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Subject Access Request Team _ . S N HS . ‘

Health Records Department o . . A _‘ =
Glasgow Royal Infirmary T L C : \ﬂ ..
8 — 16 Alexandra Parade IR _ ' Greater Glasgow
Glasgow ' : and Clyde
G31 2ER : L -

- MMA LEGAL | . 5 Date: 14™ May 2026

- 43-59 PRINCES STREET ‘ .. Your Ref: 100150 o

STOCKPORT : ‘ OurRef: SAR/ACCESS/CD -
SK1 1RY . . Enquiries to: Chrissy

Direct Line: 0141 201 3379,
Email: chrissy.davie@nbs.scot

Dear SirMadam

Re Subject Access Request under the General Data Protectlon
: ’ Regulation
Patient: GAYLE WILSON - D.0.B: 21/07/1979

w

‘Thank you for your request received 22ND Apnl 2026 in whlch you seek a copy of your

client’s personal information.

Yeur request has been dealt with in line vr.;ith our requirements under Article 15 of the
General Data Protectlon Regulation and | now attach the followmg

GLASGOW ROYAL INFIRMARY & STOBHILL HOSPITAL RECORDS

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

We process personal information to enable us to provide healthcare services for patients;
support and manage. our employees; to carry out research and clinical trials; maintain our
accounts and records and to carry out data matching under the national fraud initiative. We
also use CCTV systems for crime prevention.

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

Patient health records, photographs or radiology images -
* Video/telephone recordings, including’ CCTV |mages

Witness statements

Incident reports

Complaints files

Emails




). The 'source of our data includes Patients, General Practltloners Healthcare Socral and
' Welfare organisations, Legal representatlves and Police forces.

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

Where these organisations are based outSIde Europe we take all appropnate safeguards
* to protect your information.

v

Health 'records‘are kept for a limited time and this is ndt_ed below for, your information

-« Adult general hospital records ~ six years after the date of lastentry
'« Maternity records — 25 years after the birth of the last child

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

e Nlenltal health records — 20 years after the date of the: last cOntact
_If you have any queries, please do not hesitate to contact us.

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

.Data Protection Officer .

Information Governance Department
JNHS GG&C— 2" Floor .

1 Smithhills Street

Paisley. :

PA1 1EB

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

Yours sincerely

Subject Access Request Team
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Dr Georgi Georgiev

- Abingdon Medical Practice
12 Stewartville Street
Glasgow
G11 5PE

Dear Dr Georglev L

NH
SCOTLAND'

t

Nev(r Stobhilrlj Hospital
133 Balornock Rd

Glasgow -

GGC
G21 3UwW

Tel: 01412013000

.12 Dec 2025

Re: Gayle Wilson, 1- 1 '37A DOWANHILL STREET, Glasgow G11 5RN
DOB: 21 Jul 1979, CHI: 2107796165, CHI: 2107796165

History:
For review of B/:L Nasal Nerve fibre loss
CT Head:(29/11/2024) - Norma}

Myopia

.Diagnosis: B/L Nasal Nerve fibre loss - Stable

Visual Acuity:
Visual Acuity ' | Right Eye Left Eye
Glasses .6/9° 6/9

Intraocular Pressure:

17 mmHg on the right, and 16 mmHg on the left (recorded on 12 Dec

;2025)

E8Z008UHa t HADUNLEY

NN

WILSON, Gayle {Miss) .

. CHI: 2107796165, CHI: 2107796165 . - - )
DOB: 21-07-1979 ‘e Pagelol2

-

OpenEyes



Clinical Management:
As patient is asymptomatic, no intervention reqd.

Review in 1 Year with repeat fields and Disc OCT.

Sincerely,
Manish Gupta
" Signed on 12 Dec 2025, 15:14

Manish Gupta

To: GP : Dr Georgi Georgiev, Abingdon Medical Practice, 12 Stewartville
Street, Glasgow, G11 5PE ’

E:825530/G1RASUNG2/

NN EmIEs e m

WILSON, Gayle (Miss)

CHI: 2107786165, CHI: 2107796165 .

DOB: 21-07-1979 Page 2 of 2 . OpenEyes
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Wilson Gayle. CHI: 2107796165

Clinic Letter NHS
, ’ Greater Glasgow
and:Clyde
Stobhill Hospital
. " 133 Balornock Road
" Dr. GM Georgiev ’ ‘ ’ , . v G(glf 2%1\:\", i
Abingdon Medical Practice Maiﬁ 0141 201 3000
12 Stewarlville’ Street Switchboard: ’ .
gﬁsgg‘g Department; Ophthalmology
Contact Tel; 0141 355 1850
Enguiries to: alice.breslin@ggc.scot.nhs uk
, Letter Date: 11/02/2025
Reference: -
Dictated - 11/02/2025
Lo Date: '
Dear Dr. GM Georgieyv, Transcribed 12/02/2025
' Date:
Gayle Wilson; D.0.B:21Jul1979; CHI: 2107796165

1-1, 37A DOWANHILL STREET, Glasgow, Lanarkshire, G11 5SRN

Attendance ‘Specialty - Ophthalmology; Clinic - STMGUEY3 EYE ACH MR IVI GUPTA TEACH AND

TREAT TUESDAY AM
Date and Time of Appointment - 11/02/2025.11:00

_ Clinical Comments:
Presenting Complaint: Review of constricted Visual Fields

Diagnosis:
1. Bilateral constricted Vsual Fields with bilatéral loss of nerve f bres
2. CT scan head - unremarkable _ -
3. Myopia

Visual Fields: Right 6/12

Pinhole NI Left6/12  Pinhole NI

, Intra Ocular Pressure;s: =Right 17mmHg' Left -'ITmmHg.
Investigations: - Fields grossly ‘ful'l to confrontations
Follow-up:  Review in clinic 9 months.

WoScott 6btometfist Oliver Rose

. \ 7 .
Under the supervision of Dr M Gupta Consultant Ophthalmiologist

‘

Printed on 12/02/2025 10:45 by Alice Breslin

Page 1 0of2



Wilson Gayle CHI: 2107786165 | OPCL 11/02/2025 v1.

Yours sincerely

Dr Manish Gupta

Consultant Ophthalmologist

Electronically Signed: Mr Manish Gupta, Consultant

cc. Maliha Francis
Forde Opticians Ltd
.Glasgow
G116DD

Printed on 12/02/2025 10:45 by Alice Breslin ’ Page2of 2
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Wilson Gayle CHI: 2107796165

Clinic Letter L | : ~ NHS

.. Greater Glasgow
b ) . . : . . . -and Clydé
. : } * Stobhill Hospital -
' T - ' ! 133 Balomock Road
Dr. GM Georgiev. i ' ’ " . GGZI-? %%)x
Abingdon Medic¢al Practice Main ' . 0141 201 3000
12 Stewarlville Street - ) Switchboard: - '
Glasgow . Department; . ) : . . .
G115PE Contact Tel: : 0141 3551783
CoL ' " Enquiries to: ‘bemadette. mclaughlln2@ggc scot.nhs,uk
Letter Date: J 08/10/2024
Reference: }
Dictated . - ‘ ' 231272024
‘ : Date: ‘ / '
Dear Dr. GM-Georgiev, . ' ' Transcribed ) ) © T 23M2/2024
. Date: ’

Gayle Wilson; D.0.B: 21 Jul 1979; CHI: 2107796165
1-1, 37A DOWANHILL STREET Glasgow, Lanarkshire, G11 5RN .

Attendance Specialty - Ophthalmology; Clinic - STMGUEYS EYE. ACH MR M GUPTA TEACH AND
TREAT TUESDAY AM  ~
Date and Time of Appointment - 08!1 0/2024 10:00

" Clinical Comments:
Presenting complaint: Referred as OCT showing NRR loss both eyes. Patlent asymptomatlc Patient
attended with.Carer today. i :

Djagnosis; Bilateral cor)striéted visual fields with loss of bilateral nerve fibres.
Visual acuity: Right6/9 Left 6/12
IOPs: Right 16mmHg _ Left 16mimHg

Investigations: OCT disc scan showing NRR thinning which may resuit in bitemporal VF loss. Visual .
fields not reliable.

. ’
* Treatment: Arranging CT scan of head.

, Follow up: Four months.

" Printed on 30/12/2024 09:19 by Alice Breslin . Page 10f2
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Wilson Gayle  CHI: 2107796165 'OPCL 08/10/2024 v

WoScott Optometrist Mariyah Anwar

Seen under the supervision of Dr Manish Gupta Cor)sultent‘Ophthalmblogist

Yours sincerely

Dr Manish Gupta
Consultant Ophthalmologist

I have Gayle's CT scan report in hand now. As the scan is unremarkable no urgent lnterventlon is
requ1red She should keep her appointment to see me in February 2025.

P

" Yours sincerely

Dr'Manish Gupta

Consultant Ophthalmologist

Electronically Signed: Mr Manish Gupta, Consultant
cc. Ms Gayle Wilson J

flat 1/1

37A Dowanhill Street

Glasgow . ,
‘G11 5RN :

‘Printed on 30/12/2024 09:19 by Alice Breslin - ' . : : , Page 2 of 2
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Wilson Gayle . CHI: 2107796165

!

Clinic Letter =~ | T NHS

Greater Glasgnw
and Clyde
Stobhill Hospital
. 133 Balornock Road
Dr. GM Georgiev ] ’ Gc;?sasgw
Abingdon MEC[ICB[ _Practice Main 0141 201 3000
12 Stewartville Street . _ B Switchboard:
Glasgow - X - - Department: ‘ : .
G11.5PE  Contact Tel: © 0114 355 1782
§ ; . Enguiries fo:  bemadette.mclaughlin2@gge.scot.nhs.uk
Letter Date: . 08/10/2024
’ : Reference: . 7
, R Dictated . 08/10/2024
: . ) Date: ) v '
Dear Dr. GM Georgiev, : Transcribed 08/10/2024
- Date: . . :

¢

e

Gayle Wilson; D.O.B: 21 Jul 1879; CHI: 2107796165
1-1, 37A DOWANHILL STREET, Glasgow, Lanarkshire, G11 5RN

Aftendance: Specialty - Ophthalmalogy; Clinic - STMGUEY3-EYE ACH MR M GUPTA TEACH AND -

TREAT TUESDAY AM
Date and Tme of Appointment - 08/1 0/2024 10:00

Clinical Comments: .
Preséenting complaint: Referred as OCT showing NRR loss both eyes. Patient asymptomatic. Patient
attended W|th Carer today. * ‘ - : .

Diagnosis: Bilateral constricted visual fields with loss of bilateral nerve fibres.
Visual acuity: Right 6/9 Left 6/12
IOPs: Right 16mmHg - Left 16mmHg

Investigations: OCT disc scan showing NRR thinning which may result in bitemporal VF loss. Visual
fields not reliable..

' Treatment: Arranging CT scan of head. -

Followup: Four months. . C . .

¢

L

Printed on 17/10/2024 13:17 b Alice Bresfin " Pagetof2 -
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Wilson Gayle . ' CHI: 2107796165 OPCL 08/10/2024 v1

WoScott Optometrist Mariyah Anwar

' :
~ Seen under the supervision of Dr Manish Gupta Consultant Ophthalmologist

Yours sincerely

Dr Manish Gupta ‘ -7

Consultant Ophthalmologist

Electronically Signed: Mr Manish-Gupta, Consultant

CcC. 1 ' ;

il

_ Printed on 17/10/2024 13:17 by Alice Breslin } . ' Page 2 of 2
N



2107796 165[CHI]{,,}; WILSON, Gayle ;21-Jul-1979;Female ' : Page 1 Qf 1

CT Head

Performed " 29-Nov-2024 08:06 Received 19-Dec-2024 23:09

Reported 19-Dec-2024 23:07 Order Number G207H41484843

Status Final Source System MiSys

CT Head . Final |
Gayle Wilson . R

SEE REPORT FOR CLINICAL [NFORMAT]ON

CT Head

Clinical Information: CT Brain to rule out any-intracranial pathology. - B/L Constricted visual
fields (Difficult to check Bitemporal field defect) with retinal thinning and Loss of nasal nerve:
fibres both eyes. - (Information via Order Comms)

CT Head

Clinical Information: CT Brain to rule out any intracranial pathology. - B/L Constricted visual
fields (Difficult to check Bitemporal field defect) with retinal thinning and loss of nasal nerve
fibres both eyes. -{Information via Order Comms)

l

Comparison: None,

Findings:

No evidence of acute intracranial bleed/mass effect/midline shift.
Cerebral parenchyma shows typical CT density.

Few prominent VR spaces in basal ganglia.

Ventricles, basal cisterns and sulci appear symmetric.
Brainstem and cerebellar hemispheres are unremarkable.

Bony calvarium appears intact.

Minimal mucosal thickening in bilateral ethmond smuses

Conclusion: ‘ ' .
- No evidence of acute intracranial pathology.
= No significant abnormality identified.

Recommended clinical correlation.

Dy. Leslie Chacko, GMC’ 8011187 (mgned date, 2024-12-19, 23: 07)
Consultant Radiclogist
Teleconsult www.teleconsult.net
Email: servicedesk.uk@teleconsult.net
01908 086289 -

Reported by: TELECONSULT
Verified by: TELECONSULT

https://www.ggc':-portal.scot.nhs.uk/resulfslSingleResﬁlt.action‘?pageTitle=Sing1e+Radiol... 13/05/2026



ELECTRONIC PATIENT RECORDS

ALL HOSPITAL RECORDS HELD NHSGGC
_ACS e

- CANNIESBURN HOSPITAL,

|
O
BEATSON HOSPITAL ' .0
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O
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Wilson Gayle * - ' CHI 2107796165 - - N

Emergency Aftéri-dande}Letteiﬂl' . : NHS -
Greater Glasgow
’ and Ciyde

Emergéncy'Depgul"tment; R — o ' Lo s
Glasgow Royal Infirmary )

. Alexandra Parade : :

Glasgow = . . . Dept. Contact Details:

Lanarkshire . - ' o . o 0 Tel: :

G312ER L e . Fax

n

Email:

. Date Completed; 14/01/2023. ~ .+ : T S
L . + Consultant: Dr Stephen Boyce
NT Bhatti

Peel Street Medlcal Centre
.11 Péel Street
Glasgow

Glasgow - . . T ‘ 3
-~GI15LL .- .

Dear NT Bhatti . ; i %

(Re:WilsonGayle * .+ DOB:2107{879 ' CHL2107796165
52.DALHOUSIE ST . . ‘ ‘
Glasgow G36PN -

Aftended on: 14/01/2023 at 027 :09 hrs, Depaded on: 14!01!2023 at0s:14hrs. ©

Dlscharge Type: 01a- Dlscharge with no follow up - Destlnatlon Private residence

Previous ED Attendance in'last 12 months: @ i , .
Présenting‘complaint
méntal health

Nursing Assessment:

MENTAL HEALTH. Polypharmacy OD at 16: 00. Taken 4/7 worth of meds from Dausset box. Gliclazide
80mg, Sertraline 100mg, Atorvastatin 40mg, Dapagllﬂozm 10mg, Quetlapme 25mg NEWS 34 Low Rlsk
C19, ) L.

% P : L o -
Investigations in ED: .- ’ . : '
1.-Full Blood Count o 2,CRP , - 3. Urea and. Electrolytes
4. Bicarbonate ' . 5LFT. - N 6. Glucose
7. Coagulation screen ’ 8.CK
E,
- — ; : —— — ‘ — - 'I&"_age v



Wilson Gayle CHE: 2107796165

Diaghosis:

Dlagn05[s

Side

Site

‘Self-pouson By Otherlunspec Drugs/medic/ Biol Subs In

Unspecified Place

?Drocedures: Nocne

Immunisations:  None

Dispensed Medication: Please see Cli;ﬁcian Notes

Clinician Notes:

Gayle presented with alleged intentional OD of 4 days of her regular meds (gliclazide, sertraline,
guetiapine, atorvastatin, dapagliflozin) with suicidal intent. Her BM was > 11 and her bloods were

fairly unremarkable. Exam found mild tenderness in her abdomen. ECG was unremarkable. She has

- been observed for well over the observation window for all drugs and remains asymptomatic. She

was discussed with MHAU who felt this was a stress reaction to a potential housing move and given

her previous presentations with OD, they felt they did not need to assess her tonight. They will let
Springpark CMHT know of her attendance with a view to call her on Monday. She is happy W|th this
plan and has béen discharged home with worsening advice.

Followup :
Highly sensitive: N

Yours sincerely,
Lily Lei
Doctor

Copies to:
1. NT Bhatti (GP)
School Address:

Consent for‘sharing withheld: N

Page 2 of 2 ¢
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Wilson Gayle CHI: 2107796165

w T

: Em_efgéncy_Attehdancé Letter - NHS

S ) - Greater Glaigow
- .and Clyde
Emergency Departmient ’

Glasgow Royal Infirmary
‘Alexandra Parade

:Glasgow , i B Dept.. Contact Détails:
Lanarkshire ’ - Tel: . ‘

G31 2ER , ) -Fax: " E
- ) ' ' Email: . '

Date Completed: 11/03/2021

' Consultant: Dr Richard Stevenson
NT Bhatti ' ‘

Peel Street Medical Centre- i - . - :

. 11:PeelStreet
Glasgow

Glasgow . o - .
G11 5LL '

Dear NT Bhatti

Re: “Wil,s,un Gayle i . DOB: 21/07/1979. . CHI: 2107796165
52 DALHOUSIE ST ’ + -
Glasgow G3 6PN

Attended on: 09/03/2021 at 20:17 hrs. o Departed on: 09/03/2021 at 23:18 hrs,

Discharge Type: 01b - Discharge with follow up by Destlnatlon Private residence
primary care team

Previous ED Attendance in last 12 months: _ 3 N

Presenting complaint - LA -
chest pain.- no ft

Nursmg Assessment:
CCP, tachycana ad tightness in L calf. BM 1 9. 5 no dlabetes diagnosis. Denies covid symptoms.

u

Investigations in ED. -
1. Coagulation screen 2, Urgé and Electrolytes * 3.Glucose

4. LFT ) 5.CRP - 6..Chol / Triglyceride
7. Eull Blood Count ‘ 8. Troponin L hs - * 7 9.D-Dimer

10. XR Chest

Page 1.of2

13



Wilson Gayle CHL: 21077961865

Diagnosis:

Diagnosis

Side

Site

Type 2 Diabetes Mellitus With Other Specified Comphcatlons

Procedures: None
Immunisations: None
Disp&ensed Medication: MNcne

Clinician Notes: R

**GP - diagnose T2DM and commence medication*™ 1. Attends with chest 'niggles’ and calf

tenderness posteriorly. Worked up for DVT/PE/MI, and troponin, D-Dimer negative. ECG tachycardic,
patient mildly flushed, denies caffeine/energy drinks/drugs. Discharged with reassurance and safety

net from this point of view. 2. Consistently high blood glucose without ketosis or acidosis. 27/02/21
- random blood glucose 27.3 09/03/21 - random blood glucose 20.7 She is very ohese, relatively

inactive, and | suspect malnourished. I've advised her on diet, and exercise, and | wonder if you could

follow herup properly with regards to this? Many thanks

Followup :

Highly sensitive: N Consent for sharing withheld: N

Yours sincerely,

* Joanna-Lee Kerr

Doctor

Copies to: .
1. NT Bhatli (GP)
School Address?

Page 2 of 2




Wilson Gayle : CHI: 2107796165,

-

Emérgency'Attendance Letter | ‘ A

HS
Greater Glasgow '
. ) and Clyde
Emergency Department ~ * o - :
1 Glasgow Royal Infirmary
* Alexandra Parade. , B
* Glasgow ' ' Dept. Contact Details: |
Lanarkshire ' ' LR o Tel: - toL
G312ER Co - Fax: - " ~
Email: . ’ .

’

Date Completed: 05/03/2021

- Consultant: Dr Stephen Boyce
" NT Bhatti. -
Peel Street Medical Centre

11 Peel Street”
Glasgow

Glasgow . g, .0 -
G11 5LL '

Dear NT Bhatti - ' ’ ’
Re: Wilson Gayle - L .DOB: 21/0711979 _CHI: 2107796165
52 DALHOUSIE ST o
Glasgow G3 6PN

Attended on: 27/02/2021 at 00:10 hrs. Departed on: 27/02/2021 at 04:08 hrs.

Discharge Type: 04C incomplete: Patient refused  Destination: “Not known
treatment . - .
Previous ED Attendance in.last 12 months: - 2 . ‘ o : :

Presenting con'-lplaint
PER NHS 24 o w

Nursing Assessment:’ ‘ ' ’ ’

INTENTIONAL OD. 400MG SETRALINE, 150MG QUE:rIAPINE AND 30MG SIMVISTATIN approx. 14.30.
NHS 24 was called by pt housing unit. Patientlooks pale and sweaty in triage. low covid no.FT

investigations in ED:

1. CK . * 2.CRP 3. Glucose
4. LFT 5. Urea and Electrolytes . 6. Coagulation screen .
7. Full Blood Count . + .B.Ethanol : 9. Paracetamol . -
10. Salicylate " 11. SARS-CoV-2 (ED/IP usé) '
{CoviD-19)

* Page 1 of2



Wilson Gayle CHI: 210??9616;5

Y

v

Diagnosis:

Diagnosis

Side

Site

Self-poison By Antiepilep/antipark/psychotrop I-Drugs, In
Unspecified Place

Procedures: None

Immuriisations: None

Dispensed Medication: None

i
Clinician Notes:

Mixed overdose of medication. No ongoing suicidal ideation. Self-discharged after period of

observation

Followup :
Highly serisitive: N

Yours sincerely,
Charlotte Grain N
Doctor ) ‘

Copies fo: .
1.'NT Bhatti (GP)
School Address:

Consent for sharing withheld: N

Page 2 of 2
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- WisonGayle . CHI: 2107796165

©G312ER . - , -

Emerg_enf;y Attehfdance Letter

Emergency Department
Glasgow Royal Infirmary
Alexandra Parade
Glasgow _ )
Lanarksh'_ire; o ) - .

* Date Completed: 30/09/2020
" NT Bhatti

Peel Street Medical Centre
11 Peel Street .
Glasgow '

CGlasgow )
GI15LL . . v

Dear NT Bhatti

Re: Wilson Gayle - <~ - DOB:21/071979
' 52DALHOUSIEST  ° - -
_Glasgow G3 6PN~ . . .

Aftended ori:  29/09/2020 at 23:08 hrs. ! Departed on: 30/09/2020 at 06:94 hrs.
" Private residence

Discharge Type: 01b - Discharge with:-follow'up by " Destination:
primary care team ) .

Previous ED Attendance in last 12 months: 4

Presenting complaint -

overdose

X

. b . P
Nursing Assessment:

'_I'e[‘: ;

Faxt™ . -

o
+ Email: ™

Consultant; Dr:Sile MacGlone

r

a

" Dept: Contact Details:

NH

s,

" Greater Glasgow.

and Clyde- *

CHI; 2107796165

3

El

MENTAL HEALTH. OD of x14 Paracetamol between 16:30.- 17:30. NEWS: 2 Low Risk COVID - 19, CPE.

y .

investigatiohs in ED: , l . o
1. Coagulation screen ‘ 2. Paracetamol 3. Uréa and Electrolytes
4 LFT - “ ' 5. Bicarbonate. =~ - 6..Full Blood Count
7.CRP o : : ) -

_ _ ) )

B t
¥
. Page1 of 2
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Wilson Gayle ' CHI: 2107796165

Diagriosis: _
’ Diagnosis Side 1 - Site
Self-poison By Nonopioid Analges/antipyret/antirheum In Unspec ;.
.| Place - s
Procedurés: . None v
Immunisations: None
Dispensed Medication: None

Clinician Notes: :

Aftended ED via SAS after paracétamol overdose with suicidal intent, Impulsive OD of 14x
paracetamol. LFTs and coag normal. Nil else acute on bloods: Nil acute on'examination. Did not _
require NAC. She was reviewed in department by CPNs and has been discharged to supported care
with referral to crisis team for follow up as no longer expressing intent. Kind regards, Jillian Gishey
FY2 GRIED

Followup : )
Highly sensitive: N Consent for sharing withheld: N

Yours sincerely,
Jillian Gisbey
Doctor

Copies to;

1. NT Bhatti (GP)
School Address: '

- o Page 2 of 2



~ Wilson Gayle CHI: 2107796165

‘Emergency Attendance Letter _— - NHS
K _G"reate;' Glasgow
and Clyde
Emergency Department _
Glasgow Rayal Infirmary : ,
Alexandra Parade - .
Glasgow ' Dept.-Contact Details: ' ‘
Lanarkshire S . : , Tel: - " R
G312ER : . Fax ‘
" _Email: oo
Date Completed: 19/08/2020 L -

]

Consultant: Dr Fiona Ritchie
NT Bhatti :

.Peel Street Medical Centre
11.Peél Street

Glasgow

Glasgow

G11 5LL . s s .
Dear NT Bhatti

‘Re: Wilson Gayle _ - DOB: 21/0711979 CHI: 2107796165
52 DALHOUSIE ST i . ‘ ' ;
Glasgow G3 6PN - J

Aftended on: 18/08/2020 at 20:15 hrs. Departed on: at hrs.
Discharge Type: 01a - Discharge with no follow up  Destination: Private residence
Previous ED. Attendance in last 12 months: 4 '

Presenting complalnt
overdose
Nursing Assessment; ! i

OVERDOSE. taken 6'night nurse and 4 nurofen last night and 8 night nurse plus 4 neurofen today no
vomit states fook these to end life khown to CPNs. low covid risk NEWS - 2

Investigations in ED: ) .
1. Urea and Electrolytes . 2UFT _ 3. Full Blood Count
4. Coagulation screen 5. Paracetamol ¢

'
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Wilson Gayle' "CHL: 2107796165

Diagnosis:

Dtagnosm '

Side

Sile

' Self—po:son By Nonoplmd Analges/antipyret/antirheum In Unspec
.Place

Procedures: None
Imrﬁunisations: None
-Di’spensed Medication: None

Cllntman Notes:

PG: overdose. BG: EUPD, mild LD. HPC: took 6 night nurse (paracetamol) and 4 ibuprofen last night, 8
night nurse and 4 ibuprofen tonight. Own' meds. No efforts to riot be found. Immediately sought help

_from crisis team - they recommended to come to NHS. No acute medical issues. ECG NAD. Bloods:
PCM7; coag WNL; U&Es WNL. D/W CPN: agree that pt has made efforts not to came to harm - WIII

arrange for F/U tomorrow Plan: D/C. E/U in place.

Followup:.

Highly-sensitive: N ' h Consent for sharing withheld: N

Yours sincerely,
Rowan Vincent o .
Doctor '
Copies to: i
1. NT Bhatti (GP)
School Address:

Page 2 of 2
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Wilson Gayle L CHI: 2107796165

. Emergency Attendance Letter . o | - NHS

. " Greater Glasgow
ot ~ _and Clyde :

Emergency Department: ' ! e
Glasgow Royal Infirmary .
~Alexandra Parade - : ‘ )
, Glasgow - o ‘ . +. . Dept. Contact Details: '
Lanarkshire ' R . - Telr
G312ER _‘ ' T Fax: - ' . -
B ’ . i Email o

Date Completed: 19M0/2019° - : L

+ « NT Bhatti ' T \ - ‘ . L

Peel Street Medical Centre \, | .
+ 11 Peel 'Street o o «
Glasgow _ ) S R .
Glasgow . . ' | -
G115LL : o K S o ,

Dear NT Bhatti .

Re: Wilson Gayle - = . DOB: 21/07/1979 - . -CHI:2107796165 . -
TALBOT CENTRE 7 T ‘ '
Glasgow G3 GPN : ‘ )

Attended on: 18/10/2019 at 18:57 hrs. f e ‘ Departed on: 19/10/2019 at 01 37 hrs. | L
Discharge Type: 01c - Discharge with referral " Destination: - Residentialinstitution -
Previous ED Attendahge in last 12 months: - 1 SR

Presenting coniplaint - . "
sélfharm~ -

- Nursing Assessment; -

c/o low mood and suicidal idation after’ herevement of 5|ster states havmg flash backs of the
resuscitation. this pm sustained DSH to L wrist and attempted to take over dose of |buprofen -|gave
tablets to pollce prior to ingestion. news 3 Iow cpe’ :

+ Investigations in ED: “ - None

L ._ q ) o 4 e - ) - Page 10f2.



Wilson.Gayle CHI_: 2107796165

Diagnosfs:

Diagnosis ‘ Side Site
Deliberate self harm by sharp object ] - .

Procedures: None : ) ’
Immunisations: None
Dispensed Medication: None ‘ . ’

Clinician Notes: _ . ’
*NO GP ACTION* Presented with deliberate self harm and suicidal intent. Reviewed by CPNs and
felt safe for discharge. Follow up with day CPNs the following morning. Ms Wilson was tachycardic
during {ime in department. No'underlying cause. Asymptomatic. ECG sinus tachycardia. No clear
underlying cause - discharged with advice and staff at accommodation informed.

Followup : With CPNs .
Highly sensitive: N Consent far sharing withheld: N

Yours sincerely,
Oonagh Murray
Doctor

‘Copies to;
1. NT Bhalti (GF}
School Address:

Page 2 of 2



Wilson Gayle _ CHE 2107796165

Emergency Attendance Letter : N H S
, Greater Glasgow
‘ and Clyde
Emergency Department . )
Glasgow Royal Infirmary
Alexandra Pardde
Glasgow Dept. Contact Details:
Lanarkshire . Tel:
G31 2ER : ' Fax:

Email:

{

Date Completed: 20/08/2019 : ' ' |
Consultant: Dr Caitriona Considine

NT Bhatti

Peel Street Medical Centre-.
11 Peel Street "
Glasgow

Glasgow
G11 5LL

Dear NT Bhatti

Re: Wilson Gayle ‘ DOB: 21/0711979 CHI: 2107796165
TALBOT CENTRE ' -
Glasgow G3 6PN

Attended on: 21/08/2019 at 20:53 hrs. . Departed on: 22/08/2019 at 00:39 hrs.
Discharge Type: 016 - Discharge with referral Destination: Temporary residence
Previous ED Attendance in last 12 months: 0 -

Presenting complaint
oD

Nursing Assessment:

deliberate OD of chlorphenamine 4nig x 30 tablets throughout day today. ongoing suicidal ideation in
triage. discharged from gartnavel this am for same. recent family bereavements news: 2 -

Investigations in ED: None

Page 1 of 2



: Schqu:Address:_

Wilson Gayle * ., CHI: 2107796165
Diagnosis: - o | L L L L

_ o ] Dlagn08|s : ’ . ‘ Side . .. Site
 Deliberate. self pmsomng by unspeclf' ied drugs medlcatlon and ' "

. hlologlcal substances
Précedures: Nore ’ ‘
’Imi‘nu‘nisati‘ons::i None’ . S o . o : o
Dispensed Medication:, . None 9 W
C|ll‘lIC!an Notes; | ’ ’ ’ ;
Iear Doctor, Gayle was assessed today in A-I-E after reporting taking 40 tabléts of chlorphenamme 7 -
throughout the day after being discharged from Gartnavel hospital inpatient: psychlatry in the e
moérning. Observations were stable, Gay!e lives in a-homéless unit and has been- particularly low "

in mood since the passing of her sister in. Junhe. Gayle was reviewed by our psych:atry colleagues
who documented that Gayle was for dlscharge and to be followed up with the West crisis team. Best
wishes.  ° - - : N

’

Followup : . . . PR : .
Highly-sensitive: N . ‘ - - Consent for sharing withheld: N

v

~ "Yours sincerely, _ o : .

Jill Busgeeth ' S
Doctor !

Coples to: L
1. NT Bhatti (GP)

Page 2 of 2 ,



Wilson Gayle ' CHI: 2107796165

Emergency Attendance Letter ‘ NH s .
Lo . Greater Glasgow
< ' and Clyde

Emergency Department ;

Glasgow Royal Infirmary

Alexandra Parade

Glasgow - ) ' Dept. Contact Details:

Lanarkshire - : Tel:

G312ER . © . Fax

‘ ; ) Ema_il:

Date Completed: 16/11/2017

¢

. Consultant: Mr Tadhg Kelliher .
NT Bhatti ) -

Peel Street Medical Centre

11 Peel Street

Glasgow . : .
Glasgow . '
G115LL | : : o \ )

Dear NT Bhatti

Re: Wilson Gayle ) ‘ - ! DOB: 2110711979 ‘CHI: 2107796165
TALBOT CENTRE
Glasgow G12 SEW..._

ot

Aftended on: 16/11/2017 at 17:57 hrs. \  Departed on: 16/11/2017 at23:40 hrs.

Discharge Type: 01a - Discharge with no-follow up  Destination: ‘Temporary residence

Previous ED Attendance in last 12 months: 0

Presenting complaint
mental health issues

Nursing Assessment: U
. DSH to left wrist with Staniley knife. hx - depression. suicidal thoughts ongoing in triage - support
staff present. *at red seats*

Investigations in ED: - None

A ' o o Page 1 of 2

¢
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Wilson Gayle CHI: 2107796165

Diagnosis:

Diagnosis

Side

Site

Deliberate self harm by sharp chject”

Procedures: None
) #
Immunisations: None

Dispensed Medication: None

Clinician Notes:

This 38y/o female with a background of [earning difficulties, personality disorder and depression
attended having intentionally harmed her forearm with a knife, inflicting superficial wounds, 1
steristrip applied after cleaning, then dressed. No suicidal intent/ideation. No acute psychosis/

mania. Seen by psych consultantearlier today. CPN riv safe for home, and have called warden in her

= supported accommodation who is happy for her to come home. patient in agreement.
Followup : -
Highly sensitive: N ' Consent for sharing withheld: N

Yours sinceraly, . . . )
Gareth Lipton ’
Doctor

Capies to: '
1. NT Bhatti (GP)
School Address:

Fiagel2 of 2



-

Created on 14'Jan 2023'02:19:by Michael-Harkins T _ o ) " . Page 1 of

IIIINIIIINIIIIIiilIHIIIIIlillﬁllllﬂlllﬂllllllllllllﬂl | ChsdowRojalnfrmary  (Tp)
CHI: 2107796165 -  ° LT R i
| Total Att: 23
Tle: Miss : _ «‘ 12Mih Att: -0
WILSON - cayle t
'DOB 21071979 ' Age:ddy - SoxFemale -, I
52 DALHOUSIE ST " Nextofkin:”. 'WINTERS, Rita
# " ) Relationsmp. Aunt
Glasgow . : 01412301448 -
Lanarkshire- - — ' [
G3 6PN o ' GP: NTBhatti i
07771241541 _ o 0191 3349331 ¢
Attehdance Date: 14/01/2023 Arrival Time: 02:09 a
Registration Time: 02:09 Date of Incident: 14/01/2023 i
Major Incident Desc: E : g
[Reason for Attendance: mental health
Nursing Assessment . i
" Alerts: Not Recorded | Allergies: Not Recorded :  Pain Score:
Triage Category: 2 L Tetanus up 16 date/fully immunised:
Presenting Complaint; : _*-: o -
Observation Date: 14/01/2023 02:14 . Nurse name: Nurse’ Mlchael Harkins
[femp 38.7 C BM 1.3 SASmmoliL |  [GESTHE B R
HR .~ [102 ) bpm PF - Jumin | [Eyes 4 -
BP 102/64 mmiHg | ° [Expected PF - [tmin | . [Motor 6
MAP 76.67 mmHg [ Meight _kg |\ |Verbal - 5
RR 16 bpm Héig_ht ' - lem © [total . |15
[sp02_es B iStaTACT L ]
Oxygen Pe -] fet 7] . - [PUBIISERIGht X [RUpISESR
) ' nght o i 'Tsize fmm) Isiza {mm)
Corrected?‘ “|" [eestn | [reacten
Nursmg Notes: "MENTAL HEALTH. " "Polypharmacy OD-at 16: 00 " “Taken 4/7 worth of meds from
Dausset box. " Gliclazide 80mg, Sertraline- 100mg, Atorvastatin 40mg, Dapagliflozin
10mg, Quetiapine 25mg NEWS: 34 "Low Risk C19 " .

I mlnmmammm VUL U O S

N
[m .

96165 211071 1979 210779 2U07M979 2107796165 21/07/1979 2107796165  21/07/4979
WILSON ] WILSON WII.SON . WILSON - -, WILSON
Gayle =~ Gayle Gayle - .- Gayle " ) Gayle
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To-be:Completed by Clinician

- Child Assessment Questiohnaire

Yes

Previous attendance (consider any: relévant trauma from previous presentatlons)_

History variable between accounts

!

Examination not compatlble wnth h:story/ presentatlon .

Delay in presentation

Fracture I head injury, o significant bruising in baby or non- mobile toddler ,-l

Date

Discuss with Senior Medical Staff / Nurse on duty any factors]:dentlfled
Clinical Notes '

Seen By

<
A3
1'.'.
B
1
A

Once Only Prescriptions (Including Tetanus Prophylaxis)

I
!
|
t
)
1
i
i

[ Time Seen

——— ——

Qate Drug (Block capitals) Dose | Methodof | ~ Time of Signature | Given
Given . # . | Administration [ Administration ' ',By
N ’ !
- |
i
i
N ]
B ot t ; m 2639}54 Version 1.0 » GGC010S
[ L 5' ! . .
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1|

Additlonal Comments

As1 for 43yo female overdose S/ taken 4 outof 7 days meds at once - with a!coho! Intent on suicide. B/ mental
health, type 2 diabelic. A/ obs as noted. Pt advised wanled to be with sister who passed away 5years ago. Does not

have a cpnimenta! health team mvolvemenl R/ afe.

Az o R.'T'\':_a\'ﬂ'[..l e :, 1
P g B eé.wia! Shlaelle.
Pationt informaiion Data f 4;01 I !
GAYLE WILSON ¥
: Ingident Number: CRJ09479342 mi“l“m n"llmm“l“l
AgefGonder: 43y Old Female N . BR077
Address: - -ROOM 8 TALBOT ASSOCIATION LD 52 tneldent Type: EMG \AﬂLSON
DALHOUSIE STREET GARNETHIL .| Gayle . 21071 979
00B: FHPRGH I BN Incident Location:  ROOM § TALBOT SZ‘DALH?.US"EM s:_re
- ASSOCIATION LTD 52 | Glasgow, Lanarkshi
CHI: 2107796165 : :
) 4 DALHOUSIE STREET : G3&PN
Ethaleity: GARNETHILL GLASGOW. |
Prosenting Complam‘t‘ Lo T e T T
MENTAL HEALTH

PATIENT ASSESSMENT
ACVPY Atert v <C> No
A + Clear -
— —— : Mewmr; ....... Yas ....................... P e -
gt s s |
i
Normat Percussion, Normal Breath Normatl Percussion, Norrnal Breath
Sounds, Normal Air Entey i Sounds, Normal Air Entry
{ Normal Percussion, Normal Breath R Normal Percussicn, Nomal Breath
: Sounds, Noral Air Entry Sounds, Normal Air Entry
- - Normal Percusslon, Normal Breath  Narmal Percussion, Normal Breath
i Sounds, Normal Air Entry Sounds, Normal Air Entey
\
c Pulse Rate Cap Refilt: .. ECG Rhythm
120 130184 ) Sggs - . Sinys Tachy
Rhythm Arm CentrallPeripheral ECG
Rz Right JLozd L
D GCS Eyes Voice Motor
L 15 Spontansousty (4) ) Qrientated (5) Oheys Commands (G'
E , t
LS -
4 . - 0
. . LY -
[[+] Body Part ‘Pain. Secale
P1 Bauk Budy 6
-
N
. L *
\*- -
v -
8
- Observations :
Time P RR BP SpO2 CR GCS ACVPU ETCO2 T BM - ECG P(L) PR} PEF CrewlD '
. 3
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JAT T

J‘-‘ e,

-0-1\ 1€
R 7{\#" K} .l ‘cﬂu‘.‘
PR "

.

.
' .. +d

mdu: Hhaneny: cmmmz )

. rrad o Sinus o :
01 45 121 18 127184 100 <=2y 15‘ Alert . 3?3 ﬂ 3 Rhy!hm 4 4 ) ?0022128 .
. g y <=2 - . Sinus i
0126 120 18 130081 100 Sees 15 N‘eﬂ 37.3E 1.2 . ‘I'achy t 5 PO 5.71"‘ oyta. E0O22128
. NEWS2 .
Time 7 RR SpG2 Scale 1 Sp02 Scalo 2 Alrf02 8p P ACVPU T Total
0145 1.8 (0). | 100 (0) o {wz@ 21 (2) Alet (0) ©  37.3 {0) 2
o128 L 18(0) P, 100 (G) -0 130 () 120 (2) Alent (0)  37.3 ® 2
) STORY : )
' . _AMPLE ' ~
g o Iﬂlllllllllﬂlﬂll!llﬂlﬂlllllllﬂllﬂllﬂllllﬂ]llﬂmﬂ
MedlcatianJ ;ss_& ECS WILSON Fo -
........................................... T SRRSO .. . 2110711979
Past Medlcal History: iDisbetes { Yype 2 52 DALHOUSIE ST
P . Glasgow, Lanarkshire
T e . o : G3 6PN, -
C ) « HEBIR S UL 00 ) Iy Y e Il;llmllllllllll J ’
. Events Prioc. ILOW MOOD - .
’ . Social History
Lives along o No Patiant Occupation Unemployed ) .
' Pationts Genoral Appearance ENotmal . p
Patient Mobility ' _éFu?Iy Mabilo - .

Patlent Communication

Patlant Clinicat Risk Factors

_émwhol, Smoker

Patient Enviromontal Risk  {None Identified ~ :
Factors H
~ Substances Affectmg Cond:lton y :
Substances e iaicanct .
adeaan - erdersoneiieobaninribidbandbad bnadaadbodbunibadbondnnisadbandhrdNsibanitribistriiborkreiieiinnd I

Treatment On Scene

»

Non-Emergency

~

radbadbasitodinnivediniion

~..CLOSE RECORD .. '

Tlana'i:ort To Hogpital
i

Nortnal driving

Pre-Alert

Conveyance B )
No

First Resource On Scane

Crew A.t Hogp

AT RS IASIA LI ALY RN ARV anera T AT i s, X 2y [T
INCIDENT LOG '
2344 Afocatds 0%:10 Mabiio 61:10
Crew On Scano Tovez T Crew Loft Seone 01:42
Recelving Hospital QUEEN ELIZABETH Cloar Time
1 UNIVERSITY HOSPITAL
Crew I : Crew Grade Driver
E9385759 Ambutance Technician
s EELbiASii bbbt nnatirhndnbrdundinbnar s rannnardddinsraesinrnnandnne, M - \ 111111111
E0022128 Paramedic
. ;
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Glasgow Royal Infirmary Greater Glasgow Gayle  2uo7ners B

‘ hi : 52 DALHOUSIE §
Emergency Department and Clyde Clasgon Lans msg;fe

G36PN . BiF

lutuimnmlmmurmulmnasmumun

Initial Investigations Ordered

FBCO |COAGO|DDO  [INRDO B3GR X-match _units

-U+Es:(J LFT O |Gwo CRPO TROP O Paré-EI Sal O Ethanol O [Mg O | VBG D | ABG OJ.
B culture O] 7 mssup g Ufiqalysis a BHCG O . Other .
OO  |AXRO |Otherimaging: | : ECGO
Current location: _ - o . 1 . Sentby:

Clinical Notes

i1 Time 238 Weme | g Goadle (O F Spaciclity

_@ e wwhvinl' 00 of an yeeds

_ML.JMM.___.E_‘L[A_M o o Wwudy N‘\’ Wido - Totd
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| Glasgow Royat Infirmary 52 DALHOUSIE ST 107"
Emergency Department Glasgow, Lanarkshire
. G36PN
| e |
| Clinical Notes. » .
Time N " Goedis Spadality
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) Glasgproyal Infirmary ‘ . ’ WILSON ]
Emergency Department | ‘ gza l;;u-!ousm«sr 21:07:1919

Glasgow, Lanarksmre

[ 18

Illl-lll'lll'llllll HlIL

Clinical Not-e's : . :
Dane e Noma' — SR

Grds . Spadhiiy
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Glasgow Royal Infirmary
Emergency Department

Glasgow, Laﬁ:arkShire :

E

2107796165
WILSON

Gayte' | 21071979 55"

52 DALHOUSIE ST

. ) _
I BT ) IO Y £X11 (D13 O B TH

G3 6PN

; -
HAEM | QA/Een UIRE | BIOCH | DATE o7 TRE AN ep TRE |:v/ABG | B33 o7 TRIE
WCC™ - © | Na ' Bil’ FiO;

Hb K - ALT | He |
Plat a AST ..PgCO'f b
Neut [ur | eat | Pa0, |
{1 DD Creat: A'phos . _Bic : \
A PT ] eGFR Alb BE I'
PIT- Gl AdjCa -Lactat:e
T CRP "| Amyl Ethano
INR Mg Tropl HS, A ',_Fl’éra 3
| Phos BHCG Sal -

Diag_nosis‘ar'ld Plan

"

' ‘
!
' | .
- ]
Review/Discussed with: Handover. i ; '
O Provisional Diagngsis i F
| O Liquids/Fluids ! !
O Analgesic/Medicines. :'
O NEWS ‘ .
‘ 4 [0 Investigations & Results
o

Talk to receiving tﬁam{ward

M) « 287967 Version1_0 « GGCO226"
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Greater Glasgow & Clyde Emergency Departmslmsm i
Mental Health Tnage and Rlsk Assessment ToGs: bauousk st

Glasgow, Lanarkshlre

163 GPN

Patier L e

CHI llllﬂllllulIl'llllIll I‘.I'IIIIIIII Rnasag Illlllllll Ill L ket

mpa

. P ORI
) |cularconcem i

T Aloe. | #

Describe'the appearance/clothing of those attending
alone, as they may leave before review,

- lsthe palient a young person in foster care or in a residential
| care placement? YES/NO

Is \he palrent a carer for a child ar a dependent adult? .
YESINO

Overdose (wil also require medical agsessment)

Seff-injury {will also require wound management) g -
Is there a chid protection concem or concem for a
wuinerabiz adult at igk? .. YESMO

Other Mental Health Presentation

""respond yes:or; no A0.8dth’ Guestign-
i any.order.which seems. appropnate-
( N

SIS b T

ni’Appearance:

L

Is the patlent vnolent aggressive or threatening? . Y

Is the patient obviously distressed, markedly ardous or highly aroused?
Is the patient preoccupied, erratic or impulsive? . Y| . (‘);
ls the patient quist and withdrawn? ‘ ’
Do you think the patient is behaving inappropriately to thelr situation?

Y\

=<
gee

1 Do you think the patient presents an immediate Tisk to you, fo others, of to themselves? Y| ,‘

- Do you think the patient is kely to abscond prior to assessment? Y @
Do you think the patient's presentation suggests either hallucinations or delusions?* Y (r\?)
Do you think the patient feels their actions are being controlled? Y NY .
Are you aware of a history of mental heatth problems or psychiatric lness? _ Yy Ni|
Are you-aware of a history of violence or selff-harm? = , - (Y)| N
Is the patient currently expressing suicidal thoughts? ) : Y @
Is the patient cumrently intoxicated, with alcohol, or other substances? 1Y (l\T)
Delusions; fatse but Emly held views and ideas. Hallucinations; false extemal stimufi (for example, visual or vocal) the palient.th?nks are real { = ! ; N

erat Low - rlsk _ High Risk :
of s¢ i{::?r!:c ceo a'bi:g’nc::?he clinical - w Other ;)atie:t:::
b} a mpani 8!1 ‘, b} |c_a area. - I
Triage Category | | adas i sccomparied ol tr il s Moderate Risk |
I Tint: toxbase mlorrnation;’anq . paracatamo! o= T .[
B e v RiroD R e e {Overdose; note:d- hourtinte for Bigod 'samplé. —— :
:gggr;;metg%ym Summary . ' 'iﬁ'i”ne e colu:g ! ;
Blue Wike brdksut , LowRisk ||
Black ke Hat : gade™ '""“”’“l{
Blood sample tme? Wit /Piak Traicers ] Sif;é tt:?qmn\s
Toxbase info prted? Y/N | Heavy et b VAT
GMAWS considered? Y/N o - . W /22, 02510

I

date and time ;

. s
] ® NHSGG&C Mental Health and Acute Services Interface Graup. s ) Version 3.0. Jan 2017 !'
i
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| Appearance ) Behavigur . Spesch . | | teck of social support: !
’ - |

|

|

1

|
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‘Part Two - Mental Health Assessmem e oo Patiéntiname-

complete this page
aultline of cument presentalion and precipitating faciofs ) CH'

@ indewhonad 0D cF gwn - Vi wadp O i ot A
et SR O ey PYTIYI RN Qe s VTR & pniiig . N vhwv‘uhwi’

Qi owiiig SR Uit © TR - U Wkt mber” o 0V m..w Wy  cheoked
o hoy . W Sk wive Wl G U e ‘w"wo rcMm:.:-lv\,Jl,\g

Tl W, & T ool | Souas Sha b WM-LO Le
W\{d\'ﬂe\r ‘_ . [

-4

~

| curent and prevaous memal health problems sell-hamn episodes, problemauc alcohol andfor drug use, contacts with mental heallh senices

O0F Caking) \\y nK hw\'mrvl C Mg v 00 ’

i
other relevarnt information, (retationships, finances, employment, housing, physical health, childcare respansibliles, curent R k F’i b i,-‘-'-"
medications, elc) - prolactive factors (befiels, retationships, plans for future) - views of relalives/carers/significant others " L 5 ,9* o Ors

A
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W e & wamn www 2 syt v-uqf_uuhp " ['alconol or o use -

\

‘ . . - + | planning or concealment
03 ‘3“9* ‘ . ) ) - |_evidence of psychosis
- ongoing suicidat intent
famiy concem about risk
access to lethial means

\,,Wq.g P ’ | {ageand.gender
wWo Ui ‘y - @ - | chrenic tiness/pain
vS'aW MY N{’Mw , farmiy histony of Sugde

x: disengaged/noncompliant
Mood Tnoughl Tnsight urémpioyed/etied

-5 ’ W\-Mvuu, ) . oW Py A previows viglent methods

o o L-m) . - nb ’P ' M‘Wm - history of self-hamm R
BT gl 727 S W’“bk* Mnitor” \Mh\\y he by . [[cument psychiatic reatment |-
previous psychiatic treatment |

Careful consideration should be given to paluents who may present particular risks, mcludmg pahents who may have post-hatal
depressm or patients with ‘first presentations’ of mental health problems, especially in adolescence orlold age.

ey

-

' based on clnkeat assassmen! indicate a categcry of risk If young people in foster-
Risk Assessment for a further episode of self-hamm in the short tem (48hvs) cafie o residential carg are

- consider protective as well as itating factors.
: M preciplating assessed their social work

. ' : " . , team should be informed
High / Moderate / Low (via stand-by SW f ol,t-of-

| Discharge Advice and Plan for Further Assessment ||| ™0 & wel as gying.

information and advice to
indicate the follow-up plan - referal to Liaison Psychiatry, duty doctor, oul-of-hours OPN sendce, OMHT, | | carers present.
GP, addchon services, SW, elc’ - Ind'cale Ihe advice given to [he palient. and identities of olhers infomned: : -

summary

?ﬂy-'kwf‘lww 00 weol”

follow up and advice given . ) ;‘

' name/grade -
ru,vaw}, ooy o , Uice COBE
AT WD iy Swith ] L p 3859%‘/ ‘
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7 ATORVASTATIN 40MG TABLETS
ONE to be taken DAILY

fnstalment 2 of 4
Miss Gayle Wil san(6416) 12/01/2023
DUNNET P

HARMACY
A%: 6

Dumkearion Ros asgow GL4 945, Tef. 0141 9592196
b KEEP OUT OF%EACH & SIGHT OF EHILDREN

ousp | g ;5%; 1393 Dumbarton Road, Glasy
«'C ) KEEP OUT OF REACH & SIGHT OF CHILDREN

A

WILSON

Gayle

62 DALHOUSIE ST
Glasgow, Lanarkshire

21]0]”1979

7 DAPAGLIFLOZIN 1OMG TABLETS (FORXIGA)

ONE to be taken DAILY Read the printec
advice. SwaTlow whole with water,

1
R Instalment 2 of 4
Miss Gayle wilson{6416) 12/G1/2023

DUNNET PHARMACY m

ow G4 955 Tet: 0141 959 2195

" i i rmoﬂs“a—
COLOUR GHAP NOTE 1 COLOUR SHAPE .
XS ova) vueugw | O _\gmcwl :
ImARK TAB/CAP MARIiO TABICAP

- 308
7 GLICLAZIDE 80MG TABLETS (GLICLAZLIDE)

one to be taken each
morping with breakfast.

Instalment 2 of 4

Miss Gayle Wilson(6416) 1270172023

532
23 QUETIAPINE 25M5 TABLETS (QUETIAPINME)
ONE to be taken in the MORNING and at
. 1pm and Two to be taken at NIGHT If
sJeepy do not drive/use machines. Avoid
alechol.

. Instalment 2 of 4
Miss Gayle wilson(6416) 12/01/2023

DUMMET PHARMACY

Y A %}3 1205 Dumdarton R Glasgos 614 K5, Tek 0141 502195 | £9(
welBet ,3Emm§h§ﬂnﬁgmﬁ%m (E b i uevomnrnucuasremorcuwnml &i
‘c%" ¥EEP OUT PiHEACHI:S!GMOFCmLDREN \ . i
" i . + [NOTE4
ISHAPE NOTE 3 COLOUR SHAP_F.. nA [
Dvin 0{0(\4’\6 v
Iﬁﬁ‘(CAP MARK TABICAP
S50
14 SERTRALINE 100MG TABLETS (SERTRALINE)
Two to be taken DAILY Avoid grapefruit
juice during treatment with this
medicine. Read the printed advice.
- Instalment 2 of 4 - 6
Miss Gayle Wilson(6416) 12/01/2023
K DUNNET PHARMACY "
%} 1199 Dumbarton Road, Glasgaw G4 SXS. Tet 0141 8592196 c%
b KEEP QUT OF AEACH & SIGHT OF CHILOREN 4
CoLOUR NOTES COLOUR SHAPE
whi .
7 8
COLOUR SHAPE
MARK TABICAP
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Em‘érgency Department qusin’g.

Documentation

Presenting Complaint -

Date: _L;_j O] 12023 Time: OLL3 '

_\\I\\lll\\l\ﬂlﬂ\\ﬂ\l\lﬂlllllﬂl\llllllﬂlﬂlﬁllllﬂﬂll |

. NHS
l‘MLSON 211071 979 \ Gréater Glasgow
|52 'DALHOUSIE ST _ | and Clyde

arkshire :
Glasgow, Lan: G36PN I|

Prepare patient for examination /
Clothing bag labelled + stored

Patient Prep / Investigations
(Please tick/circle when completed)

Assessment Complete by: Name NURSE (Please Prin
_{0iNa, ANNA

ll llllﬂlllﬂllIlﬂllll‘l!lllllmllIllllllllllllmIﬂlll.l.l .

Communication
(Please Circle Tick)

NEWS Chart complete / NEWS SCORE -
(Record pain, blood sugar-and Neuro Obs on NEWS Chart)

GGC RED BAG - with patient m|
[12tead eCG ' O |IDBand ; O
Weught ) O |Peak Flow O
Blood Samples Obtained: Yes'Ef Neo O Xrays / CT Scan Performed: O
iV Access:  Yes o oV Relatives / NOK informed (Carers) O
Blood Gas:  VBG D/:BC a| f;gi:gd";;;g*ff,?;;ﬁ?t,"f:g,';cy) Y/N.
Adult Support and Protection Y/N
Urinalysis Leucocytes a ’Nitrites' a |Protein - 0O |Blood o
Ketones O |Glucose 0 |PH .- | S.G. -
MSSU / CSU 0O |Toxiclogy [u]
HCG . O |+VE O |-VE 0O | Strip No -

Screening Tools

(Please tick/circle when completed)
SEPSIS RISK? / SIRS Criteria 2 or more

SWALLOW TEST CARRIED-OUT? (susp any
neurclogical signs or symptoms)

YES

Mental Health Triage Assessment

If NOT WHY? - (details) _

5

GMAWS

Date - ¢ O 023
Time- - 02 G4
Signature - /(Omaéf// 7S

AN SRR [Gors cctll IR Fattentionl(monthsloflyearbackwards)
Age - > =7 correct 0 Normal
Date of Birth_ < 7 correct 1 Mild sleepiness
Place Untestable 2 Clearly abnormal 4
Current year : '
No mistakes =0 MM@ -
1 mistake =1 Acute change or fluctuating 4 | YES
> 1 mistake = 2 Acute change or fluctuating _ 0 | NO I O n2 I




STEP 1 Would this’person benefit from Comprehensive Geriatric Assessment (CGA)?
All over 75s and care home residents over 65. For younger patients use clinical judgement and consult,

local guidelines.
YES NO

F | Functional impairment (new or worsening) eg difficulty with self care | )
R | Residentin a care home? I ' /
A !

Altered mental state such as acute confusion or dementia use the 4AT

] f Immobility/instability. New decline in mobility, difficulty mobilising without help or faII | .
leading up to admission ) 1
L | Likely to require support for discharge? {either new or increase in existing support) I 4 |

, . - |
Are any of the above criteria met? If YES to any of the above move to step 2

STEP 2 Would this person be better managed by another specialty team at present?

Indicator for care by another acute. ialty re less of ;
icator for care by another acute specialty regardless of age VES NO

Clear need for other speqalty input eg exacerbation of known long term condition such as COPD 7

Need for HDU/ITU (including non-invasive ventilation) ' /

Suspected new stroke or TIA, consider thrombolysis and care in stroke unit ' /

Head injury with loss of consciousness . /

Acute abdominal pain/surgical presentation . /

Upper GI Bleed _ ' ' y _ ;/ _
Chest pain with suspected acute coronary syndrome / )

Traurna with suspected fracture _ / t |

Are any of the above criteria met" |

If YES to any criteria in step 2: T ! '
¢ Prioritise move ta non gerlatnc service as appropriate, If necessary consider geriatric advice on o
parent ward. .
'If NO to the list in step 2: i .
* Prioritise transfer of care to specialist geriatric assessment service in line with local gmdance ’

Screening Tools / ACTIVE CARE

{Please tick/circle when completed)

1) Pressure Damage Does the person have Y/N Date Loca‘tiori_ of | Grade of Ulcer
redness and/or existing damage? Redness/Ulcers ‘ )
If YES - continue with a minimum of 2 hourly
Active Care +Complete PUDRA

2) Mobility Dees the person require assistance? | Y/N

3) Continence . Y/N | 5) Skin Is skin comprom:sed by other source, AIN
‘ 1 . eg neurological deﬁc:t redication,
substance, dlabetes co-morbld‘?,

4) Nutrition 6) Judgment

Init. Time Init. Time  Init. Time  Init. Time Init. Time. Init.  Time Init.




"H@i’ﬂlL‘i’MﬂWfMﬂﬂﬂﬂﬂﬂﬂMmmuun L

WILSON

Gayle 21107,
52 DALHOUSIE ST © 01979

Giasgow, Lanarkshire

]
W —

At risk of falis?

(clinical judgement) {consider alcohiol, mability, age, illness, cognitive impaiment e

e
YES
Pause for Transfer / Discharge Tickwhen  N/A  Notes
(Please tick when completed) completed
Refatives Informed of Admission / Discharge O a Information on discussion with relativeé
Relatives/carer with patient on transfer to ward O Always !
GGC RED BAG - with patient [ O | Always '
NameBand | O | Always [
Nursing Screening Tools completed O Always l
Bed requested, SBAR COMPLETE | [J | |
NEWSchart | O | Always ) |
Rrescripﬁons / Charts Infusions . a O |
- signed
) Cannula a ] I
Notes: medical notes, GP letter, PRF O O f
Patients reqﬁiring analgesia: sufficient a O ) ]
Belongings (including patients medication) o Always | Please note here if any pther tasks | '
~SAS Transport required and ref. no. ' O ] required prior:to transfer i
Print Name | }
Sign - . - _ |
Date and Time - | Print Name and

) Signature i
— , i

!

i

[

14/01/2025 pNenss 3 N

Qs | QCS IS Qee Care. conymarzcoed.
Transterred L Rogr 5. .
Ll LB QAN LONTIFIALS LABLirng
0348 __|B10005 _hicried ] e
ay /0 {LC/OW&(C_@G/. ‘ “”|
|

’



Nursing Notes

‘Date and Time

EITET

WILSON

Gayle |} .
52 DALHOUSIE ST

}
210711979 |
Glasgow, Lanarkshire

|

|

i .
|

|
l

M1 * 304053 v2.2 * GGC0252

e | e | —— | — | — | — | ——
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HEWS > 4 THINK SEPSIS
Apply SEPSIS & within 1 hour

V.. Cha orygan to tarpet satination 394% (COPD 83-920)
| 2 o Reits o 1o 20eming

A Actio : Working diagnass (consider SEPSIS). Consider frequency of observatiuns. Management plan.
Set review time. Document. -

[ 3 Take blood Guitures - C. Communicate: Inform nurse of b!an. Inform senfor medic if necessary, Docui'nem the dls:uéilon.

4. Meagure lactate and FEC — . .
s GMT,,:,,M; " Escalate: Document the tréatment escalation plan. Should include need for next level of care & consideration !

6 Moniton urine oitput and fuld balanca ehirt of resusr.ltatlon status, s I .

ks - - . n T
r . 2 " N s '
M J ~ ; . .
\

Date ﬁ'n,/ - ' l
"
R . . pr—1
- oRgEE
—— m : - m i & ga'% =
=2 - - i z8=
# -24 | 2 ‘ g %
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i 511 1 ' E g.: g
8 3 o E!g,l g
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_ 391 P _ ] \ ] 3 =
-% 2 &=
. 2Tenol | 37 ]
5 _ 9596% 0a 02| 3 ~ .
{Fisamencz| 4 3 ! - Abbreyl for
& B . onalr | 0 recording oxygen
Aiitee A K ‘ : REE N T device
85-87 1 A RoomAlr .
f ] mss |2 Nl
— - = - ’ = - e - - N Caonutee |«
: : ‘ ardeu: |0 ' P 2 S Simple Mask .
v , I b | oalimma ] 2 ' : i . 11T .1
- ci Venturi Masi
N § - | RN : : § v oand%
. : | 20129 [0 | . . , 1 ; ) eg. V24 .
5 i N w200 |0 : .
: : Non tnvative
A overaze [0 ] CNW . 4
[]
‘ LA E: : W fnashe
- o
; s 1 il : R P
2 f . N 5 T h y
A N 3 3 . ’ . . "
s . g — P CRAP Mak
i 4170 < -
> ::-u : wpn b flow
. . . A Nasal Oxygen
. N B sso-. |3
~ . 213 3 s | NEB  Nebuliser
Hoaaw |2 - T g
F ’ man | 2 7. Reservalr
N B . Misk
LE 10110 Ll . = : - (Emc!gnncy
- - a0t |1 FICEET)
' " ns o i
o . . e |o : . -
6170 ] B
T 3160 [
-a+50 [ % B
i N4 3 . .
j i s30 3 s . .
N Anet [ T . -
- * ChHewr 2 B |
Confurtan © :
© i Vverbal |3
i f ) B ¥ Pionure | 3 B L ¥ - : ' ok
. . : Yol . i . 5%
= S - ] 4
N 239 2 .
_ | : 301320 |1 . !
- wree Jo| - 5 . . 3
. “3s1.07.0f o[- 1 F T
. i 301y | . ' B
i K50 3 } o
- e - . S
ENENEEEEENEEEEEEEREEEN E
— A o
. - - - - F
9 - ~. o . '
Blood glucasa | 70 ]|.5|.. . ) | - ]
' . i
¢ + 4
Pain { functian s¢ore o (7] . I ’
- - . - ' '
Time Ptiast passed urine  [10.20 | * :
Fluld balance chart wl /1 N . ;
indicated YN * [ ' : ' : '
GESindicated YN N *f ' . : : . ; ) )
Time NEWS doe 23.00 - : ‘
f . N
bl otewe TIN | N ‘i e ) ’
Initialy ) [ | ' : .



NHS ..

" NHSGGC NEWS - National Early Warning Score 3 .
- ) A . ; - < g"u:‘ g - Nom ~ “n o ~ el
) . ) . et Qo 5i¥z - » 0 @ @ . . . = we oz o5
- 3823 = 2 &
- B89 8 pupi Size mm) = - g
= = H
. . A
EE - 8
(RN E i i
7196165 . 1] H
—_bmson L Admitted : =2 33 1
Gayte . 2110711979 5 =13 § 3 H
52 DALHOUSIE S:_ - Transferred S8 d g' il
e 2 .
Glasgon, Laniks 35PN Transferred SELEL f
[———T Taansferred - L1
Teanisierred - -
4
; i E
3 L]
. B
- gl 2
Spo2 Scale 1 - $pO2 Scale 2 Patient on home R “le
. £
Target >96% . Target 88-92% . |{owveenvO NO &l &
- HE
. Signature: Signature: If yes, add details of gl e
ox thi a8
Print Name; Print Name; ygen therapy ' ) g 5
S ul ¥
. Dr/ANP initials ONLY: Dr/ANP initials ONLY: - o -4 2|3
- 2 . " T 2 12|32
Date: Doer . . 3 wfn[~[efe]e[~[«] -]l |]<|~[~]~ ¢ HH
- “ H HHHEH A HHHAHRHE HENEE
‘ HME%;}&%%M §§§§§§§€§§§§ 1N
HHMH H HEH FHHEE HHHE 81
Document all actlons and interventions 3 £ e : H bl bl ; E 3 %
! & - AR
. : £ HHEE
7 NEWS O NEWS 1.4 NEWS 5.6 or 3 In one parameter] NEWS 7 or more- 8 5 % 5 %
. ; HELR
Low Clinleal Risk Medlum Clinical Risk High Clinical Risk . g ’:’ E g ;‘
¥ gla g
~ ~ HEE 22 5|E|3
- e ] E
Min 12 Hourly Min 4 Hourly Observation Min Hourly [ gﬂ ‘-; 8 £
Obisrvations H HE gl
u t As: t by Seni v - i p 2 2
: Irgent Assessment by Senior £
Inform Registered Nusse Urgent Assessment by Medical Team Medlcal Teams . I 'Y
. = )
Agree Frequency of . ACE Aesponse in Medical Notes ACE Response in Medlcal <% (15
Observation Required - |I* 5 Notes 2Eu|| €|
: SR Bl
3 . Think Sepsis If Suspiclon of Infeetion Consider 2222 i Ssol 2|2
— =l VIS
o - " i Rl
NEWS should not replace sound clinicaljudgement. Any concerns-regarding the patient’s condition - R 2 -E s |@
N should be approp ed and d in the nursing notes ES Y
- - BEg|8E
X L. fBE|E [+
- ” rdc] 3
Discontinuation of NEWS H . . . e[| s]o . e3¢ |m g
2850
Following MOT discussion, it has been agreed that this patient no onger has a requirement for cbisenvations wruw |[sweseca| T0mon hoa-u] <mEw Huow ;‘:! g5 |~%
Eeel B
signed. : = N —"—5-’& E 2 E 2%
- - T - : A g )|g|8ts 3
Medical: i - 3 3 .-§ 8 E s3z =52 SlEgsile| [®
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‘Glasgow Royal Infirmary

LT

CHI: 2107796165 R . ‘
| , . O Tolat 21
. ' " ' 12Mth At 3
Tltle:_ MISS
. WILSON Gayle
' DOB 21/07/1979 ‘Age: 41y Sex: Female
52 DALHOUSIE ST Nextofkin:.  WINTERS, Rita
’ : Relationship:  Aunt
Glasgow 01412301448 .
Lanarkshire . e
G3 6PN - GP: NT Bhatti
07771241541 ‘0141 334 9331
o Attentiance Date; 09/03/2021  Arrival Time: 2017
_ Registration Time: 20:17 Date of incident: 09/03/2021
! Major Incident Desc: .
Reason for Attendance: chest pain -no ft - N
Nursmg Assessment ” ‘ a >

Alerts: Not Recorded

Triage Category.‘& 2

Presénting Complaint *

Allergies: Not Recorded ’
Tetanus up to daté/fully immunised:

)

Observation Daté: 09/03/2021 20:19 ~ Nurse name: Nurse Paige Calrns

Pain Score:

Temp 67 - C 1BM 19.5(SASmmolfL G
HR: 127 . |bpm-. PF ) 1/min ‘Eykes 4
BP 131/92 °  jmmHg Expected PF | /min Motor 6
"+ MAP 105.00 “mmHg | _[Weight ' kg Verbal 5 -
~"RR |20 “lbpm | -He’aght Total 15
- Sp02 |97 Oh jlg .
Oxygen. | % Left PUp s—’nght‘ Jpupilsitatt , .
) ' " IRight - zoom) | fegm |
[Corrected? eaction " Reaction
Nursmg Notes: "CCP, tachycaria ad tlghtness in Lcalf BM 18.5, no. dlabetes dtagnosm Denies-covid
symptoms "

LR EAGRA AR g muuﬂnmmmmnmnwm TR

) 1071197 2107 5 071979 2107796165 21/07/1973
WILSON ~ WILSON WILSON . WILSO WILSON.
:Gayle Gayle Gayle Gayle : ‘Gayle
Created on 09 Mar 2021 20:20 by Paige Caims * Page1 of 1-



,iTo be Completed by Clinician

Child Assessment Questlonnalre

Yes -

T No

Previous attendance (consider any relevant trauma from previous presentatuons)

J} History variable between accounts

Examination not compatible with history / presentation

'Delay in presentation

Fracture / head injury or S|gn|f|cant brmsmg in baby ar non- moblle toddler

Date: Clinical Notes

. Discuss with Senior Medical Staff / Nurse on duty any factors ldentlfred

Seen By - J

Time Seen

¥

- :Once Only.Pre

! Cr'ptlon

Date
Given

Drug {Block capitals) Dose

Method of
Administration

Time of
Administration

Signature

¥

Ml » 263984 Version 1_0 » GGCO105
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"y o Nunbér: CROTT2ATR

Patient lrfarmation

GAYLE WILSON

ge.!aender
Address:

41 years 7 mondhs 19 deys Old Fermale

GLASGOW, G3 SPN

Ethniclty: ¢ White Scollish

"2 DALHOUSIE STREET GARNETHILL  +

.- "21][)'"1379 te Viioer samsseesbisressianars sesevie ]nc[dent L.uca“w;.:. .

. |Pate: 028/3/2021

in¢ident Number: CRO07244720

mmemma EMG

53 6PN

52 DALHOUSIE STREET
GARNETHILL GLASGOW,

[T

-J1F WILSON

79 Gayle
52 DALHOUSIE ST
Glasgow, Lanarkshire
N G3 6P

21/07119;

[cHEST PAINTHIGHEM ‘

it was noticed on last hospital admission.

L T P T TPV Y L L L R L P PR I P TR TR FY IR ELY)

_ Add
41 yof central chest paln fast heart rate and tnghtness in left calf. Pt was adinitted 2 weeks ago followmg an overdose
advised to rémain in the hospital but pt self discharged. Ofa crew met by support workar, pt sitting in office, alert,
speakingin full sentences. Ofe baseline obs as charted, pain score 5/10, bm 19.5 pt not diagnosed with diabetes put

........

. Presenting Complaint *

al Comments

PATIENT ASSESSMENT

LLLITITIRE PERTY P LY ILICITEITIEITE NPT

~

ACVPU Alert <C> No '
A Clear '
B Breathing Adequately 'E.Yes 'ERasp[ralory Rate 20 ESPDZ LE]
Oxygen Given  No
(o] - Pulse Rate BP _ Cap Refill ECG Rhythm
g R e i e L St i s Slnus Tm:hy .
. Rhythm Arm CentraliPeripheral ECG
Reg: Right Paripharal 12 Lead )
D GCS Eyes : Voice " Motor  PEARL
15 Spomtanecusly (4) Crlentated (5) Cbeys Commands () Yos
iPain o N » -
Body Part : Pain Scale ]
P1 Chest 5
f
Observations
Tme "P RR BP $p02 CR GCS; ACVPU  ETCO2 T BWM: ECG P(l) P{R) PEF CrewlD

19:35 138 20 13592 98 |-<=2s -

g . <=2
19:30 136 20 139/81 98 Secs 15

P RR
1930 '

T LY TTTTTYY e

i "ﬁrr];" Sp02 SGaJe‘I :

98 (0)

20 @ !

mEmmasmeasmErndy b

Alert

Alert

(369 195 |

NEWS2

HISTORY

E9B87455

ES887455

i " Total
BIWO 3




“ SESSIY ||

F WILSON
. "9 Gayle
e 52 DAL‘HOUSIE ST
: N Glasgow, Lanarkshire

e G3 6P

Allergles
21/0719;

Medlcmun

PastMedical History ~~ “BOARDERLINE PERSONALITY DISORDER. LEARNING DISABILITEES

Last Eaten (4 Hours Ago " :

rvemspnor e

H - .

. Social History
Patient Occupation ' L .

Patients General Appearance‘gNurmel , ' o
Living Arrangement ~ SUPPORTED ACCOMMODATION

Pationt Mobiltty

Hg]pRaqukgd T ee s GTeimeesi en s rasennnes sensieiibenemtenie o

Fatient Clinical Risk Factors | Smcker

Patlent Enviromental Risk ;None Identifled
Factors H

v
N B ) R B T B B A R L LTl N 4 W 1 M P S N W R N0 N0 WA AN TN Yo W 1T 0w e s 0 T N B W W SR B E b o o kR d M SR B

o T GLOSE RECORD |

_ ) _ ‘Conveyance _ ,,
Teansport To Hospltal “Nermaldriving  Pre Alert " No S N

INCIDENT LOG

‘Allocated T e ,  Mobite

'

[TIme Call Recelved 2

First Resource On Sce

- mwo“s“"a . 1920 ERR cmeeﬂsbenazug? e

Crow At Hosp 120:44 ‘Recelving Hospital QUEEN ELIZABETH Cleas Time .
i- : UNIVERSITY HOSPITAL - -

Crew 1D . - Crew Grade _I o i

EO017051 ' Paramedic

perdaity eaeee

T e e

. ESBA7455 Ambulance Technician
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;G Royal Infi A==V F wu.sow ]
:n?;?;;:lcyoéfap:r;m?g Gre:tt]%r CGI;adsgow 9 g?ﬁg‘gﬂ‘i‘iﬁ;fkﬁ;r;mﬁ979 ‘
N G3 6PN :
Initial Investigations Ordered - 2, - 3 - 11 ,r
_|mBcO |coacO|DDO INROI G+ | X-match  units

U+Es O LFTO (GO CRPO|TROPO ParaO |Sal 0 | Ethanol O | Mg.0 | VBG-O | ABG OO
B culture (1 C/MSSU O Urinalysis O | BHCG O Other
CXRO AXRO | Otherimaging: ECGO
Current location: Sent by:
Clinical Notes % 2

]
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L
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Glasgow Royal Infirmary
Emergency Department

N —

| AT

61
F OWILSON ,
'8 Gayle L 2110719
52 DALHOUSIE ST
Glasgow, Lanarkshire

GI 6P

HAE{UI

wcC . "| Na Bil

Hb : K ALT H*

Plat a AST PaCO,
_Neut Ur GGT PaO;,
DD 7 Creat A phosl. Bic

PT eGFR A;Ib BE

PTT Glu AdjCa Lactate
T i CRP Amy! Ethanol
INR Mg Tropl HS Para

Phos BHCG Sal

Diagnosis and Plan

‘Liquids/Fluids

Talk to receiving team/ward

Provisional Diagnosis

Analgesic/Medicines
NEWS

Investigations & Results

MND « 2879567 Version 1_0 » GGC0226
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2107796165 : .
£ WILSON C L

. ‘g Gayle : /07191
- £ DACHOUSIEST Printed: 09/03/2021 20:53:33
Glasgow, Lanarkshire ;
s . gagpl 2MPIE Report

)
' LCCEPTED
Aridiyzed: 09/03/2021 20:51:33
sample Type: Venous -
Account Number: %
. Clinician: .
Operator 10: EMMA CAMEROND
Patlent
D 2107796165
Last Name! WILSON
%z First Name: GAYLE,
Gender/Age: Female, 41 years
Birth Date’ 21/07M979
Cartridge ]
Lot No. 2101210
SN 000000000500136557
Exp. Date: 30/03/2021
Analyzer
Modal: GEM® Premier 5000
. Areal . GRI
Name: CASU
SN: 16080423
Results e Reference  CAt
Low Low High High
Measured (37.0°C)
cH 38.0 ol £ 7 - =1
oGO0, gg . wal- = 7 -1
' g0, ' 5.8 wa [~ =~ 7 -1
Na* L 132 mmolik T = 133 146 -~ 1
? K ag mmaiil {- 235 53 -1
cr a7 mmalil [~ 9 w08 -}
Ca* 443 . mmatil, T - 145 121 -1
Glu :/z;}/ mreoth [~ 35 60 -1
Lac 6 mmotk [ - 08 22 -1
CcO-Oximetry
tHb 164 gt [ = = -1
0,Hb L 702 9% |- 950 g0 -1
coHb 1 38 @ |~ 05 15 -1
e MetHb. 0.7 % [ - 085 18 -1
HHB 1 254 9 [ - 00 s0 -1
) s0 L 734 o [ -~ 950 ggo -
. Derived ‘ 3
) BE(B} 47 et L= T T -1
HCOgle) 268 amol L= = 7T ]
Hete) a8 % U= DY |

+4 Qutsids Referante Range

Other information
Operatorf Entered
Temp 37.0, C

e e — T — e ———



@ Emergency Department Nursing —ﬂllﬂlﬁlllﬂll\\l\l\\l\\lﬂlll\l\ﬂl\ll\\lll\l[ﬂm\lm\ NHS

Documentation hay 2107 F
Chadk ﬁbm : Pa, glbiseON 207978 i e

Presentlng Complaint -

Date: _3’_]_@ Time: __ 707<

Assessment Complete by: Name NURSE (Please Print)
Patient Prep / Investigations Communication
(Please. tick/circle when completed) (Please Circle Tick)
Prepare patient for examination / | NEWS Chart complete / NEWS SCORE - E/
Clothing bag labelled + stored ) ' (Recard pain, blocd sugar and Neuro Obs on NEWS Chart)
GGC RED BAG - with patient, % O , ’
B Gl Al e
12 Lead ECG 11D Band O
Weight: '/ 1 | Peak Flow !
Blood Samples Obtained: Yes B No O Xrays [ CT Scan Performed: O
IV Access:  Yes D]Ao O Relatives / NOK informed (Carers) a
. i
) : Child Protection Concern Y/,
Blood Cas:  VBG WG O (considered in line with policy) :
'| Adult Support and Protection Y /’
Urinalysis Leucocytes O " | Nitrites O |Protein O [Blood . O
Ketones O {Glucose a (PH S.G.
MSSU / CSU O |Toxiclogy ]
HCG | - O |+VE O |[-ve . " - O |StripNo- .

Screening Tools

(Please tick/circle when completed)

» P
SEPSIS RISK? / SIRS Criteria 2 or more y SWALLOW TEST CARRIED-QUT? (susp any YES
neurological signs or symptoms)
‘ ! fal ‘ : —
Mental Health Triage Assessment YN | If NOT WHY? - (details) . </NO_)
Fal
| GMaAws - Y/N]|Date - 00.03 202/
1Time - 2 C?J S@
Signature - ﬁ/‘ﬂh?ﬂ
b B e ! ”
AMIg Gorrectl T (s eliyrar tadmaxds) e JAlectness
‘| Age . >= 7 correct / ¢ -Normal 0
Date of Birth <7 correct / 1 Mild sleepiness ° 0
Place Untestable - / ‘ 2 .Ciearly abnormal 4
Current year L / ,

Nomistakes = 0 ).~ P @25@ ) ! 4AT score’
1 mistake -1 A‘cut}(ﬁange or fluctuating 4 | YES = :
> 1 mistake = 2 %ﬂte change or fluctuating, "} 0 |NC | /12

v



| STEP 1 Would this person benefit from Comprehensive Geriatric Assessment (CGA)?
| All over 755 and care home re3|dents over 65. For younger patients use clinical judgement and consult

local guidelines.

YES NO

Functional impairment (new or worsening) eg difficulty with self care

F
R |Residentin a care home/ \

A | Altered menmh as acute confusion or dementia use the 4AT

Immebity/instability. New dedline in mobility, difficulty mobilising without elb or fall
Ieading up to admission

L !Likely to require support for discharge? (E|ther new or increase in existifig support)

Are any of the above criteria met? If YES to any (yé above move to step 2

STEP 2 Would this person be better manage: by another specialty team at present?

Indicator for care by another acute specialty regardiiess of age. VES  NO

Clear need for other specialty inpuf eg exacerbgtion of known long term condition such as COPD

‘Need for HDU/ITU (includi_ng non-invasiv%\tilation)

Suspected new stroke or TIA, consider)lﬁombolysis and care in stroke unit

Head injury with loss of consciousr}és/s

Acute abdominal pain/surgical pfesentation

Upper Gl Bleed /
Chest pain with suspected /gcute coranary syndrome

Trauma with suspected fﬁcture

Are any of the ahjove criteria met?

If YES to any criteria in ep 2:

= Prioritise move to
parent ward.

[f NO to the list in step 2: :

* Prioritise transfer of care to specialist geriatric assessment service in line with locdl guidance.

ppropriate. If necessary consider geriatric advice on

Screening Tools / ACTIVE CARE

(Please tick/circle when completed)

1) Pressure Damage Does the person have : Date Location of Grade of Ulcer
redness and/or existing damage? : Redness/Ulcers
If YES - continue with a minimum of 2 hourly )
Active Care.+ Complete PUDRA

A
2) Mobility Daes the person require assistance? [ YIN
3) Continence Y 5) Skin Is skin compromised by otheréource, Y/@
. eg neuvralogical deficit, medication,

) subslance, diabetes, co-morbid? ~

4) Nutrition Y@ 6) Judgment | In your clinical judgment is this person Y@/
. at risk for developing pressure damage?
{F YES - DETAILS

Date Time Init. Time Init. Time Init. Time Init. Time Init. Time Init. Time Init,
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 Cagto ‘ 21107!197‘
] 52 DALHOUSIE: S'.:‘
rkshire '
Glasgow, Lanarks 63 6PN

- 1SR T R PO T LN R —

M ] IER
| At risk of falls" !
{clinical Judgement) (consider alcohol moblhty age, illness, cognitive impairment etc) At risk complete nsk ossessment

Ino

Pause for Traéisfer / Discharge Tickwhen N/A  Notes
(Please tick when completed) completed
 Relatives Informed of Admission / Discharge L] | Information on discussion with refatives
Relatives/carer with patient on transfer to ward O Always
' GGE ‘RED BAG with patient O Always ,
Name Band o Always ‘
Nursing Screening Tools completed O Always
Bed requested, SBAR COMPLETE O ]
NEWS chart O Always'
Prescriptions / Charts Infustons O o
signed 3
Cannula O O
Notes: medical notes, GP lefter, PRF ‘ a O
Patients requiring analgesia: sufficient O O
Belongings (including patients medication) O Always | Please note here if any other tasks
SAS Transport requ‘ired and ref. no. O O required prior to transfer
Print Name
Sign -
Nursing Note.:'.‘ . ] ' H !“ ;
Date and Time Print Name and
Signature
q.3021 | gjonty n/z/k /mﬁm{’ z%m/’
7059 /)5///7 el ﬂ/t ()
Lohe
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notnlirenod fregion

—

b M
L) A iy L & %
2120 | {lnams__settdcnd pon_f

Altenad _ rpvy  qooouts bleoe/ 7%

poaolly (&7 Qlon MW7




21‘0?7961‘65 L
WILSON Foo
s .
Nursing Note ’ Gayle 2107187¢
52 DALHOUSIE ST '

Date and Time : : Glasgow, Lanarkshirg ‘
G3 6PN

lummunmmnumrmrm HETH o fm gy

Ml « 304053 v2.2 « GGCO252




EOL

LR

21977
- (Lo lal WILSON F
. Gaﬂle ad ! Gayls 210701976 .
[rewszney [ 1] 2] ] 52 DALHUSIE ST
Glasgow, | anarkshi
G EP)
Date wm Uqb . N 1]
PR L e
Time o éo % 4\%_ ulmn:]um mummmmrnmlnmrn E agaiv=
3 48eg3=
=T - —
FARB) w2 |z g 2 =
Respiraliuru . Q 12.20 [ = 2 0 =
Crmiisaty 7O L‘f YT = im =
= an =
r 3 e 23 =
' - £ -
o T U I a4 [] :E o 5 =
& ¢ @ 495 ¥ - a v 3 E
Gxily ECNE § I 8, =
oatutiund o)) =1 3 T I
) [ 2970002 | 3 i ' ' |
Spoz dezle 2 %) AN sEseRon0z| 2
Larget ranget T 1 $35d% on 02| ¢ bbreviation for
. h f’ 2donair { 0 ding oxygen-
d tory 892 o device
Only Zunder 8487 1 A RoamAir
a@ of qualified i oeas 7 .
o L Cannulae
woaggme (A[AKIAL T T 1T T T T Tl e TelT T T T T T T T T T T T osm smplenas
I T P T ) Vozwmmaf=] | 1§ N M I Y I O Ve Mk
| 2220 3 v and%
. 1 201219 | o €g. V24
[Elood PressurelmmHg) 181-200 © iy Non lnvasve
161-100 <[ o ilati
Pontanipnds P
[ ] <] vote | o o
- A AN 2140 | ¢ o Jma
\ nLz | o
$ 101110 | 1
| s1-tan | z T Texh y
. AR #1-30 []
N — an 3 CP  CPAP Mask
A v -61-70 3 Figh Fiow
§1-40 3 HEN Nasal Qxygen
558 3
: 214 3 NEB  Nebuliser
@ Py e |z
[riise] WG ] Nz | 2 R 1R Reservoird
m,m 198110 1 [fza)
2 ol q
$3.100 1 W
~ [ 15 ¢ . N
. ' 7180 [
61-70 ¢
5160 ¢
4153 1
340 3
530 1 )
D) o|f|al, [ Adert | o Il I | —|
Y E— CNew 3 -
::pnm:’:; (19 Confnlon GEROSsN=
Immredinte medical revlew. ¥ Verbal 3 E E 3.2 Ea=
St T s = PR
u F =] &2 Zo=
g e =
=
]l T3 E 5 =
rzmperanre 12190 | 1§ =2 e
L 31300 | © FE-' -‘ )
o AT 361970 | o = ~
: 351260 | v = & S
£15.0 ] = o 2
= = am
e o2l (A [T TT T T ITT] HEENEEEEERNERNEN
EEsEraAnn | T
Slood gluccse 7.0 q:‘)
Pain Hunction scoce O h B
Time Pt fast passed urine  [10.20 5 .
Fluid balence chart
indicated YN b N N
GCSindicated Y/N [ N N .
. ,
TAmeNEWS‘due 21.00
e N . )
it a el &L
NEWS > 4 THINK SEPSIS hinkfAGE]
Apply SEPSIS & within 1 hour A

IV Bulds up ta 29miVig
Take blood cultures
Meature lactate and FBC
Giva IV sntibladles

Ps N

Glve oxpgen ta target saturation >34% (COPD B3 925

Maeitar i ulput and fuld balaace chart

Action: Working diagnosis (consider SEPSIS). Consider ﬁequency of observations, Management plan.

Set review time. Document.

Commuricate: ‘Inform nurse of glan. Inform senior medic it necessary. ‘Document the discussion,

Escalate: Document the treatmen

of resuscitation status.

| escalation plan. Should intlude need for next level of care & consideration

.




]

NHSGGC NEWS —~ National Early Warning Score NHS : -~ I -
Cremter Chasgow 28T -
S fig 00 @ o0 gi=
. Lhal pupil size (rmm) - w %§§
=
e . : ' s =
wu.soﬁ‘“ . Date Ward Time H i .
} Gayle - 2 - . ' g
S banousiEsy 2VOT9T E . Admitted ]
Glasgow, Lanarkshire . Transferred §.“ =
G36PN i ] @ i
| Transferred - e o
H
T Teansterred
Transferred -
: X Ak
e
: HE
SpO2 Seate 1 ’ Sp02 Scale 2 Patlent on home n|e
Target >96% Target 88-92% oxygen Y] N[T § -E,
Signature: ! Signature: - t yes, add details of 2
th . £
Print Name: Print Name: oxygen therapy z S
Dr/ANP Initials ONLY: Dr/ANP Initials ONLY: s 8
Date: Date: = [~ Bl |||~ [~[5 | = =] = |~ |5 z %
V] 4
L] 7 £1 ¥ 1 5],z i1 H e
. g;is%ﬁi]sgiifggi; %fr;éé%?:;ﬁ SAHK
Document all actions and interventions . o . i R B E 3 3 %‘ %
. £ HHE
NEWS 0 NEWS 1-4 NEWS 5-6 or 3 In one parameter| NEWS 7 or more 8 HE] -
2|2 g
5
Low Clinleal Risk Medlum Clinical Risk High Clinleal Risk E bl rE g?
E 3 g2 K
H HHEIHE
min 12tourty I ly i Min Hourly Contt g 25 H E
Observatlons h H] U)ElIE =
- = 515l 2 g
" ) 7 EAN] 3
, Infarm Reglstered Nurse Urgent Asseasment by Medieal Teams rgent ;l’e’:::;'fr::;y Senlor E l=lvla
- )
Agree Frequency of ACE Response In Medieal Notes ACE Response In Medical o2 c -]
Observation Required - Notes _5 % » E1s
82d|l e H
. Think Sepsis If Susplclon of tnfectlon Consider 2222 E 2 ; HE
- 4
— - il
NEWS should notreplace sound clinical Judgement. . Any concerns regarding the patient’s conditlon Ev::' E. '_,_-:
should be approp lated and d nted In the nursing notes = 3 §- § —
- Y é g
1302l = ~ AEEaaS 4 b H R
Discontinuation of NEWS HHE o . o <fe]e]s]e - L2 H |2
] &3 5108
Following MOT discussion, It has been agreed that this patient no longer has a requirement for observatidns wrun [runaca] Toron eoa—uf <=za FRFTE =35 =[]0
. g2 8=
Sigred ] -3 2 -~
3 28218 [-
S i ) L Tonlelzssie
Medical 34 3 y 1 g R X5 glixsle] |2
IL i $¥g £33 3 SB35 8
ot HHE sf Bizidl Bz agg e NS
» HE Y g it Elzsss 5 H E[35)%]
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CHI: 2107796165

Glasgow Royal Infirmary

3

Total Att: 20
. 1ZMth Al 2
Title:  MISS .
WILSON Gayle
_DOB 21/07/1979 Age: 41y Sex:Female
Talbot Association Ltd Nextofkin:  WINTERS, Rita
52 Dalhousie Street Relationship:  Aunt
G|asgow 01412301448
G3 6PN
07771241541 GP: NT Bhattt
, 0141 334 8331
. Attendance Date: 27/02/2021 .  Arrival Time: 00:10,
Registration Time: 00:10 Date of Incident. 27/02/2021
Major Incident Dese: i
[Reason for Attendance: PER NHS 24 | ‘ i
Nursing Assess.i'nent ) . '
’ . Alerts: Not Recorded Allergies: Not Recorded _ Pain Score;

Triage Category: 2 Tetanus up to date/fully immunised:

e

oA Pr——————— -

P

s oy e 44

Presenting Complaint:

Observation Date: 27/02/2021 00:25

Nurse name: Nurse Louise Pat!erson
emp 36.6 C BM 26.2 mmolfL o
HR 129 bpm PF. 1/min
BP 140/92 mmHg Expacted PF | ° 1/min
MAP 108.00 * ImmHg Weight 9470 kg Verbal =[5
RR 18 bpm Height cm Total 15
SpO2 96 % iSaalf ‘ )
Oxygen % B UDHSTRiGHt upils e
|ght ize (mm) iza (mm)
Corrected? ,  [Reaciion freaclion

triage. low covid no FT

~

. {
Nursing Notes: INTENTIONAL OD. 400MG ‘SETRALINE, 150MG QUETIAPINE AND 80MG SIMVISTATIN
~ approx. 14.30. NHS 24 was called by pt housmg unit. Patient looks pate and sweaty in

L

O R e

{07197

MWWMWWIWWWMWWMHW

24/0719 2107796165 11071 2107796165 21107118
WILSDN WILSON WILSQN WILSON WILSON
Gayle Gayle Gayle Gayle Gayle

Created on 27 Feb 2021 00:32 by Rachael McGee

Na

Page 1 of 1



To be Completed by Clinician _
Child Assessment Questionnaire ) Yes No
Prewous attendance (consider any relevant trauma from previous presentatlons)
History variable between accounts - .
Examination not cbmpatlble w1th history / 'presentation_ '
{ Delay in presentation
Fracture / head injury or srgnlficant bruising in baby or non-mobile toddler

Discuss with Senior Medical Staff / Nurse on duty any factors identified

Date |Clinical Notes ‘
" | Seen By LY | Time Seen |
9
_ Once Only Prescriptions (Including Tetanus Prophylaxis)
Date |- Drug (Block capitals) .| Dose Method of Time of Signature | Given
Given . . | Administration | Administration By

Mmi » 263984 Version 1.0 » GGCO105



To Whom it may concern.

Gayle has been instructed by an NHS 24 GP to present at A +E to get an ECG, Gayle at 2.30pm earlier
today took 400mg of sertraline, 150mg Quetiapine and 80mg of simvastatin.

GP’s concern was that high dose sertraline and quetiapine could cause problems to the heart and to
air the side of caution would like Gayle to get a scan.

_ IFNHS staff would like more information then contact David at The Dalhousie Street Project on 0141
332 3512,

IRREER

WILSON F
Gayle 21/0711979
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Glasgow Royal Infirmary S~ | Gare d wnnor
Greater Glasgow Talbiot Association
Emergency Department d Clvd 52 Dalhousie Street
) an yae - Glasgow

GIEPN |

1L TRTTTeIC T T

Initial Investigations Ordered _
FBC O COAGO | DD O- INR O G+50 X-match  units

U+EsO  |LFTO  |[Gw O CRPO|[TROPO  [Parald|SalO |Ethanol O [ Mg O |VBG O|ABG O
B culture O ' C/MSSU O Urinalysis O BHCG O Other

CXRO AXRO | Other imaging: i - |EecO
Current location: } , Sent by:
SJ'IanN E\ fh ~ Pl B e e S — 41
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| Glasgow Royal Infirmary
{ Emergency Department

Clinical Notes' - T D e e R i s S
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Emergency Department 220 tAssaciaton i 2"07"979
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Clinical Notes -]
’ :':f-'(“ e O AT - Gy gﬁ}’?{}“"—ﬁ

/\foﬂ«f\wmo@e CIeheir
{(/U//C/\/N mm\/\? DO/ CJ [ApS] )
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. . - : ' @@B
Glasgow Royal Infirmary
Emergency Department Qb Nmizey
O ffi ]
HAEM | A3 a7 TN | BIOCH ar T3 ar TV | V/ABG ar Tz
wce ' Na Bil Fio,
Hb K ALT e
Plat a AST PaCO,
Neut Ur GGT Pa0;,
DD Creat A phos Bic
PT eGFR Alb BE
PTT Glu AdjCa Lactate
T CRP Amyl Ethanol
INR Mg TropI HS . | Para
Phos BHCG Sal
Diagnosis and Plan
Review/Discussed with: Handover

0
O
u
O
O
m|

-Investigations & Resuits

Provisional Diagnosis
Liquids/Fluids
Analgesic/Medicines. |
NEWS |

Talk to receiving team/ward

M1 « 287967 Version 1_0 » GGC0226



Emergency Department Nursmg
Documentation

Presenting Complaint - OWMS ¢
Date: 7__7/j_/_1_|_ time: (045

llllﬂlﬂllﬂlll]lllﬂllﬂl WATREI AT NHS
Wl LSON o=, oo
Gayle 21:’0?[1979 Greater Glasgow
Talbot Association Ltd Label ' andClyde
52 Dalhousie Street ' '
Glasgow

G3 6PN

Patient Prep / investigations
(Please tick/circle when completed)
Prepare patient for examination ,/
Clothing bag labelled + stored

Assessment Complete by: Name NURSE (Please

| (Please Circle Tick)

AL TN RS fes T
e

Communication

NEWS Chart complete / NEWS SCORE -
{Record pain, blood sugar and Neuro Obs on NEWS Chart)

GGC RED BAG - with patient

12 Lead ECG A |IDBand T
Weight: O |Peak Flow O.
Blood Samples Obtained: Yes O No [l Xrays / €T Scan Performed: O
] e, Vd
IVAccess: Yes O No O Relatives / NOK informed @arers) ) - Z],
. v Child Protection Concern Y/N
BIOOFi Gas: VBGO ABG DO (considered in line with policy)
Adult Support and Protection Y/N
Urinalysis Leucocytes O | Nitrites o Protein .0 |Blood a
Ketones O |Glucose O |PH 5.G.
MSSU / CSU O | Toxiclogy 8]
HCG O {+VE O |-vE O |StripNo:

Screening Tools )
(Please tick/circle when completed)

SEPSIS RISK? / SIRS Criteria 2 or more .

SWALLOW TEST CARRIED OUT? (susp any
neurological signs or symptoms)

Mental Health Triage Assessment

i

If NOT WHY? - (details)

GMAWS

Date-z;}iZ/’zl, o
Time - 0‘04_(:-

Signature - F (/@M/M

-

Attentionlimonthslotyearbackwards)! falectness]
Age > =7 correct 0 | AMermat— 0
Date of Birth <7 correct - ' / 1 Mild sleepiness
Place Untestable / 2 Clearly abnormal 4
Current year : ‘

T Citantet sems assrding to e

No mistakes = [

1rnistake/=1
>1p‘risﬁe- =2

| Acute change or fluctuating

Acute change or fluctuating

YES

NO

L /2]




STEP 1 Would this person benefit from Comprehensive Geriatric Assessment (CGA)?
All over 75s and care home residents over 65. Foryounger patients use clinical judgement and consult

local guidelines.

VES NO

Functional impairment (new or worsening) eg difficulty with self care

F
R | Resident in a care home? ' /
A

| Altered.mental state such a5 atute confusion or demep¥d use the 4AT

_ -I" [ ymmobitityfinstability. New decline in mobi}dﬂﬁculty mobilising without-help or fall

leading up to admission.,

L l.ikély to require-support for dischargé? (either new or increase in existing support),

Are any of the above }I‘él met? If YES to any of the above move to step 2

STEP 2 Would this person be better managed by another specialty team at present?

Indicator for care by another acute specialty regardless of age.

YES NO

Clear need for other specia]ty input eg exacerbation of known long term condition such-ds COPD

Need for HDU/ITU (including non-invasive ventilation) /
Suspected new stroke or TIA, consider thrombolysis and care in stroke UV

Head injury with loss of consciousness ' /

Acute abdominal pain/surgical presentation /

Upper Gl Bleed /

Ghest pain with suspectéd acute coronary syndryﬂ{

Trauma wnth suspected fracture / _ - :
Are any of the above criteria met"
[ YES.to-any criteria in step 2: :
¢ Prioritise move to non geriatric service as appropnate If necessary consider genatrlc advice on
parent ward.
lf NOto the list in step 2:
. Pnormse transfer of care to specialist geriatric assessment service in line.with local guidance.

Screening Tools / ACTIVE CARE i

(Please tick/circle when completed)

‘1) Pressure Damage Does the person have Y/N Date .~ |  Location of Grade of Ulcer

redness and/or existing damage? , ' Redness/Ulcers

If YES - continue with a minimum of 2 hourly

Active Care + Complete PUDRA

2) Mobility - -, | Does the person require assistance? y(

3) Conﬁﬁence . ’ ' Y/N | 5) Skin Is skin compramised by other source, Y/N
eg neurological deficit, medication, )

. substance, diabetes, co-morbid?

4) Nutrition Y/N. [6) Judgment [ Inyour clinical judgment is this person | Y/N

at risk for developing pressure damage?
‘ | IF YES - DETAILS

Date Time Init. Tirhe Init. Time Init. Time Init. Time Init. Time Init: Time |npit.
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WILSON
Gayle 21!07!1979 P
Talbot Association Ltd
52 Dalhousie Street

| Glasgow i

At risk of falls?

Pause for Transfer / Discharge Tickwhen N/A  Notes

(Please tick when completed) completed
Relatives Informed of Admission / Discharge .EI O |-information on discussion with relatives
Relatives/carer with patient on transfer to ward O Always l
" GGC RED BAG - with patient g Always
Name Band O | Always |
"Nursing Screening fools comp]eted' O Always
Bed requested; SBAR COMPLETE | OO 0 ,
NEWS chart O Always
Prescriptions / Charts ' Infusions O a
signed _
Cannula a O
Notes: medical notes, GP letter, PRF 0 O
- Patients requiring analgesia: sufficient a O
Belongings (including patients medication) . 0O | Always | Please note here if any other tasks
SAS Transport required and ref. no, | O required prior to transfer
Print Name ' .
Sign - .

Date and Time . . Print Name and
Signature

P oIV ke ooy, oAb Tiam {wua(
g Allowimg _overdose.
Do il omd,  sefled
Avpt. Ay nacdiond
WAL o Preagiie
Q0. fuered  food gud dea,
INfused ok W\%be—

)
s —

{Lavaalsjh
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Nursing Notes

| Date and Time

' Print Name and,
.| Signature -

[
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Date of ‘é’;;ﬁf" 2110711878 ABNLT LD ADBITIVE PEESCRIPTION ADMINISTRATION CHART | Jﬂ'}_?,
Talbot Association Lid T . eratedr cclhjgw
. 52 Dalhousfe Street I - and Llyde
CHI No:.. Glasgow R O | Pt wreten and Gt
. - tlabel . . i
TR L TR VR TR ST R 098 Weight (kg)... Height (cm)
mm@ﬂmndﬁmﬁb - » Rdministiationtdetai NI hie
Date Time | Name of fluid Volume Route Duration(hr) | Additional Prescriber’s signature, *Discontinued by Date Time Given by | Checked Comments
(ml) or instructions PRINTED niame and {initial, date and C . by
- Name of additive Dose Flow rate designati time) .
(ml/hr) ) )

o

.vﬂ(, OGN FOS |1 jo - ’ w . ?Q\%¢

‘ WSS | 7] I~
9{\\ O-Crlhm \J g , 1/,{\’L \w&@ |

'/\’\./Q H\quxm VM 20 L f\\g . ’ﬁ(\l/w\“ﬂ{\-

*Prescriber should sign this box if the fluid/additive is no longer required.

Nursing staff guidance on using a drops/min flow rate (if administered by gravity flow)
Calculation: . . Example: -
Rate of flow = Volume of fluid (ml) x 20 [[500ml over 1 hour [ 167 drops/min . . ¢
(drops/min) Duration of admin (min) 500m! over 4 hours 42 drops/min
[ 500ml over 6 hours | 28 drops/min
NB; 1q1l = 20 drops (for a standard giving §et) 500ml over 8 hours | 21 drops/min Page 1




Patient name:

Date of birth:

CHI No:

Affix patient fabel

ADULT FAUVID AD BTV EIRRES @RI @ N ABINISTRATIEHN CHART

NHS

“Greater Glasgow
and Clyde

Breschipticnidetail sygeontinued)

[Administiationfdetailsigcontinued] <

Date Time | Name of fluid Volume Route Duration(hr). | Additional Prescriber’s signature, *Discontinued by Date Time Given by | Checked Comments
(ml}) *or instructions PRINTED name and (initial, date and - by
Name of additive Dose Flow rate designation time)
(ml/hr) ’
y
M h .
" *Prescriber should sign this box if the fluid/additive is no longer required.
Approved by: NHSGGC Safer Use of Medicines Committee, January 2015 Review date: January 2016 GGCo134 Page 2
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- TR

Self discharge against advice i b

¥ AN Gaist,:lsmssociaﬁon td
- (Refusal of freatment) e irosie sven

. . ) : . j Glasgow © GAGPN
* Notes for Medical and Nursing Staff - o o
«* Patients are'under no obligation to followthe advice of medidai-and'ﬁursing h
staff and may wish to take their own discharge against advice. '
-« However in order to allow an ‘irregular discharge” some criferia must be
checked and documented (listed at bottom of page). | '

* Ensure that the patient is aware of what to look out for anc_i_when-torétdrn.

* Try to.offer an alternative acceptable pradtice or treatment and conéi_der
notify_ing an outside agency for follow-up (e.g. relative, GP).
. * Although alcohol or drugs can impact on asituation they may not by
themselves nullify a patient's competence. o

» Ifthe patient appears to lack capacity-or competence to have reached their
decision, or you are unsure, then seek senior help: : P

ot

INFORMATION FOR PATIENTS

. .Yéu have'indicated that you wish to leave. fhe Emergenc'y (A&E) Department /
~* Ward contrary to the advice of Medical and/or Nursing Staff.

Patients “I have had the risks of this action explained to me and accept full - |’
declaration | responsibility for my action contrary to the advice of staff”
Patients | ' - '
Signature q WiLSe -
or B ) | Patient did not wish to sigh form"

but fulfilled the criteria listed below

| certify that the patient has fulflled the following criteria_ ot lo iniialto

‘| 1. Understands proposed tféatmén_t-'purpoé,é, bén,eﬁis, risks, "

.| 2. Understands consequences of refusal to follow advice — actual
and potential.- T ) :

3. Able to reiain infdrmati_oh long enough to make a free and
effective decision and éxplain their reasoning (even if you may -
disagree with their final decision). - S '

Wl

AR eV
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' Tnage Observahons
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o Fut!me of Presentaﬁon

B _czccompcmf’ed By name:rg;ggm [

Seif-mlury (w'ﬂl elsp requ:re Wound managementjﬂ 8

LOﬁ'uerMentaLHeajm Prasentahon R

markedfyamgusorrughlyamused°- IR

’Sﬂ’ePaﬁenthccuptadrenEhcc:mpwsNev Eg_:._ v e TR
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518
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53
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essmientz . | Pl e L

Lo
P, o

hallucinations g

clusions?* ™ °

2Nz {z =

Do’ you ﬁumk the paﬂentfeels tﬁeracﬁ

ORS are bezr
‘| Are: you aware,of a MStoly of mental healif problEH

oon'aolled” st

.ua.:

r;,sorpsychatnc'ﬂhe& R

| Are you aware of & history of Vidlencs or:self-Far], .

Is the paﬁt.en’c Gtﬂfenﬂyéimfe\'&eﬁ‘@siﬁqida[ﬁmugﬁ%; )

.
.

Fher substances'?
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GAYLE NILSON .
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Date Y m i 1
,_L,C} 77 E SRIgEIS
. 0 3 : ' B fostas
me ‘L4 m.,[dm 7. i3y 2E=
- =T B
ey =
H4B ’ nu |2 S @22 =
N ww | o - g 2 ?: E
[Ereathsimi) Y ] g E. E
P [ 2 4 5 =
3 2 I =
. o HGHD 256 ) N E ¢ T =
& & @ 3495 1 - 2 anm =
%@mbﬂ 9193 |2
it 91 3 '-]l l [ l
3p02 Scale 2 @W7on02 | ¥
c‘:;;m ;:.:um o 95-56% o0 02| 3
Khse Seale 2 il target eange s F1I% 0 02| 4 Abbreviations for
88-92% eg. md.'m"i: 293onalr | 0 recording oxygen
lepercapﬂ:cresplratary oy 5 device
ailure
Only use uaate 2 under - as-a7 1 A Room Air
direciion of quatified . -
cinidan Bads 1z ragal
= 13 N Canmae
Wwoygut |~ [Alf] II! II II I l I IJI.:’;.‘:::'-lvl l}!l’l {} !{I Il I[lm Simple Mask
. oillLminz | 2
[T 1 1.1 I _ Ve Mesh
P 1 ] 220 .} a v and%
| w-ny |0 eg. V24
[Blood]resiuzelmmig] :u-m ] iy Noninvasive
Erpem gty s1-180 | 2 entilat
i ® 1atis0 | 0 N
7Y 12140 | 0 pee Jwaee
Y Hiim [0
101110 |
v . ¥i-tor | 2 T
of 81-50 3 "
Yi-do k] cp  CPAP M
. W
B £1-70 3 High Flaw
5150 3 HEN ol Ospgen
<50 3
jakl) 3 NEB  Nebuliser '
@ ) 2430 | 2
Gl o gz [ Reservui g
Gt 4 Gty . 1w |1 e
sie |y %ﬁm
w150 ] |
- 7180 ]
N 41-70 ]
51-60 ] .
. 41-50 1
.40 3
£3a 3 )
Adlert il
® * A& o . alsabs :;tg
Any changes bnreurs CTHiw N EnreEaE
nse, do GLS. - e —]
Umamtista medhed revleme Vvetd | 3 - 2 g% 2=
T Do PPresure | 3 & 2 =
u QD =
iwhrr 3 E g. _
58 =
E 219 1 .~ =
- . . 381390 | 1 . S =
I 37130 | o 5 8 [ §
=l E =
oy 280-37.0 [] o = E
- 1 @
351360 | 1 i =z i =
£18.0 3
T T |
P [l TTTTTT T T TTTTTT JTTTTTTTITTT]
Dlood glucose 70 i ' *
Pain { Funclion score o -
Time Pt last passed wrine 1020 .
Fluid balance chart N -
indicated ¥/N. ,
GOS8 indicated ¥/M N '
Time NEWS due 23.00
Eicalition of care Y/N N
toitah C | e, . .

NEWS > 4 THIKK SEPSIS

Apply SEPSIS & within 1 hour

]

| W flulds up

Lol ol B

Clve v 2ntl

Clvr rygen to target saturation >94% (COPD §6-92%)

o 20misky

Take bioad cultures
Meature lactate end FAC

blotics

Monitr uring output and Ruid balance chant

Action: Working diagnosis (consider'SEPSIS). Consider frequency of observations. Management plan.

Set review time, Document.

Communicate: Inform nurse of plan. Inform semior medic if necessary, Dacument the discussion.

Escalate: Document the treatment escalation plan, Should Include need for next level of care & consideration
of resuscitation status. -




NHSGGC NEWS — National Early Warning Score NHS 3] N om o om e~ ©
et ooed s538
. reater Glasgow 28 8 .
fii:- 200000 |
4 md  PuplSizetmm) o
=
~ c
W gy £
2107798155 ul IW - f Kl
WILSON . Date Ward Time H -
Gayle - | ]
_g’ﬂ'ha!Assuchlian LM21m7/|979 — Admitted - E
2 Dathausie g .
Glns:;n: sle Stiget Tronsferred )
GI 6PN Transferred ’
T T A
I gy Transferred
Transierred -
2
. - &
B . . 3|2
o HE
gz
Sp02 Scale 1 Sp02 Scale 2 Patlent on homa % l_:_
Target >96% Target 88-92% oxygen YO NOI T R 5] &
. 1
Signature: - Signature: Ifyes, ad: details of =
v - El R
Print Name: . Print Name: exygen therzpy ! R g g 5
- H
Dr/ANP Initials ONLY: ; Dr/ANP Initials ONLY: o 4 g 3
Dates . Date: E w|m[m| || e|o[r] - [Ee|n]= ? §§
= ] 5 5 H
E;g;égg;;:if%“gg% O A
- HEaH * } HE FlE€le|s
Document all actions and Interventlons i i 5 i 3 g } i .E A%z ,E g 2 3 g E é
£ I E
- E I B
NEWS 0 NEWS 1.4 INEWS 5-6 or 3 in one parameter NEWS 7 or more [v] g § 5 %
. HETRE
Low Clintest Risk Medium Clinlcal Rsk High Clinical Risk ~ g g€ g E.
al el €2
: 3 MBI E
Min 12 Hourly Min 4 Hourly i Min ly < g ‘€ B %’ z|E
Observations E ¥lE| £ HE
= ] Z
Urgent A: t by Senl - v MEIEIEE
rgent Assessment by Senlor =
) Inform Registered Nurse Urgent Assesament by Medlesl Team Medloal Team: E<[«]v]a
- 2
Agree Frequency of ACE Response tn Medieol Notes ACE Response In Medical =% |
Observatlon Required , Notes ﬁiﬁ S
. XX F |
- Think Sepsls If Suspicion of Infection “‘Conslder 2222 %% é‘ § :
y - dagfl I~
NEWS should not repface sound clinical judgement. Any concerns regarding the patient’s condition 8 i . |e
should be app if anq d In the nursing notes i& ¥ é ,5:
= = §§ e
. a8 2 |
Discontinuation of NEWS . N HEHG B - e|s]+]]e N %’_g HNGE
2 (| & F—Q
Following MDT discussian, it has been agreed that this patient no longer has a requirement far observations wurwn |[rexacs| Somom bo-a] «xza dmom’ -l E _§ f ~[C
25515 H=
ign e -
Soned ‘ H 3 i { ESE|=]-|%
1 s : 5 g i £ HEF ] b
Medical: . B 58§ £ =5 ™ .2lag =l 18
3i §8 4 5 5L J3EE HEEE R
o |els] 22 ¢ |.a_2;’»§ BN I HNE
Date: HEIRY] g | 28§ HH H £|2=8| = g




NEWS — National Early Warning Score

adre llIl\||ﬂl\\\ﬂl\l\ﬂ\\l\“\lﬂmllIlil\ﬂl\IlNllﬂ\lll

LT BT LW LY

] \gu;sm 2110711979
52 DALHOUSlEkS:_
shire
Glasgow, Lanar 63 6PN
CHI Nc¢ .
DoB [ I NSO AT

Physiological
Parameter

Respiration
Rate

Oxygen
Saturations

Any
Supplemental
Oxygen

Temperature [ <35.0°
Pulse
systotic6p ([P

Conscious
Level

' NHS
N, o’
- Greater Glasgow
and Clyde
Date Ward
24-9-79

l: sferred

NEWS — NHS Early W.armn; Score

No

351 36 0°

36.1-38.0° 390 39.10

5190

10 | 111130

91-100

41 50 >131
101-310 | 111219 >220
A VPorU

P i ak - . N
NEWS should not replace sound clinical judgement. Any concernsi egarding the patient’s

NEWS Score

" Minimum 12 hourly

See NEWS Actions Reference Tool for local escalation .4|

Frequency of
Monitoring

condition should be appropriately escalated and documented in tl‘a° Nursmg Notes.

Clu-lcal Response

I
L

Continue routine
observatiorns.

EWS monitoring with every set of

Aggregate 1- 4

Minimum 4 hourly

Inform trained nusge.
Trained Nutse assggsment:
- Assess the patiej
- Review frequen
- Assess negd for §
_as appropriate.

of monitoring required
alation of clinical care and direct

Aggregate 5
or more
or

3 in one parameter .

Increased frequency to
a minimum of 1 hourl_y

Trained Nutse assgsment.

inform medjical tefgn caring for the patient.

Urgent assessmertiby a medical / surgical / nursing
team with dore cqhpetencies to assess acutely ill
patients.
Consider level of

clinical care,

pnitoring required in relation to

Aggregate 7
or more

‘Continuous monitoring

of vitai signs

Trained Nufse to 3
Inform medical tefs
should:be at least|4
Emergency assess
core competencigs

kess immediately.

“caring for the patient - this
bnior medical staff level,

ent by a-clinical team with

in the assessment of critically
il patients. |This td@m will have critical care
competencies and | practitioner/s with advanced
airway skill4 and rifuscitation skills. .
Consider referral g high dependency or ITU.
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SEY E -~ +o0o09 00 . . ' WILSON F
A6 O & k Gayle 21i07197¢
Jown I L L T ~ © 52 DALHOUSIE srT
2 - . 2. . Glasgow, Lanarkshire
& . s9o0 7 G3IEPN
Neurological Observations . I A U AR R
Date: f\
Time: )
“E Spontancously] 4 | ¢ | ‘P
_— To speech| 3 B é;& u
. . n
- Topain| .2 | 7 3
He None[ 1 -y
wlyv Onen!a?ed Sibd 3 B
< E W Confused| 4 % 55
H § S _ Inappropriate words| 3 E § g
1 2|5 B 1ncomprehensible saunds| 2 12°%
<58 ' - 5 B
E o0 None| 1 - -
O M . ObE)fS 6 | a g o
Ol Locatises| 5 |7 |, 1§_
‘ -g g Flexion - withdrawal| 4 g 2
E'Q Flexion - abnormal| 3 ! 5 E
=t . T A=
E § Extension to pain] 2 § %
None] 1 ’ 205
TOTALSCORE| |5
R Size . H 2
Reaction .E3
PUPILS - gty
N Size]- §s %
> Reaction TG
Normal power > .
i Mild weak - £
zZ g Severe weakness - F:lg
uz" % Spastic flexion 22
ol " Extension ' ! %g g
> No response]* oET
o Normal power 58 g
= Mitd weakness < %E
M0l n Severe weakness| - £ -
=3 e
=|Y Spastic flexion i
1= . Extension . ” g
No response ' ’ =

Pain Score ) o
Ask the patient to rate his/her pain by choosing a number between
0 and 10. Use the diagram kelow to assist the patient. If patient's
pain is chronic, use generic tool. If patient is unable to communicate,
use observational too}. .

Nausea and Vomiting

0

= None

1 "= Mild-{Not distressing —

no retching/vomiting)

- . . - 2 = Moderate (Troublesome —
_0 1 I 2 I 3 4 I 5 I 6 | 7 I 8 l 9 l 10: occasional retching/vomiting)
.r.:: 5\ Mild Pain Moderate Pain _ Severe Pain 3 = Severe (Distressing - frequent

_retching/vomiting)-

Date and Time | Notes

| Management Plan and Patient Exclusions

Signed

Ml » 231261 Version 1_0 * GGCO084



At risk of falls?

’YE%

MY,

F
ayle 210071974
52 DALHOUSIE ST |

lasgow, Lanarkshire

Hel
G3 spni

. v ) [
PR Ll L TR I lﬂllﬂl'lllfﬂl.l[ﬂ]"]_l

{clinical judgement) (consider alcohol, mebility, age, iiness, cognitive impairment etc) Ak risk cui plete risk assessment’

Pause for Transfer / Discharge
(Please tick when completed)

Relatives Informed of Admission / Discharge

Tick when
completed

N/A

Notes

tion on discussion with relatives

SAS Transpaort required and ref. no.

Relatives/carer with patient on transfer to ward 0 Always
‘GGCRED BAG - with patient| O | Aways
' MName Band O Always
’ Nursing Screening Teols completed o . Always '
Bed requested, SBAR COMPLETE o
' NEWS chart O - }-Always
Prescriptions / Charts Infusions O ‘
signed .
‘ Cannula | - O
Notes: medical notes, GP letter, PRF O
Patients requiring analgesia: sufficient O
Belongings (including patients medication) d Always | Hlease fifte here if any other tasks
: - ' - requirefgprior to transfer

b

Print Name

Sign -

| DPate and Time

Print Name and

' ’ ‘l Signature
[0 Bedmicred  Goia Dm—xc%\m
UG A~ . L L I T -\cdtim:-.\\)
bt

o emedng \WOcwes[ T |

& CR,

TOERS

QA0 T bleods

Norwdl paxacatamnol 6

Cov_pScn v\

O de

= O

dlide]

Qe O visk of ap

l

|

-
fhnﬁ&bﬂ.’r ‘
|
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Emergency Department Nursing
Documentation

AT AT
|21o7795 E.'i mmm"}:" ]'_—

WILSON
1 Gayle

21071979 |

NHS

Greater Glasgow

| 52 DALHQUSIE .bel and Clyde
Presenting Complaint - -  Glasgow, Lanarkslte '
P G3I 6PN
- |-
Date:@_/ g 175 Time: ‘3&@ i
. - 1L NI 0 et o g n e ) v,
Assessment Complete by: Name NURSE (Please Print)
d - - 0 (2 (] d [ O d )
Prepare patient for examination / [@—NEWS Chart fomplife / NEWS SCORE - =
Clothing bag labelled + stored {Record pain, bipod sugll and Neuro Obs on NEWS Chart)
'GGC RED BAG - with patient 0 ”
12 Lead ECG O |IDBand O
Weight: O |Peak Flow O
Blood Samples Obtained: Yes 0 No D Xrays / CT Schn Perf@med: . |
iv Accesss Yes 0 No O Relatives / NQK infolfned (Carers) O
< Child Protectipn Cohfern Y/N
|Blood Gas:  VBG D ABG O (considered in §ne withibolicy)
Adult Support and Frgtection Y/N
Urinalysis Leucocytes O | Nitrites O | Protein O (Blood B
Ketones O | Glucose O |PH 5.G.
Mssu /|CSU O |Toxiclogy O .
HCG O ‘| +VE o [ve | L O | strip No -
= (] U0
'SEPSIS RISK? / SIRS Criteria 2 or more N ] SWALLOW TEST CARRIED OUT? (susp any * | YES
: neurological sfgns offsymptoms)
A )
Mental Health Triage Assessment ’a N |If NOT WHY? -|(detail ”®1
GMAWS YT’@ Date -
Time -
Signature -
Age > = 7 correct . ' 0| ﬂq’rmall 0
Date of Birth < 7 correct YA Mild sleepiness
Place Uﬂtg;table"'/ / 2 Clearly abnormal 4
Currentyear | — . / _ f ‘
Mentalfstatustaccordingltoffamily icare
,L\loﬁistakes -0 2 accordingltolfamily/carer _ 4AT score
1 mistake - 1 M_ﬂge or fluctuating 4 [FES ,
> 1 mistake ﬂ/ Acute change or fluctuating _ " 0 o , /1 z,l



STEP 1 Would this person benefit from Comprehensive Geriatric Assessment (CGA)?

All over 755 and care home residents over 65. For younger patients use clinical judgement and consult
local guidelines. '

YES NO

Functional impairment (new or worsening) eg difficulty with self care

R | Resident in a.care home?

Altered mental state such as acute confusion or dementia use the 4AT ' '

A

1 Immobility/instability.- New decline in mability, difficuity rﬁobilising wit eIp’éFlfaII / [
leading up to admission L ) /

L | Likely to require support for discharge? (either new or iyeﬁ in existing squo‘{

Are any of the above criteria met? If YES-fo any of the aliove move to step 2

STEP 2 Would this person be better managed by another specialty team at present?

Indicator for care by another acute specialty regardless of age YES  NO

| Clear need for other specialty inpfit eg exacerbation of known long term condition such as COPD

Need for HD‘UIITU (includipg non-invasive vergi!aﬁon)

Suspected new stroke dr TIA, consider throrbolysis and care in stroke unit

Head injury with Jdss of cohsciousnes// -

Acute abdop:d{al pain/Asurgica,l,rpzéntation,

Upper 9}*6Ieegi ' // ‘ - . '

Ches/pain with suspe A e‘é acute coronary syndrome

Trauma with suspecéd fracture

Are any of the above criteria met?
If YES to any criterfa in step 2: '
e Prioritise move to non geriatric service as appropriate. If necessary consider geriatric advice on
parent ward. )
tf NO to the list in step 2: - ' . .
«  Prioritise transfer of care to specialist geriatric assessment service in line with local guidance.

/ ’

Screening Tools / ACTIVE CARE

{Please tick/circle:when completed).

1) Pressure Damage Does the person have Y@ Date Location of Grade of Ulcer
redness and/or existing damage? : Redness/Ulcers .

If YES - continue with a minimum of 2 hourly
Active Care + Complete PUDRA

N

2) Mobiliiy Does the persen require assislance? | Y1
3) Continence Y/ 5) Skin Is skin compromised by other source, Y@
eg neurological deficit, medication,
| substance, diabetes, co-morbid? —_—
4) Nutrition . Y}@ 6) Judgment | In your clinical judgmeritis this person Y@
. . at risk for developing pressure damage?
A _ IF YES - DETAILS

Init. Time Init. Time Init. Time Init. Time Init. Time Init. Time Init.
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LA Glasgow Royal Ingrmary S
. [
CHI: 2107796165 .
.. . Total Alt; 19
: ) . 12Mh At 4
Tile:” MISS O
_WILSON Gayle
DOB 21/07/1979 Age: 41y Sex: Femalg
52 DALHOUSIE ST Next of kin:| WINTERS; Rita
Relationship: A E
Glasgow " £ .'01412301448 .
Lanarkshire ' : )
G3 6PN ‘GP: NT Bhatti
07770460540 i 0141 334 9331
Attendance Date: 29/09/2020  Amrival Time:  23:08 - -
Registratior; Time: 23:08 Date of Incident: 28/09/2020
. Major Incident Desc: - ’
[Reasdn for Attendance: overdose ]
Nursing Assessment . )
Alerts: Not Recorded Allergies: Not Recotded || Pain Score: )
Triage Category: 2 ' Tetanus up to Hate/fdll; immunised: ;
Présenting Complaint: .
E I :
Observation Date: 29/098/2020 23: 21 Nurse name; Nurse Michael Heki :
emp 3641 ok © BM 11.1 sas |mmofiL 368
HR 122 " lopm PF ~ [/mid
'BP 144/61 mmHg | [Expected PF 1/mir
MAP 88.67 mmHg | Weight . kg
RR |17 ' bpm |  |Height . kem |}
Sp02  [97 7 fw Visiaf Achify d -
Oxygen % Left ‘ Aiipils-Right P OE
nght o ize (mm) rs-ze(rnm] \
Corrected? o eaction Reaction

BNl

Nursmg Notes "MENTAL HEALTH ""OD of x14 Paracetamol betw,

Rlsk COVID 19, CPE. "

en 140 - 17:30. " NEWS: 2 “Low

iy R

I I

[

=
=
=

Ve Mﬂlﬂ(ﬂﬂlﬂﬂlﬂﬂlﬂﬂﬂlﬂﬂ 1

2107796165 2UOTIITY 2107796165 2907MG79 2107796965 - 21071978, * 2107786165 | 210071979 2107796165
WILSON S WILSON - WILSON " WILSON WILSON
Gayle Gayle Gayle "Gayl Gayle

Created on 29 Sep 2020 23:22 by Mich

ael Harkins
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Glasgow Royal Infirmary | v

Il

21077961635
WILSON

muuﬂmmummmnl@ |

Eroater o] Wcayie 2110711978
rea asgow
Emergency Department and Clyde | e amaratie
G3 6PN
Ll g e W T TEHELUR
Initial Investigations Ordered
FBCO |coacT|pDO  |INRD B | %qfpen  units
U+EsO  |[LFTO (GO [cReO|{TROPO  |Para D |salO | |ethdhol O|Mg O |vBG O [ABG O
| B culture O . 1¢/mssu d | Urinalysis O BHCG D Other
CXRO AXRO [Otherimaging: ECc o
Current location; Sent by:
‘Clinical Notes ‘ ,
Datey pime Nam O &redi Spacdalyy
L coso  Jossts Fral o lut 08k
: : v
_4{'7/9_%_&&_&: bt 3b.! etk
. UK 122 B e M ot
e 17 4 Mo Jdedar
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Emergency Department ' G36PNL:
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Glasgow Royal Infirmary
Emergency Department

. WO

i 2
WiLSON

F
21011979
ST i

HAEM | DATE o VI | BIOCH | DATEer TIEE | cwﬁl]?;é} tt’&'/ABdﬁecéE?mE
|wee o] Na |25 Bil 19 FiO,
-Hb 156 K 4 { ALT 76 H*
Pt 17723 cl 9 AT . |94 PaCO,
Neuwt 7.0 1 Ur 3-8 GGT Pa0,
DD ‘Creat | 5 4_ “|Aphos | 4 4 Bic Z({,
T 17 eGRR | Yo Ab 4,5 BE
PTT ?2 Glu ' AdjCa Lactate
T i -CRP é Amyl -| Ethanol
INR | Mg ‘ Tropl HS Para
"Phos BHCG Sal
Diagnosis and Plan
Review/Discussed with: ‘ Ha:pjd:é.:\i;:r ,
3 Provisional Diagnosis
O Liquids/Fluids
I:I- Analgesic/Medicines
O NEWS
O Investigations & Results
O Tak t.o receiving team/ward

Ml « 287967 Version 1_0.» GGC0226
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- Greater Glasgow & Clyde Emergency Departrhent
Mental Health Triage and Risk Assessment Tdol Grentar Glasgow
Doyl PR N LT e Wt . . T “iagernurseds, e _ !
E A eniie e e T FrackamBaniadihg rameraat hie,
Tnage 'Obse_watlon_s"‘ -éncument‘phﬁtotoglcaIEmsésﬁreMents rac .em me-diby ;:rrrtllgu::rac;t;serr‘:s )
GCS|'BM | HR | BP | BR |Sa0? Temp & ]]
145 o 2 w17 97 36 || | o
. ) Desclibe the filnearancefclothing of those attending
OB nf Dracantatimm. . . al leave before review,
1°u“|ne‘of’ Presentation:. - Aick allthe eategories which'aj oni:;th o eave belore review, L
Is the patiertt alylhung parsen In foster care orin a residental
.| Overdose (will also require medical assessment) \/ care faceme YES/MNO
: 'Is the patient aidlrer for a child or a dependent adult? |,
Self-injury (will also require wound management] , YES/NO
g s theb a chid btecton concem or concem fora
'Other Mental Health Presentatlan vutns le ‘adui [t dsk? - YES/NO
Initial: Presentatlon,Appearance«and Behawour' : e ocnoto eachquestion,;
1ls the patient violent, eggressive or threatening? Y. (I\T)
1ls the patient ob_wous[y dl_stres_sed. markedly anxious or highly aroused? | R4 @
Is the patient preoccupied, ematic or imbutsive? Y ®
.| Is the patient quiet and withdrawn? - ) Y @ g
Do you thinkthe patient is behaving inappropriately t6 their situation? o | Y @
Do you think the patient preserts an immediate risk to you, to-others, or to themselles’? T 1 NI

Do you think the patient’ is. likely to abscond prior to assessment?

ﬂ

=

| Boyou think the' patient’s presentation. suggests gither halliiginations or detuswns k

-
=z
[N

Do you think the patient feels their actions are being controlled? -

. | Are'you aware of & h;stgry of mantal health problems or psychratnc ilness?

Are you aware of & history of violence or sef*ham? -

* -I'ls the patient currenty expreséing suicidal thoughts?

.Is the patient currently Intoxicated, with alcohdl, or ottier substances?

Eecaee

‘Triage:Risk:AsSessment- i - ““““'?f:;',';‘f:’f,;t‘gﬁ;'z;:’

"Delusions; false but finmly held views and ideas: Haltueinstions; false extema! stimuti for. exanmpie, visu oru
Iisk.
sks.-

‘High'/ Moderate / Low — risk

of self-harm / violence / abscondlng

{0, . . ~Hlgh risk - accompanled and In the clinical area.
Trlage Category P

Moderate risk - 2ccompanled or in the clinica! area.
Lows risk - ¢an be asked to wait'if necessary.
k i prtnt-ftoxbaseml’orrnanon'snndaln jpara
' lmmedlate‘managementi’ i iovardose‘*notetd"hcur Aimietorblood’ sa

-Patient location, Summary
accomparied by Ce Nnhe h .
. ?\C@k ke QCJ(:HJS
LB_Iood sample ime? Bbd"’ tm'f\f’,(s
Toxbase iffo printed?  Y/N S\fﬁft "Q\f'

GIVAWS considered? Y/N

.

© NHSGGELC Mental Health and Acute Services Interfa:e Group.

?

~Version 3.0, Jan 20!?

|: s patient thinks are real {

I/

Anyresponsssin
the first colummn

High Risk

Other patients can
be calegorsed &s'

Moderate Risk

lij aymspansssars
In the third column

Low Rlsk

name/grads .
M. HARIKING
slgnature

date and tma
QC]/C[ /ﬂ); 23"20




~

ParfTwior- ;MentalHealt R ASsessmen ‘?:*3%2“;:521':‘;?::;9; | Patient name

cutling of cument presentation and precipitating factors CHI
O puzctund 7000= wibh dnboben wdi,

BBk <cadl f&'\.?;-;/ gfolbf’ % (] & :4.:, ,,.,( /(ﬁﬂ @% -
Ne Wgw L?ny/o

.| cument and previous mental health problems, self-hamn eplsodes. pronlemahc alet;hoi and/or dnug use, coriacts with mental heanh se:vI
L/-AQM 1% Cp/‘(g :
Wf‘wmuémﬂ-rf)p-ﬁﬁ?ow | T

othsr relevant information, {relationships, finances, employment, housing, physical health, childcane responsitifiies, cument
t-medicaticns, etc) - protective facters (behefs. re!aﬂomhps plans for future) - we\.vsofralath'es/caremfslgruﬁcanlomers

Nt M l.ped. ' ' ' i acoholor diug use
le'ﬂ " Tﬂij . ‘ ' planning cr concegiment
. . R evidenca of psychosls .
ongoing suicidal Intent v
famlly concem about risk
- access to Iethal means.
Appearance Behaviour Speech . lack of soclal support
LA Wf‘ . OM " oo sge and gender
’ ’ * | chrenic linsss/paln
R . . ’ . family history of suicide
i disengaged/noncompliant
- Mood “Thought Insight - unemploved/retired

. S e e ravious viclent methods
La»-) gﬂ’dmu . A MW ae ﬂsm of sel-hamn v
* . }WFI - [[cument psychiatic treatment
) previous psychiatric treatment
Careful conmderahon should be given to patlents who may present particutar rigks, including patients who may have post-natal
depression, or patients with ‘first presentations’ of mental heatth problems, especlally ln ‘adolescence or old age.

based on.clinical assessment indlcate.a categcry olnisk: ‘[f ung people in foster
R"; k‘ A-sse_ss ment g for a futher:eplsoda of seii-harrvin-the.short term (48hrs)’ ca?eo orgresﬂdegtiai care are

N

v

- cerisider protective:as-wellas precipltating:factors... .
e preckatng: . assessed, their soclal work

.. ) ’ . . ' team should be informed
- ) Moderate / Low -(via stand-by SW if out-of-
Discharge Advice and Plan-for FuiflierAssessment: |00 a5 wel as giing

_ information and advice to
Indicate. the-follow-up plan ~ referal to Lialson Psychlatry, duty doctor out-of hours CPN semcs CMHT,, carers present ,
GP, addlcﬂon sarvicas. SW, ete - Indlcate thi advice given to the patient, and ldentities of others-fnformed ' ' .

summary foliow up and advice- givan
. .
r
N name/grade
' o Jebe . Fr2.
‘ . . S ‘ . sg;tur
senica referred to name/relationship of carer informed consultant/middie-grade ﬂ@
- ) ) . rvolved in decision or review déte and4me
< * . - -
R [y o o 70’ 4 0 , . 20 *

© NHSGGRC Mental Health and Acute Services Interface Group. , Version 3.0, Jan 2017



25200 . trcksert Hlumber. CRODGEIE9?
Pttt inforration v P 1 B
A AN '
‘[Incldent Number: .., . CRODSE3TEDT z s
AgelSe 5107795165 ', St
; Zhbanre -
Addres: WILSON FEET 'ncldent Typa: EMG . <
Gayle 211071979 7 B
|poB: : ' “hacident Location: TALeoT Hduses2 |
CHI 1. DALHOUSIZ STREET
) GARNETHIJL GLASGRW,
Ethnlcl - G3IGEPN
Presenting Complaint
VERDOSE / MENTAL HEALTH.
as1 [ysl ow] call I’or41 yof 7 Overdose. [hnpc] = menlllheallh :rlsis, stru wls}A ym
1730 hours. Developad LLQ abeo pain since. ofa met by stafl, ptlylng on bed, etdr and erlentated o crew. ¢/o -obs dsfheled. No :wid type symptoms [a] clear.
[b] normelweb, nll concem. [c] warm, well perfused, radlal pulse, denles cp, foels sick, non diaphorelic. [d]] apyroxidiBhcs 15.bm = 1.1, psarl 4/4_[e] slates
within lasi 2/24 has developed LLQ abdeminal paln, staff withheld nighity meds, Passing urIna .'moving bowalk. -
PATIE NT ASSESSMENT
AVPU Alert <c> i No |
A Clear
B Breathing Adequataly iYas Resplratary Rate 16 SPQ 9B
Oxygen Glven No
. . ,
. £} :
c - Pulse Rate g BP Cap Refill ECG Rhythm
118 ’ wmr PP | Sinus Ryt o
* Rhythm Arm CentrallPgripher, ECG
Reg Right Perlphetal 3 Lead !
D GCS Eyes i Voice Motor PEARL
o .= - A8« .+ + Sponianeously (4) _ Epr_lenlatnd (5) Obeys mands () Y.es
E i <
IDBodyPart PalnSt:a!o
P1 Abdomen . 0
¢
Observations I
Tme P RR 'BP sSpoz] CR | GCS AVRU | ETCO2 i T BM ECG, P(L) PR) PEF CrewlD
. i - : i Sinus
2244 116 16 144/85 95 =25 15 Alert Rhythm E9888376
. - =2 i . . | sinus
2235 118 16 - 14387 98 Secs 15 Alert 36B4 11 JRhy‘lhmu 4 4 EGB88376
Clinical Rlsk
-22, 44 LOWImmedlale Cllnlwl Rlsk Treai as per Cilmcal Pracllce Guidellnas lncludmg consdermg the u
" appropnale and available).
r
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d
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N . (Lot ,.;, ‘_"_.—‘. Y ”ri.-;"’;lfﬂ'i:‘.,\'l!‘..f

L] . . " nesoert urter: CHIDGEGTES?

22:35 Low Immedlate Clinical Risk. Treat as per Cf nical Practice Guidellnes including considpring theflke of alternative pathwai;’-s (if 2
appropnate and’ ami!ab]e) . + H

presiemennamss _( ...... o y HISTORY ol ; . .!. ‘ ,
' ~ AMPLE '

Aerglas iPENICILLIN,
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Protocol and Shorteffed

NOTE: This protofco}l differs from advice o
~ 'the general paracetamol overdose guiglan

Please ensure the EDLs/IDLs are giv
paracetamol overdose to allow audi
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Paracetamol overdose presenting 0-8hrs

(Ingested total overdose in <1 hour tinie per od)

Calculate the

total paracetamol
Ingested (mg/kg)

—

e

Ingested

Ingested

paracetamol =

paracetamol =

<150mg/kg

AV

Take baseline
bloods at least
4hrs since

ingestion
{U&Es, HCO3, LFTs,
FBC, INR, glucose,
paracetamol level)

U

>150mg/kg

—

B

Take baseline
bloods at least
4hrs since
ingestion
(U&Es, HCO3, LFTs,
FBC, INR, glicose,
paracetarnol level}

LR

gt I3t

*Clinlcal Judgement
required

¢ If'doubt then assume
>150mg/kg

(RN EA R

07756165
WILSON

F
‘Gayle 21/0711979

[ T ArAe e ams s

Don't start
acetylcysteine
(NAC)

If UNABLE to act

on results before 8hrs If ABLEto act
. . at <8hns from

from'ingestion then ,
then don’t s

START NAC

results
igestion
NAC

V

v

3

Plot level on paracetamol nomoagram when blood resulted

&

If above the treatment line then
START /continue NAC

&

Take bloods 2hrs befare the

end of infusion 2:
U&Es, HCO3, LFTs, FBC, INR, glucose
and paracetamo! level

¢

Discontinue NAC aftér infusion 2 if:
INR <1.3 AND ALT <100 AND ALT <2x admission

=y

e

If below the
treatment line
then NAC not

required and

can stop*

4}?

Psychiatry
liaison referral
{to be sent by

admitting doctor,

value AND paracetamal level <20

<7

If eriteria for discontinuing not met
then proceed to infusion 3

Include time to
completion of
Infusion)

AN

&

Discontinue NAC after infusion 3

ALT <2x admission value

(extended) If: INR <1.3 AND ALT <100 AND

7

If criteria for discontinuing not met
then proceed to infusion 4 (and
repeat if needed) until: INR=1.3, or INR
falling on two consecutive bloods AND INR <3.0

Pilot V1.2 Jan 2020 (Mar-june)

*Clinical judgement *
required :

Ensure no doubt about
time of ingestion or type
If ALT abnormal even
if paracetamol
concentration normal
then consider treating
Ensure INR normal

If uncertainty then treat
and review

Blood monitoring

Checking a paracztamol

level 2hrs before the end
of bag 2 is NEW for this

protacol

U&E, HCO3, LFTs, FBC and
INR should be done 2hrs
before the end of each
infusion 2. Ensure results
are READY for the end of
the infusion.

* CBG 6 hourly while on NAC
* If rapid or progressive -
biochemical deterioration
then discuss with senior and
consider referral to regionaj
transplant centre,

{

rr



1

Paracetamol overdose presenting 8-24hrs
(Ingested total overdose in £1 hour time period)

. Calculate the
fat total paracetamol
~ ingested (mg/kqg)
R s : )
' *Ingested ) 'lngested *Clinical Judgement
paracetamol = < i ' paracetamol = required )
<150mg/kg >150mg/kg k o If doubt then assume
. >150mg/kg
Take baseline Take baseline
bloods bloods:
(UGEs, HCO3, LFTs, (USEs, HCO3, LFTs,
FBC, INR, glucose, . FBC, INR, glucose,
paracetamol [evel) - paracetamol level) !
- v
Don't start SIART .
acetylcysteine _ acetylcysteine
(NAC) before
(NAC)
bloods resulted
[ " Plot level on paracetamol nomogram when blood resulted o ]
If above the treatment line then- ‘ If below the *Clinical judgement
START /continue NAC . treatment line reaul regd
—- - : then NAC not 4
{} required and * Ensure no doubt about
—_ . can stop* time of ingestion or type
Take bloods 2hrs before the end of * If ALT abnormal even
Infusion 2: UsEs, HCO3, LFTs, FBC, INR, glucose ' ) if paracetamol ,
and paracetamel Jevel- concentration normal .
- then consider treating
{} . l.’sychlg:ry : * Ensure INR normal .
. ) . ) aison re erLa + If uncertainty then treat
Discontinue NAC after infusion 2 if: (to be sent by and review
INR 51.3 AND ALT <100 AND ALT <2x admission admitting doctor, | :
~ value AND paracetamol level <20 tnclude time to ' .
; B completion of itori
{ 5 infusion) Blood monitoring
- » Checking a paracetamol
If criteria for discontinuing not met A level Zhrs before the end
then proceed to infusion 3 . . of bag 2 is NEW for this
- - protocol
{ > ‘ . * UKE, HCO3, LFTs, FBC and -
) . : INR should be done 2hrs
Discontinue NAC after infusion 3 ' before the end of each”
(extended) if: INR 51.3 AND ALT <100 AND ) infusion'2, Ensure results
ALT <2x admissicn va!ue. J . ‘ are READY for the end of
, ' the infusion.
J\/L . '|* CBG 6 liourly while on NAC -
- LTI If rapid or pro ivi
If criteria for discontinuing not met * biocFr):emicgl d?z:::;l)r:tion
then proceed to infusion 4 (and then discuss with senior and

repeat if needed) until: INR <1.3, or INR

F j consider referral to regional
falling on two consecutive bloods AND INR <3.0 .

transplant centre,

Pilot V1.2 Jan 2020 (Mar-June) 4



Paracetamol overdose presenting >24hrs

(Ingested total overdose in <1 hour tire ped jod)

Assess for clinical features of
*bedside hepatic toxicity and START
acetylcysteine (NAC) if present

| ~

Take baseline bloods
{UEEs, HCO3, LFTs, FBC, INR, glucose,
paracetamal level)

v

Assess for hepatotoxicity ({\NY)

1. Para level >Smg/I. or
2. ALT >50** or

*Clinical judgement

~ required

+ Bedside hepatic toxicity:
'Jaundice, tender
liver, hypoglycaemia,
encephalopathy,
unexplained lactic acidosis:

= Ensure no doubt about
time of ingestion or type.

= "If uncertainty then treat
and review with bloods.

**Clinical judgement .
required

3. INR »1.3** * Some patients havea .
. ' — " chronically raised ALT/INE.
. . {} {} » Review old LFTs/INRs and
- A if chronic derangement
If features of | If no features of discuss with a senior
hepatotoxicty then hepatotoxicity then clinician before proceeding
START/continue NA NAC not required to NAC,
Take-bloods .

2hrs before the end
of infusion 2: e
take UKEs, HCO3, LFTs,
FBC, INR, glucose and
paracetamal level

i \m\m;m\\\m\\\\m\\\\\\\\\\u\\mmm\'

\}07796

R 5 F
’ 21/07/1979
Discontinue NAC }
after infusion 2 if: N
.’ 1.3 AND ALT <100 AND
. ALT <2x admission value - .
AND paracetamol level <20 <./
Psychiatry liaison
) referral (to be sent
by admitting doctor, )
If criteria for include time to .
discontinuing not completion of ' Blood mon]téping
met then proceed to infusion) .
infusion 3. * Checking a paracetamoi
/\ b level 2hrs before the end
. of bag 2 is NEW for this
protocol
-\/- * U&E, HCO3, LFTs, FBC
Discontinue NAC and INR should b¢ done
after infusion 3 If: INR 2hrs before the erid of each
<1.3 AND ALT <100 AND infusion 2. Ensure results are
ALT <2x sdmission value . READY for the end of the .
‘ infusion, .
- ) {} ». CBG 6 hourly while on NAC
- ) W * [f rapid or progressive
If criteria for discontinuing not met biochemical deterioration '
then proceed to infusion 4 (and repeat then discuss with senior and
if needed) until: INR £1.3, or INR Falling on two consider referral to regional
consecutive bloods AND INR <§.0 tra nsplant centre,
Pilot V1.2 Jan 2020 {(Mar-June) 5




Staggered paracetamol overdose

(Ingested total overdose in >1 hour time period in the context of self harm)

START acetylcysteine (NAC} in all patients

T

Take baseline bloods at least 4hrs since

last ingestion U&Es, HCO3, LFTs; FBC, INR, glucose,
paracetamol level)

¥

Assess for hepatotoxicity (ANY)
1.-Para level >10mg/L or

2. AT >50 or
3. INR>1.3
If features of If no features
i f hepatotoxicity
hepatotoxicity then of hep 1
continue NAC then NAC
not required

\a

_ Take bloods
| 2hrs before the end
of infusion 2:
UkEs, HCO3, LFTs, FBC,
INR, glucose and
paracetamol lavel

4;]

Discontinue NAC
after infusion 2 if: INR

<1.3 AND ALT <1C0 AND
ALT <2x admission value
AND paracetamel level <20

v,

-

If criteria for
discontinuing not
met then proceed to
infusion 3

J

Psychiatry liaison
referral (to be sent by

admitting doctor,

Include time to
Discontinue NAC completion of infusion)

-

after infusion 3 if: INR

£1.3 AND ALT <100 AND
ALT <2x admission value

-

If criteria for discontinuing not met
then proceed to infusion 4 (and repeat

if needed) until: INR 1.3, ar INR falling on two
consecutive bidods AND INR <3.0

Pilot V1.2 Jan 2020 (Mar-June) . 6

Blood monltoring

Checking a paracetamol level
2hrs before the end of hag 2 is
NEW for this protocol

U&E, HCO3, LFTs, FBC and INR
should be'done 2hrs before the

. end of each infusion 2. Ensure
‘results are READY for the end

of the infusion.

CBG6 hourly while on NAC,

If rapid or progressive
biochemical detericration
then discuss with senior and
consider referral to regional
transplant centre




Therapeutic excess paracetamol ¢ rerdose

(Ingested total overdose in >1 hour time period with nc: self harm intent)

VAssess for clinical features of
*bedside hepatic toxicity - START
acetylcysteine (NAC) if present

sb

Take baseline bloods at feast 4hrs since

last ingestion (U&Es, HCO3, LFTs, FBC, INR, glucose,
paracetamol level)

a4

Assess for hepatotoxicity (ANY)

1. Para level >10mg/L or
2.ALT>50 or
3.INR>1.3

° ) N N

If feaiures If no features

-

then START/ then NAC

of hepatotoxicty of hepatotoxicity |

continué NAC not required**

Take bloods
" 2hrs before the end

of infusion 2:
U&Es, HCO3, LFTs, FBC,
INR, glucose and
paracetamol level

|

Discontinue NAC
after infusion 2 if: (INR

: 51,3 ANDALT <100 AND y
. . ALT <2x admission value

" AND paracetamol level <20 J
If criteria for
discontinuing not

met then proceed -\/ -\ ;

to infusion 3
L Discharge if
medically fit

Discontinue NAC .

after infusion 3 if: nR

<1.3 AND ALT <100 AND
ALT <2 admission value

If criteria for discontinuing not met
then proceed ta infusion 4 (and repeat

if needed) until: INR 1.3, or INR falling on two
consecutive bloods AND INR <3.0

Pilot V1.2 Jan 2020 {Mar-June) 7

*Clinical judgement required

» Bedside hepatic toxicity:
Jaundice, tender
liver, hypoglycaemia,
encephalopathy, unexplained
lactic acidosis. :
*» Ensure no doubt about time of
ingestion or type,

* If uncertainty then treat and
review with bloods. )

**Clinical judgement requlréd
* Ensure no doubt about time of
ingestion or type

* |f uncertainty then treat and '
review with bloods )

e

le - 21/07187¢

gow, Lanarkshire .
G3 6PN

11B1) DU BRI IRATE (PR RIS RO RR AN R can

Blood monitoring

.» Checking a paracetamoal leve!
2hrs before the end of bag 2 is
NEW for this protocal

* U&E, HCO3, LFTs, FBC and INR
should be done 2hrs before the
end of each infusion 2. Ensure
results are READY for the end"
of the infusion. ’

* CBG 6 hourly while on NAC

* If rapid or progressive
biochemical deterioration
then discuss with senior and °
<onsider referral to regional
transplant centre




Shortened Adult Acetylcysteine Prescribing and
Administration Chart (SNAP regimen PILOT Mar-June)

.‘\

NHs

Greater Glasgow
and Clyde

Ingestion date & time: ZQ/ﬁ
Quantity ingested (mg):
Weight (kg):
Calculated paracetamol ingested (mg/kg):
Serum paracetamol concentration (mg/L)

Hours between ingestion & sampling: .5 5

16:30
7020
43 bhag

75

- W]LSON
Address iR ‘Gayle, ) 21_10711_979
52 DALHOUSIE ST
DoB: Glasgow, Lanarkshire
CHI: GI 6PN
""ﬂ?l!l’("'}]kﬁ'l‘mliﬁnr'luilrll;lm;nmnuun
Paracetamol overdose treatment nomogram .
1

120 ' s .

10
— [Treatment ling FOT 5 *
2 10 &
E %0 \ 06 §
5 \ = T3
" BO 3
£ Los &
8 70 g
§ \ 2 e
5 60 . 04 g
E
g 0 g
g - 03 F
3 40 ‘\ X ) 2'3 .
E 30 6.2 'g‘
L N 8
x 20 ] E

. L-l-1-1- L L 0.4 .
10 v =
Ia -1
0 : Lo
0 ‘2 4 6 8 10 12 14 16 18 20 22 24

Reproduced coustesy af MHRA

Time (hours)

Table 1. Acetylcysteme IV dosing & administration

Refer to protocols overleaf for guidance.

If unclear which protocal to use, discuss with *
a senjor clinician,

Determine the need for acetylcysteine by
plotting the measured plasma paracetamol
concentration (in mg/L) against the time since
ingestion. If plasma level falls above the line -
then give acetylcysteine as detailed below.

Patients <30kg -this protocol is inappropriate,
access paediatric dosing table through
www.toxbase.org.

For pregnant patients, use pre-pregnancy
weight to calculate toxic dose and actual
weight when prescribing acetylcysteine

Reactions to acetylcysteine include flushing,
nausea & vomiting. Consider pausing infusion
for 30 minutes and symptomatic relief i.e. .
antiernetic and/or chlorphenamine.

Second (& extended) infusion

Regimen First infusion
Infusian fluid 200mL sodium chloride 0.9% or 5% glucose 1000mL sodium chleride 0.9%.or 5% glucose .
Preparation Use 250mL infusion-bag and remove 50mL Add required volume of acetylcysteine to
and add required volume of acetylcysteine 1000mL infusion bag
;3::;:;‘;?1" of ] 2 hours 10 hours
Drug dose 100mg/kg acetylcysteine 200mg/kg acetylcysteine
Weight'(kg) Am'poule volume Infusion rate Ampoule volume Infusion rate
{mL) (mL/h) {mL) {mL/h)
-30-39 18 109, 35 104
40-49 "23 N 45 105 .
50-59 28 ) S 114 55 106
60-69 33 117 65 107
70-79 38 119 75 108
80-89 = 43 122 85 109
90-99 48 124 95 110
100-109 53 127 105 111
> 110 55 128 110 1

Each ampoule = 200mg/L acetylcysteine. Dose calculation based on weight in middle of band, Ampoule rounded to nearest whole number.

Pilot V1.2 Jan 2020 {Mar-June) ’ 8



L T TR LR
;

Extended

treatment _ .
' Recheck U&Es, bicarbonate, LFTs,

]
2

Pilot V1.2 Jan 2020 {Mar-June)

-

Extended treatment with acetylcysteine shoulg
infusion rate used for the second infusion (see

FBC and INFF.
10 hour infusion to reassess need to continue.

| Refer to apprépriate protocol regarding dis;orft'

.Shortened Adult Acéiyltystein'e -- u ORI
Prescribing and Administration Chart :Z;:;sj Illtlﬂol"ll ‘M”s“““““‘“m“““mmml——-
(SNAP regimen PILOT Mar-june): |~ | %l 2410771979 -
: _, R DoB: _¥ & oAdhouste st —_
. . : , : CHI: __ | Gtasg , Lanarkshire 36PN
Infusion 1 | |Ace'tylcystefné 1 Ioomg/kg over 2 hours :
Prescription | D | Preparation} { Admj@istration checks
Date | Time | Dose | Diluent [ Infusion | Prescriber’s | Prepared/|| Da Volume | Volume | Checked
! (mL) | (200mL) | - rate | ‘signature | Checked || Ti remaining. | infused | by
iy [ by (ML) | (ml)
Infusion 2 |Acetylcysteiné'20:0m5;/kgrdver 10 hours . ) . )
~ | Prescription ' ' Lo Preparation|| Admiflistration checks
| Date | Time.-| Dose ‘,_Dinluent_: Infusion | Prescriber’s | Prepared/ || Dat Volume | Volume | Checked
‘ (mL}) -{ (1000mL}). | . rate signature Checked || Timp¥| remaining | infused | by
2 | (mL/hr) by (mL) (mL)
t 1 .
] | |
1
4 '
{
- .
T T RS
~ 2107796165 ° . E
| g:;]?” : 211071197¢.
® 52 DALHOUSIE ST
Glasgouf.r.Lﬂl'l_laﬂ‘Eh"E G3EPN

Ho.

-~

ntinued at the dose .an|d
rs before the end of each

n of extended treatment




Shortened Adult Acetylcysteine

Prescribing and Administration Chart

*

Name: IlIIHIlllllllIHIIﬂlilllHIﬁIllIIIJ]]HIHIIIII]I]IlIIII

Address W“-SON

{mL/hr)-.

- . : lifa} ) Gayle ) 21m7r197C—-—-—
(SNAP regimen PILOT EXTENDED DoB: . o heLHousiEST
! . Lanarkshire .
Treatment) CH: Glasgow, Lanarkshire N~
|_rim'nmmn-lmmuumml-nmm.u;mmm; .
Infusion 3 _ ¢
(extended Acetylcysteine 200mg/kg over 10 hours’
treatment) ’ s
Prescription _ Preparation | Administration checks
Date | Time | Dose ~ Diluent | Infusion | Prescriber’s | Prepared,'vr Date | Volume | Volume | Checked
(mL) | (1000mL) rate signature Checked | Timé | remaining | infused by
' L (mLIhr) by . (mL) {ml)
, i
v
lnfusjdn4 _ ' v
(extended [ Acetylcysteine 200mg/kg over 10 hours
treatment) . : : : . .
Prescription Preparation | Administration checks b
Date | Time | Dose | Diluent | Infusion | Prescriber's | Prepared/ | Date | Volume | Volume | Checked
{mL)y | (1000mL) | rate signature Checked | Time | remaining | infused by
) : by _(mb) (mi})

If the patient meets criteria for a further infusion then repeat infusions 3 and/or 4
(extended) Refer to protocols for dlscontlnuatlon criteria.
Pllot V1.2 Jan 2020 (Mar-june)
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79
WILSON

Gayle
52 DALHOUSIE ST:
Glasgow, Lanarkshire

* {1WRiN et 110 WAL LERD {ug1A [HIGN KU HAE0 B A

A

214071

G3 68N

Printed: 30/08/2020 01[10:15

L Patient Sample Report J
Status: ACCEPTED
Analyzed: 30/09/2020 01:10:01
Sample Type: Venous ' :
Account Number:
: Clinician: '
' Cperator ID: JILLIAN GISBEYD
Patlent . -
ID: 2107796165
Last Name: . WILBON
First Name: GAYLE
Gender/Age: Female, 41 dears
Birth Date:: 21/074979
" Cartridge '
Lot No.: 200%10C
SIN: 00000000050008&134
Exp. Date: | 20/10/p020
Analyzer
Model: - GEM® Premier 5000
Area: GRI
" Name; SuU
SIN: 16094423
Results - Crit.  Reference Kt
) Lew Low High High
| Measured (37.0°C) 4
. -cH 370 nmolk [~ - . |
. pCO, 5.0 Ka [~ - - -3
b0, 60 ka [~ - - |.]
Na* 4 131, mmotL [ - 133 146 |- ]
K* 42 mmoll, [~ 35 53 -]
cr 88  mmdil. [ - 95 108 |- ]
Ca** 120 mmolt, [ - 115 127 |- 1
Glu +158 mmoll [ - 35 60 {-- ]
Lac 432 mmol [ - 06 22 |- ]
: ¢O-Oxlmetry
tHh 159 g [~ - - |
"QHb 4 726 % [ - 950 98.0 r ]
COHb ¢+ 3.2 % - 05 15 k3
MetHb 0.8 % [~ 05 15"}
HHb T 235 % [~ 00 50 }]
80, L7855 % [ - 850 980 | ]
Derived
BE(B} 1.0 mmotl { - .~ - L
HCO, (e} 252 mmoll, { - .. - -]
Het{e) 48 % [ - - = -]
T4 Outside Refarenca Range
Other Informatlon
QOperator Entered
T|amp- 37.0 °c
N T T e e S _ A




AN  Giaagol Royal nfirary

. CHI: 2107796165

Total Att: 18
! 12 Mth Al 4
Title: MISS
WILSCON : Gayle
DOB 21/071979 ' " Age: 41y Sex: Female
52 DALHOUSIE 5T Nextof kin:  WINTERS, Rita
‘ Relationship: Aunt

Glasgow 01412301448
Lanarkshire ’
G3 6PN - GP: NT Bhatti
07770460540 0141 334 9331
Attendénce Date: 18/08/2020 ' Arrival Time: 20:15 ’
Registration Time: 20:15 Date of Incident: 18/08/2020
Major Incident Desc: '
Reason for Altendance: overdose

! -
Nursing Assessment . _

Alerts: Not Recorded Allergies: Not Recorded”  Pain Score:
. Triage Category: 3 Tetanus up to date/fully immunised:

F"resenting Complaint:

Observation Date: 18/08/2020 20:28 Nurse name: Nurse Nicole’ Pratt

Temp 36.1 C BM 68 - |mmolL,

HR 115 . |bpm JPF 1/min

BP 1491116 mmHg Expected PF 1/min

MAP 127.00. mmHg Weight kg

RR 17 - bpm

Sp02 96 %

Oxygen % Pipils-Right: & Popils
nght Size {mmy | 3 iza (mm) |3
Corrected? Reaction Y Reaction Y

Nursing Notes: "OVERDOSE. taken & night nurse and 4 nurofen last night and 8 night nurse plus 4

neurofen today. no vomit states took these to end life known.to CPNs. low covid risk
NEWS-2"

I mummm|ummmwwmumwmmmm e TR

07/1978 1077965165 2107796165. - 2110711979 2107796165 071979 2107795965 110711979
WILSON W{ILSON WILSON _ WILSON WILSON
Gayle Gayle Gayle Gayle ) Gayle

Created on 18 Aug 2020 20:28 by Nicecle Pratt ) Page 1 of



T e % " ——

R R PR () be’ Completed by € Cllmaam AT ..Z';,'*’;.j-‘:.f;”";‘iilﬁ

‘-:_L >
EE]

M aa L a0+ o Child Assessment Questionnaire < <% 0« Ly < K Yess . SNov-|
Previous attendance (consider any relevant trauma from prewous presentatrons)
History variable between accounts

Examination not compatible with hlstory [ presentation

| Delay in presentation

Fracture / head injury or significant brmsmg in baby or non-mobile toddler

Discuss with Senior Medical Staff / Nurse on duty any factors |dent|f|ed

{Date | Clinical Notes ‘
SeenBy ' _ | _' : _' |TimeSeen| |,

[+ 35 5% v & "0ncé Only Préseription (Inclding TetanisProphylaxis)y v 1% 3 w1t

Date | Drug (Block capitals) | Dose | Methodof | ° Timeof | Signature Given
Given : Administration | Administration | - _ By

MI « 263984 Version1_0 * GGCO105



Greater Glasgow & Clyde Emergency Departments’ - NHS
Mental Health Triage and Rlsk Assessment Tool cre;;g,rg;;;gow

Part One - Nursir Tria e trlage.nurse to Patient name GGJJ[Q- (JOLJ\&Y\
art Yne - Nursing Triag completetispage | CHl 2109770 1S
. . - ' . . name, relaticnship,
- Trlage' Obsewahons document physiologlical measurements accompanled by particular concems
GCS| BV | HR | BP | RR | Sal?|Temp I3-1%.
_ T30 W, \s*kor»i-kmr.
1S 16-81HIS T16q)l v3-[do :
' . Descdne the appearance/clothing of thotse attending
Outline of Presentatlon ok il he categories whichapply | Y Y Ve beforereviaw.
- ; s the patient a young person In foster care or in a residential
Overdose (will also require medical assessment) \/ care placement? YES/NO
. ‘ Is the patient a carer for a child or a dependent adult?
{ Self-injury (will also require wound management) - YES/MNO
Is there & child protection concem or concem for a
Other Mental Health Presentation wulnersble aduit at rigk? YES/NQ
Initial Presentation, Appearance and Behaviour I S e e e e o
Is the patient violent, aggressive or threatening? 1Y {ﬁj
Is the patient obviously distressed, markedly anxious or high'y aroused? ' Y
Is the patient preoccupied, ematic or impulsive? : Y )

Is the patient quiet and withdrawn? Y
Do you think the patient is behaving inappropiiately to their situation?

EEE:

Do you think the patient presents an immediate risk to you, to others, or to themselves? 1y
Do you think the patient is likely to abscond prior to assessment? Y
Do you think the patient's presentation suggests sither hallucinations or delusions?* Y
Do you think the patient feels their actions are being controlied? Y LANS
Are you aware of a history of mental health problems or psychiatric iiness? - :Y _) N
Are you awere of a history of violence or self-harm? Kfﬁ) N
Is the patient currently expressing suicidal thoughts? Y j’ M
Is the patient curently intoxicated, with alcohol, or other substances'? Y (N)
N

“Delusicns; false tut firnly held views and ideas. Haliucinations; false extemal stimuli (for example, visual cr voczl) the patient thinks are real {

TN

identify an initial categcry of risk,

Triage Risk Assessment : select one or more risks g Iur:;n
‘High / Moderate / Low —risk . | |_{Hish §isg

of self-harm / violence / absconding. =

. || High risk - accompanied and in the clinical area. %th;tpaﬁef'lnst:dc:;
Tnage Category g Maderate rsk — accampanied or in the clinical area. 9 Catego -
Low risk - can be asked to wait if necessary. Moderate Risk
H " print toxbase informaticn, and in paracetamol = e
Immed' ate management overdose, note 4-hour, tir;'le for blood sample.

'f &l responses ere

accompanied by... ry (i%_ﬁ ne . inthe tird colermn

ﬁg Low Risk
fPoon Lae’z" nxﬁfﬂ’ o
"Blood sample time? AT

5 signature
Toxbase info printed? Y/N _ . IM

'date ar)d time

£/70 200,

GMAWS considered? Y/N

©® NHSGG&C Mental Health and Acute Services interface Group. N ‘Version 3.0. Jan 2017



‘ — R N
Part Two - Mental Health Assessment osmewe | "atent name M

outine of curent presentation and precipitating factors CH TN UNLS -

0-D - Taadt. Gugh v b L«fw&r. ‘%w;ji i s & m&k@w v wels)@ 1

My o \Mm_ (wpf«fu wmwb uu AA ey G o «JM‘J
Oa,u IlJuS *—-} Cadmas t' A’a— -

St S fiie el Wl e vl mid'-\s
e RS AN
i Yo e g 5
. N o
et {m f B b oft welid,

curent and previous mental healthprodlems, self-harm episedes, problematic alcohcl and/or dnug use, contacts with menml health services ¥/ & WTL
Prtus wd] 1D Vo & @

dul ED {"Mmh\tm “ LMI. ?%(1 w S‘MAL/ OD

otﬁer relevant information, (relationships, finances, employment, housing, physical health, chikicare mspons?oﬂiﬁeé. current R- k F 1,
rmedications, etc) - protective factors (bellefs, relatiopships, plans for fiture) - views of relatives/carers/sigrificant others’ IS "QCTOrS

- L ; . {this s not an exheustiva s
5%* 17"'1. £ m‘b UKL 5‘“{ W-Efa . ‘ Q‘-A-L Jm" ki WN- alcohol or drug use J
Windiae facni iment
w- | fe glanning or conceaimen
o \éfpm ULl .x\:n\. -simum\',? . evidence of paychogis
e el - FY ongeing suicidal intant
ﬂa“y sl i ‘1{\ m? family congcem about rigk
l.".}—”‘ wiallia . . aceess to lethal means
-Appearance Behavuour Speech lack of social support
Tt Loy | SIS g G (J-M R
: chronic iiness/pain
M "0‘33 . EJ' wnlnf ﬂt-: (g famity istory of suicide
J r AM Y disengaged/noncompliant
Mood Thought Insight unemployedfretied
. previous violent methods
m' Bt ol L““” r AEI; Q history Of sel-hemn 7
‘ deb ’ s zm;:ﬁm "“‘u"“'ﬁ«t'h . L b . cument psychiatic reatment
rt 1. previous psychiatric treatment | o/

Careful consideration should be given to patients who may present particular risks, Including patients who may have post-natal
depression, or patients with first presentations’ of mental health problems, especially in adolescence or old age.
H based on clical assessment indicate a category of ek if voung people in foster
Risk Assessment - for & further:episode of et In the short tem (4Bhrs) young peop®
' . - eonsider protective as well as precipitating factors cafe or residential care are
' : ) assessed, their social work

T team should be informed

ngh / Moderat LOVQ {via stand-by SW if out-of-

; : - ' h |l as gwvin
Discharge Advice and Plan for Further Assessment | | oo & " 2 9ms

Inciicate the follow-Lg plan — referal to Uaison Psychiatry, duty doctor, out-of-hours CPN senvce, CMHT.. carers prasert,
P, addiction sarvices, SW, efe - indicate the achice given to tha patient. and icentities of others Informed.

summary ’ follow up and advice given )
0 N bt s ety Lol conenf N AU Guome - ame/grace
au&u. v . o
” % ““"“ﬂ_! e Bl . Viwemxr S
wl e L PP slgnatum
senvice refered o namelrelaﬁcnsh:’pbf carer informed consultart/micdle-grade i .
- Pi’ \,.,_, B involved in decision or review date and time
Cp '\J ) wiiyl \M, il [ € &'\__L . ’LE - F1a .

© NHSGG&C Mental Health and Acute Services Interface Group. * Version 3.0. Jan 2017



NEWS — National Early Warning Score

NHS
e

Name : |lllllll1l||liﬁllllf!@lll\llllllllﬂlIﬂllllllllﬂlllﬂlllll Greater losgow
210779 an e
Address . MILSON F Y
Gayle 24071979
52 DALHOUSIE ST
Glasgow, Lanarkshire " Darte - Ward
3P [Admitted |V} -3 ~20
CHI NO' Iiliﬂlll‘lll'mﬂllllllllll[ll{[ﬂlll]lll‘l[l min TranSferrEd i
DoB y ‘| Transferred
NEWS = NS Garlly Wearnling
earameren . =
| T 1 38 W ® . [ 3 8
e <8 911 12-20 2124 25
e e e e e
<91 9293 94.95 296
N — e . p— e ———
Suppental Yes No
Xy e - : : : — e e
TomgEla || <35.0° 35.1-36.0° | 36.1-38.0° | 38.1.39° »39.1°
<40 41-50 51-90 '91-110 ‘i 111-130 2131
SySLOHBTZ <90 91-100 101-110 111-219 : 2220
SRR WL ST
| ' .
P, A . ’ ' V PorU

iudement. &Wﬂi@mﬂmﬁ%
Conditionfshould]belappropriatelylescalatedfandldocumented]inithe]Nursingjotess

See NEWS Actions Reference Tool for local escalation policy

Erequencylof]

MBS Seara .4 Glinical[Responsell
0 Minimum 12 hourly . Continue routine NEWS monitoring with every set of

observations.

Aggregate 1- 4

Minimum 4 hourly

Inform trained nurse,

Trained Nurse assessment;:

- Assess the patient

- Review frequency of menitoring required

- Assess need for escalation of clinical care and direct
as appropriate. .

Aggregate 5
or more
or -
3 in one parameter

Increased frequency to
a minimum of 1 hourly

Trained Nurse assessment.

Inform medical team caring for the patient.

Urgent assessment by a medical / surgical / nursing
team with core competencies to assess acutely ill
patients.

Consider level of monitoring required in relation to
clinical care. . -

Aggregate 7
or more

‘Continuous monitoring
of vital signs

Trained Nurse to assess immediately.‘

Inferm medical team caring for the patient - this
should be at least senior medical staff [evel.
Emergency assessment by a clinical team with
core competencies in the assessment of critically
ill patients. This team will have critical care
competencies and a practitioner/s with advanced
airway skills and resuscitation skills. -

Consider referral to high dependency or ITU.




ol il

\

A DATE NEW!
UB.m"ad
ME 0 1
! v &bm m
, - 35 .
L 35 wm .
|oee 30
Resp. |~ 3 ; .
Rate — I ;
Markie [ w2 " [\ 1
— HA 296
e 9495 s
+
MtON o 92-93
5293 =
(Enter Value) P N 2
Any Sup'l Q| % A
Room ai] P ™ —
eee uw%o
— 38.5° 4
e
Temp. —¥% — el
I I 5
e o 3550
L3550 [ — 3
— 170 -
i -
L 160 A
e 140
— 140 Ww
— 130 I
= 120 | o ;
— no |
90
Pulse [ e ;
Mark: e [— 90 o
— €0
— 70
50
— 40
femm 50
f— 40 »
o 230
230 -
j‘ " 210
— 210, »
e 190 =
o 180 \/
" 170
Blood | 1% o \
Pressure|— s 3 - o
I}
Mark: S | 150 H¥ -
Yo .M/,@ o ."I
. o 120
NEWS [ ™ ,, .
SCORE [__ 1 Ty o
Em:m. | 100 -
Systolic | % _— »
BP L e yi =
— 70 "
— 60 “
B~ Alert
i Verbal
Conscic Vet
Level Pain_
Mark: o o
Total NEWS \N\ F News
(with all obs) —
- Pain
- Nausea
Nausea ¥
Urine output .
Obs due
S Initials
Initials|ezn, /W\




+Blood Pressure

Pulse

Temp.

SpO:2

Resp. Rate
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Glasgow
Coma

Scale

—

Pupil size (mm)

a

N om

Neurological Observations

vy

- 0.000.00

0o M co

| RNy

Gayle A
ZDALHOys(E g 2M07r1or
lasgow, anarkshire

G3 6Py

'l"'ll [T
i Nty gy,
Ll LT
LTl LT

Date:
Time: )
E _ Spontaneousty! 4 72
- ve
- E To speech| 3 8 g U
g8 To pain| 2 w E N
sy s Nanel 1 &5
ne
ﬂ \'"] Orientated| 5 = =
< E @ Confused| 4 % ‘a§
g § g Inappropriate words| 3 gg g'ﬁ
< |8 & Incomprehensible sounds| 2 ‘UE'{:-;
2 o = Nonej 1 ':5 &
OM Obeys| 6 £
[N Localises| 5 od
g g Flexian - withdrawal| "4 § g
E Qg Flexian - abnormal} 3 »E
- =
é B Extension to'pain| 2 ] %
W " wvi
None| 1 24
TOTAL SCORE ]
- ke
. R Size g g
Reaction 3
PUPILS Size 3 E’ ]
L g2&
Reaction i
i Normal power 2
- Mild weakness % ,.E
v 5 C
Zl = Severe weakness 82
= o Spastic flexion L2
= : 23
T Extension £y
> No response = <1
P oE5%
O Normal power ' s g g
P Mild weakness 9‘: s
g 3 Severe weakness| -5,:
w - . ' -
5 - Spastic flexion % g
Extension EES
Na response =

Pain Score
Ask the patient to rate his/her pain by choosing a number between
0-and 10. Use the diagram below to assist the patient. If patient’s -

pain is chronic, use generic tool. If patient is unable to communicate,

use observational tool.

MNausea and Vomiting

0 = Nope

1 = Mild (Not distressing -
no retching/vomiting)

- ‘ — ~ 2 = Moderate (Troublesome —

0 1 I 2 I 3 4 I 5 I 6 7 I 8 I ? I 10 occasional retching/vomiting)
'N9 Mild Pain Moderate Pain Severe Pain 3 o= Sever.e (Drstre;; ing - frequent
Pain : , retching/vomiting)
Managementglanfand]Ratienyexclusions|
Date and Time | Notes ’ : Signed

r .

mt « 231261 Version.1_0 » GGC0084




Emergency Department Nursing NIIIIIHIIHIIJIIlﬂllmllllllllﬂllﬂlihl\lIﬂlllllllll] 'NHS
Documentation mﬁ\/n/{_ (’MZ WlLSON Greater Glasgaw
- _ \ 7 owve NEHT F Gayle . 21/07/4 979 and Clyde
Presenting Complaint - . Q¥ nky” 52 DALHOUSIEST ‘
; = Glasgow, Lanarkshire
Date: l (8 / .—B / Lo Time: Ll 6(> G3 6PN
Assessment Complete by: Name NURSE (Pleas? 2 1L S
o\ | PHI P ] e
Patient Prep / Investigations Communication
(Please tick/circle when completed) {Please Circle Tick)
Prepare patient for examination / NEWS Chart complete / NEWS SCORE -
Clothing bag labelled + stored (Record pain, blood sugar and Neuro Obs on NEWS Chart}
GGC RED BAG - with patient a7
12 Lead ECG gr" [IDBand ° ‘ O
Weight: O |Peak Flow a
Blood Samples Obtained: Yes O No [ Xrays / CT Scan Performed: O
IV Access:  Yes O No O  |'Relatives / NOK informed (Carers) 0
‘ Child Protection Concern Y/N
Blood Gas: VBGD  ABG [ (considered in line with policy)
Adult Support and Protection L Y/N -
Urinalysis Leucoeytes O |Nitrites O {Protein O |Bloed 0O
Ketones 0O |Glucose O |PH S.G.
MSSU / CSU O |Toxiclogy |
HCG O |+VE O |-VE 0O | Strip No -

Screening Tools

(Please tick/circlé when completed)
SEPSIS RISK? / SIRS Criteria 2 or more

Y/N

SWALLOW TEST CARRIED OUT? (susp any
neurolegical signs or symptoms)

YES

Mental Health Triage Assessment

If NOT WHY? - (details)

pocly

| GMAWS Y/N [ Date -
i Time -+ ?.)/3/7—(') 77t0
Signature - O—J}‘U N
4AT

m . mﬁﬁﬂm@mﬁiﬁa(ﬁ yeargbackwards) | At 4
Age > =7 correct ‘Normal
Date of Birth < J-correct Mild sleepiness
Place Untestable i Clearly abnormal |
Current year ~ ' ' .
No mistakes =0 Mmh : .
1 mistake -1 Acute change or fluctuating 4 | YES
> 1 mistake = 2 Acute change or fluctuating NO l /EI




F |Functional impairment (new or worsening) eg gifficulty with self care
R |Residentin a care home? / / .
A | Altered mental-state such as acg,eénfusion or dementia W 4AT

[ Immobilityfinstability. Newwdecline in mobility, dificu mobilising without help or fall
leading up to admissie

=
[

' ' ; e
L |Likelyto req.uiéjpport- for discharge? (either'new or increase in existing support) / .

. e - N
Are any of the above criteria met? If YES to any of the above m/t{to step 2

CHCalor 10 difE DY aNOWNer 'a € 5pP& cgardiess or age 0
'Cl_ear need for other specialty input eg exacerbation of known long tefm condition such as COPL
| Need for HDU/ITU (including non-invasive ventilation) / ‘ / '
Suspected new stroke or TIA, consider thrombo_]ysis and car}(n stroke unjit . / )
Head injury with loss of consciousness i / / )
| Acute abdominal pain/surgical presentation / o / “
-Upper Gl Bleed / / : .
Chest pain with suspected acute coronary )ﬁd}orhe / o
Trauma with suspected fra::ture / / . | /l'\,

Are any of the above critgria met?

If YES to ariy criteria in step 2:

* Prioritise mave to non geriatric service as ap opriate If necessary con5|der genatnc a
parent ward,

If NO to the list in step 2:

S¢reening Tools / ACTIVE CARE

{Pleasé tick/circle when completed)

1) Pressure Damage Does the person have Location of 7] Grade of Uleer
redness and/or existing damage? o : Redness/ )
If YES - continue with a minimum of 2 hourly . .

Actlve Care + Complete PUDRA ;

2) Mobility Does the person require assistance? [ Y/N 4 |4

3) Continence YK |5) Skin Is skin compromised by other source, | Y/N

g heurological deficit, medication,
substance, diabetes, co-morbid?

4) Nutrition . / Y/N | 6) Judgment | In your clinical judgment is this person Y/N

at risk for developing pressure damage?
| IF YES - DETAILS

Date Time Init. Time Init. Time Init. Time Mit. Time Init. Time Init, Time init.




féglgggggtggy/:f/m:!m;/ummwlf/ﬂﬂ/ﬂﬂ/

Gayle

F
= gz DALHoust st 2107/197g
.'asgow Lanafkshnre

At ris!c of falls?

| Pause for Transfer / Discharge Tickwhen  N/A  Notes:
 (Please tick when completed) . = gomipleted
T Relatives Informed of Admission / Discharge . O O Information.on discussion with relatives
. Relatives/carer with patient ort transfer toward | , [ Always \ |
GGC“'REP-ﬁA.Gj- with -pi’atfieht’_- ‘ O | Always
NameBand | - 0O Always '
Nursing Screening Tools completed O Always
Bed requested, SBAR COMPLETE | OO a
' . NEWSchart| O | Always —\
Prescripﬁons / Charts Infusions o - |
| signed
o Cannula (] O
Notes: medical notes, GP letter, PRF O a
Patientsr.equiring_ analgesia: sufficient o o
Belongings (including patients medication) | Always | Please note here if any other tasks
'_SAS Transport required and ref. no. O | required. prior'to transfer
Print Name '
Sign -

_Nuising Notes

: Date and Time ) Print Name and

; Signature
3l5l2e "](O = peled bnpd Ao w&w@ |

S’Law{f‘ ot bo soe C,MWMJ'}
GLMd) : ~

N




NEWS — National Early Warning Score

Name ||||||IIIIII|!|I|IIlIIIIIIIIIIIIIIIIIIIIIH!IIIIIIIIIUII\II

Address
WILSON
Gayle 21/07.'1979
TALBOT CENTRE
52 DALHOUSIE STREET
Glasgow, Lanarkshire
- CHI No. . G38PN

DoB -

Resplrauon
Rate.

Oxygen
Saturations

Any
Supplementat
Oxygen

'Témper’ature
Pulse
Systolic. BP

Consciogs
Level

| Physiological NEWS - NHS Early Warning Score
e

NHS
N !

. Greater Glasgow
- . and Clyde

Date Ward

Admitted
Transferred
Transferred

9-11 1220 | -l 2124 0 325
92.93 | . 94.95 96
Yes No ]
'35.1-36.0° | 361-38.0° | 38:1-39° >39.10
4150 5190 | 91110 111130 2131
91-100 101110 | 111219 . o 220
A

NEWS should not replace sound clinical |udgement Any-concerns regardlng the patlents
condition should be.appropriately escalated and documented in the Nursing Notes.

NEWS Score

Frequency of
Monitoring

y

Minimum 12 hourly

Clinical Response

Continue routine NEWS monitoring with every set of
cbservations,

Aggregate 1- 4

Minimum 4 hourly

. Inform trained nurse.

Trained Nurse assessment:

- Assess the patient

- Reviewfrequency of monitoring required -

- Assess need for escalatlon of clinical care and direct
as appropriate.

Aggregate 5
or more
~or
3 in one parameter

Increased frequency to
a minimum of 1 hourly

Trained Nurse assessment.

inform medical team caring for the patient.

Urgent assessment by a medical / surgical / nursing
team with core competencies to assess acutely ill -
patients.

Consider level of monitoring required in relation to
clinical care.

Aggregate 7
" or more

Continuous monitering
of vital signs

. Inform medical teamn carmg for the patient - this

‘core competencies in the assessment of critically

Trained Nurse to assess |mmed|ately

should be at least senior medical staff level.
Emergency assessment by a clinical team with

ill patients. This. team will have critical care
competencie$ and a practitioner/s with advanced
airway skills and resuscitation skills.

Consider referral to high dependency or ITU.




- ?ﬂ NES
DATE: r f \
_W\_ I DATE NEW!
Timel,, 29 23 (O]
S 20 (w20 . 1
— 35 !
— » 35
Resp. [ 30 .H
— 2 ]
Rate [~ L = 5
Markie | 12 - 16
— ¢ 12
8
(1Y 86
Spo, 94.95 296
92-93 94-95
(Enter Value) pr] = 92.93
Any Sup’l O w . . <91
Room air| D A 1A %
— 3
3850 30
— 380 38.5°
Temp, [ ¥% e
P 7 % o= 3750
Mark: X 365 X ity
— 36 36.5°
— 3s.5° 360
— ase 3550
30
— 170
— 160 170
— 150 160
— 140 150 m
| — 1302 byt -
— 120 o e 130
— 110 120 -
Pulse [ |4 120
Mark;e |— 90 100
— &0 50
— 7 80
— 70
— 50 60
Y 50 ¢
N 40
230 30
—- 220 230
— 210 pri
— 200 M
— 190 200
w0 190
Blood — 170 180 —
Pressure 160 170
_,\_u:nO ﬂ:a A 160
T:n A 150
130 AL 190 .|
NEWS F— 120 7 130
SCORE| 10 120
using e
R S
o Systolic 1 v 100
B . /\ £ %0
— 7 v 20
— ¢ 7
— 50 60
50
Conscious| Al < le
Level |veball 1 Alert
Mark: Pain Verbal
.m_ "> _| Unres Pain
Total NEWS \@ Unresp
(with all obs) 217 NEWS
a1 SCORE
. Pain| BM
Nausea Pain
Urine output Nausea
u/o .
Obs due|
. Obs due
Initials{ T34 M—n\ <}
Initials




Glasgow
Coma

Scale:

. Pupil size (mm)

Neurological Observations

Date: ’
Time; .
E ‘Spontaneously| 4 oo
“wC To speech| 3 é%u
2R To pain| 2 &0
ar g é\h
. None| 1 wa
5 v Oudientated| 5 = 2
< [T ol Confused| .4 1258
U 'ﬁ £ Inappropriate words| 3 ' g:g»—
wn|gs . ' N .-6.0 E ]
| <% & Incomprehensible sounds| 2 - 133 g
p- & 2 Norie| 1 > - o=
oM . Oheys| & 28
Ol ) -Localises| 5 - EE
a8 Fleaion - withdrawal| 4 gE
E g Flexfari - abnommal| 3 . >E
E ] ‘Extension to pain| 2 5% -
. Norne| 1 o4
TOTAL SCORE| 1 .
— &
e i
PUPILS S 88y
L 1 @ 2 oy
Reaction +1dJ
. Normal power, 2
- Mitd weakness 22
Z g . Severe weakness §.§
E_ g Spastic flexion| _ 52
g ~ Extension %’ﬁ -
= " No respornse s b gé
Q Normal power 5 5 g‘
E Mitd weakness 5 ::'::E
m G . Severe weakness, - '5\3
E b Spastic flexion o8
! . Extension - §£
" No response &

Pain Score
Ask the patient to rate his/her pain by choosing a number between

| Nausea and Vomiting

0 and 10, Use the diagram below to assist the patient. If patient’s 0 = N‘_’h"-’: -
pain is chronic, use geneéric tool. If patient is unable to communicate, |1 .= Mild (Not distressing -
use observational tool, : no retching/vomiting)
- 2 = Moderate (Troublesome —
0 1 I 2 I 3 4 I 5 l 6 7 ] 8 I 9 ! 170 | occosional retching/vomiting)
NP " Mild Pain Moderate Pé_iri Severe Pain 3 = Sever:e_ (Drstre_s_smg ~ frequent
Pain ) ) _ . retching/vomiting).

, Signed.

Management Plan and Patient Exclusions

Date and Time |Notes

M » 231261 Version1_0 . GGCO084
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I

Emeirgency Department Nursing ‘ 210775155 NHS
. S N et
Documentation Gayle 21/071979 Greater Glasgow .
) ) ) . Pz TALBOT CENTRE and Clyde
Presenting Complaint - [Yienka) Wealth 52 DALHOUSIE STREET
. Glasgow, Lanarkshire ;
Date: 1R / 10/ ¥Q  Time: 20:LS : G3SPN
Lllll'lll.lfll‘llll'llllillﬂl Il!ll"lﬂ‘ll’llllmlllflllll‘ljl‘ll_-_l
Assessment Compléte by: Name NURSE (Please Print) "
Patient Prep / Investigations Communication
(Please tick/circle when completed) (Please Circle Tick)
Prepare patient for examination / M | NEWS Chart complete / NEWS SCORE -
Clothing bag labelled + stored (Record pain, blood sugar and Neuro Obs on NEWS Chart) |
GGC RED BAG - with patient 0 '
12 Lead ECG & |IDBand O
Weight: Co O |Peak Flow 0
Blood Samples Obtained: YesO NoJ Xrays / CT Scan Performed: O
IVAccesss Yes OO No O . Relatives / NOK informed (Carers) . O
’ Child Protection Concern Y{/N
Blood Gas:  VBGO  ABG O n (considered in line with policy) O
i Adult Support and Protection Y@
Urinalysis Leucocytes O | Nitrites O |protein O |Blood a
Ketones O | Glucose B |PH 5.G.
MSSU /CSU O [Toxiclogy O _
HCG O |+VE [ Y O | strip No-

Screening Tools
{Please tick/circle vwhen completed)

SEPSIS RISK? / SIRS Criteria 2 or more Y{N | SWALLOW TEST CARRIED QUT? (susp any
. neurological signs or symptoms)
Mental Health Triage Assessment o (\_@\l If NOT WHY? - (detailé) ' ' NO
s Mﬁ
GMAWS v )| Date -
. : Time -
Signature - | 7
4AT ]
L0 Soucc Wl tentionlioninteiyearoadsvardh I MmnEs

Age : > =7 correct / / 0 Normal / 0
Date of Birth <7 corrt;x/ b / 1 Milﬁléﬁ:epiness 0
Place, o -Uritgst{ble _ / 2 . ‘»Cﬁaarly abnormal 4
Current year / . / - / :

No mistakes =0 / accmding W ey / ]
1 mistake = Y Acute chang}eﬁr fluctuating 4 | YES .

> 1 mistake _ % 2 Acute cbaﬂge or fluctuating / "1 0 |NO L _ /1 zI )

7 / -




STEP 1 Would this person benefit from Comprehenswe Geriatric Assessment (CGA)?
All over 755 and care home residents over 65. For younger patients use clinical ;udgement and consulit

local guidelines,

YES NO

£ |Eunctional impairment (new or worsening) eg difficulty with self care

R | Residentin a care home?

A | Altered mental state such as acute confusion or demeritia use the 4A§

Immobility/instability. New decline in mobiliﬁy, difficulty mobilisingAwithout help or fall
leading up to admission

L |Likely to require support for discharge? (either new or increas/e/in existing support)

Are any of the above criteria met? If YES to an)A)f the above move to step 2

STEP 2 Would this person be better managed by another specialty team at present? |

Indicator for care by anoth te specialty regardless of age.
t y another acute specialty reg of age YES  NO

Clear need for other specialty input eg exacerbation gf known long term condition such ay’COPD

Need for HDU/ITU (including non-invasive ventila}én)

Suspected new stroke or TIA, consider thrombofysis and care in stroke unit

Head injury with loss of consciousness
Acute abdominal pain/surgical presentatyaf\ / /

. Upper Gl Bleed / / /J/ ‘

Chest pain with suspected acute c9énary syndrome

/
Trauma with suspected fracture / / ‘ _ /

Are any of the above/criteria met?

If YES to any criteria-in st
~* Prioritise move
parent ward.

..Screening Tools / ACTIVE CARE

(Please tickfcircle when completed)

Date Location of Grade of Ulcer
Rednéss/Ul_cers. '

1) Pressure
redness apid/or existing damage?

If YES - gontinue with a minimum of hourly
Active Care + Complete PUDRA /

2) Mobility Does the persop/équire assistance? /YIN

3) Continence | | Y/N [5)skin .. |lsskin compromised by other source, | ‘Y/N
: : eg neurological deficit, medication,
substance, .diabetes, co-morbid?

4} Nutrition 4 ' Y/N |6) Judgment | In your clinical judgment is this person | ¥/N
at risk for developing pressure damage?
IF YES - DETAILS

Time Imit.  Time Init, Time Init: Time Init. Time Init. Time Init. Time Init.




Nursing Notes

' Date and Time

. Wilson

| 2l

- Print Name and
Signature

Ml » 304053 v2.2 » GCC0252
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Patient Addressograph Label

- ES

At risk of falls? ' _
(clinical fudgement} (consider alcohol, mobility, age, iliness, cogaitive impairment atc) At risk complete risk assessment

Pause for Transfer / Discharge Tickwhen N/A  Notes

{Please tick when completed) completed
* Relatives Informed of Admissio ischarge ) - C Information on discussion with relatives
Relatives/carer with patient on transfer to ward | Always
GGC RED BAG - with patient 0 Always
Name Band o Always
o Nursing Screening Toaols completed O Always
Bed requested, SBAR COMPLETE O . [2/ .
NEWS chart ] Always
: Prescr}ptions [Charts Infusions a lIl/
signed L
Cannula a w
B - _ : w,
Notes; medical notes, GP letter, PRF _ ] E//
Patients requiring analgesia: sufficient = IZ/ ,
Belongings {including patients medication) D Always. | .Please note here if any-other tasks
- —— — ' lj’ required prior to transfer
SAS Transport required and ref. no, O
Print Name "< Ay |
.Sign - -

Date and Time , Print Name and
‘ ‘ . | Signature

alisha  |Has been mw‘pm;!/lbu CPNY'S_wha ar.

hoppy b dischome k. S.kAY
rZssed. willOsenine, Aunil plan Sxah Loy

.IVJ..L.L

0125 |Rheat A.L‘acharmnf police. ud[”l e ‘i*nr’[: : .
- \m_mcg 41,“:3\-_ ‘ogéeroﬂ-Lon aformed  Shmbh bu./

-
e eyl _



II[IHI UGN

I: 2107796165

Title:
- WILSON.

‘MISS.

DOB: 2110711979

TALBOT CENTRE

52 DALHOUSIE STREET

Glasgow

Lanarkshire

G3 6PN

07770450540

Attendance Date: 18/10/2019

Registrétion Time: 19:57

Major Incident Desc;

“Glasgow Royal Infirmary. -

Age: 409

. Arrival Time:

" ‘Gayle

ra

-Next of kin:. .

z

Sex: Fernale

Total Att: 15
12 Mth At 1

WILSON, VIOLET |

Relationship: Parent

0141 563 8676 -

GP: NT Bhatti
0141 334.9331

19:57
Date of Incident: 18/10/2019

Nursing Assg;s_‘m: ent -

Alerts: Not Recorded

Triage Category: 3

Presentmg Complaint;

Reason for Attendance: self harm-

Observation Date: 1811012019 20:27

Allergies:‘Not Recorded
Tetanus up to date/fully immunised:

Pain Score:

Nurse name: Nurse Melanle Gartshore

Temp  [37.0 c BM 116 |mmotL]| -lGCS -
. HR 1135 [bpm- PF . . - ..[1frhin Eyes 4
BP 156/95 mmHg |-. [Expected PF, 1/min Motor 6
MAP ~ . [115.33 mmHg. Weight kg Verbal 5
RR 18 . lopm _ |Height cm " [Total 15
Spo2 (96 % - Visuat Acuity
“[Oxygen % Left - Pupils-Right  [Pupils-Left
- Right [eetemt [3 ietom [3
Corrected? feacton |y Reacton [y

Nursing Notes “cfo low mood and suicidal idation after berevement of snster states havmg flash
T backs of the resuscitation. this pm sustainéd DSH to L wrist and attempted to take

LTI

WILSON
Gayle

over dose of lbuprofen - gave tablets to police prior to ingestion. news 3 low cpe *

07119

2110711979 2107739616! 2110711979 2107796165 210711979 2107796165 2107197
WILSON WILSON WILSON WILSON
Gayle Gayle Gayle

© Gayle

0 lﬂfﬂllﬁlﬂﬂiﬂlﬂﬂﬁl‘ lﬂilﬂﬂ e IR

- Created on 18 Oct 2019 20:28 by Melanie Gartshore

@

‘Page 1 of 1
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H

To be Completed by Cllnlaan

S - - Child Assessment Questionnaire ' | Yes

- No

Previous attendance (conmder any relevant trauma from prewous presentattons)

History variable between accounts -

| Examination riot compatlble with hlstory/ presentatlon

Delay in presentation .-

Fracture / head injury or signifi cant bruusmg in baby or non- mob:le toddler

Discuss with Senior Medical Staff / Nurse.ori- duty any factors |dent|f|ed

Clinical Notes LR

(Bt

Seen By ) AL EAY Al L e [TmeSeenIQZ,co .

ole 'D&H L&MM

Noter condie o fidk cladke (i fhoct

On_ce Only Prescriptions (thcluding Tetanus Prophylaxis)

’.‘#?Su. J,Uuuom/ﬁl Ln.ﬂu\« f%ﬂfo 3
?C E\AAL.LM \\L&ﬁ\t&\ +Da°°+ ' HK 1S

.RR 1}
Looks wﬂﬂl t,:‘@) Ll Sp02 96 4

[ iqu& Oa"-"-‘- {° O '
Diﬂ.@’r Condnin Ve 50 b"“"‘% @demw' 1
- Z?,ga Dl v CPN: w,{b Foians /a.Luf— —~ ED

L S o - O-tmgery
@ ecCer, L Feod |

h]

- a0 s 28T .
N Gmﬁw o £ 1/ .

Date Drug (Block capitals) Dose | “Methodof | - “Timeof | Signature
-1 Given v ) Administration | Administration.|

I .. . "t M1 e263984 Version1_0 » GGCOTO05



'NHS T
. . 21077861 \
: "glasgow Royal Infirmary . ' c:f:?(ﬁ:i , .w;bson ..
mergency Department and Ciyae A T cer
Glasgow, Lanarkshire
I
Initial Investigations Ordered . ‘
FBC O CcoaGD (DD O INROD G+SO X-match  units
U+EsO |LFTO |GwO . [CRPO{TROPO  |Parall|SalOd |Ethanol O |Mg O [VBG O |ABG O
' B culture O c/MsSSUO o Urinalysis O '[BHCG EI - Other
CXRO  |AXRD | Other imaging: : ' ' ECG O
Current lacation: . 7 J Sent by:

Clinical Notes

LQ/[oAq‘ﬁﬁﬁmoloo [‘»ik:ﬁx@ ). MaRLAT] @mzdb F\/—L m

O o~ J\\»omw.

PM\M I‘Q/"‘an/‘ bq U’f\-’s ’\"M "\S(Jrvvd‘-y-— :

M—-@r‘M..
(&)

Pulse_17.3

Qoo monmsi s -t-chwhc : &P 138/ 6Y

cL& ‘Lo ‘*‘M_Mm,J«c\ Cola (T § bﬁm”‘ fﬂ'gG +

CQKS\ GOz  QTC 4RSms c3(‘)7 9624

'Re_ v

COAM fo 0h4-1 o}wof‘ joeam /DRMMM

el fio

O€  Suweshina’ Ottt P«m oo f Frefpo K]

7% %m A YW

) WL Lt Lo

R L L
Tow () @D Y M)

o )

IVEG W+rR6-7 Lautets 1) Be-I-1, H(O,” 22 4

1
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.\ 210778516

" wiLsoN FE:
, . .+ Gayle ) 21/07/197 1
S L - L TALBOT CENTRE -
Glasgow Royal Infirmary | R | 52 DALHOUSIE STREET
Emergency Department ‘ e

Glasgow, Lanarkshire
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Glasgow Royal Infirmary
Emergency Department

. 52 DALHOUSIE STREET °

Glasgow, Lanarkshire
G3 6PN

—

L
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Clihical Notes

DatcIRT ) €}

Name|

(Grade]




T

I

j
£
_

i

Glasgow Royal Infirmary ﬂ:fs?ggﬁﬁ 21,07,-19;
Emergency Department Sy T CENTRE )
&7 DALHOUSIE STREET
" Glasgow, Lanarksfire 3 6PN
g e TR
1 HAEM | DATE er TIME | BIOCH | BATE ar T3 .| ©ATE o TIME | V/ABG | BATE o TIE
wCe Na Bl FiO;
‘| Hb K AT He
Plat al AST Paco,
Neut Ur CGT ’ Paoz
DD N Creat A phos Bic
PT | eGFR Alb BE
PTT Glu - AdiCa Lactate
T CRP Amyl | Ethanol
| INR Mg Tropl H—S‘ ' Para
| Phos | BHCG sal -
Diagnosis and Plan
Review/Discussed with: - Handover

Pravisional Diagnosis-
Liquids/Fluids
Analgesic/Medicines
NEWS

Investigations & Results

O O0OO0ODOO0OD

Talk to receiving team/ward

M1 « 287967 Version 1.0 » GGC0226




rd

4 WILSON _,r'“*-—"

. (/_ Gayle . 21{07/1979“ el

|
}

i :
- . !
! Printed: 19/10/2019 00:58:44
j Patient Sample Report
* II Status: ACCEPTED
'I Analyzed: 19/10/2019 00:58:32
* : - i Sample Type: Venous
Account Number;
l Clinlcian:
- ) | ~ Operator ID: OONAGH MURRAY0
; Patlent -
l ID: , 2107796165 |
! Last Name: WILSON
I First Name: GAYLE
| Gender/Age: Female, 40 years

“| Binth Date: 21/07/1979
l Cartrldge v
| LotNe. 1906124
l SIN: 000000000500014116
b Exp. Date: 03/11/2019

- i Analyzer

i Model: GEM® Fremier 5060
i Area: GRI
I Name: CASU
! SIN: 16090423
‘ Resulté Ciit.. Reference  Ciit.

v Low Low High High

Measured {37.0°C) ‘

| ¢H "362 pmobl [ - = o~ -]
| #co, 44 kPa [~ - = -]
Pop0y 9.1 KPa [~ =~ -~ ]

. Nat 137 mmoll [ - 133 146 - )
Ve 36 mmoWl [ - 35 53 -]
I er 104 mmoliL [ - 95 108 - ]
Poca 146 mmall [ - 1145 127 - )

Gu 491 mmolL [ - 35 60 -]
‘ Lac - 18 mmolll [ - 08 22 )
% CO-Oximetry '

. tHb 148 gl { - = - -1
| OHb 007 % [ - 950 98.0 - |
| COHb 1 48 Y% [~ 05 15 =]
: MatHb 0.8 % [~ 05 15 -]
i Hhb 36 % [ - 00 50 -]
| so, 862 % (- 950 98.0 -}

Darived
BE(B} 44 mmabil [ - -~ - -]
HCOglc) 224 mmoll [~ -~ =~ =]
| Hetfe) v 44 % - - = =]
i 44 Outside Reference Range
A "Other Information
N Operator Entered
Tempr aro ‘c

..-b-:-'..

e

lllrhlﬂllllllﬂillll i ii'll'II!hilll!qiihllhﬂlllf
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Greater Glasgow &.Clyde Erhergenoy, Departments’
- Mental Health Triage and Risk Assessment Tool

s

Greater Glasgow

and Clyde
s - trlage nurse to Patient name C[‘-L\L{ Ma\_
Part One - Nursing Triage | comtewisone | OH © 2coRTqez S \
" L. : _ ] name, relationship,
T"age Obsen’atlons document physiological measuremenits QCCO[TIpGI:IIE_d bY . ,pani?:urarconcerlr?s

GCS|BM | HR | BP | RR [Sa0?|Temp| | AR
8B o [S 'rSB[‘lS. 1€ la, [336

tick all the categaries which apply

Describe the appearance/clothing of those attending
= ) = . , alone, as they may leave before review.
Qutline of Presentation ies whi oy may

Is the patient a young persan In foster care or in a residential

Overdose {will also require medical assessment) cara placement? YES/NO
" Is the patient a carer for a child or a dependent adutt? -
Self-injury {wil also require wound management) v YES/NO
— - ) 5 thers & child protection concem or ccncem fora
Other Mental Health Presentation | wineratie adul i risk? YESINO
Initial Presentation, Appearance and Behaviour in’;ﬁﬁ‘;’:ﬁ;"j,ﬁ;:i;‘;;?: o
Is the patient violent, aggressive or threatening? Y
s the patient obviously-distressed, marked[y anxicus ar highly aroused'? Y N
Is the patient preoccupied, erratic or impulsive? Y|
s the patient quiet and withdrawn? DY
Do you think the patient is behaving inappropriately to thelr situation? _ Y %
Do you think the patient presents an immediate risk to yeu, to others, or to themselves? Y
Do you think the patient is likely to abscond prior to assessment? Y @
Do you think the patient's presentation suggests either hallucinations or delusions?* N N
Do you think the patient feels their actions are being controlled? |y W
Are you aware of a history of mental health problems or psychiatric illness? ()") N
Are you aware of a histary of viclence or self-harm? ) Q’_) N
Is the patient currently expressing suicidal thoughts? (Y] N
Is the patient currently intoxicated, with alcohol, or other substances? ' (Yj N
*Delusions; false but firmly held views and ideas. Hallucinations; false extemal $timui (for example, visual orvocal) the patisnit thinks ane rea! { N
identify an initial category of risk,
Triage Risk Assessment ~ " Select ene or mere tisks | Aryrospinsasin
High / Moderate / Low - risk ___HighRisk - |
of self-harm / violence / absconding P '
- - ‘ High risk - accompanled and in the clinical area, erpatients can
, ] ; L be categorised as
Moderate risk - accompanied or In the clinical area.
Tnage Category 3 Low risk — can be asked to wait if recessary. ) Moderate RISk
= " print toxbase information, and in paracetamal = ——rr———
Immediate management overdose, note 4-hour time for blood sample. N
Patient location, If &l responses are
accomparied by... Summary in the third column
Low Risk
’ name/grade B
_ . Co ‘ PG AT Ve
Blcod sample time? . ‘ ) signatue . _
Toxbase info printed? Y/N . ’
. E ' dateandtme ~ _
GMAWS considered? Y/N (g lihia 20 3

© NHSGGRC Mental Health and Acute Sepvices Interface Group. Version 3.0, Jan 2017



;‘amed[callstaff;tog LA

:Purt Two - Mental Health Assessmen’r Hmpetcnipsge Petient jame

{ cutiine of cument presentanon and precipitating factors OH|

'\:&Wa mﬁ@“é ®uwr r\w@oﬂ +8\mwm LOLM\@VL —

| Co- L\\
: Kougso/\ol
‘ULW\»

(_gejl—%u,vi.m 'Mf‘-&.

Hothh re s Whek v s&”{.‘,,n
[ e - /' b e TS v‘f& (SN -+
N oo to aeding pntesd . Oud it “’?(m

‘curent and pravicus mental beakh p:ob!ems. seif-niam episodes; problematic alcchol and/or diug use, contacts with mental Pféarlh sevices

[Promows overdere 4 OSH alh @wiﬂ?m
‘,aoﬁcjmg\gay_ (f?gm.. Gmf’mw fcjoi Mu\)a.._f M

M © Ceen

3

otheri félsvant Inforrnauon [refationships, firances, employment,.hoising, physical heaIth cm!dcare mponsbnhhes currert:’
medications, etc) - protectve faclors (beliefs, relationships, plans for futura] - viaws of relatives/carers/significant others'

BelBo Ak potech
O-80, Mﬁé& m {twvo WM’H'*L
(Fojme:ﬁ"@\ -

Appearance

Uadcmx&r

i
gleohol or drug use
" planning or concealment -
evidence of psychosis

ongeing suicidal intent
family concem abou risk
- _| eccess 1o lethal rfieans -
Speech lack of social supgort

) ' . |.ege and gender

l chronic liness/paln
- | family history of Suicige
- disengaged/nancompkant
- unemnployed/retired

Behaviour

'W“?P'“W

Thought

:Mood %bvtflm

(ow

Ikt

previous viokent methods

.| history of self-ham ]
cLment psychlairic treatment
previous psychiatic treatment

Careful consideration should be given to patients who may present particular risks, mcludung patients who may have post-natal
depression; or patients with first presentations’ of mental heatth problems, especnalty in adolescencs or old age.

Risk Assessmeni

- based on ci:rucal assessment indicate acategory.cfiik .

for a futherepisode of sell-Rasinthershorttem (48hrs),

- cons}der protegive’ss welras prec:pltaﬂngdactors 1

( ngD‘ I\/Ioderate / Low

Dlscharge Advice and Plun for Furthen: Assessment :

Jidicate the follow-up plan - referal to Liatéon Psychiatry, cuty doctor out-of-hours CPNrseMce;CMI-IT .

11 young' people ‘in foster
care-or resideritial care are
assessed, their social work
. | team should be inforrried”
"(via stand-by SW if out-of:
| hours) as wel as gn\nng,
information ‘and advice .fo
carers present.

GP, addlcuon senvices, SWoate - mchcate the advice given to the patient, and identiles ot ethersiinformed. |
summary follow up and advice given .
. 5
name/grade .
' . @ ,ou\,w 7
2 Fraty
; . , S
- .| sewvice refemed to name/relationship of cares informed. consz.dtantfmddle -grade: ca il

C@\JS )

Daw‘v‘t @

[nvclved in decision ar revigw

")r N

@ NHSGG&C Mental Health and ‘Acute Services Inlerface Group.

~ Version 3.0/zh 2017

‘tate and time

| 72 (&2 @



'WILSON, Gayle (Miss) - " ' - NHS GG&C Mehtal Health Services
WILSON, Gayle (Mlss) Date of Birth: 21-Jul 1979 (40y)

52 Dalhoume Street, Glasgow,; Lanarkshlre G3 6PN

-

CHI Number: 20779 8165 ' " UsualGP:  GHOURI,NA (Dr) '

Consuitations

Date . Consuitation Text
19-Oct-2019 . Face to face consultation (Glasgow Royal Infi rmary) GOLDIE, Charles (OOH)
Comment  Situation .Request from ED at GRI for OCHs CPN assessment. Brought to
’ - depariment by police following a request by support staff for police welfare visit after
Gayle had verbalised plans to overdose . Gayle had infermed the staff of her
“thoughts , had then visited local shops and- bought [bupfofen tablets and réturned to :
‘her slpported accomadation with them . Shie did not consume any of the tablets and
voluntary surrendered them to the police when they arrived . Had superficially cut
her left wrist , no medical treatment required -. Police report that during their contact
with Gayle she has been settled and calm . She had not repeated her suicidal
thoughts of earlier and informed them she feels she requires her medication to be
reviewed .Had -also drank a half bottie of Buckfast
Background Known to the Springpark RC, prewously Riverside . Had called 1he
crisis team earlier on Friday evening reporting that she felt her mood was low ,
descnblng struggling with her sisters death and described experiencing ” flash backs
" relating to her death. At this point reporting thoughts of a suicidal nature .
Following this support staff advised to request police welfare vnsn Presently on
Sertraline 200mg.daily’. .
Assessment Assessed by Stephen Wilkie and Charlie Goldie . Gayle was dressed
in a tracksuit to arid bottom , throughout assessment she pulled her hood over-her
face and tended to look towards the fioor making engagement difficult . She was an
inconstistant historian and tended to contradict herself throughout. She was rather
negative in her view of the services and supon she recieves . Verbalising an opinion
‘that nothing’is helping with the emotional difficulties she experiences following her
sisters death. She reported feeling low in mood , however during contact she
presented as reactive-in her affect , with no obvious symptoms of depressive illness
. She generally presenled as dtsgrunlled and frustrated . She described needing to
be " put somewhere " tonight . She repeated her earlier threats of taking
. - paracetamol if this was not facilitated . However these threats were vague in-content
and she described no actual concrete plan .-She presented having capacity for her
decision making and had shown over the course of yesterday and last night that she
had the ability to keep herself safe and access appropriate support when required .
As the interview progressed there were periods when she became quite reactive ,
describing future plans and a wish to be re-housed in thenear future . At~
_assessment there was no firm evidence of immediate risk to-herself . There was no
evidence of psychotic features or formal thought disorder . Presentation similarto
previous contacts with OOHs and keepmg with her diagnosis of EUPD and Mild
Learning Difficulties . Appears to struggle at periods to identify approriate coping
strategies when emotionally-dverwhelmed . By the end of assesment more settled
and agreed to return to supported accomodation and maintain her safety.
. Recommendation .Will fequest telephone contact from Day Crisis tomorrow to offer
verbal support,, in an attempt to defuse further crisis . Agreed to same . Prior to
" CPNs leaving department the medical staff again reviewed Gayle as following initial
- review her blood pressure was found tc be  slightly raised . Following these
proceedures police will transport home .

Additional Discharge from care Appointment Outcome:

Printed 1:06am 18-Oct:2019 T : . " Pagelofd

i



Glasgow Royal Infirmary

R T RHER

_ CHI: 2107796165,

Total Att: . 14

12 Mth At ©
Title: MISS .
WILSON . Gayle
DOB: 21/07/1879 Age: 40y Sex Female
! ¥
TALBOT CENTRE : Nextofkin:  WILSON, VIOLET
52 DALHOUSIE STREE[ : Relationship: Parent
Glasgow . ' 0141 563 8676
- ‘Lanarkshire ' o
G36PN - < GP: NT Bhatti
07770460540 : P - 0141 334 9331
Attendance Date: 21/08{2019  Arrival Time:  20:53

Date’of Incident: 21/08/2019
!

Registration Time: 20:53
Major incident Desc:

[Reason forAt'tendance bD i

Nursing Assessment

Alerts: Not Recorded | Allergies: Not Recorded  Pain Score:
Triage Category: 3 ' Tetanus up to dateffully immunised:
1
Presenting-Complaint; ) ,
Observation Date: 21/08/2019,20:57 I Nurse name: ~
Temp 364 C BM . ‘'[85 mmolll [ BCS T
HR 128 . bpm “IPF. t/min [Eyes 4 '
BP 138/98 " ImmHg [Expected PF H/min Motor 8
" MAP 111.33 mmHg Neight kg Merbal 5
RR 16 bpm Jeight em {Total 15
Ssp02  |100 %. ¥isual Acuity K ,
Oxygen %. Left Pupils-Right .. JPupis-Left™ %
I?ight 7 _ Emm) ISizé tmm}
Corrected? [Rostion [Rescion
Nursing Notes: .deliberate OD of chlorphenamme 4mg x 30 tablets throughout day today. ongoing
’ suicidalEleatlon in tnage discharged from gannavel this am for same. recent family
bereavements news: 2

",Lﬂlﬂjﬂﬂﬂlﬂl;lﬂﬂlﬂﬂﬂllllll | lllﬂlﬂli I Iﬂlllﬂlﬂﬂ[llllllll‘ IIHIIﬂﬂllIIﬂ Iﬂl]llﬂlﬂﬂlﬂlllﬂﬂlﬂlﬂlﬂiﬂ, ,lﬂﬂlﬂ"ll'lﬂﬂlﬁlﬂﬂlﬂﬂﬂﬂlﬂﬂlﬂﬂiﬂﬂﬂﬂ!ﬂﬂﬂllﬂlﬂﬂ DU GAGAR

i 11071197 2110711 210 07/1979 2107796166 . 21/07M 2107796165 107/1979
WILSON WILS N WILSON WILSON WILSON
Gayle Gayl Gayle

Gayle Gayle -

Created on 21 Aug 2019 20:59 by Stephanie Cunmngham
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To be Completed by ChnlClan : _
', Child Assessment Questionnaire ' |l Yes | No
Previous attendance (consider any relevant trauma from previous presentatlons) .
‘History variable between accounts .
Examination not compatible with history / presentation
Delay in presentation

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

Discuss with Senior Medical Staff / Nurse on duty any factors identified

| Clinical Notes ] __
Seen By " | - -  [Time:Seen

Once Only Prescriptions (Including Tetanus Prophylaxis)

Date Drug (Block capitals)’ [ Dose Method of | . Time of Signature. | Given
Given o 7| Administration | Administration ’ By

= . : L
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GA”— WILSON 7 A - CRO0ST96634

, Incident Number:
‘|AgerGender: 40 years T'menths n days Old Female ° : Lt

Addmss HOSTEL 52 vy -{OUSIESTREETGARNETHILL tncldsnl'l'ype. .

Soabbish
f«ﬁ'*m-atw
- Sariien

s

rm"'c'i&'é}{i'_i.'éé

: STREET GARNETHILL \
. ‘ . GLASGOW, G3 6PN
‘ R v i ’ Pr&se'nting Com_p_!aiht- : ‘ #
¢ oo N . _ o ’

: :. craneain Addlt'onal Com ments

[883 CALL FORA 40 YA F TAKEN AN OD OF CHLORPHENAMINE. O/A BT SAT IN OFFICE, ALERT. GOOD GOLOUR, O/E BT TACHYCARDIC, GTHERWISE DBS
UNREMARKABLE. PT REPORTS EHE TOOK 30 4MG TABLETS QVER'4 HOURS. 10 AT 14:0¢, THEN 5. TABLETS 2 HOURS LATER AND § AND G EACHHOUR
" |AFTER LINTIL 6PM. INTENTION WAS TO END HER LIFE, PT-OUT OF GARTNAVAL ROYAL FOR SUICIDAL INTENTIONS AFTER AN 18 DAY STAY THIS
[MORNING. FEELING VERY LOW| GANT STOP CRYING AND LOSTINTEREST IN EATING AND HYGEINE, PT HAS EXPERIENCED LOSS OF FATHER THROUGH
CA LAST YEAR THEN SISTER SILrDDENL‘f IN'JUNE: MOTHER HAS END STAGE COPD. NIECE IS CNLY.OTHER FAMILY. TMEN-'ro GRIFOR FURTHER
ASSESSMENT. " S )

T P T T A P P T T P Ty R T P T T P P T PO Y TR TP PP u|u-nuuuu-u-uuuuuuuunc----unoun-uunn-u-u--u-----

o . - PATIENTASSESSMENT
jVAVPU A!_el:*. i ‘ ; <> | No ‘J, .

A - Clear | | - .o ' o
B T 1. . . S _
c ' Pulse/Rate . “ BP Cap Refill - ~ ECG Rhythm .
127 151105 <2%ecs - T .
Rhythm . | Am - Ce1trallPer|pheraI ’ ECG

D GCS - Eyes
R e e

Vo ce.

enlaiad )

! ; "~ Qbservations ‘ .
AVPU ETCO2 T LBM  ECG ° . Pt} PR) PEF CrewlD

Time P RR  BF Spo2 ! cR| ecsi
H H

2045 122 18 1234;0‘ o7 Alert . , Shes . E1022458

" Rhythm =

O . PITY TSN

2030 127 18 15W105 o7

Ao

Met - . 385i.85, T4 4 - E1022488 .

Tima g t;hmcalmsk N _J

tl.owmmediate linical RIsk. Treat as ﬁer Clnical Practice Guidélines including considering the use of aIteméiivepathﬁys (if 7 2
appropriate and a failable) . e - ’ . :

iy

20:45

LOW Immediate anuca[ Risk. Treat gs|per Chinical Practice Guidetines inc!hdin’g considering the use of altemnative péﬂ_-lways_ (if 2

- .20:30 app’rop(igléand 'Iable)

T ress 1 AT A IS ib N "-------n".nuunuvuuun-runuuunwuunnnuuu-n-n"..----u.-u...“-u--“unur-
: : ‘HISTORY ’ .
' AMPLE
T
R AP SO O OO
Medication ISETRILINE, SIMVAS JATIN, SLEEPING TABLET
.:u...........::---i---u-.....}'uu.uu ..": mm. aindana -v o g
Past Medical History iDEPRESSION )
e : e
. ‘|[Events Prior, ;SI_STER DIED sun:?LNLv IN JUNE AND BEEN DEPRESSED SINCE, FINDING IT REALLY HARD TO COPE, NOT EATING OR
. T {SLEEPING PROPERLY. B - B ' o
‘ . L. Soclal Hlstory . , ' T o )
Livingwith “HOSTEL " PatientOccupation  Dees NotWork
1 ' " 4 ~ ' .
& ! | -




B2va8

Patlents General Appearance
Patlent Mnbllity.
Patlent
Patlent Clinlgal Risk Factors

Patfent Enviromental Risk
Factors '

P N P e Y T Y T IR T PP PPy PR PR P EE P R TP Py L P P T [

Inciaert Numbe: CRODST9663
Ndrmal - T~

iFi1y Moblla

Q1nker

iNbne Identfied

LT IR e e TR (LT

[FLITISTTL T LT PP

MEDICAL

Mu_d\'a of Poisoning

0D Polsoning Substante
Type

Overdose.

Cra g

~ 4
[other Gonslderations ET\KEN IN BATCHES OVER 4 HOURS
Polsoning Date %21.1081’2019 14:00
T e e T ——
' Mental lliness
N s
Sulcide Plan i¥es .
LethakNo H
Signs/Symptoms {Buicide Altempt, Dislnlerssted, Withdrawn
I
e S A \ ....................................................

CLOSE'RECORD

i-}'ééiﬁiéiii'6}'."'.%2;.'{.;"'"'"gﬁéﬁ‘éré'{g'éﬁé;"""""""'g‘ . .

Transport To Hospltal  iNorm

Time Call Recelved iz

Crew At Hosp

FlrstRasourcaOns:ene

Conveyance -

INCIDENT LOG
E,Alnca:eu 2015 Moblle 20:15 -

Onsganazozz(':meeﬂs:ana2u39

Eﬂacalvlng'ﬂospllal GLASGOW ROYAL Clear Tima

INFIRMARY

Crew Grade ) Driver

* Ambulance Technictan YES

E1022458

. Pa.ra_m edic -NO




" WILSON, Gayle (Miss)
WILSON, Gayl

| _ T NHS GG&C Mental Health Services

2 (Miss) ’ . Date of Birth: 21-Jul-1979 (40y)

52 Dalliousie Str'eéf, Glasgow,, Lanarkshire, G3 EPN

[
CHI Number: 216 779 6169 i Usual G.P:‘ GHOURI, NA (Dr)
!
Consultations | i - '
Date B (-7on.=ultat|on Text :
22- Aug-2019 00:04 . Facq to face consu!latlon (Glasgow Royal Infirmary) GOLDIE, Char]es (OOH) -

Comment  Situgtion .Request f-om ED at the Glasgow Royal Infirmary for assessment from the
OOHs CPN Seivice;. Blought to,department by ambulance following a reported

OVer
_Talb
. cour;

dose of 4mg x 30 tablets of Chlorphenramine tablets . Support staff from the
bt Centre called the arhbulancé . Repoits having taken the tablets over the
se of the day . leﬁcult getting an accurate account of how the stipport staff

* became aware of the reported overdose . Gayles account was rather vague and

contt

fadictory . She feported they had approached her when she was leaving her

accomodation and at that point she informed of her actions . However she could not
desdribed why she had shared the information about the reported overdose. '
BacKground'.Recent difficulties well documented . Known to psychiatric services at

Rive
Gart
follo
toh

rside RC . Diaghosis of EUPD and mild learning difficulty . Discharged from -
nhavel Royal Hcspltal after being admitted on the 4/8/19 under detention

ving expressing suicidal intent . Gayles sister had recently died , which appears
ve been the catalyst to her most recent period of crisis . Dlscharged yesterday

afternoon . Documented that on dlscharge there was no evidence-of suicidal intent .
Crisis follow-up had:been arranged via West Crisis Team.

Ass
dres
hygl

assg

She
cont
feel
ofs

thou
feeli

tend
her’.
pres|
she
she
stru
ber
‘Rec
.Ho
sug
her
, bu
req
the
Risk
furth

Additional  Discharge from car? Appointment Qutcome:

P(ihted 2:28am 22-Aug-2019 -

ssment .Assessed by Donna Munro and Charlie Goldie . Gayle was casually
sed although she reported that she had not been * washifig ” , her personal
ne was reasorable . She wore a black skip hat , which throughout the
ssment she pushed down over her face , btokmg any attempt at eye contact .
presented as ofientated . Her speech was of normal rate .and tone , her speech
nt was rather basic and straight to the point . She quickly |nd|cated she was
g tired and wapted to get home to her accomedation . There was no evidence
dation and herlconcentratlon levels were good . Her mood appeafed reactive ,

h her general Jemeanor was pessimistic . She suggested that she had been

g suicidal whep she left the ward , which contradicted earlier documentation .
ver on expionng this further , she’ was a rather vague historian and hada® |
ncy to ” rubbigh the 1nvo|vement of any individual or services involved with
Throughout contact she was calm in manner, no evidence of distress and

nted as hawng capacity for her decision making and behaviour. At no point did
isclose further'plans to harm herself and seemed more concerned about how

ould be transponed to her accomodation . She described at times how she
gles since the death of her sister , but was unwilling to discuss'the process of
avement or possible supports .

rmmendation . Documented that West CHSIS plan to fcl[ow-up Gayle later tcday

ever when dlscussmg this she was négative about engaging with same_. She-
ested she-wou|d be out when they attempt to contact her and will not answer
hone . We askeed if it would be more helpful for contact from her own keyworker
again this wasimet with a negative response . We informed her we would be
estmg the contact from Crisis and it would beneﬂcall if she commumcated with
ervice . '

.No evidence of immediate plans to harm herself . chever possmle risk of

er impulsive ads of harm to self when ‘emotionally distressed .

4
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ow TALBOT CENTRE' 4
Emergency Department and Clyde 52 DALHOUSIE STREET 1
Glasgow, Lanarkshire E8
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!Il’lullllllﬂ]l Illﬂllllll‘lltlllﬂl llJ'llllllII'El:ll'mlllL B *
Initial Investigations Ordered- .
(FBCO CoAGO |DD O INRD ‘ G+s0O X-match  units
U+Es LFT O G O CRP 1| TROP O Para O | Sal O Ethanci O | Mg O | VBG O | ABG O
B culture OJ C/assu O Urinalysis O BHCGO Other
CXR O AXRO | Other imaging: ' ECG O
Current location: Sent by:
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Glasgow Royal Infirmary WILSON
Emergency Department ?:{ISOT CENTRE 21/07/1979
| ‘ 52 DALHOUSIE STREET

Glasgow, Lanarkshire

Clinical Notes
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Gi\asgow Royal Infirmary
Emergency -Departrrrent
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WILSON F
Gayle 210741979
TALBOT CENTRE
"52 DALHOUSIE STREET
Glasgow, Lanarkshire - ‘
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Clinical Notes

Grade

: Specialfiy .
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_ pepfnt s
Glasgow Royal Infirma = C
Eme?gency )[;epartl:::en? . G Nummlber. ;
| | Grgaitiglabel
HAEM | DR Gy TR | BIOCH |DAMGrTRE | | BAUE ey VIE | V/ABG | BATE oy TIE
“WCC Na Bil © ' FiQ, o
Hb ' K AT . He
Plat “la AST | Paco,
Neut ur | cer Pa0;
DD | Creat ) A phos Bic
PT . |eGR Alb e
PTT Glu © | Adica | Lactate
T CRP Amyl . _ Ethanol
INR Mg Tropl HS Para
Phos | BHCG Sal
Diagnosis and Plan - -
Review/Discussed with: " | Handover
"~ O Provisional Diagnosis
O Liquids/Fluids”
O Analgesic/Medicines
- O NEWS
O Investigations & Results
O Talk to receiving team/ward

4 Ml « 287967 Version 1_0 » GGC0226
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Greater Gl'asgovv &
Mental Health Triag

Clyde Erpergenby Departménts’
e and Rigk Assessment Tool .

{ .

| Part One - Nursing Triage j

f

triage nurse to
complete this page

NHS

Greater Glasgow
and Clyde

Patient nameo 1 b\)]b@w
CHI é!lﬁ% %EKM

Triage Observations

document physiclogical measurements”

narne, relationship,

accompamed by particular concems

GCS | BM | HR

B3P

Sa0? | Temp

“@IF

S 18

R
73 | haar 1%

T

S6F

o do\e —

MA P

;

Outline of Présentation

tick all the categories which asglx

E
Overdose {will also require meglical assessme’pt)

Self-injury (will also require wode managemeht)

Other Mental Health Presantation

H

;1_

]
]

Describe the appearance/clothing of those attending
alane, as they may leave before review.

Is the patient a young person in foster care or in a residentia!

care placement? YES/NO
Is the 2atient a carer for a child or a dapendent adult?
YES/NO

I3 there 2 ehild protection concem or concem fora
vulnerable adult at dsk? YES/NO

Triage Risk Assessm!

ant

i identify an initial category of risk,
i select one‘er more risks

High'/ Mo

of self-harn

Herate / iLow — risk

1/ viclence / absconding

Triage Category .

A

High risk - acco:;‘npanted and in the clinical area.
Maoderate risk ~ qccumpan_ied orin the clinical area.
["Low risk — can be asked to wait if necessary,

Cther patients can
be calegorised as

iImmediate managem:

ant

" print toxbase information, and in paracetamol
overdose, note 4-hour time for blocd sample.

Moderate Risk

Patient location,
accompanied by...

1 Blood sample time?

Toxbase info printed? Y/N

GMAWS considered? Y/N

If & ragponses are

in the third column
Low Risk
name/grade
S G4

signslju>r¢ar— J

© NHSGGALC Mental Health and Acute Services Interface Group.-

Version 3.0. Jan 2017

e

Initial Presentation, Appearance and Behaviour i aty vdor which soems approprigs
ls the patient viclent, aggressive or threatening? ' Y @
Is the patient obviously distressed, markedly ahxious or highly aroused? , Y@
Is the patient precccupied, emratic or impu]sive?? ' Y] | N
Is the patient quiet and withdraivn? P . VI
Do you think the patient is behaving inappropr{ateiy to their situaticn? o 6’) N
Do you think the patient presénts an immediats risk to you, to others, or to themselves? } [N
Do you think the patient is likaly to abscond prior to assessment? (v} |
Do you think the patient's preséntation suggests either hallucinations or delusicns?* Ay (V]
Do you think the patient feels their actions are being controlled? Y @
Are you aware of a history of mental health prcblems or psychiatric iiness? Y)Y N

| Are you aware of a history of vivlence or self-hfarm.? (’Yj N
Is the patient curmently expres'sihg suicidal thodghts‘? .._\j: - N

L Is the patient currently intoxicated, with alcohof; or other substances? Y| NY.
*Belusions; false but fimnly held views and itleas. Hallucinations: Efalse f:»(temgl stimuli {for example, visva. or vocél) the patient thinks are real ‘{ N

ey —




£

Parf Two Mental Heulth Assessmenf e e oage. Pa“e”t name

outling of curent presentatmn and precipitating factors : ., OHI - :

v

ouent and previcus mental health,bréblems. seif-ham episodes, problematis alcohol and/or diug use, contacts with mental haalth sérvicas

u
LS

cther relevant infqrmétl'on. {relationships, ﬁnz;—ncss. employment, housing, physical health, i:hibdcaré responsibiities, curmént 'R- k F ; 1_ .
medications, etc) - protective factors {belie’s, relationships; plans for future) - views of relatives/carers/significant others’ IS aciors

e {thls Is not an exhaustiva list

&ledhol or grug use

|_planning ‘or conceaiment

evidence of psychosis '“

ongoing suicidal intent

& family concem about rigk

access to lethal means

Appearance LR | Behaviour J Speech” . lack of social support_
L ’ * &4 and gender B

chroni¢ itness/pain

farnity history of sulcide

disengaged/nancompliant

“Mood i Thought . .| Insight ‘| unemployed/retred

previous viclent mathods

“history of self-hamm .+ 1

cument psychiatric trgatment.

- . 4

previous psychiatic freatment

GareﬁJl consuderanon should b gwen 10 patients who may present particular nsks |nclud|ng patients . who may have post-natal
depressmn or pattents with 'first presentatrons of mental health problems especuaﬂy in adolescence or old age.

‘ .. “based an clirical sssessment indicate a categary of dsk If voun eopnle. in foe;(er
‘ Rlsk‘ A$5955 meni for @ further;eplsoda of self-hanm In fHd short tern (48hrs) . -ca?e orgrerJideEtial ‘care are
A - > - conslder protequve as well es precnpltaﬁng factors

. | assessed, their ocial work
¢ N fi
ngh l Moderate / Low : .(::mst:ngtgg o ;;‘g;”gg

hotrs}) as well. as giving

| Dlscharge Advice and Plan for Further Assessment | | iiomaton and adhice 10
indicate the follow-up plan - refemal to Lnaiscn Psyc:hiatry duty dector, Sut-of-hours. CPN gendoe, CMHT, { | carers present

GP, addiction senices, SW etc - indicats the advice given to the patient, and Identities of others Infiormed.

summary | folow up end’ ad\nce given b
- “\ < ! d ) ” &
, {  name/grade

. i L ‘ signature
:savics refamed to .| neme/relationship-of carer informed consuftant/micdle-grade :

: . . |invobedindecsionorreview | gate ahd timeé ¢
® NH3GGBC Mental Health and Acute Services (nterface Groop, ‘ Version 30 anz0i7 -

. ' ,

y
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Emergency Department Nursing NHS
. . ayle
Documentation / 59 BOT CeNpRy - 2W07r1gy Gt o
. . . A e
Presenting Complaint { ©OvardoR 'asso'l«?cfi’,f;,’i STRe,
' Shir
. 'Y 19 s 10
Date: / _ / T|me- —_— —-1| R ity gy, Gaspy |
. """""'rmm
Assessment Complete by: Name NURSE (Please Print) o'i"" v T :
Patient Prep / Investigations Communication
{Please tick/circle: when completed) (Please. Circle Tick}
Prepare patient for examination / 2 | NEWS Chart complete / NEWS SCORE -
Clothing bag labelled + stored (Record p;in, blocd sugar andrNeuro Obs on NEWS Chart)
GGC RED BAG - with patjent | o |
12 Lead ECG | O |[1DBand 0
Weight: O Peak Flow ]
Blood Samples Obtained: | Yes O No O Xrays / CT Scan Performed: O
IV Access:  Yes O Nol O Relatives / NOK informed (Carers) d
B Child Protecticn Concern Y/N
Blood'Gas: VBGD  ABG O (considered in line with policy)
' Adult Support and Protection Y/N
Urinalysis Leucocytes O | Nitritzs O |Protein 0" [Blood .' a
Ketones ‘0 {Glucgse O |PH 5.G
MSSU / CSU [0 | Toxiciogy 0.
HCG O [+VE O |-vE O |StripNo- -

Screening Tools
(Please tick/circle when campli;

SEPSIS RISK? / SIRS Criteria

HH
2 or more

SWALLOW TEST CARRIED OUT? (susp any
neurclogical signs or symptoms)

tf NOT WHY? - (details)

Mental Health Triage Assessment CY)N @f
wR
GMAWS ] Y@ ]pate-  2.1)8/1a
. Time - 2\10 l

Signature - ,,1,‘/4

AT Gorrecti|ll PAttentionl(monthsloflyearbackwards)
Age >= 7 correc -0 | Bormal
| Date of Birth <7 correct | 11 Mild sleepiness
Place ‘Untestable / 2 | Clearly abnarmal
Current year // ) . "
‘ No mistakes = 0//,-&@55%&38@ '
1 mistake =1 Acute change or fluctuating YES '
> 1 mistake =2 Acute chané’;e or fluctuating- NO _ L / 12'|



STEP 1 Would this person benefit from Comprehensive Geriatric Assessment (CGA)?

All over /5s and care home residents over 65. For younger patients use clinical judgement and consult
local guidelines.

YES NO

Functionalim pairrhent (new or worsening) eg difficulty with self care '

| F
R | Resident in a care home? . /
A

Altered mental state such as acute confusion or dew the 4AT :

I Immobility/instability. New decline in mobil ; Jﬁiculty mobilising without help or fall
leading up to admission

L | Likely to require support fmge? (either new or increase in existing support)
Are any of the Mitgria met? If YES to any of the above move to step 2

STEP 2 Would this person be better managed by another specialty team at present?
Indicator for care by another acute specialty regardless of age.

YES NO

Clear need for other specialty .input eg'exacerbatibn of known long term condition such as COPD

Need for HDU/ITU (including non-invasive ventilatid'n) ’ S / .
Suspt_écted new stroke or TIA, consider thrombolysis and care in stroke unit /

Head injury with loss of consciousness v ' ‘ /

Acute abdominal pain/surgical presentation : /

Upper G! Bleed /

Chest pain with suspected acute coronary syndrom/
Traumna with suspected fracture /

Are any of the above criterja‘met?
if YES to any criteria in step 2:
* Prioritise move to no,
parent ward.

"| If NO to the list in ste

Screening Tools / ACTIVE CARE

{Please tick/circle when completed)

'1) Pressure Damage Does the person have Y@ Date " Location of Grade of Ulcer
| redness and/or existing damage? Redness/Ulcers_
If YES - continue with a minimum of 2 hourly
Active Care + Complete PUDRA -

2) Mobility Dogs the person require assistance? Y@

3) Continence . Y@ 5) Skin Is skin compromised by other source, Y@
; eg nedrological deficit, medication,
substance, diabetes, co-morbid?

4) Nutrition . Y@ 6) Judgment | In your clinical judgment is this person Y@
- at risk for developing pressure damage?
IF YES - DETAILS

Time Init. Time Init. Time Init. Time Init. Time IMit. Time Init. Time Init.

wg 9 |213g| ¢ ' -
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3 " WILSON

| Gayle 21/0711978|
i TALBOT CENTRE

A 52 DALHOUSIE STREET '
|

]

1 Glasgow, Lanarkshire Lo
. G36PN|

i H
L LRI LSRN 100 R LR llll_“

At risk of falls?
(clinical judgement) (consider algohol, mobility, age, ilness, cognifive impairment etc) At risk complete risk assessment

YES : ] : e

0 1) ] A 0
Relatives Informed of Admission / Dis?i:harge O T | Information on discussion with relatives
Relatives/carer with patient on transfer t'_s-ward O Always
~ GGC RED|BAG - with patient O - | Always
| Nam2Band | O | Always _
Nursing Scregning Tools corrtp[eted g Always )
- Bed requested, SBAR COI\«_iPLETE O 7 I:l
_NEW$ chgrt a Always
Prescriptions / Charts " Infusions O ]
signed !
C%mnhla ) o a
Notes: medical notes, GP lettr, PRF O 0
Patients: requiﬁng analgesié: suftﬁcient O O
7 Belongings (including patients medic;ation) O Always | Please note here if any other tasks
SAS Transport required and yef. no. ' , O O rquired prior to transfer
Print Name |
Sign - " %

Nursing Notes

i

Date and Time

Print Name and
Signature

L
2[803 208 Poroalr oy Lebn pmitbid vare overdon
NEWS | 2 -(’Efpgm_ (2% bfm?) 3 x

oy f_klor—pku"fhwu__ fnct  Buiwida] :
12 c.hlon Hwﬁ[-tf'bsﬁ maghea) - reyia-d F{M‘}- U'F&ns, G ]

“k




Nursing Notes

Date and Time

1 Print Name-and -

Signature

T
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NEWS - National Early Warning Scbre
Nam ”"NlH"mmlﬂllﬂlﬂ T . |

Addr 21077
WILSON
Gayle
TALBOT CENTRE
. 52 DALHQUSIE STREE
. Glasgow, Lanarkshire
CHI

DoB vrurnmtm g B0 G LT W e Hmymm

210071 19?9

G3 6PN

Physiological
Parameter

Respiration
Rate

Oxygen
Saturations

Any
Supplemental
_Oxygen |y
Temperature <£35.00

Pulse <40

Systolic.BP  |[EE=CIT]
Canscious .
Level

NHs

Greater Glasgow

and Clyde -
| Date Ward
Admitted
) Transferred
' Transferred

NEWS — NHS Early Warning Score

No
_35.1-36.0° 36.1-38.0° 38.1-35¢ >39.1°
41-50 5190 91-110 111130 2131
91-100 -101-110 i11-219 2220

A

NEWS should not replace sound clinical judgement. Any concerns regarding the patient’s
condition should be appropriately escalated and documented in the Nursing Notes.

NEWS Score.

S'e_e NEWS Actions Refe

Frequency of

Monitoring

Minimum 12 hourly

rence Tool for local escalation policy

Clinical Response

Continue routine NEWS monitoring with every set of
observations.

Aggregate 1- 4

Minimum-4 hourly

Inform trained nurse.

Trained Nurse assessment;

- Assess the patient

- Review frequency of monitoring required

- Assess need for escalation of clinical care and direct
as appropriate.

" Aggregate 5
‘or more
or
3 in one parameter

Increased frequency to.
a minirnum of 1 hourly

Trained Nurse assessment.

Inform medical team caring for the patient.

Urgent assessment by a medical / surgical / nursing
team with core competencies to assess acutely ill
patierits. '

Consider level of monitoring required in relation'to
clinical care. '

Aggregate 7
or more

Continuous monitoring
of vital signs

 ill'patients. This team will have critical care

Trained Nurse to assess |mmed1ately

inform medical team carmg forthe patient — this
should be at least senior medical staff level.
Emergency assessment by a clinical team with
core competencies in the assessment of critically

competencies and a practitioner/s with advanced
airway skills and resuscitation skills.

Consider referral to high dependency or ITU.
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U . a . B .

Neurological Observations | _ ' S
Date: ‘ :

Time: ;

1 E Spontaneously} 4 - R
" Tospeech) .3 | N é%u
:’.1"'“8‘- ] Topain| 2 | 35"

Bl None| 1 ¥y
iy Orientated| § = =
. 6 T-§~3 Confused| 4 ) % E-E
|8 §_ Inapprop‘nate,words 3 % _: ﬁ';
< ﬁ 3 Incamprehensible sounds| 2 Eu g
. E o - None| T s
{OLM]| * Obeys{ 6 . vy
Ul . . _ Localises| § . ;é
“[€ 8| - Flexion -withdrawal| 4 | i gg
£g Fléxion - abnormal| 3 * =E
. E ] Extension to pain| 2 - gg
None| 1 =0
TOTAL SCORE .
R Size ga '
* PUPILS —— Reaction T
L Size g g g,
Reaction + 1
Normal power] ! .
— Mild weakness * g &
Zi g Severe weakness §§
HEJ g Spastic fexion 5%
5 - Extension i s g
> No response .‘3 g.g
@) - Normal power Eg g
= Mild weakness £3 5
e 3 Severe weakness 52
2 o | ‘Spastic flexion g §
- Extension Qﬁ
No response *®

Pain Score

- Ask the patient to rate his/her pain by choosing a number between Nausea and Vomiting

0 and 10. Use the diagram below to assist the patient. If patient’s 0 = _Nr.:me 7

pain Is chronic, use generic tool. If patlent is unable to communicate, |1 = Mild (Not distressing -

use observational tool. _._no-retching/vomiting)

— — 2 = Moderate (Troublesome —
o J1]2}3]a]s]se]7 | 8] 9w occasional retching/vomiting)
;\I 0 Mild Pain Moderate Pain Severe Pain 3 = Sever'e (Distrgs§ ing - frequent

ain _ _ : retching/vomiting)

Management Plan and Patient Exclusions

‘Date and Time | Notes ‘ | Signed.

M » 231261 Version 1.0 » GGCO084 R



RN

I
. ]
R ; | .
Glasgow Royal Inifirmary -
]
CHI: 2107796165 )
|
>~ Totai Att: 13
' 12Mth At ©
Title: MISS i
'
WILSON Gayle R 1
!
. !
DOB: 2110711979 Age: 38y Sex; Female
TALBOT CENTRE. . Nextof kin;  WILSON, VIOLET
494 GREAT WESTERN RD Relationship: Parent ) )
Glasgow 0141 563 8676 1
Lanarkshire '
G12 8EW GP: NT Bhatti !
: 0141.334 9331
Attendance Date: 16M1/2017  Arrival Time:  17:57

Registration Time: 17:57

I

|

I

|

. o I

Date of Incident: 16/11/2017 T ; I
Major Incident Desc: - In
!

IR_eason for Attendance: mental health issues

Nursing Assessment
Alerts: Not Recorded

Allergies: Not Recorded  Pain Score:
Triage Category: 4

Tetanus up to date/fully immunised:

Presenting Complaint:

Observation Date: 16/11/2017 18:16 Nurse name: Nurse Sarahjane Gordon

Temp . C "1BM mmol/L :
HR bpm " PF’ 1/min. Eyes {
BP mmHg Expected PF 1/min Motor ',
MAP mmkig |Weight kg Verbal [
RR bpm Helght lom Total '
SpO2 % ey ..
Oxygen B DUpISRIoht PSSt
) Right :Ze(rnrn) SIZB(mm) !
Corrected? [Reaction Reactlon . 1
l
Nursing Notes: DSH to left wrist with Stanley knife. hx - depression. su:c|dal thoughts ongoing in
tr;age support staff present. *at.red-seatet- At b«d'\\c; wpc\‘g_.

T e

i

I l

Created on 16 Nov 2017 18:19 by Sarahjane Gordon

10 THY 96165 211071 07756165 |21
WILSON WILSON WILSON WILSON WILSON )
Gayle Gayle Gayle Gayle Gayle |

.
1of1

L

79



o g " To'be Completed by Clinician . .

o

* Child Assessment Questlonnalre

Prev:ous attendance (conSJder any relevant trauma from previous presentatlons)

History variable between accounts

| Examination not compatible with history / presentation

Delay in presentation

Fracture / head injury or SIgnn‘lcant bruising in baby or non-mobile toddler

Discuss with Senior Medical Staff / Nurse on duty any factors |dent|f' ed

Clinical Notes

Date

Seen By

*Once 'Qnly Prescriptions (Including Tetaniis Prophylaxis) .- - °

Time Seen

Date Dru_g {(Block capitals)

Dose

Method of

Administration | Administration By

Time of Signature | Given

Given

Mi + 263984 Version 1_0 »GGC0105




WILSON Gayle (Miss) . . ) ‘ ' ) NHS GG&C Mental Hea!th Ser\nces v

 WILSON, Gayle (Miss) "~ Dateof Bit: 21-Ju-1878 (38y). IIIIIIIIIIII!!INIIIIJWHIIIHMIHIIWIHMIIII

07756

Belmont House,, 484 Great Western Road., Glasgow.. Lanarkshwe Gi12 8EW< ) v WiLson.
ay!e " . F

\ 21/07/197:

CHI Number: 210 779 6165 - ] - Usual GP:; GHOURI N/ 494 Gggf;"vggm ..
- : s ' . Glasgow Lanatkshirg NRD

. ) . ) : G12 8En
Consultations , . L ’ R oL """"""""""""'" L T —
‘Date ' Consultation Text
16-Nov-2017 _Face to face c_:onsultatlon (NHS GG&C Mental Heallh Serv:ces) !RVINE Tony

. " (O0H)
oo * Comment ° SELF-PRESENTED AT A/E GRI WITH SUPERFICIAL CUTS TO-ARM FELT LOW _
- “AND FLEETING SUICIDAL IDEATION REPORTED.ACCOMPANIED INITIALLY BY o
SUPPORT STAFF.CLIENT KNOWN TO RIVERSIDE,UNDER DR WILSONALSO ©
HAS A CPN J WEST.SAW CONSULTANT TODAY AND NO MAJOR ISSUES -
NOTED.
« ‘NEXT CPN OPA NEXT WEEK AND VERY POSITIVE ABOUT.RELATIONSHIP
WITHCPN. -
NO OBVIOUS TRIGGERS TODAY, IMPULSIVE ACT FLEETING SELF HARM |
THOUGHTS,FEELS UNSETTLED SINCE FATHERS DEATH @ MONTHS |,
j " AGO.ALSOCHANGED MEDCIATION AS DOCUMENTED 4 WEEKS AGO.CLIENT
-+ SOUGHT IMMEDIATE HELPAFTER CUTTING SELF. )
FEELS POOR SLEEP LAST NIGHT LOWERED HER NORMAL COPING
- SKILLS.FEELS CURRENT SUPPORT STAFF HELPFUL AND SUPPORTIVE BUT -
.- . TODAYDIDNOT EXPRESS ISSUES." -
A DID NOT FEEL NEED TO COME TO AJE,FELT-SELF HARM HAD AIDED COPING
' AND WANTED TO GO TO BEDAND CATCH UP WITH SLEEP BUT STAFF HAD
. INSISTED. - ‘
ASSSESSED AT GRI BY OOH CPN TIRIVNE/C GOLDIE
CLIENT CASUALLY DRESSED BUT APPEARED CLEAN AND TIDY.ENGAGED .
l WELL IMMEDIATELY.SPOKE CLEAR AND CONCISE,CALM COHERANT,GOOD
. .  EYECONATCT,
QUITE REACTIVE THROUGHOUT CONSIDERING.CONTEXT, SPEECH
CLEAR,COOPERATIVE AND PLEASANT MANNER
: APPEARED TO ENJOY TALKING TO STAFF.
-~ NO CURRENT SUICDAL IDEATION OR PLAN.SAFE PLAN AGREED.EARLIER
. APPEARED MORE SELF HARM AND FRUSTRATION.
PREVIOUS SELF HARM AND IS CONCENRED THAT SELF HARM IS
‘INCREASING . -
NO THOUGHT DISORDER,NO ALCOHOL OR DRUG MISSUE. o
POOR SLEEP LAST.NIGHT WENT TO FRIENDS HOUSE LAST NIGHT TO HELP
* BUILD FURNITURE AND ENDED UP STAYING THERE WITH NO NIGHT
- SEDATION.
FEELS THIS WAS A TRIGGER FOR TONIGHT.FELT OK AT OPA TODAY, DOES
ADMIT TO.FLEETING THOUGHTS WHICH IS NOT THAT UNUSAL "~ |
CLIENT KEEN FOR BED,DID'NOT FEEL NEED FOR ANY EXTRA OR .
IMMEDIATE SUPPORT AND WOULD FEEL-BETTER JUST SPEAKING TO JUNE.
AGREED WE WOULD LET OWN TEAM KNOW OF CRISIS AND ENCOURAGED:
-OVERNIGHT SUPPORT IF NEEDED, ) s

¥

Printed 11:21pm 16-Nov-2017 . = | " Pagetof1



St

. Greater Glasgow & Olyde Emergency Departments

.

iy i m vy

Gayle

‘Outline of Presentation -

Overdose (will elso require medical assessment}

Seff-injury {will also reguire wound management) -

Other Mental Health Presentation

t|ck all the categones wh:ch apply1 .

=g

TALBOT ¢ 2100711 97<

Mental Health Triage and Risk Assessment Tool éi‘iﬁﬁ{wg%m o

; : anarkshirg -
Part One Nursmg Trlage -com;';;gmgrzzgt: _ '(F;?_ti:ent narn_i o G‘]'z'agw_!l/\

. S—

Triage Observations | - imem s nismrimiing| | SECOMPANied by .7 :‘&215:?2‘3’;‘52:55
| GOS | BM | HR'| BP | RR |Sa0%|Temp __(Suppm\—smcy &

Descnbe the appearance/clething of tHose attend:ng
alone, as they may leave before review. \/\W

Is the patient a young person in foster care orin a residentisl
care placement? . ) YES/ND
Is the patient a carer for a chiid or a dependent acui?

. " . YES/NO

Is there a chiid protection concem or congem for a
vulnerable adult at dsk? YES/NO'

Initial: Presentatlon, Appearance and. Beha\nour

. respond yes or ng to each question,
- in any order' which seems appropriate

Is the patient violent, aggresswe or threatening?

M

—

is the patient chviously dlstressed markedly anxious or highly aroused’7 S Y

. 1s the patient preoccupied, ematic or lmpuiswe?

Is the patient quiet and withdrawn? "

Lo you think the patient is behaving Inaopropriately' to their situation?

Do you thirk the pafient presents an immediate risk to you, to dth'_iers. or to themselves?

Do you think the peﬁent is likely to abscond prior to assessment?i

Do you think the patient's presentation suggests gither hallucinatiéns or delusnons’?*

| Do'you think the' patient fee!s their actions are being controlled? !

<|=<|=<t=<}

)

Are you aware of a history of mental health problems or psychiatit iiness? =~

| Are you aware of a history of violence or seff-ham?

]

Is the patient ourrently expressing suicidal thoughts?

| Is the patient currentiy |nto><|oated with alcohol, or other subetances’?

Ty

‘Delus:ons false tut frmly hisld views and ideas. Hallucinations; false external stimuli {for example, visual ar vocal) the patent hinks are rdal 4

_.1 =0

© NHSGG&C Mental Health and Acute Services Interface Group.

Versiod 3.0. Jan 2017

.Tr|age Risk Assessment: .  enity a:e;ggagﬁgfgs;rg;f::g o dnyregporasin
3 first coTurm :
High /Moderate / Low —risk - . HighRisk |
. of self-harm / viclence / absconding .
. . # | High risk ~ accompanied and In the clinidhl area. Other pationts can
Tﬂage Ca‘tegory ‘Moderate risk ~ accompanled or In the clinical area, be categtised as
Low risk — can be asked to wait f necessary. Moderate Risk
. pnnt toxbase Infarmation; and in paracetamol: — o :
'-Jmmedlate management - overdsse, “note. 4—hourt|me Tt blood Sample:, a
Patient location, o . : lfaﬂrssponsesere
.accompanied by. " . Summary ’ : In thé third cotumn
R @ Q@t:f&z:!ﬁ s '-d“" Risk
b
Stapr Lornbs qfeu e
Blood sarnple time?
szgnature
Toxbase info printed? Y/N : / M '
' . date apd tim :
|| GMAWS consldered? Y/N o f
' ; 'lé,n {7 /o‘:(c\

|



%. 2500 ?ﬁd’
Part Two - Menfdl Héalth: Assessment compete s page_| PNt name
outine of curent presentation and precipitating factors - CH

felt MFM Sowgtuet Liad wdl% cu% 452 g
& o, . l(mm%% swicided | Felh 56 idul oy ke
Sodigale 7, benlblt Sopoilal wnnds Oy
Swicldality Sy veuld % 8 ‘# q}m&%{

NN RtW\ :s"%ﬂ at %WJ%; ’bLu:b Mo Swgpalt mmJJLvE

Y

curent and previous mental health problems, self-hamn episcdes, 'problematic alcohol andfor drug use, contacts with mem’al heatth senvices

ﬁwfzwug Slabl, F”’S’”"L@ dysade . pwu ‘P-QL\M LW
wcwaS 1 G .
.Aemj ohb‘wcq(.b({ ,' o

other refevant information, frelationships, finances, employment, housing, shyslcal health, chidcare resmnéibﬂ'rﬁés. current [R‘“ YN F“”f"""" g
medications, eto) - protective factors (belies, relationships, pans for utlre) - views of reletves/carers/signficant others. A DI RCY

e e Pt o el b e

HM{{SS anmlz—;y\ . f_ éeuJ‘cﬁi:I'\cﬂ or grug use

planning or concealment
evidence of psychosis
angoing suicidal intent. v

y : farmily concem about fisk VZ
. : access to lethal means .

Appearanoe Behaviour Speech ’ tack of social support

w‘dIB A-—Lsg,(_ Hogpy Btk . Notedigy i

famlly history of sLicide

disengaged/noncomptiart

Mood Thought Insight . unemployedfretied - v
) L 1L previous viclent methods A
Budignde: . | Swdetdal Mgt Sl -aunmee s v
. . cunént psychiatric regtment | v/
previous psychiatric freatment

- Careful conS|derat|on should be given to patients who may present particular risks, including patients who may have post- nata!

depression, or patisnts viith ‘first pfSSGﬂtathﬂS of mental health problems, espemally in adolescence or old age.

RlSk Assessmeni. S . basedt:ncrmlcalassesmenthdlcateacategowornsk | young pecple in foster

. for & furthenepisode of seff-harm in tha short tem (48hrs)

: conslder protecﬁve as well 2s prec ‘oitating factors. care or residentlal care are

assessed, their social work

team should be informed
ngh / Moderate / Low .| (Ma stand-by SW if out-of-

‘Discharge ‘Advice and.Planfor-Furthar Assessment | | iomein ord s 1

information and advice to

Indicate tha follow-up plan referral to L[atson Psychlaty duiy doctor out-of-hatrs CPN service, CMHT, carers present.

GP, addhchcn sendces, SW, etc - Indicate the achvice given to the patlent, and identilies of others inforrned.

SUMMaY ; £4 ( &4(‘,;14 % 5 WM follov}.- up and advice givgn

| : ti ‘!?) E ; - d éﬁ’ CIDMJ' °. neme/grade
serv'ice referred to name/relationship of carer inforrmed consultaﬁﬂmiddla-gmde

AL 25% :@w
signz% 72 ,
involved in decislon or review

epo. | B el | Tl 20,

@ NHSGGRC Mental Health and Acute Services Interface Group, - Version ¥adlan 2017




Emergency Department Nursing Documentation AL n] nm““m .
: . " WILSON - : F
i laint- =t - Ssaial YS | Gy . 210711979
Presenting Complain ( SN St centRe |
‘ ' 494 GREAT WESTERN RD
Date - Ibl H‘ h . ‘Time- ’Z_OEQ : : L Glasgow, Lanarkshirel o1z BEW___"
Assessment Complete by: Name NURSE (Please Print) )

Patient Prep/ Investigations Communication

(Please lickkircle when completea) {Please Clrcle  Tick)
Prepare patient for examination / Clothing bag lzbelled + O NEWS Chart complete / NEWS SCORE - 1 O
Slored (Record pain, blood sugar and Neuro Obs on NEWS
- : ‘ Chart)
12 Lead ECG O ID Band |l
Weight : O | PeakFlow _ O
Blood Samples Obtained : YES I NOEI | Xrays/CT S;_:an Performed: O
IVAccess: YESOO NOO ‘ Relatives / NOK informed ' | 0
.| Child Pratection Cancem YN
Blood Gas: VBGO ABGO (considered in tine with policy} ‘
Adult Support and Protection YiN
Urinalysis .
Leucocytes Nitrates I Protein O Blood O :
0
Ketones O Glucose 0 [ PH 5.6
MSSU/CSU | Toxiclogy O '
D .
HCG O +VEDO VEO Strip No -

Screening Tools
(Please licki cirdle. wihen completed)

SEPSIS RISK? f SIRS Criteria 2 or more YN | SWALLOW TEST CARRIED OUT? (susp any | YES
. neurological signs or symptoms )

Mental Health Triage Assessment YiN IF NOT WHY? ~ (details) NOC

GMAWS YN | Time-

AMT 4 (> 65 YEARS) YN

At risk of falls? (clinical judgement} (consider alcahol; YN | Date-

mobility, age, lllness, cognitive impairment etc)

If at risk complele risk assessment . Signature -
Frailty Screen (Would this person benefit from 2 | Restdentin acare home - YIN
Comprehensive Getiatric Assessment (CGA)?
{Age 75 or over/age 65+ from Nursing/Residential care Acute confusion {Think Delirum) Is there a YN
or admitted from community hospifal?} : 3| diagnosis of dementia or a history of chronic
; confusion
1 | Functional impairment in context of significant multiple . ' .
conditions Jnew or pre-existing YIN Immobility or Falls in the fast 3/12 months

Screening Tools / ACTIVE CARE

(Please tickicircle when completed)

1) Pressure Damage Does the perscn have redness andfor Location of dde of Ulcer
exisling damage? - Redness{Ulcers

IFYES - continue with a minimum of 2 hourly Active Care + -

Complete PUDRA

2) Mobility Does the person require assistance? YiN

3) Continence . . YIN 5) Skin Is skin compromised by other source, | YIN

eg neurological deficit, medication,
: substance, diabetes, co-morbid?
4) Nutrition YIN 6) Judgment | In your clinical judgmentis this person | YIN
. at risk for developing pressure
1= S damage? IF YES - DETAILS




Pause for Transfer/ Discharge
(Please tick when completed)

Relalives informed of Admission / Discharge

\\m\m I T -

WlLSON

- Gayle .
TALBOT CENTRE o
494 GREAT WESTERN RD

Glasgow, Lanarkshire

Tick when!
compleled1

N/A

Namé band

Nursing Screening Tools completed

Bed requested, SBAR COMPLETE

. NEWS chart Always
Prescriptions f Charts signed | Infusions . ]
, Cannula ]

Notes medica} notes, GP letter, PRF

Patients requiring analgesia; sufficient

zﬂomg?c

G2 aEW

Information on discussion with relatives

L bel

Belongings (including patient’s medications) |

1 SAS Transpert. REQY REF No

o|o|o|o|o|olo|o|o|ojo
0

O |priorto

| Print Name_

Sign -

transfer

Please note here if any other tasks requxred

 Nursing Notes

Y

Date &
Time

Print Name &
Signature

l‘b\'t\h’\ Musmg mq(/u
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NEWS - National Early Warning Score - INHS

Name (::reaaﬁzr gI;adsgow
Address ; e
g" %%Z?%WWW///W/// . . Date Ward
CHI No. 42':Lg0T Cenre. 21 . Admitted _
Gro. CREAT IRE  “ Y071y Transferred
DoB ! . “Sgow, Lanark;;iﬂfv Rp ] -Tran_sferred - '

o,

B Gr . _
muoigor|  WWRRRINHS Early Warning Score
i N T S S N R R T T

Respiralion 21-24 225

Saturations

Any
Supplemental

<3500 ! " | 3503600 | 3613800 | 381390 | 3390

A

<40 | 4150 5190 -91-170 i 111-130 BSES

. -1 e e e - - . - e .. 1

<90 1 91-100 101-110 111-219 2220
Conscious i A ! . V,Poru

Level

L I

NEWS should not replace sound clinical judgement. Any concerns regarding the patient’s
condition should be appropriately escalated and documented in the Nursing Notes.

See NEWS Actions Reference Tool for local escalation policy

Frequency of

NEWS Score Meonitoring

Clinical Response

- 0 . Minimum 12 hourly . ggggm:gor::tme NEWS monitoring with every set of

- » Inform trained nurse.
e Trained Nurse assessmient; !
- Assess the patient .
- Review frequency of monitoring required
- Assess need for escalation of clinical care and direct
as appropriate.

~ Aggregate 1-4 Minimum 4 hourly '

L

™ » Trained Nurse assessment.
* Inform medical team caring for the patient.
| * Urgent assessment by a medical / surgical / nursing
i team with core competencies to assess acutely ill
or a minimum of 1 hourly patients. |
3 in one parameter | ~ .| » Consider level of monitoring required in relation to
' clinical care. :

'Aggregate 5 _
or more Incréased frequency to

¢ Trained Nurse to assess immediately.
Inform medical team caring for the patient - this
should be at [east senior medical staff level.

* _ Emergency assessment by a clinical team with
core competencies in the assessment of critically
ill patients. This team wili have critical care
competencies and a practitioner/s with advanced
airway skills-and resuscitation skilis.

*  Consider referral to high dependency ‘or ITU.

[

Aggregate 7 Continuous monitoring
or more of vital signs

-
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. Neurological Observations

Date:
Time:
E Spontaneously| 4 Te
- To speech| 3 é%u
:’.? 4 To pain| 2 g g
° Nonej 1 & F
WiV Orientated| 5 N
5 D) Confused( 4 £k
RN . gog
AR Inappropiate words| 3 Egt '_“'
> ol . [=] 3E
L e|B s Incomprehensible sounds| 2 TRy
p &= - None| 1 , o=
! M Obeys| 6 oo
O Y 2y
Ul Localises| 5 " § §_
*g § Flexion - withdrawal| 4 28
. o
E g Flexion - abnormail| 3 = E
- -
T3 Extension to pain| 2 ) S o
@ a3
None| 1 F EF-]
TOTAL SCORE| s
R Size 5%
BURILS Reaction| " i 2 B
) N ga
L H
Reaction ol
Normal power, >
= Mild weakness ‘g-.':z
Z| Severe weaknass as
. UEJ E Spastic flexion i ) 5% .
h Extension ¢ ' - — %ﬁ g
> No response S ET
o] g
Naormal power a3 g .
E Mild weakness i 5“3 :
=2 3 Severe weakness &2
2 4 Spastic flexion -EE
— Extension g =
No response =
Pain Score ‘ , N d Vornitine
Ask the patient to rate his/her pain by choosing 2 number between ausea and Yomfting
0 and'10. Use the diagram below to assist the patiént. If patient’s 0 = None “ .
pain is chronic, use generic tool. If patient is unable to communicate, |1 = Mild (Not distressing —
use observational tool. yE no retching/vomniting)
5 l L I - I . 2 = Moderate (Troublesome -
L 2 3 : 4 S I 6 77 I 8 9 I 10 occasional refching/vomiting)
No . . Ll ) . = istressing —
: Mild Pain Moderate Pain - Severe Pain 3 Sevel:e (Dfstrﬁs_smg frequent
Pain , ) K o retching/vomijting)

Management Plan and Patient Exclusions

Date and Time Notes | Signed

mi + 231261 Version 1_0 = GGCO084 . - ' .




Greater Glasgow
and Clyde
Affix Label . P
Hospital (cirele) | RH | RaH misc [ o) ] we | v ] vmu | swb voL SCH
Title: ‘ - Sex: M D FE/
SURNAME: Farename: -
wWlson Cal
CHE: . Dob:: Age:
210771961bS 211, 4
Local address: Next of kin:
on fo
\ b55 Dun(\ba (-TO Relationship:
O I l . Tel:
7 GP:
Postcode: .
Tel: Tel: ’

Attendance date; "\‘

(3

Arrival ime;

1318

Date of incident:

\O-

Registration time:

Malor incident description:

Reason for attendance:

Collapst .

Affix Label

Nursing Assessment

Alerts:

Presenting complaint:

\sckes mza,
Ny De nles  Eodimoaa

VAGAL o de:,?.—‘.ﬂ'g

fond Clhmed v~ SVRE. Usue Fod S FC Tep
d o oAy W0 Lombwtleres, v @Y Ao

Triage category: 5 Pain score: Tetanus up-t‘o-.date I fully immunised?
Allergies; .
Observations date: {0\ Y2 Time: l q \ 5 - Nurse’s name:
Temperature 35-'&, °c BM b;b mmol/L, GCs
- HR ?\ bpm PF 1/min Eyes )+_
B [ S\ A | mmiig - 'Exggcted PE 1/min Motor | * |,
‘ MAP mmHg Weight kg Verbal LL
RR “o bpm Height tm Total H.’.\ \S
Sp0, q 5 % Visual Acuity Puplls - Right Pupils - Left
Oxygen m % Left | &/ Size L\_, Size L’J
pight | 6/
With correction? Reaction \; Reaction Y

Nursing Notes:

‘97607



-

Child Assessrﬁent Questionnaire (

YES NO

Previous attendance (consider any rélevant trauma from previous presentations)

History variable between accounts

Examination not compatible with histbry/preseritation

Delay in presentation

Fracture/head injury or significant bruising in baby or non-mobile toddier

Discuss with Senior Medical Staff / Nurse on duty any factors identified

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

DO NOT WRITE
[HERE PLEASE -

" ONCE ONLY PRESCRIPTIONS (including Tetanus Prophylaxis)

Method of Time of

Date Given |  DRUG (BLOCK CAPITALS) | Dose | A yinicreation | Administration

Signature | Given By
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Date

CLINICAL NOTES

H

-~

Discharge Codes (Please CIRCLE)

' Discharge date

4. Transfer to other (see below)

1. Admission 2. Discharge 3. Refer to GP
5. Died 6. Refer to OP Clinic {see below) 7. Irregular Discharge B.D.OA. Discharge time
Ward number (if admitted): Transfer to hospital: Consultant If admitted):
Followup | Arranged Not 'arr%mged . To be arranged
Clinic Hand Pop . - Others (specify):
referred to ASE injury Fracture Check Medical | Surgical ENT .
Discharge Prescription Packs
Method of
Date Given | DRUG (BLOCK CAPITALS) | Dose Administration | Frequency | Signature Given By

Designed by Medical lllustration Services ref 243836°




NEWS — Natlonal Early Warnlng Score

- Name

CHI No.
DoB

Address 6M (Ag \_LSDV'\
LI—F -3

Physiclogical
Parameler

Respiratioi
Rale

Qxygen
Saturations

Any
Supplemental

Oxygen

Termperiture <35.0°
Pulse <40
Systolic BP <90

Conscious
Leval

NHS

Greater Glasgow

and Clyde -
Date Ward
Admitted
Transferred
Transferred

NEWS — NHS Early Waining Score

35.1-36.0°
41-50

91-100 101-110

No
36.1-38.00 | 38.1-39° >39.1°
51-90 91-110 1114130 >131
111-219 220
A V,PorU

NEWS should not‘replace sound cllnlcal |udgement Any concerns regarding the patient’s

_condition should be appropriately escalated and*documented in the: Nursmg Notes.

See NEWS Actions Reference Tool for local escalatlon pollcy

NEWS Score

3

]

Frequency of
Mohitoring

Minimum 12 hourly

Clinical Response

‘Continué routine NEWS monitoring with every set of
observations.

Aggregate 1- 4

Minimurmn 4 hourly

Inform trained nurse,

Trained Nurse assessment:

- Assess the patient

- Review frequency of monitoring, requ:red

- Assess need for escalation of clinical care and direct
as appropriate. -

Aggregate 5
or more
or
3 in one parameter

Increased frequency to .
a minimum of 1 hourly -

Trained Nurse assessment,

Inform medical team caring for the patient.

Urgent assessment by a medical / surgical / npursing
team with core competencies to assess acutely ill
patients.

Consider level of monitoring required in relation to
clinical care.

Aggregate 7
or more

Continuous monitoring
of vital signs

Trained Nurse to assess immediately.

Inform medical team caring for the patient - this
should be at least senior medical staff level.
Emergency assessment by a clinical team with

core competencies in the assessment of critically

ill patients. This team will have critical care
competencies and a practitioner/s with advanced -
airway skills and resuscitation skills,

Consider referral to high dependency or ITU.
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'ﬂe_urological Observations

Date:

Time: -

m

Eyes
open

Spontaneously,
To speech

To pain

None

dveelling = C

Best Verbal < '
_response

Orientated

Confused

Inappropriate words
Incomprehensible sounds

None|

Eyes dosed by

Endotracheal wbe
or tracheostormy
=T

=

COMA SCALE

Best motor
response

Cheys
Localises
Hlexion - withdrawal

Flexion - abnormal|.

Extension ta pain
None

e G LA RS LS - R LN LT N L B R N

Usually record the best

anm response

TOTAL SCORE|

PUPILS

Size

Reaction

. Size

+ reacts

v Reaction|.

— ne reaction |
¢, eyes closed

ARMS

Normal power

"Mild.weakness|

‘Severe weakness

Spastic flexion|.

Extension
Nao résponse

LIMB MOVEMENT

LEGS

* Normal power
Mild weakness

Severe weakness|

Spastic flexion

Extension

No response|

Recordright (R) andleft (L) separatelylf there is a

difference between the two Sides

~ B -
0000 ...
TN

Pain Score

e,

- Glasgow

Coma
Scale

: P_upil size {mm)

Ask the patient to rate his/her pain by choosing a number between
.0 and 10. Use the diagram below to assist the patient, If patient’s

Nausea and Vomiting

‘0 = None
pain is chronic, use generic tool. If patlent is unable to communicate, - - — .
use observational tool. 1 = Mild (Not distressing -
no retching/vomiting)
: — s 2 = Moderate (Troublesome —
0 Tl 2]3y4)]516]718]|9]|10 occasional retching/vomiting)
Pr:;. ~ Mild Pain Moderate Pain Severe Pain 3 = pevere (Distressing - frequent

rétching/vomiting)

Date and Time

Dedsigned by Medical llustration Services = 231261

97339




Incident number .
Name

Address |

Age

Date of birth

Gender

incident location

- - ..
Incident post code
incident type

Call received '
Call passed

Crew mobile

Crew at scene
Crew left scene /

PRIMARY SURVEY
RESPONSE
AVPU |Atert
AIRWAY
Airway assessment KClear
BREATHING v
Breathing rate iNomal
Respiratory rate . e e e e
- CIRCULATION ~ ~
Puise rate Nomal,
gsﬁz peripheral pulse s dial
Cap refill rate
- BKincolour Pale
Okin texture Dry

[Suspicion of C8|

Patient consent

e AVPDS .

. Unknown Problem - Unknown
Dispatch code 32803 Etatulethgr Codes NIA
Finalcode _, _ 6AO10 | ick Person, Unwellil

, _ 6es
Final GCS eye opening | [Spontaneous
Final GCS verbal response onfused
Final GCS motor response beyscommands |
VITAL SIGNS ™ *

SIEZE 8|2 jFiER ) g0EE B

@ @ E8 5 |- ,,8:_58;,,50:9“

T lo|z: g 8 |38 w o= o

S Fl 28 =] ajn| @ 3 18flo

o O] &= ‘é T = - ‘:n: =] O 38

s FIEF ° | 7 5E|° - .

- = 0 . 5

< g

e
16:30/88|Regi20]|124 / 84|<2 secs] - 8-:1 0/10)35.7|195[14] 2 |7.6}NSR! 1
16.43/82|Reg 18| 97/ 61 [<2 sscs| - [8.4/0710135.6l04 15/ 4 |7.6|NSR] 1
N U 8 Y A TR B I RN U B I I e 1

PATIENT AND INCIDENT DET Rj

Receiving hosgital and depaitment (GRIN Gla

" PATIENT CONSENT

B

'
Vo
AT ALY Yiva ]

PAQ04720810.001
GAYLE WILSON
1655 DUMBARTON ROAD FLT 0/
34 year(s)

21/0741979

: Female

, [0S ALPINE LODGE 25 HOPE
STREETGLASGOW,
' (52 6AB

EMG

01/10/2013, 16:08

01/10/2013, 16:08

01/10/2013, 16:09

01/10/2013, 16:13 -

0111012013, 16:47

sgow Royal Infirmary

C-SPINE INJURY ™ ™~
[No evidence of C-spine injury

[Treatment benefits explained, Risks of
ondition explained, Risk of refugal

iexplained, Capacity to understand risks and
reatment, Immediate risk to life, Advice
iven to patient .

{
]

[
1

{
i




SEePSIs, Lianivea
Sepsis: Abdo distension
Sepsis: Meningitis

. [Sepsis: Cellulitis
Sepsis: Septic arthritis
Sepsis: Wound infection
Sepsis: Infected indwelling |-

deviee |
EYES AND PUPIL SIZE AND REACTION  ~
: Left Right
Pupil size Normal Normal
Pupil reaction ~ [Normal . _Nomal = _ |
AMPLE
Allergies ntibiotics
Cther allergies IPENICIL LIN .
Medication , FLUCXETINE, SIMVASTAIN.
Past history DEPRESSION.
Last eaten S5hrs

PATIENT FOUND IN STREET
PRESENTING ....CONFUSED UNSURE
HOW SHE GOT INTO CITY CENTRE, PALE
PALLOR, VOMITING, CLAMMY TO
TOUCH, SHE FEELS TIRED/LETHARGIC,
iB'ECA'ME'HYPQTENSIVE_.

" PSYCHIATRIC RISK ASSESSMENT

Events prier

Situation
Previous history of mental {History of depression, History of threatening
health problems elf harm )
Action” atient cqnveyed to hospital, Police
. __ . lontacted  ___ L
SO?IAL ASSESSMENT
Situation )
Risk assessment Low degree of risk
) Patient conveyed to hospital, Police
Action ontacted
Additional comments or
concemns | ___ TAYSINHOSTEL. - © ]
FINAL OBSERVATION AiND COMMENTS
12 LEADECG (NSR). . e o e —
Report D ) 15378ce8-e842-40bé-ad5e-

11a2a88d964a




2107796165[CHI}{,,};WILSON, Gayle ;21-Jul-1979;Female ) Page 1 of 1

XR Chest

Performed 09-Mar-2021 21:22 - Received ) 10-Mar-2021 09:32
Reported 10-Mar-2021 09:30 - Order Number G107H37039535

Status Final Source System  MiSys

XR Chest Final
Gayle Wilson

Clinical History :

chest film please query areas of oligaemia, chest pain and tachycardia in context of calf pain.
query pte : '

XR Chest :

No previous chest x-ray for comparison.

Underinspired chest x-ray. The heart is not enlarged and the cardiomediastinal contours are
unremarkable.

No focal lung lesion or active lung pathology. The bony thorax appears intact.

Reported by: Dr Siobhan Mathieson
Verified by: Dr Siobhan Mathieson

‘https://www.ggc-portal.scot.nhs.uk/results/SingleResult.action?pageTitle=Single+Radiol... 1 3/0?f2026
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