\\J

N l Ballarat HeahhServnces
Putting your health first

Surgical Workbook

Self-directed learning package

To be read in conjunction with:
HMO/Intern position description
Surgical Unit orientation information

NAME:

Author: Dr Benjamin Scott
July 2016



End of Term Date:

Workbook Review

Comments:

[ ] Completed

[ ] Nonyet complete

Term Supensor

Dr.

Director of Clinical Traininor delegate)

Date

Dr.

Date



Pre and Post Worldok Survey

Many thanks for taking the time to complete the surgical workbook. I truly hope it helps
you in approaching some of the common cases that you may see on the wards. A lot of
work has gone into this project and it would be great to know if it is foany value to new
surgical interns and residents.

Could you please take the time to complete the first part of this survey prior to
completing the work book and the second part once you have completed the relevant
case. Each should take less than 2 mitas.

Surgical education survey:

First page to be done prior to completing the workbook

If you were to encounter the following scenarios on the first day of your surgical rotation
would you feel confident in managing;
A patient presenting with cholecy stitis

Strongly Agree Strongly Disagree
Post-operative patient with a fever

Strongly Agree Strongly Disagree
A patient presenting with appendicitis

Strongly Agree Strongly Disagree
A patient presenting with acute limb ischae mia

Strongly Agree Strongly Disagree
Assessing risk for Venous Thomboembolism and prevention strategies

Strongly Agree Strongly Disagree
Post-operative patient with hypotension

Strongly Agree Strongly Disagree
A patient presen ting with a bowel obstruction

Strongly Agree Strongly Disagree
Assessment of fluid status and prescribing IV fluids

Strongly Agree Strongly Disagree



Having done the workbook do you feel more confident managing the following
clinical scenarios?
A patient presenting with cholecystitis

Strongly Agree Strongly Disagree
Post-operative patient with a fever

Strongly Agree Strongly Disagree
A patient presenting with appendicitis

Strongly Agree Strongly Disagree
A patient presenting with acute limb ischaemia

Strongly Agree Strongly Disagree
Assessing risk for Venous Thomboembolism and prevention strategies

Strongly Agree Strongly Disagree
Post-operative patient with hypotension

Strongly Agree Strongly Disagree
A patient presenting with a bowel obstruction

Strongly Agree Strongly Disagree
Assessment of fluid status and prescribing IV fluids

Strongly Agree Strongly Disagree

Are there any other topics you would liketo see included?

Do you have any feedack or improvements for the education resource?



Seltdirected workbook Surgery

This seHdirected workbook as a guide for you to assess your knowledge and identify your learning
needs by completing thevorkbook.

It is not mandatory, but we would like to continue to use it as it assists with performance appraisals
(which is essentially performance coaching), and to provide some more structure and real learning
outcomes.
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Professional expertise

BHS Surgical Expected Learning Outcomes

1. To be able to manage patients with surgical presentatmms$he ward and referred
by the Emergency Department.
2. Understand the manageent requirementsfor postoperativepatients

Education
The education series covers the following topics:

Abdominal Pain
Pyrexiag Post op
Appendicitis
Ischaemia
Anticoagulation
Hypotension
Diabetes

Bowel Obstruction
Hypovolaemia
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The learning resources this selfdirected workbook cover these topics. The learner should complete
the selfdirected workbook to enhance their own understanding of their learning needs. Every section
does not need to be completed. Use it to reinforce areas where your kmlgwles strong, or to identify
areas that need some work. In many cases this will mean on the job learning, rather than finding
information in books.

We suggest that completing this workbook in preparationor duration of your surgicaérm is
stronglyadvised.

Formal educational activities occur throughout the we¢8urgical terms)

It is not possible for doctors to attend all sessions due to shift work, duration of rotations and leave
etc. therefore weendeavor topublish for each topic the PowerPoipresentations and assoced
resources for people to read on the BHS education resource website:
http://educationresource.bhs.org.au/home
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Case 1:

You have been asked to review Mrs. Robertson in the emergency department, a 38 y¢
female, who has presented with upper abdominal pain over the2dshours. She explain
that it began in the epigastric region but moved to the right upper side about 8 hours
The pain is constant, 8/10 with no radiation.

1. What is your differential diagnosis for this paant (list 3)

2.What specific examination findings will you look for?

From the end of the bed, Mrs. Robertson is obviously in pain and looks uncomfortable.
is not jaundiced.

Blood pressure: 135/80
Heart Rate: 95
Respiratory Rate: 16
Temperature: 38.1
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4. What bedside tests or investigations will you order and why?



The following tests results are available:
Full Blood Examination

Haemoglobin 12.8 g/dL (11.5-16.5) White Cell Count 14.1 x10*9/L (4.0-11.0)
Haematocrit 35.6 % (37.0-47.0) Neutrophils 11.4 x10"9/L (2.08.0)
Red Cell Count 4.05 x10*12/L (3.80-5.80) Lymphocytes 1.4 x10*9/L (1.04.0)
MCV 88 fL (80-96) Monocytes 1.3 x10*9/L (<1.0)
MCH 31.6 pg (27.0-32.0) Basophils 0.0 x10*9/L (<0.2)
MCHC 36.0 g/dL (32.0-36.0) Eosinophil Count 0.0 x10*9/L (<05)

Platelet Count 159 x10*9/L (150-450)

Pancreatic Studies-Serum General Biochemistry
) Sodium 140 mmol/L (136-146)
Lipase <*10 UL (&0) Potassium 3.4 mmollL (3550)

Chloride 106 mmol/L (95-110)
Bicarbonate 22 mmol/L (22-31)

Urea 2.7 mmol/lL (2.3-7.6)

eGFR >A90 mL/min/1.73m2 (> 60)

Creatinine 52 umol/L (40-30)

5. What imaging will you request?

H Ph: (03) 5320 4270

7 Ballarat Health Services P (00 5320 4650
2 Radiology Department PO, Box 577

..... Ballarat 3350

Patient Details Ward or O.P. Department

Affix Hospital ID Label here
Name:
D.o.B.:
URN: Appt Time and Date

Referrer Details (Please print clearly) Courtesy Copy Dr. Details

Name:
Phone/Pager:
Signature: Date:

Patient Transport  Special Needs Classification
[J Wneelchair [J infectious/Cognitive Impaired {Gfio flseonly)
[ Trolley Details: O P""’“fﬂ
[] Bed/Cot [ Renal Failure (See over) O :m:k:n
Owv do, Creatinine/eGFR: Dwo;k‘CO
[] Nurse Escort [ contrast Allergies: [ e ersA" .mp.
[ Bedside/Mobile [ Pregnant  Yes/No [0 Veteran Affairs

Clinical History

Provisional Diagnosis [ urgent (Prease supply contact detaits)

I —— e — —

Examination Requested Area to be Examined
[ utrasound
[ x-Ray
O cr
[J Angiography
D Fluoroscopy/Contrast Studies
[J Theatre Mobile )

[ Interventional [ right [ tet [ Both

Important: All CT and Ultrasound examinations must have an appoi For appoil phone 5320 4270.




Radiology Report
ULTRASOUND ABDOMEN

Indication
? cholecystitis with elevated white cell count and right
hypochondrium tenderness.

Report

The gallbladder wall is thickened, measuring 9mm with
mobile sludge and a 25mm immobile gallstone in the
gallbladder neck. The CBD measures 6mm on these limited
views with no definite choledocholithiasis. Proximally

there is no intrahepatic duct dilatation or discrete liver
lesion. The portal vein measures 11mm with normal
hepatopetal flow.

The pancreas is heterogeneous with the spleen being normal,
75mm long.

Both kidneys demonstrate normal corticomedullary
differentiation, both kidneys measuring 99mm with no
hydronephrosis or renal calculi.

Impression

Thickened gallbladder wall with multiple sludge and large
gallstone is suggestive of cholecystitis. The patient
however was not significantly tender on probe palpation,
possibly as a result of analgesia. No intra or extrahepatic
duct dilatation.

6. Working with the diagnosis of cholecystitis, what will be your management
for this patient (consider that the patient is in the emer  gency department
currently , and the logistics that will be involved).

a) Immediate management in ED

b) Definitive Management



7. What are the common organisms that cause cholecystitis?

8. Mrs. Robertson is now ready for theatre. What approachean be employed by the
surgeon?

9. Mrs. Robertson has returned to the ward and her pesperative management
needs to be commenced.
a. Do we need to continue antibiotics?
b. A nurse asks you if the patient can eat and drink?

c. lIs that patient at risk o& deep venous thrombosis (DVT)? How can these be
prevented?

d. What analgesia will you provide?

e. What are the complications to look out for?

f.  When will you follow up this patient after discharge?

g. Mrs Robertson works in a job that involves daily liftihd 5kg boxes. What
advice will you give her regarding return to work.



Case 2
You are on the ward round and approach Mr. Thompsdped 22a. He states that he is
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Heart Rate 130s

(beats / min) 120s

110s

100s

90s

80s

70s

60s

50s

If heart rate = 180, 40s
write value in box

Write >38.5

Temperature 38.0-38.4 | p—t—o

(°C) 37.5-37.9
37.0-37.4

36.5-36.9

36.1-36.4

If temperature > 38.5 or 35.5-36.0

35.4 write value in box Write <35.4

1. What are some potentiabriginsfor this temperature? Which is the most likely?

2. Currently the patient is looking wellYou know that atelectasis commonly occurs

duringthis time. Are there any preventative measures you can take for this

10



You move to 22b and Mrs. Fung is looking unwell. She had abdominal surgery 8 day
and as she lives alone in an isolated area, the team has decided to kesfe @n her
until she improves. You review her observation chart.
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Heart Rate 130s
(beats / min) 120s
110s
100s oL e
90s | 4 &~
80s
70s
60s
50s
If heart rate 2 180, 40s
write value in box
Write >38.5 -
Temperature 38.0-38.4 Casd
°C 37.5-37.9 7 N, |
(°C) 7
37.0-37.4 | / ¥ \/
36.5-36.9 | &
36.1-36.4
If temperature > 38.5 or 35.5-36.0
<35.4 write value in box Write <35.4

3. What is the likely cause of this pattern of fever in a postoperative patient?
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You move to 23a and Mr Gray is day 5 post hernia repair. He explains that the woun(
feels sore.
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Heart Rate 130s
(beats / min) 120s
110s
100s b
90s
80s L — — B \s(
70s | T
60s

50s
If heart rate > 180, 40s
write value in box

Write >38.5
Temperature 38.0-38.4 »
(°C) 37.5-37.9 /
37.0-37.4
36.5-36.0 | & @——9-1 > | M =

36.1-36.4
If temperature = 38.5 or 35.5-36.0
<35.4 write value in box Write <35.4

5. What is the most likely cause of the fever in this case? What other pathologies can
cause a fever during this time?

6. You take down the dressing (there is no excuse for not looking) and find a hot,

erythematous (red) wound thahas purulent discharge. What actions will you
take?
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Case 3

You have been asked to review Miss Stevenson, an 18 year old femaleshastpd to the
ED with abdominal pain.

1. What are the questions you will ask about abdominal pain?

After a focused history you discover that the pain is in the right iliac fossa. The pain s
6 hours ago and was initially in the pembilical area. Prior to this she has been experiend
nausea and anorexi@r approximately 16 hours. The pain is exacerbated by coughing
was increased when driving over bumps on the car ride to the emergency department

2. Based on the history, what is your differential diagnosis for this patient?

3. What specific signs will you be loakg for on examination?

13




Examination findings

Blood Pressure: 130/80

Heart Rate: 88
Respiratory Rate: 16
Temp: 38.1

Fram the end of the bed the patient appears uncomfortable. The peripheries are coo
the oral mucous membranes are dry.

. 2dz FAYR (KIFG GKS LI GASYG Aa GSYRSNJI |
When palpating the left side of the abdomen,ipas experienced on the right side. Bow
sounds are present. You lay the patient on their left side and extend the right hip, v
exacerbates the nain.
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6. How do you elicit rebound tenderness?

7. What is the psoas sign?

8. What is your initial management for this patient?

(Hint: consider analgesia, hydratiamti-infectiveand communication with appropriate staff
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At this stage you are suspas of acute appendicitis.

9. What blood tests will you order? Consider those that will also help to exclude
other significant pathology.

15



