Protocols
· Spinal Fractures: conservative management

[bookmark: _bookmark41]Online educational resources:
ANZSGM
Victorian Geriatric Medicine Training Program – online education modules suitable for HMO/Registrars. http://www.anzsgm.org/vgmtp/
Dementia Australia

[bookmark: _bookmark42]Inpatient Falls
Despite our best efforts to prevent falls in hospital, unfortunately they can still occur. If you are contacted by nursing staff to alert you that a patient has fallen please consider the following steps –
· Review the patient as soon as possible (all patients need a medical review post fall)
· Nursing staff should provide you with the patient’s observations, including neurological observations, post fall; please review these.
· Undertake a comprehensive examination looking for any sign of injury. This should involve an assessment for spinal injury, including cervical spine, and head injury. Establish whether the patient needs spinal precautions/immobilisation.
· TIP: Have a low threshold to consider cervical neck injury in elderly patients with fall, esp if head strike
· CT Brain
· A CT Brain scan should be organised (transfer to ED)
· Head injury is suspected (e.g. high-risk mechanism, large head laceration, suspected skull fracture etc.- these patients need CT neck too)
· Head strike and patient on therapeutic anticoagulation.
· There is deterioration in conscious state, increased confusion, increased drowsiness, new neurological changes, deterioration of neurological observations, post fall amnesia, post fall recurrent vomiting, worsening delirium or confusion in a patient with history of dementia or delirium
· Trickier situations: unwitnessed fall with low suspicion of head strike in patient on therapeutic anticoagulation; or head strike but no neurology in patient on dual antiplatelet- these patients require careful clinical assessment and discussion with consultant.

· Consider how reliable the patient’s recollection of the fall is likely to be – i.e. is there a history of cognitive impairment or confusion which may impact on the patient’s reporting of the fall?
· Consider whether the patient would be suitable for neurosurgical intervention. In particular, many of the patients on KAW with advanced dementia and high falls risk due to BPSD would not be suitable neurosurgical candidates- in these cases it may be more appropriate to manage at BUNDOORA with neuro obs (as much as possible) and palliative approach if deteriorates from presumed ICH (note- this will be a coroners) rather than causing additional distress of a transfer to ED and sedation for CTB. This situation MUST be discussed and documented with the consultant and family/NOK. Often KAW clinicians will have had this conversation with family and plan in place before any fall occurs, but this still needs to be re-discussed with NOK and consultant at the time of any new head injury.

· If the fall is unwitnessed or witnessed with head strike then neurological observations need to be taken using the following regime: (Utilising the Neurological Observation Chart)
· 15 minutely for 1 hour then
· 30 minutely for the next hour then
· Hourly for 4 hours.
· As a general rule, reasonable to continue 4 hourly until 24 hours post fall.

· All patients being transferred out of BUNDOORA should be discussed with the unit consultant or relevant consultant on call. In some cases it may be appropriate to delay the CT until during business hours the following day.


· Please ensure that the patient’s family are notified that their relative has fallen and the outcome of the medical review (this contact can be made by nursing staff- but if there is injury, it should be the medical staff.
· Note: Neurosurgery agreement with St Vincent hospital. See PROMPT guidelines.

[bookmark: _bookmark43]Polypharmacy/ Appropriate Prescribing and Deprescribing
Most GEM patients have very complex medication regimes and many medications! A large part of Medical’s role in GEM is to review these medications- indications, interactions, appropriateness etc. People may be on too many, but older adults also suffer from under treatment (eg- osteoporosis treatment)- so think about both!

Resources:	www.polypharmacy.scot.nhs.uk
Produce great summaries of clinical effectiveness of various medications in age categories.
Nps Medicinewise: www.nps.org.au Good articles and guidance
Deprescribing guidelines: www.primaryhealthtas.com.au/resources/deprescribing
produce great fact sheets for health professionals on how and when to safely de-prescribe

Some tips:
· The routine use of sedative/sleeping medications is NOT acceptable. These may be ordered for specific indications – discuss them with your registrar or Consultant.
· In most instances of significant pain (eg- #NOF), the use of PRN analgesics alone is not adequate on a busy subacute ward (less nursing staff) when many patients do not speak English – regular analgesia may be needed instead- but MUST have a plan to cease this as soon as possible.
· Avoid antipsychotics unless alternative strategies not working – discuss with Consultant.
· Avoid sliding scale insulin regimes in GEM
· Review treatment regularly and question the ongoing indication for medications
Medications that are often started at some point in a patient’s life and never reviewed again and warrant consideration during their GEM admission:
· PPIs	(do they have symptomatic GORD, history of proven PUD etc?)
· Statin’s	(ever had IHD/ CVA, or is this primary prevention and over the age of 80?)
· Antidepressants (how long have they been on this? What was the initial indication? Current mood?)
· Antipsychotics (why started- delirium? If so, time to wean?)
· Magnesium supplementation (seems to be a new move from acute to put everyone on magmin! So, review!)
· Antihypertensives-esp CCB/diuretics (indication, current BP, other conditions that justify eg ACEi in IHD)
· Review drug doses/interactions
· Eg:	SSRI/TCA (endep/ amitriptyline) +Tramadol	serotonin syndrome/ seizure risk Digoxin or Lyrica toxicity in setting of renal impairment
· Complexity of medication regimes
· For patients returning home with cognitive issues, providing as simple a regime as possible is important.
· Often this means trying to make all the medications once daily in the morning
· Think especially about Diabetic regimes- may compromise BSL control to have a simple regime that can be supervised (eg- once daily lantus rather then mixtard regime) speak with diabetic educator- they are all over this!

[bookmark: _bookmark44]Community Services/Programs overview (very basic!)
TCP
· Transition Care Program	total 12 week program (can be single, or combined home based+bedbased).
· Government co-funded.
· Must have ACAS assessment
· Must be accepted by TCP. Must have TCP appropriate, achievable goals.

· Home Based
· Case manager, OT, PT, very limited medical (geriatrician)
· Cost to patient $75/week (calculated as a % of pension)
· Often used when someone needs more support than can get at home, or waiting for council services/package to come on board.
· Also used for ‘at risk’ discharge where high chance that it will not succeed, and patient can then be directly admitted to TCPBB program for further discharge planning- usually ACF
· Bed Based
· Based in nursing homes: Epping Gardens Heritage ACF, Epping, Opal Meadowglen
· Case manager/ PT/ OT (allied health x2/wk)/ weekly medical WR
· Cost to patient $365/week. (calculated as a % of pension)
· For slowly improving patients:











· GEM@home
· 
Eg- delirium recovery, or slow functional recovery: for these patients, inform patient and family to expect 4 weeks at TCP, then discharge decision/discussion at that point.
· Awaiting house mods/ external supports before discharge home
· Awaiting residential care, but have OT/PT goals in the meantime (eg-stroke recovery)
· Note: complex discharge planning should happen from GEM not TCP as resources poorer at TCP. Therefore, difficult family meetings should be held and a very clear realistic plan set before transfer to TCP. (not for patients who clearly need residential care, but family ‘wanting more time.’ This just blocks a TCP bed- difficult conversations and decisions should be had a GEM. Very occasionally this is not possible- always worth calling the receiving TCP consultant to hand the situation over!)

· Home GEM program
· Need to be safe at home (ideally someone home with them 24/7)
· Have achievable goals in short term from a more intensive home-service program (2weeks approx)
· Referrals from inpatient GEM or Acute
· Daily nursing visits
· OT/PT home visits
· Medical support (reg and consultant) can do home visits- but not regularly.

· GEM@resi
· Based in Nursing home- Opal Meadowglen RACF
· Case manager, PT, medical
· No fee.
· Limited OT- so harder to discharge someone home from GEM@resi.
· Appropriate patients:
· Non weight bear patients. Go to GEM@resi whilst NWB (non weight bear), return to GEM/rehab once cleared to weight bear
· Awaiting residential Aged Care facility bed.

· Post Acute Care (PAC)
· 4 weeks funded by hospital
· PT
· Personal care assistance (PCA-showers) x3/wk
· no case manager

· HARP rapid response Case management
· Case management intermediate term- often really good at particularly complex, messy situations
· No PT/OT services, but can help ensure these happen through other funding streams
· Sometimes discharge plan will be HARP case management + PAC Physio and Personal care (showering) (when wait for HBTCP too long!)

· ACAS
· Independent assessors (ie- independent from Northern Health ward teams)
· To access TCP, Permanent ACF
· In the community will also asses for respite in ACF, community care packages
· As a general rule, ACAS will not complete assessments for permanent or respite ACF on an inpatient planned for discharge home. They will complete these assessments in the community instead.
· My Aged Care process now.

· Residential In Reach (RIR)/RECIPE
· TNH program to support residents living in Aged Care Facilities
· Staffed 7 days per week: Nursing, Medical (reg/ geriatrician/pall care physicians)
· Core business:
· Acute call-outs for unwell patients/ emergency review
· Post discharge follow up (to allow earlier discharge!) eg: check tolerating new heart failure regime
· Complex management and assessment
· CGA (comprehensive Geriatric Assessment)
· Advanced Care Planning
· Chronic disease management (avoid need for outpatients: eg: will provide EPO prescriptions to CRF patients without need to attend renal outpatients.)
· End of Life Care
· Referral via telephone x58712 or email: Tnh-Recipe@mh.org.au


[bookmark: _bookmark45]Patients with Behaviours of Concern on KAW
· Seek advice from the nursing staff- they are very skilled in this area. Contact on-call consultant if you are unsure what to do/prescribe.
· In general, most patients will already have PRN medications prescribed to use in event of unmanageable behaviour placing patient or staff at risk

· General Advice for Cover Shifts:
· Staff safety paramount, trust the nurses and respect their concerns.
· Call the on-call consultant if you are not sure what to do
· Always consider Medical or Situational things that may be triggering worsening behaviour:
· It can be hard to assess- but you can actually do a fairly good review of someone from a distance- so document whether they are moving all four limbs, any respiratory distress/cough etc etc.
· Infection? Constipation? Opioids? Pain? Have they had a fall?
· It is not unreasonable on KAW to empirically cover for suspected infection even if unable to establish usual obs/bloods/Xray etc due to extreme agitation. Speak with on-call consultant. Augmentin liquid can be easier to administer in these situations where you are suspicious infection is driving deterioration.
· Noise- trigger from other patients?
· Family visits? Sometimes, family visit on weekend and can actually precipitate worsening behaviour- ensure you hand this over to day KAW team so that a safe visiting plan can be developed with family
· Use the PRNs already prescribed if behavioural techniques are not working
· Avoid injectables where possible
· If injectable needed:
· 2.5-5mg IM Olanzapine
· 0.5-1mg haloperidol (rarely used. Contraindicated in Parkinson’s/ Lewy Body Dementia)
· Do not use injectable benzodiazepine
· Usual initial doses of antipsychotics:
· Risperidone:	0.25-0.5mg po QID PRN
· avoid in Parkinson’s/ Lewy Body Dementia
· generally not more than 2-3mg/day
· Quetiapine:	12.5mg po QID PRN
· may use larger PRN doses dependent on patient
· preferred in Parkinson’s/ Lewy Body Dementia
· Olanzapine:	2.5-5mg PO/IM	TDS PRN
· max 20mg/day
· Generally avoid benzodiazepines. If you must (patient very agitated and not settling with other measures including meds/ or diagnosis of Lewy Body Dementia/Parkinson’s, where preference may be benzodiazepines over antipsychotics)
· Avoid long acting (do not use diazepam or clonazepam)
· Preferred choice:   Oxazepem 7.5-15mg oral BD PRN

· Side Effects to be aware of and inform MTDM of:
· Antipsychotics: (Note: these are not an AUTOMATIC reason to stop the antipsychotic (unless NMS), so discuss this with consultant before you cease/reduce these meds for this complication, especially on a cover shift!)
· QT prolongation (should get ECG check on commencement)
· Sedation (common)
· EPSE/ parkinsonism (common)
· Postural Hypotension
· Falls (common)
· Peripheral oedema
· Worsening confusion/ agitation
· Akathisia- think of this if patient appears more agitated/restless after doses or after this started
· Neuroleptic Malignant Syndrome NMS(think of this if: fever, rigid muscles, tachycardia, sweating. Can be subtle. Check CK URGENTLY)
· Valproate:
· Sedation (start low)
· LFTs
· Mobility decline- can get parkinsonism
· Encephalopathy- can cause hyperammonia
(generally check LFTs and ammonia level when valproate dose hitting around 400mg BD)
· SSRIs
· Worsening agitation/ aggression


· Serotonin syndrome- tremor, tachycardia, confusion


[bookmark: _bookmark46]Cognitive Assessment tools
(All available in CDAMS clinic resource cupboard and trolley in outpatients)
MMSE:	The usual. Does not include much frontal lobe testing. Can have dementia with a fairly good MMSE Addenbrooks:	More detailed cognitive assessment, includes MMSE as part of it. This is the ideal to complete on our patients if they are able to.
RUDAS:	Frequently used in our patients: validated for NESB and low formal schooling
Frontal Lobe Battery: Particularly helpful for more detailed assessment of frontal lobe function, esp in FTD. You should complete this at least once in your term for education (it’s fascinating!)
MOCA:	Trump’s cognitive test!
Clockface:	Great screening test


Also available in CDAMS trolley: lots of patient/carer information leaflets- Please familiarize yourself with these (great information and learning for yourself and fantastic additional support for communicating with patients and care givers on a variety of topics. Also look at Alzheimer’s association website.

[bookmark: _bookmark47]Clinical Frailty Scale
[image: ]
W H A T I S F R A I L T Y ?
Frailty is a state of increased vulnerability to poor resolution of homoeostasis after a stressor event, which increases the risk of adverse outcomes. It can be assessed quickly and simply using the Clinical Frailty Scale. The CFS is a reliable predictor of outcomes in the acute and critical care settings. Like any decision support tool, is not perfect and should not be used in isolation to direct clinical decision making. Clinical decision making with individual patients should be undertaken through a more holistic assessment, using the principles of shared decision making.


How to COMPLETE?
· Ask the patient/ carer/ NOK/ RACF staff what their capability was TWO weeks prior to acute admission.
· DO NOT base your assessment on how the patients appears before you today.
· CFS is not validated for patients under 65yo and for those with a fixed impairment such as from cerebral palsy
· Document in admission notes as “Clinical Frailty Score. .’number’” (avoid CFS as this three letter acronym not yet understood)



[bookmark: _bookmark48]Fractures/ Osteoporosis Work Up
· Osteoporosis.
· Screen: All patients must have an osteoporosis screen completed (Vit D, TSH, UEC, CMP. Consider: +/- MMyeloma screen, testosterone, PTH if Ca++ up or CRI)
· Treatment plan: have a plan:
· Everyone should be on Vitamin D
· Can now give a loading dose of Vitamin D ie. 50,000 units liquid as a once off for those who have Vitamin D levels of <30. Then prescribe maintenance 1,000-2,000 units daily.
· Antiresorptive: bisphosphonate versus denosumab. Check for contraindications.
· (note- do NOT give iron infusion + denosumab together risk hypoPO4. If need both, arrange for GP to give denosumab 2-3 weeks post discharge)
· Follow up:
	+/- outpatient DEXA (generally not for advanced age/frailty, Nursing home patients)
· GP
· MOPs/ Geriatrician/ Endo Clinic (complex, young patients)/ OP clinic (but check waitlist wait)
· Anticoagulation:
· All #NOFs/THR: minimum 35 days anticoagulation
· Analgesia management:
· Work with physio’s around best analgesia plan.
· Ensure there is a documented plan on discharge summary to cease opioid analgesia if still on these at time of discharge. For most patients first two weeks post fracture are the worst, but may be able to ween after this with goal to be off regular by 4week mark.
· Try and ween whilst inpatient.
· Restrictions:
· All THR need ‘hip precautions’ for a period of time- check duration.
· Hip hemiarthroplasty’s no longer need hip precautions (unless specified by ortho)
· Ensure there is clarity from Ortho re- restrictions on weight bearing or ROM for particular fractures. If physio or OT question the recommendations, please call ortho and clarify the recommendations- as it can sometimes be incorrectly documented on the discharge summary.
· NWB status patients:
· Eg: SNOH #/ weber A or B #
· Traditionally these have been managed NWB, but there is a move to allow more permissive weight bearing with good outcomes seen. SNOH # and Weber B# should really default to WBAT nowadays (in CAM boot for WeberBs) unless there is something atypical in the fracture
· So- Please feel free to re-check weight bear status with ortho reg’s and see if more permissive status is possible (and if not, why not) initial WB plan is often made in ED

[bookmark: _bookmark49]








TNH Orthopaedic Registrar Round
Ortho Reg comes to BECC once a fortnight to do a round on relevant patients, unless phone consultations/ medtasker communications between BECC Doctors and the Ortho Reg are sufficient to resolve any patient care issues
The below process is for when face-to-face ortho reg visits
 Eligible patients:
Current BUNDOORA inpatients will have
(1) a need for orthopaedic review and




Process:
(2) 
have been transferred to BUNDOORA from TNH, after either having been under the care of the orthopaedic 
        unit, or had consultative orthopaedic input (i.e. current    patients).

· Contact the on-call Ortho Reg phone (x58461) early to handover which patients need to be reviewed
· Ensure X-rays done beforehand (not on the day of review!)
· HMO/ Reg to be present on round with Ortho to ensure all patients seen, clinical questions answered and documented.
· Also ensure you check that Ortho Reg visits all wards (check with fellow medics!)
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When to call consultant- Mandatory!

For all newly admitted patients:  (exception: low risk obstetric patients)
~ Between 0700 to 2200: within 8 hours of admission
~ Between 2200 to 0700: within 10 hours of admission
For all patients that trigger a MET call. Code Blue. or transfer to ICU - Immediately
~ Orany other unexpected clinical deterioration (eg- new malaena)
If there is lack of clarity of management plan for the patient - Immediately
~ Eg- You are unsure how to proceed with patient care/ decision making or uncertain of a diagnosis
Conflict with decision making between teams.
Patient not proceeding as expected for current diagnosis
If there is an unexpected change in the management plan of the patient
If an agreed discharge plan is altered on the day of discharge (i.e. patient does not go home on the day of
discharge as planned)
Unexpected patient death
Significant Adverse outcome or Unexpected event.

— eg- Absconded patient;
~ eg- Patient given wrong medication requiring telem for monitoring.
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Clinical Frailty Scale”

I Very Fit — People who are robust, active, energetic
and motivated. These people commonly exercise
regularly. They are among the fittest for their age.

2 Well — People who have no active disease
symptoms but are less fit than category |. Often, they
exercise or are very active occasionally, e.g. seasonally.

3 Managing Well — People whose medical problems
are well controlled, but are not regularly active
beyond routine walking.

4 Vulnerable —\While not dependent on others for
daily help, often symptoms limit activities. A common
complaint is being “slowed up”, and/or being tired
during the day.

5 Mildly Frail — These people often have more
evident slowing, and need help in high order IADLs
(finances, transportation, heavy housework, medica-
tions). Typically, mild frailty progressively impairs
shopping and walking outside alone, meal preparation
and housework.

6 Moderately Frail — People need help with all
outside activities and with keeping house. Inside, they
often have problems with stairs and need help with
bathing and might need minimal assistance (cuing,
standby) with dressing.

7 Severely Frail - Completely dependent for
personal care, from whatever cause (physical or
cognitive). Even so,they seem stable and not at
high risk of dying (within ~ 6 months).

8 Very Severely Frail - Completely dependent,
approaching the end of life. Typically, they could

| not recover even from a minor illness.

9.Terminally Ill - Approaching the end of life. This
category applies to people with a life expectancy
<6 months, who are not otherwise evidently frail.

Scoring frailty in people with dementia

The degree of frailty corresponds to the degree of dementia.
Common symptoms in mild dementia include forgetting the
details of a recent event, though still remembering the event itsef,
repeating the same question/story and social withdrawal.

In moderate dementia, recent memory is very impaired, even
though they seemingly can remember their past life events well
They can do personal care with prompting.

In severe dementia, they cannot do personal care without help.

* 1. Canadian Study on Health & Aging, Revised 2008,
2.K Rockwood et al. A global dlinical measure of fitness and

fraiftyin elderly people. CMA] 2005;173:489-495.
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