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INFECTIOUS DISEASE UNIT HANDBOOK 2022
Please ALSO read the ‘Junior Doctor Handbook’ and your Unit ‘ROVER’. These have further essential and comprehensive information about the department. They also include information about general hospital handover, meetings, duties, escalations process and education programs.
Verbal handover from the prior junior doctor is essential. Please contact them via switch 84058000 or paging system.
Welcome!
Welcome to the Infectious Diseases team. It is our pleasure to have you as part of our team. We hope that your time here will provide you with valuable theoretical and practical experience. Your contribution to the care of patients and your involvement in our team is vital and appreciated. 
Personnel
Divisional director: Dr Yana Sunderland		| yana.sunderland@nh.org.au | x52698
Head of Unit: A/Prof Craig Aboltins		| craig.aboltins@nh.org.au | 
Term Supervisor: A/Prof Craig Aboltins		| craig.aboltins@nh.org.au | 
Junior Medical Workforce Unit:			| NorthernDoctorsWorkforce@nh.org.au   | x58276			
			
	Ward: Unit N/A
	

	NUM:   N/A
	Consultants:

	
Registrar – Pager 071
HMO – Pager 073

	A/Prof Craig Aboltins (Head of Unit) – craig.aboltins@nh.org.au 
Dr John Daffy – john.daffy@svha.org.au 
Dr Saliya Hewagama- saliya.hewagama@nh.org.au
Dr Victoria Madigan
Dr Mark Tang
Dr Dorothy Ling
Dr Christian McGrath 
Dr Raquel Cowan
Dr Khai Lin Huang
Dr ShioYen Tio
Dr SuAnn Ho
Clinical microbiologists:  
Dr Yvonne Hersusianto
Dr Vincent Sinickas

	Ward Numbers/ Helpful contacts:
	

	Antimicrobial Stewardship Pharmacist:
Danni Miatke
	8405 8452 
Pager: 564

	Healthscope Clayton: 
	9496 5295

	VIDRL Switch
	9342 2600

	VIDRL Laboratories
	Biochemistry

	Electron microscopy

	Haematology

	HIV characterisation

	Infectious diseases serology

	Microbiology

	Molecular microbiology

	Mycobacterium reference

	Polio reference

	Specimen reception

	Virus identification



	
	9342 2642

	9342 2678

	9342 2642

	9342 2623

	9342 2647

	9342 2668

	9342 2615

	9342 2674

	9342 2607

	9342 2661

	9342 2628





Unit Structure:
This position is a resident position with inpatient and outpatient responsibilities in infectious diseases. There is also two advanced trainee registrars in infectious diseases and an advanced trainee in general medicine. Referrals can be made to the Registrar/HMO from any inpatient unit. There may be occasional inpatients under Infectious Diseases, with conditions such as HIV and tuberculosis.
Junior Medical staffing:
· 2x HMO (BPT)
· 1 x Adv Trainee general medicine
· 2 x Adv Trainee Infectious Disease
Junior ID staff are split into 2 teams – 1 registrar and 1 resident each. The remaining registrar is allocated to the COVID job but may also help with referrals/consults if time permits. 
Learning Objectives:
HMO:	5-10 learning objectives required (PMCV requirement). Bullet points
Registrar: Please liaise with your supervisor at the start of the term to set up your learning objectives in accordance with the relevant RACP/ RACS training curriculum
Daily Clinical Duties:
Referrals
The ID team are referred patients from all units: intensive care, surgical, medical, orthopaedics, plastics, paediatrics and occasionally obstetrics and gynaecology. Each patient should be assessed with a thorough history, examination and review of investigations and management. Most patients need regular follow up of their progress until discharge from hospital.
Referrals should be discussed with the appropriate consultant within 24 hours and will be seen on the next consultant ward round, although many are happy to review patients between rounds if required. You should continue to review referrals as appropriate. Each specialty also has at least one weekly outpatient clinic, where patients may be reviewed after discharge if necessary.
The registrars usually take referrals via Medtasker and distribute to other members of the team as appropriate. 
· When you are fielding calls and there is a new referral, ideally you should see the patient if time permits. However, if the patient concerned is stable and you are busy take a short history about the patient and hand them over to the registrar when you next see them. If a management decision is required at the time and you need further advice, the relevant consultant on call or registrar should be called
Ward rounds
Team 1 usually has consultant rounds on Monday and Wednesday. However, the timing may be based on the consultant’s schedule.
Team 2 usually has consultant rounds on Tuesday and Friday mornings.
However, if a patient requires review but the team consultant is not on rounds that day, the other team’s consultant can see the patient.  For example, if team 1 sees a new patient on Monday evening, the team 2 consultant can see that patient the next day. 

The ID unit meeting is on Thursday mornings at 9am, which combines journal club (see below), patient discussion and ward rounds. 
This meeting occurs in the main hospital lecture theatre. 
We usually attend General Medicine Grand Rounds (via Teams) at 8am.
After this, we will attend the ID unit meeting in person. 
Clinics
ID Clinic is on Monday 1:30pm in Clinic D. 
· The 2 registrars on ward service usually attend clinics. 
Your ward consultant will give you their mobile number and you can call them whenever you need to. 
Radiology Meeting 
Monday at 12pm. Prepare list on Synapse on Friday before. (Synapse -> conference -> Med1/ID->2022> date) 
Journal Club
Thursday at 9am. There is a roster for this, including HMOs. HMO will be required to review articles as per this. Talk to the advanced trainees for advice about this.
Timetable
Working hours
Team 1 and Team 2 residents work on a weekly alternating roster (but please check RosterOn and follow that schedule. 
One resident will generally start at 8am and finish at 5pm, with the following exceptions:
· Tuesday: start at 9am and finish at 8pm
· Friday: start at 8am and finish at 12pm (half day) 
The other resident has the following roster:
· Mondays: 12pm to 5pm 
· Tuesdays: 8am to 5pm
· Wednesdays: 12:30-8pm 
· Thursdays 7:30am-5pm
· Fridays: 1pm to 8pm
The residents then alternate between the above schedules weekly. 
	Note this is a guide only, rostered hours including cover can be obtained on ROSTER ON program available on all computers (sign in using your employee number).

	Monday AM

Ward referrals


9:30am
Team 1 Consultant Rounds 
	Tuesday AM

ID AT Registrars: MIDG (Epworth Hospital, Richmond)
from 7:30 am
every 2nd Tuesday 

9:30am: 
Team 2 Consultant Rounds
	Wednesday AM

Ward referrals

9:30: Microbiology Rounds (in the lab)

After Micro round:
Team 1 Consultant Rounds
	Thursday AM

8 am: Grand Round, Lecture Theatre. 
9 am: ID Journal Club 

11 am: ID Consultant Grand Round

13:30: Teaching with ID consultant, every second week


	Friday AM

Ward referrals

9:30:
Team 1 Consultant Rounds 




	Monday PM

12 pm: ID Radiology Meeting 
	Tuesday PM

Ward referrals

	Wednesday PM

Ward referrals


	Thursday PM

13:30: Teaching with ID consultant fortnightly (alternating with MIDG) 
	Friday PM

Ward referrals



Cover Shifts 

On the days that the resident works from 5pm to 8pm, we cover the ID after hours Medtasker, receive referrals either by phone or Medtasker, and the COVID ID email. 

After Hours COVID ID Email

Please see the separate COVID ID handbook that the ID registrars will distribute to you when you start the rotation. 

Weekends

The ID registrars, Gen Med registrar, and residents rotate through doing the weekend. 
This involves covering 1 in 5 weekends, both Saturday and Sunday 8am to 5pm as of term 3 of 2022.   
This role is essentially an extension of the evening cover job, except the hours are 8am to 12pm (physically in the hospital). 
In addition, the other members of the ID team may ask you to review patients they are concerned about over the weekend, as well as reviewing your own, and receiving new referrals. 
Then from 12pm to 5pm, it is covering the COVID ID email, which can be done remotely.
Please remember to divert the COVID phone to yours for 12pm-5pm the weekends. 
Ensure that you have remote access so that you can leave the hospital at 12pm. 
Unit Specific Medical Info:
1. Outpatient tasks
In addition to the inpatient referrals, there are outpatient duties needing follow up such as organising prescriptions, following up investigations, disease notification or answering patient queries (particularly regarding antibiotics). You may also be called from GPs asking for advice. If uncertain of the appropriate advice, discuss with a registrar or consultant. Additional duties may also be undertaken by the HMO such as: 
· teaching medical students
· case presentation for grand rounds or medical registrar teaching sessions
2. Antibiotics
Therapeutic Guidelines available online and the Sanford Guide are handy guides. 
Antibiotic letters are available on the S: drive for patients and LMOs on discharge.
3. Keeping Track of Your Consults
There is an ID consults database (a Microsoft Access database), where you log your patient’s details, their issues and diagnoses and their plan. When the consult has concluded, you can take them off your list. 
The ID Registrars will give you access when you start. 
The database can be found in the Infectious Diseases folder in the Shared Drive. 
Antibiotic Stewardship
At the commencement of your rotation, the Antimicrobial Stewardship Pharmacist can set up authorisation for you to provide approval numbers for restricted antimicrobials. Management plans and antimicrobial use must always be discussed with the ID registrar and consultant first. The ID registrar or the Stewardship pharmacist can help you navigate the Guidance programme. The authorisation will be deactivated again at the end of your term. 
Vancomycin dosing
Vancomycin dosing has recently been revised. See the relevant section on antibiotic guidance or discuss with the Antimicrobial Stewardship pharmacist for details.
Gentamicin
There are significant side effects of irreversible vestibular ototoxicity that can be permanently disabling for a patient (see www.wobblers.com). This is in addition to nephrotoxicity, hence the use of Gentamicin is limited to only certain individual situations and if used close monitoring needs is required using the area-under-the-curve method available by using pharmacy’s computer program. Alternative Gram negative cover can often be offered with other beta-lactams.
Ciprofloxacin
ID need to approve its use at The Northern Hospital. This is the only oral anti-pseudomonal agent available, hence we do not want indiscriminate use leading to resistance.
Rifampicin and Fusidic Acid
It is the responsibility of the ID HMO to educate patients and ensure correct prescriptions are organised. Rifampicin and fusidic acid are very effective against Staphylococcus aureus (MSSA & MRSA) and have excellent penetration, hence they are often used for prosthetic joint infections and endocarditis. They must be used together and taken strictly to prevent rapid resistance occurring. The decision to start these antibiotics is made by ID after excluding any contraindications such as liver disease, as well as a thorough assessment of an individual patient to ensure they will be reliable enough to take the antibiotics absolutely strictly. 
After commencing rifampicin and fusidic acid, a patient needs ongoing education regarding the importance of taking tablets strictly, how to get supplies, ensuring how not to run out, and educating patients regarding side effects. Patients also need close monitoring initially for liver function (± INR) and side effects; some patients are not able to tolerate the GI upset. We tolerate a mild rise in ALP, which can occur with rifampicin. There are also many drug interactions we need to watch carefully, the most important of which is with warfarin. Rifampicin lowers INR and patients need an increase in warfarin dosing. Similarly on cessation of rifampicin, the INR will increase dramatically with the risk of bleeding if this is not monitored closely.
Patient and GP information letters regarding rifampicin and fusidic acid should be given to the patient. You can obtain a copy of these from the S: drive.
4. Notifiable diseases including TB/ meningococcal
See the DHS website for all forms: http://www.health.vic.gov.au/ideas/notifying/howto
Anne-Marie Baker, the TB nurse from DHS can be contacted on 90965191 or 0422 000 724.
Tuberculosis
AFB smears are done in-house at Northern Pathology. 
Three negative AFB sputum smears are generally needed prior to discharging a patient with active TB, but only one sample in a 24-hour period will be processed. 
5. Orthopaedic Prosthetic Joint Infections
Orthopaedic prosthetic joint infections are a common encounter. General principles to ensure cure of infection include:
1. Debridement and washout (plus collection of samples)
2. Antibiotics
3. Removal of metal if possible once bony union has occurred
4. Antibiotics
Often a cure is not possible, and many patients are on long term suppressive therapy, often lifelong. For further info, see:
· Zimmerli et al. Prosthetic-Joint Infections. NEJM. 2005; 352(1): 95–97.
· Aboltins et al. Treatment of staphylococcal prosthetic joint infections with debridement, prosthesis retention and oral rifampicin and fusidic acid. Clinical Microbiology & Infection. 2007; 13(6): 586–591.
6. Cellulitis
See ED guidelines.
7. Questions outside of ward rounds
First port of call should be your registrar if they are available, however your ward consultant will usually be very happy to take calls whether it is a ward round day or not. 
[bookmark: _GoBack]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
•             on an electronic progress note in CPF by noting “CDI query response”, and/or
•             on the discharge summary in CPF
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