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“ 'l_i'_‘ega‘l.Aspe_Ets Team' e o ' | N NHS

‘Health Records Department S " : T
Gartnavel General Hospital =~ o L hﬂ
1053 Great Western Road . - ST - Greater Glasgow
.Glasgow C o o 7., and Clyde
G120YN . | S .
MMA Legal | . Date: 1% May.ZO;_o
43-59 Princes Street - L "+ YourRef: 10001 3
Stockport L : Our Ref: LAT/ACCESS[ES

- .~ SKI IRY o . Enqumes to: Emﬂy Svensson

Direct Lme 01,41 2_11 3020

7 ‘ Ema:l: Emﬂy.svensson@nhs.scot" -

' Re Subject Access Request under. the General Data Protectlon
- .Regulation -

PATIENT: DAVID BAILLIE . .. . D.O:B: 23/08/1989

Thank you for your request received 15TH APRIL 2026 in WhICh you seeka copy of your

* client's personal mformatlon ' . ‘ V , .

‘ Your request has been dealt W|th in lrne wrth our requiréments. under Article 15 of the -
General Data Protectron Regulatr_o_n_and Fnow attach the following: ]

A

QUEEN ELIZAB'ETH' ?umve,Rs';m HOSPITAL ’

Please be aware that these health records have been reviewed by a chnrcran and any
mformatlon ldentlfylng or provrded by a thlrd party has been remo\red

We process personal mformatron to enable us to. prowderhealthcare services for patrents
support and manage. our employees; to carry out research ‘and clinical trials; maintain our
accounts and records and to carry out data matching under the natlonal fraud mltlatlve We
" also use CCTV systems for crime preventron . : W

A

This personal information can be both clinical and non-clrnrcal |n nature and can mclude o

Patlent health records, photographs or radrology |mages |
Videoftelephone. recordlngs rncludrng CCTVi lmages
Witness statements .~ | R
Incident reporis

Complaints files.

Emails '



The source of our data :ncludes Patients, General Practitioners, Healthcare, Social and
Welfare organisations, l.egal representatives and Police forces

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

Where these organlsat[ons are based outside Europe we take all appropnate safeguards
to protect your information.

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

e Adult general hospital records — six years after the date of last ent‘rS(
. » 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 251"
birthday. .
e Mental health records 20 years after the date of the last contact

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

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

Data Protection Officer

Information Governance Department
. NHS GG&C -2 Floor

1 Smithhills Street

Paisley

PA1 1EB _

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

Yours sincerely

Legal Aspects Team
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SiTu
Patient Sample Report
Patient -
o: . 2308896337
og bast Name: ' BAILUIE
First Name: DAVID
Gender/Age: Male, 29 years
Birth Date: 23.08.1989
St(::‘-,: ' ACCEPTED *
Anaiyzed: 27.09.2018 13:13:29 .
*Sample Type' "~ Arterial
Operator ID: MCAULEYO, KEVIN
Analyzer .
Model: GEM® Premier 4000
Area: | AH_LOED_A
Name: ED-POD
S/N: 06100193
Measured (37.0°C) :
cH T 54.2 nmolfL
- pCO, T 85 " kPa
PO, W30 kPa
Na*_ 137 mmolL
K* 4.4 mmoiiL
(;l' 106 mimol/L, -
(\.D . 44 mmol/L.
Lac +08 mmoliL
CO-Oximetry ,
tHb 122 T il
O,Hb 4 308 %
'COHb 157 %
MetHb : 0.9 %
I HHb T 62.7 %
s0, 1329 %
Derived .
BE(B) 1.1 mmol/L
HCO,(c) + 294 mmoliL
Operator Entered
Temp 370 - °C
.02 and Vent Settings
" FIO, %

Ll -y

SOUTHERN GENERAL

. ’)‘N Outside Reference Range
T4 Oulside Critical Rangs




My Admission Record e e [ —
. _ , “eiad™ | Addizigagusas —_
BAILLIE :

Hospital: (DEMH Ward: ITM.Z — David 23!08!‘{989 :
Date of Admission: 27|AlIR- Time: j&° | ;;E,“ﬁ:,’:‘,"f?.?;ﬁfﬁ:“ ,
Information obtained from: Name: . CHI: o
Patient[] Relative[T]  Other[] : A% g2

‘I"relh’er.red Name: |

Age: - Telephone Number:

Consultant: <. D&\‘SLE.'-L'( i

Communication _ )

What is your first language? __ ErGA1 S

Do you require an interpreter? © Yes[] No

If yes, provide details of arrangemeﬁts made

Do you use British Sign Language (BSL)? o Yes[ ] No

Do you need someone to help you to communicate? Yes[] ©  No[xd If yes, who__

Preferred first contact Preferred second contact

Name: LORRAWNE Name:

Relationship: MO"'M&Q. Relationship:

Address: Address:

Telephone: O:I G54 &IOS Telephone:

Is this person aware of your admission? Is this person aware of your admission?

Yes3 . - No[J : 4 Yes ] No[]

Can we share information with this person? ' Can we share information with this person?

Yes[ ] No[J - ‘ Yes [] No[]

Presentiﬁg (omplaint / Diagnosis

[Foumo unconaous AT Bis sof — U Fol SefFnon~+

VENTUATON 4~ MONITORURC, :
Explained to the patient? Yes[] No[] Not Applicable B
Do you understand the reason for your admission?  Yes{] No[]

Allergles / Sensitivities (Record food allergles in the Hydratton and Nutrlflon section)

No known allergies [] Pé&\"c.\u;\f\ S - urEasN paacTton &S
E_ L - .
Relevant past medical history

CHlonic. BACE_ Py
PoryGus DRUCH MESUSE

On admission, is there a Do Not Atfempt Cardiopulmonary Resuscitation (DNACPR) in place
Yes{_] NoBA If yes, Who asked for a copy?____
Date they asked foracopy.__ /. /_ Date Obtained __/ /7




Power of Attorney / Guardlanship / Adult with Incapacity NmmmmmmﬂmnmﬂﬂmmmﬂHlﬂlm ——
| Does someone have Power of Attorney (POA) for you? A‘:i“’fffg‘” y-—
“~David ‘230811889 T
Yes{ ] : No[] : ——34 MONKSBRIDGE AVE - S
| OR ; 1 r Glasgow, Lanarkshire
a7 -G1320T ——
Does someone have Guardianship? : - Che | —_
YesT = No[] _ o Afi Bt —
If yes, is this for:- Finance ] Welfare [] Both{ ]
Which are currently in action? Finance [ ] Welfare [] Both[] . Nil[]
Please obtain a copy and place in the patient’s notes
Who asked for a copy? Date they asked for a copy ,__J___/_ Date Obtained _I_/_ '
POA/ Guardian _ , o 1 ‘
" | Name: Relationship: ______ Contact Tel Number
Name: Relationship: Contact Tel Number

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

| MRSA Screening - Cor;lplete if the'patient will be an inpatient for >23hrs

1. Have you ever previously had MRSA? Yes[_] No[] Not known B
2. ‘Have you been admitted from another hospital or care home? Yes[ ] No[R
3. Do you have a wound / skin ulcer or invasive device which you had before admission?

Yes[ ] No[T] Notknown

if yes, to ény of the above questiohs OR if the patient is admitted into |a ‘Hfgii impact spé'c:ialty‘
i.e. Orthopaedics, Vascular, Renal Unit, Critical Care — obtain MRSA swabs

Creutzfeldt-Jakob Disease (CJD)

Have you ever been notified that you are at increased risk of CJD or vC|D for public health purposes?
Yes[ ] No[] Notknown

If yes, contact Infection Control Team. Infection Control Téam Informed 2/ =/ - =t

Healthcare outside Scotland

Have you ever been told that you are carbapenemase producmg enterobacteriaceae (CPE) posmve"
Yes[] No[]

In the past 12 months have you:

1. Been an inpatient in a hospital outside Scotland? Yes[ ] : ll\lo ||

2. Received holiday dialysis outside Scotland? . YesDJ No[]

3. Begn a close contact of a person who has been colonised or-infected with CPE?
Yes[ ] No[]

| the answer is yes to any of the questions in this section, isolate the patient-and contact the Infection
Control Team for advice and undertake the following screen:

Rectal swab obtained | Patient refused rectal swab, stool specimen obtamed |




. . A
—— BAILLIE . M—
g: g%NKSBRIDGE AVE Z3/oarises
Do Glasgow, Lanarkshire —_—
CH G13 20T
e A

Smoklngi

Are you a: smoker[ ] ex-smoker["] when did you stop?
Never smoked [_| :
Do you use eCigarettes? Yes[ ] No[]

If a s;moker, the NHSGGC Smokefree policy has been explained and Nicotine Replacement Therapy
(NRT) has been offered

Yes - administered NRT [] Yes - patient declined NRT []
If declined - Why: _
Do you want to talk to someone about your smoking? Yes[ ] No[]

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

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

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

Alcohol

Do you drink alcohol?  Yes ] No[]
How often do you have more than 6 units of alcohol on one accasion: )
Never[[]  Lessthanmonthly[T]  Monthly[[]  Weekly [] Daily or almost daily []

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

Name (Please PRINT): C)VG"\“‘ MCLED Signature: S e

Desiénaﬁon: 2N ' Date: 28 I a l &



My Assessment Record

TR

2308856337
BAILLIE M
.David

23/08r1989

Athx patient 1D label

|

LT

Breathing

[ Dty o) et

Admission
Presentgtion
v

Normal for
the patient
v/

breathing

Assessment of the pétient’s

No breathing problems

v

v

Breathless at rest

——

Breathless on exertion

Productive / Non-productive
cough

_Cyanosed

Uses nebulisers

ses inhalers

Oxygen therapy

Do you have any other
symptoms?

Circulation

Admission
Presentation.
v/

- Normal for

the patient
v

circulation

Assessment of the patient’s

No circulatory problems

v

Chest pain at rest

Chest pain on exertion
Angina '

Do you take medication for
symptoms of angina?

Jypertension

Do you have any other
symptoms?

i2¥GCommunication)

Yes

g

Do you have any difficllties
communicating your needs?

‘Do you have any difficulties
‘with your speech?

Do you have a Learning
Disability?

R A

Do you have support from a
_| Learning Disability Team?
Contact details:

S

communication needs




. T e
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230889633
BAILLIE

David 23m&l 989
: I.ui !

:i '

i i |' |

a, m ATTX .pal'u::u 1 s,
‘Vision Y}:s . l:l/o Assessment of the patient’s vision
Do you have any problems with your .
vision? .
'| Do you wear glasses? . | Distance[]  Reading[] Both []
Do you have your glasses\with you?
‘Do you wear contact lenses?
Do you have your.lenses with you?
Do you wear a prosthesis?
Hearing . Y:s hll,o Assessment of the patient’s hearing
Do you have any problems wnth your
hearing?
.| Do you have any hearing loss?
Do you use a hearing aid? .
Do you have your hearing atd(s)
with you?
Pain Y:.s l:l,o * Assessment of the patient’s pain
Do you have pain?

Can you describe where and what the pain is like?

Have yod had treatment / intervention for the pain?

7

N.B. Complete generic pain assessment chart.
If uriable to seif report compiete Abbey

Pain S<ale.

Can you describe any chronic pain that you have?

What makes the pain better?

" Mark current pain on body chart




Néme:'
Address:
. DoB:
N - CHI;
lg},ﬁm \THINK{DELIRIUM Affix patient ID label
: - Admission Normal for . _
Presentation | the patlent Assessment of the patient’s cognitive
7/ / status
Alert and orientated | _ N
Impaired conscious level v
Confused .
Dementia
Stressed / Distressed

N.B. Think Delirium i

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

1° existing cognitive impairment
. previous delirium

RE current hip fracture
*  severeillness

aand follow the guidance

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

. A" LI, 'v:.r S-.. - ":.‘-Nj:-""?ﬂ_){.' B £

Do you have any food allergies or food intolerances?

A e e
f.?ﬂ\}_ﬂiﬂ“' -
&M W,

LT

What do you like to eat and drink?

| what do you not like to eat and drink?

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

6




Diet and Fluids

Admission
Presentation
v

Normal for
the patient
v

Name:

Address:

!\lormal diet and fluids

Therapeutic diet

DoB:

CHI:

Cultural, ethnic or-religious diet

Affix patient ID label

Texture Modified Diet
Please state

Assessment of the patient’s
hydration and nutrition needs

Thickened Fluid
Please state

Oral Nutritional suppl‘ements
Preferred flavour

Enteral Nutrition

Parenteral Nutritio,n'

Nil by Mouth

v/

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

hours of admission

N Admission Normal for
Assista.nce with eating Presentation the patient
and drinking v 7
Independent (Green) v

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

Full assistance with eating and
drinking {Red) .

.| Do you have any further issues Wthh may affect your ab:llty to eat and dnnk normally dunng this

hospll:al admission?

5 ,

Admission Normal for ) .
Bladder Presentation the patient Assesslfne_nt gf theepe;tlent‘s
. 7 / elimination needs .
Pass urine with no problems S CATUETESE0 N .

Frequently pass urme during
the day

Frequently pass urine overnight

Sense of urgency when need
to pass urine

Urine retention

A1E€ o ADMEION




Admission Normal for || Name:
Bladder (cont) Presentation the patient - Address:
. . 4 7 o
Haematuria |
| _ DoB:
Incontinent : : ' CHE: -
‘ - || Affix patient 1D label

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

What products do you normally use for this continence issue?

I No urinary catheter [] " Urinary catheterin situ:  Urethral Suprapubic [_]

Date urinary catheter last changed )G FE=WAYY

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

When did your bowels last move? . i

How often in a day/week do you have a bowel movement? Per day Per week
Do you use any medication e.g. laxative to help your bowels move? Yes[] No[]
Admission Normal for -
. . o Assessment of the patient’s
Bowel Habit Presel}tatnoq the pﬁtuent climination needs
Regular
Constipated

Diarrhoea / loose stools

®lood in stools

incontinent

What products do you normally use for this continence issue?

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

Yes No Assessment of the patient’s needs in

Stoma v v/ : relation to their stoma

Do you have a stoma?

Do you require assistance with
your stoma care?

Have you brought any of your
stoma praducts with you? -




‘ Name:

_ | Skin broken

Skin cedematous

Skin discoloured / red

Address:
‘ — - = DoB: _
74PersonallHygieneYOrallHealth¥skin]Care) CH:
Sl andiWound[Care . ~ Affix patient ID label
. ' Admission | .Normal for o »
' S | . Assessment of the patient’s
Personal Hygiene Ifreser}tatmn _the |?ttent ‘ personal hygiene needs
Independent v
| Requires assistance with
_ | washing and dressing o ,
’ Admission | Normal for L o
‘ ; - o . Assessment of the patient's oral
Oral l-.lealth _P,’ese;tat"’f.‘ the P;t'ent " health needs -
No problems v
Sore mouth / mucositis / ulcer
. | Requires assistance with oral .
hygiene ' _
Other (eg dry lips, tongue
coated?)
Dental work vj’ '}o Description of any dental work
'| Do you wear dentures? v
Do you have your dentures . - -
withyou? -
Are your dentures a good fit?
Do you have any other dental
work that we need to be
aware of? ' .

Admission Normal for ) . .
skin Care Presentation | the patient Assessment of the pa;genﬂs-skln
S ‘ W / - care needs

Ino problems v

' _|N.B. Complete PUDRA for all patients within 8 hours of admission

Pressure ulcer identified on admission “Yes ] No If yes,
| Please describe location and grade of uicer

record on Pressure Ulcer Safety Cross.

- Refer to Tissue Viability Service (as appropriate)

Datix completed (if appropriate) Yes[ ] No[J] | Datix Ref. Number




Yes: No Name:
Wound Care v 7 Address:
Do you have any wounds?
N.B. If yes, complete an-
assessment chart for _ DoB:
wound management ' || cHE:
‘ ' ' Affix patient ID label .

& Dy R 58 T
A . o w Al SRS Rl

Admission Normal for As‘ses;ment of the patient’s
Mobility Preseth_atlon the p;tlent mobility needs
Fully mobile and independent v '
Unsteady when walking
Do you use a mobility aid Yes[ ] No[ ]
Do you have your mobility aid Yes [  Ne |

with you?

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

R __ LR S

0, iy & S0 GriFomman

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

safet Yes No Assessment of the patient’s ability to
: y v v maintain a safe environment
Is the patient at risk of falling, |

{ rolling, slipping or sliding from ‘ v

the bed?

Would you like bedrails to be
used while in hospital?

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

— —_ - s T

Yes No Assessment of the patient’s sleep and

Sleep : v/ v rest needs

Do you have any difficulties
with sleeping?

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

10



«

i\

Nome:
Address:
. : : - "-| DoB: _ ‘
' — —_— : 2| CHI: .

I1YsociallGircumstances) g Affix patient ID label
Do you: ' _ -
Live alone. 1 Live with family/ friend/ other []
Live in a nursing hiome | " Livein acare home |
Live in residential supported care [] Live in student accommodation []
Live in ‘homeless’ accommodation P} ‘ Have no fixed abode O
Other please specify.. , O .
Pependants ‘ . : o Y;’ ‘| ':',“

Do you have any dependants?

Do you support anyone.(e.g. partner, children, relatives, animals)?

Do they need support.from Someone else whilst'yo'u are in hospital"

|1F yes, who?

Would someone else be able to provrde thls support when you are in hosp:tal7

If no support available contact Duty Social Worker
Duty Social Worker Required [] Not required ] Referred []

‘ ) - ' . . ) Yes No
Services B SRR ' T .7 - /o P
| Do you have support from socral work social services or a care package7
If yes, please provrde details:
if yes has contact been made to cancel arrangements during adn)ission?'
7 "Yes No
o lnformal Support P s

| Do you have someone who Iooks after you or someone that heIps you, i.e. an '

informal .carer?

If yes, what do they do?

iWhat involvement do you want them to have in your care while in hospital?

N.B. If the person who helps Is not a preferred contact please ensure thelr details are -

1listed below

rmformal carer

If yes has the help or support listed"above been confi rmed with the patient's -

n




: Name:
R .
| equired Support Address:
Has the carer been advised of the Carers Information Line
(provide carer information leaflet)? -
. DoB:
Yes [} No [ Not appropriate at this time [] CHI:
Affix patient ID label

' -Are you: .
Employed [] Self-employed [] . Full Time Education [[] ~ Unemployed [] Retired (]

Has your health had an impact on your ability to carry out your day to day activities at work?

Yes (] No [] , 3 |

Do you have any money worries? Yes (] No.[]  Notappropriate to ask at this time 1

If yes would you like referred to-a money advice service that can offer confidential advice/support? -

Yes [C] No [] Ifyes when was the patient referred ___/__ /

Would you like a referral to a service that can support you with employment/educationltrailninglskills

volunteering Yes (] No [(]" Notapplicable [J  Not appropriate to ask at this time -

Fyes when was the patient referred __/__/____ ‘

[ v eaEa e | | R
;’Uhat d:; we need to know about you as a person to help give you the best pdssible care whilst in
ospital? ' : : -

Do you have any anxieties or fears that staff should be aware of?

Yes [ No[] ]

If yes, how can we support you with these?

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

o R N )

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

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

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

your values and beliefs, or any worries you have? Yes ] No []
Healthcare Chaplain informed | Yes [ N/A [
- |Name (Please PRINT): Signature:
' D‘esigﬁation: Date:

12




[RiskYASsessments7,0thers

fiDocumentation

Name:

Address:

DoB:

CHI:

A

Affix patient 1D label

Additional NHSGGC Documentation

\ il

Required

Required
documents
completed

Yes MNo
v e

Yes No
v v

Date, Print
and Sign when
completed

Glasgow Assessment and Ma négem'eh’t of
Alcohol (GAMA)

Generic Pain. Scalé Assessment Chart

Abbey Pain Scale (if unable to self réport pain)

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

Getting to Know Me — Relatives to 'complete

What Matters to.Me - .

- | Screening Tool for Oropharyngeal Swallow
. | Symptoms (STOPSS)

Malnutrition Universal Screening Tool (MUST)

Adult Urethral Urinary Catheter (UCC) Insertion
and Maintenance Care Plan

Bristol Stool Chart f

Pressure Ulcer Daily Risk Assessment (PUDRA)

Assessment Chart for Wound Management

Moving and Handling Assessment

‘Falls Risk Assessment

Bedrail Risk Assessment -

Date and Time

Notes

Print Name,
Signature

and Designation

13



- Name:

Address:
DoB:
CHI:
Affix patient ID'label
ClinicallNotesi(cont?))
Date and Time Notes Print Name,
Signature
‘ and Designation
nalalig 0™ |Priesst AOM ‘ AFT
' {een, Cound unconriass AT A RAuS

ST, INTUAATED A S7e 1 £ ARD

TMeeggo_m_m_&Lammm-&

ﬂ“m NOC ﬂ; MIUELZ S o ]—_\Q\.ggw

o
“\ “Lran
R rnanes EaSTED D e TO - | sperean

14
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Name:

Address;

DoB:

CHi: __

Affix patient |D label

™

. Date and Time

Notes;

Print Name, .
Signature

~ and Designation

15



Name:

‘ Address:
- DoB:
CHI:
Affix patient ID label
ClinicallNotesI(conth)]
Date and Time Notes ' Print Name,

Signature
and Designation

16 MI « 301534 v2.0 » GGC0247



m nmmmmunmmummmm- S FALSINTERVEN ON NHS

BAILLIE i M : : CHECKLIST
David - " 23081989 o G
34 MONKSBRIDGE AVE . =
- Glasgow, Lanarkshire 13207 _ Ward: [T Z.. | Ward: Ward: Ward: Ward:
. Complete for all patients identified at risk of falling. Date: 2, [q hg Date:  ~ Date: . Date: . Date:
" premdf el Time: wt: - TiME: =-=—imem— | TiNEQ: =emeimmerem | THMIE: svomniomnese | TiMe: «o-e- e
BED AND SEATING
Check the patient’s bed and chair are at the right height for the patient. Consider .
referral Lo OT/ Physiotherapy for transfer, mobility ur spedialist seating advice. v~ - - -
{Patient care plan 8)
Assess if a low bed is required (Patlent eare plan 9) v
SAFLTY .
’ Complete / update bedrails risk assessment if bedrail in use. (Patient care plan 9) V)
Review the frequency of care rounding prescribing in relation to the falls risk —
consider the use of a patient monitoring chart. (Patient care plan 9) v
II' Lthe patfent is cognitively impaired or has poor mobility and known not to ask for
assistance, provide close observation whilst using.commode, toilet, bath or shower. ~ )
MEALTH . . , ] . .
Complete /Document 4AT ) : N
-~ follow THINK DELIRIUM guidelines. ’ (Patient care plan 4) '
Document continence problems and link to care rounding (Patiant care plan 6) v
Record lying and standing blood pressure. If results show deficit, follow protoco! for M
ongoing monitoring and inform medical staff of any concerns. (Patient care plan 1)

If medication is suspected of contributing to the patient’s falls risk
- highlight to medical staff. ~1n

COMMUNICATION .
Give the patient / relatives / carers an inpatient falls prevention leaflet. Discuss safety

precautions with patient / carer / relative. (Patient care plan -negotiated care) | v

Update the ward team of the patient’s mability status. (Patientcare plan 8) |~

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

Consider a referral to the Hospital Falls Service for advice using trackcare. (if appropriate) N A - -
Signature of nurse completing interventional plan / or update WD ’

***If a fall has occurred, refer.to the Post Fall Poster and report in Datix. Share post fall lessons learned w:th the team***
EVIDENCE ALL INTERVENTIONS IN NURSING CARE PLAN Feb17 M+ 294647c Version 1.0 = GGCO233
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FALLS RISK ASSESSMENT

"NHS

2308896337

gAlLLIE . . T — p—
4 MONKSBRIDGE AVEZZWBM%&? To Be Completed For All Patients Within 24 Hrs of Admission Creater Closgow
Glasgow, Lanarkshire and on Transfer to Another Ward

G13 207 .
GENERAL SAFETY PRECAUTIONS :
. H H Ward: Ward:
TO BE UNDERTAKEN FOR ALL PATIENTS Ward """‘zl | Ward Ward ard .
. : : 1 : : : ate:

Action the following safety precautions on admission to your ward: Date: 28]q< & |Date: . Date . Date .
Update weekly or on change of condition. Time: QLR | Time; <w—erie—r | Time: e L= R e

1. Document mobility status in clinical record and complete a v

moving and handling assessment (if appropriate). R
2. Check walking aid (if required) is in reach and in use. N|A
3. Check call bell is in reach and working. Provide and document
_ alternative measures if patient is unable to use call bell. - NTA

4, Check footwear is safe (refer to NHSGGC Footwear guidance), Jin !

5. If glasses are worn, check they are available and in use. (-

6. If hearing aid/s are worn, check they are working and in use. N
RISK ASSESSMENT
If Yes to any of the'5 questions below complete the falls interventional plan (overleaf). - .
Whether Yes or No, update this assessment weekly in acute wards or, at the time of a fall or, upon a change in patient’s clinical condition.
**ALL patients in older people’s wards must have an interventional plan in place (overleaf)**

. Tick Yesor No| Yes No Yes No | Yes No Yes Yes No

1. Has the patient fallen in the last 6 months - including during this admission? v

2. Does the patient have cognitive impairment or a possible delirium? v

3. Does the patient attempt to walk alone although unsteady or unsafe? v~

4. Does the patient or their rélative have a fear or anxiety of the patient falling? v

S. Based on your clinical judgement, is this patient at high risk of falling? -1 v -

Signature of nurse completing assessment / uptlaté SicArop

HighligHt risk of fall at the ward Safety brief.




Person Specific (Inpatient) Moving and Handling Ass‘essrrient Form

Person's
Name;

NAVIO .
S

Naméd -

Person Is totally
Independent
{tick esa and go to date boz)

1. Gener,al-_lnformation

Body Bulld PecHiars wif o prahanson, Gehavour, c0-operaton (spealyy
Weight gt *
Kg , , .
a | M |"Handiing constraints, .5. disabiity, Weakness, pain, skin 12sions, infisiens (spacilyy:
RiskofFalls: __ Yes | " No B .
2. Sitto Stand to Sit Transfers glncludlng to and from bed wheelchalr, commode and toilet) )
Hoist | | Standaid | Walkin Ald Asslstanca __Supenvision | | Independent | |
Model CT £id Typa People:1 | |>3 - - | Additional Inrummﬁnnlquipmm:
Sling type )
e Nl ﬂ SeOted m\ rru
3. Toileting : .
_Haolst | | Standald | Walking'mdl Assistanco | -Supervision | | Independent | |
o see'sittostandtransfers® | People:t ] .| 2] |23 Additiphal Informatinn: T
Sea No 2 Sitto Stand Transfers Lo, A
eedeels - [ NIA SeDAED )ml (a7
4. Move onJ off bed pan - - ] ‘ -
_ ~ Hoist | Manoeuvre Assistance __ Supenvision | | N/A [~
SeeansltlnS!andTmnsfers Roll patient Peopicii] [2]) 23 I Addifonalintormaton:
for detsils Hon 2 -
!ndgEndenl bridging]
5. Move up/down bed . .
Hoist | Handfing Aids L~|° - Assistarice ||  Supenviston | ] Independent | |
Seo No2 Sitto Siand Trnsters. |——orusheels L7 Pecplec1] [ 2] 133 |7 Addigonalrfomaton: : "
furdelalls Moshay polo | : -
. Rope ladder . , -
6. Lateral Transfer fo ! from trolley | bed ' .
Holst | Randling Aids Assistance | Supervislon | _Independent I |
Rigid Transfer Boardl”” | Pecplei ] | 2] [>3 Additonal !n‘rnmathnlEqulpmm (egsmmg Sheets];
SeaNuis'ﬁzsdemsfers ot Gt | —
elal's ==
7. Sit up ovér side of hed ‘
: Bed Rest | ' Assistance *_ Supervision | | Independent | |
People:1 | [2] |23 | | Additionat information / Equipment {eg cope faxder, swive] cushion):
MlA ’
8. Into Bath or Shower _
‘ ‘ Equipment :Handling Aid | . Assistance | Supervision [ | - Indopendent { -} |
N _ Shoveer - Shewer chalr| People:d | |2 |3 Additonal informalion F Equipmen! (e sling Gfing hoist after risk assesa) | ==
Variablo/ Fixed height bath Shaweriodeyl |7 - ] - ; o
Bad bath | Bathing hoist g sty '
9. Walking ' . . .
‘NoWalking ”] WalkingAld [ | . - Assistance . Supenvision.| | Indspendent | |
’ sea'si ostand trnsfers” | People:1 | [ 2] J>8 Additional Infarmation f Equipment {eg haistwith walking sling, dist. Walked)

10. Other'lnslructiuns-l Observations / Equipment Used -

© GGCO026

: 1" Assessment ! 2+ Assessment 3 Assessment
Recording Symbol: [ / [ Fomenigzn | X | Momcansemensned | | ] Wnesesmho st
Date Assessed: 2glall 8 o
-Assessor’s signature: SWMCLEOD

| Proposed Revie“; dat-c: _ X" qhg ‘

NHSGGC l”;‘.;son‘SpeciﬁcvMHA Marl6v2 . )



'Cohtinuation Sheet

1. General-lnfbnnati'on (Only complete this section if changed from over page)

-

Body Build- Problems with comprehension, behaviour, co-operation (specily):
Weight "Helght L ' .
Kg - .
BM'I- CM ["Hianding Gonsizaints, e.g. disabilty, weakness, pain, SKin lesians, IVUSIons (spealy)
| RiskolFals: __ Yes | | No | L : o _
_2. _Sitto Stand to Sit Transfers (Including to and from bed, wheelchair, commode and toilet)

Hoist | | Standaid |- | ~ Walking-Aid | Assistanee Sugervision | | Independent | |
Model | . | -Axd Type Peopinl | 2] |33 Adfilienal In‘armation f Equipment: ' .
Sling type . N :

Sling iz
3. Toileting . : . 5
“Helst | . | Standald | ~_Walking Aid | ' Assistance Supervision | | Independent | |
|seesittoglandtangtery’ | People:t | [ 2] I3 Additiong] Information:
Seq No 2 Sit to Stand Transfers - . - =
. fordetails ’
4. - Move on/ off bed pan — ‘ .
' __Holst [__|___Manoeuvre | . Assistance _ Supenvision I 1 “NIAL |
See No 251 to Stznd Transfer _ Rﬂ]pauenal Poopla:1 | 21 >3 Additiona! information: .
for detals. Person bidgas |
- 5. Move up/ down bed . . ) .
"7 "Holst | Handling Alds : ‘ Assistanee. | . ___Supervislon I 1 ___Independent | |
: . - . Siding sheels People:t1| 2] [>3 * Additional In‘grmation: '
See No 2 Sit to Stand Trensfers onkay vo'a — - .
for detais "’“"‘F’W
_ - Rope ledder |. )
6. Lateral Transfer to/ from trolley / bed . -
Holst | | RandiingAtds | | Assistanga Supevision | - Independent | | |
: RigHd Transter Board Pecpei1 | [ 2] |23 Addienal nfemation Equipment (eg Sidmg sheels): - - |
. See No 2 Sitfo Stand Transfers = : ‘ - : i i
7. Sit up over side of bed ) - .
BedRest | | - Assistanee Supervislon | | Independent | |
Pegple; € | | 2 | ] |33 . Additonal information / Equipment (eg ropa ladder, swivel cushien):
8. Into Bath or Shower .
Eguipment __ Handling Ald . Asslstance Supervision | -] Independent | |
Showar Shesrr chair Pepiest | 21 J»3 ] .] Addtional Infomation ! Equipment {eqeting ifing hoist ator risk essess):
Variable / Fixed height hath: Shower tralley B ' ,
- Bed baih | |Bating holst {eg Als) :
9. Walking R U ] s
No Walking | WalkingAld | | Assistance Supemvision | }- Independent | |
see Slpsandtranslery | Peopie:1 | | 2| ]gq Additional Information / Equipmant (eg hoist with walking sking, fist, Wriked)

[}

70, Other Instructions / Observations / Equipment Used

’ I'Date Assessed: -

_ : 4t Assessment : _ 5" Assessment &% Assessment
“Recording Symbol: | 1 | Forvantsten | X e slonet zihexcs, aca

Where agtash orcross exists |
: add slashes to make a stor -

| Assessor’s signature:

Proposed Review date: |

NHSGGC Person Specific MHAMarl6 V2 -
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Care Rounds Checklist Date: _23jahg Attach A 505838357
Thave evaluated and deemed that the frequency of care delivery over thegext work shift, based.on the patient's g::AMONKSBRIDGE AVE- 3"08"“9 .;,em, cl,,g.w
most critical need should be every (please circle)  1hr 2hr , 4hr Glasgow, Lanarkshire ~ d Clyde
) G13 -
1. Signed m Name S MmeLcod . Designation €\~ [} Ward: o7 -
2. signed Name Designation . - )
3. Signed Name __ Designation ‘Must dos’ for me, Ask the patlent If there is anylhlng
— they want specifically done today:
USE FOLLOWING CODES: . .
Y=Yes N=No NA=Not appl:cable NT=NoThanks S=Sleeping O=Offtheward I|=Indepandent

v

'l'lmes

1| THINK DELIRIUM

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

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

s | 3 | SKININSPECTION
Pressure areas checked:

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

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

Bed  Rightside (30°tl)~R  Left side er g L Back—B

Chalr  Assist to walk or stand (W/ST)

I | 5| ELIMINATION Does the patient need the tm[et?

Independent =1 Assistance given = A lncontment of urine or faer.es =(C

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

~

Drink taken?

Food, snack, or supplément taken?

1 Has aral hygiene been carried out as per care plan?

* | 7 [ ENVIRONMENT Check:

1s the patient's call-buzzer to hand?-Is the area clutter free, clean and safe? Does the
patient have everything they require in safe reach? Is the bed in lowest positian?

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

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

- i T - " Care provider / role




I3

J

Care Round§ Variance Sheet

Codes

‘ Atta-:h Ac [‘!!![l]aﬂl]!

IOUONAGTIE 7 NHS -

5337
BAILLIE M
David zunaisey | Sreareugow
34 MONKSBRIDGE AVE
Glasgow, Lanarkshire '
‘ G1320T .

‘Ward:

1. Think Delirium

2. Pain -

3. Skin Inspection

4, keep Moving -

5. Elimination

1 6. Food, Fluids and Nutrition
N.B. Record what and to whorh escalated. ’

7. Environment

Date |Time

Code.

Variance

Sign & Print Name '

4

M1 = 278936 v2.1+ * GGC0098

[l

- |8. Information . - I
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BRILLIE 23/08/1989

David
24 MONKSBRIDGE AVE

thshire
Glasgow, Lana G13 20T

i wame wp wte sy =

MALNUTRITION UNIVERSAL  NHS
SCREENING TOOL (MUST)  cunrfoeon

Dateﬁlﬂll_gﬂme_@m

of initial height and weight on -
admission to hospital-

Actual * patient *If unable to obtain height and / or
reported weight (check portal / trak for previous | ©
weights) document alternative
‘measures and use subjective criteria
to assess risk of malnutrition

Admission Height an C 1

Admission Weight Kg - ]

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

Patients reported normal weight Unable to Recall [_]

Any unplanned weight loss inthe last 6 months Yes [ | howmuch___. No {__] DontKnow [_]
Date

Time

Ward

Oedema/ Ascities present Y/N

Scales Used
ST = Standing, CH = Chair

HT = Hoist, UW = Unable to weigh,
record reason and document subjective”
assessment of risk in nursing notes

Weight (kgs)

BMI

Step 1 BMI Score
>20 =0
18.5-20 =1
<185 =2

Malnutrition Universal Screening Tool (MUST{ to be corhpleted at least every 7 days

Step 2 Weight loss score
<% =0
5-10% =1.
>10% =2

Step 3 Acute disease effect

If patlent Is acutely IIf and there has been
or is fikely to be no, or virtually no, food
intake for > 5 days....usenen..Sc0ME 2

Not applicable.......ccrerurans Scere 0
Step 4 Overall Risk of )
1 Malnutrition ¢ TOTAL ‘

Rescreen on

Signature

Step 5 Management Guidelines {excludes paﬁents who are Nil by Mouth-)

Overall Risk of Malnutrition

Ensure plan of care for specific nutritional requirements, MUST score and plans to
improve / increase nutritional intake are documented in the patients care plan

0

LOW RISK - Repeat screening every 7 days

- ]

MEDIUM RISK - Follow the flowchart for MUST 1 overleaf

2 or greater

HIGH RISK - Fallow the flowchart for MUST 2 or greater overleaf




0S200DD « 0'en $BBSBZ - IW

'

«  Check assistance required with eating and drinking ( Red, Amber, Green),
s Check with patient fcarer rormal eating patterns and preferences.
® Use a Food First Approach:
» Offering mid-morning, mid-aftemocn and supper snack from ward supplies (e.g.- -
bread with butterfjam, biszuits with butter/jam, cereal).
»  Offer fufl cream mi'k with and between meals,
»  Order addltional MUST snack dally of patlents dwka (refer to ‘catering” section in
Nutrition Resource Manual).
® . Encourage family and friends to bring in patient przfem:d snacks,
¢ Completea lood and drink recording chart, including all food and fluid consumed and
refused, encouraging patient and family to complete where appropriate.
* Review and evaluate the abave daily, clearly documenting Issues actioned in nursing

evaluation notes,

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

{

15 the patlent’s Intake ‘normal’
or improved for them?

[ Complete the above steps ]

g —

* DI food and drlnk i . Encourage higher calorle menu chalces
chart, documenting reason in nursmg Indicated with @

notes,

Contlaug with ‘food flrst’ approach .

Rescreen at least every 7 days.

» Continue with food and drink recording
«chart for 4 days, and if no Improvernent
In Intake, rescreen. .

' - !
) 'MUST STEP 5 Manhagement Guiaelines

FAUST 2 OR GREATER ]

Check assistance required with eating and diinking { Red, Amber, Green).
Check with patlent /earer normal epling paitems znd preferences.
* Usa a Food First Approach: :
» Offering mid-maming, mid-aftemoon and supper w:k From ward supplies (e.g. bread with
butter/Jam, biscults with butter/jam, cereal),
»  Offer Rl cream milk with and between méals.
»  Order additional MUST snack daily of patients cholce (refer to “catering” section In nutritional
resource manual). R
Encourage (amily and friends to bring in patient preferred snacks,
= Complete a food and drink reconding chan, Including all food and fuld consumed and refused,
encourzging patlent and family to complete where appropriate.
* Review and evaluate the above dally, cleardy documenting lsaues actioned in nursing evaluation nates.

1

{s there documented evidence In the nuning
evaluation notes that the above steps have been
completed over a 72 hour perlod?

Is the patlents Intake Complete the
‘normal' or Improved absve steps
forthem?

[E——EC»

Is the
patlent dying?

Discontinue food and fluld Disgontinua foed and = Contlnua with food

chart, documnenting reason In drink recording chart. and drink recording
nuning notes. ® 'Stop screening. chart,

Continue with *foad first' »  Offerfood and ffuld as = Screen at least every
epproach as above, Bppropriate. ? days.

Rescreen at least every 7 days, Canslder referrat to

DISCHARGE :
If the patient is due for discharge and concerns remain regarding their oral intake, provide NHSGGC “*Eating to Feel Better” baoklet discussing the reason
why the information is being givern e.g. reduced appetite and / or weight loss before or during hospital admission.

www.nhsgge.org.uk/patients-and-visitors/information-for-patients/foad-in-haspital/discharge-from-hospital/

. .-

dictetics via Trakeare,




T

: IIﬂIﬂﬂlllﬂlﬂlﬂﬂlllﬂﬂﬂlllﬂllﬂﬂﬂﬂlﬂ]ﬂllﬂﬂll '

'NHS

Date and time inserted

: e . Catheter Batch Label

rgA";L'E T Aduit Urethral Urinary Sheter Bateh T

auid ' i
# 34 MONKSBRIDCE AVE _ B Catheter(UUC) ) Greater Claigow

Glasgow, Lanarkshire 13207 . B ’ . ] i and Clyde
£ ’ i Insertion & Mainténance Care Plan .
- L. h
lnsénionrcﬁmpleté all sections

Urethral UrinaryCathetermserted Gauge |____misinballoon |Inserted by

Q?I \ 2 " | Hospital (Print name & desigration (if known})
] g\ \ -|EDW Theatre O ITU/HDU 0 Ward i ) ) | UNEowEry | 0
Clinical Indication for urethral urinary catheterisation Longterm urethral urinary Short term urethrat urinary
i i T, catheter [} (> 28 days) -catheter O "
. . ) {s 28 days) '

Patlent had urethral urinary cathetér inserted in the cnmmumtylout w1th NHS ccc Yes O No & Date UUC inserted (if kngwn) :
1 Insertion Criteria - : o i Comments

Altematives to urethiral urinary catheterisation consldered ] " Yes & No O ]

Hand hygiene Is performed Immediately before urethral urinary catheter lnsertion ] Yes 3 No D

Aseptic technique performed at inseftion " Yes & No O

Urethral Urinary catheter of smallest gauge used and balloon filled to recommended Ievel Yes @ No O

Urathral meatus cleaned with sterile saline and sterile lubricant used B . Yes R No O

'Aseptic technique maintalned when connecting urethra! urinary catheter to closed drainage system Yes &/ No O

DAII..V MAINTENANCE. FOR ALL PATIENTS WITH A URETHRAL URINARY CATHETER:

. * 'Staff must wear gloves and apron and perform hand hygiene before and after urinary catheter procedures
-* & ‘The drainage bag must be emphed when clinically indicated ysing a clean dlsposable container for each patient. Please refer to Insertlon and rnaintenan:e of adult indwelling urethral urinary

- catheter SOP.

Iy

Malntenance - To be completed daily (observe for sig‘ns and_ syhjptoms of Infectinn) N : . A :
Please regard Day 1as | Ward Does the patientstll | Is the urcthral urinary Daily meatal hygicne has | Urine drainage bag is Signatuie aintPiim Nare
day of insertion or the - .| requireé a urethral urinary | catheter connected toa | baen carried.oul? situated below the level
day patient is admitted catheter?  closed drainage system | (soap and water) of the bladder and notin .
to hospital with Urethral - ! . "and changed in line with - contact with any surface
Urinary Catheter. manufactirer’s instruc- e g floor? R
: - . tions? S ‘ ) : 1
Day 12/ A NTY [ \qn2 Yes 2" No.O) Yesel NoOl Yes #T No O YesQ’ﬁo Q SR |Smesd
Day2_ _J /. YesO NoO Yes O NoOJ, YesO NoDO Yes Ol NoOI
Day3._ /- . /__ Yes O NoOl YesO.NoD - Yes O -No O YesO No Ol .
Removed by: z

Date removed: ..

Time removed:

Reason for Urethral Urinary Catheter removal:




CHI Numnber:

Maintenance —- To be compleled datly {(observe lor slgns and symplone of infectiong)

Does the patient still
require a urethral urinary
catheter?

Is the urethral urinary
catheter connected to a
dosed drainage system
and changed in line with
manufacturer’s instruc-
tions? ’

Daily meatal hygiene has
been carried out?

Urine drainage bag is
situated below the level
of the bladder and not in
contact with any surface
e.g. floor?

Signature and Print Name

YesOO NoDO

Yes O No[d

Dayd___/___/___ Yes[d NoO YesI NoO N
Days___/___/____ Yesd NoD YesO NoDO Yes O NoO YesO NoO
Day6 ___/ __ _/____ Yes[J] NoL} YesJ NoO YesO NoO YesO NoO
Day7__J/___/____ YesO NoDl YesO NoO YesO No[ Yes 0 No O
Day8 __ /___/____ YesO NoO YesO NoO YesOl NoO YesJ NoD
Day9___J/___ [____ Yesd NoDO Yesd NoO YesOO Noll YesdJ NeoO
Dayi0___/___/___ YesO NoDO Yes O NoD YesO NoD YesO NoD
Day11___/__/___ YesOd NoD YesDJ NoD YesO NoD) Yes O NoO
Day12___/___/___ Yes0 NoD YesO NoD YesOd NoD Yes O NoDO
Day13__/___./____ Yes O NoD YesO NoD YesO NeO YesO NoD
Day14__/__ /. ___ YesdJ NoD YesO NoD Yes ) NoDJ YesO NoOl
Dayls___/___/___ Yesd NoD Yes[1 NoD) YesO NoD Yes0 NoDJ
Dayl6___/___/___ YesO NoD) Yes O NoDO YesO NoDO YesO NoDO
Day1? __/___/__ Yesd NoD YesO NoD Yes O NoD YesOO NoD
Day18__ /.__/___ YesO NoD . YesO NoDO Yes O No Dl YesO NoD
Day19___/__/____ YesO NoD YesO NoDd Yes[@ NoDO YesD NoO
Day20___/___./___ YesO NoO Yes[J NoDOJ . YesO Nold YesO NoDO
Day2l.__/__/__ Yesd Nol} YesC1 NoOl YesO NoOl Yes ) NeO
Day22__ /__/J___| Yes[J NoD Yes O NoD YesO NoO YesTd NoDO
Day23___/___/___ YesO NoD YesO Noid YesO NolJ Yesd NoO
Day24__/__J/___ YesOO NoO YesO NoO YesO NoQd YesO NoD
Day2s___/__/____ YesO NoO Yes O3 NoO YesO NoD Yes[0 NoDld
Day26___/___J/. Yesd No O Yes[) NoD YesO NoD " YesO NoOl
Day27 ___/__ /___ Yes O NoDJ Yesd NoD YesO No[ YesO NoDO
Day28___ /___/__ . YesO NoD YesO NeO YesO NoO YesO NoDd

Ml » 272437 Version 1_0  GGoons




NHSGGC Bedrail Risk Assessment

This Risk Assessment Tool is an aide memoire for staff. It should be used in conjunction with the Bedrail Guidance

(see reverse) and Guidelines for Falls Prevention and Management (Adults).

THIS DOCUMENT DOES NOT REPLACE THE NEED FOR CLINICAL JUDGEMENT

Patient Nar
CHI Numb»

O |
L mosnsty  NHS

Use guidance on the reverse of this document when completing this Risk Assessment . . DATE N let l!,g

TIME

00

WARD

_Tn2

HOSPITAL

SECTION NE ~ GENERAL
Is the patient likely to fall, rol}, slip or slide from the bed?

QEVH

Has the patient requested the.use of bedrails?

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

O O (O A ) A A

Is.the patient at risk of climbing out of bed?

Is the patient stressed, delirious or restless?

Is the patient small in stature?

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

2 I

Nl v & w

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

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

Has the patient been consulted regarding the use of bedrails?

v

Does the patient understand the purpose of bedralls? Consider commumcatlnn difficulties and physical/cognitive condition

v

10

Has the use of bedrails been discussed with relatives/carers?

AV

11

Has the patient/relatives/carers been given a copy of the bedrail information leaflet?

v

12

Consent obtained for the use of bedrails via patient or AWI treatment plan?

v

13

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

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

Val

14

Rationale for use of bedrails: (Please insert code in the box on the right) {.

A — Risk of falling from the bed

- B = Risk of ralling from the bed

C - Risk of slipping from the bed

D — Risk of sliding from the bed

-~ ]

E - Patiant request

15

Bedrail risk assessment completed-by: | <YV e D

16

Bedrails checked by:

ALCD

17

Date 7g|q||§

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




1

A.

Safe use and application of bedrails:-

Alternatives to bed ralls:-
*  Move the patient to a more observable area * If bedrail is fitted and there is a gap between the lower rail and the mattress
* Increase patient observation then a bedrail should not be used
*  Ensure the bed is returned to the lowest height appropriate to * If the gap between the bars on the bedrail is gfemf than 72cm thena
the patient needs, after care delivery bedrail should not be used
*  Ensure patient needs are anticipated e.g. drinks are accessible, ¢ |f the bedrail moves away from the side of the mattress then a bedrail
regular toileting, call bell to hand should not be used )
*  Nursing patient on mattress on the floor should be the * If the gap between the bedrail and the headboard is between 6cm and
last resort, and safety checks should be made for hot pipes, . 25cm then a bedrail should not be used
trailing wires, electrical sockets etc . * [f the gap between the bedrail and the footboard is betweaen 6cm and 25¢cm
s A generic moving and handling assessment must be carried then a bedrail should not be used )
out for staff caring for patients nursed on mattress on the floor. ¢ If the bedrail has not been fitted correctly then the bedrail should not be used
* Contact Hospital Falls team for advice where appropriate ¢+ If the bedrail is not secure then the bedrall should not be used
e If the bedrail is not compatible with the frame it will be fitted to then a
bédrail should not be used
= If the bedrall is not in good working order then the bedrail should not be used
D. Record keeping:-

If bedralls are to be used, please consider the following:-
Is patient:-

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

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

All of the following should be recorded:-

* Date and time of assessment

=  Bedrail information leaflet given to patie‘ht and-or next of kin
» Rationale for decision in care plan or in AWI treatment plan

* Where bedrails are considered appropriate and patient has
declined their use

*  Any other actions implemented

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

Bedrail risk assessments should be made as follows:-

*  On admission

s - |f patient’s condition changes or fall / suspected fall from bed

¢ Daily/weekly depending on the patient’s status

M1 » 2946472 Version1_0 * GGCO231
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Peripheral Vascular Cannula (PVC) Insertion & Maintenance

NHS

N, e

Na:insassam Modifled VIP (Visual Infusion Phlebitis) Score
AdD ILLIE — Greater Glasgow
I'g"TDNKSBRIDGE Az\?E a“lgg-? IV site appears healthy 10 No phlebitis: Observe cannula and Clyde
CHGlasgow, Lanarkshire cudbor One of the following is evident: slight pain or redness 1 Possible first signs: Observe cannula
DC. . . e near site
He Two or more of the following are evident: pain, 2 @&Iﬂy c-j?(;-ﬁldiﬂm
redness, swelling
Al of the following are evident: pain, redness, 3 SO W el
hardening of surrounding tissue
As aboveg including: palgable venous cord 4] - i & gl el
As above including: pyrexia 1]
Insertion — Tick appropriate answer
Clinical indication; I Diagnostics [J | Resuscitation / Chest Pain [J | IV Drugs = , I Fluids [J ] Transfusion

PVC inserted:

Date2 9/ 9/ 1% Hospitak _ Q=AM H

ED @ Theatre [J

ITU/HDU [J Ward O

Insertion site: LArmm [J RArm. (O LHand [J R Hand E/ LFoot ] R Foot [] Other
Colour of cannula: Blue O . Pink &~ Green O White [ Grey O Orange [
PVC1 Has the PVC been used in | Absence of inflammation The PVC dressing is intact | If answer is no to any of the criteria or if VIP | Initial.
the past 24 hours? - | and or extravasation 2 or more and PVC left in situ: document
Record VIP score rationale for decision in comments

Day1 24/ A /_1b[ves & No O vIP: o Yes @ No [ Leftinsitu &~ Removed [

After 24 hours - review clinical reason and / or justify eationale for PVC to remain In situ; If not required consider removal:

Ipay2 28/ 8 Jves. Ff No O wvie: O Yes & No O Leftinsitu [ Removed [J

Day3 __/__/___|Yes O No O \VIP: Ys O No 3 Leftinsitu []  Removed [J

After 72 hours — review clinical reason.and / or justify rationale for PVC to remain in situ; if not required consider removal.
Day4 _ /___/___|Yes O No .[J VIP; Yes 0 No [ leftinsitu [0  Removed [J
Day5 ___/___/__ _[Yes O No 0O VIP: Yes 0 No O Left in situ [ Removed "

Date removed ' ‘Reason for PVC removal Reason PVC in greater than 72 hours
Date & time Comments Signature
-

IVOS - consider changing from IV to.oral

]

M*269426 v3.0 GGCOO57



-

Write or-affix label

Narne:

Address:

CHI:

DOB: _
Hospital & Ward:

Peripheral Vascular Cannula (PVC) Insertion & Maintenance

Modified VIP (Visual Infusion Phlebms) Score

3

- NHS

Greater Gla sgow

IV site-appears healthy

0 | - Nophlebitis: Observe cannula -

and Clyde

near site

One of the following is evident: slight paln or redness N 1k

Possible first signs: bbsewe cannula

Two or more of the following are ev:dent. pain,
_ | redness, swelling-

Banly stige o philsbiy
removefoliesitelcannulal

hardening of surrounding tissue

As above including: palpable venous cord

a3
All of the following dré eviderit: pain, rednéss, 8
4a
8

As above including: pyrexia

Insertion - Tick appropriate answer

| |v Drugs O

Clinical indication; | Diagnostics [ l Resuscitation / ChestPain [J | Fiuids 7 . | Transfusion ]
PVC inserted: D&: ! 1/ Hospital: - ED [0 Theatre (] ITU/HDU [ Ward O
Insertion site: LArm [ RAm [0 LHand [ RHand O LFoot [J R Foot -] Other
Calour of ¢annula: Blue [J. Pink (J Green [ ' White [ Grey [  Orange [ =
PVCT "~ Has the PVC been used in | Absence of inflammation The.PVC dressing s intact [ Iif answer is no to any of the cntena orif VIP Initial
| the p_ast 24 hours? and or extravasation . 1{ 2 or more and PVC leftin situ: document
. Record VIP score - | rationale for decision in.comments
Dayl __/___/___|Yes 0 No O [wip: Yes 0 No O Leftinsitu [J Removed [J
' ' After 24 hours - review clinical reason and I or justify ratlonale for PVC to remain in situ; if not required consider removal., .
Day2___/_. J/__ [Yes. O No- O |[VIP: Yes [T No [ Leftinsitu [ -Removed [
Day3 __/__ [/ Yes [ No [ viP: Yes 1 No [ Leftinsitu -[0 Removed [J
- After 72 hours - review cllnical reason and / or justlfy rationale for PVC to remain in situ; if not required consider removal. -
‘Dayd4 __/___/___|Yes 0 No [0 VIP: Yes 0 No [ Leftinsitu [J Removed []
Day 5 /_ /-__{Yes Ij No O ~ {viP: Yes OO "No O Left in situ 01" Removed [J .
Date removed Reason for PVC removal Reason PVC in greater than 72 hours, A
|Date & time | Comments _ o - Signature

‘ ivos - consider changing'from IVtooral -

M1e269426v3.0 GGCOOSY



NEWS - National Early Warning Score - NHS
Name "M]ﬂ]"[ﬂ]"lmmﬂﬂmmmm"u[ﬂﬂﬂﬂu - G::e?&“-golw |

Address BAlLUE and Clyde
David 23/08N1 989
34 MONKSBRIDGE AVE .
Glasgow, Lanarkshire™ Date Ward
G1a 20T | Admitted
CHI'No. S . ) Transferred
Dol} Transferred

Parameter

Physiological NEWS — NHS Early Warning Score
‘ ! , ‘ | --

Respiration
Rale

Oxygen .
Saturations 296
Supplemental Yes - ' No
Osygen |
Temperature <£35.0° 35.1.36.0°. 1 36.1-38.0° 38.1-39° '»39,1°

Pulse <40 ’ 41-50 51-90 21-110 111-130 23
Systohc BP ‘ <90 91-100 101-110 - 111;219 . A . 2220

Conscious
Level

NEWS should not replace sound clinical judgement. Any concerns regarding the patient’s

A

condition should be appropriately escalated and documented in the Nursing Notes.

See NEWS Actions Reference Tool for local escalation policy

Frequency of

NEWS Score Clintcal Response

Monitoring

_» Continue routine NEWS monitoring with every set of

0 Minimum 12 hourly observations.
o ' Inform trained nurse.
. ¢ Trained Nurse assessment:
Aggregate 1- 4 Minimum 4 hourly - Assess the patient

- Review frequency of monitoring required
- Assess need for escalation of clinical care and direct
as appropriate,

Trained Nurse assessment. A

. * Inform medical team caring for the patient.
Aggregate 5 * Urgent assessment by a medical / surgical / nursing

or more Increased frequency to team with core competencies to assess acutely ill
or a minimum of 1 haurly patients.
3 in one parameter * Consider level of monitoring required in relation to
clinical care,

» 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
Aggregat_e 7 Conrn:}xsil:;r:i;ﬁistoring core competencies in the assessment of critically
or more 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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2ge

@60 &

=y 3 - N ®m T n -] ~ o
o g

E Spantanecuslyi
- e To speech]
2 g To paln
ut' g
None|
Drientated,
Confuted
Inappropriate words| 3
Incomprehensible sounds| 2 | . . '
None| -1
Cheys| 6
Localises| 5
Flexion - withdrawal| 4
Flexion « abnommal| 3
Extension to pain| 2
Nene] 1
TOTAL SCORE]
Size|
Reaction|
size|
‘Reaction
Normal power
Mild weakness
Severe weakness)
-Spastic flexion|
Extension|
No response]
Nesmal power|
Mild weakness]
Severe weakness|
Spatic flexion]
Extension]
No respunw.l

=C

Eyes closed
by swelling

Lo = ||

=T

response
Endotracheal
tube or

2 Best Verbal -

"COMA SCALE

Best motor
respgnse

best anm response | tracheostomy

Usually record the

PUPILS

- no reaction
¢ eyes doml]

ARMS

LIMB MOVEMENT

LEGS

if there Is 2 dilference between the
twa sides

Recond right (R} and feft (L) separately |+ reacts i

Pain Scoré

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= None -

pain is chronic, use generic tool. if patient is unable to communicate, |1 = Mild (Not distressing -

use observational tool. _ no retching/vomiting)

[ . 2 = Moderate (Troublesome -
0 1 2 3 4 I 5 6 7 8 9 I 10 occasional retching/vomiting)

:’ 0 Mild Pain Maderate Pain Severe Pain 3 = Severe (Distressing - frequent

ain ‘ retching/vomiting)

Management Plan and Patient Exclusions

Date and Time | Notes Signed

mi = 231261 Version 1_0 « GGC0084



NEWS - National Early Warmng Score

Name
Address “&
mm%“““ -_uoﬂl‘lﬁag
. 55!31
. \E A
CHI No. E’l‘%-—
DoB

Physiological
Parameter

Respiration
Rale

Osiygen
Salurations
__i.;\'_w,-__h
Supplemental
_.xpgen

Temperature <35.0°
Pulse <40
i Systolic BP <90

Conscious
Level

35.1-36.0°
41-50

91-100 - 101-110

NH
- F-wuo @aﬁ:@“ |

' Date A
Admitted [ o) 1T 'Pv\'-é
Transferred. .
) Transferred

NEWS — NHS Early Warning Score

No
36.1-38.0° | 38.3.39° 39.1°
5190 91-1i0 111-130 5131
111-219 220

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

Frequency of

Clinical Response

Monitoring

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 manitoring required

- Assess need for escalation of dlmcal 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 tearn 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.

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 criticafly
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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Glasgow-
Coma

Sqa|e

E o+ .
3
2 = o
2

Neurological Observations

Pain Score

8

Ask the patient to rate his/her pain'by ‘chooﬁng a number between

Date; -
Time:

E Spontaneously] 4 3
gE Tospeech| 3 %'ﬁﬁf
13‘8' Tapain| 2 E.%

None| 1 o
14V Qrientated| § 3 2
L= E @ Confused| 4 i5
Lv); 3 § ~ Inappropriate words{ 3 | 5 gg';
<|%¢ Incomprehensible saundsf 2 B g
2 m Nonef 1. =
OLM Obeys| € gy
Ul Localisesf 5 ' b
% % Flexion - withdrawal| 4 : 8 E-
E 2 Hexian - abnormalf 3 =E
g ] Extension to painf 2 -g o
,None} 1 3F
TOTAL SCORE] '
Size) 5 E
PUPILS " Rexction} % :
| Size E g g
Reaction | Y
; Normal power, 'm
- Mitd weakness 'g-s
pd g Severe weaknoss g
‘g. = Spastic fiexlon é
to Extension Suy
= No response] = Eg
o) Normal power] E_-.:g ’
2 ] Mitd weakness| %E .
g g ) Se;ereweaknessl @E
= pastic flexion vl
- Extension] . ' g:
No response] =

Nausea and Vomiting

0 and 10. Use the diagram below to assist the patient. [f patient’s - 0 = None __

pain is chronic, use generic tool. If patient is unable to communicate, |1 = Mild (Not distressing -

use observational tool. , ‘ no retching/vorniting)

I e - 2 = Moderate (Troublesome -
o 1 ]2]3lafs]e]|7]s] 2110 - occasional retching/vomiting) |
No o1 D ' ; 3 = Severe (Distressing — frequent

| Pain Mlld Pain Modgrate Pain Severe Pain retching/vomiting) _

-Date and Time | Notes Signed

mi » 231261 Version 1_0 » GGC0084



Patient Profile NHS Grealer Glasgow & Clyde
QEUHICU 27/09/2018 40:49 - 27/09/2018 20:05
PATIENT HAME cHi ) . ENCOUNTERID
David Baillie 2308896337 i
ATTENDING FRIVARY DIAGNOSS - - -
L]
AGE {RDT) ALLERGIES & SENBITVITIES -
29 28 years Has allergies ) _
IPatient Profile (27/09/2018 14:48) Katle Percival _ ' ' - |
fAadmissian Form ST ' ) C 1
Patient Name * David Balllie
CHI 2308696337 o 1
Date of Birth 23/08/1989 . R '
Age (Admission)’ 29 years '
Gender |mate
Allergies & Sensilivities Has allergies .
Penleillins - Unknown but four family membars all allergic and all get faclal erythema!
: have required hospital admission i i
| Contact Detalls ' , ) h ’ ) o
Patient Address ~ 7 «_, 34 MONKSBRIDGEAVE .
* |Glasgow
Lanarkshire ,
G13 2DT
‘INext of Kin " Willlam Baillie {Father)
Next of Kin Phone Numbar 07856346709
Cther Contacls mum Lorralne (NOK but currently in Spaln. trying to arrange flight home) /1 sisters Michalle

07342678511) + Amanda (07802583780}

General Practitioner

EWART, PHILIP

GP Address

Fulton Street Medical Centre

Fulton Streat Surgery

84 Fuiton Strest '
Glasgow

G13 LE

GP Phone Number

[p141 958 3391

AC  Amy CoSaghan
KP Kotio Percval .
HIS HIS

277022018 14:49 « 270972018 14:49 .
27/02/2016 14:45 - 27/00/2018 18:52
2772912018 14,50 - 27092018 15:43

= T4

- - —. 2710972010 14.50

|His ™ 1543 Patien] Agtress
IHIS 14:50 General Prettitioner: GP Name: EWART,

PHILIP;
HIS |14:50 GP Addrasy
HIS ]14:50 GP Phona Number

— —mernene 27 OR2018 14:55

{ hove red haspito) agmission;
e 2TON015.15:43

PM  |YB5T/ Allergies & Sensitvitios: Stgtus: Has atergies; '

Latex Alergy?: Ko Allergles: (1) Type: Drug plargy: .
|Afergan: Panicilins; Raattion Unknown
famiy membars all allefg: and gl qcl {acial erythena

" |46:52 Nexd of Min
ms 15:43 Noud of Kin: {Net known)

1of 2710912018 20:05 .
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NHS GREATER GLASGOW AND CLYDE """

INTERIM WARD RECEIPT
Receipt of Patients Money and Valuables handed over for safekeaping

R

HOSPITAL:. . .. Jx i, _ e e

Tobe Odmp!eted by Nursing Staff
Date:.__¢.c &

Ward: _ ._cf. Unit No:

V‘:‘-.' T ‘—"-’CHI NO: vt ) l- ’ ';'I‘_ .

PRV
L8
kS

Pe-ctsNamer_ .l % L.

Home Address: S _—

S et o

Next of Kin:__ . .-Or Relationshipi o o e e

DETAILS OF MONEY AND VALUABLES RECEIVED

Cash £/°%*>p - | Description

i — r oAt A Ewe 7y

No. of Watches

B A - - L el U v

No. of Bings" | ’ N _ ' ;

F  ‘«cdrds CN - - o

R sm=_wa . =
,

| Other items P S R . . )
- CHSRSCTIR Y- VL e e — — e L J———
! .
i -~
¢ Xn . “ 2
. e ;- s —
£y Fr—— >
' PN L
- 4 P
5 - P e t
AR FEA :
kd B
k A
N s
S - st . . -
S . - :
- e —_ e

y "// o h P ] . . . ¥ “ )
.«3.-/” / . ¢, Checkedby . . Date -

Listed by o Date 7
FOROFFICEUSE: /.

Cashier

Night Safe
Returned by.

| Takenby -

[éignalure B ! ._ . Date
| Signature : " Date
; Signature ' ' N ‘Date
| Signature - D__a!e

frarr—i

ERr

N

o e

|
- b

” .
g K . - -, .. . ’
Name ° A/ Az f’i .. Refationship 1o patient Dy U *{if not patient)



%%% _ NHS GGC Hospitals, Erﬁ_ergency De'partmenf ) NHS
. . : Greater Glasgow
, M M'd ‘) and Clyde . ..
Affixabel : - o ' : : .
- TAMNEINRTATIHERANR, - Queen Efizabeth University Hospita
CHI:"2308896337 o |
fotal,Att: 6
‘ 12 Mth At - 2
Tite: MR - = =
BAILLIE Pavid
DOB: 23/08/1989 - Age: 20y Sex:Male
. Chez Nous Guest House Glasgow Next of kin: °~ BAILLIE, David »
e i ) . Relationship: Aather
Glasgow : . . N
G13 2DT - S y
07548377851 GP: PA Ewart .
- 0141 959 3391
‘Attendance Date: 21/0/2018 = Arrival Time: 13:10 *
Registration Time: 13:10 " Date of Incident: 21/01/2019
" Major Incident Desc: ' :
'Reason for Attendance: mental health issues _ -

Nursing Assessment
Alerts: Not Recorded
Triage Category: 3

Allergies: None Known - ' Pain Score:
Tetanuys up to date/fully immunised:

. Presenting Complaint: Psychiatry Requesting Psych Help

Observation Date: 21/01/2019 13:20

Nurse name: Nurse Caroline McGoldrick

Temp 36.9 e BM mmol/L

HR 60 . bpm PF 1/min

BP 130/68 mmHg Expected PF 1/mir;

MAP-  |88.67 rmmHg" Verbal . 5
. RR 15 - bpm Total 15

SpC2 400 1% S .
Oxygen 2 . B ROh P Ui | |
\ Righ't [Size (mm) | 3 Size (mm) |3 -
- Corrected? eaction |y " Reacten Y

{Nursi'ng-Notes:' states hearing voices, brought in by sister, states cant be botheréd doing anything




Child Assessment Questiqnnaire

" YES

NO

Previous attendance (consider any relevant trauma from previous presentations)

Histery variable between accounts

Examination not compatible with history/presentation

Delay in presentation

Fractﬁre/head injury or significant bruising in baby or non-robile toddler

P

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

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

DO NOT WRITE

| HERE PLEASE

b

ONCE ONLY PRESCRIPTIONS (including Tetanus Prophylaxis)

Method of Time of

Date Gi :
ate Given | DRUG (BLOCK CAPITALS) Dose Administration | Administration

Signature

Given By




Date | n[1/19. __CLINICAL NOTES

_ Seer by (D) P 6MATT : Time seen {3

@ Py o

A e
e b

P;_VIOL.;O-I’Y‘:C LakP an de_av\ﬂ-?f’ aTU'\/F
| M‘Dr wj.rul.af MLLA—CJ“/\-&.J e
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Discharge Codes (Please CIRCLE)
1. Admission 2, Discharge

=1 5. Died

3. Refer to GP
8. Refer_ to OP Clinic (see below)

" 4. Transfer to other (see below)
7. Irregular Discharge

8.0.0.A. | Discharge time

Discharge date

Ward number (if admitted):

Transfer to hospital:

Consultant If admitted):

| Followup | Arranged Not arranged To be arranged
Clinic Hand Pop . . Others (specify):
referred to A&E injury Fracture Check Medical | Surgical ENT

DRUG (BLOCK CAPITALS) | Dose

Discharge Prescription Packs '

Method of
Administration

Frequency | Signature Given By

Date Given
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. BAILLIE, David-(Mr) . B ’ ' NHS GG&C Mental Health Services

i

.. BAILLIE, David (Mr)  Date of Birth: 23-Aug-1989 (29y)

Chez Nous, Hillhead St, ela}sgow, G12 8PX ' | ilﬂn HMWWWWMWWM

8896337 2310818
BAILLIE

CHI Number:: . 230889 6337 . ' Usual GP: David

Consultations

R T PO S3- ol
Comment S:tuatlon Referral from ED at QEUH David had self presented with his S|ster
stating to be hearing voices. | note his sister had contact homeless addiction team
earlier today raising concerns re Davids mental health, inclusive of him loosing’
weight, hearing voices and struggling with withdrawal discomfort. Advised by
homeless addiction team to present to ED. Liaison psychiatry requested to facilitate
robust mental health and risk assessment and provide recommendations for post
discharge planning, same facilitated by writer and Emma Vaughan (Liaison mental
health nurse). David reports a deterioration in his mental health since Amy when he
was liberated from Shotts prison having served five and half years of a ten year
‘sentence. He states a combination of faking SPICE for eight months in prison and
being segrated for the last four months of his sentence has impacted on his menal
health. He reports hearing two male voices inside his head which are command in
nature telling him to kil himself of kill somebody else. He reports having visions of
seeing people on fire and unsure what this means. He spoke of difficulty adjusting
from to life in the commumty and has thoughts of committing a crime to be sent back
to prison.
Background : David is currently active with homeless addiction services at Hunter
Street, his last face to face contact 18/01/2019, at that time he reported his mood to
‘be low and requested a mental health assessment. He is prescribed 8mg of
buprenorphine which is supervised daily dispense, reports he has not has this today.
He has a son who lives with his grandmother, David has no contact. Currently fiving
with his girifriend in Coatbndge Liberated in May 2018 after serving a five and half
year sentence.
Assessment : On assessment David presented as a thin male, donned i in clean
attire, he wore a woollen hat which he would puli over his face from time to time
during assessment. His sister was present throughout. Some rapport was
established, eye contact appropriate. He was spontaneous inconversation which
was normal in all parameters and content of conversation wholly appropriate and in
keeping of assessment, no overt agitation or anxiety evident. Objectively mood
y relative to situation affect reactive, subjectively described low mood, significant
i weight loss over a 6 week period of 3 stone, fractured sleep. He reports lack of
motivation and struggles to get of bed at times. No objective evidence of
- perceptual disturbances, no distraction or pre occupation related to this. Fully
: orientated, concentration grossly intact following flow of assessment without
hesitation or repetition, thought process wholly in order. Subjectively reports
"hearing voices” of a command nature telling him to kill himself or others. No
thought plan cr intent of harming hirnself states he would not do that, further
suggesting he would harm others first, aware this would be a police matter. No
significant history of self harm stating to have cut his wrist whilst in prison on one
occasion, no other episodes disclosed. Reports daily smoking of cannabis denies
any other form of illicit substance misuse, denies any alcohol misuse. Denies any
pending charges.
Following this assessment we contact homeless addiction team who agreed to
discuss David at the' senior meeting on Wednesday 23/01/2019 and arrange
appropriate follow. up thereafter, on discussing this with David and sister evidently
not happy with outcome and seeking hosptial admission. David reported his dad
wanted him "sectioned”. His sister tearful and looking for “help” felt nobody was
listening them.: In light of this we felt it appropriate to have him reviewed by liaison
psychiatirst Dr Oto who was agreeable to discharge him from ED. David becoming
aggressive kicking obeservation machine and throwing a plastice bottle within the
department, subsequently left abruptly. .

'

Printed 4:59pm 21-Jan-2019 ) Page 1 of 2



Greater Glasgow & Olyde Emergency Departments

- e — 8896337
- -v.*’-—-f; B S : = BAILLIE
2 I CI David i

'NHS
¢ Nt

and Clyde
23108/198 .

_Méntl alrlage and Risk Assessmnt TM“ \m\“mmﬂmm “ H Greater Glasgow

; Is {he pat;ent a carer for
Self= injury (vylll 'also_ requlre wQund m_anagement)‘ : .
- — ’ ‘ 1 ., 1s there a child protectio

| Other Mental Health Presentation -+ C o\ vmereioe adutatrisk?

e N e s st ‘,gy iRy e bt a S D

s the palient violent, aggrassive or threatenrng’J

b Descnbe the appearancelclolhing of those attendmg )
aloné, as they may leave béfore review, . -
A R : 2 ! AL T . ‘ Tihe patlenl ayoung personin fostsrcare ormaresrdsn a

! Overdose (wrll also. reqmre med:cal assessment) \~" | ‘carepkcement?.’ : '

YES

achidora dependent adult?
*E
n concem o concem for 8 = ot
, vesfio D

e

ihi i v =-' ‘ lr bfio 2

Is the patient ohviously distressed, markedly anxious or hlghly aroused’? ;

Is the petlent preoccupted eratic or impulsive? = . ' ¢

Is the patlent quiet and wrthdrawn? o

Do you think the patlent is behawng inappropriately to- their srtuatlon?

| Do you think the patient. presents an, 1mmedtate rigk to you, to others or to themselves’?

Do you think the patient is likely to absoond prlor to assessment?

|-Do you think the patlent 5 presentatron sUggests elthen hallucinations or’ deluslons'?* ’

Do-you think the: patrent feels their actions.are being controlled?

<|=<|=<|=

- Are you aware of a history of mental health problems or psychlatr:c lllness’P )

T

Are you aware of a Tistory of violence or self-nam?’ .

, Toxbase info. pnnted? Y/N

sxgnatur

Is the patient cumently xpressing sulcldal'thoughts’? = Y
Is the patient currently intoxicated, with aloohol, or othér substances? : _
.‘Dc.lusmc i&; false but firrnly held Views and |o‘eas Hallucinations: false external stimul {for example visiiat or- vocal) the pallent thinks are real .4 L
Anyrespcnses in
the first colurmn &
High Risk
of self-harm / viglence /- abscondlng —
“High risk = accompanied and in the clinical area. . Gther patient. Edcan e
Modarate risk = aocompamed or in the cl:mcal area. p categorised as
Modérate Risk
. Pallent- lOGatIOl. . il 2fl respanses are,
acgompanied By. .. o in the Ihirg.colurmn
T o R Low Risk,
! . ' - i+ jl 7 S ¥ By
oiler o
Blood. sample time? A \@
: 4

7 GMAWS con3|dered'? Y/N %\‘/;\ %)%g o '@ (CC'DV;&@C%TB andtime .
: i ) i no .
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BAILLIE
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orf Tis - naﬂ 73l

| owtline of cument presentation and prr_:ipitaﬂng- farors

- Patuent\\m\\\\\m\\\\\\\\\m\\\\mm%}\s . | ‘

Vsaaf +  awelds wawﬁw _ _— - |
Vol cex, J&Hﬂ/? b~ " f‘D | I/"” WM‘U(’ ,{. ael f‘e’aﬂ/h& pr\ /Ll',\g i

—————

T ‘

Jees [ sbyjechs f«ww? R mo ,rwaﬂmy-— 'f,-la,uerg

current and previous mental health problems; self-harm episodes, problematic aloohal and/or Grug use, contacts with mental health._services

Granalsd wrer — top bns yedicced  guandly.
ﬁffﬂﬂ‘owj _?g.'.)}_{ ’a.ﬂ;vvi-f ) - ; \

Previons 0:p

¢

other refevant information, (relationships, finances, employment, housing, physical health, chideare responsioiities, cument ) R

medications, etc) - protective factors [beliefs, relationships, plans for future} - views of relatives/carers/ significart others' kTads tay el
)’l ba~p lesy — e ek '64 oo dle. . ’ cﬁ—v dicohol or drug uge v
90 joa ~ thes "o lh\ VWB{'\/Q/' —_ In’w ["'—J’M ;‘t - plarring or boncealr?ent
. ot\ — . - . evndqnce of Qm -
i r - fa‘n? bedwe | . . ongoing suicidal intent M
’ T < . family concem about risk W
C . . access 1o lsthal means
Appearancs - Behaviour | Speech ’ lack of social support 1/:.
A : ) o " age and gender »
el elats -<_.¢V( [,\Ja’f'\’»&‘[-ﬁ"-’”" " (e bartnt - | stwonic iness/pain :
) . L . . ’| family histery of suicide .
‘ ) disengaged/noncomgliant .
Mood .- | Thought insight ‘ _unemployed/retired v
Lot~ . ) v L : révious violenl methods - .
. R ) %’Q . “history of self-harm o
e ) - . current psychiatrc treatment | V7]
¢ g . previous psychiatric reatment | -

Careful congideration should be given.to patients who may present particular risks, including patients who may have post-natal
depression, or patients with “irst presentations’ of mental health problemns, espepfa”y ih adolescence or okd age.
i Aecaccrniant . 0 e g SV I young people .in foster
: o b sle B e olaehia T SR . | care or residential cere are
assessed, their social work
team shoud be informed
“(via stand-by SW if out-ot-
hours) as well as giving
_information and advice to
carers present.

e Car,

. foliow up and advice givel

name/grade
B b dnaTT. 2

) signature
senvice refermed to ' | remeselationship of carer informed ' consullantmiddie-grade ‘ M o
C p N . : R - | involved in dedision or review -date’and time'

. 20
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NHS GGC Hospital_s, Emergency Department NHS
. JN ),
T Queen Efizabeth University Hospital ”
CHI; 2308896337 =
¢ Total Ath: 5 :|
12 Mth Att: 1 ]
Title: MR
BAILLIE David
J
DOB: 23/08/1989 Age: 29y Sex: Male
Chez Nous Guest House Glasgow Nextofkin:  UNKNOWN. 1
Relationship; Unknown 7
Glasgow
G13 2DT
GP: PA Ewart
0141 959 3391
Attendance Date: 29/11/2018 Arrival Time: 21:57 s
Registration Time: 21:57 Date of Incident. 29/11/2018 d
Major Incident Desc: ’
[Réason for Attendance: psychiatric complaint _l
Nursing Assessment
Alerts: Not Recorded Allergies: Not Recorded Pain Score: ]

Triage Category: £y \5
¥
Presenting Complaint:

Observation Date: 29/11/2018 22:04

Nurse name; Nurse Rona Themson

Tetanus up to dateffully immunised:

]

Temp. |36 C BM mmol/L BES ]
HR 78 bpm ‘IPF 1/min Eyes =
BP 133197 mmHg Expected PF 1/min Motor . |
VAP 109.00 mmHg Weight kg Verbal
RR 18 opm Height otal -]
SpO2 |99 % NisaarAcitys 7
Oxygen |21 % Left Pl CRIGNE IpISHEfieE
nghl ize (mm) |. . Slze {mrm) ]
Corrected? Reaction eaction _

|N_ursing Notes: "pt feels suicidal and violent towards others "

I

BAILLIE
David




Child Assessment ngstionnairq

YES .

NO

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

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 ény 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 (inc!uaing Tetanus"ProphyIaxis)

Method of Time of

Date Given | DRUG (BLOCK CAPITALS) Dose Signature

Given By

Administration | Administration

;




OTES
CLINICAL NOT

Seen by (Dr)

- B W//




Date h CLINICAL NOTES

t

Vs

Discharge Codes (Please CIRCLE) Discharge date
1. Admission 2. Discharge 3. Refer to GP 4. Transfer to other (see below)
5. Died 6. Refer to OP Clinic (see below) 7. Irregular Discharge B.D.0.A. Discharge time
Ward number (if admitted): ©~ | Transfer to hoépita[: Consultant If admitted):
Followup | Arranged f - Not arranged To be arranged
Clinic ‘ Hand Pop o . Others (specify):
referrad to ASE | injury Fracture |~ Medical | Surgical ENT _

Discharge Prescription Packs

| g , Method of
Date Given | DRUG (BLOCK CAPITALS) Dose | Administration | Frequenty | Signature Given By

mi « 243836 Version 1_0 « GGCO085



""..Greater Glasgow & Clyde Emergency Departments

Mental Health Trrege and Risk Assessment Tool | ]ﬂ”ﬁ]ﬂﬂﬂ]

T =N ne: T

23088

CH

RS

! " ‘Patient na BA'LLIE
ATy - -David

t
i
r
|

i Iﬂtil i

e

Overdose (wilr atso requrre medlcal assessment) -care placement?

Self- |nJury (wrll also requrre wound management) ' |

: —— <1 s thereachrld protectronconoemorcmcem fora
- -‘C-ther .Mentai Health PresentatiOn. ST . \] - Vuinerable adultatigk? S

is the patsent v:olent aggressrve or threatenrng'? )

Describe the appearé.ncefclo
" alone, as. they may leave before revrew

s the patient a young’person ird

Is the patient a carer for a‘child‘

.Y

Ming of those attendlriig

foster care oring resrc‘enhal

E$m0

br & dependent adul l?__! .

NO -

Is the patient obvrously drstressed markedty ‘anxious:or hrghly aroused'? '

s the patient-preoccupied, ematic- or rmpulsrve?

)
= 1
|

Is the patrent quist and wnhdrawn'?

Do you think the patient is biehaving’ rnappropnately to their s;tuatron?

~<(
E
]

1 Do youthink the pat:ent presents an lmmedrate risk to you, to others, or to themselves‘?

Do yeu thrnk the patient-is hkely to abscond prior to assessment? .o *

1 Do you think the: patient's presentation suggests either hallucinations or delusmns?*

e

Do you ‘think the patignt feels therr actrons are berng controfled? . - "o

"Are you aware of a history of mernital health: probtems or psychratnc rl!ness’P

2z |z}

Are you, aware of a: hlstory of vrolence orseff-ham? N -

flsthe patrent currentiy expressmg suicidal thoughts?

—
—

- | Is the patient cumrently intoxicated, with alcohol, or other substances'?

S

f)etimn': f"llsu but firmty neld vigws and ideas. ‘Hallucinations;

false exiemal stimuf (for examplg, visual or vocal) the patient thtrk? are real {

R n e g = |

Any responses in
the first

colunn

Risk |

ngh rigk ~ accompamed and.in the clinical area.
| § Mederate risk — accompanied or in.the clinical'area,
4 Low risk — be ’

"

Patient‘looation,
accompanied by...

t‘B_Iood sample time? |

cajegorised as

Olherl patient can be
ModLrate Risk

!ar alt rasponses‘are

. |inthe third column
‘ Low Rlsk

.l Toxbase l'r’tfo' printed? Y/N

! GMAWS c,onsrdered'? Y/N

© NHSGG&C Menml Hcalth and Acute Services Interface Gronp. Version 3.0, Jan 2017
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‘Pad g - | Patient niame P
culind i cuTent presentatior] and precipitating tactors : 1. CHI
‘ ) S e ;
. 3 ;
- t ’ ’f ,. ® .
ey o, ’ - .
c!me't-and previous mentalheath prodlems, sell-harm egiscdes, problemalic Aicohol andfar drug use; contacts willi menat-health services i
1] ‘- Hi - ‘
olhér relovant information, (etationships, finances, employment; housing, physical heatin; childcare responsiviites: current 4
“meglications. efc) - protecliba factars. (beliefs, relationships, plans for future) - viaws of relath:eslcarersfsignﬂig:antmhgrs" ‘ 2 2
. i * | dicohol of drug use
- plarning or concesiment .
. cvidence ol psychosis, - -
Ll orgping suicidal intent
. - . ) family concérm abiout risk :
‘ : o - | access:to lethal means
| Aobearance |- BEhaviour " | Speech .| lackotsocial Suppoen
o S S . .7 ¢ | egeandgender. -
.1 chronic finess/pain I
' * | famiy history &1 suicide: I
i » - a * distngaged/oncumplant :
Mond Thought Insight - unemgloyed/ietired ‘
‘ Lo . ¢ . previcus viclenl: methods ]
PR histery-of self-hrm -
. -1 . - N 9., o current psychiatric treatment
. . > L . L : . » ; previous psychiatiic treatment
Clarefut consideratiop should be givento-patients who may present particular risks, incl_uding patients who may have post-natal

Lmimary

§

-

¥Z

hts with 'ﬁrst"presentatiohg’ of mental health problems, espécialy in_’adol

5

% I e

i H'igh' / Mdderéte- / ) LOYV {‘ |
, rollowgﬁa"dad‘ﬁcegm
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R

service referred 1O
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consullant/midgie-grade L
invoived in decision or review.,
Y 4\ !

namefrelationship of carer informed

£ .
.
|
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escence or old age:
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i young. people. in foster

' care-or residential care are

_assessed, their social work
team_should be informed:
{via stand-by SW if. out-of-
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information and advice ‘0
- carers present.
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date and time . v+
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TCIR T by RADSIECTTS.

atient information - Iiaitu: 2192010
DAVID BAILLlE incidentumber: PADO4SBAOTY Sentfish
AgelGendar 23m1§1 manths 4 dzys Old Mala ’ F Fdntante
Addross: 34 MONKERIDGE AVE, GLASGOW/GI3 2DT - [incldent Type: . EMG B Sarvice
_ . N ‘ Bwavisdius,
DOB: 23061989 “|nctaent Location: O/5 SPAR STORES 629- :
{ew: v {625 633) GReAT .
Ehﬂm‘w ‘ ANNESLAND GLASGOW{
" Pmentlng Complaint
_|unconscmus
s . Axiditional Oomments ]
-.|OM PT SITTING SLUM.PEDINBUS STOP NORESPONSE TO STIMULI..... O/E sesa Fl.IPIl.S PtNPOIN‘I'AN)FIXED H’I'PO'I'ENEVE NORESPONSE'
[THROUGHOUT. TOLERATED O AIRWAY. NO EVIDENCE OF DRUG PARRPHENALIA., NO EVIDENCE OF INURY, .
T PATIENT ASSESSMENT '
"AVPU - Unresponsive i-ec» I No
A " AtRsk Trﬁt_mem .
v : Posilloring, OPA o )
’ R Successful '
) Yo . :
| B ' . : ._
c "Pulse Rate BP - CapRefill ECG Rhythm
. B 0154 . - ms-n vt
‘Rhythm Arm centrallPerlpheral . ECG
Rog Right Poriphere) 12tead,
L. ,
"+ Dorsum ©F Hand S . o O |
D 68 T U TUResTT T Y Y TTTTTUVEReT Tt T vt Motor‘ -~ > ="FPEARL }
3 No Raspense (1) { No Response (1) ' No Responsa (%) No '
E B c " ’ _ _ £
. Observations . . o
Time P RR BP {502 CR GCS| .AVPU [ ETCOZ T BW ECG PL) PR) PEF Crewld '
1300 61 42 893! 100. <29 3 iUnresponsive]’ . ) EBGE8140
- 1245, 14 8883} 100 <25 3 iUniesponsive R  E3B8B148,
1230. 6 14 . pusai- 100 "3 iUnresponsive 358 s Rs,g‘;’:“ 1 1 E2088149
. Time . Ciinfeal Risk \ NEWS
13.00 MEDIUM Immediata Clinlcal Rlsk. Treat as per cllnlcal Praellce Gulden‘nea This paﬁen! should be ccnveyed o hospﬂal. : Vli'
12:45 MEDIUM Immndlate Clinleal Risk, Treatds percllnlal Practica Guidelines. This patient shwld be conveyed to hospital, [}
12:30 ‘MEDIUM Immediate Clinlcal Risk, Tleatas perCIIn!-I Praclice Guldeﬂne& Thlspnﬁenl s.hmld hemvayedbhospﬁa! 6 -
" - Drugs ST ) .
"Time " Drug ‘Dosage | Units | Route  DrugExpliy Date -} -PalnBefore '} PanAfer GrewlD™"}
1235  Nawono(Warean) 04 | mep M 0212020 ‘ o E0D14443
1238 - Nalexone (Narean) 0:4 meg ™ 02/2020 ‘ i EQ014443
1245 ° Nalakone(Narean) - 0.4 meg ("] 22020 . ¢ Eo0{eddd
1260 Naoone(Narcan) . 04 i meg v ", o2 " EO4443
' 1255  Naoone(Narean) ' . 04 | meg v C2r2020 . . EDO14443
N o HISTORY :
v "~ AMPLE L



eRe . ' et hurtes RADDSE497L
Alferylps - R Unknsym
Medleation ISETRALINE? : ‘
- [pasthtodical Histary RGN o i
. Last Eaten Unimawn “

Prior

EPCTINSON_SEIOUS.....HPC FOLUIND IN BUS STOP UNRESPONSIVE. PT ALONE.......

. " CLOSE RECORD : ‘
. [TestmantOnScons  [Emergenty ’ . .
i
Conveyance -
3port To Hozpltal ;Emslgaucy'dﬂvlng . iPreAlert Yos
- salind arase i BEASMnEARbiddurbbal
, INCIDENT LOG
Time Call Rézelved  H2:11 iAllnestea 1214 Moblia 1242
First Resource On Sceno iGrew On Seena 1218 -Crewleft Seane 1248
. . |Erew AtHasp Ha:0 iRecoiving Hospita)  QUEENELIZABETH  Ginar¥ime
; . ' UNIVERSITY HOSPITAL
Crew ID ) Crew Grade Driver
ED014443 HEE Parzmedic YES
E88B3149 Paramedc NO
- . ; ’
— . *
I3
i " '
’ " 1
. - ,
’ i
. _ . .



NHS GGC Hospitals, Admisslon Document NHS v
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BAILLIE' . _David
k 407 o I!f-- ‘;.-___ M e bl e S e o —
DOB: 23/0811983 | Age:28y ' SexMale ]
) : . = ' '
34 MONKSBRIDGE AVE Nextofkin: . UNKNOWN o
1 : Relationship:~Unkngwn~— "~ - . —

- Glasgow - __ ___ s ¢ B . RN, .
Lanarkshire : S .
G120T__ - __ __ .. _ .- ___ _° ° GP.PAEwart___ - ]

. . 0141959 3391
f o o L g R F-i“ o *
Attendance Date‘ 27/09/2018.___ Arrival Time:_ _ _13:05_. _ - i . c e e ]
. [ .
Reglslrahon Time: 13:05 . Date-of Incident: 27/09/2018 . #¢ o5 ’
T e e me i T el
' hglajor Incident Desc; v . .
[Reason for Attendance: stand by R o D - '—l
Mﬂnlahel . 3
Nursl"gm::!-lr-*m 7 b m .
[+ Nursing Assessment _ ' .
_ Alerts: Not Recorded Allergies: Not Recorded Pain Score: : {
_— .Tﬂafge Category: 1 - T‘:_rn.‘: Tetanus up to dateffilly immunised: ;.
st —— - - -—-.........._-L—___.._ — ny - -— - —
Presenhng Complaint. . ]
 Observation Date: 270912318 1305 5=~ Nurse name: Nurse Kevin, McA;l;y -
“ffemp_" (354  Tic  )"7Rm . Lgmmollll  GCS ;-7 .
R S8t them ) RFT i fimin 1] Eyes -
- PP -- 112388 -+immHg+|- — Expected PF |——" T t/min |7 iMotor T
}.. AP_ 89.67 - .i. ml'an1 — eight...—_ ——t — -— - ——— -
' ‘ 27 : g ~1 ‘erbal " T ‘
— RR 16" - 4' bpm 4] - . ﬁeight.._ = : -—,T+ cm - _.* . ....l'rohl._ ——— -_—— B
3 902 _ 98::_?: /o‘_ o Vistal Acuity &, o T o I P
‘ @N_ 2. it | R ' J|. [Pupils-Right - {Pup;[s.l_eft,
. lw‘ [ 1~ Rightl k1 l .f &m) the‘mm’ []
o C T T T Ccomected?] R e e = e
. "‘-‘ﬁ.m =T -va - “i ] L " ) T -' ;
urslng Notes .Stand by OD . M . L S
{ e . . .. ]

l
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Patient ID label :

| bate Emergency Department Notes

Seen by (Doctor) | ‘ Time seen

5

AT

]

Differential Diagnosis/Problom List

| NEWS : - 1 o7
RED FLAG 1 ey
‘:SEPSIS *
CURB‘G;
pone-l-éompleted ‘ Immediate Managment Plan
Signature: : ‘ _ - Designation: - . ‘?aAQé No: «




PLEASE DO NOT WRITE HERE




{

In-?atiént Admission Notes Patient D label
‘SeenBy: N Print: Time Seen: - “ Pg. No: .
PRF Reviewed Yes / No ‘ . :
| Presenting Complaint(s)
Presenting complaint 1| -
. History of presenting “
. complaint | ’
3+
Past Medical .Histdiy /.Review of portal B '
i -
| systemic Enquiry )
e v"i "




#

Patient ID label

MEDICINES RECONCILIATION - A‘ccéptable to staple fully completed Emed Rec

Source of medication
(>1 source preferred)

histo‘ry

" O Patient/Relative/carer OO GP Phone call

0 ECS

O Patient own.drugs O Com. Pharmacist O GP letter/summary
O Repeat Prescription

Other (please specify) ' )
’ " Admission Medicines - Plan for Medicines (Dr cdmplete) ~ Comments
Name Dose Fieg Continse | Amend Withbold Stop Reason for atteration
Allergies List any over-the-counter or alternative medicines
_ Do medicinés need further clériﬂcation ? OYes. ONo
List collected by 1 Plan approvéd by:. “
Designation : ' Date:’ Desighation : Date :-
Pharmacy review Comments
Complianceaid: ° O Yes O No | Community pharmacist Phéne
| Reviewed by : Designation : Date: -




. . . e . .. T . s P .
‘ " - - P . -
. . - . Patient ID label
hl v : = Y
y - g
-
. . ~

Social History \ Eamily History - -

| Smoking History L L S ’
; " - Ex-smioker/Smoker cpd YIS ‘ 3 .Never smoked
Alcohol History . —_ , L ro
o Units/week. . FAST score’if excess
Recreational Drugs ~Driving Status i
; Social Circumstances (home, suppo'rts_;_funttional st_!atus,‘otéupatioﬁ, ‘travel)
E]
‘-Ge_neral‘-Examina.tidn; ) ‘ Céheral "Appéaranée:‘_
Temp: .- |RR | T v
Pulse’ T |leg S
Ispo; | weight: ) ‘
BP: L. Urinalysis:
- | Gastrointestinal System .
o Jf.




Patient ID label

| Neurological system

GCs: /15 E /4 M )6‘ v: /5

AMT 4 = age, DOB, pléce, year
AMT score _ /4

Is the patient more confused/drowsy thaﬁ normal: Y /N
If yes complete 4AT / TIME T

‘RUL LuL RLL

LLL

Pupils/fundoscopy: . Cerebellar and
: extrapyramidal:
Cranial Nerves: .+ Neck:
Reflexes:
Tone
Power

| co-ordination

Sénsation

Plantars: R _I.;

#EI@Zdthe_r




Patient ID 'label

Key Resuits

CXR

ECG

-kbiﬁerenual) diagnosis

NEWS
Red Flag
Sepsis

CURB 65

OO 00

Managémenf Pi;ri

00 Thromboprophylaxis assessed

0O Antimicrobial

O Medicine Reconciliation

D_ 4AT/TIME

Signature:

PRINT NAME
PRINT GRADE

Page:




Patlént 1D label

Resuscitation Decision

Resuscitation status: FOR RESUSCITATION / DNA CPR
(please circle)

|

If DNACPR = Compiete apprbpriaté form

‘Senior Medical review ’ ,

O Thromboprophylaxis assessed O Medicine Reconciliation -

O Antimicrobial | [0 DNACPR

O 4AT/TIME
O Awt if appropriate

10




Sepsls Six
E] Antibiotics within 1 hour
* 0 Appropriate Cultures
[ Fluids.
I Oxygen
- Lactate ' .

O Fluld balance, consider catheter -

Patient ID la_bel

Medical. patient thromboprophylaxis decision ald ~ ENSURE BLACK BOX COMPLETED .- ..

Is the paﬁent bed-bound or expected to have reduced mobility relative to normal for 22 days

O Yes

I No

7

Does the patient have any of the following risk chfors‘! Tick if apply

*  No thromboprophylaxis
*  Reassess (every 72 hours
minimum )and document

= Ensure patient informed of

_Active cancer or cancer Use of oestrogen containing
treatment | contraceptive
Age> 60 Hormone replacement therapy
D‘ehydratiori ‘ Pregnancy or <6 weeks post partum

_ _(seek speciafist advice)

how to reduce risk of DVT
(see information leaflet)

Known thrombophillia

Critical care admission

BMI >30

'Varicose veins with phlebitis

Persdnall 1st degree relative.
history of VTE

Hip fracture

Current significant medical condition
e.g. infection, inflammation, cardio
resp disease

O Yes

O No

Does the patient have any of the following contraindications? Tick if apply

Active bleeding

Untreated inheritég! bleedihg disarder

Acquired bleeding disorder

‘ Thrombocytopaenia <75 x109/1

Thyroid, spinal, posterior eye or
neurosurgery

Other procedure with high bleeding

‘risk (discuss with senior) o

Concur}ent usa of

Uncontrolled hypertensxon

o Discuss with senior

-anticoagulants e.g. warfarin (>230/120) > clinical staff regarding

with INR>2 | thromboprophylaxis

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

Recent (<4 hours) or expected (within ‘lZ hours) lumbar puncture, epldural

or spinal anaesthetic

(see information leaflet)
» Consider mechanical

Other - Document

prophylaxis unless

O No

O Yes

.contraindicated

* . Reassess {every 72 hours
minimumj)and document _

‘ Encxaparin 40mg (reduce to 20mg if weighs < 50kg or eGFR ::30)

* Reassess every 72 hours minimum
¢ Ensure patient informed (see information leaflet) .

Patlentinformed 'Yes CINJA

| {only nfa if due to cognitive

impairment or similar) .
"If N/JA why?
Assessed by
Date

n



| Patient ID label

Results
Date
Time ,
Parameter Ref Range
Hb Male: 130-180 Female: 110-165
wee 40-110
Plts 150450 \
MY 80-100
[ Neut 20-7.5
PT. 9.0-13.0
APTT 27.0-380
Fibrinogen 1.7-40
INR ¢ )
Thromb T 11-15 secs
D-Dimer 0-250
Na+ 133. 146
K+ 3.5-53
- 25-108
HCoa- 12229 ?
Urea 25-78
Creat ' ° [40-130°
eGFR | _
Glucose 35- 60
Protein - |60-80
Albumin 35-50
AlkP 30-130
Bll <20
ALT <50
AST <40
GGT Male: <70 Female: <40
ESR Male: 1-10 Female: 1-12
CRP <10 .o
Tfroponin hs 1 Male: 0- 34 Female 0- 16 ]
(o S Male: 40 - 230 Female: 25 - 200
Corr Ca++ 2,20 - 2.60 ' R
PO4- 0.8-15
Mg++ 0.70- 1.00
Alcohol
Paracetamol <100 @4 hr
Salicylate
AST <40
Amylase <100
LDH 170- 380
Folate 1 .
812 200-900 ,
Ferritin Male: 20 - 300. Female: 15 - 200
TSH 0.35- 5.00
Free T4 9.0-21.0
Digoxin 05-20

2




Patient ID label
Post Take Ward Round IAU/ARU ,
Consultant: ____ __ Dater Time:
| Summary
Temp:
‘Pulse;
BP:
) - SpO,':
FO2:
. " RR:
Diagnosis:
Plan: - S ) ' . ’

' Recommended Destination: Signature:

Suitable to board if required O Yes O No Designation:

Expected Date of Discharge: Bleep Number:

13




Patient ID fabel

Continuatian Sheet

Date: Teme
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Patient ID label
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‘ ' Patient ID label
. .
5
)
1
Continuation Shent .
Date: Time
N "
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| ' Patient ID label

Centinuatlion Sheet

Date: Time

17



Patient ID label

Nursing Documentation
Done/ Time ‘

Once only prescripfions (irilcudihg tetanus prophylaxis) ’

Date Civen Drug (Black Capitals)

Dose

 Method of

Time of

"Signature Given by
- . : administration administration "
3 ’ = = N . » ; &Aﬁ
A | KegaeagnE 120vos (v | (S | A
-~ d ] - - 1-
[~ 1 |EstRomuns S0wst | Q3| M
D ~
. Y
'Jischarge prescription packs
Date Given Drug (Block Capitals) Dose Method of Frequency ‘Signature | Given by
- administration
d
DISCHARGE CODES: Pleasa Circle Time Ready to Depart
1.Admission 2. Discharge - _ 3. Refer to G.P. 4. Transfer to other hospital (see below) . :
5. Died 6. Refer to O Clic (seebelow) 7. legular Discharge 8. D.OA, Discharge Time
‘Ward No. (If admitted) i Transfer to Hospital Consultant (if admitted)
-Qupatient clinlc speclafty Admission er specialty clini¢ consultant
Clinig AE QP DVT DME Falls TA Medical Surgical First Seizure | Others Specily
Referred 1o . »

18
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CHI - T . [ 2308896337
Patient Name . David Baillie
Age (Admission) ' 29 years

Visiting Specialist Review:

THIS DOCUMENT IS ON LY A SECTION OF CRITICAL C_A_RE DOCUMENTATION, TO ACCESS FULL
CRITICAL CARE DOCUMENTATION PLEASE CONTACT CAREVUE .
PROJECT:carevueprdject@ggc.scot.nhs.uk



<A . . 2308896337
‘Patient Name .~ N ; David Baillie . .
‘Age (Admission) B <. |29years © - . -

o, e o o ~‘-_GreaterGlasgow
Relatives Communication Record  and Clyde:

Date: 27/09/2018 :
Persons Present: William Baillie (father), his partner .
! &, {sisters), ’s, husband)

Spoken to by:'CT2 Percival oL )
First formal.communication with relatives. Presentlng complamt
and initial treatment discussed. At present weé are-unsure of cause,
of low GCS (drugs vs infection vs metabolic) but initial blood tests
and CTB normal. Advised that lumbar puncture completed but
1 some results will take a while to return. e

- 3

l| They confirm that patient has been known to take street Valium.
Relatives spoke to him last night and said he sounded fine on the
phone, and felt well ‘
; ad\nsed currént treatment is supportive, regular sedation breaks,
await results of tests. We: will extubate if neu roIoglcally _
appropnate. Advised if this i is street Valium, we have seena’
number of cases of prolonged neurological. recovery with blzarre
.beha\nour but no spemflc treatment ahd we are keeplng an ‘open
mind. : : -

THIS DOCUMENT IS ONLY A SECTION OF CRITICAL CARE DOCUMENTATEON TO ACCESS FULL

CRITICAL CARE DOCUMENTATION PLEASE CONTACT CAREVUE )
PROJECT:carevueproject@ggc.scot.nhs.uk- _ I :

4 . b



