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Term Description – Handbook – ROVER	
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	1. Term details:

	Health Service:
	Northern Health	Term duration:
	Maximum: 13 weeks

	Location/Site:
	Bundoora Centre	Clinical experience - Primary:
	B: Chronic illness patient care
	Parent Health Service:
	Northern Health	Clinical experience - Secondary:
	C: Acute and critical illness patient care
	Speciality/Dept.:
	Aged Care PCW	Non-clinical experience:
	(PGY2 only)

	PGY Level:
	PGY2	Prerequisite learning:
	(if relevant)

	Term Descriptor:
	Specialist geriatric medicine, evaluation and management ward. Providing medical care, stabilisation, slow stream rehabilitation to a predominantly multi-comorbid frail population. Attendance at monthly MMAE meeting. Liaise with multi-disciplinary team and community services for care of inpatients on the ward. 



	2. Learning objectives: 

	EPA1: Clinical Assessment
	Domain 1
	Performs an accurate, appropriate and person centred physical and/or mental state examination.

	
	Domain 2
	Works effectively as a member or leader of the interprofessional team and positively influences team dynamics.

	
	Domain 3
	Incorporates psychosocial considerations and stage in illness journey into assessment, acknowledging these factors can influence a patient’s experience of illness and healthcare behaviours.

	
	Domain 4
	Demonstrates the ability to manage uncertainty in clinical decision-making.

	EPA2: Recognition and care of the acutely unwell patient 
	Domain 1
	Identifies deteriorating or acutely unwell patients

	
	Domain 2
	Recognises their own limitations and seeks help when required in an appropriate way. 

	
	Domain 3
	Recognises the importance of self-determined decision-making, partnership and collaboration in healthcare which is driven by the individual, family and community.

	
	Domain 4
	Observes local service protocols and guidelines on acutely unwell patients
	EPA3: Prescribing 
	Domain 1
	Appropriately, safely & accurately prescribes therapies (drugs, fluids, blood products, oxygen), & demonstrates an understanding of the rationale, risks & benefits, contraindications, adverse effects, drug interactions, dosage & routes of administration

	
	Domain 2
	Maximises patient autonomy and supports patients’ decision-making.
	
	Domain 3
	Acknowledges and respects patients’ cultural and religious background, attitude and beliefs, and how these might influence the acceptability of pharmacological and non-pharmacological management approaches.

	
	Domain 4
	Safely uses electronic prescribing systems as appropriate. 

	EPA4: Team communication – documentation, handover and referrals
	Domain 1
	Produces medical record entries that are timely, accurate, concise and understandable. 

	
	Domain 2
	Maintains respect for patients, families, carers, and other health professionals, including respecting privacy and confidentiality. 

	
	Domain 3
	Recognises the importance of self-determined decision-making, partnership and collaboration in healthcare which is driven by the individual, family and community. 

	
	Domain 4
	Maintains records to enable optimal patient care and secondary use of the document for relevant activities such as adequate coding, incident review, research or medico-legal proceedings. 




	3. Outcome statements:

	Domain 1: The prevocational doctor as practitioner
	Domain 2: The prevocational doctor as professional and leader
	Domain 3:  The prevocational doctor as a health advocate
	Domain 4: The prevocational doctor as a scientist and scholar

	☒ 1.1 Place the needs and safety at the centre of the care process, working within statutory and regulatory requirements and guidelines.  Demonstrate skills including effective handover, graded assertiveness, delegation and escalation, infection control, and adverse event reporting.
 ☒ 1.2 Communicate sensitively and effectively with patients, their family and carers, and health professionals, applying the principles of shared decision-making and informed consent.
 ☒ 1.3 Demonstrate effective, culturally safe interpersonal skills, empathetic communication, and respect within an ethical framework inclusive of indigenous knowledges of wellbeing and health models to support Aboriginal and Torres Strait Islander patient care
☒ 1.4 Perform and document patient assessments, incorporating a problem-focused medical history with a relevant physical examination, and generate a valid differential diagnosis and/or summary of the patient’s health and other relevant issues
☒ 1.5 Request and accurately interpret common and relevant investigations using evidence-informed knowledge and principles of sustainability and cost-effectiveness
 ☐ 1.6 Safely perform a range of common procedural skills required for work as a PGY1 and PGY2 doctor.
☐ 1.7 Make evidence-informed management decisions and referrals using principles of shared decision-making with patients, carers and health care team
☐ 1.8 Prescribe therapies and other products including drugs, fluids, electrolytes, and blood products safely, effectively and economically
☒ 1.9 Recognise, assess, communicate and escalate as required, and provide immediate management to deteriorating and critically unwell patients.
☐ 1.10 Appropriately use and adapt to dynamic systems and technology to facilitate practice, including for documentation, communication, information management and supporting decision-making
	☒ 2.1 Demonstrate ethical behaviours and professional values including integrity, compassion, self-awareness, empathy, patient confidentiality and respect for all.
☒ 2.2 Identify factors and optimise personal wellbeing and professional practice, including responding to fatigue, and recognising and respecting one’s own limitations to mitigate risks associated with professional practice.
☒ 2.3 Demonstrate lifelong learning behaviours and participate in, and contribute to, teaching, supervision and feedback.
☒ 2.4 Take increasing responsibility for patient care, while recognising the limits of their expertise and involving other professionals as needed to contribute to patient care.
☒ 2.5 Respect the roles and expertise of healthcare professionals, and learn and work collaboratively as a member of an inter-personal team.
☒ 2.6 Contribute to safe and supportive work environments, including being aware of professional standards and institutional policies and processes regarding bullying, harassment and discrimination for themselves and others.
☒ 2.7 Critically evaluate cultural safety and clinical competencies to improve culturally safe practice and create culturally safe environments for Aboriginal and Torres Strait Islander communities.  Incorporate into the learning plan strategies to address any identified gaps in knowledge, skills, or behaviours that impact Aboriginal and Torres Strait Islander patient care.
☒ 2.8 Effectively manage time and workload demands, be punctual, and show ability to prioritise workload to manage patient outcomes and health service functions.

	☒ 3.1 Incorporate disease prevention, relevant health promotion and health surveillance into interactions with individual patients, including screening for common diseases, chronic conditions, and discussions of healthcare behaviours with patients
☒ 3.2 Apply whole-of-person care principles to clinical practice, including consideration of a patients physical, emotional, social, economic, cultural and spiritual needs and their geographical location, acknowledging that these factors can influence a patient’s description of symptoms, presentation of illness, healthcare behaviours and access to health services or resources.
☒ 3.3 Demonstrate culturally safe practice with ongoing critical reflection of the impact of health practitioner’s knowledge, skills, attitudes, practising behaviours and power differentials in delivering safe, accessible and responsive healthcare free of racism and discrimination.
☐ 3.4 Demonstrate knowledge of the systemic and clinician biases in the health system that impact on the service delivery for Aboriginal and Torres Strait Islander peoples.  This includes understanding current evidence around systemic racism as a determinant of health and how racism maintains health inequity.
☐ 3.5 Demonstrate knowledge of the ongoing impact of colonisation, intergenerational trauma and racism on the health and wellbeing of Aboriginal and Torres Strait Islander peoples.
☒ 3.6 Partner with the patient in their healthcare journey, recognising the importance of interaction with and connection to the broader healthcare system.  Where relevant, this should include culturally appropriate communication with caregivers and extended family members while also including and working collaboratively with other health professionals (including Aboriginal Health Workers, practitioners and Liaison Officers).

	☒  4.1 Consolidate, expand and apply knowledge of the aetiology, pathology, clinical features, natural history and prognosis of common and important presentations in a variety of stages of life and settings.
☐ 4.2 Access, critically appraise and apply evidence form the medical and scientific literature to clinical and professional practice.
☐ 4.3 Participate in quality assurance and quality improvement activities such as peer review of performance, clinical audit, risk management, incident reporting and reflective practice.
☐  4.4 Demonstrate a knowledge of evidence-informed medicine and models of care that support and advance Aboriginal and Torres Strait Islander health.




	4. Supervision details:

	Supervision Role
	Name
	Position
	Contact

	DCT/SIT	Dr Chiu Kang

	Supervisor of HMO training
	Chiu.Kang@nh.org.au
	Term Supervisor	
Dr Sandra Brown

	Divisional Director of Sub-Acute Services	Sandra.Brown3@nh.org.au
	Clinical Supervisor (primary)	
Allocated Geriatrician Consultant on ward

	Geriatrician	Click or tap here to enter text.
	Cinical Supervisor (day to day)	Allocated Geriatric Medicine Advanced Trainee	Allocated AT	Click or tap here to enter text.
	EPA Assessors
Health Professional that may assess EPAs 
	All Consultants
All Geriatric Medicine Advanced Trainees
Click or tap here to enter name and role

	Team Structure - Key Staff

	Name
	Role
	Contact

	Dr Sandra Brown	Divisional Director	Sandra.Brown3@nh.org.au
	Dr Ceyda Gayde	Geriatrician	Ceyda.Gayde@nh.org.au
	Dr Edwina Holbeach
	Geriatrician	Edwina.Holbeach@nh.org.au
	Ligimol Jomy	NUM
	Ligimol.Jomy@nh.org.au
	
	Click or tap here to enter text.	Click or tap here to enter text


	5. Attachments:

	R-over document
	See below
	Unit orientation guide
	See below

	Timetable (sample in appendix)
	See below


	6. Accreditation details (PMCV use only)

	Accreditation body:
	Click or tap here to enter text.
	Accreditation status:
	Click or tap here to enter text.
	Accreditation ID:
	Click or tap here to enter text.
	Number of accredited posts:
	PGY1: number 
	PGY2: number

	Accredited dates:
	Approved date: date. 
	Review date: date.



	7. Approval

	Reviewed by:
	Click or tap here to enter text.	Date:Click or tap to enter a date.

	Delegated authority:
	Click or tap here to enter text.	Date:Click or tap to enter a date.

	Approved by:
	Click or tap here to enter text.	Date:Click or tap to enter a date.



	Appendix

	Timetable example

	 
	Monday
	Tuesday
	Wednesday
	Thursday
	Friday
	Saturday
	Sunday

	Morning
	Enter Time	Enter Time	Enter Time	Enter Time	Enter Time	Enter Time	Enter Time
	
	Click or tap here to enter text.	Click or tap here to enter text.	Click or tap here to enter text.	Click or tap here to enter text.	Click or tap here to enter text.	Click or tap here to enter text.	Click or tap here to enter text.
	Afternoon
	Enter Time	Enter Time	Enter Time	Enter Time	Enter Time	Enter Time	Enter Time
	
	12:15 Monthly MMAE
12:30 Weekly BECC Education	Click or tap here to enter text.	Click or tap here to enter text.	12:30 – 13:30 HMO EducationWard cover for AT training time	Click or tap here to enter text.	Click or tap here to enter text.	Click or tap here to enter text.
	Evening
	Enter Time	Enter Time	Enter Time	Enter Time	Enter Time	Enter Time	Enter Time
	
	Click or tap here to enter text.	Click or tap here to enter text.	Click or tap here to enter text.	Click or tap here to enter text.	Click or tap here to enter text.	Click or tap here to enter text.	Click or tap here to enter text.
	Hours
	 Total 
	  Total 
	  Total 
	  Total 
	  Total 
	  Total 
	  Total 

	
	
	
	
	
	
	
	






	REG BECC GEM PCW 1 (Advanced Trainee)
	 Mon
	Tues
	Wed
	Thurs
	Fri
	Sat
	Sun
	Mon
	Tues
	Wed
	Thurs
	Fri
	Sat
	Sun

	PCW Reg
	0830-1700
	0830-1700
	0830-1700
	0830-1230
	0830-1700
	 
	 
	0830-1700
	0830-1700
	0830-1700
	0830-1230
	0830-1700
	 
	 

	 
	 
	 
	 
	Registrar Training
	 
	 
	 
	 
	 
	 
	Registrar Training
	 
	 
	 

	HMO BECC PCW 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	PCW HMO 1
	0830-1700
	0830-1230
	0830-1700
	0830-1700
	0830-1700
	OnCPoCWeekend On call - Evening
	 
	0830-1700
	0830-1230
	0830-1700
	0830-1700
	0830-1700
	 
	 

	 
	 
	 
	 
	 
	OnCPoCWeek Day On call - Evening
	 
	 
	 
	 
	 
	 
	 
	 
	 

	HMO BECC GEM PCW 2
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	PCW HMO 2
	0830-1700
	0830-1700
	0830-1230
	0830-1700
	0830-1700
	 
	 
	0830-1700
	0830-2000
	0830-1230
	0830-1700
	0830-1700
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 
	 
	OnCPoCWeek Day On call - Evening
	 
	 
	 
	 
	 

	BPT 1
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	BECC Reg 1
	0830-1730
	0830-1730
	0830-1230
	 
	 
	 
	 
	 
	Registrar Training
	0830-1730
	0800-2000
	0830-1730
	0800-2000
	0800-2000

	 
	 
	 
	Registrar Training
	 
	 
	 
	 
	 
	 
	 
	OnCPoCWeek Day Oncall - Evening
	 
	 
	OnCPoCWeekend Oncall - Evening

	BPT 2
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	BECC Reg 2
	 
	Registrar Training
	0830-1730
	0800-2000
	0800-2000
	0800-2000
	0800-2000
	0830-1730
	0830-1730
	0830-1230
	 
	 
	 
	 

	 
	 
	 
	 
	OnCPoCWeek Day On call - Evening
	 
	 
	OnCPoCWeekend On call - Evening
	 
	 
	Registrar Training
	 
	 
	 
	 




	9. Hospital Orientation 

	Hospital orientation occurs at the beginning of each term. Attendance is mandatory and paid non-clinical time. 
This is separate to the unit orientation. Follow the link for details, password: NorthernDoctors 

	Location
	NCHER, Northern Hospital – Epping 
	185 Cooper Street, Epping 3076

	Facilitator
	Medical Education Unit
	Email: MedicalEducationUnit@nh.org.au 

	Date
	First day of each term
	

	Start
	08:00
	



	10. Unit Orientation 

	Unit Orientation occurs at the beginning of each term. Attendance is mandatory and paid time. 
Orientation that occurs outside of your rostered hours should be submitted as overtime on the overtime reporting portal.

	Location
	PCW 

	Facilitator
	Ligimol Jomy (NUM – x53215) + Ward consultant

	Date
	First week of rotation

	Start
	Returning resident – 0830
New to Northern Health – after hospital orientation session



	11. Unit Overview

	Department
	Aged Care 

	Location
	Bundoora Centre – Percy Cleland Wing

	Inpatient Beds
	35

	Outpatients Clinics
	Advanced trainee: CDAMS Tuesday PM and FABS Thursday AM
BPT: CDAMS

	Day Procedures
	N/A

	Virtual Unit
	N/A



	12. Safety

	Unit Specific Safety & Risks
· Safe medication prescribing 
· Beware of altered metabolism in the elderly and liaise with ward pharmacist about dose reductions
· Ensure antipsychotic prescription is discussed with ward consultant and consent is obtained from MTDM
· Polypharmacy and cumulative anti-cholinergic and psychoactive burden
· Be mindful regarding clexane dose reductions for weight and CrCl
· COVID screening
· In the case of symptoms, PCRs are recommended
· All GEM patients are considered high risk; have a low threshold to test
· Policies regarding testing, mask use and infection control are constantly evolving; please check with ANUM/NUM or defer to infection control.
· There is no urgency to commence antiviral therapies given the risks they may pose
· Falls
· Pressure injuries
· Agitated delirium
· Malnutrition 



	13. Communication

	Medtasker
	· Not routinely used for nursing staff to communicate with medical staff
· Mainstay for referrals to specialty units at the Northern Hospital
· Useful for pharmacy discussion/liaison for med reconciliations and questions

	Pager
	AT: 53132, BPT: 53231

	MS Teams
	Not in use routinely 



	14. Handover Process

	Morning
	· Night doctor will hand over via phone or in person on ward
· Morning huddle for multidisciplinary handover occurs in PCW fishbowl at 0900 every day 

	Afternoon
	· Routine ‘paper rounds’ with ward staff to ensure up to date 
· 1630-1700 hand over to PM/overnight 

	After Hours
	· As above



	15. Shift Structure
	

	
	Intern
	HMO
	Registrar

	Day
	N/A
	Ward work/case conferences
	Ward work/case conferences/clinics*

	Afternoon
	N/A
	Ward work/case conferences
	Ward work/case conferences/clinics*

	After Hours
	N/A
	Ward cover until 8pm
Phone on call until 8am
	Ward cover until 8pm
Phone on call until 8am

	Weekend
	N/A
	N/A
	Ward work/cover



	16. Shift Roles & Responsibilities 
	

	
	Intern
	HMO 
* PCW has two teams (Green and Yellow) 
One is staffed by an AT, the other by a BPT (week on, week off) with one HMO each
	Registrar
* PCW has two teams (Green and Yellow) 
One is staffed by an AT, the other by a BPT (week on, week off) with one HMO each

	Day
	
N/A
	· Log in to MedTasker
· Attend morning huddle
· Prepare ward lists, discharge summaries, scripts
· Conduct and document ward reviews in discussion with ward team
· Assist with family updates, interdisciplinary communication
Provide routine and urgent care on wards in liaison with registrar and consultant
Patients must be medically reviewed 3x weekly at a minimum
	· Log in to Medtasker
· Attend urgent jobs/sick patients between 0830-0900
· Attend daily huddle 
· Coordination of ward care for patients (with delegation and teaching provided to ward HMOs)
· Provide leadership and framework for communication with families (in liaison with HMO)
· Key Contact Person responsibilities (where designated)
· Assist in preparation of discharge summaries, scripts and ward lists where able
· Attendance of designated clinics
Formal HMO teaching as per roster
Patients must be medically reviewed 3x weekly at a minimum

	Afternoon
	
	
	

	After Hours
	N/A
	· Provide on site cover until 8pm 
· Urgent medical reviews and ward admissions until this time 
· Phone on call overnight (see below)

	Weekend
	N/A
	N/A
	Weekend WRs for Broadmeadows Unit 3



	17. Common Conditions

	It is an excellent term to learn about the key geriatric syndromes and understand what occurs in the multidisciplinary discharge planning of complex and often multi-morbid patients 

Common conditions include: 
1. Delirium (usually hypoactive or mixed, with occasional agitation) 
1. Dementia
1. Frailty 
1. Recurrent falls (usually with subsequent injury) 
1. Incontinence and its implications 
1. Slow stream ‘rehab’ where IPR deemed unsuitable for orthopedic injury or stroke
1. Deconditioning after other acute illness (often heralding some degree of frailty) 
1. Polypharmacy and medication management/reconciliation
1. End of life care
Management of these conditions often gives an opportunity to participate/learn about:
1. Family meetings
2. Understanding available services/community supports/subacute streams to support individuals in the community post discharge (i.e. the difference between respite, TCP, HARP, community therapy, home care packages and which clinics can support which patients)
3. Opportunities to attend allied health home visits (enquire case by case if you can accompany an OT/PT)
4. Legal issues in ageing – opportunities to understand capacity assessment and also attend on site VCAT hearings

Understanding the roles of all allied health team members will enable efficient discharge planning. Often, the medical teams role in the MDT is decision making and synthesis of the shared team input. 

Communication skills with the multidisciplinary team, patients and their MTDM/carer is imperative

We are a key part in ensuring all aspects of care are addressed and ensuring no opportunities are missed. We have the benefit of reviewing what is often weeks of information from acute hospitals and this gives us a unique vantage point and ability to synthesise and revisit things with a new care teams perspective. 



	18. Common Procedures

	IV cannulation occasionally; nursing staff will escalate to you in difficult situations 
Male IDC insertion PRN



	19. Clinical Guidelines

	The My Favourite Links page on the intranet contains the links to a number of useful clinical guidelines https://intranet.nh.org.au/applications/ 
ETG- Electronic Therapeutic Guidelines
AMH- Australian Medicines Handbook
Up to Date

PROMPT- This site contains the hospital policy and procedure manuals. It can only be accessed from the intranet - https://intranet.nh.org.au/departments-and-services/prompt-policy-procedures-guidelines/prompt-policies-procedures-and-forms/ 

Aged Care Unit Handbook (LINK)




	20. Routine Orders

	Pathology
	Via EMR orders
Pathology is available for phlebotomist collection on weekdays (twice a day); weekends are all collected by nurses so be mindfiul

On admission, ensure all patients have had an FBE, UEC, CMP, LFT, B12, folate, iron studies, TSH and Vitamin D
· Do not repeat B12, folate, iron studies, TSH or vitamin D (unless there is clear clinical need) 
· FBE, UEC, CMP, LFT can be monitored more routinely

Each patient will have different requirements for frequency of pathology, as some longer stayers need bloods weekly (or less). Discuss case by case with ward registrar/consultant. 

	Radiology
	EMR orders for Xray 
· Notify ANUM and ward clerk who will assist in liaison with radiology
· Xray is available on site from ~1200-1400 Monday to Friday

All URGENT imaging requests should be referred to TNH Epping
· CT, US, MRI and PET scan have to be organised at TNH – ORDER investigations via EMR but requisition needs to be printed to Northern Radiology OR faxed- calling their department as a courtesy at the time of these requests is sensible 

There is no need for routine imaging 

	Pharmacology
	DVT prophylaxis with enoxaparin is suggested for all patients unless already on anticoagulation OR contraindicated for any clinical reason 

Review pharmacy medication reconciliation where available to address potential issues and queries.




	21. IT Programs

	EMR
	The EMR is in use for documentation, medication ordering and radiology/pathology requests.  
It is being used for all inpatients, as well as maternity clinics and pre-anaesthetic clinics. 
Located in the intranet > My Favourite Links > EMR Live Environment
EMR Training courses are located on the LMS- https://mylearning.nh.org.au/login/start.php 
Training is compulsory; you will need to complete the elearning within the first week of commencing. 
Contact medical workforce, or check the EMR website for more information on how to complete EMR training https://emr.nh.org.au/ 
When starting a new rotation, please reach out to Term Supervisor to ensure you are oriented to the EMR specific workflows for that unit as well. 
EMR is NOT a primary communication system. Please use Medtasker and phones for referrals and communication.

	CPF
	The source of information for all outpatients’ clinics, investigations, GP referrals and scanned admission notes prior to September 2023. 
Located in the intranet > My Favourite Links > CPF https://cpf.nh.org.au/udr/ 

	PACS
	XERO Viewer Pacs- https://nivimages.ssg.org.au/ or located in My Favourite Links, look for the CXR icon
This is where you can find radiology images

	My Health Record
	Centralised health record https://shrdhipsviewer.prod.services/nhcn 

	Safe Script
	Monitoring system for restricted prescription medications https://www.safescript.vic.gov.au/ 



	22. Documentation

	Admission
	Admissions are all approved by the ARC/OARS team and are uploaded to the portal :
· Documentation can be prepared once patients are identified and their ‘pre-arrival’ episode has  been created
· Admissions should be completed via the EMR workflow
· Add diagnoses to the Problem list 
· Include a summary of issues and use this as an opportunity to identify outstanding problems that need to be addressed in GEM 
· Consider baseline level of function, current level of function, and level of supports available is unique to the GEM admission documentation

Where specific intervals exist for follow up appointments and scans, endeavour to include a date this is expected and not an interval such as ‘6 weeks’ or ’35 days’ as this can be misconstrued and errors occur.

	Ward Rounds
	Use ward round workflow on EMR 
· Ward lists should ideally be prepared on EMR with use of the ‘Doctor Worklist’ view to allow clear, concise and up to date communication for all medical team members
· The use of i-Pass to track jobs is covered in EMR training

Some teams may prefer to use word documents, however this can be discussed with the treating registrar and consultant 


	Discharge Summary
	Use discharge workflow on EMR
· Ensure medication reconciliation is completed, and the rationale for ceased medicines is included
· Documenting the basic level of function at admission and discharge is critical
· Document any advanced care planning/complex discussions and meeting (general terms and being mindful family can read discharge documentation)  
· DO NOT include copy and pastes of history of presenting complaints and admission issues; summarize admission problems and use the problem list to add new diagnoses that have been addressed at GEM
· Clearly document follow up plans and instructions to patients and their families and indicate medical referrals that have been made vs. need actioning by GP or next stream of care.

Issues that were completely resolved during the acute admission should be acknowledged in the ‘histories’ section and can be noted in the summary, but please do not include them in the inpatient issues if they were not addressed in GEM 


	Outpatient Clinics
	For CDAMS: you can choose how you wish to conduct your review and document 
· There must be a CPF entry to document the attendance at a minimum 
· There is a template in the CDAMS cupboard for the structure of reviews as you learn
· IF you wish to create a letter as the only formal detailed documentation, please ensure this is typed and scanned, with a BRADMA on each page OR processed through OzeScribe
· Some clinicians prefer to document the review by hand OR type it, then create the letter
· Paper based Cognitive assessments and depression screening must also be scanned with a BRADMA label on each page
· Case conference follows each clinic to discuss the patient of the day and all cases are discussed at this time
 
For FABS:
· Complete the Word Document based Proforma and save this in CPF 
· A document of recommendations will be drafted and processed in case conference by the MDT, with the patient and GP both receiving copies
· Should specific correspondence to the GP or other specialists be needed, a letter should be created detailing specific requests/medical recommendations

	CDI Queries 
	Medtasker

	Coroners
	If you are concerned a death should be referred, discuss with the consultant on call or for your ward before enquiry to the coroner’s enquiry line. https://coronerscourt.vic.gov.au/report-death-or-fire/how-report-death
Deaths that occur after accidental injury or falls, such as NOF fractures are routinely referred. Deaths after procedures need to be considered on a case by case basis, based on the timing of the procedure and the complications

E—deposition may follow should the case be accepted by the coroner
Statement of identification will need to be completed by the next of kin 

	Death Certificates 
	Online portal https://www.bdm.vic.gov.au/medical-practitioners
Print two copies and provide them to the ward staff (one for families/persons responsible and one for medical records) 



	23. Referrals

	Internal
	Inpatient: MedTasker where available or on call phone for surgical specialties such as orthopaedics and AGSU 

Inpatient CL psych / Aged Psych reviews are available (0.1 EFT weekly)
· There is a referral form that should be filled in and emailed to the CL Psych consultant. 
· The template is found in the S: drive (Medicine  Bundoora PCW  BECC Psychiatry Consultation form 
· This can be emailed directly to SOACSReferrals@nh.org.au
●	Clinical psychology and Neuropsychology are also available via switch, and the team will instruct you steps to formalise referral (as this may soon transition to EMR) 

Inpatient Neuro Consults:
· Often available- refer to neuro reg at TNH and they can liaise for on-site review on ad-hoc basis (when MND clinic is on)

Inpatient Ortho consults:
· Ortho registrars are expected to attend to review patients at BECC in person on adhoc basis as needed (often fortnightly). Liaise directly with on-call ortho reg. have XRays done prior. Liaise with other wards to group referrals together

Inpatient Palliative care consults
· Call consults phone 0407002473 or send medtask to consults group (NOT pall care reg- as that does through to the inpatient reg)
· Pall Care will come out to BECC and see patients
· They will also do the referrals for community palliative care and follow up


Allied Health referrals can also be made  via EMR ‘orders’ (i.e. for dietetics, podiatry, speech pathology) 

Outpatient: 
Electronically via CPF (“Summary” tab and “submit internal referral”) 
Be mindful about blanket referrals to multiple specialties in the older and frailer population, where attendance may be difficult. This is case by case, however, posing the question to the ward consultant about appropriateness of any proposed referrals/investigations is always an opportunity to improve care 



	External
	Inpatient: via phone call and switchboard of receiving health service
St Vincent’s neurosurgery are the most common receiver you will liaise with (there is an inter-hospital agreement)
Ensure radiographers have Hub and Spoked relevant images prior to discussion (if time permits)

	Relevant to both: 
	Sometimes our patients have planned follow up/clinic/outpatient/imaging bookings while they are still a GEM patient
· General rule- patients do NOT return to TNH for outpatient clinics. Most consults can be done over phone (eg- ID happy to be contacted for a remote review with bloods etc at the time of the planned outpatient review) 
· All appointments that require transfer back to TNH in person need to be approved by ward consultant to avoid unnecessary transfers.
· It is not uncommon for routine outpatient follow up arranged from Acute hospital to be cancelled during patient’s GEM admission as a better idea of their trajectory and goals of future treatment become clearer.
· Make sure you liaise with ANUMs and ward clerk with regards to planned reviews so they can help coordinate transport/ escalate things if necessary



	24. Clinical Deterioration 

	Escalation Process
	Nursing staff will initiate pager response for MET and preMET – a pager must be carried at all times
Code Blue calls, in hours, will be voiced over the loud speakers

Check GOPC; case by case discussions are usually necessary regarding potential transfer to acute sites, as although ceiling of intervention is often ward based, subacute sites without 24 hour cover may not be able to facilitate this treatment

Because you are located on the ward most of the time, nursing staff will approach you directly or you will hear alarms for emergencies
Even if you are with a patient and are the ‘MET’ team, still call a MET call so that site-manager is aware of unwell patients on site.

There is no use of MedTasker for nursing to doctor notifications at Bundoora
Non urgent jobs will be written in the yearly ‘planner’ on the desk in the fishbowl 

Ticking or striking through them when completed is courteous and allows all members to be aware of completion


	Pre-MET
	Resident or registrar review; documentation via the ‘Observation and response’ chart 

	Code
	Whole ward team attends; often accompanied by assistance from other wards medical teams
All staff MUST be BLS trained as per hospital accreditation standards
Emergency Controller and site manager attend in addition to ward nursing staff 



	25. Night Shift Support

	Unit
	See below – on call doctor should escalate to on call consultant if concerned 

	Periop
	N/A

	Take 2 @ 2
	N/A



	[bookmark: _Hlk150869666]26. Assessments: PGY1 & PGY2

	All forms are located on the Northern Doctors website under the Assessments tab

	Beginning of Term
	Meet with Term Supervisor to set learning goals for the term using the Term Description Learning Objectives as a basis for the discussion

	Mid-Term & End of Term
	To be completed at the mid and end of term meetings

	EPAs
	Minimum of x2 EPA assessments to be completed per term



	27. Mandatory Training

	· Mandatory Training is located on the LMS- https://mylearning.nh.org.au/login/start.php 
· Mandatory training is compulsory and part of your contract with Northern Health and needs to be completed by the first month of your start date. If not completed you will come of the floor to complete.
· Hand Hygiene needs to be completed by the end of your first week.
· If you have completed the mandatory training elsewhere you may be able to apply for recognition of prior learning




	28. Unit Education

	1. Bundoora Centre HMO/BPT teaching: weekly (or noted otherwise) by consultants or advanced trainees in the boardroom 
2. Monthly Northern Training Alliance Journal club (March to November) – enquire with ward registrar if you would like Teams invitation 
3. Medical Grand Rounds via teams at 8am on Thursdays



	29. Unit Meetings

	
1. Weekly case conference
2. Usually Monday/Tuesday at discretion of ward consultant
a. Unique to GEM and HMOs may never have the opportunity to participate outside of this role
b. Review of progress from each MDT member 
c. Medical team document discussion via the following steps:
i. Use Case conference workflow
ii. Allied Health staff will add their own goals before or during the meeting 
iii. In ‘Summary’ we document a cumulative flow of the discussions ‘By discipline’ and review the EDD, destination and KCP (Key Contact Person)
iv. Once this section is complete and goals have been update (confirm verbally), refresh, then generate ‘case conference note’ from the hotlink on the left (the same way you create a discharge summary)
v. After the unit meeting, the KCP is responsible for updating MTDM regarding progress, perceived barriers and changes to EDD
3. Weekly journey board
a. Later in week to review progress and adjust EDD/destination
b. Allied Health and nursing staff document discussion and goals

4. Monthly MMAE – Bundoora Boardroom
a. *Usually final Monday of each month 
b. Attendance is mandatory 
c. Consultants review and present cases
d. Excellent opportunity for learning and quality improvement
e. Opportunity to raise concerns at ‘safety first’ 






	30. Research and Quality Improvement

	Please discuss with your supervisor regarding any opportunities you are seeking or ideas you have 
Alternatively, discussion regarding larger scale quality improvement can be discussed directly with Kristen Pearson or Sandra Brown via email. 



	31. Career Support

	Discuss on an as needs basis with: 
· Ward consultant
· Head of unit (Sandra Brown) 
· Director of training (Rohan Wee) – for ATs
· Educational supervisor/DPE – for BPTs



	32. Medical Students on the Unit

	
Variable depending on time of year*
Usually MD3 students in aged care rotation 
Can occasionally have 2nd or final year students




	[bookmark: _Hlk150869715]33. Rostering

	Shift Swap
	The doctor initiating the roster swap is responsible for arranging with an appropriate colleague.
Once you have arranged a colleague to perform the swap, please email your MWU coordinator and cc in the colleague. 
All swaps should be kept to within the pay period fortnight where possible. In exceptional circumstances where this cannot be achieved, please discuss with the MWU coordinator prior.
All shift swaps should be like hours for like hours. 
Proposed shift swaps must be emailed to your MWU coordinator for approval.

	Unplanned Leave- Notification and documentation process
	Personal Leave documentation required:
For 3 single absences per year, the doctor will not be required to provide any supporting evidence to substantiate their personal leave. 
Please notify the ward consultant or clinic consultant at the earliest convenience via text or phone call 
For other days absent due to personal illness or injury the doctor is required to provide evidence of illness.
To be eligible for payment, the doctor is required to notify the Health Service two hours before the start of their shift, or as soon as practicable.
[image: ]

	Overtime 
	All overtime should be submitted into the Overtime Portal
This can be accessed via the intranet whilst onsite at Northern Health
Please include the reason for your overtime- i.e. ward workload, delayed handover, include UR where relevant.




	34. JMO Rover

	
Getting started
•	Introduce yourself to Ligi and the ward clerk (Georgina or Yonka)
•	They will assist you in a tour of the ward 
•	They will also add you to the BECC – PCW mailing list that is critical to stay abreast of ward updates and discharge changes as well as other important news
The nursing and allied health team are excellent and often, impromptu discussion and problem solving occur on the ward 
Where key changes occur between case conferences, emailing the team via the ‘BECC-PCW’ mailing list is advised 

HMO specific considerations on the ward rounds/chart reviews
· Ensure MTDM is identified, GOPC completed and VTE risk/charting of the same is completed
· Review and discuss medications of concern with the team
· 
Routine review considerations applicable for most GEM patients day-to-day: 
· Pain and analgesia review
· Bowel chart review/titration of aperients
· Sleep quality (but avoid benzodiazepines)
· BSL management  with review of targets
· Delirium screening (where not already established)
· Next of Kin updates
· Consent obtained from patient to contact next of kin (where appropriate) 
· Where medical team is the KCP, this is to update both on medical issues and the plans for discharge/perceived barriers and steps to be taken
· Early discussion with family to introduce medical team and set targets/expectations for routine medical updates is expected
· Keeping track of estimated discharge date, destination and who the KCP is on the ward list or ‘comments’ section of Worklists is helpful 
· As highlighted above, keeping abreast of dates for repeat imaging, wound reviews, medication durations is infinitely helpful for the team and at times of handover
· Identifying when the last medical update occurred is also useful to ensure no families or patients are left uninformed 


ON CALL AND OVERNIGHT DUTIES
· The on call roster is available via FindMyShift and will be emailed weekly by Grainne Ioannides. Duties are divided between ward HMOs, BPTs and ATs
· When you are on call pick up the phone from PCW, or divert it to your personal device 
· You are on campus until 8pm and then on call until the following morning (except Saturday PM on call to relieve BPT) – the roster will make this clear 
· Your principal role is to respond to urgent tasks (METs and pre-METs), nursing concerns and admissions
· Where possible, the EMR ‘expected admit’ episode can be used by the home team to pre-chart medications, transfer GOPC (where appropriate) and prepare admission notes
· If admissions are expected well after 8pm, the on-call doctor should ensure medications and GOPC are charted and formal admission can be performed the following day. Nursing staff will contact you if concerned. 
· Prior to leaving the campus, contacting the wards and site manager to ensure there is nothing outstanding and then head home
· Nurses will call you if there are any questions, concerns and sick patients. For the most part, you can give phone advice and document and order medications on EMR
· For sick patients or where there is concern, you may need to return to the campus
· Things to keep in mind RE: remotely managing/care in place: 
· No onsite pathology/VBG
· No onsite imaging overnight
· Limited stock of certain medication such as IV antibiotics 
· Acuity of patients i.e. frequency of observations and medical reviews

· Below is a list of scenarios where patient transfer to acute is likely recommended: 
· Fall with clear injury/suspicion of injury that needs imaging 
· Fall with headstrike on anticoagulation 
· Urgent pathology or imaging that changes management overnight
· Where continuous monitoring eg. telemetry is needed 
· Where urgent specialty/critical care/surgical review is required 

· Below is a list of advised scenarios where you returning to BECC should be considered: 
· Procedures/Male IDC  or difficult cannula where no nursing staff trained to insert
· Unexpected deterioration where physical review is needed
· Falls where transfer to ED for imaging needs to be decided upon 
· MET call when management on site at BECC is consistent with GOPC 
· Uncertainty and you are trying to decide what to do
· Distressing symptoms that aren’t managed 
· The after-hours coordinator  or ANUM  think you need to come in, please come in 
· The consultant on-call EXPECTS to be called- so call them! CALL the consultant for: any transfers of patients, any change in plan for patient, any concerns where you are unsure how to proceed or disagreement with how to proceed
· If together, yourself and  site managers are unsure how to proceed/cannot come to a consensus, discuss with on call consultant
· All MET calls should be discussed with the Consultant. Similarly, for MET calls that occur when you are off site, the on call consultant must be contracted to dsicuss disposition and plan 
· Transfers to ED overnight need to be discussed with the ED AO and consultant geriatrician on call. 
· Depending on the scenario, nursing staff may be able to assist with updating family about transfers. 
· Make sure to claim overtime (document as 3 hours due to updated EBA if coming in, if not log ‘hour by hour’ and register this) 

There is an on call room in the executive suite with a computer 
This is usually reserved for our use however executive staff may need this device very occasionally. 
It can be used overnight for sleep if you have been called in and do not wish to drive home

Parking : Free parking available around Bundoora (Mt Cooper Drive and small streets close by). On-site Staff parking costs $5.55 for the day (make sure to use the only staff parking machine in the middle of the carpark)
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