
Subject Access Request Team
Health Records Department
Gartnavel General Hospital

1053 Great Western Road

Glasgow
G12 OYN

NHS

Greater Glasgow
and Clyde

MMA LEGAL

STOK, 43-59 PRINCES STREET,

STOCKPORT,

SK1 1RY

Date: 11th MAY 2026

Your Ref: 100183
Our Ref: SAR/TEAM/TH

Enquiries to: Tracy. Hunter
Direct Line: 0141211 0667

Email: tracy.hunter3@nhs.scot

Dear Sir/Madam

Re: Subject Access Request under the General Data Protection

Regulation

Patient: GEORGINA LOGAN Date: 19.08.1954

Thank you for your request receivéd 22ND APRIL 2026 in which you seek a copy

of your client's personal information.

Your request has been dealt with in line with our requirements under Article 15 of the

General Data Protection Regulation and I now attach the following:

GARTNAVEL GENERAL HOSPITAL- QUEEN ELIZAВЕТH

UNIVERSITY HOSPITAL - WEST AMBULATORY CARE HOSPITAL - NEW.

VICTORIA INFIRMARY HOSPITAL RECORDS

Please be aware that these health records have been reviewed by a clinician and any
information identifying or provided by a third party has been removed.

We process personal information to enable us to provide healthcare 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 national fraud initiative. We

also use CCTV systems for crime prevention.

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

Patient health records, photographs or radiology images
Video/telephone recordings, including CCTV images





Witness statements

Incident reports

'Complaints files

Emails

The source of our data includes Patients, General Practitioners, Healthcare, Social and

Welfare 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 appropriate safeguards
to protect your information.

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

Adult general hospital records - six years after the date of last entry

Maternity records - 25 years after the birth of the last child

Children's and young people's records - until the child or young person's 25th
birthday.

Mental.health records - 20 years after the date of the last contact

If you have any queries, please do not hesitate to contact us.

If 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-2nd Floor

1 Smithhills Street

Paisley
PA1 1EB

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

Yours sincerely

SAR Team





ELECTRONIC PATIENT RECORDS

OALL HOSPITAL RECORDS HELD NHSGGC

ACS

BEATSON HOSPITAL

미

미

CANNIESBURN HOSPITAL

DENTAL HOSPITAL 미

GARTNAVEL GENERAL HOSPITAL

GLASGOW ROYAL INFIRMARY 미

INVERCLYDE ROYAL HOSPITAL 0 MATERNITY. ☐

NEW VICTORIA ACH 미

PRINCESS ROYAL MATERNITY 미

QUEEN ELIZABETH UNIVERSITY HOSPITAL MATERNITY ☐

ROYAL ALEXANDRA HOSPITAL D MATERNITY 미

ROYAL HOSPITAL FOR CHILDREN 미

STOBHILL HOSPITAL 미

VALE OF LEVEN 0 MATERNITY 미

WEST AMBULATORY CARE HOSPITAL D

WESTERN INFIRMARY RECORDS D

Including:

ADGERNET 미

CAREVUE 미

MEDICAL ILLUSTRATION 미

METAVISION 0

PHYSIOTHERAPY

RADIOLOGY 미

WEST MARC 미

LABS
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NHS GREATER GLASGOW & CLYDE

CLINICAL NOTES NURSING
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Pleas

1908546042

LOGAN
Georgina

17 SOLLAS PLACE

19/08/1954 PATIENT CARE PLAN

CONFIDENTIAL

NHS
Greater Glasgow

and Clyde

KNIGHTSWOOD

Glasgow, Lanarkshire G13 4NA

HOSP: DATE OF ADMISSION: 26115 WARD: CHART NO:

This care plan has been discussed and agreed with the patient and/or main carer Yes No Date.

INITIAL
REVIEW

DATE
INITIAL

REVIEW.

DATE
INITIAL

REVIEW
DATE INITIAL

DATE
DISC

INITIAL
DATE PATIENT'S
COMM PROBLEM (S)
1. СOМMUNICATING

ACTION

GOAL: Promote good communication Minimise confusion

Patient is unable to Minimise noise levels Π

communicate appropriately Note body language
due to:

Encourage verbalisation

Orientate to time/place/person

Utilise written communication.(e.g.pen/paper) Π

Π

2. MAINTAINING A SAFE ENVIRONMENT

GOAL: Reduce feelings.of.apprehension

Patient is restless in

bed/climbing out of bed due
to

Prevention of injury Risk of injury is minimised ☐

Ensure cot bumpers are in situ Π

Ensure bed rails are secured and fully extended Π

Inform patient and relatives of reason behind the

need for bed rails

Perform high risk patient assessment status

Ensure patient's buzzer is within patient's reach

Place patient in best vantage point for observation

Inform patlent and relatives of reason behind the
Cremoval of bed rails

Π

Ε S 32

Π

Π

5 SLEEPING

GOAL: Adequate sleeping requirements will be met

Patient has difficulty sleeping
due to

Π

Π

Π





DATE PATIENT'S

COMM PROBLEM (S)
4. MOBILISING

ACTIL

GOAL: Prevention and/or early detection of complications of immobility
A. Patient has reduced

mobility due to

Assess risk of venostasis

Measure and apply anti-embolic stockings (if applicable)

Encourage passive/active limib exercises

GOAL: Promote safe and effective mobility
B. Assistance required with Transfer Requirements:

mobility due to Assistance required with

Mobilising Requirements:
Assistance required with

nurses

Walking stick x 1 ☐

Walking stick x 2

Crutches

Pulpulpit
Zimmmer

Standing aid
Dextra Lift

Maxi Hoist.

nurses

Walking stick x 1

Walking stick x 2

Crutches

Pulpit
Zimmer

Standing aid
Dextra LIR

Maxi Hoist

Π

Π

Π

5. PERSONAL DRESSING AND CLEANSING

GOAL: All personal hygiene requirements will be met

Patient is unable to maintain

personal hygiene due to

26

INITIAL
REVIEW

DATE
INITIAL

REVIEW

DATE
INITIAL

REVIEW

DATE
INITIAL

DATE
DISC

INITIAL

Promote and encourage independence Maintain privacy

Bed Bath Please specify frequency.

Daily Twice Daily Other Specify:

Assisted Wash Please specily frequency. Π

Daily Twice Daily☐ Other ☐ Specity:

Assistance Req'd:

Assisted Shower/Immersion Bath 미

DailyTwice Dally OtherSpecify:

Assistance Req'd:

Independent and Self Caring, Π S 312

Oral/Denture Care - Please specify frequency: Π

Eye care- Please specify frequency:

Nall care -Please specify frequency: Π

Podiatry referral Π





DATE PATIENT'S
INITIAL

COMM
6. BREATHING

PROBLEM (S)

GOAL: Early detection and treatment of deterioration in condition

REVIEW
DATE

REVIEW
DATE

INITIAL
REVIEW

DATE
INITIAL

DATE

DISC
INITIAL

Safe and effective administration of oxygen

Patient unable to maintain

adequate oxygenation due
Support patient's position for maximuт expansion of
chest

to: Record respiration rate S 312
26 Spacify frequency AS NEUS

Monitor & record O2 saturation on observation chart 31

Specify frequency

Administer oxygen therapy as prescribed 미

Maintain safety Issues with oxygen delivery O

Encourage deep breathing exercises

Encourage coughing & expectoration Π

Note colour, amount & consistency of sputum 마

Administer, mouth and nasal care (where applicable): Π

미

A. Patient potentially
haemodynamically
unstable due to:

7. CONTROLLING BODY TERMPERATURE (AND HAEMODYNAMICS)

GOAL: Early detection and treatment of haemodynamic instabillty

"Monitor and record blood pressure S 3/2

Specify frequency AS NE

Monitor and record pulse 32

Specify frequency AS Nw
Inform medical staff of any significant changes 32

口

Π

GOAL: Early detection and treatment of any dysrhythmias
B. Patient has potential for

cardiac dysrhythmias
Monitor ECG continuously 國

Maintain integrity of ECG electrodes
due to:

Record rate & hythm in appropriate chart

Specify frequency

Inform medical staff of any significant changes Π
Π

GOAL: Early detection and treatment of high temperature disturbance

C Patient has high

temperature disturbance
due to

PYREXIA

Monitor tympanic/peripheral temperature B S 312

Specify frequency S NENS
Administer tepid sponge therapy (if appropriate)
Obtain blood cultures if temp ≥38°C





DATE

COMM

PATIENT'S

PROBLEM (S)
ACTIUN

7. CONTROLLING BODY TEMPERATURE (AND HAEMODYNAMICS CONT)

GOAL: Early detection and treatment of low temperature disturbance
ם Patient has low HYPOTHERMIA 口

temperature disturbance Monitor tympanic/peripheral temperature
due to:

Specify frequency.

Apply blankets/duvet

GOAL: Safe & effective use and care of central line

Patient requires central Explain procedure to patient
venous access due to: Care of central line as per unit policy

Inform medical staff of any significant changes
Specify frequency

0

INITIAL
REVIEW

DATE
INITIAL

REVIEW
DATE

INITIAL

8. EATING AND DRINKING

GOAL: Maintain hydration Early detection and treatment of dehydration Safe and effective administration of IV fluids

A. Patient unable to meet

own hydration
requirements due to:

Encourage oral fluids

Encourage fluids by:

Type of fluld to be encouraged

Restricted fluids: 30ml 60ml ☐ Other

(Ploaso specify)

Explain cannulation procedure to patient

Adhere to insertion and maintenance of peripheral
venous cannula policy

Initiate IV Access Device record

Record in fluid balance chart

GOAL: Maintain oral hyglene Assess mouth status - refer to mouth guidelines

GOAL:

B. Patlent fasting for

following procedure
FAST FROM: Date:

Nil by mouth

Offer mouthwashes

Time:

미

미

Π

Π

Π

미

Early detection and treatment of nutritional deficiencies

C.. Patient unable to meet

own nutritional
Complete nutritional risk score on admission

Reassess risk score weekly if condition changes0
requirements due to Refer to dietitian (if required)

Assist with meals (e.g cutting of food)

Monitor swallowing abilities
Refer to SALT. (if required)

Specialist diet
Please Specify

0

Π

Π

REVIEW

DATE
INITIAL

DATE

DISC
INITIAL





ADULTS

18 VEARS

DATE

On Admission:

Week 1:

Week 2:

Week 3:

Week 4:

.Jutrition Risk Score

Complete ON ADMISSION AND WEEKLY if patient's condition changes

HEIGHT (CM) WEIGHT (KG) BMI COMMENTS

A. Please circle relevant score B. Only select one score from each section

WEIGHT LOSS IN LAST 3 MONTHS

(unintentional)

No weight loss
0-3 kg weight loss

3-6 kg weight loss

6 kg or more

BMI- BODY MASS INDEX

20 or more

18 or 19

15-17

C. Select the highest score that applies

SCORE

On Admission Reassessment

0 0 0 0

1 1 1
2 2 2 2
3 3 3 3

0 0 0 0

1

2 2 2 12
3 3 3 3Less than 15

APPETITE

Good,appetite, manages most of 3 meals / day (or equivalent)
Poor appetite, poor intake:-leaving > half of meals provided (or equivalent)
Appetite nil or virtually nil, unable to eat, NBM (for > 4 meals)

0 0 0 0

2 2 2 2

3 3 3 3





SCORE

ABILITY TO EAT / RETAIN FOOD / STATE OF HYDRATION

⚫No difficulties eating, able to eat independently/ tolerating enteral feeds. No diarrhoea or vomiting/
well hydrated.

0 0 0 이

Problems handling food e.g. needs special cutlery. Vomiting / frequent regurgitation (or possetting)
mild diarrhoea

1 1 1

Difficulty swallowing, requiring modified consistency. Problems with dentures, affecting food intake.
Problems with chewing, affecting food intake. Problems tolerating enteral feeds. Moderate vomiting
and/ or diarrhoea (1-2/ day). Needs heip with feeding (e.g. physical handicap).

2 2 2 2

Unable to take food orally. Unable to swallow (complete dysphagia). Severe vomiting and / or

diarrhoea (>2/day). Malabsorption, Dehydrated.
3 3 3 3

STRESS FACTOR

⚫No Stress Factor (includes admission for investigation only) 이 0 0 이

Mild - Minor surgery. Minor infection. CVA 1 1 1

5 Moderate -  Chronic disease, major surgery, infections, fractures, pressure sores/ulcers, inflammatory
bowel disease. Other gastrointestinal disease 2 2 2 2

Severe - Multiple injuries, multiple fractures/burns, multiple deep pressure sores/ulcers, severe

sepsis, carcinoma / malignant disease. 3 3 3 3

SCORE TOTALS

SCORE

ACTION

No action

SCORE

ACTION

Check weight weekly

Encourage eating & drinking

ACTION

SCORE

6-15

Refer

patient to
dietitian

LOW RISK

necessary

Check

weight weekly

ALSO REFER TO DIETITIAN IF:

45

NEEDSY

MONITORING.

Replace missed meals with snacks e.g.

sandwiches, crackers/cheese, pancakes,

yoghurts, full cream milk
Record patients dietary intake on food diet

chart

Repeat score after one week (ask medical

staff to refer patient to dietitian if no

improvements)

The patient needs  a special diet not available on normal
menu

The patient needs advice about a special diet

HIGH RISK

Patient needs a theraputic diet not

available on the normal menu

The patients needs specific advice (as

requested by medical staff

Contact the catering department if : The natient is following à special diet e.g le"vegetarian





DATE

COMM

PATIENT'S

PROBLEM (S)

GOAL: Maintain blood sugar levels within normal limits

D. Patient may have blood Check blood sugar levels
sugar problems due to Specify frequency

Check urinalysis
Specify frequency
Record results in diabetic chart

Refer to Diabetic Nurse Specialist
9. ELIMINATING

0

INITIAL
REVIEW
DATE

A REVIEW
DATE

INITIAL
REVIEW

DATE
INITIAL

DATE

DISC
INITIAL

GOAL: Early detection and treatment of reduced urinary output Maintain urinary continence and skin Integrity Safe and effective care of indwelling catheter
Prevention and treatment of urinary infection

A Patient has reduced
urinary output due to

Maintain adequate fluid balance
Observe for signs of urinary retention, infection Π
Insertion of urinary catheter

Ε

Catheter type: Catheter size

Balloon size: Hz0 in balloon:

B. Catheterised due to: Date Inserted: Due changed
Serial No:

C. Patient has

dysfunctional bladder
problems due to

Observe urinary output

Hourly 4hrlyFree drainage

Catheter hygiene

Adhere to hospital indwelling catheter policy.

Educate patient about self-catheter care (if applicable)

Send MSSU or CSU to microbiology

Remove catheter

Complete voiding trial and record outcome

Bladders scan to be performed on

Observe post residual volumes

GOAL: Regain regular bowel pattern

D Patient has

dysfunctional bowel.
problems due to

CONSTIPATION

Maintain bowel continence and skin integrity

Encourage oral fluids to maintain hydration
Encourage high fibre nutritional input

Offer oral aperients/suppositories/enema (ir applicable)

Record bowel function on observation chart

DIARRHОЕА

Encourage oral fluids to maintain hydration

Observe consistency of diarrhoea

Send stool sample to micróbiology.
Adhere to hospital infection.control policy (if applicable)

Π

D

Π
Π

Comments





DATE
COMM

GOAL:

PATIENT'S

PROBLEM (S)

Safe and effective care of NG tube

ACTION

E.. Patient has nasogastric

(NG) tube in situ due to
Ensure tube is secured and supported for safety and Π
.comfort

Carry out nasal care (as required) ח

Observe site for breakdown of skin integrity Π

Monitor and record the colour, amount and type of
drainage
Inform medical staff of significant changes in

drainage
Π

GOAL: Safe and effective care of stoma

A Patient has stoma due

to
Ensure stoma bag is secured and supported for
safety and.comfort

口

Carry out stoma care (as required)

Observe site for breakdown of skin integrity

Observe integrity of stoma

Monitor and record the colour, amount and type of

drainage
Π

Inform medical staff of significant changes in either

stoma or stoma drainage
Π

Give patient emotional support and reassurance

GOAL: Adequate bowel preparation

8. Patient requires bowel
prep prior to

Offer patient education literature. (if applicable)

Liase with Colorectal Nurse Specialist (as required)

Liase with Stoma Nurse Specialist (as réquired)

Administer suppositories as prescribed

Administer
prescribed

enema as
Π

Administer bowel washout as prescribed

Administer Picolax as prescribed

10. WOUND CARE

GOAL:

A Patient has wound due Complete wound maragement chart Π
to

Liase with Tissue Viabllity Nurse (as necessary) Π

Inform medical staff of any deterioration

INITIAL
REVIEW

DATE
INITIAL

IEVIEW

DATE
INITIAL

REVIEW

DATE
INITIAL

DATE
DISC

INITIAL





DATE PATIENT'S

COMM PROBLEM (S)
10. WOUND CARE (CONT)

GOAL: Promote wound healing

B. Patient has wound drain

in situ due to.

INITIAL
REVIEW
DATE

REVIEW
INITIAL

DATE

REVIEW

DATE
INITIAL

Early detection and treatment of wound deterioration Safe and secure care of wound drain

Ensure drain is positioned to facilitate,  drainage Π
Ensure drain is secure and positloned safely and
comfortably

Π

Monitor and record colour, type & amount of Π
drainage

Inform medical staff of significant changes in
미

drainage

Redress site as appropriate 마

國

☐

11. INDIVIDUAL PATIENT CENTRED PROBLEMS
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