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Surname/Forename

Cross, Angella Episode Number E6280830

UHPI Number

620045326K

Inpatient/Outpatient Clinical Notes

Note Details

Clinical Notes

A&E Notes
Episode/Ref: E6280830
Dr Mike Ingleston

1/18/26
14:29
Dr Mike Ingleston

CLINICAL NOTES:
Clinical note: PC - 3/7 of haemoptisis and bi-lateral lower 'rib' pain

HPC - has had viral symptoms for 2-3 weeks, main carer for daughter with Down's Syndrome who has
had the same, patient thinks both have had 'flu’

- last 3/7 has had intermittent flecks of fresh red blood in mucous

- mucous started as green, now clear/white

- feels feverish on exertion, and has had the odd chill spell

- reduced oral intake and nauseated

- pain gradually worsened across whole of lower anterior chest, worse the last 3/7, and sore to take
deep breath

- paracetamol, ibuprofen, aspirin not helping, main concern seems to be the pain

PMH - T2DM, HTN, anxiety, Gallstones, partial thyroidectomy, recurrent ear infections
Meds - as per ECS, NKDA

SH - lives with daughter, acting as daughter's main carer (daughter currently in respite, was due back
home today but have been given an extension due to mum being unwell)

NEWS - 1 HR 109

ECG sinus tachy

CXR - NAD

CEPHID -ve

Bloods - normal WCC, ALP 145 (chronically raised), CRP 28

O/E - looks well, but in obvious discomfort on mobilising, getting on and off trolley etc

- chest clear, good air entry and expansion, dry central cough heard (non-productive when seen)
- HS pure, CRT <2s, nil oedema

- ASNT, BS present

Impression - post-viral symptoms vs PE
Wells 2.5 moderate risk - have taken D-Dimer and placed PVC left ACF

Discussed with EPIC Dr Robinson

Plan

1) Await D-Dimer - if positive could be ambulatory for CTPA in hours tomorrow, to be discussed with
Radiology to see what capacity is like today. Otherwise treatment in ED today to come back for scan
tomorrow.

2) If D-Dimer negative can go home with worsening advice regards haemoptisis and some codeine for
rib pain, to follow-up with GP if (post) viral symptoms persist

D-Dimer normal, discharged home with TTO codeine (helped in ED) and given worsening advice and
advice on rest/TLC next few days




= Royal Infirmary of Edinburgh
N HS LOth ian 51 Little France Crescent
Old Dalkeith Road

Edinburgh
EH16 4SA
Dr VE Aspinall Date: 19/01/2026
Newbattle Medical Practice
Blackcot
Mayfield
Midlothian
EH22 4AA
Emergency Discharge Summary
Patient Angella Cross CHI 2205671464
44 Woodburn Bank Date of Birth / Age  22/05/1967 (58 years)
Dalkeith UHPI 620045326K
Midlothian A&E Attendance
E6280830
EH22 2EY Number
Attendance Date 18/01/2026 Contact
Attendance Time 10:05
Mode of Arrival Private Transport
Source of Referral Self Referral to A&E
Discharge Date 18/01/2026
Discharge To

Dear Dr VE Aspinall

Presentation: unwell adult - mod pain t3 flu like symptoms for 10 days, feeling worse, started coughing up
blood worsening abdo pain when coughing news 1 pmh htn cephied at triage h.reynolds

CLINICAL NOTES:
Clinical note: PC - 3/7 of haemoptisis and bi-lateral lower 'rib' pain

HPC - has had viral symptoms for 2-3 weeks, main carer for daughter with Down's Syndrome who has had the
same, patient thinks both have had 'flu'

- last 3/7 has had intermittent flecks of fresh red blood in mucous

- mucous started as green, now clear/white

- feels feverish on exertion, and has had the odd chill spell

- reduced oral intake and nauseated

- pain gradually worsened across whole of lower anterior chest, worse the last 3/7, and sore to take deep breath
- paracetamol, ibuprofen, aspirin not helping, main concern seems to be the pain

PMH - T2DM, HTN, anxiety, Gallstones, partial thyroidectomy, recurrent ear infections
Meds - as per ECS, NKDA

SH - lives with daughter, acting as daughter's main carer (daughter currently in respite, was due back home today
but have been given an extension due to mum being unwell)

NEWS -1 HR 109



ECG sinus tachy

CXR - NAD

CEPHID -ve

Bloods - normal WCC, ALP 145 (chronically raised), CRP 28

O/E - looks well, but in obvious discomfort on mobilising, getting on and off trolley etc

- chest clear, good air entry and expansion, dry central cough heard (non-productive when seen)
- HS pure, CRT <2s, nil oedema

- ASNT, BS present

Impression - post-viral symptoms vs PE
Wells 2.5 moderate risk - have taken D-Dimer and placed PVC left ACF

Discussed with EPIC Dr Robinson

Plan

1) Await D-Dimer - if positive could be ambulatory for CTPA in hours tomorrow, to be discussed with Radiology to
see what capacity is like today. Otherwise treatment in ED today to come back for scan tomorrow.

2) If D-Dimer negative can go home with worsening advice regards haemoptisis and some codeine for rib pain, to
follow-up with GP if (post) viral symptoms persist

D-Dimer normal, discharged home with TTO codeine (helped in ED) and given worsening advice and advice on
rest/TLC next few days

Yours Sincerely,

Dr Mike Ingleston, Doctor
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Clinical Notes
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' 620045326K /E6280830 F

NHS LOTHIAN NHS ek
Emergency Department L 1404

| Adult Majors ;: ;\zfo;gl\:’um Bank Midlothian

Prescription, Administration & Observation Record O 1 00O O
The sect'zon below must be completed before any medicine is prescribed/given

Previous Weight Date

Joverse NG NN | 1871 726

: | Actual / Estimate

Once Only Prescription

Date | Time Medicine Dose | Route Prescriber Tme | Issued by | Checked by
(Approved Name) Sign & Print Gven | (Initials) if applicable
2 (Initials)
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B W3o) caamsT @ (b0 | - eS| g
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Discharge Medication '

Date

Medicine

Dose | Frequency | Route | Quantity | Duration Prescriber Issued by | Checked
& (Approved Name) Sign & Print (Initials) by
Time (Initials)
o 5§ 4 1 ’
wll (ASEE o, |0 Lo |2x l-t{’) o — - I @
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National Early Warning Score 2 (NEWS2) Chart
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NEWS of 5 or more?
Think Sepsis!
V7 In a patient with a NEWS of 5
k\ /‘ or more and a known infection,
5 s.gns and symptoms of infection,
o at risk of infection, think
~

‘Could this be sepsis?' and
escalate care immediately.

Signs of Infection Addressogra ph
= Temperature <36° or >38°%

* Heart rate >90 beats pm S

* Respiratory rate >20 breaths pm

+  New confusion DOB:

« WCC<4o0r>12

+  Blood sugar >7.7 in non-diabetic CHI:

NEWS Total

Monitoring Frequency

Clinical Response

Total 0 Commence on 2 hourly observations Report to Area Co-ordinator if score increases to 5 or more
Total1-4 | Commence on 1 hourly observations | Report to Area Co-ordinator if score increases to 5 or more
3in one Commence on 30 minute observations Report to Area Co-ordinator who must escalate to Nurse
parameter * In Charge (NIC) and Senior Medic

Total 5-6 Commence on 30 minute abservations Report to Area Co-ordinator who must escalate to NIC and

- - Senior Medic

LG E NSRRI Commence on 15 minute observations Report to Area Co-ordinator wko must escalate to NIC and
' | Senior Medic

Specil Instructions

*cr increase in NEWWS score of 2

Conscious Le

vel Chart to be completed when clinically indicated
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No response r o
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— Extension . é 2
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IV Fluid Prescription

Time Fluid

Prescribed

Volume

Rate Prescribers Signature

Time
Started

Given by
(Initials)

Checked by
(Initials)

Time
Finished

Fluid Balance '

INPUT OUTPUT
IV Fluids or SC Fluids v Oral Input Input Urine Gastric
IV Medication Line(s)
Time Type of Fluid Volume | Type Volume | Running | Time | Veolume|Running | Volume | Running
| ‘e.g. 0.18% NaCl/4% Glucose e.g. Tea | e.g. 100ml | Total Tolal Total

I {20mmolKCI

Drug Name:

Time

| Rate (ml/hr)

Volume in
Syringe B
Pump No | Total amount
Infused
Drug Name:

Time

Rate (ml/hr)

Volume in
Syringe

o S

Total amount
Infused

Pump No

Ref: MPS NHS Lothian 2019

Version 2.0

Authaorised: Oct 2019 Review! Oct 2022

LOT1E25




Patient & GP Information

620045326K

2205671464

E5992993

Cross, Angella

5/22/67

Female

44 Woodburn Bank
Dalkeith EH22 2EY

VE Aspinall

Newbattle Medical Practice,Blackcot,Mayfield,Midlothian
EH22 4AA

Report Contents

The report bundle provides information on the following:

* |P/OP Clinical Notes



Surname/Forename

Cross, Angella Episode Number E5992993

UHPI Number

620045326K

Inpatient/Outpatient Clinical Notes

Note Details

Clinical Notes

A&E Notes
Episode/Ref: E5992993
Dr Alix Margaret
Wrighton

4/1/25
10:59
Dr Alix M Wrighton

CLINICAL NOTES:
Clinical note: ED Locum SHO Alix Wrighton

PC - 57 y/o female, self presenter, right ear ache

HPC

- Suspected flu a few weeks ago with dry cough and fevers

- Over the past week has had right sided earache, unsteadiness and reduced hearing in the right side.
Pain sharp in nature and radiates to the right jaw/parotid area. No discharge from ear

- No vertigo. No visual changes. No facial droop

- went to pharmacy and was told to take simple analgesia

- Attending ED this morning due to vomitting overnight and struggling to keep fluids down. Has
managed to keep liquids down this morning but ongoing nausea

- Ongoing dry cough and feeling feverish. No haemoptysis. No calf pain or swelling

- No abdo pain

- No urinary symptoms

PMHXx

HTN

T2DM

Anxiety

Gallstones

Partial thyroidectomy

Grommets as child with recurrent ear infection (verbal hx, no notes of TRAK)

SHx

Lives with 2 children. Cares for daughter with Down Syndrome
Non smoker

Non drinker

iADLs

DHXx
NKDA

OE

Looks uncomfortable

A: Patent own

B: Good AE throughout, no added sounds

C: HS [+11+0. WWP. Calves snt

D: GCS 15

E: Abdo snt

Right ear: Erythematous ear canal with bulging TM ?fluid level seen. Tenderness at the pre-auricular
area, minimal post auricular tenderness. No loss of mastoid-auricular swelling, no masteroid redness
or boggy swelling. -Minimally swollen of the right parotid gland area, soft, no stones felt, minimal
tenderness

-Normal power in face, PEARL, normal eye movements. Reduced sensation in the right side of face
(whole half of face)

Impression
1. AOM with effusion.

Plan
- Analgesia and antiemetics. Trial fluids after antiemetics to ensure keeping it down
- Bloods to check inflammatory

CRP 26
WCC 6.4

Managing to keep down fluids
HR now 93bpm, apyrexial, BP 135/96

Impression
1. AOM with effusion. No indication for urgent ENT review today




Cross Angella

620045326K

Plan
- 5 days amox 500mg TDS + PRN prochlorperazine + PRN codine + regular simple analgesia

- Worsenign statement given - If no improvement with the abx to seek medical review (if feverish,
vomitting, feeling very unwell and sore --> ED. If feeling no improvement but generally well --> See

GP, May need ENT referral if no improvement with abx)




= Royal Infirmary of Edinburgh
N HS LOth ian 51 Little France Crescent
Old Dalkeith Road
Edinburgh EH16 4SA

Dr VE Aspinall Date: 02/04/2025

Newbattle Medical Practice
Blackcot

Mayfield

Midlothian

EH22 4AA

Emergency Discharge Summary

Patient Angella Cross CHI 2205671464
44 Woodburn Bank Date of Birth / Age  22/05/1967 (57 years)
Dalkeith UHPI 620045326K
Midlothian A&E Attendance
E5992993
EH22 2EY Number
Attendance Date 01/04/2025 Contact
Attendance Time 08:53
Mode of Arrival Private Transport

Source of Referral NHS 24
Discharge Date 01/04/2025
Discharge To

Dear Dr VE Aspinall

Presentation: Ear problems T3 - Moderate pain <7/7 R ear pain, vomitting, dizziness feels off balance Has
been taking own analgesia and home remedies as advised by chemist no success Advised
to attend by NHS 24 7/10 Pain declined pain releif NEWA 1

CLINICAL NOTES:
Clinical note: ED Locum SHO Alix Wrighton

PC - 57 y/o female, self presenter, right ear ache

HPC

- Suspected flu a few weeks ago with dry cough and fevers

- Over the past week has had right sided earache, unsteadiness and reduced hearing in the right side. Pain sharp
in nature and radiates to the right jaw/parotid area. No discharge from ear

- No vertigo. No visual changes. No facial droop

- went to pharmacy and was told to take simple analgesia

- Attending ED this morning due to vomitting overnight and struggling to keep fluids down. Has managed to keep
liquids down this morning but ongoing nausea

- Ongoing dry cough and feeling feverish. No haemoptysis. No calf pain or swelling

- No abdo pain

- No urinary symptoms

PMHx
HTN
T2DM



Anxiety

Gallstones

Partial thyroidectomy

Grommets as child with recurrent ear infection (verbal hx, no notes of TRAK)

SHx

Lives with 2 children. Cares for daughter with Down Syndrome
Non smoker

Non drinker

iADLs

DHx
NKDA

OE

Looks uncomfortable

A: Patent own

B: Good AE throughout, no added sounds

C: HS I+II+0. WWP. Calves snt

D: GCS 15

E: Abdo snt

Right ear: Erythematous ear canal with bulging TM ?fluid level seen. Tenderness at the pre-auricular area, minimal
post auricular tenderness. No loss of mastoid-auricular swelling, no masteroid redness or boggy swelling. -
Minimally swollen of the right parotid gland area, soft, no stones felt, minimal tenderness

-Normal power in face, PEARL, normal eye movements. Reduced sensation in the right side of face (whole half of
face)

Impression
1. AOM with effusion.

Plan
- Analgesia and antiemetics. Trial fluids after antiemetics to ensure keeping it down
- Bloods to check inflammatory

Managing to keep down fluids

HR now 93bpm, apyrexial, BP 135/96

Impression
1. AOM with effusion. No indication for urgent ENT review today

Plan

- 5 days amox 500mg TDS + PRN prochlorperazine + PRN codine + regular simple analgesia

- Worsenign statement given - If no improvement with the abx to seek medical review (if feverish, vomitting, feeling
very unwell and sore --> ED. If feeling no improvement but generally well --> See GP, May need ENT referral if no
improvement with abx)



Yours Sincerely,

Dr Alix Margaret Wrighton, Doctor



NHS24 CONTACT REPORT

PCM ID: MMhlhda4qu
CHI: 2205A71464 Caller : Hs=11
Surname: CROSS Data/Time Call Receiwved: 0] .04.2025 C7:13:00
Forenams: ANGELLA Date/Time Call Completed: 01.04.7025 07:32:38
DOB: 22 03, L9ET
Gender; I
Address: 44 Woodburno Bank Current 44 Weoodburn Dack
DATKETTH Location: LATEETTI
EHZZ 2EY B2z 2EY
Phong Number: 07958055729 GP: MAMESSh ASPIKALL
Fhone Ext.: NEWBATTLE MED PRACTICH
WMEWSATTILE  MED PRAOCTICE
Special Directions; BLACHCOT
Temporary Resident: NI DALHEITH EH2DLAR
Call Classification:
CALL SUMMARY: 6200
FINAL ENDPOINT: C‘ U45326K JESG92005 ¢
fccident & Emsrgency (ASRP) ERD'SS Angeilia
REASON FOR CALL / RELEVANT INFORMATION: EMay-67  cpy, 220 567 1454
ERE TAIN 6 DEYS 771086 VE Aspinall
OUTCOME : 44 Wosdburn Bank pigiiie.
Patient adivised to go to ARE EH2z 2py dlial
fmwmwmw IR
<hzConfirmed Sympbomiis) i</ "["Im”wmﬂllﬂmll‘mﬂ.'lm
iFacial swelling
fFacial swelling only; oot dinvelying eye
fflas Fover
<h>Risk Factori(s):i</o>
o travel outside Eurcpe in last 21 days or to an affectsd countzy
<h>Call Detsili{s) i</ b>
fEndpoint Management Selected (CCT)
BAST MEDICAL HISTORY:
NOTES :
040482025 U7Wslb:a6 BARERT1 COLD SYMPTOMS, ATTENDED ZHARMALY WHAH AGH AN YESTERDAY .

EACE SWOLLEY AND PAINFULZL., ‘TAEING REGULAR ANALGESTA. LOS5 QF HEARING
LOOSING BATANCE O STANDIHNG.

01l4D4+202% 07:26+568 BLAIRL RETURE CARLLER SPAOKE Td TWO PHARMA{ITETS QTC MEDS NOT WORKING
FACE/JAW NOW SWOLLEN SHOOTING FAIN FROM R EAR DOWN T JAW FAIN [INZARFABRLE DISTRESSED OH
CALL

RIGHT ESIDE OF FEFACE TEKDER T4 TOUCH  PAIN 5 NO BELTEF PORM PARACETEMOL AND IBUPROEEN
[NTERMITTENT HEADACHE FEELS LIEE LOGSING BALANCE

MO WISURL CHANGES SYMPTOMES QNEOING FOR L/52 TRIED S3LFCARING NOW WORSEWNED-RLE RSAP/1HR

EmTicenta fall T07 JDO0IA1E 01.04,2028
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NHS24 CONTACT REPORT

Support Line Notes:
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“What Happens To The Patient?”
Clinical Notes

T )
Think:- Other Sources of Information: p
Family[] Carers(] SAS[] PRF{J EPR[] ECS[ KIS O GPO Patient Alerts (J

\- vy 5

Care Providers Name: _Signature:
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NHS LOTHIAN NHS 61.2&[)453?5}{ TEGHELA
S, CROSS Angeila
Emergency DEpﬂrtmE"t Lathian 22:May-67  CHI 720 ¢ [EIEF.
77108 VE Aspinall
: 44 Woodburm Bank Moot
Adult Majors EH22 2EY
Prescription, Administration & Observation Record 00 OO 0

The section below must be completed before any medicine is prescribed/given
Previous Weight Date

Adverse Néd),a‘_ kgs {K[{ {2-'3

Reactions Actual [ Estimate

Once Only Prescription

Date | Time Medicine Dosze | Roule Frescriber Time | Issued by | Checked by
{Approved Name) Slgn & Print GGiven (Initials) il applicable
= (Initials)
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Discharge Medication

Date Medicina Dose | Frequency | Route | Quantity | Duration Prescriber Issued by | Checked
& {Approved Nama) Sign & Print {Initials)

Time ifi
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- | 50473

NHS LOTHIAN NHS 61.2&[)453?5}{ TEGHELA
S, CROSS Angeila
Emergency DEpﬂrtmE"t Lathian 22:May-67  CHI 720 ¢ [EIEF.
77108 VE Aspinall
: 44 Woodburm Bank Moot
Adult Majors EH22 2EY
Prescription, Administration & Observation Record 00 OO 0

The section below must be completed before any medicine is prescribed/given
Previous Weight Date

Adverse Néd),a‘_ kgs {K[{ {2-'3

Reactions Actual [ Estimate

Once Only Prescription

Date | Time Medicine Dosze | Roule Frescriber Time | Issued by | Checked by
{Approved Name) Slgn & Print GGiven (Initials) il applicable
= (Initials)

':)l. Ul{‘:i:)’lu‘é fﬁ.&@_&mm_q_; 5 Pa @ I 42e tf,_n._ ‘
m{ﬂH{Li .1{:-,'5: DK AQhs i \g,____) Pol ?ﬁ:— lo2= | la | |

* 2 P
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]
bt

Discharge Medication

Date Medicina Dose | Frequency | Route | Quantity | Duration Prescriber Issued by | Checked
& {Approved Nama) Sign & Print {Initials)

Time ifi
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National Early Warning Score 2 (NEWS2) Chart
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NEWS of 5 or more? Signs of Infection 620045326K /£5092003 F
Think Sepsis! +  Temperature <38% or =38 CROSS Angella
: 22-May-67  CHI: 220 &
\ 1y napatient wiha NEWS of 5 Hearl_ fale 294 veals pim ngi,,: Aspi r‘lll “EReniy 1Ak
% #_ or more and a knewn Infection, *  Respratory rate =20 breaths pm = Enel .
T 5 signs and symatoms of infection, «  New confusion 44 We~dburn Sark Midinthian
ar at nsk of infaction, think EHZ22 2EY
= Coudtisbosepsis?ang || WOC=dora12 0 OO
- escalate care immediately. I = Blood sugar =7.7 in non-diabetic g
NEWS Total Monitoring Frequency Clinical Response

Total 0 Commence on 2 hourly observations Report to Area Co-ordinator if score increases to 5 or more
Total 1-4 Commence on 1 hourly observations Report to Area Co-ordinator if score increases to 5 or more
3in one Commence on 30 minute obsenvations Report to Area Co-ordinator who must escalate to Nurse
paramefer * i In Charge (NIC) and Senior Medic
Tﬂtal_‘ﬁ'_-g Commence on 30 minute observations Report to Area Co-ordinalor who must escalate to NIC and
- | Senior Medic
W CEs RN Commence on 15 minute observations Report to Area Co-ordinator who must escalate to NIC and

_ HjEnE= Senior Medic
Special Instructions l

|

. “ar inorease in NEVWS score of 2

Conscious Level Chart to be completed when clinically indicated
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Patient & GP Information

620045326K

2205671464

E5698949

Cross, Angella

5/22/67

Female

44 Woodburn Bank
Dalkeith EH22 2EY

VE Aspinall

Newbattle Medical Practice,Blackcot,Mayfield,Midlothian
EH22 4AA

Report Contents

The report bundle provides information on the following:

* |P/OP Clinical Notes



Surname/Forename

Cross, Angella Episode Number E5698949

UHPI Number

620045326K

Inpatient/Outpatient Clinical Notes

Note Details

Clinical Notes

A&E Notes
Episode/Ref: E5698949
Dr Jakub Foytl

5/20/24
22:58
Dr Jakub Foytl

CLINICAL NOTES:

Clinical note: ED Review (Pod E) - Foytl (ACCS1)

20/05/24 - 22:56

F56 presents with abdominal & back pain following lifting heavy object

*** abbreviated summery with full documentation to follow ***

PC: abdo + back pain

HPC:

- lifting heavy object (concrete) stood up and sudden pain in upper abdomen + back

- sharp, cramping, debilitating

- initially 6/10 now 8/10

- able to walk and mobilise

- denies any neurological symtpoms - no numbness, weakness, parasthesia or loss of sesnation
- denies bladder or bwel symptoms: able to feel bladder fill / building urge - able to hold off and
control - aware of passing and cessation of urine passage and intact sensation on wiping

- no head injury

- no fall

- no other trauma

- has had Co-codamol 30/500 x 3 today but nil else. minimmal relief. does not like taking tablets.

Concerned about hernia.

PMHXx:

-HTN

- T2DM

- anxiety
DHX:

- Metformin

- Ramipril

- Mirtazapine
- Omeprazole
NKDA

SHXx:

- carer (currently not working)
- alcohol minimal

- smoking no

- lives with partner

On examination - NEWS =4
tachycardic 104
223/168

Walking in independently. Clearly in pain. Slower movements.

On inspection, no obvious bruising, swelling or deformity.
No midline tenderness at any level of spine.

Abdomen soft, no masses or lumps, no obvious herniation. No brusing.
Pain aggrevated by palaption in upper and lower abdomne.

Bilaterally painful, swollen and tender erector spinae muscles.
Limited thoracic extension and flexion.
Limited thoracic rotation.

Sensation intact throughout thoracic dermatomes.
Sensation intact throughout upper limb dermatomes, bilaterally.
Normal tone and power throughout UL bilaterally.

ECG - sinus tachy, nil ischemic, long QTc and RsR in Il (all seen previously).
BLOODS - not indicated

Impression: most likely MSK pain due to strain injury - no red flags on Hx or exam so far - needs re-
examined ? hearnia




Cross, Angella — E5698949

620045326K

1. Analgesia (given)

2. Re-examine once able - currently too sore

a. need to clincally check for hernia

3. Pending D/W senior provisional plan would be D/C with analgesia, PT self-referral and worsening
advice.

Foytl (ACCS1)

Update - D/W Dr B Earle-Wright (EM ST5): in agreement with all above. suggested addition of CXR
(requested).

Patient settled with Oramorph, Paracetamol and Ibuprofen.

Await CXR and aim for DC.

Foytl (ACCS1)

CXR reviewed - no obvious Pneumothorax, fracture or injury. No consolidation.

Impression of MSK type back pain most likely. Given advice leaflet and advice on self-referral to PT.
Analgesia improved and given Oromorph as TTO.

Discharged from ED.

Foytl (ACCS1)




= Royal Infirmary of Edinburgh
N HS LOth ian 51 Little France Crescent
Old Dalkeith Road
Edinburgh EH16 4SA

Dr VE Aspinall Date: 21/05/2024

Newbattle Medical Practice
Blackcot

Mayfield

Midlothian

EH22 4AA

Emergency Discharge Summary

Patient Angella Cross CHI 2205671464
44 Woodburn Bank Date of Birth / Age  22/05/1967 (56 years)
Dalkeith UHPI 620045326K
Midlothian A&E Attendance
E5698949
EH22 2EY Number
Attendance Date 20/05/2024 Contact
Attendance Time 19:51
Mode of Arrival Private Transport

Source of Referral  Self Referral to A&E
Discharge Date 20/05/2024
Discharge To

Dear Dr VE Aspinall

Presentation: ABDOMINAL PAIN IN ADULTS, moderate pain, T3, lifting heavy concrete @ 1100 and felt
muscle pull sensation across top of abdomen. Now radiating into rear flank bilaterally and
lower back. PU and bowels normal. Nausea but no vomiting. Own analgesia take

CLINICAL NOTES:

Clinical note: ED Review (Pod E) - Foytl (ACCS1)

20/05/24 - 22:56

F56 presents with abdominal & back pain following lifting heavy object

Fkk Fekk

abbreviated summery with full documentation to follow
PC: abdo + back pain

HPC:

- lifting heavy object (concrete) stood up and sudden pain in upper abdomen + back

- sharp, cramping, debilitating

- initially 6/10 now 8/10

- able to walk and mobilise

- denies any neurological symtpoms - no numbness, weakness, parasthesia or loss of sesnation

- denies bladder or bwel symptoms: able to feel bladder fill / building urge - able to hold off and control - aware of
passing and cessation of urine passage and intact sensation on wiping

- no head injury

- no fall

- no other trauma

- has had Co-codamol 30/500 x 3 today but nil else. minimmal relief. does not like taking tablets.



Concerned about hernia.

PMHXx:

-HTN

- T2DM

- anxiety
DHX:

- Metformin

- Ramipril

- Mirtazapine
- Omeprazole
NKDA

SHx:

- carer (currently not working)
- alcohol minimal

- smoking no

- lives with partner

On examination - NEWS =4
tachycardic 104
223/168

Walking in independently. Clearly in pain. Slower movements.

On inspection, no obvious bruising, swelling or deformity.
No midline tenderness at any level of spine.

Abdomen soft, no masses or lumps, no obvious herniation. No brusing.
Pain aggrevated by palaption in upper and lower abdomne.

Bilaterally painful, swollen and tender erector spinae muscles.
Limited thoracic extension and flexion.
Limited thoracic rotation.

Sensation intact throughout thoracic dermatomes.
Sensation intact throughout upper limb dermatomes, bilaterally.
Normal tone and power throughout UL bilaterally.

ECG - sinus tachy, nil ischemic, long QTc and RsR in Il (all seen previously).
BLOODS - not indicated

Impression: most likely MSK pain due to strain injury - no red flags on Hx or exam so far - needs re-examined ?
hearnia

PLAN:

1. Analgesia (given)

2. Re-examine once able - currently too sore

a. need to clincally check for hernia

3. Pending D/W senior provisional plan would be D/C with analgesia, PT self-referral and worsening advice.



Foytl (ACCS1)

Update - D/W Dr B Earle-Wright (EM ST5): in agreement with all above. suggested addition of CXR (requested).
Patient settled with Oramorph, Paracetamol and Ibuprofen.

Await CXR and aim for DC.

Foytl (ACCS1)

CXR reviewed - no obvious Pneumothorax, fracture or injury. No consolidation.

Impression of MSK type back pain most likely. Given advice leaflet and advice on self-referral to PT.
Analgesia improved and given Oromorph as TTO.

Discharged from ED.

Foytl (ACCS1)

Yours Sincerely,

Dr Jakub Foytl, Doctor
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Patient & GP Information

620045326K

2205671464

E5171135

Cross, Angella

5/22/67

Female

44 Woodburn Bank
Dalkeith EH22 2EY

VE Aspinall

Newbattle Medical Practice,Blackcot,Mayfield,Midlothian
EH22 4AA

Report Contents

The report bundle provides information on the following:

* |P/OP Clinical Notes



Surname/Forename

Cross, Angella Episode Number E5171135

UHPI Number

620045326K

Inpatient/Outpatient Clinical Notes

Note Details Clinical Notes

A&E Notes CLINICAL NOTES:

Episode/Ref: E5171135 Clinical note: ACUTE MEDICINE IN ED

Dr Batya Lepar CLINICAL ASSESSMENT

10/18/22 PC: 55 F presenting with 3/52 worsening SOBOE, cough

15:56 >> At GP: BP 190/145, Temp 39.4 >> was concerned about malignant hypertension

Callum Fitzpatrick

HPC:

>> Recently treated for LRTI in community with course of amox, completed full course >> 2 days later
reports chest symptoms again

>> Shortness of breath: this is her main concern. Feels lethargic, worse when lying down and bending
forward. Reports far from baseline 3 months ago, now feels out of breath walking 10m on the flat to
the bathroom ('puffing'), needs 3 pillows to sleep, disturbing sleeping patterns. Palpitations when
walking. Associated with lightheadeness

>> Cough: associated with SOB, worse when lying down. Non-productive of mucus or blood

>> Has had COVID twice and feels breathing has deteriorated since then, most recently in summer
2022

>> Denies (pleuritic) chest pain, intermittent claudication

>> Measures blood pressure at home and usually sits around SBP 175

>> No CIBH, no urinary symptoms, no abdo pain, no headache, no recent weight loss

Background:
Hypertension

T2DM

Anxiety

Previous gallstones
Partial thyroidectomy

Medications:
Mirtazapine, ramipril, propranolol

Drug allergies: NKDA

Social:

> Lives at home with daughter (29) who has Down's Syndrome who she is a full time carer for
> Previous worked as a peer support worker

> Never smoked

> No alcohol

Temp: 36.6

NEWS 2

A - own, talking in full sentences

B - RR 20, Sats 97 OA, chest clear

C - WWP, CRT<2, MM, JVPNE, pulse regular, HS | + Il + 0, BP 176/122, HR 111
D - Alert

E - Abdo SNT, calves SNT, nil pitting oedema

Investigation results:

Bloods (18/10)

Nil anaemia - Hb 153

Inflammatory markers - CRP 11, WCC not raised

Renal function NAD

Deranged LFTs - ALT 104, Alk-Phos 141, GGT 81 (appears longstanding)
Glucose 7.6

CXR (unreported): No focal consolidation, well-demarcated costophrenic angles, raised right
hemidiaphragm, ?left heart border irregularity
ECG: Sinus tachycardia

Problem list:

1. Hypertension

2. Shortness of breath
3. Viral LRTI, ?PE




Surname/Forename Cross, Angella Episode Number E5171135
UHPI Number 620045326K
Note Details Clinical Notes

‘Treatment and management plan:
1. Chase blood cultures

2. Chase bloods: incl CRP, glucose
3. Await formal CXR report

4 E+S BPs

5. Add on D-dimer

6. Urine dip

Destination: Home / Hospital @ Home / OPAT / Ambulatory Care / AMU
Batya Lepar F1

Consultant: Dr | Thethy
Email inquiries to RIEacutemedicine@nhslothian.scot.nhs.uk

Update 15:51

Urinalysis: Ketones +; trace leuk/nitrates; trace protein; nil haematuria/glucosuria
D-dimer: 152

Consultant Review - Dr | Thethy **Draft™*

Significant Bg of Note:

1. Hypertension on ramipril but noncomplaint with medication
2. Type 2 Diabetes

3. Partial Thyroidectomy - for goitre

4. Previous Gallstones

PC/HPC:

1. Shortness of breath and dry cough post covid since summer last with wheeze intermittently.
2. Exercise tolerance is now 5 minutes on flat ground

3. Also has nocturnal symptoms of shortness of breath

4. Has been having palpitations post-covid almost daily sporadic fast and regular with
lightheadedness

5. Feels lightheaded on standing up sometimes

6. Having headaches and sometimes tingling in right arm and right legs but no focal neurological
deficit as such

Regarding her BP admits to intermittently taking her tablets. Denying any symptoms suggesting
urgent management with iv therapy.

OE:

Chest Clear L=R

CVS: JVP NE, HS I+11+0, no oedema
Abdo: SNT, Nil Masses, BS present
Neuro: CN intact. T/P/S/C intact all 4 limbs

Significant of note

1. BP 176/122 and 180/130 on repeat

2. D-dimer 152 >> PE excluded

3. CXR (unreported): No focal consolidation, well-demarcated costophrenic angles, raised right
hemidiaphragm, ?left heart border irregularity

4. ECG: Sinus tachycardia

5. Bloods (18/10)

Nil anaemia - Hb 153

Inflammatory markers - CRP 11, WCC not raised

Renal function NAD

Deranged LFTs - ALT 104, Alk-Phos 141, GGT 81 (appears longstanding)
Glucose 7.6

Issues:

1. Hypertension due to intermittent compliance with medications

2. SOB and dry cough - on ACE-| and post -covid

3. Palpitations post-covid, note previous thyroidectomy for goitre and subclinical hypothyroidism on
bloods in June

4. Headaches - in relation to high blood pressure and also r sided tingling upper and lower limb -
needs managed. if felt to be post covid can always be referred to Prof Carson's clinic on DC




p— oo Namber | £5777738

620045326K

Plan:

1. Admit as BP and diastolic high with headaches and dizziness - get CTB

2. Stop ramipril and start amlodipine - try solution from tomorrow as says chokes on tablets
3. CT chest and will need PFTs - requested

4. Contact AMB CARE mane and ask if they will get kardia app monitoring for her on DC

5. E+S BPs

6. Resp consult mane please

7. TFTs, K, MG and HBA1c added to bloods

| am admitting for control of BP and headaches and investigation of neurological symptoms - can be
discharged home for OP investigations after as above on discretion of AMU consultant

Dr Thethy
Consultant




= Royal Infirmary of Edinburgh
N HS LOth ian 51 Little France Crescent
Old Dalkeith Road
Edinburgh EH16 4SA

Dr VE Aspinall Date: 19/10/2022

Newbattle Medical Practice
Blackcot

Mayfield

Midlothian

EH22 4AA

Emergency Discharge Summary

Patient Angella Cross CHI 2205671464
44 Woodburn Bank Date of Birth / Age  22/05/1967 (55 years)
Dalkeith UHPI 620045326K
Midlothian A&E Attendance
E5171135
EH22 2EY Number
Attendance Date 18/10/2022 Contact
Attendance Time 12:24
Mode of Arrival Private Transport

Source of Referral Flow Centre
Discharge Date 18/10/2022
Discharge To

Dear Dr VE Aspinall

Presentation: Headache, PC-3 MONTH HX OF COUGH AND BREATHLESSNESS, TEMPATURE, HX-
HYPERTENTION, TYPE 2 DIABETIC, ANXIETY OBS-HR107 S96 T39.4 BP190/145 NEWS
3 ?MILLIGNANT HYPERTENTION ?LRTI S: cough and sob for 3/12. SOB worse when lying
down. Hypertension,

CLINICAL NOTES:
Clinical note: ACUTE MEDICINE IN ED
CLINICAL ASSESSMENT

PC: 55 F presenting with 3/52 worsening SOBOE, cough
>> At GP: BP 190/145, Temp 39.4 >> was concerned about malignant hypertension

HPC:

>> Recently treated for LRTI in community with course of amox, completed full course >> 2 days later reports chest
symptoms again

>> Shortness of breath: this is her main concern. Feels lethargic, worse when lying down and bending forward.
Reports far from baseline 3 months ago, now feels out of breath walking 10m on the flat to the bathroom ('puffing’),
needs 3 pillows to sleep, disturbing sleeping patterns. Palpitations when walking. Associated with lightheadeness
>> Cough: associated with SOB, worse when lying down. Non-productive of mucus or blood

>> Has had COVID twice and feels breathing has deteriorated since then, most recently in summer 2022

>> Denies (pleuritic) chest pain, intermittent claudication

>> Measures blood pressure at home and usually sits around SBP 175

>> No CIBH, no urinary symptoms, no abdo pain, no headache, no recent weight loss

Background:



Hypertension

T2DM

Anxiety

Previous gallstones
Partial thyroidectomy

Medications:
Mirtazapine, ramipril, propranolol

Drug allergies: NKDA

Social:

> Lives at home with daughter (29) who has Down's Syndrome who she is a full time carer for
> Previous worked as a peer support worker

> Never smoked

> No alcohol

Temp: 36.6

NEWS 2

A - own, talking in full sentences

B - RR 20, Sats 97 OA, chest clear

C - WWP, CRT<2, MM, JVPNE, pulse regular, HS | + Il + 0, BP 176/122, HR 111
D - Alert

E - Abdo SNT, calves SNT, nil pitting oedema

Investigation results:

Bloods (18/10)

Nil anaemia - Hb 153

Inflammatory markers - CRP 11, WCC not raised

Renal function NAD

Deranged LFTs - ALT 104, Alk-Phos 141, GGT 81 (appears longstanding)
Glucose 7.6

CXR (unreported): No focal consolidation, well-demarcated costophrenic angles, raised right hemidiaphragm, ?left
heart border irregularity
ECG: Sinus tachycardia

Problem list:

1. Hypertension

2. Shortness of breath
3. Viral LRTI, ?PE

Treatment and management plan:
1. Chase blood cultures

2. Chase bloods: incl CRP, glucose
3. Await formal CXR report

4. E+S BPs

5. Add on D-dimer

6. Urine dip



Destination: Home / Hospital @ Home / OPAT / Ambulatory Care / AMU

Batya Lepar F1

Consultant: Dr | Thethy
Email inquiries to RIEacutemedicine@nhslothian.scot.nhs.uk

Update 15:51

Urinalysis: Ketones +; trace leuk/nitrates; trace protein; nil haematuria/glucosuria
D-dimer: 152

Consultant Review - Dr | Thethy **Draft**

Significant Bg of Note:

1. Hypertension on ramipril but noncomplaint with medication
2. Type 2 Diabetes

3. Partial Thyroidectomy - for goitre

4. Previous Gallstones

PC/HPC:

1. Shortness of breath and dry cough post covid since summer last with wheeze intermittently.

2. Exercise tolerance is now 5 minutes on flat ground

3. Also has nocturnal symptoms of shortness of breath

4. Has been having palpitations post-covid almost daily sporadic fast and regular with lightheadedness

5. Feels lightheaded on standing up sometimes

6. Having headaches and sometimes tingling in right arm and right legs but no focal neurological deficit as such

Regarding her BP admits to intermittently taking her tablets. Denying any symptoms suggesting urgent
management with iv therapy.

OE:

Chest Clear L=R

CVS: JVP NE, HS I+II+0, no oedema
Abdo: SNT, Nil Masses, BS present
Neuro: CN intact. T/P/S/C intact all 4 limbs

Significant of note

1. BP 176/122 and 180/130 on repeat

2. D-dimer 152 >> PE excluded

3. CXR (unreported): No focal consolidation, well-demarcated costophrenic angles, raised right hemidiaphragm, ?
left heart border irregularity

4. ECG: Sinus tachycardia

5. Bloods (18/10)

Nil anaemia - Hb 153

Inflammatory markers - CRP 11, WCC not raised

Renal function NAD

Deranged LFTs - ALT 104, Alk-Phos 141, GGT 81 (appears longstanding)
Glucose 7.6



Issues:

1. Hypertension due to intermittent compliance with medications

2. SOB and dry cough - on ACE-I and post -covid

3. Palpitations post-covid, note previous thyroidectomy for goitre and subclinical hypothyroidism on bloods in June
4. Headaches - in relation to high blood pressure and also r sided tingling upper and lower limb - needs managed. if
felt to be post covid can always be referred to Prof Carson's clinic on DC

Plan:

1. Admit as BP and diastolic high with headaches and dizziness - get CTB

2. Stop ramipril and start amlodipine - try solution from tomorrow as says chokes on tablets
3. CT chest and will need PFTs - requested

4. Contact AMB CARE mane and ask if they will get kardia app monitoring for her on DC

5. E+S BPs

6. Resp consult mane please

7. TFTs, K, MG and HBA1c added to bloods

| am admitting for control of BP and headaches and investigation of neurological symptoms - can be discharged
home for OP investigations after as above on discretion of AMU consultant

Dr Thethy
Consultant

Yours Sincerely,

Dr Batya Lepar, Doctor



NHS Lothian - Referral Letter

Referral To Royal Infirmary of Edinburgh at Little France
Flow Centre Referral
LI Flow Centre Referral
Urgency of referral Urgent
Date of referral 18/10/2022
Date submitted 18/ 10/ 2022
UCPN 101027712470S
PATIENT DETAILS Contact Details
CHI number: 2205671464 44 WOODBURN BANK Voice (Home) : 0131 531 1195
e MS ANGELLA CROSS DALKEITH Voice (Mobile) : 07940443239
Date of birth:  22/05/1967 E“:I';;%TE*\'(IAN
Sex: Female

REFERRING PRACTITIONER DETAILS

Practice address

Name: Dr. Madeleine Colmar (GPST1) (GMC: Blackcot
7420989) Mayfield
Practice: Newbattle Medical Practice (77106) Midlothian
Phone: Voice : 0131 663 1051 EH22 4AA
CLINICAL INFORMATION
Reason for i e
g ?malignant hypertension
Main Referral Many thanks for seeing this 55 year old lady. She presented with a history of cough and breathlessness since covid, but
Text: was noted to have high BP (190/145) and I am concerned about malignant hypertension.

Patient had covid in summer and since been affected by cough and SOB.

She had a course of amoxicillin and felt better for 3 days then felt worse again. Cough worse at night. Non productive, no
haematemesis. Feels SOB on minimal exertion. Breathless on lying flat or leaning forwards. Non-smoker. No wheeze. No
current headache.

Is carer for her daughter who has downs, feels becomes SOB on minimal exertion.

Additionally can have panic attacks. Has anxiety and has had counselling in past, currently on mirtazapine. Not seeking any
further input.

BG diabetes, previous attendances to hospital with high blood pressure
Currently on mirtazapine, propranolol and ramipril (10mg). Had been prescribed indapamide but hasn't been taking this.
Previously on amlodipine but stopped due to SEs.

OE

Temp 39.4 BP 220/145 initially, repeated x 3 lowest left arm 180/145, right arm 178/144. HR 107 SATS 96% on air RR 18
Chest clear

HS I+I1+0

Fundoscopy - NAD

Urine dip negative for blood and protein

BP recheck after 30mins - 190/137 L 187/150 R

Imp: Given breathlessness/orthopnoea and hypertension ?malignant hypertension.
Fever/cough could be related to LRTI

Plan: Referred to medical team at RIE for consideration of bloods/CXR/ECG +/ echo.
Many thanks,

Dr. Madeleine Colmar
GPST1

Examinations and Investigations

Description

Result Date

Middle name : ISABELLA
Investigations




Description Result Date
Discussed with Receiving Service? : Yes
Receiving Specialty : Medics

Pre-existing conditions (High & Medium Priority)

Description Modifier Extension Start Date
Type 2 diabetes mellitus 21/06/2022
Gallstones New event 28/02/2017
Corneal ulcer New event right 15/01/2016
Essential hypertension 30/09/2013
Anxiety states 27/08/2013
Thyroglossal duct cyst 13/06/2001
Caesarean delivery 25/01/2001
Miscarriage 17/12/1998
Iron deficiency anaemias 25/07/1997
Pneumonia due to unspecified organism 30/11/1994
Acute pyelonephritis 22/03/1994
Caesarean delivery 23/07/1993
Microcytic hypochromic anaemia 28/05/1993
Miscarriage 20/07/1992
Spontaneous vaginal delivery 19/12/1988
Miscarriage 09/02/1988
Miscarriage 15/11/1987
Neurotic depression reactive type -ongoing 11/11/1986
[X]Intentional self poisoning/exposure to noxious substances 14/08/1983
Current medication (Active Repeat medication issued within the last 12 months)
. Course

Drug name Formulation Dosage Frequency started

Mirtazapine 30mg 1 TABLET ONCE A DAY

tablets tablet AT NIGHT 08/10/2021

Ramipril 10mg

capsules capsule 1 CAPSULE ONCE A DAY 08/10/2021

':argl‘;rt?sno'm 80mg  ablet TAKE ONE TWICE DAILY 08/10/2021
Recent medication (Any medication issued within last 90 days not shown above)

. Course

Drug name Formulation Dosage Frequency started
Amoxicillin 500mg ONE CAP THREE TIMES
capsules capsule A DAY 02/08/2022

Additional information
Patient Blood Pressure (Systolic):152
Patient Blood Pressure (Diastolic):108

Duration

Date Recorded
21/06/2022
28/02/2017
15/01/2016
30/09/2013
27/08/2013
13/06/2001
25/01/2001
17/12/1998
25/07/1997
30/11/1994
22/03/1994
23/07/1993
28/05/1993
20/07/1992
19/12/1988
09/02/1988
15/11/1987
11/11/1986
14/08/1983

Last Prescribed

Duration Date

12/10/2022
12/10/2022

24/08/2022

Last Prescribed
Date

02/08/2022



CROSS, ANGELLA 1D:2205671464 18-Oct-2022 13:08:52 NHS LOTHIAN-RIE_ED ROUTINE RECORD

22-May-1967 (55 yr) Vent. rate 109 BPM
Female PR interval 136 ms
QRS duration 78 ms
Room: QT/QTcB 334/449 ms
Loc:40 P-R-T axes 38 11 8
Technician: FIONA
Test ind:
Comments:
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CROSS. ANGELLA 1D:2205671464 18-Oct-2022 20:50:11 NHS LOTHIAN-RIE ED ROUTINE RECORD
22-May-1967 (55 yr) Vent. rate 107 BPM
Female  Caucasian PR interval 138 ms
QRS duration 80 ms
Room: QT/QTcB 364/485 ms
Loc:40 P-R-T axes 33 0 22
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Patient & GP Information

620045326K

2205671464

E4819058

Cross, Angella

5/22/67

Female

44 Woodburn Bank
Dalkeith EH22 2EY

VE Aspinall

Newbattle Medical Practice,Blackcot,Mayfield,Midlothian
EH22 4AA

Report Contents

The report bundle provides information on the following:

* |P/OP Clinical Notes



Surname/Forename

Cross, Angella Episode Number E4819058

UHPI Number

620045326K

Inpatient/Outpatient Clinical Notes

Note Details

Clinical Notes

Emergency Care Note
Episode/Ref: E4819058
Dr Oliver John David
Carlill

9/15/21
13:29
Dr Oliver Carlill

PAA DISCHARGE COMMUNICATION

Diagnosis:

Change to medication:

STOP (reason & duration):

START (reason & duration): Ramipril 2.5mg OD, propranolol 40mg PRN OD

CHANGE to dose (reason):

Hospital follow up: Nil

Action plan for GP (Do not ask GP to chase results): Please repeat blood pressure measurement in

1/52 and adjust antihypertensives accordingly

THE ABOVE INFORMATION MUST BE EXPLAINED TO THE PATIENT BEFORE DISCHARGE
DETAILS OF CLINICAL ASSESSMENT FOR GP AVAILABLE BELOW

PAA CLINICAL ASSESSMENT
PC: ?Symptomatic hypertension

HPC: No GP letter available.

Attended GP today with anxiety/panic attack. GP measured blood pressure and discovered SBP 205 -
sent to A + E for assessment.

Has had headache 3/7 - gradual onset, mosly R sided 5/10 severity.

Feeling of pressure in head.

No feeling of pressure behind eyes.

No neurology.

No nausea, photophobia.

Increasing SOB over the last year - now feels SOB after short period of walking on flat.
Has been more stressed than usual due to COVID isolation.

was +ve in June - has felt tired & 'run down' ever since.

Background:

HTN - has been on treatment in the past, currently not compliant
Depression/anxiety

Medications:

Mirtazapine 15mg ON

Has been on lisinopril & ramipril in the past - not compliant with this at the moment.

Drug allergies:

NKDA

Social: Lives with partner and daughter.
no EtOH

Non smoker

Temp 37.0

SEWS 0

A - Patent

B -RR, O2 on RA, Chest clear

C - HR regular, BP 178/140 R 205/128 L
D - PERL, GCS 15

E - Abdo SNT

Fundoscopy - optic disc normal

Vessel tortuosity

Investigation results:

Bloods:

LFTs slightly deranged

Otherwise nil acute

Diagnosis:
HTN
Anxiety/panic attacks




Cross Angella _ E4819058

620045326K

‘ rea|men| an! managemenl PLI’!I

ECG - sinus tachycardia
Await bloods - add on liver screen

Home with ramipril 2.5mg OD & propranolol 40mg PRN

Assessed by (name, seniority): Carlill FY2

Consultant:

Contact number:

Email inquiries to RIEacutemedicine@nhslothian.scot.nhs.uk




Cross, Angella _ E4819058

620045326K

Progress Notes

Episode/Ref: E4819058 This patient was assessed as eligible and capable of providing informed consent to participate in the

Nurse Collection of venous and capillary blood samples for the development of new diagnostic devices for
cardiovascular conditions. (NOVEL study). Written informed consent was obtained by Caroline

9/16/21 Blackstock (EMERGE Research Team). A blood sample was obtained as part of the study. There will

09:29 be no further research activities beyond this admission. For more information please see the Patient

Rebecca Trainer Information Sheet in the patient's medical notes or call EMERGE ext.21284 during office hours.




H Royal Infirmary of Edinburgh
N HS LOth Ian 51 Little France Crescent
Old Dalkeith Road
Edinburgh EH16 4SA

Dr Aspinall Date: 16/09/2021

Newbattle Medical Practice
Blackcot

Mayfield

Midlothian

EH22 4AA

Emergency Discharge Summary

Patient Angella Cross CHI 2205671464
44 Woodburn Bank Date of Birth / Age 22/05/1967 (54 years)
Dalkeith UHPI 620045326K
EH22 2EY A&E Attendance
Number E4819058

Attendance Date 15/09/2021
Attendance Time 11:54

Mode of Arrival Private Transport

Source of Referral Flow Centre

Discharge Date 15/09/2021

Discharge To Final Triage 9 - Medical Expected
Attendances in the y
last 12 months

Dear Dr Aspinall

Presentation: PC - HIGHT BP HX - HYPERTENSION , ANXIETY OBS - BP 204/168 , SYMPTOMATIC NO

COVID CONCERNS ? HYPERTENSION SYMTOMATIC .
Diagnosis: Hypertension
Procedures: None

Drugs given in A&E: None
Discharge Drugs:

PAA DISCHARGE COMMUNICATION

Diagnosis:

Change to medication:

STOP (reason & duration):

START (reason & duration): Ramipril 2.5mg OD, propranolol 40mg PRN OD
CHANGE to dose (reason):

Hospital follow up: Nil

Action plan for GP (Do not ask GP to chase results): Please repeat blood pressure measurement in 1/52 and adjust
antihypertensives accordingly



THE ABOVE INFORMATION MUST BE EXPLAINED TO THE PATIENT BEFORE DISCHARGE
DETAILS OF CLINICAL ASSESSMENT FOR GP AVAILABLE BELOW

PAA CLINICAL ASSESSMENT

PC: ?Symptomatic hypertension

HPC: No GP letter available.

Attended GP today with anxiety/panic attack. GP measured blood pressure and discovered SBP 205 - sentto A+ E
for assessment.

Has had headache 3/7 - gradual onset, mosly R sided 5/10 severity.

Feeling of pressure in head.

No feeling of pressure behind eyes.

No neurology.

No nausea, photophobia.

Increasing SOB over the last year - now feels SOB after short period of walking on flat.
Has been more stressed than usual due to COVID isolation.

was +ve in June - has felt tired & 'run down' ever since.

Background:

HTN - has been on treatment in the past, currently not compliant
Depression/anxiety

Medications:

Mirtazapine 15mg ON

Has been on lisinopril & ramipril in the past - not compliant with this at the moment.

Drug allergies:

NKDA

Social: Lives with partner and daughter.
no EtOH

Non smoker

Temp 37.0

SEWS 0

A - Patent

B - RR, O2 on RA, Chest clear

C - HR regular, BP 178/140 R 205/128 L
D - PERL, GCS 15

E - Abdo SNT

Fundoscopy - optic disc normal

Vessel tortuosity

Investigation results:

Bloods:

LFTs slightly deranged

Otherwise nil acute

Diagnosis:

HTN

Anxiety/panic attacks

Treatment and management plan:
ECG - sinus tachycardia



Await bloods - add on liver screen

Home with ramipril 2.5mg OD & propranolol 40mg PRN
Assessed by (name, seniority): Carlill FY2

Consultant:

Contact number:

Email inquiries to RIEacutemedicine@nhslothian.scot.nhs.uk

Yours Sincerely,

Dr Oliver John David Carlill, Doctor






Clinical Notes "WHAT MATTERS TO THE PATIENT?”
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RS TRORIEAS 900 Ve g taet RIE ED Nursing Care Plan

L Angella? . ok
E;O\?oodbum B.ank_';' ‘ ;
1 palkeith, “
O dlthian, EH22 28 ; 5
s i (b
CHI 220567 14641 _M\\ﬂm‘mﬂm‘“‘m Date. S O Z4-....
\'11106 veaspindly
Presenting History : e 3 i
Date/ Time | i Progress Notes | Signature
BOULI 625 pdmived 9o fop O F0E5S "1 Pl
S !
[e-ystcy  Ole  mwadlo per e ey @ror —
Ale  Ua Yploavmany” AN pesplo~L
/ { g AT RLy
i WX
/4
Admission Standard Procedures | Initials PRN Nursing Procedures | Initials
Vital signs recorded o ECG ¢6mpleted
Sews Score recorded A CXR ordered
BM Reading "W\ #x | Alcometer Reading Recorded
GCS assessed A - DNAR in situ
Acuity parameters set L LCP commenced / CP Aware
Patient made comfortable [N Falls / Risk Assessment  Require / Complete
Name band Attached ' wn - | Swallow Assessment Required / Complete
IV Cannula in Situ, Dated (please circte) ! Waterlow Assessment Required / Complete
Yes No
Hearing Aid : (please circle ) Language Assistance requested
NA In Situ At home (Please inform NIC if applicable)
Spectacles : (please circle) Vulnerable Adult Concern
NA In Situ At home {Please Inform NIC if applicable)
Relatives : (please circle) Child protection Concern
In ED At Home Not Aware (Enter on TRAK & inform NIC if applicable)
Clothing & valuables (please tick) 4AT test Score =
1) Labelled 2) Documented {please enter only if clinically indicated)

Version 4 - M.Watkins - 30/10/2013



Care Provider must be informed of any clinical changes highlighted from Patient Screening

+

Time of Round

O/A

Clinical Area of ED

Initials of Care Round Leader |

| Review frequency of Vital Signs & Cardiac Monitoring

Vital signs frequency

I‘ (-4

/

Cardiac monitoring required

1Y / N

Y iN

Y /N

Y /N

Y /N

| Pain Management (Refer to CP for analgesia if required)

Please note pain score ( 0-10 Score)

| O

Mobility

Fully weight bearing

"

Requires some assistance and / or uses walking aid

Non Weight bearing and requires full assistance

"Elimination

Ask patient if toilet is required

Patient is Self Caring and can walk to toilet

Patient is Incontinent and requires to be checked

Patient has catheter in situ and requires to be checked

| Nutrition / Hydration

Self Carihg

Patient requires assistance with feeding

Patient is allowed fluids only

Patient is NBM

Patient has VI in Situ

Refreshments (Provided / Refused : Please indicate P/ R)

Drink

{PIR

P/R

PIR

P/IR

Snack

PIR

P/R

P/R

P/R

Catered Meal

PIR

PIR

PIR

P/R

Visual Skin Inspection

Patient is heaithy { no concerns

Visible areas of redness

Broken skin and evidence of Pressure Ulcers

Invasive devices (please fick if in situ)

PVC /Arterial Line / Central Line / PVC

Urinary Catheter / Chest Drain

Infusion Device

NG tube / PEG tube / Tracheostomy

Other

i Family Communication ~ (Please tick)

Patient & Relatives present & made aware of any changes

Cubicle Tidy 5 (Please lick)

Ensure area is tidy and free of obstruction

' - Receiving Ward

. EDEscort

Nurse Name Nurse Name

Nurse Signature

Nurse Signature

Date Date

LOT 133



AdAdracenn
NHS LOTHIAN NHS R e rANN
\'—“-r‘l“_"; CROSS ~agells
Emergency Department sV 2202, 57 CHI: 220 567 1454
77106 VE Aspinal|
Adult Majors 44 Woadburn Bank Midlothian
EH22 2EY
Prescription, Administration & Observation Record [mmm"m]mm"mmmmm'm

The sectian below must be completed before any medicine is prescribed/given
Previous Weight Date

Adverse [ : ; 2 912!
Reactions W Kw /j“"— Actual f Estirﬂ.f;ltrak!g {ﬁ /

Once Only Prescription

Date | Time Medicine | Dosze | Routa Prescriber Time | Issued by | Checked by
{Approved Name) Sign & Print Given | (Initials) | if applicable
tInitials)

115000 etare |1, oa | C AN et

Discharge Medication :

Date Medicine Dose | Frequency | Route | Quantity | Duration Prascriber Issued by | Checked
& (Approved Name) Sign & Print {Initials) by
Thng (Initials)

P SR

(51 |Plomsmra 40w | 00 s orn |2, | Ly | T

Bty |RAmspra 52-53} op  Phn |12, & _GZ‘\ ;;(:I-: (ENJN&Q




_Natinnal Early Warning Score 2 (NEWS2) Chart

NEWS Key Pate I%
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NEWS of 5 or more? Signs of Infection Addressograph
Think Sepsis! »  Temperature <36°% or =38°c 9
ame; ,
x iy In & patient with @ NEWS of 5 Heaﬂ rate =90 beats b
N #_ or more-and a known infection, * Respiratory rate =20 breaths pm [
@ signe and symptoms of infection, = MNew confusion DoB:
ar at risk of infzction, think
:;_'! 'Could this be sepsis? and * WCC <4 or>12
- escalate care immediately. +  Blood sugar >7.7 in non-diabetic | CHLE:
NEWS Total Monitoring Frequency Clinical Response
 Total O Commence on 2 hourly cbservations | Report to Area Covurdinatgr if score increases to 5 or more
Tolal 1-4 Commence on 1 hourly observations Repaort to Area Co-ordinator if score increases to 5 or more
din one Commence on 30 minute observations  Report to Area Co-ordinator who must escalate to Nurse
parameter * | In Charge (NIC) and Senicr Medic
Total 5-6 Commence on 30 minute observalions Reporl to Area Co-crdinator who must escalate to MIC and
__ 8§ | SBenior Medic
00| commence on 15 minute observations | Report to Area Co-ordinatar who must escalate to NIC and
| Senior Medic
Special Instructions

. *or increase in NEWS score of 2

Conscious Level Chart to be completed when clinically indicated

Date | | [
Time | ' EREEE
c Spontanecusly |4 i ‘ | -
ﬂ & To speech 3| | _ %3.. o
< § To pain |2 | | [ | | | | i?}
] L - Mane ' , an
5 - Orientated 5 | a
<ER: Confused 4 28
= ; 5a
O g =3 Inappropriate words ;3 1 E ?_’
8] - ¢ | Incomprehensible sounds 2 I . L] | ﬁ B
= None |1 [ | -
@) Obey commands B N ;
@] 5 o Localise to pain |5 [ . P
. 2 E‘ Flexion to pain 4 % -
s Abnormal flexion |3 . | L] B E
(0] @ Extension to pain |2 | &
None |1 <
Tolal GCS Scors |
Right Pupl| Size il - - | %!
Reaction i | e _E%;::
Left Pupil Size| | |Eg#
Reaction ik
= ‘Normal power : . B | | i
= Mild weakness ] 8
L E Severe weakness i
E < Extension | | ; L N [ §§
> No respanse | pd
9 = Mormal power ' ?:— 2
= Mild weakness R o
2 E Severe weakness| | "%_”%
== Extension @ "
- Mo response H J NN g 8
Initials | | | || =

Pupil Scalemm 1+ 2e¢ 3@ 4@ 5@ E’. ?. E.



Time
Prescribed

F g Valurme

IV Fluid Prescription

Rate

Prescribars Slgnature

| Time

Started

Given by | Checked by
(Initials) tInitials)

Time
Finished

Fluid Balance
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Angella Cross 22/05/1967 KJDCJ/320 Home Visit Summary (Send to printer)

IRHome Visit Summary (Send to printer)

Address and Contact Details

Angella Isabella Cross 22/05/1967 Female NHS: KJDCJ/320 CHI: 220567 1464
No data recerded.

44 Woodburn Bank Dalkeith Midlothian EH22 2EY

Maobile phone 07940443239

Telephone - home 0131 531 1195

Angella Isabella Cross 22/05/1967 Female NHS: KJOCJ320 CHI: 2205671464

Special Notes

No data recarded.

Significant PMH

28/0212017 Gallstones

15/01/2016 Corneal ulcer right

30/09/2013 Essential hypertensian

27/08/2013 Anxiety states

13/06/2001 Thyroglossal duct cyst

25/01/2001 Caesarean delivery

17/12/1998 Miscamiage

25/07/1997 Iren deficiency anaemias

30/11/1994 Pneumania due to unspecified organism
221003/1994 Acute pyelanephritis

23/07/1993 Caesarean delivery

28/05/1993 Microcytic hypochromic anaemia
20/07/11992 Miscamage

19/12/1988 Spantaneaus vaginal delivery

9/02/1988 Miscarriage

15111987 Miscarriage

11/11/1986 Neurotic depression reactive type  -ongeing
14/08/1983 [X]Intentional self poisoning/exposure to noxious substances

Last 6 Surgery , Home or Telephone Consultations

15/09/2021 Emergency Consultation Dr Aldrich Ma - No Data Recorded
15/09/2021 Surgery consultation Ms Jillian Paulin
15/09/2021 Blood sample -> Lab NOS = Attended for blocds and BP
BP very elevated camplaining of floaters, headache and heaviness.
Alsa had a panic attack whilst in surgery
Discussed with Dr Ma as DOr Marrisan aut an hause visit Or Ma will review
pt sifting in main waiting area Ms Jillian Paulin
15/09/2021 Surgery consuliation Ms Jillian Paulin
15/09/2021 11:07.00 BP 204‘/ 168 taken Sitting from Left Cuff: Standard recall dve: O/E - bloed pressure reading Ms Jillian Paulin
09/09/2021 Administration Ms Sarah Robertson
09/09/2021 SMS text message sent to patient Dear AC, a prescriptian was dane far you on 8th September and has nat been collected. this
has therefore been sent ta Lioyds Pharmacy, Newbattle and will be ready ta callect in the next 24-48 hours. Regards Newbaitle Medical Practice
Ms Sarah Rabertsan
08/09/2021 Telephone cal| tc a patient Dr Senia Keane
08/09/2021 Requesi for Laboratory test requested
Remote Test raquest from ICE system: NHS Lothian Ice
Clinical Information:
Priarity: non-urgent,
COrdered from: Biachemistry Red, All samples callected
Test: HbA1c, Status: Complete, Updated: 15/09/2021
Crdered from: Biochemistry, All samples collected
Test: Creat & Electolytes, Status: Complete, Updated: 15/09/2021
Test: Cholesterol, Status: Complete, Updated: 15/09/2021
Test: LFTs, Slatus: Complete, Updated: 15/09/2021
Test: TFT, Status: Complete. Updated: 15/09/2021
Ordered from: Haematclogy, All samples collected
Test: FBC, Status: Complete, Updated: 15/09/2021 Dr Sonia Keane .
08/09/2021 Telephane encounter  Very anxious and stressed , not sleeping , langstanding issues with MH but hasnit taken any medication in 2
yrs including BP meds , racing thoughts clearly anxious on phane plans ta cantact MAP and agreed restart lower dose mirtazapine , will come for
bloods and BP check next week and rv thereafter Dr Sonia Keane
08/09/2021 Mirtazapine 15mg tablets Supply: ( 28 ) tablel ONE AT NIGHT Dr Sania Keane
08B/09/2021 SMS text message sent to patient 11.10am Jillian nurse Newbattle - 15/9/21 Dr Sania Keane
08/09/2021 SMS text message sent to patient mep@nhslothian.scot.nhs.uk, Send your name and number to this address Angela Dr Scnia Ke
08/09/2021 Administration Mrs Kayleigh Withers
08/09/2021 Other Attachment
08/09/2021 Alert received from telehealth monitoring system  Mrs Kayleigh Withers

Current Repeat Masters

Repeat Lisinapril 20mg tablets Last issued: 31/12/2018 Issued: 2 maximum 5 allowed Suppty: { 56 ) tablet 1 TABLET ONCE A DAY Dr Jim
Fulton

Acutes in Last 3 Months
08/09/2021 Mirtazapine 15mg tablets Supply: (28 ) tablet ONE AT NIGHT Dr Sania Keane
Allergies and Intolerances

No data recorded.
* No data recorded.

Prevention
15/09/2021 11:07.00 BP 204/ 168 taken Sitting from Left Cuff: Standard recall due: O/E - bloed pressure reading Ms Jillian Paulin

Dr Aldrich Ma Page 10f2 15 September 2021 11:27.56am



Angella Cross 22/05/1967 KJDC.)/320 Home Visit Summary (Send to printer)

04/09/2018 11:33.00 BP 155/ 122 taken Sitting Cuff: Standard recall due: O/E - blood pressure reading Dr Jim Fulton
04/09/2018 11:27.00 BP 154/ 122 taken Sitting Cuff: Standard recall due: OJE - BP reading raised n Or Jim Fulton
No data recorded.

No data recorded.

04/09/2018 Weight: 80 kgs O/E - weight Or Jim Fulton

No data recorded.

Or Aldrich Ma Page 2 of 2 15 September 2021 11:27.56am



NHS LOTHIAN-RIE_ED ROUTINE RECORD

15-Sep-2021 15:26:24

1D:2205671464

CROSS, ANGELLA

104 BPM
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PR interval
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22056714564 15/09/2021 15:26:24 CROSS, ANSELA Royal Infirmary of Bdinburgh {1)
Born 22/05/1967 Female Dept.: Emergency Dept (40)
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Rate 104 . Sinus tachycardia.........ccvnrerrvnnrraanrorasarrrsarrmnsrrarssrssarsnns

FR 144
gRSD 94
QT as3
oTc 465
—AXIS—
P 29
ORS 11 - QTHERWISE WOEMAL ECG -
T 17

IEERE IS eSS il | W'

S
| oo

g

L1




- - [ + "t ) Jhevh LT L " 1 ] . P v A . LA L L S W ‘_.‘_AJ

 620045326K/E4819058 F " 22/05/1967 ™
. j Cross, Angella ! N
( ;;4 Woodbum Bank, ' “ J,_S/
) alkeith,
7 lumiraDx | Midlothian, EH22 2Ry b Lothian

' CHI 2205671464 fﬂmmﬂﬂ i
|NF0RMEI 77106 VE Aspinat ERIEan l_L MS-0264

——
————

Title of Project: COLLECTION OF VENOUS AND CAPILLARY BLOOD SAMPLES FOR THE
DEVELOPMENT OF NEW OIAGNOSTIC DEVICES FOR CARDIOVASCULAR CONDITIONS
(NOVEL STUDY)

Name of Researcher: Q’O)r A. C\’C‘j Please initial box
Patient Identification Number: N-C¥ p -14 39 KiC
1. | confirm that | have read and understand version Hof the information

sheet numbered MS-0267 and dated ...11. 94X 20" for the above study. | AC..

have had the opportunity to consider the information, ask questions and
have had these answered satisfactorily.

2. } understand that my participation is voluntary and that | am free to A
withdraw at any time without giving any reason, without my medical care or C
legal rights being affected.

3. | agree that the Sponsor of this research study, others working on the
Sponsor’s behalf, such as contract research organisations, and regulatory H -
authorities may access relevant sections of my personal and medical data
with respect to this study and any further research that may be conducted in
direct relation to it.

4, | understand that my identity will not be revealed in any information
released to third parties or published. And the data derived from and held in /,\ C
relation to the study will be anonymized and will not be able to personally
identify me.

S. | understand that my plasma sample may be retained for up to S years by
the Sponsor and may be used in further testing and development of this AC
diagnostic test. | understand that my plasma sample will be destroyed
securely by the Sponsor after S years. | understand that no genetic testing
will be done on my sample.

6. | understand that my anonymised data (data that cannot be traced back to
me) may be transferred to the Sponsor’s other offices outside the EU, to be H ¢
used in support of a formal submission to sell the device in the future.

7. | agree to take part in the above study. A C

White copy- To Study Folder
Yellow copy- To Subject

| Document 10: MS-0269 | Informed Consent Form for Protocol MS-0264 Revision: | Date: 11'* March 2019 ]
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1
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Name of Patient Date ' Signature
2
Carctiut aAcesTonr S SEpP 207) e NV AN
Name of Person Date Signa}uré .
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. “

P
1S

White copy- To Study Folder
Yellow copy- To Subject

[ 620045326 K/E48 19058 F ~22/0571967 )
Cross, Angella

44 Woodburm Bank,

Dalkeith, w
Midlothian, EH22 2EY

CHI 2205671464 [T AT m RO R INGED
77106 VE Aspinall

NHS
—~

Lothian

| Document !D: MS-D269 |

Informed Consent Form for Protocol M5-0264 Reviston: | Date: 11t March 2019
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$20045326K/E4819058 F 22/05/1967

Cross, Angella
( ) 44 Wc,nodbum Bank, N H S
2 lumiraDx Palkeith, z N’
Midlothian, EH22 2EY Lothian

CHI 2205671464 (0T D
77106 VE Aspinall
COLLECTION OF VENOUS ANu LAFILLARY BLOOD SAMPLES FOR THE DEVELOPMENT OF NEW
DIAGNOSTIC DEVICES FOR CARDIOVASCULAR CONDITIONS. {NOVEL STUDY)

We would like to invite you to take part in a research study.

Before you decide to take part it is important for you to understand why the research is being done
and what it will involve. Please take time to read the following information carefully and discuss it
with friends and relatives if you wish. Please ask if there is anything that is not clear to you or if you
would like more information. Take time to decide whether or not you wish to take part. You can
also discuss the study with Dr Edward James who is the independent contact for the study on 0131
242 2316.

What is the Purpose of the research?

LumiraDx UK is developing new point-of-care diagnostic devices for people who have symptoms
that may or may not be due to one of the following conditions: heart failure, heart attack, kidney
failure, blood clots or inflammation

What will happen if | agree to take part?

The research involves taking a sample of blood from your arm {up to 24ml, which is a bit more than
a tablespoonful) which wili be tested on device(s) which are being developed by LumiraDx. You may
also be asked to provide up to 6 fingerstick samples of blood. We will collect information from you
and your medical notes regarding your participation, this includes your age, sex, ethnicity and
medical information regarding symptoms of why you attended the hospital. This is to make sure you
fit the criteria to take part in the study. This will take no longer than 30 minutes and will occur at
your planned clinic visit or in a private cubicle if you are presenting at the accident & emergency
department. Taking part in the research will not affect your normal standard of care. Participation in
this research study is restricted to once within any 3 month period over the life span of the study.

Will my taking part in the study be kept private?

The NHS will keep your name, NHS number and contact details confidential and will not pass this
information to LumiraDx UK Ltd. Individuals from LumiraDx UK Ltd and regulatory organisations may
look at your medical and research records to check the accuracy of the research study. The only
people in LumiraDx UK Ltd who will have access to information that identifies you will be limited to
the people who need to audit the data collection process. LumiraDx UK Ltd will only receive
information without any identifying information. The people who analyse the information will not
be able to identify you and will not be able to find out your name, NHS number or contact details.

Do | have to take part?

No - your participation is completely voluntary and should you decide during the research that you
wish to stop then you are free to do so and that ail data gathered up to that point with either be
kept with your consent or destroyed if that is what you want.

Will | receive payment or expenses?

A sum of up to £10 will be paid to cover travelling expenses if you are asked to attend out with a
scheduled clinic appointment for the purposes of this study.

DB
MS-0267 Revision

Date: 11™ Marchzo1e | Participant Information Sheet for Protocol MS-0264 Page 1 of 3 H




é lumiraDx \N—H—g

Lothian

Are there risks or benefits 10 taking part?

The only risks to taking part are those associated with taking blood draw (e.g. bruising / infection).
Blood will be taken by a trained member of staff. As the data will be anonymised you will not
receive any feedback from your participation in this study. There are no immediate benefits to
taking part. However, this could change if the device proves to be successful.

What will happen to the Blood Sample and Information?

Your data is kept confidential by the hospital and LumiraDx UK Ltd in accordance with Data
Protection Legislation. LumiraDx is the sponsor for this study based in the United Kingdom. We will
be using information from you and your medical records in order to undertake this study and will
act as the data controller for this study. This means that we are responsible for looking after your
information and using it properly. LumiraDx UK Ltd will keep identifiable information about you for
5 years after the study has finished.

Your blood sample will be retained by LumiraDx UK Ltd for up to 5 years and may be used in further
testing designed to improve this test device or develop further tests. It will be securely destroyed
after 5 years. No genetic testing will be done on your blood sample. We use personally-identifiable
information to conduct research to improve health and care. As an In Vitro Medical Device company
we have a legitimate interest in using information relating to your health and care for research
studies, when you agree to take part in a research study. This means that we will use your data,
collected in the course of a research study, in the ways needed to conduct and analyse the research
study. Your rights to access, change or move your information are limited, as we need t0 manage
your information in specific ways in order for the research to be reliable and accurate. If you
withdraw from the study, we will keep the information about you that we have already obtained. To
safeguard your rights, we will use the minimum personally-identifiable information possible.

You can find out more about how we use your information at DPO@LumiraDx.com

How do | complain?

If you have a concern about any aspect of this study, you should ask to speak with the Study Staff
who will do their best to answer your questions. If you remain unhappy and wish to complain
formally, you can do this through the NH5 Complaints Procedure. Details can be obtained from the
hospital.

If you wish to raise a complaint on how we have handled your personal data, you can contact our
Data Protection Officer who will investigate the matter. If you are not satisfied with our response or
believe we are processing your personal data in a way that is not lawful you can complain to the
Information Commissioner’s Office {ICO).

You can contact our Data Protection Officer at DPO@lumiraDx.com.
What will happen to the results of the study?

The results of the blood tests are analysed on an ongoing basis to enable the development of the
product(s}.

10 #
MS-0267 Revision

Oate: 11™ March2o1g | Participant Information Sheet for Protocol MS-0264 Page 2 of 3 H




é lumiraDx

Who is funding the Research?

LumiraDx UK Limited, is funding the research.

Who has reviewed the study?

NHS
N—

Lothian

West of Scotland Research Ethics Committee have reviewed the study and given favourable

opinion.

What do | do now?

Please contact the Research Nurse or speak to them at your next clinic visit for more information or

to consent to the study.

Thank you for taking the time to read this — please ask any questions if you need to.
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Patient & GP Information

620045326K

2205671464

E3497207

Cross, Angella

5/22/67

Female

44 Woodburn Bank
Dalkeith EH22 2EY

VE Aspinall

Newbattle Medical Practice,Blackcot,Mayfield,Midlothian
EH22 4AA

Report Contents

The report bundle provides information on the following:

* |P/OP Clinical Notes



Surname/Forename

Cross, Angella

Episode Number

E3497207

UHPI Number

620045326K

Inpatient/Outpatient Clinical Notes

Note Details

Clinical Notes

A&E Notes
Episode/Ref: E3497207
Margaret Rose Singh

212717
23:24
Meena Parameswaran

CLINICAL NOTES: ,Clinical note: CHI: 2205671464,,History from patient and EPR.,,PC: Epigastric
pain,,HPC: 3/52 of intermittent epigastric pain. Has been taking paracetamol, ibuprofen, partners co-
codamol and son's omeprazole. Awoken from sleep at 0400 hrs this morning with worse epigastric
pain radiating round to upper back. Throbbing in nature and constant. Also sharp right arm pain. No
vomiting but nauseated. No relieving factors. Worse after drinking a cup of tea today. States she has
been sweating over the past few days. No bowel or bladder symptoms. Pain score at worst 10/10,
currently 7/10.,,PMH: HTN, depression,,Meds: Lisinopril, bendroflumethiazide,
mirtazapine,,NKDA,,FH: diabetes,,SH: Lives with partner and 16 yr old daughter ( Down's Syndrome).
Works as a peer support worker. Non smoker, rarely drinks alcohol. No recreational drug use.,,OE:
alert, WWP, states 7/10 pain score,,Obs: T 36.7, HR 98, BP 180/122, SPO2 98% RA, BM 5.7,,CVS:
HS I+11+0, calves SNT,ECG: SR, nil acute,,RS: Bilateral AE. No cough/cold/wheeze,,Abdo: Soft.
Tender epigastrium. No guarding. No JACCOL. No bloating. No bowel/urinary symptoms.,,CNS:
Orientated x3. Moving all 4 limbs,,MSk: nil acute,,Imp: ? gastritis,,Plan: Bloods,Given Peptac. If
bloods normal then for discharge home with omeprazole 40mgs OD for 7 days and GP review.,,,2340

- Dr Parameswaran, FY2 - Night team,,Bloods chased - FBC, U&Es unremarkable, normal

amylase,Newly deranged LFTs - Bili 26, ALT 175, ALP 126,,0/E :,Abdomen soft, tender RUQ ++,
epigastrium ++, No guarding, no rebound tenderness. Bowel sounds present.,,Plan :,1. Discussed
with surgical SHO who will kindly review patient, many thanks.,,,Patient has been kindly reviewed by
the surgical reg who is happy for her to be discharged home with co-codamol and to attend the HOT
clinic tomorrow.,,Reviewed by ST8 general surgery P Nesangikar:,History as above. Intermittent
upper abdo pain for few weeks. Normal bowel movements. No urinary symptoms,Bloods noted,O/e
soft abdomen. Tender RUQ pain and epigastrium. Murphy's -ve,,Imp: Biliary colic,,P,Pt offered
admission or HOT clinic USS- would prefer to return tomo,For HOT AUSS,,Dr Parameswaran, FY2,




H Royal Infirmary of Edinburgh
N HS LOth 1Ian 51 Little France Crescent
Old Dalkeith Road
Edinburgh EH16 4SA

Dr JA Scott Date: 28/02/2017

Newbattle Medical Practice
Blackcot

Mayfield

Midlothian

EH22 4AA

Emergency Discharge Summary

Patient Angella Cross CHI 2205671464
44 Wgodburn Bank Date of Birth / 22/05/1967 (49 years)
Dalkeith Age
Midlothian UHPI 620045326K
EH22 2EY A&E Attendance
Number E3497207
Attendance Date 27/02/2017 Contact

Attendance Time 19:09
Mode of Arrival Private Transport

Source of NHS 24
Referral

Discharge Date 27/02/2017
Discharge To

Dear Dr JA Scott

Presentation: abdo pain

CLINICAL NOTES:
Clinical note: CHI: 2205671464

History from patient and EPR.

PC: Epigastric pain

HPC: 3/52 of intermittent epigastric pain. Has been taking paracetamol, ibuprofen, partners co-codamol and son's omeprazole.
Awoken from sleep at 0400 hrs this morning with worse epigastric pain radiating round to upper back. "Throbbing" in nature and
constant. Also "sharp" right arm pain. No vomiting but nauseated. No relieving factors. Worse after drinking a cup of tea today.
States she has been sweating over the past few days. No bowel or bladder symptoms. Pain score at worst 10/10, currently 7/10.
PMH: HTN, depression

Meds: Lisinopril, bendroflumethiazide, mirtazapine

NKDA

FH: diabetes

SH: Lives with partner and 16 yr old daughter ( Down's Syndrome). Works as a peer support worker. Non smoker, rarely drinks
alcohol. No recreational drug use.

OE: alert, WWP, states 7/10 pain score
Obs: T 36.7, HR 98, BP 180/122, SPO2 98% RA, BM 5.7

CVS: HS [+11+0, calves SNT



ECG: SR, nil acute

RS: Bilateral AE. No cough/cold/wheeze

Abdo: Soft. Tender epigastrium. No guarding. No JACCOL. No bloating. No bowel/urinary symptoms.

CNS: Orientated x3. Moving all 4 limbs

MSKk: nil acute

Imp: ? gastritis

Plan: Bloods

Given Peptac. If bloods normal then for discharge home with omeprazole 40mgs OD for 7 days and GP review.
2340 - Dr Parameswaran, FY2 - Night team

Bloods chased - FBC, U&Es unremarkable, normal amylase
Newly deranged LFTs - Bili 26, ALT 175, ALP 126

O/E :
Abdomen soft, tender RUQ ++, epigastrium ++, No guarding, no rebound tenderness. Bowel sounds present.

Plan :

1. Discussed with surgical SHO who will kindly review patient, many thanks.

Patient has been kindly reviewed by the surgical reg who is happy for her to be discharged home with co-codamol and to attend
the HOT clinic tomorrow.

Reviewed by ST8 general surgery P Nesangikar:

History as above. Intermittent upper abdo pain for few weeks. Normal bowel movements. No urinary symptoms
Bloods noted

Ole soft abdomen. Tender RUQ pain and epigastrium. Murphy's -ve

Imp: Biliary colic

P

Pt offered admission or HOT clinic USS- would prefer to return tomo

For HOT AUSS

Dr Parameswaran, FY2

Yours Sincerely,

Margaret Rose Singh, Nurse Practitioner



Patient & GP Information

620045326K

2205671464

E3226446

Cross, Angella

5/22/67

Female

44 Woodburn Bank
Dalkeith EH22 2EY

VE Aspinall

Newbattle Medical Practice,Blackcot,Mayfield,Midlothian
EH22 4AA

Report Contents

The report bundle provides information on the following:

* |P/OP Clinical Notes



Cross, Angella _ E3226446

620045326K

Inpatient/Outpatient Clinical Notes

A&E Notes ., ,Clinical note: ED Reg - Armstrong,,48 year old female - cat bites to arm,,Bitten and scratched by

Episode/Ref: E3226446 cat whilst separating cat and dog today. ,,PMH: HTN. Deression,,DH: Mirtazepine, BFZ,

Dr Christopher W L Lisinopril, NKDA,,O/E Well,,Left arm - multiple superficial wunds to upper arm. Nil full thickness. ,,Imp:

Armstrong Minor cat bite wounds. ,,Plan: Clean, dress, home with Coamoxiclav. Watch for signs of infection -
GP/ED if any worsening or concerns. ,,

3/19/16

20:02

Dr Christopher W L

Armstrong




NHS Lothian

Dr JA Scott

Newbattle Medical Practice
Blackcot

Mayfield

Midlothian

EH22 4AA

Emergency Discharge Summary

Royal Infirmary of Edinburgh
51 Little France Crescent

Old Dalkeith Road

Edinburgh EH16 4SA

Date: 24/03/2016

Patient Angella Cross
44 Woodburn Bank
Dalkeith
Midlothian
EH22 2EY

Attendance Date 19/03/2016
Attendance Time 18:27
Mode of Arrival Private Transport

Source of Self Referral to A&E
Referral

Discharge Date 19/03/2016
Discharge To

CHI 2205671464

Date of Birth /

Age 22/05/1967 (48 years)
UHPI 620045326K

A&E Attendance

Number E3226446

Contact

Dear Dr JA Scott

Presentation: dog bite

Clinical note: ED Reg - Armstrong

48 year old female - cat bites to arm

Bitten and scratched by cat whilst separating cat and dog today.
PMH: HTN. Deression

DH: Mirtazepine, BFZ, Lisinopril
NKDA

O/E Well

Left arm - multiple superficial wunds to upper arm. Nil full thickness.

Imp: Minor cat bite wounds.

Plan: Clean, dress, home with Coamoxiclav. Watch for signs of infection - GP/ED if any worsening or concerns.

Yours Sincerely,

Dr Christopher W L Armstrong, Doctor




NHS Lothian HB25S

University Hospital Services A/E nd3226446
Department of Emergency Medicine : 092848
Clinical Director Dr. D.Caesar Previous ng}
Clinical Nurse Manager  Mr. Chris Connolly N H s UHP' no
THE ROYAL INFIRMARY OF EDINBURGH Ve, e’ 620045326k
51 Little France Crescent, Edinburgh EH1S 45A
Teh: 0131 242 1300 » Fax: 0131 232 1344 Lothian C}ﬁml).r‘§205671464

PATIENT INFORMATION [ General Practitioner

SurnameCross Date of Bir2/05/1967
Forenamgngella F¥rs Selk JAl Scott
Address .
Address 44 Woodburn Bank Nenbattle Medical Practice
5 ihckeot
Dalkcnth ﬂ‘ EH22 4AA
Midlothian
PostcodeEH22 2EY Teleph8® 8775 Telephone 0131663 1051 =l
Contact [ Telephone [N (Date and Time of Attendance E
Address [ w 1plo32016  18:27
I Indident Date & Time: 19/03/2016
] Meode of Arrival
Complairgyg bite Allergies Hrivate Transport
Source of Referral
Atiendances in last 12 months: | School: je(Referral to A&E r

Presenting Complaint: Cat bk_'k_L
History of SPIA up F l9 O  a cox O
Presenting Complaint: doq ( + D G IM

Assessment: B" tQ D) V ; Ur\(,tLJVC U\DUV\dj

OBSERVATIONS

.

Pulse Rate : Alcometer GCS
/ o
{15 e_v;m;J

1 ] r'l 5 2 [] ) s : - ]

? SEPSIS temp>383 or <36 L) HR>90 LJ RR>20 BM > 7 {+ not diabetic) || age> 70 signs of infection ||
> 2 THINK SEPSIS AND TRIAGEUP Y /N
PAIN SCORE /10 Analgesia | Time | FAST + [ - (cirie)  Onset Time:
Stroke Test

Triagedno.: 1 2 3 4 7 (circle) Triaged to: HD / IC f exam / WR / GP (circle)  Senior Doctor Informed? Y / N time

INTERVENTIONS & INVESTIGATIONS

Peripheral Venous Cannula Insertion Complete off sections BLOODS Routine [_] Troponin [] Amylase [_‘l
il Date: ..................... Time:.. '

Size Pmition Standard technigue

Biue LEFT Handwash ' (Trop due____ )

Pink RIGHT Gloves

Green Hand CHD skin prep Tox '] Other [

Orange Forearm Aseptic Insertion

Brown ACF Needle free port :

Grey Foot Dressing labelled (timeof OD____ )

PO S YA O i i e s sy s A A S g o RN LA The BTS (] SENT []

ECG  Required | | Done [ ] Time X-RAYS  cxr [ Other [

URINALYSIS  Required [ |  Done L] HCG: + / - ()  MsUSent: Y/ N

BED REQUIRED YES / NO (circle) e T8 [ e e B S oo ey e

Triaged by:  (sign) .... SSL[[ ..................................

(print) ...14 4. ALJ.

Speciality Informed || Time_

L L s T R e o oo e WRNE




U i "WHAT MATTERS TO THE PATIENT?”

" THINK:- OTHER SOURCES OF INFORMATION: )
eamity [ caress ] sasere () epr [1 Ecs [J ks [1 e []  pATiENT ALERTS [
P
-
SR P ]
J




620045326K/E .
ROYAL INFIRMARY OF EDINBURGH NHS O e P SIS
EMERGENCY DEPARTMENT s 44 Woodburn Bank
othian Dalkei d
. alkeith,
. Midlothian,
PREVIOUS | ° EH22 2EY
ADVERSE CH12205671464 WNTRENRENITE
REACTIONS 77106 JA Scott
DRUG AND PRESCRIPTION RECORD Date ‘HlSJ!(,.
ONCE ONLY PRESCRIPTION
Date Time Drug (Approved Name) Dose Route | Prescriber's Signature g;::\ %‘rﬁ:g{ C?l?ﬁ;:?st;y
Paracetamol Oral
Ibuprofen 400mg| Oral
Co-Codamol 3%/s0g Oral
Tetanus
DISCHARGE MEDICATION
Date Time Drug (Approved Name) Dose |Frequency| Route | Prescriber’s Signalure ?flr:(:ta;nalts){ Caici;:?s?y
Paracetamol 19 QDS | Oral
Ibuprofen 400mg| TID | Oral
Co-Codamol 3%/s09 1-2 | QDS | Oral
Chloramphenicol QDS | Top
fig)i| 60 | Co-Amoriclay 500125 TID | Orel | g 2 |4 | HL
Flucloxacillin 500mg| QDS | Oral £

LOT 112




TIME OF RECORDING ———>

VERY SEVERE

SEVERE
MODERATE

9-10
6-8

4-5 |
1.3

i

Treatment
(delete as appropriate)

Time
requested

Done by

Time
completed

BLOOD SUGAR

Dressing O
- wound/burn

Plaster ]
- colles BS

- BKBS

- AK BS

- Uslab

Crutches
- WB/NWB

Wrist splint
- thumb/no thumb

Sling
- BAS/HAS

i ER e, i

Tubigrip
- ankle/wrist/knee

Eye irrigation L]




Patient & GP Information

620045326K

2205671464

E3092848

Cross, Angella

5/22/67

Female

44 Woodburn Bank
Dalkeith EH22 2EY

VE Aspinall

Newbattle Medical Practice,Blackcot,Mayfield,Midlothian
EH22 4AA

Report Contents

The report bundle provides information on the following:

* |P/OP Clinical Notes



Surname/Forename

Cross, Angella

Episode Number

E3092848

UHPI Number

620045326K

Inpatient/Outpatient Clinical Notes

Note Details

Clinical Notes

A&E Notes
Episode/Ref: E3092848
Andrew W Brown

9/27/15
21:25
Andrew W Brown

, ,Clinical note: CHI: 2205671464,,48y/o female.,,P/C: Right foot pain over past week, unsure of
any trauma.,,PMH: Depression, HTN,Meds: Bendroflumethiazide, lisinopril, mirtazapine,
propranolol,NKDA,,GCS 15, WWP,Temp 36.7,,0/E R foot: Slight swelling to foot. No bruising or
deformity, no signs of infection, skin intact., Tender over plantar aspect foot, no heat, DNVI., GROM
foot, walking with a slight limp.,,Xray R foot: NBI,,Imp: Soft tissue inj? Plantar fascitis?,,Plan,- See GP
in week if does not settle,- Take simple analgesia,- Verbal advice given,- Worsening statement given,

return if concerned,




H Royal Infirmary of Edinburgh
N HS LOth 1Ian 51 Little France Crescent
Old Dalkeith Road
Edinburgh EH16 4SA

Dr JA Scott Date: 28/09/2015

Newbattle Medical Practice
Blackcot

Mayfield

Midlothian

EH22 4AA

Emergency Discharge Summary

Patient Angella Cross CHI 2205671464
31AA.LLAN TERRACE Date of Birth / 22/05/1967 (48 years)
Dalkeith Age
EH22 1EL UHPI 620045326K
A&E Attendance
Number E3092848
Attendance Date 27/09/2015 Contact

Attendance Time 19:35
Mode of Arrival Private Transport

Source of Lothian Unscheduled Care
Referral Servi

Discharge Date 27/09/2015
Discharge To

Dear Dr JA Scott

Presentation: ?plantars fascitis ?#

Clinical note: CHI: 2205671464
48y/o female.
P/C: Right foot pain over past week, unsure of any trauma.

PMH: Depression, HTN
Meds: Bendroflumethiazide, lisinopril, mirtazapine, propranolol
NKDA

GCS 15, WWP
Temp 36.7

O/E R foot: Slight swelling to foot. No bruising or deformity, no signs of infection, skin intact.
Tender over plantar aspect foot, no heat, DNVI.
GROM foot, walking with a slight limp.

Xray R foot: NBI
Imp: Soft tissue inj? Plantar fascitis?

Plan

- See GP in week if does not settle

- Take simple analgesia

- Verbal advice given

- Worsening statement given, return if concerned



Yours Sincerely,

Andrew W Brown, Nurse Practitioner



Al

NHS Lothian

University Hospital Services : A JE ngaogzs‘ss
Department of Emergency Medicine
Clinfeal Director Dr. D.Caesar i‘ P 1:-» S ns?"isszsg

Clinical Nurse Manager M- Chrls Connfly N H s

THE ROYAL INFIRMARY OF EDINBURGH
51 Little France Crescent, Edinburgh EH16 454 Lothian
Tel: 0131 242 1300 » Fax: 0137 247 1344 i

PATIENT INFORMATION '

SurnameCross Date of Bir¥2/05/1967
Forenamangella 4B¥rs Sdx T&|Scott
Address 31A ALLAN TERRACE Nedbattlé Medica! Practice
- 1}igckeot
[)alkelth EH22 4AA
Postcodd:H22 1EL Telephgikl 195 Telephone 0131 663 1051 )
Contact NG [ ] Date and Time of Attendance )
Address G w 20409/2015  19:35
[ Ipdident Date & Time:
_ Moade of Arriva.l "
Complainglantars fascitis 2/ Allergies fvate Transport .
Source of Referral,
@daraces in last 12 months: 0 School: hlan Unscheduled'®are Services &4

-l‘lh -..y'. 1771.'

Presenting Complaint; See g %f é /7 Léw[sﬁw( @ r/’;"fé ) ﬁfﬁ()“«v’ =3 f70 ¢

History of

. . > = \ . 7 %‘
Presenting Complaint: L é{é‘vf Gc_ é,(lé < Coovie LJ //)0‘___"',: PO AT

Assessment: :
OBSERVATIONS
Temp Pulse Rate | BP / RR Sats 0 9% |BM PF best | Alcometer | GCS SEWS

/iSe_v_m

[ M '
? SEPSIS  temp >383 or <36 I HR > 90 RR>20 [ ] BM>7 (+ not diabetis) e

age >‘70v‘ {j signs of infection ]

> 2 THINK SEP515 AND TRIAGE UP: X/ Nfrucsnor

PAIN SCORE /10 Analgesia L] Time FAST + 1 = (). s Onset Timer:
Stroke Test . NE

Triagedno.: 1 2 3 4 {circle) Triaged to: HD / IC #exan)/ WR / GP (circle)  Senicr Doctor Informed? Y / N time

INTERVENTIONS & INVESTIGATIONS

Peripheral Venous Cannule Insertion Complete all sections BLOODS Routine ] Troponin L_ Amylase ]
Date: ........ccccvieens LI [Ty R ol
Size Position Standard technique
Blue LEFT Handwash (Trop due i )
Pink RIGHT Gloves
Green Hand CHD skin prep Tox [] Other [ ]
Orange Forearm Aseptic Insertion
Brown ACF Needle free port ’
Grey Foot Dressing labelled (timeofOD____ )
@10 [T 1] 0 [ 13 F AT Ly A O S o SRS R SRR Brs (] . s SENT [
ECG  Required [ ]  Done [] Time X-RAYS cxr[] - ;Olhpé.@.pu_“
URINALYSIS  Required L] Done ] HCG: + 7/ - (circe) MSU Sent:! ¥/ N
Time of Triage: (2
BED REQUIRED YES / NO {CF’[CI{’) g .......................... - o T TS i K o KA A
, Triaged by:  (sign) ....... /(J/‘A ..............................................
Speciality Infarmed | Time Fiad ¥ Gign) p % ,
(Print) o ‘ ..... B é .... z/ .................................
Care Provider: (print) .........ccccu... R PRy DS s A
\. »




s .
-

Clinical Notes

“WHAT MATTERS TO THE PATIENT?”

" THINK:- OTHER SOURCES OF INFORMATION: E)
Famity ] . carers [} saspre [ epr [ ecs [ ws [0 @p )  paTIENT ALERTS [
¥ ]
. 5
Care PrOVIOe rSINATTIBEG 1. . crinsimssosssissmy b sssiossssnssasuson it saressasens A e i s e e s AR s










Patient & GP Information

620045326K

2205671464

E1861047

Cross, Angella

5/22/67

Female

44 Woodburn Bank
Dalkeith EH22 2EY

VE Aspinall

Newbattle Medical Practice,Blackcot,Mayfield,Midlothian
EH22 4AA

Report Contents

The report bundle provides information on the following:

* |P/OP Clinical Notes



Surname/Forename

Cross, Angella Episode Number E1861047

UHPI Number

620045326K

Inpatient/Outpatient Clinical Notes

Note Details

Clinical Notes

A&E Notes
Episode/Ref: E1861047
Annette Cosgrove

12/14/10
19:41
Mark Taylor (NMR)

CHI: 2205671464,,43 Y/O F,,Slipped on ice, inverting her L ankle. Difficulty weight-bearing since.
States is main carer for her disabled daughter.,,OE L lower leg: No swelling, bruising, wounds,
deformity. Tender over LM, 3rd, 4th & 5th MTs. No BT MM, calcaneum, navicular, fibula head. AT
intact. Pt states that she has had a previous evulsion fracture of the navicular.,,XR L ankle/foot:
Shows fracture base of 3rd MT.,,Pt not keen for plastercast. Placed in double tubi-grip. Crutches
given. Advised rest, elevation. Regular analgesia. Fracture clinic.,,Any queries please contact A&E
Reception on 0131 242 1300




NHS Lothian

Dr DR Fraser

Inchpark Surgery
10 Marmion Crescent
Edinburgh

EH16 6QU

Emergency Discharge Summary

Royal Infirmary of Edinburgh
51 Little France Crescent

Old Dalkeith Road

Edinburgh EH16 4SA

Date: 14/12/2010

Patient Angela Cross
9 Fairford Gardens
Edinburgh
Midlothian
EH16 5RW

Attendance Date 14/12/2010
Attendance Time 11:29
Mode of Arrival Private Transport

Source of Self Referral to A&E
Referral

Discharge Date 14/12/2010
Discharge To

CHI 2205671464

Date of Birth /

Age 22/05/1967 (43 years)
UHPI 620045326K

A&E Attendance

—— E1861047

Contact

Dear Dr DR Fraser

Presentation: inj | foot

CHI: 2205671464

43Y/OF

Slipped on ice, inverting her L ankle. Difficulty weight-bearing since. States is main carer for her disabled daughter.

OE L lower leg: No swelling, bruising, wounds, deformity. Tender over LM, 3rd, 4th & 5th MTs. No BT MM, calcaneum, navicular,

fibula head. AT intact. Pt states that she has had a previous evulsion fracture of the navicular.

XR L ankle/foot: Shows fracture base of 3rd MT.

Pt not keen for plastercast. Placed in double tubi-grip. Crutches given. Advised rest, elevation. Regular analgesia. Fracture clinic.

Any queries please contact A&E Reception on 0131 242 1300

Yours Sincerely,

Annette Cosgrove, Nurse Practitioner







Patient & GP Information

620045326K

2205671464

E1611180

Cross, Angella

5/22/67

Female

44 Woodburn Bank
Dalkeith EH22 2EY

VE Aspinall

Newbattle Medical Practice,Blackcot,Mayfield,Midlothian
EH22 4AA

Report Contents

The report bundle provides information on the following:

* |P/OP Clinical Notes



Surname/Forename Cross, Angella Episode Number E1611180

UHPI Number 620045326K

Inpatient/Outpatient Clinical Notes

Note Details Clinical Notes
A&E Notes CHI: 2205671464,,Diagnosis: Healing burn left lower leg.,This 42 year old lady attended 3 days ago
Episode/Ref: E1611180 with a partial thickness burn over left lower leg from sunbed. The area was dressed and the patient
Dr Craig A Walker was discharged. She reattends in police custody today. She was sent by the Police Medical Officer
with a possible infection at her dressed site, although the dressing was not removed or inspected by
1/17/10 that Police Officer. The patient is systemically well.,,O/E: GCS 15.,Left lower leg - dressing removed.
12:54 5 x 4 cm patch of superficial skin loss which has the appearance of a deroofed blister with granulation
Valerie Hardie tissue over the anterior aspect of the middle third of the lower leg. No surrounding erythema. No pus.
The area is diffusely tender with normal sensation. NV intact.,,Management: Wound cleaned and
redressed with mepitel dressing.,For further dressing at Practice Nurse in 3 days. To return earlier if
signs of spreading erythema or systemically unwell.,







ROYAL INFIRMARY OF EDINBURGH

EMERGENCY DEPARTMENT

620045326K/EI611180 F 22/05/1967
Cross, Angela
9 Fairford Gardens,

Edinburgh,
n e Midlothian,
z EH16 5SRW
JALLERGIES | cH1 2205671464 MOMUBNORTAODG |
——————— 70291 SD Murray
2.7 /W)
DRUG AND PRESCRIPTION RECORD Oate . ! [
ONCE ONLY PRESCRIPTION
Date Time | Drug (Approved Name) Dose Route |Prescriber’s Time |Given By Checked By
. Signatura_ Given (Inmn::) (Initials)
7 Vo ZMI0 QAL &Y w3 | A7
L?/ ) CoCaDAMPL 5’/50 M O‘H’@ %2%,-—@ » NS
insulin Sliding Scale Prescription Chart
LBM :: | “"lnsulin * | - Dextrose | . :OthefAction™ . [I7 “BM,. 3|  «/nsulln - |~ Dextrose Js. . Other Action
o ume | L 10% mibthre L : 1 v ufhr 10% mithr .- s A
INSULIN SIGNATURE
L

CHECK: Does this patient have a Drug Kardex?
If YES, discontinue this prescription record

'DRUG NAME STARTING |TIME TIME TIME .~ [TIME_~" [TiME_~~ [TIME

AMCUNT MLS MS |~ M MLS MLS MLS

" [TIME

MLS-

TIME

TIME .~ [TIME
MLS MLS MLS

IFUSION




Patient & GP Information

620045326K

2205671464

E1609076

Cross, Angella

5/22/67

Female

44 Woodburn Bank
Dalkeith EH22 2EY

VE Aspinall

Newbattle Medical Practice,Blackcot,Mayfield,Midlothian
EH22 4AA

Report Contents

The report bundle provides information on the following:

* |P/OP Clinical Notes



Cross, Angella _ E1609076

620045326K

Inpatient/Outpatient Clinical Notes

A&E Notes CHI: 2205671464,,42 yo female.,,On sunbed yesterday for 10 mins. Now generalised erythema and
Episode/Ref: E1609076 very painful blistering to L leg also.,,PMH: NIL,DH: NIL,NKDA, OE: T 36.4.,Generalise erythema
Dr Krishna Murthy over body. Sun burn type appearance.,L shin - 3x3cm blister noted. Partial thickness.,,Dressed with

mepitel.,Kapake and ibuprofen for home.,,Ilw
1/22/10

12:16
Lynne Whitted







Patient & GP Information

620045326K

2205671464

E1246063

Cross, Angella

5/22/67

Female

44 Woodburn Bank
Dalkeith EH22 2EY

VE Aspinall

Newbattle Medical Practice,Blackcot,Mayfield,Midlothian
EH22 4AA

Report Contents

The report bundle provides information on the following:

* |P/OP Clinical Notes



Surname/Forename

Cross, Angella Episode Number E1246063

UHPI Number

620045326K

Inpatient/Outpatient Clinical Notes

Note Details

Clinical Notes

A&E Notes
Episode/Ref: E1246063
Dr H Harris

5/11/08

Donna Partridge

CHI: 2205671464 ,,40 year old lady, alleged assault. Right thumb bitten by neighbour baseball bat to
head, no LOC, diplopia, vomiting, headache, no c spine tenderness. Complaining of right thumb
ripped off and bed exposed, also bite to palmar surface of thumb in distal fat pad. Facial swelling
underneath right eye and laceration to right ear lobe. ,,SH: Right handed, cares for Down Syndrome
daughter.,,OE: Right thumb evulsed nail, nail bed exposed and almost circumfencial bite in distal
third fat pad palmar surface. Sensation in tact proximally but reduced sensation at tip, good capillary
refill, good opposition, adduction, abduction and extension but reduced flexion secondary to pain.
Good radial pulse. Cool but not cold peripherally. ,,Facial injuries PERLA FROEM, no
haemotymapnum or battle sign. Tender over right zygoma. Infra orbital sensation in tact. TMJ
located. No malocclusion or loose teeth. Small swelling over right zygoma. ,right ear - small
posterior laceration intragous, not obviously involving cartilege. ,X-ray right thumb - communiated
distal phalanx fracture open.,X-ray facial views - no obvious fracture seen. ,,Plan:,Oral
analgesia,Antibiotics Co-amoxiclav 625mg ,Tetanus,Hep B vaccine,Serology for storage,Ring block
and wash of thumb,Betadine dressing,Discussed with Plastics at SJH, nil by mouth to ward 18
SJH.,GP to follow up Hep B vaccination.,Obs awaited/,,09.18 Dr Clark,Patient h/o to me by night
staff, Thumb wound irrigated thoroughly with sterile saline under lignocaine ring block,Betadine
dressing placed,Xray of R index finger obtained as patient also c/o tenderness over index finger with
some basal bruising - no # seen and no open wound.,R ear washed and small infero-posterior wound
seen where earring cut ear (not a through-and-through wound) - also irrigated and glued with
satisfactory wound closure.,Serology obtained for storage (and reason explained to patient); alleged
attacker questioned by colleague and low risk for transimission of infection so Hep B vaccine given
only with acclerated course to be f/u by GP please.,Obs stable.,Patient to go to SJH as above for
further thumb r/v - copy of Xrays requested.




Patient & GP Information

620045326K

2205671464

E039046

Cross, Angella

5/22/67

Female

44 Woodburn Bank
Dalkeith EH22 2EY

VE Aspinall

Newbattle Medical Practice,Blackcot,Mayfield,Midlothian
EH22 4AA

Report Contents

The report bundle provides information on the following:

* |P/OP Clinical Notes



Surname/Forename

Cross, Angella Episode Number E039046

UHPI Number

620045326K

Inpatient/Outpatient Clinical Notes

Note Details Clinical Notes

A&E Notes 39 y/o woman attends today c/o R eye infection. Normally wears contact lenses. She c/o sharp pain

Episode/Ref: E039046 in her R eye and the R eye is constantly watering. She is having difficulty with it. It feels like it's

Dr Eleanor Wicks worsening . She denies any facial swelling. No foreign body; no trauma. No change to visual acuity
but she normally has poor eyesight. She does state that she was wearing contact lenses yesterday

5/29/06 and she could feel it wiggling. When she took them out last night she could feel it was worse. This

am it was much worse as well.,,PMH: nil,DH: nil, nkda,,OE: P 80 T36.2 Her R eye was injected and
the upper and lower lid had blasitis. No uvitis or iritis. No photophobia seen,,IMP: conjunctivitis with
some lid involvement. She's been prescribed promoxiclav ABX and eyedrops chloenfenical and has
been referred to the eye pavillion should the need arise.




Patient & GP Information

620045326K

2205671464

04186942

Cross, Angella

5/22/67

Female

44 Woodburn Bank
Dalkeith EH22 2EY

VE Aspinall

Newbattle Medical Practice,Blackcot,Mayfield,Midlothian
EH22 4AA

Report Contents

The report bundle provides information on the following:

* |P/OP Clinical Notes



Surname/Forename

Cross, Angella Episode Number 04186942

UHPI Number

620045326K

Inpatient/Outpatient Clinical Notes

Note Details Clinical Notes

A&E Notes PC: Sore throat.,HPC: Viral iliness last night and seen by GP. Sore throat for last few days. Has

Episode/Ref: 04186942 had previous tonsillitis but says this feels worse. Painful++ to swallow. Only managing soft diet but

Dr Claire Turnbull managing fluids. No fevers or rigors. Coughing up small flecks of red blood. Has been taking
Paracetamol & Ibuprofen.,,PMH: Recurrent tonsillitis, nil else. Adenoids removed as a child.,DH: Nil.

5/2/05 NKDA.,SH: Lives with family.,,OE: Uncomfortable, apyrexial.,Palpable lymphadenopathy mainly on L

submandibular region, tender. Oropharynx inflammed. Enlarged tonsils with small amount of exudate
seen bilaterally. Uvula deviated to R. L tonsil appears larger. No bleeding point seen. No
inflammation in ear canal L or R.,P 93, BP 125/77, Temp 36.2, sats 98% on air.,,Bloods - Ur 2.6, Cr
81, Sod 137, Pot 2.9, Tc02 25, Hb 112, MCV 82, WCC 5.7, PIt 283.,,IMP: Tonsillitis ?quinsy due to
asymmetry, although apyrexial.,,D/w ENT, exudated tonsillitis, no trismus or pain in jaw so quinsy
unlikely. Some degree of tonsillar asymmetry acceptable.,,PLAN: Penicillin V 500mg qds for 5 days
as recommended by ENT. To return to Dept or see GP if symptoms worsen.,,DN




Patient & GP Information

620045326K

2205671464

03065926

Cross, Angella

5/22/67

Female

44 Woodburn Bank
Dalkeith EH22 2EY

VE Aspinall

Newbattle Medical Practice,Blackcot,Mayfield,Midlothian
EH22 4AA

Report Contents

The report bundle provides information on the following:

* |P/OP Clinical Notes



Cross, Angella _ 03065926

620045326K

Inpatient/Outpatient Clinical Notes

A&E Notes HIST - fell down stairs twisting L ankle.,,OE - swollen L foot.,BT MM and tarsal bone.,,XR - avulsion
Episode/Ref: 03065926 fracture of navicular.,BKS, Fracture Clinic, crutches.
Dr R Kemp

10/6/03




In Patient Records



NHS Lothian

General Medicine

Dr Aspinall

Newbattle Medical Practice
Blackcot

Mayfield

Midlothian

EH22 4AA

Inpatient Discharge Summary

Royal Infirmary of Edinburgh
51 Little France Crescent

Old Dalkeith Road

Edinburgh EH16 4SA

Date: 24/10/2022

Patient Angella Cross CHI 2205671464
44 Woodburn Bank Date of Birth / Age  22/05/1967 (55 years)
Dalkeith UHPI 620045326K
EH22 2EY
Ward Ward 207 RIE Admission Date 18/10/2022
Consultant Dr Pauline J Jones Discharge Date 21/10/2022
Dear Dr Aspinall
Allergen (Group to which Allergen belongs) Reaction
***No Known Drug Allergies
Discharge Drugs:
Amlodipine 5mg tablets
Dose Route Frequency To Continue
5mg Oral Once daily at 0700 Yes
Notes:
Bisoprolol 2.5mg tablets
Dose Route Frequency To Continue
2.5mg Oral Once daily at 1400 Yes
Notes:
Mirtazapine 30mg tablets
Dose Route Frequency To Continue
30 mg Oral Once daily at 2200 Yes
Notes:
Omeprazole 20mg gastro-resistant capsules
Dose Route Frequency To Continue
20 mg Oral Twice daily at 0700 & 1800 Yes
Notes:
Peptac liquid
Dose Route Frequency To Continue
15 mL Oral PRN For acid reflux Yes




Notes:

CHANGES TO DRUGS SINCE ADMISSION (relative to ECS)
Stopped:

Ramipril (difficulty swallowing tablets)

Propranolol - started on Bisoprolol for hypertension
Started:

Amlodipine 5mg OD - high BP

Omeprazole 20mg OD chronic cough ?reflux
Peptac 15ml PRN chronic cough ?reflux

Bisoprolol 2.5mg OD - high BP

Changed: Nil

Withheld: Nil

ALLERGIES / ADVERSE DRUG REACTIONS: Nil

Discharge prescription checked against ECS meds rec: Yes

Pharmacy Check by (enter on Trak): Name: Date: Time:

PRINCIPAL DIAGNOSES:
1. Worsening SOB of unclear origin
2. Chronic cough of unclear origin

ACTION REQUIRED FROM GP (do not ask GP to chase blood results):
Please re-check blood pressure and U&Es in 2 weeks

FOLLOW UP BEING ARRANGED BY HOSPITAL:
Lung function tests (these have been ordered)

LIST OF OUTSTANDING RESULTS / OP INVESTIGATIONS:
Lung function tests

PLEASE CC THIS LETTER TO:
Respiratory Outpatient Clinic, OPD 3, RIE Sent 24/10/22

ADMISSION SUMMARY AND TREATMENT:

Angela Cross is a 55 year old female patient admitted to the RIE on 18/10/22 with a 3 month history of worsening
SOB on exertion and cough after recently being treated for a chest infection in the community. She was pyrexial
with a BP of 190/145 at her GP appointment prior to admission and subsequently disclosed poor compliance with
her anti-hypertensive. A CT head was performed due to concerns about malignant hypertension which was clear. A
chest x-ray was also clear and she was seen by the Respiratory team who started her on treatment for GORD and



recommended a CTPA which showed no embolism and normal lung parenchyma. Her antihypertensive medication
was increased and she was discharged at her baseline with follow up lung function tests to be arranged by the
Respiratory Clinic as an outpatient.

RELEVANT INVESTIGATION RESULTS:
CXR: no focal consolidation

CT-head: nil acute findings

CTPA: no embolism, normal parenchyma
E&S bp: 161/95, 168/98

SIGNIFICANT OBSERVATIONS AT DISCHARGE:
BP: 153/98

CHANGES MADE TO CARE ARRANGEMENTS/ DNACPR STATUS/ ANTICIPATORY CARE PLANNING: Nil

Thank you for your ongoing care of this patient.

Yours Sincerely,

Michael Jenks
FY1
Acute / General Medicine, RIE

CHECKED by (enter on Trak): Name/Designation:

Should you need further information please email: RIEacutemedicine@nhslothian.scot.nhs.uk or phone Acute and
General Medicine Secretaries on: 0131 242 1440




NHS Lothian

Dr Scott

Newbattle Medical Practice
Blackcot

Mayfield

Midlothian

EH22 4AA

Inpatient Discharge Summary

Royal Infirmary of Edinburgh
51 Little France Crescent

Old Dalkeith Road

Edinburgh EH16 4SA

Date: 13/04/2017

Patient Angella Cross CHI 2205671464
44 Woodburn Bank Date of Birth /
Dalkeith Age 22/05/1967 (49 years)
EH22 2EY UHPI 620045326K
Specialty General Surgery Admission Date 28/02/2017
Ward Ward 106 RIE
Consultant Ms ljeoma A Azodo (Locum Discharge Date 03/03/2017
RR)
Dear Dr Scott
Discharge Drugs
Discharge Medication | Dose Frequency Duration | Additional Info
Bendroflumethiazide 25 MG |ONCE DAILY Long patients own
Tablets Term supply
Cyclizine Tablets 50 MG |THREE times DAILY .?gfr: 20 tablets given
Dihydrocodeine Tablets |30 MG |FOUR times daily ?Q:’r;t 30 tablets given
- . Long .
Lisinopril Tablets 5MG |Inthe MORNING Term patients own
1000 |Every FOUR to SIX hours Short .
Paracetamol Tablets MG PRN. Max 4 Term 32 tablets given

Clinical Summary:

You will have already received the immediate discharge summary regarding this patients admission under our care. | confirm that
she underwent a straightforward acute laparoscopic cholecystectomy and she made a good recovery post operatively and has
been discharged with no further plans for follow up. Her pathology of her gallbladder has shown cholelithiasis but no other
suspicious features. If she has any problems we would be more than happy to see her at short notice.

Yours sincerely

Mr PRABHU NESARGIKARST?7 to Miss IJEOMA AZODO




Progress Notes



Patient & GP Information

620045326K

2205671464

10005929900

Cross, Angella

5/22/67

Female

44 Woodburn Bank
Dalkeith EH22 2EY

VE Aspinall

Newbattle Medical Practice,Blackcot,Mayfield,Midlothian
EH22 4AA

Report Contents

The report bundle provides information on the following:

* |P/OP Clinical Notes



Surname/Forename Cross, Angella Episode Number 10005929900

UHPI Number 620045326K

Inpatient/Outpatient Clinical Notes

Note Details Clinical Notes
Inpatient Discharge THE INFORMATION BELOW RELATES TO PATIENT PRESENTATION ON 20.05.24
Summary
Episode/Ref: CLINICAL NOTES:
10005929900 Clinical note: ED Review (Pod E) - Foytl (ACCS1)
Dr David R McKean 20/05/24 - 22:56
F56 presents with abdominal & back pain following lifting heavy object
5/21/24
15:55 *** abbreviated summery with full documentation to follow ***
Angela Simm PC: abdo + back pain

HPC:

- lifting heavy object (concrete) stood up and sudden pain in upper abdomen + back

- sharp, cramping, debilitating

- initially 6/10 now 8/10

- able to walk and mobilise

- denies any neurological symtpoms - no numbness, weakness, parasthesia or loss of sesnation
- denies bladder or bwel symptoms: able to feel bladder fill / building urge - able to hold off and
control - aware of passing and cessation of urine passage and intact sensation on wiping

- no head injury

- no fall

- no other trauma

- has had Co-codamol 30/500 x 3 today but nil else. minimmal relief. does not like taking tablets.

Concerned about hernia.

PMHXx:

-HTN

- T2DM

- anxiety
DHX:

- Metformin

- Ramipril

- Mirtazapine
- Omeprazole
NKDA

SHXx:

- carer (currently not working)
- alcohol minimal

- smoking no

- lives with partner

On examination - NEWS =4
tachycardic 104
223/168

Walking in independently. Clearly in pain. Slower movements.

On inspection, no obvious bruising, swelling or deformity.
No midline tenderness at any level of spine.

Abdomen soft, no masses or lumps, no obvious herniation. No brusing.
Pain aggrevated by palaption in upper and lower abdomne.

Bilaterally painful, swollen and tender erector spinae muscles.
Limited thoracic extension and flexion.
Limited thoracic rotation.

Sensation intact throughout thoracic dermatomes.
Sensation intact throughout upper limb dermatomes, bilaterally.
Normal tone and power throughout UL bilaterally.

ECG - sinus tachy, nil ischemic, long QTc and RsR in Il (all seen previously).
BLOODS - not indicated

Impression: most likely MSK pain due to strain injury - no red flags on Hx or exam so far - needs re-




Cross, Angella _ 10005929900

620045326K
examln! I !earnla

PLAN:

1. Analgesia (given)

2. Re-examine once able - currently too sore

a. need to clincally check for hernia

3. Pending D/W senior provisional plan would be D/C with analgesia, PT self-referral and worsening
advice.

Foytl (ACCS1)

Update - D/W Dr B Earle-Wright (EM ST5): in agreement with all above. suggested addition of CXR
(requested).

Patient settled with Oramorph, Paracetamol and Ibuprofen.

Await CXR and aim for DC.

Foytl (ACCS1)

CXR reviewed - no obvious Pneumothorax, fracture or injury. No consolidation.

Impression of MSK type back pain most likely. Given advice leaflet and advice on self-referral to PT.
Analgesia improved and given Oromorph as TTO.

Discharged from ED.

Foytl (ACCS1)




Patient & GP Information

620045326K

2205671464

10005535571

Cross, Angella

5/22/67

Female

44 Woodburn Bank
Dalkeith EH22 2EY

VE Aspinall

Newbattle Medical Practice,Blackcot,Mayfield,Midlothian
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Report Contents

The report bundle provides information on the following:

* |P/OP Clinical Notes



Cross, Angella _ 10005535571

620045326K

Progress Notes Nursing

Episode/Ref:

10005535571 Pt IND with personal care this am.

Nurse NEWS as charted
Medications as per HEPMA.

10/19/22 No complaints voiced by pt.

13:00

Dean Amos NOTE - SPO2 performed while mobilising. 95% when static. 91-95% when mobile. No SOB. Only
short distance covered though. Approx 100 yds.
S/N D.Amos




Cross, Angella _ 10005535571

620045326K
Progress Notes Received patient per bed, awake, conscious and coherent. Patient is comfortable, not in pain not
Episode/Ref: in distress.
10005535571 2030h E & S BP taken.

Dr Suad ME Elawad
2230H Patient is in pain. Observations taken .Informed HAN Team regarding patient's pain. Patient

10/19/22 stated that she just wants her Propanolol medication.

23:19 HAN said that there is a medication in another ward that we can get for propanolol.
Yasmin Carter (Nursing Sent Yasmin to pick it up.

Student)

Patient is comfortable

Maria Sakura
Agency RN




Surname/Forename Cross, Angella Episode Number 10005535571
UHPI Number 620045326K

Note Details Clinical Notes

Inpatient Discharge CHANGES TO DRUGS SINCE ADMISSION (relative to ECS)

Summary

Episode/Ref: Stopped:

10005535571 Ramipril (difficulty swallowing tablets)

Dr Pauline J Jones Propranolol - started on Bisoprolol for hypertension

10/20/22 Started:

09:58 Amlodipine 5mg OD - high BP

Dr Zmarak Ahmad Khan

Omeprazole 20mg OD - chronic cough ?reflux
Peptac 15ml PRN - chronic cough ?reflux
Bisoprolol 2.5mg OD - high BP

Changed: Nil

Withheld: Nil

ALLERGIES / ADVERSE DRUG REACTIONS: Nil

Discharge prescription checked against ECS meds rec: Yes

Pharmacy Check by (enter on Trak): Name: Date: Time:

PRINCIPAL DIAGNOSES:
1. Worsening SOB of unclear origin
2. Chronic cough of unclear origin

ACTION REQUIRED FROM GP (do not ask GP to chase blood resulits):
Please re-check blood pressure and U&Es in 2 weeks

FOLLOW UP BEING ARRANGED BY HOSPITAL:
Lung function tests (these have been ordered)

LIST OF OUTSTANDING RESULTS / OP INVESTIGATIONS:
Lung function tests

PLEASE CC THIS LETTER TO:
Respiratory Outpatient Clinic, OPD 3, RIE — Sent 24/10/22

ADMISSION SUMMARY AND TREATMENT:

Angela Cross is a 55 year old female patient admitted to the RIE on 18/10/22 with a 3 month history of
worsening SOB on exertion and cough after recently being treated for a chest infection in the
community. She was pyrexial with a BP of 190/145 at her GP appointment prior to admission and
subsequently disclosed poor compliance with her anti-hypertensive. A CT head was performed due to
concerns about malignant hypertension which was clear. A chest x-ray was also clear and she was
seen by the Respiratory team who started her on treatment for GORD and recommended a CTPA
which showed no embolism and normal lung parenchyma. Her antihypertensive medication was
increased and she was discharged at her baseline with follow up lung function tests to be arranged by
the Respiratory Clinic as an outpatient.

RELEVANT INVESTIGATION RESULTS:
CXR: no focal consolidation

CT-head: nil acute findings

CTPA: no embolism, normal parenchyma
E&S bp: 161/95, 168/98

SIGNIFICANT OBSERVATIONS AT DISCHARGE:
BP: 153/98

CHANGES MADE TO CARE ARRANGEMENTS/ DNACPR STATUS/ ANTICIPATORY CARE
PLANNING: Nil

Thank you for your ongoing care of this patient.

Yours Sincerely,




e Ertood Number | oonaasee

620045326K

Michael Jenks
FY1
Acute / General Medicine, RIE

CHECKED by Dr Pauline Jones, Consultant Physician 01/11/22

Should you need further information please email: RIEacutemedicine@nhslothian.scot.nhs.uk or
phone Acute and General Medicine Secretaries on: 0131 242 1440




Surname/Forename Cross, Angella Episode Number 10005535571
UHPI Number 620045326K
Note Details Clinical Notes

Progress Notes
Episode/Ref:
10005535571

Dr Pauline J Jones

10/20/22
11:34
Dr David Kawecki

WR Dr Miya
55F adm 19/10 with worsening SOBOE (3/52) and cough

Issues.

1. SOBOE

- a/lw CTPA ?PE ?supradded chest infection
- ?residual post viral cough

BG: HTN, T2DM (diet controlled), anxiety, prev gallstones, prtial thyroidectomy

SHx: Cares for Down syndrome daughter 29

Today.

- sitting upright in bed at present

- Reports palpitations on mobilising

- Reports headaches but not at present
- discussed longstanding HTN

- ongoing cough with associated back pain along that radiates down the front of her right chest

- Pain associated with breathing

- Had fever when seen GP

- main symptom has been SOB on mobilising
- notes desaturates to 91-95 when mobile

Mild derranged LFT
On prophylactic dalteparin at present
Covid ve- 15/10 and 18/10

NEWSs - Sats 96 on RA
highest systolic 177

E&S: 161/95 168/98
No significant postural drop

HS pure
Chest: few creps on left base

Plan.
1. Chase CTPA (phoned radiology to convert CTchest to CTPA)
2. not for treatment dose dalteparin at present - pending CTPA result

Kawecki SHO




Cross, Angella _ 10005535571

620045326K
Progress Notes Received patient per bed, awake, conscious and coherent with no complaints of pain. Patient is
Episode/Ref: comfortable, E& S Blood pressure taken and recorded. Needs attended. Reinforced the use of call
10005535571 light.
Dr Pauline J Jones
10/21/22 Maria Sakura
00:19 Agency RN

Lee Skinner




Surname/Forename Cross, Angella Episode Number 10005535571
UHPI Number 620045326K
Note Details Clinical Notes

Progress Notes
Episode/Ref:
10005535571

Dr Pauline J Jones

10/21/22
09:19
Dr Michael Jenks

WR Dr Jones
55F adm 19/10 with worsening SOBOE (3/52) and cough

Issues

1. SOBOE

- a/lw CTPA ?PE ?supradded chest infection

- ?residual post viral cough

2. PMHx: HTN, T2DM (diet controlled), anxiety, prev gallstones, prtial thyroidectomy
3. SHx: Cares for Down syndrome daughter 29

Today.

-standing upright bedside and doesn't appear breathless
- ramipril previously for 3 years

- fits of cough recently

- no asthma

- non-smoker

- History for palpitations/anxiety attacks

NEWSs 1 systolic 171

Plan.

1. For CTPA today - radiology asked to phone them when cannula is in

2. trial bisoprolol 2.5mg OD -IDL: if not tolerated or insufficient then consider losartan
3. bloods incl Anti-TPO

4. lung function test

5. stop propranalol for anxiety as starting bisoprolol (which can be uptitrated if palpitations persist)

Kawecki SHO
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Progress Notes Angella has been discharged home with family, No cannula in situ, Medications and letters given
Episode/Ref:

10005535571
Nurse

10/21/22
15:53
Jennifer Clunas




Surname/Forename

Cross, Angella Episode Number 10005535571

UHPI Number

620045326K

Note Details

Clinical Notes

Outpatient Clinic Letter
Episode/Ref:
10005535571

Dr Pauline J Jones

11/4/22
10:31
Paula De Jongh

Following this lady's admission to the Royal Infirmary under my care | have received the results of her
anti-TPO antibody.

Her anti-TPO was greater than 1,000 IU/mL, | note that she has had a persistently elevated TSH for a
number of years, during her admission to hospital she had a TSH of 6.1 mU/L and a free T4 of
15 pmol/L.

Although her free T4 is within the normal range, her high anti-TPO suggests that she has a significant
probability of becoming increasingly hypothyroid in the future. If she has any symptoms consistent
with hypothyroidism it may be worth starting Levothyroxine with the goal of keeping her TSH in the
lower half of the normal range. The alternative would be ongoing monitoring of her TSH on a 6-12
monthly basis with initiation of Levothyroxine if her TSH rises above 10 mU/L or her free T4 is below
the normal range.

Yours sincerely,

Checked Electronically

Dr Pauline Jones

Consultant Physician

Acute & General Medicine

Cc: Miss Angella Cross, 44 Woodburn Bank, Dalkeith, Midlothian, EH22 2EY

Sent 04/11/22




Cross, Angella _ 10005535571

620045326K
Outpatient Clinic Letter This lady was admitted under my care back in October 2022. Her main concerns were worsening
Episode/Ref: shortness of breath and chronic cough, CTPA was unremarkable and she was empirically treated for
10005535571 gastro-oesophageal reflux disease following advice from the Respiratory team.

Dr Pauline J Jones
An outpatient lung function test was requested, she has been offered two appointments for this and

1/25/23 has not attended. | am not planning to rebook this test.
13:05
Paula De Jongh Yours sincerely,

e-checked by:

Dr Pauline Jones
Consultant Physician
Acute & General Medicine




Cross, Angella _ 10005535571

620045326K

Progress Notes Angella has been settled since arrival on the ward
Episode/Ref: NEWS 0
10005535571 BM 10.5
Nurse Eating and drinking well

Awaiting to be seen by medical team
10/19/22 No other concerns
00:15 Staff Nurse Rachel
Gemma Brown




Cross, Angella _ 10005535571

620045326K
Progress Notes 6861276 18/10/2022 CT Head
Episode/Ref:
10005535571 Technique: Unenhanced

Oliver P Llewellyn
Comparison: None available

10/19/22
00:49 Findings:
Dr Oliver P Llewellyn Normal brain appearances and CSF configuration.

No intracranial haemorrhage, collection or mass.
Normal bones and air spaces. Normal extracranial soft tissue.

Opinion:
No acute intracranial haemorrhage.
No significant finding.

Reported by Dr O Llewellyn FRCR, ST4 Clinical Radiology, GMC 7496698,
oliver.llewellyn@nhslothian.scot.nhs.uk

****This is a PROVISIONAL report. ****
The verified report will be issued by the consultant within 24 hours and that report will be available in
the Trak Radiology record.




Surname/Forename Cross, Angella Episode Number 10005535571
UHPI Number 620045326K
Note Details Clinical Notes
Progress Notes AMU ADMISSION REVIEW
Episode/Ref:
10005535571 Summary of ED/Interface presentation:
Dr Suad ME Elawad
- 3-week history of worsening SOBOE and cough - completed full course of amoxicillin in the
10/19/22 community but reported chest symptoms 2 days after finishing.
04:38 -BP =190/145 and T = 39.4 at GP - concerns re. malignant hypertension. CT head was

Dr Eilidh Duthie

unremarkable.

Treatment given in ED:
» Medication: Amlopidine.
« Fluids: Nil.

Additional history available?
Progress since ED:

SOB is main concern - worse when lying down and bending forward. Now SOB when walking 10m on
the flat to the bathroom. Far from baseline 3 months ago. Needs 3 pillows to sleep - disturbing sleep.
Also has non-productive cough which is worse when lying down. Denies chest pain. Has some
palpitations when walking which are associated with lightheadedness - almost every day. Frequently
has panic attacks when leaving the house. Also excessively sweats on exertion. Has had Covid twice,
most recently in summer 2022. Feels breathing has deteriorated since then. Struggling to do simple
tasks like changing the bed and looking after her daughter. Feeling well in herself otherwise.

Admits to being variably compliant with anti-hypertensives. Has had hypertension for years. Measures
BP at home and SBP usually sits around 175. Gets occasional headaches and thumping in her ear -
cannot be more specific with frequency. No visual changes. Also gets a sharp pain in her head when
bending down. Recently has noticed tingling in both her lower legs and feet which she attributes to the
change in temperature.

PMHXx: Hypertension (not compliant with medication), type Il diabetes mellitus (diet-controlled),
anxiety, previous gallstones, partial thyroidectomy for goitre.

SHx (driving if relevant): Lives at home with daughter (29) for whom she is the main carer. Previously
worked as a peer support worker. Never smoked. No alcohol.

NEWS: 0 (RR =20, SpO2 = 98% RA, BP = 122/70, HR =62, T = 36.2)
Focused examination:

A - Patent.

B - No increased WOB, chest clear.

C - Pulse regular, warm peripherally, HS 1+11+0, calves SNT, nil peripheral oedema.

D - Grossly intact, moving all 4 limbs appropriately, PERL - note normal neurological examination in
Interface.

E - Obese abdomen, abdomen SNT, BS +ve.

Bloods: CRP = 11, WCC normal, renal function stable, TSH = 6.1, FT4 = 15.

ECG: Sinus tachycardia.

Radiology: CXR - Awaiting formal report, no focal consolidation, well-demarcated costophrenic
angles, raised right hemidiaphragm, ? left heart border irregularity.

Medicine:
« Is medicine reconciliation complete: Y
+ ALLERGY: NKDA
« Is VTE risk assessed and prescribed: Y

Problem lists:

1) Hypertension due to intermittent compliance with medications

2) SOB and dry cough - on ACEi (although this is longstanding) and post-Covid
3) Palpitations post-Covid

4) Headaches - in context of high BP

Plan:

1) Start amlodipine

2) CT chest and PFTs - requested
3)E+S BP

4) Respiratory review




Cross, Angella _ 10005535571
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Is DNACPR/AWI completed if appropriate? (if capacity assessment is required use \capacity)
Destination: Hospital@Home/Resp/Cardio/Gl/GM/Neuro/Stroke/Frailty + CFScoring

Name and designation: Eilidh Duthie FY1

AMU Bays 1, 2, 3, 7 - Bleep 2241
AMU Bays 4, 5, 6, 8 - Bleep 2112




Surname/Forename

Cross, Angella Episode Number 10005535571

UHPI Number

620045326K

Note Details

Clinical Notes

Specialty Review
Episode/Ref:
10005535571

Dr Suad ME Elawad

10/19/22
07:25
Elspeth Christie

Respiratory RIE On-call Review Team: Lithgow/ Bain/ Christie

Infection Status: NEGATIVE
COVID-19 vaccination status0/1/2/3

Respiratory Background:
Comorbidities:

HTN

Type 2 DM - diet controlled
anxiety

never smoked

Functional Status:
Escalation/Resuscitation:
TEP needed?:

Acute Symptoms:

COVID Summer 2022 around July
Worsening of respiratory symptoms
Increasing shortness of breath

Dry cough develped post COVID.
No precipitating factors to cough
Palpatations

No issues with swallowing, feels food gets stuck
No weight loss, some weight gain
recent course of amox

Reduced ET

Sleeps with 3 pillows

Temp 39.7 o/a

Examination:
Sa02 98% on RA
RR 18

NEWS:0

chest - clear, crackles, but disappeared on coughing
abdo SNT

Investigations:
CRP 11

ALT 104
Alk Phos 141
GGT 81

CXR - no focal consolidation
Impression: reflux caunibg cough

Plan:

- aim Sa02 > 94%, NEWS 1

- remain under GM

- regular omeprazole

- prn gaviscon

- would be beneficial to walk patient while monitoring oxygen levels, if desaturates on mobilisation
consider CTPA

Is patient accepted to Respiratory?:
Target SpO2:

VTE Prophylaxis:

Cubicle Y/N Boardable Y/N

Oncall Reg Page 2832
RNS Mobile: 07977282716
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Surname/Forename

Cross, Angella

UHPI Number

620045326K

Episode Number

10004170853

Inpatient/Outpatient Clinical Notes

Note Details

Clinical Notes

Inpatient Discharge
Summary
Episode/Ref:
10004170853

Ms ljeoma A Azodo
(Locum to RR)

4/12/17
15:43
Karen Ann Bell

Clinical Summary:,You will have already received the immediate discharge summary regarding this
patients admission under our care. | confirm that she underwent a straightforward acute laparoscopic
cholecystectomy and she made a good recovery post operatively and has been discharged with no
further plans for follow up. Her pathology of her gallbladder has shown cholelithiasis but no other
suspicious features. If she has any problems we would be more than happy to see her at short
notice. ,Yours sincerely,,,,,Mr PRABHU NESARGIKARST7 to Miss IJIEOMA AZODO,




Surname/Forename Cross, Angella Episode Number 10004170853
UHPI Number 620045326K
Note Details Clinical Notes

Operation Note
Episode/Ref:
10004170853

Ms ljeoma A Azodo
(Locum to RR)

3/3/17
07:30
Joyce Brunton

02/03/17,Indication : Right upper quadrant pain with ultrasound demonstrating gallstones and
moderately deranged LFT's. The patient underwent a pre-operative MRCP which confirmed no intra-
ductal calculi.,Procedure : GA, supine position with table restraints, TEDs, flowtrons, Dalteparin and
IV antibiotics. Infraumbilical skin incision and insertion of a 10mm port using modified Hassan
technique. A further 10mm and two 5mm ports were placed in the epigastrium and right upper
quadrant under vision, after infiltration of .5% Levobupivocaine. Minimal adhesions to a thin walled
gallbladder. This was retracted cephalad and on grasping with the blunt snubnose grasper, there was
a perforation on the fundus of the gallbladder. There was spillage of bile but no gallstones. The
gallbladder was re-grasped using a Debakey grasper and retracted cephalad before anterior and
posterior incisions were made. The hepaticocystic triangle was dissected with large posterior window
created and the cystic artery and adjacent lymph node were skeletonised. The artery was then triple
clipped and divided lateral to the lymph node, leaving two clips on the patient side. Cystic duct was
then milked and skeletonised before being triple clipped and divided, again leaving two clips on the
patient side. The gallbladder was then dissected from the gallbladder fossa of the liver and retrieved
intact in a parachute bag, via the umbilical port site. Washout until the effluent was clear and
haemostasis ensured. Ports out under vision and closure with 1 PDS and subcuticular 4/0 biocin to
skin after infiltration of the residual .5% Levobupivocaine.,Post operative instructions : To the ward.
No further antibiotics. Eat and drink. Mobilise. Dalteparin as prescribed. Home when well.,,,,,Mr
ROBERT O'NEILL,Specialist Registrar to Miss IJEOMA AZODO,




Surname/Forename Cross, Angella Episode Number 10004170853
UHPI Number 620045326K
Note Details Clinical Notes

Inpatient Discharge
Summary
Episode/Ref:
10004170853

Ms ljeoma A Azodo
(Locum to RR)

313117
14:25
Lynsey Faichney

PRINCIPAL DIAGNOSIS/PROCEDURE- acute cholecystitis,Dear Dr,,,Your patient was admitted to
RIE under surgeons for weeks of intermittent upper, RUQ pain, worst in the last 24 hours with nausea
and vomiting. Blds showed elevated WBC and CRP with deranged LFTs, she was started on triple
therapy IVABs. An USS and MRCP showed gallstones in a distended gallbladder with no CBD
involvement. A laproscopic cholesystectomy was successfully carried out. The patient recovered well
and can be discharged.,, , TREATMENT- Lap chole, ,FUTURE INVESTIGATIONS AND FOLLOW-UP
BEING ARRANGED BY HOSPITAL- Nil, ,CHANGES TO DRUGS SINCE ADMISSION-

analgesia, ,ALLERGIES / ADVERSE DRUG REACTIONS- nil, ,SIGNIFICANT CHANGES MADE TO
CARE ARRANGEMENTS,,CHANGES TO DNACPR STATUS OR ANTICIPATORY CARE
PLANNING ,,GP to please consider the following check LFTs 2 weeks time, ,Should you need further
information please contact..., ,Information contained in this letter has been discussed with the patient/

carer.,,Yours sincerely...........ccccceennen. , ,Staff Signature............ccccoee PrintName.....LYNSEY
HALL....ovvveeeiiiiiiiiiie ,,Designation................. ANP............. Date........ 03/03/17.........
Time.......ccevveee. ,Patient/Carer Signature............ccocviiiiiiiiii e ,,This is an

immediate discharge letter and a further letter may follow.
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Pharmaceutical Care Phar:4 for discharge today. JW 3/3
Issues

Episode/Ref:
10004170853

3/3/17
14:32
Joycelyn Wan
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Surname/Forename

Cross, Angella Episode Number 10003850357

UHPI Number

620045326K

Inpatient/Outpatient Clinical Notes

Note Details

Clinical Notes

Inpatient Discharge
Summary
Episode/Ref:
10003850357

Dr Harry GB Bennett

1/17/16
12:01
Rhys Davies

PRINCIPAL DIAGNOSIS/PROCEDURE,Right contact lens related corneal

ulcer, ,TREATMENT ,Admitted for intensive topical antibiotics.,Also started on Aciclovir 400mg 5 x
day., ,FUTURE INVESTIGATIONS AND FOLLOW-UP BEING ARRANGED BY HOSPITAL,
Wednesday 20th January: 09.30 OPD E4 Dr Bennett clinic,, CHANGES TO DRUGS SINCE
ADMISSION, ,PREVIOUS ADVERSE DRUG REACTIONS, ,SIGNIFICANT CHANGES MADE TO
CARE ARRANGEMENTS,,CHANGES TO DNACPR STATUS OR ANTICIPATORY CARE
PLANNING ,GP to please consider the following..., ,Should you need further information please
contact..., ,Information contained in this letter has been discussed with the patient/carer.,,Yours
sincerely.......ccocooeeeeeniis , ,Staff Signature.........................

PrintName........cccoooevviieiiiies ,,Designation............ccocceeeennn. Date.................
Time.....ccccevveeee. ,,Patient/Carer Signature...........cccocvei i ,,This is an
immediate discharge letter and a further letter may follow.
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Inpatient/Outpatient Clinical Notes

Inpatient Discharge DIAGNOSIS: UNWANTED FERTILITY,PROCEDURE: LAPAROSCOPIC STERILIZATION,DATE OF
Summary PROCEDURE: 10/12/01,,Your patient was admitted today for the above procedure. This was carried
Episode/Ref: out uneventfully with the application of one Filshie clip to each tube. The pelvis was noted to be
10000407963 normal.,,Yours sincerely,,,,,,Richard A Anderson,Consultant

Dr JAA Milne (€T T=To7 o] [0 11

12/10/01




Patient & GP Information

620045326K

2205671464

10000407961

Cross, Angella

5/22/67

Female

44 Woodburn Bank
Dalkeith EH22 2EY

VE Aspinall

Newbattle Medical Practice,Blackcot,Mayfield,Midlothian
EH22 4AA

Report Contents

The report bundle provides information on the following:

* |P/OP Clinical Notes



Cross, Angella _ 10000407961

620045326K

Inpatient/Outpatient Clinical Notes

Inpatient Discharge Diagnosis: Missed abortion,Procedure: Evacuation of Uterus,Date of Discharge: 17.12.98,,This woman
Summary attended for her amino centesis on 15 December she was unfortunately found to have a missed
Episode/Ref: abortion at approximately 9 weeks gestation. She underwent an Evacuation of the uterus under
10000407961 general anaesthesia as a day case procedure on 17 December 1998. Blood group was O positive

Dr MM Lees and anti-D was not required.,,Yours sincerely,,,,,,Dr J MacNab,Senior Registrar,,JMcN/VSJ/

12/17/98




Clinic Letters



H Royal Infirmary of Edinburgh
N HS LOth Ian 51 Little France Crescent
Old Dalkeith Road
Edinburgh EH16 4SA

General Medicine

Dr Aspinall Date: 06/02/2023
Newbattle Medical Practice

Blackcot

Mayfield

Midlothian

EH22 4AA

Outpatient Clinic Letter

Patient Angella Cross CHI 2205671464
44 Woodburn Bank Date of Birth / Age 22/05/1967 (55 years)
Dalkeith UHPI 620045326K
EH22 2EY

Attendance Date
Consultant Dr Pauline J Jones

Dear Dr Aspinall

Discharge Drugs:

Amlodipine 5mg tablets

Dose Route Frequency To Continue
5mg Oral Once daily at 0700 Yes
Notes:

Bisoprolol 2.5mg tablets

Dose Route Frequency To Continue
2.5mg Oral Once daily at 1400 Yes
Notes:

Mirtazapine 30mg tablets

Dose Route Frequency To Continue
30 mg Oral Once daily at 2200 Yes
Notes:

Omeprazole 20mg gastro-resistant capsules

Dose Route Frequency To Continue
20 mg Oral Twice daily at 0700 & 1800 Yes

Notes:

Peptac liquid

Dose Route Frequency To Continue
15 mL Oral PRN For acid reflux Yes

Notes:

This lady was admitted under my care back in October 2022. Her main concerns were worsening shortness of



breath and chronic cough, CTPA was unremarkable and she was empirically treated for gastro-oesophageal reflux
disease following advice from the Respiratory team.

An outpatient lung function test was requested, she has been offered two appointments for this and has not
attended. | am not planning to rebook this test.

Yours sincerely,

e-checked by:

Dr Pauline Jones
Consultant Physician
Acute & General Medicine



University Hospitals Divisio

Surgical Ambulatory Care

n Royal Infirmary of Edinburgh
51 Little France Crescent
Old Dalkeith Road

Edinburgh
EH16 4SA

Dr Aspinall Date First Created: 28/02/2017
Newbattle Medical Practice Date/Time Printed: 07/05/2026 14:51
Blackcot Our Réef: 620045326K
Mayfield CHI: 2205671464
Midlothian

EH22 4AA

Patient: Miss Angella Cross UHPI: 620045326K

44 \Woodburn Bank
Midlothian
Dalkeith

EH22 2EY

Specialty: Surgical Ambulatory Care

Date of Birth: 22/05/1967

Consultant:  MsljeomaA
Azodo (Locum
to RR)

HOT clinic 28/2/17

PC: Upper abdominal pain

HPC: 49 year old lady who presented to the surgeons with a few week history of intermittent upper
abdominal pain. Worsened sigificantly over the last 24 hours. No urinary or bowel upset.
PMH: Hypertension, partial thyroidectomy, breast reduction
O/E: Abdomen soft, non tender, Murphys negative

Invsetiagtions:
Obseravtios -

Bloods - Bil 26, ALT 178, Alk Phos 128, GGT 128

AUSS -
Impression:

Plan:

Page: Printed By:

Tof E——

Printed Date:
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Printed Time:
14:51



NHS Lothian

Royal Infirmary of Edinburgh
51 Little France Crescent

Old Dalkeith Road

Edinburgh EH16 4SA

General Medicine

Dr Aspinall

Date: 04/11/2022

Newbattle Medical Practice

Blackcot
Mayfield
Midlothian
EH22 4AA

Outpatient Clinic Letter

Patient Angella Cross CHI 2205671464
44 Woodburn Bank Date of Birth / Age 22/05/1967 (55 years)
Dalkeith UHPI 620045326K
EH22 2EY
Attendance Date
Consultant Dr Pauline J Jones
Dear Dr Aspinall
Discharge Drugs:
Amlodipine 5mg tablets
Dose Route Frequency To Continue
5mg Oral Once daily at 0700 Yes
Notes:
Bisoprolol 2.5mg tablets
Dose Route Frequency To Continue
2.5mg Oral Once daily at 1400 Yes
Notes:
Mirtazapine 30mg tablets
Dose Route Frequency To Continue
30 mg Oral Once daily at 2200 Yes
Notes:
Omeprazole 20mg gastro-resistant capsules
Dose Route Frequency To Continue
20 mg Oral Twice daily at 0700 & 1800 Yes
Notes:
Peptac liquid
Dose Route Frequency To Continue
15 mL Oral PRN For acid reflux Yes
Notes:

Following this lady's admission to the Royal Infirmary under my care | have received the results of her anti-TPO




antibody.

Her anti-TPO was greater than 1,000 1U/mL, | note that she has had a persistently elevated TSH for a number of
years, during her admission to hospital she had a TSH of 6.1 mU/L and a free T4 of 15 pmol/L.

Although her free T4 is within the normal range, her high anti-TPO suggests that she has a significant probability of
becoming increasingly hypothyroid in the future. If she has any symptoms consistent with hypothyroidism it may be
worth starting Levothyroxine with the goal of keeping her TSH in the lower half of the normal range. The alternative
would be ongoing monitoring of her TSH on a 6-12 monthly basis with initiation of Levothyroxine if her TSH rises

above 10 mU/L or her free T4 is below the normal range.

Yours sincerely,

Checked Electronically

Dr Pauline Jones
Consultant Physician
Acute & General Medicine

Cc: Miss Angella Cross, 44 Woodburn Bank, Dalkeith, Midlothian, EH22 2EY

Sent 04/11/22



University Hospitals Division AddressNot Specified

Plastic Surgery
Dr Aspinall Date First Created: 21/05/2008
Newbattle Medical Practice Date/Time Printed: 07/05/2026 14:52
Blackcot Our Réef: 620045326K
Mayfield CHI: 2205671464
Midlothian
EH22 4AA
Patient: Miss Angella Cross UHPI: 620045326K

44 Woodburn Bank Date of Birth: 22/05/1967

Midlothian

Dalkeith

EH22 2EY

Specialty: Plastic Surgery

Consultant:  Mr Cameron
Raine

| reviewed thislady in the physio led hand clinic this morning. Sheis now 5 days following

washout and nail-bed repair of her right thumb.

On examination today her thumb is oedematous however her wound is healthy and she states
sheis continuing with her oral antibiotics at home. She shows a good range of movement of the
metacarpal and carpal metacarpal pharyngeal joints. | have encouraged her to move very gently
around this area and we will review her again in clinic in two weeks time.

Y ours sincerely

Grace Meek MSCP, SRP
Chartered Physiotherapist
Advanced Hand Practitioner

Page: Printed By: Printed Date:

10of1 _ 07/05/2026

Printed Time:
14:52



: Midlothian Community Hospital
NHS LOthlan Psychological Therapies
70 Eskbank Road

Bonnyrigg
Dalkeith
EH22 3ND
Dr Aspinall Date: 20/03/2019
Newbattle Medical Practice
Blackcot
Mayfield
Midlothian
EH22 4AA
Outpatient Clinic Letter
Patient Angella Cross CHI 2205671464
44 Woodburn Bank Date of Birth /
Dalkeith Age 22/05/1967 (51 years)
EH22 2EY UHPI 620045326K
Specialty AMH ML - Psych Therapy  Attendance Date 19/02/2019
Consultant Michael Jones

Dear Dr Aspinall

Dear Dr Scott
Angela Cross 22.05.67 (1464) 44 Woodburn Bank Dalkeith EH22 2EY

Further to my last letter to you in October 2018 Ms Cross decided not to pursue the Survive & Thrive course. As a result we met for
a review on 19th February 2019.

Her situation remains the same as outlined in my assessment letter to you and we agreed to place her on the waiting list for one to
one therapy. Given her persistent low mood, history of trauma from past abuse and interpersonal difficulties we have considered
that CBASP could be a helpful model of therapy for her.

| have provided her with some online resources compassion exercises meantime while she is waiting for individual treatment.

Should you require any further information please contact me on the address or telephone number above.

Yours sincerely

Mike Jones
Psychological Therapies Series



Un|Ve|’S|ty Hosp|ta|s Division Roval Infirmary of Edinburgh

51 Little France Crescent

Old Dalkeith Road
Edinburgh
EH16 4SA
Orthopaedics
Dr Aspinall Date First Created: 10/01/2011
Newbattle Medical Practice Date/Time Printed: 07/05/2026 14:52
Blackcot Our Ref: 620045326K
Mayfield CHI: 2205671464
Midlothian
EH22 4AA
Patient: Miss Angella Cross UHPI: 620045326K
44 \Woodburn Bank Date of Birth: 22/05/1967
Midlothian
Dalkeith
EH22 2EY
Specialty: Orthopaedics Consultant:  MissLeelaC
Biant
No notes.

Diagnosis: Third metatarsal fracture.

Thislady is now 3 weeks post injury. Unfortunately there is no dictation from her previous
attendance. She has been weight bearing in a below knee cast for the past three weeks.

On examination today there is no tenderness over the fracture site and she has a good range of
movement of her foot. No evidence of any bruising.

| have advised her that she should weight bear in normal shoes and that we will review her again in
clinicin 2 weekstime for further clinical assessment with the aim to discharge her at this stage.

Yours sincerely

K BUGLER, ST2to
LeelaC Biant FRCSEd (Tr&Orth) MS

Page: Printed By: Printed Date: Printed Time:
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Angella Cross

14 Woodburn Bank
Dalkeith

Midlothian

EH22 2EY

Dear Angella

Date
Chi
Our Ref

Enquiries to:

Extension
Direct Line

Clinical Psychology

East Lothian Health and Social Care
Partnership

2" Floor, Musselburgh Primary Care
Centre

Inveresk Road, Musselburgh, EH21
7BP

T: 0131 446 4208

www.eastlothian.gov.uk

13/11/2018
2205671464
PB/DH/CF/S&T

Carrie Findlay
Secretary
523920

01506 523920

We recently wrote to you offering you a place on our upcoming Survive and Thrive
Course. As part of this invitation we asked that you would contact the Department to
arrange a pre-group assessment. As we have not heard from you to date, we ask that you
contact us on 01506 523920 within 7 days of this letter to let us know if you still require
input from the Psychological Therapies Service.

If we have not heard from you during this time we will assume that you no longer require
support and will discharge you from the service.

Yours sincerely,

Penny Balfour, Dorothy Hansen & Louise Mason
On Behalf of the Survive And Thrive Group

Headquarters

Waverley Gate, 2-4 Waterloo Place, Edinburgh EH1 3EG

Chair Mr Brian Houston

Chief Executive Tim Davison

Lothian NHS Board is the common name of Lothian Health Board




University Hospitals Division AddressNot Specified

Gastroenterology
Dr Aspinall Date First Created: 07/06/2001
Newbattle Medical Practice Date/Time Printed: 07/05/2026 14:53
Blackcot Our Ref: 620045326K
Mayfield CHI: 2205671464
Midlothian
EH22 4AA
Patient: Miss Angella Cross UHPI: 620045326K

44 Woodburn Bank Date of Birth: 22/05/1967

Midlothian

Dalkeith

EH22 2EY
Specialty: Gastroenterology Consultant:  Dr Kenneth J

Simpson

Dear Dr Murray,

Thank you for referring this 34 year old lady with congtipation. Up until seven yeas ago she

was passing a motion every two days. Seven years ago she underwent a Cesarean section and

also had pylonephritis. At that time she started taking some Dihydrocodeine 2 or 3 aday. Sheis
not very forthcoming as to how long this was a problem for. Now her bowel habit is passing a
motion once every seven days. After two or three days she gets generalised abdominal bloating
and discomfort. On the seventh day she tries to pass a motion and can spend most of the day on
and off the loo sitting for up to an hour. She then passes pellety motions and gets the feeling of
incompl ete evacuation. Usually this relieves the discomfort then she is okay for another 3 or 4
days. Her weight recently has been increasing. She is undergoing investigation for anodule in her
neck. As she hasidentified that her weight isincreasing she is therefore on a diet. She says that
she will have fruit and veg maybe three times aweek. Sheis currently having wholemeal bread in
the morning, a sandwich at lunchtime and alow calorie meal in the evening. She said she drinks
plenty of water and diluted juice. Asyou say in your letter she has had a good result with stimulant
laxatives such as Senna which would normally produce aresult within 24 hours. Y ou have limited
this over the past year due to concerns about the use and she is currently maintained on Methyl
Cellulose once aday. Sheis currently taking no other painkillers. Thereis no family history. She
herself has two children and the reason for her DNAing her appointments was the recent birth of
her child four months ago. Her first child born seven years ago has Downs syndrome. She has
clearly had atroubled life since the mid 80's. She has had problems with depression, suicides and
anxiety.

On examination she is mildly obese. There was no abnormality of the cardiovascular, respiratory
systems. Examination of the abdomen was unremarkable. PR examination was normal, with no
faeces in the rectum and normal anal tone.

| suspect this lady has constipation predominant IBS. It is difficult to say whether her period of
opiate abuse has influenced the bowels in some way. She however appearsto free of this at the

Page: Printed By: Printed Date: Printed Time:

10of2 _ 07/05/2026 14:53



University Hospitals Division AddressNot Specified

Gastroenterology

Dr Aspinall

Newbattle Medical Practice
Blackcot

Mayfield

Midlothian

EH22 4AA

moment and still has the problem. Today in the clinic | have repeated her thyroid function tests,

Date First Created:
Date/Time Printed:
Our Réef:

CHI:

07/06/2001
07/05/2026 14:53
620045326K
2205671464

and liver function tests and full blood count. We will perform alarge bowel transit study to ensure

thereisno dismotility. If al these tests are negative then | will refer her to our clinical nurse
practitioner who has a special interest in this area. We will review her in three months time.

Yours sincerely,

DR TOBY DELAHOOKE
Lecturer to Dr Simpson

Page: Printed By:

2012 E——
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Clinical Psychology

East Lothian Health and Social Care
Partnership

2" Floor, Musselburgh Primary Care
Centre

Inveresk Road, Musselburgh, EH21
7BP

T: 0131 446 4208

www.eastlothian.gov.uk

Date 01/11/2018
Angella Cross Chi 2205671464
14 Woodburn Bank Our Ref PB/DH/CF/S&T
Dalkeith iy _
Midlothian Enquiries to: g:ea(r:rrleet;;dlay
EH22 2EY Extension 523920

Direct Line 01506 523920
Dear Angella

As you will be aware, following your assessment appointment with a practitioner from the
Psychological Therapies Service, your name was placed on the waiting list for the Survive and
Thrive course.

| am pleased to inform you that the next course will begin on Wednesday 09 January 2019 and will
run weekly for 10 weeks and finish on Wednesday 13 March 2018. We will confirm the time of the
course at the pre-course appointment.

If you would like to attend the Survive and Thrive course please call our group
administrator on 01506 523920 within the next 2 weeks to book your individual pre-course
appointment.

This will last approximately 30 minutes and will be at Musselburgh Primary Care Centre
outpatients department where the course is held. It often helps people feel less anxious when they
have had the opportunity to visit the venue and meet with one of the course facilitators before the
course begins.

If we have not heard from you within the next 2 weeks, we will assume that you do not wish to be
seen and will close this referral.

| have enclosed a map, with directions to the department and a Survive and Thrive information
sheet.

Yours sincerely

Penny Balfour, Dorothy Hansen & Louise Mason
On Behalf of the Survive And Thrive Group

Cc Dr Scott - Newbattle Medical Practice, Blackcot, Mayfield, Midlothian,Dalkeith,EH22 4AA
Michael Jones

Headquarters

Waverley Gate, 2-4 Waterloo Place, Edinburgh EH1 3EG

Chair Mr Brian Houston

Chief Executive Tim Davison

Lothian NHS Board is the common name of Lothian Health Board




University Hospitals Division AddressNot Specified

Gynaecol ogy
Dr Aspinall Date First Created: 23/12/99
Newbattle Medical Practice Date/Time Printed: 07/05/2026 14:53
Blackcot Our Ref: 620045326K
Mayfield CHI: 2205671464
Midlothian
EH22 4AA
Patient: Miss Angella Cross UHPI: 620045326K

44 \Woodburn Bank Date of Birth: 22/05/1967

Midlothian

Dalkeith

EH22 2EY
Specialty: Gynaecology Consultant:  Prof D Baird

| saw this 32 year old para 3+3 in the Endocrine clinic.

She has had secondary amenorrhoea for approximately one year following an evacuation of uterus
for amissed abortion in December 1998. In fact she tells me that she had PV bleeding starting on

22.12.99.

She does have a monthly cycle of mood swings and breast tenderness over the past few years. Her
periods were previously regular. In her past obstetric history she has two sons aged 14 and 11 and
a daughter aged 6 who has Down's Syndrome. She was delivered by Caesarian section for breech
presentation. She has also had one stillbirth at 22 weeks and two missed abortions, for which she

has had evacuation of the uterus.

Also of note in her history, isthat she had a diagnostic laparoscopy for ? ectopic pregnancy in
1987. She has also had severe constipation since her Caesarian section Six years ago.

Drug history laxatives, many different types.

On systemic enquiry she tells me that she has put on three stone in weight in the last one year,
though her BMI is till 25. Sheistrying to lose weight without success.

She has also suffered from severe depression in the past with treatment with Amitriptylline, which

has not hel ped.

Her blood results are indeed consistent with stress induced menstrual disturbance and on
questioning her in detail shereally hasalot of stresslooking after her six year old daughter with
Down's syndrome. She has aso been significantly depressed in the recent past.

| have reassured her that her bleeding starting yesterday may be the start of regular periods once
again, but | have checked her hormone profile today and we will see her back for review in two
months' time.

Page: Printed By: Printed Date: Printed Time:
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University Hospitals Division AddressNot Specified

Gynaecol ogy

Dr Aspinall

Newbattle Medical Practice
Blackcot

Mayfield

Midlothian

EH22 4AA

Y ours sincerely

Dr Catherine Calderwood
Registrar to Professor Baird

Date First Created:
Date/Time Printed:
Our Réef:

CHI:

23/12/99
07/05/2026 14:53
620045326K
2205671464
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: Midlothian Community Hospital
NHS LOthlan Psychological Therapies
70 Eskbank Road

Bonnyrigg
Dalkeith
EH22 3ND
Dr Scott Date: 01/10/2018
Newbattle Medical Practice
Blackcot
Mayfield
Midlothian
EH22 4AA
Outpatient Clinic Letter
Patient Angella Cross CHI 2205671464
44 Woodburn Bank Date of Birth /
Dalkeith Age 22/05/1967 (51 years)
EH22 2EY UHPI 620045326K
Specialty AMH ML - Psych Therapy  Attendance Date 18/09/2018
Consultant Michael Jones

Dear Dr Scott

SUITABILITY FOR THERAPY ASSESSEMENT

PRESENTING DIFFICULTIES

Described experiencing difficulties with her mood and anxiety, finding it difficult to go out the house and to visit family. She feels
worthless and abandoned by others with a sense of never having been loved. She experienced childhood abuse, physical and
emotional abuse from her mother. She also describes three past partners dying of drug related issues and the impact these
bereavements have had on her.

BaCKGROUND

She grew up in Inverness. Her parents separated and she was cared for by her adopted stepfather whom she describes she has a
difficult relationship with him. She has two step brothers from this relationship. She reports that her mother misused alcohol and
substances and died ten years ago. Angella spent a significant proportion of her childhood in care leaving at the age of sixteen and
a half to move into temporary accommodation system. She describes a number of difficult relationships that were abusive and her
partner's misuse of substances. She has sustained significant assaults herself from her ex partners. She has four children aged
thirty two, thirty, twenty five and seventeen.

She feels particulary guilty about the death of her third partner who died related to substance misuse. She describes refusing to
answer the phone to him on the night that he died.

CURFENT CIRCUMSTANCES

Lives with her daughter three to four days a week and she shares the care of her with other carers. | am unsure of the
details of this arrangement. Her daughter has Down's syndrome. Her daughter had been previously been moved from her care
following Angella's decision to take the rap from my ex partners drug use. She ended up receiving a custodial sentence. She is
currently not working. She is in receipt of benefits but possibly needs a review and | have pointed her in the direction of the Citizens
Advice Bureau regarding this. She has friends and family in Glasgow but limited contact with them. Physical health is poor with
pain in her right leg which her GP is involved in investigating. She is also on blood pressure tablets. She has previously been
involved with the Willow project but is uncertain about how much she has retained from involvement in past attendance at Survive
& Thrive through Willow.

RISK ASSESSMENT

She has thoughts of not being here but she has never acted upon these thoughts since her teenage years when she took tablets in
response to her step father preventing her from seeing her step brothers. She currently received Mirtazapine 45mgs and
Propranolol - query dose.

SUITABILITY FOR PSYCHOLOGICAL THERAPY



As noted above she has previously attended Willow for Survive & Thrive but her engagement with Willow was influenced by their
connection to social work at the time of her daughter being removed from her care. We discussed a phased based approach to
managing the impact of trauma from past abuse and she thought that Survive & Thrive might be helpful for her to revisit however |
would take advice from my colleagues who deliver Survive & Thrive on this matter and | have emailed them regarding this.

Provisional formulation

Past history of childhood abuse as well as domestic abuse within relationships, a sense of abandonment and rejection by family
and ex partners led to her being anxious, avoidant and critical of herself. She avoids making contact with others to minimise her
fear of being hurt by others, making it hard for her to leave the house and increasing anxiety.

Agreed PLAN
As noted above we discussed Survive & Thrive with Angella and she was agreeable to be placed on the waiting list for this and |
have emailed my colleagues who deliver this with regard to the appropriateness of it.



H Royal Edinburgh Hospital
N HS LOthlan Morningside Place

Edinburgh
EH10 5HF
Dr Scott Date: 08/08/2018
Newbattle Medical Practice
Blackcot
Mayfield
Midlothian
EH22 4AA
Outpatient Clinic Letter
Patient Angella Cross CHI 2205671464
44 Woodburn Bank Date of Birth /
Dalkeith Age 22/05/1967 (51 years)
EH22 2EY UHPI 620045326K
Specialty AMH ML - Psych Therapy  Attendance Date
Consultant Mary Begg

Dear Dr Scott

Your patient attended Midlothian Access Point - this is a brief summary of the triage and is not a full psychological assessment.
REFFERAL TO PSYCHOLOGICAL THERAPIES:YES/

GP TO SEND INFORMATION ONLY REFERRAL TO PSYCHOLOGICAL THERAPIES SERVICE VIA SCIGATEWAY:
YES/

Clinicians email address (if further information required):mary.begg@nhslothian.scot.nhs.uk

Summary of presenting problems and strengths identified: This lady was tearful and described her life as a mess She finds it very
diffcult to go out alone.Severe physical and emotional abuse from mother resulting in her being in and out of the care system
between age 2 and 16.Mother was also alcoholic and a drug user. Blamed Angella when her new husband who also adopted
Angella and went on to have 2 further children with her mother, left. He took her with him and the boys but 2 weeks later returned
her to the care system.She has had 3 partners who have all died, 1 from HIV and 2 due to drug overdoses. She has 4 children ,
sons aged 32 30 and 17 and a daughter with downs syndrome aged 25. She lost her home and children when she "Took the rap"
for a drug offense of a partner and served 18 months in jail. When she got out of jail, this partner died. She has her daughter 3
days a week.She expresses a strong sense of guilt and shame.Depressed with anxiety and avoidant of social situatons, In triage
she hid behind a curtain of hair.Previous attendance at Willow. She wants to be a better person but issues from her past wont go
away and stop her from moving on.

Risk Factors: No sense of belonging or family. Multiple losses, low self esteem, thinks she is better away from people to keep them
safe. Memories sparked off by smells, images etc.Poor sleep making it more difficult for her on a daily basis.

Medication: mirtazipine and propanolol
CORE 10:34

Trauma History (Inc. GBV) as above
Advice and Information: /NO (please list)

Signposted to other local service: /NO (please list)



Referrals



NHS Lothian - Imaging Request

Please note that this request will become invalid if the patient does not attend within 30 days of this request

Referral To Midlothian Community Hospital
Clinical Radiology
L Radiology Walk in

Urgency of referral Routine
Date of referral 31/03/2023
Date submitted 31/03/2023
UCPN 101029197559R
PATIENT DETAILS Contact Details
CHI number: 2205671464 44 WOODBURN BANK Voice (Home) : 0131 531 1195
S MS ANGELLA CROSS DALKEITH Voice (Mobile) : 07940443239
Date of birth: 22/05/1967 CHEE ORHIAN
EH22 2EY
Sex: Female

REFERRING PRACTITIONER DETAILS

Practice address

Name: Fionna Mackinnon Advanced Physiotherapy Blackcot
Practitioner (GMC: Ph46969) Mayfield
Practice: Newbattle Medical Practice (77106) Midlothian
Phone: Voice : 0131 663 1051 EH22 4AA
INVESTIGATION REQUESTED
Test :
Requested: Shoulder right
Reason for right shoulder pain 3-4 months without injury. some limitation of ROM but not true capsular pattern no muscle
Request: weakness. any bony pathology or calcification Kind regards Fionna MacKinnon GP APP
CLINICAL INFORMATION

Examinations and Investigations
Description Result Date
Middle name : ISABELLA
Investigations

Description Result Date

Please provide smoking status : Non-Smoker
Suspected : Pain
Could the patient be pregnant? : Blank

Signature of requesting doctor Designation

Lauriston Building

Leith Community Treatment Centre

Midlothian Community Hospital

East Lothian Community Hospital (Roodlands)
Royal Hospital for Sick Children - Children Only
Royal Infirmary of Edinburgh

St John's Hospital

Western General Hospital

Radiology Walk In is available Monday
Date to Friday as follows:

8:30am - 4:00pm

8:30am - 4:00pm

9:15am - 12:30pm

8:30am - 4:00pm

9:00am - 4:30pm (Except public holidays)
9:00am - 4:30pm

8:30am - 5:00pm

8:00am - 5:00pm (Main xray Department)




NHS Lothian - Imaging Request

Please note that this request will become invalid if the patient does not attend within 30 days of this request

Referral To Midlothian Community Hospital
Clinical Radiology
L Radiology Walk in

Urgency of referral Routine
Date of referral 21/06/2022
Date submitted 21/06/2022
UCPN 101026663256E
PATIENT DETAILS Contact Details
CHI number: 2205671464 44 WOODBURN BANK Voice (Home) : 0131 531 1195
- MS ANGELLA CROSS DALKEITH Voice (Mobile) : 07940443239
Date of birth:  22/05/1967 ST oI
EH22 2EY
Sex: Female

REFERRING PRACTITIONER DETAILS T —

Name: Dr. Abigail Paul (GMC: 7474584) Blackcot

Practice: Newbattle Medical Practice (77106) M.ayﬁel(‘i
Midlothian

Phone: Voice : 0131 663 1051 EH22 4AA

INVESTIGATION REQUESTED

Test Requested: Abdominal Plain Film
Reason for Request: Persistent SOB on minimal exertion ?any underlying pathology

CLINICAL INFORMATION

Examinations and Investigations
Description Result Date
Middle name : ISABELLA

Investigations
Description Result Date
Dyspnoea : true

Please provide smoking status : Non-Smoker
Could the patient be pregnant? : Blank

Radiology Walk In is available Monday

Signature of requesting doctor Designation Date to Friday as follows:

Lauriston Building 8:30am - 4:00pm

Leith Community Treatment Centre 8:30am - 4:00pm

Midlothian Community Hospital 9:15am - 12:30pm

East Lothian Community Hospital (Roodlands) 8:30am - 4:00pm

Royal Hospital for Sick Children - Children Only 9:00am - 4:30pm (Except public holidays)

Royal Infirmary of Edinburgh 9:00am - 4:30pm

St John's Hospital 8:30am - 5:00pm

Western General Hospital 8:00am - 5:00pm (Main xray Department)



NHS Lothian - Imaging Request

Referral To Midlothian Community Hospital
Clinical Radiology
L Radiology Walk In
Urgency of referral Routine
Date of referral 05/09/2018
Date submitted 05/09/2018
PATIENT DETAILS Contact Details
CHI number: 2205671464 31A ALLAN TERRACE Voice (Home) : 0131 531 1195
Name: MS ANGELLA CROSS DALKEITH
Date of birth:  22/05/1967 EH22 1EL
Sex: Female

REFERRING PRACTITIONER DETAILS

Practice address
Name: Dr. Avril Glencross (GMC: 2547820) Blackcot
Practice: Newbattle Medical Practice (77106) M.ayﬁeI(.i
Midlothian
Phone: Voice : 0131 663 1051 EH22 4AA
INVESTIGATION REQUESTED
Test s =
Requested: Pelvis/Hips
Reason for This lady had very poor movement, poor flexion and external rotation. I think it is likely to be OA and I would
Request: welcome an x-ray of this. Many thanks. Dr Jim Fulton.
CLINICAL INFORMATION
Investigations
Description Result Date

Could the patient be pregnant? : Blank



NHS Lothian - Referral Letter - PMH and Medication
Information only from GP

Referral To Mental Health
Midlothian - Adult Psychiatry (Non Urgent Only)
L Psychological Therapy Serv

Urgency of referral Routine
Date of referral 10/ 08/ 2018
Date submitted 10/ 08/ 2018
UCPN 101016733844D

PATIENT DETAILS Contact Details

CHI number: 2205671464 31A ALLAN TERRACE Voice (Home) : 0131 531 1195
Name: MS ANGELLA CROSS DALKEITH

Date of birth:  22/05/1967 LR

Sex: Female

REFERRING PRACTITIONER DETAILS Practice address

Name: Dr. Anna Gaskell (GMC: 6151087) Blackcot

g : : Mayfield

Practice: Newbattle Medical Practice (77106) Midlothian

Phone: Voice : 0131 663 1051 EH22 4AA

CLINICAL INFORMATION
Reason for Referral: psychological therapy services

Investigations
Description Result Date
Referral Source : PMH and Medication Information only from GP
Referral to specific professional/intervention : No Preference

Pre-existing conditions (High & Medium Priority)
Description Modifier Extension Start Date Date Recorded
Gallstones New event 28/02/2017 28/02/2017
Corneal ulcer New event right 15/01/2016 15/01/2016
Essential hypertension 30/09/2013 30/09/2013
Anxiety states 27/08/2013 27/08/2013
Thyroglossal duct cyst 13/06/2001 13/06/2001
Caesarean delivery 25/01/2001 25/01/2001
Miscarriage 17/12/1998 17/12/1998
Iron deficiency anaemias 25/07/1997 25/07/1997
Pneumonia due to unspecified organism 30/11/1994 30/11/1994
Acute pyelonephritis 22/03/1994 22/03/1994
Caesarean delivery 23/07/1993 23/07/1993
Microcytic hypochromic anaemia 28/05/1993 28/05/1993
Miscarriage 20/07/1992 20/07/1992
Spontaneous vaginal delivery 19/12/1988 19/12/1988
Miscarriage 09/02/1988 09/02/1988
Miscarriage 15/11/1987 15/11/1987
Neurotic depression reactive type -ongoing 11/11/1986 11/11/1986
[X]Intentional self poisoning/exposure to noxious substances 14/08/1983 14/08/1983

Recent medication (Any medication issued within last 90 days not shown above)



Drug_name
Propranolol 40mg
tablets

Mirtazapine 30mg
tablets

Lisinopril 10mg
tablets

Formulation

tablet

tablet

tablet

Dosage

1 TABLET TWO-THREE

TIMES DAIL[more]

1 TABLET ONCE A DAY AT

NIGHT

1 TABLET ONCE A DAY

Frequency

Course
started

30/07/2018
30/07/2018

30/07/2018

Duration

Last Prescribed
Date

30/07/2018
30/07/2018

30/07/2018



REFERRAL LETTER
MEDICAL IN CONFIDENCE

REFERRAL TO

Gynaecology F2
L Menstrual Dysfunction

Royal Infirmary of Edinburgh at Little France (S314H)
51 Little France Crescent
Old Dalkeith Road

Edinburgh
EH16 4SA
Urgency of referral Routine
Date of referral 14/03/2011
Date submitted 14/03/2011
UCPN 101001724844P
PATIENT DETAILS Address
Surname |CROSS ‘ 9 Fairford Gardens
Forename(s) |Angela ‘ INCH
; : EDINBURGH
Title Miss Sex Female EH16 SRW
Date of birth  [22/05/1967 |
CHI no. 2205671464 | Contact number(s)
Previous
Surname

REFERRING PRACTITIONER DETAILS practice add ress

Name |Dr. Euan Alexander | 10 MARMION CRESCENT

GMC code 6096980 GP code  |46868 EDINBURGH

Practice name [INCHPARK SURGERY (70291) | |16 6QU
Practice code |70291 | Contact number(s)
Voice : 0131 666 2121 |




CLINICAL INFORMATION

History of presenting complaint / examination findings / investigation results

Presenting complaint

Description: dysfunctional uterine bleeding

Comment: Dear colleague, I would be grateful for your review of this 43 yo multiparous lady who
has attended our surgery and OOH a number of times in the last year with heavy PV
bleeding. Entry today as follows: A: dysfunctional uterine bleeding S: 4 children,
sterilised 9yrs ago. prev periods reg. in last year periods monthly but last ~2/52 heavy
with clots. no intramentrual bleeding. currently bleeding for last 2/52 PV exam for same
July10 unremarkable P: norethisterone to arrest current episode FBC/TFTs refer gynae
smear when able ea Please note USS last autumn was as follows: Report TA/TV Exam
Slightly bulky uterus in keeping with parity, the myometrium is coarse in echotexture
however no focal lesions identified. Clear midline echo identified. Both ovaries appear
normal. No free fluid or adnexal masses seen. I have advised Mrs Cross that there may
be nil of concern underlying her menorrhagia and that a mirena may be a good option
but I would be grateful for your further assessment. Many thanks. Yours faithfully, Dr

Euan Alexander
Investigations
Description

Menorrhagia (Regular, heavy bleeding) :
Prolonged and/or irregular bleeding :

Duration of symptoms :
Smear Result :

Smear Date (dd/mm/yyyy) :
Hb result :

Thyroid Function :
Chlamydia result :
Ultrasound (USS) :

USS Location :

Reason for referral

Care type requested: Out Patient - New
Expected outcome: Not Specified

Past medical history

Result Date
true

true

6-12 months
normal
2004-01-01
Result awaited
Result awaited
Not Done
Result normal
RIE

Pre-existing conditions (High & Medium Priority)

Description

Metatarsal bone fracture

Open fracture thumb distal phalanx, shaft

[V]Breast reduction

Neurotic depression reactive type

Closed fracture navicular
[V]Sterilisation
Constipation
Spontaneous abortion
Anxiety states
Orthostatic hypotension
Acute pyelonephritis

Modifier Extension Start Date
3rd 07/01/2011
Human
bite 11/05/2008
Bilateral 18/08/2006
10/12/2001

Date
Recorded

07/01/2011
11/05/2008

18/08/2006
18/02/2004
27/09/2003
10/12/2001
20/07/2001
29/12/1998
17/08/1995
21/05/1995
22/03/1994



Assault by means NOS
Caesarean delivery

Iron deficiency anaemias
Constipation

H/O: deliberate self harm
[D]Abdominal pain
Spontaneous abortion
Drug dependence
Assault by means NOS
Assault by means NOS
Threatened abortion
Assault by means NOS

Homicide and injury purposely inflicted by
other persons

Fostered

Suicide + selfinflicted poisoning by solid/liquid
substances

Pneumonia or influenza NOS

Past procedures (High priority - carried out within the last 12 months)

Until 1998

o Date
Procedure Comment Modifier Performed
1st hepatitis B vaccination 11/05/2008

[SO]Thyroglossal cyst

Single live birth

Leucopenia - low white count
Termination of pregnancy NEC
Single live birth

Diagnostic endoscopic examination of
peritoneum

Termination of pregnancy NEC

Single live birth

Family conditions (High and Medium priority)

Condition Name Modifier Extension Date Recorded
FH: Ischaemic heart dis. <60 23/04/1997

Recent medication (Any medication issued within last 90 days not shown above)

. Course
Drug_name BNF code  Formulation Dosage Frequency started
. 3 times
Norethisterone 06.04.01.2 TABS 5MG 1 Tab daily 14/03/2011
. 3 times
Norethisterone 06.04.01.2 TABS 5MG 1 Tab daily 14/03/2011

Additional relevant information

Smoking history (Screening): Never smoked tobacco , Date recorded: 22-Jun-2000

Alcohol history (Screening): Teetotaller , Date recorded: 22-Jun-2000
Patient Weight in Kilograms:70
Patient Height in Metres:1.53

Duration

24/01/1994
23/07/1993
28/05/1993
01/01/1993
03/11/1992
28/08/1992
30/07/1992
26/02/1992
17/06/1989
13/07/1988
09/02/1988
26/09/1987

26/09/1987
15/08/1983
14/08/1983
09/02/1970

Date
Recorded

11/05/2008
04/07/2001
25/01/2001
02/11/1992
18/02/1991
19/12/1988

15/11/1987

10/07/1986
01/10/1985

Last

Date

14/03/2011

14/03/2011

Prescribed



Patient BMI:29.90
Patient Blood Pressure (Systolic):106
Patient Blood Pressure (Diastolic):62

Signature of referring doctor (or other professional) Date



Radiology Reports



XR Chest

XR Chest
Clinical History
PC - cough ?haemetmesis NEWS - 1 HR 109 BMI +++ WCC normal CRP 28 ?LRTI vs ?PE

9820372 18/01/2026 XR Chest

Normal heart and mediastinal contours. The lungs are clear.

Dr Gillian Ritchie. GMC: 4641812
Consultant Radiologist. Royal Infirmary of Edinburgh

Reporting Radiologist: Dr Gillian Ritchie

Report Information

Requestor Ingleston, Dr Mike
Requesting Location (RIEAE7) RIE ED Pod E, A&E
Report Identifier 54423857

Sample Date 18/01/2026 13:37:00



XR Chest

XR Chest

Clinical History
F56 - pain on lifting heavy object with some pleuritic featuers - ? PTx ? ribcage injury

8286776 20/05/2024 XR Chest

The heart is not enlarged

Normal mediastinal contours

No focal collapse or consolidation
Visualised bony skeleton intact.

No free air beneath the diaphragm.
No pneumothorax

Dr S MclLaughlin GMC 4612331
Consultant Radiologist
***Report manually copied from Soliton by PACS team***

Reporting Radiologist: Dr Siobhan McLaughlin

Report Information

Requestor Foytl, Dr Jakub

Requesting Location (RIEAE7) RIE ED Pod E, A&E
Report Identifier

Sample Date 20/05/2024 23:30:00



XR Shoulder Rt

XR Shoulder Rt

Clinical History
pain/stiffness/limited movt in right shoulder ?frozen shoulder / Shoulder Right

7714815 06/10/2023 XR Shoulder Rt
No prior for comparison.

Congruent glenohumeral and acromioclavicular joint. No significant glenohumeral degeneration.
Preserved subacromial space. Minor sclerosis of the humeral greater tuberosity, suggestive of a degree of rotator cuff degeneration. No calcific
tendinopathy evident. Visualised right hemithorax clear.

Dr Tom Blankenstein. GMC: 6156962
Consultant Radiologist.

Reporting Radiologist: Dr Tom N Blankenstein

Report Information

Requestor ISAAC, OYENWEN
Requesting Location Newbattle Medical Practice
Report Identifier 46635369

Sample Date 06/10/2023 15:10:00



CT Angiogram Pulmonary

CT Angiogram Pulmonary

Clinical History
55F post covid worsening SOBOE with associated chest pain BG diabetic, overweight, HTN ?PE

6865444 21/10/2022 CT Angiogram Pulmonary
Comparison: MRI 01/03/2017.

Satisfactory opacification of the pulmonary arteries.

No central, lobar or segmental pulmonary thromboembolism.

No evidence right heart strain.

Normal appearance of the lung parenchyma. No focal lesion or size-significant nodularity.
No pleural effusion.

No enlarged thoracic lymph nodes.

Allowing for differences in modality, unchanged appearances of the right sided liver lesion measuring 23 mm. This has the appearance of a
haemangioma.

Previous cholecystectomy.

Unremarkable remaining partially visualised upper abdominal organs.

No destructive bone lesion.

Opinion:

No pulmonary thromboembolism.
Dr Liam Roebuck. GMC 7561788
Radiology Registrar.

Checked by Dr K Muir Consultant Radiologist.

Reporting Radiologist: Dr Liam Roebuck

Report Information

Requestor Kawecki, David
Requesting Location (RIE207) RIE Ward 207
Report Identifier 43530467

Sample Date 21/10/2022 13:03:00



CT Head

CT Head

Clinical History

dry cough for 1 year and shortness of breath with worsening ET to 5 minutes on a flat ground. CT to investigate please. onsetted post covid
and has had covid 2x. for CTB: Headaches with BP 180/130 and right sided tinglinig upper and lower limbs - exclude CVA please thanks
6861276 18/10/2022 CT Head

Technique: Unenhanced

Comparison: None available

Findings:
Normal brain appearances and CSF configuration.

No intracranial haemorrhage, collection or mass.

Normal bones and air spaces. Normal extracranial soft tissue.
Opinion:

No acute intracranial haemorrhage.

No significant finding.

Reported by Dr O Llewellyn (ST4 Clinical Radiology)

Checked by Dr Ritchie Consultant Radiologist

Reporting Radiologist: Oliver P Llewellyn

Report Information

Requestor Thethy, Dr Ishwinder K
Requesting Location (RIECAA2) AMU Bay 2
Report Identifier ~ 43516743

Sample Date 18/10/2022 22:10:00



XR Chest

XR Chest

Clinical History

Fever, SOB ?CAP

6859872 18/10/2022 XR Chest

Examination superseded by CTPA. Please see separate report.

Dr Kenneth Muir. GMC: 6115357
Consultant Radiologist.

Reporting Radiologist: Dr Kenneth C Muir

Report Information

Requestor Krupej, Dr Sean
Requesting Location (RIEAE3) 3 Exam, A&E
Report Identifier 43512132

Sample Date 18/10/2022 12:50:00



XR Pelvis

XR Pelvis

Clinical details

XR Pelvis

This lady had very poor movement, poor flexion and external rotation. | think it is likely to be OA and | would welcome an x-ray of this.Many
thanks.Dr Jim Fulton. / Pelvis/Hips

Report

No bone or joint abnormality.

Reported by Dr F Perks, Consultant Radiologist, RIE

fperks@nhs.net

01312423800

Reporting Radiologist: Dr Fergus J Perks

Report Information

Requestor GLENCROSS, AVRIL
Requesting Location Newbattle Medical Practice
Report Identifier 30762584

Sample Date 05/09/2018 10:42:00



US Abdomen

US Abdomen
Clinical details

US Abdomen
49 y/o upper abdo pain. HOT AUSS 28/2 please. Deranged LFTs. ?gallstones

Report

Abdominal ultrasound

The liver was of normal size. The hepatic echo pattern was increased but no focal hepatic lesions were identified. Calculi were noted within a
slightly thickened gallbladder. Pericholecystic fluid was noted adjacent to the gallbladder. Biliary system was not dilated. Portal vein was
patent. The pancreas was not visualised due to overlying bowel gas. Both kidneys were normal. Minor splenomegaly was noted.

Opinion:

1/ There is evidence of cholelithiasis. | note a normal white cell count and CRP level. The appearances adjacent to the gallbladder probably
represent resolving acute cholecystitis.

2/ The appearances within the liver in conjunction with the minor splenomegaly raise the possibility of chronic parenchymal liver disease.

Dr. James Walsh.
Consultant Radiologist

GMC number: 2620695

Reporting Radiologist: Dr James Walsh

Report Information

Requestor Penswick, Dr Stephanie
Requesting Location (RIEAE2) 2 IC, A&E
Report Identifier 26278401

Sample Date 28/02/2017 03:12:00



XR Foot Rt

XR Foot Rt

Clinical details

XR Foot Rt

Twisted R foot 6/7. since the gait and worsening pain not reliefed with analgesia. Initial bruising. BT over 1-3 MT and cunifers. ?#
Report

No fracture or dislocation.

Dr Alberto Nania, radiology registrar (AN66)
Checked by Dr Walsh, Consultant

Reporting Radiologist: Dr Alberto Nania

Report Information

Requestor ()

Requesting Location (RIEAE3) 3 Exam, A&E
Report Identifier 22016889

Sample Date 27/09/2015 19:55:00



XR Ankle Lt

XR Ankle Lt

Clinical details

Inversion injury. Tender lateral malleolus 3rd, 4th and 5th MTs. Previous ankle fracture.
Report

LEFT ANKLE

No acute fracture seen.

LEFT FOOT
Undisplaced fracture of the proximal 3rd metatarsal and probable undisplaced fracture proximal 2nd metatarsal.

IMP/LO

#

Reporting Radiologist: Dr | M Prossor

XR Foot Lt

XR Foot Lt

Clinical details

Inversion. Tender lateral malleolus 3rd, 4th and 5th MTs. Previous ankle fracture.

Report

See previous report.

IMP/LO

Reporting Radiologist: Dr | M Prossor

Report Information

Requestor

Requesting Location (RIEAE3) 3 - Exam, A&E
Report Identifier ~ 8856464

Sample Date 14/12/2010 12:01:00



US Gynaecology Pelvis ,US Gynaecology Pelvis (TV)

US Gynaecology Pelvis ,US Gynaecology Pelvis (TV)

Clinical details

43 year old, intermenstrual bleeding and suprapubic pain.

Report

TA/TV Exam

Slightly bulky uterus in keeping with parity, the myometrium is coarse in echotexture however no focal lesions identified. Clear midline echo
identified.

Both ovaries appear normal.

No free fluid or adnexal masses seen.

Cl

Reporting Radiologist: Carolyn Innes

Report Information

Requestor

Requesting Location Inchpark Surgery
Report Identifier 7928972

Sample Date 14/09/2010 11:05:00



Lab Reports



Full blood count - FBC

Description
Haemoglobin
Red cell count
Haematocrit
Mean cell volume
Mean Cell Hb
White cell count
Neutrophil Count
Lymphocyte Count
Monocyte Count
Eosinophil Count
Basophil Count
Platelet count

Mean cell Hb conc.

Value
136
5.27
0.409
78
25.8
5.5
3.07
1.41
0.70
0.22
0.07
330
333

Range
115 165
38 538
036 047
78 98
27.0 - 32.0
40 11.0
20 75
1.5-4.5
02 0.8
0.04 04
0.01 0.1
150 400
310 360

Unit
g/L
107M12/L
ratio

fL

P9

107 9/L
1079/L
1079/L
1079/L
107 9/L
1079/L
1079/L
g/L

Normalcy Notes

Requestor Comments
Annual diabetic review.
Report Information

Requestor

Hernandez, Dr Marc AS

Requesting Location (GSNEWBA) Newbattle Medical Group

Report Identifier
Sample Date

HR235110X
10/04/2026 08:33:00




Liver function tests

Description Value Range Unit Normalcy Notes
Bilirubin 11 3 21 umol/L

ALT 32 10 50 U/L

Alk.Phos 140 40 - 125 U/L R

GGT 32 5 35 U/L
Requestor Comments
Annual diabetic review.

Serum lipids

Description Value Range Unit Normalcy Notes
Cholesterol 7.3 mmol/L A

HDL Chol. 1.2 1.1-17 mmol/L

Chol:HDLC Ratio 6.2

LDL Chol. 5.1 mmol/L A

Triglyceride 2.2 0.8 - 2.1 mmol/L R

Requestor Comments
Annual diabetic review.

Urea and electrolytes

Description Value Range Unit Normalcy Notes
Creatinine 75 50 98 umol/L

Sodium 137 135 145 mmol/L

Potassium 5.3 36-5 mmol/L R

eGFR (/1.73m2) >60 ml/min

Requestor Comments
Annual diabetic review.
Report Information

Requestor Hernandez, Dr Marc AS

Requesting Location (GSNEWBA) Newbattle Medical Group

Report Identifier HB907119)J
Sample Date 10/04/2026 08:33:00




Urine Albumin:Creatinine Ratio

Description Value
MicroalbuminACR 2.4
Urine Albumin 42

U. Creatinine 17.8

Range
0 30

Unit
mg/mmol
mg/L
mmol/L

Normalcy Notes

Requestor Comments

Annual diabetic review.

Report Information

Requestor Hernandez, Dr Marc AS

Requesting Location (GSNEWBA) Newbattle Medical Group
Report Identifier HB907387Q

Sample Date 10/04/2026 08:33:00




HbA1c level

Description Value
HbA1c (IFCC) 62

Range
20 - 41

Unit

mmol/mol

Normalcy Notes
R

Requestor Comments

HbAlc for monitoring

Annual diabetic review.

Report Information

Requestor Hernandez, Dr Marc AS

Requesting Location (GSNEWBA) Newbattle Medical Group
Report Identifier HB907301W

Sample Date 10/04/2026 08:33:00




Coagulation/bleeding test

Description Value
VTE Exclusion 224

Range
0 250

Unit
ng/ml

Normalcy Notes

Sample Comments
MI40 21834

Requestor Comments

2/52 cough 3/7 haemoptisis

Report Information

Requestor given, Not

Requesting Location (RIEAE7) RIE ED Pod E, A&E
Report Identifier HR151409)

Sample Date 18/01/2026 14:06:00




Bone Group
Description Value Range Unit Normalcy Notes
Calcium 2.46 22 2.6 mmol/L
Adjustd Calcium 2.52 22 26 mmol/L
Albumin 37 36 47 g/L
Alk.Phos 145 40 - 125 U/L R
Sample Comments
21424, .
Requestor Comments
abdo pain
Liver function tests
Description Value Range Unit Normalcy Notes
Bilirubin 8 3-21 umol/L
ALT 28 10 - 50 U/L
Sample Comments
21424. .
Requestor Comments
abdo pain
Serum amylase level
Description Value Range Unit Normalcy Notes
Amylase 30 3 100 u/L
Sample Comments
21424, .
Requestor Comments
abdo pain
Urea and electrolytes
Description Value Range Unit Normalcy Notes
Urea 4.5 25-6.6 mmol/L
Creatinine 79 50 - 98 umol/L
Sodium 135 135 - 145 mmol/L
Potassium 4.1 36-5 mmol/L
TCO2 26 22 -30 mmol/L
eGFR (/1.73m?2) >60 ml/min
Sample Comments
21424 .
Requestor Comments
abdo pain
Serum C reactive protein level
Description Value Range Unit Normalcy Notes
C Reactive Prot 28 0-5 mg/L R

Sample Comments
21424..

Requestor Comments

abdo pain

Report Information

Requestor given, Not

Requesting Location (RIEAE7) RIE ED Pod E, A&E
Report Identifier HBO75714E

Sample Date 18/01/2026 10:52:00




Full blood count - FBC

Description
Haemoglobin
Red cell count
Haematocrit
Mean cell volume
Mean Cell Hb
White cell count
Neutrophil Count
Lymphocyte Count
Monocyte Count
Eosinophil Count
Basophil Count
Platelet count

Mean cell Hb conc.

Value
135
5.23
0.403
77
25.8
5.0
2.07
1.59
1.02
0.30
0.05
277
335

Range
115 165
38 538
036 047
78 - 98
27.0 - 32.0
40 11.0
20 75
1.5 45
0.2-0.8
0.04 04
0.01 0.1
150 400
310 360

Unit
g/L
107M12/L
ratio
fL

P9

107 9/L
1079/L
101°9/L
1079/L
1079/L
1079/L
107°9/L
g/L

Normalcy Notes

P~

Sample Comments
21424, .

Requestor Comments

abdo pain

Report Information

Requestor

Report Identifier
Sample Date

given, Not

Requesting Location (RIEAE7) RIE ED Pod E, A&E
HR151278)

18/01/2026 10:52:00




Full blood count - FBC

Description
Haemoglobin
Red cell count
Haematocrit
Mean cell volume
Mean Cell Hb
White cell count
Neutrophil Count
Lymphocyte Count
Monocyte Count
Eosinophil Count
Basophil Count
Platelet count

Mean cell Hb conc.

Value
138
5.15
0.410
80
26.8
6.4
3.60
1.77
0.61
0.29
0.08
324
337

Range
115 165
38 538
036 047
78 98
27.0 - 32.0
40 11.0
20 75
1.5 45
02 0.8
0.04 04
0.01 01
150 400
310 360

Unit
g/L
107M12/L
ratio
fL

P9
107 9/L
1079/L
107°9/L
107 9/L
107 9/L
1079/L
107°9/L
g/L

Normalcy Notes

Sample Comments
ATix Wrighton

Requestor Comments
ear ache?mastoiditis

Report Information

Requestor

Report Identifier
Sample Date

given, Not

Requesting Location (RIEAE3) 3 Exam, A&E
HR117299E
01/04/2025 10:36:00




Coagulation/bleeding test

Description Value
Prothrombin Time 9.9
INR (Warfarin) 0.9
APTT 22
APTT Ratio 0.9
Fibrinogen (Clauss) 4.3

Range
9.0 120

21.0 28.0

1.5-4.0

Unit
sec
ratio
sec
ratio
g/L

Normalcy Notes

Sample Comments
ATix Wrighton

Requestor Comments

ear ache?mastoiditis

Report Information

Requestor given, Not

Requesting Location (RIEAE3) 3 Exam, A&E
Report Identifier HR117302H

Sample Date 01/04/2025 10:36:00




Liver function tests
Description Value Range Unit Normalcy Notes
Bilirubin 8 3 21 umol/L
ALT 24 10 50 U/L
Alk.Phos 134 40 - 125 U/L R
Sample Comments
ATix Wrighton
Requestor Comments
ear ache?mastoiditis
Urea and electrolytes
Description Value Range Unit Normalcy Notes
Urea 3.8 25-6.6 mmol/L
Creatinine 77 50 - 98 umol/L
Sodium 138 135 - 145 mmol/L
Potassium 4.2 36-5 mmol/L
eGFR (/1.73m?2) >60 ml/min
Sample Comments
ATix Wrighton
Requestor Comments
ear ache?mastoiditis
Serum C reactive protein level
Description Value Range Unit Normalcy Notes
C Reactive Prot 26 0-5 mg/L R

Sample Comments
Alix Wrighton

Requestor Comments

ear ache?mastoiditis

Report Information

Requestor given, Not

Requesting Location (RIEAE3) 3 Exam, A&E
Report Identifier HB178544L

Sample Date 01/04/2025 10:36:00




Urine Albumin:Creatinine Ratio

Description Value
MicroalbuminACR 1.2
Urine Albumin 7

U. Creatinine 6.1

Range
0 30

Unit
mg/mmol
mg/L
mmol/L

Normalcy Notes

Report Information

Requestor Hernandez, Dr Marc AS

Requesting Location (GSNEWBA) Newbattle Medical Group
Report Identifier HB868534Q

Sample Date 29/11/2024 12:27:00




Full blood count - FBC

Description
Haemoglobin
Red cell count
Haematocrit
Mean cell volume
Mean Cell Hb
White cell count
Neutrophil Count
Lymphocyte Count
Monocyte Count
Eosinophil Count
Basophil Count
Platelet count

Mean cell Hb conc.

Value
139
5.15
0.408
79
27.0
7.1
4.16
1.93
0.83
0.12
0.06
374
341

Range
115 165
38 538
036 047
78 98
27.0 32.0
40 110
20 75
1.5 45
0.2-0.8
0.04 04
0.01 01
150 400
310 360

Unit
g/L
107M12/L
ratio

fL

P9

107 9/L
1079/L
1079/L
1079/L
107 9/L
1079/L
1079/L
g/L

Normalcy Notes

Report Information

Requestor

Hernandez, Dr Marc AS

Requesting Location (GSNEWBA) Newbattle Medical Group

Report Identifier
Sample Date

HR332390B
25/10/2024 12:06:00




Liver function tests

Description Value Range Unit Normalcy Notes
Bilirubin 11 3 21 umol/L

ALT 35 10 50 U/L

Alk.Phos 131 40 - 125 U/L R

GGT 59 5-35 U/L R (BGGT)
Test Comments

(BGGT) Mildly raised GGT is most often due to fatty liver

(BGGT) or alcohol intake. Please consider lifestyle advice.

(BGGT) Further investigation may not be appropriate if all

(BGGT) other liver results are within reference limits. Please

(BGGT) see Refhelp 'Abnormal LFTs' guideline for advice on

(BGGT) on when to investigate.'

Serum lipids

Description Value Range Unit Normalcy Notes
Cholesterol 7.3 mmol/L A

HDL Chol. 1.1 1.1-17 mmol/L

Chol:HDLC Ratio 6.4

LDL Chol. 5.1 mmol/L A

Triglyceride 2.2 0.8 - 2.1 mmol/L R

Urea and electrolytes

Description Value Range Unit Normalcy Notes
Creatinine 78 50 98 umol/L

Sodium 139 135 145 mmol/L

Potassium 4.3 36 5 mmol/L

eGFR (/1.73m2) >60 ml/min

Report Information

Requestor Hernandez, Dr Marc AS

Requesting Location (GSNEWBA) Newbattle Medical Group

Report Identifier SB090243N
Sample Date 25/10/2024 12:06:00




HbA1c level

Description Value
HbA1c (IFCC) 52

Range
20 - 41

Unit

mmol/mol

Normalcy Notes
R

Requestor Comments

HbAlc for monitoring

Report Information

Requestor Hernandez, Dr Marc AS

Requesting Location (GSNEWBA) Newbattle Medical Group
Report Identifier HB840661)

Sample Date 25/10/2024 12:06:00




Full blood count - FBC

Description Value
Haemoglobin 139
Red cell count 5.30
Haematocrit 0.431
Mean cell volume 81
Mean Cell Hb 26.2
White cell count 8.3
Neutrophil Count 4.32
Lymphocyte Count 2.51
Monocyte Count 1.02
Eosinophil Count 0.30
Basophil Count 0.11
Platelet count 323
Mean cell Hb conc. 323

Range
115 165
38 538
036 047
78 98
27.0 - 32.0
40 11.0
20 75
1.5 45
0.2-0.8
0.04 04
0.01 - 0.1
150 400
310 360

Unit
g/L
107M12/L
ratio

fL

P9

107 9/L
1079/L
1079/L
1079/L
107 9/L
1079/L
1079/L
g/L

Normalcy Notes

Sample Comments
21424, .

Requestor Comments

abdo pain

Report Information

Requestor given, Not

Requesting Location (RIEAE7) RIE ED Pod E, A&E
Report Identifier HR171903P

Sample Date 20/05/2024 21:09:00




Bone Group
Description Value Range Unit Normalcy Notes
Calcium 2.40 22 2.6 mmol/L
Adjustd Calcium 243 22 26 mmol/L
Albumin 37 36 47 g/L
Sample Comments
21424 . .
Requestor Comments
abdo pain
Liver function tests
Description Value Range Unit Normalcy Notes
Bilirubin 7 3-21 umol/L
ALT 20 10 - 50 U/L
Alk.Phos 107 40 - 125 U/L
Sample Comments
21424. .
Requestor Comments
abdo pain
Serum amylase level
Description Value Range Unit Normalcy Notes
Amylase 28 3 100 u/L
Sample Comments
21424, .
Requestor Comments
abdo pain
Urea and electrolytes
Description Value Range Unit Normalcy Notes
Urea 5.0 25-6.6 mmol/L
Creatinine 106 50 - 98 umol/L R
Sodium 138 135 - 145 mmol/L
Potassium 34 36-5 mmol/L R
TCO2 28 22 -30 mmol/L
eGFR (/1.73m?2) 47 ml/min A
Sample Comments
21424, .
Requestor Comments
abdo pain
Serum C reactive protein level
Description Value Range Unit Normalcy Notes
C Reactive Prot 7 0-5 mg/L R

Sample Comments
21424. .

Requestor Comments

abdo pain

Report Information

Requestor given, Not

Requesting Location (RIEAE7) RIE ED Pod E, A&E
Report Identifier HB110265R

Sample Date 20/05/2024 21:09:00




Liver function tests

Description Value Range Unit Normalcy Notes
Bilirubin 13 3 21 umol/L

ALT 35 10 50 U/L

Alk.Phos 126 40 - 125 U/L R

GGT 36 5-35 U/L R

Serum lipids

Description Value Range Unit Normalcy Notes
Cholesterol 6.5 mmol/L A

HDL Chol. 14 1.1-17 mmol/L

Chol:HDLC Ratio 4.8

LDL Chol. 4.4 mmol/L A

Triglyceride 1.6 0.8 -2.1 mmol/L

Urea and electrolytes

Description Value Range Unit Normalcy Notes
Creatinine 84 50 98 umol/L

Sodium 139 135 145 mmol/L

Potassium 4.1 36 5 mmol/L

eGFR (/1.73m2) >60 ml/min

Report Information

Requestor

1), Dr Katherine H Paul (GPST

Requesting Location (GSNEWBA) Newbattle Medical Group

Report Identifier
Sample Date

HB946813F
06/09/2023 12:52:00




HbA1c level

Description Value
HbA1c (IFCC) 53

Range
20 - 41

Unit

mmol/mol

Normalcy Notes
R

Requestor Comments

HbAlc for monitoring

Report Information

Requestor 1), Dr Katherine H Paul (GPST
Requesting Location (GSNEWBA) Newbattle Medical Group
Report Identifier HB946710C

Sample Date 06/09/2023 12:52:00




Urine Albumin:Creatinine Ratio

Description Value
MicroalbuminACR 1.6
Urine Albumin 7

U. Creatinine 4.3

Test Comments
(BUACR) Please note change in ACR reference range since May '23

Range
0 30

Unit
mg/mmol
mg/L
mmol/L

Normalcy Notes
(BUACR)

Report Information

Requestor 1), Dr Katherine H Paul (GPST
Requesting Location (GSNEWBA) Newbattle Medical Group
Report Identifier HB952384N

Sample Date 06/09/2023 12:52:00




HbA1c level

Description Value
HbA1c (IFCC) 64

Test Comments
(BHBAIF) HbA1c result is in the Diabetes range.

Range
20 - 41

Unit

mmol/mol

Normalcy Notes

R

(BHBAIF)

Requestor Comments

HbAlc for diagnosis

Report Information

Requestor Aspinall, Dr Elika

Requesting Location (GSNEWBA) Newbattle Medical Group
Report Identifier HB929252C

Sample Date 27/10/2022 12:55:00




Plasma glucose level

Description Value
Glucose (Random) 8.2

Range
3.8-77

Unit
mmol/L

Normalcy Notes
A

Report Information

Requestor Aspinall, Dr Elika

Requesting Location (GSNEWBA) Newbattle Medical Group
Report Identifier HB929202V

Sample Date 27/10/2022 12:48:00




Liver function tests

Description Value Range Unit Normalcy Notes
Bilirubin 10 3 21 umol/L

ALT 119 10 - 50 U/L R

Alk.Phos 144 40 - 125 U/L R

GGT 102 5-35 U/L R

Serum lipids

Description Value Range Unit Normalcy Notes
Cholesterol 7.5 mmol/L A

Urea and electrolytes

Description Value Range Unit Normalcy Notes
Creatinine 69 50 98 umol/L

Sodium 135 135 145 mmol/L

Potassium 4.1 36 5 mmol/L

eGFR (/1.73m2) >60 ml/min

Report Information

Requestor Aspinall, Dr Elika

Requesting Location (GSNEWBA) Newbattle Medical Group

Report Identifier =~ QB550727D
Sample Date 27/10/2022 12:48:00




Full blood count - FBC

Description Value
Haemoglobin 142
Red cell count 5.02
Haematocrit 0.415
Mean cell volume 83
Mean Cell Hb 28.3
White cell count 6.0
Neutrophil Count 2.95
Lymphocyte Count 1.93
Monocyte Count 0.78
Eosinophil Count 0.31
Basophil Count 0.07
Platelet count 306
Mean cell Hb conc. 342

Nucleated RBC count

Range
115 165
38 538
036 047
78 98
27.0 32.0
40 110
20 75
1.5 45
02 0.8
0.04 04
0.01 0.1
150 400
310 360

Unit
g/L
107M12/L
ratio
fL

P9
107 9/L
1079/L
1079/L
1079/L
107 9/L
1079/L
1079/L
g/L
107 9/L

Normalcy Notes

Sample Comments
kawecki sho 23675

Requestor Comments

Report Information

Requestor Jones, Dr Pauline J
Requesting Location (RIE207) RIE Ward 207
Report Identifier HR312683K

Sample Date 21/10/2022 13:32:00




Urea and electrolytes

Description
Urea

Creatinine
Sodium
Potassium
eGFR (/1.73m2)

Value
4.0
68
134
4.6
>60.0

Range
25 6.6
50 98
135 - 145
36 5

Unit
mmol/L
umol/L
mmol/L
mmol/L

ml/min

Normalcy Notes

Sample Comments
kawecki sho 23675

Requestor Comments

Report Information

Requestor Jones, Dr Pauline J
Requesting Location (RIE207) RIE Ward 207
Report Identifier HB353488P

Sample Date 21/10/2022 13:32:00




Thyroid peroxidase antibod lev

Description Value Range Unit Normalcy Notes
Anti Thyroid Peroxidase >1000. 0-100 1IU/ml R (ITPO)
Test Comments

(ITPO) Thyroid peroxidase antibody is consistent with

(ITPO) autoimmune thyroid disease. Autoantibody levels do not

(ITPO) correlate with disease activity, therefore serial

(ITPO) measurement is not clinically indicated.

Sample Comments
kawecki sho 23675

Requestor Comments

Report Information

Requestor Jones, Dr Pauline J
Requesting Location (RIE207) RIE Ward 207
Report Identifier HI1289020S

Sample Date 21/10/2022 13:32:00




Bone Group
Description Value Range Unit Normalcy Notes
Calcium 2.43 22 2.6 mmol/L
Adjustd Calcium 2.45 22 26 mmol/L
Albumin 38 36 47 g/L
Magnesium 0.82 0.7 1 mmol/L
Sample Comments
KRUPEJ 21130
Requestor Comments
Unwell..
Liver function tests
Description Value Range Unit Normalcy Notes
Bilirubin 14 3-21 umol/L
ALT 104 10 - 50 U/L R
Alk.Phos 141 40 - 125 U/L R
GGT 81 5-35 U/L R
Sample Comments
KRUPEJ 21130
Requestor Comments
Unwell..
Urea and electrolytes
Description Value Range Unit Normalcy Notes
Urea 2.9 25 6.6 mmol/L
Creatinine 73 50 98 umol/L
Sodium 137 135 145 mmol/L
Potassium 3.7 36 5 mmol/L
eGFR (/1.73m2) >60.0 ml/min
Sample Comments
KRUPEJ 21130
Requestor Comments
Unwell..
Serum C reactive protein level
Description Value Range Unit Normalcy Notes
C-Reactive Prot 11 0-5 mg/L R
Sample Comments
KRUPEJ 21130
Requestor Comments
Unwell..
Thyroid function tests
Description Value Range Unit Normalcy Notes
TSH 6.1 0.23-5.6 mU/L A
Free T4 15 9 28 pmol/L
Sample Comments
KRUPEJ 21130
Requestor Comments
Unwell..
Blood haematinic levels
Description Value Range Unit Normalcy Notes
Vitamin B12 415 180 - 2000 ng/L




Serum Folate 5.0

2.8-20

ug/L

Sample Comments
KRUPEJ 21130

Requestor Comments

Unwell..

Report Information

Requestor given, Not

Requesting Location (RIEAE3) 3 - Exam, A&E
Report Identifier HB175701C

Sample Date 18/10/2022 12:48:00



Plasma glucose level

Description Value
Glucose 7.6

Range

Unit

mmol/L

Normalcy Notes
A

Sample Comments
KRUPEJ 21130

Requestor Comments
Unwell..

Plasma lactate level

Description Value
Lactate 1.1

Range
06-24

Unit

mmol/L

Normalcy Notes

Sample Comments
KRUPEJ 21130

Requestor Comments

Unwell..

Report Information

Requestor given, Not

Requesting Location (RIEAE3) 3 - Exam, A&E
Report Identifier HB175702K

Sample Date 18/10/2022 12:48:00




Coagulation/bleeding test

Description Value
Prothrombin Time 10.3
INR (Warfarin) 1.0
APTT 21
APTT Ratio 0.9
Fibrinogen (Clauss) 3.2
VTE Exclusion 152

Range
9.0 120

21.0 28.0

1.5 4.0
0 250

Unit
sec
ratio
sec
ratio
g/L
ng/ml

Normalcy Notes

Sample Comments
KRUPEJ 21130

Requestor Comments

Unwell..

Report Information

Requestor given, Not

Requesting Location (RIEAE3) 3 Exam, A&E
Report Identifier HR115848S

Sample Date 18/10/2022 12:48:00




Full blood count - FBC

Description Value
Haemoglobin 153
Red cell count 5.55
Haematocrit 0.457
Mean cell volume 82
Mean Cell Hb 27.6
White cell count 5.5
Neutrophil Count 2.74
Lymphocyte Count 1.56
Monocyte Count 0.87
Eosinophil Count 0.21
Basophil Count 0.09
Platelet count 301
Mean cell Hb conc. 335

Nucleated RBC count

Range
115 165
38 538
036 047
78 98
27.0 32.0
40 110
20 75
1.5 45
0.2-0.8
0.04 04
0.01 01
150 400
310 360

Unit
g/L
107M12/L
ratio

fL

P9

107 9/L
1079/L
1079/L
1079/L
107 9/L
1079/L
1079/L
g/L
107 9/L

Normalcy Notes

Sample Comments
KRUPEJ 21130

Requestor Comments

Unwell..

Report Information

Requestor given, Not

Requesting Location (RIEAE3) 3 Exam, A&E
Report Identifier HR115849G

Sample Date 18/10/2022 12:48:00




HbA1c level

Description Value

HbA1c (IFCC) 62

Range
20 - 41

Unit

mmol/mol

Normalcy Notes
R

Sample Comments
HR115849G

Report Information

Requestor Consultant, Dummy

Requesting Location (RIEAE) RIE Accident & Emergency
Report Identifier HB809489L

Sample Date 18/10/2022 12:48:00




Blood culture

Set Comments
Blood Culture

Blood culture NEGATIVE after 2 days incubation
A further report will follow if growth occurs

Sample Comments
KRUPEJ 21130

Requestor Comments

Unwell..

Report Information

Requestor given, Not

Requesting Location (RIEAE3) 3 Exam, A&E
Report Identifier MB731173R

Sample Date 18/10/2022 12:48:00



ESC Sendaway Tests

Coeliac screen

Send away test WGH Biochemistry

Requestor Comments
Suspected Coeliac Patient

Patient is not known to have a thyroid condition.

Tingling burning Timbs.

Blood haematinic levels
Description Value Range Unit Normalcy Notes
Iron 14 10 - 28 umol/L
Transferrin 3.09 2-4 g/L (BTR)
Ferritin 50 20 - 300 ug/L
Vitamin B12 357 180 - 2000 ng/L
Serum Folate 3.3 2.8 -20 ug/L
Transferrin Sat 17 %
Test Comments
(BTR) For interpretation of iron studies used in the
(BTR) investigation of anaemia please consult GP referral
(BTR) guidelines for anaemias available on: NHSL Intranet -
(BTR) Healthcare - A-Z - Haematology - GP referral guidelines
Requestor Comments
Suspected Coeliac Patient
Patient is not known to have a thyroid condition.
Tingling burning 1limbs.
Bone Group
Description Value Range Unit Normalcy Notes
Calcium 2.44 22 26 mmol/L
Adjustd Calcium 2.42 22 26 mmol/L
Phosphate 1.20 08 14 mmol/L
Magnesium 0.88 0.7 1 mmol/L
Albumin 40 36 47 g/L
Requestor Comments
Suspected Coeliac Patient
Patient is not known to have a thyroid condition.
Tingling burning 1limbs.
Liver function tests
Description Value Range Unit Normalcy Notes
Bilirubin 11 3-21 umol/L
ALT 68 10 - 50 U/L R
Alk.Phos 143 40 - 125 U/L R
GGT 44 5-35 U/L R
Requestor Comments
Suspected Coeliac Patient
Patient is not known to have a thyroid condition.
Tingling burning 1limbs.
Urea and electrolytes
Description Value Range Unit Normalcy Notes
Creatinine 66 50 98 umol/L
Sodium 137 135 145 mmol/L
Potassium 44 36 5 mmol/L
eGFR (/1.73m2) >60 ml/min

Requestor Comments




Suspected Coeliac Patient
Patient is not known to have a thyroid condition.
Tingling burning 1limbs.

Serum C reactive protein level

Description Value Range Unit Normalcy Notes
C-Reactive Prot 10 0-5 mg/L R

Requestor Comments

Suspected Coeliac Patient

Patient is not known to have a thyroid condition.
Tingling burning Tlimbs.

Thyroid function tests

Description Value Range Unit Normalcy Notes
TSH 9.8 0.23 - 5.6 mU/L A
Free T4 13 9-28 pmol/L

Requestor Comments

Suspected Coeliac Patient

Patient is not known to have a thyroid condition.
Tingling burning 1limbs.

Report Information

Requestor 1), Dr Abigail Paul (GPST

Requesting Location (GSNEWBA) Newbattle Medical Group

Report Identifier ~ HB900509Q

Sample Date 09/06/2022 12:24:00



Full blood count - FBC

Description
Haemoglobin

Red cell count
Haematocrit

Mean cell volume
Mean Cell Hb
White cell count
Neutrophil Count
Lymphocyte Count
Monocyte Count
Eosinophil Count
Basophil Count
Platelet count
Mean cell Hb conc.
Nucleated RBC count

Value
149
5.51
0.444
81
27.0
6.7
3.61
1.97
0.80
0.21
0.07
336
336

Range
115 165
38 538
036 047
78 98
27.0 32.0
40 110
20 75
1.5 45
02 0.8
0.04 04
0.01 0.1
150 400
310 360

Unit
g/L
107M12/L
ratio
fL

P9
107 9/L
1079/L
101°9/L
107 9/L
107 9/L
1079/L
101°9/L
g/L
107 9/L

Normalcy Notes

Requestor Comments

Tingling burning limbs.

Report Information

Requestor 1), Dr Abigail Paul (GPST

Requesting Location (GSNEWBA) Newbattle Medical Group

Report Identifier HR390725G
Sample Date 09/06/2022 12:24:00




HbA1c level

Description Value
HbA1c (IFCC) 51

Range
20 - 41

Unit

mmol/mol

Normalcy Notes
R

Requestor Comments

HbAlc for monitoring

Tingling burning 1limbs.

Report Information

Requestor 1), Dr Abigail Paul (GPST

Requesting Location (GSNEWBA) Newbattle Medical Group
Report Identifier HB900531V

Sample Date 09/06/2022 12:24:00




WGH GI Lab LTG

Description Value Range
Anti tTG IgA (DS2) 1.4 0.1 50
Test Comments

(QGTTGA) Coeliac testing NOTES:

(QGTTGA) 1. If patient is on gluten free diet, negative serology

(QGTTGA) does NOT exclude coeliac disease. For details of

(QGTTGA) required gluten intake to ensure an adequate 'gluten

(QGTTGA) challenge' see RefHelp.

(QGTTGA) 2. Positive serology(tTG IgA >5U/ml or tTG IgG >10U/ml)
(QGTTGA) is associated with Coeliac Disease but is NOT

(QGTTGA) diagnostic on its own and for all adult patients endo

(QGTTGA) scopic biopsy is required. As such, where serology is

(QGTTGA) positive at any level, please refer to Gl and advise

(QGTTGA) NOT to exclude gluten until diagnosis is confirmed or

(QGTTGA) excluded by a Gastroenterologist.

(QGTTGA) 3. Low level positives (tTG IgA 5 to 10 U/ml) may be

(QGTTGA) false positives and are relatively common.

(QGTTGA) 4. See Gl and Paediatric Gl pages on RefHelp for

(QGTTGA) further information and advice.

Unit
U/mL

Normalcy Notes

(QGTTGA)

Report Information

Requestor

1), Dr Abigail Paul (GPST

Requesting Location (GSNEWBA) Newbattle Medical Group
Report Identifier ~ QB105985X

Sample Date

09/06/2022 12:24:00




SARS-CoV-2

Status: Final - Results stored and verified

SARS CoV 2 Negative Negative by PCR (4J3R200)

Test Comments
(4J3R200) Sample taken at Gilmerton Faith Mission Car Park. Sample analysed in the National Lighthouse Laboratory (Glasgow)

Report Information

Requestor Unknown

Requesting Location Newbattle Medical Practice
Report Identifier =~ AAO54675255

Sample Date 30/01/2022 13:59:00



Liver function tests

Description Value Range Unit Normalcy Notes
Bilirubin 13 3 21 umol/L

ALT 34 10 50 U/L

Alk.Phos 133 40 - 125 U/L R

GGT 33 5 35 U/L

Urea and electrolytes

Description Value Range Unit Normalcy Notes
Creatinine 72 50 - 98 umol/L

Sodium 137 135 - 145 mmol/L

Potassium 4.1 36-5 mmol/L

eGFR (/1.73m?2) >60 ml/min

Report Information

Requestor 1), Dr Carbarns (GPST

Requesting Location (GSNEWBA) Newbattle Medical Group

Report Identifier HB965470H
Sample Date 25/01/2022 09:40:00




HbA1c level

Description Value
HbA1c (IFCC) 49

Range
20 - 41

Unit

mmol/mol

Normalcy Notes
R

Requestor Comments

HbAlc for monitoring

Report Information

Requestor 1), Dr Carbarns (GPST

Requesting Location (GSNEWBA) Newbattle Medical Group
Report Identifier HB965584Q

Sample Date 25/01/2022 09:40:00




Urea and electrolytes

Description
Creatinine
Sodium
Potassium
eGFR (/1.73m2)

Value
80
139
4.5
>60

Range
50 98
135 145
36 5

Unit Normalcy Notes
umol/L
mmol/L
mmol/L

ml/min

Requestor Comments

increasing htn meds.

Report Information

Requestor Aspinall, Dr Elika

Requesting Location (GSNEWBA) Newbattle Medical Group

Report Identifier HB924062E
Sample Date 23/11/2021 10:00:00




Urea and electrolytes

Description
Creatinine
Sodium
Potassium
eGFR (/1.73m2)

Value
87
139
4.2
59

Range
50 98
135 145
36 5

Unit
umol/L
mmol/L
mmol/L

ml/min

Normalcy Notes

Report Information

Requestor Aspinall, Dr Elika

Requesting Location (GSNEWBA) Newbattle Medical Group

Report Identifier HB911198E
08/11/2021 11:04:00

Sample Date




Liver function tests

Description Value Range Unit Normalcy Notes
Bilirubin 12 3 21 umol/L

ALT 67 10 - 50 U/L R

Alk.Phos 135 40 - 125 U/L R

GGT 47 5-35 U/L R
Requestor Comments

Requested by Dr H Carbarn.

Urea and electrolytes

Description Value Range Unit Normalcy Notes
Creatinine 71 50 - 98 umol/L

Sodium 138 135 - 145 mmol/L

Potassium 43 36-5 mmol/L

eGFR (/1.73m2) >60.0 ml/min

Requestor Comments
Requested by Dr H Carbarn.

Report Information

Requestor Wooff, Dr Fione J

Requesting Location (GSNEWBA) Newbattle Medical Group

Report Identifier HB969519P

Sample Date 01/10/2021 09:40:00




HbA1c level

Description Value
HbA1c (IFCC) 50

Range
20 - 41

Unit

mmol/mol

Normalcy Notes
R

Report Information

Requestor Given, Cons Not

Requesting Location (MDSLX) MDS Failure No Location
Report Identifier HB729264V

Sample Date 15/09/2021 15:14:00




SARS-CoV-2 secondary assay

Set Comments

intranet web Tink:

http://intranet.lothian.scot.nhs.uk/COVID-
19/PatientManagement/Pages/default.aspx

Test Comments

(ZWUPC2) This test is currently unaccredited to ISO 15189
(ZWUPC2)

SARS CoV 2 virus PCR Negative

For specific Infection Prevention and Control advice for SARS-CoV-2
('COVID-19 virus') infection, please refer to the following NHSL

(ZWUPC2)

Sample Comments
Xx.21325

Requestor Comments

for storage

Report Information

Requestor given, Not

Requesting Location (RIEAE3) 3 Exam, A&E
Report Identifier MI085900V

Sample Date 15/09/2021 13:49:00




Thyroid function tests

Description Value Range Unit Normalcy Notes
TSH 6.3 0.2-45 mU/L A
Free T4 13 9 21 pmol/L
Sample Comments
KRUPEJ 21130
Requestor Comments
HTN.....
Liver function tests
Description Value Range Unit Normalcy Notes
Bilirubin 15 3-21 umol/L
ALT 78 10 - 50 U/L R
Alk.Phos 141 40 - 125 U/L R
GGT 51 5-35 U/L R
Sample Comments
KRUPEJ 21130
Requestor Comments
HTN.....
Urea and electrolytes
Description Value Range Unit Normalcy Notes
Urea 2.6 25 6.6 mmol/L
Creatinine 74 50 98 umol/L
Sodium 140 135 145 mmol/L
Potassium 3.7 36 5.0 mmol/L
TCO2 27 22 30 mmol/L
eGFR (/1.73m2) >60.0 ml/min
Sample Comments
KRUPEJ 21130
Requestor Comments
HTN.....
Serum C reactive protein level
Description Value Range Unit Normalcy Notes
C-Reactive Prot 10 0-5 mg/L R
Sample Comments
KRUPEJ 21130
Requestor Comments
HTN.....
Blood haematinic levels
Description Value Range Unit Normalcy Notes
Ferritin 66 15 200 ug/L
Sample Comments
KRUPEJ 21130
Requestor Comments
HTN.....
Serum lipids
Description Value Range Unit Normalcy Notes
Cholesterol 7.7 mmol/L A
HDL Chol. 1.1 1.1-17 mmol/L
Chol:HDLC Ratio 7.2 A
LDL Chol. 5.8 mmol/L A




Triglyceride 1.8

0.8 -2.1

mmol/L

Sample Comments
KRUPEJ 21130

Requestor Comments

Report Information

Requestor given, Not

Requesting Location (RIEAE3) 3 - Exam, A&E
Report Identifier HB096790E

Sample Date 15/09/2021 12:14:00



Serum Protein EPH / IGs

Description Value Range Unit Normalcy Notes
Prot E'phoresis COMMENT (BPEPH)
IgA 2.17 08 45 g/L

lgG 11.42 6 15 g/L

IgM 1.59 035 29 g/L

Test Comments

(BPEPH) Lithium heparin sample is unsuitable for serum protein

(BPEPH) electrophoresis. Send serum gel tube if electrophoresis

(BPEPH) is required to exclude the presence of a paraprotein.

Requestor Comments
Hypertension

Serum total protein

Description Value Range Unit Normalcy Notes
Total Protein 79 60 - 80 g/L

Requestor Comments

Hypertension

Report Information

Requestor given, Not

Requesting Location (RIEAE3) 3 - Exam, A&E
Report Identifier ~ QB172316G

Sample Date 15/09/2021 12:14:00




Full blood count - FBC

Description Value
Haemoglobin 153
Red cell count 5.49
Haematocrit 0432
Mean cell volume 79
Mean Cell Hb 27.9
White cell count 7.0
Neutrophil Count 4.44
Lymphocyte Count 1.65
Monocyte Count 0.68
Eosinophil Count 0.20
Basophil Count 0.06
Platelet count 340
Mean cell Hb conc. 354

Range
115 165
38 538
036 047
78 98
27.0 32.0
40 110
20 75
1.5 45
02 0.8
0.04 04
0.01 0.1
150 400
310 360

Unit
g/L
107M12/L
ratio
fL

P9
107 9/L
1079/L
1079/L
1079/L
107 9/L
1079/L
1079/L
g/L

Normalcy Notes

Sample Comments
KRUPEJ 1731

Requestor Comments

Report Information

Requestor given, Not

Requesting Location (RIEAE3) 3 Exam, A&E
Report Identifier HR197224C

Sample Date 15/09/2021 12:13:00




Plasma glucose level

Description Value
Glucose 1.7

Range

Unit

mmol/L

Normalcy Notes
A

Sample Comments
KRUPEJ 1731

Requestor Comments

Plasma lactate level

Description Value
Lactate 1.2

Range
06-24

Unit

mmol/L

Normalcy Notes

Sample Comments
KRUPEJ 1731

Requestor Comments

Report Information

Requestor given, Not

Requesting Location (RIEAE3) 3 - Exam, A&E
Report Identifier HB096794A

Sample Date 15/09/2021 12:13:00




Coagulation/bleeding test

Description Value
Prothrombin Time 11.0
INR (Warfarin) 1.0
APTT 26
APTT Ratio 0.9
Fibrinogen (Clauss) 4.0

Range
10.5 135

26 36

1.5 4.0

Unit
sec
ratio
sec
ratio
g/L

Normalcy Notes

Sample Comments
KRUPEJ 1731

Requestor Comments

Report Information

Requestor given, Not

Requesting Location (RIEAE3) 3 Exam, A&E
Report Identifier HR197222A

Sample Date 15/09/2021 12:13:00




Full blood count - FBC

Description
Haemoglobin
Red cell count
Haematocrit
Mean cell volume
Mean Cell Hb
White cell count
Neutrophil Count
Lymphocyte Count
Monocyte Count
Eosinophil Count
Basophil Count

Platelet count

Mean cell Hb conc.

Value
149
5.29
0.419
79
28.2
5.7
3.11
1.68
0.63
0.24
0.05
313
356

Range
115 165
38 538
036 047
78 98
27.0 32.0
40 110
20 75
1.5 45
02 0.8
0.04 04
0.01 0.1
150 400
310 360

Unit
g/L
107M12/L
ratio
fL

P9
107 9/L
1079/L
1079/L
1079/L
107 9/L
1079/L
1079/L
g/L

Normalcy Notes

Report Information

Requestor

Keane, Dr Sonia

Requesting Location (GSNEWBA) Newbattle Medical Group

Report Identifier
Sample Date

HR340193M
15/09/2021 11:14:00




Thyroid function tests

Description Value Range Unit Normalcy Notes
TSH 7.6 0.2-45 mU/L A
Free T4 12 9 21 pmol/L
Requestor Comments
Query Hypothyroid
Liver function tests
Description Value Range Unit Normalcy Notes
Bilirubin 16 3-21 umol/L
ALT 78 10 - 50 U/L R
Alk.Phos 138 40 - 125 U/L R
GGT 52 5-35 U/L R
Requestor Comments
Query Hypothyroid
Serum lipids
Description Value Range Unit Normalcy Notes
Cholesterol 7.8 mmol/L A
Requestor Comments
Query Hypothyroid
Urea and electrolytes
Description Value Range Unit Normalcy Notes
Creatinine 72 50 - 98 umol/L
Sodium 141 135 - 145 mmol/L
Potassium 4.0 3.6-5.0 mmol/L
eGFR (/1.73m?2) >60.0 ml/min

Requestor Comments
Query Hypothyroid
Report Information

Requestor Keane, Dr Sonia

Requesting Location (GSNEWBA) Newbattle Medical Group

Report Identifier HB957333B
Sample Date 15/09/2021 11:14:00




HbA1c level

Description Value
HbA1c (IFCC) 51

Test Comments
(BHBAIF) HbA1c result is in the Diabetes range.

Range
20 - 41

Unit

mmol/mol

Normalcy Notes

R

(BHBAIF)

Requestor Comments

HbAlc for diagnosis

Report Information

Requestor Keane, Dr Sonia

Requesting Location (GSNEWBA) Newbattle Medical Group
Report Identifier HB957460N

Sample Date 15/09/2021 11:14:00




SARS-CoV-2

Status: Final - Results stored and verified

SARS CoV 2 Positive Positive by PCR (4J3R100)

Test Comments
(4J3R100) Sample taken at RTS Edinburgh Airport. Sample analysed in the National Lighthouse Laboratory (Glasgow)

Report Information

Requestor Unknown

Requesting Location Newbattle Medical Practice
Report Identifier ~ AAH07996519

Sample Date 26/06/2021 09:09:00



SARS-CoV-2

Status: Final - Results stored and verified

SARS CoV 2 Negative Negative by PCR (4J3R200)

Test Comments
(4J3R200) Sample taken at RTS Edinburgh Airport. Sample analysed in the National Lighthouse Laboratory (Glasgow)

Report Information

Requestor Unknown

Requesting Location Newbattle Medical Practice
Report Identifier =~ AAD48621054

Sample Date 07/12/2020 14:30:00



Urine culture RIE

Set Comments
Urine culture

No growth
Urine samples for culture and sensitivity testing
should be sent using red topped boric acid universal
containers filled to the fill Tine. The use of boric
acid improves the quality of test results and reduces
the number of false positives. If the sample is Tess
than 15ml continue to use a white topped universal.
Samples should be refrigerated if there is an
anticipated delay in transport.

Requestor Comments

Report Information

Requestor Fulton, Dr JF

Requesting Location (GSNEWBA) Newbattle Medical Group
Report Identifier MU293617B

Sample Date 28/11/2019 16:35:00



Urea and electrolytes

Description
Creatinine
Sodium
Potassium
eGFR (/1.73m2)

Value
79
138
43
>60.0

Range
50 98
135 145
36 5

Unit Normalcy Notes
umol/L
mmol/L
mmol/L

ml/min

Requestor Comments
repeat bloods.
Report Information

Requestor Glencross, Dr AH

Requesting Location (GSNEWBA) Newbattle Medical Group

Report Identifier HB955187H
Sample Date 24/08/2018 11:08:00




Thyroid function tests

Description Value Range Unit Normalcy Notes
TSH 7.9 0.2-45 mU/L A

Free T4 10 9 21 pmol/L

Requestor Comments

Patient is not known to have a thyroid condition.

Hypertension, Tow mood, weight gain.

Liver function tests

Description Value Range Unit Normalcy Notes
Bilirubin 10 3-21 umol/L

ALT 27 10 - 50 U/L

Alk.Phos 104 40 - 125 U/L

GGT 15 5-35 U/L
Requestor Comments

Patient is not known to have a thyroid condition.
Hypertension, Tow mood, weight gain.

Serum lipids

Description Value Range Unit Normalcy Notes
Cholesterol 7.1 mmol/L A
Requestor Comments
Patient is not known to have a thyroid condition.
Hypertension, Tow mood, weight gain.

Urea and electrolytes

Description Value Range Unit Normalcy Notes
Creatinine 72 50 -98 umol/L

Sodium 137 135 - 145 mmol/L

Potassium 4.0 36-5 mmol/L

eGFR (/1.73m2) >60

Requestor Comments

Patient is not known to have a thyroid condition.

Hypertension, low mood, weight gain.

Report Information

Requestor 2), Dr Alexander Fullbrook (FY
Requesting Location (GSNEWBA) Newbattle Medical Group
Report Identifier HB932897G

Sample Date 30/07/2018 14:38:00




Plasma glucose level

Description Value

Glucose (Random) 7.1

Range
38 7.7

Unit

mmol/L

Normalcy Notes

Requestor Comments

Hypertension.

Report Information

Requestor 2), Dr Alexander Fullbrook (FY
Requesting Location (GSNEWBA) Newbattle Medical Group
Report Identifier HB932911S

Sample Date 30/07/2018 14:21:00




Full blood count - FBC

Description
Haemoglobin
Red cell count
Haematocrit
Mean cell volume
Mean Cell Hb
White cell count
Neutrophil Count
Lymphocyte Count
Monocyte Count
Eosinophil Count
Basophil Count
Platelet count

Mean cell Hb conc.

Value
153
5.32
0.419
79
28.8
5.8
3.20
1.65
0.67
0.19
0.04
273
365

Range
115 160
38 538
037 047
78 98
27.0 32.0
40 110
20 75
1.5 4.0
02 0.8
0.04 04
0.01 0.1
150 400
310 - 360

Unit
g/L
107 12/L
ratio
fL

P9

101 9/L
101 9/L
101 9/L
1017 9/L
101 9/L
101 9/L
101 9/L
g/L

Normalcy Notes

Requestor Comments

Hypertension.

Report Information

Requestor

2), Dr Alexander Fullbrook (FY

Requesting Location (GSNEWBA) Newbattle Medical Group

Report Identifier
Sample Date

HR212224M
30/07/2018 14:21:00







Serum gentamicin level

Description Value

Gentamicin 2.7

Test Comments

(BGEN) For once daily dosing use the GGC NOMOGRAM
(BGEN) (sample 6 14 hours after dose). Adjust interval as
(BGEN) indicated on the nomogram.

(BGEN) Patients with a creatinine clearance of <21ml/minute
(BGEN) consider using an alternative drug, however, if

(BGEN) gentamicin is used NO further gentamicin can be given
(BGEN) until a trough of <1mg/L is obtained.

(BGEN) Using for synergy with a beta lactam (i.e. treatment of
(BGEN) streptococcal/enterococcal endocarditis with penicillin
(BGEN) and gentamicin) aim for a trough of < 1 mg/L and a
(BGEN) peak of between 3 and 5 mg/L.

(BGEN) Patients on other regimens refer to local protocols
(BGEN) for levels.

Unit
mg/L

Normalcy Notes
(BGEN)

Sample Comments
21068. .

Requestor Comments

Level...

Report Information

Requestor Ravindran, Mr Rajan
Requesting Location (RIE106) Ward 106 RIE
Report Identifier HB337561T

Sample Date 02/03/2017 07:04:00




MRCP

MRCP
Clinical details

MRCP

3 weeks on and off RUQ pain, worsened last 24 hours, tender epigastric and RUQ, deranged Ifts, US showed cholelithiasis and possible acute
cholecystitis, possible parenchymal liver disease, Ms Azodo would like an MRCP to assess her please prior to considering lap cholecystectomy,
? CBD stones

Report

Several gallstones are seen within a thin-walled gallbladder. There is mild intra and extrahepatic biliary dilatation, the CBD measures up to 10
mm but appears to taper smoothly down to the ampullary level with no evidence of obstructing calculus. Conventional biliary tree anatomy.
No pancreatic duct dilatation.

Well-defined high signal lesion within the right lobe of lesion liver measuring 2.3 cm which most likely represents a benign haemangioma, but
should be confirmed on a targeted liver ultrasound as | note this was not identified previously. Normal spleen, pancreas, both adrenals and
visualised kidneys. No upper abdominal free fluid.

Conclusion:

Gallbladder calculi and mild biliary dilatation but no evidence of obstructing calculus. A right lobe of liver lesion most likely represents a
benign haemangioma, but a repeat targeted ultrasound is suggested for confirmation.

Reported by Dr Gillian Ritchie
Consultant Radiologist

Tel. 0131 2423764

Reporting Radiologist: Dr Gillian Ritchie

Report Information

Requestor Shahim, Owen
Requesting Location (RIE106) Ward 106 RIE
Report Identifier 26286983

Sample Date 01/03/2017 17:31:00



Liver function tests
Description Value Range Unit Normalcy Notes
Bilirubin 10 3 21 umol/L
ALT 120 10 - 50 U/L R
Alk.Phos 112 40 125 U/L
GGT 104 5-35 U/L R
Sample Comments
Requestor Comments
Urea and electrolytes
Description Value Range Unit Normalcy Notes
Urea 2.3 2.5-6.6 mmol/L R
Creatinine 66 50 - 98 umol/L
Sodium 140 135 - 145 mmol/L
Potassium 4.0 3.6-50 mmol/L
TCO2 30 22 - 30 mmol/L
eGFR (/1.73m2) >60
Sample Comments
Requestor Comments
Serum C reactive protein level
Description Value Range Unit Normalcy Notes
C Reactive Prot 7 0-5 mg/L R

Sample Comments

Report Information

Requestor Ravindran, Mr Rajan

Requesting Location (RIESOIP) Surgical Obs Inpatients
Report Identifier HB336582R

Sample Date 01/03/2017 12:14:00




Full blood count - FBC

Description Value
Haemoglobin 133
Red cell count 474
Haematocrit 0.379
Mean cell volume 80
Mean Cell Hb 28.1
White cell count 3.7
Neutrophil Count 1.63
Lymphocyte Count 1.39
Monocyte Count 0.53
Eosinophil Count 0.12
Basophil Count 0.03
Platelet count 249
Mean cell Hb conc. 351

Range
115 160
38 538
037 047
78 98
27.0 32.0
4.0-11.0
20-75
1.5-4.0
02 0.8
0.04 04
0.01 0.1
150 400
310 360

Unit Normalcy Notes
g/L

107M12/L

ratio

fL

P9

107 9/L R

1079/L
1079/L A
107 9/L

107 9/L

107 9/L

107°9/L

g/L

~

Sample Comments

Report Information

Requestor Ravindran, Mr Rajan

Requesting Location (RIESOIP) Surgical Obs Inpatients
Report Identifier HR284735E

Sample Date 01/03/2017 12:14:00




Serum amylase level

Description Value Range Unit Normalcy Notes
Amylase 27 0 100 u/L
Sample Comments
21327..
Requestor Comments
abdo pain
Liver function tests
Description Value Range Unit Normalcy Notes
Bilirubin 26 3-21 umol/L R
ALT 178 10 - 50 U/L R
Alk.Phos 128 40 - 125 U/L R
GGT 128 5-35 U/L R
Sample Comments
21327..
Requestor Comments
abdo pain
Urea and electrolytes
Description Value Range Unit Normalcy Notes
Urea 3.3 25 6.6 mmol/L
Creatinine 69 50 98 umol/L
Sodium 138 135 145 mmol/L
Potassium 3.8 36 5.0 mmol/L
TCO2 22 22 30 mmol/L
eGFR (/1.73m2) >60
Sample Comments
21327..
Requestor Comments
abdo pain
Serum C reactive protein level
Description Value Range Unit Normalcy Notes
C-Reactive Prot 2 0-5 mg/L

Sample Comments
21327..

Requestor Comments

abdo pain

Report Information

Requestor Devlin, Dr Hilary
Requesting Location (RIEAE3) 3 - Exam, A&E
Report Identifier HB170731M

Sample Date 27/02/2017 19:47:00




Full blood count - FBC

Description Value
Haemoglobin 147
Red cell count 5.28
Haematocrit 0.407
Mean cell volume 77
Mean Cell Hb 27.8
White cell count 54
Neutrophil Count 3.19
Lymphocyte Count 1.40
Monocyte Count 0.72
Eosinophil Count 0.06
Basophil Count 0.06
Platelet count 280
Mean cell Hb conc. 361

Range
115 160
38 538
037 047
78 - 98
27.0 32.0
40 11.0
20 75
1.5-4.0
02 0.8
0.04 04
0.01 0.1
150 400
310 - 360

Unit
g/L

107 12/L
ratio
fL

P9

101 9/L
101 9/L
1079/L
1017 9/L
101 9/L
101 9/L
101 9/L
g/L

Normalcy Notes

Sample Comments
21327..

Requestor Comments

abdo pain

Report Information

Requestor Devlin, Dr Hilary
Requesting Location (RIEAE3) 3 Exam, A&E
Report Identifier HR124605G

Sample Date 27/02/2017 19:47:00




Microbiology test

Set Comments
Reference lab report

PCR : Acanthamoeba spp. DNA NOT detected by PCR

Reported by:
SPDRL, Scottish Microbiology Reference Laboratory, Glasgow.

Sample Comments
hall paep 61772

Requestor Comments

RIGHT CORNEAL SCRAPE ?Acanthamoeba keratitis
Report Information

Requestor Devlin, Dr Hilary

Requesting Location (PAEEOPD) Eye Outpatients Dept, PAEP
Report Identifier MG367694X

Sample Date 15/01/2016 18:21:00



Culture and Sensitivities

Set Comments
Culture and Sensitivities
Enterococcus faecalis 1 cfu

Sensitive : Amoxicillin,Chloramphenicol,High level Gentamicin,Vancomycin.
No Yeasts isolated

Please note that enterococci respond poorly to quinolones.
Result given to S/N Douglas.

Sample Comments
hall 61772

Requestor Comments

RIGHT CORNEAL SCRAPE: keratitis in contact lens wearer

Microscopy LTG

Set Comments
Microscopy
No Organisms seen

Sample Comments
hall 61772

Requestor Comments

RIGHT CORNEAL SCRAPE: keratitis in contact lens wearer
Report Information

Requestor Devlin, Dr Hilary

Requesting Location (PAEEOPD) Eye Outpatients Dept, PAEP

Report Identifier MG367644Y

Sample Date 15/01/2016 17:58:00



HSV ADE VZV ENT REAL TIME PCR

HSV1 PCR: Negative
HSV2 PCR: Negative
Varicella Zoster virus PCR: Negative
Adenovirus PCR: Negative

Sample Comments
R Peden via switch

Requestor Comments

Red RE with central keratopathy ?disciform but CL wearer
Report Information

Requestor Devlin, Dr Hilary

Requesting Location (PAEEOPD) Eye Outpatients Dept, PAEP

Report Identifier MI315802B

Sample Date 15/01/2016 16:56:00



Culture and Sensitivities

Set Comments
Culture and Sensitivities
Please note delay in receipt of this sample

No significant growth

Sample Comments
R Peden via switch

Requestor Comments

Red RE with central keratopathy ?disciform but CL wearer
Report Information

Requestor Devlin, Dr Hilary

Requesting Location (PAEEOPD) Eye Outpatients Dept, PAEP

Report Identifier MG367917R

Sample Date 15/01/2016 16:56:00



Urea and electrolytes

Description
Urea

Creatinine
Sodium
Potassium
eGFR (/1.73m2)

Value
4.3

69
138
4.1
>60

Range
25 6.6
60 120
135 145
36 5

Unit Normalcy Notes
mmol/L
umol/L
mmol/L

mmol/L

Report Information

Requestor Currie, Dr Julie RM

Requesting Location (GSSTRA) Strathesk Medical Practice

Report Identifier HB964844E
Sample Date 27/09/2013 14:51:00




Liver function tests

Description Value Range Unit Normalcy Notes
Bilirubin 8 3 21 umol/L

ALT 16 10 50 U/L

Alk.Phos 67 40 125 U/L

GGT 23 5 35 U/L

Requestor Comments

High blood pressure

Serum lipids

Description Value Range Unit Normalcy Notes
Cholesterol 5.9 mmol/L A

HDL Chol. 1.0 1.1-1.7 mmol/L R

Chol:HDLC Ratio 5.8

LDL Chol. 43 mmol/I

Triglyceride 14 0.8 - 2.1 mmol/L

Requestor Comments

High blood pressure

Urea and electrolytes

Description Value Range Unit Normalcy Notes
Urea 44 25 6.6 mmol/L

Creatinine 70 60 120 umol/L

Sodium 137 135 145 mmol/L

Potassium 43 36 5 mmol/L

eGFR (/1.73m2) >60

Requestor Comments
High blood pressure
Report Information

Requestor Dickson, Dr GC

Requesting Location (GSSTRA) Strathesk Medical Practice

Report Identifier HB701968R
Sample Date 30/07/2013 09:30:00




Plasma glucose level

Description
Glucose spec.

Glucose

Value Range
Random sample (<11 mmol/L)
5.7

Unit

mmol/L

Normalcy Notes

Requestor Comments

High blood pressure

Report Information

Requestor Dickson, Dr GC

Requesting Location (GSSTRA) Strathesk Medical Practice

Report Identifier HB701969X
Sample Date 30/07/2013 09:30:00




Full blood count - FBC

Description Value
Haemoglobin 111
Red cell count 4.84
Haematocrit 0.345
Mean cell volume 71
Mean cell Hb. 22.9
Mean cell Hb conc. 322
White cell count 3.5
Neutrophil Count 1.81
Lymphocyte Count 1.03
Monocyte Count 0.47
Eosinophil Count 0.11
Basophil Count 0.04
Platelet count 306

Set Comments

Rbc microcytic hypochromic+
Elliptocytes+

Neutropenia

Range
115 - 160
38 538
0.37 - 0.47
78 - 98
27.0 - 32.0
31.0 36.0
40-11.0
20-7.5
1.5-4.0
02 038
004 04
0.01 01
150 400

Unit
g/l
x10712/1
ratio

fl

P9

g/dl
x1079/1
x10/79/1
x10/79/1
x1079/I
x1079/I
x1079/I
x1079/I

Normalcy Notes
R

~

~

Requestor Comments

High blood pressure

Report Information

Requestor Dickson, Dr GC

Requesting Location (GSSTRA) Strathesk Medical Practice
Report Identifier HR920509Y

Sample Date 30/07/2013 09:30:00




Plasma glucose level

Description
Glucose

Glucose spec.

Value Range
49

Random sample (<11 mmol/L)

Unit

mmol/L

Normalcy Notes

Requestor Comments

keep well pcvd

Report Information

Requestor Charge, Doctor In
Requesting Location (HMPS) HMP Saughton
Report Identifier HB627922B

Sample Date 16/04/2013 13:00:00




Serum lipids

Description
Cholesterol

HDL Chol.
Chol:HDLC Ratio
LDL Chol.
Triglyceride

Value
6.2
1.2
5.1
43
1.4

Range

1.1 1.7

08 2.1

Unit
mmol/L

mmol/L

mmol/I

mmol/L

Normalcy Notes
A

Requestor Comments

keep well pcvd

Report Information

Requestor Charge, Doctor In
Requesting Location (HMPS) HMP Saughton
Report Identifier HB627921)

Sample Date 16/04/2013 13:00:00




Hel pylori IgG antibody level

Description Value Range
Helicobacter pylori E Value: 3.66

Test Comments

(ZHEG1E) Helicobacter pylori IgG antibody :POSITIVE (EV >2.2)
(ZHEG1E)

(ZHEG1E) Positive serology results indicate past and/or current
(ZHEG1E) Helicobacter infection. If patients have persistent
(ZHEG1E) symptoms after eradication therapy consider need for a
(ZHEG1E) breath test.

(ZHEG1E) Further advice on management of patients can be found
(ZHEG1E) in the Lothian Referral Guidelines for Dyspepsia.
(ZHEG1E)

Unit

Normalcy Notes
(ZHEG1E)

Report Information

Requestor

Best, Dr Steven R

Requesting Location (GSINC) Inchpark Surgery
Report Identifier MS040116Z

Sample Date

23/03/2011 16:34:00




Full blood count - FBC

Description Value
Haemoglobin 100
Red cell count 4.20
Haematocrit 0.328
Mean cell volume 78
Mean cell Hb. 23.8
Mean cell Hb conc. 30.5
White cell count 44
Neutrophil Count 2.46
Lymphocyte Count 1.19
Monocyte Count 0.58
Eosinophil Count 0.14
Basophil Count 0.03
Platelet count 355

Set Comments
Rbc hypochromic+
Elliptocytes+

Range
115 - 165
38 538
0.370 - 0.470
78 98
27.0 - 32.0
31.0 - 35.0
4.0 11.0
20 75
1.5-4.0
02 038
004 04
0.01 01
150 - 350

Unit
g/l
x10712/1
ratio

fl

P9

g/dl
x1079/I
x1079/I
x10/79/1
x1079/I
x1079/I
x1079/I
x1079/I

Normalcy Notes
R

Report Information

Requestor Best, Dr Steven R
Requesting Location (GSINC) Inchpark Surgery
Report Identifier HR654651G

Sample Date 23/03/2011 10:50:00




Liver function tests

Description Value Range Unit Normalcy Notes
Bilirubin 6 3 16 umol/L

ALT 133 10 - 50 U/L R

Alk.Phos 72 40 125 U/L

GGT 33 5 35 U/L

Urea and electrolytes

Description Value Range Unit Normalcy Notes
Urea 4.9 25-6.6 mmol/L

Creatinine 70 60 - 120 umol/L

eGFR (/1.73m2) >60

Sodium 140 135 - 145 mmol/L

Potassium 4.5 36-50 mmol/L

Blood haematinic levels

Description Value Range Unit Normalcy Notes
Ferritin 5 14 - 150 ug/L R

Report Information

Requestor Best, Dr Steven R
Requesting Location (GSINC) Inchpark Surgery
Report Identifier HB935250Y

Sample Date 23/03/2011 10:50:00




ESC Sendaway Tests

Coeliac screen Send away test WGH Biochemistry

Requestor Comments
None given

Liver function tests

Description Value Range Unit Normalcy Notes
Bilirubin 4 3-16 umol/L

ALT 15 10 - 50 U/L

Alk.Phos 63 40 - 125 U/L

GGT 9 5-35 U/L

Albumin 40 35-50 g/L

Requestor Comments
None given

Urea and electrolytes

Description Value Range Unit Normalcy Notes
Urea 3.2 25 6.6 mmol/L

Creatinine 64 60 120 umol/L

eGFR (/1.73m2) >60

Sodium 137 135 145 mmol/L

Potassium 43 36 50 mmol/L

Requestor Comments

None given

Report Information

Requestor Cogliano, Dr Young mi Sofia
Requesting Location (GSINC) Inchpark Surgery
Report Identifier HB716651T

Sample Date 21/06/2010 13:40:00



Plasma glucose level

Description
Glucose

Glucose spec.

Value Range
5.8

Random sample (<11 mmol/L)

Unit

mmol/L

Normalcy Notes

Requestor Comments

None given

Report Information

Requestor Cogliano, Dr Young mi Sofia
Requesting Location (GSINC) Inchpark Surgery
Report Identifier HB716652M

Sample Date 21/06/2010 13:40:00




WGH GI Lab LTG

Description Value
Anti tTG IgA 1.2

Range

0.1

7.9

Unit
AU

Normalcy Notes

Report Information

Requestor Cogliano, Dr Young mi Sofia
Requesting Location (GSINC) Inchpark Surgery
Report Identifier =~ QC154812Y

Sample Date 21/06/2010 13:40:00




U. HCG / Pregnancy test

U. Pregnancy Test Negative

Requestor Comments

No clinical details on request form
Report Information

Requestor Cogliano, Dr Young mi Sofia
Requesting Location (GSINC) Inchpark Surgery
Report Identifier RM424051B

Sample Date 17/06/2010 09:37:00



Full blood count - FBC

Description
Haemoglobin

Red cell count
Haematocrit

Mean cell volume
Mean cell Hb.
Mean cell Hb conc.
White cell count
Neutrophil Count
Lymphocyte Count
Monocyte Count
Eosinophil Count
Basophil Count

Platelet count

Value
139
4.96
0.406
81.9
28.0
34.2
8.4
6.80
1.00
0.60
0.00
0.00
303

Range
115 160
38 538
036 046
78 96
27.0 32.0
28.0 35.0
40 11.0
1.8 7.5
1.2 -4.0
0 08

0 05

0 0.1
150 400

Unit

g/L
107M12/L
Ratio

fl

P9

g/dl
x1079/I
x10 A9/L
x10 ~9/L
x10 A9/L
x10 A9/L
x10 A9/L
x1079/I

Normalcy Notes

Sample Comments

whitaker 548

Report Information

Requestor Bahia, Mr Hilal Isam

Requesting Location (SJH18) Ward 18, St John's Hospital
Report Identifier SHO016510T

Sample Date 11/05/2008 13:07:00




Urea and electrolytes

Description Value
Urea 3.0
Creatinine 78
Sodium 137
Potassium 3.8
TCO2 23
Chloride 104
eGFR (/1.73m2) >60

Range
25 6.6
60 120
135 145
36 5.0
22 30
95 107

Unit
mmol/L
umol/L
mmol/L
mmol/L
mmol/L

mmol/L

Normalcy Notes

Sample Comments

whitaker 548

Report Information

Requestor Bahia, Mr Hilal Isam

Requesting Location (SJH18) Ward 18, St John's Hospital
Report Identifier SB255405W

Sample Date 11/05/2008 13:07:00




Viral studies

Specimen stored.

Test Comments

(ZSTO) Stored as requested
(ZSTO)

Specimen stored

(ZSTO)

Sample Comments
DR SKINNER

Report Information

Requestor Known, Cons Not

Requesting Location (RIEAE) RIE Accident & Emergency
Report Identifier MS678845F

Sample Date 11/05/2008 09:15:00




Plasma glucose level

Description
Glucose

Glucose spec.

Value Range
49
Fasting sample (<7 mmol/L)

Unit

mmol/L

Normalcy Notes

Report Information

Requestor Murray, Dr SD
Requesting Location (GSINC) Inchpark Surgery
Report Identifier HB611266P

Sample Date 02/03/2007 09:00:00




Micro, culture & sensitivities

Set Comments

Micro Culture & Sensitivities

Large numbers of Pseudomonas aeruginosa isolated
This may be colonisation rather than infection
Isolate(s) will be held for 7 days

Please consult microbiologist if advice is required

Large numbers of Staphylococcus aureus isolated
Resistant : Erythromycin,Penicillin.
Sensitive : Flucloxacillin.

Report Information

Requestor Murray, Dr SD
Requesting Location (GSINC) Inchpark Surgery
Report Identifier MG733478G

Sample Date 27/02/2007 09:30:00



Micro, culture & sensitivities

Set Comments

Micro Culture & Sensitivities

Large numbers of Coliform organism isolated
This may be colonisation rather than infection
Isolate(s) will be held for 7 days

Large numbers of Staphylococcus aureus isolated

(NOTE: Repeat isolate)

See previous report for antibiotic sensitivity results
Sensitive : Flucloxacillin.

Report Information

Requestor Murray, Dr SD
Requesting Location (GSINC) Inchpark Surgery
Report Identifier MG706343L

Sample Date 21/09/2006 12:00:00



Micro, culture & sensitivities

Set Comments

Micro Culture & Sensitivities

Large numbers of Staphylococcus aureus isolated
Resistant : Erythromycin,Penicillin.

Sensitive : Flucloxacillin.

Sample Comments

FOLLOWING BREAST RED.

Report Information

Requestor Murray, Dr SD
Requesting Location (GSINC) Inchpark Surgery
Report Identifier MG703496F

Sample Date 06/09/2006 12:30:00



Swab/pus/fluid culture

Swab/pus/fluid culture

1) A growth of Anaerobic cocci

Requestor Comments
POST BBR

Swab/pus/fluid sens

1
Metronidazole S
Co-amoxyclav S

Requestor Comments
POST BBR

Report Information

Requestor MCGREGOR, J.C.
Requesting Location (PDC) Sister McPhee OPD 2
Report Identifier =~ M059491/06

Sample Date 25/08/2006 00:00:00




Blood Count

Description Value
$$Hb 113
$$RBC 3.97
Hct 0.333
$$MCV 84
$$MCH 28.3
$$WBC 6.2
$$Neutrophils 4.0
Lymphocytes 1.4
Monocytes 0.7
Eosinophils 0.0
Basophils 0.0
$$Platelets 251
BLNK

$$HM

Range
115 - 165
3.80 5.80
0.370 - 0.470
80 99
27.0 320
4.0 110
20 75
1.5-4.0
02 0.8
00 04
0.0 01
150 450

Unit
g/l
x 1012/1

fl

P9

x 109/I
x 109/I
x 109/1
x 109/I
x 109/I
x 109/I
x 109/I

Normalcy Notes
LO

LO

LO

Requestor Comments

POST OP - BILATERAL BREAST REDUCTION
Report Information

Requestor MCGREGOR, J.C.

Requesting Location (18) Ward 18 St John's
Report Identifier H0926742

Sample Date 20/08/2006 08:30:00







Micro, culture & sensitivities

Set Comments
Micro Culture & Sensitivities
B-haemolytic streptococci of groups A,C and G NOT isolated

Report Information

Requestor Cogliano, Dr Young mi Sofia
Requesting Location (GSINC) Inchpark Surgery
Report Identifier MG635860B

Sample Date 29/08/2005 16:29:00



Full blood count - FBC

Description Value
Basophil Count 0.02
Eosinophil Count 0.13
Haemoglobin 112
Haematocrit 0.340
Lymphocyte Count 0.97
Mean cell Hb. 26.9
Mean cell Hb conc. 329
Mean cell volume 82
Monocyte Count 0.71
Neutrophil Count 3.82
Platelet count 283
Red cell count 417
White cell count 5.7

Range
0.01 0.1
0.04 04
115 - 165
0.370 - 0.470
1.5-4.0
27.0 - 32.0
31.0 35.0
78 98

02 0.8
20 75
150 350
3.8 58
4.0 11.0

Unit
x1079/I
x1079/1
g/l
ratio
x1079/1
P9

g/dl

fl
x1079/I
x1079/1
x1079/1
x10712/1
x1079/1

Normalcy Notes

A " AR

Requestor Comments

No clinical details on request form
Report Information

Requestor Mitchell, Dr Roy

Requesting Location (RIEAE) RIE Accident & Emergency
Report Identifier HRO09514E

Sample Date 02/05/2005 04:50:00




Urea and electrolytes

Description
TCO2
Creatinine
Potassium

Sodium

Urea

Value
25

81

3.9
137
2.6

Range
22 30
60 120
36 5.0
135 145
25 6.6

Unit
mmol/L
umol/L
mmol/L
mmol/L

mmol/L

Normalcy Notes

Report Information

Requestor Mitchell, Dr Roy

Requesting Location (RIEAE) RIE Accident & Emergency
Report Identifier HB124715P

Sample Date 02/05/2005 04:50:00




Unspecified

Description Value
TSH 2.66
Free T4 11

Range
0.15 3.5
8 27

Unit
mU/L
pmol/L

Normalcy Notes
N
N

Report Information

Requestor Murray, Dr SD
Requesting Location (GSINC) Inchpark Surgery
Report Identifier HB348949A

Sample Date 14/06/2004 13:15:00




Unspecified

Description Value
Haemoglobin 122
Red cell count 4.65
Haematocrit 0.369
Mean cell volume 79
Mean cell Hb. 26.2
Mean cell Hb conc. 33.1
White cell count 4.2
Neutrophil Count 2.16
Lymphocyte Count 1.23
Monocyte Count 0.60
Eosinophil Count 0.14
Basophil Count 0.04
Platelet count 279

Test Comments
(HMCH) Failed Reference Ranges
(HLYMP) Failed Reference Ranges

Range
115 165
38 58

78 98
27.0 - 32.0
31.0 35.0
4.0 11.0

2 75
1.5-4.0
02 0.8
004 04
0.01 0.1
150 350

Unit

g/l
x10712/1
ratio

fl

P9

g/dl
x1019/I
x1079/I
x1079/1
x1019/I
x1079/I
x1079/I
x1079/I

Normalcy Notes
N

N
N
A (HMCH)
N
N
N
A (HLYMP)
N
N
N
N

Report Information

Requestor Fraser, Dr DRK
Requesting Location (GSINC) Inchpark Surgery
Report Identifier HR295397R

Sample Date 25/05/2004 13:40:00




Unspecified

Description Value
Urea 5.7
Creatinine 90
Sodium 138
Potassium 43
TCO2 23
Bilirubin 6
ALT 19
Alk.Phos 55
GGT 13
Albumin 40
TSH 4.16
Free T4 13

Test Comments
(BTSH) Failed Reference Ranges

Range
25 6.6
60 120
135 145
36 5.0
22 30

3 16

10 50
40 125
5 35

35 50
0.15-3.5
8 27

Unit
mmol/L
umol/L
mmol/L
mmol/L
mmol/L
umol/L
U/L

U/L

U/L

g/L
mU/L
pmol/L

Normalcy Notes

(BTSH)

zZ rzZz2zZz2zZ2zZ2 222 2 2 2

Report Information

Requestor Fraser, Dr DRK
Requesting Location (GSINC) Inchpark Surgery
Report Identifier HB334875Z

Sample Date 25/05/2004 13:40:00




MH Case Notes



SG/syt

6 January 199%

Dr. S.D. Murray
Inchpark Surgery

10 Marmion Crescent
Edinburgh EHI6

Dear Dr. Murray
re: Angela Cross - d.o.b. 22.5.67 - 9 Fairford Gardens, Edinburgh
Miss Cross has been referred to our services for assessment by Heather Duff,
Community Charge Nurse. If you have any objections to my involvement, please let
me know. If I do not hear from you within 14 days, 1 will offer Miss Cross an

appointment and forward a copy of my report in due course.

Yours sincerely

Sandra Guinea
Consultant Clinical Psychologist



SG/syt
Ref: 95183

27 January 1998

Miss A Cross
9 Fairford Gardens
Edinburgh

Dear Angela

Your community nurse, Heather Duff, has asked me to carry out an assessment with
you. ] would like to meet you to talk about this, and I will visit you at home on
Monday 2nd February at 2.30 p.m. If this does not suit you, please telephone 013]-

537-8019 and 1 will make a more convenient date and time for you.

Yours sincerely

3

Sandra Guinea
Consuiltant Clinical Psychologist















SG/syt
Ref: 95183

3 February 1998

Ms. A. Cross
9 Fairford Gardens
Edinburgh

Dear Angela
[ am sorry you were not in when [ came to your house on Monday. I would like to
visit you on Friday 20th February at 9.30.a.m. If this is not suitable, please telephone

my Secretary on 537-8019 and we can arrange a more convenient date and time.

Yours sincerely

et

Sandra Guinea
Consultant Clinical Psychologist


















Private & Confidential

Problems as Identified by Angie

Emotional support - for her needs, as well as on coping with the children and help with
relationships.

2)

3)
4)

Plan
i

Angie to attend parenting support group for 10 weeks.

Await psychological assessment results to see whether in fact she is appropriate for
our service.

Discuss with Sandra Guinea, Psychologist, possibility of cognitive behaviour therapy.
Continue to support Angie in the needs of the children.

Heather Duff
Community Charge Nurse
NE Edinburgh

cC

Sandra Guinea, Psychologist
Dr Murray, GP
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client: Ms Angie Cross

Sex: PFemale
Occupation:
Education:

WAIS-R Microcomputer-Assisted Interpretive Report

Date of Test: 02-26-98
Date of Birth: 05-22-67
Age: 30 yrs 9 mos 4 days
Examiner: AK Docherty

DESCRIPTIVEZ INFORMATION

Sum of

Verbal
Performance
Full Scale

Information
Digit Span
Vocabulary
Arithmetic
Comprehension
Similarities

Picture Completion
Picture Arrangement
Block Design
Object Assembly
Digit Symbol

14
19
42

Percentile
iQ Rank
76 5
73 4
73 4
Age Scaled Percentile
Scaled Score Score Rank
3 3 1
7 7 16
5 5 5
6 6 9
10 10 50
4 4 2
5 5 5
6 6 9
6 6 9
5 5 5
6 &6 9

NOTE: Age Scaled Scores are based on the test performance of
individuals of the subject's own age group.

Percentiles
5 9 16 25 37.50 63 75 B84 91 95 98 99

Information
Digit Span
Vocabulary
Arithmetic
Comprehension
Similarities

Picture Completion
Picture Arrangement
Block Design

Object Assembly

Digit Symbol

X .
X. .
X
X .
X
. X
X .
X

5 6 7 & 9 10 11 12 13 14 15 16 17 18 19
Age Scaled Scores



Ms Cross - .  Page 2

The 95% confidence interval for the Full Scale IQ is 69 to 79. These are
reasonable limits of the range within which the examinee's 'true'
Full Scale IQ lies.

The 95% confidence interval for the Verbal IQ is 72 to 82, and for the
Performance IQ it is 67 to B2.

DIFFERENCE BETWEEN VERBAL AND PERFORMANCE IQs

The Verbal IQ exceeds the Performance IQ by 3 point(s),
a difference that is not statistically significant at the .05 level.

DEVIATION OF SUBTEST SCORES FROM THE SUBJECT'S OWN MEAN SCORE

AGE SCALED DEVIATION FROM SIGNIFICANCE

SUBTEST SCORE MEAN SCALED SCORE AT .05 LEVEL
Information 3 -2.83 yes
Digit Span ] 7 1.17 no
Vocabulary 5 -0.83 no
Arithmetic 6 0.17 no
Comprehension 10 4.17 yes
Similarities 4 -1.83 no

MEAN VERBAL SCALED SCORE = 5.83

Picture Completion

5 -0.60 no
Picture Arrangement 6 0.40 no
Block Design 6 0.40 no
Object Assembly 5 -0.60 no
Digit Symbol & 0.40 no

MEAN PERFORMANCE SCALED SCORE 5.60

NOTE: A positive deviation from the mean indicates that the subtest
score is higher than the mean. A negative deviation from the mean
indicates that the subtest score is lower than the mean.



The examiner observed no special conditions of a visual, auditory,
or motoric nature, and no aspects of language background or

of medication that might influence test performance. Although
the examiner believes that no such factors affected the test
scores, interpretation of results should reflect the context of
the testing situation.

Ms Cross's Full Scale IQ of 73 falls at the 4th percentile

in comparison with others of her age, and places her in the
Borderline classification. This IQ provides an assessment

of general intelligence and of general occupational and scholastic
aptitude.

Ms Cross obtained a Verbal IQ of 76, which falls at the 5th
percentile. This IQ provides an indication of her verbal abilities,
which include language comprehension and expression, recall of
information, and the ability to reason with words.

However, 2 of the scores contributing to Ms Cross's

Verbal IQ differed significantly from her average verbal score.
Therefore Ms Cross's Verbal IQ is an average of diverse abilities
and may need to be so interpreted.

Ms Cross's Performance IQ of 73 falls at the 4th percentile.

This IQ contributes an understanding of her perceptual organization,
which reflects certain perceptual-motor skills as well as

the ability to employ visual images in thinking and to process
visual material efficiently.

None of the scores contributing to the Performance IQ differed
significantly from Ms Cross's average performance score. Therefore
the Performance IQ appears to be a good summary of her abilities

in this area.

The score on Information reflects a relative weakness in
Ms Cross's fund of general knowledge. Such scores sometimes
indicate a background in a different language oOr culture.

Ms Cross's Comprehension score is significantly higher than her
average verbal subtest score. This suggests relatively good ability

to size up practical or social situations that require common-sense
reasoning. Such scores imply the effective use of one's knowledge.

It is important to keep in mind, though, that this score is only about



M5 Cross . Page 4

average in comparison with the WAIS-R norms.

Akhkkkhkhkkkhkhkhkhkhhkkkhkhkhkkkhkhkhkkkkkhkhkhkhkhkhkdhkhhkhdkhkhkhkhkhkhkhkhkkhkhkhkkkhkhkhkkhkhkhkhkkhkkhkhkhkhkkkkkikk

* *
* This report is based only on the individual's WAIS-R scores and age, *
* and should be reviewed in the light of occupational history, *
* educational and cultural background, and wmedical status. It is *
* assumed that such information about the individual is available ¥*
* and will be considered when interpreting results. *
* *
* *

khkkkhkhkhkhkhkhkhkhkhkhkhkhkhkhkhkhkhkhkhkhkhkhkhkhkhkhhhhhrridhhdddkddkhhdddddddddddddriiiikkkikkkkhk

Copyright {c) 1986 by The Psychological Corporation. All Rights Reserved.



WAIS-R™

RECORD FORM

Acce Ceoss

WECHSLER ADULT NAME
INTELLIGENCE SCALE—
REVISED ADDRESS A faeeoen CONS .
MARITAL
BRITISH ADAPTATION SEX AGE ——  STATUS
OCCUPATION epucaTion _addndllo
COUNTRY OF BIRTH FIRST LANGUAGE
PLACE OF TESTING TESTEDBY
OTHER INFORMATION
TABLE OF SCALED SCORE EQUIVALENTS* gt'eﬂ' Month ng
Date Tested j_l. Dl 2—_
RAW SCORE !
Date of Birth
@ VERBALTESTS PERFORMANCE TESTS o
s - 5 Age
G 5 ‘In.l
@ @ £ i SUMMARY
© c & 5 0 c [
% 2 & o 2 £ 2 2 qE) ) % Rew Sceled
2 (Eb a 3 uE, g s S %— 22| L. 5|TE g o Score Score
0 5 = 8 | £ E | Eil2E|20|Ca| 283 ({5E| ¥
S 2 8 = 5 Elles |2 | 28|53 ]| 25 VERBAL TESTS
£ a > < [ &) w) oo < mo | O< ow 3
Information _
19 - 28 70 _ 32 — — - £ — 93 19 1 —-’
18 29 27 69 — 31 28 —_ - — 11 91-92 18 QOigit Span
17 - 26 68 19 — — 20 20 50 — 8990 ]| 17 1 g: 5
16 | 28 | 25 |ee67| — | 30 | 27 || — | — | 49 | 40 |848B| 16 Vocabulary E—
15 27 24 65 18 29 26 - 19 |47-48| 39 |79-83] 15 Asithmetic _1 —_—
14 26 22-23 | 63-64 17 27-28 25 19 _— 44-46 38 75-78 14 ) Z g - ,1
13 25 |20-21 | 60-62 | 16 26 24 — 18 |42-43] 37 |70-74| 13 Comprenension ——
12 [ 23-24 [18-19 | 5659 | 15 | 25 18 17 | 38-41 [ 35-36 | 6669 | 12 Similarities S 4;—
" 22 17 52-54 | 13-14 | 23-24 17 15-16 | 35-37 34 62-65 " 35_
10 | 19-21 | 15-16 | 47-51 12 16 14 [31-34 | 32:33 | 57-61 | 10 Verbel Score
9 17-18 14 43-46 " 2 15 13 27-30 { 30-31 | 53-56 9 PERFORMANCE TESTS
8 15-16 | 1213 | 37-42 10 17-18 14 1112 | 23-26 | 28-29 | 48-52 8
7 | 1314 2936 | 8.9 /] 14-18 13 | 8.10 | 20:22 | 24-27 | 44 7 Picture & 5
6 | 912 | A70 Y2028 [(§7)| 11-13 1 (119 | 2123 [(37-43) 6 Completion  — == T
Picture 6 b
s | 68 f/ 8 (19 8-10 €10 33 |57 [fe20 [0 | 5 Anangement
4 5 7 173 4 6-7 5-7 2 3.7 | 1315 | 23-29 4 _ % " b
3 6 | 9-10 3 | 45 34 | — 2 | 912 |1622]| 3 g'ng ?85'9" —
2 3 | 35 |68 | 12 | 23 1 2 1 1 |68 | 815 2 rosembly 14 5
1 0-2 0-2 0-5 0 | o1 0 0-1 0 [H] 0-5 0-7 1
Digit Symbol 4; .& -
* Clinicians who wish to draw a profile may do so by tocating the subject’s raw scores on the table sbove and draw- 21&
ing e line to connect them. See Chapter 4 in the Manua! for a discussion of the significance ot differences between Performance Score .
scores on the tests. )
Co Sum of
Sceled
Scoree 1Q
Adapted by The Psychological Corporation Lid, by permission. ) ) VERBAL aj To
Copyright © 1986, 1981, 1955, 1947 by The Psychological Corporation, all rights reserved. No part of this publication may be - _
reproduced or transmitted in any form or by any means, electronic or mechanical, including photocopy, recording or any Z& "]3
information retrieval system, without permission in writing trom the publisher. PERFORMANCE -
Published by () The Psychological Corporation Ltd, 2428 Oval Road, London NW1 7DX. FULL SCALE bd 13

ISBN 0158992393




START

5 VOCABULARY Discontinue after5consecutive failures.

Score
21,0rQ

1 Bed

2 Ship

3 Penny

4 Winter | Npn'de cotd 2 DS leades Batlen |

5 Breaklast st fine, un Mnum%_,_cm&& o bl brablest ov trod-

O Reral feopis s Maading

7 Fabic  nolenad -0 dlE Kds o Lbees >

8 Assemble

9 Enormous

%ﬂ'\vm 'W\u\f}s *%ezw

10 Conceal

11 Sentence

TN oo

12 Consume

A}
\owe, Darase.
\) \
ke,

13 Regulate

ke

14 Terminate

15 Commence

O 0100 (O = NP N | |||

\Umlmnl‘& m_égiwd' %m%ﬁc&%k 'Qbhm

16 Domaestic

dﬁzmkno\

17 Tranquil

to oo ..DMA *&Hﬁ;

18 Ponder

e

19 Designate

&QM -= O é?:S\quz.le.&n z.arcgma.d-

20 Reluctant

21 Obstruct

no\’&)re.\s-\%cuv O\m,ag*'ro Aa s

22 Sanctuary

23 Compassion

24 Evasive

25 Remorse

26 Perimeter

27 Generate

28 Matchless

29 Fortitude

30 Tangible

31 Plagiarize

32 Ominous

33 Encumber

34 Audacious

35 Tirade

Note: Be sure to Include scores for items 1-3 in Total.

Total

Max=70




START
| —

Note: Be sure to inciude gscores tor itema 1-9 in Total.

6 BLOCK DESIGN Discontinue after 3 consecutive tailures.
i i ; Score
Design Time Pass-Fail (Circle the appropriate score for each design.)
K o )
! 60 2 0 1
K £ 2)
2 60 2 ) ] >
" EED 1115 110
3 60 v Wm 3 5 6
" . , é 46600 1115 1410
4 &0 v m 0 . 4 5 6
u 16-20  11-15  1-10
5 60 p 0 %45 5 6 7
N T L — .. 2= 36120, 26-35.. 2§25, 1-20
6 120 <P | L 4 5 &Y 7
u 61-120 4660 3145  1-30
7 120 s @) 4 5 6 7
e ' 76-120 5675  41.55 1-40
8 120 -~ @ 4 g 6 2
B 76-120 56-75  41-55  1-40
9 120 0 4 5 6 7
Max =51
Total 1.4—
Correct solutions
N.-. ‘/ 9
T oasv HWNK B
Sketch incorrect solutions offered by the examinee. £ s .
L %‘ \,\w .
N
Notes:
7 ARITHMETIC Discontinue after 4 consecutive tailures.
Problem . Response Score Probtem Response Time (gicr%;:)
1 15" 1 10 60" \89_. O 0 11iso 1-210
2 15 1 1 e ﬁ!lr 4% O 1160 1-10
3 15" A 1. P 0 1 2
" 1180 1-10
4 15" d’ ﬂ# 12 60 — O 0 1 2
\
5 30 F |+ 50O 1 13 s | €0 ot A
6 30"
b f\__ 1 120" 16-120 1-15
7 30" :é ! , ® t ?—. 0 1 2
i Max=19
8 30 36 o) 1 Total 7
9o 3| £\W.5o, O




8 OBJECT ASSEMBLY Give entire test to ail subjects.
Object Time (Circle appruprlal?z‘s:gg% tareachobject.)
21-120 16-20 11-15 - 1-10
1 Manikin 1207 0 1 2 3 4 5 6 d g8 ,
perfect assembly
36-120 ' 2 21-25 1-20
2 Profile 120" 0 1 2 3 4 5 6 7 8 . 9 (10> LA 12 |
. -~ Ty pertett assembly
51-180 36°50 26-35 1-25
3 Hand 180" ©1+ 2 3 4 5 6.7 8 9 10,
~ »~ perfact assembly
51-180 31-50 21-30 1-20
4 Elephant 180" 0 1 @ 3 4 . 5 6 7 [ 8 9 10 11,
- periact assambly
B ' . . Max = 41
Total

Object Assembly: Forincompiete sotutions, circle each X representing a connection for which the examinee receives credit.

Notes:

Notes on the subject’s performance of particular test items, unusual behaviour, or special conditions which may have
influenced the results can be recorded below.

Item
Test No. Notes




9 COMPREHENSION Discontinue after 4 consecutive failures. Score

2,1,or0
1 Clothes "o ge(* Ao ez |
2 Envelope P%*'.g*'

NI

"3 Foods co0\d- loerfrszen, stops pAson | tO be ezdzdle | not e sk, | 4
"4 Chidemployment ‘o lceer childien szie, 1
5 Deal be.can't bslance,  ecza't hear Wer speack, &*wmdm 1
6 Borow faend Wk usd Cantt oy back, yov'd be sbozszssed., ~ 2
7 Cinema vpise Yo glosm, toU Somdoody &t S'body Wuese :adws: 7
8 Marriage law , 50 Hay lonod Wow wany Peplaare wesried |, Z
9 Tax To holp Hle rozds, polie-, keep o oputr, pecpla szhemnn ordle~ Z
10 Forest 4ty eveny cleckion RL L gor cor — dindy 2 Mee 4o (oo, |
11 Prescription sewme. coold \oe 'm‘slab dangereds |, codd teke ob.mm z
12000 Qg for 'K, nothina, 4o tase | sl 5

13 Land Yean \has d&dﬁ.vﬂr& \-: c_zun&g "o wﬂﬁe&d 49‘0:&{ % 3&-:-...?
14 Waters clk. ®,

15 Swallow &t. S
16 Press 4o lex g Warkd ' whats b\&ppe&g."kﬁsuhg"dw 7_'1.

*Ii the subject replies with only one idea, ask for a second response. Rephrase the test item appropriately, saying, Max=32
'Tell me enother reason why...
Tofal Z :]

by

Notes on the subject’s performance of particular test items, unusual behaviour, or special conditions which may have
influenced the results can be recorded below.

Item
Test No. Notes




91816(LIE19181V16121518111L161518191V[6(L]118]216
LIEOIPISIIIGICILIEBIVIBIGIQIVILIEIBICI6IIISICIO
viaxX[ol=[=[%[T]v[c]ola[n x [TIVIn[E[oOV T h In =
E1LIPI8ISI6]1I8I2ILIEI9PISI8I2ILISIEILIZIPIS]]
S=[Aola B[ AlAlcF P FEFEFF [ ITIVIE]-]T
RIS ETIEEEEE A EE I E I EAEEE
| S31dWVS
2 =| |[X Vi |O M -1 C| |T — 102&)}:3 o
7] 6] [8 o] 6] & € =2 [
11 SIMILARITIES Discontinue after 4 consecutive tailures. 2?::‘0;'?0
1 Orange-banana rm;\é ) -O
2 Dog-lion 4 leas .o ‘oh A
3 Coatsuit codld ve szme w\g:h';\d , tolodr O
4 Boat<ar ok o pleca @ Place 1
5 Eye-ear cye o) (&~ e, Ces 5&0%\&&”-\(\&& \CD'“—\, O
6 Button—zip kee@_r. M:ns_s —‘\05@!&2( a1
7 North-west A0 d.:@(aw cl:.,-ec,ﬁc/\s. O
8 Egg-seed  lpe , O
9 Tablechair g2} o JAshle | need dﬁw 1 & \GA‘—\S: 1
10 Air-water yyeed Zor A Yo~ vaead DZ}Q{%\: Ss\(\lwe 4
11 Poem-statte  sAzhue mezmnl ns, of ¢ ‘“nmg : mmm"@d O
12 Work—play work - Maél Pl \r\a\ng fF\Jn , O"{)POS&(S . O
13 Fly—tree Nec \QLS obded -{:ﬂ X Saaedk o’o\ed’. O
14 Praise—punishment P @)
Tola! a;

ISBN O 15 899239 3


















b — e P Al O] || HeeigB 1)

Person 6 (name/relatiqnsth)

1 a) Can you be honest with , trust
, tell how you feel.

— [ ]

No . Aweebit A bigbt Lots

1 b) What would your ideal be ?
How much wouid you like to be able to be honest

with , trust , tell [ I [ I

No Aweebit  Abig bit Lots

how you feel.

2 a) If you're having problems/worries, can you ask

for help?
— []
No Aweebit  Abigbit Lots
2 b) What would your ideal be ?
How much would you like to be able to ask L—l
for help? [ )
No Aweebit  Abighbil Lots
3 a) Does help you in particular ways, with
things like running the house, or coping with the I—-,
children ? [ I
No Aweebit A bigbit Lots

3 b) What would your ideal be ?

If you could have all the practical help you I—l
wanted from how much would this be? I )

No Aweebit  Abigbit Lots

4 a) Do you spend a lot of time with ?

No Aweebit  Abigbit Lots

4 b) What would your ideal be ?
If you could, how much time would like to spend
with ?

]
]

No Aweebit A big bit Lots

SG/PSS 2/98
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- Assessing emergency. responses
of people with mental handicaps:

AN ASSESSMENT INSTRUMENT

Alexander J. Tymchuk

ALEXANDER TYMCHUK is Director, SHARE/UCLA Parenting Project and Associate Professor,
Department of Psychiatry, School of Medicine, UCLA, Los Angeles, Ca. 90024. .

CHECKLIST FOR ASSESSING
EMERGENCY KNOWLEDGE AND SKILLS

Ihis Checklist nriginally formed part of the article detailed above
wich was published in Mental Handicap, 1990; 18:4, 136-142.

Further copies are available from the publishers at the address
helow price £0.50 (post paid).

Please write to: BIMH Publications, .
Stoyrport House,
Stourport Road,
K1DDERMINSTER,
Worces.,
DY11 746G
UK

© 1990 BIMH Publicaticns



i ‘MENTAL HANDICAP

CHECKLIST FOR ASSESSING EMERGENCY KNOWLEDGE AND SKILLS
i Name..... sereiseeneesannaeee. Date of birth: ... .. , Age: ..., reees s SEXD i Date: [/ ¢ Week: ......... .
ADress: ..ot Children, if anY: .oeoviveennniiirnrieeennenn. S
h (-)lbserver: b, Group training ...ccooevievieninieniininiane. Athome:......ociiiiiiiiiiiiiiiiire e e e,
7 SO Individual training:.......................... AU CHNIC/AEENCY: 1o e voneereeeesereseresreses
"This checklist provides a means of assessing & person’s knowledge and skills for coping with seven
emerﬁgnmes. Assess each emergency orie at a time, working through the list from 1 to 7. ssess knowledge
and skills sepsrately for each item. ' ' .
GREASE FIRE Yes No 2. CLOTHES FIRE
Do you know whst a grease fire ia? M O : ’ ves Mo
: .gT ’ ; " Do you know what a clothes fire is? & DO
Do you know where it can occur? O 0O
) § Do you know where it can ocenr? o 0.
Has it happened to you? 0o o . :
I£ yes, how often? Put mamber of 0 Has it happened to you? 0o 0O
s, ? .
H y it how ¢ e: " nuc:-]drvo 1mes A o If yes, how often? Put number of times O ‘
1 H
I “_BS l;appe[:e ) Py:)ur ll)e fu O Has it happened to your child? O O
s, how 7 m
"ye h onen , :‘ :u bemf LH;ZS 0 1f yes, how often? Put number of times O
m . N
orethanonechi fmberaichtidren If more than one child: Number of children U
Number of times (] . .
: Number of times . O
What would you do ifa Knowledge Skill What would you doifa Knowledge  Skill
grease fire happened? Yes . No Yes No clothea fire happened? Yes No Yes No
Stay calm O O 0O Stay calm O DO DO O
Think O O 0O o Think . O D O O
Call for help O O O O Call for help M DO 0O 0O
Putongloveur fetch cloth O O O O Stop maving O 0O 0O O
" h ir Fall to floor or push
cl:xrn oven/ IObU O O oD 0 ehild o ﬂoorp 0O 0 O 0
aver paniclose 0O o o O Roll ver, or push child ' '
over, with armaon chest
Throw baking soda and hands over face O O O O
on blaze o o oD Smothegl[;:a&?ea witlll rug,
Use a dry chemical - - coat, et, or place
fire extinguisher O 0O 0O 0O body around child’s Q/ O O O
Call 999 for fire brigad O O 0O DO Call doctor or 999
N or ire bhgace . ambulance aervice ® 0O 0O O
OLher: .ot e . . .
OLher:.. ... e et e e
Check if the person mentiona ding | — e
any of these: Yes No Check if the person mentions doing
. 0O O any of these: : Yes No
Carry pot toaink . O O Run aronnd or let child run o O
Throw water on pat - - Run away O 0
. Get upset Get upset 0O O
I‘ DR ettt s Other:. ...t e
What should you NOT'doifa  Knowledge Skil Whatshould you NOTdoifa Knowlédgé Skili
grease fire happened? Yes No Yes No clothes fire happened? Yes No Yes No
Carry pot to sink DQ"EI/ O O Runarundorletchidrun, O O O O
Throw water on pot DQ*B/ o ad Run away O O O 0O
L Get upset O«= D O Get upset O O Do 0O
L0 L 1T OO O OO L0 T OO
2 © 1930 BIMH Publications
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. 'MENTAL HANDICAP
3. HOUSE FIRE Chose doors | é:\a, Yes  No What would you do if Knowledge  Skill
Do you know what a hoose fire is? g a 0 someane was poisoned? Yes No  Yes No
Do you know where it can occor? ] O Stay calm - U U 0
Hag it happened to yna? (ml C] d Think O - m O O
If yes, how often? Put number of timea a Call for l:lelp . u a O
Has it happencd to youar child? E| a 1f Egip lﬁ_::g;ll?télgeg,?g:(
I1fyes, how often? Put number of times (] &"L;L:??og;ngﬁﬁo“
Ifmore thanone child: Number of children O casualty department O o O 0.
Number of Limes 0 If person is unconscious,
aving fits, bleeding, .
What would you do if Knowledge Skill or vomiting, place
there was a house fire? Yes No Yes No head to one aide a o O 0O
Stay calm O O o g Keeppersonaairwmayopen (O (O O (O
Think O O O O lfnolillegzl A Favailghlle,
: ca or ambulance
| Call for help D o O O and atay on line until )
If you can, put uut fire o 0o 0 a4 told to get off D O o o
Tell poison name if .
Walk oot of the house O (] a O posgible D 0 0 0
Take everyonc with you O 0o ao 0O ‘Tell peraan’s age,
Call 999 fur lire brigade O o o O eapecially if child O o 0O O
OB oottt ee ettt Do what ambalance taff .
or helper tells you o 0O 0O O
............................................................................ | person stays unconscious
Check il' the person inentions doing and atops breathing,
any of these: Yes No give CPR or artificial a o
Leave house with children in it ) a (W respiration O o
Go back inte huus.;e to get valuables ] a ]f(é:?rs:::lds"r:rcrﬂ person O O O O
Get upsct ' U o Give person tablespoons
Run O O of cold milk slowly o O o O
L0 1 ) RSSO OLhET: e e
What should you NOY doif  Knowledge Skill . LT
? Check if the person mentiona doing
a house fire happened? Yes No Yes No any of these: Yes No
Le:t:ri‘lgdhrzlf?n\?:th O O 0o D If corrosive, induce vomiting O ad
) . . Whatever the poison, dilute further s
G"ggfg’; tl:;:?)::;use to 0O g a o or neutralise unless instructed 0O ad
Get upsct O O ©@- 0 geltlupa:t o 0O
‘ : - Follow directions on bottle unless
Rup a o d g instructed by doctor O. O
OLREE ... e e OUDIEE oo ee e s ee e s et e sa s eeeaen e eene
4. POISON Yes No What should yoo NOT do Knowledge Skili
Do you know what poison is? @ O if someone is paisoned? Yes No Yes No
Do you know how poisoning can occar? O a If corrosive, induce .
Has it happened to you? (N B/ w;omltmgh o o o o
L i s
If yea, how often? Put number of times |‘:l ngﬁﬁg{ise%%liﬁge
Type of POiSon ..occocovveericernerereenee ) furtherunlessinstructed 0 0O O O
Haa it happened to your child? a 9/ Get upset o0 0 0 0o
g : Follow directionaon
If yes, how often? Put oumber of times 3 bottle unless instructed
Type of POISON ...covevvrrerucreerreesreeeiane by doctor O O 0O Q4
Ifmore than one child: Numberofchildren ONEE oottt
Nomber of timea d
S

© 1990 BI!MH Publicalicns



- MENTAL HANDICAP
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5. SCALD

O DOoo#

E

U O00ooogoz

ooo#

kil

0ooQo#

No

00

Yes
Do you know whst a scald is? 0
Do you know how a scald can occur? O
Has it happened to you? a
“ . If yes, how often? Put number of times ~ [J
Has it happened to your child? O
Hf yes, how often? Put number of times (]
Ifmore than one child: Numberof children [0,
Number of times a
What would you do if Knowledge S
: someone was scalded? Yes No Yes
Stay calm O o ag-
.Think O o a3
| " Call for help O a 0o
" Put cold water on it g ao o
Put compress on it 0o o .g
it A I
Other: ..o,
Check if person mentions doing
any of these: Yes
Break blisters a
Put cream on (]
Get upset 0
What should you NOT do Knowledge S
if someone is scalded? Yes No Yes
Break blisters O O 0O
Put creams on 0O O DO
Get upset 0 ao a
L0 T S
6. CHOKING Yes
. Do you know what choking is?. O
If yes, specify: coughing 0
can't breathe or speak ]
turns red/lips blue 0
Do you know how choking can eccur? ]
Has it happened to you? O
If yes, how often? Put number of times D
Has it happened to your child? O
If yes, how often? Put number of times ]
If more than one child: Number of children ]
Number of times (]

IF BABY (less thanoneyeorofage)

. Whét would you do if Kncwledge Skill
someone was choking? Yes No Yes No
Stay calm O O 0O O
Think - D 0O DO D
Call for help O ) 0o D O

If help is availablé, have
helper call 999 for
ambulance . D

a
-0
]

Place baby on your arm
with stoma and head
down

Hit bab 'g back four times
rapidly

Ifno dislodging, turn
baby over on back

"Place thumb in mouth,
pull dawn

O 0 0O 0
O 0 0O O
O 0o oo
O 0 O O

Placesmall finger in mouth
to remove object only
ifitcanbeseen

If baby is not breathing or
object is not comingout, call
999Tor ambulanceor take
to doctor/local hospital o O0-0 0O

IF CHILD (over one year of age)

Hchild is down, lift up with
arm acrosschest and give
fourrapidhardbackblows (1 (O [J O

If child is standing, use
Helmlich Procedure*
against your body or

- against chair

Repeat action if needed O

1f child is still not '
breathing, call 999 for

ambulance or take to
doctor/local hosplta] 0 d J a

a
O
O
a

00
ulw

Check if person mentions doing
any of these: Yes

Hold by neck and crush throat 0
Hit back hard S 1 &
Push object further into throat O
If coughing, put own mouth over a
Give water O
Get upset 0

*Helmlich Procedure — abdominal thrusts

. Stand behind child with arms sround child's waist.
Make a fist.

Place thumb of fist in middle of child's stomach
below rib cage.

Grasp fist with other hand.

Press fist into child's stomsch with s qu:ck
upward thrust.

Repeat thrust if necessary until object is coughed
up or child starts to bre r{e or cough.

o s W e

® 1990 BIMH Publications
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Call for help

VOL 18 DECEMBEH 1990
What should you NOT do Knowledge. Skill -Liﬂ.‘hfm'd above heart . D O O O ||
someone is choking? Yes No Yes No . .
. Place clean cloth on cut .
Hold by neck and and press & 0 O O .
crush throat O o O 0O : S
Hit back hard C o o .o By antimsptan®
it back ha . app antiseptic an
. _ andage =2 0 O O
Push object further into -
throat o Od O a lfalot:ulg;gr cut cgntinues | |
Put own mouth over O O O 0O a’omr or 995 a;clln{l,ac:cl:e i
e ' and lie down holding . '
Give water g EI g g hand up in air O -0 o g
Get upset OLHEr: Lttt e vee e e e
| Other: ... e
Check if person mentiona domg I
any of these: Yes No
Get upset a- 0
Run for help (if own hand cut) 0 a
CUT HAND Yes  Na Put hand in mouth O af
Da you know what a cut hand ia? 0O O Wash cut with soap O O I‘
Has it happened to you? 0 O OhEr: ot s et
lfyes' how O‘ten? Pllt nummr Of timea D ---------------- DT L P
. . .
Has it happened to your child? - What should you NOT do Knowledge Skill
If yes, how often? Put number of timea O ifsomeone’ahandiacut?  Yes No' Yes . No
Ifmore than one child: Numberof children 3 - Getupset 0O O O O
Number of times (| Run for help :
. . (if own hand cut) o 0o o a
What would you do if Knowledge Skill
someone'shand wascut? ves No Yes No Put hand in mouth 0O 0O 0O 0O
Stay calm o o 0O 0O Wash cut with soap D O O g
Think O O 0O a4 Other: o s
O 0O O 0O

-1
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- FIRST STEPS TO PARENTING

The Middle Years (6-11)

1. What kinds of things do 6-11year olds like?
P\a:js DdA Vs wedels
\
Vdees %jo“oau

2. What can a six to eleven year old learn from having a best friend ? / their family / a group of
friends ?

Rest Aend 1 wor 2o, He USSES Gd’\lf\i'lj &\n\'./\\/\\aj\/%d\&

%W%?V%W‘PO"‘M- ’ff’ﬂr\@ m%w ard 0% 5 can
learn %@W‘ \oodiets T 8\S ) P\aiﬁ ol e A

Peer Gop ' less  umpk. Dzod e 5?6/\&&’42?—\{;% BTN
e e lomotver | v

3. What did you do when (child) started school ?
How did you feel ?

Did you show an interest in her/his work ?

What about a regular bedtime

Do you go to the Parent / Teacher meetings ?

e sdnool | hekp B homeoke - veading eds.  Dedd
has S ey akadna  eddatt
e doe 4o n e e didduan .

Qeaddar edbume - \wportad - A e meplar

B e S Z&?ﬁ@f N

. | | N ;
T ween R’ Go 4o Davd ,Q.\B&A"zs\n& S @Eowens . Ve
P/l ey hetghd . Ce o Bl oor Wod Ahey



. If (child) begins to be naughty or misbehave, what do you do ?
would you tell her/him to stop, how many times ?
would you ignore her/him ?
smack her/him ? ‘
send her/him to their room
remove special treats

l owdd send M Ao s room w&ﬁweb\w& &
s | ool 8“*”‘“’“”‘“ Seros  wdlodes
\OE;U/\D ws \ew\p&f (\ZQ\/Cmﬁ aor | Mepo vk Wﬁ"f\
aher A Wodd  ewmoe  Avesds ) F&m/kw@

e & » & o L

ol 80\//\3 Swan N\wtwtcs . \bou&o%.« A .SW\&Ck - I
exeene O o=

5. What would you do if (child) was bullied at school ? Sﬁ)c&k 4o e Yezdner y

e nothing ? ' y

e tell her/lum to fight back ? \{: V\GC%% \3

¢ tell her/him to ignore it ? bk.?

e tell him/her to speak to the teacher ? O cg:s SQU(\_,:S \q,oﬁeo\

" %\m\’ ek 7 - Ves e oz ﬂj beu’\fj Pcked

\Aou)\cl do  wakeer «\ecesszibf&:\csei'“&s:ﬁeﬂ
Vo somehines w@\wﬁchoﬂ& Wj .

6. What activities or clubs can help children who are 9or 10yrs old ? Why do you think they help?

¢ Youth clubs (35\010\ Uv\(e, cdmxwg o.,u\-cpueof | 9{_)@&5
. !

¢ Scouts /Guides

e Sports Cestoons He doewn A 30 —-\o z..r\:ﬁ

o Computer games

dJudos - none  aodkdble W the axra

P‘a& _S‘\‘zz’men,\



Observation of Parent Child Interaction

Instructions:

encourage the parent to behave as (s)he would normally with the child(ren).
the aim 1s to record as much natural, spontaneous interaction as possible in the
home situation, so do not set up any particular conditions.

keep a tally of the followiag interactioas over a 15-20 mioute period

Child centred:

>

* ¢ > o

parent attends to child (i.e. describes what C is doing, e.g. 'that's a lovely
picture you're drawing!')

verbal praise

smiles and eye contact

imitation

asking to play/help (giving control of the game to C)

positive touches (cuddles, strokes etc)

ignoring miaor naughtiness (redirecting, not making a fuss)

Child directive:

* S e

commands

teaching

questions (e.g. 'what did you do that for?', ‘why are you doing that?")
criticisms

negative touches (smacks, pulling C away from a toy)

ignoring good behaviour

Please complete the Observation Record Form for each session, aoting any other
significant interaction/incident on the back of the form.

Sandra Guinea Consultant Psychologist PS5/98



Parent : PWLQ\J\G_ C(OSS

Parent/Child Interaction: observation record form

Behaviours Observation 1 Observation 2 Observation 3 Observation 4
Date Date Date ' Date
Setting : Setting Setting Setting
Activity : Activity : Activity : Activity :

Child centred - Attends

- Praise

- Smiles

- Imitation

- Asked to play

- Positive touches

- Ignore minor naughtiness

Child directive- Commands

- Teaching

- Questions

- Criticisms

- Negative touches

- Ignore good settled behaviour

SG/PSS - 2/98




Maternal Risk Profile

Potential Risk Factors relating to:

Maternal Advantage Profile

Potential Advantage factors relating to:

Section 1: Maternal Background

1. Previously institutionalised, e.g. placed in child
care, admissions to long stay hospitals

2. Experience of abuse as a child

3. Younger than 18 on birth of first child
4. No teaching/training in parenting skills
5. No personal care/life skills education

6. Parent(s) with history of mental health problems,
substance abuse, criminal record.

1. Lived at home

2. No evidence of abuse as child

3. Older than 18 on birth of first child
4. Parenting skills training

5. Training in personal care/life skills

6. Parent(s) problem free

Section 2: Current maternal physical/mental well being
1. IQ < 60

2. Physical health problem

3. Mental health problem

4. Feelings of low self worth, (e.g. 'nseless’, no
confidence in abilities, shopping around for advice)

5. Reading comprehension below age 7-8

1. 1Q > 60
2. No physical health problems
3. No mental health problems

4. Adequate self esteem

S. Reading comprehension above age 8




Section 3: Current maternal parenting behaviour

1. Lack of warmth/spontaneous affection towards
child

2. Difficulty engaging child in age appropriate activities
3. Focus on negative, controlling interactions with child

4. Inconsistent child behaviour management,
(e.g. smacking/punishment and little positive reward)

5. Inconsistent coping strategies, (e.g. chaotic household,
tendency to panic, unable to prioritise tasks)

7. Evidence of abuse of child

and informal)

6. Limited problem solving skills (e.g. difficulty thinking things
through, generating alternatives, working ont possible consequences)

8. Unwilling to use appropriate supports (both formal, professional

1. Shows affection to child (cuddles, smiles,
baby talk etc.) '

2. Plays with child age appropriately

3. Focus on positive, child centred interaction

4. Attempts positive, consistent behaviour management
5. Adaptive coping strategies (e.g. keeps routines, knows
where to get help, some planning ability)

6. Some problem solving skills (e.g. some transfer,
generalisation of knowledge, can work things through)

7. No evidence of child abuse

8. Uses supports well

L

Section 4: Environment

2. Financial difficulties

3. No/limited social support

[4. Support undermines maternal confidence

1. Inadequate housing (e.g. too small, damp, problems with neighbours)

I. Adequate housing, good relations with neighbours
2. Manages current budget

3. Good formal/informal support networks

4. Support tailored to specific needs of family

-



'

Section 4: Environment - cont'd

5. Extended family involved but not supportive

| (e.g. giving unwanted/conflicting advice, borrowing money)

5

. Extended family help out appropriately

Section 5: Family

1. More than one child

2. Older child in family

3. Current partner abusive

4, Current-partner has mental health problem

3. Current partner unemployed/has no day activity

(=

[

W

[~

Lh

. Only one child

. Younger children

. Current partner supportive

. Current partner has no mental health prohlems

. Current partner has job/structured day activity

Section 6: Child

1. 1Q <70

2. Physical health problems
3. Behavioural difficulties
4. Frequent accidents

5. Child > age 6

6. Male

[

W

-9

LdQ>70

. No physical health problems

. No significant behaviour management diﬂicultigs
. Few accidents

. Child > age 6

. Male

SG/PSS2/98



Parenting Support Study: Assessment Protocol

Participant: Pmrﬁ‘\c-, Cvoss

Measures: Method: Date admiuiste_red:

A. Parent Profile

¢ family history review of medical notes
. ~¢ personal history Parent Profile interview
v~ ¢ cognitive functioning WAIS(R)
¢ behavioural memory Rivermeade Behavioural Memory Test
¢ reading ability Neale Analysis of Reading Ability
v ¢ physical health screen community nursing assessment
¢ mental health screen community nursing assessment

Tennessee Self Concept Scale
additional measures if mental health
problem identified

B. Environmental / Life style Profile

*  maternnl advantages/risks Maternal Profile (adapted)

v~ *  current supports Significant Others Scale (adapted)
* perception of parental Support provider interview
competence

C. Parenting Skills Profile

v @ parent child interaction observation sessions
w— ® knowledge of child First Steps to Parenthood
development/child rearing

"o knowledge of home safety Home Dangers Inventory

SG/PSS 2/98















PARENTING SUPPORT PARTICIPATION

Attendance at group: Did not attend group (partly due to childcare problems, partly due to
other family circumstances.)

Participation in group: N/A
Session Objectives: N/A
Homework tasks achieved: N/A

Any other comments: N/A

Individually Tailored Support: Yes /No

"LT.S. Summary
I.T.S. Worker :
Key Goals Goals Achieved
1 1
2 2
3 3
4 4
5 5
Summary;

Angie is an able parent who can become overwhelmed at times. She finds it difficult to balance
her own needs with those of her children.

Recommendations:

Angie would still benefit from the group, but more specifically requires 1:1 support in the
house.

e K0T

Parenting Support Study: Bernie Harling, Community Charge Nurse
Heather Duff, Community Charge Nurse
Sandra Guinea, Consultant Clinical Psychologist
Anne Docherty, Assistant Psychologist






Our Ref: SG/M/

Date: 26 Angust 1998
Dr Hennessy Clinical Psychology Services
Inchpark Surgery : . Learning Disabilities
10 Marmion Crescent Astley Ainslie Hospital
Edinburgh EHI16 139 Grange Loan
Edinburgh EHY 2HL
Tel: 0131 537 9472/0
Decar Dr Hennessy

Re: Angela Cross, dob: 22.5.67
9 Fairford Gdns Edinburgh

I have been asked by Heather Duff, Community Charge Nurse to undertake some work with Angie. If [

do not hear from you within 10 days, 1 will assume you have no objections to my involvement and 1 will
arrange to see her in the near future. 1 will inform you of the outeome of this.

Yours sincerely

e

Sandra Guinea
Consultant Psychologist
SE Community Team

¢! Medical Notes



Our Ref:  SG/M/95183

Date: 26 August 1998

Heathcr Duff Clinical Psychology Services
Community Charge Nurse Learning Disabilities
Bonnington RC Astley Ainslie Hospital

200 Bonnington Road 139 Grangc Loan
Edinburgh Edinburgh EH9 2HL

Tel: 0131 537 9472/0

Dcar Heather

Re: : Angcla‘Cross, dob: 22.5.67
9 Fairford Gdns Edinburgh

Than you for asking me to see Angie again. T will offer her an appointment in the near future and will
keep you informed of my involvement.

Yours sincerely

Sandra Guinea
Consultant Psychologist
SE Community Team

cc: Medical Noics
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Our Ref:  SG/IM/93183
Date: 14 September 1998

Ms A Cross
9 Fairford Gardens
Edinburgh

Dear Angie

Clinical Psychology Services
Learning Disabilities

Astley Ainslie Hospital

139 Grange Loan
Edinburgh EH9 2HL

Tel: 0131 537 9472/0

Heather Duff has asked me to visit you to have a echat about your feelings. 1 will come to your house on

Tuesday 29th September at 1.30 pm.

If this is not suitable, then please call my secretary on telephone number 537 9471,

1 look forward to secing you.

Yours sineerely

St

Sandra Guinea

Consultant Clinical Psychologist

SE Community Team

ce: Medical Notes
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Our Ref: SG/TM/

Date: 7 Oclober 1998

Heather Duff Clinical Psychology Services
Community Charge Nurse Learning Disabilitics

NE Community LDS§ Team Astley Ainslie Hospital
Eastern General Hospital 139 Grange Loan

Scafield Street Edinburgh EH9 2HL
Edinburgh EH6 7LN Tel: 0131 537 9472/0

Dear Heather

Re: : Angela Cross, dob: 22.5.67
9 Fairford Gdns Edinburgh

Thank you for referring Angic, whom | visited at home on 29 September. As you know, Angie and I had
met previously, regarding assessment for inclusion in our Parenting Support Group. Then, as now,
Angie presented as an articulate woman, who gave a.full account of her history. Several recurring
themes emerged, manly concerning her ambivalence towards her mother, her experiences of abuse, and
her worries abont the adequacies of her parenting. Her account also snggesied a degree of learned
helplessness and a very low opinion of hersetf.

Angie agreed to see me again and 1 plan to carry out some baseline assessments of her mood and her
ability to take on board the main aspects of modified cogmtive behaviour therapy. Unfortunately, Angie
was not at homc when I arrived for our second appointment so 1 witl re-arrange this.

I will keep vou informed of my involvement.

Best wishes,

Yours sincercly

Sr¢q

Sandra Guinea
Consnltant Clinical Psychologist
SE Commumnity Team

cC: Medical Notes
Dr Hennessy, Inchpark Surgcry

T




Our Ref: SG/IM
Date: 28 October 1998

Ms A Cross
9 Fairford Gardens
Edinburgh

Dear Angie

1 will visit you at home on Tuesday 3rd November at 12 mid-day.

Clinical Psychology Services
Learning Disabilities

Astlcy Ainslie Hospital

139 Grange Loan
Edinburgh EH9 2HL

Tel: 0131 337 9472/0

If this is not snitable, then please call my secretary on telephone number 337 9471,

Yours sincerely

Sandra Guinea

Consultant Clinical Psychologist

SE Community Team

cC: Medical Notes



Our Ref: SG/MM/95183
Date: 5 November 1998

Heather Duff

Community Charge Nurse
Eastern General Hospital
Seafteld Street
Edinburgh

Dear Heather

Re: : Angela Cross, dob: 22.5.67
S Fairford Gdns Edinburgh

Clinical Psychology Services
Learning Disabilities

Astley Ainslie Hospital

139 Grange Loan
Edinburgh EH$ 2HL

Tel: 0131 537 9472/0

To update you on my involvement, Angie has ouly kept 2 ont of 5 appointments so far, so progress has

been very slow.

As yon know, Angie is currently preoccupied with worries abont her pregnancy and is obviously going
throngh a difficult time. This in turn complicates the assessment picture, making it difficult to
differentiate between negative, intrusive thoughts, genuine concerns for the baby, and low mood

exacerbated by physical and hormonal changes.

What did concern me was Angic’s suicidal ideation, althongh she said she felt better during my last visit,
as she had been able to get out that morning. 1 think it would be important 1o monitor her suicidal
thoughts and T would be happy to discuss this further with you. Interestingly, on formal assessment of
mood, Angie presented with more symptoms/feelings of anxiety rather than depression, although 1 will

monitoer this as well.

Perhaps realistically, Angie is unlikely to be mativated to participate fully in our sessions until she is
sufficicntly reassured (if possible) about her pregnancy. However, she has agreed to see me again next
week and 1 will continne the assessment process. 1 will keep you informed of my involvement.

Yours sincerely

>

Sandra Guinea
Consultant Clinical Psychologist
SE Coimmunity Team

cc: Dr Hennessy, Inchpark Surgery

Medical Notes



QOur Ref: SG/IM/95183
Date: . 18 December 1998

Dr Hennessy

Inchpark Snrgery
10 Marmion Cres
Edinburgh EHI16

Dear Dr Hennessy

Re: : Angela Cross, dob: 22.5.67

9 Fairford Gdns Edinburgh

Clinical Psychology Serviees
Learning Disabilities

Astley Ainslic Hospital

139 Grange Loan
Edinburgh EH9 2HL

Tel: 0131 337 9472/0

Sinee I last wrote, Angie was not at home when 1 called again, and [ have not seen her since 3

November.

1 have disenssed her with Heather Duff, and it was felt that in view of Angie’s fortheoming
amnioeentesis, that it would be better if | arranged to see her after the Christmas holiday.

1 will let you know of the outcome of this.

Yours sineerely

Sandra Guinea

Consultant Clinieal Psychologist

SE Comnwnity Team

ec: Medieal Noles



Our Ref: SG/M/
Date: 18 Deeember 1998

Angie Crass
9 Fairford Gardens
Edinburgh

Dcar Angie

Clinical Psychology Services
Learning Disabilities _

. Astley Ainslie Hospital

139 Grange Loan
Edinburgh EH9 2HL
Tel: 0131 537 9472/0

I'm sorry | missed you again. 1 have spoken to Heather and we felt it would be better if ] waited and
came to scc you aficr the Christmas holidays. 1 will write to you again to arrange a lime.

Have a happy Christmas.

Yours singerely

Sandra Guinea
Consnltant Clinical Psychologist
'SE Community Team

cc: Medical Notcs



2 March 1899

Sandra Guinea
Consultant Clinical Psychologist
Learning Disability Team

EDINBURGH
HEALTHCARE

N H S T R U § T

Community Nursing Service

{for Peopie with Learning Disabilities})
Eastern General Hospital

Seafield Street

139 Grange Loan Edinburgh
Astlay Ainslie Hospital EHS 7LN
Edinburgh

Dear Sandra

RE: ANGELA CROSS

DOB: 22/5/67

9 FAIRFORD GARDENS, EDINBURGH

| am writing to et you know | will be closing Angie's case to Community Nursing shortly. |
have had a full discussion with Angie; she is aware and understanding that | will be
transferring the children to Janette Mathieson, Community Learning Disability Nurse in the
South East Team. Angie is quite upset about the transfer at the moment, but we have
discussed how we can make the transition as easy as possible for all concerned. Angia
feels unable to accept Community Nursing support for herself, but is aware she will be able
to receive informal carar support ocnce she has established a relationship with Janette.

Angie has requested | write to you, to raquest you racommence counselling work with her.
She feels life has settled down a bit and she is more able to commence individual
1:1 work. She is keen to re-establish contact with you. | would be more than happy to
discuss this further with you in more detail.

1 look forward to hearing from you.

Kind regards

Yours sincerely

'haﬂlof

Heather Duff
Community Charge Nurse
North East Edinburgh

cc Medical Records
Dr Murray, GP

Community health and services refating to mental health, rehabilitation, learning disabilities and care of the elderly
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Our Ref: SG/IM/95138
Date: 24 June 1999

Dr Murray Clinical Psychology Services
Inchpark Surgery Learning Disabilities

10 Marmion Crescent Astley Ainslie Hospital
Edinburgh 139 Grange Loan

Edinburgh EH9 2HL

Tel: 0131 537 9472/0

Dear Dr Murray

Re: Angela Cross, dob: 22.5.67
9 Fairford Gdns Edinburgh

Angela has kept a further 2 out of 3 appointments, and on my last visit she looked well
following her recent holiday in Tenerife.

My plan is to further explore Angela’s feelings about her own upbringing and her
perceived inadequacies as a parent. She would also appear to be stuck in a behavioural
pattern of interpreting any comments made about her children as criticism of her and
responding in a defensive and hostile way. She is also concerned about the school
holiday and how she will cope with the children at home.

I am about to go on annual leave and Angela has agreed to see me on my return.

I will keep you informed of my involvement.

Yours sincerely

St

Sandra Guinea
Consultant Clinical Psychologist
SE Community Team

cc: Medical Notes
Janette Mathieson, CCN
Michael Adair, SWD






Chairman: Mr Garth Morrison CBE
Chief Execative Designate: Mr David Pigott

Our Ref: SG/IM/95183
Date: 9 QOctober 2000

Angela Cross
9 Fairford Gardens
Edinburgh

Dear Angela

Clinical Psychology Services
Learning Disabilities

Astley Ainslie Hospital

139 Grange Loan
Edinburgh EH9 2HL

Tel- 01315379472
Fax: 0131 537 9475

Janette Mathieson has told me that you would like some more support at the moment. 1
would like to visit you at home on Tuesday 24 October at 1:30 pm. 1f this appointment
is not suitable, then please call my secretary on telephone number 537 9471.

1 look forward to seeing you again.

Y ours sincerely

5t

Sandra Guinea
Consultant Clinical Psychologist
SE Community Team

cC: Medical Notes
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© AkogE CRSES 25 le|as

Self Esteem Questionnaire
(adapted from Robson P, Psychological Medicine 1989)

Instructions
This is to help me understand how you feel about yourself most of the time.
I am going to read out a list of different things that people might say about themselves. For each

one, I want you to tell me if you agree with it, if you think these things about yourself and your life.
Remember this is about how you feel most of the time, not just on a good or bad day.

Example: I am a happy person most of the time
frdy fose Lo I
Choose the box that shows how much you agree with this. Siewmed  + waole op O
7Y S U VO dc\.@ o o
no don’t agree agree a wee bit agree a bigbit  definitely g
agree lots

N ]

Now do the same for these sayings:

Example
1.1 am not embarrassed to tell people [_] D “T

what I think about things no don’t agree agree a wee bit agree a big bit  definitely

" agree lots
2. 1seem to be very unlucky ] |:| “T
E."f‘yja‘& e .
e CO AR
3. I am easy to like L] D —
<3

4.1f ajob is difficult, it just makes [] - [
- me try all the harder to do it
5. I’d like to change lots of things [ ] D “

about myself . N

LA A;j [
oy Ve oV

6. I can never seem to be good ] B/

at anything important ' -

L fete e feratfie)
(,\SWV\,c—.é atooy o= [PV PV (3 a C:SL&SE TR
1
—ivo jer bad ftoupored whew uc(vjw

—Hoo  Sruthen Etoe coutd do i ouad ( coubdutv



no don’t agree agree a wee agree big bit definitelv

bit

7. 1 don’t care what happens tome [ ] D
&L huwaes L ooy Vo

aoa_,ude»—:j *.mvmkeq-

oY o Yo
8. I control my own life = |:|
I do what [ want when [ want
( f:&e( ore Ul":i"' ol “‘“B aseQs
9. Most people think I'm quite 3 B/
good looking
L de
10. I am happy that I am me e l__-l
[ cndifte Wie oS O cffereny
L U S T M“& QAaLIS (e
11. Most people would take - ] EI
advantage of me if they could
12.-1 am a reliable person O B/

oy SHeS wall Sody wo b,
. A Yo N o/
Lo “W“(.e/ e wansa U “'M;M
13. People would bebored if I O D
talked about myself

14, When I'm good at something [ ] E/

or when something good happens,
it is because of luck

15. 1 have a nice personality U

uu.b’fJC)

16. I never feel fed up for very long [~
17. 1 often feel embarrassed/ashamed [ ]

PRI peopie s ude
L wo (36'96

o OO0 O

18. I can usually make up my mind []
and stick to it

19. Everyone else seems more ] |:|
confident and happier than me

{ fet Lovd S \08 — o\ NMOM\;%
Lo U ity et M‘S Mdf&'&-\. &&b‘-t-/

agree lots
[
//
o
[ S

tgwld t



no don’t agree agree a wee agree big bit definitely

bit agree lots
20. Even when I have good fun ] D
" there doesn’t seem much
point to it

[]
(
\

21. I often worry about what other [ ]
people think about me

L]

22. I believe in ‘what will be will be” [
- you can’t make things happen

in your life wp Fo o

oV -R—cgl'{: .
23. I look terrible just now e [:]
o—ucfwt@b\f .
24. If I try hard I can sort out ] E/

my problems l .
sepass o W TG Y ML&S‘M?&\@M&W,WSM-
-~ {‘MMWW‘\J

25. Tt is hard going being me ] B’
6 Ruaes .
(J“ij.do M%SW eaay o L‘l&kbwtﬂ-ﬁ Lo erd o ""-"-Cjw'
26. 1 feel I have adult feelings ] [] u
trver o eraasd
27. When people tell me off/ ] D . T
point out mistakes, I feel
helpless and not as good
as them
28. If I'm going through a hard ] D T~
time, I often think ‘why bother?’
29. I like myself even if others don’t [ ] E’
S hual2s
30. People who know me well are ] D a
fond of me
dacte wlhe  pocple kouDiangy -2y P
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PAEP Case Notes



LOTHIAN UNIVERSITY HOSPITAL NHS TRUST
ROYAL INFIRMARY OF EDINBURGH

PRINCESS ALEXANDRA EYE PAVILION

NAME 1A COIT UNIT NO ' DATE OF BIRTH
A
620045326k F  22/05/1967 AGE
Cross, Angella
44 Woodburn Bank, MAIDEN SURNAME
Dalkeith,
Midlothian, ,
EH22 2EY i MARITAL STATUS SEX RELIGIDN
cn1 2205671464 (TTTRRANA
Posteome "7 7 TEL NO.
CHANGE OF ADDRESS OCCUPATION/INDUSTRY
IF HOUSEWIFE — HUSBAND'S OCCUPATION
0sTCO IF CHILD - FATHER'S OCCUPATION
P DE TEL NO.

v Scott

IF RETIRED — LAST OCCUPATION PRECEDED BY RETIREMENT

. a

! NAME AND ADDRESS OF NEXT OF KIN

TEL NO RELATIDNSHIP TO PATIENT TEL NO.
CHANGE OF FAMILY DOCTOR HAZARDS
CONSULTANT HW
ADMISSIONS
TEL NO
DATE OF DIAGNOSIS gﬁ‘m CODING DATE OF DATE OF DIAGNOSIS AND/OR | CODING
ATTENDANCE VISUAL ADMISSION DISCHARGE | OPERATION
ACUITY R/L
cip HIGH | LOW
RISK [ RISK
SIGNATURE
OVERSEAS VISITORS - STAGE 1 QUESTIONNAIRE yes 0o
Ql. HAVE YOU (YOUR HUSBAND/'WIFE/MDTHER/FATHER) NOT LIABLE DATE

BEEN LIVING IN THE ULK. FOR 12 MONTHS?

Q2. ARE YOU (YOUR HUSBAND.WIFE'MOTHER/FATHER)
GOING TO LIVE IN THE UK PERMANENTLY?

LIABLE

FOR STAGE 2

DATE OF INTERVIEW
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Angella Cross 22/05/1967 KJDCJ/320 Encounter Report

IR Encounter Report

Address and Telephone numbers

31a Allan Terrace Dalkeith EH22 1EL
Telephone - home 07907228916
Telephone - home 0131 531 1195

Significant Medical History

30/09/2013 Essenlial hyperiension
27/08/2013 Anxiety stales
28/08/2006 Reduction mammoplasty -bilaleral
29/09/2003 Closed fracture navicular
10/12/2001 Endoscopic bilateral female sterilisation
18/10/2001 Thyroid gland operalions  -removal of cyst
13/06/2001 Thyroglossal duct cyst
25/01/2001 Caesarean delivery
17/12/1998 Miscarriage
25/07/1997 Iron deficiency anaemias
30/11/1994 Pneumonia due to unspecified organism
22/03/1994 Acute pyelonaphrilis
23/07/1993 Caesarean delivery
28/05/1993 Microcylic hypochromic anaemia
22/09/1992 Self-harm  -cul wrists
20/07/1992 Miscarriage
18/04/1991 Termination of pregnancy NEC
23/10/1989 Termination of pregnancy NEC
19/12/1988 Spentaneous vaginal delivery
09/02/1988 Miscarriage
15/11/1987 Miscarriage
. 11/11/1986 Neurotic depression reactive type -ongoing
10/07/1986 Terminalion of pregnancy NEC
14/08/1983 [X]Intentional sef poisoning/exposure to noxious subslances

Chronic Disease Register
Essential hyperiension Placed on register: 30/09/2013
No data recorded.
No data recorded.
No data recorded.
No data recorded.
No data recordad.
No data recorded.
Current Repeat Medication
No dala recorded.
Acute and Repeat issues in last 3 months
No dala recorded.
Aliergies and Intolerances
No dala recorded.
No dala recorded.
Recalls - 3 months back to 1 month in future
Mo dala recorded.

Referrals and Requests in last 3 months
& No data recorded.
Te®s in last 3 months
No data recorded.
Last Consultation
03/09/2015 Administralion Mrs Lisa Forbas
03/08/2015 Suspected diabetes mallilus _ Mrs Lisa Forbes
Prevention
No data recorded,
No dala recorded.
Mo daia recorded.
Mo data recorded.
No dala recorded.
No dala recorded.

05/04/2011 Cervical smear: negative
Mo dala recorded.

New Consultation Details
Date: Clinician;

Dr Alan Mcclelland Page 1 0of 1 15 January 2016 3:09.21pm
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Univers 1ty Hospitals Division  Princess Alexandra Eye Pavilion
Chalmers Street

EH3 9HA

NHS
N, et

Lothian

Cont'd... Ref: 620045326K Patient Name: Angella Cross

CHANGES TO DNACPR STATUS OR ANTICIPATORY CARE PLANNING
GP to please consider the following...

Should you need further information please contact...

Information contained in this letter has been discussed with the patient/carer.
Yours sincerely..............cco.........

Staff Signature.......................... PrintName.............cccoeeveviveveeee s,
Designation.................cceeve. Date................. Time...................
Patient/Carer Signature.............j ..................................................

This is an immediate discharge letter and a further letter may follow.

Inpatient Discharge Summafy

Page 2 of 2






n care/locked drawer/cashier

n care / listed

| care/locked drawer /
cashier / safe

Sl

money:
clothes : ¢
valuables:*

RIE policyexplained by:

mental state/attitude:

Qe
earning disabilities

rational

anxious

forgetful

disorientated / confused

social interaction: HEARING

d/fair/none/ hearing aid
SPEECH <(good / fair / poor / none

IS English 1st language ges / No please state

Interpreter req:  Yes iNo

discharge planning/Arrangements

1st admission:

estimated date of discharge:

can provide own transport (Y J N

IF Y state type:

ifamb req : Car/1 man/2 man/escort

ordered by:
date:
ref no:

discharge planning/Arrangements
2nd admission:

estimated date of discharge:

can provide own transport Y / N
IF Y state type:

ifamb req: Car/ 1man/ 2man / escort

ordered by:
date:
ref no:

education / eye treatment plan:
1st adm:
able to do own eye treatmeny
method ......c.c.cou....... QAT Seeet R
requires DIN Y / N
arranged by:
date:

education / eye treatment plan:
1st adm:
able to do own eye treatment: y / n
method ...
requiresD/IN Y / N
arranged by:
date:

date:
sign:

Naz3

date:
sign:

““““
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I/IIliIﬁIMIMI/IIIﬂll!ﬂ[l}llﬂlllﬂllllﬂﬂﬂﬂﬂ/ﬂ/

Medical History NO [ YES |Ifyes, expand guidance
Hypertension v OrITY .
Myocardial infarction |/~ date
Angina Exereise
. / toleranee
Breathlessness Vs TALCES PAIC 33':?:;'3 ]
ATTrCCS, b fla
Asthma/bronchitis / E):ereise
' lolerance
Wheeze/chronic cough e CRAGT1 15T (REIaAT™
tuberculosis / 2-.;((;; of last
Smoking / :loloz per
ay
Alcohol / Units per
week
Stroke / tia e (Slide and
ate
Convulsion/epilepsy / il?ate of last
1t
Di Type and
labetes / duration
Hiatus hernia
/heartburn /
jaundice Hep ABC,
] / gallstones
Excessive bleeding ~
Previous anaesthetics Family
including any ::‘Sszs"tyh“f
problems problems
Any other problems L ‘Te:s;:i::
neek ,
stiffness
Hospital admissions ANQ AR ANGT T
Operations rOMUSSIoNUS 1~
Regular GP | M Ene.
attendance
Past Ophthalmic
history

MEDICAL ASSESSMENT WILL BE IN MEDICAL CASE NOTES




MEDICATIONS: Breakfast | Lunchtime | 1800hrs | 2200hrs OTHER
TYPE AND DOSE 0800 11200
Bl MerHin ind zsnl/er

USInDPR .. SME o
METIZAPINE (ST N
EYE medication Right eye Left eye

s~ .

Allergies:

Include reaction

Ao KIoono—

Other relevant information:
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620045326K F  22/05/1967

Risk Assessment Bundle
This core bundle is intended for a

Cross, Angella . p
Name  3;A ALLAN TERRACE,
pDoB Dalkeith,

EH22 IEL

NHS
N,

2 week in-patient stay. Uniit no. / Lothian

Site: Ward: chi1 2205671464 [EENGABNTAN

Index Guidal.Jg! 06— A-Scort _

2 4 AT - Over 65 years of age, or if clinical concerns
On admission and reassessment if clinical condition
changes. Nursing staff to complete 4AT if not done so
by Medical Staff .

3 Infection Prevention Risk On admission, please complete TRAK for MRSA

Assessment information

Maobility Assessment

On Admission or if changing clinical condition

Falls Prevention

Within 24 hours of admission

Patients over 65 admitted with falls or patients history
of falls at risk weekly/or change in condition.

6 Malnutrition Assessment

24 hours of admission
Weekly assessment or if condition changes

7 Food Profile /
Assistance requirements

On admission or if condition changes

6 hours of admission visual skin check/Water low

8 Waterlow Assessment
Weekly assessment or if condition changes
9 Bowel Management — Update daily for all patient's

10 Mouth care

Mouth care assessment on admission
Freguency will be based upon scoring system

11 PVC or other Insertion

On insertion / daily maintenance and removal

12 Urinary Catheter

On insertion / daily maintenance and removal

Date Commenced:

Dste Compieted Volume:

Print Name Signature Initials
CAAREDN -y AN e TR

Author: Care Rounding Working Group,

page 1 of 14

Version 10, draft 09/09/14, next for review:20/11/2014




Addressagraph, or

Name N H S
DoB D e

Unit no. / CH!

Croated by NuSLaamin[1] ALERTNESS
This inciudes patients who may be markedly drowsy (eg. difficult to rouse andfor obviousfy steepy during assessment) or

aegitated/Myperactive. Observe the pelient. If aslesp, ettempt to wake with speeach or gentla louch on shoulder. Ask the
patient to stele their name and addrass o essist rating.

Normal (fully slert, but not agitated, throughout assessment) 0
Mild sleepiness for <10 saconds after waking, then normal 0
Clearly abnormal 4

[2] AMT4

Ask the patient 4 questions: their ege, dale of birth, plece (name of the hospital o uilding), curren! year,
No mistakes 0
1 mistake 1
2 or more mistakes/untestable 2

[3]1 ATTENTION

Ask the patient: “Please teli me the months of the yesr in bagkwerds order, starting et Decembar.”

To assist initial understanding one prompt of “whal is the mionth befora December?” is permitted.

Months of the year backwards ~ Achieves 7 months,&r mare correctly 0
Starts but scoreg’< 7 months / refuses to start 1
Untestable {glnnot start because unwell, drowsy, inattentive) 2

4] ACUTE CHANGE OR FLUCTUATING COURSE
Evidence of significant chenge or fluctydlion in: alsrtness, cognition, other mental funiction
{eg. paranoie, hallucinetions) arisingver the last 2 weeks and still evident in fast 24hours

Score of 4 or above: possible delirium +/- cognitive impairment

1-3: possible cognitive impairment

0: delirium or severe cognitive impaitrment unlikely (but delirium still possible if [4) information
incomplete)

Medical staff should be informed of scores >0 ;NB scores >3 Iindicate possibie medical emergency
Action Plan: to be used with Goal Setting and Care Planning (see example In shaded area in shaded area)
Date Time Score | Action Plan Initial
[04/00/2014 | 10.00 5| Modical stel Informed, GAANIGRE| NSk A8SE8EMONTS Undarakan © MaINTaI AN EaIeh. | DBG
Intection screening required, Ganerlc Basaline Risk Assessment and nursing care plan
commenced. Continue fa monlior Patient, and review 4AT score, '

GUIDANCE NOTES
The 4AT is a screening instrument designed for rapid initial assessment of delirium and cognitive impairment. A score of 4 or more
suggests delirium but is not diagnostic: mare detailed essessment of mental status mey be required to reach e diagnosis. A score of 1-3
suggests cognitive impairment and more detailed cognitive lesting and informant history-taking ere required. A score of 0 doas not
definitively exclude delirium or cognitive impairment: more delailed testing may be required depending on the clinical cantext. ltems 1-3
are rated solely on abservation of the patiant at the time of essessment. ltem 4 requires information fram ane or more saurce(s), eq.
your own knowledge of the patient, other staff wha know the patient {(eg. werd nurses), GP letter, case noles, carers. The tester should
lake eccount of communication difficulties (hearing impalrment, dysphasia, lack of comman language) when carrying out the test end
interpreting the score.
Alertness: Altered level of elertness is very likely to be defirlum In general hospltel settings. Ifthe patient shaws significant altered
alertness during the bedside assessment, score 4 for thia item. AMT4 {Abbreviated Mental Test - 4): This score can be exiracted from
items in the AMT10 if the latter is dona immediately before. Acute Change or Fluctueting Course: Flugtuation cen occur withaut
delirium in some cases of dementia, but marked fluctuation usually indicates delirium. To help eficit any hallucinations end/for paranaoid

Author: Care Rounding Warking Group, page 2 of 14 Version 10, draft 09/09/14, next for review:20/11/2014



thoughts ask the patient questions such es, “Are you concerned aboul any

enyone?”; "Heve you been seeing or hearing enything unusual?

Infection Prevention and Control
Assessment

Namv
DOB
Unit 1

620045326K F
CROSS Angelia

22-May-67 CHI:22Q 567 1464
77106 JA Scoft
31A ALLAN TERRACE

o

y anything or

NHS
m— o’
Lothian

If this infection prevention dacument has been comple

through this record.

Infection Prevention and Control
Assessment

YIN

Action

Bd

&

e

NTRAK Alert checked for recent infection
prevention and control alerts

Patient has active alert Yes O
No O

If ves: « isolaie if appropriate
+» contact IPCT

7

MRSA Clinical Risk Assessment (CRA)

MRSA Clinical Risk Assessment completed
within 24 hrs of admission (see 3 questions in
TRAK)

If MRSA posilive: « isolate
= put appropriate signage *
apply transmission based
precautions

» make sure suppression
therapy
considered/commenced by
medical team

l.oose Stool Risk Assessment for CDI or Norovirus e

tc

Patient has presented with loose stool, and or
vomiting.

Patient has been transferred from any ward/
nursing home with suspected or confirmed
Norovirus.

Patient presents with diarrhoeas, is aged >15 yrs
and has been trealed with any antibiotic in the
last 14 days

v

/]

7

LAf yes: « isolale patient ¢
complete full loose stool risk
assessment with Bristol Stool
Chart

| If yes: ¢ isolate patient

+ call IPCT if patient has been
transferred from Norovirus
suspected/confirmed area

+ send stool sample to virology
and bacieriology

* vomit may be sent to Virology
for Norovirus testing (2 or more
| cases in Ward - Contact IPCT
ex 63373)

If yes: « isolate + have medics
review and assess for CDI

Has the patient had known contact with anyone
ic with di itina_in

If yes: + isolate -« call IPCT

Multi-drug resistant oraanism or Carbapenemase-producing Enterobacleriaceae (CP

Has the patient either been transferred from a
hospital outside Scotland or been hospitalised
outside Scotland in the last 12 months?

v

If yes: + Isolale

{especially is previously pasilive for
| CPE and for &l direct haspital

transfers)

« Calt IPCT + Commence CPE

document

Has the patient been previously positive for
CPE &t any body site?

7 If yes: « isolate « contact IPCT

s carry out CPE screening.

Potential Pandemic Respiratory Virus (ie avian influenze or novel coronavirus)

Does the patient present with fever and/or
respiratory symptoms and recent foreign iravel
(arrival back from overseas within the last 21
days)?

/

If yes:

+.check for current Health Prolection Scotland (HPS)
alert regarding any potential pandemic or

novel respiratory virus

« follow relevant HPS prolocol if symptoms  and

Author: Care Rounding Working Group, page 3 of 14

Version 10, draft 09/09/14, next for review:20/11/2014




| country of exposure fit definifions

Mobility Assessment / Manual Handling
Requirements

Neme
ooB
Unit no. / CHI

Addressogreph, or

condition changes.

Refer to Patients 4 AT scere-{eegritenidelirum

Thisassessmentisaleg Feguirernentio-a0eoes-Rne
Assessment requires to be-canied-eut-on-admisaion

Date: 5(//#
Activity
Lying to sitting A
Sitto standto sit  {\vD
Walking Led/]
Moving up the bed ||~
Turning / proning ’W
Toileting (AN
Lateral transfers |/ ]
On / Off floor Y
Dressing (A
Bathing / washing | {n /2P
Initial / time 28

Mobility Codes

AST 1/2/3: SUP: Supervision

Assistance of 1/ 2/3 etc

IND: Independent

NWB: Non weight bearing

PWB: partial weight bearing

FWB: full weight bearing

Equipment Codes / Handling Aids (For all hoists specify hoist type and size of sling)

H: Full body lifting hoist

STA: Stand aid -

BH: Bathing hoist

{specify hoist and sling) (specify hoist and sling) (specify hoist type)
SC: Shower chair{specify) PAT: Patslide HB: Hand blocks
Pt T: Ptturner (specify e.q. W: Wheelchair or pushchair C: Crutches

Stedy)

S: Stick(s)

Z ! R: Zimmer / Rollator

GS: Glidesheets

Key Handling Tasks and
Risk Factors

Risk Management

Date / initial

Author: Care Rounding Working Group,

page 4 of 14

Verslon 10, draft 09/09/14, next for raview:20/11/2014



620045326K F
CROSS Angella

22-May-67 CH- —
Addi ¥ HI:220 s67
Neme 77106 JA Scott 1464 -
| 31A ALLAN TERRACE >
Stratified Falls Risk Assessment | 008 EH22 1£L o

RONCR .

Guidance: assessment should be carried out on admission, if candition changes and 7 or ween  — —..*

All patients admitted with a fall Has fallen since admission Aged 65 or over
**Clinical judgement regarding completing a falls risk assessment for patients that fall out with this category
Falls Risk Assessment (Stratify ) YES NO

Admitted with fall or fall since admission/ history of falls. 1 0
Confused or agitated. 1 0
Function impaired by poor vision. (1) 0
Frequent toileting. T 0
Help or assistance to transfer / walk (score 0 if bed-bound). 1 0

Date / Time Score Action /Comment /Clinical Judaement

JSE
=

Y/

[(6 (1)

Complete first section of care plan for all patients.

initial / date

Goal/

Objective| Engage multidisciplinary team, patient &or carers to ensure best outcome

Reduce the risk of the patient falling to its lowest level. Raise awareness of reduction strategies

All
patients

e 1

_Discuss and ensure safe feotwear with patient / family / carers

. Ensure the maobility assessment is completed/ educate patient in safe practice . _

Refer to podiatrist if required / available _

g
A
o

Part 2 To be completed for all
Patients admitted with fall/ fallen since
admission and/or if score of 2 or more

Manage communication problems such as eyesight, hearing, language
discussion with patient and / or carers as appropriate

The outcome of the falls assessment to be fully discussed with the patient and/or
(if appropriate) with family/carers, with the patient's consent where possible

Falls risk sign displayed and falls leaflet issued to patient, family, carers, relatives

Commence MDT Falls Prevention Checklist

Consider an Elderly Care Review for the patient who has frequent or unexplained
falls

Physiotherapy referral

Occupational Therapy referral

Consider regular chservation / intentional rounding as appropriate

| ving and standing BP (lying 10 mins, stand for 1, 2 & 3 mins). Report BP deficit
(20mm Hg in systolic BP is considered significant)

Position patient in easily observable area/position — consider lighting

Bed rails risk assessment

Consider one-to-one nursing — escalate concems

Consider use of falls sensor, as per guidance (if available)

If patient found to be at risk of falls, commence 2 hourly care rounding,

If a falls occurs please complete relevant documentation (attach supplementary post falls care plan
If patient is considered a falls risk and / or falls this, requires to be highlighted within the person-

centred care plan

Versian 11 Adapted with permission from Julie Sadler's seven Simple Steps, Falls Prevention Programme
Draft The Ipswich Hospital NHS Trust 10/02/12 review date 10/02/14

Author: Care Rounding Working Group, page Sof 14

Version 10, draft 09/09/14, next for review:20/11/2014




Mainutrition Universal Screening Tool

Refer to full guidance prior to undertaking

MUST Screening

Nams
DOB

Unit no. f CH

620045326K F
CROSS Angella

22-May-67 CHI: 220 567 1464
77106 JA Scott

31A ALLA
e ';ELN TERRACE N H s

1MﬂlﬂﬂlﬂﬂlHIHllUllﬂﬂﬂmﬂfﬂﬂﬂllﬂﬂlmﬂﬂ Lodhan

Full MUST guidance is recommended when carrying out the Malnutrition Screening Tool to ensure accurata
results and fult guidance following outcoma of result. Within the Action Plan, please document plan of care
Screening should be carried out weekly or if clinical concems

Previous refer to Dietitian YesO No 0 Current Care of Dietitian YesO NoD
Please state: Community / Other
Usual weight kg (prior to admission) Height &{/O
Guidance
Step 1 Step 2 Step 3 Step 4 Step 5
unplanned weight loss If patient is acutely il MUST dd st Cet
= y patisnt is acutely i scors add steps etegory
>20=0 ] E’/Pgsé 3-6 months end there has been oris | 1+2 +3 Low= 0
18.5-20 = 1 5_:0,y - likely to bs no nutstionat Medium = 1 ref to
<18.5=2 >10°/°°'—2 intake for >5 days guldance
BMI score 0.1 or 2 Weight_ loss 0.1 or 2 Acute disease 0 or 2 High 22 Ref 1o Oleticien

Low Risk 0
Routine clinical
care

Repeat screening
weekly

Medium Risk 1
Observe

» Document dietary intake for 3days: If
improved or adequate intake little
clinical concern; if no improvement
and clinical concern - follow local
policy (snack list available)

* Repeat screening weekly

High Risk 2 or more
sRefer to dietitian

elmprove and increase

overall nutritional intake (refer to local
policy /snack list)

» Monitor and review care plan
Weekly

Unless detrimental or no benefit is expected from
nutritional support e.g. Imminent death.

Date 1S/, [ (&L Week Repeat assessment due:
Time |\ q{oP,
Weight BMI Step 1 Step 2 Step 3 Step 4 Step 5
Bokey . |20 @) e pd O (g~
Action Plan
Date Week Repeat assessment due:
Time
Weight BMI Step 1 Step 2 Step 3 Step 4 Step 5
Action Plan
Weight Chart
Daily Weekly Twice Weekly Piease state:
Waeight Chart only requires to be completed if clinically indicated
Date
Weight KG
Date
Weight KG

Author: Care Rounding Working Group,

page 6 of 14

Version 10, draft 09/09/14, naxt for review:20/11/2014




620045326K F '
| CROSS Angella ‘

22-May-67 CHI:220 567 1464 |
Nutritional Profile :Z’:’ ll Z;"EL‘L'QS?E“RRACE f' \':-L H ,-S/
T ———
Fasting/ Nil by Mouth : Commenced Recomr;é;;e_d diet and FIunds l
Date Time Initial Date Time Initial

| ‘ o Nutritional Profile

Patients eating and drinking preferences, including likes and dlsllkes'? N/ @l TEA

Patient is able to choose from the menu at each mealtime themselves? Yes P No [0

Does the patient have special dietary requirements? Yes O No &
i.e. vegetarian, texture, modified diet and fluids:, small portions including cultural, religious
and/or ethnic dietary preferences? If yes please comment ;

Are there any contributing factors that may affect food intake? YesO No&~ |

If yes please state below
Such as physical,, oral problems, physiological i.e. nausea Psychological i.e. dementia,
social or environmental? If Yes please give details:

/"

Does the patient have any swallowing difficulties YesO No &~ SALT referral
If yes please indicate reason Yes O No &
Does the Patient have any food allergies? YesO No& |

If yes, please give delails

Individual Care Requirements with Nutritional and Hydration needs

Assistance with Fluids Yes O No @ ifyes please provide details of assistance required.

Assistance with Eating Yes O No If yes please provide details of assistance required

Is there a need for equipment Yes O No If yes please provide details of assistance required

e

Nutritional information required on discharge Yes No8”

Author: Care Rounding Working Group, page 7 of 14 Version 10, draft 09/03/14, next for review:20/11/2014



620045326K F
CROSS Angella

22- :
Adapted Waterlow e o I 220 567 1464 NHS
Pressure Area Risk Assessment Chart 31A ALLAN TERRACE N
EH22 1EL Lothian
To be compltedwitin  hursof samisson ININAEINBAITI
Reassess if there is a change in individual’s clinical Date i/ Mo
condition either improvement or deterioration Time LTveR
Initial 9\
Sex Male 1
Female 2 |2
Age 14 - 49 1 1
50 -64 2 i
65 -74 3
75 - 80 4
81+ 5
Build/ Weight for | Average BMI20~-249 |0 @)
Height Above average BMI25-29.9 1
(BMI = weightin Kg | Obese BMI > 30 2
heijght in m 2) Below average BMI <20 3
Continence Complete / Catheterised 0 .
Incontinent of urine 1
Incontinent of faeces 2 .
Doubly incontinent (urine & faeces) 3
Skin Type Healthy 0 ]
(Visual Risk Area) * | Tissue paper {thin/fragile) 1
Bry {appezrs flaky) 1
Oedematous (pufiy) 1
Clammy {moist to touch /pyrexial) 1
Discolourad (bruising/mottled) 2
Broken {established ulcer) 3
Fully mobile 0 _ ()
Mobility Restless / fidgety 1
Apathetic (sedated/ depressed!/ reluctant to move) 2
Restricted {rastricted by severe pain or disease) 3
Bedbound {unconsciousf unable to change positionftraction} | 4
Chair bound (unable to leave chair without assistance) 5
Nutritional * Unplanned weight loss in past 3 — 8 months
Element <5 % scorg 0o 1
5-10% 1
> 10% 2
BMI > 20 0 .
BMI 18.5 ~ 20 1
BMI < 18.5 2 .
Patient/ client zcutely ill or no nulritionsl intake to > 5 days | 2
Special Risks * Smoking 1 7D
(Tissue Malnutrition) | Anaemia =Hb <8 2
Single organ failure ie cardiac, renel, respiratory 5
| Peripheral Vascular Disease 5
Multiple organ failure/ terminal cachexia 8
Special Risks* Diabetes/ MS/ CVA/ Motor/ Sensory paraplegia | 4-6
(Neurological Deficit) 8]
Special Risks Orthopaedic / below waist (up to 48 hours post | &
{SurgeryfTrauma)* | On table > 2 hours {up o 48 hours post op) 5
On table > 6 hours 8
Special risk Cytotoxic anti inflammatory long term/high dose | 4
(Medication} steroids 3
10+='At Risk’: 15+ = 'High Risk’: 20+ = 'Very High Risk' “F_W
*More than one score can be used In some categories I
Date Scere Equipment required COMMENTS '

\'g!( o - R QA@LV f

Adnpted from tissueviabilityonline.com. Version 1 (March 2009) NHS Quality Improvement Scotland

Author: Cere Rounding Working Group, page 8of 14 Varsion 10, draft 09/09/14, next for review:20/11/2014



620045326K F
CROSS Angella

22-May-57 CHI: 220 567 1464

Add 77106 JA Scott
Bowel Management Name z::;?:;ALN TERRACE \E\I-’l-é‘
o NCIAARY - oo

This form is NOT a formal Bristol Stool Chart and therefore not to be used when patients

present or develop loose stool

This form should be utilised as a document to monitor daily Bowel movement for all
patients who do not have diarrhoea within an in-patient setting.

If patient develops or presents with loose stool: please follow the guidance below

Developed loose stool

Y O Yy O

Commenced Bristol stool chart

Discontinued bowel chart below
YO

Commenced the Management of Diarrhoea: located on intranet

Y O

Healthcare/AZ/InfectionControllicm/SD CP0013/CdTKFull.pd

Medical staff informed Y O3

Ali necessary measures taken to reduce spread of transmission of infection ¥ O

Date | Time

I Initial

e @ @ @ g Separate hard lumps, like nuts
el g o ® (hard to pass)

Trpe2 “ Sausage-shaped but lumpy

. Uke a sausage but with cracks an
e s D 2 o

Uke a sausage or snake, smooth
Trred i 0 =

" W @ Soft blobs with clear-cut ediey
oS OV my (passed casly) |

o Fluffy pleces with ragged edges,a
Type 6 ~ mushy stcigl‘

Type 7 Watery, no solid pleces.

Entirely Liquid

Reproduced by kind permission of
Dr KW Heaton, Reader in Medicine at the
University of Bristol

If no bowel movement please state: NBO

Date Date Date Date Date Date Date
STel(6] W\ v

initial initial initial initial initial initial initial

If no bowel movement please state: NBO

Date Date Date Date Date Date Date

initial initial initial initial initial initial initial
Author: Care Rounding Working Group, page 9 of 14 Version 10, draft 08/05/14, next for review.20/11/2014




620045326K F
CROSS Angella
22-May-67 CHI: 220 567 1464

Addres! 77106 JA Scott
31A ALLAN T E
Mouth Care Assessment | Name EH122 1EL ERRAC NHS
T
Unit no./ CHI | Lothian

Mouth Care Assessment

Please document date elolole|lelele|lo|olelalale
[Ay) Q [u} [3] M © u] [0} [3] 1] [v] [u) [3]
qo|lo|jc|lojo|loajo|ola|ajajala
LIPS
1= Smooth and pink
2= Dry and Cracked ,

3= Ulcerated or bleeding

MUCOUS MEMBRANES! TONGUE

1= Pink and moist

2= Reddened/Blue-red/
White/Coated ,

3= Very red or thick/ Ulceration +/-
bleeding/Debris

GINGIVAE

1= Pink and firm

2= Qedematous and/or Redness/
White coating

3= Ulcerated or bleeding

SALIVA

1= Watery

2= Viscous ‘
3= Absent

TEETH/ DENTURES

1= Clean

2= Localised plaque or debris l
3= Generalised plaque or debris

Total Score Y
Initial
Treatment Recommendations
LIPS 2 Vaselina +/- plain maisturiser
3 Swab, inform medical staff, care as per 2 and analgesia
Tangue 2 Medical staff review, brush tongue ta see if coating can be remaved,
cantinue mauth care
Mucaus Membrane 3 Difflam spray far analgesia
Saliva 2 Treatment depends on cause (medical review)
3 Inform medical staff for raview
Teath / Dentures 2 Continue mouth care

3 May require dental treatment upan discharge

ACTION PLAN

Score6-8 Encaurage toath brushing or mouthwashes marning and Night time and after meals to
freshan mouth

Score 9 - 14 3 haurly mauth care

Score 15 plus 2 hourly mauth care

Author: Care Rounding Working Group, page 10 of 14 Version 10, draft 09/09/14, next for review:20/11/2014




‘EA ft6 NIy

Davice Code Clinical Indication
P  Peripheral Line E Emergency IV access
! SC SubcutaneousC | R Rautine
NBM Nil by Mouth
B Blood
v Fluids or Medicines

N:

i
Ui

620045326K

F

CROSS Angella

22-May-67 CHI: 220 567 1464
77106 JA Scatt

31A ALLAN TERRACE

1EL

b

NHS

i ==

Potential Complications of IV Cannulation

2) Local oedema due to infiltrati

on

1) Redness, pain or inflammation at insertion site due to  phlebitis or local infection

3) Bloodstream infections  4) Extra vasation

o A

No | Date Time | Device | Site Colour | Aseptic | Clinical | Dressing | Initial
Code technique | Indication Dated
Seea code See code
Maintenance Bundle:  Hand hygiene to be carried out prior to every intervention
Date Device stili Dressing Dressing Absence of | In situ for Date Inltial
Required Dated Cleanfintact | Inflammation | <72 hours removed
Y N Y N Y N Y N Y N
@ YN Y [N [Y [N [¥Y [N _|¥Y TN
. Y N Y N Y N Y N Y N
Y N Y N Y N Y N Y N
Y N Y N Y N Y N Y N
Additional Comments *if PVC is In situ for greater than 72 haurs please indicata clinical reason,
Insertion Bundle .
No | Date Time Device | Site Colour Aseptic Clinical Dressing | initial
Code technique Indication | Dated
See code See code
Maintenance Bundie: Hand hygiene to be carried out prior to every intervention
Date Device still Dressing Dressing Absence of In situ for Date Initial
Required Dated Cleanfintact | Inflammation | <72 hours removed
Y N Y N Y N Y N Y N
Y N Y N Y N Y N Y N
.‘ Y N Y N Y N Y N Y N
Y N Y N Y N Y N Y N
. Y N Y [N Y N Y N Y N
Additional Comments  *if PVC is in situ for greater than 72 hours please indicate clinical reason,
Insertion Bundle
No | Date Time Device | Site Colour Aseptic Clinical Dressing | initial
Code technique | Indication | Dated
Sae code See code
Maintenance Bundle: - Hand hygiene to be carried out prior to every intervention
Date Device stlll Dressing Dressing Absence of In sltu for Date Initial
Requlred Dated Cleanfintact { Inflammation | <72 hours removed
Y N Y N Y N Y N Y N
Y N Y N Y N Y N Y N
Y N Y N Y N Y N Y N
Y N Y N Y N Y N Y N
Y N Y N Y N Y N Y N

Additional Comments

*if PVC is in silu for greater than 72 hours please indicate clinical reason,

Author: Care Rounding Warking Group,

page 11 of 14

Version 10, draft 09/09/14, next for review:20/11/2014




Device Code

Clinlcal Indicatlon

Addressagraph, or

P  Peripheral Line | E Emergency IV access Name
SC SubcutanecusC | R Routine oos N H S
NBM  Nil by Mouth b
B Blood Unit na. / CHI Lothian
v Fluids or Medicines
Potential Complications of IV Cannulation
1) Redness, pain orinflammation at insertion site due to  phlebitis or local infaction
2) Local oedema due to infiltration 3) Bloodstream infections 4) Extra vasation
Unsertion Bundle | . ~ o e |
No | Date Time Device | Site Colour Aseptic Clinical Dressing | initial
Code technique | Indication Dated
See code See code
Maintenance Bundle: Hand hygiene to be carried out prior to every intarvention
Date Device still Dressing Dressing Absence of In sktu for Date Initlal
Required Dated Clean/intact | Inflammation | <72 hours removed
Y N Y N Y N Y N Y N
Y N Y N Y N Y N Y N
Y N Y N Y N Y N Y N
Y N Y N Y N Y N Y N
Y N Y N Y N Y N Y N
Additional Comments  *it PVC is in situ for greater than 72 heurs pleasa indicate clinice! reason,
Insertion Bundie
No | Date Time Device | Site Colour Aseptlc Clinical Drassing | Inltial
Code technique Indication | Dated
See code See code
Maintenance Bundie: Hand hygiene to be carried out prior to every intervention
Date Device still Dressing Dressing Absence of In sltu for Date Inltial
Required Dated Cleanfintact | Inflammation | < 72 hours removed
Y N Y N Y N Y N Y N
Y N Y N Y N Y N Y N
Y N Y N Y N Y N Y N
Y N Y N Y N Y N Y N
Y N Y N Y N Y N Y N
Additional Comments  *if PVC is in situ for greater than 72 hours please indicata clinical reason,
insertion Bundie
N Date Time Device Site Colour Aseptic Ciinlcal Dres{ Initlal
o Code technique | Indication | Datef
Sae code See code
Maintenance Bundle: Hand hygiene to be carried out prior to every intervention
Date Device still Dressing Drassing Absence of | In sltu for Date Initial
Requirad Dated Clean/intact | Inflammatio | <72 hours | remo
Y N Y |N Y N Y N Y N
Y N Y |N Y N Y N Y N
Y N Y |N Y N Y N Y N
Y N Y |N Y N Y N Y N
Y N Y N Y N Y N Y N

Additional Comments

*it PVC is in situ for greater than 72 haurs please indicate clinical reason,

Authar: Care Rounding Working Group,

page 12 of 14

Versien 10, draft 09/09/14, next for raview:20/11/2014




S/ifie ~alA.

CATHETER PROCEDURE RECORD
CHART AND CAUTI BUNDLE

]

Complete at every catheter change and documént‘én')?'additione_:i’relevant information in

nursing record

620045326K F

CROSS Angella

22-May-67 CH1:220 567 1464
77106 JA Scott

31A ALLAN TERRACE

T

i T -

NHS
Lothian

0 Is the catheter still required? (consider other methods of continence management)

Following assessment indicate rationale for ongoing catheter use:

] Incomplete bladder emptying [] Intractable incontinence /quality of life

3 Chronic retention [0 Acute retention

(1 Pre or post op [ Pallistive care

Date of catheter change: Reason:

] Compromised tissue viability
[J Urodynamics investigation

Consent obtained [J

X Tick or
Lubricant: o LT S S e [ are———
below
batch number: )\L

exp date:

Hand hygiene carried out immediately before commencing insertion

Personal Protective Equipment used

Sterile gloves x 2 pairs used separately during procedure

Urethral meatus/supra pubic cystostomy cleaned prior to insertion with 0.9%

saline

Single use sterile lubricating gel used

Aseptic technique used for catheter insertion and sterile field placed on patient

during procedure

Smallest appropriate gauge selected and balloon filled to 10mls unless

otherwise indicated

Aseptic technique used for attaching leg bag following catheter insertion

Patient has passport

Record any reason for variance from bundle (X) here:

Date of next planned change:

Initial

Time

Author: Care Rounding Warking Group, page 13 of 14

Version 10, draft 09/09/14, next for review:20/11/2014



a3 LA
' ’ Addressogruph, or
CATHETER PROCEDURE Name NHS
RECORD CHART AND CAUT! bon N
lan
BUNDLE Unit no. / CHL

Maintenanee Bundle:

* Hand hygiene is performed immediately prior to access or manipulation of the indwelling

urinary catheter?

* The drainage bag is emptied when clinically indicated using a clean disposable container for

each patient - as per care rounding tool

Date Catheter The clinical need for the catheter Drainage bag | Daily catheter Initial
still has been reviewed and recorded situated hygiene
required daily below the level | performed

Please state below of the bladder

* remove
if possible The tap is not

in contact with

any surface

e.g. floor?
Y N Y N Y N
Y N Y N Y N
Y N Y N Y N
Y N Y N Y N
Y N Y N Y N
Y N Y N Y N
Y N Y N Y N

Catheter bag requires 1o be changed every 7 days (as per manufactures i
Catheter bag changed: Date of last change:

nstructions) or es cl

inically indicated

Y

<[ =<| <|<| <
z|ziz|z|z|=z

<| <[ <] <] <|<
z|z|z|z|lz[=z

Z|Z|Z|Z|Z| 2

Y N

Y N

<| <[ <| <[ <f <| <

N

Scottish Patient Safety Programme: The above precautions are to alm to reduce Catheter Assoclated
Urinary Tract Infections (CAUTI) by 30% by end December 2015

Definition of CAUTI

Urinary Catheter In situ or removed within previous 48hours Y

plus fever (Temp <36 C or >37.9 C or 1.5 above normal baseline reading on 2 Y
occasions in last 12 hours

Plus one or mere of the following:

Shaking chills {rigors) Y N
New costovertebral (central lower back) tenderness Y N
New onset or worsening delirium (confusion) Y N
On antibiotics for treatment of UTI. Y N

Plesse state:

Aulhor: Care Rounding Working Group, page 14 of 14

Version 10, draft 09/09/14, naxt for review:20/11/2014




620045326K F
CROSS Angells

22-May-67 CHI: 220 567 1464
77106 JA Scolt

DVT BUNDLE —da

31A ALLAN TERRACE

EM22 1EL
A DU
Date | Teds e Clexane
. ;| prescribed . situ preseribed
1Sy N (NA Y N (NA Y N A
AW Y O [Na Y (N INA Y N | NA%~
illyd Y N (MNa)ly N INA |y N
Y N A Y N NA |Y N
Y N NA Y N NA Y N NA
Y N NA Y N NA Y N NA
Y N NA Y N NA Y N NA
Y N NA Y N NA Y N NA
@ Y N NA Y N NA Y N NA
® Y N NA Y N NA Y N NA
Y N NA Y N NA Y N NA
Y N NA Y N NA Y N NA
Y N NA Y N NA Y N NA
Y N NA Y N NA Y N NA
®
®
Author: Clinical Policy Advisor Version: 2.1 1

Approved by the clinical documentation group
Date Uploaded to the intranet: May 2012

Date of Authorisation: May 2012
Date of Review: May 2015



NHS Lothian discharge checklist: to be completed for all inpatients

Patient Name: Estimated Date of Discharge: / | -,
Address: Next of Kin: .
Address: NHS
Date of Birth: "“\hf"’
CHI Number: Contact Number: Lothian

Addressograph Label may be used

Discharge Summary on admission/pre admission y { n | nfa| Date | Initial
1.Relevant Care Provider informed of estimated discharge date

Name: Ccntact Number: /EMIG ‘Q
2. Services in the community contacted - Sl ' &

Name: Contact Number: [ / (’J
3.Does the patient have an unpaid carer — '/ ')

Name: Contact Number: LS/( {b [/-'

l LI

Discharge Summary 24/48 hours pre discharge

1. Has the unpaid carer been involved in the discharge process and
offered an assessment/ training Declined O

2. Services in the community contacted

3. Transport {if clinical need) booked ref no:
Transport type:2 Man 1 Man Stretcher Wheelchair
Number of stairs:

L2

4. DNACPR form completed

(%3]

. Follow-up appointment booked: Transpert Ref Ng:

6. Patient education/information commenced and given
Please specify education given:
Products given to patient: Suppiy: Days

7. Does patient need referred to Lothian unscheduled care service?

Discharge Summary 24 hours pre discharge

1. Post care information leaflet given:

. Discharge letter requested from medical staff/fon ward round

. Transport confirmed Ref Number:

Alwlno

. Is patient applicable for discharge lounge?
If yes, inform discharge lounge and complete discharge lounge form 3

. Next of kin informed

. Discharge letter/ Discharge prescription obtained
. Does the patient require Medication Administration Record(MAR)?

W ~N|| L

. Patient has keys to house?
Reason if patient dces not have keys:

9. Medication appliance (Dosette Box) required.

Day of discharge ,

1. Discharge medication given and explained to patient v ,
2. Patient’s own medication returned v iy {
3. Copy of immediate discharge letter given to patient / N )
4. Valuables and patients own belongings returned to patient v’ ! {

5 Peripheral Vascular Cannula removed v i O \
6. Patient transferred to discharge lounge UL SN
7. Patient Administration System (e.g. TRAK/PIMS) is updated / 4 N’/
Additional Information: i :
The patient is ready for discharge: Last SEWS prior to discharge: (O

Signed: el -

Ward: Hospital: - Date: / {1
20ar 663\/\ ospita PﬂtP ate: |} | *

Approved by the clinicat documentation group Oate of Aulhorisation: May 2012

I
’
|
/
!
Author: Clinical Policy Advisor Version; 2.1 2
Oate Uploaded to the intranet. May 2012 Date of Review: May 2015 (



620045326 £
CROSS Angella
22-May-67 CHI 220 567 1454

v Ian Ward E2 ;:;(ELLAN TERRACE
MEDICAL care p - ez 1
Princess Alexandra Eye Pavilion llllﬂll/l/l!/lﬂlﬂlll[ﬂlIWIIIﬂIII/lIII/HM]IIIﬂIII
SIGNATURE
PROGRESS e
DATE | o] chum hong
LS?/T / 16 P;a_:h_o)u\' ad ]@(C‘OS o o ﬁé:rob_,oé\_
- 7 tlameeloz . PALSS A
19/0pm. 7 Acaun g a ‘/UOIL‘ ar oA rysI
e R e
ad an  Aoatmont
o . NP
B —— ==
& ' RN
Ne= 1S Suaa QQ_’\,\M' \\-(
AWy 1R Q\; NNy e e [Pt
U\':;;;:Amm VANE As PEY. (WA V'\:\;S s S——
Ped e S CADMV PASAEWT O (U e (AL_'U‘“\
LOW?“S\;:LQO v BPPEARY TO wAvE S e
QO
DEA -
.‘
@




o

Addressograph Label:

“DATE | Lot

4 PROGRESS -

- e

< i | SIGNATURE

Cl




. 620045326K F l
CROSS Angells

22-May-87 CHI: 220

77106 I o 567 1464

Sticker é,’,‘;z":ﬁ” TERRACE Medical care plan WARD E2 PAEP

T

Day 1 Date.................... SIGN [Time[Day 2 Date... \\o\\\).....!{SIGN|Time|Day 3date....................... [SIGN |Time
Welcome patient to ward Give assistance as required Give assistance as required

Intoduce named nurse QOffer choice from menu Offer choice from menu

Assess level of dependance and Offer wash / shower Offer wash / shower

assist with activities of daily living

Give assistance as required Assess level of pain Assess level of pain

Commence eye treatment as Give analgesia as required Give anslgesia as required

prescribed

If infected follow ward Protocol Monitor effects of above Monitor effects of above

Offer choice from menu If infected foliow ward Protocol If infected follow ward Protocol

Offer wash / shower
Assess level of pain

Give analgesia as required
Monitor effects of above

4

DRS round information on PROGRESS page DRS round information on PROGRESS page |DRS round information on PROGRESS page
All recordings on SEWS chart All recordings on SEWS chart All recordings on SEWS chart
Fal

Ensure patient has restful night sleep Ensure patient has restful night sleep ¥ 9 [Ensure patient has restful night sleep
Nurses |E E E
PRINT& |L L , L
sign  |ND ND<4 JAUM </w ND

e




STICKER

SIGN

Time

SIGN|Time

SIGN

Time

Welcome patient to ward

Give assistance as required

Give assistance as required

Intoduce named nurse

Offer choice from menu

Offer choice from menu

Assess level of dependance and
assist with activities of daily living

Offer wash / shower

Offer wash / shower

Give assistance as required

Assess level of pain

Assess level of pain

Commence eye treatment as
prescribed

Give analgesia as required

Give analgesia as required

If infected follow ward Protocol

Monitor effects of above

Monitor effects of above

Offer choice from menu

If infected follow ward Protocol

If infected follow ward Protocol

Offer wash / shower

Assess level of pain

Give analgesia as required

Monitor effects of above

DRS round information on PROGRESS page

DRS round information on PROGRESS page

DRS round information on PROGRES

S page

All recordings on SEWS chart

All recordings on SEWS chart

All recordings on SEWS chart

Ensure patient has restful night sleep

Ensure patient has restful night sleep

Ensure patient has restful night sieep

Nurses E E E
PRINT& |L L L
Sign ND ND ND




PRESCRIPTION AND ADMINISTRATION RECORD

Standard Chart, - Lothian
¥
Hospital/Ward: Consultant: 620045326K-tlenF  22/05/1967
. ) .Cross, Angella
Weight: Height: "31A ALLAN TERRACE, '
. . Dalkeith, f
If re-written, date: EH22 1EL
DISCHARGE PRESCRIPTION :I
' »rep
Date completed: Completed by: "5:5113205671;424 IE]I[[H]]I]]E]I]I]BH][H[IHI]]
OTHER MEDICINE CHARTS PREVIOUS ADVERSE REACTIONS Completed by Date
IN USE This section must be completed beforeany medicine is given (sign & print)
Date Type of Chart None known

Medicine / Agent

Description of reaction

Write clearly in block capitals, using a black ballpoint pen
Use approved names for medicines

Never alter a prescription

Route of administration

The only acceptable abbreviations are:

Write the medicine dose clearly
- The only acceptable abbreviaticns are:
g -gram mg - milligram ml - millilitre
all other doses must be written out in full eg. micrograms
- Avoid decimal points eg. 100 micrograms (not 0.1mg). If

v - intravenous St -sublingual NG - nasogastric unavoidable, write zero in front of the decimal point
IM -intramuscular PR - per rectum ID - intradermal - Prescribe liquids by writing the dose in mg
sC - subcutaneous PV - per vagina TOP - topical - For ‘as required’ medicines, state the symptoms to be
INHAL -inhaled NEB - nebulised relieved, the minimum time interval between doses and the
Never abbreviate ORAL or INTRATHECAL maximum daily dose
Specify RIGHT or LEFT for eye and ear preparations - Write units as ‘units’ not ‘iu’
| ONCE ONLY |
Date Time Medicine (Approved Name) Dose Route Prescriber - Sign + Print g:\r,';?‘ Gg';n

Author: Medicines Policies Sub-Committee, June 2012
Version 2.1

Review Dale: June 2014  PRN 0Q2



D.OB.: i

conrnimeen CHENOY L

REGULAR THERAPY

CODES FOR NON-ADMINISTRATION OF PRESCRIBED MEDICINE
If a dose is not administered as prescribed, initial and enter a code in the column with a circle drawn round the code
according to the reason as shown below. Inform the responsible doctor in the appropriate timescale.

1. Patient refuses 6. Vomiting / nausea
2. Patient not present 7. Time varied on doctor’s instructions
3. Medicines not available - CHECK ORDERED B. Once only / as required medicine given
4, Asleep / drowsy 9. Dose withheld on doctor’s instructions
5. Administration route not available - CHECK FOR ALTERNATIVE 10. Possible adverse reaction / side effect
Start Route . . . . Stop
Date Time Mask (%) Prongs (I/min) Prescriber - Sign + Print Administered by Date Time
o
X
Y
G
E
N
Patient’s [Date—| 15| 16 &
PRESCRIPTION Own - LU B v
Medicine Tume—‘ ve e M
Medicine (Approved Name) For use /6-1\ Ty %
FA AN R (S =
Dose Route Quantity :K_
u (
OOMS\ oA 12 ) %‘_
Notes/Indication foF antibiotic S{tg? Date Stop Date (/1_4\ a’__
! ]
y e 'C f
Presc% print Pharmacy AM
(122) |ms i
Medicine (Approved Name) For use 6
R srummp FllgmstulA ting Date[ 7
Dose Route Quantity 8 ) Q}\\ %\
Notes/Indicatiqpffor antibiatic [Start Date Stop Date 14
< HE
Prescrier - sign + print Pharmacy 18
/ z" 22
Medicine (Approved Name) For use
. 6 4
L SjvoAML Dateg S
Dose Route Quantity 8 ?N" *0\
Snc 12 [0
Notes/Irdication for antibistic [Start Date Stop Date 14
J$1-({
Prescriber _sign + print Pharmacy 18
K, 22
Medicine (Approved Name) For use 6
Mg AT INE ouc
Dose Route Quantity 8
e S A 12
Notes/Indication-éer antibiotic |Start Date | Stop Date
) 14
1€HE
Prescriber - sign + print Pharmacy 18
2D W
Pl =1 'Tr

Page 2ot 6
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REGULAR THERAPY

T > X o X : X SOOI o 1 31 B
Patient’s |Date—»
PRESCRIPTION Own

Medicine [I'Mme ‘

Medicine (Approved Name) For use 6
Date

Dose Route Quantity 8

12

Notesfindication for antibiotic | Start Date

Stop Date
P 14

Prescriber - sign + print

Pharmacy 18

22
Medicine (Approved Name} For use 6
Date
Dose Route Quantity 8
12
NotesfIndication for antibiotic [Start Date Stop Date 14
Prescriber - sign + print Pharmacy 18
22
Medicine (Approved Name) For use 6
Date
Dose Route Quantity 8
12

NotesfIndication for antibiotic |Start Date

Stop Date
P 14

Prescriber - sign + print

Pharmacy 18

22
Medicine (Approved Name) For use 6
Date
Dose Route Quantity 8
12
Natesfindication for antibiatic |Start Date Stop Date 14
Prescriber - sign + print Pharmacy 18
22
Medicine (Approved Name) For use 6
Date
Dose Route Quantity 8
12
Notes/Indication for antibiotic |Start Date Stop Date 14
Prescriber - sign + print Pharmacy 18
22
Medicine (Approved Name} For use 6
Date
Dose Route Quantity 8
12
Nctes/Indication for antibiotic |Start Date Stop Date 14

Prescriber - sign + print

Pharmacy 18

22

Page 3ol §
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NAME: e DUOUBLE e snvenne CHENGS L e senssnrnes

P
PRESCRIPTION Town AS REQUIRED THERAPY
Medicine
Medicine (Approved Name) For use Date
Time
Dose + frequency + max |Route Quantity | pose
Initials
Indication + notes Start Date Date Date
Time
Prescriber - sign + print Pharmacy | pose
Initials
Medicine (Approved Name) For use Date
Time
Dose + frequency + max |Route Quantity | pgse
Initials
Indication + notes Start Date Date Date
Time
Prescriber - sign + print Pharmacy | oo
Initials
Medicine (Approved Name) For use Date
Time
Dose + frequency + max |Route Quantity | pose
Initials
Indication + notes Start Date Date Date
Time
Prescriber - sign + print Pharmacy | 5oc0
Initials
Medicine (Approved Name) For use Date
Time
Dose + frequency + max |Route Quantity | pgse
Initials
Indication + notes Start Date Date Date
Time
Prescriber - sign + print Pharmacy | pose
Initials
Medicine (Approved Name) For use Date
Time
Dose + frequency + max |Route Quantity | pose
Initials
Indication + notes Start Date Date Date
Time
Prescriber - sign + print Pharmacy | poce
Initials
Medicine {Approved Name) For use Date
Time .
Dose + frequency + max (Route Quantity | pgse
Initials
Indication + notes Start Date Date Date
Time
Prescriber - sign + print Pharmacy | pose
Initials

Page 6ol 6
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REGULAR THERAPY

Name: ... DVOUBL i CHENOE e
Patients |Date—
PRESCRIPTION Own -
Medicine T'me—+
Medicine (Approved Name) For use 6
Date
Dose Route Quantity 8
12
Notes/Indication for antibiotic | Start Date Stop Date 14
Prescriber - sign + print Pharmacy 18
22
Medicine (Approved Name) For use 6
Date
Dose Route Quantity 8
12
‘mdicaliun for antibiatic [Start Date Stop Date 14
Prescriber - sign + print Pharmacy 18
22
Medicine (Approved Name) For use 6
Date
Dose Route Quantity 8
12
Nates/Indication for antibiatic [Start Date Stop Date 14
Prescriber - sign + print Pharmacy 18
22
Medicine (Approved Name) For use 6
Date
Dose Route Quantity 8
B -
NatdS/Indication for antibiotic [Start Date Stop Date 14
Prescriber - sign + print Pharmacy 18
22
Medicine (Approved Name) For use 6
Date
Dose Route Quantity 8
12
Notes/Indication for antibiotic |Start Date Stop Date 14
Prescriber - sign + print Pharmacy 18
22
Medicine (Approved Name) For use 6
Date
Dose Route Quantity 8
12
" | Notesfindication for antibiotic |Start Date Stop Date 14
Prescriber - sign + print Pharmacy 18
22

TURN OVER =
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NAME: s DAOWBL e CHENDE e,
Patient’s
PRESCRIPTION Own AS REQUIRED THERAPY
Medicine
Medicine (Approved Name) For use Date
P A AT Aol Time
Dose + frequency + max |Route Quantity | pgse
’ ( Q [ 0 Initials
Indightion + notes Start Date Date Date
Lr’[ of ( Time
Pre;@n + print Pharmacy | pose
Initials
Medicine (Approved Name) For use Date
0{”9{ﬂmwﬂﬁ1‘)« Time
Dose + frequenc%+ max Roy Quantity | pgse
JOM (@ O Initials
Indicatiod + notes Start Date Date Date
[:‘I I 6 Time
Pr% print Pharmacy Dose
Initials
Medicine (Approved Name) For use Date \\’\\
ISullor e Tme |G
Dose + frequency + max [Route Quantity | pese "\)’3‘(
120 e ] Yo nitials | pe
Indication notes Start Date Date | pate
I -g ! / ) (6 Time
Prescrﬁ' - sign + print Pharmacy Dose
Initiats
Medicine (Approved Name) Foruse | pate
T AmMmALOL Time
Dose + frequency + max (Route Quantity Dose
SO Y | PO s
AN Initials
Indication.#/ notes Start Date Date Date
1€ I 6 Time
Prescriber - sign + print - Pharmacy | peose
/& Initials
Medicine (Approved Name) For use Date
CH&LI L , N U Time
Dose + frequency + max [Rout Quantity | pose
,CO -1 M M l/ Initials
Indicatton + notes Start Date Date Date
l /S‘/ ./ [ Time
Pregl&-sign + print Pharmacy | pose
Initials
Medicine (Approved Name) For use Date
Dw AN Seaton D _—
Dose + frequency + max [Route Quantity | pose
L
Le (1- ?‘ ﬂb/( V4 Initials
Indicatibd + notes Start Date Date Cate
/ -( ‘{ ’ [é Time
P%gn + print Pharmacy | gose
Initials
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¢G0s326K  F 220511967
Cross; Angella EYE TREATMENT CHART
"31A ALLAN TERRACE; AFFIX PATIENT'S NAME
Dalkeith, ' DATE OF BIRTH | DRUG ALLERGIES CONTINUATION SHEET
EH22 1EL )
AN
CHI 2205671464 Ll DATE DATE ¢ DATE DATE
e e RIGHT EYE TIMES SIGNATURE DISCONTINUED SRR \b [6-1.16 431 16
PRESCRIBER
Pharmacist DATE MEDICINE STRENGTH | 2 4 6 8 [10 12|14 |16 ] 18 SC/ PATE INITIALS 21468 [|10]12]14]16 221|241 2| 4|68 1AO 241 2| 4]6)8]|10 24| 2
_— - ya'wi 77 ‘ < L 2
& i |-ttt e YA s A Al Aoz b L et s =h e T
. pi e 1 751y | ]
45:[:!;(,———326‘!:‘%:\1@_ T OTT, A A7 W\ |L]| Il Bt sﬁ’m w‘,g"“ 23
P R s TIF Z7 Ml i
i fi, | Moniteocnernd ot AANA A7~ lhlis |4 o il LR i
1)1 }1¢] Mod) st N> v YA A e MU ' M SRE
| |
| ONCEOMLY&PREOP |
LEFT EYE TIMES SIGNATURE DISC.DNTINUEI#J DATE DATE DATE DATE
PRESCRIBER
Phamacist DATE MEDICINE STRENGTH 2 4 ] 8 /10|12 |14]|16 ]| 18| 20 DATE INIMALS 416 |8 D (12 |14 |16 2412 (416 |8 10|12 2412 |4 |6 (8 ]10|12 214

| ONCE ONLY & PRE-OP




SEWS KEY DATE: K7/768 (v TIY
TIME: |{9n0b 640 A | v :
Sy - — =t= - | ED 09:00 I SEWS 6 oranyother,concerns -
RESPIRATORY 31351 _ ] 31-35 : —
RATE 21-30 ) 21-30 First Response D Nurse In C: :r":
520[15 1% (1. 1% 920 15 Minutes g
py— - — =T — —T [ <wwant - andlorfYLDgﬂor
o > (oroqun] 93 ?T oF A\ My > (egain] 93
xygen 90.92 90-92 Inform Advanced
Sa(tsu‘:eot:;: " 85-89 | ) 85-89 1852 m:st::sponse I) Nurse Practitioner
< weqat) 85 || ) ' ) ) T | < oqae85 and/ or FY2 Doctor
Inspirad O:% %A KQ %
i - - ' ‘ i
>39° T , - , 39" — | Third Response |> Inform Middle Grade i
380 380 — 10 Minutes Doctor CT/ST level
TEMP 37 " 370 —
yg_z e 1S ] F h R
360 |2 - o D
35° S S U S U - - S N S T U S S ——1 350 —
340 - S . - : i _
210 ~ ~ 20 — [TRDBED
200 —]—1— - - B —— == e 200 — - o
190 190 — First Response D
. Inform FY1/FY2
180 180 —{ | 15Minutes nform FY1/
170 < 170 — : —
160 {3~ 160 — Second Response |> .
150 LR R 150 — 15 Minutes Inform Middle Grade
140 [—-40 s 140 — -
SEWS SCORE 130 |~ 130 — | GHDEMD - - HAN{Teéam Response. >
uses Syslolic BP 120 Y, }\\ ‘/ 120 —
T | i ) 7 )
110 { TV 110 - ~\ N
100 =T 100 — |satety huddles at shift | SEWS ol 3
BLOOD 90 \V3 90 — handaver/post ward . | or any other - — Resume apgropriate
PRESSURE 80 80 — raund io alert any concerns NO abservations
- % ] _ _ 70 —| concems ‘ | g J}
60 0 — ™ - < yes ™ ] -~ b I d
50 50 — —_— — - N
=140 | 140 —— 4 Parfarm .ABCDEd Intorr: nurﬁe Give oxygen to
B . . ) _ ] assessment an in charge maintain Oz sats - L
130 130 | manual abs. N.B. || NPacal 94 - 98% (NB Reposmotn pa"lfm i
120 120 —1 | jndividual patient doctor of COPD patients parameiers afiow
110 —_— e L e 110 — ! L indi 88 - 92%)
100 100 — Qfends if no changeJ tindings \ y
90 |35 - 90 — * I
HEART . IR - ~ — N ~
RATE 8o . 80 — r F
70 70 — Re-check Check prescription Assess the need
60 60 — abservations and give medication tor IV1 +/- fiuid balus
within 30 minutas as prescribed
50 50 — '
40| : — S N SN S S S S S—I— — S I U U S — —t—1 a0 — \ . 5 . ; /
30 | 30 — * I a
i ‘ _ 7 ~ N o
S Sleep| Sleep . )
SEDATION ) Aert| o 10 Alert SEWS 4 or abave YES Immediately refer to
/NEURO 1 Verbal Verbal ar any other »-| ascalation board and
SCORE 3 Pain | Pain cancerns commence response
3 Unrespll | — o | o 1| Unresp \_ ) \_ _)
Urinary output sufficient 0| o O L0 Suffent 0
Not PU mare than 12 hrs i Not PU Apply SEPSIS 6 within 1 Hour
Calheter UO less than 30mi / ke lor 3 hrs - - Catheter UO SEWS of 3 or more THINK SEPSIS 1. High flow O2 (if CO2 retention, give
BSEWS SCORE (with ail obs) ORI KRN I 0 [SEWS] Are an¥?2 or more of $IRS criteria o?ggosl’léeg ;zxygen and aim for $p02
— presen of 88-92%) _ _
:EPSIZ crileria met YN ge:’s‘: YN |+ Temperature: less than 36° or moe 2. IV fuids give IV saline/equivalent
M"‘"" ;‘I"ek = S m"‘: nulo;sl:om than 38° start with 20mifkg as a fluid bolus
otor Black Score g e i
+ Heart rate more than 90 bpm aim for 8P target on
Nausea Score (0-3) @) Haisa S () + Respiratory Rate mare than 20 bpm reassessment.
Blood Glucose Blod Ghee ) Whi:’e CE""(':oum s ot ':eater 3. Perfarm blood cullures
Bowels Bowels P 9 4. Administer IV antibiotics (s
Wound Wound an 1¢ o directed by fommulary against most
Circulation Circulation] | AND clinical suspicion of infection likely pathogen)
Sensation Sensetion Note, rew corfusion may be a sign 5. Measure laclate
Movement N Movement of infection 6. Manitr urine output.
N Consider urinary catheier
Initials - V/I@"DUI Initiels ( ooty




LY

SEWS Chart

N —

Lothian

620045326K F Consultant:

CROSS Angella

22-May-67 CHI: 220 S67 1464
77106 JA Scott ———
31A ALLAN TERRACE

Date chart commenced:

Name:

This is chart number this admission

DOB: _ —— Weight: Actual

oo (MmO

kgs Estimated kgs

How to calculate a Standardised Early Warning (SEWS) in NHS Lothian
The clinical observations used to calculate a SEWS score are:

Sedation/Neurclogical score (AVPU)
Urine output

> Respiratory ratg The SEWS chart is colour coded to identify when a
> Oxygen saturation clinical observation is outside the normal range. A

> Temperature SEWS of 0-3 is allocated to each parameter using the
> Systolic blood pressure SEWS key as shown.

> Heartrate

> SEWS KEY

>

[0l 1][2] B)

All the observations have to be recorded and the total score added up and signed for. A SEWS score of 4 or more is an alert
that a patient is acutely ill or deteriorating and an apprapriate response using the escalation procedure is required... SEWS
should NOT replace sound clinical judgement. Inmediate action and appropriate escalation should take place if there are any
concerns regarding a patient's clinical condition. Staff are accountable for seeking further help if not reassured by the response
and action taken. Foliow the ABCDE guidance on assessment and action and the flowchart for appropriate escalation.

Staff should use SBAR in all communications

Score 01 Routine observation - state frequency Oefinition® S ituation
2:3 Inform nurse in charge and initiate
appropriate treatment * Background
+ Assessment
* R ecommendations
SEWS should guide the frequency of patients monitoring
SEWS SCORE OF 1-3 SEWS SCORE OF 3 IN ONE SEWS SCORE OF 6 OR MORE
MINIMUM 4 PARAMETER OR SEWS SCORE OF 4-5 CONTINUOUS MONITORING
HOURLY OBSERVATIONS MINIMUM 1 HOURLY OBSERVATIONS OF VITAL SIGNS

Respiratory distress: The presence of respiratory distress is an important sign of acute illness. The patient may
complain of feeling breathless. Other signs include, looking breathless, using accessory muscles of respiration, pursed
lip breathing and audible breathing. If the patient has signs of respiratory distress please record in notes.

Urinary output: If a patients fluid balance is of concern and urine output is measured hourly to 4 hourly they should be
on a fluid balance chart where blood loss is also recorded. If urine output is sufficient the score entered on the SEWS
chartis 0. If urine output for catheterised patients is less than 30mis per hour for more than 3hrs the score is 3. If a patient
has not passed urine within 12 hours the score is 3.

Sepsis criteria met Y/N: If the patient has a SEWS score of 3 or more and two or mare of the Systemic Inflammatory
Response Syndrome (SIRS) criteria, chart this on the SEWS chart and initiate the sepsis 6 bundle which should be
completed within one hour. If sepsis is suspected do not hesitate to act before the criteria are breached.

Pain: The pain score must be recorded in the chart. Refer to the pain assessment and management guidelines.
WLT1016 {0212013)

NHS

ABCDEJASSESSMENTFANDICIINIGAISRESPONSEATOISEWSITRIGGERS

Assess Possible Actions
Is the Ai —+ Suction if Indicated,
.s PETEIE?I'ay- — Head tilt, chin liftjaw thrust
AIRWAY . AT RISK, — Airway Adjuncts,
\ Administer Oxygen
+ OBSTRUCTED. - -
— Call 2222 if at Risk.
Resoi —+ Administer prescribed Oxygen to maintain
secs)g’a“"y rate, saturations 94%-98 % (NB COPD 88%-02%)
P~ — Monitor SpO2/ABGs
BREATHING * Accessory Muscle use — Consider Chest X-Ra
+  Noises +/- Percussion, Palpation & Auscultation, _ y
+ Position/posture. — Treat underlying cause,
— Call 2222 if nof breathing.
Pulse, — Obtain IV access
g"’(’.ﬁ P 'esztl'lfg- —» Obtain blood samples
+  Capillary refill ime :
+ Core Temp/Colour, — Pr.e'pare ﬂl.!ld challenge,
CIRCULATION Urine Output —» Initiate Fluid balance Chart
»  Consider 4 body cavities for fluidiblood loss (4 +onthe | —* Call 2222 il no circulation
floor) — Consider initiating Major Hesemorrhage Profoco!
* Monitor drain losses — Monitor Response 1o actions
DISABILITY » AVPU for initial assessment — Re-assess GCS
A = Alert » GCS, on-going neuro assessment — Check blood glucose if less than 4mmols/litre
V = Voice/Verbal » ABC's & treai Hypoxia or Hypovolaemia, activate hypoglycaemia protocol
P = Pain + Blood Glucose — Check drug char,
U = Unresponsive * Drugs. — Remember Accurate Documentation
— Control bleeding,
+ Top to Toe examinaion —» Treat any underlying conditicns identified,
EXPOSURE + Lok for evidence of blood loss / rashes / drains | | 7 Ro3ssess,
wounds elc — Maintain patienf's dignity.
' — Evaluate actions
— Escalate if appropriaie

Remember: to record all observations on SEWS chart & document any deterioration in the notes.
If at any point during your assessment you are concerned about your patient - Call for help.

Pain Assessment & Management Guidelines
Mow to score pain:

Cancer-related pain:  Always score worst pain in last 24 hours or since last assessment.

Acule pain: Score current pain on movement e.g. deep breathing
Pain Score: Action:
0 NONE Continue to assess pain with every sel of observations (must be at leasl daily)
1-3 MILO

6-10  SEVERE

Pain Assessment & Management Guidelines

Continue to assess pain with every sel of observations {must be at leasl daily)
45 MODERATE Assess. Using guidelines, prescribelgive analgesia as appropriate for the patient. Review.
Assess, Using guidelines, prescribelgive analgesia as appropriate for the palient. Review.

PERSISTENT SEVERE PAIN (6 OR ABOVE), WHICH DISTRESSES THE PATIENT: REFER. SEE FLOW CHART BELOW.

Cancer-related pain:  Initiate Edinburgh Pain Assessment Teol (EPAT®) for pain score of 4 or above.

Use Palligtive Care Guidelines

Nausea Score (0-3)

0= No Nausea

1= Nausea
{consider anti-emetic)

2 = Nausea/Vomiting
{administer anti-emetic)

3 = Persistent Nauses &/or
Vomiting {contact Coctor)

Acute pain: Use Acute Pain Guidelines PERSISTENT NAUSEA
&/OR VOMITING:
| Persistent PainZ 6 ogahoveTand unresponsive to'guidelines | LISING GUIDELINES
I C 2| Medical StattiSeniogNurse/Nurse Practitiofis NN Piiﬁ_?ié:::ﬁgéVE
For furtherZzdviceontact] ] REVIEW.
L Y
ACUTE PALLIATIVE

Mon-Fri; Bloep Acute Pain Team Qut of Hours: On-call znassthatist

Mon-Frl: Blcep Palliathve Care Team Qut of Hours: via Switchboard
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The Rovyal Infirmary of Edinburgh . NHS :
Y Y g : . FJ

Little France, Edinburgh, EH16 4SA

Lothian:

GENERAL SURGERY

Emergency Admissions
Dr Hilary Ansell Tet: 0131 242 3665
Newbattle Medical Practice Mr A de B

r A de Beaux

BlaCkc?t Mr G Browning
M_ayﬁe d Mr G Couper
Mldlothlan Mr C Deans
EH22 4AA Miss T Gillies

Mr P Lamb

Mr D Mole

Miss A Paisley

Mr S Paterson-Brown
Mr R Ravindran

Mr B Tulloh
Dear Dr Ansell Ward 106/107
Secretary
Angella Cross, 44 Woodburn Bank, Dalkeith, EH22 2EY
DoB: 22/5/1967, CRN/UHP1: 620045326K, CHI: 2205671464 Billie-Jane Peden
Tel: 0131 242 3665
; . : . Email: Billie-
Ar.J’mitted. 2B/2/2017 Discharged: 3/3/2017 Jane.Peden@lubt.scot.nhs.uk
Dictated: 31/3/2017 Typed: 12/4/2017
fs‘jfs”’ta”f 1JEOMA AZODO  Ward: 106
Speciality : General Surgery Ref: PN/KAB

Date: 2/3/2017, Consultant: Ijeoma Azodo

Site Diagnosis Dperation Code Type
BILIARY TREE AND Gall stones - chronic Laparoscopic 100324
GALL BLADDER symptoms cholecystectomy

Clinical Summary:

You will have already received the immediate discharge summary regarding this patients admission
under our care. I confirm that she underwent a straightforward acute laparoscopic cholecystectomy
and she made a good recovery post operatively and has been discharged with no further plans for
tollow up. Her pathology of her gallbladder has shown cholelithiasis but no other suspicious
features. 1f she has any problems we would be more than happy to see her at short notice.

Yours sincerely

Mr PRABHU NESARGIKAR
ST7 to Miss JEOMA AZODO

12/04/2017



University Hospitals Division

Pl
; y-

"51 Little France Crescent

Dear Dr,

Your patient was admitted to RIE under surgeons for weeks of intermittent upper,

RUQ pain, worst in the last 24 hours with nausea and vomiting. Blds showed

elevated WBC and CRP with deranged LFTs, she was started on triple therapy
IVABs. An USS and MRCP showed gallstones in a distended gallbladder with no
CB8D involvement. A laproscopic cholesystectomy was successfully carried out.

The patient recovered well and can be discharged.

| Iio}al Inﬁrmary of Kuinburgh :N HS

B Old Dalke]th Road Lothian
Edinburgh EH16 4SA
Department of General Surgery
Dr Scott Date First Created  03/03/2017
I;;awllz()attle Medical Practice Date Authorised
ackcot C
M Date/Time Printed  03/03/2017 14:45
ayfield _ : - .
Midlothian . : Our Ref 620045326K
EH22 4AA - CHI 2205671464
General Surgery
Patient: Angella Cross UHPI: 620045326K
44 Woodburn Bank Date of Birth:  22/05/1967 . | ooy Garden >
Dalkeith Professor 8] Wigmore o
EH22 2EY Mr S Paterson-Brown (3%
Professor RW Parks
Mr M Akyol E
_— . Prof JLR Forsyth
Ward:  Ward 106 RIE Admission Date: 28/02/2017 Mr JC Caey E
’ Mr 1) Powell
) Mr GW Couper 5
Consultant: Ms ljeoma A Azodo (Locum RR)  Discharge Date: 03/03/2017 Mr GGP Browning
Mr B Tulloh m
Mr A Oe Beaux
Miss LP Marson @
. o : Mr C Deans bn
Discharge Medication Dose |Frequency| Duration Additional Info Mr P Lamb St
Mr R Ravindran
Miss A Paistey ﬂ
L ABendroflumethiazidc Tablets 2.5MG ONCE Long Term R d} 0 Mr E Harrison ;
\
DAILY MrQ Mt.?le D)
Dihydrocodeine Tablets 30MG |FOUR times| Short Term Mr G Oniscu o
: daily Associale Specialist; ey
Lisinopril Tableis 5 MG Inthe | Long Term |rp ofy + Mr S Kumnar Q
MORNING
Paracetamol Tableis .| 1000 MG Every FOUR| Short Term For enquiries: )
o SIX hours 0131 242 1000 e
PT:;::?: 4 Hepatobiliary Team: o 2
24hrs 0131 242 366172 )
Upper GI: N \
0131 242 3620 -l
Prescribed By Print Name..55 530 A......... 0131242 3667 ﬁ
Dispensed By Print Name.....cceermresnsrsreriraras Thyrotd: ]
Pharmacist Check ......ccccccvvienncenns Date ....ccoevverecenes Print Name......ceeocrrirnne 0131 242 3663
Final Check ....ouviimmmmmsrmssrssrsisnes Date resssssssssanans Print Name.................. s Oncology Consultant WGH:
. Dr Lucy Wall
PRINCIPAL DIAGNOSIS/PROCEDURE- acute cholecystitis 0131537 3916

Page 1 of 2



University Hospitals Division  Royal Infirmary of Edinburgh HS

51 Little France Crescent N,
Edinburgh EH16 4SA
Cont'd... Ref:  620045326K Patient Name: Angetla Cross

TREATMENT- Lap chole

FUTURE INVESTIGATIONS AND FOLLOW-UP BEING ARRANGED BY
HOSPITAL- Nil ) '

CHANGES TO DRUGS SINCE ADMISSION- analgesia

ALLERGIES / ADVERSE DRUG REACTIONS- nil .

SIGNIFICANT CHANGES MADE TO CARE ARRANGEMENTS

CHANGES TO DNACPR STATUS OR ANTICIPATORY CARE PLANNING
GP to please consider the following check LFTs 2 weeks time '

Should you need further information please contact...

Information contained in this.letter has been discussed with the patient/carer.

Yours sincerely............occeeeee....

Staff Signature........ccco e, PrintName.....LYNSEY HALL............cccocoeeinen.
Designation................ ANP............ Date........ 03/0317.......Time................
Patient/Carer Signature............cc.oocoevieeevieee e _—

This is an immediate discharge letter and a further letter may follow.

Inpatient Discharge Summary

Pape 2 of 2



University Hospitals Division

Department of General Surgery

Dr Scott

Newbattle Medical Practice

Blackcot
Mayfieltd
Midlothian
EH22 4AA

Royal Infirmary of Edinburgh

51 Little France Crescent
01d Dslkeith Road
Edinburgh EH16 4SA

Date First Created

Date Authorised

Date/Time Printed

Qur Ref
CHI

Patient: Angella Cross

Dalkeith
EH22 2EY

" Ward:

Ward 106 RIE

44 Woodburn Bank

Consultant: Ms ljeoma A Azodo (Locum RR)

UHPI:

Date of Birth:

620045326K
22/05/1967

Admission Date: 28/02/2017

Discharge Date: 03/03/2017

03/03/2017

03/03/2017 16:14
620045326K
2205671464

General Surgery

Prof OJ Garden
Ms TE Gillies

Professor SJ Wigmore
Mr 5 Paterson-Brown
Professor RW Parks

Mr M Akyol

Prof JLR Forsythe

Mr HC Casey
Mr JJ Powell
Mr GW Couper

Mr GGP Browning

Mr B Tulloh
Mr A De Beaux
Miss L.P Marson

NHS

Lothian

Inpatient Discharge Summary

] o Mr C Deans
Discharge Medication Dose |[Frequency| Duration Additionai Info Mr P Lamb
Mr R Ravindran
Miss A Paisley
Bendroflumethiazide Tablets 2.5MG ONCE Long Term | patients own supply Mr E Harrison
DAILY Mr O Mole
Cyclizine Tablels SOMG | THREE | Short Term | 20 lablets given Mr G Oniscu
times Associate Specialist:
- . DA“‘.Y - Mr S Kumar
Dihydrocodeine Tablets 30MG  [FOUR times| Shon Term | 30 tableis given
daily For enquirics:
Lisinepril Tablets 5 MG in the Long Term | palienis own 0131242 1000
MORNING Uepatobiliary T
= = - epatobiliary Team:
Paracetamol Tablets 1000 MG Every FOUR| Short Term | 32 tablets given 0|:|131 242 3261!2
o S1X hours
PRN. Max 4 Upper Gl:
doses in 0131 242 3620
24hrs 0131 242 3667
Thyroid:
0131 242 3663
Prescribed By e Date .oenrennennnens Print Name........ociiiiinninnins
Dispensed BY ......cccoecvrrerererenennnns Date ....ooeoovereneran Print Name.....inimininnn gncology C‘I’“S"“a‘“ WGH:
Pharmacist Check .......ocooverueennen. Date ....coevveevranans Print Name......ccoovvrerernenens 0;;“1"37“‘3;:6
Finai Check ....ooovnivirinnennirnnenns e Date e Print Name......coccevricnrinnnenn.

PRINCIPAL DIAGNOSIS/PROCEDURE- acute cholecystitis
Dear Dir,

Your patient was admitted to RIE under surgeons for weeks of intermittent upper,

RUQ pain, worst in the last 24 hours with nausea and vomiting. Bids showed

elevated WBC and CRP with deranged LFTs, she was started on triple therapy
IVABs. An USS and MRCP showed gallstones in 2 distended gallbladder with no
CBD involvement. A laproscopic cholesystectomy was successfully carried out.

Page | of 2



University Hospitals Division ~ Royal Infirmary of Edinburgh N I4G

51 Little France Crescent Nl
Old Dalkeith Road Lothian
Edinburgh EH16 45A

Cont'd... Ref: 620045326K Patient Name: Angella Cross

The patient recovered well and can be discharged.

TREATMENT- Lap chole

FUTURE INVESTIGATIONS AND FOLLOW-UP BEING ARRANGED BY
HOSPITAL- Nil

CHANGES TO DRUGS SINCE ADMISSION- analgesia

ALLERGIES / ADVERSE DRUG REACTIONS- nil

SIGNIFICANT CHANGES MADE TO CARE ARRANGEMENTS

CHANGES TO DNACPR STATUS OR ANTICIPATORY CARE PLANNING

GP to please consider the following check LFTs 2 weeks time

Should you need further information please contact...

Information contained in this letter has been discussed with the patient/carer.
Yours sincerely..............o....

Staff Signature.............ccccooe PrintName....LYNSEY HALL.............................

Designation................. ANP. ... Date........ 03/03/17......... Time.....ocooenees

Inpatient Discharge Summary

Patient/Carer Signature..............ccoooi oo

This is an immediate discharge letter and a further letter may follow.

Page 2 of 2



Department of General Surgery, Royal Infirmary of Edinburgh
Operation Record

Name: Ms Angella Cross DoB: 22/5/1967 UHPI:  620045326K
CHI: 2205671464
Consultant. DEOMA AZODO Ward: 106 Date of Op: 2/3/2017
Surgeon: ALAN O'NEILL Assistant: MICHAEL NIELSEN
An; =sthetist.  Dr Carey Anaesthetic. General
- '-‘\rgency: Emergency Case: Inpatient
{ \\“
Opera us
" Site Diagnosis Operation Code Type
BILIARY TREE AND Gall stones - chronic Laparoscopic 100324
GALL BLADDER symptoms cholecystectomy

Operative Findings and Techniques

02/03/17

Indication : Right upper quadrant pain with ultrasound demonstrating gallstones and moderately
deranged LFT's. The patient underwent a pre-operative MRCP which confirmed no intra-ductal
calculi.

Procedure : GA, supine position with table restraints, TEDs, flowtrons, Dalteparin and 1V
antibiotics. Infraumbilical skin incision and insertion of a 10mm port using modified Hassan
technique. A further 10mm and two Smm ports were placed in the epigastrium and right upper
quadrant under vision, after infiltration of .5% Levobupivocaine. Minimal adhesions 1o a thin walled
gallbladder. This was retracted cephalad and on grasping with the blunt snubnose grasper, there was
a perforation on the fundus of the gallbladder. There was spillage of bile but no gallstones. The
gallbladder was re-grasped using a Debakey grasper and retracted cephalad before anterior and
posterior incisions were made. The hepaticocystic triangle was dissected with large posterior
window created and the cystic artery and adjacent lymph node were skeletonised. The artery was
then triple clipped and divided lateral to the lymph node, leaving two clips on the patient side.
Cystic duct was then milked and skeletonised before being triple clipped and divided, again leaving
two clips on the patient side. The gallbladder was then dissected from the gallbladder fossa of the
liver and retrieved intact in a parachute bag, via the umbilical port site. Washout until the effluent
was clear and haemostasis ensured. Ports out under vision and closure with 1 PDS and subcuticular
4/0 biocin to skin after infiltration of the residual .5% Levobupivocaine.

Post operative instructions : To the ward. No further antibiotics. Eat and drink. Mobilise.
Dalteparin as prescribed. Home when well.

Mr ROBERT O'NEILL
Specialist Registrar to Miss JTEOMA AZODO
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PRE-OPERATIVE ASSESSMENT: Pre-operative visit performed?
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Date:
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PRE-OPERATIVE CHECKLIST:

Check Ward Nurse Theatre Nurse | Comments

e
\

N

Correct patient?

c
\

Correct procedure?
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(] ) |
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&
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N
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| O O ey

N

Does the patient have any allergies?

i
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DatefZ, \ | 3 Time: L3V
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Patient name:

CHI number:

Patient address:

Post ¢ode
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Assistants:

b New S/

Surgeon: A))

O NEAA
Drugs: -
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=10

\

Diathermy used []

AU AT Ve~

Postoperative instructions:

€+D ) J)PA.E%P AR i~
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‘ Type Qi Ultrasound guidance [:l |___| FeCO, EI Temp :I Warming blanket IE/ .
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RECOVERY ROOM* (—» WARD on day of surgery)
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TIME OUT:
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Discharge criteria met?

| MONITORING™

" POSITION
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N

REGIONAL TECHNIQUE |
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=

i

EVENTS

Machine checks

AETT E xhboled

Anaesthelic room
Theatre

Patient / limb position

Type ot block

Consent

Monitor used

s (AC
ECG

PROPHYLAXIS !

i Awake

Asleep

LI OO

%@H@hc
Jview e

E 'NIBP
JFIOZ
FeCO,
b

G Agent I:I

H Anaesthetic

ct

F Flu
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PAIN SCORE

'] NONE.

Continue 1o assess pain with
every set of observations

MILO

\\ EREEE

1-3

Eye care
Pressure care

Stimulator

Ultrasound guidance

id warmer

Catheter

Entry site
Needle used
Orugs given

Technique

N

Continue to assess pain with Ji

avory set of observations I

4-5 MOOERATE

Assess. Using guidelines,

prescribelgive analgesia as

appropriate for the patient.

Review

6-10 SEVERE

Ass5ess, Using guidelines,

prescribe/give analgesia as
appropriate for the patient, E

Aoview

NAUSEA SCORE
0 No Nausea
1 Nausea [consider anté

2 Nauseaiomiting {administer antr

emetic)
3 Persistent nausea &for vomiting

(contact Dr.)

SEQOATION SCORE

1} None, patient alert
1 Mild, occ drowsy, easy lo rouse

2 Mod Irequenlly drowsy, easy 1o

muse
Severe, somnolent, difficult to

guse

cCw W

Nommnel sleep, stirs to light touch

Unconsgious

C 1
RECOVERY COMMENTS ch;f’ rog mP'

POST-OPERATIVE INSTRUCTIONS
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Risks of regiona! anaesthesia discussed: A Give charted medication O 0O d
PDOPH O O 0O Omit anticoagulant O g O
Failure O Od Keep dentures in O 0O d
Temporary nerve damage O Od
Permanent nerve damage O 0O Fasting:  Solids hrs Clear fluids hrs
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* Significant events
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" CROSS Angella
. 27-May-67 CHI: 220 537 1464
CONSENT FORM: e W ot
44 Wooﬂburn Bark Midlothian

“'ﬁ‘ﬂ!l"l.llllmllh st
HOSPIAL: ..o e - ‘g’;ﬁoﬁ /f(‘i b:/—-* -

Patient's SUrmname: ... e

Medical or Dental Investigation, Treatment or Operat - thian

(or affix patient abel)
Other NAMES: .o

U0t NUMDEE: oo oo /QN M &ﬁ o

CHINUMDBT e

Sex (lick box) Male Q Female O Date of Birth ..........oiiiiii i e
(To be completed by the medical, dental, nursing or paramedical practitioner. See notes)

Type of operation, investigation or treatment for which written evidence of consent is considered

approp;iamﬂ/awg o /37 //Qoﬂ%fé@qﬂ&/?

I confirm that | have explained to the pat:ent in terms Whl in my judgement are suited to his/her understanding
{and/or to one ot hisfher parents or guardians), the proposed operation, investigation or treatment, including
options available, and if relevant, the need for anaesthesia or sedation.

&elevant Written Information given to the patient: QYes O No

S b - [ Q’/W(L W?‘
;Zayﬁwﬁ/ Qiuid. VGl

Re—conﬁrmatiovof Consent on the day/of admission:

Signature .......
Name and Stat

Signature ... DALE
T I Tl ISy e TR el o - o {1 4T3 1] RN

e N S
To the Patient (Wwﬁaﬁ?

1. Please read this form and the notes overleaf very carefully.

2. If there is anything that you don't understand about the explanation or if you want more information,
you should ask the practitioner before signing.

3. Please check that all the information on the form is correct. If it is and you understand the
explanation, then sign the form.

lam the patientfpa lian-(del
I ag.c{ae < 1o what is proposed, which has been explained to me by the practitioner named sbove

| understand < that anaesthesia (general/regional/iocal) or sedation will be needed
< that the procedure may not be done by the practitioner who has been treating me so far
<-that any procedure in addition 10 the investigation or treatment described on this form will
only be carried out if it is necessary and in my best interests and can be justified for medical
reasons

1 have told < the practitioner about the procedures | have noted betow* which | would wish not 10 be
camried out without my having the opportunity to consider them first
RALI:

N '...,/e@' ZN;@ W%Nmﬁmp Lot ARV ey

% % B

Signature . Afvauu,»\ C/t‘bh—ﬂ e Name OV LKLOSY

Address .. Date 113 I S

LU. 055



NOTES TO ALL HEALTH PRACTITIONERS
(DOCTORS, DENTISTS, NURSES, PROFESSIONS ALLIED TO MEDICINE)

A patient has an absolute legal right to grant or withhold consent prior to examination or
treatment. Patients should be given sufficient information, in 8 way that they can understand,
about the proposed treatment and the possible alternatives. Patients must be allowed to
decide whether they will agree to the treatment and they may refuse or withdraw consent to the
treatment at any time. The patient's consent to treatment should be recorded on this consent
form (further guidance is given in the Trust Policy Statement).

NOTES TO PATIENTS

The health practitioner is here to help you. He or she will explain the proposed treatment and
what the alternatives are. You can ask any questions and seek further information. You can
refuse treatment.

6.

You should be provided with sufficient information to allow you to come to a decision as to

whether to consent to the treatment proposed. The type of information you should receive

should include:

l. Nature of your condition & proposed procedures, including degree of urgency

Il. Benefits to be reasonably accepted of the procedure

M. Nature & probability of material (= significant ) risks involved, including consideration of
ratio of risks and benefits

V. Inability of the practitioner to predict results

V. Irreversibility of the procedure, if that is the case

VI.  The [ikely result of not having the proposed treatment or procedure

VIl.  Alternatives available, including their risks and benefits

You may ask for a relative, a friend or a nurse to be present.

Training doctors, dentists, nurses and other health professionals is essential to the continuafw".
of the health service and improving the quality of care. Your freatment may provide an
important opportunity for such training, where necessary under the careful supervision of a
senior doctor, dentist, nurse or other health professional.

You may however decline to be involved in the formal training of medical, dental, nursing and
other students without this adversely affecting your care and treatment. You must tell a senior
doctor or nurse if you do not wish students to be involved in your care and you should write this
on the consent form in the space for things that you do not wish to happen without your being
given the chance to consider them first.
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S
\LPOWHO Surgical Safety Checklist

Last Nama C &CDSS
First Name A—T\-L %l ‘ A
Data of Birlh maﬂ l 4(.9 L‘{— .

“DATE 02_031—1 ] &Pﬁxgﬁsupemsms
*THEATRE [— . | “PROCEDURE
“SITE RIE |

e®

{adapted for General Surgery NHS Lothian)

£\~
433 NHS

Lothian

EZODO

LrpCtiace -7- OPQng

Please complete ALL boxes

TIME QUT (To be read out loud

SIGN IN (To be read out loud
Before commencement of anaesthesia

Member verbally confirms with the team:

Patient confirmed his/her identity, site,
procedure and consent

Correct operating table?

Surgical site/side marked ) -
Are prophylactic antibiotics required? =]

Does the patient have a:

Known Allergy? =
Difficult airway/aspiration risk? A ( |

Complete case notes available? -~
Estimated blood loss > 500mi? L
If yes, adequate IV access/fluid warming/cell
salvage planned?

MNegative pregnancy test documented?

Blood results available? -
Group & Save available?

Patient temperature (?C)

Patient diabetic?

If yes, BM {millimoles)

Yes No

Patient on Beta blockade?
If yes, Beta blockade given?
If not given, state reason omitted:

Before start of surgical intervention

Member verbally confirms with the team;

Yes No

Team members introduce themselves by name
and role

Cormect patient?
Correct procedure/consent?
Correct sitefside marked?

Member verbally confirms with the team:

Ye Nog
Has the operation/procedure summary been ‘ﬁ_ 1

completed?

Have the post oparative instructions been documented by:

Yey No NIA
_ 7

[

[V

Correct positioning?

Does the patient have a known allergy?
Essential imaging displayed

Yes No
Surgeon
Anaesthetist )t
Theatre Practitioner
Have the specimens been labelled comectly Yes 2] NIA

Yes N/A

(inctuding patient name)?

Have blood tags been completed? i

Yes No N/A
Has DVT prophylaxis been undertaken? s
TEDS -~
Calf compression [
Heparin

Regular DVT prophylaxis prescribed?

Further antibiotic doses prescribed?

Complete”” Started  N/A
Antibiotic prophylaxis administration complete? | | [ |

Cardiac medication prescribed? .

Discharge medical analgesia prescribed?

Please ensure all *asterix boxes have been :]

completed

Yes No N/A
Diathermy plate on

Yes No NiA
Extra/Specific Equipment required I l <71

Yes Ne
Any anticipated difficullies expected by? /
Surgeon v
Anaesthetist - /
Theatre Practilioner /

SIGN QUT (To be read out loud
Before patient leaves operating room

1 &

Yes No NIA
| |

| Y
Yes No NIA
-

|
O
I‘//—

Yes

RECOVERY AREA (On arrival:)

R AUV

Patient termperature (°C)

Patient BM if diabetic (millimoles)

Please record any Problems |dentified overleaf
wyw, palientsatetyaliance.seatnhs,uk/programme

2 0w S0
ton. 22

LOT857 - June 2015 WHO V22 RIE - Lest Edit 9/6/15
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CROSS, Angela, CHL: 2205671464, 14-Mar-2011, Gynaecology page 1 of 3

)
A

/"‘ REFERRAL LETTER
- MEDICAL IN CONFlDENCE

REFERRALTO

Royal ce (5314H)
51 Little France Crescent

Old Dalkeith Road

uUrgency of referral

pate of referral

PATIENT DETAI

LS
Surname ‘CROSS l

Forename(s) Angela

Date of birth W

|

EH16 SRW

Contact number(s)

pPractice address

CHI no. 2205671464
Previous
surname

REFERRING PRACTITIONER DETAILS

|

Name Dr. Euan Alexander

GMC code 6096980 GP code 46868

Practice name INCHPARK SURGERY (70291)

10 MARMION CRESCENT
EDINSURGH
EH16 6QU

!

Contact number(s}

|Voice . 0131 666 2121 ' ]

practice code

QT\Q

http:f/nhslothian/trakcare/ csp/web.RBReferral.cls?1D=2267 52&TP AGID=2chS44iY . 15/03/2011

T

st rd IS YID=E
D 226752&TPAGID=2d08544iY... 15/03/2011




CROSS, Angela, CHI: 2205671464, 14-Mar-2011, Gynaecplpgy Page 3 of 3

.

Threatened abortidn 05-Feb-1988
Assault by means NOS 26-Sep-1987
Homicide and injury purposely inflicted by other persons 26-Sep-1987
Fostered 15-Aug-1983
Suicide + selfinflicted polsoning by solid/liquid substances 14-Aug-1983
Pneumonia or influenza NOS 09-Feb-1970
Past procedures (High priority - carried out within the last 12 months)
Procedure Comment Modifier Date Pefformed Date Recorded
1st hepatltis B vaccination 11-May-2008 11-May-2008
[SO]Thyroglossal cyst 04-Jul-2001
Single live birth 25-Jan-2001
Leucopenta - iow white count 02-Nov-1992
Termination of pregnancy NEC 1B-Feb-1991
Single iive birth 19-Dec-1988
Diagnostic endoscopic examination of peritoneum 15-Nov-1987
Termination of pregnancy NEC 10-Jui-1986
Single live birth 01-Oct-1985

Family conditions (High and Medium priority)

Condition Name Modifier Extension Date Recorded
FH: Ischaemic heart dis. \It;60 23-Apr-1997

Recent medication {Any medication issued within last 90 days not shown above)

Drug name BNF code  Formuiation Dosage Frequency Course started Duration Last Prescribed Date
Norethisterone  06.04.01.2 TABS SMG 1 Tab 3times dafly  14-Mar-2011 14-Mar-2011
Norethisterone  06.04.01,.2 TABS SMG 1 Tab 3 times dally 14-Mar-2011 14-Mar-2011

Additional relevant information

Smoking history (Screening): Never smoked tabacco , Date recorded: 22-Jun-2000
Alcoho! history (Screening): Teetotaller , Date recorded: 22-Jun-2000

Patient Weight in Kilograms:70

Patient Height in Metres:1.53

Patient 8MI1:29.90

Patient Blood Pressure (Systoiic): 106

Patient Blood Pressure (Diastoiic):62

Signature of referring doctor (or other professional) Date

http://nhslpthian/trakcare/csp/web.RBReferral .cls?1D=226752& TPAGID=2dc8544iY... 15/03/2011



NUMBER
O.P. CLINICAL NOTES NAME
(GYNAECOLOGY)
ENSURE THAT THE PATIENTS NAME AND NUMBER IS ENTERED ABOYE AND SIGNATURE
) THAT EACH ENTRY BELOW IS LEGIBLE, DATED AND SIGNED WITH THE NAME PRINT NAME
DATE AND DESIGNATION OF THE SIGNATORY CLEARLY STATED. & DESIGNATION
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DATE

PLEASE ENSURE THAT EACH ENTRY BELOW IS LEGIBLE,
DATED AND SIGNED WITH THE NAME AND DESIGNATION OF THE
SIGNATORY CLEARLY STATED.
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PRINT NAME
& DESIGNATION




PATHOLOGY

NHS Lothian, University Hospitals Division, 51 Little France Crescent, Edinburgh EH16 4SA Q\
RIE: 0131 242 7147/8
RHSC: 0131 242 7147/8

CROSS, ANGELLA Specimen: UB004856P/17
CHi Number 2205671464 Cons Not Known

Patient Number 2205671464 RIE Ward 106

Date of Birth 22/05/1967

Date Received 03/03/2017 Date Reported 28/03/2017

Time Reported 08:27

Clinical Summary

Biliary colic.
Provisional diagnosis: gallstones.

Specimen

Gallbladder. C

Macroscopy Q'

This is an open gallbladder measuring 70 x 15 x 30 mm. A 8 mm defect overlies the
body. The serosal surface is smooth and shiny. Gallstones are present within the
lumen. The mucosal surface is brown and velvety and wall measures 2 mm thick.
Blocks taken: (A) resection margin, body and fundus.

Specimen trimmed by: Dr C Dhaliwal.

Microscopy

Sections of the gallbladder wall show mild smooth muscle hypertrophy and fibrosis
with a patchy chronic inflammatory infiltrate mainly in the lamina propria. The
histological features are of cholelithiasis.

Gailbladder - Cholelithiasis \/

Pathologists
Gl Pathology Team
Dr Catharine A Dhaliwal

Clinically Approved
Approved for printing by: Dr Catharine Dhaliwal

Page 1of 1



Single Text Result  surname:  Cross, Angggie

: UHPI:  620045326K ‘ CHI: 2205671464 N H S
DOB: 22/05/1967:
Loeation: 2-1C, A&E Specialty:2 - IC, A&E Consultant: Dr Meena Chow \/

Printed on:28/02/2017 at 12:41 pm Parameswaran . Lothian
Order Name Result Date Time ’

US Abdomen 28/02/2017 12:32

Result

Clinical details

US Abdomen
49 y/o upper abdo pain. HOT AUSS 28/2 please. Deranged LFTs. ?gallstones

Report

Abdominal ultrasound

The liver was of normal size. The hepatic echo pattern was increased but no focal hepatic lesions were identified. Calculi were noted

within a slightly thickened gallbladder. Pericholecystic fluid was noted adjacent to the gallbladder. Biliary system was not dilated.
Portal vein was patent. The pancreas was not visualised due to overlying bowel gas. Both kidneys were normal. Minor splencmegaly was

noted.
Opinion:

1/ There is evidence of cholelithiasis. I note a normal white cell count and CRP level. The appearances adjacent to the gallbladder
probably represent resolving acute cholecystitis.

2/ The appearances within the liver in conjunction with the minocr splenomegaly raise the possibility ¢f chronic pareéenchymal liver
disease.

Dr. James Walsh.
Consultant Radiologist
GMC number: 2620695

2Pk W1 7
E{\f\ %%
br v
Ge1 V28

Page 1 of 1

Single Text Result This list of patients' details is provided for its agreed purpose only. Please handle in accordance
with the Caldicott principles and destroy this report immediately after use.




Enterprise Stationery Ltd Ref 24349

NUMBER

LHB/2765

Please set accurately

NAME
X-RAY MOLUNT

A " 2
14 > 14
A N yy
13 : 13
A a
12 12
A A
i1 11
yy 2
i0 10
A A
9 9
a ry
8 )
A A
7 7
A 2
6 6
A yy
5 5
A ry
4 4
yy 7y
3 3

yy ry
2 2

A 2
1 1

1 FIRST REPORT HERE O

12689

PEEL AWAY PROTECTIVE STRIPS SUCCESSIVELY, STARTING WITH No. 1 - PLACE TOP EDGE OF REPORT
ALONG PRINTED LINE IMMEDIATELY ABOVE EACH ADHESIVE LAYER. PRESS HARD FOR GOOD ADHESION



Patient’s name;-

Glucose
Bilirubin
Ketones
Specific Gravity
Blood

pH

| Profein
Urobilinogen
Ni&ites

‘Lencocytes

Females - BhcG result Negativé O Positive O

ate:- Timiez-
. o
Negtl Trace 0 +0 ++0 e+ it [
'Negl]/H:l -+ O -0

Neg.2 Trace 0 +0 ++0 A0 D

11.00047 1.0050 1.0100 1.0150 1.0200 102350 1.0301

NegO- trace 0 ++ " trace O +0 ++0 +++0-

~(Non-haemolysed) (Haemolysed)
500 600650 700 750 8.00 850

Neg & Trace D +0 +F0 ++D0 4+-+0
0241020 40 280 |

Neg{l/ Any degres of pink = postive 0
Neg%aceﬂ +0 4+0 0




NHS Lothian University Hospital Acute Division

Patient’s Name:

Surgical Directorate SOU /106 CHI No:
S Date of Birth:
* Address:
PLEE
Admission Pocumént"- T ' (or affix patient label)
NITIAIRASSESSMENT, ____ -
PAIN Please state / expand / more information:
* Location of acute pain Conaval  amd oo FOUUV‘
and duration? et
(o stea Lihg - Noves M“O _
Ji
* Severity of acute pain?
v P lof 1o
* Any chronic pain
issues? N
* Anything that alleviates
pain/ makes it worse? NA.
A iated v
. ny assoclate .
symptoms? Swuvers + fewers
* Has analgesia been
taken? If so please state
BREATHING | Oninitial assessment: Expand / more information:
Oxygen Saturations/ RR G %l 2/ RR 1% .
Does the patient ever get SOB
: NA
*  Walking on flat
* Climbing stairs/hill ‘
* Lying flat
O2 therapy at home?
* If yes, how many litres? NA
Nebulisers/ Inhalers at home?
| NA
* Does the patient use
CPAP?

Devised - DCN Chris Findlay with SN Claire McNauil May 2015 Review May 2016 2




NHS Lothian University Hospital Acute Division

Admission Document

Patient’s Name:

Surgical Directorate SOU /106 CHI No: 620C45326K F ‘
£ROSS Angelia ce7 168 :
Date ol Birth: 23-May-67 CHI: 220 86 !

77t 06 JA c\..()u ciar

Address: 44 V‘ oodb 1rn Bank Midiothian

ARG

(or af l‘:ﬂ\h\ t 'i“'\i'l t‘l‘ﬂ\“l

OGIAININFORMATION

[Social Support

* Homecare: Yes O/ Noy

Provider:

Contact number:

Visits; OD O/ BDO / TDS O/ QD8O
* District Nurse: Yes O /Nq/

Details of Nurse visits:

Is provider aware of admission? Yes 0 / No O 1s POC being held? Yes 0O/ No O Date until:

* CPN:Yes O/ No &
Support provided:

*  Community OT: Yes 0/ No‘i_:/
Support provided:

Day hospital / day care: Yes O / NU/
Support provided:

Last attendance date:

*  Accommodation: House/Flat/ Bungalow / Nursing Home / Supported accommodation / Sheltered Housing

Please provide contact numbers for all relevant people / facilities / home helps that will be required on discharge.

ACTIVITIES OF DAILY LIVING

MOBILITY & FALLS ASSESSMENT

*  Does thc patient req assistance with washing and

¢ Does the patient require any incontinence aids?

Yes O/ No 02

often do their BO'LE%__Q#M}‘\

* Do they take regular medication? Yes [91‘1( a?
If Yes please state__ S0g ECS -

dressing? Yes 0/ NoET Ast x1 O Ast x20Ast x40

*  When was the patients last Bowel movement? How

* Recent éhange in mobility? Yes O / No'T™—_
* Physiotherapy referral required? Yes O /No/
* Patient a potential falls risk? Yes O /ND'::/
»  Admitted with a fall 65 +? Yes 0/ No &
IT yes consider the lollowing
ECG [0 Erect/Supine BP 0 MSUD
* Falls risk and Mobility assessment / Manual Handling

section completed in care bundle O

| ADDITIONAL EQUIPMENT AT HOME

"COGNITIVE ASSESSMENT

* Toilet Aids O Bath Aids

* Bed Rails O eelchair 0O
*  Zimmer Trolley g
. sonal Alarm O Commode 0O

Other (please state)

s If patient >65 complete 4AT in care bundle.

* Does the patient have
impai present with confusion?Yes O/MNoDO___

*[f yes to the above please complete “Fraility Screen™ +/-

“Getting to know me document”Referral to ECAT req?

Yes [1/Noll Date Referred

Devised - DCN Chris Findlay with SN Claire McNaull May 2615 Review May 2016 3




NHS Lothian University Hospital Acute Division
Surgical Directorate SOU /106

Admission Doeument

Patient’s Name:

CHI No:

Date of Birth:

Address:

(or affix patient label

[ NUTRITIONAL NEEDS ON ADMISSION

* Any reeent unexpected weight loss?
* YesO/No[}
* If yes please state rough estimate

care bundley
< Paticnt diabetic? Yes [] / No Ja/

0 / both / other [J
* IDDM - regime: {please state betow)
* BM on admission

* Insulin Regime

PERSONAL ATTACHMENTS

* Nutrition seetion eompleted, including must in the

« Ifyes, NIDDM [] - diet controlled []/ medieation

Dentures insitu Yes O/ No/

If yes please state top / bottom / partial / full set:

Glasses required? Yg§ 0 / No O
If yes please state for reading / fult time:

Fully sighted O Blind O Partially sighted 3

Hearing diffieulties? Yes( /N(V
Hearing Aids Yes O/ No O

If yes please state lefi / right / bilateral

SKIN INTEGRITY ON ADMISSION

SLEEP

* Intact and healthy? Yes’ﬁNo 0
* Pressure damage? Yes(]/ Ne’(

Yes[]/Noa/
Yes[]/No

¢ Waterlow Score

*  Wound insitu?

¢ Swabs taken?

form

*  Waterlow section completed in eare bundle,B/

If grade 2 pressure uleer > 2 please eomplete datix

Any problems with sleeping? Yesmo 0

If yes please state: U N2 § JY oveyage ;

On any night sedation? Yes [J / No.J—
Used fo_l on

If yes please state:

ﬁ yedoh

TRANSPORT

Does the patient require hospital transport home on
discharge? Yes O / Nos5

Could family provide transport?

chm o O
oy

Devised - DCN Chris Findlay with SN Claire McNaull May 2015 Review May 2016 4
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NHS Lothian University Hospital Acnte Division
Swrgical Directorate SOU /106

Patient’s Name:
CHI No:

Date of Birth:

Address:

Admission Docnment

(or affix patient label)

PATIENT PROPERTY

Admission Ward

*  Policy Explained

Yes B No[]

*  Valuables

(mobile phone / lap top / dentures etc)

Please state:
[v nmdla .

dw

*  Money

*  Send to cashier Yes[] / NofF~™
Keeponself YesP7 No[]

Additional Information:

* Patient’s own medication

* Locked away in their POD / Locked away
in the CD cupboard Yes [J / Noﬂ/

Additionat Information:

PATIENT’S VALUABLES REGISTER COMPLETED

(required if valuables need locked away)

Yes I/ No.E/‘

‘deiiicm_al [nformation:

Signature / Print of admitting Nurse: _OTHouliy

I HACLE;

Date: 2Z011%.

Time:_{§%0~ Designation: Jind

Devised - DCN Chris Findlay with SN Claire McNaull May 2015 Review May 2016 5




NHS Lothian University Hospital Acute Division  Patient’s Name:
Surgical Directoratc SOU/ 106 CHI No:
Date of Birth:
Address:
Admission Document {or affix patient label)

[DOCTORS ADMISSION ASSESSMENT %/U;;LW '@aéfh/\/\
A P

. HISTORY OF PRESENTING COMPLAINT

‘ n Ny e f(—@_/ WQQ,Q{@
ngﬂé\{? HQPQQE b \o/e ety mm\m
@

boly @ . Eusino 0.~k P S
AoB ()OS’*‘W\QJ\@ 6@3&«/\%@1

UW.W:) —i'NM;.A . -’9L./-J-3 W""“"L,M ‘H,

PAST MEDICAL / SURGICAL HISTORY _

Hypertension YesWD Asthma Yes[J/No [J Jaundice Yes [J/No [J
IHD f Ml Yes [J/Nof) corD Yes [] IN_o O Epilepsy Yes /Ne [
Stroke Yes [J/No[] TB Yes [J/Ne[d Dementia Yes /Ne[d .
Rheumatic Fever  Yes[J/No[] Diabetes Yes [J/No ] Parkinson’s  Yes [J/No[J

Previous DVT/PE  Yes [J/No[]

OTHER CONDITIONS AND PREVIOUS OPERATIONS / PROCEDURES

7 ¢ JML"rvn Q‘rt_fw W C
§hilora - %
P sl > g bz@@@% c@von
. FAMILY HISTORY _______ WMU§® X (od

Diaten.  BA Sy

Devised - DCN Chris Findlay with SN Clairc McNaull May 2015 Review May 2016 6




Pt

NHS Lothian University Hospital Acute Division  Patient’s Name:

Surgical Directorate SOU /106 CHI No:
Date of Birth:
Address:
Admission Document _ ____(oraffix paticnt fabel)

[ DRUG / MEDICATION HISTORY _

Drug history obtained from: GP letter [] Patient [] Patient’s relative 0 Previous discharge [] ECS [ (2sources

required). Signed by Designation Date:
Drugs on admission Route / Dose Frequency | Patients Action Comments
Form own HCIW/S)
L drugs

I
LisywortvL

bu\/lf%“'ho’d‘u%

sensitivities. (*CWS - continue / withhold / stop) /\”) ﬂ \O

Allergies / sensitivities must be noted on the front cover of this booklet. P!ease document if paticnt had no known allergies /

"PHARMACY

Drugs prescribed on admission checked and correct  Yes [ / No[]
Patients own drugs stored appropriately Yes 0 / No[]

Does patient have a dosette box & are pharmacy aware Yes []/ No[] Pharmacy

Tel:

Spccial devices required Yes [] / No[]
Medicine supply problem Yes 0 / No[]

Dctails of counselling required _Date counselled
Signature: Print Name:

Designation: Date:

Devised - DCN Chris Findlay with SN Claire McNauil May 2013 Review May 2016




Surgical Directorate SOU /106

Admission Document

NHS Lothian University Hospital Acute Division

Patient’s Name:
CHI No:

Date of Birth:
Address:

{or affix patient label)

SYSTEMATIC ENQUIRY

| Cardiovascular System

Central Nervous System _

Chtt po 5 b Skl
Fady S0k it pass,

il ol

ﬂff\&fﬂ\l«u") v s

Respiratory____

Locomotor

-

=

| Gastrointestinal

| Genito-urinary

s A bk

7

SOCIAL HISTORY

Smoker Yes[1/ No Quantity

Alcohol Yes[] /No /Quantlty

Pack Year?

Devised - DCN Chris Findlay with SN Claire McNaull May 2015 Review May 2016
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NHS Lothian University Hospital Acute Division
Surgical Directorate SOU /106

Admission Document

Patient’s Name:
CHI No:

Date of Birth:
Address:

(or affix patient label)

[EXAMINATION

OBSERVATIONS ON ADMISSION  Time:

Temp: Pulse

RR Sats:

> Regular[J / lrregular ]

Blood Pressure

GENERAL EXAMINATION

Lympadenopzﬂ{ ClubbiM

Bre@’

PaH‘(

Cyaue{lg

Tthoiﬂ/ Jaun;}i{e Skm/
/ v
 CARDIOVASCULAR SYSTEM _ — — _

we (p2)
Apex Be@‘ 4L 10 Mo oeh—

Heart Sounds / Murmur .

Oedema — sacral / leg / ankle

Pulses Radial Carotid

Femoral

Popliteal

Dorsalis Pedis Posterior Tibial

Right

Left

0 —absent | —diminished 2 —normal

3- bounding 4- aneurismal

(please document presence of bruit)

_RESPIRATORY SYSTEM

*  Trachea

Chat  homr

* Expansion

*  Percussion

*  Auscultation

*  (Qther eomments: .

Devised - DCN Chris Findlay with SN Claire MeNauil May 2015 Review May 2016 9




NHS Lothian University Hospital Acute Division Patient’s Name:

Surgical Directorate SOU /106 CHI No:
Date of Birth:
Address:
Admission Document {or affix patient label)

_GASTROINTESTINAL SYSTEM

* Liver TM / . ﬂUtQ'

. Spleen
* Kidneys
*  Masses
* Hernia

* Rectal Examination
FOB - positive [] / negative I:]

Prostate

*  Other comments

GENITO-URINARY SYSTEM

e

CENTRAL NERVOUS SYSTEM

GCS____(__S

LOCOMOTOR SYSTEM

/~

Devised - DCN Chris Findlay with SN Claire McNaull May 2015 Review May 2016 10
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NHS Lothian University Hospital Acute Division Patient’s Name:
Surgical Directorate SOU /106 CHI No:
Date of Birth:
Address:
Admission Document (or affix patient label)

/"(SMM

' DIFFERENTIAL DIAGNOSES (must be completed) _ ] |

Consider PID

L 7 .S Women less than 30, non-specific
lower Abdomen/Pelvic pain

Chlamydia test required- Yes/No

TREATMENT / MANAGEMENT PLAN

- U
éi{% oovddprdha—te b
M N O+ Z2A 02 4 |

" ADMISSION INVESTIGATIONS

FBC [0 U+E's 0 LFT's ] GGT [] Amylase ] Blood Gases [] Group+ Save []
Glucose ] Coag [J Laetate ] CXR [] AXR [J PUSS/AUSS [ ECG [0 Urine []
Other:

DVT PROPHYLAXIS:

Age > 70yrs [I Malignancy [I Pregnaney / puerperium [] Poor mobility []  BMI>30 []
Surgery > lhr [] Qestrogen Rx [] Emergency admission D Heart failure D Severe COPD []
Thrombotic states []  Previous DVT/ PE [] Severe infection O

[0 1 factor = SC Dalteparin 2,500u 0 > 1 factor = SC Dalteparin 5,000u* + TEDS [0 = Vase NO TEDS

(*if weight < 46kgs / BMI < 19, age > 70yrs = 2,500u Dalteparin max + TEDS if appropriate)

(ifeGFR <30 SC Heparin 5,000u BD)

Prophylaxis Required: TED Stockings [] Heparin [] Dalteparin [J Other (specify) Reason for deviation from prof

i Signature / Print of admitting Doctor: g—’%\

Date: '?.3’/”’//7 Time:_1 Jo Designation: =1

Devised - DCN Chris Findlay with SN Claire McNaull May 2015 Review May 2016 11



NHS Lothian University Hospital Acute Division  Patient’s Name: .

Surgical Directorate SOU /106 CHI No:
Date of Birth:
Address: -

Admission Document (or affix paticnt label)

h1_1\71""1“1@1';‘ INVESTIGATIONS AND RESULTS

Previous results | Date '2,%7/27

Hb %

MCV T

WBC

R
Platelets CLRO

APTT

PT

INR

Urea P

Na+ 12X
R

K+

TCO2

Creatinine

&S
eGFR D7D

Glucose

CK

. |LDH

% JA [Biliwbin | 2 (o

e ALT ragg
3. 27| Alk Phos | <

12 "I GGT 128

Albumin

Amylase (Z_?

Calcium

Adj CA

CRP S

Phosphate

Magnesium

Lactate

Troponin

CXR AXR

ECG / Urinalysis/ BHCG/Other investigations
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PATIENT PROGRESS / COMMUNICATION SHEET
State Actipn{s) 1aken After Exception Reporting
Each entry should be dated and timed
Date & Progress Notes / Problems Signature
Time Action Taken & Investigations Required (Print name & designation)
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Palient Addressograph + NH S
Name: - . "‘
Date of Birth: N ’ " ' Lothlan
CHI No: S

Ward / Clinical Area

PATIENT PROGRESS / COMMUNICATION SHEET
State Action(s) taken After Exception Reporting

Each entry should be dated and timed
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Progress Notes / Problems
Time Action Taken & Investigations Required (Print name & designation)
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State Action(s) taken After Exception Reporting
Each entry should be dated and timed

Ward / Clinical Area
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Time Action Taken & Invastigations Required {Print name & designation
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Date of Birth: ' Lothian
CHI No:

Ward / Clinical Area

PATIENT PROGRESS / COMMUNICATION SHEET

State Action(s) taken After Exception Reporting
Each entry should be dated and timed
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Name: ‘ ~
Date of Birth: . Lothian
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State Action(s) taken After Exception Reporting

Each entry should be dated and timed
Date & Progress Notes / Problems Signature
Time Action Taken & Investigations Required (Print name & designation)
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PRESCRIPTION AND ADMINISTRATION RECORD NHS

including the Warfarin Chart Lothian

. E20043326K F
Hospital/wWard; Cansultant: Name . CRO3S Angella
I o 22-May-67 CHI2206 587 1464
Weight: Height: CHING 77108 Jb Scoti
£ Waotbt nk Midlethiz
If re-written, date: ~ Y\"'mc.dm Bank Midiethian
208 Sy
DISCHARGE PRESCRIPTION A AT
Date completed: . Completed by:
OTHER MEDICINE CHARTS PREVIDUS ADVERSE REACTIDONS Completed by Date
IN USE This section must be completed before any medicine is given (sign & print)
Date Type of Chart None known (tick box}
Medicine / Agent / Food [ Other Description of reaction
Risk assessment for Venous Thromboembolism (VTE) has been campleted O
Qutcome: No action required O Teps O LMWH/heparin (please prescribe) O
= Wirite clearly in block capitals, using a black baiipoiﬁt-bé; o '« Write the medicine dose clearly
+ Use approved names for medicines . - The only acceptable abbreviations are:
* Never alter a prescription { F g -gram mg - milligram ml - millilitre
'+ Route of administration ) | all other doses must be written out in full eg. micrograms
' The only acceptable abbreviations are: - Avoid decimal points eg. 100 micrograms (not 0, 1mg). If
WV - intravenous SL - sublingual NG -nasogastric | | unavoidable, write zero in front of the decimal point
FIM -intramuscular PR - per rectum ID - intradermal ' - Prescribe liquids by writing the dose in mg
" SC - subcutaneous PV - per vagina TOP - topical | - For 'as required’ medicines, state the symptoms to be ‘
INHAL - inhaled NEB - nebulised - relieved, the minimum time interval between doses and the
Never abbreviate ORAL or INTRATHECAL ' maximum daily dose
Specify RIGHT or LEFT for eye and ear preparations | | - Write units as “units’ not “iu’
| ONCE ONLY |
) Date Time Medicine (Approved Name) Dose Route Prescriber - Sign + Print (.I_'.—:Lnn %D"
f o b
& e BMORC A (s V= AV 1S
l fa BOO | pAGTRAN LDAZOLE S{Dw} W f‘\\O\‘;U‘)
' ~ : <
3 |90 | cemamucnd [0 V= \n\\@) %Jz
A W%WVM
& pa—— G -
o 5
. 7!;;]:4« 2o | DMTECAIN Soo il S/e 6#’)‘/——? CooD | B
- - r r J'
Risk Factors for venous lhromboempo!ism: 1
Age >70yrs ' O Malignancy DOt
BMI>30 + Q. Pregnancy/puerperium [] .
Poor Mobility ]  Oestrogen Rx o
Surgery >1hr . - [J  HeartFailure . O
Thrombatic states O Severe COPD a .
Previous DVT/PE g Severe Infection !
Emergency adnﬁssion O ]
. [t factar: sc dalteparin 2,500u . A
[ >1 factar: sc dalteparin 5000u & TEDS [JVasc NO TEDS .
. (if weight less than 46kg / BMI less than18, age greater than 70yrs;
2 500 dalteparin maximum. & TEDS if apprapniate)

—(if eGFR is less than 30: sc heparin 5,000uBD} _ _

Author: Medicines Policies Sub-Committee, August 2013 Name: Sign atgre. .0
Version 1.0 Date: Prescribed Rx:




wen . CoasS. D.O.B.:...’L?.[.Sffé,...'(. T CHINUMbET . L NEGULAR THERAPY
.. CODES FOR"NON-ADMINISTRATION OF PRESCRIBED MEDICINE
If a dose is not administered as prescribed, initial and enter a code in the column with a circle drawn round the code
according to the reason as shown below. Inform the responsible doctor in the appropriate timescale.
1. Patient refuses 6. Vomiting / nausea
2. Patient not present 7. Time varied on dactor’s instructions
3. Maedicines not available - CHECK ORDERED 8. Once only / as required medicine given
4. Asleep [ drowsy 9. Daose withheld on doctor’s instructions
5. Administration route not available - CHECK FOR ALTERNATIVE 10. Possible adverse reaction / side effect
Start Route . . . - Stop
Date Time Mask (%) Prongs (I/min) Prescriber - Sign + Print Administered by Date Time
o)
X
_Y
G
£
N
Patient’s |Date——-| ! L 3
PRESCRIPTION own | 3 |% g
e ime -
Medicine _+ t'y A
Medicine (Approved Name) |For Use 6
DALTEAA RN Date
Dose Route Quantity 8
Soeo U |slc 12
Notes/Indication for antibiatic|Start Date Stop Date 14
28/v
Prescriber - sign + print Pharmacy ﬁ’ \5\) ?>>
22
Medicine (Approved Name) For Use f6\
TEDS Dateff
8 X
Dose ) Route Quantity B ().P
N Tof 1
Notes/Indication for antibiotic [Start Date Stop Date 1
W/~
Prescriber - sign + print Pharmacy 1
Medicine (Approved Name) For Use 6
{ISiasofrae
Date @ .
Dose Route Quantity ?f_, @ ()3)
s ey or A 12
Notes/Indication for antibiotic |Start Date Stop Date 14
28]
Prescriber - sign + print Pharmacy 18
22
Medicine (Approved Name) For Use 6
ﬁfﬁ’Dﬂ.o FLHI‘ET“'“UD; Date/-éa\ ﬁ'\ y
Dose Route Quantity 1S RS~ (0',-
1.5 ~ 12
Notesfindication for antibiotic |Start Date Stop Date 14 s
-4 /z T
Prescriber - sign + print Pharmacy 18 . x
Q{ L} -
o ¥ '{ X
Page 2 of 6 -




NAME i DOBLL i, CHENUMDBEE: oo REGULAR :H:RAPY
~ patient's |Date—u-| X[ { = | & i
PRESCRIPTION ac‘)'f},?}“ ﬂ: Zl 13 2 |
Medicine Y R o D
Medicine (Approved Name) For Use 6
PARACETAmoC Date
Dose Route Quantity @ x CKC’W (\J)
4
& . @@ | X&EELOLL
Notes/Indication for antibiotic|Start Date Stop Date . )
f ‘;,?/L_ . 14| “, o~
Prescriber - sign + prin-t Pharmacy @ x U\P 6
&2 [o]¢of]
Medicine (Ap;i:(::;d Name) For Use ’—’6 | // .
. N, Fa
AMRCLUN oate /o) e (M
Dose "t \I‘Ff 4 % Quantity ;,L,_Sj —\ / P A
/ i ’ \ 4
) ol | X {7
Notesfindicalin for gfibiotic |Start Date | Stop Date /:1\ ﬁ /
‘ - '\ 3 s Py \ = /
> F " / y /
" | Prescs r-si%n+gm___—-.—' . Pharmacy l§., }'
—r 4 — '22
Medicine (Approved Name) For Use 6 /
e \ =
METRONIOADLE |, |- - f
Dose . » 0 W Qu?ﬂy 3‘//,-7 , %
o &_0 g 12 // 1/ A/
thesllndiwﬁy‘«Motic Start Date /stp Date 14 _{_1 / /
"
(\3 Sa/ . / — ( -
Prescrip€r - sign + print Pharmacy / //
Medicine (Approved Name) For Use - ¢ =
NUCN 61 I\ VA
-~ Date
Dose Rou Quantity 8 \ / 1 \ (
N M "
As KR -1/ 12 \ /] 4
Notesllnyﬂﬁc Start Date | Stop Date 14 A \\ /
(3 X N\ ]
Presefiber - sign + print || Pharmacy 18 // \L/ ’
- v Sy
|22
Medicine (Approved Nama) F/( 6
/) Ja
~ MeT¥aNIDA20/ £ Date )\ / \ \
Dose & Rou Quantity { A
p Sy
_/‘ﬂﬁ " }
); J:l HIN/AR N
Notes/Indication fo antipiH |Start Date Stop Date @) \ g
{0 urd
Prescriber ;. Pharmacy 18 [ \—W
> | . P2
[Medicine For Use
Date
Dose Route Quantity 8
12
Notes/Indication for antibiotic [Start Date Stop Date 14
e |
Préscriber - sign + print Pharmacy 18 { \
322 17 ¢ e o
L = K j L Page 3of §
-



NI ..o VOBt CHENUMIBET
v WARFARIN CHART -
Recommended target INRs and indications: )
* INR 2-2.5 for prophylaxis of DVT including surgery on high risk patients. .
¢ INR 2.5 for treatment of DVT and PE (or for recurrence in patients no longer receiving warfarin}, AF, cardioversion, dllated card:omyopathy, -
mural thrombus following M, and for rheumatic mitral valve disease,
\ * INR 3.5 for recurrent DVT and PE (in patients currently receiving warfarin) and mechanical prosthetic heart valves.
, Indication Target INR Duration of treatment Signature Date
Yeltow anticoagulant booklet completed and issued:
L
. Signature Date
Date INR Warfarin Dose Prescriber - sign + print Administered by
! i V) -
i
'
“
f < .
-
< - <
N *
{
3
i
Q.
f )
= )
N
i |
, AN |
‘ |
'

Jof 6

Page
{



DOB.

REGULAR THERAPY

R T T O corevieee. CHINumber: ..
Patient’s Date—=
PRESCRIPTION Own
Medicine T’"‘ej
Medicine (Approved Name) For Use 6
Date 8
Dose Route Quantity
12
Notes/Indication for antibiotic|Start Date Stop Date 14
i)
I:@scriber - sign + print Pharmacy 18
/ 22 ;
I\‘I_édicine {(Approved Name) For Use 6
i Date 8 -
“|Dose Route Quantity
i
1, 12
Notes/Indication for antibiotic |Start Date Stop Date 14 '
Prefcriber - sign + print Pharmacy 18 R
22
Medicine (Approved Name) For Use 6
i Date 8
. |Dose Route Quantity
12
* Notes/Indication for antibiotic |Start Date Stop Date 14
Prescriber - sign + print Pharmacy 18
22
Medicine {(Approved Name) For Use 6
! Date 8
Dose Route Quantity
12
Wdicatian for antibiatic |Start Date Stop Date 14
Prescriber - sign + print Pharmacy 18
:i 22
Medicine (Approved Name) For Use 6
Date 8
Dose Route Quantity
12
¢ [Motes/Indication for antibiatic |Start Date Stop Date 14
]
; Prescriber - sign + print Pharmacy 18
B 22
T [Medicine (Approved Name) For Use 6
3 Date 8
Dose Route Quantity
3 12
NotesfIndication for antibiatic [Start Date Stop Date 14
. .
% Prescriber - sign + print Pharmacy 18
22
e

TURN OVER -
Page 4 of &6




aF
.

NAME.c.cccrcrercrerrenerenceseneercnrrecmeeenees VOB iicscsn CHENUMDET e
Patient’s
PRESCRIPTION own AS REQUIRED THERAPY
Medicine
Medicine (Approved Name) ForUse | pate 2G\L Y3fiq \\ 4 \\’b’ W o |V3inlain 2134 ALK ,:%Jé{[f
ORAMo P H e S e N ey o T S lo‘f_|p_,:41 <] 050l (b0
Dase + frequency + max |Route Quantity | poee \9%6 o \%) X /O \O/O fory l% \%s 24l {
IOAQ KO Initials iy co |/ \)\J\\}l\(_o o | v - ‘/U'& DL\ bLS
Indication + notes  [Start Date Date Date
P A\A/ 2"8 L Time
Prescriber - sign + print Pharmacy | pose
IW E o | Initials
Medicine (Approved Narhe) ~ For B8 | pate '/5/” |“$ Udn u,’m
CHLLWE nme  p50|g ot [ IS0
Dose + frequency + max |Route / Quantity | pose % B, KV
5\0"‘3 0§ m-}\ :}n Initials o %L, @)%S
Indication + notes Start Date Date Date
Moo 18/ —
Prescriber - sign + print Pharmacy | o ._
Initials
Medicine (Approved Name) For Use Date {{-5/"2,3
ONDM - eT Foﬂ Time D—*&S- ")Lm
Dose + frequency + max |[Route Quantity | pose »::3\ :9,
4 -~ TOS W"‘/tf}\ - nitals |2 — %,
Indication + notes Start Date Date Date -
s g /1. Time
Prescriber - sign + print Pharmacy | poce
sz& tniitials
Medicine (Approved Name) For Use | pae B
O IMIoRCCCr 1 Sie ﬁmeQ)()‘lF«:t
Dose + frequency + max [Route Quantity | pese \%
BC/?Y\.Q ‘-f«-(o © Fo Initials ;,_)-)
indication™f notes Start Date Date Date
P 2317 Time [ J
Prescriber - sign + print v Pharmacy | pose
4 =i~ Initials
Medicine (Approved Name) ot For Use Date
Time
Dose + frequency + max |Route Quantity | pose
Initials
Indication + notes Start Date Date Date
Time
Prescriber - sign + print Pharmacy | .
Initials
Medicine (Approved Name} For Use Date
Time
Dose + frequency + max [Route Quantity | pose
Initials
Indication + nates Start Date Date Date
Time
Prescriber - sign + print Pharmacy | pose
Initials

Page 5 of 6
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620045326K F

CROSS Angella
22-Mgay-67 CH1:220 567 1464
77106 JA Scott
44 Woodburn Bank Midlothian

i esamo

i

ADULT FLUID PRESCRIPTION CHART

Date ?)\QD)," Sheet no

Ward

(D6

IV fluids for adults: for more details, see pocket guideline or App

Consider volume status: Hypovolaemic / Euvolaemic / Hypervolaemic

Does your patient need IV fluids? Ifso, are they needed for:

Maintenance, Replacement,

or Resuscitation?

Write in Maintenance requirements in next 24 hours:

NHs

Lothian

Weight (kg)

Essential

Volume 30mi/kg

Sodium 1mmolikg

Potassium 1mmolikg (unless K* > 5.0)

ml

mmol

mmol

[Estimated oral intake in the next 24 hours]

Never give more than 100 ml/hr of

0.18% NaCl / 4% Glucose: risk of hyponatraemia 35-44

If Sodium <132 mmol/, then Plasmalyte 148 shouid 55-64
be used for maintenance. Plasmalyte 148 not to be

; . . 65-74
used for maintenance in other circumstances

ml. Oral intake will reduce the intravenous volume required

Weight Maintenance Fluid Rate Equivalent to
(kg) Requirement in 24hr {ml/hr) 1000 mi over:
1200 ml 50 20 hr
45-54 1500 ml 65 16 hr
1800 ml 75 14 hr
2100 ml 85 12 hr
275 2400 mi 100 (max) 10 hr

Prescribe subcutaneous fluids using SC guidelines

Prescribe Maintenance fluids and diabetic fluids here.

Max rate is 100mi/hr.

Use separate prescription chart if more bags are required Mark as ‘Sheet 2°

Vol

Type + Additions (ml)

V/ 1 Rate Start
SC | (minr) time

Finish Prescrbed by
time {Sign and Print)

Set up by
(Sign and Print)

Use the box below to prescnibe any additional fluids that are

required for Replacement or

Resuscitation

Resuscitation: give Fluid Challenge 250 to 500m! Plasmalyte 148 over 5 to 15 min. Stop and assess before repeat.
Request senior / ICU opinion if 2000ml insufficient

LOT230 Version 2

Approved by Medicines Policies Sub-Committee
7 Review: Aug 2019
See NHS Lothian Guidance for Intravenous Fluid and Electrolyte prescribing (on Intranet)

Approved: Aug 2016




Date
Name:

/ /

CHI/Unit No.

ADULT FLUID BALANCE CHART

Today's PEG/NG Feed:

mif24hr

TPN

mir24he

Total Input Goal:

Fluid Restrit;tion_:

mlin 24hr
ml in 24hr

IV FLUIDS or SC FLUIDS
IV MEDICATION

Line 1

ORAL INPUT

"~ ENTERAL:
NG/ PEG / RIG

"~ TPN/Other
Line2

URINE

GASTRIC

DRAIN 1

=]

DRAINZ |
OTHER |

Type of Fluid
e.q. 0.18% NaCl/i4% Glucose /20mmolKCl

Volume

' Type
e.9. Tea

Volume
e.g. 100 ml

Volume

Volume

Volume  Running

Total

Volume

Volume

Volume

7 06.00

07.00

OXORS

PRGN

08.00

Q0.

2000

. 09.00

10.00

- 11.00

—) ] ] o] ] ]| -

. 12.00

- Stop and review, Escalate any concern to senior staff and document. Tick box to show review conducted, O and Sign/Print

[

 13.00

- 14.00 |

- 15.00

" 16.00

—] ] =] =

E Stop and review. Escalate any concern to senior staff and document. Tick box to show revie

w conducted, O and Sign/Print

17.00

18.00

i 19.00

20.00

21.00

22.00

23.00

24.00

01.00

02.00

03.00

04.00

05.00

- Totals

m| ] =] =] | ~| ~] | ~] ~] | ~}] —~| —~

F

L

Total input and output

A+B+C+D

Total in

E+F+G+H

Total out

NOTES

24 Hr Balance -

See NHS.Lothian.Guidance for Intravenous-Fluid-and Electrolytepréscribing {(on Intranet)
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22-May-67 CHi:220 567 1464

77106 JA Scolt

44 Woodburn Sank Midlothian

A
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I

ADULT FLUID PRESCRIPTION CHART

Sheet('%o

Date
213 /1
Ward
106

IV fluids for adults: for more details, see pocket guideline or App
Consider volume status: Hypovolaemic / Euvolaemic / Hypervolaemic

Does your patient need IV fluids? i so, are they neaded for:

Maintenance, Replacement, or Resuscitation?

Write in Maintenance requirements in next 24 hours:

NHS
N~

Lothian

Weight (kg)

Essential

Volume 30ml/kg

Sodium 1mmol/kg

Potassium 1mmol/kg (unless K*> 5.0)

mi

mmol

mmol

[Estimated oral intake in the next 24 hours|

Never give more than 100 ml/hr of

0.18% NacCl / 4% Glucose: risk of hypcnatraemia

If Sodium <132 mmol/l, then Plasmalyte 148 should
be used for maintenance. Plasmalyte 148 not to be
used for maintenance in other circumstances

ml. Oral intake will reduce the intravenous volume raquirad

Weight Maintenance Fluid Rate Equivalent to
{ka) Requirement in 24hr {mil/hr) 1000 ml over:
35-44 1200 mil 50 20 hr
45-54 1500 ml 65 16 hr
55-64 1800 ml 75 14 hr
65-74 2100 ml 85 12 hr
275 2400 ml 100 (max) 10 hr

Prascribe subcutaneous fluids using SC guidelines

Prescribe Maintenance fluids and diabetic fluids here.

Max rate is 100mi/hr.

Use separate prescription chart if more bags are required Mark as 'Sheet 2'

Type + Additions

Vo/
(mi)

v/
§C

Start
time

Rate
(mi/hr)

Finish
time

Prescribed by
{Sign and Print)

Setup by
= {Sign and Print)

Use the box below to prescribe any additional fluids that are

required for Replacement or

Resuscitation

Resuscitation: give Fluid Challenge 250 to 500mi Plasmalyte 148 over 5 to 15 min. Stop and assess before repeat.
Request senior / ICU opinion if 2000mi insufficient

LOT230

Version 2

Approved by Medicines Policies Sub-Committee
Review: Aug 2019
See NHS Lothian Guidance for Intravenous Fluid and Electrolyte prescribing (on Intranet)

Approved: Aug 2016




Date 2/ 3 1 11

Nam?
CHi/Unit No.

" Ange e C 0SS

J

ADULT FLUID BALANCE CHART

Today's PEG/NG Feed:

mii24hr  TPN

mili24hr

Total Input Goal:

Fluid Rest_ri_ction:

ml in 24hr
ml in 24hr

"IV FLUIDS or SC FLUIDS
IV MEDICATION

Line 1

ORAL INPUT

ENTERAL:
' NG/ PEG / RIG

TPN/Other
Line 2

URINE

GASTRIC

DRAIN 1

DRAIN 2 |
__OTHER

Type of Fluid
e.g. 0.18% NaClid% Glucose /20mmolKCI

Volume

Volume
e.g. 100 mil

Volume

Volume

Volume

Running
Total

Valume

Volume

Volume

06.00

Plasmalate (1000}

100

07.00

velsruclo 2o+ FAaurh

| 08.00

1850
/LD

| 09.00

[ole]

10.00

(0o

11.00

|00

12.00

o omm] ] ] ] ] =] =

Stop and review. Escalate any concern to senior staff and document. Tick box to show review conducted, O and Sign/Print

13.00

14.00

15.00

—] ] = -

16.00

Stop and review. Escalate any concern to senior staff and document. Tick box to show revie

w conducted, O and Sign/Print

17.00

18.00

1/,

19.00

M\

o AVIN)
7/

20.00 |

UL A~ ead—y

10Vo

21.00

Wole

|08

22.00 |

23.00 |

Wals]

2,00

24.00 |

01.00 |

S0

RO

02.00 |

03.00 |

04.00 |

05.00 |

m| ~| =] ~] =] =] ] ~] ~| =] =| =| =] =~

Totals |

AISED

B {07

F

" Total input a'ﬁdﬂaufbui !

A+B+C+D

Total in

196D

E+F+G+H

Total out |.

NOTES

24 Hr Balance

See-NHS-t-othian-Guidance-forIntravencus Fluidand Electrolyte prescribing (on Intranet)
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i

ADULT FLUID PRESCRIPTION CHART

Date

) [3 /17

Sheetno
{

Ward

106 -

Y fluids for adults: for maore details, see pocket guideline or App

Consider volume status: Hypovolaemic / Euvolaemic / Hypervolaemic

Does your patient need IV fluids? I so, are they needed for:

Maintenance, Replacement, or Resuscitation?

Write in Maintenance requirements in next 24 hours:

Weight (kg)

Essential

Volume 30mli‘kg

Sodium 1mmol/kg

Potassium 1mmol/kg (unless K*> 5.0)

mi

m

mol

mmol

[Estimated oral intake in the next 24 hours|

ml. Oral intake will reduce the intravencus volume required

Naver give more than 100 ml/hr of

0.18% NaCl / 4% Glucose: risk of hyponatraemia

If Sodium <132 mmol/l, then Plasmalyte 148 should
be used for maintanance. Plasmalyte 148 not fo be

used for maintenance in other circumstances

Weight Maintenance Fluid Rate Equivalent to
(kg) Requirement in 24hr (ml/hr) 1000 ml over:
35-44 1200 ml 50 20 hr
45-54 1500 ml 65 16 hr
55-64 1800 ml 75 14 hr
65-74 2100 ml 85 12 hr
275 2400 ml 100 (max) 10 hr

Prescribe subcutaneous fluids using SC guidelines

Prescribe Maintenance fluids and diabetic fluids here.

Max rate is 100mi/hr.

Use seperate prescription chart if more bags are required Mark as 'Sheet 2

Type + Additions

Vol
{mi)

v/
SC

Rate
{mi/hr)

Start
time

Finish
time

Prescribed by
(Sign and Print)

Sel up by
(Sign and Print)

-

Use the box below to prescriba any additional fluids that are required for Replacement or Resuscitation
SRl g |tV | 19 [pe-00 & == —1C o3kors
'::
T
r‘\i -

Resuscitation: give Fluid Challange 250 to 500m! Plasmalyte 148 over 5 to 15 min. Stop and assess before repeat.
Request senior / ICU opinion if 2000mi insufficiant

LOT230

Version 2

Approved by Madicines Policies Sub-Committea

Approved: Aug 2016

Review: Aug 2019

Saa NHS Lathian Guidance for Intravenous Fluid and Electrolyte prescribing {on Intranet)




Date | 7 3/ i1

Name:

CHI/Unit No.

Cross

Angclla
J

ADULT FLUID BALANCE CHART

Today’s PEG/NG Feed:;

ml/24hr

TPN

mf!24hr

Total Input Goal:
ﬂuid Restricﬁgn:_

ml in 24hr
mlin 24hr

IV FLUIDS or SC FLUIDS
IV MEDICATION

Line 1

ORAL INPUT

" ENTERAL:

17 TPN/Other
NG/PEG/RIG |

_ Line 2

URINE

GASTRIC

DRAIN 1

DRAIN 2 |
__OTHER __

e.g.

Type of Fluid
0.18% NaCl/4% Glucose /20mmolKClI

Volume

_T-ypew —
e.g. Tea

Volume
e.g. 100 ml

Volume

Volume

Volume

Running
Total

Volume

Volume

Volume

| 06.00

AL

Cont+nred

(0O

07.00

10O

08.00

l='a R

09.00

1O

10.00

11.00

- 12.00

—t ] ] ] =] e -

| Stop and review. Escalate any concern to senior staff and document. Tick box to show review conducted, 0 and Sign/Print

13.00

14.00

15.00

1
|
— — — —

16.00 |

| Stop and review. Escalate any concern to senior staff and document. Tick box to show revie

w conducted, {1 and Sign/Print

- 17.00 |

18.00 |

" 19.00 |

[ 20.00

- 21.00 |

22.00 |

. 23.00

i 24.00

i
i 01.00
| 02.00

k- 03.00

| 04.00

05.00

Totals

[
ml ~ ~] = =] =] =] =] =] ~| =} =~} ~| ~|

F

-

" Total input é'nd-ajtf)ut

A+B+C+D

Total in

E+F+G+H

Total out |°

NOTES

24 Hr Balance

\w prescibing (on Inranel



520046326K F
CROSS Argella

JA Seoltn

Tl
i
|
|
|
! 77108
|

I

Il

i

22-May-G7 CHI: 220 567 1464

44 Woodh'.:rn Bank Midlothian

i

ADULT FLUID PRESCRIPTION CHART

Dat
g/l

Sheet no

NHS

N’/

e

!

Ward

{06

‘“lv fILIoS TOr ‘aoults: tor more details, see pocket guideline or App

Consider volume status: Hypovolaemic / Euvolaemic / Hypervolaemic

Does your patient need IV fluids? fso, are they needed for:

Maintenance, Replacement, or Resuscitation?

Write in Maintenance requirements in next 24 hours:

Lothian

Weight (kg)
Essential

Volume 30ml/kg

Sodium 1mmolikg

Potassium 1mmolikg (unless K*> 5.0)

mi

mmol

mmol

“ [Estimated oral intake in the next 24 hours|

ml. Oral intake will reduce the intravenous volume required

Never give more than 100 ml/hr of

0.18% NaCl / 4% Glucose: risk of hyponatraemia

if Sodium 2132 mmol/l, then Plasmalyte 148 should
be used for maintenance. Plasmalyte 148 not to be

used for maintenance in other circurnstances

Weight Masintenance Fluid Rate Equivalent to
(kg) Requirement in 24hr (mlhr) | 1000 ml over:
35-44 1200 ml 50 20 hr
45-54 1500 mi 65 16 hr
55-64 1800 mi 75 14 hr
65-74 2100 mi 85 12 hr
275 2400 mi 100 (max) 10 hr

Prescribe subcutaneous fluids using SC guidelines

Prescribe Maintenance fluids and diabetic fluids here.

Max rate is 100ml/hr.

Use separele prescription chert if more bags are required Mark as 'Sheet 2'

I Vol | IV/ | Rate Start Finish Prescribed by Set up by
Type + Additions (mi) | SC | (minry | time time (Sign and Print) (Sign and Print)
ALYTE 000 v
P LASAALYTE t W (250 | \q AV — Ao 5
PLASMALNTE teco v lieo [23-30 P N G\ 1A
Use the box below to prescribe any additionsl! fluids that are required for Replacement or Resuscitation

-

Resuscitation: give Fluid Chaﬂenge 250 to 500mi Plasmalyte 148 over 5 to 15 min. Stop and assess before repest.
Request senior / ICU opinion if 2000m! insufficient

LOT230

Version 2

Approved by Medicines Policies Sub-Committee

Approved: Aug 2016

Review: Aug 2019

See NHS Lothian Guidance for Intravenous Fluid and Electrolyte prescribing (on Intranet)




Date2€/ 2 /71

ADULT FLUID BALANCE CHART

NOTES

Name: Anaeiio CrosSSs Total Input Goal: ml in 24hr
CHI/Unit No. - _ _ Today’s PEG/NG Feed: ml/24hr _ TPN mii24hr__ Fluid Restriction: mi in 24hr
| v F';\",’ ProhoieRivati Line1 | ORALINPUT | eNERIC, TPR/Other URINE GASTRIC | DRAIN 1 77'2;‘::2;7%
Type of Fluid Volume Type Volume Volume Volume Volume Running Volume Volume Volume
e.0. 0.18% NaCl/4% Glucose 20mmolKCl e.g. Tea e.g. 100 mi Total

06.00 !

07.00 /

08.00 !

09.00 !

10.00 /

11.00 !

12.00 / -
Stop and review. Escalate any concern to senior staff and document. Tick box to show review conducted, [0 and Sign/Print

13.00 /

14.00 / .

15.00 /

16.00 /
Stop and review. Escalate any concern to senior staff and document. Tick box to show review conducted, O and Sign/Print

17.00 ' !

18.00 !

19.00 | O gcunte  {ooe 20 !

20.00 ~ 230 !

21.00 2s0 !

22.00 25O !

2800 |Plasmalyt+e  C(000) [10D !

24.00 > 00 /

01.00 100 !

02.00 100 /

03.00 100 f

04.00 100 !

05.00 1 QO !
Totals A B C D E F G H

Total input and output A+B+C+D Total in E+F+G+H Total out
24 Hr Balance

—_—————

See NHS Lothian-Guidance_for Intravenous Fluid and Electrolyte prescribing {on Intranet)

Qe



Ward:

o6 Site: (€& Date: 2 /3 /171

This ¢are rounding document should be used in non-acute
areas and should be supported by an additional person-centred
care plan. Registered Nurses should use clinical judgement
based on risk assessment, clinical condition and essential care
needs to plan frequency.

1hrly 2 brly hrly (please circle/complete)

Print name and sign _C -OS bome (0SBORAE)

Addresso

C20045326K F
CROS3S Angelis
22-May-67 CHI:220 £57 1434
77105 JA Scott
<4 Woodburn Bank Mid!athian
EH2Z 2E

LT

Y

graph, or

Codes () Yes, (N) No, (N/A) nat applicable, (D) Declined (AS) Asleep (1) Independent, (NW) nat on wggg. (TH

heatre,

Time of Care Rounding of et \2 [V 7
Oocument the exact time care rounding took place e.g. 0830 5'.‘-(— <. oo 02 1,00 \
08.00 am «4——— 24 hourpericd ——p  07.00 am

74

a
L7

Waterlow score less than 10 low risk requires only a daily ski
Use codes for outcome of skin review

review

Personal Care Type

o
o Watertow 10+ - Visual Skin Check (tick)
(&) - -
Outcome of skin review: (H)Healthy Ly \A
o - nwinw| | | 1
@ (R} Red, (P} Purple (B) Broken {BL) Blister
E Vulnerable areas? (circis areas of damage) Heel (L} (R), Hlips (L){R), Jacrum, Spine, Other.................
o If changes in oulcome of skin check, consider continence statu$, revigw frecpuency of CRand update care ptan
= Have you changed position since 1
7]
7] last CR2 i -l/ \1
@ Positioning (R) or (L) side (B) Back (C) Chair | @\ g
o Mattress type / Cushion type please statelfype: Y aflex
Do you need the toilet? C ~
Is the patient continent of urine? \
c
o] (at time of Care Rounding) ‘T \.A \ \1
= Continence product changed/offered? e . N
£ Catheter care performed? 1/ , NI
§ Catheter bundle updated daily posilion catheter below the bipddef f nf more than 2/3 full with connections intact
w Is patient continent of faeces? - ’ \‘f
_(.at time of Care Rounding) al \4
Bowel function monitored Observe bowe fundfior gndupdate daily
© = [Would you like a drink?
'S .© [Ensure fluids are within easy reach frsT % \/‘J
i = [Fluid Balance Chart (if clinically indicated) 4 ' V) 1 \1
=
b 2 When did you last eat? AT M 2
I.E of | (B)Breakfast ( L) Lunch (D) Dinner (S )Snack (NBM) Nil by Mouth | ‘A) A¥sistance _ Update Food Chart if required
Oral Hygiene Pertormed (reftoriskassessment) {{ | | s
Appropriate Footwear? - | \U N Y
Walking aid available(and within reach) -~ |7 1 I
Ares de-cluttered? 7 A 1Y
2 Chair and bed height assessed? v [\A \ [ M
© i i
w F;llls alarm m-|uZT ind atta?ct;}:d? ) - A
asses available for use? (if worn
Hearing aid available for use? (if worn) -~ / \ /
Requires close observation for commode, toilet, b‘athing or s&owering YO N-H
. . "
.g Are you in pain? Y M \ N Y,
Analgesia Given? ‘ ]
: v M \'/
Peripheral Venous Cannula observed? ! ‘A f‘]
— L9 ]
o Observe for signs of inflammation/swelling at'every CR Fesgion. Bt dle/YIP score to be updated daily
A Are you comfortable?  Y/N v |\U /
8 Anything else 1 can do for you? M2 ™~
Buzzer within easy reach 9 [\ Vi
|

P ST
e
R I

b

£z ]

A ull
:‘1
4 ‘8}& L

<

LOT1102

Aug 2016 Care Rounding Version 10 {Acute)
Page 10t 2

Author: Quality Improvement Support Team



pr—

. O =\,
Werd: \Qlp _ Siter LOC | Dater HTZ T/

This care rounding document should be used in non‘acute
areas and should be supported by an additional person-centred
care plan. Registered Nurses should use clinical judgement
based on risk assessment, clinical condition and essential care
needs to plan frequency S :

'--o '.u,

fhrly 2 hrly 3 hrly - ﬂ hrly 7(please circlefcomplete)

Print name and sign _ (i k\GJ::ﬁ \ 6\.\)&‘?@;@

Addressograph, or

ome e SM Cross

Dos

22[s) 6

Unit no./ CHI

“

NHS
Lothian

Codes (Y) Yes, (N) No, (N/A) nat applicable,(D) Declined (AS) Asleep (1) Independent, (NW) nat an ward, (TH) Theatre,

Time of Care Rounding Q&QQ
Oocument the exact time care rounding took place e.g. 0830 )
08.00 am «4——— 24 hour period ——» 07.00 am
Watertow score less than 10 low risk requires only a daily skin review:
® Use codes for outcome of skin review
o Waterlow 10+ - Visua!l Skin Check (tick)
o Outcome of skin review: (H) Healthy L.
o (R) Red, (P} Purple (B) Broken (BL) Blister D
& Vulnerable areas? (e areas of damage) Heel (L) (R}, Hips (L} (R), Sacrum, Spine, Other.........c..co...
@ f changes in autcome of skin check, consider cantinence status, review frequency of CR and update care plan
7 Have you changed position since o
7] last CR?
5.", Positioning (R} or (L} side (B) Back (C) Chair | R -
Mattress type / Cushion type please state type:
Do you need the toilet? %)
c Is the patient continent of urine?
o {at time of Care Rounding) \/
® Continence product changed/offered? \
£ Catheter care performed? N _
§ Catheler bundle updated daily pasition catheter below the bladder / no mare than 2/3 full with connections intact
w Is patient continent of faeces? \
at time of Care Rounding} }
Bowel function monitored Observe bowel function and update daily
o c (Would you like a drink? wo
'S @ [Ensure fluids are within easy reach
w g Fluid Balance Chart (if clinically indicated) I
B g When did you last eat? R
E of | (B} Breakiast( L) Lunch (D} Dinner (S )Snack (NBM} Nil by Mauth ( A) Assistance __ Update Faad Chart if required
Oral Hygiene Performed (ref to risk sssessment) [T
~ | Appropriate Footwear? y
Woalking aid available(and within reach) N
Area de-cluttered? ' \
2 Chair and bed height sssessed? L
u‘? Falls alarm in use and attached? o0
Glasses available for use? (if worn)
Hearing aid available for use? (if worn} NS
Requires close observation for commode, toilet, bathing or showering Y O N [J
c Are you in pain? Y
& Analgesia Given? y
Peripheral Venous Cannula observed? s
— T e o e . T
© Observe for signs of inflammation/swelling at every CR session. Bundle/VIP score to be updated daily
?;’ Are you comfortable? YIN Y
8 Anything else | can do for you? W)
Buzzer within easy reach y
Parsonal Care Type (specify) Time Given
Initials — dacument at time of care delivery O |

Page 201 2




Ward: (o . Sitee ¥ Date: 2 3&71_y -
- . . l 620045326K F NH S
This care rounding document should be used in non-acute CROSS Angetia
areas and shogld be supported by an addltl_or_‘nal p_nerson-centred l 22-May-67 CHI 220 567 1464 Lothian
care plan. Registered Nurses should use clinical judgement 77106 JA Scolt
based on risk assessment, clinical condition and essential care | 44 Woodburn Bank Midfothian
needs to plan frequency. '=H2" .
- l""‘!ﬁ'!"l’ ORI GIO
1hrly 2 hrly @ hrly (please circle/complete) y AR LR g J i il
Print name and sign _C- OSbhome (0S BORNE)
Codes (Y} Yes, (N) No, {N/A) nat applicable,(D) Declined (AS) Asleep (I) Independent, (NW) not on ward, (TH) Theatre,
Time of Care Rounding =20
Document the exact time care rounding took place e.g. 0830 ’Cf (8]0)] ?J.-o\l 00
08.00 am «4——— 24 hour pericd ——P 07.00 am
Waterlow score less than 10 JOw NSk requires only a daily skin review:
@ Use codes for outcome of skin review
© Waterlow 10+ - Visual Skin Check (tick)
o - -
Qutcome of skin review: (H)Healthy
g (R} Red, (F)Pumple (B) Broken {BL) Blister H NS NS
E Vulnerable areas? (cie areas of damage) Heel (L) {(R), Hips (L} (R), Sacrum, Spine, Other.................
@ If changes in outcome of skin check, consider continence status, review frequency of CR and update care plan
= Have you changed position since
pre —_
#  |lastCR? I o 'Y
g Positioning (R) or (L) side (B) Back (C) Chair | 4 | 3 |1~ _
Q- Mattress type / Cushion type please stale type:
Do you need the toilet? EN
Is the patient continent of urine?
c
g (at time of Care Rounding) ‘1 Y 8 Y
b Continence product changed/offered? A | A
S |Catheter care performed? = INalna A
§ Catheter bundie updated daily position catheter below the bladder / no more than 2/3 full with connections intact
w Is patient continent of faeces?
at lime of Care Roundin __(»{ Y U \/
Bowel function monitored Observe bowel function and update daily
w ¢ Would you like a drink?
'S .© {Ensure fluids are within easy reach “ W W (W
i ‘= |Fluid Balance Chart (if clinically indicated
u:: {if clinically indicated) (," Y 9 Y
T E When did you last eat? Ololp|P
,2 o8 | (B) Breakfast { L) Lunch (D) Dinner (S )Snack (NBM) Nil by Mouth ( A} Assistance __ Update Food Chart if required
Oral Hygiene Performed (ref to risk assessmeni) ! NI N
Appropriate Footwear? Y |y ¥ -
Walking aid available(and within reach} NI
Area de-cluttered? “YUly g |y
._“.’. Chair and bed height assessed? wHRAar y
u“_’ Falls alarm in use and attached? ~ |nA NA [NA
Glasses available for use? (if worn) p
Hearing aid available for use? (if worn) N N N
Requires close observation for commaode, toilet, bathing or showering Y J N [
< Are you in pain? AR
> Analgesia Given? ‘.( N (N
Peripheral Venous Cannula observed? G v N Y
E Observe for signs of inflammation/swelling at every CR session. Bundle/VIP score to be updated daily
2 Are you comfortable?  Y/N GiIYIYlY
8 Anything else | can do for you? N NN N
Buzzer within easy reach 9 iY[(ylY
Personal Care Type (specify} Time Given
Imhéls" 'document at’ llme of care delwery + 5\" O B o
SRRy R VR ol i &

LOT1102  Aug 2016 Care Rounding Version 10 {Acute) Author: Quality Improvemnent Support Team
Page 1ol 2



\Ward:

106 Site: 2 (& - Date V(3 /11

This care rounding document should be used in non-acute :
areas and should be supported by an additional person-centred | |
care plan. Registered Nurses should use clinical judgement

based on risk assessment, clinical condition and essential care
needs to plan frequency.

thily  2hily @hrp hrly (please circle/complete)
Print name and sign__C - OSbOMc  (0SBorA &)

AdAdraccnn

§20045326K F
CROSS Angella
Zz-May-57 CHY: 220 567 1464

mn

05 JA Scalt

ranb A

4 Woodburs Bank Micdiothaan .

i

LU

H22 ZEY

(B -

il

NHs

Lothian

Codes (¥) Yes, {N) No, (N/A) nol applicable,(D) Declined (AS) Asleep () Independent, {NW) not on werd, {TH) Theatre,

Time of Care Rounding
Document the exact time care rounding took place e.g. 0830 C

)\;\GS -\\‘\‘\

2N 60(‘: 20

00

24 1%
o0 | %o

08.00 am «4——— 24 hour

period —— 07.00 am

Use codes for outcome ot skin review

Waterlow score less than 10 low risk requires only a daily skin review:

Waterlow 10+ - Visual Skin Check (tick)

Outcome of skin review: (H) Healthy
{R) Red, (P} Purple {B) Broken (BL) Blister

Jispas| \gns

Ns s

Vulnerable areas? (gris areas of damage)

Heel (L) (R), Hips

(LR

). Sacrum, Spine, Other........

f changes in outcome of skin check, consider continence status, review

frequency of CR &

nd update care plan

\ Nl
Elimination Pr%ure Area Care

Have you changed position since .
last CR? c|sllizlr &
Positioning (R) or (L) side (B) Back (C) Chair {{> | 5[, | R | B B
Mattress type / Cushion type please state type:

Do you need the toilet? T | = ! I | |
Is the patient continent of uring? A
{at lime ot Care Rounding) ™~ 7/ 7 y y
Continence product changed/offered? M WaialN A e | by
Catheter care performed? A [0 A N A A VA s

Catheter bundle updated daily  position cathe

er below the bladder / no more than

273 full with

connections intact

Is patient continent of fagces?

at lime of Care Rounding} Lf \‘ 7/ Y )’ 7
Bowel function monitored Observe bowel function and update daily
o = (Would you like a drink?
'S © [Ensure fluids are within easy reach wd.| W VW W A5 |As
— o) - . .. s g
u: = Fluid Balance Chart (if clinically indicaled) “ A NIN v N
B 3 |When did you last eat? R |slLis|s |$
IE of [ (B)Breakfast (L) Lunch (D) Dinner (S )Snack (NBM) Nil by Mouth ( A) Assistance Update Faod Chart if required
Oral Hygiene Performed (ref to risk assessment) (1 [ [
- | Appropriate Footwear? MiIMIY [ YLY |y
Walking aid availeble(and within reach) A SRINANA (VA | Mg
Area de-cluttered? gl qlY [ Yly | v
2 Chair and bed height assessed? SIN|IN N v [V
= [Falls alarm in use and attached? Sl oln (Nale [
Glasses available for use? (if worn) \/
Hearing aid available for use? (if worn) "f "‘( ‘/ ‘/ Y/
| Requires close observation for commode, toilet, bathing or showéring YO N [
c Are you in pain? | M \/ N I~ A
o Analgesia Given? : ~ /
o | V7
_ UMY Y
Peripheral Venous Cannula cbserved? w[ Y \/ Y ¥
© " Observe for signs of inflammation/swelling at every CR session. Bundle/VIP score to be updated daily
2 Are you comfortable? YIN Moy lY YIY |7
& Anything else | can do for you? NI NN~ [~
Buzzer within easy reach bo | WY | Y] [ 4
Personal Care Type (specify) Time Given !

Initials — document at time of care dalivery

0| ¢ NN

Pege 2 of 2




INSTRUCTIONS : :

1. Enter pationl dotaits into shaded blue celts in the celculator to the right,

2. G icin dosage regi witl g be d o
3. Print worksheet and place with preseription and sdmiinstation necord. - Creaurting Clearance (mlimin)
4, Usa tha table in the print oul 1o récond drug monitodng levels. . . Aga® (years)
IF CREATININE 'S HOT KNOWMN , SEE 80X 8 ON PAGE 2 FOR INSTRUCTIONS ON L '
HOW TO GIVE THE FIRST DOSE OF GENTAMICIH Hoight" (cm}
Caiculamr verslon: Version 2.3; February 2017 ' ‘ OR Haight™ (fee?)
Print date: 01022017 17:48 : ) - finches) .
3 Actunt Body Waight® (g}
Sex" {mA) N
- Patlent Name: Creatinine® (pmolit} (HOT oGFR} -
' Caution if nat stablo :
Creatintna Clearanta (mi'min) : . i

. Eields marked with * 2ro mandatory (height can be recorded in either cm OR feol & Pn’;dkﬁd daslng Inf s
Inches) ;
CHI Number: : s Wil
h ' Admlnlsteryﬁin 1 hour of recagnising sepsis to reduce morality ST o i. BRI
Caicuiation must be checked by person inistering first dose lChocI:ed by: R " Lo
.. Preseribe gentamicin Yas charted? on the prescription and administralin: record; usé thet table beléw 16 prescrbe individual doses” - . L
.- 1 Gentamicin Rreseription Record 27 v /oy om0 + fotm 7 pAdministration.Record ¥ 32 5% AN ST faT T aMonitoring Record.
Check creatinine €in is adminisiared (In
| EVERYday +and administration
w . Creatinine
Dateitime (HmoliLy
280212017
01/03/2017 "
. . nMaCI0.0% (] .
Gereamion ! . ‘ -
01/03/2017 ) i g ear e | o cucensh [ o 0. com ‘ . S s i .
! . : : . 24 houtty 48 hourly Withtsold Stop -
Tl 0210312007 toet : ' i ] ] O
02/03/2017 . ~ . . .
) Gertamicin bt shwmya piven every dar; In NaCl 0. 0% D '
03/03/2017 chwck mday b T day oraueme % ) : - ‘
. ) 03/03/2017 nragefon [ ) ’ ' .
0410312017 Gercamicin 't atwayn ghven mvary day; : s
check Ty in the day
et e it b 2 Ty —i T e e T P ey
: "AFTER 3 DAYS R EED FOR CONTIHUED GENTAMICIN + SEE GUIDANCE 0:f MICROGUID)
RN DA SEEY R TR S Rt v A vk e ARl ph i de R e it SRS Sy ek
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05/03/12017
0410312017 e
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0610342017 G"""'T'p’?ﬁ:';m?'" o |apmen | _ 5o et
; P |2voty L bty L wens L[] swe [J| -
10372017 ‘ ' ' R ) | Dot
i " Gareamiciniant shways g oy |Pracioms L) ‘ 1 Son aed print nawne:
. N b my’; m:“'" F ] o gucose 5% 0
noaty L1 advewty (] wewmes L[] swe L.J
- 06/03/2017 : ’ . Datatvionar
Genarmicin st abways piven svary iy, mraciome [ : Sign and prt name:
e oy nmany | g [0 ' -
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- C: MONITORING GUIOELINES

A: SIGNS OF GENTAMICIN TOXICITY
RENAL:

+  Decreased urine output/oliguria

» Inereasod serum creetinine

OTONESTIBULAR : development of NEW:
+ linnitus
» dizziness
= poor balance
» hearing loss
+ oscillating vision

B: HOW TO GIVE FIRST DOSE OF GENTAMICIN
WHEN CREATININE NOT KNOWN

+ Give Smg/kg (max 400mg) gentamicin
OR IF CKD §: give 2.5mg/kg {max 180mg) gentamicin on advica of
senior medical siaff :

* Round doses o the nearest multiple of 20mg
» Check treatinine

* Once creatinine is known, use calculator to determine dose regimen and
follow monitoring guidetines

* Chock lovel batween 8 -14 hrs after initial dose and follow guidalines

~1F CREATININE CLEARANCE IS »>=  Zimlmin,

= Mzake sure atl doses are documented with the date and time of admin)stration

Teke e sample 6 — 14 hours atter the stan of the first infusion and every infusion thereafter
Record the exact time of the dose and sample

Record the serum conceniration on the monltoring record (overleaf) end determine
appropriate next dosefinterval from the chart {left)

The plot will indlcate one of 3 options:
(1) continue present desage regimen OR
{2) ad]ust dosage Interval OR
{3) withhold and resample after 24 houre

i the concantration talls exactly on the ling choasa the aption above the line and seek
advica from Pharmacy

Seek edvica from Phammecy or Microbiotogy If help neeted to interpret the result or it
concenuation unexpectedly high or low

Menitor serum creatinine concentrations caity
Teke o further sample 6 -14 hours after each dose
Do not continue with treatment for more than 3 days unless recommended by 2 specialist

consultany, 10 physician or microblology, The WOS policy {  aveiahle on the entibiciic app or
on the intranet ) gives more guidance.

IF CREATININE CLEARANCE IS s2imlmin

Make sura efl doses are documented with the date and time of edministration
Teke a sample 24 hours after the start of the first infusion
Record the exact time of the dose and sample

Recond the serum concentration on the monitoring recard (overteel). Oo not give a
further dosé urtil the level is <1mgiL

Seek advice fam Pharmacy or Microbiolegy if you are unsure how to interpret the
rasull or if concantration very low

Monitor serum creatinine concentrations daily

i therapy to continue, lake edditional samples every 24 hours and give e further dose
only when the measured concentration is <1mgilL

Da not continue with treatment for more than 3 days unless recommended by a specialist
consuliant, [0 physician or microbiclogy. The IVOS policy (  availacle on the anlitiotic agp
oron the intranet ) gives mare guidance.




National Early Warning Score (NEWS) Chart

[ \=INTH

320045326K F Lothian
CROSS Angella

22-May-67 CHI: 220 567 1464

77166 JA Scot o Consultant: Date chart commenced:

«%\;\éo;;;::isink Tn’dblmjan . This is chart number this admission

INEAAREERRIE | | weorencua koo Estimored ks
ASU: Woard:

Conscious Level Chart to be completed when clinically indicated

Date
Time

c Spontanecusly |4

[«}]

8- To speech |3
L To pain |2
—
<€ Nane |1
&) -

" Orientated |5 5,
— @
<EE Confused |4 R
S 35 ; §5

>89 Inappropriate words |3 23
-— o Q
Ok ] B2
$] 5 | Incomprehensible sounds |2 B E
==
= None [1 w
O Obey commands |6 e
8 . Localise to pain |5 é o
o3 , s €
< =34 Flexion to pain |4 22
— = 88
0] 7 2 Abnormal flexion |3 S
m . . &
Extension to pain |2 2 ®
<f
Nane |1
Total GCS Score
Size
N . T 58
Right Pupil Reaction 28
2069
Size Bod
== c .
Left PUpI' Reaction + . d
Normal power
L
— Mild weakness &

7)) - =2
rd < Severe weakness _5._,.§
LLI e . s Q

Extension 52
= RS e
w No response sE
ol
> Normal power = g
@] . L3
s Mild weakness 2 ?g
o 3 Severe weakness 3 g
EE
= u! Extension 22
- 2
- No response 8 .
o
Initials L

PupilScolemm  1- 20 30 4@ 5@ ¢@ 7@ a.

REMEMBER -+ Record al] observations on NEWS chaft®,* =~

* Document any deterioration in the notes - remember the Structured Response Tool

* Escalate your frequency of observations

+ If at any paint during your assessment you are concerned about your patient - CALL FOR HELP J

~

x|

Assess

Possible Actions

AIRWAY - AlRisk

Is the airway - ..
*  Patent "

«  Obstructed

— Suctian if indicated -

— Head {ilt, chin liftfjaw thrust

— Airway Adjuncts ot
— Administer Oxygen

— Call 2222 if at risk

BREATHlNG * Noises +/- percussion, palpation & auscultation

* Respiratory rate
- SpO2 -
»  Accessory muscle use

»  Position / pasture

0

— Administer prescribed Oxygen to maintain
salturations 94%-38% (NB COPD 88%-92%)

— Monitor SpO2 / ABGs

— Consider chest x-ray

— Treat underlying cause

— Call 2222 if not breathing

CIRCULATION

Pulse

Blood Prassure '

Capillary refill time

Care temperature / calour

Urine autput ]

»  Consider 4 body cavitias for fluid & blood loss
(4 + on the floor) .

*  Monitor drain losses r

. s s s

— Obtain IV access

— Obtain blood samples

— Prepare fiuid challenge

— Initiate Fluid Balance Chart

— Call 2222 if no circulation

— Consider initiating Major Haemorrhage Protocol

— Monitor respanse ta actions .

DISABILITY «  GCS, on-going neuro assessment \

+«  AVPU for initial assessment

= ABC's & treat hypoxia or hypovolaemia

— Re-assess GCS
— Check bload glucose if less than 4mmols/litre
activate hypoglycaemia protocol

A=Alet  V=Voice/Verbal |* Blood Glucose — Check Drug Chart
P = Pain U =Unresponsive | =  Drugs — Remember accurate documentation
*  Top to toe examination — Control bleeding
*  Look for evidence of blood loss / rashes / — Treat any underlying conditions identified
EXPOSURE drains / wounds etc 3 — Reassess

— Maintain patient's dignity
— Evaluate actions

Pain Assessment and Management Guidelines

Cancer-related pain: Always score worst pain in the last 24 hours or since last assessment: refer to Pallistive Care Guidelines

Acute Pain: Score current pain on movement, e.g. deep breathing: refer to Acute Pain Guidelines

Persistent’painkL b orabove which distresseslthe patient'andlislunresponsive,to guidenes
¥

ICalllMedicallSEtliSeniogNurseXNurse
— ¥

Forfurtherfadvice;contact:

—

¥

v

ACUTE H

PALLIATIVE

Mon-Fri: Bleep Acute Pain Team
Qut of Haurs: On-call Anaesthatist

Man-Fri: Bleep Palliative Care Teaam
Out of Hours: Via Switchboard

[;Eﬂnégma BN sesTScoreT0) Epidural Motor Block Score
R NI please do not ¥ motor block column

0 None 0 - No Nauses < 0 - Full Power

Continue to assess pain at least daily

1-3 Mild 1 - Nausea 1 - Weak but able to raise legs

Continue to assess pain with routine Consider anti-emetic

observations, must be at least daily AN 2 - Able to bend knees

4-5 Moderste 2 - Nausea / Vomiting’, '“

Assess, administer and review Administer anti-emetic {,'-’ 8 3 - Minimal movement

analgesia as appropriate for patient .

6-10 Severe 3 - Persistent Nausea &/or Vomiting 4 - Paralysis

Assess, administer and review Contact Doctor h

analgesia as appropriste for patient S If score 2 or above please immediately
Using ag%priate Using guidelines’prescribe’/ givelll® contaci the Acute Pain Team or On-Call
LCothianiGuidelines antiemeticsjand,review Anaesthetist if out of hours

Ref: MPS NHS Lothian 2016

L4

Oate of Publication - April 2016 Review Date - April 2017 LOT387

®



J
NEWS Key Date:l2 Y\Livt [ oVguhi - 3 Y3 N 317 B 22 HY Date | Patient Name: | CHl:
- ; y 2 T
DEEA Time:\0u=4- SO AR QN2 0 100660 \° {%@ng SIOE R EZ2 ie ime . ' _
225 3 | z Special Instructions - to be completed by Medical Team
2 T | 21-24 — T .
Respiratory 21.24 ~HE=re= Frert = | Atotal NEWS scare of or individual parameter:of f&de7:” . -
- L : o 12-20 ol AR ; X R S 7
Rate 1;_?3 e \Q& 1§ L 1 R__\S__i_""/___ll} : I(}P “-ﬂ [ :”‘ KT is acceptable for this patient because . o e :
<8 - 3 8 Chmnl; : r ..-
S p02 :::::: Dotauh . N . Defayht . Mypoxla % ) .:_:‘3 —
288 | 20690 1 1969619 _[fo094 [ab | 41 A 90| 196190 4P 296 288 || Please escalate if
Medical Signatura 94-95 a5 (N-l. %qq: L 1]/ -1}5 94-95
:equirgﬂ tous_?h scale| 86-87 | 92-93 2 92-93 86-87
g:lr;nic Hy;:xia <85 <91 3 U591 s <85
sum Unrecordable I N N N D T A O D _ 1} | | Unrecordable Print si Designati
— - - - gn esignation
- " [ [#5 . s o
Inspired 02 % or litres b 2l oL 7-!/ e z 2L 20D \ RO Date Time {only valid if signed and dated)
=39° ‘ >390
1 ‘ e e e e
Temperature 38 rd 1:’)\( — BLL 28: *Regardiess of NEWS always escalate if concerned about a patient’s condition |
37¢ AR — . g ¥ 7 ‘ = e
i & | " L e KN s N | 360 NEWS Score Frequency,of Clinical,Response
<359 SN R A : . e ‘.,_f\f% - ] <350 Observations
3
3
NEWS 230 1 230 :
SCORE 320 - 2 220 Minimum 12 hourly /| + Continue routine NEWS monitoring with
| . :
uses 210 3 210 4 hourly in i every set of observations.
Systolic BP 200 8 ‘;\ 200 admission areas
\V_| & ;
[ . 190 - & 190
1 ‘? - &\
) 180 4 180
170 a 170
160 i A 3 160 4 i« Inform registered nurse )
150 i ii';f\é‘ ! A\ f;\ 0\ A T 150 Minimum 4 hourly : + Registered nurse assessment using
140 120] 2y e;;\S \/’\k\ I A‘ AN Hiz 140 Consider Structured ABC,DE ,
If manual BP 130 ~ 5 ) A 130 Response Tool  : *Review frequency of observations
mark as 120\ : — (s A 120 Consider Fluid i *Inform Nurse in Charge
M — 10 ' ' VI ¢ ’,\ - Nl 110 onsicer Tl : *If ongoing concern, escalate to
100 f— Ve v R T 1100 \ PeeneeChet L medical Team )
¥ (L= | I V \I +J 2 ~ / 1 .
90 LA ==L =ty SN, - _— 90 ;
80 — Sv"i v Lz - %‘% : L/ 80 : » Registered nurse assessment )
70 19 2 7Y 70 increase frequency : «Inform Nurse in Charge
60 2 -1 60 Total 57 6% to a minimum of : « Escalate to Medical Team as per local
50 : 50 @ 1 hourly . escalation
Unrecordable 3 Unrecordable 3'in"one) Start Structured  © ° Urgent medical assessme{nt .
3 Response Tool  : ° Mar!agemgnt plan fo be discussed with
>140 3 >140 . : Senior Trainee or above
130 130 Start Fluid : «+ Consider level of monitoring required in
| 2 Balance Chart : . L
. 120§ 2 120 : relation to clinical care .
\ 110 - 110 : -
100 25 - TR 1 ;gc | Continuous  : * Registered nurse to assess immediately
Heart Rate 0 ~ 1. K I ¢ 3 v EEEEN monitoring ¢« Inform Nurse in Charge
ool Lt - |- 1Ol ~ [ hd % .. of vital signs : » Request immediate assessment by
70 T, T < 70 Total 7 Stort S 4 | SeniorTrainee or above
60 A I 60 or more tart Structured ., cage to be discussed with supervising
50 50 Response Tool :
1 |0 :  Consultant
40 - T 3 0 Start Fluid !« If appropriate contact Critical Care for
30 / 3 L Balance Chart I review Y,
Regular YIN[ 1Y [Y I IV Y I Y ]/ j I NIREACACENA Regular Y/N = ot
Conscious N EAAVAPANINANVACA i K1 71717 [ VT 7TV Alert
iou v . .
viP/uy > v/P/U NEWS >4 Think Sepsis
Level  IowConfusion | — | — — o} ] | 3 S . e New Confusion e -—-—
ota ore lfg) @ @ Ol | O O \ 71% % 5 2 212 a A Total NEWS score Are any 2 or more SIRS criteria present?
| Urine output recorded Y/N NA |~ NAalpA | NPUTY S A _{ | | Urine output recorded | Temperature Ml | 236°Cor>38°CH 1! Givegyggg;go;ta_rge_t_'s\ra_lyralion
Blood Glucose NA S NA VA 2&&&}( Blood Glucose 1 m 90 b/l . (NBTOPD 88%Y92%
Frequency of Observations o ° le 0 ; Frequency of Obs. X it m
Stractured Response Tool YN N RPN N SRT YN il Mwhite'cell Count <4 =12 1P [1odnuidsur,lc,20mikg
i . Escalation Y/N e —_—— < Take blood cultures
Escalation _Y/N N INARY N NN I I Y/ o] ————— b
Pain score (0-10) O lolo Dlo b IhIn| o100 [Z [ 2 & A Pain score {0-10) Q Respiratory Rate’| >120 bpm N 2} ['4 ¥ Measure lactate and FBC
Nausea score (0-3) O 0 o D100 ol V() N | VTN - Nausea score {0-3) = [ Mental state TR = . g
« > Give |V, antibiotics
Motor Block score (0-4) A Motor Block score (0-4} | | m Blood S >7.7mmolh 3
Sensation 5 5 ( In _ aensatlont non-diabetic
Movement . L oJIN - e N N I P T [N ovemen - . . . e
initials Ol A IS [ €0l cola KM WV TN [T VN Intials and clinical suspicion of infection = SEPSIS



ROYAL INFIRMARY OF EDINBURGH NHS osaask F
EMERGENCY DEPARTMENT vy awad C:fg:fs’;c,f, 267 1464
:‘-:‘ V;co:ir':;u?:os.;nk Midlothian
i i 2“:?""!:: g ;
Advorss s
Reactions l —— ;
WEIght .............................. DRUG AND PHESCRIPTION HECOHD Date &‘8&"% ......
ONCE ONLY PRESCRIPTION

Prescriber’s Time | Given By |Checked By
Signature Given (Initiats) (Inltlals)

IS (66| Co- cobpmeen. 3950 | Amass|oxa| 22 L o5l £

PE(Lrt | (0S| Cla 0L 5:0)9' otr| =T | 6*| [}

Date Time Drug (Approved Name) Dose |Route

Oxygen Yo target sats

via np/mask/nrbn

SEWS Are any of the following present? Think sepsis - start sepsis 6
SCORE Clinical signs of infection O Complete within one hour
PLUS 2 of these: 1. Consider high flow Oz ]
. | Temp >38 or <36 O | 2. Measure lactate O
1 Hr >90 bpm o H 3. Blood cultures ]
RR >20 bpm O 4. |V antibiotics o
Acutely altered mental status a 5. IV fluids 0
WCC >12 or<4 O :
6. Measure urine output O
ﬁ?g:EE BM >7 (unless diabetic) o P
Initials and Time:
THAN Age >70 O

A

If above indicators combine with hypotension or raised lactate, |Reason why sepsis 6 not used:
discuss with Consultant

LU 067 Revised September 2014



TIME OF RECORDING —

Spontaneous 4
EYES Speech 3
Pain 2
None 1
Criented 5
Confused 4
VERBAL |lwords 3
GLASGOW Sounds 2
COMA None 1
SCORE
To Command [
Localisas 5
MOVEMENT Withdrawal 4
Flexion 3
Extension 2
None 1
14.15 .
ToTAL ['213
9-11
<8
Size
RIGHT
Reaction
PUPILS
Size
LEFT
Reaction
PUPIL SIZE 1mm e 2mm ® 3mm @ amm @ Smm . 6mm .
VERY SEVERE -10
SEVERE ____ 6-8
MODERATE
MILD 1-3
NONE 0
>25
BLOOD SUGAR 15-25
4.15
<4
»>30
URINE QUTPUT (mis/hr) =
<30
Key = 0] < I I
16— SEWS 35
2—=j| SCORE |[s10
3 >10

If Sews > 3 contact senior doctor



TIME OF RECORDING

200 200
180 190
180 180
170 170
160 160
BLOOD PRESSURE ~ '*° 150
140 140
130 130
120 120
10 140
. 100 — I 100
Score if 90 20
SySlO"C 80 80
falls within 70 70
parameters &0 60
50 50
40 40
a0 20
ENTER VALUE [F SYSTOUC S8ELOW 30— Entor vahag i
Systolic bolow 30
ENTER VALUE ABOVE 180 ———3 provlimog
180 180
160 160
140 140
120 120
PULSE RATE
100 p———t—ef- +—1 100
80 80
60 60
50 ——— — 50
40 40
30 30
ENTER VALUE BELOW 30 BPM —3» Entor volue
30 8PM
ENTER VALUE ABOVE 40 RPM ——3- rinrlyor 8
40 40
35 as
30 20
25
RESPIRATORY RATE , T | 1 &
20 20
15 15
10 10
8 —— —8
ENTER VALUE BELOW 8 RPN ~=jo Entor vokay
bolow B APM
30° age
3g° . TR age
ar are
TEMPERATURE
36° ——r e ] 2g°
35° 350
34" 345
SAO2 »93
90-92
85-89
<85

Inspired Q2% %o




ILV. LINE 1 locatton
Time prescribed | Fluid volume start finlsh PRESCRIBER'S SIGNATURE | given by
Added Drugs dose start finlsh PRESCRIBER'S SIGNATURE | added by
I.V. LINE 2 location
Time prescribed | Fluid volume start finish PRESCRIBER’S SIGNATURE | given by
Added Drugs dose start finish PRESCRIBER’S SIGNATURE | added by
DISCHARGE DRUGS
Drug name dose frequency duration instructions signature

DRUG INFUSION

Rate (mishr)

Level

Pump No:

|;Amount Infused

Rate (mihr)

Level

Pump No:

I@Amoun! Inlused

Rate (mihr}

Level

Pump No:

lfAmoun! Intused

Rate {mitr}

Level

Pump No:

|5Amaum Intused




Qld Dalkeith Road

. . - PR Royal Infirmary of Edinburgh
University Hospitals Division 51 Little France Crescent ' N H S

Edinburgh EH16 4SA

Lothian
Department of Acute Medicine
Dr Aspinall : | Date First Created : 20/10/2022
Newbattle Medical Practice Date Authorised :
Blackcot . Date/Time Printed : 21/10/2022 16:21.
Mayfield ) : Our Ref :620045326K
Midlothian : CHI : 2205671464
EH22 4AA
Team 1
Dr M Young E‘
Dr S Hant
Or H Narayan “
Di L Bamr
. . : D7 K Strachan E
Patient: Angella Cross UHPI: 620045326K gr E:am‘s
44 qudburp Bank . Date of Birth: 22/05/1967 _ o S M‘;i"'(enzie \ E
Dalkeith . Dr E Morvison :
EH22 2EY
. PAST Si ta
: 01313251"2 1?43? v .
Ward: Ward 207 RIE )
. Team 2
' : : Dr S Dummer w
Consultant: Or Pauline J Jones Admission Date:  18/10/2022 . Dr P Jones e
H . Dr J Rent
Discharge Date: 21/10/2022 _ Dr 3 Hammison 2
Dr J Dear
Dr | Theth
_ Dr N Zammit &~
Allergen (Group to which Allergen belongs) | Reaction : Dr S Elawad .Z‘J
***No Known Drug Allergies _ PAfTeam Secretary .
- . 01312421440 7 Q
Team 3 ~d
Amlodipine 5mg tablets . | DF 3 Smpson o
Dose Route Frequancy Days Supply |To Continue Dr M Lyall ) .'Q_')
: : A Dr R Musph
5mg Oral Once daily at 0700 7 Y D: K Li::gny <~
[Notes: . Or E Sandilands (s
Bisoprolol 2.5mg tablets _ - _ OriAdam = . &3,
Dose Route Frequency Days Supply |To Continue PAfTeam Secretary :
25mg Oral Once daily at 1400 7 Y 0131 242 2038 -
Notes: ' - | Team 4 ‘
Mirtazapine 30mg tablets ‘ g”‘ Lackman
- v - 7 A Veiraiah
Dose . |Route Frequency Days Supply |To Continue O F Gibb
30mg Oral Once daily at 2200 7 Y O L Nicol
- - - D¢ A Dover
|Notes: . . Dr A Jaap
Omaprazole 20mg gastro-resistant capsules . , g: IJJ:"—';":t;‘re
Dose Route Frequency - Days Supply |To Continue Ds A Coull
20 mg Oral Twice daily at 0700 & 1800 |7 Y Dr N Hunler
Notes: - PA/Team Secretary
01312421438
PreScribed BY ...oocceeevemvenreerennennens Date.....ccverernnenes Print Name............ R—— o
Dispensed By .....cccocererinenscnnnnenae Date.......ccceeeee. Print Name,...oonnee. reraens . _
Final Chack ......c.ccccreemvrierrenerenes S Date.......cccovererae Print Name..........cocevveenes OPD2 Secretaries
Verified By ....................................... Date.......ccceveeeeee. Print Name...oooovereeceeees T D131 242 1481

Page 1 of 3



51 Little France Crescent

University Hospitals Division Royal Infirmary of Edinburgh

Old Dalkeith Road
Edinburgh EH16 43A

N
N o/

Cont'd... .Ref: 620045326K Patient Name: Angella Cross
Peptac liquid .. . .
Dose Route Frequency Days Supply [To Continue
15 mL Oral PRN For acid reflux 7 Y
Notes: .

Prescribed BY .....coccvnicsssnenennns ' Datewon. Print Name..........cocene.....
Dispensed By ................. [T Date.....oovvvivrvenne Print Name..............c...e.
Final Check .........cccuueues eereenmeneeren Date.....ccoorrrrrnnnn Print Name........ccc.....l.

rint Name....' ..................

Verified By ......... brererme e eaes BN 0 21 - T P

CHANGES TO DRUGS SINCE ADMISSION (relstive to ECS)
Stopped: o
Ramipril (difficulty swallowing tablets)
Propranoiol - started on bisoprolol for hypertension
Started:
Amlodipine Smg OD - high BP

~ Omeprazole 20mg OD ~ chronic cough ?reflux
Peptac 15ml PRN - chronic cough ?reflux
Bisoprolol 2.5mg OD - high BP
Changed: Nil - |
Withheld: Nil.

. ALLERGIES / ADVERSE DRUG REACTIONS: nil

Discharge prescription checked against ECS meds rec: Yes

Pharmacy Check by (enter on Trak): Name: Date: Time:

PRINCIPAL DIAGNOSIS:
1. Worsening SOB of unclear origin
2. Chronic cough of unclear origin

ACTION REQUIRED FROM GP (do not ask GP to chase blood results): please re-cl';eck

blood pressure and U&Es in 2 weeks

. FOLLOW UP BEING ARRANGED BY HOSPITAL: lung function tests (these have been

ordered)

LIST OF OUTSTANDING RESULTS / OP INVESTIGATIONS

~ PLEASE CC THIS LETTER TO:

Respiratory outpatient clinic at the Royal Infirmary of Edinburgh

Dear Doctor,

ADMISSION SUMMARY AND TREATMENT:

HS

Lothian

OPD2 Reception
0131 242 1368

Dept Team Leader
D131 242 1294

. Inpagent Discharge Sumrgary

Page 2 of3.



. . L. — Royal Infirmary of Ediﬁburgh
UnWEF’Slty H(-)Splta|5 DIVISIQn 51 Little France Crescent

Old Dalkeith Road
Edinburgh EH16 4SA

Cont'd.. Ref: 620045326K Patient Name: Angella Cross

NHS
“w—

Lothian

Angela Cross is a 55 year old female patient édmitted to the RIE on 18/10/22 with a 3 month

‘history of worsening SOB.on exertion and cough after recently being treated for a chest
infection in the community. She was pyrexial with 2 BP of 190/145 at her GP appointment
prior to admission and subsequently disclosed poor compliance with her anti-hypertensive.

A CT head was performed due to concerns about malignant hypertension which was clear.

A chest X ray was also clear and she was seen by the respiratory team who started her on
treatment for GORD and recommended a CTPA which showed no embolism and normal lung
parenchyma. Her antihypertensive medication was increased and she was discharged at

her baseline with foIIow up lung function tests to be arranged by the respiratory clinic as an
outpatlent

RELEVANT INVESTIGATION RESULTS:
CXR: no focal consolidation

CT-head: nil acute fiindings

CTPA: no embolism, normal parenchyma
E&S bp: 161/95, 168/98 '

éIGNIFICANT OBSERVATIONS AT DISCHARGE:
BP: 153/98

CHANGES MADE TO CARE ARRANGEMENTS/ DNACPR STATUS/ ANTICIPATORY CARE

PLANNING: Nil

Thank you for your ongoing care of this patient.
Yours Sincerely,
Michael Jenks

FY1 .
Acute / General Medicine, RIE

CHECKED by (enter on Trak):" Name/Designation:

Should you need further information please email: RIEacutemedicine@nhslothian.scot.nhs.uk

or phone Acute and General Medicine Secretaries on; 0131 242 1438/ 40/ 41 or 0131 242
2036.

3

Inpatient Discharge Summary

Page 3 of 3



Ward X 31 Site: @ J€ Date Q1108 620045326k F HS
This care rounding document should be used in non-acute CROSS 4 I
areas and should be supported by an additional person-centred | Name ngella ol
22-May-7 th
care plan. Registered Nurses should use clinical judgement 77106y- CHI: 220 567 1464 TN
based on risk assessment, clinical condition and essential care 0OB 44w VE Aspinall
needs to plan frequency. Eszoggb“m Bank Midlothian -
thrly 2brly  3hely ___ ey (please circelcomplete) | IIINENIA IR
Print name and sign i
Codes (v) Yes, (N} No, (N/A) not applicable,(0) Declined (AS) Asleep ’L Inde;}quent NW} not on ward, (TH) Theatre,
Time of Care Rounding N
Document the exact time care rounding took place e.g. 0830 ») ‘\\\W\‘\
_ 08.00 am 4—— 24 hour period ——  07.00 am
" Waterlow score less than 10 low risk requires only a daily skin review:
o Use codes for outcome of skin review
S Waterlow 10+ - Visual Skin Check (tick) NJ \j y
Q : o T
Outcome of skin review: (H) Healthy
8 {R) Red, (P} Purple {E) Broken (BL) Blister NS W H’
E Vulnerable areas? irde ereas of damage) Heel (L} (R), Hips (L) (R), Sacrum, Spine, Other.................
@ If changes in outcome of skin check, consider continence status, review frequency of CR and update care plan
7 Have you changed position since Y Y Y
7] last CR2?
o Positioning (R) or (L) side (B) Back {C) Chair C C O
o -
Mattress type / Cushion type please state type
Do you need the toilet? LY
S :s the pfaéientR cor;tim)-;-nt of urine? 7 W/ ‘\/
o at time of Care Rounding N
b Continence product changed/offered? Wi dldrpin
= Catheter care performed? Wi ol il _
= atheter bundle updated daily position catheter below the bladder / no more than 2/3 full with connections intac
E T ' bladder 7/ 7
w Is patient continent of faeces? Y \»{ \/
at time of Care Rounding)
Bowel function monitored Observe bowel function and update daily
© £ (Would you like 3 drink? N1 (1R
'S Q@ [Ensure fluids are within easy reach W Q——j W
ir ‘= [Fluid Balance Chart (if ctinically indicated) N rJ H
-
k= é When did you last eat? g N L
|.|°.. o | {B)Breakfast { L) Lunch (D) Dinner (S }Snack (NBM) Nil'by Mquih ( A} Assistance Update Food Chart if required
Oral Hygiene Performed (rfloriskassessment | N | ™| T
Appropriate Footwear? YARRE
Walking aid available(and within reach) ™~ [}
Area de-cluttered? AR IE
g Chair and bed height assessed? \/ \'1 \’
& |Falls alarm in use and attached? NN A
Glasses available for use? {if worn)
Hearing aid available for use? {if worn) \, \f
Requires close observation for commodé,,toile , bathingorshowering Y [J N [J
c Are you in pain? o~ TP \*{
E Analgesia Given? J H “1
1
Peripheral Venous Cannuls observed? |~ \\i N
‘_3 - Observe for signs of inflammation/swelling at every"R session. Bundle/VIP scofe to be updated daily
g Are you comfortable? Y/N \{ | ‘1 7
8 Anything else | can do for you? ™~ ‘\L
Buzzer within easy reach Mg N
Personal Care Type (specify) Time qivenf
|nltla|S ? "qcugngpt al l_lJ:ne'hof care‘dehvery -:'-'W‘ b i ‘ ]
j-?" S“v,(;'. £i 3 ‘,“"‘M'-? %wﬁ w&nn?q - PR p\})j ‘\41\4{
!
LOT1102 Aug 2016 Care Rounding Version 10 (Acute) Author: Quality Improvement Support Team
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Ward: Site: Date:

This care rounding document should be used in non-acute
areas and should be supported by an additional person-centred
care plan. Registered Nurses should use clinical judgement
based on risk assessment, clinical condition and essential care
needs to plan frequency.

1hrly

2hrly 3 hrly hrly (please circle/complete)

Print name and sign

Name

0oOB

Unit no. /

Addressograph, or
NHS
hﬂ

Lothian

CHI

Codes (v) Yes, (N) No, (N/A) not applicable,(D) Declined (AS) Asleep (1) Independent, (NW) not on ward, {TH) Thestre,

Time of Care Rounding
Document the exact time care rounding took place e.g. 0830

08.00 am

‘_

24 hour period ——p 07.00 am

Use codes for outcome of skin review

Waterlow score less than 10 Iow FiSK requires only a daily skin review:

Waterlow 10+ - Visual Skin Check (tick)

Outcome of skin review: (H) Heallhy
(R} Red, (P) Purple (B) Broken (BL) Blister

Vu|ner3 ble areaS') (drde areas of damage)

Heel (L} (R), Hips (L) (R

). Sacrum, Spine, Other.................

1f changes in oulcome of skin check, consider continence status, review

frequency of CR and upadate care plan

Have you changed position since
last CR?

Pressure Area Care

Positioning (R) or (L) side (B) Back (C) Chair

Mattress type / Cushion type

please state type:

Do you need the toilet?

Is the patient continent of urine?
(st time of Care Rounding)

Continence product changed/offered?

Catheter care performed?

" Catheter bundle updated daily pos‘ﬁon catheter below the bladder / no more than 2/

W)
)
c

il with connections intact

Elimination

Is patient continent of faeces?
at time of Care Rounding)

- Bowel function monitored
Would you like a drink?
Ensure fluids are within easy reach

Observe bowel fu

nction and update daily

'Fluid Balance Chart (if ciinically indicated)

When did you last eat?

Food, Fluid
& Nutrition

(B} Breakfast { L) Cunch (D) Dinner (S )Snack (NBM) Nilb

Mouth ( A)

Assistance Update Food Chart if required

Oral Hygiene Performed (ref to risk sssessment)

Appropriate Footwear?

Walking aid available(and within reach)

Area de-cluttered?

Chair and bed height assessed?

Falls

Falls alarm in use and attached?

Glasses available for use? (if worn)
Hearing aid available for use? (if worn)

Requires close cbservation for commode, toilet,

bathi

ng or showering

YO N [

Are you in pain?

Analgesia Given?

‘| Peripheral Venous Cannula observed?

“Observe for signs of inflammation/swelling at every CR session.

Bundie/VIP score to be updated daily

Are you comfortable? YiN

General IPain;

Anything else | can do for you?

Buzzer within easy reach

Personal Care Type {specify) Time Given

.|‘I"l,itia.|S.— document at time of care delivery

Page 2 0l 2




Ward: 2o 7] Site@) Date: 22 [} o] 22] Addressograph, or
This care rounding document should be used in non-acute NHS
areas and should be supported by an additional person-centred | Nam Y\SQJ )o\ ' \L'?h"""
care plan. Registered Nurses should use clinical judgement - othian
based on risk assessment, clinical condition and essential care D5
needs to plan frequency. poe 221 3} &1
1hrly 2 hriy 3 hrily L%- hrly (please circle/complete)
Unit no. / CHI
Print name and sign <
Codes (v) Yes, (N) Na, (N/A) net applicable (D) Declined (AS) Asleep (Wepix_\_qenl W) nat on ward, (TH) Tﬁeatre, _
Time of Care Rounding a([,J =4 2 O« 102
Document the exact time care rounding took place e.g. 0B30 O \'},L‘ \L3 QDO % 30 | g
_ 08.00 sm _4—— 24 hour pericd_——  07.00am
Watertow score less than 10 low risk requires only a daily skin review:
) Use codes for oulicome of skin review . ) )
o Waterlow 10+ - Visual Skin Check (tick) NJ 174 NI
(& - n
Outcome of skin review: (H) Healthy S
8 (R} Red, (P) Purple (B) Broken (BL.) Blisler N 5‘49 MS P/ MC IJSL S P‘]S
E Vulnerable areas? (gres areas of damage) Heel {L) (R}, Hips (L) (R), Sacrum, Spine, Other.................
o If changes in outcome of skin check, consider continence status, review frequency of CR and update care plan
5 - -
@ Ez:?:é%u changed position since \/ 7/ (’I \{‘ b! O |y U
l&‘: Positioning (R) or (L) side (B) Back (C)Chair |C_ [~ [ C ISR |2 1@ |9
Mattress type / Cushion type p,lease Etate type:
Do you need the toilet? UL b IO l0 o
c Is the patient continent of urine?
o (at time of Care Rounding) '7( 7/ L{ tf ot A I AY U]
= Continence product changed/offered? G- | T 1T 1T o iobn [ine
£ Catheter care performed? - MAL VY e [da Top Inde
E Catheter bundle updated daily  position catheter below the bladder / no more than 2/3 full with connections Intact
w Is patient continent of faeces? 7/ 7/
(at time of Care Rounding) \'f b’ L’l Y U{
Bowel function monitored QObserve bowel function and update dsily
o c (Would you like a drink? |
'S © [Ensure fluids are within easy reach '“J(:L v‘j(.J MMVJ’ Ut Wl AL
iL = Fluid Balance Chart (if clinically indicated) ~N o ;\) N[l r\_l ) 'J
-
b > | When did you last eat? ﬂ) Ll SN ¢ |s |¢g
I.E o¥ | (B) Breakfast { L) Lunch (D) Dinner (S )Snack (NBM) Nil by Mouth { A) Assistance _ Update Food Chart if required
Oral Hygiene Performed (reftodiskassessmen) | ™/, 1 V[ Y [ [pd[n [N [
. Appropriate Footwear? "f Y ¢ Y Yy |y
Walking aid available{and within reach} NI NI
Area de-cluttered? YIYLYIy Uy [vulv
& [Chair and bed height assessed? NI
&  [Falls alarm in use and attached? ~ | Yyl ly [dd [T
Glasses available for use? (if worn) I ~wla [
Hearing aid available for use? (if worn) 7/ / ‘1 \/ L/l YUY ju
Requires close observation for commode, toilet, bathing or showering Y [) N [J
- Are you in pain? N NI W e |2 | J
E Analgesia Given? ,Q (-L 32_4 \7 ‘-J l\‘ r\j .._l
Peri IV ?
_ eripheral Venous Cannula observed N N I\/ N \/-J NN .__j _
g Observe for signs of inflammation/swelling at every CR session. Bundle/VIP score to be updated daily
g Are you comfortable? YIN N/ -\/ U 553 My [y 4
o Anything else | can do for you? Nl IV N NEFREN
JBuzzer within easy reach VIR IR
Personal Care Type b'hm‘ﬁ/\/ (specify) Time Given _ __)@{\ .00 '
Initials — document at time of care delivery { Ll’t}*/f \/(/ @ _Q& 'Do D_; ]
4 1 p [
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A P ]
Ward: 1aW\L  Siter (LT Date: {4 1\ 0|
This care rounding document should be used in non-acute\
areas and should be supported by an additional person-centred
care plan. Registered Nurses should use clinical judgement
based on risk assessment, clinical condition and essential care

needs to plan frequepey.
1hrly 2 hrly @ hrly (please circle/fcomplete)

Print name and sign

[ [ ——

620045326K /ES171135 F
N CROSS Angella

22-May-67  CHI: 220 567 1464 Lothian {

oc 77106 VE Aspinall

.44 ‘Wacdburm Banx Midlethian- -

EH22 2EY

TR 1 L T T

NS

Codes (Y} Yes, (N} No, (N/A) not applicable,(D) Declined (AS) Asleep (I) Indepepdem W:)war&(m) Theatre,

Time of Care Rounding 7 M ‘ ‘ 0
Ooccument the exact time care rounding took place e.g. 0830 r\%) (Z 13 '\\0 JL
08.00 am 4—— 24 houfperiod ——p  07.00 am
Waterlow score less than 10 low risk requires only 3 daily SKin review:
o Use codes for outcame of skin review
S Waterlow 10+ - Visual Skin Check (tick) | v |— | \y |~ [
Outcome of skin review: (H) Healihy ~ |/
P {R) Red, (P} Purple (B} Broken (BL} Blister A MS "’I -
j<- Vulnerable areas? (s areas of damage) Heel (L) (R), Hips (L) (R}, Sacrum, Spine, Other..._.............
o If changes in outcome of skin check, consider conlinence status, review fraquency of CR and update care plan
= Have you changed position since —
& llastcro lES=S ER N @
6: Pasitioning (R) or (L) side (B) Back (C) Chair 6 C 6 c. E) |YJ
Matiress type / Cushion type please state type:
Do you need the toilet? YN (v
- Is the patient continent of urine? L{
o {at time of Care Rounding) \1 q 4 q 7
= Continence product changed/offered? IO o lo o
£ Catheter care performed? N VAL Y o ]
§ Catheter bundle updated daily position catheter below the bladder / no more than 2/3 full with connections intac
w Is patient continent of faeces?
{al lime of Care Rounding) \1 k‘{ q b’
Bowet function monitored Observe bowel function and update daily
o £ (Would you like a drink? )
'S .© Ensure fluids are within easy reach LJ I‘ I 1 t
i ‘= Fluid Balance Chart {if clinically indicated) WoINd [\_) WO P ’\\
-
@ 3 |[Whendid you last eat? Llu LD
u? o3 | (B) Breakfast (1) Lunch (D) Dinner (S )Snack (NBM) Nil by Mauth ( A) Assistance __Update Food Chart if required |
Oral Hygiene Performed (refto risk assessmenty | N N l\) NN N
Appropriate Footwear? A Y v (U7 .
Walking aid available(and within reach) NN ]
Area de-cluttered? =) |y |y ¢
2 IChair and bed height assessed? MY Y [ ]
& F;'Ils alarm |n-|u2:a afnd aha:l(‘u.?d? ) ~J !\_] Wal e | N
asses available for use? (if worn
Hearing aid available for use? (if worn) M ﬁ MA m /h
Requires close observation for commode, toilet, bathing or showering Y [J N [J
e Are you in pain? ) N N VK 7
S Analgesia Given? N \\) ‘\\ e |y
_ Peripheral Venous Cannula observed? I L\ . P‘ﬂ W " |
o Observe for signs of inflammation/swelling at every CR session. Bundte/VIP score to be updated daily
m "]
c Are you comfortable?  Y/N ~1 T ™ Y
o Anything else | can do for you? N ININY Y [?
{Buzzer within easy reach M NEEYL:
Personal Care Type (specify) Time Given A
Initials — document at time of care delivery CJD \R l,g&} &y &

LOT1102 Aug 2016 Care Rounding Version 10 {(Acute)
Page 1 of 2

Author: Quality Improvement Support Team
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Addressog'raph- 'Lab'el
Or -

- t\tame A‘h e CVZISS

’Z,?io S‘Gﬂ— l%(oV—

;. NHS LOTHIAN BLOOD GLUCOSE MONITOR G &

SUBCUTANEOUS INSULIN PRESCRIBING CHART S

" ;| Pre-adniission Insulin -,

A .

Dose e

: .Brea'ltfast

Teatime

- Bedtime

v

.

CUNITS |

" Lurich

~ UNITS | -

un'uis'--',"

: UN!TS

UNITS

UNITS* -

UNITS .

"Kardex :

| Never.omit insulin. without - -
con‘sulting rhedical staff .

BN cm Intravenous |nsu|m document
huurly blood giucose readmgs an
_the lntravenuus insulin chart
‘Ensure instilin Is alsu prescrlbed "as
| per. |nsan chart" an the drug

-:UNITS

d Ketones, .

INSULIN (umts)

me;

iz |- Béfare ..

| Breakfast: |

'Bgfdre -
-Lunch-

n

. Befare -,

Teatime

Blood Glucose {mmol/L) -

- Befare -
'Bled .

. Before
" Breakfast.

" by/ Tithe

Prescribed -

Given by/
- Time.

‘Before -
- Lunch

Prescrlbed

"by/ Time ™

Given by/
- Tihe:

Before
; Teatim‘e'

' Type & Units | ;

Prescribed |

by/. Time

“Given by/-

TFime

.Befoi’e- :
Bed "

T,

Prescribed
by/ Time

" Glven'by/

Hypoglycaem ). .

. Ia
. Time/
".Treatment

|Ti

Q.2
Time

0 6‘0‘.()-'

Type &.Uniits

UNITS,

Type & Units |

UNITS |,

- UNITS. |,

Type & .Unit_s

UNITS

Time

-UNITS |

CUNITS

UNITS |

“UNITS |

-- | .Tlgé} |

Titme -

| Time

. _Tim.e

Time

Time "

UNITS

= rr(g"ﬁ) 50 _UNITS | -~ UNIS |, - UiiTs | - L uNITS |
: ‘ TTime | Time Tim.e, ' f_TImé. _ . o . Do .
. RN S ' 'UNITS |; UNITS | S UNTS | UNITS
R 'C,)f’g =4 :
2{([6 ‘ Time " _'flrrie'__ Time " | Time R L e C i
-} ca.% ; : ' unITS . UNITS: o Ows | * UNITS

.o UNITS

FUUNTS |

TUNITS |,




Reproduced from: Royal Cellege of Physicians, Nationps! Early Waming Seere (NEWS) 2 Standardising the essessment of acute-iiness sevently in -he NHS Updated report of a working party. London: RCP. 2Ct7.

\e 0 A eV 3
' hat R A Ll d¥ M [2ifid 6] 4O Date
) NEWS Key Date\P V' |y P D ud U =
Addressograph NEWS Of 5 or more DOEE Time: J. ol [Q¥ £ { o QNﬂN\D’lO W———- o4 |0 Time
i i . >25 [ |z25
Name: \‘ ' ”’ Thlnk SepS|S! i T \ - ) ) = — 2124
- In a patient with a NEWS of - R [ " 18-20
5 or more and a known infection, | RCEISIEIIE] 182030 [ACNQ [ 1D ] | “U\' )| z(' {(g U,’ {/{’,‘ !,[J’ .”” 18 1% 1§ T
DOB: - - e e signs and symptoms of infection, | JEIEEIGEIM] 15-17 : [ o
or at risk of infection, think 12-14 I N N R _ ___i12-14
— ‘Could this be sepsis?’ and o1l | [T [T | I B o 9-11
cH: . =2 escalate care immediately. <8 n Ll g ]E =
. AT 206190, NS [ [abo|__| Y\ _”lb_m_s[b Wadbe [ bl (I [dlgll [ [ [ _ || |es
. - L B = = r l LY lu [ § ‘/ Lot}
Special Instructions: SpO, Scale 1 94-95] ] / T _ - _ 94-95
Only to be completed under the direction of a senior member of the medical team Oxygen saturation (%) 92-93 b || _ 92-93
Use 5calg 17 1argel range <01 E | <01
Atatal NEWS of __ ___ . orindividual parameterof _ . __ _ e | e = =
i table far this patient b SpO, Scale 2* 297000, | _ Gl | [ >87 on O,
Is acceplable far this pauent because — — . —.... . —. — - .. = = | lloxygen saturstion (%) 85960n 0, | N 0 B 1 - b 95-86 on O,
— e e i e = e e — - - - mgf;"":’"'“'m"ﬂ“ 9394 0n O, 1ttt | 3 ] N - 93-940n 0,
Please escalate if e e e - | iugspirtory fobure >93 on air >93 on air
- - — e e e o U | | ONLY usa Scalo 2 uner 88-92 88-92
e Jn [T STET T—— e — | — T T | | | e | I | -pp— e— Wbt}
Print . Sign — Designation _ : - mdh:f; 0, | 224;; =1 M 81 " ) o :22;
if R . 2
Date . . — Time ___ I ly volid if signed and doted Seale 2 o R k[t (S ERIRN S S ! com e - e e el e B B il Bty st SRS
a . - - ime (nyvaf if signed on ac) S-an: - pre ' ’ TE N §83
*Regardless of NEWS always Escalate if concerned about a patient’s condition. [J Air or Oxygen? A=A B A AL ___!5, R Ll o o p) IR ler | U] A A:A"‘ P
Escalate immediately if clinical observations cannot be obtained Oxygenisadugons  IRSALSIUKSRCY| Bl JO° Limin or %
prascribed by large! range Device . . | Pevice
Monitoring Frequency 2220 Sy Al « 5 2220
. Docuragal concernsidacisions In palienls clincal notes I -' . 201-219 | (@ \S } {3, i é/ 1 ‘\-?/'/ f /\ - 2001219
Minimum 12 hourly/ « continue routine NEWS monitoring Bicod Pressure 181-200§ 47 \ \p \vl \V/ b! ‘:b_, ) . y) 181-200
0 . - mmH 161-180 | A A TN [ A A s 161-180
4 hourly in admission areas g Fal ) 8) B vy X1} 1 50
: : Scare uses 141-160| | 23N NS i o gt 15% 141-1
- inform registered nurse Systolic BP only 121-140 V Ty L Ao 1/ ! T [ A { M 121-140
- registered nurse assessment " ' ap | 1320 ‘n‘t‘ W % Y AT P oA i\ o0
. i i manua T i I =T — o 14 ol e il N el el el Gl = ~
Total 1 - 4 Minimum 4-6 hourly : ff:'?w.fr?q‘,"?”f:y of °F’,ﬁ?f‘{?t{9nse dical o M 101,110 . v N ATLOa RN N 101-110
;ca:ngullly vneelll, gsuedigie W 91-100 | “‘1 |66 \:G ial E ‘@! IUD f j 91-100
o . 81-90 v N 81-90
= consider fluid balance chart e e - - e
CDI"I. Iacr nui 71-80 W B - 1D_.b _qg 71-80
- registered nurse assessment 61-70 R 61-70
* medical assessment 51-60 ﬁM' R *lﬁ R I e e 51-60
3 in single ‘o . . -
Minimum 1 hourd . —
parameter ini uny mar}agen?ent plan to be discussed with <50 ‘ <50
senior trainee or sbove | >131
! « consider fluid balance chart BEAECLY I DR 41 _ N R B 2
- 121 130} | |8 121-130
* registered nurse assessment 11120 2|§ 111120
» urgent medical assessment - ryam - ’y : TR
« management plan lo be discussed with Beats/min 101-110}{64, 104 AU I(] . ;:)-11 ;:;0
e Total 5 - 6 senior trainee or above 9;‘133 S A —OIU I S— B - 5 (’{L’" - — N —
. - + consider senior trainee review if NEWS Manual pulse 1 f “ :!-ﬁ_ e -
¢ Urgent Minimum 1 hourly does not improve following initial medical 71-80 (9 (0[{; ‘n e 71-80
response threshold assessment 61-70 — / 61-70
+ consider level of monitoring required 51-60 S I R A S N N R S T _ . |51-80
+ consider anticipatory care planning (ACP) 41-50 e T 1;'1_'} T 41-50
+ start fluid balance chart 3140 TEI 3140
= registered nurse to assess immediately <30 P‘ ) . <30
+ immediate assessment by senior trainee At X [ TATA B Q L1 IH D | | AT Alert
Total 7 or more or above New Confusion ' d ) L r b New Confusion
Continuo_us monitoring . Qiscuss w.ilh supervising‘(.;onsultant Consciousness v | v
Emergency of vital signs « if appropriate contact Critical Care for Scoro far now ansel of P 1 | P
response threshold review confusion =
. .. . (N score if chronic) U | I- Y
+ consider anticipatory care planning (ACP) 39,10 ’ @i To39 10
» start fluid balance chart 38 1—39'00 : ) 138.1-35.0°
) = . |’ - 711/ ___ o I I D I i . o o . P P P P -
Codes for recording oxygen delivery on the NEWS2 observations chart Temperature 37.1-38.0° 5{7/ i/ X v.ral ¥ 7 o A A 37.1-38.0°
: ~ o¢ 36.1-37.0° 2 {717 ( A4 NV ® T2 7 )3t Tpag < 36.1-37.0°
A breathlng air 7 RM ireservcnr mask TR i A i e Dl i B S O | O O I L e e e — = [35.1-36.0°
. N hnasal cannula (document in I|tres) ™ tracheostomy mask <35.0° 7 []E] , | 235.00
. M | simple mask i CP 7[1 CPAP mask NEWS TOTAL |l I \ ] _O @ @ ml U_O | d) m
V  venturi mask and percentage i H | humidified axygen agd percentage | ~Monitoring frequency] 4 |14 | & ' v/ Y 17 1l TV ,;6 17 Monitoring—__|
i (e g dewce v, % —40) o 1. 1i (e.g dewce H, Umm or ﬁ: = 40) Escalationof care YIN| N [ ‘j N‘_ m’ H 'L]l\ C\J ~ | |E§(?alalron :
| NIV n patient an NIV system OTH | Ctmer specty Initials] BS [7,0 |14 LA g I3 T Y2 o | U nitials :
Urine output recorded Y/N y “.,V“ MR Urine output
Date / Time Blood Glucose level or N/A ~ A il ; i P Blood Glucose
Circulation Pain score (0-10) QO la 10 }5 Olp|o Pain
Sensation Nausea score (0-3) O T i W PRER N Nausea
Movement Motor Block score {0-4) or N/A 1 |0 Y[ v M L [/ Molor Block
Y

~T

\



National Early Warning Score 2 (NEWS2) Chart NHS REMEMBER - Record all observations on NEWS2 chart
\ / » Document concerns/decisions in clinical notes
i 620045326K /E5171135 Lothian *» Escalate your fraquency of observations
CROSS Angelia ' - If at any point during your assessment you are concarned about your patient - CALL FOR HELP W,
N 22-May-67 CMI: 220 567 1464 i i
77106 VE Aspinaf Assess Possible Actions
44 Woodburn Bank Miclor hian Is the airway - *  suction if indicated
C EH22 2EY : Date chart commenced: . patent . head tilt, chin lift / ow thrust
WA, AIRWAY 10 Sen L Somito o
chi: b REHEAR, - | This is chart number of this admissién N + obstructed - administer oxygen
- | » call 2222 if ot risk
«  respiratory rale » administer prescribed oxygen to maintain
- dmini bod —
M 1 - [+] - 0
Conscious Level Chart to be completed when clinically indicated ) :’fcc;gsory uscle use . fna;:irfgfs":gd',g:;’éga COPD 88-62%)
2
BREATHING - noises +/- percussion, palpation & auscultation «  consider chest x-ray
Date »  position / posture «  freat underlying cause
Time «  call 2222 if not breathing
*  pulse «  obtain IV access
S Spontaneously |4 3o »  blood pressure «  obtain blood samples
8— To speech |3 5 n «  capillary refill timel ! . prepare;I ﬂl:jidbc:lailengﬁ
. Sc *  core temperature / colour »+  initiate fluid balance charl
g § To pain |2 § 7-;3 CIRCULATION «  urine output «  call 2222 if no circulation
< w None |1 o e » consider 4 body cavities for fluid & blood loss «  consider initiating major haemorrhage proto
(4 + on the floor) «  monitor response to actions )
8 Orientated |5 - *  monitor drain losses '
L=
B o Confused |4 ey *  AVPU for inilial assessment + re-assess GCS
< s} 2 2 g DISABILITY + GCS, on-going neuro assessment « check blood glucose if less than 4mmolsflitre
=33 g Inappropriate words |3 E £ «  ABC's & treat hypoxia or hypovolaemia activate hypoglycaemia protoco!
O *g @ _ 8 § A=Alen V= \Voice/Verbal | ©  Dblood glucose »  check drug chart .
8] & | Incomprehensible sounds (2 2% P=Pain U= Unresponsive | *  drugs *  remember accurate documentation
= None |1 b +  top to toe examination +  control bleeding
»  look for evidence of blood loss / rashes / «  treat any underying conditions identified
Q Obey commands (6 = EXPOSURE drains / wounds etc * feassess o
ot Localise to pain |5 8 +  maintain patient's dignity
3] o @ +  evaluate actions
o 2a
S8 2 Flexion to pain |4 o8 -
[ =
— B Ab R » 88 Pain and Symptom Assessment and Management
o § g normat flexion é E Supportive care - pain: Always score worst pain in the last 24 hours or since last assessment. [f the patient has deteriorating health
Extension {o pain |2 2 @ with limited reversibility, refer to Scottish Palliative Care Guidelines
None | 1 < Acute Pain: Score current pain on movement, e.g. deep breathing. Refer to Acute Pain Guidelines
Total GCS Score | | R C.C S (S e N TR a N6 o JaboveawhiChidiStre ssesTthelpatienjandisiunresponsivestoyguidenines
ota core 3
R , Size | CallivedicalfstattifseniogNursefiiNurse]Bractitioneq ..
-
'ght Pupll Reaction 2 2 7 i
. 23° [ . Eonfurthegadvicescontact, L ]
ize @Eg
. 2 [= 1)
Laft Pupil Reaction + 5o ACUTE SPECIALIST PALLIATIVE CARE
Normal - Men-Tri: bleep Acute Fain Team Mon-Iri: bleep Malliative Care Team
ormal power . Out of Hours: on-call Anaesthetist Out of Hours: via Switchbeard
Mild waakness g
= g g PainiScore) INausealScore] Epidural Motor Block Score
E @ Severe weakness >3 : please do not (v') motor block column
. ™ o
= < Extension 22 0 - Nene 0 - No Nausea 0 - Full Power
L No rasponse g2 Continue to assess pain at least daily
—~ N
> =g 1-3 Mild 1 - Nausea 1 - Weak but able te raise legs
Normal power g . o . ; . .
@) ] ap i 2 Continue to assess pain with routine Consider anti-emetic
= Mild weakness g E observations, must be at least daily 2 - Able to bend knees
] © Severe weakness Zg 4 - 5 Moderate 2 - Nausea / Vomiting
= 3 Extensi g%’ Assess, administer and review Administer anti-emetic 3 - Minimal movement
= ion S analgesia as appropriate for patient
- 5.2 .
Ne response | g 6 - 10 Severe ' 3 - Persistent Nausea &/or Vomiting | 4 - Paralysis
Initials o Assess, administer and review Contact Doctor
analgesia as appropriate for patient If score 2 or above please immediately
Pupil Scale mm 1. 2 e 1@ 1 @ 5 . 6 . 7 . 8 . Usinglappropriate Using guidelines prescrlbe T contact the Acule Pain Team or
FothianlGuidelines anti:emeticstand review] on-call Anaesthetist if out of hours

Ref: MPS NHS Lothian 2018 Printad January 2019 V1.1 Review December 2021 LOT 1651


















620045326K /E5171135 £

CROSS Angella

22:May-87  CHI: 220 567 1454 . SR

77106 VE Aspinail T SRR
> M e =ak Midiolhian . - | -

EH22 2EY B .'_':' e

Hl’ﬂlﬂﬂlﬂﬂ”ﬂ""M!b'"l!lﬂlﬂﬂlﬂhIHHIHHM N nATs :

URJNAJLYSIS R,ESULT CHART R aatiEEam

T Weg "Ii’aceSEur T R P IEAG ‘son_
’ : ' e e T N ++. o

LEUCOCYTES -..'._-.._.___.'. S \/ — o

T T T T T POSITIVE.
RS '. - an}}/reeofumform plnk colour

. - . ] - —1-
LI S . .
- - L . f A K R B s _. el
: ' ' . .l--’ ' N . L.
. . N . .

t
1

O —— — ol : —— o T i —
3 . . - < 3 . .86 . A

-'.1.‘.'. R R S 1

- ' mmoI!L trace - spur ER A 37 .>==,-‘Z_0__
SO IS - gfL mg/dL.- . / 3° . -4000 ¢ 300 >=2000
*] PROTEIN © o s T
j: 6OSECONDS | .+ [ = -/'-. N Y R R
R e L T A5 B 8E
60SECONDS -, [~ .. | f |1 1 i | .
o _ z : ' Jj : .
. ‘ BLOOjD' < aT Ncn— Haamolysed . Haamoglobirt .
o 50 SECONDS Neg = - 80 [ ad0 T 280 e - 200 5 2
=l /traca-spur L Mracespur W A .
ir T, ™ B X . o '\.
T 1 _1.005_-'- TA0F 4615° 0z - A9 - 103 |
SPECIFIC t : Lo . R A -
i ‘ .-.' Neg mmoll as 15 . 4- T8 TR .
' gfL mg!dL '005 005 .04 008 " 518 .. .,
K_'E'I.'OI‘IB ' 40 -. 80 . >=160 . .
"-+ ‘ e g -

4 l. :-‘:150 SECONDS - : ge's l‘JI' i . J
DRI R KRR l—ﬂ /IL |1 1 ;
. ' —= g . . o ”‘ |
| BILRUBIN ' S el j-:,_ s e |
-'QG-BECQNDS_- - S Yo L S

-

T Neg o wmoli 85 4 . 28 w85 . =1 |
: 0T g mgll Tt 25T cB e {07, 5E20.;
GLUCOSE : - o Ad o, 100 0 7 250 ¢ " 500 - -.4000. 522000 .

30 SECONDS [~ 7 T ."'H.,.'.*"”T“ _
I RV A

5

mma IV, CTOF NI SHOTYA THL 30 ANV AT ‘(ISW-DNTANES WHATSHOD | -

. Hee. ' .. [AVE

| MSUSBNT ves | (w0 - ) o : e SRR SR |




| Lo Cl 0 ‘Miii’t’i’blé's'ﬁr’ib’t’dms,’Bf'Jafyirig' duratiol -
M 53 COVID infection. T Greenhalgh (BMJ A] - - 620045326K /E5171135 F
) : CROSS Angella o

Covid >3 K 22-May-67  CHI: 220 5567 1464
¢ Post-acute Covi weeks pos 77106 VE Aspinall

* Chronic Covid >12 weeks post 44 wogdbum Bank Midiothian
It appears that most Patients will impré  EH22 2EY

SATS 91373 0A @ Fask However a few will need refe"a'fmf‘f 'IIIIEEIHiI]HIl.‘illlll!iﬂllﬁﬂIlllii!lﬁﬁTji!}iilaﬁi@;;;

., categaries:
Clinical Assessment

Breathlessness > 3 weeks post acute
proven or suspected Covid-19 iliness

$ATs =<92% {in COPD <88% or YES
; Refer to A+E/ Flow Persisting Breathlessness post-COVID may
below usual baseline for Px) tre f da
centre for same day | represent:
NO J, |+ | dssessment In the majority of patients:
Y - «  Fatigue and deconditioning
IFA Assess for desaturation on exertion* ‘ *  Slow clearance of pulmonary disease
ot # : *  Worsening of underlying pulmonary or
\ Perform the 4o-lstep test cardiac disease
1. Askthe patient to take 40 steps on a flat surface. e Psychological se le of disease
\ 2. Monitor oxygen saturations during test ) Syc o.oglca sequale FJ
| . . A small proportion of patients may have more
| Drop in saturations of >=3% {e.g. 97%—® 94%}? : serious manifestations of:
—~ YES , *  Pulmonary emboli
A1 : : s Pulmonary fibrosis/ cystic lung disease
- f‘_c,’ NO *  Cardiac complications
— ¥ : {myocarditis/pericarditis/dysrhythmia/M1)
Assass general fitness and frailty of patient ’ i
and if patient fitness allows: . . PE axclu " RED FLAG SYMPTOMS
N pert he 1-minute sit 1 4 test : - *  Sudden worsening of breathlessness
-reriorm the 1-minute sit to stand tes v D-Dimes ] * Detetioration after period of
Exclude PE:v $2 .
1. Askthe patient to go from sit to stand as RIE: Refer to improvement
; & patlen ot ' ¢ New pleuritic or ischaemic chest pain
many times as they can in 1 minute. Ambutatory Pathway s P P
2. Monitor oxygen saturations during test via Flow Centre (state yncope .
Post COVID PE pathway)
I Drop in saturations of >=3%7 ———"] WGH: Ambulatory care Any patient with syncope should be referred
P ] YES SJH: Flow centre to EiVIA to A+E as an emergency unless clear cause,
‘ NO . —
c Abnormal'D-dimer In ) *Notes on exercise testing
i . absence of actlve infection
‘ ECG CXR D-dimer, _ ¢ Tests should be performed under direct supervision
FBC, CRP ¢ The40 step test is less demanding but not validated —
l.\ T All Normal if patient is physically robust can go straight to-1
£ T . ’ minute situ to stand tesy.
zi\ Abn?rma' . Thie sit to stand test is more demanding but is
N ' . validated and correlates well with the 6 minute walk
> >B waeks post symptom onset test in chronic lung disease
»  Risk factors/ concern of malignancy e Adropin oxygen saturations of >3% (e.g. 97%— 94%)
> Pleural Effusion is significant and is a positive test
—1\' » Oeterioration from prior CXR : . Patients should be advised to terminate promptly if
| they develop any adverse symptoms (ie severe
YES NO i breathlessness, chegt pain, dizziness) .
v ' ’ ¢ “Either test should be terminated as soon as a drop of
>3% in oxygen saturations occurs
- > Treat any suspected *  Ifunable to manage 40 steps, stop at point when
Concerning superimposed patient would normally stop due to breathlessness
ECG/clinical or bacterial infection
radictogical > PRepeatCXRin4
‘ signs heart e . weeks In the context of a normal clinical assessment with no red ftag symptoms, a saturation
failure I I of > 98% jor base line for those with known hypoxic respiratory disease) and no
& ) desaturation on exertion is very reassuring. o
‘ Abnormal improved .
i : | »  Reassure, offer advice on breathing control exercises and on line resources.
. »  Consider referral to rehabilitation support (e.g. Post Covid help line or SPA
v for Edinburgh residents).
Refer to Respiratory/ Cardiology as appropriate. Patients (without known hypoxic lung disease) with saturations 94-95% require follow
) (tf suspected heart failure then refer via HF - up or self monitoring of axygen saturations with consideratian of further investigation
diagnostic pathway® on 5Cl gateway) if persistent. )
. *requires blood sample for NTpraBNP

Post COVID Ref Help Breathlessness Guidance. AFL vE. References: . '

COVI0-19 Scottish Pulmonary Care Hub Triage Guide
Greenhalgh et al. BMJZOZO;B?O:m3026ldoi:10.1135/bmjm3025

Canran OM ar ol Tharaw 230N Ani- 10 1 1R Mharavinl NN I18214

o 6s e Vulnerable Adult Concern h
Spedades . (W orde,m Situ At home (Please Infarm NIG if applicable)
R Iative§/rraj' v circle) Child protection Concern
¢ in EpD At Home Not Aware {Enter an TRAK & inform NIC if applicable)
ing &-vaf j 4AT test Score =
Cl0thln1g) Labelﬁzzles mteas;)ug)ocumented (please enter only if dinically indicated)

Varsion 4 - M. Watkins - 3010/2013




Care Provider must be informed of any clinical changes highlighted from Patient Screening

20

()

[ A ]
rd

Time of Round

N N ClinicaljAréa of ED

DA (26

C

Initials of Care Round Leader

Covbe

| Review frequency of Vital Signs & Cardiac Monitoring

Vital signs frequency

q_fa

Cardiac monitoring required

Y I

Y /N |Y/N

Y I'N

Pain Management

{Refer to CP for analﬁesla if raqolrgd) -

___Please note paln score-{-o 10 Score) ]

Q.

Mobility

Fully welght bearing

%\, ) Requires some assistance and / gr uses walking’éid

| % 3

:..g

. Non Weight bearing and. requuresfu!l as&stance. .

Ehmlnatloq Yo N

¥
1.

ER P

Ask patient if toilet is required

4\
'f"l\..-""

Patient is Self Caring and can walk to toilet

Patient is Incontinent and requires to be checked

"’n" R n-;

Patient has catheter in situ and requires to be checked

 Nutrition / Hydration , 5%

5L 7~ Self Caring

Patient requires assistance with feeding |

Patient is allowed fluids only

iPatient is NBM

Patient has IVl in Situ

| Refreshments {Provided / Refused ¥ Please indicate P /R)

r—

Drink

P/ R

PIR [P/R

P/R

Snack

PIR

P/R |PIR

P/R

Catered Meal

|P/R

P/R [PIR

P/R~

Visual Skin Inspection
' Patient is healthy / no concerns

St

Visible areas of redness

Broken skin and evidence of Pressure Ulcers

 Invasive devices (please tick if in situ)

PVC /Arterial Line f Central Line / PVC

7 Urinary Catheter / Chest Drain

Infusion Device

\\‘

NG tube / PEG tube / Tracheostomy |

o Other

--..,__\

—r—t— |

Family Communication (Please tick)

Patient & Relatives present & made aware of any changes

| Cubicle Tidy {Please tick)

v
-~

Ensure area is tidy and free of obstruction

~

>

" Receiving Ward

ED Escort

Nurse Name

Nurse Name

Nurse Signature

Nurse Signature

Date o Date

-
S T T T T

[N 1 O

LOT 133
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Care Provider must be informed of any clinical changes highlighted from Patient Screening

1

Time of Round

207

Clinical Area of ED

C

Initials of Care Round Leader |

Review frequency of Vital Signs & Cardiac Monitoring

Coubg

)

Vital signs frequency

Q@

Cardiac monitoring required |

Y I®)

Y/NI[Y /N |Y /N

| Pain Management ~(Refer o CP for analgesia if requirad)

Please note pain score ( 0-10 Score)

(&)

Mobility

Fully weight bearing |

Requires some assistance and / or uses walking aid

Non Weight bearing and requires full assistance

Elimination

Ask patiént if toilet is required

Patient is Self Caring and can walk to toilet

Patient is Incontinent and requires to be checked

Patient has catheter in situ and requires to be checked

| Nutrition / Hydration

Self Caring

Patient requires assistance with feeding |

Patient is allowed fluids only |

Patient is NBM !}

Patient has IV in Situ

Refreshments (Provided / Refused : Please indicate P /R)

Drink

P/ R

P/R |[P/R |PI/R

Snack

[PTR

P/R |[P/R |PI/R

Catered Meal

{PIR

P/IR |PI/R |PIR

' Visual Skin Inspection

Patient is healthy / no concerns

o

Visible areas of redness

Broken skin and evidence of Pressure Ulcers

| Invasive devices (please fick if in situ)

PVC /Arterial Line / Central Line / PVC |

Urinary Catheter / Chest Drain

Infusion Device

NG tube / PEG tube / Tracheostomy

Other [
- Family Communication (Please tick) B

Patient & Relatives present & made aware of any changes v

Cubicle Tidy (Please tick) ]
Ensure area is tidy and free of obstruction -~

o Receiving Ward , o ~ ED Escort B
Nurse Name Nurse Name
Nurse Signature Nurse Signature
Date Date

LOT 133






“What Happens To The Patient?”

Clinical Notes

\.

\
Think:- Other Sources of Information:
Family[] Carers[J] SAS[] PRF[J] EPR[O ECS[O KIS[O GP[O PatientAlerts[]
i L
;
|
S
Care Providers Name: __ Signature: __

Ref: MPS NHS Lothian 2017 Author; Dept Emergency Medicing RIE - verslon 1.1 Revlew Dale - Dec 2021 PLOT1371(Pilot)
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Patiant Name CHI Date oﬁ. Age - GP ‘. Practice GP Practice Code

CROSS ANGELLA 2205671464  22/05/1967 55 Keane, Sonia Newhattle Medical Practice 77106

i i i
Description ' Date Recorded ! Comments

No ECS data exists

Sources: ECS [ ] patients Drugs [ ] reterrerkargex [ 6P pracice [] rax
D Patiant D Relative / Carer ’:l Referrer Lettar ‘:I Comm Pharmacy \:I Other - Spacify ...

Actions: C: Continua W: Withhold S: Stop
Acute Medication (including those greater than 30 days)

Drug iD © Formulation Dose Frequency Medication Prescription Source Action Comments
Start Date Date 1° 2° 3 C W S

lAmoxicillin 500mg capsules 15 capsule ONE CAP THREE 02/08/2022 02/08/2022 1
TIMES A DAY
Menthol 1% in Aqueous craam 500 gram USE AS 09/08/2022 09/06/2022 1
REQUIRED .
Indapamide 2,.5mg tablets 28 tablet 1 TABLET 09/06/2022 09/06/2022 | 1.
. ONCE A DAY.

t

Repeat Medication

!

Qriginator Drug ID .Formulation Dose " Frequency Medication Prescription - Dispensed Source  Aclion Comments
| . | Start Date Date . Date 1° 27|13 C W S
GP practice  |Propranolol 80mg tablels 112 tablet TAKE-ONE 24/08/2022 24/08/2022 1 2 P P, N
TWICE DAILY
GP practice  [Mirtazapine 30mg tablets 28 tablet 1 TABLET 08/10/2021 1211072022 1], \/
ONCE A DAY l )
AT NIGHT a )
GP practice  |Ramipril 10mg capsules 56 capsule 1 CAPSULE 24/08/2022 12/10/2022 1 2. \/
ONCE A DAY '

Page 1 of 2 (Dacument Created: 19/10/2022 04:38:49, By. ESD3)
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Patient Name CH! Date o@. Age GP ' .' Practice

1

GP Practice Code

CROSS ANGELLA 2205671464  22/05/1967 55 Keane, Scnia Newbattle Medical Practice 77106
M C opliance, Device Name, and telephone, number,for,community, pharmacy
-rre
C DL E.DUTHILE _ EN I \q[\ofZ2l 05:00
W i3 by Time,

Key.Information"Summa
No KIS data recorded

“+

Page 2 of 2 (Document Created’ 19/10/2022 04:38:49, By: ESDS )



' [

Ao and Genera Medicns Affix label here
VTE RISK ASSESSMENT IR TR AN

To be completed within 24 hours of admission CHI:...ZZ 05 G 'Tl | q, 6 u

Date: IQ/(O/?,Z, Ward: HU

Part 1: Consider-Contraindications to VTE prophylaxis + Bleeding Risk (7ick)

Platelets <50 Known/suspecled bleeding Awaiting lumbar punciure
Uncontrolled savera CNS surgery within 1 month-discuss with On apixaban {or similar), warfarin
hypertension neurosurgery or therapeutic heparin

Advanced liver disease Acute stroke/iniracranial bleed On ACS treatment

Coagulopathy Cerebral metastases History of HIT-

Other contraindication or other reasons (e.g. needle phobia, refusal)........cccccccoiiiiiiiiiiiiiiiiieeieieeeeeeeeeee,

[:' Dalteparin NOT Prescribed-Contraindication as abave. *Cansider TED Stackings gick if refevany
Assessed by (namefgrade) ........ccooiiiiii Signalure.......oi

ASSESSMENT COMPLETED FOR PATIENTS WITH CONTRAINDICATION. FOR REVIEW AFTER 24 HOURS

Part 2: If NO contraindication-Consider Risk Factors for VTE (Tick)

Age >60 Obesuity \/ Immahility Systemic infection
Chrenic inflammatary states (e.g. ) . _—
Activa Cancer heart failure, inflammatory bowel Hormone therapy/ C.?g ousfiarmily history of
disease, HIV) pregnancy
- . . Recent surgery!
Thrombophilia Varicose veins Fraciure hospitalisation
I YES to any of above 1tno [ ]ao to*ACTION" betow

Part 3: Check Weight and eGFR (7ick correct dose and tick ihe relevant action below)

3
117}
Q
1)
®
=1
)
2
-
=y
—
-
4]
o
q
1]
n
2]
=
©
=
O
p
2]
-
Q
-

eGFR S Weight Prescribe the coru:eg:@ dorseran_ﬂ:!f_kazde; - -
>10 - < 50kg Dalteparin 2560 units S/C once daily

>10 50-100 kg Dalteparin 5000 units S/C once daily V4
»>10 101-150 kg Dalteparin 5000 units S/C twice daily*

»>30 >150 kg Dalteparin 7500 units S/C twice daily*

si10or Any Conside_r mechanic.al .measu.lures. If .high thrombotic risk consider Daltepa.rin.

on renal replacement 2500 units once daily’. Monitor ami-Xu levels afier 10 duys as per LURD guidelines

For eGFR 11-30: Mouitor aniti-Xu levels after 10 davs as per LURD guidelines.
*Qff-license dose; **For extreme weight und eGFR<30mifmin: please consult Haematology for advice

acTion: ¥l FOR DALTEPARIN. PRESCRIBE THE CORRECT DOSE ON THE KARDEX
[_] Datteparin NOT prescribed-NO significant VTE risk factars. *Consider TED sluck&rﬁi’\

Assessed by (name/grade) E DUT HlEF ; \! l ................... Signature...E. D ........................

*CGONTRAINDICATIONS TO TEDS
+ Massive leg cedema
+ Pulmonary cedema

Part 4: Reassessment after 24 hours (7ick+explain any changes)

Continue |:| Discontinue D Madify/Othar Changes............ccceeeeeveeeeeeeeeeeens. - Severe peripheral anerial
. disease '
Name/grade: ........ooiiiiiiiiiiciinnnn Signature: .......oooieiiiiiiiiiin + Major leg ceformity

« Peripharal neurcpathy
-« Aclive dermalitis.

Review date: February 2020




J 620045326K /ES171135 F
NHS LOTHIAN NHS Jsevuiiie

oo, e’ :
o Nar 22-May-67 CHI: 220 567 1464
Emergency Department an 77106 VE Aspinall
. DOl 44 Woodburn Bank Midlothian
Adult Majors EH22 2EY \
Prescription, Administration & Observation Record v NN TGRSO

———
j

The section below must be completed before any medicine is prescribed/given
Previous Weight Date

Adverse ' JiDA kgs {5“0[L‘: i

Reactions Actual / Estimate

Once Only Prescription

Date | Time Medicine Dose | Route Prescriber Time | Issued by | Checked by
{Approved Name) Sign & Print Given | (Initials) | if applicable
(Initiats)

st7T
LS | AaeO L PivE :5:3004 @\M 2135 (F

)

Discharge Medication

Date Medicine Dose | Frequency | Route | Quantity | Duration Prescriber Issued by | Checked
& (Approved Name) Sign & Print (Initials) by
Time (Initials)




National Early Warning Score 2 (NEWS2) Chart

S o R

==

= I

| B

o p— |

w

=L

[ (e

Raproduced from: Royal College of Physicians. Netional éaﬂy Warning Score (NEWS} 2: Standardising the assessmant of acute-iiness severly in the NHS. Updated report of a working party. London: RCP. 2017.™

, NEWS Key ok -;- Date: |\ [} A
oiolalalig Time: \ IAVESAD 165 |
e -
r 21-24 | - A
LA
Respirations 182040 19 Ry |20
Breaths/min 157) - hal
12-14] -
. 1l | | TV -
- . I =8
A+B E] i N (o I I N O N A
Sp0, Scale 1 94-95| qll- - LS . — " -
Quygen saturation {%) 92-93
;L:-s;‘_sgl:l;‘elil'lnrgellange .i <01 ST =
iISpQ, Scale 2* | 297on0, |
Oxygen saturation {%) 9596 o0n Q, || /7 ¢ N
Io5-c2% o I mypermpere | 93-940n0,[ | - A .
eapitotory telture. >93 on alr gl
* ONLY use Scale 2 undes 88-02 L oo
the diraction of  qualified 86_87____&1__‘:1-__*___
lglgolelusingswz 84-85 I
<83J .
Air or Oxygen? A=ar[ W TH T[S
Oxygen is a drug and | O Limin or %
prescribad by targat rangej Device
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IV Fluid Prescription
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