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‘Subject Access Request Team * o N Hs

Health Records Department : : .
. Gartnavel Genéral Hospital - o \ﬂ
1053 Great Western Road . .Greater Glasgow
_Glasgow ‘s , : " and CIyde
G12 0YN : ‘ : -

Date: 11th MAY 2026

MMA LEGAL . YourRef: 100183 .

STOK, 43 - 59 PRINCES STREET, . : Our Ref: S?R,{TE}?WTH
. Enquiries to: Tracy Hunter

gﬁ?clgORT ) . . © Direct Line: 0141211 0667

Email: tracy.hunter3@rihs.scot

Dear Sir/fMadam .
Re: Subject Access Request under the General Data Protectlon
Regulation
“Patient: GEORGINA LOGAN Dite: 19.08.1954

Thank you for your requ'est received 22" APRIL 2026 _in which you seeka copy

- of your client's personal mformatlon

Your request has been dealt W|th in line W|th our reqmrements under Artlole 15 of the
General Data Protectlon Regulation and | now attach'the followmg ’

GARTNAVEL GENERAL HOSPITAL - QUEEN ELIZABETH

o UNIVERSITY HOSPITAL WEST AMBULATORY CARE HOSPITAL - NEW

VICTORIA INFIRMARY - HOSPITAL RECORDS

Please be aware that these health records have been rewewed by a cltnlc[an and any
information identifying or provided by a third party has been removed

We process personal mformatlon to enable us to provide hea[thoare services for patients;
support and manage our employees; to carry out research and clinical trials; maintain our
accounts and records and to carry out data matching under the natlonal fraud initiative. We .

~ also use CCTV systems for crime preventlon

i

This personal information can be both clinical and non-clinical in nature and can include’

o Patient health records, photographs or radiology images
) Vldeoltelephone reoordlngs |nclud|ng CCTV images



' ‘}. oy

Witness statements
Incident reports
Complaints files.
Emails

N

The source of our data includes Patients, General Practitioners, Healthcare, Socia-I and
VWelfare organisations, Legal representatives and Police forces. _

We sometimes need to share the personal information we process with the individual
themselves and also with other organisations as listed above. Where this is necessary we
are required to comply with all aspects of the General Data Protection Regulation

~Where these organisations are based outside Europe we take all appropnate safeguards

to protect your information.

Health records are kept for a limited time and this is noted below for youf information

e Adult general hospital records — six years after the date of last entry
o Maternity récords — 25 years after the birth of the last child

» Children’s and young people’s records — until the child or young person 's 25t .
birthday.

o Mental health records — 20 years after the date of the last contact
If you have any queries, please do not hesitate to dontact us.

tf you are unhappy with how your request has been dealt with please contact the
NHSGGC Data Protection Officer. Their contact details are noted below:

Data Protection Officer

Information Governance Department
NHS GG&C — 2" Floor

1 Smithhills Street

Paisley

PA1 1EB

Email: data.protection@ggc.scot.nhs.uk

Yours sincerely



ELECTRONIC PATIENT RECORDS

ALL HOSPTFAL RECORDS HELD NHSGGC
ACS
BEATSON HOSPITAL
CANNIESBURN HOSPITAL
DENTAL HOSPITAL |
GARTNAVEL GENERAL HOSPITAL
GLASGOW ROYAL INFIRMARY
INVERCLYDE ROYAL HOSPITAL
NEW VICTORIA ACH
PRINCESS ROYAL MATERNITY
QUEEN ELIZABETH UNIVERSITY HOSPITAL
ROYAL ALEXANDRA HOSPITAL
ROYAL HOSPITAL FOR CHILDREN
STOBHILL Hospr_rAL
VALE OF LEVEN
WEST AMBULATORY CARE HOSPITAL
WESTERN INFIRMARY RECORDS
Including:

ADGERNET
CAREVUE
MEDICAL ILLUSTRATION
METAVISION
PHYSIOTHERAPY
RADIOLOGY
WEST MARC

LABS

Ooo0DOoODOO0O0OOO0OO0O0QC o oo

O 0OO0OCoODOoOUGoODaOoao

MATERNITY

MATERNITY

MATERNITY

MATERNITY

0,
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: A " ., Greater Glasgow
' and Clyde

Gartnavel General Hospital : .
1053 Great Western Road - R L 2

Glasgow G12 0YN'

3 -10/02/'20'20 -

. Dear Dr DF Spence :

' Re. ) F‘Georgina Logan

,'DrDFSpence . 2
-Barclay ‘Medical Practrce \ﬁctona P
"398 Dumbarton Road |

- Glasgow
G14 9DR

addres 8: ‘ 17 SOLIJ\S PIACEKNIGHTSWOOD - o .
... Glasgow - : L :
G13 4NA. )

CHI Mumbex: - .©.1908546042 .

-Speeiality=f ' 'General Surgery .

-t would appear from our records that

BRI

) r/{ Your patrent has not responded to our recent Ietters |nvrt|ng them to arrange an

appomtment : ‘ _ . -

I | ) Your pattent has lndlcated that they no Ionger requrre an appolntment

() Your patlent has refused two reasonable offers ot appomtment

. We therefore assume that your patrent no Ionger needs this’ appomtment We |

have removed their name from the waiting list. Thrs |s in line with NHS Greater
~Glasgow and Clyde’s Dld Not Attend Policy. .- . : :

- K you stlll wxsh your patlent to be seen, we WI|| requrre anew reterral

Ay

Yours smcerely

Irene t-lunter » .

i i,
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Meead T ] MALNUTRITION UNIVERSAL  NHS
?'?gg‘l'gz Place ! SC RE E N l N G TOO L ( M UST) Greater Glasgow
Glasgow _Lanarkshire o1 4 NA o ’ .' and Flyde |

s

L R B AL AT 7_ | T ” s
Date ﬁ—?é/?_b’ Time - Actual ¥ patient “*[f unable to obtain height-and / or

reported -weight (check portal / trak for previous
| weights)-document alternative
'measures and use subjective criteria

- | to assess risk of malnutrition

of iriitial height.and weight on,
admission to hospital

A_dm_issibn Height \B?\ | _ I_—._l ' lE// _l T AA/&
Adr_nissién WeigHt i l% l " Kg ] - d | o ..

* Obtain accurate height/weight and rescreen as soon as possible

| Patients reported normal welght_u_ﬁﬁﬂmﬂl Unable to Recall ]’ ‘_‘7/ , c
- No [¥ Don'tKknow [__]

Any unplanned weight loss in the Iast 6.months Yes' I:l how much__- .

Time 10 B | :

Ward & |

Oedema/ Ascities present Y/N N

Scales Used

ST = Standing, CH = Chair _ - '
HT = Hoist, UW = Unable ta'weigh, 4 . o - ~ : -

record reason and document subjective
assessmentof risk in nursing notes

" [ weight (kgs). G)q ']5

[ | 2N

Malnutrltlon Umversal Screening Tool (MUST) to be completed at least every 7 days

' Step1 BMI Score

>20 =0 ' O
|18.5-20=1 3

<185 =2 - | y | 2 N
‘Step 2 Weight loss score 1 ' : +——

<% =0 N c "
5-10% =1 : O -

510% =2

Step 3 Acute disease effect

{1 patlent is acutély ill and thére has been O
| or is likely to beno, or wrtually no, food -

1 intake for >.5 days..
Not applicable.........looeenee..

|| Step 4 Overall Risk of O
Malnutrition " TOTAL

Rescreen on- \/]/‘“0 - _ - N
] signature _ T ‘_ 9&“}\ ik

| Step 5 Management Guidelines (excludes patients who aré‘ Nil by Mouth)

-Overall Risk of Malnutrition Ensure plan of care for specific nutritional requirements, MUST score and plans. to
‘ : improve / increase nutritional intake are documented in the patients care plan
o . LOW RISK - Repeat screening every 7 days
1. | MEDIUM RISK - Follow the flowchart for MUST 1 overleaf

2 or greater HIGH RISK - Follow the ﬂowchart forMUST 2 or greater overleaf



Assessment Centre COVID-19

Clinician Janice Oliver- GP - 3181687
i

Assessment Centre COVID-19

NHS GGC - Barr Street
3Dec2021,17:52

SpOZ;%) Resp Rate HRipm) BPmmHg Tempro

e “\2 S ”w"“*a
20 | _92:_)

"_,.- --.~

g
; 98 ;i
S

x

s e e

e et

- ;«;369/ |

¥

Patient- Georgina Logan
CHI 1908546042
Age 67

NEWS2

ACVPU

Glucosemmol/}

CHI

?Sex S ' Female 4 -
Faww wsimear a otate Devamers i - s sy wanns e . - v 5 an e s e TRLAM -
Firstname Georgina
* Lastname “Logan :
§_ el e P - J— et o e £ sttt 85 it o & SR 11 SUNVPU, FRREL I DU Gt e e e et el }
DOB . 19 Aug 1954 .
T e e e o gt g e i vy S
’ POStCOdE Gl‘34NA ) . f
‘- [ S i g S e et s e P S, : AR 3
Address 17 Sol[as Pl
Glasgow
. G13 4NA
gu.:...,w g S —— - g 4 T - R “___ L a.._....... S ——— . -
g Dr Desmond- Spence
i o eratm 4 e 8 dond o wevrorms oo evaete s A o i e v Fanirieonin naswn o wamne e anrns P G NG R s RS T T i

Assessor given name

¢ ASsEssursurname

MSessment Centre

Rachel

T mammenread

Living arrangements

Lives with family

o £ Managmgwell Ce
Capaclty B . Yes
A St 1 A . et 5 g o e
; No I :
e v e+ o orspion o e e ik s i S v s v g e s Soor g8 e e et b oL+ L5 em e Smsmirin inesbions 4 o
DNACPR? Unknown
i T o ya o .y e mere e R e - i gt < - i
i Comorbidities Resp:ratozy Asthma N :
- e e e - e R O SN |

Other relevant comcrbldltles

Na

.
daYS].X :u’;:g: i EronnRe (S* Egﬂ%‘h & CARE



Assessment Centre COVID-19 Clinician Janice Oliver- GP -3181687

Immunodeﬁcieﬁcy/Organ Transplant

‘térmioxygen Spt . =l

Home ventilaticn No

! No 3 :

Smokmg Status Non Smoker
P Doespatlent\lape7 L Epree No i | :
e e e s s e s e ey am o — meeine et rerer v e e e o2 e o e o

Pregnant No

gt e et PE— FP [

Postpa rtumm Last 6 Weeks"

? ; e H
: S : ;
1, 3

Allergies - Ne

ot e T TS

i Notes” ™

P AR RIS 5

" Diverticulosis. ,
Ea-,;:,\ PR 37 - v PO RN NB A SRR W AT e ‘- A W e T s a s I AR RS ANA Wi NTRWAMA YT T, T vt Prrvpepe S A . anid

Onset of First Symptom ., . 1 Dec 2021

51.._“, iy

i Symptoms Fluilke B A o ' Cough, Fatlgue/Ma[alse o ’
D oner vrmr men v et e ke b maid s+ minn oen o ne s et o o 08 s 2 nteton e o e R wm mr s Haee T e el st s

Symptoms- Respiratory Shortness of breath (dyspnoea}

Trend

R i s b g, o i s B Lo e B T SR SRR P A WY B 00 AT KGR AT ittt gt T2 e 155 i+ Bt o daihin v ittt vt

Able to do activities of daily ||Vlng Narmal

L g Ter = mm m e

Worse

] - o I ey e g e - -
. Flmdmtake : " Normal . .
H - i
aw e st w1 S S En o i rt i i momn e e o e en bt o1 Hnrpa samdae iy = sy simt 5 - n i b et o o 7rnens <5 s om ottt i oot E 2 i 8 mmmald

COVID-15 test result Not Tested .

Hea lthcare worker - :

L iy v e el R ke e e om e e T s bdars o e g B b SR e e e o 805 it o e S
Col hablt with confirmed or suspected Covib-19 Yes

N . st i " e At e AT B2t s e im e i g i+ i, e i

( Co-habltee detalls

3 it e e

. .

i‘ - P . - 5§ L NPy RS i T B i g . ’ LEP T

: ‘has béenin contact with faml_iywhoha_vetestedfp‘osntngefor-CQV|d-192weeksago. R N SRR

S v e e oo ox o s e s o on o e 0a s maern e
Recent confirmed COVID-19 infected contact ‘ No

} Fly vaccine this season

COVID-19 vaccine ' ' Yes

* NHS

daysix EEF @oewm (SR _ nHs,
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Assessment Centre COVID-19 , ) Clinician Janice Oliver- GP - 3181687

i _unwel'l for3 days. ) .

i cough prodiictive’of § green phlegm
1 'SOB on'exertion
H
i
i

esays she has been feemg wheezy has been usmg saba, is gettmg rellef

L4
Fat
» “ N
davsix ¥ goom (R 2w | | NHS

- : .



Assessment Centre COVID-19 ’ . Clinician Janice Oliver-GP -3181687

98 %

{
Sp02 [On 92 bpm ACVPU - Alert { Temp 36 9°C . 4 j
arrival) : oL

. i? Caprefill. . Net - ‘
| RR Lo  petformed
o [ i

Increased No
work of
breathing

% R;ghtlu.ng o
- findings .

H

Leftlung Not
findings examined

¥

L02 * Roorh air’

i s a0 s s

Assessment Nc;tes

Notes

dipped urine:”

leukocytes (++)

GP review . ‘

covid swab- consent given

reminded of isolation guidelines and given 'self care at home' leaflet.
going home with treatment and worsening advice.

patient reassured. \

Recommend

COVID-19 Presentation? ' Unsure,

?.w - [ e i . A 8RR PR g © A i e g o mspunin

| {COVID-19 test perfermed today ] ' ' Yes S o ’ Ce g

L o e o TR B e - - . ot
Type of test Lab-hased PCR

g s s s i 2 et e et o+ o e i e ey

! Treatment _ ) _

' ‘amox 5 days Tk R - S R o S

i

DR s mrse v b e v ST P e iy s W el atmekane St WPR w1l han om0 sma ey o merte e wis o Vouw B oy are ey eemnee i i e e e g yop gty o r st et 1 gl

Dispositian Home

[ Y o s e gy e o e i -
Actlons dlscussed wﬁﬁ ’ Patient
3t cme i < e e o e o s et i o o e S U AUV NI SO |

Advice leen . Verbal Written

|
i Isfollowiip required?

“No

To e e me m e wm om ammnn s s mowedemin R s A SARAL 4 e R W o e e e s mos o

. NHS . _ '
d&YSlX m o CMOUIRE (B jﬂg{% £ CARE ’ . ) R NHS

Scoleﬂd
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" Assessment Centre COVID-19 ] Clinician Janice Oliver - GP - 3181687

Recommend nates : N

67 year old lady .
See pmh and DH—Asthma- .
Day 3 -cough ~wheeze—mild soboe : B
. No pleuritic chest pain
* Covid vaces up to date :
Urinary frequency and burning few days ---smelly urine

H

o r

Exam —well lady --chatty
speaking freely -

Obs —normal . .
Chest clear —good AE

tmpression - Likely viral exac Asthma --no waerrying features -—and UTI
Says would not take trimethoprim ar co-amox ----so px Amox 5 days - . /
Will hand uring in to GP next week if no better
Red flags discussed and strong WSG ) ‘
Covid test .

. Self-isolation guidance discussed
GP FU as needed with thanks —assuming neg Covid test

Many thanks ~
Dr Janice Oliver 3181687 -

SRS P " - it o o 1 S 2w T o Yo+ g Ty g e T S sy eoqpmhraeran e i ud o etk e 3

j Revigw Type i Face'to face _ I

e

Fim s e nh e Dbttt nh iaiwa #E e 2 e eta ek Dal e o e W e o bbb pfietedp berin e e Bt wmar e ke L e B P ar i Wsde ol

' - .
d ] e‘-\'ﬁ e p DIGITAL ’ NHS
aYS].X ‘::,?: {Ep EMFURE (,D HEALTH 2 CarE . ;



* COVID-19 Commiunity Assessment Centre Medicines ' X Page 1 of 2

. LOGAN, Georgina (Mrs)
BORN 19-Aug-1954 (71y) GENDER Female
CHI 1908546042

* COVID-19 Community Assessment Centre Medicines
Last updated by Woodside CLINICAL28 (WHCCLINQ28) 4.5 years ago (v. 1) Show Histor‘\(

-

[ ! For Community Assessment Centre Use Only

Content Restricted  No . ) Sensitivity Sensitive

If the information on this form merits further The information on this form will be viewable by
restriction thanthat of Highly Sensitive, please select health and care providers with the appropriate
Yes to apply a Privacy Seal access permissions

‘Assessment Centre

Location . Barr St Centre
Assessor ’ Dr Janice Oliver 3181687
Role ap

|
Medicines Required
Bronchodilators: : . No

Antibiotics Yes
~ Antibiotics

Amoxicillin 12 Years and Over - Amoxicillin 500mg capsules - ONE three times daily
Clarithromycin —
Doxycycline —
Lower UTI . —
Upper UTI\ E’yelonephritis —

Acute sore throat/tonsillitis —

Steroids No

Equipment and Sundries
Peak Flow Meters - Adultand No

‘Paediatric
Other Medications

- Analgesic/Pyrexia - No
Nausea/Vomiting No

Additional Notes/  —
Summary

{ . Print !

¢
rd

https://www.gge-portal.scot.nhs.uk/forms-vanilla/Render.action;securityDomain=for...  11/05/2026
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Assessment Centre COVID-19 ) Clinician Simon Tolmie - GP - 6163752

Assessment Centre COVID-lg - Patient Georgina Logan

CHI 1908546042
NHS GGC - Barr Street Age 66

5Feb 2021, 17:53

SpO2@) Resp Rate HRipm) BP(mmHg Tempro  Glucosemmoiy ACVPU NEWS2

e - e T

ZTIN TN T o 2N
(9816 )(64 ) - ‘},37.4\‘% =

# s, # E
ym, o - o " = e
- gy R g p——_ u.., e -

— e

- Situation

CHI ‘ 1908546042

g man i o B ¢ ke ko ereiveman orearainon crerbscticens e et e sk a4 e o o o o v, oo S T e

Sex _ * Female,

Firstname

R S e

Geargina

Logan . .
19Aug1954
! ‘Bostcode - - B IR G134NA '

Address . 17 Sollas Pl
; Glasgow
G13 4NA

| Contact number (Mobile is preferred) 07774400750 B E

GP ; Dr Desmaond Spence

] Assessar title N : _ : riiss

i Rty F S et e et g e a5 2 e 80 SR ot o5 5 ety v mmn g iy o D e v e

Assessor given name Lucy

1 -Agsessorsumame

McKell :

Assessment Cenire NHS GGC - Barr Street

. Backgro‘und‘un

Living arrangements . Lives with famity

T T I A e

* Leviel 8f independénce (Frailty §corg)- Pre symptoms o 3. Managmg well ;
T— - a - " R R S O Tt 0 A T — mamAvAAm i P RRT—— I

P iy o ok A AT P m M rkem ey rremrmeBan e o s el

. Capacny Yes

' AC?’ S ( - Unknrown

ey et i e don o el i nih e e 4 n ekd e ot s

DNA CPR? Unknown

NHS

*
da SIX = ovoune c/eﬁgﬁ-hs.uns NHS
y a
Scotland
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Assessment Centre COVID-19 - Clinician .Simon Tolmie - GP - 6163752

E sComorbldmes Respuatory

o R e

Comarbidities Cardxovascular

[ ‘com bldntles __ther

L RPN

R I G e R AR

Other relevant comorbidities

s Goeipony T e T e T T e
Nogomonen T

e [ : .
Homenebullsatlon . ) ) . No

im....n.. et et M:*m. AR o ett 8 FR chia o T ek = Sl Zand v e enwcio 3 5

Smoking Status . . . Ex Smoker

S PN ) 1 VU VUV e s =gl i e e s s e e s g

»Does; patlent\:’apeT . No

i A e beme mn ey me e ee oam e m = e e 0TGRS QO S N - s emman e e =

Pregnant . No

* Postpartiim. [

Allergies : No
L i L T L B R L AL LA T

- Notes
i

oo ECSS] s | e sty ) y s k S E e I |
i Awaiting follow up regarding IBS.. P : e 8 e B,

et e et v g et e A A pet . vy <evme evtairee o it e i & me w e o n wmrer aroremnh e wetion wre ma ebom 4it «

Onset of FirstSymptom ’ 3Feb 2021

Symptoms Resp|ratory _ . ' Shortness of breath (dyspnoea)

Symptoms - Abdcmen ' Abdormnal pain

e e b i = [ e b e i . S, Al o e e KA Nt et Ao 5 s vewme rem ma e me Cpwm o mmmmmon mem g e e mosarararbrard

iﬁ.;:symp_t‘pms‘-Neuro B ;4 Headache

Trend Stable

i e e T

H Ableto doactivitios of”dazyllvmg ‘Reduced L
Flutd intake . ! Normal

r.. R T oy ameamE L et e - "w‘,.?. vam mimmn uavp e R e e e B . - it e b e e 8 by i et il

i COVID-19 test result _ L Neganve

OO SOOGS0 L I et U, R

Healthcare worker _ No

Co-habltwath conflrmed of suspected COViD-19

i O

Recent confirmed COVID-15 infected contact

s o o e g i . p— = e e g W e wr oy ey g
Flu vaccine thls season ' No
* R X N . . . - L]
| VN OUURAUOC ST NI Yot BN e VR | M
:

covi D-lB vaccine No

far
Seotland $COTLAND

daysix %= @eow (3w | | NHS



Assessment Centre COVID-15 © Clinkian Simon Tolmie - GP - 6163752

. *
1
Sp02{On 98 % 64 bpm ATVPU Amn - Temp 37.4°C
arrival) é I
a "
Increased No
wark of
breathing
:5"0'2 : :. . Robtnair

NOtES B . R SREPURPERUEAE SO B TEE R R € o SRR i

Awaltmgmedlcalasse e e R I bede g e F

% COVID:18 r‘es’t'.

Yes
Type of test ‘ Lab| based PCR

© amoxicillin 560mg tid' =
; pradnisolone30mg od -

B i i et o b © v 4 meviem o a an we e U P R |

Dispaosition

{ % s = e
;Ee-.Actﬁior"i"s‘diﬁCUsSed with

[ e e e aToreadl aere

Advice Given

-

s

Isfellowip féguired? -

Recommend notes Lt

66ya

hx of asthma, AF, previous pericarditis

24 hour hx increased wheeze, mild cough, brought up some green phlegm yesterday.

was wheezy this am but settled quickly. feels is fine nowi this evemng hut more wheeze oveérall last 2 nights
no chest pain, no fever, no change in taste / smell

mild SOB when wheeze but otherwise fine

ofe .
looks well B L
obs fine ’ '

chest - mild scattered wheeze. no creps, good AE

HS 1+2+0 - good volume

abdo soft non tender

imp - 7asthma exac :
?covid : ' .

test taken .

for amox / prednisolone -

strict worsening advice given if any worsenniong of sx / feeling more unwell to seek review via 111

N
. NHS .
daySIX B EMOLIRE (!8 a%ang o i m .
ol . SCOTLAND
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My Admission Record S e R -—
' o Gy ™
) y Add ©
— — LOGAN
Hospital: - (Q &l v{ Ward: QR " Georgina : 19:0&11954 !—
1 L ‘L‘o =-17 Sollas Place : —
Date of Admission: 20U Time: D% DoB: Giasgow, Lanarihire -
Information obtained from: Name: GRovgLuron CHL: - G134NA° |
Patient [ Relative [ ] Other [] : Affix P"’t“*"t iDlage
Preferred Name: (e org\ol ¢ : H,I W
Age: T\ Telephone Number: Oﬂ{&q.?_% W |lo |
Consultant: MSE DowoeACQ | . \,\JSU G/ﬂﬂﬂ,
| Communication )
What is your first language? _ G_VNS\AAJ/\
Do’you require an interpreter? . Yes[ ] No [\J—
If yes, provide details of arrangements made : ‘ .
Do you use British Sign Language (BSL)?_ , Yes No[d-~ _
Do you need someone to help you to communicate? Yes ] No [ 3~7f yes, who
Preferred first contact - Preferred second contact
Name: 2 . ' Name: - - . ' -
Relationship: \o'.Cu\d . ‘ - | Relationship: .
Address: T | Address:
Telephone: 533 CO 159 Het . Telephone:
Is this person aware of your admission? Is this person aware of your admission?
Yes[ S~ No[] ) Yes[ ] No[]J -
Can we share information with thls person? Can we share Information with this person"
YesF . No[Z] T | Yes [:I No[]
Presenting Complaint / Dmgnosns _
M@dﬁ) A ond W 2 daShaGaon
1 Explained to the patient? . Yes[] No[] Not Applicable []
Do you understand the reason for your admission? - Yes ] No[] 7
.| Allergies / Sensitivities (Rccord food allcrqgics in the Hydration and Nutsition section)
No known allergies IE/ -DGA.-@ '
Relevant past medical history
Ciinns o Dinevne e L\
Cun S _ At -
| L2 (LD fwmbo, ABCapreiS\oN RS .
On admission, is there a Do Not Attempt Cardiopulmonary Resuscitation (DNACPR) in place
Yes[ ] No []/ If yes, Who asked for a copy?
Date they asked foracopy _ "/ / = Date Obtained_ / _/




rower o1 Avtommey / Guardianaip/ Adltwith -nca.;-‘acu{ Name IHI/MIJIIMJIMIIZMWIMIIWIIIIII

i
- 1308 I
| Does someone have Power of Attorney (POA) for you? poaac] ;—
, - s FL
Yes[] No IE/ : 17 Eﬁ;;'g,,, 190811959 1~
OR - ) ‘ DoE: Glasgow, '-ﬂﬂark.-:hrm !
| L L : ;oG
Does someone have Guardianship? . . , CHE == N
Yes - © No[l o Affix patient ID: Iabel Lo
. -
: 'If yes, is this for:- Fmance a . Welfare D Both D
[Which are currently in. actlon7 Finance EI Welfare EI . Both[] - ., Nil[]]
| Please obtain a'copy and place in the patlent's notes . ‘
Who asked for a copy?____ Date they asked for a copy > l_/ Date Obtained A
POA/ Guardian . . ’
“Name: . .. Relationship: - Contact Tel Number
Name . : Relationship: _ L ‘Contact Tel Number _

1N.B. If you think the patlent may lack capaclty inform Medical Staff to assess and, if
.requiredr consider the need for an ‘Adult with Incapacity’ “Section 47 ‘

Carhapenemase—producing enterobacteriaceae (CPE)

Have you ever:
1. Been an inpatient in a hospital outside Scotland? . .
2. Received holiday dialysis outside Scotland? _
3. Been told that you have CPE? . ’ /
4. Been in close contact with a person with CPE? " S :
If the answer is yes to ANY of the questions in this sectton, you must_ WP e e e
Isolate the patient in a side room
Obtain Rectal swab marked ‘for CPE’
If patient refuses. rectal swab, obtain a stool speamen marked ‘for CPE’
+. and-inform the IPCT

anlalsE
RRIg=

TDDGD

| MRSA Screening

Y'es No - Un;sure-

.0 O

| PP L LI FPTRN

Will the patient be an inpatient for more than 23 hours
If YES complete the following section

| 1. Have you ever been told that you have MRSA?” O & O
2. ‘Have you been admitted from another hospital/ residential - ' '

{  setting or care home? ) O &
3. Do you have a wound / skin ulcer.or invasive device which.you had’ . - : ‘

|  before admission? ‘ - |:| IE/ |-

If YES to Q1, 2 or 3 above OR the patient is admitted to a ‘hlgh impact specuahty i.e. Orthopaedlcs, L
Vascular, Renal Unit, Critical Care - obtain MRSA swabs -

| Nasal[C]  Perineum[]  Other[T]. Specify .. Patient refused [ ]

‘Creutzfeldt-Jakob Disease (C)D)

’ ' ' Yes No _Ansure
| Have you ever been mformed that you are at mcreased risk of C]D orvCD? . [ [

If YES inform the IPCT [ ]
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Addre, 1 LOGAN _
- Georgina ) 19!08!1954 s
17 Sollas Place r
Glasgow, Lanarkshire :
. ' DoB: _ T GI3ANA
L ; - . CHI; . S -
Lifestyle ' . Affix patlent iD Iabel
Smoking ‘ |
Are you a: smoker ex- smoker[] when did you stop? e s v
Neéver smoked ' " |

Do you use eCigarettes?  Yes I:] No[].

If a smoker, the NHSGGC Smokefree policy has been explamed and Nicotine Replacement Therapy
{NRT) has been offered .

Yes - administered NRT [] Yes - patient declined NRT []
If declined - Why: S

Do you want to talk to someone about your smoking? Yes[ ] No |:]

If yes, refer to Smokefree Services (Trakcare) Date referred: / /

Drugs

Do you use recreational or illicit drugs or are you receiving opiate replacement therapy
(ORT / Methadone / Suboxone)? Yes[] No =

If yes, please specify and refer to'the NHSGGC Gwdellnes for the Management of Drug Users in
Glasgow and Clyde Acute Hospltals

Alcohol

Do you drink alcohol?  Yes[ ] ‘No [

How often do you'have more than 6 units of alcohol on one occasion: .
Never [] Less than monthly [_] Monthly [] Weekly [] Daily or almost daily [ ]

NB: If daily or almost daily commence the Glasgow Assessment and Management of
Alcohol (GAMA), complete FAST Tool and take further action-as per guidance.

Name (Please PRINT): L\ ) A D\kb ' Signature: &)@@5 |
Designation: \SCl\, h ) ) pate: 20 j\\1b




My Assessment Record

"-DoB
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1903
Georgina . 19103:1955
17 Sollas Place :
" .Glasgow, Lanark%hlre
i GI134NA C
CHI: :

Affx pattent 5] Iabel

Normal for

.| No breathing problems e v ) | | -

| Breathtess at rest | " NM

| Breathless on exertion »
Productive / Non-productlve [
cough
‘Cyanosed ;
Uses nebulisers - . .
Uses inhalers \/ e ) i
‘Oxygen therapy - |
Do you have any other
symptoms? : :

Crctaton. | g | W | Asesmct e

‘No circulatory problems ' l/’ _ / : o 1 >

"| Chest pain at rest. ' :
Chest pain on exertion ’
Angina '
‘Da you take medication for
symptoms of angina? |
H'yperten;sion -
Do you have any other
symptoms?
ao i

i Yes No Assessment of the patient’s
y . :

commun:catlon needs

Do you have any difficulties
{ communicating your needs?,

| Do you have any difficulties
| with your speech?

‘Do you have a Learning
Disability?

4 Do you have support from a
| Learning Disability Team?

‘Contact details:




e NN~

1908546042

LOGAN -
Georgina ¢ 190081954 _
1 DoB: _ L _
. CHI: _ : —_
I3MSenses) Affix patient 1L 1avei -
Vision Yjs l:l/o Assessment of the patient’s vision
Do you have any prob'lems with your v
vision? '
Do you wear glasses? 7 v’ / Distance B-/Reading IE/Both ]
Do you have your glasses with you? v .
Do you wear contact lenses?
Do you have your lenses with you?
Do you wear a prosthesis? _
Hearing , : vjs "‘;’ Assessment of the patient’s hearing
Do you have any problems with your :
hearing?
Do you have any hearing loss?
| Do yb_u use a hearing aid?
Do you have your hearing aid(s)
with you? _
Yi No - .
Pain p v Assessment of the patient’s pain

Do you have pain?

v /
v

Can you describe where and what the pain is like?

Have you had treatment / intervention for the pain?

N.B. Complete generic pain assessment chart.
If unable to self report complete Abbey

Pain Scale.

Can you describe any chronic pain that you have?

What makes the pain better?

Mark current pain-on body chart




17 Sollas Place
Glasgow, Lanarkshire

[ AR —

! F
Georgina 16/08/1954 -

and follow the guidance

DoB: G134NA —
CHI: _- ‘ —_
4 @@gﬂﬁm%ﬁm %ﬁ IS (BTN 3% - || Affix patient ID label
Adiuission Normal_ frr .| Assessment of the patient’s cognitive '
Presentation the patient ta .
A v v status
Alert and orientated v’ d
Impaired conscious level
Confused
Dementia
Stressed / Distressed
N.B. Think Delirium
Complete 4AT for all patients 65 and over, AND for patlents of any age with one or more
of the following: )
. existing cognitive impairment
. previous delirium
. current hip fracture
. severe illness '

N.B. ‘Getting to Know Me’ and ‘What Matters to Me’ should be completed for all
patients with dementia, cognitive impairment or complex needs

SNy drationfandINUtLition

Do you have any food allergies or food intolerances?

DOJu:) AT\ oA LR

What do you  like to eat and drink?

O WM

| What do you not like to eat and drink?

'N.B. Malnutrition Universal Screening Tool (MUST) to be completed for all patients
within 24 hours of admission

6




Diet and Fluids

Admission
Presentation
v

Normal for
the patient
/ -

Ao l@lﬂﬂlﬂﬂﬂlﬂlﬂll]lﬂﬁﬂlillﬂﬂlllllﬂl[lﬂllﬂﬂ i

Normal diet and fluids

v

. Therapeutic diet

‘Cultural, ethnic or religious diet

GEGJ' F~
g'"a 19/08/1954

DoB: _
CHI: :
Affix pat1ent D label - - e

Texture Modified Diét
Please state

Assessment of the patient’s
hydration and nutrition needs

Thickened Fluid
Please state

Oral Nutritional supplements
"Preferred flavour

Enteral Nutrition .

Parenteral Nutrition

Pl

Nil by Mouth

—

N.B. If the patient has any difficulty in the oropharyngeal
stage of swallowing complete Screening Tool for
Oropharnygeal Swallow Symptoms (STOPSS) within 4

hours of admission

. o . . Admission Normal for
Ass:sta‘nce. with eating Presentation the patient
| and drinking v v
-~ - Zz
v i

{ Independent {Green}

Prompting / encouragement /
opening packets/cuttlng up
food (Amber)

Full assistance with eating and
drinking (Red)

b aateas

Do you have any further issues which may affect your ability to eat and drink normally during this

hospital admission?

{ G At

. ‘Admission Normal for As it of tl .,
Bladder Presentation | the paticnt sessment of the patient's
. v . . elimination needs
v -

Pass urine with no problems

Frequently pass urine during
the day

Frequently pass urine overnight

| Sense of urgency when need
to pass urine

Urine retention °

.
W
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LD LOGAN
. Georgina 19!08!1954
Haematuria 17 Sollas Place S
DoB: Glasgow, Lanarkshire ]
: — . G134NA —
Incontinent i - CHI: . .
Affix patient IU 1abel” "~ '

N.B. If new incontinence report to medical staff to rule out infection or physiological cause

What products do you normally use for this continence issue?

P ,
No urinary catheter [E/ Urinary catheter in situ:  Urethral [] Suprépubic d

Date urinary catheter lastchanged ___/ 7/ '

N.B. If Urinary Urethral Catheter (UCC) in situ commence NHSGGC Adult UCC Insertion

and Maintenance Care Plan

Bowels
When did your bowels [ast move? , C\~rD ,m\ A T )
How often in a day/week do you have a bowel movement? Per day "y Per week I -
| Do you use any medication e.g. laxative to help your bowels move? Yes[] No A~
Admission Normal for .
X : . Assessment of the patient’s

Bowel Habit Preser}tatlon the pjltlent elimination needs
Regu!

egu ar ‘ -
Constipated , -V P

diarrhoea / loose stools I v
Blood in stools
Incontinent

What products do you normally use for this continence issue? ‘

N.B. if concerned about bowel patterns (e.g. infrequent movement or frequent loose
stools) consider using the Bristol Stool Chart

Stoma Yes No Assessment of the patient’s needs in
. v/ Iy relation to their stoma
Do you have a stoma? / |

Do you require assistance with
your stoma care?

Have you brouglhit any of your
stoma products with you?

8 ' 1

=
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\QIoBIS54 _

OG AN

eorg’{\ sP'l -
Solid ire A

CHI: _ e T

ajIﬂ m @}@ Affix pat__..-..vrs-u‘liibé'i”
Admission Normal for Assessment of the patient’s
Personal Hygiene Pr eser}tatlon the ;?t;ant personal hygiene needs
Independent v’ "'/
Requires assistance with
washing and dressing 7 .
. Admission Normal for . o
Oral Health Presentation the patient Assessment of the pal‘lent s oral
| v . v, : health needs
{No problems v -
Sore mouth / mucositis / ulcer
Re'quires assistance with oral
hygiene
Other (eg dry lips, tongue -~
coated?)
Dental work Y;s ':l/° Description of any dental work
Do you wear dentures? \/ Yy
Do you have your dentures / | i
with you? . '
. : yd
Are your dentures a good fit? v
Do you have any other dental
work that we need to be
aware of? _
Admission Normal for . J e a
skin Care Presentation the patient Assessmgnt of the patient’s skin
- 7 v care needs
No problems. v [
Skin broken

Skin oedematous

Skin discoloured / red

N.B. Complete PUDRA for all patients within 8 h}ﬁrs of admission ‘

Pressure ulcer identified on admission: Yes EI No [3/

Pressure Ulcer Grade:
Pressure Ulcer Site:

N.B If Grade 2 pressure damage on ankle or below refer to Podiarty via TrakCare

- Adult wound assessment and management chart required




‘with you?

T Yes© |- No | Nam’ _
w— |5 [ % | e —
Do you have any wounds? : ' — égfrgﬁ g
'N:B. If yes, complete an ,/ 17 Sollas Place 19’08”.954_ ‘

-| assessment chart for DoB Glasgow, Lanarkshire —_
wound management CHE G134NA.___

’ - ! Affix pdl.lcuu. [TV R —

&, Molkiiy |

X n Admission Normal for ' L

' . i s evationt Assessment of the patient’s
Mohility Pressn{ta:uon e p;/d#.ll-ENL . - mobi!ity nee ds‘
Fully mobile and independent T ~

} Uﬁsteady-when Walki'ng |
Do y.olu‘ use a rﬁobil’isy aid . CYes[ ] No (¥~ |
Jo you have your mobility aid ~ yes - Nof@/ !

| N.B. If not fully mobile and mdependent on admlssmn complete moving and handlmg
assessment within 24 houts of admission

|9, efetting @ Safe Emirenmmes

N.B. Complete a falls risk assessment for all patients within 24 hours of admission.
If a falls risk is identified complete the falls mtervention checklist and do:ument all
nursing actions in the care plan. : '

‘Safety

Yeés
4

No
v

Assessment of the patient's ability to .

Is the patlent at risk of fafllng,
rolling, slipping or shdmg from
the bed? .

Nould you like bedralls to be
= used while in hospital?”

' maintain a safe environment

N.B. If yes, to either of the two questions above complete a bedrgil;‘rlsk assessment

‘ SIeép

Yes

Assessment of the patient’s sleep and
- restneeds

Do you have any difficulties
with sIeepmg"

No
v
v

| Do you do or use anything to
help you sleep?

10 . .




o B “,féﬁlm/m_/mm/mm =

Do you have support from social work, social services or a care package?

eorgma . p——
~ é Ls:.ﬂas Place 19/08/1954 —
o L"’"'c"rksm y
% G13 4NA
; . - ' Aﬂ‘lx patlent ID Hwer- .
Ait¥SociallGircumstances ’
Doyou: - _ , o
Live alone : .| Live with family/ friend/ other [
Live in a hursing home | - Live in a care-home O
Live in residential supported care - Live in-student accommodation [] : ‘
Live in ‘homeless’ accommodation {_] Have no fixed abode |
| Other please specify. . -0
‘| Dependants ’ vj’ '.:',°
_ Do you have any dependants" _ -
Do you support anyone (e.g: partner children, relatives, animals)? ~ . ™
" | Do they need support from someone else whilst you are in hospital? ' - |
Would someone else be able to provide thrs support when you are in hospital? g |
if yes, who? ' _ _
If no su’pport available contact Duty Social Worker :
Duty Social Worker Required [_] Not required [ ] Referred []
: . - ' | . 1 VYes No
Services - # L 7
—

If yes, please provide details: .

if yes, has contact been made to cancel arrangements during admission?.

ﬂ&@mﬁﬁm&ﬂaﬁrﬂmﬂnﬁﬂ@ﬁ@

| Do you have a rellglon or beliefs that we can help you observe whlle you are ln hospltaP "

NAA

Is;there anything else with regards to your values, rehglon or: culture that we can support you with

during your stay in hospltal (e g. prayer meditation)?

Would you like to talk to someone (e g. Hospital Healthcare Chaplaln) about you, your loved ones,

| | your values and beliefs; or any wornes you have? Yes [1° . No .

Healthca're.ChapJairJ informed 'Yes ] NlA:l]/ '_

1n



Name: |lIHIfIIIlIIIHIlIIIIﬂIIII\lllﬂllllmlllﬂllll!lllllﬂll -

Addres. 190854604
LOGAN
: : — Georglna . 190081954 — .
- = .- 17 Spllas Place
) : . ; .Glasgow, Lanarkshire
, v ; DoB: _ © GI34NA_ .
) CHI: __

1 Affix patlent ID Iabel .

(98, Reroen Centred @are.

_| What matters and is important to you whilst you are in hospital?

to include in thelr plan of care,

N.B. Paﬁici;iéting in ‘What Mattérs to Me’ should be offered to all patients

This should focus on the personal preferences, choices and goals of the lndwldual of what is important .

| Informal Support

5

Who is important to you to help support you wh|lst you are in hospntal"

~

NB. If the person who helps is not a preferred contact please ensure their details are
listed below.

Name: ereeseenesreesesssssessssrenn — |
Contact Details: ... eteentaenens weemmeratenersanenens

How do you want the people who matter to you to be involved in your care? -

Do you have someone who looks after you or someone that helps you, i.e. an informal carer"

Yes |:| No |:]

if yes, has the help or support listed above been confirmed W|th the patnent’s family/ friends?

(please tick) Yes [0 No L__I
12 ‘ T
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15
éOGAN
. Seorging F____
i . 17 Solias Piace 19/08/1954 !
Dc Glasgow, Lanarkshirg T —
Ch . G13ana
Affix palll:l | L i T

Required Suppjort

Has the patient and / or carer been advised of the hospital Support and Information Service?
Yes[ ] No ‘
Referrals can be made via the central phone number: 0141 452 2387

Has the carer been advised of the Carers Information Line?

Yes[] No[] . - Not appropriate at this time [
Carers Information Line: 0141 353 6504 . o
Carers Information Leaflet provided?
Yes[] .No T

-| Are you:

Employed I ! Unemployed []

" | Self-employed I - . Retired 1
| |

Full time education

Has your health had an impact on your ability to gdrry out your day to day activities at work?
Yes[ ] = No[] Not applicable

Do you have any money worries?

Yes[ | No[] - Not appropriate to ask at this time [3/ _
If yes would you like referred to a money advice service that can offer confidential advice/ support?
Yes[ ] - No[] If yes when was patient referred [/

Would you like a referral to a service that can support you with employment / education/ training/ skills
volunteering?

|Yes[] - No[ ] Not applicable [] Not appropriate to ask at this time [E/

If yes when was patient referred I/

13
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Name!

l\lllllIll\llﬂ]lll[lllﬂlllﬁﬂllllllllﬂlllllIllllllllllll .

Addres
G‘if,’;?,'.a ' 19!08!1954
DoB: 1 Sollas Place y L

I}I’dh Assessments CI‘_’“ F— Glasgow, Lanatkshie A~
Document'at'lon B Afflx puul:uL I Idel |

' Reqmred

' o Required gg;:"?;gtds .Date, Print

Additional NH5GGC Documentation p and Sign when |. -
' ' ' Yes | No | Yes | No, completed
v v v v
Glasgow Assessment and Management of
Alcohol (GAMA)
Generic Pain Scale Assessment Chart _
\bbey Pain Scale (if unable to self report pam) .
4AT and TIME for Detection, Management and / 1 / '
| Prevention of Delirium , : !

Getting to Know Me — Relatives to complete
What Matters to Me ]
‘Screenlng Tool for Oropharyngeal Swallow
. Symptoms (STOPSS) - . Y
Malnutrition Universal Screening Tool (MUST) v |/ oo <9w‘f )

. | Adult Urethral Urinary Catheter (UCC) Insertion v VWD Vo |
and Maintenance Care Plan AN A e h .
Bristol Stool Chart - _ o \

Pressure Ulcer Daily Risk Assessment (PUDRA) o Ve \ :
| Adult Wound Assessment-and Management Chart I ' : \
Movmg and Handllng Assessment 1/ o \ ‘
Falls Risk Assessment v . 5/, \ ' .
| Bedrail Risk Assessment ) e o -/ o }
_Déte and Time ' }Notes Pﬂnt Name,
’ ' 7 Signature
and Designation
— T _ .
whlte  ¥o Adro s WA adads pauin
M v(wuf\aq - % &oslwc-ngm .
A’lw a .SCM .
NM_,quM &w.ps amyL SNLSADR,
UN MC =
LA\ AN w&xi?\ AODS
| Swps v wWoekir oA probo st

14
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LOGAN
= Georgina
— 17 Solias Place
D Glasgow, Lanarkshlre

C -
Affix patient ID label

_ 19/08/1954

G13 4NA

" @lufe] Olo (i)

Date and Time

Notes

Print Name,
Signatire
and Designation
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LOGAN 19/08/1954 —
Georgina
DoB: _ 47 sollas Place -

CHI: __ Glasgow, Lanatkshi® 0\
Affix pa’ :

@ﬁiﬁﬁﬂ Notesf(contd)

- bate and Time ] o Notes | Print Name, -
) Signature
.and Designation
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NHSGGC Bedrail Risk Assessment : . . ’g‘gz;ﬁm
This Risk Assessment Tool is an aide memoire for staff. It should be used in conjunction with the Bedrail Guidance Patient Narme: Georgina 19/08/1954 N J'fjg"“’
(see reverse) and Guidelines for Falls Prevention and Management {Adlilts). )
THIS DOCUMENT DOES NOT REPLACE THE NEED FOR CLINICAL JUDGEMENT CHI Number:
Use guidance on the reverse of this document when completing this Risk Assessment DATE oV T7ZI .26
TIVE 1o K0S
WARD B an
HOSPITAL | (0]
O D RA
1 |'s the patient likely to fall, roll, slip or slide from the bed? 7,
2 [ Has the patient requested the use of bedrails? v - | |
IF NO TO BOTH QUESTIONS IN SECTION ONE THEN THERE IS GENERALLY NO NEED FOR BEDRAILS, EXCEPT WHEN THE PAT[ENT IS BEING TRANSFERRED
O L O i) b)
3 | Is the patient at risk of climbing out of bed? [9%
4 | Is the patient stressed, delirious or restless? [ - P
5 | Is the patient small in stature? i ] =4 "
6 | Does the patient have an unusually large or small head that might present an entrapment issue? [ - 4
7 | In your opinion, does using bedrails présent a higher risk to the patient than falling out of bed? et -~
IF YES TO ANY OF THE QUESTIONS IN SECTION TWO, BEDRAILS MAY NOT BE APPROPRIATE — See Guidance overleaf
O R O A 0
8 | Has the patient been consulted regarding the use of bedrails? o b
9 | Does the patient understand the purpose of bedrails? Consider communication difficulties and | physxca|/cogn|t|ve condition v -
10 | Has the use of bedrails been discussed with relatives/carers? v —,
11 | Has the patient/relatives/carers been given a copy of the bedrail information leaflet? L -~
12 | Consent obtained for the use of bedrails via patient or AWl treatment pfan? i -

IF NO TO ANY-OF THE QUESTIONS IN SECTION THREE, BEDRAILS MAY NOT BE APPROPRIATE
SECTION FOUR - DECISION MAKING

Will bedrails be used for this patient at the present time?

— See Guidance overleaf

Any issues relaung to the use of bedrails Includmg discussion with fam||y/relatxveslcarers should be recorded here

14 Ratlonale for use of bedrails: (Pléase insert code in the box on theright) |

A - Risk of falling from the bed

B — Risk of rolling from the bed

C —Risk of slipping from the bed
D — Risk of sliding from the bed A
E — Patient request A7

15 Bedrail risk assessment completed by: | L&A~
16 . Bedrails checked by: | Upwtiy [ .
17 Date| 01 ; [ 121-1-015




C.

A. Altematlves to bed rails:- safe use and application of bedrails:- ]
* Move the patient to a more obsen/able area * |f bedrail is fitted and there is a gap between the lower rail and the mattress
* Increase patient observation then a bedrail should not be used
*  Ensure the bed is returned to the lowest height appropnate to *  If the gap between the bars on the bedrail is greater than 12cm then a
the patient needs, after care delivery bedrail should not be used
»  Ensure patient needs are anticipated e.g. drinks are accessible, » [f the bedrail moves away from the side of the mattress then a bedrail
regular toileting, call bell to hand should not be used
¢ Nursing patient on mattress on the fioor should be the * If the gap between the bedrail and the headboard is between 6cm and
last resort, and safety checks should be made for hot pipes, 25cm then a bedrail should not be used
trailing wires, electrical sockets etc ¢ If the gap between the bedrail and the footboard is between 6cm and 25cm
® A generic moving and handling assessment must be carried then a bedrail should riot be used .
out for staff caring for patients nursed on mattress on the floor. » If the bedrail has not been fitted correctly then the bedrail should not be used
* Contact Hospital. Falls team for advice where appropriate ® If the bedrail is not secure then the bedrail should not.be used V
' : : ¢ If the bedrail is not compatible with the frame it will' be fitted to then a
bedrail should not be used
. *  [f the bedrail is not in good working order then the bedrail should not be used
. If bedralls are to be used, please consider the following' D. Record keeping:-

"Is patient:-

Stressed, delirious or restless
At risk of entrapment
At risk of climbing over the top of the bed rail

At risk of being psychologically affected by the use of
the bed rail

All of the following should be recorded:-

Date and time of assessment
Bedrail information leaflet given to patient and-or next of kin
Rationale for decision in care plan or in AW treatment plan

Whére bedrails are considered. appropnate and patient has
declined their use

- Any other actions implemented

Care planning should be reviewed and updated as per record
keeping standards

Bedrail risk assessments should be made as follows:-

On admission
If patient’s condition changes or fall / suspected fall from bed
Daily/weekly depending on the patient’s status

M1 » 294647a  Version 1_0 » GGC0231
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i - . 'NHS

UETREN

48042

LOGAN o ' Ao
Georgina © 1 19/08/195 . . . Greater Glasgow
17 Sollas Place : } Care Plan e ’ . ’ . - ’ ‘and C|ydg
+ . Glasgow, Lanarkshire . s . )
. : G134NA } . .
N i BN 3 +
Care discussed with patient . = ves ONo - O. | If unable, give reason:
Unable ’ k : N .
| care discussed with fémlly " OYes DN{) ' O | if unable, glve reason:
Unable . ] s . '
| I5ate commenced | 1. Br,e-athlng and circulation | Date discontinued | Date commenced | Getting to Know Me / What Matters to Me Da_tédis:pnlinued
& signature ) . L. .-& signature & signature ' . & signature
wile 30 [ywdapsmohant - - ' 20hhb 0| no ssueA
. 5. Hydration and N’ut;'ition e
20l 2D | Lo —enpidowtfoiving
- B 2, 3..Communication and Sensgs g ) - v ' } . .
20l h,k, JR _WRoA 9 loased . ) . S . .
S o o e ' 6. Elimination -
4. Cognitive status - Co . AWk &JD \ WW . -
wlilre w0 Mok , - ~

pl/2PT0
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G13 N4

Care Plan

'

o= :

NHS

Y~

Greater Glasgow

and Clyde

Date Commenced
and Signature

7. Personal Hygiene, oral care, skin care and
wound care

Date Discontinued
and Signature

Date Commenced
and Signature

9. Maintaining a safe environment, Technical
Care .

Date Discontinued
and Signature

 jolile S0 | wwdupondant oW OO | Aussl codh Sowttaa™
——t L 10. Sleep and Rest ™ | T 4
eo\ihe AB| sncaregl -
8. Mobility
2ol 40 1~ snch ot 12. Privacy, dignity and sexuality
i - *' 2obilth 2O | o csprad

Negotiated care - Please record any planned

involvement of patient/family in delivery of care -

p2/2
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Care Rounds Checklisf

| Date: “wolihbo :

LY

IMMIW!IHIIIMIM{IW{IIIIMMMMII

ach Addr: 1908548042

NHS

I have evaluated and deemed that the f;equency of care delivery over the next wy shift, based on the patient’s
| most critical need should be every (pleasecircle) . Thr-  2hr 3hr 4hr,

Gearglna

19/08/1954 - Greater Glasgow

and Clyde

Ward:

‘Must dos’ for me. Ask the patlent if there is anythmg

11 Signed% Nameé _< LD\A—M Designation _&
2. Signed Name ~/ . Desiénation .

3. Signed . Name Designation i
USE FOLLO\NING CODES: T e S
1¥=Yes N=No NA= Not appllcable w ’

NT = No Thanks - S =Sleeping O = Off the ward’ 1= Inde
‘ ) . - VTimes\Q'E t‘;o_

S

they want specifically done today:

1 THINK DELIRIUM-

~

Is the patient nil by mouth?

D
1Is the patient more confused or drowsy than normal’ If YES; inform reglstered nurse, V‘I ") lj
z. 'rAIN: assessand address - . . . Py} )J N -
s the patient distressed or in pain? If YES, inform registered nurse, .
A/
|7 oo , G4 |
Red (R) / Discoloured (D) / Pressure Ulcer (PU) / Intact (INT) / Maisture. (M) s '
K | 4 | KEEP MOVING _ ) y 7/ y
. .Has the patiént moved or walked? . B . /
Bed Rightside (30°ti)-R _ Leftside(30°tiy—-L  Back-B BIW|w
|| Chair  Assist to walk or stand (W/ST) ‘ || - .
I |5 | ELIMINATION ~Does the patient need the toilet? ' ‘ jod V‘“ vl
Independent = | Assistance given=A Incontinent of urine or faeces =1C .
N'| 6 | FOOD, FLUIDS AND NUTRITION - J

Drink taken?

Nz

Food, snack; or supplement taken?

Has oral hygiene been cairied out as per care plan?

- 7 | ENVIRONMENT Check: ) .
Is the patient’s call buzzer to hand? Is the area clutter free, clean and safe" Dades the
patient have everything they require in safe reach? Is the bed in lowest position?

S T

Y

| 8 | INFORMATION
Is there anything else I can help you with? Inform patient of the time of return.

S

| —

N

§~KS ~ IxT

9 | ESCALATION Escalate any issues to the registered nurse and document overleaf.

N~ ~< 7T
2

PACE é\"—f.s\‘!\% AEEET AR
=

Care.prow_lider/ role

R e FEN= [ [FFLP K [ 1Z fy
B - ) 3 ‘- . l




Rounds Checklist , Date: 2-\-1. '

=

care ' o | Aach Adres Illllﬂﬂllllllﬂlllllllllllﬂlllﬂllll\ﬂllIlllllllll NHs
I have evaluated and deemed that the frequency of care delivery over the next werliyshift, based on the patient’s . . +'1908546042 Greater Gla,g.,w
most critical need should, be every {please circle) - Thr  2hr 3hr @ . o . LOGAN: . F and Clyde
. - ) P - ' S Gedrgina 19/08/1954
1. Signed . Name. M Y | Designation ﬁ ! ‘ . 17'Scllas Place o )
: .' . ) Ward:, G1asgow. Lanarkshire ‘ . . i
2. Signed A Name ___ W f/7%/ __ Designation - f l §§ 00 ) ‘G134NA ‘
3.Signed __ Wi - Name dﬂ.@@ g@ﬁ ___ Designation _.__ ! _ | ["Must dos’ for me, Ask the patiént if there is anythmg
= . - — — — - they want specifically done today:
USE FOLLOWING CODES: - . : .
|¥=Yes "N=No 'NA=Notapplicable NT=NoThanks S= Sleeplng 0= Off the ward d Independept e 'HADIAN@(

1

L AL -
- - - : . : A ® -
: : , . ““‘e?(;(:)ﬁ?a 0d O 05_7!{ -
-1 THINK DELIRIUM . - -
Is the patient more confused or drowsy than normal" if YES, ll‘lform regnstered nurse. l\l AN |\-> N
2 | PAIN: assess and address . : YRS K
'Is the patient distressed or in pain? If YES, mform registered ndrse. Y\/ N . NI ‘V
s | 3] SKIN INSPECTION \VE -
Pressure areas checked: ) /\/ \ ! \ I B
‘Red (R) / Discoloured (D) / Pressure Ulcer (PU) / Intact (INT) 7 Molsture M) ( ) / b TP P
K | 4{ KEEP MOVING Y 11 T . .
Has the patient-moved or walked? \1 J .
Bed  Rightside (30°tilt)~R ~  Leftside (30°ti)~L  Back—B B IR IR
Chair  Assist to walk or stand (W/ST). \_- P w 7.’— -
I |5 | ELIMINATION Does the patient need the toilet? ( : l |-
. "l | Independent=1 Assistance given=A _ Incontinent of yrine or faeces = IC : 1 \ } -
N | 6 | FOOD, FLUIDS AND NUTRITION ° ' ' - N
Is the ;':atient nil by mouth? '\] N N N N N
Drink taken? . . B ) 'y \l v |/
‘Food, snack, or supplement taken?' ‘5,-. 6 N v nN N K
.| Has oral hygiene been carried out as per care plan? \5 = 7]\ \ | X
7 { ENVIRONMENT Check: -S IR -
+ | Is the patient’s call buzzer to hand? Is the area clutter free, clean and safe? Does the \, \’ Y 7/
patient have everything they require'in safe reach? Is the bed in lowest position? V : ' '
- - i —
8 | INFORMATION , S IS
Is there anything else’l ¢an help you with? inform patient of the time of return. - /J_ ks ol Y
7 9 | ESCALATION Escalate any issues to the registered nurse and document overleaf. : ;n/ 1 /:;‘ lrﬁ AN |
Care provider / role /A N);
- ] 4
4




Care Rounds Checltist LH'L_ . wmmmmmnmmm\mu\mw Wl NHS

| have evaluated and deemed that theH frequency of care delivery over the next hift, based on the patient’s - LOGAN 954 Greater Gmgow
{ most critical need should be every (please circle).  1hr 2hr 3hr Georgina 19/08/1 “and Clyde

. . ; : 17 Sollas Place
1. Signed-_ oA A~ . Name J@W .- Designation SESS Ward: Glasgow, Lanarkshire

2, Signed _ _ Name : Designation & . cm e
3, Signed — o . B Name _. . : Designation . ‘Must dos’ for me. Ask the patient if there is anything
- - - = - they want specifically done today: .
USE FOLLOWING CODES: R . . o i -,
VY=Yes N=No NA=Notapplicable NT=NoThanks S=Sleeping O=0Offtheward I=independent N MMS )
. imes L TP |98
1 | THINK DELIRIUM - J =
_}. Is the patierit more confused or drowsy than normal?“ If YES, inform reglstered nurse, ‘\) N ’
2 | PAIN: assess and address . . ' N ‘\’
Is the patient distressed or in pain? If YES, mform régistered nurse, l\/ .
S | 3 | SKIN INSPECTION . [ ') ‘ .
Pressure areas checked: ' \ -

Red (R) / Discoloured D)./ Pressure Ulcer (PU). / Intact (INT) / Morsture (0]

K | 4 | KEEP MOVING - P
: _Has the patierit moved or walked" ) ) o | . l Ny

_Bed Right side (30° tiit) — R Left side (30° tilt) - L ‘ Back-8B
| Chair-  Assist to walk or stand (W/5T) '

i | 5 [ ELIMINATION Doesthe patient need the toilet? . ’ ’ ‘
Independent =1 Assistance given = A Incontinent of urine or faeces = JC

N | 6 | FOOD, FLUIDS AND NUTRITION T
= |+ |15 the patient nil by mouth? -

Drink taken?
Fudd, snack, or supplement taken? N

=

- J;Z
Bz |—

Has ora! hygiene been carried out‘ as per care plan?

~ | 7 | ENVIRONMENT Check: - :
1s the patient’s call buzzer to hand? Is the area clutter free, clean and safe? Does the
patient have everything they require in safe reach? Is the bed in-Jowest position?

8 | INFORMATION
Is there anything else | can help you with? Inform patlent of the time of return

9 | ESCALATION Escalate any issues to, the registered nurse and document overleaf.

a

SEZ L
22

ST (L RENIT|—

Care provider / role’




T

e . N . .. 54504 NHS
4AT and TIME for Detection, Management and Prevention of Delirium LOGAN N e T
Complete for patients: age 65 and over; patients of any age with an existing cognitive rmparrment prevrous delirium; 17 s'é’..as Place
current hip fracture; or severe iliness. These patients are at high risk of delirium. . Glasgow, Lanarkshire
This should be done on admission; at each transmon of care; if SQID posltlve, or if any clinical concerns, G134aNA
4AT
(1) Alertness | wars_AS | ward GI2 ward - Jward wad ___ |
This includes patients who may be markedly drowsy (é.g. difficult to fouse and/or sleepy during assessment) or Date & Titme Date & Time | Date & Time | Date & Time |
agitated/hyperactive. Observe the patient. If asleep attempt to wake-with speech or gentle touch on shoulder. 28l
Ask the patient to state their name and address to assist rating 1o : i
Normal (fully alert, but not agitated, throughout the assessment) (?)) ‘ [ [ -0
Mild sleepiness for <10 seconds after waking, then normal o * 0. 0 0 0
Clearly abnormal ¢ / / P s -4 [ a4 4 4 4
(2)AMT4 - . :
Ask the patient their Age, Date of Birth Place (name of ospltal) Current Year ) ~ |
No mistakes /d) (0/ 0 0 0
1 mistake 1 1 1 -1 1
2 or more mistakes . . 2 2. 2 2
(3) Attention - ) ‘ ' .
Ask the patient “Please tell me the months of the year in backward order, starting at December”.
To assist, one prompt of “What is thé- month before December" is permltted ’ A -
Achieves 7 months or more correctly ’ 7o) | / 0 ) 0 0 0
Starts but stores < 7 months or refuses to start R - 1 1 "1
Untestable (cannot participate because too drowsy or |nattentwe) 2 2 2 2 2
(4) Acute change or fluctuating course
Evidence of significant change of fluctuation in: alertness, cognmon, other mental function
(e.g. hallucinations, paranola) over the past 2 weeks and stlll present in precedmg 24 hrs. o , ~
No o) | ( 0. o
Yes 4 4 4 43
0.

4AT TOTAL SCORE

&)

0,
4
'//'

Print initials of assessor -

00

I

Score >4 This is a possible DELIRIUM +/- COGNITIVE s<ore 1-3 This i§ a possible COGNITIVE IMPAIRMENT
IMPAIRMENT, start ‘T* arid ‘I’ of TIME and escalateto | and requwes further assessment

medical staff to confirm diagnosis

unhkely

| Score 0 DELIRIUM or SEVERE COGNITIVE lmparrment | ‘

All paients scoring 0-3 are still at high risk of defirum. Use the Triggers listed overleaf to plan care and reassess daily by asking s the patient more confused or drowsy? This s the single questiortn delirium (SQID)



-

* Affix ID Label

NHS:

Greater Glasgow
TIME checklist to guide Delirium risk reduetion, Identification and Management e
The TIME checklist is a joint medical and nursmg responsibility.
Triggers, investigate, Managé and Engage L u'\Du?zib Date Date Date Date
Think possible triggers for delirlum ) Tickbox  Tickbox  Tick box  Tick box Tick box
Is the patient In pain? Start pain chart, review analgesia and consider need for an aperient ) ) Ve '
11s the patient coristipated or at risk of constipation? Commence bowel chart and review daily to assess v o
for constipation, especially if ori analgesia. Consider rectal examination . M
Is the patient in urinary retention? Palpite bladder/scan «l0
. 1s the patients oral intake sufficient to prevent dehydration? Encourage hourly fluids, start fiuid balance chart i N’
~Triggers Could any drugs trigger delirium? Doctor to review medication ~Ap
Blood sugar, high orlow? o ] ] | e .
Is there a history of alcohal intake/drug-abuse? Intoxication or withdrawal, start GMAWS/drug misuse guidefines ] N |a ,
Does the patiént have sensory impairment? Ensure patient is wearing their glasses/hearing aid(s) A/
Is the patient immobile? Promote early moblbsatlon in order to prevent delirium v
Dacument 4AT score . 0 v B ]
mmmmmwm@mm 7D YOO | YNV [YNU[YRU
Investigate P
. Record NEWS ) o ) . .
Investigate Screen for infection . © * I '
Take bioods and énsure ECGlapproprlate imaging
Management: Dlagnose causes & Initlate treatment ,
Document diagnosis of delirium )
Manage - " - — -
-~ Documnent potential causes of delirium
Document treatmenit plan
Engage and Explore .
If appropriate, explain diagnosis of delirium to patxent/ famllyl carers and provide dehnum leaflet *
Engage Engage with patient/ family/ carers. Complete “What matters to me”/“Getting to-know me” document ) - .
Does the patient have capacity to consent to care? (Yes/ NQ/OngDIng Assessment) YNO|JYNO|]YNO|JYNO|YNO
If-ne, complete AWI document ] - ) 7
Print initfals of assessor ' ‘ Ys)
' - mie 288913

GGCO138
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llllﬂllIIllﬂlﬂlllIllll]lll!ﬂllllllﬂﬂllﬂll!lﬂﬂ!lllll  FALLS RISK ASSESSMENT NHS
: : { ) F . i ‘ 3 . N T ) E\g
‘LogAn To Be.Completed For All Patients Within 24 Hrs of Admission Grenter Glasgow
Georgina 19108/1954 . , and Clyd

17 Solias Place, : and on Transfer to Another Ward -

* Glasgow, Lanarkshire ' '

s, G134NA i s
GENERAL SAFETY PRECAUTIONS. ~ r — ; = ) ) . .
TO BE UNDERTAKEN FOR ALL PATIENTS Ward: % Ward: Q0 (Werd | Ware: Ward:

*Action, the following safety prec,aﬁtions‘ on adrﬁi_ssion to your ward. ' Date: 20\t Vo | Date: Q\ L ru° Date D_ate: Date:
‘Update weekly or on change of condition. - - Tifne: 12+ L2 | Time: lg -Q-- Time: ---—:-- -— | Time: -+—t-se- | Time: ——sie-mer
1.- Document mdbi]iiy status in clinical record and complete a : AL
moving and handling assessment (if appropriate). Cong N \ (\dﬂp
2. Check walking aid (if required) is in reach and in use. * S A f\)ﬁ
(3. Check calt bellis.in reach and working;' Provide and document -~ ) )
alternative measures if patiént is unable to use call.bell. - . . \/‘ \V\,Y\QQQ(\
4. Check footwear is safe (refer to NHSGGC Footwear guidan'ce)i ’ 4// »\/' P ' =
50K glaéses are'worn, check they are available and in use. ' v ] \/ -
6. if heanng ald/s are worn, check they are. workmg and in use. Nia 1N JA
RISK ASSESSMENT . .. i « .
If Yes to any of the § ‘questions below complete the falls mterventlonal plan (overleaf). : ‘
. Whether Yes or No, update this assessment: ‘weekly in acute wards or, at the time of a fall or, upon a changé in patlent's clinical condltlon
{"ALL patients.in older people’s wards must have an interventional plan in place (overleaf)**
. ’ B ) Tick YesorNo|  Yes "|I' No Yes - No t Yes " No Yes No Yes "No-
1. Has'the patient fallen in the last.6 months ~ including during this admission?_ v 1v )
2. Does the patient have cognitj\re impairment or a possible delirium? * v v -
3. Does the patient attempt to walk alone although unsgeaay or unsafe? _ v \/ !
- |4- Does the patient or their relative have a fear or anxiety of the patient falling':’ ' - v / . \/’ :
5. Based on your clinical judgement, is this patient at high risk.of falling?* v ] '\/
Signature of nurse completing assessment / update Ly L

. Highlight risk of fall at the ward safety brief.

Y



. : ‘. FALLS INTERVENTION. - o NH

Patient Details » \ CHECKLIST - ) G':;—‘—:f-‘gd
. . . . . : and Clyde
Ward: Ward: Ward: * | Ward: Ward:
Complete for all patients identified at risk of falling. Date: Date: Date: Date: Date:
E Time: =eeeeiaee-= | Time: ----- === | Time: e | TG smmemtoeee Time: eesteme---

BED AND SEATING ] : c : i B -
Check the patient’s bed and chair are at the right height for the patlent. Consider 1 v
referral to OT/ Physiotherapy for transfer, mobility or specialist seating advice. ‘ ’

) (Patient caré plan 8) | - C e

A;sess if a.lowbed is required ) : ) (Patient care plan 9) ' - -

SAFETY. : - EE - . - E

Completa / update bedrails risk assessment if bedrail in use. (Patient cre plan 9) )

Review the frequency of care roundrng prescribing in relation to the falls risk— '

consider the use of a patient monitoring chart. : (Patient care plan 9) ) ]

if the patient is cognitively impaired or has poor mohility. and known not to.ask for - o R
| assistance, provide close observation whilst using commode, toilet, bath or shower. . : ) C.

HEALTH - ) o ]

Complete /Document 4AT - . T o K ’ - N B

- follow, THINK DELIRIUM guidelines. . - - : (Patient care plan 4) e

Daocument continence problems and link to care rounding (Patient care plan 6) '

Record lying and standing blood pressure. If resiits show deficit, follow protacol for :

ongoing monitoring and |nfom1 medical staff of any concems. *  (Patient careplan 1) .

If medrcatron is suspected-of contributing to the patient’s falls risk o o0 ' o

~ highlight to medicat staff.. . . . ] s ) .
| COMMUNICATION - - . - o : B

Give the patient / relatives / carers an inpatient falls prevention Eeaﬂet Discuss safety | N N

precautions with patient / carer / relative, . (Patient care plan -negotiated care) * - O

Update the ward team of the patient’s mobility status. (Patient care plan 8)

Discuss the patient's fall risk at safety briefs and MDT meetings. (IF-appropriate)

Consider a referral to the Hospital Falls Service for advice using trackcare.. (iFappropriate)

slgnature of nurse completing interventional plan / or update

*+*f a fall has occurred, refer to the Post Fall Poster and report in Datix. Share post fall lessons learned with the team“' - T
EVIDENCE ALL INTERVENTIONS IN NURSING CARE PLAN ) ) Feb17  MI+294647c Version 1.0 * GGC0233



Fluid Balance Chart

N
t 1808546042
LOGAN
' Georgina
¢ 17 Sollas Place
Glasgow, Lanarkshire
A . G134NA

19/08/1954

T

Hospital: * SQ% -
A%
20l o

Ward:

Date:

Reason far Fluid Balance Chart _
Is patient fluid restricted? YesJ No O3

if yes how many mls in 24 hours?

*| Does patient require thickened fluids? -

NHS
Yes[J No [0 Stage = ol
Is the patient on an oral supplement? Yes[1 No [3 If YES please indicate:

1. Type dircle how many daify 1 2 3

Fluid balance from previous 24hrs
+-

‘2. Type

circle how many daily 1 2 3

Signature: ' Designation;

ONLY RECORD INTAKE CONSUMED NOT WHAT IS GIVEN TO PATIENT

Input

Output

Oral Fluids Enteral

Time

1V / Other

Running Total Urine

Type Volume | Type

Volume | Type Volume  |Type

Volume | INPUT

Gastric /

Vomit

Bowel Running Totel

ouTPUT

Initials

Type | Type

00:00

01:00

] N

02:00

-

03:00

Wd

04:00

P

05:00

06:00

07:00

08:00

09:00

10:00

TR

11:00

12:00].

13:00

14:00

15:00

.]16:00

17:00

18:00

19:00

20:00

21:00

22:00

23:00

*Total intake (IR |

*Transfer Total Intake/Total Output/24hr Fluld Balance to Cumulative Fluid Balance on back of Food, Fluid and Nutrition Profile.

220665

'

*Total Output

*24 hr Fluid
Balance +/-
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a
Pel oo 2 . £2n
Georgina 19I0811 954 !

t) Moving and Handling Assessment Form

17 Sollas Place

Person is totally

‘Person's Glasgow, Lanarkshire :|Named 7 i
: \ independent
Name: G13 4NA |Nurse: \S N ’\\ S in (umeﬁansgwdatn box) “
1. Genbrulvl;nvru ' : )
Body Build Probtems with comprehension, behaviour, co-operation {spedify):
Weight Height
Kg
BMI . CM " Handling constraints, e.g. disability, weakness, pain, skin lesicns, infusions (spedcfy):
"Risk of Falls: Yes| [ No[/ ’

2. Sitto Stand to Sit Transfers anludmg to and from bed

wheelchair, cammode and toilet)

lloist | | Standaid | Walking Aid | Assistance Supervision | | _ Independent | |
{ Mode! - | At Type | People;1 | [2] o3 Additional Information / Equipment:
Sling type
Sling Size
3. Toileting ! ‘
Hoist | | Standaid | Walking Aid | - Assistance Supervision | | independent | |
see‘sltlostand transfers' | People:d | [ 2] 123 Additional Informalicn:
Ses No 2 Sitto Stand Transfers
for details .
4. Move on / off bed pan
Hoist | Manoeuvre . . ¢ Assistance Supervision | | NiA| |
See No2 Sitto Stand Transiers ___Roll patient People:1| | 2] |23 Additional Information:
Y Monkey pole .
or details —
ndependent bridging]
5. Move up / down bed
Holst | Handling Alds Assistance Supervision | | Independent | |
See No2 Sitto Stand Transfers Sliding sheets Peoplert [ |21 |23 Additional Information:
for details Monkey pole
Repe ladder
6. Lateral Transfer to / from trolfey / bed -
Hoist | Handling Aids | Assistance Supervision | | Independent | |
i ] ‘Additional Inf i i iding sh 3 '
See No 2 Sitto Stand Trangfers Rg;tl:]!e'll"ransfersoard _People: 1 [ T2T =3 ‘Additional Information / Equipment {eg siding sheets)
for detalls {Rezse spedh)
7. Sit up over side of bed ‘
. Bed Rest | Assistance Supervision | | Independent | |
Peoplez1 [ 2] o3 Addtional lnformation / Equipment (eg rope ladder, swivel cushion):
i
8. Into Bath or Shower )
Equipment Handling Aid Assistance Supervisien | | Independent | |
Shower Shower chalr People:1 | [ 2] [»3 Addilional Information / Equipment (eg siing lifing haist after risk assess):
Variabla / Fixed height bath -Shower trolley '
__Bedbath Bathing heist {ea Alent
9. Walking N _
No Walking | Walking Aid | Assistance Supervision | | Independent | |
- |see'sttostandtransters’ | People:1 | [ 2] 23 Additional information / Equipmen? {eg hoist with walking sking, dist. Walked)

110. Other Instructions / Observations / Equipment Used

ist Assesément I

20d Assessment 34 Assessment
Recording Symbol: | /| Forvarsssn I X | Yhare aforwand lsh exicts, cd | *] Whars & slash or coss excl
" Date Assessed: Zoli |ua
Assessor’s signature: w
Proposed Review date: 1 \ A \IL
NHSGGC Person Specific MHA Marl6 V2 G\GC0026




- |
Continuation Sheet

n

1. General Information (Only complete this section if changedk-from over page) ] L i

v

) Body Build Problems with comprehension, behaviour, co-operation (specify): !
Weight- " Height ~ . . .
Kg. _ . |
- M [*Handling constraints, e.g: disabiliy, weakness, pain, skin lesions, infusions (specify): §
[ Riskof Falls: Yes [ | Nol - s L N
2. Sitto Stand tu Sit Transfers (Including to and from bed, wheelchalr, commode and toilet)’ P
Hoist | | Standaid | _Walking Ald. | Assistarice Superyision | lidependent | |
Model i Aid Type | _People:t | [2] - [23 | | Addional informafion / Equipment -‘
Sling type : T .
SlingSize | -
3. Toileting L ' . .
"Hoist | | Standaid | Watking Ald | _ - Assistance | Supervision | | . Independent | |
. sea'stiostandtransfers’ | Pecplec1 | [ 2] [>3 Additional Information: i
Seo No 2 Sitto Stand Transfers |- - =
' for delails ; )
4. Move on/ off bed pan _
‘ Hoist | ‘Manoeuvre | . |- Assistance - Supervision:| | _NIA| |
a6 N6 2 Sitto Stand Translors MRt:|!1 patient Pegple: 1 | ‘ | 2] 123 Additional information: .
for delafls ankey pole . -
Person bridges
5. Move up /down bed ‘ . - M j _
Hoist [ | Handling Aids . Asslstance | Supervision [ [ Independent | [
See No 2 Sit bo Stand Transfers Sliding sheets People: 1 | J2] =3 Additional Information:
for datails Morkey pole
Rops ladder
6. Lateral Transfer to / from troliey / bed
Hoist | Hardling Aids Assistance " _Supervision { |. Independént | |
o " | Rigid Transfer Board Pespla:1 | 2] [>3 , Addiional Information / Equipmant (eg sliding shests):
See No 2 Sit to Stand Transfers - — - -
for details Othes (pteasa spectty
7. Sit up over side of bed
Bed Rest | Assistance’ Supervision | | Independent |
Peoplzd | [2] |3 Additiona! Information 7 Equipment (eg rope ladder, swivel cushion):
8. Into Bath or Shower . . A ‘ _ )
Equipment Handling Aid. ; Assistance *_ Supervision | [ Independent | |
Shower Shoiwer chair People:1 | [27] 3. -Additional Information / Equipment (eg sling ihing hoist after fsk assess):
Variabla / Fixed heightbath Shower frolley ' S o -
Bed bath |Bathing hoist [eg Atant)
9. Walking .
j No Walking | Walking Ald | Asslstance Supervision | | . Independent | [
ses'sittostand transfers' | "People:t | [2] [o3 Additional Informaticn 7 Equipment {eg holst with walking sfirg, dist, Wolked) |

110. Other Inslructi'onsIIObscrvationlequipment Used

. : 4™ Assessment §h Assessment - 6" Assessment |
| Recording Symbok: | | / | rovartssn | X | e mmaes | | % | srmecmaneas
.| Date Assessed: - :

1. Assessor’s signature:

Proposed Ré\[iewjdate: ‘

a

NHSGGC Person Specific MHA Marl6'V2
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LOGAN

.Georgna 19105:1954; SCREEN'NG TOOL (MUST) c:a:E:é;&

"

MALNUTRITION UNIVERSAL NHS

=

f?‘:.i'

.

Date: 40|y \?Jo SR A_ctual Admission. Patient Reported . | Any unplanned welght
Time: - o= - H Lo : foss in last six rncnths’
Height U't9em | . _. - em ’ |Yes E] ‘No E/
Weight : "= % - S— ke "' ‘ kg . How much :_kg -
" |unable torecall[] - | Previous weight jnlast
Obtaln accurate helghtlwelght and rescreen as'soon as possnble - Six months ____ kg
'| tF unable to obtain heughtlwelght - check previous. jpatient record {Clinical PortalITrakCare) : " :
and/or consider alternative measurements i. e ulna fength (see chart MI 220398) Source: Patient (m] Trak[P?rtal ]
_ |pate ?,O\\\'\b VAR
|Time \,O@ o
Ward D)
Oedema/ Ascites present Y/N N

Scales Used

CH = Chair reason-and document
|HT=Hoist .  assessmentofriskin notes.

_ — h"."]ma.‘. T - S
ST= Standlng UW = Unable to weigh. Record S( 1 ) " | -

{ Weight (kgs)

BMI * e

Malnutntlon Umversal Screening Tool (MUST) to be completed at least every 7 days

Step 1 BMI Score
>20 =0
185-20=1

<i85 =2

o SAN
.

Step 2 Weight loss score -
‘<5% =0 {current weight from

»10% =2 in last six months)

5-10% =1 highest weight recorded - .

‘Step 3 Acute disease effect

If patient is acutely ill and there-has been or
| is likely to be no, or mrtually no, nutritional
" I'intake for > 5 days

Not applicable......ciersessmacennn SCOTE @

Score2 | - o . K

| Step 4 Overall Risk of

O

| Rescreen on:

Malnutrition ) TOTAL . ‘ , .

21 R AL

Signature '

20D

—
L3

B
_\...

Step 5 Management Guidelines

Overall Risk of Malnutrition

‘to be taken to meet patient’s nutritional needs.

Ensure care plan updated with nutritional requ:rements MUST score and a*‘ttons

0

LOW RISK - Repeat screening every 7 days

1 or Greater

MEDIUMIHIGH RISK - Follow the flowchart for MUST 1 or Greater overleaf

2 or Greater nil by mouth

HIGH RISK - Follo_w.the flowchart for_ MUS‘_!' 2'or Greater - nil by mouth ogerleaf‘ ‘

M

.
T,



STEP S Management Guidelines

( MUST 1 OR Greater )
ﬂ .

4 s
¢ Check assistance required with eating and drinking ( Red, Amber, Green).
Check with patient /carer normal eating patterns.and preferences.
Use a Food First Approach: .

»  Offering mid-morning, mid-afterncon and supper snack from ward supplies (e.g. bread with butter/jam,

_ biscuits-with butter/jam, cereal).
Offer full cream milk Wwith and between meals.

resource manual).
. Encc;urage family and friends to bring in patlent preferred snacks.

. Complete a food and drink recording chart, including all food and fluid consumed and refused encouraging

patlent and family to complete where appropriate.

. Rewew and evaluate the above daily, clearly documenting issues actloned in nursmg evaluatlon notes.

»’ Order additional MUST.snack daily of patients choice (refer to ‘catering’ section in nutritional

Is there documented evidence in the nursing
evaluation notes that the above steps have been
completed over a 72 hour period?

l¢ the patients intake ‘normal’ Complete the
: ' orimproved for them? Above Steps

'_S_m_ Is the pétient :
i - dying?
f: Y

:® Encourage higher calorie

i. menu choices indicated with ®
' Continue with food and drink
recording chart for 4 days, and
if no improvement in intake,

’
» Refer to Speech and

MUST 2 OR Greater
= Nil by Mouth

Y

Language Therapy according
to STOPSS pathway.

* Consider passing NG tube
and commencing NG starter
regime where clinically
indicated (medical and patient
agreement is required)

s Refer to Dietetics.

N.B Not all NBM patients will
require referral to Dietetics/SET
such as those at end of life or
those.undergoing procedures
requiring NBEM.

Some patients who are long
term NBM with alternative
feeding in place should be
discussed with local Dietitians

" and Nutrition Nurse teams.

\ rescreen . ) \. : J
- « R ) "\ g ™
» Discontinue food and fluid s Discontinue . « Continue with food and drink
chart, documenting reason in .food and drink recording chart:
nursing notes. . : recording chart. * Screen at least every 7 days.
* Continue with ‘food first’ . * Stop screening. = Consider referral to digtetics via Trakcare.
approach as above. » Offér food . A
* Rescreen at |east every 7 days. and fluid as :
\ . y appropriate.
" \ y
[ )
DISCHARGE
if the ratlent is due for discharge and concerns remain regarding their oral intake, provide NHSGGC “*Eating
to Fee; Better” booklet discussing the reason why the information is being given e.g. reduced appetite and / or
Wexghk loss before or during hospitat admission. *alse available in Easy Read Version,
www, rhsggc.org uk/patlents-and-wmtorshnformatlon-for-patlentslfood m-hospntalld;scharg&from hospltal/
. .

Ml » 285884 v4.0 GGC0250
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-| Re:spirations
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- -
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SpQ2 chle 1 - ey 2 g
Cxygen saiuralion (%) - = 3 .I l |
- i . : ) ‘*TenO2 ) 2
Ooen st 4 ; ‘ I . 11 i [r—
Usa Scule 2 Fiaget range B 2 g % on 03 | 4 Bl N - . racording oxygen
E£5-21% 0. in ok TP dovice
st . a2 [ . A Roomalr .
| cnly e scate 2under _ i ;7 8 . 1 _wu 1 - : ’ Nanal
direction of quatified g - " e |z N Canmae
= 3 SM  Simpis Mask
iroroxygen? A ALR O HE 7 I ] Venturl Mask
Airoroxygen? ] l!\' ﬂ.— ﬂ— ﬂ H M T ] ! - !! ot
- [ bl - — , eg. V24
=]
201-219 o N Noa Invashva
. 181200 |, . »
. | [ i8-m0 |p (i (s
w1 [ ¢
121140 [ ¥
E;? ‘? ;'" aala NI i im e : ET maw
YA N v I\ i -0 |y ¢ |
1A ALY | non | 2 tp  CPAPMak
L-#q - y T ; |' o120, 1, . ! High Figw
H CA VI | I O] B LA YA il B . HFN Naosal Oxp
ﬂ Cilv VI AV Vv = B T gen
o F . — 5:;:9 : NEB ‘Nebullsf!,r
222 3
. 1 |
Beils / min, . : j wan |2 . -
- i [CECH KN B
H-100 1
23150 >
” A » 710 [ "
IR E N L alD. : 1130 o
T 6({ i - 180 o = ———
: . - . - 5 =N E 1ok —
: 340 1 ] —g;g §§§
= |5 48% §§ :
: = =
Ao lolnl o v IR A sl B =
e cww— A
Confusion
vwta |3 a %
P .
v 3. a9 ' g
2 32 =
= |z g Ea =
[TTECT I P
. o : " [TXETT I B
L {¥ ? . LR
ﬁ% " | 155 s —_—
- D[ el O T TTIITTITITTITITIT1
amnm . 28 /Lx*[t / /1 / ///
. t) 0 (#] N
Pedn | funchcn score M‘(o% '/aé/ ’/ﬁ,m h%) .
Tirmes PR last passed urine 120 ‘l 0 \'5" DBP/IQDM/ F/N”\N‘ p\] .
e | {1 o [ NN g I NN
GCSindezied YN ¢ | M [‘Ihjl’\h/"rfd MHNNAN . :
Tino NEWS duo moh;‘ sl Ly ¥ 'i{u £} ) .
Esmumencfeam  YIN ".bj A \I”'-_l“hl PI\'MN )
e = I LIS T JQA I [ D PG TON S
NEWS > 4 THINK SEPEIS E .
Apply SEFSIS G within 1 hour . A Action: Working diagnosis (consider SEPSIS), Consider frequency of observations. Management b
1. Cmogmbgtutriondds o) - plan. Set review time. Document. - I
Jr Weitsoptoliniky . ; - -
1 Tabesdotms T C Communicate: Inform nurse o!plan.lnl‘nnn senlnrmedlclfnecessary. Document tho discusslon. |
: E.'..";}'m e E Escalate: Dowmemmetmaﬁneniesmiahnnpian.Shmﬂdincludeneadfornmlevel of care & consideration- 1
L Moallorurine dirput ed SuidBalunceehatt ) : of resuscitation status, . . L ! 3
> 1
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NHSGGC Adult in-Patient National Early Warning Seare (NEWS) NHS o =§ B i l l
’ _ ' : Grenti‘r g.%gow 4 g é Eg 5 v o @ . . . . .
an z - . N
Rl oty PusliSen (mm) = %
s T s e s T - - - =E
! N L ) ¥ E -
Iﬂﬂﬂﬂlﬂﬂﬂlﬂ[ﬂﬂm Hlﬂﬂﬂlﬂllﬂﬂ — . RNEBE =
. _ Dat . Ward Time - =
toa sy < ‘Admitted B ; . %; .
17 Sollas Placa —_— - - = - 2 9
Glasgou, Lanartghte ~ | Tanstorrea AN [=Ys] ) - %& i._
: Wanstarred ) . " =1 .
" — - —_ 1 I
Transforred o ~
Tranferred, ¥ B
. - 8|2
: HH
" $p02 Scale 1 . 5p02'Scale 2 . .| Patient enhome R ‘ 'ﬁ é
. Target >96% . ) Terget 88-92% oxygen YII NOJ : B § g
- - ' - =)
Signature: | signature: ’ I yes, add detalls of [ - ) Ll ?, -ﬁ
Print Name: , ) Print Name:: ) omygsn ﬂmm-w, i i g S
Dr/ANP initials ONLY: . Dr/ANP fritials ONLY: ) - 4 ég i
Date: ] Dato: % '"f"’E""""'.'ii’E;;"'E gj T % HE
5 7] ¥ i i £l E| &
o RS AR R A
Documant all actlons and Intorventions . . . i 3 % ]
- - E a5
NEwso NEWS14 || NEWS 546 or3 In eno paramatar NEWS.7 or more 3l E %‘ é g
‘ . HEIEE
Low Cleal Rk . Mo Chaica Bk High Clinical Risk . HH I E
' - - : HHEE
I:In bs::' r:::z, Min 4 Hourly Observation Min Houly , . 'r n Monttoring g g % £ § §
, ) HEEIEIE!
e Urgent Assessmont by Senlor
Inform Urgent - by Medical Tezm ‘Medical Toarn, ;5 <lalola
;' ";“ B (ACE Respense in Medical . g8 2
JE_.:.Z'::u.&:L ACE Résponsa In Medlcal Note Notes %% s
. . &1
Think Sepsis f Susplfon of Infection Consider 2222 i 725 g H S
‘ |
NEWS should not repla:e inund :llnl:al ]ndgaman‘. Any con‘erns ragarding the patient’s condition :wg § = |e
should be app and d { in the nursing notes 18831 £ =~
2EE(|E |-
' H LD
DIs:nnlinuafi_nn of NEWS_ - ) BEHD . o =l<lsle|sle . gég -
Following MDT discussion, it has been agreed that this patient no longer his a requirement for observations - . ‘ = § u- >wa |»uwenda}l Zorox aoa—a] <z —amon géﬁl E :
Signed ) : ‘ i -] g 2 S"é 210
Medical ) . B : . B i g :5 i ]E i § —Eé 8.
- : B(H |0 el B[
DA ; HHE] i i [Bleass Bl [denl |sa38)2

.
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Pressure Ulcer Daily ‘RiskAssess:'menir.(PUDRA) ] R

L

—| M\\\\\ mmmwu\m

.

JNHS

G‘rea:gd: Glasgow +

| - an:

- Hospltal: ™ : Pol : .
LOG AN 19,03“951. _ p olnts to conslder:
na : Y, *«  Use wmhln 8hrs ofadmlsslon tocarearea -
Georg! ;
jlas Piace @ eA-
* 47°S0 arkshire NA
\ Glasg"‘"- Lana G4 ) *  Re-assess daily and more frequemly ifa
. . Ward: Qi person's candition changes
- - -
Pressure - No RISK AtRISK - ‘Grade 1 - noun blanching sl{lq Device Related Fressure "
damage 1 ’ . - Damage i.e. nasogastrir, -
Grade 2.3,4. suspected deep tssue Injiry (Swir, . | catheters, nxygen rithing
ungradable pressure ulcer, Molstire Assoclate SKin ‘ .
' ’ Damage (MASD) . ; '
‘ You MU.S1" ‘Daily g.kiﬁ 4 hourly,pusitinning 2 huﬁrly ppsiﬁoriin'g-wi’.th skin :her;ks, Comhlete‘ ' All‘dévices need asSsKINS
CHECKSKIN | check . 'SSKINS care plan {overleaf} care plan {overleaf)
at pressure CompléteSSKINS | P -plan fover®
points careplan, , - |
{Overleaf) .
i
1 Pr esm‘:rebamage Does the person have Pressure damage- Grade1,2,3, 4, SDTI Ungradahle’ .
2 Mokility ’ 'Dces the person require assistance tomobilise or change posltion’ L >
3 Continence- . . Does Fhe _Eer?.on have molsture Issues, or, continem:e is;ues with urine and/or Eaeces? |
4  Nutrition Daés the person appear malnourished and/or unable to eat or drink? ' /
5 Skin ls skin compromlsed by any nther source, e.g. medical devices, naurnlogical deficlt; surgery; medlcatinn,
co-morblditles? '
— -
6 J p_dgemeht - In your clinical judgement, Is this person at risk of developing pressure damage?
Date Location of pressure damage Grade of ulcer Date | Location of pressure damage. ] , Grade of ulcer
1.1 S ' '
11 8 _ 1 .
1.1 S, 1.1 :

If NO to all questiaris, continuée Care Rounds Prescribed as assessed for individual need and re-assess daily.
If you have answered YES to any of the questions above, please camplete the SSKINS care plan overleaf.

Date

Time .

Pressure

‘Signature

Mohility | Continence /| Nutrition | Skin. Clinical Check
Damage ' A ) Compromised | judgement Skin - )
201 b [10:90] N N N N (Y] a0
AloV9r lomiae) ., ~ [y <~

T

~ | )

D
NJ
(AN

‘\)‘
N
)

A~
N
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)
S
-

N
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Patient Centred SSKINS care plan

Aim: to provide effective pressure ulcer prevention strategies to reduce/eliminate potential for pressure ulcer development.

Nis,

Creater Glasgow

NHSGGC PUDRA September 2024

_ - and Clyde
NB. Avold patients lying on back/sitting for prolonged episodes, a total change of position is required, standing only is Attach Addressograph < .. . v
not sufficient : ’ ¥ . .

s s K . 1 . N s o
SKIN INSPECTION SURFACE KEEP MOVING INCREASED MOISTURE NUTRITION SELF MANAGEMENT /7 Sign/ Comments
: AND CONTINENCE L. SHARED CARE
. MANAGEMENT .
Date of plan: | Check: Specify: e * Repasition_~ « Does patient have Meisture |+ Optimise nutrition * Provide Information n a
- « Pressure areas . Mattress: hourly in bed. Asscciated Skin Damage and hydration. format apprapriate to
- hourly, » Reposition___"_ ves(J « 'Refer to MUST patient / family/ carer
hourly In chalr. needs: . . ~
i Skin under medical ¢ Cushlon: . Y . v Skin care to be carried cut o
devices ___ A + Overnight patient/ ___hourly. + Specify: N
hourly, . Detail additional carer has agreed to R i Specify products required for Leaflet [mg
i . e —hourly Increased molsture / verbal O
» Specify medical pressure y
devices used: redistributing * Specify any manual continence management: - - -
- 0 equipment: handling equipment used; . Not provided recard reason; - | Date discontinued;
Catheter Tilting device ] Barcier Cream [J
Naso gastric O or toading boot: ] + Kneebendin placel] Pad/pPants O
Oxygen mask m] . T -
Nasal oxygen a Protective product: ' :g::r_d reason for no knee . ) [
Vascular Access Device O] .
" Off loading oot a .
‘ Other: ‘ ° .
Date Check: Specify: * Reposition + Does patient have Moisture |+ Optimise nutrition + Provide information in a :
Reviewed: + Pressure areas + Mattress: hourly In bed. Assaciated Skin Damage and hydration. format appropriate to
hourly. ) . + Réposition_____ Yes[ + Referto MUST g?el;:g { family/ carer
+ Skin under medical « Cushion: . haurly In char. + Skin care to be carrled out o .
devices___ + Overnight patient / ____houtly. - * Specify:
hourly. . Detall additional carer has agreed to + Specify products required for teaflet O
+ Specify medical pressure P —hourly - increased mofsture / Verbal < [
devices used: redistributing + Speify any manual continence management: i
- handling equipment used: Not provided record reason: | Date discontinued:
Catheter . | equipment:
~ Tilting device (] - Barrier Cream [ .
Naso gastric O | offtoading boot:[J - Knee bend in place 1 Pad/Pants [
Oxygen mask [m] . . 5
Nasal oxygen O Protective product: :::(;{d reason for noknee \
Vascular Access Device [J - .
Off loading boot a R ..
Other: . . ' '
N - -
M+ 282957 v3.0 GGCO207
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CoonnauiAd

"t me s affix label . - R - Modified Visual Infusion Phlebitis (VIP) Score N H s
Na I m]ﬂl]’”ﬂ”ﬂ”m’[mﬂ/’m’m Imﬂﬂm Peripheral Venous PVC site appears healthy - | 0 | No phlebitis: Continue cara and maintenance
- q - Greater Glas ow
1908546042 " gar::;::e(:avni)elnsenlon : Either slight pain of redness near site 1 | Passible first signs: Observe PVC site and clydg
Ch 1G;§rgma 19/05[1955 Please complete insertion details Two or more; pain / redness / swelling 2 E.arly stage of phlebitis; Remove and resite PVC
G’as""BS Place for each PVC inserted All: pain / redness / hardening 3
igow, Lanark:mre Care & maintenance to be of surrounding area Phlebitis/thrombophlebitis: ,
G134NA undertaken & documentation As above and including: pafpable venous cerd | 4 Remove and resite PVC
completed twice each day. = Seek further advice
As above and including: pyrexia 5 ’

Insertion details: Whoere inserted: Insertion sim:. Side: Size of cannula; Inserted by:
Date: ; ’ GOED OTheatre O ITU/HDU O Hand O Left 7 26G Purple Print:

0O Ward 0 Am. O Right- I 24G Yellow O 18G Green .
(Day 1) Signature:

O Unknown Other .} 23G Blue - O 16G Grey
Time: : D 20GPink O 14G Orangé | Desig
Clinical indication: O Diagnostics O Resuscitation . O W medications O Fluids 3 ’ [m) Transfusion
Insertion criteria: Hand hygiene performed Skin.d ination (2% chlorhexidine in Sterile transparent semi-permeable dressing | PVC explained to p i/

OYes O No 70% isopropy! alcohol) affixed OYes 0O No

OYes O No O Yes O No

DRIFTPVCs are associated with an Increased risk of phlebitis, thrombosis, infection and S.aureus bacteraemia.

Signs of local or systemic infection

Justify the need for your baﬁent to.have a PVC using the DRIFT mnemonic.
/ Diagnostics - Does the patient need the PVC for a diagnostic procedure e.g. CT scan
/ Resuscitation - Is the patient at risk of cardiac or respiratory arrest?

Local infection
=  Erythema / inflammation
Exudate

# htravenous {IV) - Does the patient require intravenous {IV) medication? Could these be switched to another route?
v FAuids - Does the patient requlre IV fluids? Could this be switched or oral fluicls?
v Transfusion - Does the patient require a transfusion of blood products?

.
e Hettotouch
*  Pain/tenderness

Hypotension
Tachycardia
Pyrexia

Systemic Infaction

: Always refer to full IV route to Oral route Switch Therapy (IVOST) guidelines

Review need for IV antibiotics daily
Can antibiotic therapy be stopped? (eg: alternative diagnosis)?
If angoing antibiotics required - d patient progress/IVOST plan within 72 hours

ABultIVOST
Guideline:,

IV = Oral Aptibiotic Switch Thérapy {IVOST) Guideline

hd Switch to oral when:

CLINICAL IMPROVEMENT in signs of infection eg: temperature s37.9°C, reduction in the NEWS score, improving SEFSIS
a  ORAL ROUTE s available reliably (eating/drinking no concerns regarding absorption)
a  UNCOMPLICATED INFECTION i.e. specialist advice not required.
‘aureas bacteraemia (minimum 14 days IV}, End litis, Vascular graft or bone/joint deap ak
DO NOTuse CRP in |so!at|on to assess IVOST suitability as does not reflect severity of illness
Record the stop date on HEPMA _

prior to IVOST lnfectmn requinng speclahst advnce includes CNS infection, Cystic fi bros:s,

- h If IVOST criteria met < Switeh to oral
Review MICROBIOLOGY results and NARROW THE SPECTRUM based on cultures

IF not responsive MICROBIOQLOGY switch to oral as cutlined below




Write or afiix label - ) N H s
Name: R ) h ~
| Address: ] : - e e g Greater Glasgow
“CHI: ' - PVCs should be removed as soon as no longer clinically indicated. and Clyde
DOB: : ; .
Hospitat & Ward:
Mail —to be completed twice daily (Observe for signs and sym of local or sy inf ) R
Date Need for PVC reviewed - Aﬁy sign of PVC'site | Is the dressing Intact? | Before / after PVC PVC patent? ‘What has been done? Sign: -
today? infection? . procedures; hand Print:
. | hygiene performed? T )
- - Designation:
Day Night Day Night Day Night |Day  |Night |Day  |Night |Day Night ) )
i ‘ g : |
Day 1 . . ' . . i s i i
» I OYes QOYes 5 OYes - |OYes OYes . |OYes 0O Yes OYes o Eeff n smj o l;eft‘ in smj Day
sertion Date \ iy, - |OINe VP VP lgNe  |ONo {ONe  |OMe  |ONo  |ONo ' [ g
17 i i . ORemioved  |ORemoved Night.
Day 2 DYes OYes VIP VVVIP | Yes: OYes ' |OYes OYes OYes OYes - g I.ZE&. in vsilt{ E l;e'fE in smj Day
ONo ONo -_ — |ONeo FND ONo o ND ONo ONo O Removed DlRemoved Night
Day3 DYes O¥es * |yp ve__|oves jove [O¥s Jove [oves [;ves i [Sieftinsty |Dieftinsiy | Day
DNe ONe —_' — |ONe ONe ONo ONo ONo 10ONe ; |- Removed | Removed Night
Day 4 OYes OVYes - vip vIP OYes ' |OYes OVYes OVYes OYes |OYes ; g Left. in sitt)l g Left. in SRE Day
— — ' H b
ONo ONo - ONo ONo ONo B No ONeo u] Nq OlRemioved |0 Removed Night
Day 5 O¥es OYes , OYes |OYes |OYes [OYes |OYes |OYes |Bleftinsitv |Oleftinsitu Day -
© |oMe ONo VP VP ONe |ONo [ONe |ONe  |ONe  |ONo  |BRedressed 00
' > . - ORemoved  [[JRemoved Night
a6’ |O¥es OV  |yp wp . |oves [oves  |oves  [Dves  |oves  [owst  [QreRinsty (DieRinst | Day
ONo L No T — |ONo ONo ONe ONo ONe ONe ORemoved |DRemoved | Night
: : DLeft in site Day
OYes - OYes OYes OYes OYes O Yes O Yes OVYes f
Day 7 ViP vip . - N [ Redressed. s -
. |oNe ONo — | ——[ANe” |PNe oMo jANe (ONe  |ONo . |operilll |DRemoved | Night
PVCs should be removed on day 7. Reassess ongoing needs and vessel health for most appropriate vaseular access device Date removed __/;__]_ )
_Reason for removal O Site infection O Infifteation ' —I €] Extravasation I Eprd of treatment. * | Other:

348776 V20 GGC0057



Acute-Services Division

~_ _NHS

Dlscharue Checklist - o . Gt Clagow
[P |lllﬂlﬂlllllﬂlIIIIIIIIIIIIIIIIIIIIIIIIIIIIWIIIIHIII T qg —= () .
"CHI number: ' égsrgma ) 19!08!1954 DISChHﬁa"QEW'd@ﬁnﬂt‘Um L 3 . -. ;
gai;gf E;fmm . 5 Estimated Discharge Date (1) 23 (o I G
G134NA’ Estimated Discharge Date (2) Y |
— - - Final date of discharge : s AR/ TA
Checklist Yes L-N/A Imtlals "~ Comments

Patient informed

/ .

Relatwelcarer mformed

1 u*m—’_ N

Relative/carer involved in discharge planning dlscuss:ons \/ X
| Others informed: Care Home , (g
Transport arranged i / i

Own transport (preferred option) .

Ambulance: 1 man/ 2 man am/pm

Other: Flight, Air ambulance ete. e
Discharge medication t

Immediate Discharge Letter completed

Compliance aids e.g. Dossette Box (involve pharmacust),"

| Medication received .

Medication explained to patient and/or relative/carer

Own medication retumed to patient

Dressingsfcontinence aids .
(7 day supply, ensure District Nurse referral completed)

v

Informed of discharge

Social work/ Other agencies ~ . v\ p
Homecare . [ :
Homecare request form completed? v
| Discharge lounge handover ‘completed? v
Physiotherapist ' v g
Occupational Therapist . v . \ ' '
Dietitian B ] v | N~
Speech and Language Therapist - \ :
‘Clinical Nurse specialist L~ -
Liaison/ District Nurse/Practice Nurse |
Other discharge items ; " E
Access arrangemientsi(e.g. keys, dour entry) ' " .
Patients clothing-available for day of discharge o« P o
| valuables e.g. cashier ) ], ’
{intravenous cannula removed : e o ( \
1 Equipment ordered (inc. walking aids) in place for dlscharge T | 1 \J I.\,
Part 2 Discharge letter - Required w :
- Completed , w i
.Outpauent dinic appolmment
- Arranged e T eleatr
[ 7o follow | e
1f unknown at time of discharge State réason - — <=0 LQMV
| Additional information / leaflets / factsheets ~ -
| Time of Discharge: / - @_‘__\ ' R |
Nurse's signature: Designaticn: ( (\ - Date Z { ] 726.

ml . 287409 Version 2_0 s GGC0027
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My Admission Record - S [ [N - —
T '- L e | addy ) .
—— = = — ——— : "'LOGAN X '_
- | Hospital:. (Q-&-l'l’( : ward: 9 B Géorgina 1910311954 b=
l. ‘.L‘c oy R —=— 17 Sollas Place - - —_—
| Date of Admission: Zoly Time; DCL ' . | poB; Glesaow.Lanarkehire :
Information obtained from:. Name: G,e_afju\o\ lem: - : G134NA _f :
Patient [ Relative [] “Other[] ___ .| . [MfixpatientiDlabel -
Preferred Name: (@ o\~ an | * I HJ w 7
Age: i Telephone Nurmber: O‘-‘{—'Sl{_?_(g(, q_\;_ (O g&{ 4
Consultant; Mé. WMLL . e V\JSU /3/154/ '
Comm'unlcat\lon |
| What is j/our first-language? GV\S\AAJ/\ .
| oo you require an mterpreter" LT ~ Yes I:I " No[GQ—
1f yes, provide details of arrangements made . _
oo you use British SignLanguage (BSL)? . Yes[] No[Q-"
Do you need someone to’ help you to. communlcate"‘ Yes: I:] ~ No E/f yes, who
Preferred f' rst contact R | Preferred second contact '
| Name: Q. o [Name: - -
| Relationship: . I\ \oOur\d o ' Relatlonshlp "
Address: "~ - . o ) | Address: ‘
Telephone: 33y (GO(S‘G] q_(@-:‘_ ‘. . E'Telephone
| Is this-person:aware of your adm|55|on7 s this person aware °f your admussnon’
Yes[@  mNo[J - 7 L (YO o Ned-
_ Can we share mformahon with this person7 ‘Can we share information W|th thls.person7
) Yes[E/ No[] - - Yesl:l NOD

Presentmg Complalnt / Dlagnons

Modd patA- o\/\d VMI\\Cj "'? d\oSWU-U/\M

<} Do you understand the reason for your admlssmn" Yes[I -No - " 7

‘ Explamed to the patlent? , ] Yes: |:| - No D] Not Appllcable [

. Allergles !/ Sensitivmes (Record food allergles in the Hydration and Nutrition. sectlon)

No known aIIergles IEI/ Dait) ,

]
h

: Relevant past medical hlstory

b T Dueae oW
Qansordud - - AT,
e L (€D o, MCHAYRANOA 188

|on admission, is there a Do Not Attempt’ Card|opulmonary Resusqtatlon (DNACPR) i place
UYes[] . No[51'if yes, Who asked for a copy?____-

Date they asked foracopy___j_/_ . Date Obtalned_j / o N

- R



I rrr— frrrrmmmmrfrrrrmrrrf

1908
: ,Does someone have Power of Attorney (POA) for you? S50
]' * IE/ , GEOrgma —_—
Yes. El No . . ) ‘ 17 Solidgs Pigee 19!08”954 .l
I OR ' T . o . : o DoB ~ Glasgow, Lanark:_h"-e Teon e
' . ] o G13aNag T
.| Does someone have Guardianship? : o {CHl— —
Yes |:| No[] , . | Affix patlent ID Iabel
If yes, is thls for:- Flnance I:] Welfare I:I " Both 1.
‘Which are currenitly in action?” “Finance[ ] .~ Welfare [ Both[] - . ,_Ni“I |
[Please obtain a copy and placeiin the pat|ent’s notes b - ”
‘Who asked for a “copyf?’__ Date they asked for a copy A Date Obtained __ /[
'POA/ Guardian - . e ’
- Name: . Relatibnship‘: . 'f:ontact Tel'Number | _ f
Name' - PR Relationship . i Contact Tel Number

”

1LY B If you think the patlent may Iack capacity inform Medical Staff to assess and, lf
II"E(II.III'Ed consider the need for an ‘Adult with lncapaaty Section 47

Carbapenemase-producmg enterobacterlaceae (CI"E)

&
@

5§g@ga;-?

.Have you ever e ;
1. Been an inpatient ina hospltal out5|de Scotland? | ]
.| 2. Received holiday dialysis outside Scotland? e I
'3. Been told that you have CPE? L . - [ .
4. Been in close contact with a person with CPE? e -y

| If the answer is yes to ANY of the questions in. this sectlon you must
Isolate the patient in ‘a-side room.
Obtain Rectal swab marked ‘for CPE’
- If patient refuses rectal swab, obtaln a stool.specimen marked ‘for CPE’
. and inform the IPCT .

b.mmnoi

:-MRSA Scrqen;ng. . - o - .

s : ' . Yes . N6 .. Unsure

W|II the patient be an’ lnpatlent for more than 23 hours I ) " N IE/ D O
If YES complete the following section -, Pt S
'1. ‘Have you ever been told that you have MRSA?" . ‘ . I N =
2. Have you been admitted from another hosprtal/ residential :
~ setting or care home? - = - . |:| [ -
3.’ Do you have a-wound / skin ulcer or invasive device whlch youhad -
before admission? co ' . w - & [

3

If YES to Q1, 2 br 3 above OR the pat:ent is admitted to a 'hlgh lmpact speciality’ i.e. Orthopaedlcs )
‘Vascular, Renal Unit, Critical Care — obtain MRSA swabs

“Nasal [1 Perineum[<] Other[] Specify _ - I?atient refused-l:l

1

b Creutzfeldtrjakob Disease (C]D)-

. .o - Yes _ Unsure. | .
E :'Have you ever been mformed that you are at 1ncreased risk of CJD or vC]D7 IZK .
| If VES inform the IPCT (] | ' -
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LTt s . - Addre: | o228 _
’ T ' ! Georgina. 19!08!1954
; ~ 17 Sollas Place. !
Glasgow, Lanarkshire .
DoB: _ - G13 4NA
CHil:

Aff|x patlent 1D label

| smoking

Never smoked

Neve e Smc[)kBerF': ex-smoker [ when did you stop? i '

Do you use eCrgarettes'? Yes I:] ‘No[T]

If a smoker, the NHSGGC Smokefree policy has been explalned and Nicotine Replacement Therapy

-(NRT) has been offered
Yes - administered NRT [] Yes - patient declined NRT '|:|

If declined - Why:

‘Do you want to talk to semeone about your smoking? Yes E] . No[]
If yes, refer to Smokefree Services (Trakcare) Date referred: /I___1 .
Drugs

Do you use recreatlonal or illicit drugs or are you receiving opiate replacement therapy
(ORTI Methadone / Subbxone)? “ Yes[ ] No [t . P

If yes, please specify and refer to the NHSGGC Gmdelmes for the Management of Drug Users in
Glasgow.and Clyde Acute Hospltals .

| Alcohol . ~

| Do you drink alcokiol? Ye,s_EI'j " No[ 49— ‘
.| How often do youhave more than 6 units of alcohol on one occasion: .
|Never[ ]  Lessthan monthly[ ]  Monthly[] . Weekly[] Daily:or almost daily []

NB: If daily or almost daily commence the: Glasgow Assessment and Management of
| Alcohol (GAMA), complete FAST Tool aind take further action;as per guidance.

Name (Please PRlN'l')_:L_lMH 'D\.«L@ ‘ ‘ Signature: KErae iV
Designation: . Sca] pate: 20 |1\




b

My Assessment Record

[fere 8

—

MR -

Breathless at rest

Breathless on exertion

_ Productive / Non-productive
cough

Cyanosed

Uses nebulisers

Uses inhalers

| Oxygen theraby

Do you have any other -
symptoms?

854 i
LOGAN S
———— Georgina i
- g Scllas Plage 19/08/1954 —
lasgow, Lanark<hire
DoB: ki »
- ! G13 —_
| | cH:_  F e T
iINBreathingfandlGirculation) . || Affix patient ID label - - -
' ' ' Admission Normal for o
Breathing Presentation the patient Assessment of t.he patients
v v breathing
No breathing problems v v : :
ATy

Admission. Norrnal for A ¢ th -
Circulation - Presentation | the patient ssessment of the patient's
7 v, circulation
No circulatory problems v ‘/ ) -
Chest pain at rest
Chest pain on exertion :
Angina ‘
Do you take medication for
symptoms.of angina?
Hypertension
Do you have any other <
symptoms? .
2YCommunication) %
Yes No Assessment of the patient’s
v v communication needs

Do you have any difficulties
communicating your needs?

Do you have any difficulties
with your speech?

Do you have a Learning
Disability?

Do you have support from a
Learning Disability Team?
Contact details:
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190854
LOGAN —
Georgina .;. 19!08!1954 —
DoB: _ H o
, : _ CHI: _ : _
i B3Ysenses) ) . Affix patlent IU 1ave
—_ Yes . No . e
Vision 7 v Assessment of the patient’s visien
| Do you have any problems with your v~
| vision? . _ . .
Do you,wear glasses? 1/ / Distance Q/Reading [E/Bot__h-D .
Do you have your glasses with you? v '
Do you wear contact lenses?
Do you have your lenses with' you7
Do you wear a prosthe5|s7
- ° YQS . NO * . " . 2 .
Hearing v / Assessment of the'patient’s hearing
/ i X o
Do you have any problems with your . /
| hearing? ' .
Do you have-any hearing loss? ’
Do you use a hearing aid? '
Do you have your hearing aid(s)
with you? :
. Yes No o N
Pain 7 Assessment of the patient’s pain

Do yoh have pain?

v
7

Can you describe where and what the pain is like?

Have you had treatment / intervention for the pain?

N.B. Complete generic pain assessment chart.
If unable to self report complete Abbey

| Pain Scale.

Can you describe any chronic pain that you have?

What makes the pain better?

Mark current pain on body chart

¥
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908

Ge°f9""a " 18/08/18
17 Sollas Place 54

Gras‘gow. Lanarkshire '

. DoB: .

o G13 4NA —
& Comnfitue SEims; i WEIRTR CEMTIVIY <2+ | || Affipatient IDlabel ~~ ~
Adrryssr(?n Norma! for Assessment of the patient’s cognitive
Presentation the patient
7 Y v status
| Alert and orientated e i

Impaired conscious level

Confused

. Dementia

Stressed / Distressed

N.B. Think Delirium

Complete 4AT for all patients 65 and over, ANb for patients of any age with one or more
of the following:

existing cognitive |mpa|rment

. previous delirium
. current hip fracture
. severe illness

and follow the guidance.

|N.B. ‘Getting to Know Me’ and ‘What Matters to Me’ should be completed for all
patients with dementia, cognitive impairment or complex needs

|8, Cyrirertom emd Muaiien

Do.you have any food allergies or food mtolerances7

b Q.vj WA ABL o LR

| What do you like to eat and drink?

AO W% . .! .

What do you not like to eat and drink?

no fww

N.B. Malnutrition Unwersal Screening Tool (MUST) to be completed for all patients
within 24 hours of admission’ i

6



Diet and Fluids

Admission
Présentation
v

Nor’mal. for
the patient

Y

s {Mﬁﬂl/I///II/I/!Ill/l//!/l/l/ll///ﬂl//flfllﬂllﬂll/

Normal diet and fluids

w

Therapeutic diet

Cultural, ethnic or religious diet

- Affix patlent ID label

GEorgma

19/08!1954 -

DoB: _
CHI:

Texture Medified Diet
Please state

Assessment of the patient’s
hydration and nutrition needs

Thickened Fluid
Please state

Oral Nutritional supplements
Preferred flavour

Enteral Nutrition .

Parenteral Nutrition

T

Nil by Mouth

v

hours of admission

N.B. If the patient has any difficulty in the oropharyngeal
stage of swallowing complete Screening Tool for ‘
Oropharnygeal Swallow Symptoms (STOPSS) within 4

Independent (Green) -

. . i Admission Norma! for
::;'s;:;:‘::;:'th eating Presentation the patient
g v v

| Prompting /"e'n'couragement /
opening packets/cutting up
food (Amber) :

Full assistance with eatlng and
drinking (Red)

hospital admission?

y

1--6..“Elir;|i;ation

Normal for -

Do you have any further issues which may affect your ablllty to-eat and drink normally during this

Pass utine with no problems

Frequently pass.urine during
the day

Frequently pass urine overnight

Sense of urgency when need’
to.pass urine

‘Urine retention .

Admission Assessment of the patient’s
Presentati the patient o
Bladder ‘Ja on € F:/ ' elimination needs .
/ .
v~ =
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Bladder (cont

LOGAN
. Georgina 15/08M 954
Hagmatu ra 17 Sollas Place -
DoB: Glasgow, Lanarkshire -
- GI134NA ™
incontinent ' CHE:, -
- , Affix patient 1L 1abel’

N.B. If new incontinence report to medical staff to rule out infection or physiolegical cause

What products do you normally use for this continence issue?

o

‘o urinary catheter [j/ Urinary catheter in situ: ~ Urethral["]  Suprapubic[]

Date urinary catheter last changed / /

N.B. If Urinary Urethral Catheter (UCC) in situ commence NHSGGC Aduit UCC Insertion
and Maintenance Care Plan

Bowels
When did your bowels last move? Cardarh q_o\ Ve :
How often in a.day/week do you have a bowel movement? Perday [ . % Per week 3.
Do you use any medication e.g. laxative to help your bowels move? Yes[] - NoA~
Admission Normatl for '
. - o Assessment of the patient’s
Bowel Habit Presentation the patient elimination needs
v v
Regular
g -
“onstipated ‘ v -
Diarrhoea / loose stools g v’
Blood in stools
Incontinent

What products do you normally use for this continence issue?

N.B. if concerned about bowel patterns (e.g. infrequent movement or frequent loose
stools) consider using the Bristol Stool Chart

' ﬂ Yes No. Assessment of the patient’s needs in
Stoma : . - i
) v oo relation to their stoma
Do you have @ stoma? /

Do you require asswtance with -
your stoma care?

Have you brought any of your
.| stoma products with you?
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S&
* LOGAN 49108199 _
Georg e
. \ace
- 7 Soilas s Pla nie . A
DOB }B\asgow ranarks G13 AN )
CHI: __ : )

| Skin broken

1 Skin oedematous

Skin discoloured / red

land\Wound[CGare) A Affix pat 2. 112 12DE .
’ Admission Normal for ' L _
‘Personal Hygiene Presentation. | the patient Assossmerlithof the patient’s -
A v v personal | ygtene need§ .
Independent \/ o
'Requires assistance with
wa_shing and dressing ) _ N
. - ~ Admission Normal for “Asse ¢ of the patient's oral
Oral Health |- Presentation | the patient ssessment of the patient’s ora
, 7 vy health needs
- yd -
No problems v - ,
| sore mouth'/ muscositis /'ulce'r
Requires assistance with.oral
hygiene : ~
Other (eg dry |IpS tongue
coated?)
Yes No I ;
Dental work v P Description. of any dental-work.
Do you wear dentures? | / l L
| Do you have your dentures . / s ’ - T
with you? e '
Are your dentures a gooo fit_? : i
Do you have any other dental
work that we need to be ,
aware of? : ) :
: Admission Normal for - o
‘'Skin Care Presentation | the patient Assessment, of the patient’s skin
1 T P2 care needs
" 'No problems I

N.B. Complete PUDRA for all patlents within 8 h}ﬁrs of admlssmn

: 'Pressure ulcer identified on admission: Yes O ‘No E/

Pressure Ulcer Grade:

Pressure Ulcer. Site:

Adult wound assessment and management chart required

N.B if Gra'cle 2 pressure damage on ankle or below referto Podiarty via TrakCare




with you?

‘ v N N —
Wound Core v v [ acr WA Iﬂﬂﬂl!ﬂlﬂﬂﬂﬂlllﬂﬂﬂﬂlﬂﬂ!ﬂl
, .:OBY T: have anyt\nf:) u_ndS? y ' / : : %;E%Fa : 19/03/1954___
as-se-ssg::l’fcgl::rt?f::'a? ‘ | DosB Glasgozs f;?'::'erks“"e - -
wound management - CH: G1aaNa
: ‘ Afflx_'puucrm e -
&
- 'Admission Normal for ' —
MoPility | Preser}ta.t-ion the p;t‘i.el?t. Assessr;:r;t;li?;t::egzt|ents .
Fully mobile and indépendent ) ,u_i/‘“ / ' |
.‘Jnsteady wheﬁ walkingﬁ _ ' _
‘| Do you use & moblhty ald Yes[ ] " No[F7
Do you have your mobility aid ' y';,.D No @/

N.B. If not fully mobile and indepehdent.dn admission éomplete moving and handling
assessment within 24 hours of admission

SmaintaininglaysatelEnvironment

N.B. Complete a falls risk assessment for all patients within. 24 hours of admission.
'If a falls risk is identified complete the falls intervention checklist and document all

-Safety

nursing actions in the care plan.

Yes 7
/ I

No
v

Assessment of the patient’s abilit)} to
maintain a safe environment

|1s the patient at risk of falling,

qzlllng, slipping or slldlng from
e bed?

7 /
) .

Would you Ilke bedrails to-be -
used while in hospital?

I

}N‘.B. If yes, to either of the _pr questions above complete a bedrail risk assessment

(06 S e Bkt

Sieep

Yes

| Assessment of the patient’s sleep

rest needs

and

Do you have any difficulties
'with sleeping?

No
.l"
v

) ‘;Do_ you do or use anything to
help you sleep? |

10
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LOG

f - GEOrgma

assm’as Place , 19108[1954-
gow Lanarkshirg i

- G134na
Affix patient IU raue,

Do you . .
Live alone - [:l . ) . Live with family/ friend/ other E/
Live ina nursing home .~ 3 .Livé‘in a care home , |:]
Live'in remdentral supported care . |:] L * Live in student accommodation EI '
tLivein 'homeless accommodation [ ] ' Have no fixed abode 1
| | Other please specify___ - l . )
bépéndants Iyﬁs ' h.'/o
IDo you have any dép,e_ndants? e
‘ Do you support anyone (é.g. partner, children, relatives, animals)? . -
Do they need support from someone else wh’ilst you are'in hospital? o I
1 Would someone else be able to provide this. support when you are in hospltal7 |
| If yes, who? : ’ '
¥ no -suppdrt available contact Duty Social Worker X
Duty Social Worker Required Not required |:| " Referred[].
Services B h vjsl h","" ,
Do you ‘have support from social work social services or a care package7 B 1 —

If yes, please prowde details:

If yes, has contact been made to cancel arrangements during.admission?

{ Do you have a religion or beliefs that-we can help you observe while ydu are in hospital?

A
.

Is there anything else with regards to your values, religion or culture that we can support you with
during your stay in hospltal (e.g. prayer meditation)?

Would you like to talk to someone {e.g. Hospital. Healthcare Chaplain) about you, your loved ones,

.| your values and beliefs, or any worries you have? Yes ] No™ |:|

' .Healthcarrthaplain informed Yes [] NTA[]/\

—

1




\Name ||lI|I!I[IIIIIIHIHIHIIIIII}!IIl|||I||i|I||||I||1|[|III|||

Gemgma ’ 19!08!1954—

17 Scllas-Place _

Glasgow, Lanarkshire S
DoB: _ - - G13 4NA _

A CHI: - )
- Affix patlent 1D Iabel

| ﬂ&ﬁ@m@zmgﬂ@m

What matters and is |mp0rtant to you whilst you arein hospltaP
This should focus on the personal preferences; chaices and goals of the individual of what is important

to include in thejr plan of care.

N.B. Participating in ‘What Matters to Me’ should be offered to all p_atien_ts

| Informal Support

Who i's-importzint to you, to help support you whilst you are in hospital?

T oMo | SR

” \

IB. If the person who ‘helps is not’ a preferred contact please ensure their details are
llsted below. . 7 i ! .

Name: e ICORUR : o ' : ;
Contact Details: ... eeteesrenteone e terearassarenanas

SlEsEssEEEESEFENNASLANEINNNNSOsARSIRREBRORNRN Y

How do you want the people who matter to you to be involved in your care? -

im0 ' . _
' ' : ! k3 ’, ", ' - ' b ‘ .
Do you have someone who looks after you or someone that helps you, i.e. aninformal carer?

Yes[ ] No i} . )
if yes, has the help or support listed above been- conflrmed with. the patient’s famlly/ friends?
(please tick) Yes |:| ‘No [

12
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. . . ' . . ’ Geofgma " .
) . . . T 17 Sollag Place 18/08/1 954
DC rasgow Laﬂarksmm ) —_—
Ct G134N4
Affix pauenw o .. )

Reqt;ired Supp‘ort‘

Has the patient and / or carer been advised of the hosp:tal Support: -and Information Service?
Yes[[] . - No ' ’ : _ .
Referrals can be made via the central phone number: 0141 452 2387

‘Has the carer been advised of the Carers Information Line?

Yes[] No [] Not appropriate at this time [
Carers Information Line: 0147 353 6504 .

Carers Informatlon Leaflet prowded"

YesEI No [
| Are you: _ - . - .
Employed o Unemployed
Self-employed * . [] . Retired -~ [Q~ _
Full time education [ 4 ' . o

¢ . . -

k) . L
1 Has your health had an impact on your ability to gdrry out your day to day activities at work?
Yes[ ] No ] Not applicable - ‘

Do you have any money worries?

[yes3 Ne[[] ' Notappropriate to ask at this time IE/
if yes would 'you like referred to a money advice service that:can offer confidential adwce/ support"‘
Yes[] No [:] If yes when was patient referred I/

Al

Would you Ilke a referral to a service that.can support you with employment/ education/ training/ skills
volunteering? o

Yes[ ] No [] Not applicable [] ~ Not appropriate'to ask at this. time E/

If yés when was patient referred _.._/_" / : ' _ ‘ '

I3

13
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LOGAN
Georgina. 1 9!0811 954
! 47 Sollas Place
DoB: — Glasgow, Lanarkshire _
CHI: . G134NA

Aﬁlx puucnl. 1Ly lduel

t

Additional NHSGGC Do:umentati’on‘

Lu
|

'

7 Required .
Required ‘:gﬁ:’"{‘;‘;ﬁ . Date, Print’
— Mprerec and Sign when
Yes | No | Yes' | No | ==~ completed
' v " s

Glasgow Assessment and Management of
*lcohol (GAMA)

Generlc Pain Scale Assessment Chart

Abbey Pain Scale (if unable to self repoft pain)

4AT and TIME for Detection, Management and
Prevention of Delirium :

Gettmg t6 Know Me - Relatives to complete

What Matters to Me

Screening Tool for Oropnaryngeal Swallow *
Symptoms (STOPSS)

Malnutrition Universal Screening Tool (MUST) : I v e (&w‘f .
At ro rary Cathete? (JCQ) insertion N RS-
- | Bristo! Stool Chart _ e R \ I \
| “ressure Ulcer Daily Risk Assessment (PUDRA)Y v [/ ] \
{ Adult Wound Assessment.and Mana-g_ement Chart | . : 1 \ ‘
Moving and Handling Assessment - - N ' l/ ) \ -
Falls Risk Assessment v ‘_/, | \
Bedrail Risk Assessment el ~ . }
‘Date and Time . Notes Print 'Nanie,l |

Signature
and Designation

o Po

MV\M@\M&M

MW&M\M

’?@IWGJZM

P(lvd CJ‘SC&/\...

-NM ,o;w%-/\ LWpps wm

UA At%

lv\gk.n,p_nmokn;w V\AIJV\ Am»\

pr\gu{_ WXLy afpr\e—&_n-d“_
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Afflx patlent D1

abel

Date ar;d Time

@mﬂmma@m
Notes .

-

. | and Designation

Print Name,
Signature
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@Zﬂlﬁiﬂﬁ‘mm
| Date and Time  Notes, Print Name,
_ _ Signature
. - and Designation
Dk o WO{ souteh). \(mmnaw@ |
| paciqg wive. Bonels oponad . |
e o ehenaed 5)4,@,; oS
_per HEAMA- Seen Dn MR- |
Cl-Show(§ QU@rrtdMdns. . | -
/97% HOmE _when neil. ————:-W’”V@\ -
1 B or tff 1 ot 9C . “""WVV
A2k [P HE 4 woxd 0. Serted on ~
163° &mw& dloct + ovienyased .
Hnd. Moot Gintes cuta is
itk . ’l’\(’mhma Pluids «
[Qaivg - Creo dier. V-
6’\'(,\,3(0_5 hoe\s axe m;\—\\re
Obs Shaoe, NEWS =(D) YRP. | € Cordon
' n\|r \{'\Omo -‘mms\r\'c‘)m. r /M/./L
"Qf)x'\‘f)\é"_ P‘\r Sethled. meds 03 HEN\OG’\ |
60:16 ,RL:\}\ Ohar\ajeo\ Am:mmm 7‘02)»‘0 i
pm NEWS 08 Uhc\m«e_g\ maaﬁ J@/!,@__@r\
'  oiven OS  Hepna Unoone dadaras Vorennael D
1130 Vmpony o= dld ) tldan. |
Gralime o g ook
- lDL/\/lw ind gy |
ok i home Dby | |
letlln__re"dave_piac Mﬂﬁa . (R
/11160/0/)/ relagve 1 atlosts | (AL
, /\/c‘) CoW(cwH/ cn ol

16

mi = 301534 vd4.0 » GGCO247



NHSGGC Bedrail Risk A‘ssessment

e

LOGAN !
This Risk Assessment Tool is an aide memoire for staff. It should be used in conjunction with the Bedrail Guidance Patient Name: Georgina - R 19/03/1955 h;?v .
(see reverse) and Guidelines for Falls Prevention and Management (Adults). . 4
THIS DOCUMENT DOES NOT REPLACE THE NEED FOR CLINICAL JUDGEMENT CHI Number:
" Use guidance on the reverse of this document when completing this Risk Assessment ] DATE Ve 71146 ’ ]
‘ — [TmE Tk Kos [ .
e WARD NS an -’ -
i HOSPITAL e
0 0 RA
1 | !s the patient likely to fall, roll, slip or slide from the bed?
2 | Has the patient requested the use of bedrails? | [V I l Bl [ I I

IF NO TO BOTH QUESTIONS IN SECTION ONE THEN THERE 15 GENERALLY NO NEED FOR BEDRAILS, EXCEPT WHEN THE PATIENT IS BEING TRANSFERRED

3 | 1s the patient at risk of climbing out of bed? t/ B
4 | Is the patient stressed, delirious or restless? [
5 | Is the patient small in stature? 4 P
6 | Does the patient have an unusually large or small head that might present an entrapment issue? [ P
7 | In your opinion, do€s using bedrails present a higher risk-to the patient than falling out of bed? (S

. IF YES TO ANY OF THE QUESTIONS IN SECTION TWO, BEDRAILS MAY NOT BE APPROPRIATE — See Guidance averleaf

0 R 0 A 0

8 | Has the patient been consulted regarding the use of bedrails? [2¥ad [~
9 | Doés the patient understand the purpose of bedrails? Consider communication difficulties and physmal/cogmtlve condition v
10 | Has the use of bedrails been discussed with relatives/carers? v —
11. | Has the patient/relatives/carers been given a copy of the bedrail information leaflet? — -~ -
12 | Consent obtained. for the use of bedrails via patient or AWI treatment plan?

IF NO TO ANY OF THE QUESTIONS IN SECTION THREE, BEDRAILS MAY NOT BE APPROPRIATE

- See Guidance overleaf

O 0 R D O '
13 v Will bedrails be used for this patient at the present time?
14 Rationale for use of bedrails: (Please insert code in the bex on the right) ,
) A — Risk of falling from the bed
B — Risk of rolling from the bed
C — Risk of slipping from the bed
D.— Risk of sliding from the bed i
E - Patiant request A
15 Bedrail risk assessment completed by: WM
16 Bedrails checked by: | [ ynu/tA) .
17 Date| 90} & [XI-].76

Any issues relating to the use of bedrails Including discussion-with family/relatives/carers should be recorded here




-Alternatives to bed rails:-

‘Safe use and application of bedrails:- - -

If bedrails are to be used, please considér the following:-
Is patient:-

s Stressed, delirious or restless

s Atrisk of entrapment

. ® Atrisk of climbing over the top of the bed rail

e . Atrisk of beifhg psychologxcally affected by the use of
the bed rail

-C.
* " Mové the patient to a more observable area *  |f bedrail is fitted and ‘there is a gap between the lower rail.and the mattress
* Increase patient observation then a bedrail should not be used .
s Ensure the bed is returned to the lowest helght approprlate to * Ifthe gap between the bars on the bedrail is greater than 72cm then a
the patient needs, after care delivery bedrail should not bg used
"« - Ensure patient needs are anticipated e.g. drinks are accesnble = If the bedrail moves away from the side of the mattress then'a bedrall
regular toileting, call'bell-to hand should not be used
+ Nursing patient on mattréss on the floor should be the » [f the gap between the bedrail and the headboard is between 6cm and
last resort; and'safety checks should be made for hot plpes . 25cm then a bedrail should hot be used -
trailing wires, electrical sockets etc . - s -If the gap between the bedrail and the footboard is between 6cm and 25¢m
e A generic moving and handling assessment must be carned then a bedrail should not be used .
out for'staff caring for patients nursed on mattress on the floor. e __ It the bedrail has not been fitted correctly then the bedrail should not be used
» Contact Hospital Falls team for advice where appropriate ¢ If the bedrail is not secure then the bedrail should not be used §
- ® If the bedrail is not compatible with the frame it will be fitted to then a
bedrail should not be used R
- ¢ [fthe bedrail is not in good working order then the bedrail should not be used
D.: Record keeping:-

All of the following should’ be recorded:-

* Date and time of assessment

* Bedrail information leaflet given to patient and-or next of kin
* -Rationale for decision in care plan or.in AW treatment plan

¢ Where bedrails-are considered appropnate and patient has
declined their use - .

.« Any othér actions (mplemented

¢ Care planning should be reviewed and updated as per record
keeping standards

Bedrail risk assessments should be made as follows:~
*  On adrhission

- & If patiént’s.condition changes or fall / suspected fallfrom bed

. Dallylweekly depending on the patlents status .

- . . - N1+ 2946472 Version1_0 « GGE0231
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NHS,

“Unable

LOGAN .
Georgma . 3 19/08/1954 P
117 Sollas Place Cal’e Plan G"e:'tled’g'a;gow
! Glasgow, Lanarkshire Yy K
i . G134NA -
I it L = .
Care discussed with patient E’G O No If unable, give reason:
1 Unable ‘ .
Care discussed with family O Yes | A If unable, give reason: .

Date commenced

1 Bre.athing and circulation

Date discontinued

Date commenced

Getting to Know.Me / What Matters to Me

| Date discontinued

& signature ] , & signature & signature & signature .
2ol 80 | v pa~ohont ) |20kt 20 | o shuen . '
’ ‘5. Hydration and Nutrition
loolile 20 M@—W&AV\*‘Q\ ‘
- 1 5
2,3, Cpmmuriicatlon and senses .
2wl he &0 | o glonses
6. Elimination 7 -
] . . 4. Cognitive status '29\\\7}0 ’ Y \ WW
wli e es| Ma sk '

p1/2PTO



MI » 285668 Version 1_0 » GGCO127

_ /////////////////////////////////ﬂ///////////////////////
& ﬁsfa’iifkrh: " | Care Plan

G13 aNa

NHS

=

Greater Glasgow
and Clyde :

7. Personal Hygiene, oral care, skin care and
wound care

Déte Commenced
and Signature

Date Dlscontinuéd
and Signature

Date Commenced
and Signature

9. Maintaining a safe environment, Technical’

Care

Date Discontinued
and Signature

20h6. 80 | indopondant 200 OB | Ausl ok owltan~
c . 10. Sleep and Rest ‘
wolilte 20| sncave g
8. Mobility
Lo\lh/(o L0 }MW 12, Privacy, dignity and sexuaiity
2olifth 20| No essund

Negotiated care - Please record any planned
involvement of patient/family in delivery of care

p2/2



" Care

Rounds Checklist

Date: _20(1 b

most critical need should be every (please circle)

Thr 2hr 3hr

1. Signed RV e ) Name L—-D\L[A\Aj Designation- S
2. Signed Narie = Designation - i
3. Signed - Name ' Designation

?J .

| have evaluated and deemed that the frequency of care delivery over the next @shiﬂ, based on the patient’s
4hr,

F
- ) 10/08/1854

s JMMIAONE oy
p—/

Georgma

Ward: ’ e

USE FOLLOWING CODES:

S =Sleeping O = Off the ward -

[}
3
a -
o

<§‘\ L
N

‘Must dos’ for me. Ask the. patient if there is anythlng
they want specifically done today:

o thoadl g

Y=Yes N=No NA=Not applicable. NT = No Thanks =a
e 1 s A I
Times \0@ 1@’0 2050 T&_F
1 | THINK DELlR(UM k
Is the patient more confused or drowsy than normal? If YES, inform reglstered nurse. ~ l/‘/ g I N
2 | PAIN: assess and address ! |
Is the patient distressed or in pain? If YES, inform registered nurse. '\) v )J N N .
s | 3 | skiN INsPECTION A .
Pressure areas checked: . 'J{ ‘4 4 '4 TW
Red.(R} / Discoloured (D) /Pressure Ulcer (PU) / Intact {INT) / Moisture (M) ~ b"( L I g
K | 4 | KEEP MOVING ) ) ’ ‘ y ‘
Has the patient moved or walked" . \1 ’ y
Bed Right side (30" tilt) - R Left side (30° tilt) =L Back ~B ' 5 l,k/ w [S
Chair  Assist to watk or stand (W/ST) ) NIEAEEE AR N
1 | 5 | ELIMINATION Does the patient need the toilet? 1 "A Wl \A"\ ) .
Independent = | Assistance given=A  [ncontinent of urine or faeces = IC 15 -
N | 6 | FOOD, FLUIDS AND NUTRITION . ) y )
Is the patient nil by mouth? N )‘:{, N N
‘Drink taken? i AW Y Y
Food, snack, or supplement taken? w5 M /% }'\-/’ v\‘)
Has oral hygiene been carried out as per care p!an?' ‘ N }"/ ~ )’J NER )
7 | ENVIRONMENT Check: - -
Is the patient’s call buzzer to hand" Is the area clutter free, clean and safe? Does the \‘l 7/ y
.| patient have everything they require in safe reach? Is the bed in lowest position? 1
8 [ INFORMATION _ Vit=a2 7~
Is-there anything else | can help you with? Inform patient of the time of réturn. ‘_/ [ / , /\//\j
9 | ESCALATION Escalate any issues to the registered nurse and document overleaf. nal vz Vﬁ %M
- N L ) I
Care provider / role K M 4 y
—




Care Rounds Checklist __ Dt I\L2lo . nser GG NHS

1 have evaluated and deemned that the frequency of care delivery over the next werlshift, based on the patient’s . Greater% lasgow
iti i - LOGAN
most critical need should be every (pk_ease circle) Thr 2hr 3hr @ Georgina 10/08/1954 and Clyde

‘ 17 Sollas Place
Ward:QO Glasgow, Lanarkshire

1. Signed

Name .I/\CsL(,eﬁC Designation A E
2. Signed ; { Name M I/7Y Designation ' | . G134NA
3. Signed __, )0/(/(/ Name JZO@EV(@V\) _ Designation _ ‘Must dos’ for me. Ask the patient if there is anything

they want specifically done today:

USE FOLLOWING CODES:

Y=Yas N=No NA=Notapplicable NT=NoThanks S=Sleeping O=Offthe walrg\' = Independen: o Ao g

_ i “me?‘foﬂ; odo rlas?)LU
Ml
NJ

\

\

1 | THINK DELIRIUM .
Is the patient more confused or drowsy than normal? If YES, inform registered nurse.

2 | PAIN: assess.and address
Is the patient distressed or in pain? If YES, inform registered nurse.

S | 3 | SKIN INSPECTION v . -
Pressure areas checked: '

AR
Tl

/A

3

Red (R) / Discoloured (D) / Pressure Ulcer (PU) / Intact (INT) / Moisture (M)

K | 4 | KEEP MOVING
Has the patient moved or walked?

Bed Rightside(30°ti)-R  Leftside 30°ti) -1  ‘Back-B
Chair  Assist to walk or stand (W/ST), '

1 | 5 | ELIMINATION Does the»ﬁatient need the toilet?
Independent = Assistance given=A.  Incontinent of urine or faeces = IC

N | 6 | FOOD, FLUIDS AND NUTRITION
Is the patient nil*by mouth?

Drink taken?

Y MIWWR =N\ [ ]2
7

Food, snack, or suppiement taken?

Has oral hygiene.been carried out as per care plan?

7 | ENVIRONMENT Check: - ~ . N
Is the patient’s call buzzer to hand? Is the area clutter free, clean and safe? Does the
patient have everything they require in safe reach? Is the bed in lowest position?

8 | INFORMATION i

Is there anything else | can help you with? Inform patient of the time of return. b

F < e =D

A AN Z T —
Z |z L R N]EZ

9 | ESCALATION Escalate any issues to the registered nurse and documient overleaf.

Care provider / role

<:—-.



‘Care

Rbunds Checklist ‘ . Date:

22l

1 1 have evaluatedand deemed that the fre&quency of care delivery over the ne:
_most critical need should be every (please circle)

.« 1hr- 2hr

Xt hift, based on the patieﬁt's
_3hr / . :

| Attach Address \lll\ll\\l\\ll\l\“\l\llll\\\\\\\\l\l\mlll\“lllﬂ\\l\ﬂll

-~ i

NHS

- ’d
LOGAN Greater Glasgow
Georgina 19/08/1954 and c,ydg

- ‘47 Sollas Place:  °
Glasgow, Lanarkshme

1. signed __ Y0 h Name . \VCIRETDA) Designation o N
‘ 7 . ) Al 1A . X Ward: - GI34NA -
2, signed _{AC > .. Name : Designation . : ey . |
3. Signed ____ Name _ c .2 Designation ‘Must dos’ for me. Ask the patient: if:there is anything )
= — — = = = they want specifically done today;. .
USE FOLLOWING CODES: * . . . . - R !
Y-Yes N=No NA=Notapplicable = NT=NoThariks §=Sleeping O-=Offtheward I=independent e WMS -
. i 3 . ! i 7 , . Times 9p] ——:?f 3 - _
1 THINK DELIRIUM " ’ : E -1 =
7 s the patient more confused or drowsy than normal7 If YES inform reglstered nurse. [ \J N \l
2 [ PAIN: assess and address < : . ‘\) ) 1«
| Is the patient dlstressed orin pain? If.YES, mform reglstered nurse. |\j l\) ‘ i :
S | 3 | SKIN INSPECTION E K ’ ) ’
Pressure areas checked: = - i - , 1. .
", 'Red R/ Dlscoloured (D) / Pressure Ulcer (PU). / Intact (INT) / Maisture (M) o - ) ) )
K | 4 | KEEP MOVING o . R \- )
Has the patient mioved or walked’ L . . ‘ l B
*[Bed Rightside (30°tI)~R  Leftside(30°til)~L  ‘Back—B .
. | Chair- Assisttowalk orstand (W/ST) 1 N } ; -
1| 5 | EIMINATION Does the patient need the toilet? ‘ I l ER ) )
Independent =1 -Assistance giverr=A . Incontlnent of uiine or faeces =1C ] . )
N | 6 | FOOD, FLUIDS AND NUTRITION B T 7\{ . . :
Js the patient nil:by mouth? N s N- N ] -
Drink taken? " o T \/ 7’ \/ ; N i
Food; snack, or supplement taken? ' B NN "\; 5 )
"Has oral hygiene been carried out'as per café plan7 o ” VISR ' *
7 ENVIRONMENT Check:™ . - : . 3 i
* |-1s the patient’s call buzzer to hand? Is the area clutter free, clean and safe? Does the 7] ; \} - . -
| patient have-everything they require in safe reach? Is the bed in lowest position? \/ ~/ i ! ) -
"8 | INFORMATION N § i
| .[?sthere anything else | can help you with? inform patient of the time of return. ‘\) N . B
9 ESCALATION Escalate any issues to the registered. nurse and document overleaf, l\) N N ~ :
’ Care provider / role s,\bs ) 7



Care Rounds Variance Sheet - ) Attach Addressograph Label NHS .
Lo ‘ . o \-\,—rf |
Greater Glasgow
N ‘and Clyde
Ward: .
Codes . . ) - - - =
{ 1. Think Deliriumi . 2. Pain . . 3. Skin Inspection B 4. Keep Moving
5. Elimination : " |.6. Food, Fluids and Nutrition 7. Environment ) o 8. Information
N.B. Record what and to whom escalated. ' ’
- . . / . . - N s
Date . |Time .|Code |[Variance , L e : o . - |Sign &Print Name
[
7 I~
: 8
[=]
5]
9
) g
o
g
&~
E '




N

e

NHS

i, s
AAT and TIME for Detection, Management and Prevention of Delurlum (LEOGAN F | Grester Girgow
Complete for patients: age 65 and over; patients of any age with an existing cognitive impairment; previous delmum, 17e ;?1'122 Place 1910854 |
current hip-fracture; or severe illness. These patients are at high risk of delirium. Glasgow, Lanarkshire i
This should be done on admission; at each transition of care; if SQID positive; or if any clinical concerns. -’ G13 4NA
4AT , , :
(1) Alertness . ward _ W5 | ward 4| wara - Ward Ward ‘
This includes patients who may be markedly drowsy (e.g. difficult to rouse and/or sleepy during assessment) or Date & Time | D3fe & Tinge, | Date & Time | Date & Time | Date & Time
agitated/hyperactive. Observe the patient. If asleep attempt to wake with spéech or gentle touch on shoulder. 2ot e ag 1. Zé § .
Ask the patient to state their name and address to assist rating o SO0V 1 ;
Normal (fully alert, but not agitated, throughout the assessment) ) (i)) (y ) 1] o
Mild sleepiness for <10 seconds after waking, then normal 0 0 0 0 ‘0
Clearly abnormal / - / N / ) a4 a 4 4 4
(2) AMT4 : i ' o
Ask the patient thew Age, Date of Birth, Place (name offospital) Current Year N _
No mistakes /6) (0/ 0 0 0
1 mistake - 1 1 1 1 1
2 or more mistakes 2 2 2 2 2
(3) Attention : -
Ask the patient “Please tell me the months of the year in backward order, startmg ‘at December”.
To assist, one prompt of “What is the month before December” is permitted. o
Achieves 7 months or more correctly : /o) / 0 ) 0 o 0
Starts but scores <7 months or refuses to start 1 b1 1 1 1
Untestable (cannot participate because too drowsy or inattentive) 2 2 2 2 2"
(4) Acute change or fluctuating course ’
Evidence of significarit change of fluctuation in: alertness, cognition, other ‘mental function
(e.g. hallucinations, paranoia)-over the past 2 weeks and still present in preceding 24 hrs. o
No ‘ ~ . fo) | ( [ 0 [
Yes 4 4 4 4 4
4AT TOTAL SCORE o . |~
Print initials of assessor 8o (WA

Score >4 This is a possible DELIRIUM +/- COGNITIVE Score 1-3 This is a possible COGNITIVE IMPAIRMENT
IMPAIRMENT, start ‘T"and ‘I’ of TIME and escalate to | and reqmres further assessment
 medical staff to confirm diagnosis

Score © DELIRIUM or SEVERE COGNITIVE impairment

unllkely

All patients scoring 0-3 are still at high nsk of defirium. Use the Triggers listed overieaf to plan care and reassess daily by asking ‘Is the patient more confused or drowsy?’ This is the single question in- delirium (SQlD)



NHS

- . Atfix ID Label P el
TIME checkllst to gulde Delirium risk reduction, Identification and Management e
The TIME checklist is a joint medical and nursing responsibility.
Triggers, Investigate, Manage and Engage : - Date Date Date Date Date
== : - Al | . :
Think possible triggers for delirium ) Tickbox  Tickbox  Tickbox  Tickbox  Tick box
Is the patient in pain? Start pain chart, review analgesia and consider need for an aperient v ’ o
Is the patient constipated or at risk of constipation? Commence bowel chart and review daily to assess [ /"
for constipation, especially if on analgesia. Consider rectal examination wn&\
. Is the patient in urinary retention? Palpate bladder/scan NO ’ -
Is the patients oral intake sufficient to prevent dehydration? Encourage hourly fluids, start fluid balance chart ~ ) .
Triggers Could any drugs trigger delirium? Doctor to review medlgatlon - : ~A
Blood sugar, high or low? NI,
Is there a history of alcohol intake/drug abuse? Intoxlcatuon or withdrawal, start GMAWS/drug misuse guldehnes s
Does the patient have sensory impairment? Ensure patient is wearing their glasses/hearing aid(s) A/
Is'the patient immobile? Promote early mobilisation in order to prevent delirium v
Document 4AT score, @)
mmmmmmmm 7OD [YNU|[VNU |[YNU |[VYNU
Investigate P
Record NEWS
‘ lnvestigate Screen for irfection
Take blocds and ensure ECG/appropriate imaging
Manag t: Diag causes & initiate treatment * -
R Document diagnosis.of delirium ’
Manage - e —
Document potential causes of deliriim )
Document treatmeént plan . : o ) )
Erigage and Explore ) ) -
| IFappropriate, explain diagnosis of delirium to patient/ family/ carers and prowde delirium Ieaflet ]
Engage | Engage with patient/ family/ carers. Complete “What matters to me"/“Getting to know me” documerit
: Does the patient have capacity to consent to care? (Yes/ No/Ongoing Assessment) ' YNOJYNO|YNO|YNO|YNO
If no, complete AW document T T
Print initials of assessor foYa ’
T " - 288912

©Geo138



- |lllllllil!llllllllllrlllllllmlllllIllﬂlﬂﬂlll!lllllﬂll a " FALLSRISK ASSESSMENT - f

NHS

) EZSQ:;. 19108”954 * ToBe Completed For All Patients Within 24 Hrs-of Admission Greg,',;rg;a;gw
- 17 Sollas Place ‘ . E and on Transfer to Another Ward . - .
i Glasgow, Lanarkshire =, - ) ) . - ' . L -
| = R G13aNA- - ¢ - ’ I . . -
GENERAL SAFETY PRECAUTIONS " . I, VP ) A P - - - s
* TO BE UNDERTAKEN FOR ALL PATIENTS Ward: 98, Ward: a0 Ward: . Ward: Ward:
Acticn.the following safety precautions on admission to your ward Date: o\ N0 [ Date:-0. l(u" | Date: ) Date: Date:
Update weekly or on change of condition. Tlme 10,0 Time: -‘X—-:— = LTime:" -—-—-ts---- Time: ---—zi--—--- Time: ---s-t--tase
1. Document mbbiiity status in clinical record and: cornpleteé Conpr B AL . .
| .movingand handling assessment (if appropriate). . © \{\d—Q)O e .
2. Check walking aid Gif required) is in reach and in use.- o WA . f\)ﬁ » - N . . .
3. Check call bell is in reach and worklng Provide and decument: . . k : ] X
alternative measures if patient is unable to use call bell. ) | 1/ . ; \‘(\_,‘{\e,(lg(\ i -
4. Check footwear is safe (referrto NHSGGC Footwear gurdan¢e)». ) e ) .\/ P ’ ' -
5. If giasses 'aré worn, check tney are ’avail%ble and'in nse - 1/ ) N /
6. If heanng ald/s are'worn, check they are worklng and in use. n‘ N N [A‘ . ' l\ /‘A . N ‘
 RISK ASSESSMENT I L ' - _
" If Yes to-any of the 5 questions-below complete the falls intervenitional plan (overleaf). 7 ’ ) ) .
Whether Yes or No, update this assessment weekly in acuite wards or, at the time of a fall or, upon a change in-patient’s clinical. condmon
"*ALL patlents in oIder people 's wards must have an, |ntervent|onal plan'in place (overieafy**
B " Tick Yes or No Yes” No : Yes NO/” _Yes ' No Yes No ) Yes No .
1.. Has'the patlent fallen in the last 6 months = mcludlng durlng this admlssmn’ v \// ' ‘ . '
2, Does the patient have cpgmtlve |rnpa;rrnent ora possible delifium? e \/ i
3. Doesthe patient attempt to walk alone.nlthough unstéady or- Uinsafe? v " \/ .
4. Does the patient or their relative have'a fear or anxiéty of the patient falling? ' Rl ‘// > \/
5. Based on your clinical ]udgement is this pat:ent at hlgh I‘ISk of fallmg" : ] v -\/ '
|'signature of nurse cormpleting assessment / update . - L : ] P

Highlight risk of fall at the ward.-safety brief.



Person’s
Name:

Gentiarmivinaaun ———J

R

Pe' [Soan
Georgina
1 A7 Sollas Place -
Glasgow, Lanarkshire

- - .

.

L

- - . T

ant) Moving and Handlmg Assessment Form

5

19/0811 954

|Named
G13 4NA I Nurse:

SN AN Smain

, (L'n:lr. here and go o date box}

Person is totally
independent

1.

Body Build ‘Problems with comprehension, behaviour, co-operation (specify):
Weighl Height
Kg /
B €M [ Handling constraints, e.g. disability, weakness, pain, skin lesions, infusions {specify):
Risk of Falls: Yes| | Nol/ :
2. Sit to Stand to Sit Transfers (Including to and from bed, wheelchair, commode and toilet)
Hoist | | Standaid | Walking Aid | Assistance Supervision | | Independent | |
Model Aid Type | Peoplect | T2] >3 “Additional Infermation / Equipment:
Sling type :
Sling Size
3. Toileting: ]
Hoist | | Standaid | Walking Ald | Assistance Supervision | | Independent | |
. see ‘sittostand transfers’ | People:i | [ 2] 23 Additional Information:
See No 2 Sit to Stand Transfers . -
for details
4. Move on/ off bed pan
Hoist | Manoeuvre Assistance, Supervision | | NIAT |
i - fional Information;
See.No 2 Sit 1o Stand Transiers Roll patient People:1 | 2] |33_ Addilional Infermation
for details Mankey pole .
7 iIndependent bridging
5. Move up / down bed
Hoist | Handling Aids Assistance Supervision | | Independent [ |
) di 1 dditional Information::
See No 2 5it 1o Stand Trensfers Sll:ndmg sheets Peoplect [ T2 =3 Additional Information ‘
. ’ onkey pole
for details -
Rope ladder
6. Lateral Transferto / from trolley / bed
Hoist | Handling Aids Assistance Supervision | | independent | |
; : Additional Information / Equi t {eq sliding sheets):
Ses Mo 2 Si o Stind Transfers Rz)gl:: ':r:nsfer Bsam people:i | [ 2] |3 itional Infermation / Equipment {eg sfiding sheets)
for delails T (Pless speci) :
7. Sit up over side of bed .
"Bed Rest | Assistance Supervision | | Independent | |
People: 1 [ [ 2 | |33 Additional Information / Equipment {eg rape ladder, swivel cushion):
8. Into Bath or Shower )
Equipment Handling Aid - Assistance Supervision | | Independent | |
Shower Shower chair Peoplei1 ] [2] |3 Additiona Information / Equipment (eg sfing ifing hois? %er risk assess):
Var:able { Fixed height bath Shower trolley
Bed bath Bathing hois! (eg Alensy
9. Walking .
NoWalking | Walking Aid | Assistance Supervision | _| Independent ||
' Tsee'sitostand ransfers' | People:t | [ 2] ]33 Additiona! Infarmation / Equipment {eg holst with walking sting, dist, Walked)
10. Other Instructions / Observations ! Equipment Used
1<t Assessment 2nd Assessment 31 Assessment
H . Where a forward slash exisls, add Where a slash or cross exists
Recordmg Symbol. | / |F°mardSIaSh I x a back stash to make a ¢ross | * add slashes lo maks a slar
Date Assessed: ZO\l |L(a
Assessor’s signature: w -
Proposed Review date: 1 \ \ \-LL
GGC0026

NHSGGC Pérson Specific MHA Marl6 V2




‘Continuation Sheet

_1. General Information (Only complete this section if changed from over page)

Body Build Problems with comgrehension, behaviour, co-operation (specify):
Weight Height
Kg
. - €M 1" Handling constraints, e.g. disabillty, weakness, pan, skia lesions, infusions (specify):
Risk of Falls: Yes | [ No] i

2, Sitto Stand to Sit Transfers (Including-to-and from bed

wheelchair, commode and toilet)

Hoist [ [ Standaid | Walking Aid | . Assistance Supaervision | | Independent | |
Model Aid Type | Peope:t | "[2[ >3 Additional taformation / Equipment: -
Sling type .

Sling Size '
3. Toileting . . _ .
Hoist | | Standaid | Walking Aid | Assistance Supervision | | Independent | |
_ seesitiostand translers’ | People:1 | [27 >3 Additional nfomatian;
See No 2 Sitto Stand Transfers B
for delalls !
4. Move on/ off bed pan . o
‘Hoist | Manoeuvre - Assistance Supervision | | NIAT ]
i : Additional Inf; ion;
See No 2 Sitto Stend Traasfers Roll patient Pecples1 | J 2T T3 dditional Infomation ;
¢’ Monkey pole t
for details -
Persen bridges
5. Move up / down bed i . i
Hoist | Handling Aids . Assistance Supervision | | Independent | |
See N0 2 St 1o Stand Translers Sliding sheels People:1 | [ 2] >3 | Additional Information;
1 . Mankey pole
or details
Rope ladder
6, Lateral Transferto / from trolley / bed
Hoist | Handling Aids | Assistance Supervision | | Indspendent | |
igi : iti formati i iding sheets):
See No 2 Sitto Stand Transfers Rg‘l: Tr:nsfer Bgard People:1 | [ 2] |>3- Additional In onna'nun!Eqmpment(eg stiding sheets)
for delails E2 {Pleass speci)
7. Sit up over side of bed
. Bed Rest | Assistance Supervision | | Independent | |
Peopte:1 | 2] |3 Additional Information / Equipment {eg rope ladder, swivel cushion):
8. Into Bath or Shower -
Eguipment Handling Aid Assistance Supervision T . Independent | |
Shower Shower chair People:1 | [ 2] |EX] Additional Information / Equipment (eg sling lifting hoist afer risk assess):
Variable  Fised height bath Shower tiofley ’
Bed bath Bathing hoist (eg Alent}
9. Walking ) .
: No Walking | Walking Aid | Assistance Supervision | | Independent | |
sge'stioslend translers' | People:1 | | 2] >3 Addtienal Informalion / Equipment (eg hoist with walking sfing, disL Walked)

.

10. Other Instructions / Observations / Equipment Used

4t Assessment 5t Assessment ¢ Assessment
: . - Where a forward slash exists, add. Where a slash or cross exists
Record ing Symbo" I / | Forward slash l X a back stash fo make a cross I *- 3dd slashes lo make a star
Date Assessed: ' ' ‘

Assessor’s signature:

Proposed Review date:

NHSGGC Person Specific MHA Marl6 V2
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!HII|I||IIIIIIUIII\IHIIIIIMIIII\IIH||I|||||!IP|IIIHII! N | UNIVERS
| LOGAN C ‘ F—T—?"
Georgi *19/08 - 1)
eorgina ~warsss| - SCREENING TOOL (MUST) Grest g
Date: 1o l\ Yo - Actual Admission Patient Reported Any unplanned weight
Time: - jo® . o - loss in last six mcnths?
Height . L 1O m - _cm Yes D No B/
Weight ; $ - S— ke -_ ' ' kg How much %kg:"
Unable to recall |:] Previous weight“jnélaSt :
- Sretnd A g
Obtain accurate helghtlwr-.\lght and rescreen as soon as-possible. six months _é.kg
| if unable to obtain height/weight - check prewous patient.record (CIlniCal-PortaI/'I' rakCare) e ‘
and/or consider alternative measurements i.e ulna length (see chart M 220398) Source: Patient [ Trak/Pyrtal (1

-

Date 2o {71116
Time .‘@p X :
Ward ' A4 QD o

'Oedema/ Asmtes present Y/N.

o~

Scales Used

ST = Standing UW = Unable to weigh, Record
CH = Chair reason and document

s

| BT =Hoist assessment of risk in notes. , .
Weight (kgs) L. $ '
BMI _ s 32 -2 :
Malnutrltson Umversal Screenlng Tool [MUST) to be completed at least every 7 days _ ‘
Step‘l BMI Score
]>20 =0 0
18.5-20=1 : :
<185 =2 _ L
Step 2 Weight loss score - o ' =
<5% =0 (current weight from - :
5-10% =1 highest weight recorded ;
>10% =2 in last six months) ‘
Step 3 Acute disease effect ®)
If patient is acutelyill and there has been or
is likely to be no, or virtually no, nutritional
intake for > 5 days. Score2
IR T — Score 0
Step 4 Overall Risk of L ok
Malnutrition TOTAL ‘ o
_Rescreen on: 241 "[:,l\'u, |
Signature ” o8 ()(,Q_p

<

'

Step 5 Manageme‘ht Guidelines -

5
{

Overall Risk of Malnutrition

Ensure care plan updated with nutritional requirements, MUST score and a'tnons
to be taken to mest patient's nutritional needs. .

0 : ‘ LOW RISK - Repeat screening every 7 days

4

1 or Greater

MEDIUMIHIGH RISK Follow the ﬂowchart for MUST 1 or Greater overlszaf

2 of Greater - nil by mouth

HIGH RISK - Follow the flowchart for MUST 2 or Greater - nil by mouth o?erleaf
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EI 33 1S P R Y S )
v NEWS > 4 THINK SEPSIS
Apply SEPSIS 6 within 1 hour A Action: Working diagnosis (consider SEPSIS). Consider frequency of observations. Management
: :mwimhmm#ﬁmmw ) plan. Set review time. Document. .
epla - i - — - ’
3 wadedatmm € Communicate: Inform nurse of plan. Inform senlor medic if necessary. Document the discussion.
|4 sesivetsmisensrse < LR -
5 GeIVantiiotcs E' Escalate: Document the treatment! escalation plan. Should include need for next leve! of care & consideration
B onor uriny awtprctand fuld balenca chart of resuscitation status. ’




NHSGGC Adult In-Patient National Early Warning Score (NEV NHS K 5T - ~ o ¢ w  o© ~ °
R Newea, e/ il 5552 ’ .
Grester Glasgow 23l - . e @ C ) :
and Clyde £ EEN LN BN L e
H aom s Pupltsize (mm) . % E ) .
[ = ¢
WA —— =
. Date Ward Time =
LOGAN - : =
Georgina 19/08/1954 Admitted R - =.
17 Sellas Place P i =35 o
Glasgow, Lanarkshire Transferred AN\ Q0 7 =izs
G114NA - =255 .
' ransferred : =508
| =700
Teansferred ‘ L ]
Transforrad - ' N
‘ - ®
3 3
. N H H
H
£p02 Scale 1 Sp02 Scale 2 Patient on home HIE
Targat >96% Target 88-92% oxygen Y NOI il @
-3
Signature: Signature: 1f yes, add details of HE
Print Name: Print Name: oxygen therapy ; 2
Dr/ANF initials ONLY: 4 g %
@ |m[a]r|Ela|o|m|n]=]s]e]n|e]|n]]|~|5 |8
Date: 3 8|E
& . 5 gle
0 HHN;] BN AU H )
- HHHE ”i}ii‘;; ifs hii'ihiﬂ§ HEEE
HEH - H i ! §1=
Document all actions and interventions . @ ~ H] g 5 E
B
- £ BEE
NEWS 0 NEWS 1-4 | NEWS 5-6 or 3In one parameter || . NEWS 7 or more 2] |5 H
2
- - =l 2188
Low Clnical Risk Madlum Clnical Risk High Clinical Risk z AHEEHE
: ] 3|l 238
- ) & 2 o| Elg
Win 12 Hourly Min 4 Hourly Obsarvation Min Hourly c Monitoring I3 H 5| e|E
Obsarvations N 8 HEIRRE
B HHHE HEK
. HEE
Inform Registered Nurse Urgont Assessment by Medléal Taam Urgent Assessment by Senior < =
Medical Team ) HEEAB
Agres Frequeney of ACE Responsa In Medical Notos ACE Response In Medical 2 e
Obsarvation Reguired ) Notes : SE s [
1 BEsl )=
Think Sepsis f Susplcion of Infection Consider 2222 ﬁ Eg g M.
P 3 3= 8|5
= £
el =
NEWS should not replace sound clinical judgement. Any concerns regarding the patient’s condition . afs |z e
should be approprlately escalated and documented in tha nursing notes ‘ E §§ [
k| (g
; HEIS
Discontinuation of NEWS HED " . I DS P S . %"E: 11 2
g 2 S .8
Following MDT discussion, it has been agreed that this patient no longer has a reguirement for observations wruw |swea<a]| zoroe eso—o <aze Swon s Eﬁ é o g
. . - Tel|l= Jul
Signed -. e B
3 8 25 ]
|, Lyl i e
Medica:, e H H .2 8 L& 82 e b
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il i [H BEsE i s |3l R
X 3 |8 M H Ieﬁ'fi‘ﬁs tHI igz gl2e5)°| &
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Pressure Ulcer Daily Risk Assessment (PUDRA) -

-

NHS
- ot
Greater Glasgow

and Clyde

OGAN 40 10811954 . Hospital: ' Points to consider:
‘(-:‘-,eo rgina : ({L . *  Usewithin.8 hrs of admission to care area
sollas P1ace . W 3
: gasgow- Lanarkshir® 613 4NA *  Re-assess daily and mare frequently if a
' Ward: % person's condition changes
Pressure . No RiSK At RISK Grade 1 - non blanching skin Device Related Pressure .
damage ' - : Damage i.e. nasogastric,
Grade 2,3,4, suspected deep tissue injury (SDTI), catheters, oxygen tubing
‘ ungradable pressure ulcer, Moisture Associate Skin
' ’ Damage (MASD) . ’
YOU MUST Daily skin 14 hourly positioning  |.2 hourly positicning with skin checks, Complete All devices need a SSKINS
CHECK SKIN | check SSKINS care plan (overleaf) - cara plan (overleaf)
at pressure Complete SSKINS
points care plan
(Overleaf}

1 PressureDamage

Does the person have Pressure damage; Grade 1, 2, 3, 4, SDT), Ungradakile?

2  Mobility

Does-the person require assistance to mobilise or change position?

3 Continence

Does the person have moisture issues, or, continence issues with urine and/or faeces?

4 Nutrition

Does'the person appear malnourished and/or unable to eat or drink?

5  Skin
co-morbidities?

Is'skin compromised by ahy other source, e.g. medical devices; neurglogical deficit; surgery; medication;

6 Judgement

tn your clinical judgement, is this person at risk of developing pressure damage?

Date Locatian of pressure da,mag.e ' Grade of lcer Date Location of pressure damage Grade of ulcer
{1 It .

17 1

I ! I/

If NO to all questions, continue Care Rounds Prescribed as assessed for individual need and re-assess daily.
If you have answered YES to any of the questions above, please complete the SSKINS care plan overleaf.

-Date Time | Pressure

Continence

Mobitity Nutrition Skin Clinical Check Signature
. Damage . .Compromised | Judgement Skin

R0/t Ao |10:6D] A NO|A ~N ~N N 4y 20

(6oL lomey - ~J ~J o o) ~J 7 Comy| < ___
AN N T NN I e~ [ p D [ G| A
ARG NN . ~D NI ~J NI 4" by Z%ky

1 : hrly

!/ hrly

1 hrly

rod, hrly

oA ‘ ) ) hrly

L hrly

[ hrly

F1 hrly

NHSGGC PUDRA September 2024



Patient Centred SSKINS care plan

Aim; to provide effective.pressure ulcer prevention strategies to reduce/eliminate potential for pressure ulcer development,

NB. Avoid patients lying on back/sitting for prolonged episodes, a total change of position is required, standing only is-
not sufficient ’ .

Attach Addressograph

NHS
N, s
Greater Glasgow
and Clyde

s S K 1 s :
SKIN INSPECTION SURFACE ' KEEP MOVING INCREASED MOISTURE SELF MANAGEMENT / Sign / Comments
) - - AND CONTINENCE "'SHARED CARE
MANAGEMENT
Check:  Specify: *+ Reposition - + Does patient have Moisture [+ Optimise nutrition + Provide information in a
+ Pressure areas + Mattress: hourly in bed. Associated Skin Damage forr_nat apprqprlate to
hourly. + Reposition____ Yes 2:2:?' 1 family/ carer
« skin under medical + Cushion: - hourlyin chair. + $kin care to be carried out -
devices ____ A * Overnight patient / __ hourly. « Specify: 0
hourly. ¢ N . carer has agreed to . Speci d ired f Leaflet -
Datall addit] ! Mg pecify products required for
. specify medical pre:sure fonal repositioning,__, hourly increased moisture / verbal O
devices used: redistributing « Specify any manual continence management: .
O | equipment: handling equipment used: Not providéd record reason:- | Date discontinued:
Catheter O Tilting device (] -Barrier CreamOJ . “ K
g:;;eg::::k 8 Off loading boot: E.l + Kneebend in place (] padfPants (] »
Nasal oxygen m] Record reason for no knee N ~ -
Protective product: .
Vascular Access Device [ P bend:
Off loading boot a. i -
Other: -
Check: Speilfy: * Reposition * Does patient have Moisture |+ Optimise nutrition + Pravide informationin a
1+ pressure areas i « Mattress: hourly in bed. Associated Skin Damage format appropriate to
hourly. . + Reposition ___ YesJ ﬂ:tei;gf 1 famlly/ carer
+ Skin under medical + Cushion: hourly in chair. » skin care to be carried out - *
devices _____ * Overnight patient / —hourly. ¢ Spacify:
hourly. . Detall carer has agreed to " - Specify products required for Leafler O '
« Specify medical pressure - rep ing___ hourly increased moisture / verbal O
devices used: redistributing + Specify any manual continence management:
O equipmenit: handling equipment used: Not provided record reason: | Date discontinued:
Catheter - ~ Tliting device O - Barrier Cream O
g:;::::::k g | Off toading boet: EJ . « Kneebendin placeJ Pad/Pants [ )
Nasal oxygen (] . - Record reason for-no knee
Protective product: . -
Vascular Access Device (1 vep bend:
Off loading boot a
Other: N

NHSGGC PUDRA September. 2024

i+ 282957 v3.0 GGC0207



Acute Services Division

Discharae Checklist

NHS

Greater Glasgow
and Clyde

racencs e[

LOGAN

Georgina

17 Sollas Place
Glasgow, Lanarkshire

CHI number: 19/08/1954

G13'4NA

.Vyard: qﬁ ,__ﬁ 0(.0

Discharge dastination:

Estimated Discharge Date (1) 23 /0! s
Estimated Discharge Date (2) / I

Final date of discharge :

Checklist

A /A

Yes L N/A [ Initials Comments

Patient informed

v M

Relative/carer informed

Relative/carer involved in discharge planning discussions

S

Others informed: Care Home

T
x|
=~

Transport arranged

Own transport (preferred option)

Ambulance: 1 man/ 2 man am/pm -

v

Other: Flight, Air ambulance etc.

Discharge medication

| Immediate Discharge Letter completed

Compliance aids e.g. Dossette Box (involve pharmacist)

Medication received

Medication explained to patient and/or relative/carer

Own medication returned to patierit

Dressings/continence aids
(7 day supply, ensure District Nurse referral completed)

Informed of discharge

Social work/ Other agencies

Homecare

Homecare request form completed?

Discharge lounge handover completed?

Physiotherapist

Occupational Therapist

Dietitian

Speech and Language Therapist

’/_
N

Clinical Nurse specialist

Liaison/ District Nurse/Practice Nurse

Other discharge items

INBRIIERER

{ Access arrangements (e.g. keys, door entry)

Patients clothing available for day of discharge

Valuables e.g, cashier

A

Intravenous cannula removed

Equipment ordered (inc. walking aids) in place for discharge

Part 2 Discharge letter - Required

- Completed

Qutpatient dinic appointment

Arranged

{’[U'

To follow

&
R v AR

If unknown at time of discharge state reason

ozl

Additional informationi / leaflets / factsheets

A
o=

Time of Discharge: I
N B

AL =

Nurse’s signature:

. Designation: (4

-Dat.e:Z(/ [ /Zf, ;

M « 287409 Version 2_0 » GGC0027



Pressure Ulcer Daily Risk Assessment (PUDRA)

— lllﬂm[lﬂ}ﬂﬂﬂﬁﬂw\M\l\l\lll\\lllﬂ\W\l\llllll' _

NHS
e

Greater Glasgow
and Clyde

OGAN Hospital;_ Points to tonsider;
Georgina 19/08/1954 | &’6"# Use within 8 hrs of admission to care area
Sollas Place ) o . .
glas;om Lanarkshire” e W ) . Re-ass?ss dally ;nd more frequently if a
G13 4NA Ward: persan’s candition changes
Pressure No RISK ALRISK Grade 1 - non blanching skin Device Related Pressufe
damage . . ° . | Damage i.e. nasogastric,
Grade 2,34, suspected deep tissue injury (SDTI), catheters, oxygen tubing
ungradable pressure ulcer, Malsture Assaciate Skin '
' : ' Damage (MASD) ' ) ‘
YOU'MUST - Daily skin 4 ﬁourly positioning | 2 heurly poslt:oning with skin checks, Complete All devices nead a SSKINS
CHECK SKIN check SSKINS care plan (overleaf) care plan {overlea
at pressure - Complete SSKINS P P f
points care plan
(Overleaf)
1 PressureDamage | Does the person have Pressure damage; Grade 1, 2, 3, 4, SDTI, Ungradahle?
2 Mobility ‘Does the person require assistance to mobilise or change position?
3 - Continence Does the person have moisture issues, ar, continence issues with urine and/or faeces?
4  Nutrition Does the person appear malnaurished and/or unable to eat or drink?
5 Skin Is skin compromised by any other source, e.g. medical devices: neurolagical deficit; surgery; medication;
co-merbidities? o
6 . Judgement * Inyour clinlcal judgement, is this person at risk of developing pressure damage?
Date Location of pressure damage Grade ofulcer | Date Location of pressure damage ’ Grade of ulcer
! I .
LA | [
f 7 [

If NO to all questions, continue Care Rounds Prescribed as assessed for individual need and re-assess daily.
if you have answered YES to any of the questions above, please complete the SSKINS care plan overleaf.

Date Time | Pressure Mobility | Continence | Nutrition Skin Clinical Check Signature
) Damage ., | Compromised | Judgement | Skin

Papig NN | NN N T A ] (R
A : ' hrly

f 7 hrly

!t hrly

!l hrly

I hrly
L . hrly

r! hrly

T v hrly

'l . hriy

I hrely

I/ hrly

NHSGGC PUDRA September 2024
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' - u 3 HE ) B 3
0, . x
[ i 239 2 E
‘ 1 sei3z0 |1 =3
G 4 37130 | 6 . )
DNIND B [ 361370 | © =
=
] 35.1-36.0 1 -
] £35.0 ‘3 i =
woed (e[ T[T T T T T IIT i TTTTITT I TIT]
o . i
O - [ HER ‘
i t
Bload glucose 70 ‘Q" NI ; . X
] : ;
. B i [
Pain J function score oA O Q ' 4 ;
. ; i .
. i
- Time Pt last passed urine  [10.20 zgc pa 1 " i
N ! i
Fluld balance chart . i !
| indicated vin 8N [\) ! i
’, - ) ; ' N
GCS indicated /N N r\) v ' . :
. . y
T i .
N .
. ‘ B : - -
Time NEWS due 200 :‘g- . . !
]
baltionof cars ¥/ N N . i
Initiak AB AFD ) I I
NEWS > 4 THINK SEPSIS Tl A8 : - .
Apply SEPS1S 6 within 1 hour
Y _ A Action: Workmg diagnosis (consider SEPSIS). Conssder frequency of cbservations. Management plan. - '
1. Giveonygen b terget soturbtion >94% (COPD 85-92%) Set revlew time. Document.
2 IV fluldsup to 20mifkg - -
3. TYakeblood culeures £ Communicate: Inform nurse of plan. Inform senfor medic if necessary. Document the discusslan.
4. Measure lactate and FEC =
5 Give W anubioties | |g Escalate: Document the treatment escalation plan. Should include need for next level of care & consideration
6. Manltor urine output and fluld balance chart of resuscitation status.




NHSGGC NEWS - National Early Warning Score

NHS

Creater Glargow
. and Clyde
e
e : :
LOGAN . Date ward Time
Gearging i
= 17 Sollas Plage farertase Admited
_ Glasgow, Lanarkshire Transferred R
G13 dNA -
Transterred .
Transterred
Transferred
5p02 Scale 1 5p02 Scale 2 Patient on-home
Target >96% " Target 88-92% oxygenY(d N[O
Signature: Signature: If yes, add detalls of
Print Name: Print Name: oxygen therapy

Dr/ANP initials ONLY:

De/ANP initials ONLY;

Date: Date:
Document all actlons and interventlons
NEWS 0 NEWS 1-4 NEWS 5-6 or 3 In one parameger NEWS 7 or more
Low Clinical Risk Medium Clinlcal Risk High Clinlcal Risk
MIn 12 Hourly Min 4 Hourly Observation Min Hourly Observations Continuous Monitoring
Observations

Inform Registered Nurse

Agree Frequency of
Observation Required

Urgent Assessment by Medleal Team

ACE Response In Medlcal Notes

Think Sepls if Suspiclon of Infection

Urgent Assessment by Senlor
Medical Team

ACE Response in Medical
Notes ¢

Conslder 2222

NEWS should not replace sound clinical j

should ke app

Any
d and d

the patient’s ¢

4 in the nursing notes

Discontinuation of NEWS

Foliowing MDT discussian, it has been agreed that this patient na longer has a requirement for observations

Signed

Medical:

Date;
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iitations, attempts but reluctant to continue because of pain. Seek Advice

D | Severe limitations, unable to or refuse to perform because of pain. Urgent Review Required




- My Admission Record . NHS i

Creater Glasgow
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' LOGAN it

Hospltal QEU'H :Ward: {AU

: , AR | 1910311954

|Date of Admission: L;, blZs Time: 2030 DoB: ' -.??%'3&22 Place " * J

{Information obtained from: Name: | | Gpype  Gesgows Lanarkshire: A

| Patient B Relative [C]. other[ . Affixpi __ —_—
Preferred Name: o 1 '

' PR . T . " ’ A M 0 - ‘31 [?L i N
Age: ?—O Telephone Number: ( \ o 'L’L.'S . al &7 - an°|,
Consultant: ) S 1 i ST

" — ' . oy
Communlcatlon

& What is your f:rst Ianguage" eﬂﬂ\ﬁ\(\ e
" | Doyou reqmre an mterpreter" L . Yes[] No IZf '
- If yes, provnde details of arrangements made__

Do you Use Br:tlsh Sign Language (BSLy? - Yes [ ] No F_V_r

Do you need someone to help you to commumcate? Yes[ ] No [E’ Ifyes, who .
Preferred f‘ rst contact- o R Preferred second contact : }

a & e \U%(./\ ~|Name: | .
Relationship: SRS I : Relattonshlp o :
-Address: . GANO ) _ .| Address: A ‘ : ‘
; Telephone OF3ILOV Sq&r b :;L | Telephone: * ,,

-Is this person aware of your admission?. - : 7 | Is this person aware of you[ admlssmn" L
Yes|:| No [] , - ‘YesI:] _ Nof ] r '

Can we share information with th|5 person" - | Can we share information with this. person7 ,
YesI:I NOD o ¢ : YGSD ‘ NOD

Presentmg Complamt / Dlagnosu

Gnoun . Crdns havin wpproxllepmdas e St aday

Explained to the patient?” P Clbdo Yes[ ] . No[J . ‘Not Appllcable I___I

Do you understand the reason for your admnssuon" Yes ] No[} - . _ I =

- Alle_rgles / SenSItlwtles (Record food allergnes in the Hydratlon and Nutration section)

: | N° known aI_Iergies EI - CO _.O_MOX’C]Q(V

| Relevant past medical history

; On admlsswn is there a Do. Not Attempt Cardropulmonary Resuscn;atron (DNACPR) in place

Yes[Z] " “No[] If yes, Who asked for a copy?

Date they asked fora coﬁpy\__/_ﬂ_]_ . Date Obtalneql'_l___/_. .

w
» [ f




' |

Power of Attorney / Guardiallishi;') / Adult with Incai)acity —
Does sdméqné have Power of Attorney (POA) for you? ' Add“ \\\\\\\\\\\\\\\\\\“\“\W\\“\W\W\\\ '
Yes[ ] No Z)N _: MLOGAN K 1gmar1954 _
OR | . - _ - | DoB: ??ﬁ'&i Place cehire
Does someone have Guafdianship? | | cHE | S e G134NA
Yes[] No Q/ ' Affix p’
If yes, is this‘for:- ‘ Finance‘[:;] " Welfare [] Both [] |
| Which are currently in action? Finance[] ~ Welfare [} Both ] .. Nil (]
' Please obtain a copy and place in the patient’s notes v
Who asked for a copy? Date they asked foracopy _ /[ Date Obtained __/ /[
POA/ Guardian }
Name; . Relationship: Contact Tel Number
Name: - __ Relationship: Contact Tel Number _.

N.B. If you think the patient ﬁay lack capacity inform Medical Staff to assess and, if
| required, consider the need for an ‘Adult with Incapacity’ Section 47

Cérbapenemase-producing enterobacteriaceae (CPE)

Have you ever: . Yes, No, |
1. Been anh inpatient in a hospital outside Scotland7 ~ - [ Iﬂ/ :
2. Received-holiday dialysis outside Scotland? B ' [ IQ/
3. Been told that you have CPE? . ] IE/
4. Been in close contact with a person withCPE? \ I QO
If the answer is yes to ANY of the questions in this section, you must "~ o :
Isolate the patient in a side room- O
Obtain Rectal swab marked ‘for CPE’ ' s ]
If patient refuses rectal swab, obtain a stool speamen marked ‘for CPE’ . 1
and inform the IPCT 1
MRSA Screening
Yes No Unsure

| Will the patient be an inpatient for more than 23 hours .

If YES comp[ete the following section

1. Have you ever been told that you have MRSA?

2. Have you been admitted from another hospital/ tesidential
setting or care home?

3. Do you have a wound / skin uicer orinvasive device which you had
before admission? - '

O
M O
i
o O

If YES to Q1, 2 or 3 above OR the patient is admitted toa ’hfgh impact speciality’ i.e. Orthopaedics,
Vascular, Renal Unit, Critical Care — obtain MRSA swabs

Nasal (] Perineum[]  Other[] Specify H Patient refused [_]

OO0

Creutzfeldt-Jakob Disease (CJD)

: : : ' o Yes No /Unsure .
Have you éver been informed that you are at increased risk of C]D or vC|D? _ ] -

i if YES inform the IPCT [_]
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. . N . 47 Sollas Place
. 'DOB - Glasgow, Lanarkshiré G13 4NK.

: . {CHI:
Lifestyle : Affix pauci i 1apel

| smoking - | | : o o

| Are you a: Smeéatr;/ ex- smoker[ ] when did you stop? | . - 1
‘Never smoked . . : ‘ - _

Do you use eCigarettes? Yes[ ]~ No -

_ |if a smoker, the NHSGGC Smokefree policy has been explalned and Nicotine Replacement Therapy
“| (NRT) has.been offered

Yés - administered NRT [1 Yes - patient declmed NRT []

If declined - Why: R _
| Do you want to talk'to someone about your smoking? Yes[ ] No[ ] -

'I;f'_yes,r. refer to Smokefree Services (Trakcare) Date referred: /I

| ,
. - : o ) . e .
Drugs S | _ L g

Do you use recreatlonal or illicit drugs or are you recelvmg opiate replacement therapy |
(ORT / Methadone / Suboxone)7 : Yes[ ] = -No @/ﬂ .

If yes, please specify and refer to.the NHSGGC Guidelines for the Management of Drug Users in
Glasgow and Clyde Acute Hospitals

.t

n . " ‘ . s, ) T Ay

Alcohol =~ - - S | R
Do you dnnkalcohol" Yes [ 1 NoE]/

How often do you have more than 6 units of alcohol on one occasion:
Never[_] - Less than monthly (] ~ Monthly[] - Weekly. EI " Dailyor almost daily l:l

=

.| NB: 1f daily or almost dally commence the Glasgow Assessment and Management of *
Alcahol (GAMA), compléte FAST Tool and take further action as per guidance.

. | Name (Please PRINT) 5k ()(\!{\Of\ ((w(‘vv\@"\s:gnature
Designation: %O\EP N %Q . . Date: L,' ‘ u 2_5




My Assessment Record

~Néme: . 1.
sacee. (MM |
: — LOGAF\I _ . P
— U S—— L G13 ANA—
nofandiGirctlation N SRR RN 1 Kkl et
Br;alhth‘in’g . P?éds?r;:’lt(i)gn | ff\f%ﬂefﬁi 1 'A“essm‘el;’r‘;:;:i:‘; patient’s

No breathing problems

- | Breathless at rest

Breathless on exertion

cough

Productive / Non-productive

"Cy_a mdsed

Uses nebulisers.

Uses inhalers

Vv

VA

‘Oxygen t_‘hérapy-

‘Do you have any other
symptoms?

7

Circulation- .

“Admission
Presentation
v

Normail for
the patient
v

Assessment of the patient’s

circulation

No circulatory -problemé

Chest pain at rest

,\,/_

7

.ChESt pain on exert_ipn' .

Angina

Do you take medication for
symptoms of angina?

Hype“rten_sioh

‘Do you have any other”
symptoms?

92, GomiriftEfon

Yes

%

. Assessment of the patient’s

communication needs

"1 Do you have any difficulties

communicating your needs?

Do you have any difficulties
with your speech? ‘

Do you have a Learning -
Disability?

| Do you have support from a.
| Learning Disability Team?
‘Contact details: '

NS




|~ I

1546042 J
oo v
- eorgf :
- 17-.83,'3: Pl - 1o/0BA954
' i ¢ Glasgow, Lanarkshire
{ G13 4N
3%Senses) Ania pae.
Vision ’ y;s‘ : I:l/o Assessment of the patient's vision
Do you have any problems with-your / ;
vision? - , )
Do you wear glasses? v .| Distance[]  Reading moth'lj
Do you have your glasses with you? ‘/ ‘ N ‘
Do you wear contact lenses? ’ N
‘Do you have your lenses with you? <
Do you wear a pfosthesis? _ _

. Yas No o "
Hearing 7 o/ Assessment of the patient’s hearing
Do you have any problems with you'r'

.| hearing? ‘ -
Do you have any hearing loss? . \/ .
| Po you use a hearing aid? _ ,\/
Do you have your hearing aid(s) L/
with you?
. : Yes L e ain
Pain v Assessment of the patient’s pain

Do you have pain?

\«z
\o

| Can you describe where and what the pain is like?

| Have you had treatment / intervention for the pain?

N.B. Complete generic pain assessment chart. .

If unable to self report complete Abbey
Pain Scale.

Can you describe any chronic pain that you have?

What makes the pain better?

Mark current pain on body chart-
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LOGAN,,

Georgina ¥ € 19!08!1 954
17 Sollag i Plaoe
Glasgow Lanarkshare_ -

. G134NA—

“‘:"'.'i -

"
LN
.

‘ZPr\D'I_

A¥Cognitivelstatus ST HINKIDELIRIUM

Admission Normal for

’ - . . - - 2 agw
Presentation | the patient Assessment of the patient’s cognitive

vy - v, . . status -
. Alertj and orientated G-/ \/ ’
; Impaired conscious level L | _ { //D
Confused . | B e - \,\P’

Dementia: | 7
Stiressed-/,lf)'istressed‘ 7 -

N.B. Think Delirium

Complete 4AT for all patients 65 and over, AND for patients of any age wuth one or more
of the followmg

PR

1 existing cogmtwe impairment

| previous delirium Vo
. current hip fracture
. severe illness

and follow the guidance

N.B. ‘Getting to Know Me’' and ‘What Matters to Me' ‘should be completed for all
patlents with dementla, cogmtwe |mpa|rment or complex needs

_amammmﬂm&nsm - AR

,Do you have any food aIIergles or food mtolerances"

clainy

What do you like to eat and drink?

| What do you not like to eat and drink?

¢

I N.B. Malnutﬂtlon Universal Screening Tool (MUST) to be completed for all patients
: wnthm 24 hours of admlssmn

5 - - . - - - . -



Diet and Fluids

Admission
Presentation
v

~Normal for .

the patient
iy

Normal diet and fluids

v

Therapeutic dlet

Cultural, ethnic or rellglous d:et

\

— LOGAN " 30/081495——
—  Georgind
47 Solias Place
Dc G'lasgow Lanarkﬁhwe Gi3aNE
H

Affin pauvent ID label

Texture Modified Diet
Please state

.Assessment of the pat:ent ’
hydratlon and nutrttlon ne

Thickened Fluid
] Please state

Oral Nutritional supplements
Preferred flavour )

Enteral Nutrition

Pérenteral Nutrition

Nil by Mouth

hours of admission

N.B. If the patient has any difficulty in the oropharyngeal
'| stage of swallowing complete Screening Too! for ‘
Oropharnygeal Swallow Symptoms (STOPSS) within4 - |

Assistance with eating
and drinking %

_ Admission

Presentation
v

Normal for
the patient

Indépendent{ (Green)

N/

/

Prompting / encouragement /
opening packets/cuttmg up
food (Amber)

drinking (Red)

Full assistance with eating and |

‘hospital admission?

6. Elii'nil;ation

‘Bladder

Admission
Presentation
e

Do you have any further issués which may affect your ablllty to eat and drink normally during this

Normal for
* the patient
v/

s

"

Assessment of the patient’s "
elimination needs -

Pass urine with no problems

V

Ffequently pass urine during
the day

Frequently pass urine overnight

Sense of urgency when need
to pass urine

Urine retention




Admission | Normal for,

e o) | Pomin | e | 1 mmummmmuumnmmmmmmmmun——‘

_ 1908546
Haematuria c . - : —.1 é?f . - ——
’ -] : 17 8’9'"3 g 19/08/1 954
Dot ollas Place .
. : . —— _ Glasgow, Lanarkshirg - . :
Incontinent * - T . " |l CHL ' G133 |
N

I S i

N.B. If new incontinence report to medical staff to rule out mfectlon or physiologlcal cause

‘1 What products do you normally use for this- contlnence issue?

No urlnary catheterE/ Ur:nary catheter in 5|tu Urethral'l:l ’ Suprapubic |

Date urinary catheter last changed = /__ / - Cu T

'N.B: If Urinary Urethral Catheter (UCC) in situ commence NHSGGC Adult UCC Insertion h
and Maintenance Care Plan :

| Bowels o ' " "
" | When did your bowielé I.ast move? | 7 % 3 [ 13 l ’L S
How often in a day/week do you have a bowel movement" Per: day | e Per week
Do ydu use any -med{tation e.g. Iaxative to'!'\el-p your bowels. moye?r Yes§|:|~ No[]
BowelHabit | preentaion | thepaent | Asesmentel the paints
Regular | ‘. N ' o . —
T Constlpated |

Diarrhoea / loose stools \/ ' ' \/

| Blood'in stools

‘kIncontinent

" | What products do. you'ﬁnormall‘y‘use‘ for this continence issue?

I

N B if concemed about bowel patterns (e.g. infrequent movement or frequent loose
stools) con5|der using the Bristol Stool Chart :

)

1e Yes - No |" Assessment of the patient’s needs in
-Stoma .

A 4 : relation to their stoma

'ﬁ?Do-you have‘astoma?“ S . ) \/

Do 'you require. asmstance with ' , ‘
‘your stoma-care? : [ . '

; Have' you .brough_t_=any of your "

stoma products with you?
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0 1908546
* LOGAN

11

b Georgina
— 17 Sollas Piace
D Glasgow; Lanarkshire
cl . G13 4NA

F
19/08/1954

Personal Hygiene

Admission

Presentation

an

Normal for
the patient
v

Affix patient 1L fave

Assessment of the patient’s
personal hygiene needs

independent '

v

v

Requires assistance with
washing and dressing

: Oral Health

Admission.
Presentation
/ Fad

Normal for
the patient
P

Assessment of the patient's oral
health needs

No problems

v

'Sbré ‘mouth / mucositis f/ ulcer

Requires assistance with oral
hygiene

Other (eg dry- hps tongue
coated")

[ ak

No

| Skin broken

Skin cedematous

| Skin discoloured / red .

| Dental work Yj’ P | Description of any dental work
Do you wear dentures? L/ “
Do you have your dentures R

- | with you? _ _ % O\P
Are your dentures a good fit? / . A
Do you have any other dental
work that we need to be
aware of?
: Admission Normal for T
Skin Care’ Presentation the patient Assessment of the-patient’s skin
_ 7 , AR care needs
~'| No problems / |/

N.B. Complete PUDRA for all patients within 8 hyrs of admission

Pressure Ulcer identified on- admissfdn: Yes O Nov

Pressure Ulcer Grade:

Pressure-Ulcer Site: ,

Adult wound assessment and management chart reqmred

{N.B If Grade 2 pressure damage on ankle or below refer to Podlarty via TrakCare
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oo | v | Add: LOGAN -

2 . } Georgina 19/08/1954
Do yau have any wounds? : 17 Sollas Place * - -

‘N.B. If yes, complete an - \/ — Glasgow, Lanarkshire |

. G13 4N2
| assessment chart for DoB! >

wound management ' : o p— :
. Affix patient ID abel

8. Mobility |

) : i + | Admission Normal for Assessment of the patient’s
Mobility . Preser}tatmn the pﬁtlentn . mobility"needs :
pd - ; :

Fully mobile and Independent \/ : \/

Unsteady when walking

\wo

. | Do you use a mability aid ” Yes[ ]~ Ne[]
Do you have your'mobility aid Yes[Z] No |:|
with you?

N.B. If not fully mobile and independent on admlsslon complete moving and handllng
assessment within 24 hours of admission

1 9. Mamtammg a Safe Enwronment

| N.B. Complete a falls risk assessment for all pafients within 24 hours of admission.
If a falls risk is identified complete the falls intervention checklist and document all
nursing actions in the care plan.

Q

Yes B T No . | Assessment of the patfent's ability to

Safety. W4 v maintain asafe environment

Is the patient at risk of falling,
rolling; slipping or sliding from
the bed?

*| Would you like bedrails to be . p- IE l/

used while in hospital?

-

N.B. If yes, to either of the two questions above complete a bedrail risk assessment

10. Sle“eg and ﬁest

| S; Yes - - No ' Assessment of the patient’s sleep and
eep v : v 1 * rest needs *

Do you have any difficulties - N

with sleepmg" . ’l/

Do you do or use anything to

help you sleep? : M \/' ‘
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19]‘08!1 95‘

: ‘) A P
8@@31]
Do you: . - ' _ -
Live alone - ' Live with family/ friend/ other [] [
Lliveina hursingi home _ I:l , _ Live in a care home [:] .

- | Live in residential supported care [ ]

Live in student accommodation ]

| Live in ‘homeless’ accommodation [] _ Have no fixed abode ~ O
. |‘Other please specify____ | ] '
| De_pent_l-?ant..f. | Yj’ . ':,° '
| Do you have any dependants? , \/ |
Do you support;anyone (e.g. ba'rtne'r;, cHilaten, rélatives, animals)? ,\/ |
Do they need sn.-lpport. frorﬁ someone else whilst you are in hospital? 7 ]/
{ Would someone else be able to prowde this support when you are in hospltal7 l/ .
If yes, who? 7 - ;
.| 'f no support available contact Dut} Social Worker :
Duty Social Worker Required [] Not required [] Referred []
Sewicé§ Yjs P“,o

Do you Have support from social work, social services or a care package?

if yes; please provide details:

If yes, has contact been made to cancel arrangements during admission?

Do you have a religion or beliefs that we can help you observe while you are in hospital?

1

Y

Is there anything else with regards to your values réligion or culture that we can support you with

during your stay in hospltal (e.g. prayer meditation)?

‘Would you like to talk-to someone (e.g. Hospital Healthcare Chaplain) about you, ybur loved ones,

| your values and beliefs, or any worries youhave? Yes (] No []

'{ Healthcare Chaplain informed L Yes [} N/A [T -

11
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LOGAN .
~ DoB Georgina . 19/08!195¢
CHI 17 Solias Place

Glasgow, Lanarkshire ) S
Affin 4 : G13 aNA
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' ﬂ&@mm@anmcﬂ@m@

What matters and Is important to you WhllSt you are in hospltal"

This should focus on the personal preferences, ch0|ces and goals of the individual of what is: |mportant
to mclude in their plan of care,

N.B. Participating in ‘What Matters to Me’ should be offered to all patients

informal Support

Who is important to you, to help support you whilst you are in hospital?

NB. If the person who helps is not a. preferred contact please ensure their details are
listed below. '

Name:

Contact Details:  oeveeeeeeeeeeeeee e

-----------------------------------------------

oooooooooooooooooooooooooooooooooooooooooooooo

‘Do you have someane who looks after you or someone that helps you, i.e. an informal carer?
~ Yes[] No[] -

. | If yes, has the help or support listed above been confirmed with the patient’s family/ friends?
(please tick) " Yes [ ] No O’ L

12
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LOGAN

—1 Georgina 19/08/1 954——
Do 17 Sollas Place |

‘ Glasgow, Lanarkshire I

CH G134NA____

Affi. ... ..

Required Support

* | Referrals can be made via the central phone number 0141 452 2387

Has the patient and / or carer been advised of the hospltal Support and lnformatlon Servnce’

Yes[ ] No[_]

Has the carer been advnsed of the Carers Information Line?

Yes[ | No[] -Not appropriate at this time [_]
Carers Information Line: 0147 353 6504

Carers Information: Leaflet provided?

Yes[] No[]

Are you:

Employed Il Unemployed []
Self-employed [ ‘ ) Retired ]

Full time education [ ]

Has your heaith had an impact on your ability to'carry out your day to day activities at work?
Yes [] No[] Not applicable []

Do you have any money worries?

Yes[ ] No [] Not appropriate to ask at this time [ ]
If yes would you like referred to a money advice service that can offer confidential advice/ support"
Yes((J  No[] If yes when was patient referred I/

Would you like a referral to a service that can support you with employment / education/ training/ skllls
volunteering?

Yes[ ] No[] Not applicable [] Not appropriate to ask at this time [_]
| yes when was patient referred I/ :
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g e n s B AT

Required

Required

" documents

completed

. :;A:dditi_onal NHSGGC Documentation
. Yes No
v v

Yes
v

'

- 7

Date, Print
and Sign when
completed

Glasgow Assessment and Management of
Alcohol (GAMA)

Generic Pain Scale Assessment Chart

Abbey Pain Scale (if unable to self report pain)

4AT and TIME for Detection, Management and
Prevention of Delirium

Getting to Know Me - Relatives to complete

What Matters to Me

Streening Tool for Oropharyngeal Swallow
Symptoms (STOPSS)

Malnutrition Universal Screening Too! (MUST) v

Adult Urethral Urinary Catheter (UCC) insertion
and Maintenance Care Plan _

Bristol Stool Chart

Pressure Ulcer Daily Risk Assessment (PUDRA) l v

Adult Wound Assessment and Management Chart

Moving and Handling Assessment

Falls Risk Assessment v

Bedrail Risk Assessment

r Date and Time: Notes

Print Name,
Signature -
and Designation

44ll)rs

-nah'o.m— admutted o 1AU i

200

Nnawm cans ound naguna

rmor(ix | o()t‘%ode% lose SL(lDlS

o d(LM, dhdo Do(m

| ﬂuhomr

N (hPDOY\r\QﬂJrUJ\ Madolg,

Dnmm— S’ral(@ S\Oun\ 1S Wnied
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Date and Time

_ ; LGE::Q‘:@ 19/08/1354
' gass;‘:ﬁ ‘\;.anarksh\f GII4NA
Af\v.-. uuctit U label T
‘_Notés o Prmt Name,

Signature

and Desigriation

. [Dalvont m\(o.s ool diok cw\

Flulds .

(ol bur7ex éxgmmed omd

lmMnm (pada.

W

| Sleatf porse |-

-C@mmhng M eckical-

-ﬂﬂmmw\ |

fodeefz e

(e AMRS kv 0@ AYSTER)

e s holan

1232,

NS Swore, 4 weql

oi;!oto!‘?___‘i

| Pamiengt
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Acute Services Division . . ' N H

S
Gynaecology Department _ _~ . . c::?ﬁfw :
Gynaecology Emergency Dept — Admlssmn Document L and CIydé o
pae 11 / & s - . - Consultant on call: &th DMS\J'\J
T1me Seen: - \2_ |0 . o Triage Nurse T@M le-\ﬂﬂ-&t\‘ (HCS.UJ)
e l\ll\l\l\l\lllmIl\l\llllllll“Il|ll|ﬂ\\||\\\|\|\|ll||m—— L
Address __ < Glasgow . - Em—
8 éﬁfﬁ;ﬁa ' -_191081195 | —— G4 9DR & ____
" E;Tassggfvs.ff:aemsm .o . Address __ —
: . . G13.4N;
D.0B ‘ _ . _ —_—
| Age qo ' to . _ | Telephone
| Telephone ‘ quq QC‘) 1S84 6’1'- -
Occupation ﬂé'ﬂﬂ@f_') .
. Emergency Contact | j 1 Trlage Notes " o
Name - GQO/(_C(G Lo Cany - |.IR ._BpP il !356 P32 7 3Q‘~Z '
Address . AS %0\}(': ' " bem_____ spo3 __:)I]_‘ ' .
' - - ‘ i ‘ Urife: Leuco " Prat___ ' Blood _
. _ Ket. " Gluc ___ ' Nitites . I
| Telephone O",}’-}GO]S"\\J—G:;’?' - h:::;::::; Test Result'
Relationship - —\—EQQKANQ C .
Comnnents . - Heio ht-~ '
| Weight- _ (If required) )
BMI- -

Clmlcal Assessment .

Presenting complelnt ? ‘P\Ig ({) \M‘S')

‘ Source of referral _~ gs

w1 ,\g‘p,
| Allergles AHOKI('tJ‘\\/H\J
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i . - ’ ' - - .. .
Ouipatient Clinic Letter completed: DYes L__I No O
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NHSGGC Bedrail Risk Assessment .r

This Risk Assessment Tool is an aide memoire for staff. It should be used in conjunction with the Bedrail Gmdance '
(see reverse) and Guidelines for Falls Prevention and Management (Adults).

Patient Name:

IIIIJIII{IIIIIHIlIIlHI\lIIlll!IIIHIHUII\I\IINIl!llllll

LOGAN
Georgina

17 Sollas Place

Glasgaw,. Lanarkshire

19/081 954

asgow
rde

THIS DOCUMENT DOES NOT REPLACE THE NEED FOR CLINICAL JUDGEMENT CHII Number: G134NA
Use guidanice on the reverse of this document when completing this Risk Assessment DATE qiL]?s 5/67 YA T
TIME 2100 11930
: WARD 144 B
HOSFITAL | MEUH | QEVR
ON O RA
1 | Is the patient likely to fall, rol), slip or slide from the bed? . .
2 . [ Has the patient requested the use of bedrails? ) vV | V| | |

SECTION TWO — COGNITIVE AND PHYSICAL STATUS

IF NO TO BOTH QUESTIONS IN SECTION ONE THEN THERE IS GENERALLY NO NEED FOR BEDRAILS, EXCEPT WHEN THE PATIENT IS BEING TRANSFERRED

3 | Is the patient at risk of climbing out of bed?
4 | Is the patient stressed, delirious or restless? - ) - - v
5 | Is the patient small in stature? v,
6 | Does the patient have an unusually large or small head that might present an entrapment issue? v L
7 [ In your opinion, does using bedrails present a higher risk to the patient than falling out of bed? (V4
IF YES TO ANY OF THE QUESTIONS IN SECTION TWO, BEDRAILS MAY NOT BE APPROPRIATE - See Gmdance overleaf
0 R 0 A O
8 [ Has the patient been ¢onsulted regarding the use of bedrails? 1
9 | Does the patient understand the purpose of bedrails? Consider communication difficulties and phys:cal/cognltlve condition ‘/
10 | Has the use of bedrails been discussed with relatives/carers? e
11 | Has the patient/relatives/carers been.given a copy of the bedrail information leaflet?
12 | Consent obtained for the use of bedrails via patient or AWI treatment plan? - NA

IF NO TO ANY OF THE QUESTIONS IN SECTION THREE, BEDRAILS MAY NOT BE APPROPRIATE
SECTION FOUR - DECISION MAKING

Will bedrails be used for this patient at the present time?

— See Guidance overleaf

14 Rationale for use of bedrails: (Please insert code in the box on the right)
’ - Risk of falling from the bed

B — Risk of rolling from the bed

C — Risk of slipping from the bed

D - Risk of sliding from the bed

E - Patient request

Any issues relating to the use of bedrails Including discussion with family/relatives/carers should be recorded here

15 . ) . Bedrall risk assessment completed by: [=14¢ W
16 . Bedrails checked by: <t e
17 ‘ . Dae || [ 115 [ S/pRS
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e NHS,

E‘Z?f;?'na 19/08/1954 . . SN ' N s Sy s’
' 47 Sollas Place . hi; ' - BOWEL MOVEMENT RECORD . L : C;eater,dlasgow.
‘ GlaSgo‘{l- Lanarks G13 4NA 3 .. ) - L . and Clyde .~
.Name':i eersersesen CHI: .............. e Date Commenced: OS’/O%/ZS/
AT S ST .

Date. | Time | Colour/ | Typel | Type2 Type3 | . Typed Type5 . | Type6 | Type7 | Staff
- . Size Sepam.le hard lumps Sausage shaped b_pt Like a sausage but Like a sausage or Soft blobs with clear- | Fluffy pieces with Watery, no solid I t Is

S —small like nuts - lumgy with eracks on snake, smooth and cut edges . ‘rapged edges,a | pieces ' nitia

’. (passed easily) mushy stool | (entirely liquid)

. M- medium (hﬁm‘p“s) ) _ surface soft .
- L—large _ E F | o . o ":
slelecliped Bod - 7 ) e L o Y

.

T

o

Adapted fro.m the Bristol _Stool' Scale developed by KW Heaton and S] Lewis at the University of Bristol, 1997

r



. . 4
Rounds Checklist

(5

Date: L‘(/é[ :

HMHH)IJHIUIHﬂl!l)llI(HHIIIHNHIIH!IMﬂﬂ!ﬂ/ NHS

Care : . _ [attacn s MAIAIY
| have evaluated and deemed that the frequency of care delivery over the next wadk shift, based on the patient’s égg_’;ﬁé . 11 F Greater Glasgow
most critical need should be every (please circle) 1hr 2hr 3hr @ ) 17 Sollas Plice ! 08/1954 and Clyde
. X A Glasgow, Lanarkshire
1. Signed _&%_ Name Shqcwrcm T e\ Designation M Ward: L G134nA
2. Signed : Name Designation T
3. Signed Name Designation ‘Must dos’ for me. Ask the patient if there is anythlng
= they want speqflcally done today:
USE FOLLOWING CODES: R ‘ . -
Y=Yes N=No NA=Notapplicable NT=MNoThanks S =Sleeping‘ O=Offtheward |=Independent
Times DL(lD
1 | THINK DELIRIUM : -
Is the patient more confused or drowsy than normal? If YES, inform registered nurse. N |
2 | PAIN: assess and address
Is the patient distressed or in pain? !f YES, inform registered nurse. M
s | 3 | SKIN INSPECTION )
Pressure areas checked: o L/T
Red (R) / Discoloured (D) / Pressure Ulcer (PU) / Intact (INT) / Moisture (M)
K | 4:| KEEP MOVING ‘ -
Has the patient moved or walked? \'l
Bed Right side (30° tilt) - R Left side (30" til) - L Back-B
Chait Assist to walk or stand (W/ST) 1
! |5 | ELIMINATION Does the patient need the toilet?
Independent =1 Assistance given = A Incontinent of urine or faeces = IC \
N | 6 | FOOD, FLUIDS AND NUTRITION ) .
Is the patient nil by mouth?
Drink taken? M
Food, snack, or supplement taken? “A
Has oral hygiene been carried out as per care plan? 1\ -
7 | ENVIRONMENT Check: '
Is the patient’s call buzzer to hand? Is the area clutter free, clean and safe? Does the |,
patient have everything they require in safe reach? Is the bed in lowest position?
8 | INFORMATION it
Is there anything else ! can help you with? Inform patient of the time of return. ‘\)
9 | ESCALATION Escalate any issues to the registered nurse and document overleaf, }JP
. <y
Care provider / role S 5\]




Care

Rounds Checklist

Date: 5;[@21'52 )

I have evaluated and deemed that the frequency of care delivery over the next w

'lhr 2 3hbr

az]j shift, based on the patlent’

Attach Ac 1908546042

¢

T NHS

LOGAN F Nzres, o/
Georgina 19/08/1954 Greater Glasgow
17 Sollas Place and Clyde

most critical need shoul very (please circle)
) Sioned % 4 7 N Glasgow, Lanarkshire
. Signe " Name esignation G
g - . g : Ward: 13 4NA
2. Signed _( \ /:ru/\ﬂ’\ Name 6: (;'1 I Designation S _IAU
o T IﬂllllUJIIJll!lll!llllflll!illlllll LY llllll IIILIIIL —
3. Signed Name Designation ‘Must dos’ for me. he patient it there is anything
they want specnflcally done today: .
| USE FOLLOWING cobl : N . -
Y = Yes N= No NA : t_)l_:‘ap'plicable NT=No Thanks S =Sleeping O=0Offtheward I= Independer:t . O ﬁkj}
N [ ¢ A
‘ Times [ 1281 50] 6| 1n PSS !
1.| THINK DELIRIUM "
Is the patient more confused or drowsy than normal? If YES, inform registered nurse. N (\J N ]\) (-), [\j -
2 | PAIN: assess and address . \\J f\J [)
Is the patient distressed or in pain? If YES, inform registered nurse. A
5 | 3 | SKIN INSPECTION - \‘{
Pressure areas checked: t ﬁ)( ‘Q{ U‘ l\jT
Red (R) / Discoloured (D) /-Pressure Ulcer (PU) / Intact (INT) / Moisture (M} ° 7 15T kg 1
K | 4 | KEEP MOVING
Has the patient moved or walked? S \'{ \‘\ ‘“( j 1
Bed - Right side (30°tilt)—R *~  Left side (30° tilt) — L Back - B ) E 1 1B
Chair  Assist to walk or stand (W/ST) =1 1L W
1 | 5 ] ELIMINATION Does the patient need the toilet? g
Independent =1 Assistance given'= A Incontinent of urine or faeces = IC \ l \ \ ]
N | 6 | FOOD, FLUIDS AND NUTRITION 7 - .
Is the patient nil by mouth? ’ : - . » Y\} N [\\} {J r\l
Drink taken? ' s MM N |y
Food, snack, or supplerﬁent taken? < \/ I q \1 Ny )'r
Has oral hygiene been carried out as per care plan? - . ' \ ) “ r 2R
7 | ENVIRONMENT Check: \
Is the patient’s call buzzer to hand? Is the area clutter free, clean and safe? Does the \j \( \W \1 \
patient have everything they require in safe reach? Is the bed in lowest position? 7
8 | INFORMATION m N ]d?
Is there anything else | can help you with? Inform patient of the time of return. ‘\) NAWN M,
; , - N[ e P
9 | ESCALATION Escalate any issues to the registered nurse and document overleaf. Tad Y A
_ EX% AV
Care provider / role
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. Care Rounds Variance Sheet

Codes

-

~~

Attach Addreséqg raph Label

\

Ward:

- NHS
N,

Greater Glasgow
and Clyde

1. Think Delirium

2. Pain

3. Skin Inspection

-4. Keep Moving

3 -

’| 7. Environment -

8. Information

5.-Elimination

| 6. Food, Fluids and Nutrition )

- N.B. Record what and to whom escalated.

1 Date Time: -

' ‘Code

Variance .

Sign & Print Name

4/st o0

I

3

Pl Siaas 7

(A

L= b A

M +278936 v2.1 » GGCO098
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e, A

Care Rounds Checklist pate: 0|0 |25 ttac . NHS
o LocAl 081954 e, s
I have evaluated and deemed that the frequency of care delivery over the nex@Wwork shift, based on the patient’s Georgina 19# g Greater blasgow
most critical peed should be every (please circle) Thr 2hr 3hr 4hr : - and Clyde
1. Signedl\_y‘mw Name§ 5‘ (t w M& Designation é[d— '
2. Signed Name . Designation égl; 2
. - e —— |
3. Signed /‘ﬁ'—" Name _#Q%Designation L 'Must dos’ for me. Ask the patient if there is anything
= - — - they want specifically done today:
USE FOLLOWING CODES: TR T s, a B N ° T 1 Yo — . .
Y=Yés N=No NA=Notapplicable "NT=NoThanks' S=Sleeping O = Off the wam,, dl\nggﬂendeﬁt . ! 0 l / d l(/)
. - A~ —— I~z g
Times DOPOI & [0 5] < -
1 | THINK DELIRIUM . !
Is the patient more canfused or drowsy than normal’? If YES, inform registered nurse. \ N) IJ gJ 1\—) n
2 | PAIN: assess and address
Is the patient distressed or'in pain? If YES, inform registered nurse. : l’) r) ’\ /‘/
s | 3 | skinINSPECTION ‘ ' ﬁ"
Pressure areas checked: B [\] rJ M m ) {
Red (R) / Discoloured (D) / Presstire Ulcer (PU) / Intact {INT) / Moisture (M) ﬂ' S / / / —
K { 4 | KEEP MOVING ) v, ‘1/ j/
Has the patient movid or walked? SAS / 14| /
Bed Right' side (30° tilt) - R Left side (30° tilt) - L Back-B ' S < l ' { | -
Chair Assist to walk or stand (W/ST) NN
1 | 5| ELIMINATION Does the patient need the toilet? = \ {
Independent = | Assistance given = A Incontinent of urine or faeces = IC gSr_ <S | /
N | 6 | FOOD, FLUIDS AND NUTRITION ' e
Is the patient nil by mouth? N Q l\{ IJ l\) A
Drink taken? ) S S I \1 Ut 7
Food; snack, or supplement taken? <. ._‘§ "{ \/\‘ v( ‘7
Has oral hygiene been carried out as per care plan? =S \/\ M (/l\ /
7 | ENVIRONMENT Check:
Is the patient’s call buzzer to hand? Is the area clutter free, clean and safe? Does the y y V(
patient have everything they require in safe reach? Is the bed in fowest position? \/\ y
8 | INFORMATION .
Is there anything else I'can help you with? Inform patient of the time of return. S S r)r NT W ’WA
9 | ESCALATION Escalate any issues to the registered 'nurseA and document overleaf, Y'\lb hff\ N IA A%
7R Y
Care provider / role 8 ) i




Care Rounds Checklist Date: M

e®

I have evaluated and deemed that the frequency of care delivery over the next work shift, based on the patient’s
most critical need should be every (please circle) 1hr 2hr 3hr '

1. Signed ___~ "g* “Name O ese Designation ___ S
2. Signed . %" Name _ S+ COfg, ymor Designation SV
3. Signed - ) Name Designation

War

vy

USEFOLLOWING CODES: * * . , =~ - .. ’ v
Y=Yes N=No NA=Notapplicable NT=NoThanks S =Sleeping: O=0Offtheward 1 =lpdependedt -

T
htt q@g@gugnmuz\u\ummmlumuumm g

‘(_EZSI";:]'@ 19/08/1954
17 Solias Place ehire .
il
o Glasgow, Lanarks 13 4NA

ree

‘Must e B PHRIf there is anything
they want specifically done today: -~

o Rendog

NHS
hﬂ’l
Greater. Glasgow

and Clyde

A o F i) -
N V74 B L ol
Times 160 [58ly/ |V [ [0
1 | THINK DELIRIUM
Is the patient more confused or drowsy than normal? If YES, inform registered nurse. I\/ f’\) V 7\/ re f\}
- 1
2 | PAIN: assess and address :
Is the patient distressed or in pain? If YES, inform registered nurse. ] h} i\) /\/ N / ) I\j
S | 3 | SKIN INSPECTION l R /.'
Pressure areas checked: L t A 11 M
Red (R) / Discoloured (D) / Pressure Ulcer (PU) / Intact (INT) / Moisture (M) TN T~ | - .
K | 4 | KEEP MOVING . ( ~/ | N N \
Has the patient:moved or walked? ) . { / / /
Bed  Rightside (30°til)—R  Leftside (30°til)~L  Back-B 1) Iyl 16
Chair  Assist to walk or stand (W/ST) pdrd ) ! ) '] i
i | 5| ELIMINATION Does the patient need the toilet? A I
Independent = | Assistance given.= A Incontinent of urine or faeces = IC ) ] ) ] 1
- T T
N | 6 | FOOD, FLUIDS AND NUTRITION
Is the patient nil by mouth? n rJ L/ N ’k/ Y\S
Drink taken? Qe Y Iy Y Y
Food, snack, or supplement taken? & 6 NI N
Has oral hygiene been carried out as per care plan? RN ] ) ] L
7 | ENVIRONMENT Check: o ' . ' ‘
Is the patient’s call buzzer to hand? Is the area clutter free, clean and safe? Does the NAEN \\
patient have everything they require in safe reach? Is the bed in lowest position? L’( / / z
8 | INFORMATION : ‘ [k !
Is there anything else | can help you with? inform patient of the time of return. MTINT ,\.(f [\
9 | ESCALATION Escalate any issues to the registered nurse and document overleaf. LJA t[¢ Ak '}U/"T I \‘Q

Care provider / role




‘ R T |
Care Rounds Checklit Date:_glb[es et NANIENIE NS,

| have evaluated and deemed that the frequency of care delivery over the next workshift, based on the patient’s : LOGAN Greater Glasgow
most critical need should be every (please circle) 1hr 2hr 3hr w . Georgina 19/08/1954 and Clyde
1. Signed &e Fea AN Name __ S¥OIGR. Designation __ N Ward gaiggis Pace cire
j € ardg . N p
. . - . G134NA
2. Signed . Name : Designation ) 8% N
3. Signed Name Designation ‘Must dos’ for me. Ask the patient if there is anythin
9 - P 9
- = - : = - they want specifically done today:
(USE FOLLOWING CODES: ,° - . | S e WL, PN .
Y=Yes: N=No NA=Notapplicable "NT=NoThanks S=Sleeping * O=0fftheward 1= Independent .
Times 703 % ' ég
1 | THINK DELIRIUM S N <
Is the patient more confused or drowsy than normal? If YES, inform registered nurse. | = |. U
2 | PAIN: assess and address ‘S‘ N [\)
Is the patient distressed or in pain? If YES, inform registered nurse.
S | 3 | SKIN INSPECTION -
Pressure areas checked: - S o ’
Red (R) / Discoloured (D) / Pressure Ulcer (PU) / Intact (INT) / Moisture (M) | v e
K | 4 | KEEP MOVING
Has the patient moved or walked? - S ek I
Bed  Rightside (30 tilt) - R Left'side (30° tilt) — L Back-B — ﬁ -~
Chair  Assist to walk or stand (W/ST) . -7 Z : e
1 | 5 | ELIMINATION Does the patient need the toilet? J
Independent =1 Assistance given = A Incontinent of urine or faeces = IC S NY
N { 6 | FOOD, FLUIDS AND NUTRITION . '
1 ], [1s the patient nil by mouth? ) N J\I N
Drink taken? ) 1\ | i
Food, snack, or supplement taken? S ) |
Has oral hygiene been carried out as per care plan? S’ T ] .
7 | ENVIRONMENT Check: ' '
Is the patient’s call buzzer to hand? Is the area clutter free, clean and safe? Does the \(/ \1 ~ \( .
patient have everything they require in safe reach? Is the bed in lowest position?
8 | INFORMATION ) S
Is there anything else | can help you with? Inform patient of the time of return. M N
9 | ESCALATION Escalate any issues to the registered nurse and document overleaf, N{\ N A ’
. Care-provider / role 6\/




A ' | P '!Igljltljlgllsl!‘l!lllﬂl|||I|IHHIllllllllllllllllllll\IIII|I
Care Rounds Checklist , pate: Qlb[2S R I§§§§E:p|ace | S E——— NHS

| have evaluated and deemed that the frequency of care delivery over the next shift, based on the patient’s || Glasgow. Lanarkshire G613 4NA 4

h " A - Greater Gl
most critical need should be every (please circle) ©  1hr 2hr 3br and C|yads§ o

1. signed SPufven Name __ SEOSTER Designation _ KN - T O
ar! :gg

2. Signed . Name_ J ‘Greetit . Designation __ €A~
3. Signed N Name _~ : Designation - ‘Must dos’ for me. Ask the batient if there is anything
- = - = they want specifically done today:
USE FOLLOWING CODES: . . ‘ * .
e
Y=Yes N=No' NA=Notapplicable NT=NoThanks S =Sleeping O =Offtheward I=Independent - Than oo B
- JU T T [ (20
Times 125 & 155 |35 |20
1 | THINK DELIRIUM
Is the patient more confused or drowsy than normai? If YES, inform registered nurse. ~ PR
2 | PAIN: assess and address N N N
Is the patient distressed or in pain? If YES, inform registered nurse. v
S { 3 | SKIN INSPECTION
Pressure areas checked: . M e (N7 ]
Red (R) / Discoloured (D} / Pressure Ulcer (PU) / Intact (INT) / Moisture (M) M InT >N7 ~
K | 4 | KEEP MOVING . '
Has the patient moved or walked? X . { ) ! !
Bed  Right side (30° tilt) - R Left side (30° tilt) — L Back-B iy =
Chair  Assist to walk or stand (W/ST) -

1 | 5 | ELIMINATION Does the patient need the toilet?
Independent=1 Assistance given = A Incontinent of urine or faeces =1C

N | 6 | FOOD, FLUIDS AND NUTRITION
Is the patient nil by mouth?

. Drink taken?

Food, snack, or supplement taken?

L <<
YT

) "Has oral hygiene been carried out as per care plan?
7 | ENVIRONMENT Check: -

S S R ANN PN
NI~ MU=z [N\ LN [TUln B

Is the patient’s call buzzer to hand? Is the area clutter free, clean and safe? Does the Y \1 \/ \7

patient have everything they require in safe reach? Is the bed in lowest position? -
8 | INFORMATION .

Is there anything else | can help you with? Inform patient of the time of return. N[ N N M|
9 | ESCALATION Escalate any Tssues to the registered nurse and document overleaf. N A l\/(‘k “(e; n{q V’f- ,

N

Care provider / role 80




Care

. _ -
Rounds Checklist

D‘ate: bf6[LS

¢

Illlll\lllllll\llllllllIﬂ!lN\ll}lﬂINHIIIIIIII\IIIIHIH

| most critical heed should be every (please circle)

1. Signed cq

1hr 2hr | 3hr

(ofhov

Designation

| have evaluated and deemed that the frequency of care delivery over the next @hiﬁ, based on the patient’s
4hr

Atta( LOGAN 19/08/1 954 N H s
Georgina
17 Sollas Place | G‘t’\tlﬂd .
" Glasgow, Lanarkshire reater Gl adsg w
: . G13 4NA Y .

Is the patient more confused or drowsy than normal? If YES, infcrm registered nurse.

Name SFOS\-EYL ESEQ W' "
. : j ard:
2. Signed WW% Name Designa‘tiongl ;Z VA g@ o R
3. Signed Zd ,&’ Name _ S At‘,@dq Designation _L(Y \_) ‘Must dos’ for me. Ask the patient if there is anythmg
; = = - — they want speﬂflcally done today: ~
-USE FOLLOWING. CODES: . . B ‘ R i : ] -
Y=Yes N=No NA=Notapplicable NT=NoThanks 'S=S5leeping O=0fftheward I=Independent
: m— - e e e e AT s
Times < 3 S %
1 | THINK DELIRIUM

N

PAIN: assess and address
Is the patient distressed or in pain? If YES, inform reglstered nurse.

—|2 1z e

S
S
Ve

Is the patient nil by mouth?

3 | SKIN INSPECTION
Pressure areas checked: | ]
Red (R) / Discoloured (D} /Pressure Ulcer (PU) /Intact (lNT) / Moisture (M)
K | 4 | KEEP MOVING . )
Has the patient moved or walked? ! 9
Bed Right side (30° tilt) - Left side (30° tilt) - L Back-B
Chair  Assist to walk or stand (W/ST) .
I | 5| ELIMINATION Does the patlent need the toilet? ;
7 Independent = | . Assistance given = A Incontinent of urine or faeces = IC
N | 6 { FOOD, FLUIDS AND NUTRITION

‘Drink taken? -

~

Food, snack, or supplerﬁent taken?

Has oral hygiene been carried out as per care plan?

ENVIRONMENT Check:
Is the patient’s call buzzer to hand? Is the area clutter free, clean and safe? Does the
patient have everything they require in safe reach? Is the bed in lowest position?

— |A<L Z—\\u\—zz

%
Z
-
S
M
>
>
5
7
S

ESCALATION Escalate any issues to the registered nurse and docurment overleaf.

;\o — MU |G NV W o 58

ERNSEEAENM NN EA

8 | INFORMATION
Is there anything else | can help you with? Inform patient of the time of return NT
9 A Wh, ;

sl ~HIEIR [N
A E<B Iy CE S k2l Bl NV Il AV

Care provider / role

1%/
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Care Rounds Chechlist Date: /6 /25 __ s ace (IO NHS,
| have evaluated and deemed\that the frequency of care delivery over the next wark shift, based on the patient’s ‘ . 2208545042 Greater Glasgow
‘most critical need should be every (please circle) 1hr 2hr 3hr ' , GES_A."' and Clyde

. gina  19/08/195¢ c
1. Signed fg 5 é f\i Name 1@ A b\rxa-l‘&\ Designation «n~J Ward ’ :
ar
| 2. Signed i Name _ Designation _~"~ 85 ) '
3..Signed _ Name 7 Designation . ‘Must dos’ for me. Ask the batient if there is anything
: = — — they want specifically done today:
USE FOLLOWING CODES : S, L ° . ~ !: —-n -
:Y=Yes N=No NA=Not appllcable NT =NoThanks S = Sleeping. O = Off Ehe ward  1=Independent - B h}‘
N L b a'tl

&

k-
e 1
)

Times pO

1 | THINK DELIRIUM
Is the patient more confused or drowsy than normal’ If YES, inform registered nurse.

2 | PAIN: assess and address
Is the patient distressed or in pain? If YES, |nform registered nurse.

S | 3 | SKIN INSPECTION
Pressure areas checked: *

Red (R) / Discoloured (D) / Pressure Ulcer (PU) / Intact (INT) / Moisture (M)

K | 4 | KEEP MOVING
Has the patient moved or walked?

Bed  Right side (30° tilt) - R Left side (30° tilty — L Back - B
Chair  Assist to walk or stand (W/ST) . : ‘

1 | 5 | ELIMINATION Does the patient need the toilet?
independent = | - Assistance given = A Incontinent of urine or faeces =IC :

N | 6 | FOOD, FLUIDS AND NUTRITION
Is the patient nil by mouth?

Drink taken? N

Food, snack; or supplement taken?

Has oral hygiene been carried out as per care plan?

7 | ENVIRONMENT Check:

Is the patient’s call buzzer to hand? Is the area clutter free, clean and safe? Does the
patient have everything they require in safe reach? Is the bed in lowest position?

8 | INFORMATION

Is there anything else | can help you with? Inform patient of the time of return.

FG = RKET Y= <~z T[T

>
3

/3] <[P~ ek g

9 | ESCALATION Escalate any issues to the registered nurse and document overleaf.

l;§§ ~ MMAuNA WG Vi Gz Z
S

Care }.)rovider / role
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NHS

Unable . |

SyatyToo

K} ) ‘_’;._,

S OGAN 19/0511954 s y
" | Georgina Greater Glasgow
~ 47 Sollas Placerk‘hre Care Plan and Clydg -
- i : . : N
‘ G]asgow Lana S| G13 4NA . . -
- Care discussed with patienit ) =] Yes- .. ONo ° o unable, give reason:
Unable ~ . Lo o : ) T
Gare dlscussed With fam:ly "Y Tves + X @No N0 | ifunable, give reason: oWE v W\

Date commenced _
‘& signature

.‘,}\}‘,\ \ v ’j, =

1. Breathmg and circulation

| Date discontinued

& signature

Date commenced
& signature

Gettmg 10 Knbw-Me / What Matters to Me.

Date discontinued
& signature

Newee. aqaar‘l\b\

Z ald=—

(& &mml anm

1ates

' \016!75 '

-bofefes

<C£CY‘(= Yo . .

. Lisn Atverod

oo

. ) 5. Hydratlon and Nutrmt;n ] . - 7 T
e T lels o= M '-Ldnﬂc oL
S e oA : / E L\:-QA%&O
L _+ | 2 3. Communication andisenses -+ % [ 1 , T o s .
\01!6!25 ‘ &Baehﬁ \lo\"\ks as \\\(PR‘ Q8= . V
N ‘ :l .6 Elll;1|nat|on .

. 4. Cognltlve status

L@%

;o/g;/a

See(\\e’u“S';Gﬁd (\

olels

et cunare. of ennmrvm{

ﬂc\h:rnrsm{s

m& Ocku Lu ,

o Mo

/o6 Nreren

~

p1/2PTO



my » 285668 Version 1 O} * GGCo127

* LOGAN
t Georgina

1 .

[T

F
16/08/185¢

Care Plan

‘NHS
N, !

Greater Glasgow
and Clyde

Date Commenced
and Signature

7. Personal Hygiene, oral care, skin care and
wound care

Date Dis;ontinued
and'Signature

Date Commenced
and Signature

9. Mamtaimﬁg a safe envnromr"ent Technical
Care

Date liiscontinued
and Signature

/628

Z 19

10/6hs

[iso Allreron

[ e A ede.

ot \ard,

Free Mu\f_g? C a\\ st‘ce:m>

SO Chobs

Ao =

. .

10. Sleep and Rest. ;

. ’{ :

'v\\C).E',hS .

G('I‘dS\fCD MO(Y\fnl Q)r

s (h\f@\l-

8. Mobility

12, Privaiy, dignity and sexuality .

loplx

L Sre Mg Milmg B

Zo5=
Iisey Aberion

10/6hs

hzrmn@} od. fecpe

No lesies wibh bns dn:r<

f)s? Ret:\rot\CHOJc

. Of)"omo 1a¥

’rv L
A

Negotiated care - Please record an;/ planned
involvement of patient/family in delivery of care

(Bre diectessd oth (oted

Ak ahle b par\nrlipcdm

ok

ey RIS
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I HPH!H!HIJWNIHH!

’ . 19085450 Nl‘E
4AT and TIME for Detection, Management and Prevention of Delirium Soo w508 Cregte Chogow
Complete for patients: age 65 and over; patients of any age with an existing cognitive impairment; previous delirium; 17 Sollas Place . 954
current hip fracture; or severe illness. These patients are at high risk of delirium. . . Glasgow, Lanarkshire
This should be-done on admission; at each transition of care; if SQID positive; or if any clinical concerns. i G134NA

4AT )
(1) Alertness. ward YA [ word 2% Twera_ [ward__ [wara
This includes patients who may be markedly drowsy (e.g. difficult to rouse and/or sleepy during assessment) or Date & Time | Date & Time | Date & Time | Date & Time | Date & Time
agitated/hyperactive. Observe the patient. If asleep attempt to wake with speech or gentle touch on shoulder. Shirst
Ask the patient to state their name and address to assist rating 7030 Y&sS _
Normal (fully afert, but not agitated, ' throughout the assessment) /3\ \/0) ' (4] 1] 0
Mild sleepiness for <10 seconds after wakmg, then normal ' K 0 (1) 0
| Clearly abnormial 4 4 .4 4 4
(2) AMT4 : - C
Ask the patient their Age Date of Birth, Place (name of | hospxtal) Current Year
No mistakes @ /@) o 0 0
1 mistake 1 1 1 1 1
2 or more mistakes 2 2 2 2 2
(3) Attention
Ask the patient “Please tell me the months of the year in backward order, startlng at December”.
To assist, one prompt of “What is the month before December” is permitted. ) B \
Achieves 7 months or more correctly /@ @ [ -0 0
Starts but scores < 7 months or réfu_ses to start 1 1 1 1 1-
Untestable (cannot participate because too drowsy or inattentive) 2 2 2 2 2
(4) Acute change or fluctuating course -
Evidence of significant change of fluctuation in: alertness, cognmon ather mental function
(e.g.-hallucinations, paranoia) over the past 2 weeks and still present'in preceding 24 hrs. - )
No ' (o) ) 0 0
Yes 4 4 4 4 4
4AT TOTAL SCORE S O
Print initials of assessor S 1SN

IMPAIRMENT, start %I and ‘I’ of TIME and escalate to | and requires | further assessment
medical staff to confirm diagnosis

Score >4 This is a possible DELIRIUM +/- COGNITIVE | Score 1-3 This is a possible COGNITIVE lMPAIRMENT

unlikely

Score 0 DELIRIUM or SEVERE COGNITIVE |mpa|rment

All patients scoring 0-3 are sill at high risk of delirium. Use the Triggers listed overleaf to plan care and reassess daily by asking ‘Is the patient mare confused or drowsy?’ This is the single question in delidum (SQID)



<

Affix ID.Label

NHS

3
e

Greater Glasgow
TIME checklist to guide Delirium risk reduction, Identification and Management e
The TIME checklist is a joint medical and nursmg respon5|b|hty
Trlggers, Investlgate, Manage and Ehgage ) . Date™ S‘/DZ;L‘S " Date Date Date
Think posslble triggers for delirlum - o v ) ﬁckrbox * Tick box Tickbox  Tickbox _”ﬁ:ﬁ box
Is the patient in pain? Start pain chart, review analgesia and consider need.for an apefient ~ ) i
:ls the patient constipated or at risk of constipation? Commence bowel chart and review daily to assess 1 (\)
for constipation, especially if on analgesia. Consider rectal examination
< Is the patient in urinary retention? Palpate bladder/scan S ¢ » N ~
. . Is the patients oral intake'sufficient to prevent dehydration? Encourage hourly fluxds, start flu|d balance chart NS ~
Triggers  [Could any drugs trigger delirium? Doctor to review medication E
Blood sugar, high orlow? =~~~ . aJra
Is there a history of alcohol intake/drug abuse? Intoxncatnon or withdrawal, start GMAWS/drug misuse guldehnes !\/
N Does the patient have sensory impairment? Ensure patient is wearing their glasses/hearing aid(s) GlosStS
Is the patient immobile? Promote early mobilisatiori in"order t6 prevent delmum ) O
Document 4AT score ] K )
.- ‘mmmmmmﬂ«wmﬁmmw I VYNY [ YW [ YHY (YN | YNY
Investigate ] ) o ) . )
o Record NEWS ) S S 0,
Investigate ' Screen for infection ) ) ' = (V4 .
.. | Take bloods and ensure ECG/appropriate imaging ) ] (v -
Managgmeiﬂ:: Diagnose causes & initiate treatment E P
- Document diagnosis of delitium R
‘[ Manage - — —
) . | Document potential causes of delirium L /
Document treatment plan . e
Engage and Explore . . x
If appropriate, explain diagnosis of delirium to patient/ famlly/ carers and provnde delifium leaflet O i
Engage Engage with patient/ family/ carers. Complete “What matters to me”/“Getting to know me" .document OFy
Does the patient have capacity to.consent to care? (Yes/No/Ongoaing Assessment) Y NO(Y O|YNO[YNO|[Y NO
If no, complete AW document VHA— - )
) Print initials of assessor - . ﬁﬁ‘w\
i ) < i+ 288912
GGeoiss



Acute Services Division

Discharae Checklist

NS

Greater Glasgow
and Clyde

raencs e[ ANAINNCIRIGY

Ward:

o

Discharge destination: H.«OVL,Q.,

Medication explained to patient and/or relative/carer

OGAN
| CHI number Georglria 19!05/1954
' 17 Sollds Place : Estimated Discharge Date (1) . ! !
Glasgow Lanarkshire .
) G13 4NA Estimated Discharge Date (2) / /
Final date of discharge : / C@ / olf .
Checklist Yes | N/A | Initials Comments '

Patient informed \/ L ’

Relativie/carer informed \/
{ Relative/carer involved in d:scharge plannmg discussions ‘
J Others informed: Care Home \/

Transport arranged ‘

Own transport (preferred option) \_/ .

Ambulance: 1 man/ 2 man am/pm . . v
| Other: Flight, Air ambulance etc. \/ ‘

Discharge medication .

Immediate Discharge Letter completed \/
| Compliance aids e.g. Dossette Box (involve pharmacisty . [{ " DNe leunat .

Medication received ' v 1 ' J

N

Speech and Language Therapist

Clinical Nurse specialist

Own medication returned to patient |/
Dressings/continence aids
{7 day supply, ensure District Nurse referral comp[eted) \/ -
Informed of discharge
Social work/ Other agencies v
Hormecare L
Homecare request form completed? e
Discharge lounge handover completed? L
Physiotherapist : Ve
Occupational Therapist 1L
Dietitian . ’ "
L
vl
N

Liaison/ District Nurse/Practuce Nurse

Other discharge items

Access arrangements (e.g. keys, door entry)

Patients clothing available for day of discharge

Valuables e.g. cashier

K

Intravenous cannula removed

Equipment ordered (inc. walking aids) in place for discharge

v
—
W

Part 2 Discharge letter - Required
- Completed ,
Outpatient dlinic appointment ) ®
Arranged ' . .
To follow w71 M »

If unknown at time of discharge state reason

Additional information / leaflets / factsheets

Time of Discharge:

A

5,7

Nurse's signature:

Designation: 67\)

Date:l !/G IO'LS_-

\Y

Ml « 287409 Version 2_0 » GCC0027
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. . To Be Completed For All Patients Within 24 Hrs of Admission - Greater Glasgow
LOGAN P and Clyde
. Georgina : 19!0811954 and on Transfer to Another Ward . ‘
. 17 Sollas Piace i : . i i
Glasgow, Lanarkshire -
. G134NA ,
GENEKAL SAFETY PRECAUTIONS o ) — : - - — —
TO BE UNDERTAKEN FOR ALL PATIENTS . Ward: \Atl‘ Ward: %/l’; s Ward: - Vl/ard. Ward: .
‘Action thie following safety, precautions on admission to your ward. DateiLL( l 1§ | Date: 6 0 | Date: Date: Date:
Update weekly or on change of conditiori. o o7 | Time \@-_:QQ‘ . | Time: - R-:-ZL-: 1 Time: eeetomeeee - TIME! ameeteeeee- Time: --s-tvemeee
1. Document mobility status in clinical record and complete a o U\Q5 ' RN )
moving and handling.assessment (if appropriate). - ) 1l - :
| 2- Check walking aid (if required) is in reach and in use. ) N\A N /‘Fy - b : \ .. b
3, Check call bell is in reach and working. Provide and document, AR S \1 ’
: alternative measures if patient is unable to use call bell. -~ 1.
4, Check footwear is safe (refer to NHSGGC Footwear guxdance) . \'\.Q-S ! ’ V‘
5. lf\glassgs are worn, check they are available and i in.use. . \I\Q/) ) Vl
6. If hearing aid/s are worn, check they are wbrking and in use. N N\A - N7\Pf )
"RISK ASSESSMENT ' ‘ . T = .

- ’ . AY
If Yes to any of the 5 questions below complete thie falls interventional plan (overleaf). ’
Whether Yes or No, update this assessment weekly in acute wards or, at the time of a fall or, upon a change fn patxent s cllmcal condmon
: *"ALL patlents in older people 's wards must have an |ntervent|onal plan in place (overleaf)**

- . ) ; , Tlck Yes orNo| Yes No Yes - No ) Yes No ) Yes | No Yes No
1. Has the patlent fallen in the last 6 months - mcludmg dunng this’ admlssmn’ ' v B v » § '
2. Does the patient have cognltlve impairment or a vposs_‘lible delirium? ' 7 (/
3. Does the patient attempt to walk alone although uhsteady or unséfe? ) (94 - / '
4. Does the patient or their relative have a fear or anxiety of the patient falling? (>4 . / L.
5. Based on your clinical judgement,.is this patient at high risk éf falling? , N - v .
Si?nalure' of nurse completing assessment / update J‘_’—S;S(_\Sm /m )

Highlight risk of fall at the ward safety brief.
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t) Moving and Handling Assessment Form

: LOGANa 19108!1954 P
} Gearglhy Person is totally
Person! 17 Sollds Place i MNamed independent
Lanar |re . " }
Name: GIaSQOW G13 ?NA Nurse: (tick here and go to date box)
1. G¢ , B _J - - N
~ ~” Body Build Problems with camprehensicn, behaviour, co-operation (specify):
Weight Height
Kg
BMI €M [ Handling constraints, e.q. disability, weakness, pain, skin lesions, infusions {specify):
Risk of Falls: ‘Yes | | No| : )
2, Sit to Stand to Sit Transfers (Including to and from bed, wheelchair, commode and toilet}
Hoist | | Standaid | Walking Aid | ~_ Assistance Supervision | | Independent | |
Model Aid Type | People:1 | [2] [>8 Additional Information / Equipment:
Sling type
Sling Size
3. Toileting .
Hoist | | Standaid | Walking Aid | Assistance Supervision | . | Independent | |-
. see ‘sitto stand transfers' | People:1 | [2[. [3 Additional Information: ‘
See No 2 Sitlo Stand Transfers '
for details
4. Move on/off bed pan , _
Hoist | Manoeuvre Assistance Supervision | | NiA] |
" See No 2 Si o Stand Translers Roll patient People:1 | {2 [23 Additiona! Informafiafi:
for details Whinkey pote
. Independent bridging
5. Move up [ down bed -
Hoist | Handling Aids _ Assistance Supervision | | Independent |
See No 2 Sitto Stand Transfers Sliding sheels People:1 [ [ 2] |28 Addifiona! Informalicn:
’ for details Mankey pole
Rope ladder
6. Lateral Transfer to / from trolley / bed :
Hoist | Handling Aids Assistance “Supervision | | Independent | |
Sea No 2 Sitio Siand Translers Rgg Teansfer Board| rPeOpka:'i | 121 >3 Additional Information { Equipment (eg sfiding sheels):
for details 1 Fleese spech .
7. Sit up over side of bed ‘ .
Bed Rest | Assistance Supervision | | Independent | |
People: 1] 2] o3 Additiona! Information / Equipment (eg rope ladder, swive! cushion):
B. Into Bath or Shower :
Equipmient . Handling Aid , Assistance Supervision | | Independent | |
Shower Shower chair vPeople:t [ [2] |3 Additional [nfermation ¥ Equipment (eq sfing fiting hoist after risk assess):
Varizble / Fixed height bath Shower lrolley ,
Bed bath Bathing hois} (eg Atent) . s
9. Walking
NoWalking | |+ Walking Aid | Assistance Supervision | | Independent { |
. see Sllostand transfers’ | Peoples? | [ 2] 28 Additional Information / Equipment (eg hoist with walking sling, dist. Walked)
10. Other Instructions / Observations / Equipment Used
X -
15t Assessment 2nd Assessment 3d Assessment
H . Where a forward slash exisis, udd Where a slash or cross exisls
Recordlng Symbo" / l Forward slash I x ] a back slash to make a coss | *‘ add slashes 1o make a star
Date Assessed: L{ ‘

{25

Assessor’s signature:

——-—@/\)\

Proposed Review date:

LS

—

NHSGGC Person Specific MHA Marl6 V2
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. . | Continuation Sheet

1. General Information (Only complete this section if changed from over page) ‘ . .
Body Build Problems with comprehension, behaviour, co-operation (specify): '
Weight Height’
Kg-

BMI tm Handling constraints, €.9. disabillty, weakness, pain, skin lesions, infustons (specify):

Risk of Falls: Yes| | Nol
2. Sit to Stand to Sit Transfers (Including to and from bed, wheelchair, commode and toilet)

Hoist | | Standaid | - Walking Aid | Assistance - Supervision | | — Independent ||

“Model . Aid Type I People: 1 | | z { |33 Additicnal Informalion / Equipment: .
'| Bling type B . ' " j

Sling Size ~ . : .

3. Toileting -

Hoist | | Standaid | |  Walking Aid | « Assistance | [ Supervision | | Independent | |

- see'siltostand transfers' | People:1 | [ 2] 23 Additiona! Information:
See No 2 Sit 1o Stand Transfers v .

for details

4. Move on/ off bed pan

- Hoist | Manoeuvre Assistance Supervision | | . NIAT |
i X . Additional Information:
See No2 Sitto Stand Transfers Roll paient People | 2] [23 tonalinformatan

for etalls Monkey pole
Person bridges

5. Move up/down bed

Hoist | Handling Alds Assistance Supervision | | Independent | |
See No 2 Sit o Stend Transfers Sliding sheets | People:i | [2] {23 Additional Information:
p Mankey pole
for details - )
Rope ladder .
6. Lateral Transfer to / from trolley / bed , . L
Hoist | Handling Aids Assistance Supervision | | Independent | |
igi : Additi j i t lidil 3
See No 2 it to Stend Transiers Rg: Irﬁfer Bo_ard | Peopleit [ [ 2] >3 ditional Informatlion / Equipment (eg sliding sheets).
for details Bl {Reasa speci)
7. Sit up over side of bed
' Bed Rest | ‘ Assistance . Supervisien | |:. Independent | |
Peopler1 | [2] [>3 Additional Information / Equipmant (2g fope ladder, swive! cushicn):
AY
8. Into Bath or Shower
" Equipment Handling Aid - Assistance | .| .  Supervision | | tndependent | |
Shower Shower chair People:1 | 2] [»3 Additional Infermation / Equipment (eg sling lifting haist afler fisk assess):
Variable / Fixed height bath - Shower brolley - :
Bed bath Bathing hoist {eg Alenti) - -
9. Walking .
No Walking | Walking Aid. | Assistance Supervision | | Independent | |
) t see 'sittostand bansfers’ | Peoplei1 [ [2] o3 Additional Infosmation / Equipment (eg heist with walking sfing, dist, Walked)
i I > ' 4 - - - - -

“

10. Other Instructipns 1 Observations / Equipment Used

‘ 4h Assessment ' 5t Assessment: ’ 6t Assessment
Recording Symbol: | | / | foovassin Rl l E s
Date Assessed: | .
Assessor’s signature: on
Proposed Review date: ae -

NHSGGC Person Specific MHA Mari6 V2



- Pressure Ulcer Daily Risk Assessment (PUDRA) |

s

Greater Glasgow

-

and-Clyde

R

Hospital: &EU A

Points.to consider:

LOGAN: fi - - : < Usewithin 8 hrs of admission to care area
e 19/08/19
na :
Georg! : ' «  Re-assess daily and more frequentlyif a
17 Sollas Place h person’s condition changes
5 Lanarkshire Ward: E
Glasgow, G132 NP \(A\_)
gressure No RISK At RISK Grade 1 - non blanching skin Device Related Pressure
amage Damage i.e. nasogastric,
Grade 2,3,4, suspected deep tissue injury (SDTI),, | catheters, oxygen tubing
ungradable pressure ulcer, Moisture Assocfate Skin
¥ ! Damage (MASD) V.
YOU MUST Daily skin 4 hourly positioning | 2 hourly positioning with skin checks, Complete | All.devices need a SSKINS
CHECK SKIN check SSKINS care plan {overleaf) care plan (overleaf) ’
at pressure Complete SSKINS
points care plan
(Overleaf)

1 PressureDamage |

Does the person have Pressure damage; Grade 1, 2, 3, 4, SDTI, Ungradable? '

Mobility

Does the person require assistance ta mobilise or change position?

Continence

Does the person have moisture issues, or, continence issues with urine and/or faeces?

- Does the person appear malnourished and/or unable to eat or drink?

2
3
4  Nutrition
5

Skin

co-morbidities?

Is skin compromised by any other source, e.g. medical devices; neurological deficit; surgery; medication; .

=]

Judgement In your clinical judgement, is this person at risk of developing pressure damage?
Date Location of pressure damage Grade of ulcer Date Location of pressure damage Grade of ulcer
T - !l 7
T ! 7 ,
i I

1

If NO to all questions, continite Care Rounds Prescribed as-assessed for individual need and re-assess daily.
If you have answered YES to any of the questions above, please complete the SSKINS care plan overleaf.

Pressure

Date Time Mobility | Continence Nutrition Skin Clinical Checlc Signature
Damage Compromised | Judgement Skin

Lbns Ul M | N N N N AN q my| 5
7 : hrly

I/ hriy

F ] hrly

/! “hrly

I hrly

! hrly

!/ hrly

! hrly

P hrly

I/ hrly

! 7 . hrly

NHSGGC PUDRA September 2024




Patient Centred SSKINS care plan

Aim: to provide effective pressure ulcer prevention strategies to reduce/eliminate potential for pressure ulcer development.

NHS
N —

Greater Glasg})w

Vascular Access Device

Protective product:

bend:

i w . . and Clyde
NB. Avoid patients lying on back/sitting for prolonged episodes, a total change of position is required, standing only is Attach Addressograph ’”
not sufficient *
s _ 3 K ) 1 N [ .
SKIN INSPECTION SURFACE KEEP MOVING INCREASED MOISTURE NUTRITION SELF MANAGEMENT / Sign / Comments
- AND CONTINENCE SHARED CARE
MANAGEMENT
Date of plan: | Check: Specify: * Reposition * Does patient have Moisture |+ Optimise nutrition « Provide informationin a
- Pressure areas « » Mattress: hourly in bed, Associated Skin Damage and hydration. format appropriate to
hourly. - Reposition Yes (O _ |+ RefertomusT s::‘;;‘f’ family/ carer -
+ Skin under medical « Cushion: hourlyin chalr. +  skin care to be carried out . oeerst
 devices | . * Overnight patient/ ___haurly. « Specify:
hourly. . Detail additional carer has agreed to » Specify praducts required for teafler  (J
+ Specify medical pressure - repositioning ___ hotirly increased molsture / verbal - O
devices used: redistributing + Specify any manual continence management: 3 )
0| equipment: handling equipment used: M Not provided record reason:. | Date discontinued: ,
Catheter Tikting device (1 Barrier Cream OJ - - .
2:;;::::‘:;‘ g Off loading boot: J + Knee bend in place (] pad/Pants I ~,
Nasal oxygen a | Record reason for no knee
Protective product: . B -
Vascular Access Device [J P . bend:
C . Off loading boat ) B *
» Other: ’ N A
Date Check: Specify: * Reposition « Does patlent have Moisture [+ Optimise nutrition « Provide informationina
Reviewed: . . . hourly in bed, Associated Skin Damage and hydration. format appropriate to
Pressure areas Mattress: ! A ]
hourly. + Reposition ___ Yes . Refer to MUST g:tel;?/ family/ carer
« Skin under medical » Cushion: hourly in chalr. + Skin care to be carried out .
devices « Overnight patient / hourly. . * Specify:
hourly. . . Detail carer has agreed to . + Specify products required for Leafiee O '
+ Specify medical pressure rep g hourly increased moisture / verbal O
devices used: redistributing . Speci@t any manual <continence management: . . i .
(] equipment; handiing equipment used: Not provided record reason: | Date discontinued:
Catheter Tilting device (] . Barrier Cream [J
2:::::::; g Off loading boot: L) _ + Knee bend in placeOJ Pad/pants  [J
Nasal oxygen - O Record reason for no knee
O
O

Other:

i Off loading boot

NHSGGC PUDRA September 2024
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M ':-;-

Pressure Ulcer Dally Rlsk Assessment (PUDRA)

NS

Greater Glasgow
and Clyde

Points to consider:

T Rospiat: -
| 5500“\
Ward: %%

umnmuwmlmmmmmmnmmumm

° LOGAN

-+ Georgina

- 17 Sollas Place
Glasgow, Lanarkshire

G13 4NA

* area
19/08/1 954

person’s condition changes

— i o

o Use withih 8.hrs of admission to care

» Re-assess daily and more frequently if a.

1 Pressure Damage Does the person have redness and/or existing pressure damage?
~ * | IFYES, prescribe a minimum of 2 HOURLY pressure relieving care to avoid further damage
occurring and complete the pressure ilcer interventional plan overleaf. ’
‘Date | Location of redness / ulcers | Grade of ulcer' | Date Location of redness / ulcers | Grade of ulcer
] L A : L
f /o . }
{1 i
'2  Mobility Does the person require assistance to mobilise?
3 Continence Does the person have co':ntinence issues with urine and/or faeces? . \
4 Nutrition Does the persorrappea'r malnourished and/or unable to eat or drink?
5 Skin s skin compromised by any other source, e. g neurologtcal deficit; surgery; medication;
diabetes; co-morbidities? _ _
6 Judgement -| In your clinical ]udgement is thls person at risk of developlng pressure damage?
.1 Iif Yes, please give details:

Record YES/NO answers in the grld below. If YES to any of the questions 2-6, the person is at risk of developing
pressure damage. Prescribe a minimum of 4 HOURLY pressure relieving care mterventrons and complete the pressure
ulcer interventional plan overleaf.

If NO to all statements, continue with patient interventions depending on individual need and reassess daily.

Date Time | Pressure Mobility | Continence | Nutrition Skin | Clinical - Care Signature
Damage ) Compromised ]udgemerrt | Prescribed |
Prbisigied Y | o) | W | [ S | ] Ly [SBYN
7216 beole| ~ | A ~ A v Ju_my | 4
3, hleres| N N N N - N J by | Sbdlen
Pl pswozel N | o | N o[ | N n | Gty | SEBM
LQ_&. pilevoo| N N N N N Y ohrly ?W
W e o | D [V [ [N [ kw [Cio]
rod : ! __hrly
) __hrly
NV —_hrly
[ ] __hrly
i _ hrly
/o __hrly
/I __hrly

Complete preventlon of pressure ulcer interventional plan overleaf for all patients with redness/pressure
damage and for those at risk.

NHSGGC PUDRA December 2017



Prevention of Pressureé Ulcer Interventional Plan NHS
Aim: To incorporate effective pressure ulcer prevention strategies to reduce/eliminate Greater g]ladsgow
potential for pressure ulcer development. yae Attach Addressograph
Outcome: To prevent pressure ulcer development through establishment of effecting work )
practices in line with SSKINS bundle. ‘
s S K i TN s ;
SKIN INSPECTION SURFACE KEEP MOVING INCREASED MQISTURE NUTRITION SELF MANAGEMENT / Sign / Comments
: B AND CONTINENCE * | o t SHARED CARE .
MANAGEMENT i . '
Date of Check: Specify: * Reposition  Skin care to be carried |¢ Optimise nutrition * Discuss and agree
plan: » Pressure areas o Mattress: hourly in bed and chair. out heurly. and hydration. plan with patient /
hourly. « Qvernight patient / * Specify products «. Refer to MUST family/ carer
" Skin under medica ® Cushion: carer has agreed to required for increased vesO wNoO
devices - repositioning _ hourly | moisture / continence p ,
i management: * “Prevent Pressure
hourly. « Detail additional |* Specify any manual 9 Ulcers" leaflet given
* Specify medical pressure . ha“fﬂmg to patient / family / )
devices used: redistributing, equipment used: carer? bate discontinued
: i . ate discontinued:
equipment: yesO NoO
. e
Date Check: 'Specify: * Reposition * Skin care to be carried |e Optimise nutrition | Discss and agree -
Reviewed: « Pressure areas o Mattress: hourly in bed and chait. out . hourly. and hydration. updated plan with
hourly.  Overnight patient / » Specify products | Refer to MUST . pa;uat/ falel / carer
« Skin under medical e Cushion: carer has agreéd to required for increased . YE ©
devices repositioning hourly | moisture / continence - « “Prevent Pressure
hourly. e Detail additional |* Specify any manual management: Ulcers” leaflet given
* Specify medical pressure handling to patient / family
devices used: “redistributing equipment used: - carer? . X )
equipment: . yesl nNoOd Date discontinued: -
Date Check: Specify: e Reposition » Skin care to be carried | Optimise hutrition | * Discuss and agree
Reviewed: » Pressure areas * Mattress: . hourly in bed and chair. - out hourly. and hydration. updated plan with
houdly. . %, |» Overnight patient / » Specify products - * Refer to MUST gggfﬁt / f;‘":)" [ carer
« Skin under medical e Cushion: carer has agreed to- required for increased - ! _
devices . repositioning ..___hourly | moisture / continence » “Prevent Pressure
hourly. o Detail additional | |* Specify any manual management: Ulcers” leafiet given .
» Specify medical pressure i handling to patient / family / .
devices used: redistributing equipment used: carer? . Date discontinued:
equipment: : yesd wNoOd

NHSGGC PUDRA December 2017

M+ 282957 v2.0 « GGCD207




: Coww ) Modified Visual Infusion Phlebitis (VIF) Score ) N H s B
IIIIIIIHIIIlllllllll!llll!IH\IIINIIWIIIHIIIIIIIIIIIII Periphoral Venous VG e sppmhety | [ Nopobits Comins e i ramanacs o
Cannula (PVC) Insertion - - — — - — - Greater Glasgow
. LOGAN .. . . Either slight pain or redness near site 1 | Possible first' signs: Observe PVC site and Clyde
' : 19,05”954 & mairntenance —— -
P 16;;:3":: Place Al E Please compléte insertion details Twe or more: pain / redness / swelling 2 Earl¥ stage of phleb‘{tis: Remove and resite PVC .
Glasgow, Lanarkshire . , . | foreach PVC inserted ) All: pain / redness / hardening 3 .
! - GI134NA Care & maintenance to be of surrounding area Phlebitis/thrombophlebitis:
undértaken &Piocumentation As above and including: palpablé venous cord | 4 Remove and resite PVC
completed twice each day. - e — Seek further advice' - ’
L ¢ As above and including: pyrexia 5 -
Insertion details: 7 Where inserted: K yioh site: ) Side: N ' Size of cannula: Inserted by:. )
pate:- 4 A0 /1) |OED Dfheatre T iTU/HDU Hand Teft * ' 26G Purple Print:
Dy 1) OWard____ - O Arm* O Right . 0 24GYellow O 18GGreen |
i 2 Unknown Other - L2736 Blue O 16G Grey 9 L
Time: _ ) O 206 Pirk D 146 Orange | Designation:
Clinicaliindication: \D’ﬁiagpnstics . - O] Resuscitation ’ ] O IV medications O Fluids ' =] Transfusion’
[nsertion criteria: ' | Hand hygiené beﬂp;med Skin dec ination (2% chlorhexidinein | Sterile P nt semi ,. ble dressi g | PVC explained to batient/ca'rer
OYes 0O No ' 70% isopropyl alcohol) affixed : |OYes O No
) © . |(OYes. ONe 0 Yes O No .

DRIFT PVCs are associated with an increased risk of phlebitis, thrombosis, infection and'S.aureus bacteraefnia. o

Signs of local or systemic inféction *

Justify the need for your patiént to have a PVC using the DRIFT mnemonic.

/ Diagnostics - Does the pattent need the PVC for a diagnostic procedure e.g. CTsean =~ +

# Resuscitation-- |s the patient at risk of. cardiac or réspiratory arrest? =

« Intravenous (IV) - Does the patlent require intravenous (IV) medication? Could these be switched to another route?
# Fluids - Does the patient require IV fluids? Coild this be switched or oral fluids?

-| ¥ Transfusion - Does the pat;ent require.a transfusion of blood products? n

 Localinfection :
¢ . Erythema / inflammation
*  Exuddte

¢ Hottotouch

. Pa‘i.n/ter;dernes's

Systemic Infection .

Hypotension

" Tachycdrdia

Pyrexia

P L Always refer to full IV route to Oral mute Switch Therapy (lVOST) guidelines

IV > Qral Antibiotic Switch Therapy (IVOST) Guideline

PR . ' Review need:for IV antibiotics daily

Adult IVOST ! R -
Guideline:

‘Gan -antibiotic therapy be stopped? {eg: alternative diagnosis)?
. -- If ongoing antibiotics reqmred - document patient progress/IVOST plan within 72 hours

4

a  ORAL ROUTE is available reliably (eating/drinking no concerns regarding absorption}

A

)
v

. ‘Switch to oral when: - .
a’  CLINICAL IMPROVEMENT in signs of infection eg: temperature <37.9°C, reduction in thé NEWS score, improving SEPSIS

a UNCOMPLICATED INFECTION i.e. specialist advice not required prior to IVOST: Infection requiring specialist advice includes CNS infection, Cystic fibrosis, S,
aureas bacteragmia (minimum 14 days IV}, Endncardms, Vascular graft or bone/jeint infection, Undrainable deep abscess
DO NOT use CRP in vSOIatlon to assess IVOST suitability as does not reflect seventy of |Ilness
' Record the stop date on HEPMA ’

If IVOST criteria met k4 Switch to nral_
Review MICROBIOLOGY results and NARROW THE SPECTRUM based'on cultures
IF not responsive MICROBIQLOGY switch to oral as dutlined below

Pacdintris VOST
Guidslings




Namé:
Address:
CHI:
DOB:

Write or affix label

Hospital & Ward:

PVCs should be removed as soon as no longer-clinically indicated.

NHS
N, e

Greater Glasgow
and Clyde

Maintenance — to be completed twice daily (Observe for signs and symptoms of local or systemic infection)

What has been done?

Date Need for PVC reviewed Any sign of PVC site Is the dressing intact? | Before / after PVC PVC patent? Sign:
today? infection? N procedures; hand Print:
N - int:
hygiene performed?
Designation:
Day Night Day Night Day Night Day Night Day Night Day Night ’
Day 1 ) . . i s inst - e
- s efves O e |ofes  |oves  |mfes  |eve ot |BTRnst |ETeftinsiu oy ‘
Insertion Date viP L |viP . ORedressed |0 Redressed
27 ONo ONo ONo ONo ONo ONo ONe ONo ORemoyed O Removed Nigh‘(%{]W(j\N
— B{ ‘ ) E/ e ' D,/ ET( B,/ " letrinsi mﬁt insitu | Da \W% d
Day 2 as E’@ vip ! ! VIFO Yes Yes es es es Bes O Redressed |0 Red " Y g4 /V
lDlL\?? ONo ONo =<— |ONo [INe ONo ONo ONo ONo . | oo oved | CRomoved NighL %, % ! S, ﬂn ; ﬁ N
\ . .
= - — D ER_—«‘—. N . -
Day 3 OVes OYes” P(i_ vIP OYes OYes CYes OYes OYes C¥Yes D Red n sntg S Le\: in S't; Day M@ )N
Hblgy |one one - |V —— |ONe  |ONe  |OWo  [ONe  [ONe  CaNe edresse Redressed =~
) l l 'LS - O Removed O Removed Night
Day 4 OYes 0 Ye; viP viP OVYes OYes OYes OYes OYes OYes E ,&:f(;riens::: o heh. in sm:‘ Day
ONo ONo ONo ONo ONo ONo D No ONo Ol Remaoved O Removed Night
Day 5 OYes DYes ie viP D¥es  [O¥s (O%s [O%s [O¥es [oves  (Qiefinsite (OeRtinsite | Day
) DONe ONo — —.|ONe ] No- ONo ONo O Ne ONo O Removed O Removed | Night
. . Dleftinsits |OlLeftinsity | Da
Day 6 OYes 0 Yes O Yes OYes O Yes O Yes OYes OYes Y
VIP vip | DO Redressed |ORedressed
ONo ONo ONo ; ONo BNo ONo ONo ONo O Rémoved QRemoved Night
. i . My O Left in situ Day
. OYes OYes OYes OYes OYes OYes O Yes O Yes
Day 7 | vip VIP__. . j O Redressed
ONo I;lNc ONo ONo ONo ONo ONs ONo. Ol Removed O Removed Night

PVCs should be removed on day 7. Reassess ongoing needs and vesse! health for most appropriate vascular access device.Date removed __/._/__

Reason for removal

O Site infection

O Infiltration

O Extravasation

CIEnd of treatment

Other:

Mi « 348776 v2.0 GGCOO57



v Fluids - Does the patient require 1V fluids? Could this be switched or oral fluids?
v Transfusion - Does the patient require a transfusion of blood products?

““““m i Modified Visual. Infusion Phlebitis (VIP) Score NH S
lmm“ Per| iPhIeral Venous PVC site apbears healthy ) 0 | No phiebitis: Continue care'and maintenance b\’d
’ - Greater Glasgow
- F Cannu a (PVC) Inserhon Either slight pain or redness near site 1 | Possible first signs: Observe PVC site . - and c|yd£J .
19/08/1954 & malntenance : - .
i Please complete insertion dtails Two or more: pain / redness / swelling 2| Early stage of:phle’a:tus Remove and rasite PVC
Glasgow Lanarkshll’e for each PVC inserted J All: pain / redness / hardening 3 : ) .
. G134NA Care & maintenance to be . . of surrounding area Phlabitis/thrombophlebitis:
undertaken &.documentatiun As above and inclvuding: palpable venous cord | 4 Remove and resite PVC
- completed twice each day. - - - Seek further advice.
) As above and including: pyrexia 5
Insertion detaU? Whére inserted: Insertion site: Side: Size of cannula:’ Inserted by: ?
Date: q\ /Loy OED OTheatre DO ITU/HDU O Hand 0 Left O 26G Purple Print:
. [a Ry 0 Arm .| O Right 0 24G Yellow  [J 18G Green .
Day 1 T Signature: ;
Oy 9 Qd:wn ‘ Other ‘ O23GBlue ©  O16GGrey | oo ———=
Time: e C/20GPink O 14G Orange | Pesig
Clinical indication: O D_iagnostit'_{ O Resuscitation ’ owv medicatioﬁs i Fluids O Transfusion )
Insertion criteria: Hand hygiene performed f( Skin decontamination (2% chlorhexidine in Sterile transparent semi-perr’r\.eable dressing "PVC explained to patient/carer .
. DO Yes . 70% isopropyl alccheol) affixed OYes 0O No
[ ‘0 Yes O No ° - O Yes O No . - N
| DRIFT PVCs are associated with an increased risk of phiebitis, thrombosis, infection arid S.aureus bacteraemia. Signs‘of Jocal or systemic infection
Justify the need for your patient to have a PVC'using the DRIFT mnemonic. - Local infection ) Systemic Infection
¥ Diagnostics - Does the patient need the PVC for a diagnostic procedure e.g. CTscan *  Erythema/ inflammation *  Hypotension -
/ Resuscitation - Is the patient at risk of cardiac or respiratory arrest? ¢ Exudate *  Tachycardia
/ Intravenous (IV} - Does the patient require intravenous (IV) medication? Could these be switched to another route? s Hot to touch ®  Pyrexia
e Pain/teriderness

Adult IVOST

‘Review-need for IV antibiotics daily

¥

Switch to oral when:

Always refer to full IV rnﬁge to Oral route Switch Therapy (IVOST) guidefines
TV & Oral Antibiotic Switch'Therapy (IVOST) Guic! e

Can antibiotic therapy be st"opped? {eg: alternative diagnosis)?
If ongeing antibiotics required - document patient progress/IVOST. plan within 72.hours

a  CLINICAL IMPROVEMENT in signs-of infection ég: temperature £37.9°C, reduction in the NEWS score, improving SEPSIS

a. ORAL ROUTE is available reliably (eating/drinking no concerns regarding absorption) ’

a  UNCOMPLICATED INFECTION i.e. specialist advice not required prior to IVOST: Infection requiring sf
aureas bacteraemia (minimum 14 days IV}, Endocarditis, Vascular graft or bone/joint infection, Undrainable deep abscess.

DO NOT use CRP in isolation to assess IVOST suitability as does not reflect severity of illness

Record the stop date on HEPMA

N .
{f IVOST criteria met = Switch to oral

advice includes CNS infection, Cystic fibrosis, 5.

Review MICROBIOLOGY results and NARROW THE SPECTRUM based on cultures

IF not responsive MICROBIGLOGY switch to oral.as outlined below




Name:
Address:
CHI:
DoB:

Write or affix label

Hospital & Ward:

PVCs should be removed as soon as no longer clinically indicated.

e, o’
Greater Glasgow
and Clyde

A

Vr' d twice daily {Observe for signs and symptoms of local or systemic infection)

M ice - to be N
Date Need for RVC reviewed Any sign of PVC site Is the dressing intact? | Before / after PVC PVC patent? What has been done? Sign:
today? : infection? procedures; hand . Print:
hygiene performed? '
a Designation:
Day Night Day Night Day Night Day Night Day Night . | Day | Night ’
Day 1 ; Oleftinsitu |OLeftinsitu | Day
Insertion Date gme: g:f: VIP_____ |VIP_ g\ﬁ: 8 ;{le: g :]e: g:ﬁ: g:f: g Le: ORedressed |0 Redressed
ALY A A E . ORemoved |0 Removed Night /
Day 2 Z{es b vIP O vIP O s OYes les Yes os O Yes g’(fém S’t: o :ieg n 5“:;‘ Day 5T /IN\ ) > (G aros |
< |ane ONo ~ YW~ |oNne [ONe |ONe [ONo  |ONe  |ONe Redressed | [ Redresse , 7
5 [ b/ L} : ORemoved {C]Removed Night -
Day 3 OYes OYes OYes |OYes |OYes |OYes |OYes. |Oves |Sieftinsit |Dlleftinsitu | Day
¢ vip vip ; O Redressed {0 Redressed
6 [ ONo ONe a l\!o ONo ONo ONe o No‘ ONo O Removed O Removed Night .
Day 4 ) Oleftinsitu  |DOleftinsitu | Day
i Dyes ENN vip vip DYes |Dfes |Ofes |Dves |OYes  |S)e®  |DRedressed |ORedressed
. OORemoved |0 Removed Night
Day 5 OYes DYes OYes D Yes OYes CI Yes OYes OYes Oleftinsitu  [CLeftinsitu | Day
QNo ONo VP VP |oNe  |ONe |BNo  |ONe |ONo  |ONo  |DRedressed |DRedressed =
- ORemoved O Removed Night
Day 6 OYes OYes . . DYes OYes DOYes OYes OYes OYes Oleftinsitu |OLeftinsitu | Day
qvie____ |VIP - O Redressed | Redressed
ONo ONeo ONe ONe I Neo [m] Nr{ ONeo -(ONe ORemoved |0 Removed Night
i O Left in situ Day ~
OYes DYes OYes OYes O Yes OYes OYes OYes
Day7 VIP___ |VIP O Redressed
ONo ONo ONo _|ONo ONo ONo ONo ONo O Removed O Removed Night

- T
PVCs should be removed on day 7. Reassess ongoing needs and vessel health for most appropriate vascular access device.Date removedh) /19_/4 5

Reason for removal

O Site infection

O Infiltration

0 Extravasation

| O End of treatment
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patient name | ([ IBMINNAN
1908545042
LOGAN

_Georgina |
17 SOLLAS PLACE
KNIGHTSWOQD
Glasgow, Lanarkshire :,

i

19/0811 97

G13 4NA|

_Patignt CHI

Greater Glasgow
and Clyde

Emergency Care Nursing Documentation

Date and Time

Presenting complaint - and relevant past medical history including allergies

NamélSig'nature

_0Oh-01.23

M lave_up  of liveveulidis .

s M -ch&r{'

1§ 1o

Nursing notes - on admission

Date and Time

Name/Signature

— 04083  lln cudoicke A govanc.
|SHO MMonstsn__ prdogcthod .
NEWS NN
)
( N.eunaeto.ca_ck : —
C (‘LM,LL,L_&J,CL(‘I b; DR —— | sN_h-Raek

Communication

Patient prepared for exam - clothing bagged "GGC Red Bag with Patient (nursing homeresident) | ¥ | N

NEWS Chart ﬁ) N Krays| ¥ N Language or hearing difficulty | Yy N

ID b'and @ N Interpreter reqﬁired y - N
Peak Flow | ¥ Q{ Please specify what arrangements have been made?

12-lead ECG | ¥ N Urinalysis [y N Relatives / Carer / Next of Kin present | Y N

IV access | 'Y N
Blood samples | 'Y N Positive findings

BloodCas| ¥ | N BHCG| ¥ | N name,relationship,Iocaltion,particular concerns

Risk Assessments and Screening Tools

sersis [ .y | N ' omaws| vy | N
FAST YN ‘ Adult Support and Protection| ¥ | N

Swallow Testing | y | N Mental Heaith Triage Assessment | Y | N

Falls Risk (clinical judgeument ) | ¢ N Child Protection Concerns | ¥ N

Signature:

=]



_ Patient name .

‘;‘"‘—'-~_1
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G‘-‘°"9rna

Patient CHI ¢ R SOLLAS piace ‘9/%/195};‘
: KNiGHTS WO op ' o Greater Glasgow
asgow, Lanarksh",e __ and Clyde

L GI34Ng
—_F134ms

Care Rounds Checklist

| have evaluated and deemed that the frequency of care delivery over the next wark shift,

based on the patient’s most critical need, should be every (please circle) 1he  2Zhr 3hr 2hr

Signed _ . Name L : Designation

Signed __ 7 Name ' Designation

iSigned - ~ Name _ Designation _ )

Use the following Codes: ) ' ' —I
Y=Yes N=No NA= Not Applicable N'l' No Thanks S Sleeplng 0= Off the ward I - Independent

- . . Trnes

1 THINK DELIRIUM Is the patlent more confused/drowsy
than normal?If yes inform reglstered nurse.

"2 PAIN: ASSESS AND ADDRESS.  Isthe patlent distressed
orin pann"lf yes inform registered nurse.

S | 3 | SKIN INSPECTION Pressure areas checked?

R = RED D = Discloured PY - Pressure Ulcer INT = Intact M= Moisture

KEEP MOVING  Has the patient moved or waiked?

Kk | 4 |Bed  R=Right side (30°) titt L =Left side (30°) filt B =Back _
Chair  W/ST = Assist to walk / stand |

El.lMINI_\TION. Does the patient need the toilet?

1. | 5| 1=Independent A - Assistance givén IC = Incontinent (urfnelfaeées)_‘

FOOD FLUIDS AND NUTRITIO. Is the patient nil by mouth?

Drink taken? "

Food, snack, or suppleinenﬁ taken?

Has oral hyg:ene been carned out as per care plan7

ENVIRONMENT CHECK s the patient’s call buzzer to hand?
7 Is the area clutter free clean arid safe?
Does the patient have everything they require in safe reach?

Is the bed in the Jowest position?

8 | INFORMATION Is there anything else | can hélp you with?
Inform the patient of the time of return

9 | ESCALATION" 15 there anyihing else | can help you with?
Inform the pattent of the time of return

Care prowd er|:

. ‘ ) " Role

Ask the patient if there is anything they specifically want done today:




wenccerd [UIINEEENE N S
Pa.tient CH]I .Eﬂi’;‘ﬁa. SRR, By \:—_—:\f::/

17 SOLLAS PLACE :
KNIGHTSWOOD Great%r Glladsgow
Glasgow, La:narkshire . and C yde

G134NA

y

Nursing notes - discharge plannning

Date and Time - Name/Signature

LY

Outcomes and outstanding issues

Date and Time T ) Name/Signature

Pause for Discharge or Transfer Contact with relatives

GGC Red Bag with Patlent {nursing home resident)

Relatives / Carer with Patient

Name Band"

Nursing Screening Tools Complete

.Bed A\}ai}able‘

SBAR complete

NEWS Chart NEWS completed within 1 hour of
transfer/discharge

Prescriptions and fluid charts signed

Cannula

Notes Complete

f |
.

Analgesia

Belongings

< ||| | € || ¢ ||| €€ ||
hzzzzzzz'Zzzzzz

Transport

Signature: . Signature:

6



Patient NAME «...ooevveeeeeeennns

Patient CHI

Pressure
Damage

L RN R TR R R T P IRy

or use sticker .

Hospital:

-Ward:

Points to consider:
& Use within 8 hrs of

admission to care area

» Re-assess daily and’
mare frequently if a
person’s condition

«<hanges

Does the person have redness and/or existing pressure damage?

| IF YES, prescribe a minimum of 2 HOURLY Pressure relieving care to avoid further -
damage occurring and complete the pressure ulcer intervéntional plan.

g —
Greater Glasgow
and Clyde

med:catlon ca-morbidities?

Date | Locatlon of redness / ulcers o?:ficci:r- Date ‘Lo.cation of 'redness / ulc_efs ;JGfruaI(c’:r
| /i -
/] /

| /1

2 Mobility Does the per"so‘n require assistance to mobilise or changeﬁ bbsition (inappropriate for age)?

3 |Continence | Does the person have cbntinepce issues with urine and/or faeces (inappropriate for z;ge)?

4 |Nutrition |Doesthe pe'rsbn appear malnourished and/or unable to eat or drink/ PYMS score>2?

5 |skin - Is skin compromised by any other source, e.g. medical dev:ces‘* neurological deficit; surgery;

6 |Judgement

4

in your clinical judgement, is this person at rlsk of developlng pressure damage7 If Yes, please
give details:

Record YES/NO answers in the: gnd below. If YES to any of the quest:ons 2-6, the person is at risk of developing
pressure damage. Prescribe a minimum of 4 HOURLY Pressure Relieving Care interventions and complete the
pressure ulcer interventional plan. :

If NO to all statements, continue with patient interventions depending on individual need and reassess daily.

manual handling
equipment used

: Time Pressure | Mobility | Continence | Nutrition Skin - C!inical Active | Signature
Damage 1- Compromised | Judgement Care

- : Prescribed

!/ hrly

! ! — hry |

f 7/ brly
Complete prevention of pressure ulcer interventional plan below for all patients with redness/;ﬁressure-damage and for those at risk.

s s K | N 3
Skin Inspection Surface Keep Moving Incontinence/ Nutrition Self Management/
Moisture _ Shared Care
Check: Specify: | 1.Reposition 1.5kin Care to be 1.Optimise 1. Discuss and agree
» Pressure areas 1.Mattress hourly in bed / carried out nutrition and |  plan with patient/
hourly chair hourly hydration famnily/carer
E— 2.Cushion . YES / NO
- ) . " 2.0vernight 2,Specify 2.Refer to
1 Z‘:Ci:;‘ge" ""'ed"gz'url 3. Detail additional |  patient/carer products required | MUST 2. Prevent Pressure
irly | pressure ‘has agreed to for increased ' Ulcers” leaflet given
+ Sbecify medical redistributing -] repositioning moisture/ * | to patient/tamily/
* Specify medica; - equipment - hourly continence carer
devices used management:
3.Specify any

YES / NO




Patient name .....:...ccccveeeiiinennn. ’ N H S
Patient CHI  voveeeee oo, ' ' N,

_ Greater Glasgow
or use sticker o and Clyde

4AT assessment - for delirium and cognitive impairment

cognition, other mental function {eg. parancia, hallucinations)
arising over the last 2 weeks and still evident in last 24hrs.

(1) ALERTNESS c, Circle
This includes patients who may be markedly drowsy (eg. dificuit n b Score
to rouse and/or obviously sleepy during assessent) or agitated/  Normal. {alert, but not agitated, through assessment) 0
hyperactive. Observe the patient. If asleep, attempt to wake with Mild sleepmess (<10 secs) after waking, then normal | - 0
speech or gentfe touch on shoulder. Ask the patient to state their Clearlv abnormal

name and address.to assist rating. - . o 4
{(2) AMT4 No mistakes 0
Age, date of birth, place (narme of the hospital/building), ' : 1 mistake T
current year. _ ] 2 or more mistakes/untestable 2
{3) ATTENTION ' . whchieves 7 months or mare correctly (43
Ask the patient: "Please tell me the months of the year in * Starts but scores <7 menths / refuses to start 1
backwards order, starting at Decernber.” To assist initial Untestable, (cannot start, unwell, drowsy, inattentive 2
understanding one prompt of “what is the month before ‘

December?” is permitted.”

{4) ACUTE CHANGE OR FLUCTUATING COURSE . . No 0
Evidence of significant change or fluctuation in: alertness, ‘ ' Yes 4

4or maore possible delitium + /- cognitivé impairment ' TOTAL
1.3 possible cognitive impairment
o delirium or severe cognitive |mpa:rment unlikey

(but delirium still possibe if (4) information incomplete

| Frailty Assessment Tool

(Healthcare Improvement Scotland)

Step 1 Would this person benefit from Comprehensive Gerlatric Assessment (CGA)? circleYorN
F Functional Imp_a[rmént . {new or worsening) eg difficutty with self care | y N
R |Resident B inacare home| vy N
A | Altered mental state such as delirium or dementia (4AT Assessment) | y N
| Immaobllity/instability decline in mobility, difficulty mobilising without help, fall leading to presentation . Y N
L [LIving at home with support on a daily basis (homecare, one visit or mc;re perday)| vy N

If YES to any of the criteria in Step 1 move to Step 2 —

Step 2 Would this person be better managed by another speciality team at present? circle Y or N

Clear need for other specialty input eg exacerbation of known long-term condition such as COPD | Y N
' Need for HDU/ITU (Including non-invasive ventifation) | Y N
Suspected new stroke or TIA, co-nslder thrombolysls and care in stroke unit| Y N
t ) _ Head injury with loss of consclousness| Y N
Acute abdominal pain/ Surglcal presentation | Y N
i Upper Gl Bleed | Y N
Chest pain with suspected acﬁte coronary syndrome | Y N
Trauma with suspected fracture | Y N
Are any of the criteria met? -
If YES to any criteria in Step 2: Prioritise move to non geriatric service as appropriate.
If necessary consider geriatric advice on parent ward,
if YES to any crlterla In Step 1 and NO to ALL criteria in STEP 2: Prioritise transfer of care to specialist geriatric assessment
service. .
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My Admisslon Record. e S —|

Grc:ﬁrg’:;egow A(‘; 1808545047

1]

. ‘ _ LOGAN
; _ ' ! Georgii
Hospital: QeiH ward: 8 . B 1?egrgL:aAs PLACE wsueros
. o _ o —  KNIGKTSWOOD
Date of /-\dmISSIQFI. Y ' l I3 Time: | K:O -~ | D 'Glasgc-w Lanarkshire
Information obtained frem: Name: e ok Cha . . Glaan
Patient [Q/ Relative [_] Oth_grlZ] - © | Affix patient 10 label
| Preferred Name: (e ovg oo \%W&Oﬁﬁw
Age: ¥  Telephone Number: 033 2Ll L\.q O . 5&[8 = E/ oo
Consultant:  pAN~ KA . ”r
| Communication _ o
What is your first language? (’—Vg\ Laln )
:| Do you require an interpreter? . Yes[ 1 Ne[]
If yes, provide details of arrangements made L _
Do you use British Sign Language (BSL)? i Yes ]  No[]
Do you need someone to help you to communicate? Yes[. ] No [:]7- If yes, who
Preféi'.red first contact : Preferred second contact
Name: (-\QOJ‘%-SL - Name:
Relationship: \&MW Relationship:
Address:. : Address:
| Telephone: ¥ X Ot CauL™x - Telephone:
| 1s this person aware of your admission? . ‘Is this person aware of your admission?
Yes[ No[ ] Yes[]  Ne[] |
Can we ghare ]nfor_mation with thls person? l Can we Sharé information with this_pérson?
Yes I_EKH No[] Yes[ ] No[]

Presentmg Complaint / Dmgnosns

w M(}l’\a\/ﬂ_ﬂ, AV o A NM(‘.MMM
2 Sumak o PO v
Explained to the patient? ) Yes[ ] - N0'|:| Not Applicable ]

Do you understand the reason for your admission? Yes[] No[]

Allergies / SeHSItIVItles (Record food allergies in the Hydration and Nutrition section)

No known allergies [ﬁ

Relevant past medical history

On admission, is there a Do Not Attempt Cardiopulmonary Resuscitation (DNACPR) in place
|Yes[ 1 No If yes, Who asked for a copy?_
1Date they asked for a copy Y A Date Obtalned _/_/




' Power of Attorney / Guardlanshlp / Adult wlth Incapaclty Name:

- | Have you ever:

Does someone have Power of Attorney (POA) for you7 ' - Address: '\\\\\

H.Yes|:| _ Nom/'; 3 T L - —“\\\\&\
|oR e \\\\\ L g
. | et | S . -\\\X\\\\}%%}};;* R

Does someone have Guardlanshlp? \‘Qs:_, . “;‘ \}cﬁ— e y——
Yes[T No ‘ T |_ :\,g e?‘g&:-\g:oo:# w«e @
, . 1,200 o
| If yes, is this for:- Finance [] Welfare[] = Both[J "4_@\‘::;6«-}?. N
a - . . . 'G\ i :.;. )
Which are currently in artion? Finance[ ) Welfare [] B i Nil I:]
- | Please obtain a copy- and place in the patlents notes ' -

‘ | Who asked for a copy" Date they asked for a copy I /_ Date Obtalned / /__
' POA/ Guardian A ’ .

Name: _ Relationship: : _ Contact Tel Number

Name: . " Relationship: _. _ i Contact Tel Number __

N.B. If you think the patient may lack capacity Inform Medical Staff to assess and, if -
required, consider the need for an ‘Adult wlth_ Incapacity” Section 47

Carbapenemase producmg enterobacterlaceae (CPE)

a |
L]

0000
HERE

1. Been an inpatient in a hospital outside Scotland?

2. Received holiday dialysis outside Scotland?

3. Been told that you have CPE? :

1 4.-Been in close contact with a person with CPE?

If the answer is yes to ANY of the questlons in this section, you must

Isolate the patient in a side room ||
Obtain Rectal swab marked 'for CPE' 1
If patient refuses rectal swab, obtain a stool specnmen marked ‘for CPE/ 1
and inform the IPCT : ) J
MRSA Screening
. ’ Yes No  Unsure
Will the patient be an inpatient for more than 23 hours ] = ol o N |
If YES complete the following section, , o .
1. Have you ever been told that you have MRSA" 00 & O
| 2. Have you been admitted from another hospital/ residential . .
~ setting or care home? ] 3
| 3. Do you have a wound / skin ulcer or invasive device which you had
' before admission? || g O

if YES t0.Qt1, 2 or 3 above OR the patient is admitted tc a ‘high impact speciality’ i.e. Orthopaedics,
-| Vascular, Renal Unit, Critical Care - obtain MRSA swabs

E Nasallz] Perineum [] Other [_] Specnfy , 5 Patient refused [ ]

’ }‘Creutzfeldt ]akob Disease (CID) - - ‘ o

J | | . o Yes N Unsure
/| Have you ever been mformed that you are at mcreased risk of C]D or vC]D'-’ [ B/ (B
'If YES inform the PCT EI . :




Name:

Adar |ﬂllilIIIIHWIIHI]HIIIIMIIIIIIINIIHIVIIHIIIIIIII

.. I LGOA
L] H y ) ) -_ =1 Rl

R

T |

; R oberias
DoB:  i}sotrasipiace — |
CHI:  KNIGHTSWOOD

: — ) P Gla-agow Lanarkshire. et
Hlifestyle] _— . Affix . . G134Ns

Smoking - S

Are you a: smaker[_] .éx; smoker [_] when did you stop?
Never smoked m/ o
Do you use eCigarettes? Yes[] No[]

| If a smoker, the NHSGGC Smokefree pollcy has been explalned and Nicotine Replacement Therapy
(NRT) has been offered

Yes - administered NRT [_]| Yes - patient declined NRT [_]

If declined - Why:

Do you want to talk to someone about your smokmg’ Yes [:] T No [
If yes, refer to Smokefree Services (Trakcare) Date referred: I/
Drugs

‘Do you use recreational or llicit d'rugs‘or are you receiving opiate replacement therapy
‘(ORT / Methadone / Suboxone)? , Yes[] No [Z/ .

| If yes, please specify and refer to the NHSGGC Guidelines for the Management of- Drug Users in
Glasgow and Clyde Acute Hospitals

‘| Alcohol

Do you drink alcohol" Yes [] No [

How often do you have more than 6 umts of alcohol 'on one occasion: - - - -
Never[_] Less than rnonthly | Monthly (] Weekly [] Daily or almost daily []

.NB: If daily or almost dally commence the Glasgow Assessment and Management of
Alcohol (GAMA), complete FAST Tool and take further action as per guidance.

Name (Please'PRlNT)_: L Uadv— Q\L\V\?‘j Signature: \Q,G_i‘_}_:}/)‘/

.‘Designation: _ < (’J\} o Date: ;{,“ DL




1My Assessmént‘ Record |
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Admission Normial for ' As sment of th- tient's
. Breathing ‘Presentation | the patient’ ses ol the p‘a ients
7 : S breathing K
No breathing problems v v
| Breathless at rest . I
-Bre'athless ‘on‘exertion
Productive / Non-productive - :
cough ~,
Cyanosed '
Uses nebulisers .
Uses inhalers v e
| Oxygen therapy 5
Do you have any other
symptoms?
| Admission Normal for o . o
Circulation . Presentation | the patient Assessment of the patient’s
: Y / circulation
No cwculatory problems K -
Chest paln at rest . \EQ/JW
Chest pain on exertion . ‘
Angina ' ) Y Ve
Do you take medication for
symptoms of angina?
Hypertension
Do you have any other
symptoms?
) & ,
Yes No Assessment of the p'atient'é
v v communication needs

| Do you have any difficulties

.communicating your needs? .

. [ Do you have any difficulties .

with your speech?

Do you have a Learnlng
Disability?

Do you have support from a
1 Learning Disability Team?

| Contact details:

T et g
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; Georgma - —

gel s ' SOLLAS P LACE .
R Do:. :zmewrswooo : g
B:ﬁam' " ;«:: ; ;;\ Glsgort Lanarieti GlaaNA  —
1X - eemmrtat T
stlon Yjs lg‘l/o . -Assessrh'ent of the patient’s vision : |
Do you have any problems wnth your \/ t
vision? -/ :
'| Do you wear glasses? - v /i Distance Q/Reading ] Both[]
‘Do you have your glasses with you? - v l
Do you wear contact lenses? |
[ Do you, have your lenses with you"
Do you wear a prosthesis? . )
Hearlng Yjs : h.l/o Assessment of the patient’s hearing
Do you have any problems- with your - v
‘hearing?
Do you have any heanng loss7
-| Do you use a hearing aid? §
Do you have your hearing aid(s) *
with you? v
] Yes No. C ’ . -
: Paln e v Assessment of the patient’s pain

Do you have pam"

N

Can you describe where and what the pain is like? '

\l

Have you had treatment / intervention for the pain?

|N.B. Complete generic pain assessment chart.
'If unable to. self report complete 'Abbey

Pain Scale.

.Can you describe any chronic pain that you have?

. ‘What makes the pain better?

Mark current pain on body chart '




| Name:

- CHI: 17 SOLLAS PLACE
. .. KNIGHTSWGOOD -
4YCognitivelStatus! THINKIDELIRIUM] AHIX . Giasgow, Lanarishiie

\ G134NA_ —

- .A.—d"figig'»ugusl},@gmzuvllmmum\nmmmmm_n‘_ =

Admission Normal for A;;sessment of th atient” nitive
Presentation the patient ¢ patient’s cogni
g status
. v ' , _
Alert and orientated v
Impaired conscious level )
Confused
Dementia -

Stressed / Distressed
N.B. Think Delirium .

Complete 4AT for all patients 65 and over, AND for patients of any age with one or more
- | of the followmg.

. existing cognitive impairment :

. previous delirium i
. current hip fracture :

. severe illness

and follow the guidance

N.B. ‘Getting to Know Me’ and ‘What Matters to Me’ should be cdmpleted for all
patients with dementia, cognitive impairment or complex needs

F
PP PR LY, PO
. L AR,
—— 3 B 5 I it ae ey !"- T

)
L

s

Do you have any food allergies or food intolerances?

What do you like to eat and drink?

What do you not like to eat and drink? : -
y . \-Q:LLN\I\QJ '
WVE-
JM D
\0

N.B. Malnutrition Universal Screening Tool (MUST) to be completed for all patients
| within 24 hours of admission

é



Name:

Cultural, ethnlc or rehgmus d:et

Afflx patle G!asqow Lanarksh ire G13.4mA

| Texture Modified Diet
Please state

Asses$ment of the patlent S
hydration and nutrition neéds

| Thickened Fluid . |
Please state

| oral Nutritional suppiements
Preferred flavour

Enteral Nutrition

+| Parenteral Nutrition

Nil by Mouth

N.B. If the patient has any difficulty in the orophai'yngeal '

stage of swallowing complete Screening Too! for
Oropharnygeal Swallow Symptoms (STOPSS) within 4

hours of admlsston

_Assistance with eating Admission | Normal for -
P Presentation the patient

and drinking v ).

Independent (Green)‘ 4 . v

'Prompting / encouragement /
opening packets/cutting up -
food (Amber)

| Full assistance with eating and
drinking (Red)

Do you have any further issues which may affect your ablllty to eat and drink normally during this

hospital admlsslon"

'6NElimination}

Normal for .|

: -Admission A "t  th S
Bladder Presentation | the patient ssessment of the patient’s
. v W elimination needs

Pass urine with no problems

v

/

Frequently pass urine during
the day ‘

| Frequently pass Urine overnight

Sense of urgency when rieed
-to pass urine

Urine retention




Bladder (cont) BEAEE \\\\\\\m\\\\\\\\m\\\\“\\\\\\\\\\\\\\\m\\\\\\\\\\\\\\\:'

v 4
Haematuria - & 1 — Lr_)GAN \gi08les___
aematuria ~ -2 - ] - rgira
1l . : _ Dot KN‘GHTS\C‘angrkshhe : ——
i PR ) . oW, 13
Incontinent : ] CHI. Glasg G134k

Aﬁ‘lx puuent ID label

2,

‘N. B if new incontinence report to medical staff to rule out infection or physiologlcal cause

What products do you normally use for this continence issue?

yd

‘and Maintenance Care Plan

No urinary catheter [E/ Urinary catheter in situ: Urethral (] 1Supraﬁu_bic (I
Date urinary catheter last changed /f_ :
N.B. If Urinary Urethral Catheter (UCC) in situ commence NHSGGC Adult UCC Insertion

Bowels ° S S

[ 1 7 ‘ ‘ . l : - .
When did your bowels last move? : Z—O—@W\Q*-\/

How often in a day/week do you have a bowel raovement? Per day | . { 1 Per week‘ ;/

Do you use any medication e.g. laxative to help your bowels move? Yes[ | No[ 1~

. Admission Normal for ' _

Bowel Habit ‘ Presentation the patient Assessr_ne_nt O.f the.patlent s
.. a Iy . elimination -negds

Regular . | ~ 7

‘Constipated , /

'Diarrhoea / loose stools \ — 5\/ 4

:Blood in stools

Incaontinent

What products do you normally use for this continence issue?

1N.B. if concerned about bowel patterns (e.g. infrequent movement or frequent loose

stools) consider using the Bristol Stool Chart

Stoma

Yes No . Assessment of the patient’s needs:in
v v relation to their stoma

o you have a stoma?

your stoma care?

Do you require asastance with

Have you brought.any of your

8

stoma products with you?
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B?EIEIED Hyglene @Eﬂﬂiﬁmb Eﬂﬁn@ﬂ? 17 SOLLAS PLACE SR |
KNIGRTSWOOD
EIKQ Wound Care Glasgow, Lanarkshire .
| : o Adm1ssnon:, Normal for Asiessren fthG"“:"} ¢ .
‘Personal Hygiene Presentation | the patient’ -Assessment Of The patients
‘ 7 P personal hygiene needs .
Indepe'ndent” A e '
Requires assistance with .
‘washing and dressing
: _ _ Admission |- Normal for A'é"  th ient’s ofal
Oral Heal th Presentation the patient sessment of the patient’s ora
- 7/ Y health needs

N'o- problems -

| Sore mouth / mucositis./ ulcer

e

Requires- assistance with oral
hygiene

| Other (eg dry lips, tongue
coated?)

'No probleris

—

Skin broken

S

Ski—r{ 6edematous

Skin discoloured / red

’

Dental work Yjs '?/0" Describtic‘)n of any dental work
— - / - - —
Do you wear dentures? ' ' ;
’ - v TSR Pl
Doyou have your dentures / - '
with you? : 4
‘| Are your dentures a good fit? LV -
Do you have any other dental
work that we need to be
aware of? ) _
- Admission Normai for , e e
skin Care . - Presentation the patl ent Assessmen; of the patient’s skin
, T/ care needs

N.B. Complete PUDRA for all patients within 8 hours of admission

Pressure ulcer identified on adm:ssuon Yes.[J No lQ/

Pressure Ulcer Grade:
Pressure Ulcer Site: -

- Adult wound assessment and rﬁanagqment chart reauired

3 NB If Grade 2 pressure damage on ankle or below refér to Podiarty via TrakCare

-




with you?

V. .

o Yes No "Né T
[wowace [ % ] % | mpumam—
| Do you have any wounds? ) ‘ — é‘;g‘;‘i’:a 19!03“9’5"—
'N.B. If yes; complete an . —— 17 SOLLAS PLACE —
assessn"'_lent.chart";oef ' {/ Do glr:lfggl.sta?grgéhire : : .
wound management cH  etzan— |
: o . Aﬁ:x patient ID I_elbel '
| bility o P?cimr:i:iggn i\}l\ormaatli efs; Asses;rﬁ;nt of fhe patient'é
IiVlo tity ese s ' e F:, -mobility needs
Fully mobile an’d-independent v - / s T
Uﬁs’teady When walking; ' : 7 o o
Do you use a mobility aid - Yes[] No [T ‘ Soe)
Do you have your mobility aid 'yes-D ;‘O‘IE‘/

N.8. If not fully mobile and mdependent on admission complete moving and handlmg
assessment within 24 hours of admission

| Rt o 8ot Geiimmam

b

N.B.-Complete a falls risk assessiﬁe_nt’ for all .patients within 24 lioqu of admission.
If a falls risk is identified complete the falls intervention checklist and document all
{ nursing actions in the care plan.

| Safety

Yes
v

No
v

Assessment of the patient’s ability to
ma‘iﬁtain_‘a safe envirq_nment

rolling, slipping or sliding from
the bed? :

| Is the patient at risk of falling,

4

| Would you like bedrails to be
{ used while in hospital?

—

Y

N.B. If yes, to either of the tv_.v01 questions above complete a bedrail risk assessment

.- Do yc}u do or use ahything to:
“help.you sleep?

. . | - Yes No Assessment of the patient’s sleep and
) eep . v v rest needs

| Do you have any difficulties
with sleeping? . v

10.
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.. ' oo ‘ Glasgow, Lanarkshire |
A - DoB* 613 an—m
“” CHI: , -
: . Affix pattent D Iabel
Do you: 7 . . .
Live alone - , IE/: © Live with family/ friend/ other []
Live in a nursing home o . Live in-a care home ] "
Live in residential supported care [ ] Live in'student accommodation []
Live in ‘homeless’ accommodatlon - . Have no fixed abode =y
Other pleas_e specify ' ,_ O '

Dependants ) Y;‘ 'f‘,o .
Do you have any dependants’ . . —
Do you support anyone (e.g‘ Apartner children, relatives animals)7 -
Do they need support from someorie else whllst you are in hospital? | I

| woutd someone else be able to provide thls support when you are in hospltal7 :
If yes, who? -
|ifno support available contact Duty Socral Worker : ]
Duty Social Worker Required [] Not required (] Referred [] - ‘
Services Yes

Do you have support from social work, social services or a care package?

< t*-g

| If yes, please provide details:

¢

If yes has contact been made to cancel arrangements durlng admission?

iﬂﬁﬁmmwm

‘Do you have a religion or beliefs that we can help you observe while you are in hosp1tal7

1 ls there anythmg else with regards to your values, religion or culture that we «can support you wrth

during your stay in hospltal (e.g. prayer meditation)?

Would you like to talk to someone (e.g. Hospital Healthcare Chaplain) about you, your loved ones,

your values and beliefs, or any worries you have? Yes [ ] No (I

Healthcare Chaplain informed | Yes [] N/A [E/

- 11
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W ) Affix PAUTIIL e

06 Recen ) @0 :

What matters and is important to you whilst you are in hospital?
This should focus on the personal preferences, choices and guals of the individual of what is |mportant
toinciude in their plan of care. - .

N.B. Participating in ‘What Matters to Me’ should be offered to all patients

Informal Support

Who is important to you, to help support you whilst you are in hosp1tal7

NB. If the person who helps is not a preferred contact please ensure their details are
listed below.

Name: L ieeeseees trennrareas ermmereeeerneaenneres ' N
Contact Details: ovrvvrree e cieeeerresceseesereanareenes

..............................................

How do you want the people who matter to you to be involved in your care?

bl
1

Do you have someone who looks after you or someone that hielps you, i.e. an informal carer?

Yes (] No[]
If yes, has the help or support listed abovg’been confirmed with the patient’s family/ friends?
(please tick) Yes [ ] No

12
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'Required Support

Has the patient and / or carer been advised of the hospital Support and lnformation Servuce"

Yes [] No B/ S
Referrals can be madeﬂ via the central phone number: 0141 452 2387

Has the carer been advised of the Carers Information Line?

Yes[] No[] Not appropriate at this time Ij/ _7
Carers Information Line: 0141 353 6504 '
Carers Information Leaflet provided?

lYes[] No[] T
Are you: )

| Employed ] Unemployed []
Self-employed’ | ‘ Retired

Full time education [_]

Has your health had an impact on your ability to carry out your day to day activities at work?
Yes [] ‘No[] - Not applicable

Do you have any money worries?

Yes[] No[] Not appropriate to ask at this time Iﬂ/

If yes would you like referred to a money advice service that can offer confidential advice/ support?

Yes[] No [] If yes when was patient referred I/

t

Would you like a referral to a service that can support you with employment / education/ training/ skills. |

volunteering?

Yes[ |- No[] Not applicable [] Not appropriate to ask-at this time E/
If yes when was patient referred /|

-2

13
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Documentatlon ., Affix patienit ID'laber = ¢
., - | Required [
. ' - . Reqtm'ed o ggf:?;gg 1 Date, Print
Additional NHSGGC Documentation - pr _ .. and Sign when
' Co " Yes | No | Yes | No completed
‘ | A A v -
Glasgow Assessment "and Management of
Alcohol- (GAMA) ‘ L I
Generic Pain Scale Assessment Chart . {
Abbey Pain Scale (if unable to self report pain) I '
4AT and TIME for Detection, Management and - o _,_, R
| Prevention of Delirium _ U (-\ .
Getting to Know Me - Relatlves to complete ' / i
What Matters to Me " . - | / ;
,_ Screening Tool for Oropharyngeal Swallow- '
| Symptoms (STOPSS) : T
Malnutrition: Universal Screemng Tool (MUST) |- v B - - =
{ Adult ,Urethral U_rlna_ry Catheter (UCC) Insertion X 9 g !A' ,
‘ and Maintenance Care Plan : g
{ Bristof Stool Chart - J'c,7<f
Pressure Ulcer Dally RlSk Assessment (PUDRA) 7/ '
Adult Wound Assessment and Management Chart. o L
Moving and Handling Assessment T k t/
Fal-ls‘Risk Assessment _ v -
Bedrail Risk Assessment ! ] I v

Date and Time
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Signature
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NHSGGC Bedrail Risk Assessment
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NHS

This Risk Assessment Too! is an aide memoire for staff. It should be used in conjunction wnth the Bedrail Guidance P LOCAN\ Greater Glasgow
(see reverse) and Guidelines for Falls Prevention and Management (Adults). ' Georging 19/08/195-
THIS DOCUMENT DOES NOT REPLACE THE NEED FOR CLINICAL JUDGEMENT ) :&?Q&%&g&ce
Use guidance on the reverse of this document when completing this Risk Assessment DATE q_h ’ ngow, Lana)r ?2:; G13 4N
- TIME 1\7
WARD .
HOSPITAL (o_ 'éu.rf d,gq; e

SECTION ONE - GENERAL
15 the patient likely to fall, roll, slip or slide from the bed?

Y L

[« |

[

2 [ Has the patient requested the use of bedrails?
IF NO TO BOTH QUESTIONS IN SECTION ONE THEN. THERE IS GENERALLY NO NEED FOR BEDRAILS, EXCEPT WHEN THE PATIENT 15 BEING TRANSFERRED
O 0 0 A D A A

3 | lIs the patient at risk of climbing out of bed?
4 | Is the patient stressed, delirious or restless? /
5 [1s the patient small in stature? /
6 | Does the patient have an unusually large or small head that might present an entrapment issue?
7 | In your opinion, does using bedrails present a higher risk to tae patient than falling out of bed? /]

) IF YES TO ANY OF THE QUESTIONS IM SECTION TWO, BEDRAILS MAY NOT BE APPROPRIATE - See Guidance overleaf

SECTION THREE - COMMUNICATION

8 | Has the patient been consulted regarding the use of bedrails?
9 | Does the patient understand the purpose of bedrails? Consider communication difficulties and phymcal/cogmtwe condition ya
10 | Has the use of bedrails been discussed with relatives/carers? iy
11 | Has the patient/relatives/carers been given a copy of the bedrail information leaflet? /
12 | Consent obtained for the use of bedrails via patient or AWI treatment plan?

* JF NO TO ANY OF THE QUESTIONS IN SECTION THREE, BEDRAILS MAY NOT BE APPROPRIATE
SECTION FOUR - DECISION MAKING
Will bedrails be used for this patient at the present time?

— See Guidance overleaf

Rationale for use of bedrails: (Please insert code in the box on the right) |

A — Risk of falling from the bed

B - Risk of rolling from the bed

C - Risk of slipping from the bed

D - Risk of sliding from the bed

E - Patient request

15

Bedrail risk assessment completed by:

ey |

16

Bedrails checked by:

17,

Date

Any issues relating to the use of bedrails Including discussion with family/relatives/carers should be recorded here

o3 [0
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Care discussed with patient O Yes ‘O No

Unable

If unable, give reason:
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