ROTATION: UROLOGY
UPDATED BY: Rory McCarthy		CONTACT: rory.mccarthy@nh.org.au          DATE:  17/01/2022  The Northern Hospital
  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
TOP TIPS!1. Lauren is a gold mine of information
2. Make a jobs document for MDM and Groupchat jobs. Update it constantly. It keeps track of what you’re doing and helps things to not slip through the cracks.
3. ESWL – performed at St. Vs, stone needs to be visible on AXR or US-KUB, make sure MSU, FBE, COAGS, U/E/C performed while patient is in hospital/ED!
4. Know how to refer for Trial of void (CHS), ESWL (St Vincent’s), PCNL (St Vincent’s or Western), rad onc, urodynamics






STAFF
	UNIT STAFF & KEY CONTACTS
	CONTACT DETAILS

	Head of Unit: Owen Niall
	Via switch

	Consultants: Cathy Temelcos, Daniel Steiner, Sudheshan Sundaralingham, Dennis Gyomber, Janice Cheng, Prassanah Satasivam
	Via switch

	Fellow: Sivashankar Meganathan (Shankar)
	

	Registrars: Unsure who yet
	

	2 HMOs
	

	Intern
	

	Carolyn + Phuong: Elective Theatre Bookings Personnel
	In the theatre bookings, surgical offices

	Lauren Chandler: Urology Clinical Nurse Consultant (she knows everything)
	You will see regularly on WR

	Bonnie Ferguson: Outpatients Bookings Personnel
	Usually F2F contact on clinic days otherwise by email



GEOGRAPHY
	ITEM
	LOCATION

	Home ward
	Ward 16

	Morning meeting point
	Ward 16 7:30AM

	Your pager lives here
	Ward 16 on top shelf next to urology tray (#041)

	Patient list
	S Drive -> Medicine -> Urology -> Ward list

	Handover 
	Night staff will contact you if required.

	Theatre
	Often in theatre 5,6,7

	Outpatient clinic
	OPC A(mostly) otherwise G or D




WEEKLY TIMETABLE *** There is a 4 week rotating roster

	Mon
	Tue
	Wed
	Thu
	Fri

	07:30-08:00
Ward Round
(Ward 16)


09:00-10:00
AM OT list






13:30
Occasionally OT list
Stone clinic
	07:30-08:00
Ward Round
(Ward 16)






1230-1330
Intern teaching


13:30 -17:00 (alternating weeks)
Cystoscopy list – Reg + HMO
	07:30-08:00
Ward Round
(Ward 16)
08:30-9:30
MDM + XRM

10:00-13:00
Consultant clinics
Post-D/c clinic





13:30-17:00
Afternoon OT list x 2
(not every week)
	08:00
Ward Round
(Ward 16)
(usually late start if not many inpatients)

09:30-12:30
Post-D/c Clinic


12:30-13:30
HMO Education


13:30-17:00
Afternoon OT list
(Fortnightly, occasionally there are 2 lists)

13:30 -17:00 (alternating weeks)
Flexible Cystoscopy list – Reg + HMO
	07:30-08:00
Ward Round
(Ward 16)

08:30-12:30
Post-D/c Clinic







13:30-17:00
Afternoon OT list
(approx. monthly)



HMO ROLE & RESPONSIBILITIES
1. Taking referrals 
· Mostly through Medtasker
· Some people page or voice page through switch
· See patient, come up with plan and run by reg
· Common referrals:
· Haematuria
· Stones
· Retention
· Testicular pain
· Inpatient referrals: Failed TOV, recurrent UTI, incontinence
· HMO takes referrals from ward round until Medtasker finishes at 4.30pm, then calls go through to reg on call
· Morning shift HMO usually takes referrals during the day until the afternoon shift HMO comes in at 2pm, handover and try to leave on time
· Afternoon shift HMO takes over the Medtasker and pager and continues taking referrals until 4:30pm. After hours, the afternoon HMO prepares/follows up on MDM and radiology meetings
2. MDM & radiology
· HMOs responsible for the MDM and radiology meetings
· This is THE MOST IMPORTANT JOB
· Patients to be presented will be added to the MDM and radiology whatsapp groups
· Aim for 5 patients per MDM and 4 patients per radiology meeting
· Aim to discuss patients (especially cancer patients awaiting treatment) within 2 weeks, or before their OPC appointment
· Add patients to the MDM/meeting word document in the urology folder on S drive
· S drive  Medicine  Urology  MDM/Radiology
· There is an example of the information needed at the top of the MDM form
· Add patients to CanMap website (https://www.cancermdm.com.au/Northern/Login.asp)
· Email CancerMDM (Cancermdm@nh.org.au) to get registered and a log in or if you have issues with using CanMap
· Use the ‘To do/outcome’ column to list all things that need to be done, or to document the outcomes you have actioned. This allows you to easily follow what needs to be done and what has been done
· All referral (see below) forms are in the reg room/old recovery.
· Make referrals early
· Call patients after MDM to update if they haven’t got a OPC appointment that week
· Email Max (nh.hispacs@healthcareimaging.com.au) to get imaging imported
· Print off a copy of the MDM and radiology document on Friday to give to Jada
· Make sure all patients are on CanMap by Friday (official cut off for histology is 9am Monday morning!!)
· Patients can be edited until the day before MDM
· Histology is usually processed at The Alfred from Northern. If it is from anywhere else, it needs to be requested from the external site to Anatomical Pathology, The Alfred Hospital by the Friday before the MDM.
· There is a pending patients document in the MDM folder that you can put patients awaiting discussion so they don’t get forgotten
3. Theatre 
· Try to get to theatre as much as possible!
· You’re always welcome at flexi lists – go!
4. Arranging for procedures 
· TOV: 
· Typically defined as 3x decent voids with not much residual PVRs (ideally <50mL is great – but many are happy with <100mL PVRs). 
· As an inpatient usually done early morning post op or after CBWI (continuous bladder washout and irrigation).
· As an outpatient, complete and fax over a CHS Day Admission Form. There is a minimum wait time of 2 weeks.
· If the patient has an outpatient appointment at TNH at around the same time as their TOV, contact Lauren (urology nurse consultant) and let her know about it so they can organise the TOV at TNH instead
· If the patient has had a bladder neck excision, prostatectomy or bladder injury that has led to their IDC, sometimes they will require a cystogram prior to their TOV to ensure there is no leak. Place a radiology request for a fluorography cystogram and place the patient onto the cystogram list on the ward list. Let Lauren and regs know of cystogram date.
· BCG: Lauren usually organises this and we just need to fill in a script for her (and hopefully you won’t have to do the rest)
· Generally, the intern does this
· For continuing maintenance therapy etc email Lauren
· Consent (CHS NOA form) needs to be completed by patient 
· Call DMU ward clerk @ CHS – Vicki 83028 to find out next available date 
· Fax CHS NOA form (Fax: 8338 3112) and drop hardcopy of referral in green Outpatients box at Ward Clerk’s desk  
· Write script for BCG 81 mg intravesical quantity 3 with 1 repeat, adrenaline 0.5 ml (1:1000 IM), hydrocortisone 100 mg IV, phenergan 25 mg IV. 
· Hand in to TNH pharmacy (NOTE: write the appointment date on the script so pharmacy are aware when BCG needs to be prepared.)
· Interventional radiology procedures (nephrostomy tubes, renal Biopsies, AML embolisation): 
· Done through interventional radiology as usually image guided
· Forms needed:
· Consent to operation form
· Imaging request (needs to be signed by interventional radiologist) and hand in to procedure bookings
· Recent INR/Coags
5. Organise External referrals 
· St Vincents ESWL referrals 
· Fax completed ESWL form to St Vincents 
· Ensure that all reports for investigations are attached 
· St Vincents Urodynamics
· Private service – pt will need to pay out of pocket 
· Alternatively you can send to Continence service via TNH 
· Google this for the form – or otherwise plenty available in OPD A area
· Radiation Oncology Referrals (from MDM meetings)
· Separate form
· Needs to be completed and faxed
· St Vincents PCNL
· Patient must be seen in Specialist Outpatient Clinic at St Vincents prior to be considered for PCNL 
· Fax our ambulatory care referral form WITH a referral letter and investigations to 9231 3489 
· Or Fax St V specialist clinic referral template to their number: https://www.svhm.org.au/ArticleDocuments/722/Specialist_Clinics_Referral_Form_Dec_2020.doc.aspx
· Royal Park urodynamics
· Separate form (Lauren has some) – complete and fax
· Keep copies of all referral forms in the urology tray  easy access for when completing MDM outcomes
6. Ensure patients discussed at MDM have follow up OPC appointments 
· Please make sure patient has had discussion at Urol OPC prior to organising rad onc appointments (ensure that you write on referral that patient unaware of diagnosis and will require appointment to see rad onc post Urol OPC)
· Organise any imaging required for these patients 
· Also, ensure all your weekend discharges and day procedures end up having follow-up appointments. It can be a little inconsistent from time to time.
7. OPC appointments 
· Done via CPF – Summary Tab → Submit internal referral.
· They are typically under post-discharge clinic (most) or stone clinic
· Karina (the outpatient clinical coordinator, usually every Wednesday, Karina will email you to let you know there is a folder of OPC referrals that require radiology requests (sometimes also pathology request). Depending on the size of the folder, you may need to write up to 30 slips! I usually do them on a Thursday afternoon or when it’s quiet, then return them to Karina before the end of the week.
8. Attend clinics: especially Wednesdays
· Discuss each patient with the consultant or registrar.
9. Learn to do a guidewire IDC insertion: 
·  The most important skill you will carry forward onto your future rotations and years.
COMMON CONDITIONS MANAGED BY UNIT
· 
5

6

· Urinary retention
· BPH
· Kidney stones
· Recurrent UTI’s
· Testicular pain – orchitis, epididymo-orchitis
· Urinary incontinence
· Cancers (eg. Bladder, prostate, kidney)
· Haematuria


COMMON MEDICATIONS SPECIFIC TO UNIT
	MEDICATION
	INDICATION
	ROUTE
	DOSE
	FREQUENCY

	Duodart
	BPH
	Oral
	500/400mcg
	Daily

	Tamsulosin
	BPH, bladder/ureter spasm/stent irritation, BOO, 
	Oral
	400mcg
	Daily REGULAR

	Oxybutynin
	BPH, bladder/ureter spasm
	Oral
Patches
	2.5 – 5 mg
3.9mg/24 hours
	TDS
Change every 3 days

	Ciprofloxacin
	Epididymitis, prostatitis
	Oral
	500 mg
	BD, 2 weeks (phone authority)

	Bactrim DS
	Infection
	Oral
	160/800 mg
	BD

	Meropenem
	Severe infection
	IV
	1 g
	TDS



COMMON REFERRALS (and tips) 
The little urology handbook in the reg room is golden!!
UROWEB – website with guidelines
· Haematuria
· Get a photo of the colour
· ?Clots, infective symptoms, anticoagulants, LUTS, cancer (family history, smoking, exposure to chemical carcinogens – aromatic amines, tyre/rubber factors, hair dressers)
· PVR to ensure not in clot retention
· If very dark or clots may need 3 way and manual and CBI
· General work up: 3x urine cytology (different days), CT-IVP and flexible cystoscopy (cat 1)
· Urinary retention
· Take LUTS history
· May require insertion of IDC. 3-way catheter + washout if clot retention.
· Stones
· Important points: size, side & location, urine dip (nitrites?), infective symptoms, pain controllable, special patient factors (eg 1 kidney?)
· Testicular pain
· If it sounds like torsion or fourniers – DO NOT WAIT FOR ULTRASOUND
· Otherwise: US, urine dip, sexual history
· Always carry SurgiLube with you!
PROCEDURAL TIPS:
Manual bladder washout
· Make sure the patient has plenty of analgesia 10 - 30 mins before commencing!! e.g. 10 mg subcut morphine. Diazepam can be helpful
· Make sure the patient is lying as flat as possible
· Use 60ml x2 Syringes, one to plug the IDC while you fill the other
· Fill the bladder with 150-200mLs of normal saline first
· Flush in 60mls as hard and as fast as you can and then suck the water back out as fast as you can
· Repeat until clear
· Once urine clear, commence continuous bladder irrigation (make sure saline bag is high above patient)
· Tips to get clots out:
· LOTS of water
· Pulsing the syringe when flushing saline in
· Rotating IDC
· Deflating balloon
· Getting the patient to move, jiggle, laugh – it actually works
· sometimes: advancing or pulling IDC
· Sometimes clots lie along length of IDC, so needs to be changed, check with reg first 
Three-way IDCs
· These can be found in ward 16, ED and CSSD (22 or 20Fr)
· Need 30mls to fill the balloon
IDCs
· Bigger is often better in cases of BPH – at least 18 French (Sometimes large Fr IDCs may allow easier insertion as their tip is less flexible.)
· Penis on upwards stretch! 

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
[bookmark: _GoBack]
