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[bookmark: _Toc156228638]Welcome

Welcome to the Paediatric Department at Northern Health. We hope you find your time with us rewarding, enjoyable and fun.

Your contribution to the Department is valued and you should always feel welcome to discuss any concerns with one of the consultants

[bookmark: _Toc156228639]Learning Objectives

You should consider what you hope to get out of your paediatric experience at TNH. You will learn a great deal from observing senior colleagues, asking questions and direct experience. Wherever possible, take “ownership” of your patients’ management. Take a comprehensive history, perform a focused examination and then formulate a management plan prior to seeking advice from senior colleagues. Always ask why specific investigations or treatments are initiated if it is not clear.

By the end of your paediatric rotation you should:

1. Have developed effective paediatric history-taking and examination skills, including confidence interacting with children and babies and strategies to distract and reassure anxious children in order to gain their cooperation.
2. Be familiar with the clinical features of core paediatric and neonatal conditions and be able to formulate an age-appropriate differential diagnosis and management plan.
3. Have developed effective communication skills with children, their families and your colleagues to optimise your delivery of excellent, patient-centred care.
4. Be competent in performing the fundamental procedural skills of paediatrics including venepuncture, intravenous cannula insertion and urine specimen collection by suprapubic aspiration or urethral catheterisation.
5. Be able to safely prescribe medications and fluids/electrolytes for children and infants.
6. Recognise serious illness and manage acute deterioration in neonates and children.

[bookmark: _Toc314080190][bookmark: _Toc314080498][bookmark: _Toc471467726][bookmark: _Toc471468265][bookmark: _Toc471468926][bookmark: _Toc156228640]What You Need To Do On Your First Day On The Unit

1. Meet Dr David Tran (Divisional Director Women & Children Services), A/Prof Wei Qi Fan (Head of Neonatal Unit), Dr Rami Subhi (Head of General Paediatric Unit) and Dr Eugene Kua (Chief Paediatric Registrar) for orientation. This will occur immediately after the general hospital orientation.
2. Arrange Photo ID badge via Engineering & Building Services.
3. Ensure computer login access to Follow Me desktops, Synapse (PACS radiology system) & Clinical Patient Folder (CPF) – Junior Medical Workforce Unit will organise this.
4. Ensure S: Drive access to the joint Paediatric Medical folders (contact David Tran if any problems)
5. Email address (first name.surname@nh.org,au) will be automatically generated. Please check your email for important messages from Heads of Units, chief registrar and medical workforce.  
6. Collect pagers and handover sheets from the paediatric handover room (currently located in the Ronald McDonald room).

[bookmark: _Toc314080191][bookmark: _Toc314080499][bookmark: _Toc156228641]About the Paediatric and Neonatal Unit
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Paediatric & Neonatal Consultants:
Dr David Tran	Divisional Director Women & Children Services
General Paediatrician
A/Prof Wei Qi Fan			Head of Neonatal Unit, Neonatologist/General Paediatrician
Dr Rami Subhi			Head of General Paediatric Unit, General Paediatrician
Dr Jim Goutzamanis			General Paediatrician		
Dr Shane O’Dea			General Paediatrician
Dr Kirsten Walsh			General Paediatrician
Dr Czarina Calderon			General Paediatrician
Dr Daniel Tsen			General Paediatrician
Dr Kelvin Chapakwenda		Neonatologist/General Paediatrician
Dr Wei Ling Lean			Neonatologist/General Paediatrician
Dr Tejas Doctor			Neonatologist/General Paediatrician 
Dr Lisa Fox			Neonatologist

Outpatient Clinic Specialists
Dr Anthony Chin			General Paediatrician 		Thursday AM
Dr Ee Lyn Su			Paediatric Allergist/Immunologist	Monday 
Prof Phil Robinson			Paediatric Respiratory Physician	Alternate Friday AM
Dr Julie Panetta			Paediatric Neurologist		Thursday AM
Dr Sue Randle			Paediatric Rheumatologist		Alternate Friday AM
Dr Sabeena Selvarajah		Paediatric Allergist/Immunologist	Monday
Dr Brendan McCann		General Paediatrician		Monday
Dr Kai Chua			General Paediatrician
Dr Aveena Anantharajah		Paediatric Respiratory Physician
Dr Katie Pilkington			General and Developmental Paediatrician
Dr. Mandy Li			General and developmental Paediatrician 

Paediatric Emergency Medicine Physicians (RACP/ACEM)
Dr Keith Amarakone		Head of Paediatric Emergency, Paediatric Emergency

Dr Mark Cordon						Dr Rebekah Barker
Dr Brendan Chan						Dr May Chang
Dr Bradley Dent						Dr Laura Elhert
Dr Osasahi Ikhu-Omoregbe					Dr David MacOnachie
Dr Sarah Satar						Dr Emma Peters
Dr Kim Pollack						Dr Loren Sher
Dr Rami Subhi						Dr Heike Weiss
Dr Kenny Yeoh						Dr Christian Catalano
Dr Nele Manzanares Bracke

Paediatric Surgery
Ms Sarah Condron			Head of Paediatric Surgical Unit; Paediatric Surgeon
Ms Jennifer Wheatley		Paediatric Surgeon
Ms Guin Wilson			Paediatric Surgeon

Nursing managers
Barbara Rischitelli			Nurse Unit Manager, Neonatal Unit 
Alecia Caddy			Nurse Unit Manager, Children’s Unit
Seda Kiroglu			Nurse Unit Manager, Maternity
Simone Jervies			Nurse Unit Manager, Labour Ward
Kerene Oppedisano			Clinical Nurse Lead for Paediatric Outpatients

Clerical
Louise Sanfillippo			Ward Clerk, Children’s Ward

Paediatric Junior Medical Staff
7 HMO’s (employed directly by Northern Health (NH))
1 SRMO (employed through RCH/MMC)
7 Registrars (3 employed on rotation from RCH, 2 employed by VPBTN, 2 by TNH)
1 Chief Registrar (employed directly by NH)
2 Community Fellows (Based at Craigieburn Health)

There is also the fabulous Neonatal Nurse Practitioner Danielle Cook working alongside the neonatal medical team, covering NNU/PNW/Deliveries and the Neonatal Rapid Review Clinic and covers Monday, Tuesday, Wednesday and Thursday each week. 


[bookmark: _Toc156228642]Contacting the Paediatric/Neonatal Team at TNH

Medtasker is the primary means of communication for new referrals, reviews, and pre-MET/MET calls. Please install the Medtasker app to your phone and use link https://medtasker.nh.org.au:3001 on the hospital wifi NHData. If your phone is unable to access Medtasker there are spare Medtasker phones available at hospital reception. Roles should be assigned at the beginning of your shifts and diverted at conclusion of your shift to avoid disturbances at home.

The Neonatal delivery phone should NOT be used for non-urgent ED referrals, review request or external referrals (e.g. GP phone calls). Such requests should be made through MedTasker or Lanpage and this should be enforced by the paediatric/neonatal team.

Paediatric/Neonatal Registrars

Neonatal Delivery Phone					ext 52076
(for attendance at impending deliveries; phone held by NNP during business hours From Monday to Thursday)
Neonatal Unit/Labour Ward/Postnatal Ward			page 162
Children’s Ward/ED					page 161
After-hours						page 161 or 162
Neonatal Nurse Practitioner				page 508

Paediatric/Neonatal HMOs	
						
Children’s Ward			page 259
Neonatal Unit/Labour ward/Postnatal ward			page 194
After-hours						page 259 or 194

Paediatric/Neonatal Consultants

On-call paediatrician (urgent)				Switchboard			
Paediatric Outpatients					8405 8417

[bookmark: _Toc156228643]The Children’s Unit (Ward 2)
The Children’s ward is a 22 bed unit for children and adolescents aged less than 18 years old.  The unit receives inpatients from ED and via elective admissions. In addition to Paediatric Medicine, the ward accepts children under the care of ENT, Plastics, Orthopaedics and General Paediatric Surgery units.

There are 3 beds (Beds 1a, 1b and 3) that have capacity for central cardiorespiratory monitoring.  Please discuss with the consultant and ANUM if you feel a child requires this level of monitoring. 


[bookmark: _Toc504949152][bookmark: _Toc250479525][bookmark: _Toc314080194][bookmark: _Toc314080502][bookmark: _Toc156228644]The Neonatal Unit (NNU)
The Neonatal Unit is a 23 bed, level 5 Neonatal Unit accepting newborns delivered at TNH (from 30/40 gestation, birth weight from 1000g) as well as transfers from other nurseries. The NNU is currently funded for 17 beds. Being a level 5 Neonatal Unit, we have a dedicated neonatologist on site during the day and there is always a neonatologist on call after hours. We are able to manage infants requiring CPAP, Hi-flow Nasal Prongs, umbilical catheterisation, long line insertion, intercostal catheter insertion (ICC), total parental nutrition (TPN) and minimal invasive surfactant therapy (MIST). Intubation and ventilation are available for resuscitation and stabilisation prior to transfer.

[bookmark: _Toc156228645]Paediatric Outpatients
The paediatric outpatient clinic is located adjacent to the Children’s Ward. There are four registrar outpatient clinics each week (weekday afternoon Tuesday to Friday) with consultant supervision. This gives registrars an opportunity to assess and manage sub-acute and chronic paediatric problems and to meet mandatory training requirements. Please ensure that a letter is sent to the LMO for each patient seen. You can generate your own letters using your clinical notes using the paediatric outpatient template within the Clinical Patient Folder (CPF). HMOs are strongly encouraged to attend if there are no significant ward issues to manage.


Allied Health
There are also several allied health clinics exclusively for internal paediatric referral. These include:

· Occupational therapy
· Speech pathology
· Dietetics
· Physiotherapy
· Social work
· Audiology
· Orthotics
· Lung function laboratory/spirometry

In addition, there are paediatric podiatry services and paediatric continence clinic at Craigieburn Health Service.

[bookmark: _Toc205861527]All medical, surgical and allied health referrals are made via CPF as internal online referrals. 

[bookmark: _Toc156228646][bookmark: _Toc250479530][bookmark: _Toc314080198][bookmark: _Toc314080506]Consultant Cover and Contact Details

On weekdays, there are 2 ward duty consultants: 
· One for the Children’s Unit and new ED admissions 
· One for the NNU, postnatal ward and birthing suite 

On weekends, the consultant is on site for the morning only, unless required to stay. Consultants attend morning handover at 8am each day (including weekends) prior to ward rounds. 

After hours there is a paediatric consultant on call within thirty minutes of the hospital. There is also a neonatologist available for back up and assistance with sick neonates at all times (on occasion this will be the same consultant). Registrars are encouraged to initially contact the primary ward duty (or first on call) consultant and that consultant will advise if the second on call neonatologist is required. 

The Paediatric Consultants receive admissions under their bed cards according to the consultant roster. Each ‘receiving’ day is from 08:00 to 18:00. Each “receiving” night is from 18:00 to 08:00. Patients should be admitted under the admitting paediatrician of the day or night unless this is a long-standing patient of a different paediatrician.

The overall responsibility for the management of an individual patient rests with the consultant on-call at the time of admission (this consultant’s name appears on the bed card and on the Patient Registration form at the front of the history). For short, simple admissions the current ward service consultant usually makes all management and discharge decisions, but discharge planning and follow up of complex or long-stay patients should be discussed with the bed-card consultant.

[bookmark: _Toc205861529][bookmark: _Toc250479539][bookmark: _Toc314080199][bookmark: _Toc314080507][bookmark: _Toc471468274][bookmark: _Toc471468611][bookmark: _Toc471468936][bookmark: _Toc156228647]Calling for Assistance
· On duty paediatric consultant is on site weekdays 0800 to 1600, on duty neonatologist is on site weekdays 0900 to 1700 and on site weekends 0800 to 1200 and is available to assist with any problems.
· Out of hours (evenings and overnight) a paediatrician is on-call via switchboard.
· There is always a neonatologist available, usually on a second on call basis.
· For a deteriorating, unstable or critically ill child you should call a MET or Code Blue by dialling switchboard on 2222 (priority number).
· If for some reason the consultant on call is not contactable and you need advice, please contact Dr Rami Subhi or Dr David Tran.
· For unwell neonatal patients, if the neonatologist on call is not contactable and you need advice, please contact the Head of Neonatology A/Prof Wei Qi Fan.
· Urgent assistance may be available from the anaesthetic registrar, ICU registrar, PEM consultant or Paediatric ED registrar after-hours. If a decision for transfer has been made by on call neonatologist, then the PIPER consultant is available to give management advice to assist with stabilisation until the consultant arrives. You can also discuss management with the paediatric consultant by phone whilst they are travelling into the hospital.
· Neonatologist on call should be contacted for any neonate who needs to be transferred out or needs a second opinion.

The Paediatric consultant should be notified about patients in the following categories:
· Seriously ill patients or any significant deterioration in clinical state
· Patients requiring transfer
· Child abuse/suspected non-accidental injury OR any Potential medico-legal situations
· Referral to another specialty is being considered
· [bookmark: _Toc205861548]Nursing Staff OR Parents request that consultant is rung

IF IN DOUBT – CALL

[bookmark: _Toc156228648]Clinical Guidelines

As a way of reducing clinical risk, you will have access to a number of guidelines. 

We generally use the RCH Clinical Practice Guidelines for most clinical conditions and the Neonatal eHandbook for neonates accessed through the Safer Care Victoria website. We have local guidelines for selected neonatal issues.

All TNH guidelines are available on PROMPT, which is accessible via the shortcuts menu on all computers.


[bookmark: _Toc156228649]Clinical Meetings & Teaching Program for Paediatric Registrars & HMO’s 

	What
	When
	Where

	Registrar & Resident teaching session (see timetable)
	Monday 12:30
	Face to face at Handover Room/MS Teams

	Paediatric Journal Club 
	Tuesday 12:00
	Face to face at Handover Room/MS Teams

	Unit clinical meeting (see timetable)
	Wednesday 12:30
	Face to face at Handover Room/MS Teams

	Registrar & Resident teaching session (see timetable)
	Friday 12:30
	Face to face at Handover Room/MS Teams



The Wednesday Unit clinical meetings include Morbidity and Mortality meetings (M&Ms), departmental administrative meetings, radiology meetings, and guest speakers. The paediatric registrars and HMO’s are required to participate in the presentations, submit lists for the radiology meetings, and present a summary of cases and transfers from the NNU, NCU and ED at the relevant audits. The Chief Registrar coordinates these activities and delegates accordingly.

[bookmark: _Toc314080202][bookmark: _Toc314080510][bookmark: _Toc471468278][bookmark: _Toc471468615][bookmark: _Toc471468940][bookmark: _Toc504949159]Other educational activities:

· Neonatal Resuscitation Program. This self-paced learning program is available in the Neonatal Unit. It should be completed by all HMO’s and registrars. Chief registrar coordinates the Neonatal Resuscitation sessions regularly which is Conducted by neonatologists.
· Neonatologists conduct regular neonatal procedural training for ICC, UVC. Chief registrar coordinates these training sessions.
· Dr Kelvin Chapakwenda, Dr Rami Subhi, Dr David Tran and Dr Wei Ling Lean conduct paediatric and neonatal simulation sessions regularly.
· Participation in nursing education, including teaching the routine newborn examination to our midwives.
· Research: During your time here you may undertake a research project in an area of interest. Please talk to A/Prof Wei Qi Fan if you are interested in doing a clinical project.
[bookmark: _Toc314080203][bookmark: _Toc314080511]
							
[bookmark: _Toc156228650]Daily Ward Clinical Activities

All patients are to be routinely reviewed at least daily and an accurate record of the patient encounter must be documented clearly in the patient's notes. Further review is often required, and these should also be documented, especially when seen by a consultant.

0800	Consultant led handover (night team to day team)		Handover Room/MS Teams
0830 to 0900	Consultant ward round with Registrar/HMO 		NCU and NNU
Afternoon*:	Handover to afternoon registrar/HMO 			Paed Handover Room 
2130	Handover (day team to night team)			Paed Handover Room
* Time of afternoon handover varies according to day and roster

[bookmark: _Toc156228651]Handover
ISBAR is the format for handover at Northern Health and is the template for verbal and written handover communication. Handovers should be concise and the morning and evening handover should be completed within 30 minutes to allow staff to leave on time. See the ISBAR handover document at the end of this booklet which can be used as a reference. 

Electronic handover files for Children’s Ward and Neonatal Unit patients are saved on the network hard drive (S:\Paediatric Medical\ Handover – NCU & NNU). Please remember to Save and Close these files when updated to ensure they can be accessed by others. Otherwise they will only be available as “READ ONLY” files. Ensure that there are at least three identifying items for each patient on the documents (ie name, date of birth & UR number).

[bookmark: _Toc156228652]Paediatric attendance at Deliveries 
We need to ensure that there is appropriately trained paediatric staff at all necessary deliveries. Often the Paediatric Registrar/NNP will be notified of high and medium risk deliveries via the Neonatal Delivery Phone. If the HMO has attended neonatal resuscitation training and the registrar feels that the HMO is sufficiently proficient at neonatal resuscitation, then the HMO may manage the resuscitation with the registrar/NNP assisting. In exceptional circumstances (e.g. the registrar is caught up in another delivery or attending an unwell patient in ED) then the HMO may attend a higher risk delivery. In such circumstances it may be appropriate for the consultant to attend with the HMO. 

Neonatal Nurse Practitioner (Danielle Cook) can provide training in neonatal resuscitation (BLS/ALS) and is credentialed to attend med/high risk deliveries and support JMS at deliveries. 

[bookmark: _Toc471468287][bookmark: _Toc471468624][bookmark: _Toc471468949][bookmark: _Toc504949161][bookmark: _Toc250479538][bookmark: _Toc314080216][bookmark: _Toc314080524]Medical staff are required to attend all emergency/urgent Caesarian Section births, but do not routinely attend low-risk elective caesarean section deliveries. Medical staff/NNP are, however, required at the following elective caesarean section deliveries:

· 
8

3
													
· Caesarean birth under general anesthesia
· Gestation less than 37 weeks
· Maternal diabetes on insulin/metformin and/or macrosomia
· Breech presentation or any malpresentation
· Multiple birth
· Fetal growth restriction
· Fetal anomaly
· Suspected fetal compromise/meconium liquor 
· Placenta praevia (grade 3 or 4)
· Trial of instrumental delivery in theatre 
· Maternal Remifentanil PCA 
[bookmark: _Toc314080218][bookmark: _Toc314080526][bookmark: _Toc504949162]
[bookmark: _Toc156228653]Medical student teaching
Students from University of Melbourne are attached to the paediatric unit for their entire MD3 paediatric term. Your main aim is to assist in teaching clinical skills, using opportunities such as ward rounds for bedside teaching. Please involve them in your daily work as much as possible.  If you have any concerns about performance of any students, please contact the CAH course coordinator, A/Prof Wei Qi Fan.

[bookmark: _Toc314080219][bookmark: _Toc314080527][bookmark: _Toc504949163][bookmark: _Toc156228654]Quality assurance activities
The paediatric registrars are required to maintain a database of paediatric and neonatal transfers and adverse outcomes to present at the relevant Morbidity and Mortality meetings. Discharge summaries, etc. should be sought to provide details of the outcome. See the Chief Registrar, Dr David Tran, A/Prof Wei Qi Fan or Dr Rami Subhi for more information regarding this.

[bookmark: _Toc156228655]Paediatric Hospital in the Home
We currently have capacity for 6 Hospital in the Home (HITH) beds.  The guideline for patient eligibility is under the PROMPT Policy: HITH – Admission / Patient Management.  Patients can be referred to HITH directly from ED, or following an inpatient admission.  Contacts for making a referral are: HITH Flow Liaison via ext #58938 or email TNH-HITHLiaisonGroup@nh.org.au. To refer patients afterhours, email the referral, and speak to the Children’s Ward ANUM to complete a home visit safety questionnaire.  You will have a HITH dedicated mobile phone, to be carried by the CAHU registrar.  HITH nurses will ring you once they have conducted a home visit, to develop a plan. Please make sure you document all encounters in the medical records (PowerChart). You will not have access to the HITH nursing notes, as they are hand-written. Patients going on to HITH from the ward need their medications suspended on EMR, and recharted on a paper medication chart. 

We also have an outpatient overnight oximetry service, run by Dr Czarina Calderon and Dr Aveena Anantharajah. To make a referral, complete the form available under PROMPT Policy: HITH – Admission / Patient Management.  You will be asked by the HITH nurses to complete admission and discharge paperwork – a short phrase (“Admitted for overnight oximeter”) is sufficient, and you do not need to have met the child or know their medical history.  


[bookmark: _Toc250479543][bookmark: _Toc314080220][bookmark: _Toc314080528][bookmark: _Toc156228656]Chief Registrar Duties

The Chief Registrar has a number of additional responsibilities which may be delegated to other team members.
· Wednesday lunchtime clinical meeting. The Chief Registrar, A/Prof Wei Qi Fan and Dr Rami Subhi coordinate these meetings. 
· Paediatric and Neonatal Audits (“Morbidity and Mortality meetings”). The Chief Registrar is responsible for organizing both the paediatric and neonatal audits. It is reasonable to delegate cases to the Registrars and/or HMO’s to present at these meetings. This requires advanced notice as discharge summaries and images usually need to be obtained from other hospitals.
· Quality & Safety Committee. The chief registrar is invited to be part of this committee, which meets every month.


[bookmark: _Toc205861543][bookmark: _Toc250479553][bookmark: _Toc314080204][bookmark: _Toc314080512][bookmark: _Toc156228657]Referrals from and to Other Units
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Paediatric registrars and residents will regularly be referred patients from the Emergency Department (ED). Please facilitate movement of patients from ED to the ward as soon as is safe and possible by accepting referrals, calling the CAHU ANUM to inform them of accepting the referral, and indicating that you will do the admissions on the ward (if deemed safe).   It is often in the patient’s best interests (if safe to do so) when their ED stay is not prolonged.  Please aim for this to happen as soon as possible, and within four hours of the patient’s arrival to ED.
 
ED will make referrals using Medtasker. On commencing a shift, please log into the relevant role on Medtasker. Check Medtasker regularly, and please respond immediately if able when contacted by ED. Aim for closed loop communication – e.g. rather than just acknowledging a referral, send a message explicitly stating a referral has been accepted and you will see the patient once they arrive on the ward. 

ED is usually staffed by ACEM registrars, HMOs, and PEMs (up to 2330).  Overnight, there is usually only 1 registrar +/- a HMO. Please support the ED team with decision making and procedures if able. 

Patients may be referred to, and admitted under, the Paediatric General Medical unit so long as they are under the age of 18 years and have a General Medical condition.  

Note: patients that are under 18 years of age will be admitted to the Children’s Ward unless socially or behaviorally unsuitable. This does not mean that all under 18 year olds come under the General Paediatric bedcard. 

[bookmark: _Toc205861545][bookmark: _Toc250479555][bookmark: _Toc314080206][bookmark: _Toc314080514][bookmark: _Toc471468295][bookmark: _Toc471468632][bookmark: _Toc471468957][bookmark: _Toc504949167][bookmark: _Toc156228659]2. Surgical Units

Paediatric patients under surgical units (general paediatric surgery, ENT, plastics, orthopaedics) are admitted to the Children’s Ward.  Paediatric Orthopaedic, Plastics and General Paediatric Surgical issues are referred directly from ED to the respective unit at TNH. There is a designated Paediatric Surgical HMO during business hours. After hours it is covered by the AGSU Registrar. Neurosurgical, Ophthalmological and ENT issues are referred to RCH (or RVEEH). Acute gynecological issues (genital injury, ovarian torsion, etc) are referred to paediatric surgery, with often gynecology consultation.

For referrals from Surgical units to Paediatric Medicine:
· Formal referrals: These patients should be seen on the same day by the registrar, who will then liaise with the duty consultant paediatrician of the day.
· Informal referrals: Requests for help with IV fluids/analgesia, assistance with IV cannulation, etc. are sometimes received. The paediatric team will assist with such requests from other units to ensure that children in the Children’s Ward receive optimal management. The ICU registrar or Anaesthetic registrar may also be able to assist with these tasks. 
· Informal referrals other than from medical staff: These may come from nursing or other staff caring for patient. If there is a sense of medical urgency, assistance should be provided as soon as possible by the Paediatric Team, but the bed-card unit consultant or registrar MUST be notified of the paediatric team involvement. In all other circumstances, discussion with the patient’s primary medical or surgical unit should take place prior to involvement.

[bookmark: _Toc205861546][bookmark: _Toc250479556][bookmark: _Toc314080207][bookmark: _Toc314080515][bookmark: _Toc471468296][bookmark: _Toc471468633][bookmark: _Toc471468958][bookmark: _Toc504949168][bookmark: _Toc156228660]3. Obstetric Unit
[bookmark: _Toc471468297][bookmark: _Toc471468634][bookmark: _Toc471468959][bookmark: _Toc504949169][bookmark: _Toc31366943]See Neonatal Referral Policy on PROMPT.

· The Paediatric Registrar/NNP covering the Neonatal Unit should be contacted directly by midwifery or obstetric staff to attend all high and medium risk deliveries as well as for neonatal emergencies that arise on the post-natal ward. For all high and medium risk deliveries, or if the matter is urgent, the paediatric registrar/NNP should be contacted on the Neonatal Delivery Phone (ext. 52076).  If the paediatric registrar is not immediately contactable, the paediatric consultant should be contacted via Switch and/or a Neonatal MET or CODE BLUE called. 
· For all non-urgent issues (such as jaundice, feeding difficulties, hip concerns, murmurs or minor congenital abnormalities) the following measures have been implemented in order to address these non-urgent issues in a timely manner:
1. Neonatal Medical Referral Form. The Obstetric/midwifery/nursing team will identify a neonatal patient requiring pediatric review and complete the neonatal medical referral on Powerchart. The patient’s information will also be added to the PNW Referral Book at the front desk of Ward 11 and this book should be reviewed every shift and completed reviews crossed off. 
2. Alert and contact the paediatric registrar. The registrar covering the Neonatal Unit should be contacted (via Medtasker or pager 162) regarding the referral, especially for any timely reviews required to assist with discharge planning.
3. Postnatal ward round. Most days the NNP will do a PNW ward round each morning to review all referrals and triage appropriately. On Fridays and weekends, please ensure that referrals on the PNW are reviewed early and appropriately triaged to expedite discharges. The Maternity ward should communicate regularly with the Paediatric team with any urgent or discharge-dependent referrals.
· It is the responsibility of the midwifery or O&G staff to alert a neonatal team to the fact that cord gas specimens have been performed.  It is then the responsibility of that neonatal team to check the result of that cord gas. Please take note of the lactate level in particular.
· The Obstetric Resident or qualified Midwife is responsible for performing all well baby checks on babies who are on the post-natal ward.
· A neonatal team is responsible for performing all baby checks on babies who have been in the Neonatal Unit for longer than 24 hours, even if they have been discharged to the post-natal ward.
· O&G junior medical staff are not to refer babies directly to paediatric outpatients and must discuss concerns with the paediatric registrar first. Common postnatal investigations including TFT (TSH/T4) should be added to the SCN Handover follow-up list. Routine hip imaging for neonates at risk of DDH (see PROMPT) should be added to the Hip USS follow-up list. Similarly, routine renal imaging for neonates at risk of hydronephrosis (see PROMPT) should be added to the Renal USS follow-up list. These lists are the responsibility of the paediatric team and residents should be allocated time each shift to review results and organise ongoing follow-up (NOTE: the afternoon residents are usually allocated lists/clinic at least twice per week).
· Neonates with jaundice will have a "Biliscan" screen performed by the midwife, and if concerned will arrange an SBR level. A referral to paediatrics will be accompanied by an SBR result, expediting phototherapy if required. In some circumstances, such as severe clinical jaundice or jaundice in the first 24 hours, the baby should be referred prior to the SBR result. There is a specific after hours SBR referral form to be completed by midwifery/DOM staff to review SBR collected with results pending after hours to facilitate clinical handover to neonatal team. 
· All neonates should have vitamin D supplement 400 IU/day (OsteoVit D3) for 12 months (regardless of feeding method) with routine GP follow-up.
· All neonatal readmissions from home (not including NHITH) to the NNU need to be discussed with the consultant on duty or on call. 

[bookmark: _Toc504949170][bookmark: _Toc31366944][bookmark: _Toc156228661]Contact details for Obstetric unit:

[bookmark: _Toc471468299][bookmark: _Toc471468636][bookmark: _Toc471468961][bookmark: _Toc504949171][bookmark: _Toc31366945]Obstetric Registrar		ext. 58408 (8405 8408 when calling from outside)
[bookmark: _Toc471468300][bookmark: _Toc471468637][bookmark: _Toc471468962][bookmark: _Toc504949172][bookmark: _Toc31366946]Obstetric HMO			ext. 58409 (8405 8409)
[bookmark: _Toc250479544][bookmark: _Toc314080221][bookmark: _Toc314080529][bookmark: _Toc31366952][bookmark: _Toc156228662][bookmark: _Toc205861532]General Information

[bookmark: _Toc205861534][bookmark: _Toc250479550][bookmark: _Toc314080226][bookmark: _Toc314080534][bookmark: _Toc471468304][bookmark: _Toc471468650][bookmark: _Toc471468975][bookmark: _Toc156228663]Email

You will be provided with a Northern Hospital email address. It is advisable to check this email regularly as it will keep you up-to-date with what is happening around the hospital. For specific paediatric departmental issues (such as PREP requirements, roster changes and other important notices) we prefer to contact you on your personal/external email address as experience has shown these are read more reliably. Please inform Dr David Tran if you would rather only be contacted via your Northern Health email address.

[bookmark: _Toc156228664]Printers

To be able to print, you must be logged in under Portable Desktop. Select the NHE-Follow me printer. Then find the nearest printer, swipe with your ID card and login details, then select print release. Your ID card can also be used for copying, faxing and scanning to email. 

[bookmark: _Toc156228665]Medtasker

The Medtasker App is used to communicate between nursing staff and junior doctors. You need to be connected to hospital wifi NHData to access using the link https://medtasker.nh.org.au:3001 with your Northern Health login and password. If your phone is unable to access Medtasker there are spare Medtasker phones available at hospital reception. You will need to allocate yourself your appropriate role/s under the paediatric team at the beginning of each shift and diverted at conclusion of your shift. Tasks need to be acknowledged in a timely manner to avoid repeat notifications and ticked off once completed. You can also reply directly to messages sent via Medtasker. Clinical photography can also be uploaded to CPF via Medtasker as per hospital policy upon parental consent using the Consent to Clinical Photography form. There is a guide on using Medtasker in the folder Paediatric medical > Junior medical staff.
[bookmark: _Toc205861535][bookmark: _Toc250479551][bookmark: _Toc314080227][bookmark: _Toc314080535][bookmark: _Toc471468305][bookmark: _Toc471468651][bookmark: _Toc471468976]
[bookmark: _Toc156228666]Parental Consent

It is mandatory to seek parental consent for all investigations and procedures performed on babies and children. This is particularly important for invasive procedures such as lumbar punctures, long lines (PICC) and ‘sensitive’ investigations such as chromosome analysis.

Note particularly that urine drug screening and karyotypes have implications for individuals other than those tested. Urine drug screening in newborns is not routine when there is a history of maternal drug use, but may be considered if it is not possible to fully assess maternal drug use or if the clinical picture is out of keeping with the mother’s reported drug history. As always, check with a senior colleague if you are unsure what to do.

We can access a patient’s clinical records at RCH by asking parents to sign a ‘Parkville Connect’ consent form. 

[bookmark: _Toc250479557][bookmark: _Toc314080228][bookmark: _Toc314080536][bookmark: _Toc156228667]Clinical Risk, Quality & Governance

Avoiding and managing clinical risk is part of regular clinical practice. We have a vigorous Clinical Risk Program across Northern Health including paediatrics. This includes the meeting of a monthly Paediatric Quality & Risk Management Group and Morbidity & Mortality Audits.

If you notice any clinical risk issue, we encourage you to document it on RISKMAN (available via Shortcuts or the Paediatric Website on all computers).  Risk may involve incorrect drug prescribing, wrong IV fluids, delay in management, laboratory problems, systems issues, etc.

[bookmark: _Toc250479558]Whilst we don't encourage practicing 'defensive medicine' we do encourage practice that mitigates any clinical or legal risk. Hence if you have any uncertainty, for example unfamiliar drug prescription, potential non-accidental injury, mandatory reporting, etc. please discuss this with the on duty consultant.





[bookmark: _Toc205861564][bookmark: _Toc250479569][bookmark: _Toc314080246][bookmark: _Toc314080554][bookmark: _Toc156228668][bookmark: _Toc250479581][bookmark: _Toc314080258][bookmark: _Toc314080566]Top Ten Tips for the Paediatric Term

1. Observe: Much information can be gained from observation and many children will get upset if approached/examined. So stand back and observe, asking a parent to assist you with undressing and distracting the child.
2. Don’t ignore parental concern: Re-presentation usually means “something” is going on – either the medical pathology has been underestimated, or there are non-medical issues including inability to cope. Start at the beginning and reassess the whole picture. Don’t rely on someone else’s history and examination. Don’t assume the last doctor (or you) got it right – question the “admission diagnosis”.
3. Minimise pain/distress for the child: Use analgesia and sedation. Consider whether and how any planned investigations will influence management. Procedural sedation including nitrous oxide is available in ED and Children’s ward. Limit the number of attempts at procedures to no more than two; ask for help early if you’re having trouble or not experienced with a procedure.
NB: Lumber Punctures have a maximum of two (2) attempts only for any patient! If you are unsuccessful at your first attempt, consider asking the most senior colleague available to perform the second attempt. Sometimes it is better to defer the procedure until the following day even if empiric antibiotics are commenced as microscopy can guide treatment and this is better than having no result at all.
Similarly, for IV attempts in neonates: after 2 attempts by Junior Medical Staff, you should seek help from a consultant.
4. Use care when prescribing for children (including fluid prescribing): Always check the dose. For overweight or obese patients, use ideal body weight (estimated from height on centile charts) rather than actual body weight for drug and fluid calculations. Most paediatric risk comes from incorrect drug dose and incorrect fluid type and rate of administration. Decimal point errors are common (see Drug Prescribing in Paediatrics, below).
5. Pay attention to growth, development, behaviour and immunisation status in all children: Even if not the “presenting problem”, these are important elements of any paediatric assessment.  Arrange outpatient follow-up as necessary.
6. Document carefully and communicate with other members of the team: Always look at the observation charts to monitor progress and help detect deterioration early (steadily rising heart and respiratory rates should never be ignored). Always handover outstanding tasks. Document any significant change in condition or management in the patient’s history. Document the objective findings first and then your subjective interpretation (e.g. Examination findings such as, “Smiling, running around the ward” is much more precise than “Looks well”).
7. Check pathology and radiology results: The doctor who orders the investigation is responsible for ensuring the result is checked and acted on. Hand this over if the result is not available when you finish your shift.
8. Consider the child in the family unit: Look at the big picture.  Social and family circumstances make up a large part of paediatric medicine.
9. Ask for help: If you’re not sure, ask (even if it means phoning the consultant on-call during the night).
10. Plan ahead: Discharge planning starts on admission.

[bookmark: _Toc156228669]Summary

We hope you enjoy your paediatric rotation with us. You should get great clinical exposure to a wide variety of pathology in neonatal and paediatric patients – in both inpatients and outpatients. 

We enjoy teaching and training so speak to us at any time about clinical or training issues.  In addition if you have any problems during the rotation please feel free to talk to any of the paediatricians confidentially.











[bookmark: _Toc156228670]Appendices

[bookmark: _Toc156228671]Managing the follow up lists
Refer to “Follow up List Pearls” doc. for further tips & Check PAEDS IMAGING BOOKINGS file 

Please document even when unable to make contact OR when you order repeat Ix 














[bookmark: _Toc156228672]Handover with the ISBAR model 


[image: ]


Further considerations:  if patient well known to the team omit “B” 














[bookmark: _Toc156228673]Time Management & Workload
An algorithm – The 2,3,4 model


CALL someone and verbally request assistance (reg/consultant) 



Aim to complete tasks, alert the team via WhatsApp seeking to share tasks 




Aim to complete tasks, delegate if colleague is free,  discuss at handover






Order investigation & add details to the follow up list & write CPF note
(On synapse Ix should have "scheduled" satus)   

Document any plan, discussions with parent or  consultant involved in a paediatric progress note on CPF [outpatient tab] 
Remove from list if no further follow up required OR has been referred to clinic 

Investigation requests & results 
TNH Radiology
(synapse/Ix tab CPF) 

USS = 59670
Patient's GP 

Contact informtion for the paediatric department: Please page the relevent registrar through switchboard 8405 8000 (#161/162) or fax results to Children's Ward Fax: 8405 8288
** check whether NESB, perhaps best to bring to clinic rather than f/up list ** or simply book a phone  interpreter

Call family on follow up date specified 

>2 urgent tasks


2 sick patients


2 senior doctors required


>3 semi-urgent tasks


3 manageable tasks on your list


Time retraints may soon become an issue 


>4 non urgent tasks


Add each to your list, note a time to revisit them 


Consider whether these tasks can be handed over



Any time you feel under pressure or concerned --> call a senior to request assistance in person or perhaps just check-in with a discussion over the phone 
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