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	Mission Statement


	Our goal is to provide the highest quality medical care for all our members.  Our collaborative team approach focuses on personalized care experience, hospital efficiency, and allow the physicians to create a seamless and cohesive care plan.

	Means of communication 
	· Cortext is primary means of communication and if no answer within 30 minutes, then page.  
· If urgent matter, then page or call. 
· If urgent and no answer from on-call surgeon (may be in the OR), then there is a back-up surgeon to call 

	Coverage hours 
(Weekday vs Weekend) 
	SLN: 
· Weekdays: M-F: 7a-4p (acute care surgeon), then on-call surgeon 4p-7a 
· Weekends/Holidays: 8am-8am (round on all surgical patients in AM and any OR cases) 
· PA schedule: cover the operating room (ob/gyn, surgery, ENT). One PA 7a-4p. From 12a to 8a, PA covering the floor patients only (not new consults) 
 
Fremont:  
· 8a-5p everyday 
· No acute care surgery service, 8 people cover call. Look on the schedule to see who is on-call.  
· The consultant who does the consult or surgery will follow that patient during the weekdays (may be a different provider on the weekends).  

	Consult completion expectations 
	· If consulted overnight, then the patient will be seen by surgeon by 10am (note may not be in by that time).  
· If HBS requests that the surgeon come in to see the patient before the AM, then just call the on-call surgeon 
· Surgery requests to be notified of consult since “Surgery consult” order does not place the patient on any shared lists.  
 
 
***Surgery to discuss with their group about creating a dot phrase if consulted by the ED*** 

	Patient follow-up expectations 
	 
· Surgery will follow up daily, with a note, on all consulted patients 
 
Sign off: 
· Surgery: write in progress note and verbal communication (I.e cortext or phone call) to the primary attending. 
· HBS: write in note with sign-off/discharge recommendations and modify discharge medications/instructions as appropriate. Verbal communication of sign-off. 
 
· Surgery will be re-consulted during hospital stay if new surgical issue arises.  
· Surgery will set up follow up appointment only if they are consulted. If curb-sided, then HBS will send e-consult for follow up.  
 
 

	Ordering Labs/Studies 
	· Specific tests/studies will be ordered by the surgery consultant, unless the consultant is curb-sided only (HBS to then order).  
 
· Surgery will place advance diet and NPO after midnight orders 


 
 
	DIAGNOSIS
	SERVICE
	EXCEPTIONS/COMMENTS

	1. Gallbladder - Suspected gallstones waiting for ultrasound/imaging.

	HBS
	If patient meets requirements for Surgical Service once Ultrasound is complete, pt will be transferred to Surgical Service.  
If a CT scan shows gallstones for patient presenting with clinical findings consistent with biliary colic or cholecystitis, this is an acceptable study for Surgical admission. POC ultrasound currently is not an acceptable form of imaging for definitive diagnosis due to operator technique variation. 

CT scan that shows incidental gallstones in a patient who do not have clinical symptoms consistent with symptomatic cholelithiasis do not require surgical consultation for cholelithiasis.

	2. Gallbladder- Intractable Biliary colic, Cholecystitis
	Surgery
	Patient will most likely require Surgical Intervention during this hospitalization.

	3. Gallbladder- Gallstone Pancreatitis and Choledocholithiasis
	HBS + Surgical Consultation
	Most of these patients will eventually require laparoscopic cholecystectomy, but many will be discharged to undergo their surgical intervention as outpatients.  

Surgical and GI Consultation during admission for evaluation, coordination of care during hospitalization and post-discharge, including plan for future surgery.  

For Choledocholithiasis, consult Surgery prior to ERCP. For afterhours HBS attending in the morning to call on-call surgery team if non-urgent.

	4. Bowel Obstruction including large or small bowel, partial or full obstruction.
	Surgery
	When an obstruction is due to a chronic medical condition (for example, Crohn’s or radiation enteritis) or if the patient is terminal and/or comfort care after patient is seen by Surgical Service, then this will be documented in a note and patient admitted to HBS.
Note: Pts with Ileus go to the Medical Service unless they are post-operative patients.
As more patients with abdominal complaints get CT scans, there is a subset of patients who do not otherwise have signs of symptoms of SBO, but SBO is included in the differential diagnosis of the radiologist.  In this circumstance, Surgery should be called only if the person calling (HBS or ED) has a suspicion him/herself that there may actually be a bowel obstruction.  If Surgery does not agree with Radiology read, a note will be written indicating this with a f/up formal consultation in the morning.


	5. Post-operative complications of a surgical nature. For example, wound infections, ileus post abdominal surgery, and abcess associated with surgery.
	Surgery
	Complications of medical nature. For example, pneumonia would go to the Medicine Service.


	6. Diverticulitis- Perforated, Free Air or Diffuse Peritonitis
	Surgery
	Pt will be taken to OR for laparotomy, probable partial colectomy.
If the patient elects for comfort care after patient is seen by Surgical Service, then this will be documented, and patient admitted to HBS.

	7. Diverticulitis- All others, including “micro-perf”, “contained perf”, “localized perf”, or diverticulitis with abscess. 
	HBS +/- Surgical and/or GI consult
	Pt will be admitted to hospital and undergo treatment with IV antibiotics, possible IR drainage of abscess.  Most will never benefit from surgical intervention. May require surgical consultation/ transfer to the Surgical Service for intractability, peritonitis, and/or persistent or recurrent.
Surgical consultation/co-follow to be determined case by case by individual providers involved.

	8. Abdominal Abscess
	HBS
	If there is evidence of obstruction, perforation, or if the abcess is associated with appendix or post-operative complication, it goes to the Surgery Service.

	9. Cellulitis
	HBS
	If associated with an abscess or concern for Necrotizing Fasciitis, then surgical consultation as appropriate. 

	10. Trauma transfers only
    10a. Pain Management or contusion of internal organs only
10b. Patients with active surgical problems as the primary concern. For example, open wounds, chest tubes.
10c. Patients with a primary problem of fracture requiring surgery.
10d. Neurosurgical injuries
	
HBS


Surgery



Orthopedics



HBS with Neurology Consult
	Patients admitted for the initial treatment of multi system trauma will be admitted to the Surgical Service.

Surgery may be contacted by outside services handling repatriation to review patients’ records, directly communicate with the transferring team to ensure that no further surgical needs are anticipated and secondly that they have adequate resources to provide optimal care within the facility.  This then needs to be communicated to HBS prior to acceptance of the patient.  Surgery may be required to offer consultative services/comanage the patient if the need arises.
Neurosurgical patients not typically admitted or transferred to the GSAA if there is a possibility of need for ongoing neurosurgical management.

	11. In-house post-operative complications, namely complications that occur before the patient has gone home after surgery
	HBS or Surgery
	If the patient is past the point they would normally be discharged after their operation and his/her complication is of a medical nature, then transfer to HBS. For example, pneumonia, he/she will be transferred to the HBS Service. If their problem continues to be of a surgical nature, he/she is to remain on the Surgical Service, and HBS will be consulted as needed.
For end of life care on surgical patients, in addition to consulting palliative care first for GOC discussion and symptom management, HBS may be consulted for advice/co management.  This is to be determined on a case by case bases by the individual providers involved.

	12. Drains
	
	Pending discussion with IR





