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’\Irergies':

TRNTARORmGI

1703751191 .

~ DrRajendra Raman §
“Victoria Hospital

Kirkcaldy\“

KY2 5AH

Tel: 01592 843355

HS

Fife

“atient surnamsé:

* Management type:

;i Date of arrival;-
aratton : 30/08/2025
Patient forenane: Time of arrival;
E.eon ! 08:57

" [Resus E’ ‘
Majors D @

Batient address:
3 Makgill Row

Date & time of incident:
30/08/2025 08:45

Minors

d

Discharge/Ward destination & Time:

PO -é/_/

Breach reason;

Lupar Incident location:

KY15 58A, [Home

DOB: Age: :

177031975 . 50 Yrs jincident type:

Patient email: Non-injurious cause
C Activity when injured:

“andiine: Mobile:

01334 769473 07368479150

Zthnicity: Specific location;

#B Other British

pecial requirements:

W\me

G Address:

[Temporary alerts:

Accompanied: )

st Contact name;

Bank Street Medical Group, The
Health Centre, Bank Street, Cupar,
KY15 4N

ist Comtact address:

IAmbulance (road)

Tei No:

01334 651201
Source of attendance: School/Nursery address:
399 Emergency Services
Arrival mode:

. jAttendance category:
New - unplanned

Tel No:

Narmed person/HV:

L: Annual A&E attendance No:
M 1 )
Jresenting complaint W
Sepsis ST AN
Triage notes Triage category.......ccceeevevee .o
Jbservations __
Jemp Pulse BP SpO2 RR FEWS Score
TTTTTTTYN
o # B Cap refill Sup. O2 ~ [WeighvKg Pain score
—=——— - .I‘ . - .
= I Follow up clinic {please V) PVC Bundle audit,
E— c [ 1iKnee { 1| I|Reason forinsertion: Aseptic technique Yes [ ]
__“'—-'T"_—E ysiotherapy [ J[IAT [ ] |
== |nthalmology] 1{ENT [ ] Colour Gauge: Dressing Qate & Yesf|]
f———1 per (specify) [ JOMFS [ 1 limed - :
== ECASIDVT [ 1 Skin cleansed  Yes [ |
Site/number: Inserted by:

il

n

B
&
f
f

—— —

Hand hygiene Yes [ ]




Allergies: iy Dr Rajendra Raman ?
, Victoria Hospital
] IH Kirkcaldy
1703751191 R KY2 5AH
' Tel: 01592 643355
Lé(}n' Gratton
Once only prescription/treatments
Date Time WMedicine/Treatment Dose Roule  |Prescribers [Treatment [Administ

signature | time by |

W Mﬂ/{/l (us | od
%‘ W) (@) k (U dD
Yig > V[l | i |40
goig ‘\5130 P&fa%(ﬁ:&Mm i‘ﬁ Qr o M\Sﬂj LC(

WG

Take home medications

Date _Medicine Dose Rouig IPrescriber Dispenser
' signature signature
‘. & oy
TOUVIATE

Chnican _[ime . |Completion JAdmine
signature  [started time
(00:00 hrs)
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MULTIDISCIPLINARY NOTES
NAME MUST BE PRINTED AGAINST EACH ENTRY
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GRATTON
LECN

17.03-1675 CORE

Uit =

FWD

| FEWS KEY

{CONS. |

FEWS =23

FOLLOW FEWS

11213 FLOWCHART

€ KYIS S3€
DATE 12y _g), Plt;
FREGQUENCY »
\ ' ! ' [ ] s
s o9 | | ][] ] IR
TIME { 1 | | i
® ag
Er — 39\ 35‘
38"
TEMP -
G\ a8
(D
{o
210
200 —
190 —)
» 0=
170 —|
—— 180 _ S O D P 160 —]
— 180 . . - 150 —
— q4n ﬂ\.ﬁ Ak a0 —
BLOCD — 130 odd - I - . 130 —
PRESSURE — ::fg 11T ::fg -
e 100 r 10 —
- 3l NiEAE a0
— B il §3“
— T 0 —]
FEWS SCORE [— z gg :
_ uses Systelic BP [ 70 ol |
140 166 —f
150 150 —

HEART RATE

RESP. RATE

HEURO.

L anhnedf
3 fPain

FLK LIST Version 1.2

Lnrasp
FEWS SCORE: CH O AGh BT ;
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Signaturefinitials Q\ ? 17 ! . y g
SRS |

Review: April 2024



)

EMERGENCY DEPARTMENT, VHK Care Rounds Check List
| Date: .G/ g/go&g

| have evaluated and deemed that the frequency of care delivery over the next work shift,
hased an the patient's most critical need should be every {please circle] 1hr 2hr 3hr dhr

Siﬁn&*dﬁv//}? %M_{p ’ Name / /7] '(Mg?’h/ Designation 5//\}

Signed ¢ e il " Name \j;:gz_ma\ ) Designation :f:!\j
ra
) : : ] )

Sighed _ Name Designation

LISE FOLLOWING CORES:
Y=YES N=NQ NA=NOT APPLICABLE NT=NDTHANKS 5=SLEEPING O=0VERCAPACITY [=INDEPEMDENT

Times

0 ' 3

W\ §

1. ] THINK DELRIUB
Iz the patient more confused or drowsy than ; l
normal? £ YES inform aursein charge of ares

I
P
2. | PAIN: ASSESS AND ADDRESS )
Is the patient distressed or in pain wf ‘J
H ¥ES arrangn analgesia as required { L

3, SHIM INSPECTION -

AMDEPEMDENTI() patiznt repoitad as intact
Pressure aress checked:

fed (R} Discokored {D) Pressure Ulcer [PU) Intact \ﬁﬂr i;(ﬁr
{ENTY Moistuie (W)

Has the patient moved or walked?

a. KEEP WMOVING - INDEFENDENTE] . Ck
Pesition change [PC) Stick or Zimmer "ﬁ

5 | ELMINATION Does the patient need the toilet
INDEPENDENTII) 1
Assistance (A} \{\«

Incartinent of urine ar faeces {I1C)

G, FOOD, FLUIDS AND NUTRITION

Is the patient n# by mauth (NBM}

SWALLOW ASSESSMENT FORM COMPLETED if
clinically nesded

Brink taken?

Food, snack or supplement takan?

1% fuid batznce chart where required

7. |PATIERT SAFETY CHECK
hand applied / Allergy band
<and Neuro Observations completed L‘

Elevated FEWS (=3} escalated as per protocel
FALLS RISK idengified ¥/

bietail actions taken on documentation variance
section '

B, CHECK DRUG PRESCRIPTION
| Routine medication prescribed
eg! PARKINSONS, HABETES, EPILERSY

R

othes services g, GP, Care home, Police

Care praviger intals/ role

8. | COMMUICATION with patient, NQK e

P

Authors: 50N Lowlse Curman, Laursn Harris ED CARE ROUND CH



Akt W

Care Rounds Nursing Variance Documentation 'fgg;'r ON - 17-03-1975

sheet (G IIJHI?WIIIIIlflefllHﬂlIiMlHMIH

Codes: Record of any interventions, treatments or communication, variances and any escalations required, noting any out
comes as appropriate.

1.Think Delirium 2.Pain 3.5kin Inspection 4.Keep moving 5. Elimination
6.Food, Fluids,Nutrition  7.Patient safety/Falls risks check 8.Check drug prescription 9.Communication
DATE }TIME/24 HR | CODE |ACTION/INTERVENTION . SIGN & PRINT NAME

D = s commp\eied .
g)\%’ 068C 19 |ecer ro_qa,g,o*red a ' GU\A C_Yiﬁj
Gropan

{\.D:::l
\%’5 Se - .@MM | - C‘M
%0 ‘ | wm Qe ooy am@og. ,_ & i)
S Jodten T X< o7 A thckemon J\"‘/

Phe| 1375 |79 [EL WS weonsT

ECK LIST Version 1.2 : Review: April 2024



SCOTTISH AMBULANCE SERVICE - PATIENT REPORT FORM

CGS INGIDENT No. A0 |A1&]B &y /22 A VS VY Date 1@3@ alE|¥iEx
Last Nama jﬁ. gH /{7 ﬁ A Time of Call Oﬂ: 2|7
First Name %D N : Time at Patient ol 7V re
:3 Mﬁééﬁé— K(OCJ Age 50/ Time Left 08-/6
*E_\_,/f I INIGIFITIE] Lo sex |wlF AMPDS Code '
S\ 2514 DotB| B || |du |||  AvPDS Revised

Airway Clear ’ Suction D N/OPA D ET D LMA I:] ' Suceessful 7 C-spine Injury
Breathing[Ge]™ Rate [ F S JJ6 |  BWM ] ventiation [ ] Suecessful 7 Paralysis Fitting

Pulse / Aae [¢ [n|s]|  CPR [:] wAo [ Fuids D Successful 7 ECG
Daspite the above unable to B"} i\puij 1 1 l
Claar airway D Detect breathing D Datect pulse D . E :
Injury Site wourd & Pain  Spim_ Dressed '
wao [ J[ JL 10 |0
w0 » b
Trapped [::]
oo [ LI _JL_JL | N
Ejected D Allergies
e I D N B weais [] | [z 5217 [5]°]
Back I ] l l | l [ I 1 j Cyelist D Medication
R/Arm { JI “ H ” | Pedestn‘anl___] r’ l | l ] I | l [ |
. . Assisted by and Name - '
Dol o | 1 I i
L/Arm . ’ R .
Lileg ‘ l I | { J I I [ l PEFR i l% B. Sugari I mmol

C7Refl - Sp0O2 % Gos . Lpupl  Rpuph

= |
3
©
el
&,
B
@
i3]
)
(%]
0

2 | F315 [F1s M“I_WWM (V5] [s14) [+ 7]

0 1op] 7P B) ElE] [4

DB o] 71718 K] FIEA | 2] (][5 [ [715) [ |/|ﬁlrir‘r‘|LSJﬂ
lHIHIIWHISII}I o[ A [els 8] LT [elvln] [s]n] (sl
[ |'i'irine1 J[Fi lci/DrIu .f{'jlr:lsl |D|ss£Si |Uni| Elt; i AlEIf?:ctE . ‘ Nj }!hytri\m‘ |NI0 Jt!ulesl Fie‘palai3 ILHJﬂLhyﬂ]\ml
e |z A A | 2 ) e | A
oy @ PN CE O T I LT L L
IIH]HIHH HH\JHOIITI!HHHD[H}

I | —
—

|
| | CTEE L OCCL
Condition at i [ ! 1 ] l ! I 1 hospital Pulsa E/ Breathing @/ Conscious Time at Hospita IE]

History and Additional Information

Y97 R 5040 - M?%Oﬂ(//é/@zzmﬂzﬁ,f GA—F N 7520 - oS T8
UNE L Y 2+ AVS MWS’Q’-&/@/?«CVM/ O INE— oJF 10040 <
O PAACE I @ J1067:07/5/05 Ve 100 O 7 SeP515 ~ JFIf ASTAIA
bc,thzza,%@wﬂ F EXCLMA - MNpos T~ GueY M/A@fffwc@dcf/e
CNVEYEY) 70 YHIL - P78 A1ERT.

Working assessmant! _bi,f/ 5 { > l Diagnosis Code‘:D

CrewName 1 | § | 6‘,2 AN Gade | | P | &0
-~ - - I -~

Crew Name 2 |41~ e (ML Y810 /\f - Grade | L Tl ¢

SASPATIENT (R/2001) WHEORD A

-t

% Copy - Blue - Scottish Ambulance Service » 2~ Copy - White - Hospital



'RADIOMETER ABL90 SERIES

ABL90 ED Resus 393-092R0328N0001 10:44 30/08/2025
PATIENT REPORT Syringe - S 85uL short Sample # 3860
- probe .
Identifications

Patient 1D 1703751191

Operator Rachael Bradley

Patient last name Gration

Palient first name Leon

Date of birth 17/03/1975 .

Sample type Venous

T 37.0°C

FOL(H 210%

Note

‘Blood gas values

t pH 7.469 [ 7350 - 7.450 |
1 cH*g 33.2 nmollL [ 350 - 450 ]
? pCO, KkPa | . ]
i p0, 6.78 kPa [ 100 - 140 ]
1 sO, 893 % [ 950 - 980 1
T clac 2.4 mmolbl [ 1.0 - 21 ]
cCa® 117  mmolL [ 115 - 135
1 oK* 3.3  mmol [ 35 -53 ]
chNa* 142 mmotL | 133 - 146 |
¢tHb 153 gi [ 120 - 176 ]
t FO,Hb 881 % [ 09 -10 )
FCOMb 08 % [ 05 -15 ]
FMetHb ' 05 % [ 01 -15 ]
t FHHD 106 % [ 10 -850 }
Notes ST
t Value(s) above reference range
i Value(s} below reference range
c Calculated value(s)
pCC, 0210: Calibration error(s) present
pCO, 0211 Quality control error(s} present
Solution pack lot; RE-02 Sensor cassette run #:

Printed 10:45:15 30/08/2025 2562-217












Acute Services Division : : N H S

MN
Fife
V Emergency Department
KJ MacLaren , : Victoria Hospital
20413/1 ' Hayfield Road
- Bank Street Medical Group Kirkcaldy
- The Health Centre KY2 5AH
Bank Street
Cupar
Cupar
KY15 4JN
Dear Doctor
"~ Mr Leon Gratton CHI: 1703751191
3 Makgill Row - - 7 _ ED Consultant:Dr Rajendra Raman
Springfield ' ‘
Cupar
KY15 58A

The above patient attended the V Emergency Department on 30/08/2025 at 08:57. 1 outline below
some information regarding this attendance.

Present Complaint: Sepsis

Diagnosis: ,

Description - Body Site Laterality Comments
ED diagnosis - '
Respiratory - Lobar
" |pneumonia

Investigation(s)/Treatment(s):
Medication(s):
Additional Notes (for GP):

Your patient has been admitted to hospital for further investigations/treatment. A final discharge letter
will be issued from the admitting specialty team.

Senior Review:
Senior Review Comments:

Yours sincerely

Created on 30/08/2025 20:33 by Christopher Braid SN Version 1 Page 1 0of 2



Acute Services Division N H S

Christopher Braid SN

Created on 30/08/2025 20:33 by Christopher Braid SN Version 1 Page 2 of 2



GRATTON, Leon J - 1703751191 (CHI)

NHS
o !

909619b4-b5a0-4682-8dd9-5e5186 216453

GRATTON, Leon J

BORN 17-Mar-1975 (50y) GENDER Male

Fife - . CHI 1703751191

Immediate Discharge Letter
Last updated by Nicola CURRAN on 05-Sep-2025 17:51 {(v.22)

Patient Address 3 MAKGILL ROW GP Name
SPRINGFIELD GP Pragtice
CUPAR Address
FIFE
KY15 58A

Encounter Details

KATHRYN MACLAREN
Bank Street Medical Group
The Health Centre

Bank Street

Cupar

KY15 4N

Encounter Id 10000791968 Hospital Victoria Hospital
Type Inpatient Ward V Ward 53
Specialty : Respiratory Medicine Consultant lain MURRAY
Discharge Date —

Admissicn Details

Date of Admission . ' Discharge To

31-Aug-2025 17:45 Home - Living Alone

Discharge Date
05-Sep-2025 13:00

Clinical and Management Information
Primary reason foradmission

Pneumonia
DIAGNOSIS

Secondary / Other Diagnoses

No problems selected

Presenting compiaint
SOB + Cough
Operation / Procedures
Date of Operation/ Procedure

Operation Type

Generated by Nicola CURRAN on 05-Sep-2025 17:53

Page 10of5



GRATTON, Leon J - 1703751191 (CHI)

Qperation/ Procedure detail

Responsible Consultant

Clinical summary
Dear Doctor,

9096f9b4-b5a0-4682-8dd9-5e586216a53

Leon Gratton was admitted to VHK with 3/52 generally well with SOB + cough.

PMH: T2DM, Asthma, Schizophrenia, Anxiety, Eczema, Psariaisis, Obesity, Ex-smoker

Invéstigations: CXR - Rt basal consolidation

Issues: 1. Sepsis secondary to Pneumonia - started on 1V Co-amox + Daxycycline. Pt compieted 5/7

Doxy and was IVOSTed to oral Co-amox to complete 10/7 course total

Resp Specialist nurse saw patient, gave inhaler advice and completed spirometry testing. Pt is for repeat

spirometry when chest settles to determine true resulis.

Methotrexate and Metformin were withheld on admission. They have now been resumed on discharge.

Medication changes: DIC to complete oral Co-amoxiclav

Follow-up: CXR in 6/52 to assess resolution
PFTsin 3/52

Many thanks for your ongoing care,
VHK Ward 53
Notes/ Follow Up for GP

Awaiting results

Explanation given to patient and/or their representative

Med 3 Fitness to Work Certificate

Care arrangements made

Allergies
Allergies

ADVERSE REACTION Filter Applied

Megan TEMPLE confirmed there are no known adverse reactions 04-Sep-2025 12:32

Medications

Medication History € (verres)

Last updated by Megan TEMPLE on
04-Sep-2025 12:31

Generated by Nicola CURRAN on 05-Sep-2025 17:53

Discharge
Last updated by Daniel WATKINS on
05-Sep-2025 14:03

Page 2 0f5



GRATTON, Leon J - 1703751191 (CHI)

Encounier 10000791968 (TrakCare)

Sources Used Community Pharmacy, Emergency
Care Summary, Patient

Details  Medication history completed by A.
Akoh (Trainee Pharmacist) but
updated by M. Temple (Pharmacist)

Verification Verified by Megan TEMPLE, 04-
Sep-2025 12:31.

Aripiprazoie 10mg tablets
2 tablets once daily, via compliance aid

Betamethasone valerate 0.1% ointment

1 application once daily for 1-2 weeks,
then reduce to altemnate days for 1-2 weeks, then
reduce to twice weekly for 1-2 weeks, then stop
(patient reports still applying once daily)

Clozapine 100mg tablets

3 tablets onee daily at night, via

compliance aid (dispensed at QMH & collecis
- from Weston Day Hospital)

- Dermol 500 lotion (Dermal Laboratories
Ltd) [ BRAND RESTRICTED }
Toricat | 1 application when required as a soap

. substitute

" Supply Own at home

9096f9b4-b5a0-4682-8dd9-5e5F36216a53

Encounter 10000791968 (TrakCare)

Verification Verified by Erin SINCLAIR, 05-Sep-
2025 14:34.

2 tablets once daily, via compliénce aid
Supply 14
Script Details M

- Betamethasone valerate 0.1%

" ointment

1 application once daily for 1-2 weeks,
then reduce to alternate days for 1-2 weeks, then
reduce to twice weekly for 1-2 weeks, then stop

- {patient reports still applying once daily)

Clozapine 100mg tablets
3 tablets once daily at night, via
compliance aid {dispensed at QMH & collects
fram Weston Day Hospital)

- Supply Own at home, receives 4

weekly nomads separately to

community nomad for

clozapine from day hospital

_ QivH, )

Co-amoxiclav 500mg/125mg tablets P~ ADDED -
1 tablet three times daily ' :
Duration Fixed Period for 5 Day(s),

starting on 03-Sep-2025

ending on 08-Sep-2025

Supply 7

Script Details started lunchtime 3/9, last
dose to be given 8/9/25 AM
dose as per kardex

Reconciliation History 4

05-Sep-2025 Added - Daniel WATKINS

Dermol 500 lotion (Dermal

~ Laboratories Ltd) [ BRAND RESTRICTED ]

1 application when required as a soap
substitute

. Supply Own at home

Fluoxetine 20mg capsules
3 capsules once daily, via compliance aid

Generated by Nicola CURRAN an 05-Sep-2025 17:53

Fluoxetine 20mg capsules (rx]
3 capsules once daily, via compliance afd

Supply 21

" Script Details M

Page 3 of 5

Aripiprazole 10mg tablets



GRATTON, Leon J - 1703751191 (CHI)

Folid acid 5mg tablets

1 tablet once daily except day of
methotrexate (Tuesdays), outwith compliance aid

- Generic Aveeno cream

1 application when required for dry skin
[(PRN | '

- Generic Epaderm cream
' 1 application twice daily

I;i“quid paraﬁ’in ligrht 634% bafh additive

1 application twice weekly

Metformin 500mg tablets
1 tablet once daily, via compliance aid

Methotrexate 2.5mg tablets
4 tablets once a week on a Tuesday, outw
ith compliance aid

Omeprazole 20mg gastro-resistant
capsules
1 capsule once daily, via cempliance aid

Paracetamol 500 mg Caplets

1 - 2 tablets four imes daily (PRN |, acute
Rx 01/07/25

Max 8 tablets per 24 hour{s)

Salbutamol 100micrograms/dose inhaler

CFC free
_ 2 puffs four times daity {PRN.),

Max 8 puffs per 24 hout(s)

'Simvastatin 40mg tablets

1 tablet once daily at night, via

compliance aid

-Soprobec iVOOmicrogrémsldose inhaler
' (Glenmark Pharmaceuticals Europe Ltd)
- (. BRAND RESTRICTED ]

- {INHALATION | 2 puffs twice daily

Generated by Nicola CURRAN on 05-8ep-2025 17:53

. Supply

9096f9b4-b5a0-4682-8dd9-5e5862f6a53

Folic acid 5mg tablets
1 tablet once daily except day of ]
methotrexate (Tuesdays), outwith campliance aid

Supply Qwn at home

Generic Aveeno cream

' 1 application when required for dry skin .
[(BRN | o

Supply Own at home :
Generic Epaderm cream

- (TopicAL | 1 application twice daily -

Supply Qwn at home

" Liquid paraffin light 63.4% bath :
additive
1 application twice weekly
Supply Own at home :
Metformin 500mg tablets =3l

1 tablet once daily, via compliance aid
Supply 7
Script Details M

Methotrexate 2.5mg tablets
4 tablets once a week on a Tuesday, outw

- jth compliance aid

Supply Own at home
Omeprazole 20mg gastro-resistant @
capsules’

1 capsule cnce daily, via compliance aid
Supply 7
Script Details M :
Paracetamol 500 mg Caplets . |
1 - 2 tablets four times daily (PRN }, acute

Rx 01/07/25
Max 8 tablets per 24 hour(s)

Supply Patient Pack / TTO

" Salbutamol 100micrograms/dose

inhaler CFC free

: 2 puffs four times daily { PRN ],

Max 8 puffs per 24 hour(s) .

Supply Patient Pack / TTO
Simvastatin 40mg tablets
1 tablet once daily at night, via

- compliance aid
Supply 7
Seript Details N
Soprobec 100micrograms/dose

inhaler (Glenmark Pharmaceuticals
Europe Ltd) [ BRAND RESTRICTED

2 puffs twice daily

Patient's Own Supply

Page 4 of 5



GRATTON, Leon J - 1703751191 (CHI) 9096f954-b560~4682—8dd9-5e5f862f6a53

Autherising Clinician
Daniel Watkins 05 Sep 2025 14:04

Prescriber Contact Number
29539

Pharmacy Verification Required
Yes

Patient's Length — ) BMI —

/Meight
Patient's Weight —

Date —

Community Pharmacy

Community Pharmacy Name ‘ Medicines Supply
Rowlands Pharmacy - Cupar Compliance Aid
Contact Number

01334 654755

Details

Note aiso receives separate NOMAD from QMH (collects from Weston Day Hospital) containing
clozapine. unable fo contact pharmacy on discharge, new nomad supplied from VHK disp 5/9/25 no reg -
med changes but unable to contact pharmacy for redelivery of community nomad for pt going home. L.
Mcluckie ext, 26952

Mental Health template required
No

Nursing Information Required
No

Ward Discharge
Ward Comments

Pharmacy Comments _

Professionally checked in VHK dispensary without access to medical notes or kardex. Patient supplied
ONE WEEK NOMAD on discharge (E.Sinclair 05/09/2025 @14:35)

| confirm that medications issued for this patient discharge have been checked in accordance with the
local policy and medication issued for discharge has been discussed with the patient and/or their
representative. :

I Confirm

Yes

Registered Healthcare Practitioner (e.g. Nurse)
Sarah Miller 05 Sep 2025 17:48 ’

Secondary Registered Healthcare Practitioner
" Nicola Curran 05 Sep 2025 17:51

Generated by Nicola CURRAN on 05-Sep-2025 17:53 Page 5 of 5






Victoria Hospital Deparf:ncnt of Respiratory .
Hayfield Road Tel: 01592 643355 21755 N H s
Kirkealdy http:/ /wwwnhsfife scot.nhs.uk ‘W% P
Fife '

KY25AH _ Fife
Bank Street Medical Group

e AURTMARNRID

Bank Street ' oo

Cupar CHIL: 1703751191
KY15 4N S

Dr KJ MacLaten “

Letter ID: 200203135 :

' Date Typed: 06 November 2025
Dear Dr MacLaten ' .
Leon Gratton, 3 Makgill Row, Springfield, Cupat, Fife, KY15 5SA

Date of Birth: 17/03/1975

Date of Admission: 31/08,/2025 Date of Discharge: 05/09/2025
Diagnosis: Pneumonia

Medication: As per discharge letter

Follow up: Repeat chest x-ray

Please take the immediate discharge summary as an accurate representation of this genteman's recent
admission to the Victoria. Twill be in touch with his chest x-ray results in due course.

18/11/25

His CXR shows tesolution of his tight lower zone consolidatdon: I will write to let him know: -

Yours sincerely

Dr Iain Mutray
Consultant in Respiratory Medicine

Authorised on 18/11/2025 12:31:42 by Iain Murray.
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PATIENT CARE ASSESSMENT AND ADMISSION RECORD

PATIENT DATA: patient label or write

1OHE - :

- NH

b\,é
Fife

DATE OF ARRIVAL:

2ol¢les .
TIMEOFARRIVAL: 2SO

SOURCE OF REFERRAL:  GP OTHER

ESTIMATED DISCHARGE DATE:

NAME OF ADMITTING CONSULTANT:

WARD CONSULTANT:

i 1\\1\3\1\\\}\'\\}\\\\\3\&2)
Zﬁiﬁiﬁfi;wmﬁ e

SPECIALTY:

JnN

CAY B W\y

‘FEWS on ADMISSION: ‘i % 2
If FEWS 23, complgte the

‘SCOTTISH STRUCTURED RESPONSE'

@z charge informed: CJ YES OO NO \

ePCS/eKiS reviewed {acute admissions wards only):
OvYyes ONO O n/A
Piease provide an explanation in the Continuation Notes
for points 1 to 7, utilising the 'SSR Sticker’
1. Sereened for Sepsis

NAME: ge’

RELATIONSHIP:

ADDRESS: Qp- QOd

w OIBI2392E

Patient consent to inform

“of admission: O yes Ono
Next of kin informed: (Jves Ono
ALTERNATIVE CONTACT

NAME: vuorme fuumasden
RELATIONSHIP:

D Bl g, Cellgwshuep
ADDRESS:
e, eV Eon
» S
» 01586310 533

TEL:

Patient consent to inform:

of admission: () ves (Jno
Contact person informed: () YES Ono

2. Appropriate care givers have met and discussed
plan

3. Documentation of active problems, working

' diagnosis, management planand review time

4. Patientrack observation profiles / flags
reviewed

3. Escalation ceiling recorded

6. Early referral to higher leve! of care considered
and documented

7. DNACPR considered and compfeted if
@Prl&te - /

ETHNIC STATUS:

(see ETHNIC {g.ﬁyﬁs KEY information, held at nurses’ station)

If yes, specify:

FIRST LANGUAGE English (L Otpér: (specify)
Does this person require an interpreter? I yes NO
ACUTE DIVISION

BED BUREAU MUST BE PHONED WITI-I!N 15 MINUT.'S OF PATIENT'S ADIMISSION

- e e -

BED BUREAU TEL: x299
Transfer Checklist
Tick when completed: /CONFIRM PATIENT DETALS -
ED BUREAL INFORMES gb’schecked withinlat | Y| N Dentures? Y| N
] hour? Lo ————
PATIENT NAME / FEWS ™ Medications packed? Y| N| Glasses? YIN
SIGNED: Infection controlissue? | ¥ [N | Hearing aid? YN
| Skin integrity assessed? |.¥ | N . Moblie/Charger? [ Y |- N
Verelon 1.0 20151105 Falls risk? Y| N | Clothing? YI N bSsRs
Tollet bag? Y | N| Footwear? Y| N




SIGNATURES
This record is a LEGAL DOCUMENT. Your signature indicates that you have reviewed and updated the

| record, and it is a true reflection of the treatment and care given by you or delegated by you.

Whenever anyone writes in this record for the first time, they should fill in their details below:

NAME (please print) SIGNATURE ) JOB TITLE
i cnley Ny SN
N Grmnabr. pra s/

Aumen. Seth

(A Seotry
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PRACTITIONERS NAME:

7S VS S

DATE:

30 (o8 l2g

TIME COMMENCED: b b2

JOB TITLE:

Fu

LOCATION:

Ao 4

PRESENTING COMPLAINT

(pugh-

Skoc}\\bs\ a(’ g"’“ﬂ-"\’-'n" !

HISTORY OF PRESENTING COMPLAINT

g-O‘ﬁ-r'

fute i b 00
DSy oud sy W

3 Nl e poin P
> No }M“"ﬁj
% No'.‘m‘\.{-}- $

Wbuﬂ) ho

gain Ba Liad

e bk

W owe g & hard € ook

prapasiin. had$ of bosodl oncd. Cog-
sy b hes oo zar (&{‘\) e
cdled Ko o llon s &oc‘uj ok

foo, und T e ey
s Diats et

CHECKUST

vs Chest Pain

s0B
PND/Orthopnoea
Palpitations

Ankle Swelling
Claudication

Cough

Sputum

Wheeze
Haemoptysis
AnorexiafWeight loss
Abdominal Pain
Nausea/Vomiting
Dysphagia
Heartburn
Diarrhoea
Constipation

PR Bleeding
Dysuria

Nocturia
Frequency/Urgency
Haematuria
Incontinence

Last menstrual pericd
Cervical smear

ey gpnacdly vl fos
o

RS

Gl

al,}omwf; Sl B dusolote

GUS

Contraception
Headache
Dizziness
Fits/Blackouts
Memory Problems
Visual Problems
Heéring Problems
Weakness
Paraesthesia
Joint pains

Joint stiffness

CNS

MS




PAST MEDICAL, SURGICAL, OBSTETRIC and ANAESTH ETIC HISTORY

|

(tick box and give dates and details)

Cardiac Disease / Pacemaker

(I e e == 7

Hypertension

Diabetes oL E
Asthma / COPD Prihos E
Epilepsy E
Stroke Disease %

Thromboembolic Bisease (DVT / PE}

ETTIEL ]

Cognitive Impairment

Liver Disease .‘ i
Other (e.g. Mental Health) S.&umqhm\i;, M?db disacdsc Ecr o y Poprcemsit. i
Cancer diagnosis: - g
¥
Malignancy / Chemotherapy ‘ Previcus treatment {date last treatment): ~ E
;

Surgical / Anaesthetic History: - Past Obstetric History:

Relevant Family History: Qg_.

[~

| SOCIAL HISTORY

Smoking: - (O Never l Ex-smoker since: 1628 | Current:______ /per day I Pack years:

Alcohol: Units / week: 75 History of previous excess: | X
Driving: _ ] Yes J No

Occupation: {_,Jr?fC Retired: ) ves %

Usual level of activity {please circle}:

I T 1T T 1

Bedbound Dependent Requires Slowed: “Slowed-up” No exercise Reguiar
for minimal assistance but not beyond exarcise exercise
personal assistance with heavier requiring walking
care with ADLs household assistance
tasks




' MEDICINES RECONCILIATION

{You must complete below AND print ECS checkiist)

Source of information ] -
Must be at least 2 of the following: Patient Consent for ECS ~JYEs {ZNO
GP letter / Print out LIYES  INO Patient’s Own Drugs / Compliance Aid ~ #¥¥es (I NO
ECS YES (OINO | Nursing Home Chart JYes Cino b
Patient / Carer / Relative ZYES CINO Repeat Prescription {IYES C.J)Hd
Allergies: Drugs " C:  Continue Compliance Aid 7YEs /T NO
fJ (S W: Withhold Cammunity Pharmagy {please
A: Amend :
, 1st: Stop specify which Phgrmacy):
Aliergies: Other (Tick appropriate box)
Medicine Form and :
Strength Dose | Route | Freq C w A 5t Com/én/ts
fiedhone Bhat OV hidwed | foed WM£ yd L/
Paccodind. "m‘ti,- fo RN 0 iz / 5004 PPN ~ sive ke i pyes
. Rle sl S | P |00, | 7 /| d l
&?"‘M,‘Mm«ait 25w | ) fm v’ V| Covenll; o Segse -
~ 7 T
fuskfarren gou | 0|0 v/ | (wostdly gl elede
Dnogonele W | 0 00 |~ ) |
— o
Cinmpotabin. how | o | awcre ’/ 4
‘ /
P e ole. W | o Joo A7
M B % | B)
%&\&:‘%‘ 0 V]
Nowno  {ntam doad )/ Pru| _~
_ 2 pudhs
QWyuoLQL IOQMH% /?Vﬂ' h\la/ PS&\‘ -~ S$€L f;lDl ory
Sedbl [00mitegan] [l o 8 | Uanatas pOral
Clozgire pory [l fo | Opfen) 01 nedira.ng
| Eden o | ofi e o0 |~ A LDng -
. = - J
» e /e e [ |
Deeaok oo {O}Wm/’ sz s 'Qq»sg b pleb. ~ i
Fluoxehw / bom| o | 09 |~
Over the counter / flicit substances / Herbal remedies / Homeopathic drugs
4
: Medicine reconciliation completed by: e [l
OL | Date:  olor lur Sign: Designation: Y'Yt
S Pharmacy Review
| R . \ PCEF-
Comments: oy et S @/
\g’g FBC X MWCCA Y et Y rES O 73 CG ?L-o LF o OD;L
\L‘) pate: U9 l Sign: AN H Designation:piaf) y m A ' rL"
' | FOR ORTHOPAEDICS: SEE MEDICAT!ON GUIDANCE, PAGE 8

INFORMATION ON ‘PATIENTS ON ANTICOAGULATION’: SEE PAGE 8



General Appearance:

ot

Hydration Status:
wm\ﬂaﬁi.- S

is this

tient SEPTIC?

OnNo

ToC: %Lb S0z aj,-, Fi0a: ‘\fd(: " -‘BP: \11‘66

HR: (b} RR: 1€

BM:

FEWS
SCORE:

CARDIOVASCULAR
Pulse

JvP

Oedema no ?,e_}\ﬁ-&@w

RESPIRATORY

.f,\ Laral and wibdle {(’MS

Clegs -

felds hase

ABDOMEN
Mouth
Herntae
Genitalia

o Speculum Exam

s« VE O

PR / Anal Tone

CIRCULATION
Capiltary Refill

Pedal pulses F‘*sz‘llk

Gl hon e

MUSCULOSKELETAL /SKIN
Describe {use diagrams where appropriate), joint
examination

Wolige S Goar Gims ok oss.
rod , b b swolle owerm
\gg appor ™) |

Loueh -

BREASTS

PERIPHERAL LYMPH NODES

pacemaker)

INVASIVE DEVICES {eg Hickman ling, catheter,




A

EXAMINATION

NEURGCLOGY: Full neurological assessment is not required on all patients. However, general assessment of Tone, Reflexes,
Power and Sensation should be documented to exclude acute neurology and as a baseline to assess any subseq uent
neurological decline. Full assessment is required in all patients admitted with spinal trauma or back pain.

GCs EYE VERBAL MOTOR CRANIJAL NERVES
OPENING RESPONSE RESPONSE [}
Spontaneous =4  Orientated =5 Obeys =6 L 1V, VI
Tocommand =3 Confused =4 Localises pain =5 T
To pain =2 Random =3 Withdraws =4 1V
None=1 Incomprehensible  Flexes to pain =3 VIl
sounds =12 Extends to pain=2 VI
None =1 " None=1
X, X
XI
TOTAL fis ‘ : X'H
TONE tick normal flaccid spasticity clonus | REFLEXES Please n]:k A right_ left
’ Right UL Biceps cé
Mark: "
Left UL -.=gbsent | Triceps C7
Right LL o == reduced Knee 1314
+ = pormal
Left LL ++ = brisk Ankle 51,52
L ’\ » ' Plantar response
POWER Please tick Jsight | feft | Pleosetick _right | _left
Shoulder abduct 5 Hip flexion 2,3 :
Elbow flex C5,6 © | Knee ext . 3,4
Wrist ext Cs,7 _ ) Foot dorsal 14,5
| Elbow ext 7,8 EHL. L5
Grip 7,8 { Knee flex LS, 5t
Finger abduction — +{ T1 Foot plant flex §1,52
SENSATION . mark areas reduced and absent sensation ABBREVIATED NEUROLOGICAL ASSESSMENT

{comment on PTRS in aif fimbs}
: : ku
Notwd dore ard pure &
o bubs '




Medical patient expected to be mobilising as
normal within Z days

Proceed to VTE risk actions

OR Surgical patient

Medical patient with reduced mabllity for 22 days

e

Assess thrombosis and bleeding risk factors

Thrombaosis risk factors.

ANY thrombosis risk factor{s) should prompt VTE prophylaxis measures
unless contraindicated-> Assess bleeding risk.

Bleeding risk factors.
Consider whether sufficient to preciude
pharmacological prophylaxis

) Age >&0
(D Cehydration
Obesity BMI>30 kg/ m?

O Thrombophilia

relative with history of VTE

T Mobility reduced for >2 days

Significant medical comorbidity (e.g.
cardiac, respiratory, endocrine,
inflammatory, infectious conditions)

) Active cancer or cancer treatment

{1 Personal history or fitst degree

[ Use of harmone replacement
therapy or oestrogen containing-

O Acute surgical admission
with inflammatory or intra-
abdominal condition

{3 Surgery with significant
reduction in mobility

O Critical care admission
() ¥nee or hip replacement
O Kip facture

0 Total anaesthetict
surgical time >80mins

3 Pelvic or lower-limb
surgery with anaesthetic+
surgical ime >60mins

O Active bleeding
{0 Acquired bleeding disorder {e.g. acute fiver
failure} '

O Current use of therapeutic anticoagulation
{e.g. warfarin, rivargxaban, dabigatran}

) Acute stroke

{3 Thrombocytopenia {<75x16%/L)

C} Uncontrolled hypertension (>230/120mmHg)
{O Untreated inherited bleeding disorder

{0 Neurosurgery, spinal surgery or eye surgery
Y Other procedure with high bleeding risk

() Lumbar puncture, epidural or spinal
anaesthesia expected within the next 12 hours

contraceptive O Varicose veins with 3 Lumbar puncture, epidural or spinal
O Pregnancy or <6/52 post-partum phlebitis anaesthesia within the previous 4 hours
VTE risk actions '

INFORMATION LMWH ANTIEMBOLISM STOCKINGS
PROVIDED TO PATIENT | O YES (ONO  (OContraindicated | Consider if thrombosis risk factors present and

bieeding risk factors preclude LMWH, Contraindicated
in peripheral necropathy, PVD, ulceration, cellulitis,

If NO Bleeding Risk, prescribe Oalteparin

Provide if admissionis | 5000 units daily {2500 units if <46kg. No

anticipated dosechange in renal failure). gross oedema
v Ono Dalteparin prescribed I ves @{0 OContraindicated

Date: -8=6® 2ot | Time: 0003

Name: @7 ~ (@nlhk Dr)d\ Signt @

MEDICATION GUIDANCE: ORTHOPAEDICS

YR s )W (o folalalREe 4§ [0 127 VA0 [ (for patients aged 270 who have sustained a fragllztv fracture} -

|+ Oxycodone Immediate Release liquid 2mg three times daily orally OR 1mg subcutaneousl\g if unable to take orally

MEDICATION GUIDANCE: PATIENTS ON ANTICOAGULATION

INR is only necessary in patients on Warfarin or those with known or suspected liver disease. If INR >1.5 check with surgeon if
they wish to proceed with surgery. For a spinal anaesthetic, the INR must be less than 1.5. '

Warfarin must be reversed immediately to prevent delay to surgery. ' ;{“‘
Y
Refer to guidance on intranet: e

¢ Management of anticoagulation during surgery
+ Emergency reversal of warfarin
s  MNOAC - advice on emergency situations {or discuss \mth haematology on call)

Omit ACE-INHIBITORS (perindepril, lisinopril, losartan, candesartan, tefmisartan, olmesartan) and omit DIURETICS
[furosemide, bumetanide, bendroflumethiazide) if patient is:

¢  Dehydrated, Low BP, Septic

» pre-op, and 24 hours post op in hip fracture
NSAIDs:

* Do not prescribe, BfW senior if indicated

WARD PRESCRIBING: All patients should be prescribed the following:
* Regular Paracetamol 1g four times daily orally
o Reduce the dose to 500mg four times daily if patient weighs <50kg

«. Oxycodone Immediate Release liquid 2mg orally OR 1mg subcutaneously, hourly as required (PRN}

e Cyclizine 50mg orally or intramuscularly six to eight hourly PRN {maximum 150mg in 24 hours)

NSAIDs, Nefopam, Tramadol, Codeine and Dihydrocodeine should NOT be started as NEW prescriptions.

o IF APATIENT HAS KNOWN SENSITIVITIES TO ANY OF THE ABOVE MEDICATIONS OR HAS A MEDICAL CONTRA-INDICATION,

DO NOT PRESCRIBE IT AND PLEASE SEEK SENIOR ADVICE ON ANALGESIC CHOICE.
R

8

Er—

¥

P ey




— . e ———
| DIFFERENTIAL DIAGNOSIS AND PROBLEM LIST

FLUIDS / FASTING Allow clear fluids until 2
. . Yo b2
=t g,@gw + 00 F’%J hrs pre op. Allow normal diet until 6 hrs pre

X . op.

Anticipated op time: am / pm

Fast for theatre: OyYes OO
Clear fluids until: ]

Fasting from:

Clerking Practitioner Sign off Tick Box

Compieted: VTE risk assessment —

Prescribed Dalteparin if indicated /

Completed: medicines o
reconciliation and kardex written

Clerking complete ‘ -
N : ignature: Title; Date: Time:
ame ‘G/M P) \5\.«- Signa ’ “] lob an ate 30 fbc? i -_ezl ‘
RESULTS '
XR cT " MRI  uss ECG ABS- V8L
& v . . Y .| Fi02
!u Bt howell o e | Sine ool pH  le7
: BE
HCO3 -
pCO2
p02
Blood Results {previous results in shaded area o
Date |30(ag : Date | 2ofof Date | 3ui0d
WCC |[(24.5) | na 149 Alb | 32
Neut (ﬁ@ K 1 3.6 Protein |
Lymph | 4 4C Urea | (.5 Alk Phos ¥
Hb | {1 Creat | 9y ‘ GGT :
MoV 1 eGFR | 7¢e ALT L \&
PLT . | 7L . { HCOs  [/15) ] Bilirubin 1
Ddimer § CorCa® | Amylase e
PT ‘ “{Phos | CRP (27.2 )
APTT |- { Mg x Serum HCG |
INR | ‘ T TSH : AdmTrop | .
B12 | Glucose |~ 12h Trop i
Folate lactate  |Q\ ) CK I



Consultant Name; 0€U ( "’FT/?T' |

l CONSULTANT {REGISTRAR) WARD ROUND

F9 9" [ ~ ) e »
07 T L e

JALVJ [o471 Lo | into}

RpaalSe

[_)f,}/l, 47
L wiely-§
[Nx LV

N

i\/A)sz(

}/\M ~ /319
) VY ( \M)«K} o (Ao 10|
of¢ M e

e | 1 LETH

A Ll A D Cyno LT
IMPRESSION {to be completed by Consuitant / Registrar only) m"’_"l“’ 'V{Yy N l—a’V\AM‘XM‘“

: SR Y
@ (]WAWW wr  NpAs T }l\ (-)ﬁVT KW’N%".

Gt

CONSULTANT SIGN OFF {to be completed by Consultant only)

PLAN:

7 v alk | @"’\'“(’J'/JA”“L

o wMiaan )
EN el

f? ij&uil; | Eizﬁkgéibt[)*

s Cllabast)

}MJ:
9 /\MM){kd"'-

Analgesla considered (CIvES OND Mad rec complete

Escalation Plan;

Bu e

Oives

CXR seen (CYEs ND Rernove unwanted PVCs 3YES -
ECG seen Oves Ono AW required Oves (N/A
Bioods seen ves ONo Oxygen prescribed CIYES Oin/a
VTE Risk assessment Oves Target saturations i Other | >94% 88% - 92%
Dalteparin prescribed Oves | ON/a IV fluid prescription considered Yes OnN/a

et . Discussed with patient / family / POA:  UlFamily phoned, but not contactable
BESL.iSCItatIOH and Escalation status Oves (O To be discussed (state time of discussion: ] (ONo
EéJ’/For CPR | OINot for CPR | DNACPR form completed (JYES(OINO | <48 hour stay Specialty
cu {IMHDU Cward level care 1‘—6 T/ (

Gt~ M)

10

Consultant Name: 0{»}4 ('/\']fa’ - Sigm: ;’\_/—\ Date: 3 193\ | Time: 4.7 ¢

'U'LS




il e,

"

[P S U

FRAILTY SCREENING TOOL

Would this person benefit from Comprehensive Geriatric Assessment’ If answered "Yes to any of the

following questions please refer to the Integrated Assessment Team

Practitioner Signature.........;...m........ ' Daté %l( Time:.....a.kg

If YES to Question 3, 4 or 5: Comp!eté 4AT below. THINK DELIRIUM

FALLS PATHWAY initiated

1-Has the patient been admitted from a nursing or residential home? CJYES

NQ
2. Does the patient have NEW functional decline? : [Jyes PO
3. Dementia diagnosis or are there any concerns about memory/cognition? (JYES CP NO

4. 1s the patient acutely confused, more confused than usual or more sleepy/drowsy than usual? | (J YES (D NO

5. Has the patient fallen in the past 2 months or is a fall the reason for admission? QYEs (P No
6. Does the patient attempt to walk alone although unsteady or unsafe? Oyes LPNO
7. Does the patient or their refatives have fear or anxiety ré falling? _ O YES ONO

Initiate FALLS PATHWAY if FALLS and COGNITIVE questions positive _ cz/
O ves &Fno

Alertness: ‘
This includes patients who may be markedly drowsy (eg difficult to rouse &/ or obviously sleepy
during assessment) or agitated/hyperactive. Observe the patient. i asleep attempt to wake

with speech or gentle touch on shoulder. Ask patient to state their name and address to assist

4 orabove: possible ds irium+/- cognitive impairment: THINK DEURIUM - initiate TIME BUNDLE

1-3: possible£ognitive impairment , ,

0: deliriymn or severe cognitive impairment unlikely {but delirium still possible if question 4
_ Infgfmation incomplete)

1
rating , )
*  Normal {fully alert, but not agitated throughout assessment 0
* Mild sleepiness for 10 secs after waking, then normal / 0
¢ Clearly abnormal : 4
AMT 4:
Age, DQB, place name and current year AMT score=  f4
2 = No mistakes 0
¢ 1 mistake 1
* 2 ormore mnstakeﬁuntestable 2
Attention:
Ask the patient; "P!ease tell me the months of the year backwagefs starting at December” You
3 can assist with 1 prompt of “What is the month before Dec?” -
* Achieves 7 or more 0
*  Starts but score <7 months/refuses to start . 1
® Untestable (cannot start because unwell rOWSy, inattentive) 2
Acute change or fluctuating course: :
Evidence of significant change or fluctuatieh in: alertness, cognition, other mental function {eg
4 | paranoia, hallucinations arising over 3£t 2 weeks and evident in last 24 hours
¢ No 0
*  Yes 4
Total
' score:

/ 1






| Belongings {tick) With patient

With family

Labelled

Own medication . EJYES

Name band GfEs

l Paﬁent fasted

' Relatwes wnth patlent O ves

yd
Home circumstances: % alone

| Care Package: {J Yes

=No
] NO
O ¥es @ﬁg Food time: Fluidtime: | See also page 9
Of0 | O Informed
Lives with:
Living Arrangemer;;s: @ Own Home / I (O sheltered ’ (3 care Home (J Homeless
Frequency: '

Family Support: Details:

memd

- CAPACITY AND CONSENT

Mental

Distressed CIYES LI NO

2llonshug - (ompainy

Unconsctous (D YES
{6LS<9)

Consider if the patient has capacity to consent. Ifthe patient’s ability to consent is in doubt refer to medical staff
to assess and then complete the following:

Is there a concern that the patient is at risk?

1. Are they unable to safeguard their own wellbeing, property rights or other interests? CYeEs q NO

2. Are they at risk of harm?

3. Are they affected by disability, mental disorder, illness, physical or mental infirmity O ves C% NO

which makes them more vulnerable to harm than adults not affected in this way

If the patient meets all 3 points, follow NHS Fife Adult Protection and Suppc?process

Does patient require supervision / special observation? .

O YES (;A(O Refer to Supervision Policy

Consider need for Violence and Aggression Risk Assessment

Adults With Incapacity (AWI) form cormpleted

O YES OOnNo  ON/A | Date:

Discussed with and signed by family / carer

CJYES ONO OnN/A | Date:

Date treatment plan in place?

ON/A | Date:

Is Welfare Power of Attorney held?

O ves ONO TON/A | Date:

Mas copy been requested?

O yes ONo  (IN/A | Date:

Does the patient consent to us sha ring information with:

Other Health Professignals (O YES (O NO Family

Dves ONG

Carers (3yves O NO

Specify:

SPIRITUAL CARE & PSYCHOLOGICAL SUPPORT

Does the patient want you to contact their spiritual or religious leader?

CIYES ONO | ®:
Date:

Does the family / carer want shpport from Spiritual Care Team {Chaplain)

"\) .

Ovyes ONO

Reason for referral (please circle):

Patient support

Family Support

Religious care (faith group?)

Refer te Spiritual Care Team:

CJYEs CONO | pate: Time:

16




INITIAL ASSESSMENT ON ADMISSION

NURSING ASSESSMENT -

PA!N ASSESSMENT VON A SCALE OF 0-10 WI—IERE 0= NG PAEN & 10' WORST IMAGENABLE OR

FACE LEGS ACTIVITY CRYING AND CONSGLABILITY (F.L.A.C.C. SCORE 0 -10}

SWALLOW%NG

Does patient have any risk factors that
would affect their ability to swallow?
{e.g. previous or suspected stroke)

O YES Ao

suspected

Follow ‘Compromised Swallow Assessment Flow
chart’ or ‘Stroke Swallow Assessment’ if stroke

Swallow Screen Checklist completed?

I YES 6\10

ORAL HEALTH {IF YES TO ANY OF THE FOL%.OWING IMPLEMENT THE ORAL HYGIENE TOOL)

/f i

Does the patient have dentures? Tongue coated?

If Nil By Mouth ensure essential medicines and
hydratwn are prescnbed via an appropnate route

O ves /Z(No

/ -
Are there any issues with oral heaith? O YES 91«3 Lips dry and cracked? -

PRESSURE ULCER RISK ASSESSMENT [PURA])

H

Mobility: Patient is fully mobile without equipment/ assistance (Y/N)

Remember

« People who are overweight
may not be well nourished
» Please sign after each check

Continence: Person is fully continent (Y/N)
Nutrition: Person appears well nourished and able to eat and drink (Y/N)
Record answer in grid below Y=Yes N=No

If the answer is NO to any assessments, commence SSKIN bundle

O ves ZINO

| FALLS (see ‘Falls History’ Page 12}

Please score through any part of the following that is not used
URINALYS1S

Leuco-

Urobilia- Nitrates
ogen cytes

Giucose Bilirubin { Ketones SG Bloed PH Protein

SKIN SSKIN BUNDLE SIGNATURE/
DATE TIME MOBILITY CONTINENCE NUTRITION INSPECTED COMMENCED PRINT
Aol e | Y b ~ N N o
Name: "m C’ﬂl.:(f\ Signature: m Date: &]\X Time completem\O

Date Initials

MSU ~ Culture and Sensitivity -

Chiamydia (P.CR} .

‘What was the date of the patient’s Last Menstrual Period?

Ask the patient if there is any possibility that they may be pregnant

Pregnancy Status on Admission (Female patients over 12 years) — please tick box

Pregnant

Not Pregnant Don’t know

Not applicable

A pregnancy test must be carried out if the patient is uncertain/states that they are pregnant.
Ask the patient for verbal consent for a urine pregnancy test

Pregnancy test results Negative Positive

7
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DATE TiNlE ‘ PROGRESS / CONTINUATION / EVALUATION OF CARE

Please use 24 hour clock and sign each entry. Insert your details on ‘Signature’ sheet.
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Please use 24 hour clock and sign each entry. Insert your details on “Signature’ sheet.
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. Pura completed within's hours 67 admlssmn to Respiratory YE

. Pressure Ulcer identified on admission: GRADE

. Appropriate pressure rei!evmg equment CES?N /N/A S
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EVALUATION OF CARE

PROGRESS / CONTINUATION /
4 hour clock and sign each entry, Insert your details on ‘Signature’ sheet.
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Please use 24 hour clock and sign each entry. Insert your details on ‘Sighature’ sheet,
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 pare Tw\ns | PROGRESS / CONTINUATION / EVALUATION OF CARE

Please use 24 hour clock and sign each entry. Insert your details on ‘Signature’ sheet.
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Patient name: ;
PROGRESS / CONTINUATION | — LEON

DATE TIME

Please use 24 hour clack and sign each entry. Insert your details on ‘Signature’ sheet.
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' DATE TIME PIEGR—ES

Please use 24 hour clock and sign each entry. Insert your details on ‘Signature’ sheet.
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Please use 24 hour clock and sign each entry. Insert your details on ‘Signature’ sheet.

faloqias] . e de " i L Aot 1 s
Rloods_02/09 SR PR S WV 22T /
WoC~ -3 (13:3) Ingiamm fromecs_srl_toutsed

Newr 100 {1230 _buc_improving = down=trendirg
ere_ 9t (1S%) '

FEws =\
1:36:0__RR83_BR UL A8_RR1%__Sots: A0/ _an NC.

he

.

1 PE_Sat_ta_Oatdk._Appeon. bedoer kgl

Ao
Breapalons_IMPFovIng., Mmobiiy nn%.,to_&mia_ingj.o,pendann \

Sh— bnnoyrg La,pwsane_mumm___,r\so CONCOIMNS.,
Sove yuner () si0ed Chest Foun.

Dta; ,
ON_~ o Co=Rmox_dus te bicod eSULCS_

f

@.stop_Dexyoyewal - S/[3_ompneke
G _Bieods_tomproud - FBC, CEP , Ve€s

@_Cotiane_iv_heon_Oz_= on 1! L_Cureenily.
' LDmmbnao,e_LFul_




PROGRESS / CONTINUATION

DATE  THVIE

Please use 24 hour

clock and sign each entry. Insert your details on “Signature’ sheet,

i GRATTON

[TFLEON 7+
EVALUATION OF CARE -~ M

G

17-03-1575

T

. ias=Ta]
3lale | 150 Poep e Specie &t — (S esns. .__2&_2_3@.4

{loav = (w2 f Qedtdedj

B 231 (=g Reclcted)_
Erho O Bl ‘

e Aol (Sur ] Rediied).

Ot D By = B Clerepprdd_Spromsln, |

—fesohts s @tk comectly Lo a CAP_

%&eﬁﬁ_(@_iﬁmm%_mt%ba_mcu@dﬂ
— B TS once. choot seites, as

Cedesimve. e, resalts . “

F P

_gues.  oesochondseds PR |

S0 -2 .

EDQ&WM__!L&WM& to  lo taton Clogapune

800 me  al 3500 . Bub _Céfgﬁ%@___&_@ e Lft- -
wf _dochy _on e whod - pak neoolls

fee,;d%& e e  thor &gé—_g?mlze/ As Jar

et - wwace ALt /m /7_& ,}jméc‘_callo;o 3 f{fiﬁ{”"/_

cgl(mj__aﬁ@_ﬁ ﬁﬁﬂm,,_éfrb%_!f@%w_

wit! Qe ;vm ﬂ&nm 'é /ﬁﬁmmf’ |
ler o daf X_- '
{

ob .

Hf

¢ -



‘oare e PROGRESS / CONTINUATION / EVALUATION OF CARE

Please use 24 hour clock and sign each entry. Insert your details on ‘Signature’ sheet.
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PATIENT DATA: Patient label or write

PATIENT NAME:

GRA
PATIl LEO,F ON

ORI

703751191

DATI

- o ——— -

ADMISSION / TRANSFER INFORMATION

Date of admission; 2)0[ @tg— '
‘Time of admission: wSO
Ward admitted to: m

Consultant:

Ward transferred to: 5 ’5

Date of transfer:

Time of transfer:

Consultant:

Ward transferred to:

Date of transfer:

Time of transfer:

Consultant:

Ward transferred to:

Date of transfer:

Time of transfer:

Consultant:

—

Date of Actual Discharge:

17-03-1975

PREFERS TO BE CALLED:

4

v/
COMPLETION OF ASSESSMENTS

PATIENT CARE ASSESSMENT AND ADMISSION RECORD:
& Frailty Screening and Assessment
E Infection Control
& Capacity and Consent
initial assessments:
Pain
Swallowing
Oral Health
Pressure Ulcers
Falls

(8 [ Eg @

NURSING ASSESSMENT AND PATIENT CARE PLAN RECORD:
£ Pressure Ulcers (within 6 hours of admission or
transfer to ward)

& Handling Risk Assessment (within 6 hours cf
admission)

MUST (within 24 hours of admission)

Nursing Assessment

Daily Care Plans

T 6

The information within this document is CONFIDENTIAL and may only be
viewed and shared with the permission of the named patient.

Version 1.0 20160204

1 Ms2842




SIGNATURES
This record is a legal document. Your signature indicates that you have reviewed and

updated it, and it is a true reflection of the care given by you or delegated by you.

Whenever anyone writes in this record for the first time, they should fill in their details below:

NAME (please print) SIGNATURE JOBTITLE

(M AT (e S
Koss  Hume - A
N Steroar< — e AP
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O e s T Paw 24
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|

' PURA: PRESSURE ULCER RISK ASSESSMENT

I
USE WITHIN 6 HOURS OF ADMISSION TO CARE AREA

Use daily if the person is not at risk
Sign after each check
REMEMBER — PEOPLE CHANGE, RISKS CHANGE

On Patientrack;

CJYES

e

MOBILITY:
CONTINENCE: Continent
NUTRITION:
SKIN:
on Pressure Ulcer Record (including diagram) on reverse of page

Mobile without equipment / assistance OR able to mabilise with aid of Zimmer, or other walking aid-

Appears well nourished and able to eat and drink {people who are over-weight may not be well nourished
Skin condition good with no pressure damage or excoriation. Record any identified skin integrity concerns

Record your answer in the grid below Y = Yes or N = No
« I the answeris YES to all statements, use this chart daily

¢ Ifthe answer is NO to any statement, implement $SKIN Care Bundle 2nd continue to use this chart daily

¢ If the answer to at least one statement is NO, but you feel, within your clinical judgment, that the patient is not ‘at

risk’, record the reasons for not commencing the SSKIN bundle at foot of page

* if you are unsure, default to SSKIN care bundle

OSTUST | N N | N 4
s3Mlsns| v ¥ v v ~ Pz
1145 bowo Y R4 Y 7]l N Y4
2l9pslo9y A “ — — ) RA_—=
za)28 hais N ~ ¥ Vi ~ AP
ulalis b - > b ¥ faSh Lo
Sofis o] W el ! i uf B

Why SSKIN Care Bundle not implemented

1 Signature
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CLIENT HANDLING RISK ASSESSMENT onPatientrack:  (JYES  (ONO

A. CLIENT DETAILS AND ASSESSMENT

Date ' : Diagnosis:
Weight Kg

Height Mt. Operation:

BMI ' Date of Surgery:

EQUIPMENT USED BY THE CLIENT PRIOR TO ADMISSION AND ASSISTANCE (0, 1, 2)

TYPE v (} | INITIAL TYPE | ) | OINITIAL TYPE v {} | INITIAL
Zimmer ‘ Crutches Wheelchair
Gutter Zimmer Sticks Hoist
Rollator Zimmer Gutter Crutch Other:

LEVEL OF MOBILTY FROM
v v v 1 v
ADMISSION DATE | INITIAL DATE | INITIAL DATE | INITIAL DATE | INITIAL

Weight bearing \// ?‘Q\% %

Nan weight bearing

Partial weight bearing

Variable weight bearing

Not to be maobilised

History of Falls O ves GNo

Falls Risk Score

ASSESSMENT ’ STATE DATE INITIAL DATE INITIAL D.ATE INITIAL DATE INITIAL
Comprehension: \Sy i '

Sight, Hearing, Speech \\)O"\] ?)tb\% {ég

Behaviour: ) &

Unpredictable, Confused, Walking about

Aggressive, Apprehensive, Delirium @~ \

Ability:
Balance, Movement, /( '
Weakness, Sensation

Pain: -~

N\
Location ‘Q}V

Skin lesions or Sores: "N
Location

Attachments: C .
Infusion, Catheter, Nb\ é— /

PEG, Drains, Monitors

y—
[T ——

Other: %7 \V4 v
Medication S

e

Culture or Religion {spetify)g\)

OUTCOME / AIMS for PATIENT:

o - an@mwmm

Date:

Action Plan discussed with client and carer | £ YES (O NO Date: 7{(\\ }( Signat%, .
ol _
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B. HANDLING ACTION PLAN

TASK No. 1 Toileting

Task No. 2 Bathing

Number of staff required:

Number of staff required:

Mechanical Hoist Type:

Mechanica! Hoist Type:

Sling Type

Sling size;

Sling Type Sling size:

Other Equipment

—

nddp

Other Equipment

Jidep:

Handling Instructions

Hangdling Instructions

a \i .
F oy

Signature: \\% Date: ?{)\q Signature: \(7(' Date: @\6
TASK No. Task No.
Number of staff required: Number of staff required:
Mechanical Hoist Type: Mechanical Hoist Type:
Sling Type Sling size: Sling Type - Sling size:
Other Equipment Other Equipment
Handling Instructions Handling Instructions -
Signature: Date: Signature: . Daté:
TASK No. Task No.
Number of staff required: Number of staff required:
Mechanical Hoist Type: Mechanical Hoist Type:
Sling Type Sling size: Sling Type Sling size:
Other Equipment Other Equipmeant
Handling Instructions Handling Instructions
Signature: Date: Signature: Date:




- -

ASSESSMENT

Do you have any loss of sight Q/gdéoss -

00 you use s/ contact lenses hearing aids O QQ,&M ]/
NO

Utilise ‘Flowchart/care plan for patients with compromised swallow (] YES (CJ NO

‘5
‘S | Do you have any problems / difficulty in understanding conversation (Jves
E Are there ways we can help with communication?
E . ,
5
O | s referral to SALT required? O ves {Tno
Referral made to SALT (date): / / — or No Issues / Risk )
Are you in any pain? (0 ves MO Where is the pain?
Severity of pain:  mild () modzrate O severe )
New pain O Long term pain O
E How long: hours(_J days (3 weeks CJ  months O
Regular Analgesia () ves () no
Pain assessment tool utilised ) ves (Ino '
Pain score: : or @/ Risk ()
T N
Do you have any difficulty with your breathing? I ves~ @/
Do you use inhalers? - @‘é/ @% )
Domiciliary Oxygen? (I ves M
g Do you smoke? (Jves (N0  would you like to stop smoking O ves (Jno
T | Patient appears dyspnoeic (Jves (no
‘% At risk of deterioration (increasing FEWS) O ves (Jno
& | Referral to respiratory physic required? Jves CIno
Refarral made to respiratory physio (date): / /
Referral to Smoking Cessation service {5CS) required? (3 yes (Jno d
Referral made to 5CS (date): : / / or N@Ris i/
o~
‘ E Falls Pathway initiated (see Patient Care Assessment and Admission Record) [:} YES %
Please note if stroke is suspected follow NHS Fife Stroke Swallow Screening Protocol
,%,n Have you had any difficulties with swallowing: food D ; liquids [:]
;3: Is patient coughing or choking on oral intake Jves (Jno
§ Is patient alert enough to manage oral intake? (Jves Owo

s
Do you require any assistance with drinking? Oyes (%.)40
NO

Do you use any specizl equipment? Oy

Do you feel thirsty? . YES CIno
Nil by mouth? (O ves Ono
Does patient require intravenous fluids? Oyes Ono
Fluid management chart in use? (O ves Clno
Peripheral cannula in situ? () ves Cno

Peripheral vascular catheter (PVC) Insertion and Maintenance Care Plan required? {Jyes m
or

Oral Hygiene |Hydration / Fiuid Management

Do you have dentures? (D ves
What do you usually use to clean your teeth?

Do you have a sore mouth? (I YES 9@
NO |

Issuas / Risk ]
S

i,

initiate oral hygiene care plan? yes NO

or NW Risk (]

17



ASSESSMENT

Are you having any problems with: urinary incontinence D urgency 3 bowel inéontinence B
Does patient have a urinary catheter in situ? () ves O no } :
Catheter Associated UTI {CAUTI} Insertion and Maintenance Care Plan required? U YES J NO
& | Do you require assistance to g0 to the toilet? [_J YES (o .
£ | Do you have a stoma? U ves (JnNo
g Do you suffer from constipation? () ves CINO new problem (] fong standing problem{_)
“ | When did you last have a bowel motion?
How do you usually manage your constipation? .
or @/ Risk ()
Do you usually need help or use special equipment to: \ )
Bathe (L) YES CJIno
o _
£ |smower {Jves Ono
%’ Dress O ves O no
+ | What help is given / equipment used:
= . .
Q - . .
;_3 When you are in hospital, would you prefer to have a bath{_J showerD neither {_)
Referral to OT required? () YES' CIno :
Referral made to OT (date): / / or N@/ Risk ()
Do you currently have a wound / broken skin D YES no \
o | Dressipgin situ ? O ves Cino
B
8 | Wound post surgery? O ves Clwno
'g Admitted with Pressure Ulcer? O ves { Ino
§ Referral to Specialist Service required? O ves I no
Referral made to Specialist Service (specify: } (date}: /
‘ g or Ne ISsues / Risk ()
Do you feel emotionally well? Ol yes Ono ~~
'_g ,%D Is there anything that we can offer to help support you? O ves Ono
g2 '
£ D
w = .
Patient appears distressed / agitated / depressed (Jves Ono or @s / Risk(_)
& | Doyou usually have trouble sleeping? 7 (O ves CIno
T | Doyou use any particular techniques to help you sleep? O ves Ono
]
2} Howdoyouliketorelax?  reading O listening to music . v  other: P
2 | On medication? () YES Uno or Né Issuea/ Risk()
£ Is this relevant to patient? _ {Jves Cino X N—"
~:—; 2 | Referral to palliative care required? L YES " Owno
= .
t=1
w Referral made to palliative care (date): / /
=
£ w
S =
D
o
v 0
e W
3§
<
[~ N

v

18
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pate: 1 / €/ 25

Discussed with patient / carer on:

Y JUNY S

DAILY CARE PLAN

MANAGEMENT / INTERVENTIONS

(Tick appropriate boxes}

PERSON-CENTRED INTERVENTIONS

person-Centred
Approach

00
173

Patient’s personal goals -
Carer / family discussion

NIGHT

Ohn 8)”9
Care

Communication

on 8

o
L

[0 0o

Ensure environment conducive
to cemmunication
Call buzzer
Patient wears glasses
Patient uses a hearing aid
Refer to Speech and Language
therapy
Arrange Interpreter service
Use written communication

Use communication aid {specify}:

Conrnice e S
(R i

Cass. becc o
e~y

Stressed or
Distressed Behaviour

Ol coc oaooo O

O

5§

Reduce stress f distress — specify:

Consider need for Violence &
Ageression Risk Assessment and
complete same if applicable
Implement safe working
procedures

Setrec]

Cognitive impairment
/Delirium

o 00

O

C OO g o

Inform medical staff of change
Consider further frailty screen if
previously negative

If positive for frailty screening,
ensure appropriate assessment
undertaken

Encourage Involvement of
relatives and carers

Observations

T,P.R,BP

Fluig balence
Weight

Neuro obs

Blood Glucose
Circulation check

c;xspo"ﬁ:ctc.
oy Ams

Symptom Relief

‘0000000800

(IO OO

Pain relief

Pain assessment tool
Nausea relief

Other {specify}:

as'prf

Respiration /
Airway

00000

WS

Cxygen required

Nebulisers / Inhalers
Compromised swallow
Tracheostomy

Haspital Acquired Pneumcnia
intervention

19




MANAGEMENT / INTERVENTIONS
{Tick appropriate boxes)

Nutrition / hydration

MUST rescreen due .
MUST care plan

NBM / special diet

Food / fluid chart

Fluid restriction

Parenteral / enteral feeds

Oral supplements

Enteral tube management

Complete patient board

Refer to dietitian

PERSON-CENTRED INTERVENTIONS

Ty

R
i, "‘;.0

Pressure Area

Care

0 0000000000000

(0 T L G

Reassess daily as per PURA

Use SSKIN Bundle

Bocument type of pressure relieving
equipment

Recerd any pressure ulcer on reverse of
PURA, Wound Chart, Safety Brief, Safety
cross and, if prade 2 or above -Datix

Mobility

8]

mia

Complete Client Handling Risk Assessment
Form

Ensure required equipment is available
Refer to physiotherapy / OT

———

1 CA

Elimination

)

H

Assistance f supervision
Provide equipment

- Bristel stool chart

Utilise CAUT| bundie if catheter in situ
Stoma care

Inc)

| LSNY orfice

Falls Risk

([AEHEISIE HWINYEE

Falls Bundle implemented

Minimum of 2 hourly care rounding initisted
Falls equipment obtained as approgriate
‘Update safety brief

Assess need for bed rails

N placg

Wound care

(SR

Complete wound assessment chart
Refer to Wound Formulary

Drain care

Refer to Specialist Service:

Tissue Viability

Plastic surgery

Vascular

Dermatology

Podiatry

Stin 1S

A mess
Aue s
ecZenty

Personal hygiene

il

Seif-care

Basin / shower / bed bath as preferred by
patient

Assistance with 1 /2 nurse

Oraf Hygiene assistance / care plan

All care required

Air*c,t

Infection

Control

0 0000 00| 000000000 [00D00IDDoO0. 0o D

Ensure alt invasive devices are documented
and managed as per care plans

Ensure appropriate.patient placement in
ward

Eﬁnmaay

Sleep /
Rest

)

Medication
Specify interventions;

IV Fluids /

Meds

gooo

B

“Fluids / meds

PVCinsertion and maintenance bundle -
CVCinsertion znd maintenance bundle
5/C management

Signature:

Time:
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'DAILY CARE PLAN

Date: f /q I&S

Discussed with patient / carer on: / /

MANAGEMENT / INTERVENTIONS PERSON-CENTRED INTERVENTIONS

{Tick appropricte boxes) A NlGHT

. CLU\% W | [Wesie 02
&
=BT
§ 2|0 ] Patient’s personal goals ' VO& ) aos Ckfbb )
e 210 Carer / family discussion
n o ‘
g - .
Ensure environment conducive Mm&@:{ (j\_b@_;j CC\M beu ‘(‘@
to cammunication - ) -
£ @Kj Call buzzer @M 5 !f\m V\QL/V\.@
= |O Patient wears glasses C
~§' 8 2 ia;ient uses a :ear:ag aid s ‘ d S COM WAL C(}de
FE ] Refer to Speech and Language ( l b § f LQQ.
E therapy - Med J WQ\
S | O [ arrangeInterpreter service IQ;‘(}Oum
Q Use written communication
O Use communication aid (specify):
g _(:J Reduce stress / distress — specify: N O ; : 'NC) |¢SB Ve s
3
5 B
1200 55
8 o1 3 [ consider need for vislence &
£ ;ﬂ, Aggression Risk Assessment and
@ W __ complete same if applicable
210 Implement safe working
a procedures
— .
c O inform medica! staff of change p { =
g @iz el d y
E 0O B Consider further fraiity screen if 4 QPM_S P(\QJJ‘%
3 £ _ praviously negative Q YW@Q_@
ez O i positive for frailty screening, .
= 3z ensure appropriate assessment
>0 :
2~ undertaken
£ (O B3 Encourage involvement of
S relatives and carers
: | B Uhou . Chsendtinyg
s |O Fluid balance & S Y bs mb ¢
2 | O 3 weight )@w
O Neuro abs S @ '
_é’ O Blood Glucose W
] Circulation check ﬂ) Z g3 7 a Lx.f!"ﬁ'PS' oL
Q [3 Pain relief S MC{ _
T | 3 £ Painassessment tool m ¢ o {rd A
= ] -
g |10 g Nausea relief A
£ d Other {specify):
a
E
5.
W

Nebuli / Inhal
Nebulsers Iohalers | Vig nasad Gand g lgn 3L N

Tracheostamy

ON G ihes (o] Kum 7 0/

00000
W

Respiration /
Airway

Hospital Acquired Pneumonia 7 q (_/— /
intervention ;
’ ) 21



AN

MANAGEME!!T 7/ INTERVENTIONS
(Tick appropriate boxes}

{35

Nutritlon / hydration

€

MUST rescreen due
MUST care plan
NBM / special diet
Food / fluid chart
Fluid restriction
Parenteral / enterzl feeds
Oral supplements _

- Enteral tube management
Complete patient board
Refer to dietitian

WQ@ / ZLLO%%@
Drakaztic daot
Nomnad Heuds

PERSON-CENTRED INTERVENTIONS

&7

NIGHT

G

Pressure Area

Care

0 000o0c000000

0

OO OTTTels

w,
i

Reassess daily as per PURA

Use SSKIN Bundie '

Document type of pressure refiaving
equipment

Record any pressure uleer on reverse of
PURA, Wound Chart, Safety Brief, Safety
¢ross and, if grade 2 or above —Datix

D:Uifj Puroy

Douly  Pok-

Mobility

0 O

Complete Client Handling Risk Assessment
Form )
Ensure required equipment is available
Refer to physiotherapy / OT

e

Elimination

Assistance / supervision

Provide equipment

Bristol stool chart

Utilise CAUTI bundle if catheter in situ
Stemaz care

[ndependan
Botflas

jng

Falls Risk

Falls Bundie implemented

Minimum of 2 hourly care rounding initiated
Falls equipment obtained as appropriste
Update safety brief

Assess need for bed rails

s

L Covboct
(UG~

Wound care

0 X D

Complete wound assessment chart
Refer to Wound Formulary

Drain care

Refer to Specialist Service:

Tissue Viahility

Piastic surgery

Vascular

Dermatology

Podiatry

@zwis&a

fress wro

areas
e

W&

Personal hygiene

3 100

Self-care

Basin / shower / bed hath as preferred by
patient ’

Assistance with 1 /2 nurse

Oral Hygiene assistance f care plan

Ali care required

olfered

Easw ancl Gower |

Infection

Control

0 O |000 00| 000000000 |00000PODO0 00 0O

(B

Ensure all invasive devices are documented
and managed as per care plans

Ensure appropriate patient placement in
ward ‘

Stondard PPe

SICpPy

Sleep /

Rest

ao

(0d

Medication
Specify interventicns:

ottlocl

STHRD

IV Fluids /

Meds

- gnoo

WY

Fluids / meds

PVC insertion and maintenance bundle
CQVCinsertion and maintenance bundle
S/C management

Ora

f

Mogbs

ay

Signature;

Time:

e

O9tLs

Wy Cav i
00!
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DAILY CARE PLAN

Date: 2/ O’ / ZS

 Discussed with patient / carer on:

YA

MANAGEMENT f INTERVENTIONS

{Tick appropriate baxes)

&
O

Approach

F:I Patient’s personal goals
Carer / family discussion

CO[P\-W
Care

PERSON-CENTRED INTERVENTIONS

NIGHT

o5

ablo -

Person-Centred

Communication

O [ ensure environment conducive

to communication

Call buzzer

Patient wears glasses

Patient uses a hearing aid
Refer to Speech and Language
therapy

Arrange Interpreter service
Use written communication

Use communication aid (specify):

N on ey
Catl botl dohand

Gﬁm_N%zk@ Neadks
R wn

covn
CO
L)

coM  bell
nound-

76

mM\JtCCd_(.

wedl -

0| oDO0 QOO0
O oo ooon

Stressed or
Distressed Behaviour

Consider need for Viclence &
Aggression Risk Assessment and
complete same if applicable
Implement safe working
procedures

8]

Reduce stress / distrass —specify:

No Sien of
jﬁﬁgscimﬁﬁégs

NQ

Syves

00
[T

U
o

JDelirium

g
K3

Cognitive Impairment

inform medical staff of change
Consider further frailty screen if
praviously negative

If positive for frailty screening,

ensure appropriate assessment
undertaken

Encourage involvement of
ralatives and carers

U afet-onandadsd

Observations

T,A,R.BP

Fluid balance
Weight

Neuro obs

8lood Glucose
Circulation check

(B S

G ool

-

ooool 000000

Symptom Relief

Pain relief

Pain assessment tool
Nausea relief

Other (specify):

WmE

L

o, par Kardar

Airway
gooon

Respiration /

Oxygen required

Nebulisers / Inhalers
Compremised swallow
Tracheostomy

Hospital Acquired Pneumonia
intervention

OO

|
faa

o T Lures

0= tharapy
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MANAGEMENT / INTERVENTIONS
{Tick appropriate hoxes}

¥

Nutritlon / hydration

MUST rescreen due

MUST care plan

NBM / special diet .
Food / fluid chart

Fluid restriction

Parenteral / enteral feeds

Oral supplements

Enteral tuba management

Complete patient board

Refer to dietitian

e

J -
'UDVVhOJ:£L14d5

PERSON-CENTRED INTERVENTIONS

NIGHT

DD [NF-

Pressure Area

Care
0 ‘0000000000000

O OO oo

Reassess daﬂy as per PURA

Use S5KIN Bundle

Decument type of pressure relieving

egquipreant

Record any pressure ulcer on reverse of
"PURA, Wound Chart, Safety Brief, Safety
cross and, if grade 2 ar above —Datix

Dcﬁ%ij f%JrO

Ol
2R

Mobility

a ™

o
!

Complete Client Handling Risk Assessment
Form

Ensure required equipment is available
Refer to physiotherapy / 0T

hQCqugwckmaf

Nnd

Efimination

Assistance / supervision

Provide eguipment

Bristoi stool chart

Utilise CAUTI bundle if catheter in situ
Stoma care

bﬂck»gamdgwgﬂ

Falls Risk

Falis Bundle implemented

Minimum of 2 hourly care rounding initiated
Falls equipment obtained as appropriste
Update safety brief

Assess need for bed rails

ALI_O

(g0 COW\.F-@ANL

mwm@( :

Wound care

Complete wound assessrnent chart
Refer to Wound Formulary

Drain care

Refer to Specialist Service:

Tissue Viability

Plastic surgery

Vascular

Dermatology

Podiatry

{)/‘Qs SUNe areoss
wdaet

7(}ﬂﬂmzh$&@“f

NOU

Personal hygiene

Self-care

Basin / shower / bed bath as preferred by
patient

Assistance with 1 /2 nurse

Craf Hygiene assistance / care plan

All care reguired

]ﬁg%ug@d

¥

lnd it
KDL -

infection
Control

0 0 000 00|000000000 [0DDO0|I0oCog 00 O

O 0000 On| OOOooaeord |(Oooooionooo o

Ensure all invasive devices are documented
and managed as per care plans

Ensure appropriate patfent placement in
ward

Sand avd PP&

SiCpy-

Sleep /

Rest

0o

00

iviedication
Specify interventions:

— -

Sefrlad -

IV Fluids /

Meds
o000

(N

Fluids / meds

PVC insertion and maintenance bundle
CVC insertion and maintenance bundle
$/C management

ovad

a

Signature:

Time:

f‘

JOEO

_Mmarahﬁnﬂ

00:20)
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DAILY CARE PLAN

Date: 3 / A / 215

Y

e s ——

Discussed with patient / carer on:

MANAGEMENT / INTERVENTIONS

{Tick appropriate boxes)

Person-Centred

Approach

00

_Patient’s personal goals
Carer / family discussicn

SO 801!'8 Coare

PERSON-CENTRED INTERVENTIONS

e i

Communication

Ensure environment conducive
to communication
Call buzzer
Patient wears glasses
Patient uses a hearing aid |
Refer to Speech and Language
therapy

- Arrange Interpreter senvice
Use written communication
Use communication aid {specify):

Cou_. bets 4=

Stressed or
Distressed Behaviour

gl Qo0 0000 a4
oo oooo O

O

[

Raduce stress / distress — specify:

Consider need for Violence &
Aggression Risk Assessment and
complete same if applicable
implement safe working

,
procedures

Semimmenat oo -t:.i'm:
e

Cognitive Impairment
fDelirium

0 00

0
3

O 0% O

{nform medical staff of change
Consider further frailty screen if
previously negative

If positive for frailty screening,

ensure appropriate assessment

undertaken

Encourage involvement of
relatives and carers

orervolac

CloAy

A0

Observations

T.P.R,BP

Fluid balance
Weight

Neuro obs

Bioed Glucose
Circulation check

T Brs

as per

A
76‘:(. 2l fadk

_ Symptom Relief

0000000000

OO,

Pain relief

Pain assessment tool
Nausea relief

Other {specify):

A fzxz{, budec

Respiration /
Airway

00000

Cxygen required

Nebulisers / Inhalers
Compromisad swailow
Tracheostomy :
Hospital Acquired Pneumonia
intervention

/! Tz R
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MANAGEMENT / INTERVENTIONS
{Tick appropriate boxes)

Nutrition / hydration

MUST rescreen due
MUST care plan

NBM / special diet

Food / fluid chart

Fluid restriction
Parenteral / enteral feeds
Oral supplernents

Enteral tube management
Complete patient board
Refer to dietitian

PERSON-CENTRED INTERVENTIONS

DA

DOIF
(= — Tl m‘i‘

£ NIGHT

fp/fu;:?/

Pressure Area

Care

0 0000000000000

O OO0ooOooTorTTTo

Reassess daily as per PURA

Use SSKIN Bundle

Document type of pressure relieving
equipment

Record any pressure ulcer on reverse of
PURA, Wound Chart, Safety Brief, Safety
cross and, if grade 2 or above ~Datix

Pty pors

Mobifity

Complete Client Handling Risk Assessment
Form '

Ensure required equipment is availzble
Refer to physiotherapy /OT -

thd

Assistance / supervision
Provide equipment
Bristolstool chart
Utilise CAUTI bundie if catheter in situ
Stoma care

44

1 Elimination

Falls Risk

Falls Bundle implermented

Minimum of 2 hourly care rounding initiated
Falis equipment obtained as appropriate
Update safety brief

Assess need for bed rails

U Bsc

NIEATE

Wound care

i

| HOOOOO OO 00 Q)

Complete wound assessment chart
Refer to Wound Formutary

Drain care

Refer to Specialist Service:

Tissue Viability

Plastic surgery

Vascular

Dermatology

Podiatry *

PLCM o
all o

Personal hyglene

Oood o OO

Seif-care

Basin / shower / bed bath as preferred by
patient

Assistance with 1 /2 aurse

Cral Hygiene assistance / care plan

All care required

Infection
Contraol

& o

Ensure all invasive devices are documented
and managed as per care plans

Ensure appropriate batient placement in
ward

Sleep /

Rest

00, 0O 0O |00C 00| 000000000 |00000|00000 00 O

0

0

Medication
Specify interventions:

IV Fluids /

Megds
0000
BiEmE

Fluids / meds

PVC insertion and maintenance bundle
CVCinsertion and maintenance bundle
5/C management

Signature:

Time:

26




—~t

pate: L /) & /25

Discussed with patient / carer on:

DAILY CARE PLAN

A

T

MANAGEMENT / INTERVENTIONS
{Tick appropriate boxes}

PERSON-CENTRED INTERVENTIONS

Person-Centrad
Approach

Patlent’s personal goals
Carer { family discussion

00

[} A

NIGHT ;

A s skep
wed

Communication

Ensure environment conducive
{0 communication
Call buzzer
Patient wears glasses
Patient uses a hearing aid
Refer to Speech and Language
therapy
Arrange Interpreter service
Use written communication
Use communication aid {specify):

"
£

0 ooma 8

Conmmnccies o (s,

Cmmumcoi@,
Need
Ulilizer coll 6edl

Stressed or
Distressed Behaviour

0} 000 0000 ©

Wil

Reduce stress / distress — specify:

0
]

Consider need for Violence &
Agpression Risk Assessment and
complete same if applicable
implement safe working
procedures

Sellledt

Cognitive Impairment
fDelirium

inform medical staff of change
Consider further frailty screen if
previously negative

if positive for frailty screening,
ensure appropriate assessment
undertaken

Encourage involvement of
relatives and carers

g 00
N OOoo .

O

ddo

Observations

T,P,R,BP

Fluid balance
Weight

Neuro abs

Biood Glucese
Circulation check

Seulid Bms

Bms DS

o dal

Symptom Relief

Pain refief

Pain assessment tool
Nausea relief

{1 Otherispecify):

000 000000

\coctp

00 per kerdex

Respiration /
Airway

O E:J Oxygen reguired

] E:I Nebutisers / Inhalers

O (] compromised swallow

O 5 Tracheostomy

] Hospital Acquired Pheurnonia
intervention

lure. B

Ecorm aur CUrrenfg
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MANAGEMENT / INTERVENTIONS

{Tick appropriate boxes)

PERSON-CENTRED INTERVENTIONS

NIGHT
J [T MUST rescreen due
5 | O O MUSTcare plan DD oF NONF
% | O O n~BM/ special diet
3 | O O roed/ fiuid chart Neek
= O 3 Fluid restriction m o5t
e | 3 3 Parenteral / enteral feeds
210 [0 oOralsupplements
£ | O EJ Enteral tube management
2|03 com plete patient board
O3 3 Refer to dietitian ' :
i O [ Reassess daily as per PURA C/ -
] O q Use SSKIN Bundle ) Cbu_u_,( pLL/C{ W/@
g of O 2 Document type of pressure relieving -
= 53 equipment )0 g
ﬁ O O Record any pressure ulcer on reverse of
& PURA, Wound Chart, Safety Brief, Safety
Cross and, if grade 2 or above —Datix
2 | O B3 - complete Client Handling Risk Assessment { HCQ/:) eﬂo(af\é_
= ~_ Form W4
20O Ensure required equipment is available
2|0 L] Referto physiotherapy /OT - P
S O £ Assistance / supervision p pr e
= | O £ Provide equipment W@WO@A\/L‘
£ 0O O Bsristol stool chart Y .
E | O [0 utilise CAUTI bundle if catheter in situ
| [ EJ Stomacare -
18 ] Falls Bundie implemented ZO 0
210 [0 Minimum of 2 hourly care rounding initiated \i_j EZ - .
= | ) ] ralls equipment obtained as appropriate 1C MK
w® | O i uUpdate safety brief ‘
f L E) .
(O EJ Assess need-for bed rails s
O L] complete wound assessment chart P%‘S ISt
O ] Refer to Wound Formulary QUL ooe f%
2 {3 3 Draincare
8 1O T3 Referto Specialist Service: boch"“
210 E3 Tissue Viability
8 [ O O Prlastic surgery
2O O3 vascuar
O £ Dpermatology
0O B podiatry
E O 8 seff-care Uhiepeﬂ:ﬂa ) K
® CJ CJ Basin/ shower / bed bath as preferred by
£ patient . e
E_ 0 'G; Assistance with 1 / 2 aurse , -
210 i:)‘ Oral Hygiene assistance / care plan
o . .
S | O3 3" All care required
< &l O E Ensure all invasive devices are documented Stercrewof Si CP‘S
B 'E ] and managed as- per cafe plans . )
.g 3 (. @ Ensure appropriate patient placement in p pé
- ward
~ » ] Medication %) EO/OLg[
& 2 O B3 specify interventions:
o
7
= | O B3 Fluids / meds as PeJ W
g § 2 ,t! PVC insertion and maintenance bundle
& 5| O [0 ovCinsertion and maintenance aundle 1&;&‘5/)
2 10 3 s/Cmanagement

Signature:

Time:
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Care and Comfort Clock Date:SIq 1S
=~ GRATTON -03-1975) '
LEON 17-03-1975 Registered Nurse to plan Minimum frequency:

[ | s QT Or

and essential care needs.

——

O Food chart in place

[
-

O Fluid chart in place

NHs

Fife Responsible staff to
Adapted from initial outer ring of

L Muerie Care Clock, clock. If patient is
VHK Hospice independent,
mark that

activity

with *.

Any variance in

any section Date bowels
please document last moved:
care and
progress in -
patient records
Food, Fluid Offered food (OF), Offered drink (O-D)
| and Nutrition Codes _ _
Safety Codes Walking aid available (W), Appropriate footwear available (F), Area
o de-cluttered (A), Call bell within reach (CB), Pain assessedt (PA)
Personal Care/ Passed urine (PU), Incontinence (1), Bowels moved (BO), Toilet no
Elimination Codes result (T), Catheter care (CC), Bed bath (BB), Shower (S), Bath (B),

Basin wash (BW), Oral hygiene (OH) :

Pressure Area Care Codes |Positional change (PC), Wound care (WC)

Exception codes: D (declined) OW (off ward) AS (asteep) TH (theatre)
TUse appropriate pain tool if pain is present



Care and Comfort Clock Date: 4)a)z2s

Ciy ey heen Registered Nurse to plan Minimum frequency:

minimum comfort round 1 )
frequency based on risk O O

assessment, clinical condition O 3 @4/hourly

| 03-—?5| Hl and essential care needs.

Patient label here

O Food chart in place

NHS O Fluid chart in place
hﬂ S
Fife Responsible staff to

initial outer ring of
clock. If patient is
independent,
mark that
activity
with *.

Adapted from
L Murrie Care Clock,
. VHK Hospice

Any variance in ,
any section Date bowels
please document last moved:
care and ’
progress in -
patient records
Food, Fluid ‘ Offered food (OF), Offered drink (OD)
and Nutrition Codes
Safety Codes Walking aid available (W), Appropriate footwear available (F), Area
de-cluttered (A), Call bell within reach (CB), Pain assessed} (PA)
Personal Care/ Passed urine (PU), Incontinence (I}, Bowels moved (BO), Toilet no
Elimination Codes result (T), Catheter care (CC), Bed bath (BB}, Shower (§), Bath (B),

Basin wash (BW), Oral hygiene (OH)

Pressure Area Care Codes |Positional change (PC), Wound care (WC)

Exception codes: D {declined) OW (off ward) AS (asleep) TH (theatre)
+Use appropriate pain tool if pain is present MS2800



Care and Comfort Clock Date: 3/ } 2S

IC-BERQJTON 17-03-1975 ﬁggﬁﬂfndclzgggs r;c; (fu.lr?xl:i Minimum frequency:
frequency based on risk O T 2
g || S S S,
o o O Food chart in place

() Fuid chart in place

(L5

Fife Responsible staff to
Adapted from initial outer ring of

L Murrie Care Clock, clock, If patient is
VHK Hospice independent,

mark that
activity
with *.

Any variance in

any section - Date bowels
please document last moved:
care and
progress in
patient records -
Food, Fluid Offered food (OF), Offered drink (OD)
and Nutrition Codes , -
Safety Codes Walking aid available (W), Appropriate footwear available (F), Area
3 de-cluttered (A), Call bell within reach (CB), Pain assessedt (PA)
Personal Care/ Passed urine (PU), Incontinence (I), Bowels moved (BO), Toilet no
Elimination Codes result (T), Catheter care (CC), Bed bath (BB), Shower (S), Bath (B),

Basin wash (BW), Oral hygiene (OH)
Pressure Area Care Codes | Positional change (PC), Wound care (WC)

Exception codes: D (declined) OW (off ward) AS (asleep) TH (theatre)
tUse appropriate pain too! if pain is present MSZ800



Care and Comfort Clock Date: 7 /0] ['15

, " QO A Registered Nurse to plan Minimum frequency:
LQO A OWOM minimum comfort round O . O 2 :
: frequency based on risk
Patient label here assessment, clinical condition O 3 O 4 hourly
and essential care needs. ;
{0 Food chart in place

O Fluid chart in place

Responsible staff to
initial outer ring of

Adapted from clock, If patient is

L. Murrie Care Clock, .
VHK Hospice independent,
mark that
activity

with *.

Any variance in
any section Date bowels
please document last moved:
care and
progress in
patient records
Food, Fluid Offered food (OF), Offered drink (OD)
and Nutrition Codes
Safety Codes Walking aid available (W), Appropriate footwear available (F), Area
: de-cluttered (A), Call bell within reach (CB), Pain assessedt (PA)
Personal Care/ | Passed urine (PU), Incontinence (I), Bowels moved (BO), Toilet no
Elimination Codes result (T), Catheter care (CC), Bed bath (BB), Shower (5), Bath (B),

Basin wash (BW), Oral hygiene (OH)

Pressure Area Care Codes |Positional change (PC), Wound care (WC)

Exception codes: D (declined) OW (off ward) AS (asleep) TH (theatre)
tUse appropriate pain tool if pain is present



Care and Comfort Clock Date: ‘/ ajzs

heaen  Croseen Registered Nurse to plan Minimum frequency:
minimum comfort round O 1 O 2 ]
Patient label here frequency based on risk
_ assessment, clinical condition O 3 O ourly
| 63 TS! 1< | and essential care needs. .
O Food chart in place

O Fluid chart in place

Fife Responsible staff to
Adapted from initial outer ring of

L Murrie Care Clock, clock. If patient is

VHK Hospice independent,

mark that
activity
with *.

Any variance in

any section Date bowels
please document last moved:
care and
progress in
patient records
Foed, Fluid Offered food (OF), Offered drink (OD) -
and Nutrition Codes
Safety Codes Walking aid available (W), Appropriate footwear available (F), Area
de-cluttered {A), Call bell within reach (CB), Pain assessedt (PA)
Personal Care/ Passed urine (PU), incontinence (f), Bowels moved (BO), Toilet no
Elimination Codes result (T), Catheter care (CC), Bed bath (BB}, Shower (8), Bath (B),

- | Basin wash (BW)}, Oral hygiene (OH)
Pressure Area Care Codes |Positional change (PC), Wound care (WC)

Exception codes: D (declined) OW (off ward) AS (asleep) TH (theatre)
TUse appropriate pain tool if pain is present MS2800



| P
Care and Comfort Clock Date: 31-3-25 - .

= GR . . —y
e SRJTON 17-03-1975 Registered Nurse to pian Minimum frequency:

Wi || SR (5 Ovw

1703751191 and essential care needs.

- _ L O Fo?/ci chart in place

| mid chart in place

g, e’
Fife Responsible staff to
initial outer ring of
Jdapted from clock. If patient is
"MK Hosplee independent,
mark that
activity
with *.

‘

Any variance in

any section
please document
care and
progress in
patient records

Date bowels
last moved:

Food, Fluid Offered food (OF), Offered drink {OD)
and Nutrition Codes :

Safety Codes

Walking aid available W), Appropriate footwear available (F), Area
de-cluttered (A), Call bell within reach (CB), Pain assessedt (PA)

Personal Care/ Passed urine (PU), Incontinence (I), Bowels moved (BO), Toilet no
. Elimination Codes result (T), Catheter care (CC), Bed bath (BB}, Shower (5), Bath (B),
Basin wash (BW), Oral hygiene (OH)

Pressure Area Care Codes |Positional change (PC), Wound care (WC)

Exception codes: D (declined) OW (off ward) AS (asleep) TH (theatre)
tUse appropriate pain tool if pain is present




——
Care and Comfort Clock

" GRATTON

91

lTuiiﬁtiiumumuujmunﬂummtmnmnu

. N H S .
N, s’
Fife

Adapted from

L Murrie Care Clock,
VHK Hospice

please document
care.and
progress in .
patient records

Any variance in
any section

Date: 20-Q-25.

17-03-1975

|

Registered Nurse to plan
minimum comfort round
frequency based on risk
assessment, clinical condition
and essential care needs.

Minimum frequency: 1

(O

(U3 (Oahoury

O Food chart in place

O Fluid chart in place

Responsible staff to
initial outer ring of
clock. If patient is
independent,
mark that

activity

with *.

®
Date bowels
last moved:

Food, Fluid

and Nutrition Codes

Offered food (OF), Offered drink (OD)

Safety Codes

Walking aid available (W), Appropriate footwear available (F), Area
de-cluttered (A), Call bell within reach (CB), Pain assessedt (PA)

Personal Care/
Elimination Codes

Passed urine (PU), Incontinence (1), Bowels moved (BQ), Toilet no
result (T), Catheter care (CC), Bed bath (8B), Shower (S), Bath (B),
Basin wash (BW), Oral hygiene (OH)

Pressure Area Care Codes

Positional change (PC), Wound care (WQ)

Exception codes: D (declined) OW (off ward) AS (asleep) TH (theatre)
tUse appropriate pain tool if pain is present

MS2800
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nrere

F  has patient had a FALL since last review?

is the patient AGITATED or‘con’fused today?
is the patient LIKELY to fb rget instructions?
is the patient LIKELY to mobilise without su pervision?

Ensure SAFE environment every time you leave patient/
call bell to hand/walking aid

GRATTON
LEON

FALLS & BEDRAILS ASSESSMENT AND INTERVENTION CARE PLAN NHS

. 1_?-03-1 97_5-

L

1703751 191 ‘

Admission / Transfer to Ward

(MUST BE COMPLETED FOR EVERY TRANSFER)

[/sh<

No | N/A | Yes | No | NJA | Yes | No | N/A
Provide FALLS leaflet to patient carer/family v P
Check E+5 BPs completed on Patient Trak v
Medical staff asked to complete falls assessment
overleaf

D | 21

Why has the FALLSIdaily bundle not been implemented 2§

(s

D

LndeDpind ot nfdn

L

(Mobility

Patient iis very imrmabile
{bed fast or hoist - dependent)

Patient is neither independent norimmabile

Patient car mobilise without help from staff

Patient is confused & disorjentated

A - Use bed rails with care

B 2Bed rails NOT recommended

CEBed rails NOT recommended,

;

Patientis drowsy

D JBed roils recommended

E - Use bedrils with care

FEBed rails NOT recommended

Patientis orientated and alert G FBed sails recommended H “Eed rails recommended | 28 373l NOTrecommended
. R .
Patient is unconscious J 2 Bed rais recommended NfA NfA

Bed Rails Assessment Matrix - The matrix and the codes must be used in con
ty can make their own decisions about bed rail u

and awareness. Patients with capaci

falling from bed. Patients with involuntary movements {e.

padded covers, Discuss with welfare POA/NOK if patient does not have capacity and document in notes.

junction with NHS Fife Bed Rail Policy as combination of ciinical judgement
se. Patients with visual impairment may be more vulnerable to
g- spasms} may be more vulnerzble to falling from bed and if bed rails are used, may need



has patient had a FALL since last review?

is the patient AGITATED or confused today?

is the patient LIKELY to forget instructions?

is the patient LIKELY to mobilise without supervision? ' mﬂ m

Ensure SAFE environment every time you leave patient/ @ID
- call bell to hand/walking aid

wnrrreem

Falls'and Bedrail Care Pianning &
Daily BundieostEall Moo =S

Patient uses - glasses /hearing aid

{circle as appropriate)
Advise patient to take time when rising .
from sitting/lying to standing

Ask medical staff to complete medical falls .
review

Complete 4AT and start TIME bundle if new
4AT 4 or above

Consider placement in the ward and
patients orientation to ward

Ask/encourage patient to sit-stand.
Change position '

Calt bell within reach

Care and comfort frequency
(1/2/3/4 hourly) (add number to box)

Consider whether enhanced or 1:1 supervision or
use of Chair/Bed alarm ({circle appropriate)

Foillow mobility risk assessment/care plan.
Consider referral to Physiotherapy and/or OT

if patient requires walking aid is it within
easy reach?

Assess continence. Document support
required in care plan.

Area hazard free, personal belongings within
easy reach '

Select suitable seating

Bed at lowest level and brakes applied

Consider suitability and appropriateness of
clothing / footwear jreferral to podiatry

BEDRAILYASSESSMENT:

Bedrails Appropriate, as per Matrix  {Yes/No} N

Bedvrails used ' (Yes/No)
* document professional judgement on page 3

‘document rationale on page 3

| Discuss with Patients Next of Kin  {Yes/No)
*document outcome on page 3

t Bedrail Bumpers Appropriate {Yes/No) \\l
N
Matrix Code j

Signed | \@




RADIOMETER ABL90 SERIES

ABLO0 Ward 43 [393-092R0352N0004 14:49 01/0972025

PATIENT REPORT Syringe - S 65ul. short Sample # 238
probe -
Identifications
Patient ID B173321X
Operator Suzanne Artley

Patient fast name
Patient first name

Date of birth

Sample type Arterial
T 37.0°C
FO,(!) 21.0%
Note - '

Blood gas values _ |
pH - 7.433 [ 7.350 - 7.450

]
oH*e . 36.9 nmolilL [ 350 - 450
pCO, 593 kPa [ 467 - 600 )
1 pO, 978 kPa [ 100 - 140 |
cHCO,~(P,st)¢ 28.6 mmoll [ 220 - 320 |}
cBase({B) 47  mmolL [ - !
50, 861 % | 850 - 980 |
clLac 10 mmollL f 10 - 21 ]
cCa?® . 1.16  mmoli [ 115 - 135 )
eK* ' 37 mmoL [ 35.-53 |
cNa* ‘ 142 mmoli [ 133 - 148 ] -
cHb 139 gL [ 120 - 175 }-
t FO,HD 949 % [ 08 -10 |
FCOHb 08 % [ 085 -15 ]
- FMetHD , 0.4 % [ 01 -15 |
FHHb ‘ 39 % [ 10 -50 |
Notes ................................ ——
t Value(s) above reference range -
it _ Value{s] below reference range
c Calculated valug(s)
Solution pack lot: RE-02. ~ Sensor cassette run #

Printed 14:50:28  01/09/2025 1878-150



RADIOMETER ABL90 SERIES

ABLSO Ward 43 1393-092R0352N0004 _ 14:49 01/09/2025
PATIENT REPORT - Syringe - S 65ul short  Sample # 238
probe

|dentifications
Patient 1D B173321X
Operaior Suzanne Artley
Pafient iasi name
Patient first name
Date of birth _
Sample type Arterial
T " 37.0°C 4L 02 NC.
FO,{1) : 21.0%
Note

Blood gas values _ _
pH _ 7.433 [ 7.350 - 7.450

]
cH'e 3649 nmoll [ 350 - 450 |
pCoO, 593 kPa [ 467 - 600 |

{00, . 9.78 kPa [ 100 - 140 ]
cHCO,(P.st)g 286  mmoilL [ 220 - 320 |
cBase(B)e 47 mmoll | _ 1
50, 961 % [ 950 - 980 -}
cLac 10 mmoll [ 10 -21 ]
cCa? 1.16 mmoliL [ 115 - 135 |
ocK* 3.7 mmoll { 35 -583 ]
cNa* _ 142 mmoll [ 133 - 146 ]
otHb 139 g [ 120 - 175 |

t FO,Hb 949 % [ 09 -10 ]
FCCHb 08 % { 05 -15 ]
FMetHb 04 % i 01 -15 ]
FHHb 39 % | 10 -850 |

Notes .........................................................................................
- 1 Value(s) above reference range

i ‘Value(s) betow reference range

c Calculated value(s)

Solution pack iot: RE-02 Sensor cassette run #:

Printed 14:50:25 01/09/2025 1978-150




DRUG PRESCRIPTION AND 7 ADMINISTRAT!ON RECORD

EEET T

appropriate hox.

. hot miss doses.

INSTRUCTIONS FOR USE

= Use of this prescription must foliow the Code of Practice Medicines.

* Use the Approved Drug name and print each entry LEGIBLY N CAPITAL
LETTERS in indelible ink.

- NEVER alter existing instructions, write a new entry.

* To stop a preseription, score & single line through both drug and
administration sections, sign and date.

* When a dose is administered the person doing so must initial the

« When prescribing new medicines be mindful of administration times and i
necessary prescribe a dose in the once only section to ensure patients do

Place Any Additicnal Stickers Here

Compliance mo -

‘'CHARTS IN THE Additional Charsts ¥ | Date Date Codes for Drugs Not Administered
BOOKLET (Attached) started | finished A - Patient refused
Thromboprophylaxis | Warfarin ' B - Patient Unavailable

- C - Instructions not clear / legal
Oxygen Prescriptions | Subcutaneous Insutin D - Medicine not available
- 7 - E - Nil by mouth
Regular Prescriptions | Iatravenaus Insulin F - Once only / pm given
As Required/ Intravenous Fluid G - Dose withheld — Prescriber’s instructions
s mpt%matic Relief H - Self-administered by patient
¥ .| Syringe Driver |~ Nausea / Vomiting
J4 - Unable to swallow
Others K - No intravenous access
L Other
ONCE ONLY PRESCRI PT!ONS
Date Time Medicine Dose | Route | Prescriber's Time Given by
" | Signature Given

Version 2 Approvad by Area Drugs & Therapeutics Committee Feb 2015

Review Date: Feb 2017

-
NHS

MS2791

G



e AL

THROMBOPROPHYLAXIS :
. Times | Date U and Month =

THROMBQPROPHYLAXIS SHOULD BE 1o be - - , T ‘ -
REASSESSED EVERY 48 HOURS . B '\y , | I : 1
given |¥a 1 (] , [
DRUG N B : : |
N T I [ 1 1] ;
Dose Route Stagt Date = | | BN ] )
000 it ¢fc PN S ‘ ; , :

Reason for Change/Stopping:

1§t \ﬁ“&j]‘/’ ;

f

i t
q ki i
! | |

Prescriber’s signature Comments L |

Aosts Mm'%,w MosED | B
VTE RISK ASSESSMENT - STOP !!!!. - e*_.and Molp“th-::}l _.

| Patient VTE Risk Assessment completed on 394 ___
admission {(medical clerking) T T

. 1 ’ ™
i B |
2 For Dalteparin , . @ I NO I ‘ ‘ ] . ;
PR [ o ' ! | 5 1
: ] : ] - ;

3 If YES give patient VTE information leaflet - .
prior to 1* dose o S ol }

REASSESS IN 48hrs
Date Reassessed:

L-- R - E 3 ] H : fl
Continue with Dalteparin YES / NO ! i ' 4 :
OXYGEN PRESCRIPTIONS e Do momn = |
) Time -

DRUG . Ohservation . ]
OXYGEN 4 hourly £ ]

12 hourly ]

Dally I

Other ......ccovvinnen

Titrate to achieve target -
oxygan saturation as

N ted .
indicate Not indicated s siygen poiicr) [
04%.98% [ 88%-02%[] Other O o
Starting deviceflow rate Start Dale I I 1
i il
; . | ] : t .
Route: j \ A . i
As required ] Countinuous{"] | nhaled o A ; | b
(Reler to oxygen poficy) : ] i 3 :
Prescrbers Signature
[ ]
Time |
E———————— .
DRUG Observation | [ I
OXYGEN 4 hourty O ‘ | ]
12 hourly d ‘
tally o I} {
- Other .....civivarnn.

Titrate to ach'iavlre ia rget
axygen saturation as N
indicated i : !

Not indicated (see arygen poicy) [
. » ] f
94% -98% (] 88%-92%[) Other | i ; , i
Starting device/low rate Start Date 1 i
i
Route: \ .
As required [} Countinucus [T | inhaled } !
{Rotor 1o oxygen polioy) ! [
Prescribers Signaturs




PATIENT NAME ...ovvoeeeeceesnecne s esoesessenns CHI..........cceo....  CONSULTANT et s

REGULAR PRESCRIPTIONS Times | Date U and Month = )
toba K _ f =
AN AL S AN, _r
i | : )

PRUS _DOXYLIUE A

Dose - | Routy A Date ™ U N i ,ﬁ ,‘/{ s
100 wy B wlorir  [Dsev XS@Z}% 0 LR
Reason for Change/Stoppin 1 /
n for Chang tcy/ \\ | | ) //(‘5(/\ ,x(‘: !

Indication “Commants N \ ) d 7

Peefeniber's Signature @‘

ORUG (o~ AmoxicL AV /\ N

VA N ; <
R VR - T N7 %—% P
’;Z_-
~ 2 ! !

Indication

Reason for Change/Stopping / \"’ ! ’
. N4/
}mﬁnt&

(+

" | Presefiber's Signature M 100 % " s n /J X I : \ ]

n Y, Vi [
ChANY .
PRUS (\ezh@ing - 7 |
Dose 200& Rou%o S‘zﬁoﬁf& # 4 3 . i
Reason for Chilige/Stopping i ’ : |
indication Commants i ~ E
Predbrrreporrd—aiien i, i
i 3 L~ .
u-_m%\u, no NG| 122 _67/,9/ b

Prescriber’s Signature @ E 4 ) W :

DRUG fs‘?f@p&?ﬁ 100 ywadas searr ] A ; i :

Reasgn for Change/Stopping

-

Indication Comments M +19

T i O e B P L R T %") ¥
] - -
Pt Qus &

P |

Prescriber’s Signature @’ .

T [tk B e T v | m— sy | g

PRUG Pplufigrpzote | l |
20wy " [T | ogoo |—{0) D[ )W |5
Reason for Change/Stopping : E e’ i L ’
Indication Comments 1 | :
- v).&-— E -

Mu9
Prescriber's Signature w gr l
PRUS Clugxereg o . ] ;- | | ]
Dose 60«1 Route?u Star";gfﬁ‘te oBos . E \N\ 7‘}, f /y(&v\ﬂﬂ \
Reason for Chgngefswpping : i : 1 i
Indication Comments ’

N

S
T4 |

Prescriber's Signature @E




PATIENT NAME .o cnsssisans st s enass CHI covvvevernenees CONSULTANT Lot sencisst e

REGULAR PRESC RIPTIONS ' Times Datg 1} and Menath =

AN RS |

PRUS _DMEfK pzoL s

= Routg, swr;;a{gg @800’ Th £ ! ‘f\

Reasen for Change/Siopping

Indication Commenis M 4 Iq | i

Rpe [ 1

Prescriber's Signature W : ! !

DRUG ¢\ VAGTAT N ]

Dosa Route Start Date
Liow, fo o |08

Reason for Change/Siopping : ] i ]

indication Commenls
.

u“g__

44 P L I s ud

Prescriber's Signature % ;p: d .
TR fore AP I
Dose {M Roui?o Slaﬂlrfg“‘ﬂbs o4t $$ ﬂ, /70 SVY/{ 1

Reason for Cﬁlange?Stopping‘

ESRGY

WAL9_

_ qﬁndicatio 5 Comments o A\ ‘ |
\\_@” SQGDS\ B%P%T:—e\ ok M,\u i : l

t.. ' {s{‘éW‘
/\\} Prescriber’s Signature @

=St

DRUG gz_! y 60 VM

Dose Route Start Dat

o] oiedwed | Reraial, 30l %8 ayao

Ol
©

=

]

Reasan for ChangarStops;ing

indication Comments

plkerec days

Prescriber's Signature ,’é@ ] i
- |
PRUSADELA  kpm i N

Reasor'l' for Change/Stopping

Fa
S ETE RS AN O C1E N

Indication Camments M q. ‘ q 3 " /}1
{1

N 5% L 10) T RNGH ?
. | Prescribers Signatre /@b ] \.J _ , 7

DRUG
D E\A'UM

Dose Route Start Date
n\ a.gpua;\b- bt 2a [ed”

ReasonforChanelSlepfsing j P . . o

Indication Comments : i

e akwutr 9 oY '

* ' Prescriber's Sigrature ﬁ




