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1. Handling Surgical Emergencies

Adequate and timely senior input

Specialty ST3 (MRCS/equivalent) or
above to take referrals, divert to other
specialties and provide early assessment.

High risk surgical patient
(Predicted mortality of 2 5% or MEWS 2 5,

sepsis/septic shock, age >65, ASA >3, IDDM, dialysis pt,
imuno-suppression, D. severity score, presence or risk of

PONCD)

Review by ST3 or above within 30 min if septic or needs
immediate surgery otherwise 1 hr. Review by or discuss

with Consultant within 1 hr if needs immediate

v

e

All other patients
Review by ST3 or above ASAP

Review by consultant within 14 hours

4

Assessment

« High quality history and examination

« Opiate analgesia in acute abdominal pain is beneficial

« DRE has low utility in the diagnosis of uncertain abdominal pain
should be used selectively in those presenting with colonic

the identification of collections.

« Abdominal CT For the assessment of abdominal sepsis and bowel obstruction and for

U

Investigations

FBC, U&Es, LFTs, amylase/lipase, glucose, CRP& Urinalysis (mandatory)
ABGS (including lactate) are essential for high risk pt.
Urine or serum BHCG in women of childbearing age
Clotting and G&S or cross-match if surgery is anticipated.
ECG for those over 50 yor where the history is indicative.
Erect CXR for the detection of free intraperitoneal gas, & may detect LL pneumonia.

Use AXR selectively for intestinal obstruction, fulminant colitis, or perforation.

Abdominal USS is useful in the evaluation of biliary, gynaecological and renal pathology or

patients> age 50 (abdominal pain but no sepsis: risk of malignancy). /

 Abdominal Pain: Criteria for admission |

High risk surgical patients
Usually need immediate intervention

(Peritonitis/abdominal sepsis,
perforated viscous, bowel obstruction,
bowel ischaemia, abdominal trauma)

|
[ | I
Might need intervention Doesn’t need intervention
(Sub-acute conditions) (NSAP)
(RIF/RUQ pain, diverticulitis, u
sub ac BO, ac pancreatitis,
ac hernia episode, _post—op Reassure &
issues, torso & perianal disch
abscess), Gl bleed Ischarge

¢

L

High risk surgical Admit
care bundles/em-lap (Relevant pathways)
pathway

Ambulatory management
(clinic FU, urgent WL, hot clinic)
Resources Required: Daily extra
theatre and CT/MRI slot otherwise??
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2. Surgical Specialties & SAU Cover

Consultant Consultant Consultant ‘ Consultant Consultant Consultant
ENT Vascular Gl (General) Urologist Gynaecologist Plastic
Surgeon Surgeon Surgeon Surgeon
| B B |
- 4 v
E.g. Ac E.g.ac PID, E. g. post-op
epiglottitis, ovarian cysts, cases,
angioedema, pelvic pain pressure
Ludwig's angina, ectopic ' sores, burns,
:[a);e,sat\; :(riasuma, pregnancy ST facial
J / | ——
E. g. vascular trauma, aneurysms, . .
critical leg ischemia, diabetic foot, E.g.. Urogemta] trauma, tgstlcglar .
arterial/venous ulcers, crescendo TIAs, tor§ jon ureterigirenal CO.II.C {loinito groin
ac iliofemoral DVT (phlegmasiaAlba galn), U';r l &. pyﬁlonep:mtls,& ot
and cerulea dolens), upper limb DVT yonepnrosis, .ae.ma uria & clo
retention, Fournier's gangrene

and Varicose Veins/venous ulcers) |
Mesenteric Ischaemia (with Gl |
surgeon) ‘

/ |

Urinary retention, epididymo-orchitis &
scrotal abscess, paraphimosis

High risk surgical patients

E.g. peritonitis/abdominal sepsis, perforated
viscous, bowel obstruction, acute pancreatitis,
abdominal trauma, other abdominal
catastrophes, Gl bleed (with gastro)

Sub-acute conditions

E.g. appendicitis/RIF pain, RUQ pain (gall stones
disease), LIF pain/diverticulitis, epigastric pain,

torso & perianal abscess, non specific abdominal
pain (NSAP), postoperative issues. /

1. https://www.rcseng.ac.uk/-/media/files/rcs/news-and-events/media-centre/2018-press-releases-documents/rcs-
report-the- highrisk-general-surgical-patient--raising-the-standard--december-2018.pdf
https://www.rcseng.ac.uk/library-and-publications/rcs-publications/docs/emergency-general-guide/
https://www.baus.org.uk/professionals/baus_business/publications/14/emergency_urology_2014
https://www.nice.org.uk/guidance/conditions-and-diseases/urological-conditions
https://www.vascularsociety.org.uk/patients/conditions/
https://pathways.nice.org.uk/pathways/acutely-ill-patients-in-hospital
https://www.rcseng.ac.uk/careers-in-surgery/trainees/foundation-and-core-trainees/surgical-specialties/
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3. Surgical Ambulatory Emergency Care (SAEC)

Bloods, AXR, CXR, USS

Predlcatedlmagmg slots are
essential.

Sub-acute Patient
conditions exclusions

Sultable condltlons -

Inadequate sponse

diverticulitis, to analgesia

| S S N S—

us if Rapid USS, Home CT, USS (
USS & bloods USS + gynae diagnostic access to with date outpatient young) &
negative: — ref to gynae uncertainty, theatre for LC flexi sig, oral CT (in >50)
Discharge to or return for urgent date same or abx at Reassure &
GP reassessment for surgery next day discretion discharge

**All elderly patlents (265) need to be reviewed by Geriatric consullant in the mommg WR and those with no

5. https://www.evidence.nhs.uk/search?om=[%7B%22srn%22:[%22Royal%20College%200f%20Surgeons%20-
%20RCS%22]%7D]&g=ambulatory+emergency+care&sp=on

6. https://gettingitrightfirsttime.co.uk/wp-content/uploads/2019/12/Getting-it-right-in-emergency-care-Aug18.pdf
7. https://www.england.nhs.uk/wp-content/uploads/2016/04/Bath-ESAC-Case-Study.pdf
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4. High-risk Patient Care Bundles

o gk et

l_ CT scan tlme targets

Arrange Immediately (ST3) if Arrange within 6-12 hrs if
. I .
Immediate Surgery Non-Operative Non-Immediate Surgery
e.g. Suspected diagnosis e.g. suspected diagnosis e.g. suspected diagnosis
Gl or gallbladder perforation ~ k—=> pancreatitis, diverticulitis, Non-tender SBO or LBO,
or infarction uncontrolled Gl adhesive SBO, self-limiting Infection without sepsis (e.g.
or intra-abdominal bleeding lower Gl bleed, cholangitis cholecystitis, appendicitis)
strangulated hernia ' surgical diagnoses in a Perianal or torso abscess
necrotising fasciitis ) severely unfit patient
g 4 4

3: (within 12/18 hours):
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5. Sepsis

Think sepsis i

Any pt that is acutely unwell or his/her condition has acutely deteriorated
Essential steps (Medical emergency)
Timely recognition, IV Antimicrobial therapy & source control (Immediately escalate the care)
Risk factors for sepsis
Extremes of age (<1 yr & >75 yrs) or very frail people, recent trauma or surgery or invasive
procedure (< 6 wks ago), Impaired immunity (DM, on long-term steroids, chemotherapy or
immunosuppressants), indwelling lines, catheters, IVDU, breach of skin integrity (e.g. cuts,
burns, blisters or skin infections) & If at risk of neutropenic sepsis (Pts on systemic anti-cancer
treatment whose ANC is <1 x 10°/L & a single reading of temp >38.5°C, or >38°C persisting for one hour;
definition of neutropenia is ANC <0.5x10°/L)

v \ 4
Sepsis Septic shock (A subset of sepsis)
Aggregate NEWS 2 score 25 or single trigger 3 Profound circulatory and metabolic abnormalities with
(e.g. Systolic BP <90 mmHg, RR = 22/min, altered hypotension resistant to vasopressors treatment and a
mental state) in a patient with Known infection, S/S of raised lactate level (>2 mmol/l) in the absence of
infection or at high risk of infection ) hypovolaemia. )

L |

Source control (surgery/IR)
<3 hours septic shock
<6 hours sepsis without shock

!

Call Critical Care & Outreach (sepsis management bundle)
If after delivering the Sepsis Six, patient still has: Systolic BP <90 mmHg
(septic shock: will need vasopressors), Reduced level of consciousness
despite resuscitation, RR > 25/ min, Lactate not reducing (>4 mmol/L), or if
patient is clearly critically ill at any time.

IVI: (CVP, arterial line) VTE prophylaxis: (UFH or
Crystalloids +- albumin (if needed LMWH if not C/l)
substantial amounts of crystalloids)

Vasopressors Sugar control: <10 mmol/L

Organ Support

Mechanical ventilation (for
sepsis induced ARDS)

Nor adrenaline, +- Vasopressin Stress ulcer prophylaxis (PPI)
+- Dobutamine
Initial target MAP of >65 mm Hg Nutrition: early enteral nutrition

RRT: for sepsis and AKI

https://journals.lww.com/ccmjournal/Fulltext/2017/03000/Surviving_Sepsis_Campaign__International.15.aspx
https://www.nice.org.uk/guidance/ng51/resources/algorithm-for-managing-suspected-sepsis-in-adults-and-young
people-aged-18-years-and-over-in-an-acute-hospital-setting-2551485715

. https://www.nice.org.uk/guidance/ng51/resources/sepsis-recognition-diagnosis-and-early-management-pdf-
837508256709

https://sepsistrust.org/wp-content/uploads/2018/06/ED-adult-NICE-Final-1107.pdf

e hNE
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6. Non-specific Abdominal Pain

Definition

Acute abdominal pain of < 7 days duration, where no diagnosis is
reached after examination and baseline investigations. NSAP
comprises 13-40% of all surgical admission with abdominal pain.

l

, ‘

Younger patients >50 years age group
Role of GA & laparoscopy for Abdominal pain with no
diagnosis is controversial. evidence of sepsis

Appropriate history taking &
counselling may avoid
unnecessary laparoscopy.

\ 4

v
Reassure & discharg Offer follow up High risk of malignancy
if normal bloods/ USS Hot clinic Urgent out-patient CT
and pain controlled Surgical clinic scan & Surgical FU

https://www.evidence.nhs.uk/search?om=[%7B%22srn%22:[%22Royal %20College%200f%20Surgeons%20-
%20RCS%22]%7D]&g=ambulatory+emergency+care&sp=on

General Surgery Induction Booklet — July 2023 © The Dudley Group Foundation Trust



7. Appendicitis/Right lliac fossa pain

RIF Pain
History, examination, bloods & urinalysis

Young or Other
pregnant patients
patients

Obese or
older
patient

CT scan

Criteria for immediate appendicectomy: High suspicion of appendicitis with

https://www.evidence.nhs.uk/search?om=[%7B%22srn%22:[%22Royal%20College%200f%20Surgeons%20%20R
CS%22]%7D]&g=ambulatory+emergency+care&sp=on
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8. Diverticulitis/Left lliac fossa pain

A

4

Other causes of LLQ pain
Complicated colorectal cancer, various
gynaecological pathologies, urinary obstruction
or infection and leaking or ruptured AAA

b

Nt C 1

Mild attack (mild clinical stage 0) Complicated diverticulitis
Ambulatory treatment: oral fluids, analgesia, -

antibiotics and stool softeners, clinical review
(Hot clinic). in 48-72 hrs, GP review in a week
If Unwell or need IV abx (vomiting): admit.
Review IV abx in 48 hrs, step-down to oral
Very mild cases who are systemically well can

be managed without abx. Modified (Kaiser) Hinchey's classification J
Avoid NSAIDS and opioids (risk of perforation)

|
' . v ,

Stage la: confined Stage Ib: Confined Stage II: Walled- Stage IlI: Stage IV:
pericolic inflammation pericolic or off pelvic or intra Generalized Generalized
(phlegmon = not mesenteric abdominal purulent feculent
walled) abscess (localized) abscess ( extended} peritonitis peritonitis
N s T | |

T . ( - E
Antibiotics <4 cm J [>40m ‘: } PC drainage ] Lmergency surgery ]

Consider re-imaging if the condition deteriorates or no clinical improvement.
hy in (4-6 weeks time.

All patients require luminal investigation by either endoscopy, or CT colonograpi

ivVing Stricture or 1istuia.

https://www.nice.org.uk/guidance/ng147/chapter/recommendations#complicated-acutediverticulitis
https://www.bsg.org.uk/wp-content/uploads/2020/02/NICE-Diverticuar.pdf
https://wjes.biomedcentral.com/articles/10.1186/s13017-020-00313-4

wh e
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9. Acute Gallstone Disease/Right upper quadrant

Analgesia: NSAID (diclofenac/ketoprofen or indomethacin)
have analgesic effects on biliary colic, reduce the risk of

Asymptomatic gallstones: found in a normal GB & normal biliary tree do not
need treatment unless they cause symptoms. People with orcelain GB ma
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1. https://www.augis.org/wp-content/uploads/2014/05/Acute-Gallstones-Pathway-Final-Sept-2015.pdf
2. https://easl.eu/wp-content/uploads/2018/10/Gallstones-English-report.pdf
3. https://www.evidence.nhs.uk/search?q=gallstones
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10. Acute Lower Gastrointestinal Bleeding

e

‘ Urgent CT angiogram I

sl

Success

Calculate risk score

(Oakland score : to identify low risk pts)

v
Major blee

core)

¢

After IR
treatment then

will need IP
colonoscopy

https://www.mdcalc.com/glasgow-blatchford-bleeding-score-gbs
https://www.bsg.org.uk/wp-content/uploads/2019/02/gutjnl-2018-317807.pdf
https://www.uptodate.com/contents/approach-to-acute-lower-gastrointestinal-bleeding-in-adults

wh e
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Oakland scoring
Predictor
| Age: <40 (0), 40-69 (1), 270 (2)
Sex: M (1), F (0)
Previous LGIB admission:(1)
DRE: blood on finger (1)
HR: 70-89 (1), 90-109 (2), 2110 (3)
SBP: <90 (5), 90-119 (4), 120-129 (3), 130-159 (2), 2160 (0)
Hb: 2160 (0), 130-159 (4), 110-129 (8), 90-109 (13), 70-89 (17), < (22)
Superior ability to identify patients at low risk of adverse outcomes: Patients with score of <8 are
suitable to discharge and have outpatient investigations. It can also predict rebleeding and the need
for RBC transfusion but is inferior at predicting mortality.

Glasgow-Blatchford score (GBS)

Admission risk marker Score component value
Blood Urea (mmol/L)"”!

6.5-8.0 2
8.0-10.0 3
10.0-25 4
>25 6
Haemoglobin (g/dL) for men
12.0-12.9 1
10.0-11.9 3
<10.0 6
Haemoglobin (g/dL) for women
10.0-11.9 1
<10.0 6
Systolic blood pressure (mm Hg)
100-109 1
90-99 2
<90 3

Other markers
Pulse 2100 (per min) 1
Presentation with melaena |1
Presentation with syncope 2
Hepatic disease 2
Cardiac failure 2

In the validation group, scores 26 were associated with a greater than 50% risk of needing an
intervention. In a controlled study, 16% of people presenting with UGIB had a GBS score of "0",
considered low. Among this group there were no deaths or interventions needed and people were
able to be effectively treated in an outpatient setting.

GBS was designed for risk stratification in UGIB, has also been studied in patients with LGIB, and
can identify patients at risk of adverse outcomes (rebleeding, need for RBC transfusion, in-hospital
death). It may be clinically useful when assessing the risk of adverse outcomes in patients who it is
not safe to discharge.
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11. Small Bowel Obstruction

Examine for peritonism or hernia

NPO, VI, analgesia, wide bore NG tube
(aspirated regularly) & urinary catheter
Blood tests (including lactate), AXR & CXR

A

Further imaging

v

—
—

1. https://www.wses.org.uk/wp-content/uploads/2015/06/asbo-guidelines.pdf
2. https://www.rcseng.ac.uk/library-and-publications/rcs-publications/docs/emergency-general-guide/
3. https://www.uptodate.com/contents/management-of-small-bowel-obstruction-in-adults
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12. Large Bowel Obstruction

/'l J &L z cathetel
scan within 24 hours.

1. https://www.uptodate.com/contents/acute-colonic-pseudo-obstruction-ogilvies-syndrome
2. https://www.rcseng.ac.uk/library-and-publications/rcs-publications/docs/emergency-general-guide/
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13. Colorectal 2 Week Wait Referral & Triage
I | |
: o

| v

. v

>100

Fit result J

Clinical
decision risk
stratification

* |
R
=

e

Colonoscopy Flex Sig
TC or CTAP

Telephone
Consultation

!

Colonoscopy OR J

4

CTC
v v I v
DTT J Colonoscopy J Discharge J
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14. Breast Abscess

-————

The Dudbey Grovp |

Emergency Management of Acute Breast Presentations
(PATHWAY)

=

Patient Presenting Acutely with a Breast Symptom to the EGS Team should undergo
Clinical examination & an assessment including bloods as required

y

Inpatient admission required if;

1. Sepsis due to underkying mastitis +- sssocated breast abscess
2. Large Haematoma (post-op/ trauma)
3. Uncontroled Bleeding (e-g. from fungating breast CA)

lw-mm«-vzimamw_m_!

1. Admit under EGS team, start IV abu If septic {refer to guideline
averleaf)

2. Discuss with Breast Consultant Covering Clinic in BREAST UNIT,
if agrees, patient could come down to Unit- XRAY Dept

Ground Floor

If suspected breast abscess cinically:

+ Reguest US +- US guided drainage # feasible (once discussed
with Breast Consultant)

+ If there is evidence of SEPSIS, skin necrosis and/or large
abscess pointing to the skin- consider I&D under EGS Team

Discharge with appropriste antitiotics and analgesis (see
guldeline overleaf)

Newly presenting patients {induding 1&D breast sbscess
patients)- request online referral as BREAST RAPID
ACCESS on SUNRISE

Post-op CANCER patients (anly), contact relevant
secretary for an urgent OF review

There Is no on-call BREAST Team or out of hours service/
weekends- EGS team to be contacted for all queries

Breast Care Nurses only provide support for newly
diagnesed cancer patients once patient aware of
diagnosis or post-op cancer patients- Bleep through
SWITCH

M. Gefamhussein, V.Voynow (Dept Of Breast Surgery- Dudley Group
NHS Feundation Trust)

Diagnosis First Line Penicillin allergy _

Lactational Mastitis Flucloxacillin 2g IV6  Clindamycin 600 mg  (7-14) days, consider
+- abscess hourly IV 6 hourly short course (7 days)
if abscess drainage
Without an implant OR performed.
present
Oral switch Oral switch If failure within 48
Flucloxacillin 1g PO 6 Clindamycin 450 mg  hours or patient has
hourl 6 hourly adverse effects,
consult Micro-oncall
Non-lactational Flucloxacillin 2g IV6  Clindamycin 600 mg  (7-14) days, consider
Mastitis +- abscess hourly IV 6 hourly short course (7 days)
if abscess drainage
Without an implant OR performed.
present
Oral switch Oral switch Consider adding
Flucloxacillin 1g PO6 Clindamycin 450 mg  Metronidazole (if
hourly 6 hourly anaerobic infection

suspected- Surgeon’s
discretion)
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