
Induction to Urology in DRI
Urology Ward -19, phone: 01302 642913
Urology Acute admissions in Ward 27 (SAW)- phone: 01302 644058
SDEC (Same day emergency care unit) – 07788101658
Theatre 1- 642101

Theatre 3 - 642103
Theresa Berry is the head nurse and ward 19 manager.
Registrar’s office is near ward S10- (make sure keys are collected from your colleagues and returned when you switch over)
We usually operate in Theatre 3- and emergencies in Theatre 1, Robotic work in modular theatres in gynae block level -2
We also run theatres and clinics in Bassetlaw (BDGH) and Mexborough hospitals (MMH).

Urology service co-coordinator - stacey.lewkowicz@nhs.net, PH: - 642309
Urology service manager - katie.leversidge@nhs.net
Urology business manager- janette.bailey1@nhs.net
Secretaries 

Diane Mounsey   - 642547         (VK5, JKD)
Sharon Guest -      642548          (FT1, RR4, JL)
Sharon Starr -       642549           (KRS, SG6
Katie Stirling-     642543             (AL4)
Consultants

John Leveckis       (JL)
Vivek Kumar –     (VK5) clinical lead   
Jiwan Darrad        (JKD)
K Ravishankar     (KRS)
R Rajasundaram   (RR4)
Sam Grimsley      (SG6)
Francis Thomas    (FT1)
Adeyinka Layoe    (AL4)
Speciality doctors  

Rere Babalowa

Aron Thomas

Farhan Jarral

Tim Machina

Anand Mohan

Specialist registrars on rotation -*2
Has two F2 and two F1 doctor

ANP- Jess read 
Oncology nurse lead 

Tina soar 

Continence nurse lead and sister in charge of clinical area

Janet Place 

Introduction 

Registrars have a week of oncall starting from Monday 8 am and finishing next Monday 8 am.

The week of oncall Registrar is on call from 8am – 5 pm Monday to Thursday. Friday full day and then over the weekend 48 hrs for Saturday and Sunday. 

The Consultants do split on call over weekdays and a consultant is on call over weekend.  

A weekly and monthly on call and elective rota is available in advance. The registrars and speciality doctors are posted in Doncaster, Mexborough and Bassetlaw hospitals to do elective work.

Liaise with Katie Leversidge (service manager) and Mr Grimsley –for rota issues.

Ward rounds
The on-call registrar see the patients in ward 27 and in ward 19 along with oncall consultant and junior doctors. Oncall registrar attends the theatre 1 team brief prior rounds on ward 27 at 8 am for emergency cases briefing if any cases posted to emergency theatre. Please get a handover from colleague.
Ward rounds in Ward 19 start at 8 am lead by Registrar who is not on call to see elective postoperative patients only. 
Registrars are then free to do the scheduled weekly activities after the ward rounds.
Please tell the juniors and nurses clearly the plan after discharge during ward rounds. Please make sure the drug cards, imaging and blood results are reviewed daily.
Patient needing complex care need to be discussed with parent consultant on a regular basis.
Consultants see the theatre patients on the day of theatre in TAU before they get to theatre.

Please familiarise with soft wares we use in wards and clinics and obtain login from IT.
Medisec and clinical portal – clinical/patient records
Ice- for investigations 

Well sky for prescriptions 

Nerve centre for ward round observations 

Infoflex- for MDT entry
Chemocare for mitomycin prescription

Emergency admissions
We cover DRI, BDGH and MMH

Patients presenting to DRI A&E are seen by A&E staff first and they are supposed to call surgery SHO to review the patient in A&E. The SHO then can seek advice from oncall urology registrar. If SHO is busy then A&E staff will call registrar direct for advice. 
The A&E staff will call Urology Registrar direct from BDGH A&E. If patient needs to be admitted, then they are transferred over to ward 27 in DRI. Please let staff in ward 27 know of the patient details.

Stable patients who need to be reviewed next day following discharge from A&E or patient referred from GP can also be seen in SDEC (emergency surgery ambulatory centre).
If there is a patient posted for emergency surgery in theatre1 make sure, the oncall registrar gets a hand over and attend an emergency theatre 1 meeting at 8 am. 
Patients admitted in SAW are reviewed by on call registrar at 8 am with consultant on call.
Make sure patients remain under a named urology consultant who is on call for that respective day/night before.
SAW has a SHO and HO and ANP who covers urology acute admissions as well as general and vascular surgery. They do the patient review, notes and drugs prescription for all specialties in acute admission.
Let the ward 19 know of outliers so that they can transfer patients to ward 19 when bed available.
Let the consultants know if booking patients to theatre or for radiology procedure.
Interventional radiology service is NOT available 24/7.

WEEKDAYS – 9AM TO 9 PM 

WEEKENDS TILL 5PM 

There is a radiology consultant oncall 24/7 and cases can be discussed with them 24/7 either to do a intervention if dire urgent or to plan for intervention next day or first thing in morning .

ITU support is available for review and admission for acutely unwell patients.

Investigations not sure about /complex patients can be discussed with oncall consultants and at end of MDT in X-ray meeting- on Tuesdays at 2 pm.
Patients seen in acute take can be booked for follow up or investigations like flexi cystoscopy or prostate biopsy by contacting service coordinator on her email.

There is out of hours disposable flexible cystoscopies (AMBU) available in ward 19 for use with difficult catheters. 

There is a Laptop available with trust log in if you want to take it home and return next day when on call.
Please do not accept request for organising emergency Nephrostomy from Urological Units of other hospitals yourself. 

Ask the consultant responsible for that Patient to liaise with your on-call consultant first. 

We treat patients from 18 years +.

For Testicular torsion we take Children from 10 years of age and above. We do not see Children with testicular trauma, foreskin problems, Pyelonephritis, Orchitis, non-acute scrotal presentation.
Children under age of 10 yrs the A&E staff and GP refer them straight to Sheffield children’s Hospital.

Children >10 yrs presenting to BDGH A&E or from GP with acute testicular pain can be seen in DRI paeds A&E or children’s ward in DRI. (See attached torsion pathway)
Clinics

You will have at least two clinics and a flexi list under supervision. 
Clinics start between 8:30 -9:00 am.
Please request Ultrasound scans and Xray for the haematuria patients in advance day before or start of clinic.

There is patient booking form for patients booked into theatre.

Patients for theatre are consented at time of booking to theatre in either ward or clinic.

Follow-ups and investigations are booked electronically through clinical portal/ice.

Patients for MDT are booked by copy of letter to MDT coordinator or booked via info flex system.
Please check your admin tray kept in urology offices on a daily basis to keep your admin up-to-date. (Keep a close liaison with secretaries).
Clinic letters are dictated and signed electronically in Medisec when they are ready.
LISTING FOR DAY CASE surgeries in BDGH

BMI <39
HBA1C- 69 and below 
Bladder tumour less than 2 cm 
Penile and scrotal surgeries 

Bladder biopsy

Do not list in BDGH 
Ureteric /kidney stones 

Stent changes 

Tumours in diverticulum 

Poor urethral access

TURP

MMH Theatres 
BMI <39

HBA1C- 69 and below 

We only do penile and scrotal surgeries in MMH.
Referrals from other wards and departments are either phoned through to oncall reg or are emailed thru to (dbth.urologyreferrals@nhs.net). Please check the email regularly when on call and see the patients in wards. (Learn how to access email from colleagues).
Patients for TWOC from other dept needs to be seen by reg –PR done and Tamsulosin started before they are booked (via service manager or receptionist in urol clinic) to the TWOC clinic. You can also pass on the details to Continence team in clinic.
Patients for MDT from other dept needs to be seen by registrar before listing them for MDT through MDT coordinator. (tracy.wood7@nhs.net)
Patients can also be booked via info flex software. (Separate log in needed)
Oncology nurses are available for counselling and consultation if dealing with cancer patients in clinics or wards. ( dbth.urooncologynurseteam@nhs.net )

M&M and presentations
There is a M&M record book kept at the junior doctors office near to ward 19 and please keep entering all cases of morbidity and mortality and also good clinical cases which the junior docs can use to present on 2nd Friday of month (13;30 – 16:30) along with clinical governance meeting ( on MS teams online) .
M&M is presented in turns by the registrars (Please see the register for the date you are presenting)

Registrar teaching every 2nd Friday of the month from 12:30 – 13:30 hrs. (online on MS TEAMS) 
Annual leave 
You need to liaise with Mr Grimsley for any leave as he is the Leave co-ordinator for Urology. Then you must inform service coordinator and service manager so that she can adjust the clinics etc which are on your name and arrangements made for ward cover.

You also please inform service manager and Mr Grimsley of the dates of your central Teaching program so that alternative arrangements can be made for that day.

UROLOGICAL EMERGENCIES PRESENTING TO EMERGENCY DEPARTMENT (ED) A&E  AT DRI/BDGH

TO BE CATHETERISED, U&E CHECKED, RESIDUALS DOCUMENTED.











BLOODS, GROUP AND SAVE





URGENT NON CONTRAST CT KUB AND DISCUSS WITH ON CALL TEAM AT DRI





















TO BE REDUCED MANUALLY AND UROLOGY OPD ROUTINE FOR LISITING FOR CIRCUMCISION

IF FAILS- DRI SAU TO BE INFORMED FOR THE ATTENTION OF SURGICAL/UROLOGICAL TEAM

Torsion pathway for children, 10 years and above 
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Out of Hours contact with Haematology/Microbiology

Haematology
There is no need to contact Consultant Haematologists to authorise the use of Beriplex in patients on Warfarin or a DOAC such as Apixaban, Rivaroxaban or Edoxaban.  Beriplex is not stocked in blood bank, it is kept in emergency pharmacy cupboard. There is no need to contact the emergency pharmacist to obtain BERIPLEX from the emergency cupboard.  Doctors can take it from the cupboard and sign the register. Beriplex is also kept in A&E at both sites. It is indicated in patients who are on oral anticoagulants and need urgent reversal as in life threatening bleeding or before emergency surgery. It is not indicated in patients with coagulopathy due to liver disease, DIC and in patients on heparin including low molecular weight heparin. The protocol and dose for Beriplex is to be found on the Intranet.
https://www.dbth.nhs.uk/wp-content/uploads/2017/10/Beriplex.pdf
https://www.dbth.nhs.uk/wp-content/uploads/2017/11/OVERANTICOAGULATION-Nov-16.pdf
There is also a protocol for bridging anticoagulation on the Intranet.

https://www.dbth.nhs.uk/wp-content/uploads/2017/11/Bridging-Anticoagulation-Sept-2017.pdf
There is a protocol for Massive Haemorrhage and Major Obstetric Haemorrhage on the Intranet. ( http://intranet.win2000.doncri.nhs.uk/Library/Children_Families/Maternity_Guidelines/MSG%2013%20Obstetric%20Haemorrhage%20-%204-1-19.pdf )  FFP and platelets will be issued by blood bank technician without FBC and clotting screen results and without authorisation by a consultant haematologist. If bleeding continues after giving these blood products a senior doctor should ring the Consultant Haematologist with results of an up to date FBC and clotting screen.

Protocols for FFP and platelet transfusion in DIC and liver disease will soon be agreed at the Hospital Transfusion Committee meeting and will then be on the Intranet until such time the Haematologist needs to be contacted.

Nurses should speak to their own team if a patient gets fever etc during blood transfusion or if they have difficulty getting hold of haematology or blood bank technician.

Junior doctors and nurses should speak to their own Registrar or Consultant before ringing Consultant Haematologist for advice. Where possible calls to Consultant Haematologist should be made by a Consultant or Registrar but if they are busy the junior doctor should at least discuss with their registrar or consultant and ring the Haematologist only if the senior doctor feels that an out of hours consultation is required. In that case the junior doctor must know exactly what their query is and should have all the relevant information about the patient in hand, before ringing the Haematologist.

Microbiology

Guide to contacting Microbiologist Out of Hours
· After 10pm accept calls from only registrars and consultants

· Calls should be due to clinical deterioration or new unwell/septic  patients {too often we seem to end up in discussions in which we are the most senior person involved when there may well be many other (non-infectious) factors to consider}

· Where guidelines mention need to contact Microbiologist 

Do not expect calls due to the following 

· Handover from day team – to be called after 10pm (because that is when the junior medic had time or was handed over to follow up OOH of a patient reviewed in the morning/afternoon)

· IV to oral switch when there is an oral equivalent either in guidelines or by sensible inference such cefuroxime to cephalexin for example.

· Any condition within the guidelines (because the junior has not bordered to check or has been requested directly by their registrar/consultant to discuss with microbiologist, and they felt it easier to call microbiologist than check guidelines)

· Condition in guidelines but registrar/consultant ask to ‘just check with Microbiologist’ OOH

· Antibiotic levels request that should have been sorted during the day

· Rise of inflammatory marker in a stable patient

· Request for extension of codes for antibiotic, which should just be sorted during normal working hours
Kindly note that for ENT patients on transfer from Rotherham to Doncaster during out of hours the  on-call team can continue with the same antibiotic regimen overnight and would review this with  the duty microbiologist next morning in order to obtain a code should the antibiotics fall within the restricted category at DBTH.
NOTE: It is often the case that Microbiologists/Haematologists end up in the middle of the night having to ask lots of questions to the medic or ANP who are ill prepared in their case presentation/summary in order to ensure that they have not missed out any key feature that would assist the Microbiologist/Haematologist to give appropriate and safe advice. 
Please ensure that all the information is easily available and clear when contacting supporting specialties for advice.
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Joe Joseph





Ken Agwuh

Consultant Haematologist



Consultant Microbiologist/

Director of Infection Prevention & Control
Prostate cancer -Active surveillance regimens – RHH
Risk stratify patients
1. Age & performance status

a. Low >70

b. Moderate 60-70

c. High <60

2. Disease risk

a. Low risk – Low volume Gleason 6

b. Moderate – any 3+4, high volume 3+3

c. High risk – High volume 3+4

3. MRI risk

a. Low risk – visible lesion consistent with biopsy features

b. Moderate risk -  visible lesion not consistent with biopsy features

c. High risk – lesion not visible

Regimens

1. Diagnosis of suitable men

a. All men will have a diagnostic MRI and biopsy

b. Ensure biopsy is adequate in men undergoing AS

c. Ensure man is aware of risks and benefits of AS

2. Low risk cancer, Any patient

a. Repeat mpMRI at 12 months

b. Years 1-2 – 6 monthly PSA for 5 years

c. Years 3-10 – annual PSA

d. Repeat MRI if PSA kinetics change

3. Moderate risk cancer or High risk man

a. Repeat mpMRI at 12 months

b. Years 1-3 – 6 monthly PSA for 5 years

c. Years 4-10 – annual PSA

d. Repeat mpMRI at 5 years or if PSA kinetics change

4. High risk cancer, Any patient

a. Repeat mpMRI at 12, 36 and 60 months

b. Years 1-5 – 6 monthly PSA for 5 years

c. Years 6-10 – annual PSA

Post radical prostatectomy follow up

	TREATMENT SELECTION

	This group of patients may be referred for radiotherapy at any time following radical prostatectomy when a rising PSA trend is apparent or imaging confirms local recurrence. Ideally the patient will have been through the Central Network Urology MDT (often pre-operatively).
Suitability for prostate bed radiotherapy should be assessed in clinic, often incontinence and impotence are prominent features pre- Radiotherapy and therefore the patient should be counselled about the compounding effects of radiotherapy. Baseline urinary and sexual function should be documented.
 

	Clinical Indications
	Consider as early salvage in presence of PSA of 0.2 with high risk features (as per RADICALS -positive margins, Gleason 7-10, T3-T4) or rising PSA post radical prostatectomy (two or more consecutive PSA rises and a final PSA > 0.1) or imaging that confirms local recurrence.


Doncaster and Bassetlaw teaching Hospitals NHS Foundation Trust

Urology Department

Intra Vesical BCG protocol

Updated December 2021

1. BCG Regime 1:  3 years 27 Doses (6+3, then 3 doses at months 6, 12, 18, 24, 30, 36) 

G2 High grade pTa + CIS

G3 PTa + CIS 

G3 PT1 +/- CIS

Recurrent / multifocal pTa (high grade)disease 

Patients needing Re-induction

2. BCG Regime 2: ONE year, 15 Doses (6 + 3,     3doses at 6 months , 3doses at 12 months)

G2 High / G3 grade PTa (Unless high volume / multifocal)

Low grade + Multiple other risk factors* subject to MDT discussion 

All patients commencing BCG should have been discussed in local / regional MDT

MDT summary should include ‘1 year regime’ or ‘3 year regime’ and plan for flexible cystoscopy  or GA/SA Check cystoscopy after first 6 doses. 

All of the above is subject to clinician’s discussion with patient. Patient decision, comorbidities, life expectancy, PS and clinical judgement to be applied to the above advice. 
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ACUTE URINARY RETENTION





IF RESIDUALS<1500MLS AND CREATININE NORMAL





IF RESIDUALS >1500MLS AND/OR CREATININE ABNORMAL





Admit DRI SAW














HOME ON TAMSULOSIN (AS PER AUR PROTOCOL AND REFER TO COMMUNITY FOR TWOC AS PER                                                                                                      TWOC   PROTOCOL). Please give the patient details to urology team next day





FAILED CATHETERISATION





Ask help from seniors  for re catheterisation (SURGICAL SHO/ urology on call team)


Different catheters available in clinic, Saw and ward 19 


Disposable Flexi cystoscopes available in ward 19 and in clinic.





If out of hours and no immediate help available and patient in pain


Aspirate bladder with 20/ 50 ml syringe and green needle/venflon


Feel  bladder ;Insert needle 2 finger breadth above suprapubic bone in midline


Aspirate around 300-500 ml to keep patient comfortable 


SPC set available in clinic and theatres








GROSS HAEMATURIA





IF IN CLOT RETENTION OR HAEMAGLOBIN LESS THAN 100-       


3-way catheter 24 Fr with 30 mls in balloon and admit to dri –saw


Bladder irrigation and USS kub/CT  urogram as appropriate


Antibiotics –         


IV Cefuroxime/Gentamycin if UTI





IF NOT IN RETENTION AND HB >100,


 Reassurance, antibiotics if UTI and home. 


Email referral form to UROLOGY DEPT for haematuria clinic as urgent





LOIN PAIN AND HAEMATURIA/RENAL COLIC/PYELONEPHRITIS





NO STONE OR STONE BUT PAINFREE





STONE AND PAIN/FEVER





ADMIT TO SAW


Surgical/urology team to be made aware urgently


Regular analgesics –diclofenac/codeine 


Needs bloods including coagulation screen





Can go home on regular analgesics (diclofenac/codiene) for 2 weeks, urology opd in 3 weeks with kub on arrival





CLINICAL DIAGNOSIS OF PYELONEPHRITIS


(POSITVE BLADDER SYMPTOMS, PYREXIA, LOIN PAIN)


POSITIVE URINE DIPSTICK


If not pyelonephritis and not renal colic and has abdominal pain –request surgical review it may not be a urological problem





ADMIT IN SAW 


Strat antibiotics as per trust policy 


Iv cefuroxime/gentamycin


Book USS KUB , send urine for c&s








IF UTI AND NOT PYELONEPHRITIS 


Home with antibiotics 


Urology clinic appt 4-6/52 if recurrent UTI





ACUTE TESTICULAR PAIN





INFECTION SUSPECTED (18 years and above)





TORSION SUSPECTED





DOXYCYCLINE AS PER PROTOCOL IF LESS THAN 30 YRS, CIPRO IF MORE THAN 30 YRS





10 years and above 


INFORM DRI ONCALL SURGICAL TEAM SHO/ UROLOGY Registrar ONCALL





Blue light patients to DRI from BDGH 





UNDER 10 years 





A&E TO REFER TO SHEFFIELD CHILDRENS HOSPITAL DIRECTLY





IF FEVER AND WORSENING PAIN- 


ADMIT TO DRI SAW


USS scrotum to rule out abscess/ nonviable testis





NO FEVER, HOME, 


SEE IN CLINIC WITH USS TESTIS (5/52) AND OPD IN 6 WEEKS





PARAPHIMOSIS





CONDITIONS THAT NEEDS TO BE DISCUSSED WITH UROLOGY ON CALL TEAM AND ADMITTED TO DRI:


FOURNIER’S GANGRENE, UROSEPSIS, TESTICULAR TRAUMA, RENAL TRAUMA, PENILE FRACTURE, PRIAPISM AND TESTICULAR TORSION.












































