Legal Aspects Team - : N H s
Health Records Department ‘

Gartnavel General Hospital ‘ ‘ ! —

1053 Great Western Road : : Greater Glasgow |

Glasgow | o and Clyde

G120YN - L S !
 MMA Legal Ltd

ead " Date: 22 2026
23 Goodlass road ate June

g . o . Your Ref: 100427 .
Building B s ~ Our Ref: LAT/ACCESS/JM
Speke Liverpool - : Enquiries to: JESSICA MCGHIE
L24 9H] ] Direct Line: 0141 211 3019

. _ | Email: _]essige.mcghie@nhs‘.‘sc'ot
Dear Sir/Madam:

Re: Subject Access Request under the General Data Protectlon
| Regulatlon

Patient: MICHELLE KIMMET S -D.0.B: 29/07/1982

Thank you for your request received 15t June 2026 in which you ‘seek a copy of your
client's personal information.

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

- General Data Protection Regulation and | now attach the following:

' QUEEN ELIZABETH UNIVERSITY HOSPITAL GARTNAVEL GENERAL HOSPITAL
- - AND WEST AMBULATORY CARE HOSPITAL '
PLEASE NOTE ANY RADIOLOGY WILL FOLLOW VIA EMAIL LINK

Please be aware that these health records have been.reviewed by a clinician and any
information identifying or prov1ded by a third party has been removed

: We process personal information to enable us to prowde 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 mltlatlve We
also use CCTV systems for crlme preventlon

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

* Patient health records, photographs or radiology images
Video/telephone recordings, including CCTV tmages
Witness statements- ,

Incident reports
Complaints files

. - ) ‘

[



¢ Emails

The source of our data mcludes Patients, General Practltloners Healthcare, Socrai and
Welfare orgamsatlons Legal representatlves and Pollce forces.

We sometimes need to share the personal mformat:on we process with the individual
themseives and also with other organisations as.listed above. Where this is necessary we
are required to comply wrth all aspects of the General Data Protectlon Regulat:on

Where these. organlsatlons are based outs:de Europe we take all appropnate safeguards
o protect your information.

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

o . Adult general hospital records — six years after the date of last entry c

e Maternity records — 25 years after the birth of the last child® i ' '

e Children's and 'young people S records until the child or young person 's 25t
- birthday.

 Mental health records —‘20 years after the date of the last contact
If you;have any queries, pleasé 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 — 2" Floor . _
1 Smithhills Street A o
Paisley : ‘ . . ‘ r '
- PA11EB '
Email: d ata Qrotectlon@ggo scot nhs uk

Yours sincerely . . o

Legal Aspects Team , R



MANUAL PATIENT RECORDS

ALL HOSPITAL RECORDS HELD NHSGGC
ACS

BEATSON HOSPIT&I'.

CANNIESBURN HOSPITAL

DEI\;TAL HOSPITAL

GARTNAVEL GENE:RAL 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 HOSPITAL

VALE OF LEVEN

WEST CARE AMBULATORY HOSPITAL |
WESTERN INFIRMARY RECORDS
Including:

BADGERNET

CAREVUE

MEDICAL ILLUSTRATION

METAVISION

PHYSIOTHERAPY

RADIOLOGY

WEST MARC

" LABS

@\DDD‘DDDDDBDDUDDD'DD

= = = R R R

MATERNITY

MATERNITY

MATERNITY

MATERNITY
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:_\ ' “
. Western Infirmary

. .7 -Gynaecology Department. - S .
L . * Dumibartori Road .
e T . Glasgow ~ 5
BT ooseweNr - T T
. , Drrecthe 0147 21K 2198/2656 o oA
T - © . FaxLine: 0141 211 1847 -~ | ‘

'
- k]

CIRSSI06TIZ . . e T o

. DEPARTMENT OF GYNAECOLOGY — DR ROBERTS’ DAY SURGERY LIST 17.03.08

19" March 2008 . T

llver S [ R . el
Shaﬂ:esbury Medical Centre Lot S “ ' T
1265-1275 Dumbarton Road S , ’
Glasgow LT L
G14 90U T e 3 T !

‘Pear Dr Oliver

MICHELLE K_IMNET 'DOB:29.07. 82 6026 L '
FLAT2/2 166 CURLE STREET GLASGOW G14 OTT ’ R

w

v - -
b s . . s

""Michelle underwent-an uncomphcated surglcal temllnatlon of pregnancy asa day case on the 17 d
March 2008 at Gartnavel Gengral I-Iospltal ‘Prophylactic- antibiotics were given and Anti-D was not

required.” A Nova-T-380 IUCD was’ mserted She was adv1sed to attend for a-coil. check in 4-6 weeks

. t].me X:i ,'_\’ ‘ 2 @ ‘17 e "

Kind regards. L . " Lo B ) o
Yours sincefe]y, e '

. . ) .
JUDITHROBERTS . @ - '+~ - ‘

. CONSULTANT GYN'AECQLOG;[ST ! ‘ . A
- ' i £ ‘
s '.\; ’
¢ ! )
‘.F' -“ ‘.
h 7 . 4.






CBRTASA067133L. - . e

Western Infirmary _
Gynaecology Department - .. e
MR Dumbarton Road : oy
o - T Glasgew -~ S -

GII 6NT . ’ c
' Direct Line: 0141 21121982656 " .. 7
" Fax Line: 0141 211 1847 -

o

10%March2008 . '- L .
Tprower . U
. Shaftesbury Medical Centre - L LT

1265-1275 Dumbarton Road - ‘ ' : . _

‘Glasgow oo ) . . . !

G14'9UU . . P
~ Dear Dr Oliver

s

MICHELLE KIMNET * DOB: 29.07.82 6026

FLAT"2/2_ 166 CURLE STREET GLAS‘GOW Gi4 0TT

®

Many thanks for referring this lady who attended the Social Gynaecology’ Clinic today She is now

6 weeks and 2 days pregnant by scan’and I have arranged for her to undergo surglcal termination of

- pregnancy on the 17" March 2008 at the’ Day Surgery Unit, GartnavellGeneral Hosp1tal

1

Thereaﬂer she plans to have an IUD ﬁtted for future contraceptlon

‘ Yoprs.smcer_ely_, |
:"\.'.
tk ) | 5 K
EKTAN ‘ : .
SPECIALIST REGISTR.AR :
E
" ; ,
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.+ Dm Maureen E He_pbdufn C P A :_Sh‘affe;bur'y Me&ftal Practice.

- Dr. Janice.E. Oliver- ~ e . 1265/1275 Diimbarton Road.
L R .« . Glasgow, 614900 - “ T
" 3 March2008 s : * », Tel:0141959.5500° - - g
T RefJONT : e =" Fax 01419544864 . - .
'\' "‘ ‘. B ,‘ . H ) " ‘ , . R . . -
Soe1al Gynaecology e S

Western Infirmary B .o . o - ' p
Church Streét '

Glasgow - - L .
Dear Doctor . . ‘ .

g

l: Re Mlchelle Klmnet Flat2.2-166 Curle Street Glasgow. G14 OTT

. DateofBirth-20/07/1982 . RS . C((\ ‘

Appomtmeut—‘ e

. %
E

Many thanks for seeing thxs twenty-ﬁve yea.r old girl who is Para 3. .Michelle has asix year ‘
old, a'three-year old:and a baby aged four months. ‘She is separated from her partnér and
unfortunately has. _]ust dlscovered she is pregnant again, ; L

#
a

M1chelle has justjoined the practlce but was. ngen Evra: contreceptlve patohes inJ anuary of
this year. Her LMP was'eatly January and she used the patches mid January. She had.sexual e
intercourse with a chap-she:inet.on. a night-out on one occasion when she was on-her second

" patch. Despite-making every effort to prevent a further pregnancy, unfortunately Michelle 1 is :
. -pregnant. ‘Slie therefore has requested a termination. At present Michelle lives on her own .
with her three'young ‘children. . Shé receives some social support from. her Mum and her sister.
She feels unable tocope with another pregnancy. Michslle i§ prese; tl y living in homelesa
aocommodatlon havmg escaped domestic violence. L -

. . Lo . .
€ < . B

.

In v1ew of the above hlstory, I Would be gl ateful for: your help
Certificate A is enolosed ‘ - S ! . : e,
Many thanks.” o0 L . ‘ T C

Yours sincerél;

Dr.Janice Oliver . : a - L






IN CONFIDENCE ' ' : Certificate A

Not to be destroyed within thiee
years of the date of the operation

ABORTION ACT 1967
‘Certificate to be completed in relation to-an abortion
under Section 1(1) of the Act . .

! D& shvwe . ouvet L
(mame and uahfu:a.uon.f q' practy re in Block Capua.lr)

. Sheen=evey Me@m NCls ‘

(fuﬂ addresy of pm.:mwur) ’ /
ve_ no @ xamined* the pregnant woman to whom llus cc ificate relates at d
S ammY AT (e W Fhence

hY

.......

LAY DumeAeToN QD QU

(Full address of place at which patient was seen o examingd) @

O oo i RES DAV M&m OO0

B0 T VY . A T
. . : (Nmandquahfcanon:afpmcmlwr in Block Capmk)
of R O N
wrusnasrassasmRnannnpas :.............. .(;';ﬂ addrml ofprac“;;;;:r-)- ............................

(= delete as - Have/ravepot* seenfand examined* the pregnant woman to whom this certificate relates at
appropriate)

..........................................................................

..............................

on

...............................................

......................................

............................................................

...............................

..........................................................................................................................

D A the continuance of the pregnancy would involve risk 10 the Ixfe of the pregnant woman greater than 1f the
pregnancy were terminated.

D B _the termination is necessary to prevenr. grave permanent injury to the physical or menr.al health of the
pregnant woman,

app:,i;fh,e 'C the pregnancy has NOT exceeded:its 241h week and that the continuance of the pregnancy would'involve
box ) risk, greater than if the pregnancy were terminated, of injury to the physical or mental health of the

pregnant woman,

D D _the pregnancy has NOT xcevdcd its 24;1‘: week and that the continuance of the pregnancy would involve
risk, greater than if the pregnancy were terminated, of injury to the physical or memal health of the
existing child(ren) of the family of the pregnant-woman.

E there is a substantial risk that if the child were bom it would suffer from such physical or mental
" abnormalities as to be seriously handicapped.

This cenificate of opinion is given befoge the commencement of treatment for the termination of pregnancy
to Wthh itrefers.

Signed .. coeemtracan

LT T P T UL

............................................

Date eeeeereeeeenens l-ﬂ....&......‘-—\ ............. L S
(OVEkLEAF: CERTIFICATE B - FOR USE IN CASES OF EMERGENCY) :






t

" Nottobe destroyed within three
years of the date of the operation

ABORTION ACT 1967 - ' . s
Certificate to be completed:in relation to an: abortmn
performed in emergency under Section 1(4)’ ol‘ the Act

{rame and qualifications of proctitioner : in Block Capitals)

"(full address of practitionsr)

hereby cemfy that I *am/was of the opinion, formed in good faith, that it *is/was necessary .
1mmed1atcly 10 terminate the pregnancy of = .

(Full name of pregrant woman : in Biock Capitals) o

O e e st st ettt et ettt
) N U:ua! pIacc of residence of pregnant woman : in Block Capitais) )
Tick D F 1o save the life of the pregnant woman; or
appropriate -
box

D G to prevent grave permanent injury to the physical or mental health of the pregnant woman.,

This cenificate of opinion i$ given:

1 b-eforc the commenccmem of trcatmcm for the termination of the pregnancy to which it relates:

Tick. or, if that is not reasonably practicable, then
appropriate ' L,

b .
o I:] 2 not_latcr than 24 hours after such tcnninau'on.

= l‘ : 9‘

Signed . ereesenesonssstemaneeeresess et e e nmeemeens

*Delete ax appropriate

(OVERLEAF: CERTIFICATE A)

b

HMSO Ed Rep 15m 483 (105260)

t
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O \ NORTH GLASGOW HOSPITALS BLOOD TRANSFUSION
I8 RNAME s HOSP, D.0.B. .
3 e U Micris MBe7122: TP 0s g1 120 :
MEDICAL OFFICER WARD - | sEx HOSPITAL ’ ol
RORERTE UA7 BUR UNIT | GG F Cartnavel b:n‘rul D\eaes
. BLOOD GROUP " RHESUS ADDRESS : . ’ , )
A ‘05 2/2 166 CURLE STRBET $LASOW GL40TT H{% :
't LABORATORY NUMBER ANTIBODY SCREEN TO BE COMPLETED'BY NURSE/MEDICAL OFFICER
! W,08.0021164.58 Negative .
| USED PACK PUT PATIENT ID-CONFIRMED | oo oo o0
; Expikvoate | PRODET T bonoR arour COMPATIBLE ACK No.§ TIME | DATE | UP BY AGAINST DONOR UNIT BY: .

O
O
€

@

¢

h

'

LAB COMMENT

: “THIS BLOOD WILL BE DERESERVED" AT 9,00 AMON

PATIENT IS RHESUS POSITIVE, THEREFORE

ANTI D IS

SPECIMEN RECEIVED DATE

NOT REQUIRED

11l-

‘hr

q
DATE OF TEST

~

Y %%& W
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REGIONAL VIRUS LABORATORY

GARTNAVI}kGENERAL HOSPITAL, P.O. BOx 16766, G”‘\J‘;GOW G‘12 0ZzA
Tel: 0141-211 0080 Fax: 0141-211 0062

FORENAME

UNIT NO,
MACHELLE ’

TOB¥1LEIL

SURNAME
KAHMETT

~ SOURCE._ ) CONSULTANT GP T:-if[:ZQD?E}
Higrecoloyy 08 Wi Dr 3 R
SPECIMEN REPORT STATUS j
’ urine. LML O8.0508291 7 Final P){‘S-

' " M. gonorrhogae NOT detected b PCR .
. g i Y i - ‘7 MAR ?;u@ﬁﬂ

C.trachomatis NOT detacted by pPeR.

Please note that M. gonorihogae Beresning an chlamydia
th

the 7th.

spoecimens commenced on Monday danug )

neLbivity of urine samples is Uy ceptably Loy
& cervical op

3 P :
. Leation T N. gotiorrhoese in WO, -
vaginal swab je prefarred. .

Clinical detailea Termination of D eErnoy

- wa DATE COLLECTED DATE REGEIVED
VIROLOGY|™

AUTHORISED BY _
Mrs 6 MeCaron

0.03.08 11.03. gy







109283 . )
- - . .
. ~ - NHS
Greater Glasgow

. INTEGRATED CARE PATHWAY - GYNAECOLOGY - TERM]NAT]ON OF PREGNANCY _ and Clyde '
Darte |~5 JO_K WaRb WHU }\/\n(/\ CONSULTANT @W &yéﬁ/:('g

By

Referred by: D FPC @/P Dr. GU\/W
1 Hospital Nur . i

P TR : Qtospial Diother

Add ';‘;gjéfm /1932 ‘ Date first seen . 3f 2- Ug"
: 07 R : -
ress T, wCHELLE . sr;;;;'r " | Date referral letter 3-%- 0.
- 2/2 166 CURL -~ ’ .
] ‘GLASGOW G4 OTT ,LS {93 S lnform GP: . % - ANe
Postcodei__. mwﬁioze S S T
DOB: ___ /! ©#FE® ‘ 77 st Tim O
Phone Numbe. = S~ 3 Cglntact? .Y/g " o dTim 0
: 2 = . ps
GYNAI’E;'ZOLO(GICJ‘\?s:;W e 11990 . SociaL History ) Yes / No
LMP: £E2- , e gys o mf-;/ | smoker 1O C{T)OL & - Q
Cycle: / o Reg rreg Q| . Single D/Divorced 0
Parity: 20 x O. Maried ([  Separated U
Pregnancy test: Ms A No wWidowed [
Smear date: / / '7 uls Employment MW[@U\-PW(
1 Result: , & -
ReLevaNT MepicaL History:  Previgus G.A. Interpreter required Specify
Cs 0 No .| Date Booked Ref

o . : Contraception — 1BV A AT O .
Hpperdrcotomy rast__Dego yvover , QLS.
) /[ W%WCW " ‘ Emergency contraceptlon used: WO .

Post Termlnatlon | U B

Medication: ‘\l/\-ﬂ, £ - Immediate supply. Hospltal | rrc 3 gp O
Reason T.0.P. Requested:
Allergies U Yes Gl No

Details j o HM 3 chnldren . L-UV“-&_S _
\ ﬂ:/"\]\(—lL/UN i Womokigs  acco modadyor

Past OBst. HisToRy - _ ot [}) e S04 b
' Abortions No. Date Method | e S\e160 : -
Total Pregriancies 2] Spontaneous B . Partner/Family aware @/Supportive I:g_.—/
Live births o : Refer tocounsellor ' :
still births Clinical assessment of uterine size:
Caesar. Sections Therapeutic " .
SVD/Forceps . : - Adnexa:
Result-if scan performed
Ths O o w-s - w5
‘o ‘}Q‘n‘r\m N x| .\243\.\./"
7 £
CHECKLIST YEs No ‘ " YEs No
Blood for Group and Save ) Q Risks Discussed: / W]
Blood for HB | a haemorrhage g Q
Swabs taken g O trauma g D.
Consent ¢ a Infection o |
| Daycare (% W Retained PoC . %: |
Certificate A W H]| failed termination |
Procedure Discussed D g Q : Info. leaflet given EI// Cl
Contraindications for MFOP - if yes, details: Priming Req'd Q
PROCEDURE o When: _ 0\ \R\2 <t
’ . <
OmT.OP - S.TIO.P. T Return one week Where: (.c,: <ocdh S Y

Signature: MW’@(\ "~ Capitals: (j" N A 6@,\) Status: 6 \ S‘—r .
_ - N .
E VL “%
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169283

INTEGRATED CARE PATHWAY
GYNAECOLOGY
‘TERMINATION OF PREGNANCY

L

Affix addressograph label or complete:
Patient Name:

Hospital number; - oo
DOB: ] Age:

-

Return Visit

" Date -

Seen by

Comments

Scan llesullt if performed

Refer to Counsellor

Procedure
OMm.T.OP Q'sT0.P

Capitals: '

- Status

U AN.C
rd

! .
(I Other: Please Specify

. When _

A Where







109243

MirepriISTONE DAY

DATE:-__/ __ /2

Next of Kin:

‘Comments:

Name:
Address:

- i

i
o~

Telephone Number:

Aware of adr[lission
and reason

U Yes

U No

Urine for Chiamydia [ Yes LI No

-

Tablets given

O Yes

3 No

Signature:

Stafus: Time:

MisorrosToL Day:

NuRSING

rF

Dare:

—

PROCEDURE .

Yes

ProcRess AND EVALUATION oF CARE -

Explanation given wit
reference to:

Misoprostol pessaries

Pain

_Bleeding

POC

Obs.

Tablets administered
Venflon [nserted

miuin¥uiulnlis}

0000000

-

Observations:

| BP S

Pulse:

Temperature:

bpm
°C

Signature:

Status: Time: -

DiscHARGE CHECKLIST

Review patient
POC seen
Blood group: 1 Rh pos.

D Rh neg.

(]

Dlscm\gce SUMMARY

Anti D given

| Contraception

Type

Antibiotics

| Venflon removed

Discharge escort:

Return appointment

ol o o d o o

o o o o o

Date: [ !

Signature:

Status: Time:







" . [ Comments:

1

105283 <

+
N ™ .
- - -

GYNAECOLOGY

*| TERMINATION OF PREGNANCY -

INTEGRATED CARE PATHWAY -

Affix addressograph label or'complete: - ¢
r Patient Name: o
Hospijtal number; ,

DOB: _ [T

Age:

‘OUTPATIENT FoLLOW-UP

| T

DATE:

| Post abortal bleeding:

[ still present

Q2 stopped - date bleeding stopped: .. [/ _ { __

Any medi_ca_l' problemﬁ:

v

+
k.

ot

Examination:

v

Scan Result:,

K

e

Clinical Outcome -",terminat'i'on:
)'Complete '

3 a Incomplete
Q Ongoing

Contraception: .- .dYes

EI [\Io"

- Additional Notes: p

Signat‘uré
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109283

il

%‘IHospita'l‘number:“ N

| Aftix addressograph label or complete:
Patient Name:

<
i

A

; .24'HOUII?-‘ Druc _

LS

b . g A ., . X - 4 - ) N is,
| poB: _/ —  Age: Dru¢ CHART MTOP FiRsT-TRIMESTER
Once OnLy DosEs _ " . . _
. Dae | Druc Dost | - Roum PrescriBep’sY . -| Tive ' [ Given
- - .| - (sicNaTuRE) | GIVEN BY
Mifepristone 200mg PO - ; T
“Misoprostol” BB 800 microgram PV iy
Metronidazole ig PR ) CEa
“Diclofenac 100mg PO
Azithrémycin g * PO
Morphine 10mg SC 1 B
Prochlorperazine 12.5mg M
4 e
"Otner Doses 7 - ’
Drug . ‘| Date
COCODAMOL 3 B
Dose . Frequency . Route, Time ~
2Tab | 4-6 hourly PO ©
Additional instructions. Dose
Maximum & tabs in 24 hrs _
| Prescribed by (signature) Date Given:by. |
. s
;
A
.| ) ‘-‘\
R




Mo



J oo
185282

Patient Name:

| Hospital number:

Affix addressograph label or complete: T

" 24 Hour Druc

DOB: /[ 7/ Age: Druc CRART MTOP SgCOND-TRIMESTER
ONCe OnNLY Doses
DaTE Druc Dose RouTtE . PRESCRIBED BY TiME "I Given |
o (SIGNATURE) GIVEN BY
Mifepristone 200mg PO
Misoprostol , . 800 microgram PV - 1.7
Metronidazole 1g PR .
Diclofenac 100mg PO
Misoprostol 400 microgram PV .
Misaprostol 400 microgram PV
Misoprostol 400 microgram . PV
Misoprostol 400 microgram PV ’
Azithromycin 1g " PO
Syntometrine 1. amp IM
OTHER DosEs
Drug 7 Date
COCODAMOL )
Dose Frequency. _Route - Time
2 Tab 4-6 hourly PO )
Additional instructions ‘ Dose
Maximum 8 tabs in 24 hrs o
Prescribed by (signature) Date Given by’
Drug Date
1 MORPHINE _
Dose Frequency Route Time .
10 mg Upto 3 hourly | - 5C
. |-as required
Additional instructions Dose
Prescribed by (signature) Date Given by’ )
_Drug o Date .
PROCHLORPERAZINE
Daose Frequency Route Time "
12.5 mg | Up to 8 hourly IM
. as required . .
Additional instructions Dose
Prescribed by (signature) Date Given by







109185 .

\0 L] t’\n.ﬁ)\)‘i -

'|NTEGRATED CARE PATHWAY Affix addréss;:graph label of complete: .. .
Y Patient Name:  * o
| GYNAECOLOG T e\ Koamek
TERMINATION OF PREGNANCY : Hospital number: - ‘
. | DOB: . S SR Age:-
DATE _11.3.0% - WARD by R L 9
' AE/TIME . MEDICAL/NURSING NOTES - SIGNATURE
ST » Wb > o
i)otT L c\ ggg_A d/anu\
bOA - U’ruu sﬁp size
.l loved b i : _
- g —— m._:gin;,_f.ua_’.ﬂ_""', foC— a\gkg:,agé A
Cu LXK gt - a.u“\*r\ . c/\e*'l-q f/
g =

Moy, T - afn wen ._-.,;._,.»_mg.

ﬂu- {2
P

- ms

Ttoiery ( Cosd . .

- co chacele l\'é' Iﬂ',.—
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109283 °© . : ' :
'DAT;[TlMF. MEepicar/NursinG NOTES SIGNATURE .
' 7 L .
~ Y . . N
- = ” —
" B . i ‘\ M r
1
i * - N
; . 5
N 1Y -
. - .o - . L -
g i
I e






51

. Address . . ‘ _ .' Mobile

109282 ' N
Date = . ’ -

Ward

'MTOP / STOP / OTHER .

TESTING FOR CHLAMYDIAL INFECTION

J’/ )

To enable us to make qpprbpriate contact with you after you go home please complete the following information.

y - .

Otherwise we will assume it is acceptable to write to you at the address given in your case record. This is:

-~

Name . Contact Telephone Numbers

Home (if available)

Work
If your contact address is different from the one aboye please cémplete here:-

c/o

Postcode

Can we contactyour GP - Yes/No . : .

If yes please give details:-

GP Name

Address
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.

1

10671231L F
NET .
! !;I:cugmz 29/07/1982
TREET
2/2 166 CURLE ST E P

a1s OTT
]
Wocm W07 100
GEn ™0y 15

p s /ean
[ALE T v

DHILIPS Z0050310-005° o8 249 Teom M G7  WDDE2N09

o=

: o

OB
Fetal Brometry

A FIMBIET Wedlen Infimary  C7-3 Gen TS 04 150702

o - .
B cireerundo” [ mswoisp ot

+CAL 049
GA B
EDD- 01-112008







e

" Hospital No.

" NHS
hﬂ
Greater Glasgow
and Clyde

"4 10671331L Age
KIMMET F . S
MICHELLE " 29/07/1982 Sax QUT—PAT|E-NT HISTQRY .
2/2 166 CURLE STREET , R .
GLASGOW Dept. ' h
LANARKSHIRE G14 OTT Ward o
; CHI-2907826026. P,
[
i
DATE .
=

,,"O\B\.g _ Nep- Gl







- Gartnavel Day Surgery Un\ilvt

For review:

ECG |

' Blo‘odsn A pOS ‘—/:,/,' -

_ | Anaesthetic opinion

Allérgies’; P@V\«l‘(}b“l\bv

ok

Please write in red

'BOOKLET FOR DAY ‘"PROCEI.)U.RES
CONFIDENTIAL
PATIENT INFORMATION

Néme _
Address

AFE ORDO

g KIMMET

¥ MICHELLE 25/07/19g
2/2 166 Ccugry REET
GLASEOW
LANARKSHIRE Gl4 oTT

111111111

zzzzzzzzzzzzzz

' edure Ac o \3 R
Procedure Appointment Date N ' \

'Consultant ’ Q,c,_% g s -..







Date of Outpatient Appointment_ ‘U\ 3 k 3 . : L
' S.ow r\\r\/ : .

Seen by Dr. . , _
Diagnosis _ ST - L ',.,' o .
Proposed Procedure $Tep s kr\%;” & en L O L

Proposed Anaesthesia: General Dl/ Local [ ] ' '

3 * . rs

Investigations Required (please tick) | o o
FBC ~]° . BloodGlucose [ ] )

UsandEs - | - Blood Group III/

ECG |:] " : Has contraception been

discussed at OPC? Yes [ ] No[ ] N/A[]
Comment.s 7
. ,
Pre-Anaesthetic Assessment _
Date 1o-3- 08 Assessed by ' LOW’H\Q: ui\Dth-{ '

Social

Do you live alone? o Yes [ No []
<) YOU arrange an escort?  Yes ™ N ]
L]

Will someone be with you ovérnight?_ _ Yes . [J— "No

Patient telephone no. 015 2314 l@g . .

Height ‘S0 & | J-£o - cms weight _ 2%/ 75 \ios M 27

B.P. NR/93 : Pulse 2 Sa0, A%
Understanding of English: U Good [ | Poor [] - None [ |

oo . k
Is interpreter required? . Yes [] No [] :
Has interpreter been arranged? . Yes | ] Contact name/ tel. no.

No [] ~a []






a

Pre-Anaesthetic Questionnaire ' ;

=

es
. Have you had any anaesthetics in the past;?

Have you | had any prob[ems with. anaesthet:cs'? \
Have you any blood relatives with anaesthetic problems" L
Are you taking any medications, drugs, inhalers or tablets? - -

~ Please specify L 7 ] i

i$ patient taklng HRT D OCP |:| Has this been d|scussed at OPC?

Comments

Allergies?

Please specify : Q@W\CAUA—V\, V}\“&Mly\jyv\lfmaj

Have you had any problems with your heart or high blood pressurel'? ..

Please specify
Jo you get chest pain after exercising or climbing stairs?
. Do you have heartburn or indigestion?

- . Have you had trouble with your breathing or do you take
" medicine for a breathing problem7 A :

Please specify

Do you smoke?  If yes, how many per day? 1O

Do you have a cough or produce phlegm? Cineamge
Do 'you drink alcohol?  If yes how many units per week? <(D-
Do you use recreational drugs? '

If yes describe

Do you have loose teeth, caps or dentures?
Do you have any neck or jaw stiffness? |

..ave you ever had any convulsions, fits,blackouts or funny turns?

Date of last episode
Have you had any jaundice, hepatitis or liver disease?

* Do you have diabetes? .
controlied by:  diet [ ] - or oral hypoglycaemics [ insulin

Have you had any other serious ilinesses?

" Please specify
Do you have a prosthesis.or a pacemaker"

Do you have any physical disability?

i el hDDD“m\:_@. | ooogs
R R TRR 800 €977 7 9 | RAP*

* Have you had any illnesses from which you have not fully recovered7

I agree to have nothing to eat or drink for six hours before surgery and to have a
responsible adult accompany me home and remain with me overnight.

—

Signed ™, M date [D,ng 0% - Witnessed date






‘ _ - MacHrLe mmJM'
Admission - '

- Named Nurse - Koupooay- - . '
Admitted by BTl pate___17113\0%.
Case Sheet | Yes [} No [] .. : o ' ‘
Name Band Yes [} No ‘ |:| | ’ O A09 “O8US . .
Next of Kin _ 1 2ACU~ - VieaesetT Relationship _&\&t&”_.  Phone-No. -
Distharge Escort J %ﬁ,‘; Relationship A—V% " Phone No. - ) _
‘Ovemight Escort =) " - .
Anaesthetic Questionnaire C\B)mplete . Yes L Nel[]. . - i/ -
Fasted since: date f(o!%.!O% time OlSTP\A Confirmed: - Yes[_t No [] )
Current Medication . : s N
BP B 49 {5% ' Pulse (GH. K ‘ O, Saturation Q%
P ' BM Stix | ! _ .

Pre-Operative Medication (if required)

DrUg Dose | Route Doctor'’s Time Nurse’s Witness
‘ ' Signature - Given Signature
N o/ TV 0q!0 sl (U
: —~ - T :
S A N e
7 :

Before the patient proceeds into theatre, nursing staff please check and tick:

Ward Eﬁeck Theatre check@

M@SM Lb@u(\\{t\) Ql\f\;%‘-\_(\)\d\% Yes " No N/A  Yes N/A

Is the consent form signed? WG\ \6/\(% -

prd
o

Is the patient wearing a correct identiﬁcatdi}i_n bracelgt?

Has make-up and nail varnish been removed?

Has jewellery has been removed o

Have contact lenses/prosthesis been removed?
Specify -
Have dentures been removed?

S\

PR R

1 O
0 [

[s the operation site clearly marked?

S0 oonoo
IRR R

EKDB
an

Co
Has the patient passed urine pre-op?

Fasted.since:  date tb‘&lbg ‘time 10.00pM ‘ - 7
Signature of nurse checking: wardﬁ Mtheatre W

AN







Operatlng Room Record

Procedure performed % (O,F =< ( Lw
ey

Theatre No. DSU \ Surgeon ) M e :
) o0 .
Anaesthetist ﬂlp/m \)\;C[!m\ ’ 0 1 his
Anaesthesna and Momtormg [2/ . . . ;
ECG 1 . GA © LMA -~ 'E3’7?§;:;;;;1ed B
NIBP [ LA - [ ' ETT. [1 ThroatPackin [
ETCO, L1

P Regional S/ _Facemask Ll Throat Pzack,out ] :
L Sa0, - [] IV Cannula L ] " Guedel . [] '_ ) | '
All abave _ IV Sedation [:I _ _ '

Infusion Pump [11 - Infusion Pump [2] . Pain Control Pump

. <

\

Patient posi oﬁlng - : S '
- Lith ]Z]/‘Prone [] Supine [ ] Llat [] 'ngyr’end [ Rev.trend []
Deckchair [_] Pressure points protected/padded J o '

. Electrocautery

Bipolar [ ] ~ Monopolar |:[ Grounding plate site

Tourniquet ., | _
6n Off _ Site : L Pressure__ - mmHg Smillie |
Wound |

Skin prep CX\/\DQ\\QAQ Wound toilet

ount: Co ( Incorrect I:[

Instruments. (stickies): Name scrub person %\) LL/}L k/(l\@(

VL [

1

p &G Set | |
1L I :

Discrepancy - c

Surgeon's signature

- Skin closure: Suture absorbable [] Suture nonabsorbable. [ ] - Staples [] skinglue ]

Openwound __-_ Drain ' Catheter . :

- Packing

Dressings






Recovery Instructions

Oxygen to be given at ‘ *litres for

Postoperative Instructions

Does patient require visit from district nurse?

Yes [:] Date

" Are dressings to be sent home with patient?

Yes [ ] Which type
Do sutures require to be removed? '

Yes |:| Date

- vut-batient. clinic appointment required?

Yes- [ ]- Date
Pain control pump/IRIS Nurse [ ] YES Details

I:I‘NO

Comments







t o

“

Drugs to be given in'..hospital

-

Date ‘ Drug Name Dose | Route |Frequency, | Times of Administration| Doctor’s Signaturé
\ A ~ B __ . fe. - 1 S . | = LEPIR
cocodpd 27 Sl Nt | i
. . j g i [ L-_____”_
Nurse Record of Administration Sign Box W ‘ - 3
Date . Drug Name Dose | Route |Frequency: T_ir'°nes of Administration| -Doctor’s Signature
‘ ‘ s
Nurse Record of Administration ' Sign Box ' _ - .
Date f)rug Name Dose | Route Freqhency ‘Times of Administration| Doctor's Signature
Rurse Record of Administration Sign Box
Date Drug Name Dose | Route {Frequency | Times of Adminiitration Doctor’s Signature
Nurse Record of Administration Sign Box
Date Drug Name Dose | Route |Frequency | Times of Administration| Doctor’s Signature
{ rwurse Record of Administration . Sign Box
Date Drug Name Dose | Route |Frequency | Times of Administration| Doctor’s Signature
Nurse Record of Administration - Sign Box
Date { . DrugName . | Dose | Route [Frequency | Times of Administration Doctor’s Signature
| Nurse Record of Administration " Sign Box







Recovery
. Name

MicHELLE

TimeintoRec. (0 L9

" Artificial airway type

[Kimmer  1067] 33,7,

removed at

Oxygen at Lt litres via _ LMA ~7 MASI¢ - discontinued at
z0. 35
. B0
TIME o 1o 1D
PAIN SCORE SCTRED,
SEDATION SCORE 310 |0,
NAUSEA SCORE “ s 1O |
210 ‘ *
- 200
' 190
BLOOD 180
PRESSURE 170
160
I 150
J 140
130 : /A\\
120 l
110 - l
100 N
95 A 1_ [
90 ! [
. 85 \ J !
PULSE 80 1" |\ |
T ——
7Q \/\ \
65 *
60 J \
55 \
r 50 ®
45
40
35
30
TEMPERATURE E{q \SK‘ SK bﬁ
RESPIRATIONS 2w iy
O, SATURATION 1ag {100 160
PV LOSS JSW w'm
| WOUND - U
LIMB COLOUR
LIMB SENSATION
LIMB MOVEMENT
| LIMB TEMPERATURE




L -

Recovery
Time Notes

(6 20 EQ/(’WJL\QQJ to A‘e_(éw_

QUA _ CoAR M“W

.\/-

ﬂcﬂ"(o V\JJVVlﬁ q /Ac
a —

b

e 2x Co- coclonmdl WQMM@ @\/lo ey @»{

Criteria to be met before discharge from recovery

Is patient conscious and orientated to time and place

Is patient cardiovasculary stable?

Is patient comfortable?

-Fit to transfer fo 2" stage

Siénature % M,éL‘/

A

Yes

=
af

Comments

oooooz



-



Events

A

~ Yes B/ No |:|
Check recordings at a8 l‘h-rs - BP oy lss puise 59 ~ Sa0, chd)o_

Fit to Mobilise . Yes  [— No [

Tea and Toast

v






Discharge Drugs

Date | - Name of Drug - Strength Quantity | Doctor’s Sig. | Nurse’s Sig:

<(313] Oexvegecivn] Noeee | R0 - | 7, ML
! ) ' . § ! ' P

C'\ c;‘é,;bg)'

RGO By (605 [" 7 e

Vorzyee | g | 12 e o Bk

-

. Patient’s Name

L -

| 10671331L -

Discharge Checklist S erise, R
. Ty . , 2/2 166 CURLE STREET [ Z- 2.0
Estimated discharge time GLASGOW
. LANARKSHIRE Gl4 OTT
CHI-2907826026 Yes No
1252 stable BP and pulse ) L L7 | |
'Can walk without feeling falnt L | | |
Has minimal nausea and is not vomiting e 7 L |
* Can breathe comfortably and is a normal colour L~ || |
Is orientated to time and place L« || |
Has passed urine ‘ ‘ i L 7| | |
Has had something to eat and drink _ L~ | [ |
Has had the operation site checked (lf appllcable) L— [ | _ |
[.V. Cannulae has been removed L v | L |
¥nows when to come back to Outpatients L~y | |
Has someone to take them home | L« | L[ |
L1~ | L |

Has someone to stay with them overnight

q

. ' Yes - s
Seen by doctor before discharge @/ I:I Doctor’s name \) EO%Q/M/S
Discharge medication received by I_Dm N4 .
Discharge instruction received by -

Discharge Escort ,S]éfﬁ»} < i _ Dischéréed at
Sign if appropriate 2 "7 - [0, mua
Means of Transport /1 ONCC

Discharge Nurse's Signature /%\) Y







NHS Greater Glasgow -and':C-!yd:e' - ) -
' Anaesthetic Record

Na  {[IHRIEORAIGY .| Premedication C
106713315 T - .
, Hot ﬁiém&im o 29/07/199§ . Procedure(s) .- . :

" 2/2 166 CURLE STREET

DO: gAL;sA;z:HIRE Gl4 OTT AnaeStheﬁ_St(S) i_ f M L /g‘ {’\, O gdog-

L\cm:-zso'razso_zs C SpR SHC

- . Surgeon(S) T/k : ) D EI D
Date|=7 /3 / . g . : o .
73/& - | S
. Pre-operative assessment Weight(kg)
Alrway C)“( "Haematology
RE‘: Biochemistry
(W
.o ) . ECG
. CVS ... BP / '
. ‘ ' . 1 CXR
Current therapy ‘ C | Other significant ilinesses

Allergies le U_MM/)/(&

Previous anaesthesia

AS/®2 3 4 5 E

Comments / Technique






*’Bupine.[ ] - Lith_ﬁ;om}@/ * . Prone ] — Lateral [ ] - Headup[J Head down [
: Gfp" " spinalC] +- . Epidural [ Other LA _

ETT_ IMA__-  FMask[ ] Airway [ ] DLT— La‘ryng;scopy grade '
IV site(s) ¢ 9 (\Mg 2O ( Technique _de'ta_ils:

Artline | | . .

CVP/PAWP ' ’ . RN L

Ventilator

Breathing system

Start | o |
|

Finish | : I
L

Equipment check [_]
N—=AD (Z] 0-C
M PuaP e ol ¢ _ ' i
A= At Elop i =z - ' . - 7
(A A : . .
IV Fluids | , . . . . . . ! '
230 : ' 200
Pre-ox£T] 150 :
RSl ' : . i _ 180
1601 77. . ' - 1T ' . 160
ECGHT] 140 : - . 140
SpO LA 47 - _ 120 ‘
NIBE’,IZI//mo . : - . 100
ETCO, 7] - _ ‘ : .
2 %y“‘\ ‘ i ' ' 80
ETAA [] AL
60 ' - 60
All th
abovz O 40 A1 ] o .
PNS[] :
- 20 — —— 20
Time . ' T o
vents
FiO, - (>
SpQz oG,
ETCO; LT
ETAA
Events IV Fluids Warmer ]
© @
@ @
® ® .;
® @ .
® ®
® ® -
@ @ .
- ';/ ’://’_‘
©® Anaesthetist's signatu[,e"/ 2 k,,_—,\ :

MID 98/75






North Glasgow University Hospitals Division ’ ,

~ | . NHS

CC*'“EN'T TO ANAESTHESIA, OPERATION, _INVESTIGATION » . (g;igtoev’v

o //Ilfl/j/[ﬂ[]//]]/////m/mmm"-'"*'_' PHOTOGRAPHY AND RESEARCH. L |

) DATE . o LAGRAR. e
Proposed., procedure s T ;o

(block capitals) TRUXLLE

‘ (:((_, By MW s s e o oo
T PR G
~% - 10™S3 A RveN SOV

, S ' \k\f\‘"\ CoruTeLrwe Vg
NOTES ON GUIDANCE FOR CLINICIANS . - ] '
A patient-has the 'right to grant or withhold consent prior to examination, invegtigation,'treatment or operation.
The Doctér/Dentist must give the patient sufficient information, in a way he/she can understand about the
pfoposed‘ procedure, significant side effects and the possible alternatives. The Doctor/Dentist must give the
patient enough time to read this form and ask any questions relating to it or their treatment. The patient must

» allowed to decide whether he or she will agree to the procedure and they may refuse or withdraw consent to
« procedure at any time. The patient’s consent to a procedure should be recorded on page two of this form.

Written informed consent is not required for minor procedures, however written consent should be sought for:
) any procedure that carries a significant risk. '

ii)  anyprocedure to be carried out under general anaesthesia, sedation or utilising nerve blockage or regibnal
anaesthesia beyond that provided topically or by simple infiltration.

iif)  any procedure which could be considered new, novel or experimental.

iv)  any situation where there are implications for “third parties” eg. relatives and insurance companies in
relation to genetic studies or HIV testing.

.-, any recording procedure such as photography, video and'aL;dio.
] .

For further guidance -on-“significant risk” see section 5 of the Trust’s Policy for Consent to Anaesthesia, Operation,
Investigation or Treatment and Medical Photography/video.

TO BE.COMPLETED BY CLINICAL PRACTITIONER

te clinician completing this form should have sufficient-knowledge of the proposed investigation or treatment in order *
to provide the patient with the appropriate information.

I HAVE FULLY EXPLAINED: To the patient/parent/gdardian/next of kin (delete as éppropriate)
1. The procedure named on this form | | b | :
Alternatives which are available

Significant side effects which may result from the procedure

The use and implications of medical photography, video/audio recordings, including live video links

o won

The need to read the patient information leaflet on the use of tissue for medical research and teaching.

T e L TR

Grade/Designation - ,
s L A GIEE e o 'J(lf\_: o

MIS 96843/07 - CEDAR 00526 -






TO BE COMPLETED BY THE PATIENT/PARENTGUARDIAN/NEXT OF KIN. | e .

You should read this form and the notes below carefully. If there is anything you do not understand please ask ‘
the doctor for an explanation. The doctor is here to help you .and he or she will explain the procedure. If for
any reason you are not content with the explanation you are entitled to refuse the procedure. You can ask any

“questions and ask for more information. If you are happy with this, you understand the procedure and wish
to proceed you should sign the form. -_ ‘ ’

Increasingly in modern clinical care, photography and video plctures are used for consultation and teachlng
puUrposes. These | images will' not be used for publication in any form without your specific consent. The
procedure may also be observed by other professionals via a live video link.

You may ask for a relative or a friend oranurse to be present while the doctor explalns the procedure and asks
you to sign the form.

1AM -, The Patient/Parent/Guardian/Next of Kin (delete as appropriate) e

| UNDERSTAND The purpose, benefits and siénificant risks associated with the'pro'cedure which have been
' explained to me by the doctor named on this form. -

That the procedure may not be carried out by the Doctor who has been treating me so far. -

That any procedure in addition to that named on thls form will only be carried out if it is
necessary and in my best interests.

That any photographs, video and audio recordings may subsequently be used for consultation
and teaching purposes. . o

That my identity will not be broadcast if the procedure is observed by other professionals via
a live video link. :

1

Students need to learn how to examine patients and see how procedures are done. This is important for the
future of health services. You may be asked to give consent to be examined by students during the procedure

[ have been given the opportunity to read the Patient Information Leaflet on the use of Tissue for Medic -
Research and Teaching and agree that tissue not éssential for my diagnosis and future treatment may be us
for medical education and ethically approved medical research,

Please tick the appropriate box if you agree or disagree to any of the followmg

To the administration of anaesthetics or to sedation if required ' Agree @/Disagree
o the procedure named on this form ‘ ' Agree’ E_/Disadree

To photography, video and audio recordings, including live video links . Agree 1 Disagree

To examination by a student during the procedure named on this form'

To the use of my tissue in medical education » ‘ Agree [:I Disagree '

1

4
under the supervision of the senior clinician undertaking the procedure. Agree [Q/Disagree 1

L

To the use of my tissue in medical research Agree M| Disagree

Signature Date Address’ ‘ -

. !W (10,622,087 (66 axlg hveekia
Name (block capitals) ' ’ T R
~MeHELLE IdmMETT . R

“INotes







ELECTRONIC PATIENT RECORDS

AL HOSPITAL RECORDS HELD NHSGGC

ACS - |
BEATSON HOSPITAL,

CANNIESBURN HOSPITAL, -

: DENTAL HOSPITAL .

) GARTNAVEL GENERAL HOSPlTAL

_' GLASGOW ROYAL INFIRMARY
: INVERCLYDE ROYAL HOSPITAL
NEW VICTORIA ACH

PRINCESS ROYAL MATERNITY -

~ JEEN ELIZABETH UNIVERSITY HOSPITAL

~ ROYAL 'ALE).(ANDF_{A HOSPITAL
RGYAL HOSPITAL FOR CHILDREN
" STOBHILL HOSPITAL |
“VALE OF LEVEN |
WEST CARE AMBULATORY HOSPTTAL
'WESTERN INFIRMARY RECORDS
' Including: - .
: BADGERNET
..AREVUE
| ]\{IED,IC:'-'_\L ILLUSTR'A‘I'IQN -
. MEFAVI-SI(SN
-'PHYSIOTi-lERAPY
RADTOLOGY
, WEsT MARC

LABS

O OO0 "D"'.ISI\"D'D'_ oOo o

o E\‘:"’J o6

MATERNrr)’

MATERNITY

O
§..
2
3

MATERNITY"



y Admission. Record NHS
. Greates Glsgom
— = | i@'@@@@gﬂmmmmw—_
Hospital: M Ward: R M!diefe
Date of Admission: 2 [ } KL Time: 22 3= I gl;:}guMOREDRW 29"071198 _
Information obtained from: Name: . qﬁT;a ishig -
Pa;iengl./Eelaﬁve [1. other[] _ M _ G5 AL
Preferred Name: "? 8( 7 5{ 3 5? 76 1 R -
Age: 59 Telephone Num@ 22 ﬁ/frcgu Ii(
Consultacn;t: ) ] ez ._ fmd% w3 ney
Communication

‘What is your first Ianguage?

Do you require an interpreter?
If yes, provide details of arrangements made

Yes[]

Do you use British Sign Language (BSL)?

Do you need someone to help.you to communicate? Yes{ ]

Yes |:| ~NOE/ |

Nom yes, wha_

Preferred first contact

Prefgrred second contact

Name: - PA',‘LDM ena
Relationship: \/\A O ”\ﬂ/\/

Address: | ?/l a

|Telephone: ©7) § S8 44}'8‘0

Is this person aware of your admission?

Yes Neo[] )
Can we share information with this person?
Yes

No[]

ﬁ -
Fumme

Name: (\f:{ n .e.l{e_
Relationship: | _ e ) 07

‘Address 3 3 ﬁ-/‘ , 4/1/(

Enr cf&ut‘ul‘a%{
Telephone 071 38&081wo

Is this person aware of your admnssmn"

Yes No [

Can we share information with this person?

Yes LA™ No[J

Presenting Complaint / Diagnosis

A b o Casnt,. 2
Explained to the patient?
Do you understand the reason for your admiission?

Ko N st &S

Yes[ ] No[]
Yes[ ] _ No[]

Not Applicable []

Allergles / Sensitivities (Record food allergles

in the Hydration and Nutrition sectlon)

No known aIIerglesD FCf\' t Ci Loy H

Relevant past medical history

Meowna -

Yes[] No[Z |f yes, Who asked for a copy?

On admission, is there aDo N'otAttempt Cardiopulmdndry Resuscitation (DNACPR) in p]a'ce
( _

Date they asked for a copy SR S S

Date Obtained __/__/___




Power of Attomey / Guardlansﬁ_ip / Adult v;rith Incapacity | Nar~~ -
'Does someone have Powerof Attorney (POA) for you? .| Ad lﬂmlﬂﬂmmmm.mm’—_
Yes{ ] N?E/ = KIMMET .

- o —2 Michala

29
OR ‘ Dc 31 LEDMORE DRIVE 1071198
DRUMCHAPEL,
Doaes somegdne have Guardianship?_ : . | <t Giasgow, Lanarkshice
Yes[J - No[J - AR esTAL -

If yes, is this for:- Finance [] Welfare.D Both [

Which are currently in action? Finance []
Please obtain a copy and place in the

Welfare("] . Both J Nil ]

Who asked for a copy? Date they asked for a cop} —/__/__ Date Obtained g

POA/ Guardian : e : '
-| Name: __./  Relationship: _ Contact Tel Number _

Name: . / ' Relatnonshlp } i Contadt Tel Number

N.B. If you think the patient may lack capaclty inform Medlcal Staff to assess and, if
required, consider the need for.an ‘Aduit with Incapacity’ Section 47

Carbapenemase-producing enterobacteriaceae (CPE) l

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 coritact with a person with CPE?

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

Yes
C
|
U

1ooao-

MRSA Screening

g

No Unsure
Will the patient be an inpatient for more than 23 hours 0 O
If YES complete the following section ‘
1. Have you ever been told that you have MRSA? - . g O OO
2. Have you been admitted from another hospital/ residential ' -

setting or care home? ' |
3. Do you have a wound / skin ulcer or invasive devnce which you had

before admission? : : . O O Og

[N

If YES to 1, 2 or 3 above OR the patient is admitted to a *high impact speqahty’ i.e. Orthopaedlcs
Vascular, Renal Unit, Critical Care - obtain MRSA swabs

Nasal[] Perineum[] -Other (] Specafy . Patient refused [ ]

Creutzfe!dt-lakob Disease (C]D)

No nsure
Have you ever been informed that you are at mcreased risk of C|D or \:C]D7 |:] ‘O

| tf YES inform the IPCT O




7

e

KIMMET
Michete
31 LEDMORE DRyy:
DRUMCHAPEL B
Glasgow, Lanarkshire

! 1\5 |'|.b 7I

2000798

I
3
Affix patient 1 e,

G15 TAF

11

moking

re you a: sﬁwoke@_p-{-smokerpm' when did you stop? ' : .-
ever smoked ] - s / b“""j ' ‘
Do you use eCigarettes? Yes[ ] No[]
If a smoker, the NHSGGC Smokefree policy has been explained and Nicotine Replacement Therapy

"[I (NRT) has.been offered

Yes - administered NRT [] ~ Yes - patient declined NRT (Z’/'
lfdecined -Why,_. RJol BPocody (fel”

Do you want to talk to someone,abouit your smoking?  Yés{_] No[.]
If yes, refer to Smokefree Services (Trakcare) Date referred: /[

Drugs o

Do you use recreational or illicit drugs or are you receiving opiate replacement therapy
(ORT / Methadone / Suboxone)? Yes [] N@-E/m

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

Alcohol

Do you drink alcohol?  Yes[[J  No[J on Kben'x | ©CCoLicong
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 dally 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): J to 7 O (a_@' ' Signature;

Designation: @ C\_ ~1 __ Date: 9\{ / O 7 / 22




My Assessment Record

Name
ncore WD SRR
Addre Izsom’lﬂzs , lﬂm .
e —
ele :
29/07/198:—
31 LEDMORE
DoB: DRUMCHapeL V& —_
CHi: G‘aSQOW rLanarkshie _
maaﬂ | e
Admission. Normal! for . _ N
Breathlng Presentation | the patient Assessment of t_he patient’s
: VE v breathing
B N p o T p .- -
No breathing problems v ' / -
Breathless at rest
Breathless on exertion .
Productive / Non-productive -
cough.
Cyanosed
U§e5 nebulisers
Uses inhalers
Oxygen therapy
Do you have any other
symptoms? |
. Admission Normal for - -
s Clrculation Presentation ~| the patient Assessmept of tl."e patient’s
{ / / circulation
No circulatory problems n/‘ ‘__//
Chest pain at rest -
Chest pain on exertion :
Angina i ] .
"| Do you take medication for
symptoms of angina? . .
Hypertension ' .
Do you have any other
symptoms? _ . .
R2XCommunication SRS
Yes No Assessment of the patient’s
v 4 P 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:

uat




[rer AT

: KIMMET —
—2 Michela L
___ 3 LEDMOREpRivE OT1OE____

.  DRUMCHAPEL '
Do Glasgow, Lanarkshine _
e _ G15 TAE—

3%Sensesh

Affix patient ID labél

| vision vj’ I:l/o Assessment of the patient’s vision
‘Do you have any problems with your '
vision? o ‘/
-| Do you wear glasses? Distance | Reading[_] Both[]
Do you have your glasses with you"
Do youwear contact lenses?
Do you have your lenses with yeu?_
Do you wear a prosthesis?
Hearing - ’ Yjs ' I"I/o Assessment of the patient’s hearing
Do you have any probiems with your R
hearing? , _/
Do you have any hearing loss? '
Do you use a hearing.aid?
Do you have your hearing aid(s) .
with you? -
Yi No X
Pain ;s : J Assessment of the patient’s pain
P / .

Do you have pain?

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

K"a-G\“‘ ’JC“ “

Have you had treatment / intervention for the pain?

Am\j,w‘c—g :

N.B. Complete generlc paln assessment chaﬁ.
If unable to self report complete Abbey

| Pain Scale.

Can you describe any chronic pain that you have?

| what makes the pain better?

Mark cﬁrrent.pain on body chart




Name
Ac. mmmmmmmm—
— 907825025
KIMM‘ET zgmmsa
—_ " —
Doi’ t‘:;‘1“:11 Lelimﬂc’RIE DRIVE
o DRUMCHAPEL . T
, ' . CHi Glasgow. Lanatehi® o icqpng
ACogmitivelstatus I HINKIDELIRIUM |
Admission Normal for )
;Erese_ntat_ion " the patient Assessment of tl;tts.; Elast!ent’s cogmtlve;.
/ / / - /

Alert and orientated yd _

Impaired conscious levet

pe——————]
—— - -
e

Confused | /
Dementia o / [ :
Stressed / Distressed | / !

N.B. Think Delirium 4

Complete 4AT for all patients 65 and over, AND for patients of any age
{ of the following )

o exlstmg cognitive impairment

. 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

I5S¥Hy drationfand|Nutrition)

Do you have any food allergies or food intolefances?

N one e

What dé-you- like to eat and drink?

l% A

)
What do you not like to eat and drink? - N

N.B. Malnutrition Universal Screening Tool (MUST) to be completed for all patlents
wnthln 24 hours of admission

6




Normal for

{ Oral Nutritional supplements

Preferred flavour

Enteral Nutrition

Parenteral Nutrition

Nil 'by Mouth

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

hours of admlssion

Admission Normal for

: Assi.stance with eating | Presentation the patient
and drinking ‘ s 7

Independent (Green) N N

Prompting / encourégemeht !
opening packets/cuttingup |

food (Amber)

[Full assistance with eating and .
drinking (Red)

L}

- bl Nar lﬂlﬂﬂ]ﬂﬂﬂﬂﬂ]ﬂﬂﬂlﬂﬂ@ﬂﬂ i~
| Diet and Flulds Presentation | the patient || oygl 2507826026 —
_ , v o . A / ? KIMMET I
y 5 — - 2 Mi —
Normal diet and fluids -~ / / 31@!-;{;MORE DRIVE 29!07.'198_
— e — DoB DRUMCHAFEL _
Therapeutic diet i Glasgow, Lanarkshire. —
¢ . - Cf-"‘3 . . 615 7Al
Cuitural, ethnic or religious diet | Affix patient ID labe! -
Texture Modified Diet Assessment of the patient’s
Please state o hydration and nutrition needs
, | Thickened Fluid
Please state

hospital admission?

-

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

CaElimination

. Admission Nermal for Ass t of the patient’
Bladder Presentation | the patient | esesl'i‘:i?tagon :eF;:islen N
IAd e

-

Pass urine with no probléms

e

Frequently pass unne during
the day

Frequently pass urine ovenlnight _

Sense of urgency when need’
to pass urine

Urine retention

£y




- Admission Normal for Name:
Bladder (cont) Presentation the patient || Aqdress:
. v v

Haematuria

/ DoB:

Incontinent || CHE:
T , Affix patient 1D label o

N.B. If new incontinence rep/ort/to medical staff to rule out infection or physlological cause

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

No urinary catheter [} - Urinary catheter in situ:  Urethral[]  Suprapubic [_]

Date urinary catheter last changed ___ /[

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

Bowels

When did your bowels last move? /f 0 d Q 7/

How often in a day/week do you have a bowel movement? Per day ] -2. | Perweek

Do you use any medication e.g. laxative to help your bowels move? Yes(}-  No[J
Admission Normal for _
Bowel Habit Presentation the patient Assessa:ne.nt qf the patient's
P v elimination needs
Regular
Constipated

Diarrhoea / loose stools . /

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 frequeht loose
stools) consider using the Bristol Stool Chart

Yes No Assessment of the patient’s needs in
Stoma

v e relation to their stoma
Do you have a stoma? ' -

Do you require assistance with ) ‘ : /
your stoma care? '

Have you brought any of your '_
stama products with you?




a Iﬂlﬂlﬂ[ﬂﬂﬁlﬁﬁlﬁ[ﬁlll@lﬂ]lﬂ]ﬂﬂ

Hyglene @Eﬂﬁl?sﬂitb Skin{Care i

Wound Care

2507626025
 KIMMET £
2 Michele 29/07/1982

31 LEDMORE DRIVE
Dol DRUMCHAPEL
i Glasgow, Lanarkshire:
CHI G157AB
Aff- I"""*'" e e TLALINE

. Admission "| Normal for : .
- . . I Assessment of the patient’s
&rsqnal Hygiene _ Preser}tatuon the Pjtu_er_'nt personal hygiene needs
. = e _
Independent : / ' “ -

Requires assistance with
washing and dressing

Oral Health

Admission

v

L

Presentation

Normal for

the Eatjent

Assessment of the patient’s oral

health needs

No problems

C/'

Sore mouth / mucositis / ulcer

- | Requires assistance with oral .
hygiene

Other (ég dry lips, tongue ‘
‘coated?)

Dental work ‘Y;’ ':? Description-of any dental work ’
Do you wear dentures? )
X
Do you have your dentures . /
with you?
Are your dentures a good fit?
Do you have any'ofher dental
work that we need to be
' | aware of? -
' Admission - | Normal for - 7 . .
Skin Care Presentation the patient Assessment of the patient’s skin
v s care needs
No problems /
Skin broken
- el
Skin oedematous
Skin discoloured / red e

N.B. Complete PUDRA for all patients within 8 howffadmisslun

| Pressure ulcer identified on admission: . Yes O

Pressure Ulcer Grade:
Pressure Uicer Site:

e

Adult wound assessment and'manégement.chart required

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







b

with you"

- Yes No Na g s
| Wound Care : Tt [ﬂ]l
: 4 v .
e ] " [ ERDAIEN—
Do you have any wounds? — KIMMET . —
| 2 Michele 2907198:
N.B. If yes, comiplete an - « 31 LEDMORE DRIVE
| assessment chart for Do gf‘“”c”f:ﬂ —
wound management Ch, ©lasgom Lanarkshire G15 TAE
' A A Paucl [LRE | R TFe I
BYMobilityR | ( _
. ' - Admission Normat for Assessment of the patient’s
Mob'Ility _ Preser}tatlon the pfat:ent 7 mobility needs
Fully mobile and independent K/ 4
Unsteady when walking ‘ _
-1 Do you use a mobility aid Yes[ ] ‘ qu//
s / -
Do you have your moblhty aid ye, T} No é

N.B. If not fully moblle and independent on admission complete movmg and handling
assessment within 24 hours of admission

9¥MaintaininglajsafelEnvironment]

N.B. Complete a falls risk assessment for all patienﬁ 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.

Safety

Yes
e

Assessment of the patient’s ability to- | .

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

<

maintain a safe environment

- Would you like bedrails to be

used while in hospital?

— |
N

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

Sleep

Yes

Assessment of the patient’s sleep and
rest needs

Do you have any difficulties
with sleeping?

-

Defench-

Do you do or use anythir)'g to’
help you sleep?

10







v I

KlMMET F
2 Michele - 29/071
—— 31 LEDMOREDRIE. R
s DoE DRUMCHAPEL
. . Glasgow, Lanarkshire
\ : CH13

G —
_ Affix patient 1U 1aue 8748
o you:. , ) A S | - .
Live alone 7k ~ Live with family/ friend/ other ~ []
Liveinanursinghome -~ - [ ' Live in a care home O
Live in residential supported care [} " Live in student accommodation ]
Live in ‘homeless” accommadation O Have no fixed abode ) |:|
Other please specity o . I oL
Dependants 'vj’- "'f"
Do you have any dependants’ : / )

Do you support anyone (e.g. partner, children, relatwes, animals)? '3 e ‘45 ) ¢4 IQH g

Do they need support from someone eIse whilst you are in hospltal?

Would someone else be able to provide this' support when you arein hospltal?- E ,
If yes, who? : 1

If no support available conta‘étbpty Social Worker =~ ,
Duty Social Worker Required [] Not required”]  Referred (]

- : Yes No
Sewlces | N B . . -
Do you have support from social work, social services or a care package? '

| if yes, please provide details: .
| If yes, has contatt:been made to cancel arrangements during a'dmis_sion? . . /

mﬁmmmﬂemﬂwam

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

0 "[ 80
| 1s there anything else with regards to your values, religion or culture Lhat we can support you with
, durmg your stay in hospital (e.g. prayer meditation)?

your values and beliefs,.or any worries you have? Yes ]  ‘No

Healtﬁeare Chaplain informed: “Yes [] N/A [2/ ,

: Would you like to talk to someone {(e.g. Hospital Healthcare Chap!ain):%c&vpu, your loved ones,

1i




4

i

o ey

DoB:. ff"'*’fe j
LED 2007/109:
. ; CHL: DRUMcaT:f; DRivg = TI19E
) Affng Hlasgow, Landirkshirg

_ e — —— G157
sYrersoncentreacor N L A
‘What matters and is impertan't 10" you whilst you are in hospital? | ' ) ' '
This should focus on the personal preferences choices and goals’ of the individual of what is important

to include i in their plan of care.
NU } ;x &k

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

i

informal Support

{Who.is im_portént to you, to help supporf yod whilst you are.in hospitat?

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

I J\ je <
NB. If the person who helps is not a preferred contact please ensure their details are

listed below.

Name:
Contact Details: -

r

. Yes D NOE/ : : T
if yes, has the help or support listed above been conflrmed with the patient’s famllyl frlends7
(please tick) - Yes[] No

TE : I 74




il




I7a

|Yes(3 No

Namer ]
woore ITMHORIIENY — |
2507826026
= KIMMET :F
..} 772 Michels 29/0711982 T
- \ DoB:. 31 LEDMORE DRIVE
St T
. g Affix p - .7 ... ©w1aB

Required Support - L o .

Has the patient and / ¢ “rer been advised of the hospital Support and Infofmation Service?
Yes (] No : . - o

h Referrals can be made via the central phone number: 0141 452 2387

-

ised of the Carers InfOrmétion Line? :
Not appropriate at this tlme [:I

‘Carers Informatlon Line: 0141 353 6504

.Carers Information Leaflet prévided?

YesTJ . No[C "

‘Has the carer been.a

Muo ‘o Carer .

Are you: : . . )
Employed 1 Unemployed (]

Self-employed - - ] o *Retired =
Full time education []

N .

| Has your heaith had an impact on your ability to carry out your.day to- day activities at work?. -

_{

Yes [] NoVNot applicable I:] ' -

Do you have any rgeﬂvomes? '
Yes ] No Not appropriate to ask at this time []

'If yes would you Iikzr-;t{e‘d to a money advice sefvice that can offer confidential advice/ support?
Yes[] No If yes when was patient referred 1 :

Would you like a referral to a serv:ce that can support you with employmentl educatlonl training/ skills

b

volunteermg7 ’ . .
Yes["] 'No?/l\lot applccable I Not appropriate to ask at this time [_]
| If yes when was padtient referred [ . :







' . ) . fe2 MPChe!e _—
_ . . 3 LEDMORE 29!07/1932
RiskfAssessments’,Other, g:ls s.aé';‘c”"‘ ELDRNE —
ll Documentation! W, Lanarichig —
Docutalon ) .  Affix P " 15748
| Required {- '
. . g Required. | documents | e, pring
Additional NHSGGC Documentation P and Sign when
: T Yes No Yes | No completed

l ) Name
\Addre m

mﬂ@i@@lﬁﬂﬂﬁﬁll@ﬂilﬁﬂlm -

4+

' I A B2

‘Glasgow Assessment and -Manéger'nent of
Alcohol (GAMA) _

Generic Pain ‘S'crale Assess_ment Chart

Abbey_ Pain Scale (if‘gnali:ule to:self report pain)

, | 4AT and TIME for Detection, Management and

R 4
LY

Pravention of Delirium

Cetting to Know Me — .Retatives to complete

What Matters to Me

‘ Screening Toot for Oropharyngeal Swallow -

Symptoms {STOPSS) \

Malnutrition Un;versal Screening Tool (MUST) v

Adult Urethral _Uri'nary Cathete;'-_(UéC) Insertion

and :Maintenance Care Plan

‘Bristol Stool Chart 7 -

Pressure Ulcer Daily Risk--Assessmegjl_: (PUDRA) v
_ Aduit Wound Assés_sm'ent' and Management Chart -

Moving and Handling Assessment | ’

Falls Risk Assessment ' 4
. Bedrail Risk Assessment J _ |
| Date and Time ~ Notes Print Name,

Signature

and Designation |

2‘_] 9 7/;1

ol

(DQmﬁ /5 mﬂ% [/J_C#&j
l0in. o AL cho

-
b‘e\\n-

Q245
’ ‘ 7 /Oe//n e—f S

1 -,LP\(‘—}- 5 7.

Uri ran .

| «.Qe—-/ A—dmt.ﬁf(af, .

Otw&\( [far

14




* Date and Time.

L

2007826026
s KWIMET

2 Michele
31 LEDMORE DRIVE

.. DRUMCHAFPEL
Glasgow \.anarishire

Clinical Notes"(co.nt.) .

Notes

M

3
Amix patient ID label

"and Designation

29/07/198:

|

G15 7At

Print Name,
Signature
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Notes
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Care Rounds Checklist Date: 22-/ 7/Z2_ ‘

Attach Addressogt
I have evaluated and deemed that the frequency of care delivery over the next waerk shift, based on the patient’s :ﬁciE(DMORE oRive 07N98 e Clasgow
most critical need should be every (please circle)  Thr 2hr 3hr DRUKCHAPEL € and Clyde

: ST ¢
1. Signed __—EoA A~ Name smMmeiin Designation §f\) - ESQ%W Lanarkshire

Ward if'_ o - GISTAI
2. Signed Name Designation % . |
3. Signed _ Name Designation ‘Must dos’ for me, Ask the patient if there is anything
they want specifically done today:
USE FOLLOWING CODES:
Y=Yes N=No NA=Notapplicable NT=NoThanks §=Sleeping © =Offtheward |=Independent
. - y 1 - r — ) )
Times %9, 04 1}; 5’0
1 | THINK DELIRIUM =
Is the patient more confused or drowsy than normal? If YES, inform registered nurse. N N n 1
2 | PAIN: assess and address . [ »
Is the patient distressed or in pain? If YES, mform registered nurse. A /\ N in
T }
S | 3 | SKIN INSPECTION . i
Pressure areas checked: I L] b J
7 Red (R) / Discoloured.(D) / Pressure Ulcer (PU) / Intact (INT) [/ Moisture (M) 1: { ( 1|~
K | 4 | KEEP MOVING - . ) ]
Has the patient moved or walked? I Li _‘9 9 4
Bed *  Right side (30° tilt) - R Left side (30° tilt) — L Back - B Ve P D {5 -
Chair  Assist to walk or stand (W/ST) ST L 6 b |-
I | 5 | ELIMINATION Dges the patient need the toilet?
Independent =1 Assistance given = A Incontinent of urine or faeces =IC L 1 l | ! ,
N | 6 | FOOD, FLUIDS AND NUTRITION ; .
Is the patient nil by mouth? ) Y f\! N In L
Drink taken? N ﬂ W ") y ]
Food, snack, or supplement taken? LJ I’\ ﬂ Y N
Has oral hygiene been carried out as per care plan? £ (\’ N \ ~ ‘
7 | ENVIRONMENT Check: ' e
Is the patient’s call buzzer to hand? Is the area clutter free, clean and safe? Daes the L‘ ‘(9 y y
patient have everything they require in safe reach? is the bed in lowest position? b
8 | INFORMATION W_ *
-
Is there anything else | can help you with? Inform patient of the time of return. )ﬂ W M 7 N
9 [ ESCALATION Escalate any issues to the registered nurse and document overleaf. NR ¢ 'T ‘\/ﬂ. WH 'ﬂ’
Care provider / role 1V (/}f




Care Rounds Variance Sheet . o Attach Addressograph Label NHS
. Greater Glasgow
. and Clyde
- S A . Ward:
Codes , _ ] ‘ \
1. Think Deliium = . 2. Pain c 3, Skin Inspection 4. Keep Moving
5. Elimination’ . -| 6. Food, Fluids and Nutrition 7. Environment 8. Information -
" N.B. Record what and to whom escalated. " . ‘ .
Date |Time [Code . |Variance R o N : Sign & Print Name
’ g
. 3
8
3
et
5 - ‘ 5
N N
. €







- "\ N

» .
4 . . .

: I | . e .
Care Rounds ChecKIist Dater 2310202 AtEach Hlllllﬂlfﬂlhﬂlﬂfﬂlllllﬂlﬂlﬂiﬂﬂillﬂﬂ"ﬂﬂ]ﬂﬂ__"“s*\_ ~
| have evaluated and deemed that the frequency of care delivery over the next shift, based on the patient’s . '2(?“%“8;?026 e Greater Glasgow
.most critical need shou(liievery (please circle)  thr  2br 3hr ? Michele 2010711982 and Clyde
31 LEDMORE DRIVE
1. Signed Name A = Designa[lon’ ! U Ward DRUMCHAPEL
) *  Glasgow, Lanarkshire
2. Signed Q&" * _ Name <) !‘7§ Designation KN } G15 7AE
3. Signed Name _- i Designation ‘Must dos’ for me. Ask the patient if there is anything
they want specifically done today:
USE FOLLOWING CODES: 7 N ) .
Y=Yes N=No NA=Notapplicable NT=NoThanks §=Sleeping O=Offtheward |I= Independent .
- A0 Ot 2, =3 (0. -
9T —r X &
: Times [#6]00 [k [10 |21 15F 22 .
1 | THINK DELIRIUM .
Is the patient more confused or drowsy than normal? If YES, inform registered nurse. Pilr I\] o N tJ /\I ~
2 | PAIN: assess and address ' ) N
Is the patient distressed or in pain? If YES, inform registered nurse. wir "[ N 1 "f “r \/ N
s [ 3 | skinINSPECTION ] ) \ 1 |- i
Pressure areas checked: . ! T L J/, | ¢
Red (R) / Discoloured ‘(D) / Pressure Ulcer (PU) / Intact (INT) / Moisture (M) - 171 il R e 7|~
K | 4 | KEEP MOVING : - i — -
Has the patient moved or walked? Y Y Ll l 1 ,L ’/r Y
Bed  Rightside (30° tilty —R  Left side (30° tilt) - L Back -B wldl- |l
Chair  Assist to walk or stand (W/ST) . w17 L | -
I | 5 | ELIMINATION Does the patient need the toilet? —
independent =1 Assistance given=A  Incontinent of urine or faeces = IC : ' A * :‘j j: I {
N | 6 | FOOD, FLUIDS AND NUTRITION - p :
Is the patient nil by mouth? i ’J g (\J N N M N (W
Drink t.aken? ) Y|V Y 1[4 [+ Y
Food, snack, or supplement taken? } | ‘/{ \} ~f u{_ ~1 \V4
Has oral hygiene been carried out as per care plan? } VT \ T I+ |
7 | ENVIRONMENT Check: . :
Is the patient’s call buzzer to hand? Is the area clutter free, clean and safe? Does the 1 y \] ' \/
N patient have everything they require in safe reach? Is the bed in lowest position? . \7 \7 \1 “1 .
8 | INFORMATION ‘ 22| e
Is there anything else | can help you with? Inform patient of the time of return. 4|7 k2 ) MD " 7 ]
9 | ESCALATION Escalate any issues to the registered nurse and document overleat. '2 ’ﬁ {&‘ l’:- AA. AS A 'p
o Care provider / role M» }{J |/ 17 v




Ca_re Rounds Variance Sheet

Attach Addressograph Label

NHS
Greater Glasgow' -~
and Clyde -

Ward:
Codes
1. Think Delirium 2. Pain ‘ 3. Skin Inspection 4. Keep Moving
5. Elimination - ' 6. Food, Fluids and Nutrition 7. Environment 8. Information

N.B. Record what and to whom escalated.

[

Date |Time |[Code |Variance

Sign & Print Name

mi » 278936 v2.1 = GGCOO98




»

-\ \ .
Date: _Zt\o 20z

Care Rounds Checklist Attach A “\““\“““ mm“m\
1 have evaluated and deemed that the frequency of care delivery over the next workshift, based on the patient’s ““M Greater Glasgow
most critical need should be every (please circle) 1hr 2hr 3hr (Ahr : KIMMF-T 29/0711951 and Clyde
1. Signed _. a Name "{ Designation _—(SL/__ Ward : lgl;cr:-EeDMéRE DRIVE

; ard:
° RUMCHAPEL
2. Signed =8 Name &L C4I7 Designation e~ 2|asggw Lanarkshire
U L G157Al
3. Signed Name . Designation- ‘Must dos’ .u. ine. Ask the patient If there is anything
= they want specifically done today:
USE FOLLOWING CODES: .
Y=Yes N=No NA=Notapplicable NT=NoThanks S=Sleeping O=Offtheward | =4Ii\de5=e[\dent
. ey
DF o H— 1
Times (D0 [7° [ 9 |oD |15
1 | THINK DELIRIUM .
* *| Is the patient more confused or drowsy than normal? If YES, inform registered nurse. » W "J ") 'J
2 | PAIN: assess and address :
Is the patient distressed or in pain? If YES, inform reglstered nurse. 5 s ’J M
S | 3 | SKIN INSPECTION ,
Pressure areas checked: o S\ 1 Z
Red (R) / Discoloured (D) / Pressure Ulcer (PU) [/ intact (INT) / Moisture (M) - |- |~ / /
K | 4 | KEEP-MOVING sl
Has the patient moved or walked? \/ Lr \1
Bed  Right side (30° tilt) - R Left side (30°til) -L - Back—B glplw|[&l”
Chair"  Assist to walk or stand (W]ST) P I / CH
I | 5 | ELIMINATION Does the patient need the toilet? ’ s|s | | T -
. Independent =1 Assistance given= A Incontinent of urine or faeces = IC o :
N | 6 | FOOD, FLUIDS AND NUTRITION O '
Is the patient nil by mouth? v ¢ o N U
Drink taken? S5 Y i
Food; snack, or supplement taken? BTN
Has oral hygiene been carried out as per care plan? SIS 1z ’1
7 | ENVIRONMENT Check: . \
Is the patient’s call buzzer to hand? s the area clutter free, clean and safe? Does the )/ Y / \f \1
patient have everything they require in safe reach? Is the bed in lowest position?
8 | INFORMATION ' Sie z W IJ
Is there anything else | can help you with? Inform patlent of the time of return. Y .
9 | ESCALATION Escalate any issues to the registered nurse and document overleaf. 7 Z ‘PJA l"Z 7
Care provider / role - < of




Care Rounds Variance Sheet

Codes

Attach Addressograph Label

Ward:

NHS
N, et

Greater Glasgow
and Clyde

1. Think Delirium

2. Pain

3. Skin Inspection

4. Keep Moving

5. Elimination

6. Food, Fluids and Nutrit

on

7. Environment

8. Information

N.B. Record what and to whom escalated.

~

Date Time

Code

Variance

Sign & Print Name

M1 » 278936 v2.1 » GGCOO098
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‘Care Plan

G15 7AE

[N

NHS
&gf::/
Greater Glasgow
and Clyde

Unable

Care discussed with patient

O Yes

O No a

If unable, give reason:

Unable

- Care discussed with famlly

0O Yes

O No =l

Ifuria ble,'glve reason:

Date commenced

1. ﬁreathing and circulation

Date discontinued

Date commeénced

Getting to Know Me / What Matters to Me o

Qéte discontinued .|

& signature ) 7 ’ &signature & signature | &signature
iInchooleod byg .
NS (Seoy e,
: S. Hydration and Nuitrition
\ 2L el ol:ei- R g
T T Tl Sl Qu‘ /

2, 3. Commumcalmn and senses -

2\HTL

Conniin |Co(-eo

e mesedo Qaal.s ]

6.VEII||_1Inatlon

4. Cognitive status

LU

N 1S8UeD

ZNFB

Hemrf—+ crvnwtebesds -

p1/2.PT0
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31 LEDMORE DRIVE'. Care Plan
DRUMCHRPEL - .

Glasgow, Lana ks G5 TAL

E::\F;J .
Greater Glasgow
and Clyde

Date Comménced.
and Signature

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

Date Dicontinued
and Signature

Date Commenced
and Signature

9. Maintalning a safe environment, Technical
Care

Date Discontinued
and Signature

2 FH L

R TIEEREE

T o"epanolﬁ/\ F-

10. Sleep and Rest

& )':HZ&

/ﬁ@ 1&2&@0 CoL

8. Mobility

PRI UL

S [ SSOED

12. Privacy, dignity and sexuality

AT

(Eamne=at c‘f"c:”

"hmm

~

Negotiated care - Please record any plam;ed

involvement of patient/family in delivery of care,

.

p2i2
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29/07/198 To Be Completed For AII Patients Within 24 Hrs of Admission . Grester Glotgow
DR ﬂ%ELDRWE . and on Transfer to Another Ward - i
Gla Lanarkshire * i . . ‘
G15 7At ) . . ) . »
GENERAL SAFETY PRECAUTIONS ‘ . - — — — ——
TO BE UNDERTAKEN FOR-ALL PATIENTS Ward: €)% e Ward: Werd: Ward: Ward:
Action the following safety precautions on admission to your ward. Date: o Date: ) Date: - |Date: : Date:
Time: CAR-- TiMe: =emeateemean Time: serseimuees Time: «ese= mamman Time: aseceioseaes

Update weekly or on change of condition. f

i

1. Document mobllnty status In clinical'record and complete a

moving and handling assessment (if appropriate). . v
2. Check walking aid (if required) is in reach and in use. ) ' AN
‘3. Check call bell.is in reach and working. Provide and document .
alternative measures if patient is unable tc use call bell. v’
4. (;heck footwear is safe(refer to NHSGGC Footwear'guidance). -V . ' N )
5. If giasses are worn, check they are available and in use. . T /\)/V\' ' o
6. if hearing aid/s are worn, check they are working and in usé. . k /.J/A
RISK ASSESSMENT _ . ‘ .
If Yes to any of the 5 questions below complete the 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 in patlents clinical condition. iR e T
**ALL patients in older people s.wards fnust have an interventional plan in’ place (overteaf)** ' : T =
. ] 7 . TickYesorNo| Yes No Yes No .| Yes [ No | Yes | MNo Yes No
1. Has the patient fallen in the last 6 months - including during this admission? "/ - ) o
2. Does the patient have cognitive impairment or a possible delirium? ‘/ i
3. Does the patient attempt to walk alone although unsteady or unsafe? ._/L
4. Does the patient or their relative have a fear or anxiety of the patient falling? e
5. ‘Based on your ‘élinical judgement, is this patient at high risk of falllng7 ' -
_Slgnature of nurse completmg assessment !/ update l—

nghlight risk of fall at',the,v‘vard safety brief.







FALLS INTERVENTIUN

Patient Details CH ECKL' ST -
~ and.Clyde
. . : Ward: Ward: Ward Ward: Ward:
Complete for all patients identified at risk of falling. | 22 Date: Date: Date: Date:
T BN Time: «wee-ieeeeen | Time: -----i—-—- | Time: ---—-t-—--- TiMe: -reestivee—- | TiME: seremtemvess |
BED AND SEATING o

" Check the patient’s-bed and chair are at the right he:ght for the patient. CunSIder
referral to. OT/ Physiotherapy for transfer, mobility or speaahst seating advice.
\ (Patient care plan 8)

Assess if a low bed is required (Patient care plan 9)

'SAFETY

‘Complete / update bedrails nsk assessment if bedrail In use. (Patient care plan 9)

Review the frequency of care roundmg 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 mobility and known not to ask for
assistance, provide cl_ose observation whilst using commode, toilet, bath ‘or shower.

HEALTH

Complete /Document 4AT
—follow THINK DELIRIUM guidelines.

(Patlent care plan 4)~1 |

Document continence problems and link to care rounding (patient care plan 6)

Record lying and standing blood pressure. If results show deficit, follow pratoéol for
ongoing monitaring and inform medical staff of any concerns.” ~  (Patient care plan 1)

If medication is suspected of contributing to the pallent's falls rlsk
— highlight to medical staff. .

COMMUNICATION

Give the patient / relatives / carers an inpatient falls preventlon leaﬂet Discuss safety
precautions with patient / carer / relative: (Patient care plan.-negotiated care)

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

Discuss the patient’s fall risk at safety briefs and MDT meetings.. (If appropriate)

Consider a referral to the Hos;iital Falls Service for advice using trackcare. (if appropriate)

Signature of nurse completlng Interventlonal plan / or update

***If a fall has Gceurred, refer to the Post Fall Poster and report in Datlx Share post fall lessons learned with the team""

EVIDENCE ALL INTERVENTIONS IN NURSING CARE PLAN

Feb 37

M1 294647c Version 1_0 « GGC0233
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e same  SCREENING TOOL (MUST)  ergizee

Michele and Clyde

31 LEDMORE DRIVE y

DRUMCHAPEI.;M .

re

Glasgow, LanarisT G15 7AE

Date me__ Actual *patient, R unable to obtain height and /'or
< . : . ) reported weight (check portal / trak for previous
:;::tslsai:):etlgl;gnga\renght on weights) document alternative
- pital - —Wand‘me subjective criteria
) assess risk of malnutrition
‘Admission Height L{-f_'cm T _ _ jz/ '
- /7

Admission Weight M Kg [ o 2

Patients reported norinal weight

* Obtain accurate height/weight and rescreen 4s soan as possible

Unable to Recall[_]

Any unplanned weight loss in the last 6 months Yes [ how much

No (] Don'tKnow [ ] |

Date Nzt o o
Time OO\D
Ward

C}g_)

Oedema/ Ascities present Y/N,
Scales Used )

$T = Standing, CH ="Chair

HT = Hoist, UW = Unable to weigh,

=

record reason and decument subjective

assessment of Fisk In nursing nates "
Weight {kgs) Wo-4

BMI 7

Malnutrition Unlversal Screenlng Tool (MUST)

to be completed at least every 7 days

Step 1 BMI Score

»20 =@
18.5-20=1
<185 =2

O

Step 2 Weight loss score-
<5% =0 :

O

5.10% =1
>10% =2
Step 3 Acute disease effect

" | if patient is acutely il and there hasheen |-

-or i3 likely to be no, or virtually no, food:

O

intake for > 5 days......ues .Score 2
| Not applicable....ouni i Score O .
Step 4 Overall Risk of O
Malnutrition ' TOTAL 4
Rescreen on M7
{ Signature G~

| Step -S‘Management Guidelines (exclu?in;z’s patients who are 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 patlents care plan

0

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 for MUST 2 or greater overleaf




. N |

. A
MUST STEP 5 Management Guidelines

v

( MUST 2 OR GREATER J

. Rescreen at least every 7 days,

. . - — .
S 5 — - = ™ »- Check assistance fequired with eating and drinking { Red, Amber, Green).
*  Check assistance required with eat!ng and drinking  Red, Amber, Green). N »  Check with patient /cares normal eating pattems and preferences. B
@  Check with palient fcarer normal eaﬂng pattems and pre!:renm « Use p Foad First Approach: ~
-} * Usea Food First Approach: * »  Offering mid-moming. mid-2ftemoan 2fid supper snack frorh ward supplies (.g. bread with
» Oftering m:d-momlng, ‘mid-afternoon and supper snack from ward supplies {e.q. butter/jam, biscuils with buttes/jam, cereal).
bread with bulter/jam, biscuits with butter/jam, cereal). . s Offer full cream milk with and between meals. B
o' Offer full ¢ream milk with and between meals. . " * B »  Ocder additonal MUST snack dally of patients choice (refer to *catering’ ;ecnm in nuMUunal
»  Order additional MUST snack dally of palvznu choice (relcr to 'menng section in , résource manual).
Nutrition Resource Manual). - o Encourage family and friends to bnng En patient preferred snacks, .
s Encourage family and friends to bring in patient prelerred sacks. B . > Completea food ind drink reconding chan, induding all food and fluld conwml:d and refused,
o Complete a food and drink recording char, including all food and fluld consumed and . encouraging patient and family Lo complete where appropriate. e
refused, encouraging patient and family 10 complete where appmprlale [+ Review and evaluale the above daily, cleady do(umenung Issues actoned In nirsing evaluation notes.
« Review and evaluate the above daily, clearly documenting issues actioned In numng \ — <t
L evaluation notes. ) l o h
’ X - Is there documented evidence In the nussing
R - 5 evaluation notes that the shove steps have been
: 15 there documented evidence in the nursing - - completed aver a 72 hour peded? -
- evaluation notes that the above steps have been . - - -
campleted over a 72 hour perlod? '
’ 13 Lhie patlents Intake
B ‘normal' or Improved
. - f . y for them?
Is the patlent’s Intake ‘normal’ ~ E . ‘ .
[ or Improved far them? Complete the above steps ] A
- S g YES Isthe
N = — i patient dylng?
d - " - - . »  Discontinue food and fluld Discontiriue food and Continiie with food
¢« D food and drink * Encourage higher calorie menu cholees chant, d:cu:menu:g reason in drink recarding chart. and drink recording:
chart, doculme‘nung resson in nursing indicated with © nunsing notes. * Stop screening, chart,
notes. ¢ Continue with food and drink recording » Contnue with ‘food first’ s OHerfood 5,,3 il as = Screen at'least every
* Continuz with *food first” approach - | chart for 4 days, end if no -mprovemenl approach as above. apprapriate. 7 days.
s above. in intake, réscreen. ‘e Rescreen atJeast every 7 days. Considerrefereal to *

dietetles via Trakeare,

DISCHARGE

0SZ00DD = 0°EA ¥8BS8T e IW -

.

If the patient is due for discharge and concerns remain regarding their oral intake, provide NHSGGC “*Eating to Feel Better" booklet discussing the reason
why the information is being giver e.g. reduced appetite and / or weight loss before or during hospital admission.
www.nhsggc.org.uk/patients-and- vmtors/mformatlon-fonpatlents/food in-hospital/discharge-from-hospital/,
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Adult Peripheral Vascular Cannula

Insertion and Maintenance
Care Plan

White l

;@M;ﬂﬂ@gmmmm .

;liMMET 5 e

DOS: chele ress: -qu-".

' 25/07198; . ‘
word -} LEDMORE DRivE pital:

BRUMCHARE)
‘Glasgow, Lanarkshira

Insertion criteria: Please compiete un. .85 7AEtime of insertion.

Intravascular devices are associated with an increased risk of phiebitis, thrambaosis, locatinfection and bacteraemia and therefare
should only be inserted if essential for ongoing care. To help with this decision, please use the criteria listed below (DRIFT) to |-
justify the need for your patient to have a PVC, (Please see back of care plan- for further mformation on DRIFT) Please tick all

cinmcal criteria that apply: ’

. - Diagnostics D Rest_lscilgatjon/Chest-P_am a wv Drugs EI Fluids [1 Transfusion O _
[ PVCinserted: . Day0 |Date __/__J _. Hospitat: i
Area; ED ] Theatred ITUHOUDO WardO Unknown O
Insertion site: RHandD  RAmO  RFootO
-LHand O - LArm O L Foot I ’ Other:

‘Colour of caﬁnﬂla:

Blue D Pink O ~GreenO Whlte O GreyO -Orange m}

Explanation and PVC
leaflet provided to
| patient/ carer

Yes [J No o
I f No, state reason:

Y »
‘PVC Maintenance | Does the Patient require this | VIP score. (See Is the PVC If PVC used for Initial
Check PVC for any of the DRIFT Chart on back of | -dressing IV antibiotics -

criteria? care plan) ‘intact? , | can these be
i '> 2 remove switched to oral?
' Diagnosties PVe € (See IVOST
Resusditation/ Chest Pain_ C and record Flowchart on back
1V Drugs reason-. of.care plan)
- Fluids
} -| Translusion
Day1Check1 |YesO Nold )
- . YesO No D
Day If No, remove PVCandrecord -~ [VIP: - I YesO NoO: NIAD
' ; date and reason®. -
Day1Check2 [YesT 'NoO ) . _ -
. . ' YésF NoO
_Night 1f:No, remove PVC and record Vil | YesO Noll .
. ,'_ date and reason*. . ' N/ADS s
-Day2Check ¥ |Yes.O No o :
. y , YesO NoO
Day If‘No, remove PVC and record VIP: "YesO NoD NAD
| " | date and reason®. B
Day2Check2 [YesO NoD ,
o 7 . . : . YesO NoO
~ Night IFNo, remove F¥Candrecord  (VIP: | YesO NoO N/A D
; . date and reason®.
. Day3Check1 |YesO NoO - ’
, . L ’ - YesO NoO T,
Day If No, remiove PVC and record™  |VIP: | YesO NoO .
D |:date and reason*. : ‘ N/AD ,
Day3 Check2 |[YesO NoO , )
. . YesO NoO
Night If No, remove PVC and record viP: Yes'd NoDO NIA a
. . _ . .
' ; date-and reason®.

- A PVC device should only be kept in if the patient needs dne for any of the reasons listed in DRIFT. PIease also check the,
IVOST guideline re switching from IV to oral aritibiotics. If there is a clinical reason for requiring the PVC for tonger than |
'3 days, please document your reason here, .

Date: __/__-/___

Reason for keeping PVC in after 72 hrs/ 3 days:

*Date PVC Removed /o /_
. *Reason For:Removal:




.

Modified Visual Infusion Phlebitis (VIP) Score g
, Modified V.LP (Visual Infusion Phiebitis) Score '
IV site appears healthy . .0 | No phleb‘bl*@.bserve qannula . " i

One of the following is ewdent slight pain or redness near sn:e i Possible first signs : Observe cannula.

| Twe or more of the followmg are evident: pain, ' " | 2 | early stage of phiebitis : Remove & resite cannula
redness, swelling. T :
“ All of the following are evident: pain, redness, hardemng of - | 3 | Phlebitis/Thrombaphiebitis:
surrounding tissue 7 ‘ 1 Remove & resite cannula
| As abo\fe induding: palpable venous cord o ) 4 | Seek further advice
As above in¢luding: pyrexia - . 7 ‘5 .
\
DRIFT

' Intravascuiar devices are assoaated with an increased risk of phlebltls thrombasis, local infection. and $. aureus bacteraemiia. it
is essential that you justify the need for your patl_ent to have.d PVC daily using the DRIFT mnemonic.

Diagnostics: Does the patient need the cannula for a diagnostic procedure e. g CT scan
Resuscitation: Is the patient at risk of cardiac or respiratory arrest? ‘
Intravenous: Does the:patient require,IV medication? Could these be switched to oral?
Fluids: Does the patient require intravenous fluids 7 Could this be switched to oral fluids?
Transfusion: Does the patient require a transfusion of blood products?

NN NN

N

Adull IV = Oral Antibiotic Sw:tch Therapy (IVOST) Guideline -) Can IEwitch

> - Review need for IV antibiotics DAILY:
Review & document patient progress/the IVOST plan within. 72 hours of antiblotlc initfation
- l ™\

Are all of the following IVOST eriterla met?

v CLINICAL IMPROVEMENT in s|gns of infection e.g. temperature's 37.9°C, reduct:on in-the NEWS scare, |mprov1ng
SEPSIS o

v ORAL ROUTE is available reliably (eatlngldnnkmg and no concerns regarding absorptlon)

-/ UNCOMPLICATED INFECTION (specialist advice riot required prior to IVOST). Certain infections need prolonged v
e.g. CNS infection, Cystic Fibrosis, S. auréus bacteraémia (min. 14 days IV), Endacarditis, Vascu!ar graft or Bone/joint
infection, Undrainable deep abcess

< DO NOT use CRP in isolatlon to assess IVOST suitability. Most Infections require 7 days TOTAI.. (V+ oral) therapy.’
Record the intended duration on the medlclne kardex

This patient may be suitable for switch
to oral antibiotics. Please discuss with , ’ . :
medical staff and refer to the full IVOST
Guideline.

PECOS GGCO057 ' - M« 269426 v4.0



. Pressure U‘Icer Daily Risk Assessment (PUDRA)

B llllll\l\lll\ll\l\llll\lll
: ﬁ:ﬁg ki 29107:198« - Qg,ov\ ;
* F:;:l-,epﬁi"a?e :::E Ward: y
asqow, Lanarkshiré E .
. Glasgow, ™ GiS7A O\ E)

NHS

Greater Clasgow
and Clyde

Points to ‘tonsider:

s Use within 8 hrs of admission to care
area

s Re-assess. .daily and more frequently if a
person’s COﬂdlllOll changes

Pressure Damage’

+JO -

1

Does the person have redness andfor exlstlng pressure: damage" :
IF YES, prescribe a minimum of 2 HOURLY pressure relieving care to avoid further damage
occurring and complete the pressure ulcer mterventlonal plan overleaf :

| Date ) _I;a:a_t'ioﬁ’of redr!ess / ulcers | Grade of olcer _Date 'Lor.atio_rl ‘of_redness_/_ulge-ﬁ_'f Gradé?of_olce(
b s ] ) ‘
I 1. I 9
I ! !
2 Mobility Does the person require assistante to mobilise?
3 ~ Continence ' Does the person‘ have continence issues with:urine and/or faeces?
4 Nutrition Does the person ePpear' malnourished. and/or unable to eat or drink?
5 Skin Is skin compromised by any other source, e 0. neurologlcal deficit; surgery, medication;

" diabetes; co-morbidities? _

6 Judgement

In your clinical |udgement is this person at risk of: developmg pressure damage"

If Yes, please give details:

Record YES/NO answers in the grid below. If YES to any of the questmns 2.6, the person is at risk of developing

A

pressure damage. Prescribe a minimum of 4 HOURLY pressure relieving care interventlons and complete the pressure

ulcer interveritional plan

overleaf,

‘lf NO to all statements continue with patlent :nterventlons dependlng on lndlwdual need and reassess dauly

Date : Time

Pressure
Damage '}

Moblluty . Continence | Mutrition Skin

Compromised

Clinical &
]udge_ment

Care
Prescribed |-

Slgnature

1.1{’1-1':.’:. ‘@\5

s

W o N

J Loy &

5 1 4 |8

\M’

L_9-3 <L hrly QX—‘— —

¥

LR

N

v
N
N

N

N

N

14T

Yhdy |

_hrly J

_hiy

hiy

- __hry

_hrly

hrly

_hily ¥

hrly

—hrly

e R e e e B BN el B B

_hrdy [}

~—

J

-

hrly

Complete preventlon of pressure ulcer interventional plan overleaf for all patlents with. redness/pressure

‘damage and for'those at risk.

|

NHSGGC PUDRA December 2017




NHS

Prevention of Pressure Ulcer lntewgtional Plan

. i N
Aim: To incorporate effective pressure ulcer prevention strategies to reduce/eliminate Creatf" g]lﬂjsﬂw
poténtial for prassure ulcer development. and Clyde Attach Addressograph
Outcome: To prevent pressure ulcer development through establishment. of effecting work )
practices in line with SSKINS bundle. ’
o 3 e S e o = —
SKIN INSPECTION SURFACE KEEP MOVING INCREASED MOISTURE NUTRITION SELF MANAGEMENT / Sign / Comments
N AND CONTINENCE SHARED CARE
. MANAGEMENT e
Date of Check: Specifyr * Reposition __: * Skin care to be carried |+ Optimise nutrition |e Discuss and agree
plan: « Pressure areas » Mattress: hourly in bed and chair. out hourly. and hydration. plan with patient /
hourly. » Ovemight patient / « Specify products « Refer to MUST family/ carer
+ Skin under medical s Cushion: carer has agreed to required for increased - yesOO w~oO
devices repositioning hourly maoisture / continence o p
- - . management: * “Prevent Pressure
hourly. « Detail'additional |* Specify any manual manag Ulcers” leaflet given .
+ Specify medical prassure handling to patient / family /
devices used: redistributing equipment used: carer? Date discontinued
i . ate discontinued:
equipment: visO wnoO
Date Check: Specify: - ¢ Reposition ____ * Skin care to be carried | Optimise nutrition |e Discuss and agree
Reviewed: o Pressure areas o Mattress: hourly in bed and chair. out hourly. and hydration. updated plan with
hourly. «_Overnight patient / o Specify products  Refer to MUST $E;E—ED'~'” fznglﬁllcarer
o Skin under medical » Cushion: carer has agreed to  required for increased :
devices C repositioning hourly | = molsture / continence o “Prevent Pressure
hourly. = Detail additional | ® Specify any manual management: Ulcers” leaflet given
* Specify medical pressure handling to patient / family /
devices used: _redistributing equipment used: carer?
equipments ves[1 wnoQd Date discontinued:
Date Check: Specify: s Reposition e Skin care to be carried | Optimise nutrition |e Discuss and agree
Reviewed:  Pressure areas ) * Mattress: hourly in bed and chair. out hourly. and hydration, updated plan with
hourly. ¢ Overnight patient / * Specify products * Refer to MUST 92;'?:"; / farrca;lh/carer
« .Skin under medical o Cushion: carer has agreed 1o required for increased Y N
devices . repositioning hourly [ moisture / continence B « “pravent Pressure
hourly. o Detail additional | * Seecify any manual management: Ulcers” leafiet given
= Specify medical pressure handling to patient / family / .
devices used: redistributing equipment uzadh: carer? Date discontinued:
! equipment: vesd w~oO

NHSGGC PUDRA December 2017
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2507826026 mﬂm'ﬂmmﬂ“
: KIMMET'
1 Michete 200711862 T1C (Inpatlent) Movmg and Handling Assessment Form
- g:l ﬁ;mhone DRIVE
- DRUMCHAPEL
Glasgow, Lanarkshire Named ;3:::;: ;:tta"v | -L
3 i GIS7AE Nurse: ‘ {8k haro and ga o e bex) v
; 1. General Information . L e '
i . Body Build . Problemns with comprehension, bahavisur, co-cperation (specify): i :
Weight Height
Kg o - . . .-
. . ol B ™" Handing constrainis, .9, disabilly, weakngss, pain, skin lesions, fusions (speciyls. - . - + « -
Risk of Falls: Yes | |  Ne]

| 2. Sit to Stand to Sit Transfers (Including to and from bed

wheelcha:r, commode and toilet)

Hoist | | Standaid | Walking Aid | Assistance Supervision | { Independent | 1!
Model' ] d Type | - Peoplert ] 2] |23 Additional Information / Equipment:
Sling type ' '
‘Sting Size 3
1 3. Toileting _ D , R o
Moist { | Standaid |- WalkingAid | | " Assistance Supervision | | Independent | |
see 'sil o stand tansters' |© People1 [ [ 2] >3 Addiiiona! Information; .
~ See No 2 Sit to Stand Transfers . :
for detais :
4. Move on / off bed pan . T
' Hoist { |  'Manosuvie Assistance _ Supervision | | NIAT |
. ‘SeeNQZS&hSIandTmnslem N;:] paﬁ_enl Vi?eopla:1 | | 2 ] - [33 Addiionad Information: ' -
fordetais Monkey pole 1 ‘
{independent. brdging| _
5. - Move up/ down bed ' o ‘
Haist [ | Wandling Aids ] Assistance __Supervision || Independent | |
Se0 No 2510 Stznd Translers | — S!h:ing sheets People:1 | ] 2] 123 Addiional Informaton:
for details nkey pota "
Rapa adder
6. Lateral Transfer to !/ from trolley / bed - :
Hoist | Handling Alds Assistance | |  Supervision | | Independent | |
See N0 2 1o Sand Traters Rig:;ﬁsfmer:;’rdl Peoplet [ (2] 23 Ad‘ﬁbunﬂ]n?mmmlEqumnt(eg sfiding sheets)
for details : :
. 7. Situp.overside of bed \
Bed Rest | Assistance Supervision | | Independent | |
Peaplezt | [ 2] ]o3 Additiona! Information 1 Equipment {eg rope ladder, swivel cushion):
. B.. Into Bath ar Shower . ) ] -
Equipment | . Handling Aid ' Assistance Supervision | | ~ Indspendent | [
Shower Shawer chair People:t [ T2 o3 " Additional Information / Equipment fep siing liRing haist after rick assess);
Variable Fired height bath ~Shawer trollay ' : , .
Bad bath Bathing hoist (ag Aei) |
9, Walking . ]
No Walking | Walking Aid | Assistance Supervision | | Independent | |
see'sittostandtransfers' | Peopii1 | [ 2] [»3 | | Additiona! Information J Equipmant {eg hoistwith weaiking sing, dist Walked)

10, Other instructions / Observations / Equipment'Used

™

w

'

. . . 13t Assessment S 2% Assessment 3o Assessment _
Recording Symbol: | | / [ revricen (X[ | [ R e
Date Assessed: 722 I-,; [7,‘1. 7
Assessor’s sigha‘ture; S A~
'Proposed Review date: A /-_; /’Z,L
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| . Continuation Sheet
1. General Information (Only complete this section if changed from over page) . ‘
~ Body Build Probiems with comprehensfon, behaviour, co-operation {specily): )
Weight . Height : p -
K | ' IR S
Bl CM [ Handling constraints, 2.9. disabdty, weakness, pain, sién lesions, infusions (specify):
Risk of Ealls; Yes{ | Nol

2. Sit to Stand to Sit Transfers (Including to and from bed

wheelchair, commode and toilet)

Hoist | | Standaid | Walking Ald. | . Assistance Supervision | | Independent | |
Mode) 2d Typs | Peoples | 2] I8 Additonat Information / Equipment:
- 8fing Size

3. Toileting

1

Hoist | | Standaid [ |  Walking Aid | Assistance ] Supewi'stoﬁ P Independent | |
C ) ea 'sit to stand transfers’ ; 1 2',| >3 | = | Additional Information:
Seo No 2 §it o Stand Transfers. | o | Peoplert] [2] I3l - ‘
ordetsis. |
4. Move on/ off bed pan . - . .
i Hoist | |  Manoeuvre’ ; . Assistancée | _ Supervision [ | NiAl |
Ses No 2 Sitio Stand Transfers Fod palient Poogies1 | 12] V53] | Addtonalnfomaton
‘ for details Mankey pole
__Persan bridges s
5. Move up/ down bed. : . : -
Hoist | | Handling Aids Assistance | | Supervision [ | Independent | |
Sea No 2 §itto Stand Trangters, Stiding sheets Peope:1 ] f2] 3T mmonal}nfomm.
- lordetais Mankey pole
. Ropa ladder
6. Lateral Transfer to / from trolley / bed . o .
' Hoist |' | Handling Aids Assistance | Supervision | | Independent | |
. , Rigid TransferBoard] | Peopte:1 ] - | 2 | |»3 | | Additional informatlon / Equipment {eg siiding sheels)
Sea No 2 Sit to Stand Trensfers - - - R -
for detalls Other (Peaspesit) |1 ) -
7. Sit up over side of bed : L . \
. - ' Bed Rest [ R Assistance | _Supervision [ [ independent |
Peoplzt | {2 P3 Additional Information | Equipment (eg rope ladder, swivet ashion):
- 8. Into Bath or Shower .
Equipment Handling Ald - Assistance __ Supervision | | Independsnt | | -
§ Shower Shower chair |. People:t | [ 2T P3| . | Additional Information / Equipment (e sing Sing foist afer fisk assess);
Variabia f Fixed height bath Shower trofley |
_ Bed bath Bathing hoist {eg Aes)
9. Walking , .
No Walking | Walking Ald | - 'Assigtance: _ Supervision | | Independent | ]
B "~ |seesttostandtransfers” | Peopei1 | [2] [>3 Addtional Information / Equipment (eg hoistwit watking sling, dist. Walked)
10. Other Instructions / Observations / Equipment Used '
B 4* Assessment 5 Assessment . - % Assessment )
ng . ) L Where o farward sfash exists, add Whera a stash exists .
Recordmg Symbol: ' I / [me ] X a hack gash fomake a oross [ ‘ [amda:hasmw i

Date Assessed:

Assessor’s signature:

—

Proposed Review date:

NHSGGC Person Specific MHA Marl6 V2 -
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NHSGGC Bedrail Risk Assessment

i ent-Toot: aide memoire for staff. It should be used in conjunction with the Bedrail Guidance

Thi . - Greater Glasgow
(see reverse) and Guidelines for Falls Prevention and Management (Adults). Patient Name: ahd Ciyde
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 2 12?
— ] [ me 290 Q0
] WARD ST
HOSPITAL 2
D 0
1 | Is the patient likely to fall, roli, slip or slide from the bed? .
2 ] Has the patient requested the use of bedrails? - ] ~ | | l

SECTION TWO - COGNITIVE AND PHVSICAI. STATUS
Is the patient at.risk of climbing out of bed?

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

Is the patient stressed, delirious or restless?

Is the patient small in stature?

Does the patient have an unusually large or small head that might present an entrapment issue?

Nl ]| w

In your oplmon, does using bedralls present a higher risk to the patient than falling out of bed?

NN

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

SECTION THREE - COMMUNICATION
Has the patient been consulted regarding the use of bedrails? -

9 | Does the patient understand the purpose of bedrails? Consider communication difficulties and physical/cognitive condition
10 | Has the use of bedrails been discussed with relatives/carers? . —
11 | Has the patient/relatives/carers been given a copy of thé bedrail information leaflet? ~
12 | Consent obtained for the use of bedrails via patient or AWl treatment plan?
. IF NO TO ANY OF THE QUESTIONS IN SECTION THREE, BEDRAILS MAY NOT BE APPROPRIATE ~ See Guidance overleaf
O O R D O A
13 Will bedrails be used far this patient at the presént time?
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 Lo
15 Bedrail risk assessment completed by; .
16 Bedrails chécked by: N
17 Date

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




Alternatlves to bed rails:-

Safe ase and application of bedralls:-

A.
* Move the patient to a2 more observable area e If bedrail is fitted and there is a gap between the lower rail and the mattress
¢ Increase patlent observation- then a bedrail should not be used'
s Ensure thé bed is returned to the lowest height appropriate to . = _ If.the gap between the bars on the bedrall is greater than 12¢m then a
the patient needs, after care delivery bedrail should not be used
= Ensure patient needs aré anticipated e.g. drinks are accessible, » If the bedrail moves away from the side of the mattress then a bedrait
regutar toileting, call bell to hand should not be used
¢ Nursing patient.on mattress on the floor should be the . * If the gap between the bedrail and the - headboard is betweéen 6cm and
last resort, and safety checks should be made for hot pipes, 25cm then a bedrail should Rot 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 asséssment must be carried then a bedrail should not be used
"~ out for staff caring for patients nursed on mattress on the floor. = If the bédrail has not been fitted correctly then the bedrad should not be used
‘s Contact Hospital Falls team for advice where appropriate : e If the bedrail is not secure then the bedrail should not be used  »
' s ¢ If the bedrail is not compatible with the frame it will be fitted to then a
’ bedrail should not be used
. * If the bedrail is not in good working order then the bedvrail should not be used
B. If bedralls are to be used, p! consider the followlng:- Record keeping:-
Is patient;- ' : All of the following should be recorded:-.. .

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

Atrisk of being psychologically affected by the use of .
« the bed rail . )

s Date and time of assessment
¢ Bedrail information leaftet given to'patient and-or next of kin
e Rationale for decision in care plan of in AW! treatment plan

_* Where bedrails are considered appropriate and patient has

"declined their use -
«  Any other actions implemented

* Care planning should bé reviewed and updated as per record ’
keeping standards

. Bedrall risk assessments should be made as follows:-

¢ On admission - .
If patient’s condition chiinges or fall / suspected fall from bed
* Daily/weekly depending an the patierit’s status

mie 294647a Version 1_0 ».GGC0231
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NHSGGC NEWS - National Early Warning Score

. NHS
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2007g3g0 ﬂ {&WMEM Date Ward Time :
i TR . x
;,,, Er o~ Admitted ) 5{(:
1] 1 o
gp¢53ﬂ3§é orive 1062 Transterred -~ B -
8590w, Lanarkshing ' , - Transterred
a .
16748 Transferred
Transferred
. . . 3
2| B
ME
- L. = .. o . i 3
Sp02 scale 1 Spo2 Scale 2 Patient on home § = g =
Target >96% Target 88-92% oxygen YO NO )
A k]
Slgnature: Signature: If yes, add details of %
oxygen therapy 2
Peint Name: PrintName: Ey £
[ er/aNPinitists ONLY: Dr/ANP initlals GNLY: [4 2 § A
- s 2 w|~[n]-{E]n] ]|~ wl+[n]n]- g §
Date; Date: 8 » b E
T = v b4 L4
._ Rl AR (R AR
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] all actl and interv A 3132
B ] ] AN
) - £ HEE
NEWS 0 NEWS 1-4 NEWS 5-6 or 3 In one parameter| NEWS 7 or more 8 _ H § E 2
i £z E
Low Ctinfeal Risk - - Medlum Clintead Risk High Cllnlcal Risk g g ; 2|4
E 2
o - 3 HEHEIEE
Min 12 Hourly MIn 4 Hourly Observation Min Hourly @bservations Continuous Monlitering b3 T g " E £
Observatlons || - -~ - . A HEIELE g
: Urgent A by Senl v P EETELE:
Inform Reglstered Nurse Urgent Assessment by Medical Team rgent M‘:;?::I'.'r::m’ enlor , P #lz]|=|v|e
In Medical : 2 2
Ajree Frequéncy of ACE Response In Medlcal Notes ACE Response In Medical (3 E £
Observation Required Notes . 5‘2&5 &l
B H 3 =
. i 528
Think Sepsls IF Suspiclon of Infection Conslder 2222 : Z é £ E ad
= - gg Y|
- Sc
NEWS should not replace sound clinical judgement. Any concerns regarding the patlent’s conditlon g;i s {©
should be appropriately escalated and documented In the nursing notes I E D
- &
ik H T
)
Discontinuation of NEWS: HEB . §§§ 5 =3
2k 1
Follawing MDT discussion, it has been agreed that this patient no longer has a requlrement for abservations wrwn |[swooas] 2oron Swowm EE 3 : E— 4
, P HH Har
' i I IFIEE ] o
Medical: ‘"i_ w§x HEEEI BN b
) ol i 2 sl sleft
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Time b st passd e {102 'Y f\) @J 0‘)"&) © Q_‘Q'S, Py i
=l AR oWV ]
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Gawondan  ¥IN n,\ \' ‘J ‘\}f\),"b QM“]N
= =K %\.fﬁn J»W\@(\wm w
NEWS >4 THINK SEPSIS ) [Thinfac] LE R e T EIT X .
Aoply SEPSIS 6 within 1 hour =] |A Action: Werking diagnosis (consider SEPSIS). Consider frequency of ohservaticms Managernent plan.
;: ;hm:mmmmmmmﬂ,_ ’ Set review time. Document. '
|5 Takebiood cuthe ' C Communicate: inform nurse of plan. Inform sénior inedic if necessary. Document the discussion. '
' :_ m-mmm . E Escalate: Document the treatment escalation plan, Should include need for next level of care&cunsldemnun :
5 Monikor tp d chart, ) of resuscitation status.




. NHS GGC Hospitals, Emergency Department NH s

o e G
Anrnen _— : .
BRI~ e -
L) o R IR Queen Elizabeth Universi o
CHI: 2807826026 : ty Hospital
o - o
} TotalAtt:
Titte: MISS 8
) t 12Mh At o0
KIVIMET : .
’ . Michele
DOB: 29/07/1982 -
) Age: 43y Sex: Female
22 o ) '
22 ARCHERHILL TER Nextofkin:  KIMMET, Chanel
Glasgow RACE Relationship: Daught'a'r' net
Lanarkshire -
. G134TA |
07874359762 ‘GP: SR Brown
‘ 01_41 2116080 *
Attendance Date: ., .
R -t::;ca Date: 23002/2026  Arrival Time; 1732 N
egistration Time: 17:32 Da e ‘
eTenl : te of Incident: 20/02 ‘
Major Incident Desc: . 2026 '
| . _l
ursing Assess ent S
Alerts: Not Recorded Allergles: Not Recorded ,  Pain Scere:

Triage Category: 4 . Tetanus up to date/fully immunised:
Presenting Complaint: 0 '
Observation Date: 23/02/2026 17:40 ‘Nurse name: Nurse Lorna McGinlay2
RR 15 bpm M mmolil. |- [BCS
Oxygen |21 I PF [1/min yes

iror02 | Expected PF 1/min _ Metor
iSpo2 |99 ight | Verbal _
R 80 bpm | Height em. {Total
BP 131/81 Hg | [Visual Acuity .
CRT | e [Pupils-Right _Pupils-Left
MAP |98 jnmHg |  [Right fize (e {mm)
[ wPU | . Comected?| -~ [Reacion [eoctin.
Temp. |35.6 iC ' ' N
WS Total o '
fNursing Notes: woke up 3/7 ago.with L thumb numbness 1
1




: .
| o
Child Assessment Questionnalre

b

i T YA — ———e

YES

NO

L ] H
Previous attendance (consider any relevant trauma from previous presentations)

History variable between accounts l

E::xamination not compatible with histiory]presentatinn

D}:Iay in presentation ‘

Fracture/head injury or significant bruising in baby or nan-mobile toddler

DO NOT WRITE
HERE PLEASE

.

| _
Discuss with Senior Medical Staff / Nurse ori duty any factors identified

X-Ray and Other Reports to be filed on this side (if the patient is not being admitted)

ONCE ONLY PRESCRIPTIONS (including Tetanus Prophylaxis)

. ‘ _
Datz Given | DRUG (BLOCK CAPITALS) | Dose |, d""':igi';’:agin Mnﬂ:}‘k"’u‘;‘;on

Signature

. Given By

¢







CLINICAL NOTES
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. | l N - - '
Date | _ ~ CLINICAL NOTES .
I.
S ‘ :
4
; .
1.Admission 2, Discharge .  3.Refer to Gf 4. Transfer to other (see below) § -
5.0ied 6 RefertoOP Clinic (ssebelow)| ., 7.lImegularDischarge  8.D.OA. | Discharge time
|'Ward number (if admitted): | Transfer to hospital: : o ‘Consultant if admitted):
Fclinw up. |Amanged _ | Not qnahged ) ; :To be amanged
Cligic ' Hand | | Pop SR ; Others (specify):.
rred to ASE injury | Fracture Check Medical Surgn_ca!, - ENT .
Discharge Prescription Packs t
. O Method of i -
Date Given | DRUG (BLOCK CAPITALS) | Dose: | Administration | Frequency | Signature Given By
o ;
o ' M1« 243836 Venion1_0 »CGCO0SS




P I Eal )

NHS GGC Hospitals, Admission Document NH s
e vl
and Clyda
Affv 1nhal :
(T iTImmiE " 77 Queen Elizabeth University Hospital .
= [NINENINONO0ID- ~ QueenEtizabe 'y Hosp
: CHI: 2907826026 - +-
s:.;' EE ‘ Total Att: 7T
| "1 . —_ - c . -
: : 12MthAl: 1
% Tie: MiSS | =
o MMET - v Michele
LS -
D‘OB 29/0711982 Age: 40y‘ Sex Female ¥
_ - ~ - A
31 LEDMORE DRIVE Nextofkin:  KIMMET, PHILOMENIA {
+ ‘DRUMCHAPEL +—-— Relationship: —Parent - i
| Glasgow_ _ ____ L [ 07734907627 T
se  Lanarkshire o : )
| GI157AB y . GF: JA Connelly
w 07874352762 0141 211 6080
" Attendance Date: 06/03/2023 ‘Amrival Time:  15:29 ¢ o .
lrqy  Registration Time; 15:28 - . Date of Incident 06/03/2023
5= Major Incident Desc: | T - - - - -
Reason for Attendance: gp referral surgical ruq pain }
At *
™ e e . . ) - ]
| NO" Niirsing Assessment v L e o I
Pres Alerts: Not Recorded Allergies: Not Recorded . Pain Score: 10
Triage Category: 3 Tetanus up to datel/fully immunised:
™ Presenting Complaint - * ' "t s — :
Als .
—  Observation Date: 06/03/2023 15:58 Nurse name: Nurse Laouise Adshead - .
O~ [femp 356 C ' BM mmolL | GCS" >, = D)
HR 79 : bpm PF - ! 1/min Eyes ]
— |BP -|103/65 mmHg | [ExpectedPF| : . [/min Moter )
—— - MAP 77.67 mmHg | [Weight : . kg Verbal -
— -RR 15 ‘bpm -} -Height- + cm- Total - -
L _.5p02  [100 " he Visual Acul N g - -
Oxygen | left e . 'Pupils-Right: [Pupils-Left
E Right ] fitza (o) o fmm)
' Comected? I fowctn Rsation
- - A —
Nursing Notes: ’ ._ ' :

1 . CGLO21Y MIS ZBS791







Patient 1D label

Date | Emergency Department Notes - =
| Ambutance Proforma reviwed  Yes / No Seen by (Doctor) . lﬂmem
2
4

.-.-:..:,_.:_-‘:AL-._.-‘_-—'L—_.._ -_J"_,‘.‘...._

ez




Date Ememency Department Notes

iy o . T [

Differentfa] Diagnosiy/Problem List

NEWS o7
RED FLAG ik
© SEPSIS
, .
B CURB 65
Denzf completed Immediate Monsgment £lan
Signature: Designation: Page No:




O s TT T VIR P

PLEASE DO NOT WRITE HERE




B

g Mﬂ\qc I 5 , ! KIMMET
’ a8 : . . ! Mich F
_S { ?_ 3 el 28/07M9g;
. ‘ ’ _ 1 LEDMORE DRIV
0, -?l DRUMCHAREL
. : | Glasgow, Lanarkshire - ,
. GisTaE—————————
Seen By: Print: Time Seen:m> rg. v,
PRF Reviewed Yes / No | "\

Presenting Complaint(s)

Presenﬁng complaint Moo .
‘ . \lsb\* 6 w ?aﬁ._ w\ bhd'- .

ot | Yy [
Loy | owe, = s AR fifling ~ beay
’""’\Ub tFﬂ oa,,,...\ OQS b @ kel

Mm

PaxA %ﬂmim wwufﬂn—g Jw**\ |

Past Medical History / Review of portal

WQM_ -

Systemic Enquiry




.| Patient ID labet

- - ~

MEDICINES RECONCILIATION — Acceptablle to staple fully completed Emed Rec

Saurce of medication hlsfory

~(>1 source preferred)

O Patient/Relative/carer- [ GP Phone call .0 ECS

- {1 Patient own drugs O Com, Pharmacist DO GP letter/summary
1 Repeat Prescription - - )

By

Other (please specify) ) , ;
) ' Admission Medidnes Plan for M_edldn_es-(Dr complete) | Comments
" Name e | — Withhotd. | Stop Reasqnfn.r alteration
Allergies List any over-the-counter or altemative medicines
Do medicines need further clarification? [J Yes [ No
List collected by Plan approved by :
Psigmﬂon : Date : Designation : _ Date:
Pharmacy review Comments
]
Compliance aid : O Yes O No Community pharmacist Phone
Reviewed by : - . Designation:  Date:




VJ lP

[ mmmnmnnnn* |

b Mlchele ) pr—
*| 31, LEDMORE DRIVE ,
DRUMCHAPEL
Giasgow, Lanarkshire

i GI1B TAE

Social History. \ Family "“5‘0’)' ' L

Smoking Hlstory _ )
Ex-smoker/Smoker _cpd _yTS . O Never smoked
'| Alcahal History _ .
Units/week FAST score if éxcess.
- Recreational Drugs Driving Status

t

| soclal Circumstances (home, supports, functional status, occupation, travel) . '

General Examination General Appearance; -

Temp: 1 RR: “l M ——

Pulse: CBG: : ' -

5p0;: Weight:

BP: ' Ui-inalysls:

Resplratory Gastrolntestinal System

Cardlovascu’lar o Locomotor Ly

‘36(’\ ".Se.“-J ardAN







Patlent ID label

] Neuroleogical system T

e

GCS: /15 . B /4 M /6 v: /5

AMT 4 = age, DOB, place, year
AMT score /4

Is the patient more confused/drowsy than normal: ¥ /N

" [if yes complete 4AT / TIME
Puplis/fundoscopy: Cerebellar and
extrapyramidal:
Cranial Nerves: . ) ‘ Neéck:
Reflexes: 1 RUL |wiL  [R {LLL
Tone
Power *
Co-ordination
Sensation
Plantars: R L
Skin/Other T
8

e sttt atEResE—— ittt e e g . . i . - s . . A







@W@MMMM

d m:en I L
N LEEDMORF. DRIVE mmaa. '
DRUMCHAPEL .
Glasgow, Lanarkshira -
GISTAE
Key Results A ;
OR " ECG
(Dlﬁereﬁﬁai):dlégnosls . ~ -
| | ut€s ) |
. - A . ® News [
MSK ?owvs.- . Lets o
~ C @,Q 46 Red Flag I:I i
{‘ . ﬂ& O Sepsis . I:]
e w\.“u‘) - i |
— “3 l bl [E cursss [ ]
- | Management Plan o
(| Thmmbopmphylaxis assessed O Medicine Reconciliation - . O 4AT/TIME
.0 Antimicrobial . : '
Signature: ' -~ PRINT NAME
| ' " PRINT GRADE Page:







| Patient ID label
L \\ )

“'Resusclttatlnn Decislon B o

Resuscitation status: FOR RESUSCITATION / DNA CPR

(please circle) o

IFONACPR = Complete appropriate form

Senlor Medical review
o Thror;iboprophylaxls-assessed O Medicine Recondiliation | El 4AT/TIME ) ‘
O Antimicrobial ) [ DNACPR O AWM if appropriate

10.




f
) .
'
.
i
. \
- X T
.
" . - )
'
h 4
.
i
.
L N - A



Sepsis Six

O Antibiotics within 1 hour
O Appropriate Cultures

O3 Fluids '

O Oxygen

O Lactate

0 Fluid balance, consider catheter

‘

Patient ID-IaBeI

Medical patient thromboprophylaxis decision aid — ENSURE BLACK BOX COMPLETED

Is the pétient bed-bound or expected to have reduced mability relative to normal for 22 days l \

O Yes

T

O No

v

{ Does tite patient have any of the following risk factors? Tick if apply

* No thromboprophytaxis

s Reassess {every 72 hours
minimum )and document

« Ensure patient informed of

Active cancer or cancer "Use of cestrogen ¢ontaining
. treatment contraceptive
Age> 60 Hormone replacement therapy
Dehydration Pregnancy or <6 weeks post partum
(seek specialist advice)

how to reduce risk of DVT
{see information leaflet)

N

Known thrombephilliz

Critical care admission

BMI >30 Varicose veins with phlebitis

1 Personal/1st degree relative Current significant medical conditicn
history of VTE e.g. infectlon, inflammation, cardio
Hip fracture resp disease

O Yes

O Neo

Does the patient have any of the following contraindications? Tick If épply

Active bleeding Untreated inherited bleeding disorder

Acquired bleeding disorder Thrombacytopaenia <75 x109/1

Thyroid, spinal, posterior eye or Other procedure with high bleeding

neurosurgery risk (discuss with senior)

Concurrent use of Uncentrolled hypertension s  Discuss with semior

anticoagulants e.g. warfarin (>230/120) = dinical staff regarding

with INR>2 thromboprophylaxis

Acute stroke Varicose veins * Ensure patient informed of
how to reduce risk of DVT

Recent (<4 hours) or expected (within 12 hours) lumbar puncture, epidural

or spinal anaesthetic

(see information leafiet)
» Consider mechanical

Other - Document

prophylaxis unless

O No

- OYes .

contraindicated

*  Reassess {every 72 hours
minimum)and document

Enoxaparin 40mg (reduce to 20myg if weighs < 50kg or eGFR <30)

® Reassess every 72 hours minlmum

* Ensure patient informed (see information leaflet)

+

| IFNJA why?

Patientinformed COYes DON/A

(only nfa if due to cognitive
impairment or similar)

Assessed by _
Date

n




Patlent ID label

o :

Results :
loate ) -

Time - -
Parameter Ref Range

Hb | nale: 130-180 Female: 110-165 )
Jwee |40-11.0 ' '

Pis. 150 <450

S L8 80-100

Neut - 20-7.5 .

PT , .|90-130 L

APTT 270-380 °  , ¢
|Fibrinogen ~ [1.7-40 - ' ]

INR B (O .

Yhromb T 1115 secs o ’
D-Dimer lo-250 L

Na+ 133146 : - ]
K+ 3.5-5.3 o

c 95 -108

HCO3- 2:29 \

Urea 25.28 - "

Creat 40-130 . B ]

| eGFR .

Glucose 3.5-6.0.

{ Protein ‘|60 - 80 ,
|Aabumin 35.50 )

AP 30-130

len <20

AT 1<s0

AST <0 .

GGT - Male: <70 Female: <40

ESR Male: 1 <10 Female: 1-12

CRP . <10 S

Troponin hs{ | Male: 0 - 34 Female 0.-16

{ex « | Male: 49 - 230 Femate: 25 - 200 -
Carr Ca++ 220-260, o

PO4 08-15 e

Mg+ 070-100

Alcehol  ° y )

Paracetamel <100@4hr -~ -~

Salicylate ' i -

AST ° <40

Amylase <100 ) -
LDH |170-380 . )
Folate ) )

|m2. 200- 900, . .
Ferritin.’ Male: 20 - 300 Female:'15 - 200 ‘-
{tsw 035-500 .

|FreeTa - |90-210 - '

Digoxin 10.5-20

12 o







Patient ID label
' Post Take Ward Round 1AU/ARU
Consultant: Date: Time:
" . “ \ ~
. Summary .
5 : :
Temp:
i ' i‘Pulse:
: "B
| 5p0,:
Fi02: .
"RR:
.
| Diagnosis: ’
-Plan:
“
Recommended Destination: ___ ' Signature:
‘| Suitable ta board if required. O Yes O No Designation: .
| Expected Date of Discharge: _ Bleep Number:







¢

- Patient ID label

Continualign Shewt

Date: Time

14







Patlent ID label
WM Sl';m
' Dote: Thme

15




Patient ID label
‘ —
Date= Time -

16
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Patient ID label .
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S
; - 29/071
" 31. LEDMORE DRIVE sz
i DRUMCHAPEL
Glasgow, Lanarkshire
b C GI57A8
Nursing Documentation )
Donef Time -~
Once only prescriptions. (inlcuding tetanus prophylaxis)
Dateci\;en Drug (Block Capitals) Dosa Metheod of Time of Signature GCiven by
[ ‘ / sdministratlon administration , N N
] . ; r _ T~ | P ;
hP[%. O mmorph S%adm Po | 1563 (%%
" -
(3123 | YorRColedwadl b [ M o>
. Ll%ab_l/ow Al @«ﬁ 4 W’
Discharge prescription packs
Date Given Drug (Block Copitals) - Dose Method of Frequency Signature ‘Given by
. : - . - -
DISCHARGE CODES: Please Circla Tire Ready to nepan
1.Admissen 2, Discharge 3. Refer to G.R, 4. Translér to ather hospital (sax balow)
: ] " Discharga Tima -
S. Dled 6. Refer to Q.P. Clinic (see below) 7. Iregubar Discharge  B. D.OA,
.Ward No. (f admitted) Transfer to Hospital Consuttant (W admitted)
Cutpatient clink speciatty Admission or specialty clinik consullant
T QP DVT OMEFalls | TA Medical Sungical First Selzure | Others Speciy
Referred to . )

18
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=

at uaned Xy

il
in

wiw|w|w|e[ui=]o|ajo|a]o|a]w

atm

131158

11128

161-110

1462

4150

-8

=

wiwlelo|o|ojo[m|«a|u|wiw

g 5 2 -

CPAP Mk

Row
m&m

A Aot

G Mawr

¥ Verkol

P Pracyas

wiwlw|w] o

3ALIN0

37,}-34.0

35.1-37.8

3%-1ia

wialo|of=m

al w2ned xyy

Puin / function o o ID

Timee Pt st pacsed i | 12030

Fluld batance chart
Indicated YIN

oS indiated YN X

o

Tire MEWS due 3o

bolncdan TR N

¢
ok w (ALY

+ NEWS> 4 THINR SEPSIS
¢ Apply SEPSIS & within T hour

Wihidiepto 0mifly |

Taks bicod afures

v Wartiintics

Moritor mring cutpus sl Theid hatzae dhust

X EE

targoi 4% (COPD EIH2%)

Action: Working dlagnosis (cnnsider SEPSIS) Consldef frequency of observations. Management plan.
Set review time. Document.

Con"lmqnicate: " inform nurse of plan. Inform senior medic If necessary. Decument the discussion,

Escalate: Document the treatment escalation plan, Should indude need for next level of care & constderation

of resuscitation statuy,




Affix Patient |D

piin. Seck Advice

pain, Urgent Review Regqulred

ity
unzble to or refuse

| Moderate Ermitat

B [ M0d Uomiations, miid activity eestrictions

Pain function Seore
A | No Emitstiors,

3
D

v

NHSGGC NE!NS - Natlonal Early Warning Score ) NHS [ T - & o v m e a
. -1 g-._......§
- ) H Puplt Size (mm) - -
T e | T
m Admitted i
% oRVE Transterred -
\;‘1 % . [Fransterres
e w“'\d\‘" £
M‘ Teansferred
' : Trandferred
Sp0Z Scale 1 | ' Sp02 Scale 2 ) Patient on home. -
I Target >96% |- Target 88-52% oxygenY[]. NOJ
* | signature: . . Signature: Ifyes, add detalls of
Print Name: .| |Pent Nune: i oxygen therapy ~
Dr/ANP Inltsls ONLY: DrIANP Inltinly ONLV o . '
- & | ofn[<[afu[-]¥ . .
Date: Date: x z
_ , - R ) OO
Document all cetlons and Interventions o u * I L U
- . EI , i
NEWSO- NEWS 1-4 NEWS 5-6 or 3 In ane parameter NEWS 7 or more - \3
Low Clinsce! Risk Medlum Cllnleal Rsk High Clinlca) Risk ;I R X i
Min 12 Hourly Mine iy Min ty [< - -
mn.lh-s « im . - ~) R
. - T or -
N Irse Urgent Assessment by Sentor |
: et B Urgent A by Meclcal Tesra Medical Team - '
¥ ACE Response In Medical ,
- . om ﬁnl:uenqol ACE Responsa ln Medicat Notes Notes *
S - Think Sepsis i Suspicion of infection Consider 2222
NEWS should not replace sound clinlcal i ¥ Any g the patient’s ‘
should be appmprlltely escalated and documented In lhn nunlng notes
“| piscontinuation of NEWS . HHORE . 0 sle|+]e]+[e .
*[ Fatowing MDY dscunion, 1t s beeh agreed that his patient oo langer has & eqirivhent far chsgrvatians wrum |susacs| xorow | fhosoul <kEe amuw
Signed. - . . . v
T S ‘ Y . H i
*| Medzest: = ' : i : . 5y E g 4 .
- . ~ LRI el R
....................... - B I§§.§ $ E 1] Sif

2[3 4|s|s|7|n|‘9,]‘1o

M) = 316654 v5.1 « CLO0264

1

Ask tha patienit to rate hisfher pain by using rumesicel scale 0
. | to 10, Use the chart below to mssist the patient.  If the patient s

unablé to commumicate, use sitemative pain scoring toots.

Paln Seore




NHS

NHS GGC Hospitals, Emergency Department

ﬁg
Greater Glasgow
and Clyde
lmumﬂmmmmmwmmmw Queen Elizabeth University Hospital
CHI: 2907826026
Total Att: 5
THe: WSS 12 Mth Alt; '0
KIMMET Michele
DOB. 29/0711982 Age: 37y Sex:Female
1/2 36 Wellmeadow Street Nextofkin.  KIMMET, PHILOMENIA
_ _ ) Relationship: Parent
Paisley 07794907627
Renfrewshire
PA12EG GP: JA Connelly

0141 211 6080

Attendance Date: 09/07/2020
Registration Time: 16:42
Major Incident Desc: '

Amival Time: 16:42
Date of incident; 09/07/2020

[Reason for Attendance: spike went through hand ' ' ) |

Nursing Assessment
Alerts: Not Recorded

Triage Category: 4

Allergies: Not Recorded Pain Score:
Tetanus up to dateffully immunised:

Presenting Complaint:

7]

Observation Date: 09/07/2020 16:46

Nurse name: Physiotherapist Flona anht4 . _

Temp c B mmol/L

HR bpm PF 1/min

BP mmHg Expected PF 1/min Motor
MAP mmHg MWeight kg Verbal

RR bpm i Total

Sp02 Ya

Oxygen %

‘ Right
, Corrected? Reacton Freacion

INursing Notes: _




Child Assessment Questionnaire . )

YES

NG

‘Previous attendance (consider-any relevant trauma from previous presentations)

History variable between accounts

Examination not compatible with history/presentation

Delay'iﬁ presentation

Fracture/head.injuq} or significant bruising in bab;} or non-mobile toddier

X-Ray and Other Reports to be filed on this side (if the patient is not

\ Di;cuss with Senior Medical Staff / Nurse on duty any factors identified

DO NOT WRITE

HERE PLEASE

-

b

being admitted)

ONCE ONLY PRESCRIPTIONS (including Tetanus Prophylaxis)

Date Given

DRUG (BLOCK CAPITALS) Dose

Method of
Administration

Time of -
Administration

Signature

Given By




Date

CLINICAL NOTES

Seen by (Dr)

Time seen




Date CLINICAL NOTES

|

Discharge Codes (Please CIRCLE) ’ ' Discharge date

1. Admission 2. Discharge 3. Refer to GP 4, Transfer to other (see helow) _ '

5. Died _ 6 Refer to OP Clinic (see below) 7. Iregular Discharge 8.D.0A. | Discharge timg

Ward number (if admitted): Transfer to hospital: Consultant ’f admitted):
Followup |Arranged Not arranged ' To be arranged

Clinic A&E H .and Fracture Pop Medical | Surgical | . ENT Othérs (specify):
referred to injury Check . _

Discharge Prescription Packs !

: Method of -
Date Given | DRUG (BLOCK CAPITALS) | Dose | Administration | Frequency | Signature Given By

mi = 243836 Version 1_0 » GGCOO8S

1



NHS GGC Hospitals, Admission Document NH s
S
lmmmmmmmmmmmw " Queen Elizabeth University Hospital t]
CHI: 2907826026 ' S .
Total Att: 6-
Title:  MISS - 12Mth A 0 -
KIMMET Michele n
DOB 29/07/1982 -Ager 39y Sex: Female
31 LEDMORE DRIVE Nextof kin:  KIMMEY, PHILOMENIA '
DRUMCHAPEL Relationship: Parent ‘ —
Glasgow 07794907627
Lanarkshire
G15 7AB GP; JA Connelly
07874359762 0141 211 6080 ]
Attendance Date: 21/07/2022 Arrival Time: | 15:36
Registration Time: 15:36 Date of Incident: 21/07/2022 N
" Major Incident Desc: ‘ —
[Reason for Attendance: SURGICAL - LIF PAIN ]

Afflx Lahel

. Nursing Assessment .
Alerts: Not Recorded
Triage Category: 3

Presenting Complaint:

6bsewation Date: 21/07/2022 15:50

Allergies: Not Recorded Pain Score:

Nurse name: Nurse Claire MacLeod3

Tetanus up to date/fully immunised:

L

Temp 36.8 C " BM molll | [GESEENET i o p o
HR 70’ bpm PF 1/min Eyes [
BP 104/74 immHg Expected PF -M/min otor ]
MAP 84.00 mmHg Weight | . kg . verbal y
R 16, bpm Height _ cm {Total A
15p02 a7 P MiSualACulyiE” a: TR -
Oxygen o Left . RupiEIRignt Spupisiienidy| |
Right ' F{m) Isiza {mm) l
omected? [eacten ascion | |

INursing Notes:

1 CGT0219 MiS 288791




+

Patient ID label

Date

Emergency Departmant Notes

Ambulance Praforma reviewed Yes [ No

Seen by (Doctor)

Time seen




-

patient ID label

Date ‘ Emergency Department Notes

Seen by (Doctor)

Time seen

i Differential Diagnosis/Problem Ust

NEWS -7
RED FLAG {Tick)
SEPSIS
CURB 65

C Donef completed lmmediate Managment Plan S

Signature: Designation: Page No:




PLEASE DO NOT WRITE HERE




2907326026

KIMMET F
‘Michele 20/07/1982°
31 LEDMORE DRIVE
DRUMCHAPEL

‘Glasgow, Lanarkshire

o | seenByM/V\M Z\ﬁnt KWCMU}M Time Seen: /@00 Pg. No: 80278

| PRF Reviewed Yes / No
i Presenting Complaint(s) .

R T ,' Rl

: Presenn gcomplalnt N

- Lowyr Q/MO Y bhack /ocwz

s s preenng Fudolun awwt o e lowtr” akolo pait |
"mglmfhu\ﬁ ndo loach. Shatp shﬂx% |
il

| - @vw mw "Wligf fiom
: (‘/‘W C(/PPW /VMO{’&( Vowﬁy
Clvrs.

|V Wewingplischare U\/\P 2k
Wi 68 ins g}j
1Dty Wrb’acfw( &U(mmce J/‘;g ny
Bonids 0pUIng, 6\ood vtwom |

. fwmljwm

R 1 T
e

' ‘Past-nmaie_dical HiStOry / Rgview of portal

Hiok. groole. CINQ. -
vgjvﬂP .D.
. .Prpwuwb

' OM//MMO

SYStemic Enquiry \/ - _- —_— -
C\Lg - U/wa PCUM Q/LP VO(;UO’V[/) ‘ VWMC JO!M
- [Rup-"308 o Nkezze L o MM
1- diz GM'Q I/WQG‘/[M W M /),JDO\/Q




. ' :zso?ezﬂmsﬂmmmﬂ%mmmw
", KIMMET ‘ F
- , . Michete .. " 29/071982
s ! v . | 31 LEDMORE DRIVE
. ) - N DRUMCHAPEL
. . . r Glasgow, Lanarkshire’ o
. . ; : . . GIS7AB -
MEDICINES RECONCILIATION - Acgeptable to staple fully completed Emed Rec , J
Source of medication history” (Y PatfentRelative/carer O GPPhonecall [ ECS
(>1 sourcepreferred) ‘ O Patientowndrugs - [ Com. Pharmacist O GP letter/summary
) ; O Repeat Prescription '
Other (please specify). _ .
o ) Admission Medicines B " Plan for Medicines (Dr complete) ' Comr‘ne‘nis'“ o
| Name o Dese Freq * | Continue | Amend | .withhold | Stop Reason for alterau(.)r‘l
I
. Allergies A List any oveerhe-cqurn.;te; or alternative me&icines’ —‘____ i i |
p!VWC/ Hin ‘ Hvncfomsl. _ |
o / ‘Do medicines need further clarification? O Yes = O3 No - . |
List collected by : W{ 9\(/ /\__ . I':'Ian‘approved by: . ; _ _ T . N
Designation \[/\/P Date ; 71 [-1129] Designation : . Date : o .
Pharmacy review | Comments - '
v
h ~
Coi‘nbliance aid:" OYes ONo - -Cémmunity. pharmacist " Phone L
.fRevieWed‘by: ‘ : Designation : ' ' Date: -
_“ ks




- | Respiratory

|

KIMMET F
Michele , 29/07/1982
3t LEDMORE DRIVE
DRUMCHAPEL - ’

Giasgaw, Lanarkshire ] . :
PR G157AB

1 Social History \ Family History

.| Smoking History / e ' - : - o
1 , Ex-smokgr,’Sr 1520 epd-_o28 . yrs [T Neversmoked _.. . - |

| Alcohél History

Units/week FAST scare if excess - —

-Recreatyl Drugs Driving Status

Social Circumstances (h e, supports functlonai status o¢ upat:on travel) -

,Wbdﬁwwmwgmmﬁﬁ%ﬂy

General, Examination : Generai Appearance

Temp: 20 BL IR 5

Pulsep ’T O CBG: - \ A' W’[ i O/’MM
$pO,;: ‘%7 7. Weight: | L - %/[Hr ; ’/1 J‘Wf n 7))
'8P: qu.' '] q' ,, | Urinalysis: _ ;‘7 WWQ

{ Cardiovascular .

MJ ] «r’F*O . | MO\/\@
NG ms@t P B
No *SO(-U(aJl{JMfPWW ol




INEROARNNEY

29078265026

KIMMET F
Michele 29/071982

31 LEDMORE DRIVE

- DRUMCHAPEL

Glasgow, Lanarkshire

" G157AB

Neurological system

Ges: /15 E: /4 /5
“AMT 4 = age, DOB, place, year
AMT score /4
Is the patient more confused/drowsy than normal: Y / N
If yes complete 4AT / TIME
Pupils/fundoscopy: Cerebellar and
extrapyramidal:
Cranial Nerves: Meck: \
Reflexes: b '‘RUL oL | R |
Tone '
Power

Plantars: R L

Co-ordinaﬁon

Sensation

Skin/Other







Lﬂ,mol,ﬂguzgomﬂmmmmm m

| KeyResults
CXR - ECG

| (Differential) diagnosis

9 | | PR o © NEWS.

%M«Q Pwthagjj ’ | Red Flag

CURB 65

oooo|

Management Plan

5]50@_@

7b0©0(/) ‘&’7MJ’ v AC/}@W) N

O Thromboprophylaxis assessed O Medicine Reconciiiation T 4AT/TIME
.0 ‘Antimicrobial -

Signature: "~ PRINT NAME. ) /] Cﬂﬂw,w ., .
WAL (g eantoraoe /P page: §9783.
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KIMMET
Michels 29’07“932
, : 31 LEDMORE DRIVE
: DRUMCHAPEL
Glasgow, Lanarkshire e
|_ . G157AB

Resuscntatlon Decnsuon

Respscltatlon status: FOR RESUSCITATION / DNA CPR
(please circle) -

| EDNACPR ~ Complete appropria'te form

! Semor Medical review 7

RN rk%v*\’—u o | R
-———_"'-.’ .
e - ) " 7 :
@ T A e - lrth— =

o} § @ ’, belle - ‘Wa r."él'\) W"Ix_i,.l_ ot ;A.O.g sl

- (aa?) Cﬁ)u‘:‘;\-.f- lﬂwﬁ-‘\‘:\

..'h e - LL}LL_

AN/
: botr - apndihy
- Ctmead o .
el
8¢ b e bl iR 4 o~
. -‘// ’
A ‘//.r !
Nt
V VSR A W T SO 5 N U vy Y LM YR ey i
/
LS I W SR Wi ov. et aJL

AL e - mo/ .
-| @ Thromboprophylaxis asseSSed " O Medicine Reconciliation O 4AT/TIME ¢ E
a Antlmlcroblal S ‘0 DNACPR - - O AW if appropriate

10




Sepsis Six

11 O Antibiotics within 1 hour

[J Appropriate Cultures

O Fluids o

1 O Oxygen

{J Lactate ~
[0 Fluid balance, consider catheter.

' Medical patient thromboprophylaxis decision aid ~ ENSURE BLACK BOX COMPLETED

L

2607826025
KIMMET.

F ¥
Michele 20/07/1982

-

Is the patient bed-bound 6_r‘expgctg__d to have reduced mobility relative to normal for 22 days

£

¥

OYes .

v

O No

|

X
\

. Does the patient have any of the following:risk factors? Tick if apply

Active Cancer or cancer Use of oestrogen ccntéining
{ treatment . contraceptive . - ¢
Age> 60 Hormone replacement therapy
Dehydration . Pregr_ianc} or <6 weeks post partum

(Seek specialist advice)

*  No thromboprophylaxis

»  Reassess (every 72 hours
_ minimum )and document

- how to reduce risk of DVT
(see information leaflet)

». Ensure patient informed of

‘Critical care admission = R

| Known thromboghillia
BMI>30 ”

Varicose veins with phlebitis

Personal/1st degree relative
history of VTE

Hip fracture

| current signi'ﬁca,n; medical condition

e.g. infection, inflammation, cardio

. resp disease

. O Yes.

‘

Does the i.:atien_t have any of the folléwing contraindications? Tick if apply

Untreated inherited bleeding disorder | -

.| Active bleeding

Acquired hleecili_ngd'isorder

Thrembocytopaenia <75 x109/1

Thyroid, spinél, posterior eye or
Téurosurgery

‘Other proc,edure,_wigﬁ high bleedingj
risk {discuss with senior)

ﬂEI No

Concurrent use of
anticoagulants e.g. warfarin
with INR>2 .

Uncontrolled hypertension

(>230/120)

Acute stroke

Varicose veins -

Recent (<4 hours) or expected (“filhﬁ'l 12 hours) Iumbaf— puncture, epidural

or spinal anaesthetic

Other - Document

O No

I_:I Yes

»  Discuss-with senior

_ thramboprophylaxis
* Erisure patient informed of
how to reduce risk of DVT

» Consider mechanical
prophylaxis unless
contraindicated

o Reassess (every 72 hours '
minimum)and document.

dlinical staff regarding - - '

(see information leafiet) -

H

Enoxaparin 40mg (reduce to 20mg if weighs < 50kg or eGFR <30)

* Reassess every 72 hours minimum
" & Ensure patient informed (see information leaflet)

| Patientinfarmed TIYes DIN/A

(only n/a if due to cognitive

+ | impairment or similar)

IF N/A why?
Assessed by,
Date

n s




w el e

[y

T —— —— -

Patient ID label

v

- Results
. Date v
Time
| Parameter Ref Range o
Hb Male: 130-180 Female: 110-165
WCC 4.0-11.0 '
Pits’ 150 - 450 ,
Mcv 80-100,
Neut 20-7.5¢
PT 9.0-13.0
APTT 27.0-38.0
Fbrinogen  [1.7-40,
_[iNR ( )
Thromb T 11-15 secs
D-Dimer - [0.250
Na+ 1133146
K+ 3.5-5.3
- 95-108 -
HCO3- |22-2¢9
Urea 25-78
Creat 40- 130
eGFR
Glucose 3.5-6.0
Protein 60 - 80 k
Albumin . 35-50
AP 30-130
Bil <20 :
ALT. <50
AST | <40
-] GGT Male:- <70 Femnale: <40.
D Male: 1-10 Female: 1¢ 72 .
CRP <10 L
Troponin hs | Male: 0 - 34 Femalg;ﬁ -16 .
"lek Male: 40.- 230 Fémale: 25 - 200 :
‘Corr Ca++ 2.20-2.60
PO4- 0.8-1.5
Mg++ 0.70-1.00
Alcohol :
Paracetamol <100@4 hr -
Salicylate ' -
|asT | <40
|Amylase <100 ) ;
" |LoH 170- 380
. | Folate ‘
B12 '200-900 _ - )
Ferritin’ Male: 20 - 300 Female: 15 - 200-
“|TsH 0.35 - 5.00 - :
|Free T4 -19.0-21.0
| Digoxin l95-20

12




) Expected Date of Dnscharge

-..| Post Take Ward Rd_u_nd IAU/ARU .

Consultant: _, .{‘)ﬁd‘ W

Michale

. 31 LEOMORE DRIWVE
'DRUMCHAPEL
Glasgow, Lanarkshire

29/071 982

G157A8

- Date: 2213’1\'[/1/‘11"19 LO ’m :

' i Summary

f]m ,wrsjub Q\AW otk uﬂm U”Hﬁ'j m@k«l —

m&b‘@ﬁmm

w&@
i CAP S
wee -8

| Pulse:
.BP:_ \06/%"

praplone 1S
e

RR:

Temp::

3p0,:

FiO2:

| ‘@ Als o
B oY

B

. | Recommended Destination:

Suitable to board if requured 0 Yes

-0 No

| Signature: UW\ .
| Designation: .__{ )

| Bleep Number:

Bl

13,

a : lﬂlﬂl\ﬁﬂllﬂﬁlmlllﬁl\ﬂﬂll__ -

KIMME.T '
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Kimmet Michele ' CHLI: 2907826026

1

T

Ehiérgency ‘Aftendance Letter- R - N HS .
. . - : .
- Greater Glasgow )
) and: Clyde
Emergency Department - e - s

Queen Elizabeth Unlversxty Hospltal
1345 Govan Road

-Glasgow R T : Dept. Contact Details: _ e
Lanarkshire o : o Tel: 0141 452 2930/2931 A
G514TF . _ , Fax: 0141 201 2804

T ' Email:

" Date Completed: 24/02/2026 ~ °

Consuitant: Dr Fiona Hunter

SR Brown X .
Drumchapel Medical Practice - - o _ ,
Drumchapel-Heaith Centre T

80/90 Kinfauns Drive . -

Glasgow - - . ‘ .-
Glasgow . . ._ : . T el
G15 7TS : C - | . . LT

'Déar SR Brown

Re: Kimmet Michele - : - DOB: 29!071'1 982 CHI: 2907826026 - -
212 ' A
Glasgow G13 4TA . ’ . N

Attended on: 23/02/2026 at 17:32 hrs. . Departed on: 23!02!2026 at 17:46 hrs. i

Discharge Type: 01b- - Discharge with follow up hy Destination: Prlvate.resldence i
"~ primary care team - 3

Previous ED Attendance in-last 12- months: 0

Presenting complaint

thumb pain - no'injury

Nursing Assessment: : .
woke up 3/7 ago with L thumb numbness : T

~ . ] o i C A

Investigations in-ED: ~ " None ‘ b o ‘ © o

. T o ' ; Page 1 of 2






' Kimriiet Michele © CHE: 2907826026

Diagnosis: ‘ .
‘ _ Diagnosis - Side Site
| Carpal Tunnel Syndrome _ '
,Proi:edure:s: .None
Immunisations: ~ None
. Dispensed Medication: ‘Please see Clinician Notes

YA
Clinician Notes

clo 3 days of numbness in left thumb. and radial aspect index finger, worse at night. States shoulder/
trapezius also painful. Normal power C5-T1, Reflexes difficult to elicit. No headache. Normal obs. ?
radiculopathy ?carpal tunnel. Advised to register with GP. cons Mx in first mstance May need
onwards referral to ortho/ortho-spinal. *

* Followup : )
Highly sensitive: N T Consentfo:j‘shharing withheld: N~ . -

Yours sincerely, )
Michael Gillespie2
Consultant

Copies to: _
1. SR.Brown {GP)
School Address:

A Page 2 of 2




Kimmet Michele - CHI: 2907826026

Elﬁergency Attendance Letter

Emergency Department
Queen Elizabeth University Hospital
1345 Govan Road

Glasgow
Lanarkshire
G51 4TF

Date Completed: 06/03/2023

JA Connelly

Drumchapel Medical Practice
Drumchapel Health Centre
80/90 Kinfauns Drive
Glasgow

Glasgow
G157TS

Dear JA Connelly .

NHS
!

Greater Glasgow
and Clyde

Dept. Contact Details:

Tel: ' '

Fax: Patient attended

Email: Surgical GP Referrals unit

Consultant: Mr Jamie Park

Re: Kimmet Michele ' DOB: 29/07/1982 CHI. 2807826026
31 LEDMORE DRIVE
Glasgow G15 7AB

Attended on: 06/03/2023 at 15:29 hrs. Departed on: 06/03/2023 at 19:02 hrs.

Discharge Type: 01a - Discharge with no follow up  Destination:

Previous ED Attendance in [ast 12 months: 1

Presenting complaint
gp referral surgical ruq pain

Nursing Assessment:

[nvestigations in ED:; -

1. Urea and Electrolytes - 2. Full Blood Count
4. CRP 5. Amylase
7. HCG

Private residence

3.LFT '
6. Glucose

Page 10of2



~ Kimmet Michele : . CHI; 2907826026

Diégnbsis: . . T o

’ , Diagnosis _ ' Side Site
Sciatica
Procedures: None
Immunisations:  None . Co ‘ o
Dispensed Medication: " Please see Clinician Notes . . - K .

Clinician Notes:

‘This patient attended the surgical assessment unit wuth ?biliary colic. On exammatlon, her symptoms -
were more inkeeping with MSK/sciatic nerve pain. Right lower back pain that came on suddenly after
heavy lifting, pain radiating down right posterior thigh. Abdomen was soft with'normal bloods. Point
tenderness at right lower para spinal muscles. We advise regular analgesia and may require muscle
relaxants if MSK spasms do riot settle

_Followup-: ‘ ,
Highly sénsitive: N o Consent for sharing withheld: N

Yours sincerely, . ‘
Colette Pickard T,
Doctar ’

- Capies to:
1. JA Connelly (GP) ~
School Address: ;

b Page20of2




- Kimmet Michele- CHI: 2907826026

Emergency Attendance Letter ! | . NHS
Greater Glasgow
_ and Clyde
’ En’iergency Depértment ' -

Queen Elizabeth University Hospital
1345 Govan Road

Glasgow ) Dept. Contact Details:
Lanarkshire ’ Tel.

G51 4TF Fax:
' Email:

Date Completed: 09/07/2020
” Consuftant: Dr Susan Daisley
JA Connelly

Drumchapel Medical Practice
Drumchapel Health Centre
80/90 Kinfauns Drive
Glasgow

Glasgow
G1567TS

Dear JA Connelly

Re: Kimmet Michele ,, DOB: 29/07/1982 CHI: 2907826026
1/2 36 Wellmeadow Street
Paisley PA1 2EG .

Attended on: 09/07/2020 at 16:42 hrs. Departed on: 09/07/2020 at 18:10 hrs;
Discharge Type: 01a - Discharge with no follow up  Destination: Private residence -

Previous ED Attendance in last 12 months: 0

Presenting complaint
spike went through hand

. Nursing Assessment;

Investigations in ED:
1. XR Hand Rt

Page 1 of 2
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Kimmet Michele ) CHI: 2907826026

Diagnosis:

: _ Diagnosis“ ' 7 Side o Site
| Foreign Body Or Object Entering Through Skin In Unspecified . - ' . : .
' Place

Procedures:, None

Immunisations: © None °

Dispensed Medication: ' Néne

Clinician Notes:

Michele attended ED with a hand injury after falling onto a'metal fence with spike. Spike has
punctured through. her hand with entry and exit wound. Xray shows no fb or bony injury. Wound
scrubbed. Revaxis. booster given.

Followup : y .
Highly sensitive: N : Consent for sharing withheld: N

Yours sincerely,
Anne Miller
Nurse

. Copies to: '
1. JA Connelly (GP) .
School Address:

Page2of2






EMERGENCY DEPARTMENT
WESTERN INFIRMARY
DUMBARTON ROAD
GLASGOW

G11 6NT

Dr MAUREEN HEPBURN -
SHAFTESBURY MEDICAL PRACTICE

1265 - 1275. DUMBARTON ROAD GLASGOW

G14 9UU

Date: 19 Feb 2012

Dear Dr MAUREEN HEPBURN, '

Re: MICHELLE KIMMET, 0/1 31 LEDMORE DRIVE, GLASGOW, G15 7AB

Date of Birth: 29/07/1982 CHI nuritber: 2907826026

Your patient attended Western Infirmary on the 19 Feb 2012.

The presenting complaint was:

Triage information:

The following investigationé were carried out:
The A&E diagnosis was:

The following treatment was given: |

At the conclusion of treatm;ent the patient was:

Follow-up:

Additional information:

Yours sincerely,

NONE ASSIGNED IN EDIS
NONE ASSIGNED IN EDIS

ALLERGIC REACTION TO HAIR DYE

'NHS

Greater Glasgow
and Clyde

DYED HAIR FRIDAY HAS COME OUT IN RASH SPOTS JON BACK OF
NECK NO FACIAL SWELLING OR AIRWAY ISSUES WELL OTHERWISE

TEMP 37

None

. NONE ASSIGNED IN EDIS

None

DIRECT REFERRAL TO GEMS

Not recorded

None






Kithmet Michele : CHI: 2907826026

" Clinical letter - GP: DR PARKINS SCS CLINIC | NHS |
\ ' i ¢ hﬂa

Greater Glasgow
and Clyde

West Glasgow ACH.- Yorkhill
Dalnair Street

Dr. JA Connelly . . ‘ ’ . Ggss gaosvj
Drurnchapel Medical Practice Main Switchbosrd: " 01412112000
‘Drumch_a'pel Health Centre . Department:. - i Dermatalogy
B0/90 Kinfauns Drive - Contact Tel: 01417201 6908
Glasgow Enquiries to: _ Pamela Marrison
GIS7TS Letter Date: © 28/04/2022

) ‘ Reference: AM/PM

L - Dictated Date: : ‘ 30/03/2022

‘Dear Dr Connelly, Transcribed Date; 30/03/2022

_ Michele Kimmet; D.O.B_: 29/07/1982; CHI: 2907826026 ;
31 LEDMORE DRIVE, DRUMCHAPEL, Glasgow, Lanarkshire, G15 7AB

Thank you for referring Michele, Her great toe nail on the left seems to be affected by a fungal infection
and | see that at the time you sent the referral you also took a sample. This was -positive under
direct microscopy with a picture indicating a dermatophyte infection. | am not sure if you have already
discussed treatment with her. The clinical picture is entirely consistent with it. [ would be grateful if you
could consider prescribing her Terbinafine 250mgs once daily for at least three months but this can be
extended up to six months for a toe nail. She is due to go on her holidays at the end of May and it

“will be in Portugal, Rarely Terbinafine can cause photo sensitivity so she may take a break from the
treatment for a week before she returns to it when she comes back in the country. If Terbinafine is not
well tolerated or if its ineffective please try Iltraconazole for the same period.

Al

Yours sincerely

Dr Areti Makrygeorgou
Associate Specialist in Dermatology
Electronically Signed: Dr Areti Makfygeorgou, Consultant

ccC.

Printed on 28/04/2022 12:18 by Pamela'Morﬁsqu . ) ' rPage 10of1






Kimmet Michele . CHI: 2807826026 : ] ~ DoB: 20-Jul-1982

Immediate Discharge Letter . ' ' " NHS

Highly Sensitive: No - Greaﬁ%’ g'ﬂggow

Consent for Sharing Withheld: No - ’ and Cyde

JANE CONNELLYDrumchape! Medical Practice, Drumchapel Health Centre,80/90

Kinfauns Drive, Glasgow, G156 7TS ' . Main Switchboard:
. - Date of Completion: 24-Jul-2022

Dear JANE CONNELLY, '

Michele Kimmet 2907826026 .129-Jul-1982 . 31 LEDMORE DRIVE, DRUMCHAPEL,

. . Glasgow, Lanarkshire, G15 7AB

Admitted " {Type RN ] Discharged : N

22-Jul-2022 00:02 . IP . ’ 24-Jul-2022

Specialty ©o - - o ~/|Consultant == o |ward e _|Telephone e

Géneral Surgery Park QEUH Ward 9B GS/ENT/URO ]

Primary Diagnosis ,
There is no data to display.

[Secondary Diagnosis -
There is no data to display.

Significant Operations / Pﬁéé@dures:"
There is no data to display.

Last Discharge Review: Soiahia Mohammed (Sophia Mohammed - FY1 Aug 21) on 24 Jul 2022 14:37

Discharge Medication:

Page 1 of 3



Kimmet Michele CHI: 2007826026 - ' . DoB: 29-Jul-1982

Active Drug Name' ~[Route . |Dose ]
'{Cki'proﬂoxacin 500mg tablets oral - BE tabqu,thfe}-s times daily
Dihydrocodeine 30mg tablets |oral 1 tablet four times daily when |Yes

required , Fixed Period 1
Week(s) from 24 Jul 2022

Metronidazole 400mg tablets ~ |oral ' 1 tablet three times daily , Fixed|Yes Added
. - Period 5 Day(s) from 23 Jul '
2022 - . °
Paracetamol 500mg tablets oral . 2 tablets four times daily when [Yes ] . Added

required , Fixed Period 1 ' -
Week(s) from 24 Jul 2022 -

"Added" means this medicine was added to the Clinical Portal record after admission. It does not necessarily mean-this medicine was started by the hospital.

Dispensing Comments
There is no data to display.

Withheld Medication:
Date . ..-|Withheld Drug Name_-
There is no data to display.

Stopped Medication:
Date _ [Stopped.Drug Name:
There is no data to display.

_|Stopped R

{Note

AS( mission.ant
|No data available

resenting. Complaint

Clinical Comments: Dear Diary,

| Michele Kimmet was admitted to the QEUH with abdominal pain and back pain.

. i Investigations:

. ] . ) Page 2 of 3






Kimmet Michele CHI: 2907826026

CT - Acute uncomplicated diverticulitis

Diagnosis: Acute Diverticulitis -~

DoB: 29-Jul-1982

Yours sincerely,

Sophia MOHAMMED S

Prescription Review '
Checked by: Sop“hia MOHAMMED (FY1 Aug 21) ’ . Co
Discharged by: Sophia MOHAMMED (FY1 Aug 21) - :

Page 3 of 3
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Inpatient prescription & administration-record for
| Michele Kimmet (2907826026)
Admission: 21/07/2022 => 24/07 /2022

e

Panent Demographics: - s B
*. KIMMET, Michele (2907826026}- :
DOB: 29!07/‘1982«

31 Ledmore Dnve Drurnchapel.'
Glasgow' R

SR P TR n;Ad'mitte&i‘z-'.‘< - ‘, .
o wTe - Discharged: "

stltant history

21;q7/2022_ 15:36
[124/07/2022 1453

CIPROFLOXACIN 500 mg Tableéts ‘ y
¥ 23/07/22 22:00 500 mg TWICE DAILY 7am:10pm (Cral) for 5 day(s)
| 20007122 2200 23072022 2148 ¢ Annstte Humphrey
240713377 o700 < 24io7/2022" " 06is4 . Annistte-Humphrey

DICLOFENAC 50 mg Enterlc Coated Tablets
BJ 22/07/22 07:00 50 mg THREE times daily-at 7am, 12 ncon, and 5pm (Cral)

22/07122 07:00 22/07/2022 06:09 Annette Humphrey
T 2abnes’ aZgo L iEEomez2 T izde e " Nicola Crawford: = 757" i
2207122~ 1T:00 220072022 17:37 Nicola Crawford )
23007122 076 - 23fo7/e02d T oedL " Annette Humiphrey. ;¢ 70T

0 Dlscontlnued on; 23/07/2022 11:39 by: Soph|a Mohammkea Reason: D:scontrnued due to conﬂlct

DIHYDROCODEINE 30 mg Tablets
22/07/22 07.00 60 mg FOUR TIMES DAILY 7am:12pm:5pm:10pm (Qral)

221Q7/22, 07:00 22/07/2022 06:10 © Annette Humphrey

J2oM7i22 4200 T g2ioviea | 4%ise £+, Nicola Crawford 7T T T
L 2M0722 22/07/2022 Nicola Grawford ,
273 D . T iaogT202 " Annelte Humhhre}ww .

23/07/22 23/07/2022 Annetts Humphrey

¢ i23j07/3022 e
23/07/2022

/07720327 " 21:46.
24/07/2022 0653
| adjorratze T 1238

230723 [ 1
23/07/22
T 2678
24107122
" 24f07122"

Sandra Lyen
. Anrigtte Humphrey:,
Annette Humphrey
EveWright - *" "~

121 00
ENOXAPARIN 40 mg in 0.4mL Pre- Fllled Syrmge

B 22/07/22 17:00 .40mg ONCE daily at 5pm (Subcutaneous Bolus Injectlon)

22/07/22 17.00, 22/07/2022 17:37 Niccla Crawford
o 2¥opz2 CATied] . -28idFands: arze v T ‘Saridra | Lyon T
METRONIDAZOLE 400 mg Tablets
B 23/07/22 22:00 400 mg THREE TIMES DAILY Tam 12pm:10pm (Oral) for 5 day(s)

23/07/22 2200 23/07/2022 21468 Anngtte Humphirey ) .
. 24007722 " o707 24jo7i2022 oeisd T _Annette Humphrey S
24/07/22  12:00 24/07/2022  12:24 Eve Wright
OMEPRAZOLE 20 mg Capsules
% 22/07/22 07:00 20 mg ONCE DAILY MORNING 7arn (Oral)
P70 2aomz2 omod 2200712022 ¢ 0608 U Anriette Humphrey "~ .07 e
" 2af07/22 0700 | 23i07/2022  06:41 . Annette Humphrey - )
< 24Q7I32 | 0700 \24/0712022 . " 06:52 _Annette Humphrey ® :

PARACETAMOL 500 mg Tablets

Lucia Lenart

Beth McCloy

Beth-McCloy

Beth McCloy

Lucia Lenart

Beth McCloy

The ntained in this 1t is priviieged and confick This o Mustnot be copied br distributed without prior isation. Any unautharised di of the d
int ihis document is prohibited and may be The i within this is enly valid af the iime of its creatian - the HEFMA team cannot be held responsibie for changes
N ! subsaquent o this decument’s creation, « ]
Flaage ensure this document is destroyed after use. HEPMAMAP
Page 1 of 2 Raport davelopsd By HEPMA taams NHS Lanarkshire, NHS Dumfrias & y, NHS Ayrehing & Arran and NHS Greater Glasgow & Clyda v1.0






PARACETAMOL 500 mg Tablets (Contmued)

B9 22/07/22 07:00 * 1,000 mg FOUR times daily - 7am;12pm;Spm;10pm (Oral) - Beth McCloy
22/07/22  07:00 22/07/2022  08:10 __ Annette Humphrey L
o .o2%o7/22. 42000 - T2ore022 1259 . T U NieolaCrawlerd v . : -
2200722 1700 22/07/2022  17:37 ) Nicola Crawiord -
... D2o7izz” 200~ 22007R022 L2187 T . Anvef€Humpheey | . e
- 23/07/22  07:00 23/07/2022 0841 Annette Humphrey
23072 12000 0 3yo7ed2z o204 T .. Sandralyon o - .
23/07/22 17:00 T 7 ‘saioriz022 1729 Sandra Lyon
220722 2200 C T 23iGri022 2148 T T T Annette Humphrey
24/07/22 07:00 24/0772022 06:52 ’ " Annette Humgphrey
. 240722 200 2600772022 12:25 3 . Evewrght  ° T T - :
CYCLIZINE 50 mg Tablets as required

& 22/07/22 00:26 50 mg every 8 HOURS (Oral) FOR NAUSEA prescribed as part of : Beth McCloy
either/or protocol:Cyelizine - Oralfiviim . .

CYCLIZINE 50 mg in 1 mL Injection as required

® 22/07/22 00:26  50.mg every 8 HOURS (Intramuscular) FOR NAUSEA prescribed as ‘ Beth McCloy
part of eitherfor protocol:Cyctlizine - Qraliv/im :
BJ 22/07/22 00:26 50 mg every.8 HOURS (Intravenous Slow Bolus Injection) FOR . Beth McCloy

NAUSEA prescribed as part of either/or profocof:Cyclizine - Oraliviim
DICLOFENAC 50 mg Suppo‘sitories as required

® 23/07/22 11:39 - 50mg every 8 HOURS (Rectal) pain : l ) Sophia Mohammed
| sboomg < 280720z2z T 1631 " Sandralyon o T o .
'GENTAMICIN AS PER PAPER CHART Intravenous Infusion as required ‘

B 23/07/22° 18:49 1 Dose. (Intravenous Intermittent Infusion) SEE PAPER CHART ) Lucia Lenart
) Discontinued on: 23/07/2022 18:52 by: Lucia Lenart. Reascn: Diagnosis Changed '

MORPHINE ‘SULFATE 10 mg in SmL Oral Solution as required

22/07/22 00:26 5 mgevery HOUR' (Cral) FOR PAIN MAX 6 DOSES IN 24HRS Beth McCloy
500mg  22007/2022 0122 - . Annette Humphrey
“sodmg 220072022 odise 7T YT Annette Humphrey T ¢ i
500mg 22107!2022 £8:38 . Nicola Crawford
i .. -800mg” T22072022 “Bwor T T T 7T 7 NieolaCrawford ; :
' 5, o‘o mg 2200712022 20:35 Anneue Humphrey
i 5.00.mg. 230712022, 04:08 “ 7. Heather Lower ’ T
500mg  23/07/2022 08 _ Sandra Lyon
. Bogmg: 230772023 T deat” . . " Sandralyon, . -,

ol

Bdistion
Yo

The inf In this do t i privil must not be copied or distributed without prior authorisation, Any unauthorised di % of the Informiation cantained
in this docurment is prohibied and may be The | tained within this o is anly valid at the tirma of ifs araation - the HEPMA team cannot be held respongble for changas
subsequent fo this document's creation.
Flease arsure this document is destroyed affer use. HEPMA, MAp
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2907826026[CHI]{,,}; KIMMET, MICHELLE ;29-Jul-1982;Female Page 1 of 1

CT Urinary tract

Performed 23-Jul-2022 16:33 Received 23-Jul-2022 17:22

Reported 23-Jul-2022 17:20 .Order Number G405H38658995
Status Final Source System  MiSys
CT Urinary tract : Final

Michele Kimmet
Clinical History :

left Ioin to groin pain and microscopic haematuria, previous PID and open appéridicectomy.
~Normal eGFR and inflamm markers. CTKUB please ?left ureteric calculus

‘worsening pain

on 23-Jul-2022 at 12:07)

CT Urinary tract :
" Standard noncontrast prone scan.
There is no evidence of renal calculi demonstrated in the kidneys, ureters and bladder. No
evidence of hydronephrosis or perinephric fat stranding demonstrated. Distended bladder
appears normal. I[UCD is noted in the uterus. Normal adnexa, No free fluid is demonstrated.

There is'marked diverticulosis of the sigmoid and déscending colon. Allowing for the breathing
artefacts and the noise due to low dose, there is some fat stranding adjacent to the left kidney
surrounding a ciuster of diverticula of the descending colon. There is also bowel wall thickening
at this site. Appearances suggest acute diverticulitis. No other significant abnormality.

Summary: No ev1dence of renal stene disease. Early acute diverticulitis of the descendlng
colon. .

Reported by: Dr Edit Gyomber
Verified by: Dr Edit Gyomber.

https:/lwww.géc-portal.scot.nhs.ﬁk/results/SingleR_esult.action‘?pageTitle=Single+Rad... 19/06/2026
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'XR Chest

Performed 19-May-2021 11:52 Received 19-May-2021 16:41
Reported . 19-May-2021 16:39 Order Number G504H37198325

" Status - Final *  Source System ~  MiSys
XR Chest D - Final
Michele Kimmet - .

Clinical History :

smoker cough for € months .

XR Chest : .
Normal cardiomediastinal contours. The lungs are clear. ’ ' < -

Reported by: Dr.Sue Lassman .
Verified by: Dr Sue Lassman | N LT

https:—//www.ggc-pOrtal.scot.nhs'.uk/re'sults(SingleResult_.actibn?pageTiﬂe=Single+Rad..._ 19/06/2026 -
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1

XR Hand Rt

Performed 08-Jul-202Q 17:36 Received 10-Jul-2020 09:35

Reported ~ 10-Jul-2020 09:33 Order Number G405H363545995 -

Status Final - Source System  MiSys

XR Hand Rt ) ' Final

Michele Kimmet
Clinical History :

fell onto metal spike on fence, tender 5th mc ? beny injury-

XR Hand Rt :
Allowing for the positioning achieved, no obvious fractures are identified.
Mild soft tissue swelling is noted at the ulnar aspect of the little finger metacarpal.

Code A: Agreement: DC NOT USE for linked CRIS répqrts. This result will be autosigned in
TrakCare as there is no maijor discrepancy between the radiology report and the referrer's -
'sticky note’ interpretation.

Report by Kim Barrett Repérting Radiographer.

Reported by: Kimberley Barrett
Verified by: Kimberley Barrett .

https://www.ggc-portal.scot.nhs.uk/results/SingleResult.action?pageTitle=Single+Rad_... 19/06/2026






