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  ROVER (Rolling handOVER) – I am a ‘living document’ that needs your care and attention




[bookmark: _GoBack]ROTATION: AGSU (Acute General Surgical Unit) 
UPDATED & REVIEWED BY: Betty Lai 		 CONTACT: betty.lai@nh.org.au 	DATE: 31/07/2023
! Please update me as required and send me to fathimaijaza.lafeer@nh.org.au  in week 8 of this rotation
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TOP TIPS!1. Be efficient – have the list ready in time for handover, prepare notes before the round, carry pathology/radiology orders, NOAs, goals of care and consent forms. Triage your jobs, regularly update your co-interns and always plan ahead. 
2. On the ward rounds, be proactive:
a. Consider VTE prophylaxis – almost everyone should have clexane unless on another agent already, check with the registrars for when to withhold and when to resume postop (usually written in post-operative orders)
i. VTE prophylaxis does not need to be withheld pre-operatively in most cirumstances.
b. Order IVT while fasting – consider their co-morbidities and fluid status, remember to resuscitate when needed, and do not overload the patient
c. Ensure symptoms are controlled – regular paracetamol with PRN NSAIDS (if safe for the patient), PRN opioids (ensure a safe and effective frequency and dose), antiemetics and aperients
d. Check and document vitals, drain outputs, urine output and COVID status
e. If time permits, do jobs as they arise – write path slips and fill in radiology requests as you go
f. Check location of ED patients before completion of round in Ward 13 as these patients may have moved into different wards.  
g. Check for Goals Of Care form to ensure it has been completed
3. Be effective – Make referrals, order scans and interventional radiology procedures as early in the day as possible (these things take time). Proactively chase scan (take a picture of the sonographer’s report and post it on the team communication tool) and pathology results – review investigations every 1-2 hours to ensure they are actioned early on especially those who are fasting or may need an intervention. When time permits, prepare discharge summaries and scripts for anticipated discharges. 
4. Be safe – You are not a surgeon, the bosses are. When in doubt about a clinical decision, it is always better to ask than to make a mistake. When an answer is urgently needed, do not be afraid of going to theatre to ask in person. 
5. Keep the list updated – handovers/paper rounds/ward rounds can occur at any point throughout the day.   Update the lists with recent pathology and show any important trends.  Use the AGSU registrar admission notes, avoid using ED summaries. 
6. Keep the team updated – Patients under AGSU are generally in the first day of inpatient care, and things change quickly. If someone is getting sicker, make sure the team knows about it. 
7. Be considerate to your patients – Remember that they are a person, not a pathology. Offer your time for questions, give them the Betterhealth/UpToDate patient pamphlets relevant to them, keep them updated throughout the day and apologise when plans change. 
8. And be considerate to your colleagues – Even after the PM handover, the PM intern should keep the patients on the AGSU list until the end of their shift. You know the patients much better than the covering Gen Surg intern or HMO does! Transfer the take patients at the end of your shift, and make sure to let the night cover know about pending jobs and sick patients.
9. Help everyone when you can – AGSU workload is inconsistent. Whenever you can, you should be helping the inpatient teams, whether they are surgical or medical. 
10. Have fun – AGSU is the best gig in the hospital. You will always have bosses to ask for advice and co-interns to ask for help. Assist in theatre as often as you can and get hands-on with every abscess that needs drainage on the ward, every tricky nasogastric or difficult cannula you can find. 































*Please note: patients having surgery under AGSU who belong to a Gen Surg team already are not your responsibility and all medtasks should be managed by the inpatient home team.
*Also note: Patients cannot be transferred to inpatient teams for management over the weekend as those teams are not in the hospital.

	UNIT STAFF & KEY CONTACTS
	CONTACT DETAILS

	Head of Unit:    Ms Betty Lai
	Via switch

	Consultants:     Different consultant every day
	Via switch

	Registrar:          Different depending on week
	AGSU Reg Phone 52628
Pager 277

	Interns:                  
	Pagers: 292/293

	Endoscopy: 
	58550

	Radiology:           

	59658 (CT)                                       59670 (Ultrasound)
59664 (X-Ray)                                 ***** (MRI)

	Pathology:
	58356

	Anaesthetist In Charge: 58993
	Theatre NIC: 58990


	

PAPERWORK IN YOUR FOLDER

	· Pathology slips 
· Radiology slips
· Endoscopy consents
· Consent forms
· Elective admission NOAs
· Blank progress notes
	· AGSU template ward round 
· AGSU template tertiary survey 
· Medication charts
· Fluid charts
· Blood product charts
· Goals of care forms




	WEEKLY TIMETABLE 

	0630 – 0700: Ward round preparation
 - Open the AGSU handover file on the S drive
 - Add all patients on the bedcard from CPF – set unit code to AGSU – confirm with AGSU registrar if the patient does not have an AGSU admission documented.  
 - The overnight registrar will send you admission notes and consults – add as much detail as you can 
 - If under time pressure focus on the most important bits – NAME, LOCATION, AGE, Dx & Ix
 - Print ~10 copies of the list, and have them ready well ahead of time 
 - Remember to carry the pager!

0700 - 0715: AM Handover
 - During handover, one intern prepares round notes and other controls Synapse/CPF/ETBS on the TV
 - During handover you can prepare any imaging or pathology that needs to occur
 - 3 interns
     - one preparing notes by listening to handover conversation and preliminary plans 
     - one preparing imaging, pathology, radiology forms so there is less to do on ward round
     - one drives the computer for imaging and investigations on the TV screen

0715 - 0830: Consultant Ward Round
 - Check locations of ED patients immediately before leaving handover in case they have been transferred to ward
 - ON arrival in ED – check patient locations in EDIS, as CPF is often wrong
 - During CWR divide jobs by having one intern write notes, and the second find folders and file notes
 - Second intern should: find folders, check obs, check med chart for DVT/analgesia, prepare radiology/path, provide stickers, and the resident should prepare consents. They should also check that a full plan is written when the first intern leaves for the next patient. Do not run jobs during ward round unless specifically requested to due to urgency, and do not do anything which is not urgent during the round or you will lose the team and fall behind.

0815: Surgical Registrar/Fellow and/or theatre intern usually leaves for theatre.  The remainder of the team finishes the round and attends morning coffee and paper round usually in the AGSU office.  

1100: Third intern arrives
 - By now jobs from the round should be well underway, all scans requested and all referrals made etc.
 - Update the list and chase all pending results noted during the round
 - Update the PM intern with the plans for each patient and divide pending jobs
 - Prepare an updated list for the PM registrar when they arrive

1300: PM registrars (x2) arrive and a paper round usually occurs with one of the AM registrars.  

1500: Ward 13 huddle with ANUM and nursing staff to update and discuss patient plans.  AGSU registrar or HMO usually attends this. 
· Attend early to flag likely discharges or CLD for the following day to the ANUM before nursing handover starts

1700-1900: PM Handover
 - You will not get much notice, and you need to keep the list updated as admissions happen during the day
 - Timing is up to the consultant, so anticipate when they will be finished in theatre and be ready ahead of time
 - Be ready for handover – know how each patient is doing, the results of all scans and tests requested on the AM round and whether they are stable or if there have been pre-METs/ MET calls
 - Take note of the discharge destination for each patient – whether they will be transferred to the consultant’s bedcard, kept on AGSU, or transferred to another team
- Discuss with the registrar which patients need bloods and which don’t so that unnecessary blood tests are avoided for those going home after uncomplicated operations
 - Send the list of take patients to the inpatient teams so they can prepare their own lists for tomorrow
 - Work together so that the two AM interns can go home on time, and that the PM intern is not overwhelmed

1800-2200: Tidying up
 - Try to prepare the patients as much as possible for the overnight HMO and the inpatient intern tomorrow 
 - Find and notify the overnight cover about any sick patients or pending results
 - Put in requests for AM bloods for most patients – uncomplicated procedures in otherwise well patients may not need however, but check with the bosses if unsure
- Patients remaining on AGSU requiring repeat bloods should have 4am bloods so that they are back by 7am handover to facilitate triaging theatre and early identification of deteriorating patients.
 - Patients still in ED or theatre can have their AM bloods left in their files, just make sure the nurse knows about them and that they are not to be taken until the morning
 - Check with the registrars, and then unfast any patients who will not be going to theatre, give them an appropriate dinner, then fast from midnight/early morning breakfast as appropriate
 - Use IPM to transfer the patients to their respective inpatient teams 
 - Try to have the list updated as much as possible for the overnight registrar, and to reduce the preparation time for the AM interns tomorrow

JMO ROLE & RESPONSIBILITIES
Making a list
1. S:drive > Medicine > AGSU handover > Daily list 
2. Open CPF - ensure that you have your inpatients set to “AGSU”
3. Ensure that all the CPF patients are on your excel spread sheet
4. Note that consults will not appear on CPF, you need to add them, and put team in charge
5. Update the patient’s history, PHx and plans using the admission notes from WhatsApp
a. If you have received no messages by 6.30am, say good morning or call 52628

Ordering of investigations & chasing results:
1. X-ray/CT/MRI: Use Intelleconnect to chase any preliminary scan reports, send photos to WhatsApp, or report directly if urgent report (or if you know the registrars are scrubbed)
a. Username nhward16, password Northern16
b. MRI requires a consultant signature 
c. For CT requests, ensure you have the eGFR and allergies documented, contact/COVID precautions documented, an 18-20G cannula in situ in as proximal an arm vein as you can get 
d. US guided aspirates require a conversation with the radiologist, consent form done and ideally coags available when booking
2. US: Collect worksheets in the sonographer’s office, send photo to WhatsApp and summarise findings
b. US on weekends: You may need to call the on call sonographer. Do it early.
6. G ’scopes/C ’scopes: use endobase found on CPF at the bottom of the patient front page (Endobase - endonh/endonh)
a. Ensure endoscopy NOA’s are physically handed in to the Bookings staff at Endoscopy
b. If you require an inpatient endoscopy, this needs a conversation with a consultant with a list. You should then contact said consultant to ask if they will perform your procedure.  Ask if they have a preference for bowel prep
c. Ensure you chart bowel prep – as per prompt
d. If same day  book on ETBS and let DPU NUM know
e. If following day  let bookings staff at endoscopy know, they will add it to the list, no need to add on ETBS
Referrals/ bookings on discharge specific to rotation:
1. Outpatient c’scopes/g’scopes: will need to take the completed endoscopy form with consent (inpatient consent stapled, or outpatient consent) to endoscopy bookings – Level 1, surgical precinct, round the corner.
2. You need to assign the patient to a home team, consultant of the day’s team.
3. Outpatient reviews go to your consultant’s team. 
4. Occasionally you need to refer to RDNS/HITH for wound care
a. Make sure you know wound depths, drain parameters, GOPC and follow-up plans
b. Call/medtask the HITH reg with your referral  
c. Ensure your discharge summary and script are complete, however, emphasise to the nurse that the patient cannot be discharged until the HITH nurse reviews the patients

Booking patients on ETBS (Emergency Theatre Booking Service) (Must be done by resident or registrar):
1. You will be asked to continually book patients for theatre on ETBS 
2. Ensure you have any details of any anaesthetic risks for the patient: 
a. i.e. cardiac issues, blood thinning meds – warfarin, aspirin, rivaroxiban; breathing issues; previous surgery and any previous reaction to GA.
3. Once booked on ETBS:
a. Call the Anaesthetist in charge (58993) to let them know any anaesthetic risks, ask for their name (and write it down!) because Theatre Nurse will ask you later!!
b. call the Theatre Nurse (58990) let them know you’ve booked the patient and spoken to Anaesthetics 

AGSU Admissions (these are usually done by the registrar):
1. Are short and sweet, usually as a consultation note in Emergency on CPF ensure you include:
a. Consult vs. Admission, who you are, which consultant is on call (e.g. AGSU Consult – J. Smith for B. Lai) 
b. Summary Line e.g. “36F referred for RIF pain”
c. PMHx (Importantly: Surgical History, Scopes, T2DM etc.)
d. Meds & Allergies (Importantly: anticoagulants, immunosuppressants)
e. HOPC (Including last ate/drank)
f. Examinations findings
g. Investigations so far
h. ?Impression/DDx
i. Plan
2. Every admission needs:
a. Admission note
b. DVT prophylaxis
c. Diet plan
d. IVF plan
e. Regular analgesia + PRN analgesia/antiemetics
f. Goals of Care
g. Antibiotics plan

Discharge summaries: keep them short and sweet for the AGSU patients. Some templates exist in the AGSU folder for discharges

Who to hand over to at end of each shift:
1. During the day handover to your fellow interns 
2. At night for major issues - the night AGSU Registrar
3. At night for minor things to chase/do (i.e. blood results, fluid review) to night cover HMO (pg. 090) at Ward 16 doctors office from 8:30pm (or medtask them)
Clinical documentation queries in Medtasker
· 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.

· 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
•             on an electronic progress note in CPF by noting “CDI query response”, and/or
•             on the discharge summary in CPF


	COMMON CONDITIONS MANAGED BY AGSU
· Liver/Gall bladder/Pancreas 
· Acute cholecystitis, Ascending cholangitis, Biliary Colic, Pancreatitis, Choledocholithiasis
· Oesophagus/Stomach:
· Perforated ulcers, Mallory Weiss Tears, Oesophagitis, PUD
· Small and Large and Bowel:
· Constipation, Small bowel obstruction, Large bowel obstruction, Acute appendicitis, Colitis, Crohn’s
· Perianal & pilonidal disease
· Perianal abscesses, fistulae, pilonidal sinus & abscesses
· Urinary System – discuss and TOC if no gen surg concenrs
· Renal colic (urology), Pyelonephritis (med)  
· Gynae conditions – discuss and TOC
· Ovarian torsion, Ruptured ovarian cysts
· Trauma:
· For secondary survey at trauma calls, usually if requiring admission for tertiary will be under AGSU 
· You may be required to discuss with Neurosurgery/Maxillofacial/ENT/Opthal at other hospitals
· If required, images can be transferred through Synapse before calling the registrars
· Abscesses:
· AGSU treats ALL the abscesses: but not on JOINTS or FACES (Refer to latest plastics admission policy)
· On discharge of these patients try to encourage smoking cessation & good diabetes control 

TRAUMA MANAGEMENT
· All trauma consult/referrer/transfer – to Austin Trauma unit. Contact via switch board Austin Health.
· If there is a trauma call one intern should attend to write notes, unless otherwise advised
· Notes are organised as follows:
· Quick summary line (Age + scenario and trauma call)
· AMPLE (Allergies, medications, past medical history, last ate/drank, events/environment)
· PRIMARY SURVEY: ABCDE (Put in obs, GCS, and EFAST is essential)
· SECONDARY SURVEY: HEENT, NECK, THORAX, ABDO, PELVIS, UL, LL, LOGROLL
· Order a CT Trauma – Head, Neck, Chest, Abdo, Pelvis, +/- T and L Spines
· The next day you complete a tertiary, which is like a repeat secondary survey – templates available in the AGSU file on S drive
· Check with the admitting registrar before prescribing prophylactic anticoagulation especially within the first 24 hours of trauma.  
· Spinal clearance should only be performed by residents/registrars who have completed the spinal clearance tutorial.  
· Patients who have had a loss of consciousness need a formal post-traumatic amnesia (PTA) assessment.  
· If injury within 24 hours, this is the abbreviated Westmead PTA – this can be done by anyone including interns, residents and nurses.
· If not within 24 hours, then this may require 3/7 of PTA assessment by the occupational therapist so it is important that if they have capacity to do the abbreviated Westmead PTA as soon as possible – this can be found with a quick google and printed.
· Patients with rib fractures need the following:
· Adequate analgesia – regular paracetamol, NSAID (if appropriate), PPI, oxycodone/tapentadol immediate release PRN and a referral to APS for consideration of PCA/regional block (e.g. erector spinae block)
· Baseline CXR in ED with daily CXR to monitor for the development of pneumonia/atelectasis/haemothorax
· Chest physiotherapy
· Referral to Thoracics service for ongoing management
· See rib fracture pathway for geriatric patients.
· Patients with sternal fractures need the following:
· Initial ECG with serial troponins 
· If changes in ECG or raised troponins – referral to cardiology and admission with a cardiac monitored bed.
· Referral to thoracics for follow-up
· Patients with 1st rib fractures need the following:
· CT arterial phase of aortic arch
· Neurovascular observations until arterial injury ruled out with imaging.

COMMON ISSUES
· Patients being upset because they’ve been fasting all day and their surgery is cancelled – try to find out as early as possible if they can un-fast.
· Occasionally when super busy you may carry the registrar phone – just take messages but find out if it’s an urgent issue that the Reg needs to be told about. The reg can always come out of theatre!
· If you are helping the registrar carry the phone, always ask them for a call back number – some referrals can be dealt with over the phone.
· Any med issues can be referred to the Periop Reg on pager 247

PROCEDURES COMMONLY ENCOUNTERED
· IVT cannulas, IDCs, NGTs, phlebotomy, ABGs, fluid reviews
· Pre-MET/MET calls for: blood loss, low urine output, low BP, febrile, tachycardia, pain

Laparotomy (or any patient possible of being converted to laparotomy e.g. laparoscopy for perforated DU)
· Appropriate booking and consent as per usual
· Complete NELA and log patient onto ANZELA-QI
· Consent patient for prevena study

Gallbladders
· All cholecystectomies should be verbally consented for SOCS Free study
· Email Mr. Russel Hodgson if unsure about the study.
· All CBD explorations need to be added onto CBDE study.
· https://redcap.nh.org.au/surveys/?s=YFR9RHXM9W

INSIDER INFORMATION & MISCELLANEOUS TIPS
Team – Liaise with AGSU charge nurse – to facilitate ED admission and AGSU ward discharges.
AGSU ward registrar pager - #277 – all AGSU ward related issues (NOT for acute admissions) – carried by the same registrar throughout their 1 week rotation. He/She will attend 3pm AGSU ward huddle. Be ontime!

PSURG: AGSU reg to admit new patients. Please contact Dr Sarah Condron- Head of PSURG via switch board to discuss any issue.

Theatre – all day AGSU access Mon-Fri. aim to do simple cases first up of the day. CLD – aim for all straight forward cases including laparoscopic cholecystectomy/appendicectomy/abscesses/hernia repaired. To be documented on operation note. All discharge paperwork/medication to be prepared.

No unit meeting/clinics.. 2 monthly AGSU audit. To be presented by Accredited SET registrar.

USEFUL RESOURCES
· IRIS – web address: http://iris.pry.com.au:7778/pls/iris/amok_html.splash   
· Endobase
· Bob logic path
· iPM
· Sessional Scheduler - http://dsuselfrequest.nh.org.au/internal/SessionSchedule/index.php
· 

LAP BAND NEEDLES with gastric calibration tubing 

Location:  Theatre Sterile Store Room - General Section – (A 12 Shelf 4)

Bi-NATIONAL COLORECTAL CANCER AUDIT - BCCA 

BCCA should be discussed with all patients undergoing elective or emergency surgery for Colorectal cancer. This discussion should ideally take place prior to operation. The patient should receive a participant information sheet and a separate copy with identifying Bradma label should be sent to Ms Leanne Spalliera in Client Data Management. After adding patients’ demographics to the BCCA a copy of the BCCA PICF will be uploaded to CPF/Legal so that future treating clinicians can see whether patients have been included in BCCA (Where they have opted in Ie: not decided to opt out).
Application form BCCA - Participation Information Sheet - 010612.



ANZ EMERGENCY LAPAROTOMY AUDIT (ANZELA)	Comment by Lai, Betty: Russel Hodgson to update.
thanks
The ANZELA database is used to benchmark Northern Health’s outcomes over a range of key performance indicators (KPIs) for emergency laparotomy patients. These KPIs include time to theatre, whether patients have had CTs reported or lactate available, whether they have been pre-operatively risk assessed and consultant involvement for higher risk cases. All patients being booked for an emergency laparotomy should be entered on to the ANZELA database (run through RACS REDCap). All registrars will be registered to use this database at the start of their term. The important factors for AGSU to pay attention to are the pre-operative identification of these patients so that data can be entered prospectively, all patients should be risk assessed with a NELA score and documented, and should be handed over to both the anaesthetic team and the eventual parent unit for further data entry and to foster healthy discussion between units that could help improve outcomes for these patients. Dr Russell Hodgson is the consultant contact for this audit at Northern and can be contacted with any queries.
COMMON MEDICATIONS SPECiFIC TO UNIT
	MEDICATION
	INDICATION
	ROUTE
	DOSE
	FREQUENCY

	Heparin
	DVT prophylaxis
	S/C
	5000 units
	BD

	Clexane
	DVT prophylaxis
	S/C
	40mg 
	OD normally
BD if BMI >40

	Paracetamol
	Analgesia regular
	PO/IV
	1g 
	QID (TDS if hepatic failure)

	Ibuprofen
	Analgesia (NSAID)
	PO
	400mg (200 if indicated)
	TDS 

	Ketorolac
	Analgesia (NSAID)
	IM
	10-30mg
	Q6H

	Oxycodone IR
	Analgesia PRN
	PO
	5-10mg
	Q4H (mind your max dose!)

	Morphine
	Analgesia 
	IV, IM , SC
	2.5 – 5mg 
	Q8H or Q12H

	Metoclopramide
	Antiemetic (prokinetic)
	PO/IM/IV
	10mg
	TDS 

	Ondansetron
	Antiemetic (CTZ targeted)
	SL/PO/IV
	4-8mg
	TDS

	Ceftriaxone
	GI infections
	IV
	1-2g 
	Daily

	Metronidazole
	GI infection
	IV
PO
	500mg 
400mg
	BD
TDS

	Cephazolin
	Infection (?skin source)
	IV
	2g
	TDS or QID

	Tazocin
	Serious infections
	IV
	4.5g
	Q8H (check renal function)

	Gastrograffin
	CT oral contrast
	PO
	30mL in 1 L
	STAT (over 1 hour)

	“Neat” Gastrograffin or Ioscan
	Sometimes given through NGT to therapeutically relieve bowel obstruction
	PO/ NGT
	100mL neat gastrograffin or 200mL Ioscan
	STAT (spigot NGT after)

	Chlorvescent (K+)
	Hypokalaemia
	PO
	2 tabs
	STAT

	Mini bag K+
	Hypokalaemia
	IV
	100ml N/Saline + 10mmol KCL
	Over 1 hour

	CSL or Normal Saline
	IV fluid therapy
	IV
	1000mL
	Will need to assess how much patient requires and how quickly
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