ROTATION: GENRAL SURGICAL UNIT 2
UPDATED BY: Behzad Niknami (behzad.niknami@nh.org.au), Christian Spina (christian.spina@nh.org.au); Reviewed and amended by Matt Ng (Fellow) and Bas Teoh (Registrar) with thanks ROVER (Rolling handOVER) – I am a ‘living document’ that needs your care and attention

! Please update me as required and send me to fathimaijaza.lafeer@nh.org.au  in week 8 of this rotation
Contents
UNIT STAFF & KEY CONTACTS	3
IMPORTANT LOCATIONS & MAP	4
WEEKLY TIMETABLE	7
Monday	7
Tuesday	7
Wednesday	7
Thursday	7
Friday	7
A Normal Week & Specific Details	8
Start Time	8
End of Day	8
Rostered Day Off	8
Normal Ward Round – Tips	8
Tuesday – General Surgery Unit 2 Registrar Outpatient Clinic	8
Friday – MDM & Breast Outpatient Clinic	8
ICU Patients	8
Theatre	9
Overtime	9
Weekly Theatre Snapshot	9
Clinic - General Surgery Unit 2 Outpatient Clinic	10
In the week prior:	10
Triaging	10
Discharging Patients	10
Q-Flow	10
Interpreters	10
Reviewing Specific Patients	11
Clinic - Breast MDM, Breast Outpatient Clinic & Outpatient Jobs	12
Overview	12
Chasing Investigations for MDM	12
Typical Patients	14
Elective Cases	14
Breast Cancer & Surgery – Ultra Rapid Overview	14
Common Presentations	16
Check these for all patients:	16
Pancreatitis	16
Diverticulitis	16
Lap Appy – Simple	16
Lap Appy – Complicated	16
Lap Chole – Simple	16
Lap Chole - Complicated	16
Trauma	16
Hernias – Simple	16
Breast	16
Thyroid/Parathyroid	16
Laparotomies	16
Post abscess drainage	16
Peri-op Medications	17
VTE Prophylaxis	17
Antihypertensives	17
Oral Hypoglycaemics & Insulin	17
Post-Op Management	17
Common Management	17
Nasogastric Tubes	17
Common Medications	18
Theatre & Procedures	19
Same Day Procedures	19
Lymphoscintigraphy	19
Hookwire Guided Procedures	19
In-patient Interventional Radiology Procedures	19
Out-patient Interventional Radiology Procedures	19
Endoscopy	19
Elective Surgery	19
Anaesthetist Review	19
Discharging & Referrals	20
Criteria Led Discharges	20
Clinic Referrals	20
HITH Referrals	20
Miscellaneous  Clinical Documentation queries in Medtasker	20
Useful Resources/Extra Tips	21

[bookmark: _Toc136638659]UNIT STAFF & KEY CONTACTS
	UNIT STAFF & KEY CONTACTS

	Head of Unit:
Mr Michael Issac
	
Via Switch (or ask for his mobile number)

	Consultants:
Mr Michael Issac
Mr Wei Ming Ooi
Mr Kian Jin “KJ” Tan
Mr Saam Tourani
Ms Grace Chew
	
Mr Fidel Touma
Dr Devan Gya
Ms Wanda Stelmach
Mr Victor Tan
Mr Craig Moore
	
Via Switch


	Fellows:
Mr Zarif Yahya
Mr Matthew Ng
Mr Nelson Chen
	
Via Switch

	Registrar:
Dr Basilie (Bas) Teoh
Dr Candyce Cheng
Dr Maneka Britto
	
Via Switch

	HMO:
Dr Ellen Dempsey 
	
Via Switch

	Intern:
You!
	
Pager 057

	 ELECTIVE OPERATIONS CONTACTS

	Yu Jin Oh
(Surg 1 & 2 surgical liaison nurse)
	#58222
YuJin.Oh2@nh.org.au

	RADIOLOGY CONTACTS

	Max
(Medical Imaging – Hub and Spoke )
	#59682
nivpacsrequests@nh.org.au

	Ivi
(Procedure Bookings)
	#59608

	OUTPATIENT CLINIC CONTACTS

	Ally Gibbs
(Outpatient Admin Coordinator Surg 1-4)
	Ally.Gibbs@nh.org.au

	Sera Hua
(ANUM Clinic Lead – Plastic surgery and General Surgery 2)
	Sera.hua@nh.org.au 

	Kelly Lee
(Clinic Lead Breast, Surg 2, Surg 3)
	Kelly.Lee@nh.org.au

	General Surgery Unit 2 Outpatient Clinic
	NH-SpecialtyPracticeGroup5@nh.org.au

	Yu Jin Oh
(Surg 1 & 2 surgical liaison nurse)
	#58222
YuJin.Oh2@nh.org.au

	BREAST SURGERY CONTACTS

	Cheryl Murray
Breast Care Nurse Consultant (CNC)
	Cheryl.murray@nh.org.au
#58805

	PRE-OP CONTACTS

	Anaesthetist-in-Charge
	#58993

	Theatre NIC
	#58990




[bookmark: _Toc136638660]IMPORTANT LOCATIONS & MAP
	HOME WARD

	O
Ward 13 Doctor’s Office

	[image: ]

	CLINIC LOCATIONS 

	CLINIC A
Surg 2 OPC Clinic (Tues)
Breast Clinic (Fri)

T
Telehealth Clinic
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	SURGICAL & THEATRE BOOKING LOCATIONS

	A
Anaesthetics Office – Is now relocated to Recovery/PACU

B
Elective Theatre Bookings / Surgical Liaison Office

E
Endoscopy Booking Office
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	RADIOLOGY LOCATIONS

	H
Medical Imaging / Hub+Spoke Office

I
Interventional Radiology Bookings

N
Nuclear Medicine

M
Mammography

R
Radiology Reception

U
Ultrasound Bookings
	[image: ]



	ITEM
	LOCATION

	Home ward
	Ward 13 (or Ward 18) 🡪 the doctor’s office is behind the ward clerk’s desk

	Patient list
	EMR -> Care Team list -> General Surgery 2 (Breast)

	Handover 
	Overnight HMO will handover (if uncompleted tasks/unwell patients) to you before they finish at 7.30am.
Before you leave from your day shift, handover to the Surg 1 intern on cover @1630. On Friday’s when handing over to night/weekend cover intern, print them an updated Friday PM list!

	Surg Liaison Nurse 
	Marked on map below, L. Home of Grace, the Surg 2 surg liaison nurse.

	Endoscopy Bookings 
	Marked on map below, E. Place to hand in endoscopy booking forms. 

	Anaesthetics Area/Office
	In Recovery/PACU. If a patient requires anaesthetics review before surgery, the requests must be submitted here. Discuss with anaesthetist-in-charge (either over the phone or in person in the office) and then put the request on the whiteboard. 

	Outpatient clinic
	SURG 2 Clinic (NPSURG2PDREG)- Tues 1400-1700 Outpatient A – Q-flow login is your Windows login (normally arranged by IT in the beginning of intern year, you do not need to apply for it).
We usually do the phone reviews on ward/from the Telehealth Clinic booths, in the hallway between Outpatients D & the library.  We start calling patients earlier starting from the day/week prior to OPC to help clear the list – aim to have called everyone at least twice by morning of Clinic day.
DO NOT FTA pt on Qflow until their clinic appt time 
To find the clinic list, go to CPF 🡪 Search 🡪 Clinic List 🡪 NHSURG2PDREG + specify clinic date.
Breast Clinic – Friday 0900-1600 Outpatient A (The Breast MDM happens at 0800 before clinic and is online.) Interns/ HMO to pick up job lists from consultants after from OPC/ MDM







[bookmark: _Toc136638661]WEEKLY TIMETABLE 
	Monday
	Tuesday
	Wednesday
	Thursday
	Friday

	0700 – 0800
Ward Round

0800 – 1230






	0700 – 0800
Ward Round

0800 – 1230




1230 – 1330
Intern Education

1300 – 1700
Surg 2 Clinic
Outpatients Clinic A
	0700 – 0800
Ward Round

0800 – 1230
Theatre









1330 – 1700
Theatre
	0700 – 0800
Ward Round

0800 – 1230
Theatre 
 


1230 – 1330
HMO 2/3 Education




1330 – 1700
Theatre
	0700 – 0800
Ward Round

0800 – 0900
Breast MDM

0900 – 1300
Breast Clinic
Outpatients Clinic A

 
1300 – 1400
JMSA Pizza Lunch

1330 – 1700
Theatre


[bookmark: _Toc136638662]Monday
· Ward Round (+/- post-take)
· Clinic Jobs:
· Prepare notes for Tuesday
· Call telehealth patients early (to reduce burden on Tuesday)
· MDM Jobs
[bookmark: _Toc136638663]Tuesday
· Ward Round (+/- post-take)
· Clinic Jobs:
· Prepare notes
· Call telehealth patients early (to reduce burden in the afternoon)
· Clinic (1300 – 1700):
· Telehealth clinic from Telehealth Hub, the ward, or a clinic room (if available)
· Typically requires at least 1 intern the whole time due to patient load
[bookmark: _Toc136638664]Wednesday
· Ward Round (+/- post-take)
· Theatre Lists
· MDM Jobs
[bookmark: _Toc136638665]Thursday
· Ward Round (+/- post-take)
· Theatre Lists
· MDM Jobs
· Clinic Jobs:
· Prepare notes for next week
· Triage patients (ie. some patients booked F2F may be Telehealth appropriate)
[bookmark: _Toc136638666]Friday
· Ward Round (+/- post-take)
· MDM (0800 – 0900) & Breast Clinic (0900 – 1300)
· Try and do at least 1 clinic each with Mr Issac as he likes to get to know the interns 
· At end of clinic Outpatient Job lists will be left by consultants – collect and chase jobs (or put them on the OP jobs list to do when you get the chance) 
· Theatre List (PM only)
[bookmark: _Toc136638667]A Normal Week & Specific Details
[bookmark: _Toc136638668]Start Time
· This doesn’t align with what is on your roster.
· Ward rounds typically begin at about 0730. Confirm the time with the team the day before.
· Make sure you have time to prepare the list before the round starts.
· There’s often enough time at the end of the day to prepare the list for the next day
· It can often be convenient to prepare lists from home when post-take the next day, especially if you’re getting a lot of patients (but is up to personal preference)
[bookmark: _Toc136638669]End of Day
· Paper round with Registrar or message the group chat with an update on any patients. Make sure you hand over everything to the Registrar as they cover the weekend or handover to the Surg 1 Reg covering the weekend.
· Make sure no patients are fasting unless if pending operation still – handover to Surg1 Cover intern if that’s the case
· If there are any jobs that need to be chased – handover to the Surg 1 Cover Intern
[bookmark: _Toc136638670]Rostered Day Off
· The roster will show a rostered day off per week or two half-days. Due to the nature of being on-take, following this rigid structure is not advisable. 
· Instead, make sure you have a full-day off (preferred) or two-half days per week AND try to finish early (1500) one other day. Aim to have the whole junior team on-site on post-take days and Tuesdays (clinic) 
[bookmark: _Toc136638671]Normal Ward Round – Tips
· Prepare as much as you can on notes before rounding (ie. if you already know the plan) – especially take note of the obs, DT output and NGT output if relevant. 
[bookmark: _Toc136638672]Tuesday – General Surgery Unit 2 Registrar Outpatient Clinic
· Clinic is always very overbooked (30+ patients)
· One intern will help in outpatient clinic while the other does ward jobs +/- can do some phone clinic from the ward if they get the chance. If the ward is quiet then both interns can go to clinic.
[bookmark: _Toc136638673]Friday – MDM & Breast Outpatient Clinic
· MDM starts at 0800. 
· An intern can sit in with Mr Issac’s clinic. Try to do this at least once.
· The clinic intern is also responsible for collecting all of the outpatient jobs from the consultants.
[bookmark: _Toc136638674]ICU Patients
· There will regularly be patients admitted to ICU (usually post-take from AGSU)
· Ensure notes are structure appropriately for ICU:
For example:
O/E
A: 	Own, patent	vs	ETT
B:	RR Sats		+/- 	PC-SIMV VC-SIMV PEEP PIP FiO2
C:	BP HR		+/- 	NorAd Ad
D:	Alert vs Sedated + BSL pH Lactate	+/- 	Propafol Dexmed Fentanyl
E:	Temp		+/-	Drains Dressings
[bookmark: _Toc136638675]Theatre
· Occasionally one or both interns will be required to assist in theatre, so it is important to know what procedures are happening and when.
· If you would like to scrub in – ask. Everyone is very happy to have us involved.
· There is lots of opportunity to practice suturing. 
[bookmark: _Toc136638676]Overtime
· Choosing to have 1 full day off as opposed to two half days helps avoid excessive overtime. 
[bookmark: _Toc136638677]Weekly Theatre Snapshot
· We’ve taken to making a quick summary of what is happening in theatre for the week and when we’re post-take. It is much easier than navigating the elective theatre list and checking the AGSU roster multiple times throughout the week.
· There is a template in S:/Medicine/Surg 2 – it is called Surg 2 Job List
· It has links to the Elective Theatre List, AGSU Roster, and Instructions
· Always Check with the Registrar/Fellow if there expected combined Plastics/SURG2 theatre cases the following week (as these are often under Plastics OT list) 
· 

[bookmark: _Toc136638678]Clinic - General Surgery Unit 2 Outpatient Clinic
CLINIC CODE:	NPSURG2PDREG	(can enter on CPF & iPM to view clinic patients)
[bookmark: _Toc136638679]In the week prior:
· Prepare notes in the outpatient tab on CPF for clinic (ie. add a simple template, add the operation note, add pathology/histology summary). This helps streamline appointments. A template for the notes can be found in S:/Medicine/Surg 2 (it is called Surg 2 Job List)
· This also allows you to triage patients – often when patients are discharged from AGSU for follow-up in Surg 2 OPC they do not specify whether it should be F2F or Telehealth, which defaults to the appointment being F2F. Sometimes telehealth patients will also need to be consented for procedures – if you know this ahead of time you can ask the HMO to call that patient during clinic. 
· There is an excel document in S:/Medicine/Surg 2 (it is called Surg 2 Job List) which we have been using to track which notes have been prepped, if they have jobs that need to be chased prior to clinic, see if patient needs consenting, or see if they are appropriate for telehealth instead of F2F.
[bookmark: _Toc136638680]Triaging
· Telehealth Appropriate
· Simple Laparoscopic Appendicectomy or Cholecystectomy
· Review of Colonoscopy or Gastroscopy reports (with non-concerning results)
· F2F Required
· All hernia repairs
· Pilonidal excisions, Lipoma excisions
· If consenting for a procedure is required flag with the HMO so this can be done 
[bookmark: _Toc136638681]Discharging Patients
· When the note is completed make sure to click “Print Letter”
· These must be handed in down in Outpatients Clinic A
[bookmark: _Toc136638682]Q-Flow
· User Guide found HERE
· Settings:
· Current Unit: Northern Hospital Epping
· Location: (if F2F the room you are actually in, if telehealth any room at all)
· Function: General Surgery
· Go to Tools. Click Service Console.
· View: Single Service
· Service: Dr Surgical Registrar NPSURG2PDREG
· Seeing Patients – Click on the Patient
· Silent Call: Assigns to you without announcing in clinic waiting room
· Call: Assigns to you and alerts patient in waiting room to attend your room
· Return to Queue: Unassigns patient from you
· Outcome Form: Must be done after you’ve seen patient.
· Telehealth patients seen prior to Tuesday Clinic
· Still need to be actioned on QFlow during clinic (so useful to track on excel spreadsheet)
· DO NOT FTA a patient on Q-Flow until their clinic appointment time
[bookmark: _Toc136638683]Interpreters
· If Booked, call appropriate interpreter and they will organise group call LINK (only works on intranet)
· If On-Demand, call TALS and ask for an interpreter #58188
[bookmark: _Toc136638684]Reviewing Specific Patients
· Laparoscopic Appendicectomy
· Wound reviewed by GP? Pain improving/resolved? Tolerating diet? Opening bowels/passing urine? Wound healing? No pus or discharge? No fevers/chills? 
· If all okay then D/C from Surg 2 OPC and for GP f/u
· Laparoscopic Cholecystectomy
· Wound reviewed by GP? Pain improving/resolved? Opening bowels/passing urine? Wound healing? No pus or discharge? No fevers/chills? 
· Tolerating diet? Often patients have some loose stools typically worsened by fatty food. This is normal post-op. It will typically improve over several weeks, advise reduce fat diet and re-introduce as tolerated. Still appropriate for discharge in these cases.
· If all okay then D/C from Surg 2 OPC and for GP f/u
· Inguinal Hernia Repair/Umbilical Hernia Repair
· Needs to be seen F2F
· Wound reviewed by GP? Pain improving/resolved? Opening bowels/passing urine? Wound healing? No pus or discharge? No fevers/chills? 
· Any re-occurrence of symptoms?
· Examine for hernia re-occurrence. Any cough impulse?
· NOTE: If Incisional/Large Ventral Hernia repair (i.e. Open retrorectus) – Patient needs to be seen by Registrar/Fellow/Consultant too. 
· If all okay then D/C from Surg 2 OPC and for GP f/u
· Endoscopy
· A lot of patients have polyps. Important to look at report and histology to see how many and their appearance.
· Endoscopy reports often have recommendations on them.
· Use polyp.guide to determine appropriate timing for repeat scope
· If DT (Drain Tube) in Situ
· Check Operation Note plan
· Note quality and quantity of DT output
· Always review with Registrar/Fellow/Consultant. 





[bookmark: _Toc136638685]Clinic - Breast MDM, Breast Outpatient Clinic & Outpatient Jobs
NHBREASTMDM	Breast MDM (Issac)
NHBRSTGC		Breast Grace Chew
NHBRSTKT		Breast KJ Tan
NHBRSTMI		Breast Michael Issac
NHBRSTST		Breast Saam Tourani
NHBRSTWO		Breast Wei Ming Ooi                                                                                                                                          NHBRSTWS                       Breast Wanda Stelmach
Send an email to northern.health@cancermdm.com.au letting them know you are the new Surg 2 intern starting on X date and ask for access. Once you’ve got it, you can access via this link: https://www.cancermdm.com.au/northern/Login.asp
[bookmark: _Toc136638686]Overview
The Breast Cancer Multi-Disciplinary Meeting (MDM) is a discussion between treating clinicians (Surgeons, Oncologists, Radiation Oncologists) and diagnostic clinicians (Pathologists and Radiologists) to arrive at a consensus diagnostic and management plan for patients. 
Most clinicians will pre-read and prepare the case discussions for these patients, so it is important that adequate notice is given. 
You need a login, email northern.health@cancermdm.com.au the week before you start to arrange access.  
You will be expected to add patient to MDM list and chase imaging/pathology so that MDM runs smoothly. The deadline for adding patients to the MDM list for the Friday is the Wednesday 2 days prior.
Most management of the MDM Database is taken care of by the HMO.
· MDM starts at 0800. Aim to watch some with the whole team. You’ll learn quite a bit about mammograms and breast ultrasounds.
· If sitting in on an MDM, you can print out a copy of MDM Agenda emailed prior to the meeting and follow along during the discussion, noting down any jobs that come up. 
· Try to sit in with Mr Issac’s clinic at least once in your rotation. You will have the opportunity to learn about breast imaging, take a breast history, perform breast exams, and learn the management of breast patients.
[bookmark: _Toc136638687]Chasing Investigations for MDM
· Investigations @ Northern – fill out relevant details. You MUST fill in Sample type, Specimen site, Date and Provider for the path slides to be located.
· Investigations Externally:
· Imaging
· If hospital or breast screen then send Hub+Spoke (search Hub and Spoke on PROMPT – there you can find the request from and a list of relevant email addresses and fax numbers to send the form to)
· If it is a radiology centre with no available Hub and Spoke Email/Fax number then email Max with patient details, scan (modality, imaging provider, date if known) and requesting consultant
· Histopathology
· Fax request to pathology lab (see S:/ Drive for template and contacts list)
· Takes 48 hours for physical slides to arrive. Need to arrive before 12pm Thursday.

· Deadline for adding patients to MDM is Wednesday 08:00 two days prior to the Friday 
· Any late additions that require pathology review must be discussed with the Northern Anatomical Pathologist on (03) 840 58373 or (03) 9076 3150 prior to adding to the agenda (usually Diana).
· If needing to remove patients at any time, or make edits after the Wednesday cut-off - email cancermdm@nh.org.au
· Otherwise, you can add, move, and edit patients on your own (prior to the cut-off)

[bookmark: _Toc136638688]Typical Patients
Emergency Cases
Majority received from AGSU on post-take days, however occasionally there are emergency/urgent admissions from clinic or post-op patients managed/operated on by Surg 2/Breast consultants either privately or at BHS etc.
· Post-op: lap choles, lap appendices, I+D abscesses
· Pancreatitis, diverticulitis, colitis (ischaemic and infective), small bowel obstruction
· Code traumas (usually MVA/MBA), rib fractures – If head trauma, ensure Westmead PTA assessment has been done within 24 hours of the trauma (https://www.seslhd.health.nsw.gov.au/sites/default/files/groups/StGTrauma/Policies/SGSHHS_CLIN155_Post_Trauma_Amnesia_testing.pdf)
· MRSA +ve abscesses/wounds etc. 

[bookmark: _Toc136638689]Elective Cases
· Breast: WLE + SLNB / mastectomies / hook wire guided excisions 
· Lump excisions, lipoma removals 
· Thyroid and parathyroid
· Some lap chole
· Hernia repairs – umbilical, epigastric, inguinal
[bookmark: _Toc136638690]Breast Cancer & Surgery – Ultra Rapid Overview
· Breast Lump
· Get USS + MMG
· Not suspicious = reassuring
· Suspicious = irregular border, taller than it is wide, posterior shadowing, interrupting normal tissue planes
· If suspicious:
· Core Biopsy (typically USS guided, but can be MMG or MRI guided but both rare)
· (FNA is only used for simple cysts; is not very useful as you low architecture and structure of the sample)
· Then histopathology:
· Benign 
· Malignant
· DCIS, LCIS, IDC (NST is a subtype of this), ILC, 
· If malignant lesion found:
· Typically completion of breast imaging including axilla
· If imaging NAD -> Sentinel lymph node biopsy to be performed typically at same time as wide local excision of the breast lesion
· If suspicious axillary node on imaging -> core biopsy
· If histology of sentinel node biopsy or core biopsy concerning:
· Axillary dissection – typically of Level 1 + 2 nodes (ie. nodes lateral to pec minor lateral margin + nodes deep to pec minor)

· Breast Arterial Supply
· Medial: Internal Thoracic Artery (from Subclavian Artery)
· Lateral: Lateral Thoracic Artery (from Axillary Artery)
· Medial intercostal artery perforator 
· Anterior intercostal artery perforator
· Lateral intercostal artery perforator
· Pectoral branch of thoracoacromial


[bookmark: _Toc136638691]Common Presentations
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[bookmark: _Toc136638692]Check these for all patients:
· Obs?
· DVT Prophylaxis?
· Antibiotics? Day X?
· Analgesia?
· Flatus? Bowels open?
· SOOB, DB&C, Mobilising?
[bookmark: _Toc136638693]Pancreatitis
· Are they on oxygen?
· Is clexane charted?
· Is PPI charted?
· Fluid balance?
· IVT – 4+6+8L bag; 3-5L/day
· On PCA? How much analgesia?
· Last WCC, CRP and renal function?
· Lipid profile, HbA1c, LFTs?
· IgG subclasses - ideally when inflammation settled; so OP in 3-4/52
· Aim D/C with GP f/u + Tele OPC
[bookmark: _Toc136638694]Diverticulitis
· Is clexane charted?
· On IV Abx? Number of days? Usually discharge on 5 days PO Aug DF 
· Collection or perforation on CT?
· Previous scope + report?
· How much analgesia? 
· Last WCC, CRP and renal function? 
· If nil recent C-scope then OP scope in 6-8/52; HMO to do NOA 
· Aim D/C with GP f/u
[bookmark: _Toc136638695]Lap Appy – Simple
· No post-op bloods
· Aim D/C with GP F/U for wounds and Tele OPC for histology 
[bookmark: _Toc136638696]Lap Appy – Complicated
· Is clexane charted?
· Perforated appendix?
· DT output?; blood vs serous?
· On IV Abx? Number of days?
[bookmark: _Toc136638697]Lap Chole – Simple 
· No post-op bloods
· Low-fat/no-fat diet
· Aim D/C with GP f/u for wounds and Tele OPC for histology 
[bookmark: _Toc136638698]Lap Chole - Complicated
· Is clexane charted?
· Is PPI charted?
· Was an IOC done?
· DT output?; blood vs serous?
· Bilirubin + LFTs?
· Last WCC, CRP and renal function? 
[bookmark: _Toc136638699]Trauma
· Is clexane charted?
· Is the tertiary done?
· Ongoing AH/PT/OT review?
· Aim D/C with GP F/U
[bookmark: _Toc136638700]Hernias – Simple
· Is clexane charted?
· How much analgesia? 
· No post-op bloods
· Aim D/C with F2F OPC for wound r/v
[bookmark: _Toc136638701]Breast
· NO CLEXANE until review D1
· NO CLEXANE if ALNDx
· DT output?; blood vs serous?
· How much analgesia? 
· Dressing to stay on – r/v in F2F OPC
[bookmark: _Toc136638702]Thyroid/Parathyroid
· NO CLEXANE
· DT output?; blood vs serous?
· How much analgesia? 
· PTH + Ca 4-hour post-op + mane
· TFT 6/52 with GP
· Is calcium + calcitriol needed?
· Is thyroxine (100mcg) needed?
· Dressing to stay on – r/v in OPC
· D/C advice – flag Sx of HyperCa
[bookmark: _Toc136638703]Laparotomies
· On PCA? How much analgesia?
· Is clexane charted?
· Antibiotics?
· DT output?; blood vs serous?
· Fluid balance? Urine output?
· Diet?
· Dietitian + PT/OT review
· Family updates
[bookmark: _Toc136638704]Post abscess drainage
· DT output?; blood vs serous?
· Aim D/C 



[bookmark: _Toc136638705]Peri-op Medications
PROMPT: Perioperative Medicine - Referrals & Patient Management
[bookmark: _Toc136638706]VTE Prophylaxis
· As per the operation report or Registrar.
· Breast Surgery or Axillary Dissection patients typically do NOT get enoxaparin
· Thyroid or Parathyroid patients typically do NOT get enoxaparin
[bookmark: _Toc136638707]Antihypertensives
· ACEi/ARBs should typically be withheld for 24 hours pre-op & recommenced within 48 hours
[bookmark: _Toc136638708]Oral Hypoglycaemics & Insulin
PROMPT: Diabetes - Patient Management & Peri-Operative Diabetes Management Plan (Cheat sheet!)
· SGLT2i should be recommended when eating a normal diet
· Metformin should be recommenced 48 hours post-op
· Pre-op insulin may need to be altered

[bookmark: _Toc136638709]Post-Op Management
· Regular Medications
· If elective patient is staying overnight check EMR pharmacy/anaesthetics Pre-admission note to confirm if on any regular medications 
· If AGSU patients are anticipated to stay more than one day then ensure MMP is requested and check if on any regular medications (often not charted by AGSU)
· Bloods
· For cases with expected next day discharge – bloods are not usually required
· Thyroid patients – need PTH + CMP 4-hours post-op and mane (Confirm with OP note/Registrar first)
· Breast Cancer Surgery
· Probably worth calling or emailing Cheryl the Breast CNC
· She knows all the breast patients and is incredible at reassuring patients and helping facilitate discharges for patient who want to stay remain an inpatient even when it is not medically necessary.

[bookmark: _Toc136638710]Common Management
[bookmark: _Toc136638711]Nasogastric Tubes
· CXR to confirm location
· Typically started on free drainage – this can then be reduced based on reducing output
· Free Drainage 
· Spiggot + 4-hourly aspirations (ensure bowels are working; fluids passing through GIT)
· Spiggot + PRN aspirations for nausea


[bookmark: _Toc136638712]Common Medications
PROMPT: Analgesic Stewardship - Analgesic Prescribing in Acute Pain
PROMPT: Infection - Antimicrobial Prescribing Guide
	MEDICATION
	INDICATION
	ROUTE
	DOSE
	FREQUENCY

	Oxycodone IR

	Severe pain
	PO
	5-10mg
	4-Hourly PRN

	Ceftriaxone

	Infection
	IV
	1g 
	Daily

	Metronidazole

	Infection
	IV 
	500mg
	BD

	Amoxicillin/Clavulanic Acid

	Infection (de-escalating)
	PO
	875/125mg
	BD for 5/7

	Trimethoprim/Sulfamethoxazole
	Infection (de-escalating)
Penicillin allergy (any type)
	PO
	160/800mg
	BD for 5/7

	Metronidazole
	Infection (de-escalating)
Penicillin allergy (any type)
	PO
	400mg
	BD for 5/7

	Ondansetron
	Nausea
	PO / IV
	4-8mg
	TDS PRN
Max 16mg

	Metoclopramide
	Nausea
	PO / IV
	10mg
	TDS PRN
Max 30mg

	Cyclizine
	Nausea
	PO / IV
	25-50mg
	TDS PRN
Max 150mg





[bookmark: _Toc136638713]Theatre & Procedures
[bookmark: _Toc136638714]Same Day Procedures
· Patients who have Same Day procedures do NOT need a discharge summary completed. Though Surgical Registrar/Fellow usually put in relevant CPF outpatient referral – it is safest to check all operations done on the day and ensure referral done. 
· There are rare occasions where they may have been booked overnight but then discharged same day – these patients will typically need a discharge summary.
· You may also be requested to write a script for these patients, write a medical certificate, or review them for pain/nausea so it is useful to be aware of all elective patients for the day.
[bookmark: _Toc136638715]Lymphoscintigraphy
· Patients that require a Sentinel Lymph Node Biopsy need to be booked in for lymphoscintigraphy.
· This should already be booked – but double check at the start of every week to ensure.
· If AM list – must be the night before procedure
· If PM list – is typically morning of procedure
· Call or talk to the staff in Nuclear Medicine and they can confirm if the patients are booked
[bookmark: _Toc136638716]Hookwire Guided Procedures
· If a patient has a lump or mass that is not palpable then they will have a hookwire guided procedure.
· An intern must be available during the procedure to run the specimen to radiology. Make sure your contact number is written on the board in theatre.
· It will need to be assessed by ultrasound, mammography or both. If both try and get mammography first as the images are typically slightly better before the specimen is smothered in gel.
· When getting mammography – make sure the image is also printed for you to take to theatre.
· Take note of the phone number for the theatre – you can then call once radiologist has confirmed clear margins. 
· You need to write up a normal radiology request for the specimens (sometimes the Reg has already done it)
eg. Left breast specimen MMG ?clear margins; Right breast specimen USS ?clear margins
· The specimen will have 3 orientating sutures (short = superior/ 1 clip, middle = medial/ 2 clips, long = lateral/ 3 clips)
· The specimen needs to be returned to theatre so it can be sent for histopathology 
[bookmark: _Toc136638717]In-patient Interventional Radiology Procedures
· You need a signed consent form, a radiology request form, Coags, and platelets
· Find the interventional radiologist (there are rosters on the walls in the corridors in radiology) and get them to approve the procedure; Submit everything in the procedure bookings office/trolley bay
[bookmark: _Toc136638718]Out-patient Interventional Radiology Procedures
· You will need to take a signed Radiology request slip to procedures booking office. 
[bookmark: _Toc136638719]Endoscopy
· You need a signed endoscopy request form and submit it in the endoscopy bookings office.
[bookmark: _Toc136638720]Elective Surgery
· You need a signed Notice of Admission (NOA) and submit it in the surgical nurse liaison office.
[bookmark: _Toc136638721]Anaesthetist Review
· You need to call the anaesthetist-in-charge to refer the patient
· If approved, fill out the referral form and stick it to the whiteboard in the anaesthetics office.
[bookmark: _Toc136638722]Discharging & Referrals
[bookmark: _Toc136638723]Criteria Led Discharges
· You will get a lot of these from AGSU handed over – always worth checking if they are completely organised, script is completed, and summary is ticked off.
[bookmark: _Toc136638724]Clinic Referrals 
· Tuesday General Surgery Clinic
· When referring make sure to note whether it is F2F or Telehealth
· Typically F2F: Hernia repairs, lipoma excisions, pilonidal abscess
· Typically Tele: Lap appy, lap chole
· Typically GP-Only F/U: Diverticulitis
· Friday Breast Clinic
· Ensure referral is to the correct consultants clinic
[bookmark: _Toc136638725]HITH Referrals
Very common task in this team as many patients go home with drains, especially breast patients
· Breast Patients:
· Clarify with Registrar/Consultant limits for removing drain tube (below is a guide only)
· KJ Tan: 30mL/day for 2/7
· Grace Chew: 30mL/day for 2/7
· Wei Ming Ooi: <40ml in 2 consecutive days, reportable limit 200mls.
· Wanda Stelmach: At least 3 days then removed when output <30ml/day
· Michael Issac: <20ml/24 hours for 2/7
· An upper reportable limit is also required – typically it is 200ml (but again, clarify with Reg)
· Must document GOPC. Also document follow-up plans (eg. clinic in 1/52)
· Generally post-op breast surgery patients DO NOT need to have Enoxaparin/Chemical DVT ppx. when discharged with HITH unless if specified by consultant – always clarify with Registrar first. 
· Wound Management: 
· Wound must >3.5cm deep or will refuse to accept
· Document what dressings and frequency of change
· Must document GOPC. Also document follow-up plans (eg. clinic in 1/52)
[bookmark: _Toc136638726]Miscellaneous 
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 on EMR
· on the discharge summary on EMR
[bookmark: _Toc136638727]Useful Resources
· PROMPT Guidelines
· AMH
· eTG
· Renal Dosing Guidelines (link on Intranet)
· https://www.polyp.guide/ 
Extra Tips:
· Some investigation/referral requests (especially if to a different hospital such as RAI at the Austin) require Consultant name, provider number and/or signature (you can find a list of Relevant Consultant Provider Numbers on S Driver -> Medicine -> SURG2 -> Surg2 Consultant Provider numbers)
· Make sure to regularly update the Registrar/Fellow about progress with inpatients especially if deteriorating patients. You are expected to go to the OT to discuss especially if urgent.
· Ensure you keep a record of every patient admitted (AGSU post-take/Elective) and/or discharged (Add to EMR list SURG2 Audit with presentation/operation) this will help the team when preparing audit presentations. 
· Remember all General Surgery Interns (AGSU/SURG1-4) function as a larger team. Given each unit has varying patient loads on a given day it is an expectation that teams with lighter patient loads help the team which is busier on the day. Make sure to ask for help and offer help when needed and able respectively. 
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