[image: NH logo 2018]
  ROVER (Rolling handOVER) – I am a ‘living document’ that needs your care and attention



ROTATION: Paediatric Surgery HMO
CREATED BY: Andrew Choe		CONTACT: Andrew.Choe@nh.org.au		DATE:  26/04/2020
UPDATED BY: Amanda Marcoionni 	CONTACT: Amanda.marcoionni@nh.org.au	DATE 24/04/2023
REVIEWED BY: Ms Sarah Condron 	CONTACT: Sarah.Condron@nh.org.au 		DATE: 26/04/2023

Please update me as required and send me to fathimaijaza.lafeer@nh.org.au in week 12/ 13 of this rotation!
CHECKLIST FOR NEW STARTERS

· Read through this ROVER 
· Receive comprehensive unit orientation from term supervisor within week 1
TOP TIPS!1. Be familiar with common paediatric surgical presentations 
2. Arrive earlier on the days that have morning theatre 
3. Prepare discharge summary/ scripts / medical certificates for day surgery patient in theatre 
4. This rotation is as great as you make it - Be ready to take responsibilities and step up! 
5. Ask for help (from on-call consultant or AGSU/ Surg 1/2) if unsure – you are supported at ALL TIMES
6. Make friends with the CAHU nurses – they are a great source of help!








STAFF
	UNIT STAFF & KEY CONTACTS
	CONTACT DETAILS

	Head of Unit: Ms Sarah Condron 
	Sarah.condron@nh.org.au 

	Consultants: 
Ms Sarah Condron 
Ms Jennifer Wheatley 
Ms Guineva Wilson
	
0422 234 630
0419 366 568
0412 742 190

	Children’s unit ANUM 
	X 52795

	Children’s unit NUM
	X 58412

	Children’s unit pharmacist: 
	X 52205

	Children’s unit Fax number 
	8405 8288

	Paediatric surgical liaison nurse: Mara Ciavarella
	X 58054 (mara.ciavarella@nh.org.au) 

	Wound nurse Kerri Wirz (for organising SNAP dressings etc)
	X52360, or pager 411



GEOGRAPHY

	ITEM
	LOCATION

	Home ward
	Children’s unit 

	Morning meeting point
	Children’s unit 

	Patient list
	Check the white board, CPF ‘PAED4’ list (sometimes ‘PSSU’) and with ANUM 

	Handover 
	From AGSU and/or in Paeds Surg whatsapp group 



WEEKLY TIMETABLE (four weekly theatre schedule) 
	Mon
	Tue
	Wed
	Thu
	Fri

	0730 – 1700 

0730 
Ward round 

0830 
Ms J Wheatley’s clinic (every 2nd week)








1630 handover to spec surg cover on Medtasker
	0730 – 1700 

0730 
Ward round 

0815 
(week 2 and 4) 
Ms J Wheatley’s theatre

0830
(week 3) 
Ms S Condron’s theatre 








1630 handover to spec surg cover on Medtasker
	0730 – 1700 

0730
Ward round 

0815 
(week 1) 
Ms S Condron’s theatre

0900 
(week 3) 
Ms S Condron’s clinic 


1330
(week 1, 2, and 4) 
Ms S Condron’s clinic



1700 – 2100: Spec Surg cover (cover thoracic surg, paeds surg, Urology, ENT)
	0730 – 1230 

0730
Ward round 

0815 
(week 4) 
Ms S Condron’s theatre






1200 handover to Thoracic HMO prior to half day. 

12.30 HMO Education 

	0730 – 1700 

0730
Ward round

0815 
(week 1 and 3) 
Ms G Wilson’s theatre 
(week 2) 
Ms J Wheatley’s theatre 


1200 You will cover thoracic Surg (as the HMO has their half day)

1300 
(week 1 and 3) 
Ms G Wilson’s clinic 


1630 handover to spec surg cover on medtasker and do your weekend handover*



* WEEKEND HANDOVER:
· You need to hand over the patients on the ward to the HMO covering for the weekend AND the surg 1/2 reg
· Spec Surg Cover HMO: the HMO for the weekend covers all spec surg. You can find out who it is by looking at RosterOn OR by talking to Andie/medical workforce 
· It can be different people both sat/sun so make sure you hand over to both 
· Surg 1/2 reg: you can find out who this is by talking to Andie/medical workforce 
· Send both the HMO and the surg 1/2 reg a message on WhatsApp (can get their numbers from Medical Workforce) handing over the patients on the ward and any outstanding jobs/things to chase
· Spec surg cover on the weekends can be very busy - so try to have discharge summaries/scripts/medical certificates, etc ready to help out your fellow colleagues

CONSULTANT WARD ROUND
There are no fixed consultant ward rounds. You will find these opportunities for consultant review:
· Consultant on site to review inpatient when necessary
· In between elective theatre cases or after theatre
· Before / after clinic


JMO CLINICAL RESPONSIBILITIES
In general, you do not need to come in early unless there is a morning theatre list when you need to clerk elective patients as well as see inpatients.

· Admissions: 
· The AGSU registrar is the point of call for paediatric surgical admissions via ED
· However there are occasions where patients are sent directly to PSSU via the abdominal pain pathway or the AGSU registrar is very busy – on occasion I have assisted in reviewing or admitting patients first and then informing the registrar and consultant-on-call
· Our consultants have emphasised that all children with abdominal pain should be admitted under paediatric surgery or at least have a surgical review
· Patients aged 16 or older are admitted under AGSU / adult surgery, see note below
· Ward round: 
· Patient list
· Check the whiteboard as well as CPF (under PAED4, occasionally PSSU)
· Check with NIC 
· Get handover from AGSU (via Whatsapp group)
· Review/ward round on the patients yourself in the mornings
· Then call the on-call surgeon to update patient’s progress and get a plan 
· Consultants are on-call for a week at a time – you call and update the on-call consultant about the patients on the ward*
*Sometimes there are specific patients who remain under a specific consultant’s care (i.e. a perforated appendix who remains an inpatient for multiple days – often you will discuss this patient with the surgeon who performed the operation, despite who is on-call)
· Update consultants throughout the day if necessary 
· Theatre: 
· You will be expected to discuss elective summaries via email / text / phone with the consultants at least 1 day prior, as sometimes you will need to organise SNAP dressings / wound nurse / etc
· Depending on the procedure, sometimes the consultant will want a wound nurse to assist with placing dressings (ie wound nurse Kerri Wirz, for SNAP dressings) – Mara the surgical liaison nurse will generally coordinate this but you may be asked to confirm with Kerri
· Unfortunately Kerri is only on site Mon-Wed, and alternating Thursdays and Fridays, so sometimes you may be asked to liaise with the plastics nurse practitioner Vicki Malamanitas – can contact her through switch, or contact the plastics team / wound clinic to get in touch with her
· Computers:
· This PC  Shared TNh office  Medicine  Surg 1  NH Sessional Schedule 2019 (2)
· Theatre list - can access one of two ways:
· Log onto iPM  Report theatre reports  theatre schedule
· Click the ‘parameters tab’
· Health organisation:Health organisation: type northern hospital into ‘description’ section click ‘find now’  double click on ‘Northern Hospital 1280’
· Enter start and end date
· Specialty: choose ‘N Paediatric Surgery’ Click ok  report will be generated
· Alternatively, on CPF:
· Patient list on left side of window → Outpatients  tab
· Filter by clinician last name: “Wheatley, Condron, Wilson” (without the quotation marks)
· Select the desired date (just under the filter box, near the top of the screen)
· Rearrange by booking time or by clinic code 
· Can check clinic notes or their NOA under Admission → PREADM (private patients will usually have some correspondence with their history)
· You are expected to assist in all theatre lists and emergency operating in-hours
· Liaise with Theatre Nurse-in-Charge, Anaesthetics and other surgical units regarding emergency bookings
· Write operation notes, prep discharge/ scripts/ medical certificates in between cases
· Review following surgery:
· JW 10-14 days 
· SC 4-6 weeks 
· GW 2-6 weeks 
· Tip: try to get anaesthetic team started once consultant is on-site
· Clinic: 
· You are expected to attend all clinics at Northern Hospital 
· Paeds surg clinic does not send letters to GP. So all you need to do is ensure there is a documented entry in ‘OUTPATIENT’ under ‘Paediatric Surgery Progress Note’ 
· Any scripts, reports from external radiology or external letters should be scanned into the system by leaving them in the “Scanning” tray behind reception.
· End of week:
· Ensure that you hand over any patients that will be in over the weekend to the SPEC SURG COVER HMO (can be found by looking at the roster on RosterOn) and Surg 1/2 reg (as per “WEEKEND HANDOVER”). 
SURGICAL AUDIT MEETING
There is a sporadic surgical audit meeting where you will have to prepare slides and statistics for.

Data for the audit can be retrieved by decision support unit, you just need to email them. They can normally turn around data pretty quickly, but I would give it at least 4-5 business days PRIOR to the audit.
· You will need to go through this data, as patients often get admitted under the incorrect bed cards and this data often has AGSU adult patients included. 

Simply email NH-Decision-Support@nh.org.au, provide a date range and ask for the following 
1. Total number of admissions (operative and non-operative)
2. Total number of operations performed
    (a) Number of emergency surgeries
    (b) Number of elective surgeries
    (c) Breakdown of numbers by consultants (Ms Jennifer Wheatley, Ms Sarah Condron, and Ms Guin Wilson)
    (d) Breakdown of numbers by type of surgery (appendicectomy vs herniotomy vs scrotal exploration etc.)
3. Number of Appendicectomies
    (a) Laparoscopic vs open

Also make sure to keep a record of complications such as representation/ bleeding post-op etc. I just created my own excel spread sheet and documented any complications on that. You can find previous powerpoints on ‘S:\Medicine\Surg 2\Paediatric Surgery\Audit Presentations’.
OTHER USEFUL INFORMATION
· All consultants are very willing and in fact, expect you to update them about their patients throughout the day via mobile especially if major updates
· Ms Condron 
· Ward: onsite multiple days a week (doing clinical or nonclinical things) and will see inpatients with you, nonclinical usually on Thursdays
· Clinic: she will talk to all patients you see, and explain the procedure to be booked 
· Theatre: she expects you to see the patients before theatre and mark them where appropriate (i.e. if having a right orchidopexy mark the right side of the patient, either on their abdomen, foot or hand). You then meet her up in theatre
· Ms Condron is also very supportive of resident’s wellbeing and day-to-day functioning of the unit. Feel free to speak to her if you face any issues.
· Ms Wheatley 
· Ward: 
· She will follow-up almost all her inpatient when she’s on-call – sometimes in her Private room: Ph 8850 5300, 8/195 Thompsons Rd, Bulleen 
· Use adult sachet Movicol for children with nonspecific abdo pain
· Does not use USS for non-specific abdo pain unless teen girls 
· Clinic: you will be sitting in the same room with her and type CPF notes for her
· Theatre: she will see patients at anaesthetic bay and mark them there (you will meet her in theatre)
· Ms Wilson 
· Ward: 
· Uses USS as part of assessment tool for nonspecific abdo pain 
· Does NOT generally use laxatives for children 
· Clinic: she will be happy not to see the patients you see if you are confident with your plan. Ask and clarify if you are unsure 
· Theatre: you will need to clerk all her elective patients, check NOA/ indication of surgery and mark the patient

· Sick leave
· There have been issues in the past where MWU did not provide cover or notify the ward of paediatric surgical resident on sick leave
· If you do need to take sick leave, in addition to MWU, I would suggest informing:
· Consultant-on-call for the week
· Consultant with a list/clinic that day
· CAHU ANUM
COMMON EMERGENCY PRESENTATIONS
· Abdominal pain 
· Appendicitis 
· Viral abdominal pain: Mesenteric adenitis 
· Nonspecific abdominal pain 
· Chronic abdominal pain 
· Worm infections - threadworms 
· Occasionally acute cholecystitis 
· Psychogenic 
· Testicular pain – examine the testes when they come in with abdominal pain
· Testicular torsion!! 
· Torsion of testicular appendages 
· Epididymitis is RARE in children above 1 year of age until they become sexually active 
· Inguinal hernia – need surgery if non-reducible, otherwise CAT1 elective especially young infants
· Soft tissue abscess 
· S aureus colonisation is very common in islander population 
· May need eradication post healing (can refer to ID outpatient or suggest White King bleach bath for patient and family) 
· Trauma 
· Discuss with ortho reg at RCH for spinal issues 
· Discuss with neurosurg reg at RCH for head injuries 
COMMON CLINIC PRESENTATIONS 
· Undescended testes 
· Retractile testes 
· Hypospadias 
· Phimosis
· Umbilical hernia
· Tongue tie
· Constipation / undifferentiated abdominal pain
COMMON MEDICATIONS 
Paracetamol: 15mg/kg QID 
Ibuprofen: 10mg/kg TDS 
(avoid opiates for abdominal pain patient) Oxycodone: 2.5mg QID if really necessary  (0.1-0.2mg/kg)
Ceftriaxone: 50-75mg/ kg (usual adult dose 1-2 g daily) max dose 2g daily 
Metronidazole: IV 12.5mg BD (adult dose 500mg BD) oral 10mg/kg BD (adult dose 400mg 8-12 hourly) 
Cephazolin: IV 10-15mg/kg TDS  

All else, check the AMH Children’s Companion website or ward pharmacist

PRE-OPERATIVE MANAGEMENT
It can be helpful to see patients pre-op to assess following
· Fasting status as per RCH guidelines:
· Neonates (<6 months):
· Formula up to 4 hours before, breast feed up to 3 hours before, clear fluids up to 1 hour before
· All others:
· Fast from 6 hours pre-op, clear fluids (include glucose-based drinks, cordials and clear juices) up to 1 hours before
· If diabetic contact the anaesthetist on call for advice
· Assess fitness for theatre
· It can help to ask if any recent illnesses, coughs, colds… etc, and any family history of reaction to anaesthetic 
· Notify anaesthetics if any concerns
· If the child is very anxious they may need sedation. Anaesthetics will need to be notified in advance of them being brought up from the ward.
· Check need for interpreter
· Anaesthetics often do pre-op assessment in the anaesthetic room outside theatre and will need an interpreter present to go through the anaesthetic timeout
· Mark op site
· Inguinal hernia repair, Orchidopexy
· Mark with a large arrow on the thigh of the side on which the operation will be done
· Wedge resection of ingrown toenail
· Mark with a small arrow over the metatarsophalangeal joint on the side of the big toe on which the operation is being done
· E.g. If it is a bilateral wedge resection of the left big toe, do two arrows on the big toe showing that it is a wedge resection of both sides of the nail, if only lateral aspect, make sure to mark with the arrow on the side of the big toe on which the operation is being done…etc
· Do NOT mark Dr Wheatley’s patient’s unless she has specifically told you!!!
· [bookmark: _GoBack]Excision of lesion
· Do a circumferential mark around the lesion being excised
· Ms Wheatley prefers an arrow (or no mark at all)
· If it is a scalp lesion it can be helpful to use a pen of different colour to patient’s hair
Clinical documentation queries in Medtasker
· Good documentation is critical to provide an accurate record of the patient’s stay in hospital, decision making processes and rationale and handover between the multiple clinicians engaged in the patient’s care.  Remember - “if it is not documented, it didn’t happen”.  Your documentation is also vital for ‘clinical coding’, which is necessary for Department of Health data reporting and hospital financial reimbursement.

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