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National Early Warning Score 2 (NEWSZ) Chart NHS REMEMBER - Record all observations an NEWSZ chart B

3\ ’ « Document concerns/decisions in clinical notes
I i Lothia » Escalate your frequency of observations
Ad d res SOQ raph e = Il at any point during your assessinent you are concerned about your patient - CALL FOR HELP _/J
Name: A l Qa m \S Qa V | Assess Possible Actions
' E = Is the airway - »  suction if indicated
pos: L q ( | | I gjf . | Date charl commenced: OC? [' (O { (R AIRWAY e E?:?ST gﬁi ;":d'j:;llgl  jaw thrust
THIETE R b £ ihis admiss| « obstructed = administer oxygen
CHi- is is chart number of this admission . call 2222 If at risk
= . resﬁiralury rate = administer prescribed oxygan to mainiain
+  SpO, saturations 84-88% (MB CCPD BE-82%)
. = 2y A LU Ne LIRSS 2 : L +  accessory muscle use +  monilor Sp0, /ABGs
BREATHING +  noises +- percussion, palpation & auscultation = consider I:‘.hﬂélx-rﬂy
Date | «  posilion / posture +  treat underlying cause
Time ,.5 | . « call 2222 if not breathing
= : i ' +  pulse + obiain Y access
=~ Spontaneously 4 i o *  blood pressure + obtain blood samplas
4 . ;
=t : i « gaplllary refil ima = prepare fiuid challenge
O Ta sheach 3 — L .% 2 CIRCULATION *  core lemperature | calour « initiate fluld balance char
@ To pain | 2 9 ? = urine aulput »  call 2222 if no cireulation
iy T I ol T [ T \I7 2 « ponsider 4 body cavities for fluld & blood loss « consider initiating major Feemorrhage protocol
None |1 s {4 + on the fioor) = menitor response o actions
Urientated |5 - |+ menitordrain losses = .
- IC ah = AVPU forinitial assessment *  re-gssess GES _
E & Confused |4 JI[*11] £ = g DISABILITY = BG5S, on-going neuro assessment « check blood glucose if less than 4mmels/lira
o §_ Inappropriate words |3 B 5o = ABC's & treat hypoxia or hypovolasmia aclivate hypoglycasmia protocol
W — —F= 'g § A=Alat  V=Voica/Varbal | *  blood glucose = check drug chart
Ed‘é Incomprahensible sounds |2 B E P=Pain U= Unresponsive | *  drugs + remember accurate documentation
None T B (Tl «  foptlo toe examination = gontrol bleeding
— e + ook forevidence of blood loss ! rashes [ » treal any underlying conditions identified
Obey commands {6 EXPOSURE drains | wounds etc *  EESSEess
: — o] ¥ = maintaln patient's dignity
= Localise to pain |5 | = w «  avaluale actions
28 Etast : [ : S -
25 feRion 0. pau 19 = S5 N i 2% Pain and Symptom Assessment and Management ] -
"T.'; E Abnormal flexien 3 = b=t ] = 'E E Supportive care - pain: Always score worst pain in the last 24 hours or since last assessment. If the patient has deterlorating health
M Extension to pain -2 I 1 {1 T O [ ["! = g with limited reversibility, refer to Scottish Palliative Care Guidelines
None |1 = Acute Pain: Score current pain an movemeant, e.g. deep breathing, Refer to Acute Pain Guidelines
i =i Persistent pain - 6 or above which distresses the patient and |s unresponsive 1o guidelines
Total GCS Score | e
Size ' Call Medical Staff/ Senior Nurse / Nurse Practitioner .
Right Pupil - i T i &8
Reaction § L =2 L B3 For further advice contact:
Siza iy % g_ % T et A
Left Pupil Reastion I8 | ] = 1+ 5o ACUTE SPECIALIST PALLIATIVE CARE
= == Mon-Fri: bleep Acute Pain Team Mon-Fri: bleep Palliative Care Team
Normal power i Out of Hours: on-call Anaesthetist Out of Hours: via Switchboard
- L]
N ¢ s g ey - = = b Pain Score Nausea Score Epidural Motor Block Score
E i = n
= W Severe weakness | , = E% please do not [¥') motor block column
- < Extension | | B RE | 0 - None 0 - No Nausea 0 - Full Power
3 No response | | | %: % Continue lo assess pain at least daily
- N | = ﬂg 1 - 3 Mild 1 - Nausea 1 - Weak but able to raise legs
(@] orma power i =l - g Continue to assess pain with routine Consider ant-emetic
= Mild weakness:| E 8 observations, must be at least daily 2 - Able to bend knees
o I Severe weakness | I g 4 - 5 Moderate 2 - Nausea / Vomiting
. s 2 = E%— Assess, administer and review Administer anti-emetic 3 - Minimal movement
= Extension 2 N I ; o analgesia as appropriate for patient
= No response | g 6 - 10 Severe 3 - Persistent Nausea &/or Vomiting | 4 - Paralysis
Initials. 1B =i B Assess, administer and review Cantact Doctor
- analgesia as appropriate for patient If score 2 or above please immedialely

Using appropriate Using guidelines prescribe | give : conlact the Acute Paln Team or
Lothian Guidelines anti-emetics and review on-call Anaesthetist if out of hours
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- ; 1-24
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DOB: signs and symploms of infectian, 1617 T s '.‘6’ Bl 1647
of at risk of infection, think 12-14 [ | i~ - |12-14
e ‘Could this be sepsis?' and 9-11 1 g1
CHI: = escalale care iImmediately. <8 ] <A
. | =74 W e
Special Instructions: 94-95 9 (9 1 [ 94-95
Only to be completed under the direction of a senior member of the medical team B2-93 2 |82-93 _
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Print Slgn D&algna.linn C 1T T I_ T ] 5 = T
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*Reqardless of NEWS always Escalate if concerned about a patient’s condition. A=At A _ |1 _ [} | A=A
Escalate immediately if clinical observations cannot be obtained O Uiminor % |7 z [ |o? Uminor %
Device Bavice
NEWS TOTAL Monitoring Frequency Clinical Response >220 = >220 |
o B AL g o oo 201-219 201-219
: Minimum 12 hourly/ + continue routine NEWS monitaring 181-200 L |— 181200
4 hourly in admission arsas :g:g ——r= :i: ':::
* inform registerad nurse ) 12'1' 140 | 1Y AE; \1(9 121-140
» Taglﬂtﬂrﬂd nurse assessment 111 120 /\' 1 il = ﬂ ) 111_ 121:
» review frequency of observalions P M 2 = —
= Lt : s 10 110
i e S hop = If engoing concern, escalale to medical 41-100 i - 7| | 9111 00
ot 519"3. =70 | = SR B i N —__c.ﬂ .90
« eonsider fluid balance chart o ?-:IL 5
= registered nurse assessment 61-70 61-70 o
3in sinale ) = madical assessment ) i £1.80 =
A e Minimiim 1 haurly « managemont plan to be disoussad with {he
parameter =50 =50
senior trainee or above
 consider fiuld balance chart 2131 i T | i Wil 2131
H =3 T o — | = = — —= a
= registerad nurse assessment 1:: :g — — . e P I Te _Illl'i'li — l— ]— =i i = —_ul—-— - *1112: :gg
+ urgent medical assessment — | ' '{)1' =
« management plan to be discussad wilh 101-110 1 — 1611
sanlor tralnea or above 81100 || L] & 21-1%
: « consider senior trainee review if NEWS 81-80 N 1:80
i 1 howrl - o :
SIS SR does not imprave following initial medical 71-80 A |1 [ 71-80
assessment B1-70 81-70
« consider level of monitoring required 51-60 |51-60
= cansider antlcipatory care planning (ACF) 41-50 1 41-50
= start fluld balance chan 3140 l 31-40
* regisierad nurse (o assass immediately =30 =30
« Immediate assessment by sanior trainee Alert [ Alert
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Continuous monltaring * discuss with supenvising consulant DR S n|
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raview U U
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Sel Hespiratory RHale | | . ) B ;:i;;!j_j:} )
Total Respiratory Rate | \% au, 3= E9 126 [ |4 | b= | Lk 4% Sms
Set Tidal Volume | | ] | ) [ |
Expirad Tidal Valume | . | _ | - o= Nil
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Peak Pressure ! P High : | _ ! = g - |Muu
ASBE | PS | | [ [ - Arge
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I:E Ratio | | Lo~ GOL oLl 60 Loa ] PPueoL iDL Gy
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HFMRC Flow Rate | o |y d ] ol B | Bhysiotharapy
an Head Up [ 1+ W “ ?\f v W W : J__\ Cough &
Humidifiar temp e (| i | S 13) oA 5 | D[R] (A 5] | erpoctorate =
Inner iuba chango o ‘i _ ]
Cough [desp braath Cougn, no
- T ! 1 uxpoclorale =
Suction | . . Aot x
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Adr Entry (RIL) _ VW | ] I g
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ETT prassure areas : : _ | | [ _ Rird = BD
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A0 <0 $ ! | s — |
| | 20
it ——— = L A i ! | | 10
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Cardiac Rhythm ' = f SR, (S| SE B | Q¢ 5. | S ‘j‘ﬁ Sp, | Circulation
y | | f“’ h L Pink Wanm
| | [ Whits  Coaol
| I I | l — Moitled Cald
Cardiae [ndex | | [ | I Pilss “ar =
SV | PRV ] _
.[ B FPairl score
-I I ! | 1 A | 1] = Ko .i.'-',-'nn
Peripheral Circulation | | L2 wld. et (r 1= Mid
Angloseal check (LIR) e -H_J_H.F-'"! = -_J___.--' f_____.a-"l T = !_,f'l == | — I__.--f""-J ’--___J_,_.,-F ) -__I ! [ ___,-d""? 1 — I =l =1 §-= F;T;:rr
Blood Glucose | | | | | { T WlE T | 4= Aslesp
Fain Score | | | o = _ o
RASS i = Kie | AR Ko o —
GCS Eyes 4 '% 1 | +4 Comballve
GES Verbal | | o i ]
— — 3V, Agitated
GCS Molor (ILIR) | | I C E . itatEs
Total GCS | | (5 {_:I—— +2 Apitatad
CAR-ECU {(+) | | | _ e | | +1 Restlazs
Pupll sizefreaction R | ' = [ | : .
ettt LY | : 4 = — 0 Alarticalm
Pupil sizafreaction L | | | . _ é_‘ S
MEI (R | : o < - s | o ' = = — . 7 o —1 oWy
i | _’__,/ !__,—-’/f s L__/ - ./'/ :/,_,sz P ,f,/' /_,f"f [ gl J_,_,f" ol 5 L7 L |l 2 légm .
ICP : ! | i | Sedation
CPP | | ' B B -3 Mo
ICP Treatment ] | l = T Sedetion
CSFE(mihr) i ' | | =i i 4 Deop
CEF Drain EE‘T ian;D] ' | i | : T Sadalion
_Brain FEO2 (mmHg) | [ i [ 1 | -5 Lijsrouzalila
Brain Temp (*C) : | i
Lower Limb Powar (L) | | | . N, = | i
Pressure carg | v | e kit | Pressure Care
Oral care (4 hourly) | [ el [ | Right
: _ i , i Lot
Limb physiotherapy C | E-Ei:i:k =
Eyo Care . _____=-=$ | Chiai
L 08 |09 [ 10 | 11 [ 12 | 13 | A& | 15 | J=E¥Y cmmiud TiS%%% 22 | 23 | 24 | 01 | 02 | 03 | 04 | 05 | 06 | 07 | ChestDrains
Bloods sent (stickers) | 3 E gg%‘ E E égg :':,11!-%%? = | i g::rli;i-:?lnﬂ
| [ E—oTx = na- TEEeliy O = o Bubbling
Specimens sent = VeD ;= i'p ] %“EE = ; o = Bioodstaine:d
el = B B B | SERYD e o HS
Drug Levels Required =L e Pk £ 3 e,
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CHI: DATE: A B e T — .
Pearipheral or Central 15} 08 10 11 12 13 14 15 16 17 18 [ 18 20 21 22 23 24 01 02 03 l D4 05 06 o7
{circle as aporopriate)
Drug Fate T
{ml'hr] i ] = S —
PanpharmlCentral L s
A Conceilalion: |
Bumip Mo VOlne |
Irfusied |
Drug Rale
{mlhir] !
Fernpheral/Cantral Laval
_Cancentratian: —
Fumip Mex Walumme
frifuzed
Drug Hate |
tmilihr]
Furiphor el Sontral Lt
Concentratlon. —
Purmip Mo; Wolume:
Influsen
Drug Hate
Lmilihiry
D ParipheraliConizal L
R Conceniration:
| P Mo Wolume
u infised I
G Drug Fate T
(militir} —— —
[ | PerishersiCantnl Liavel
H‘_ Concoarbation
b P Mo Walume
L Infused
u Dirug Rato
s fmilfhrg |
| Paripherall Canlral Lexal |
-n= Concentrannn: | — | =—
: Bump N, Wolirme
N Infuzed
3‘ Druﬂ Hata
rmbfhcy
PatigharaliCoribral Lidwial
Congaentation: e f oo
Purmp Me: wWolume
Infused ]
Drug Raie
i Lmkhrd
ParlpheraliContral Leavel
Concanlraton
P Ma Woldme
| infused
TPN Rais
[mihr}
Prrigharali Canlal Ll |
| Concantration
| Purnp Na: Wlurne | I
Infusad
| Hourly infusion Checks (initial) _
Sub Total infusions !
Crystalleids |
F Collaids , : |
L | Bloed Produets— \W/ 1 &euin. | | a5 |25 |
u | I Medication . .
| | PCA [
D | Epidural | _ . L u | o
S | Flush Bag (0.9% NaGl) 2l S B 5 (s (2 1% >
|| | NG/ NJ [ Jejunal ] |
N Gastric Aspirate pH '
C!ra[ Medication | |
Oral . | Z‘E‘JQ ! . . ,i(f_; .
: i i
Total Intake Jy Qe N 25 g Do B4 heY
Urine I Z-EJG W02 14O | ]_EE,F.DD l_Er‘ﬁ ROED | 40
Mel UF CWVHD (reset hourly) = !
 Drain 1 Observations | _ :
Location: l Level o r
Hourdy Amount Drained | |
 Drain 2 Obsefvations
Locatian: |Leve1 —__ 1. 12 b ——
Hourly Amaount Drained LUl I | [ ==
Drain 3 Ohservations | B |
Location: | Lavel i ;
Hourly Amount Drvained | g g | | | |
Drain 4. Observations [ !
Location: Level i
Hourly Ameunt Draihed | | - . !
Crain 5: Observations -
Location: Level o | -
Houdy Amount Drained — |l | | |
CS5F drain output (hourly)
Nasogastric aspirates/drained | =
Blood Loss = ) | I | N | ||
Bowels
| Cumulative Balanco ~ 7 LA ’ | e
(7zhours) Tomloupot | »3 550 | MOt B0 licte | 110 | 101 128
. Balance | |
mils
Blood Flow (mils{min} | _ = I
Dhalysate flow (mis/hr) ! ,
Access Pressure (mmHg)
Relurn Frassure {mmHg} - |
Pre-filler pressure (mmHg) -
C | Citrale Infusion {(mmol/L) (L - C
V| Calcium Infusion (mmaoliL) | -
V' Paost filter iCa (6 hrly Blue port) [
g Systemic ICa (8 hrly A-Line ) | -
Total Ca {check daily- <3mmaol) |
T:l ratio (Total Ca + lonised Ca)
[check daily - = 2.5)
Changes made
Initials _ |
| Totals reset Hourly (initial) 1 | 1 | {
08 | 09 [ 10 | 97 | 12 | 13 | 94 | 15 | 16 | 17 | 18 | 19 [ 20 [ 21 | 22 | 23 | 24 | 01 | 02 | 03 | 04 [ 05 | 06 | 07




0.9% NaCl (Arterial Ling) 1000m| 3 mllh Not required |

0.9% NaCl |E‘I|I’C| 1000ml 3 mifh Mot reiuired

Enteral Feed/NG Water Prescription

Enteral | Type Valume Rate Prescribed by Given By Time Started | Batch Numbear
| |

NG Water 1000ml

Haemofiltration Recording & Fluid Prescription
Machine ID Kidney Batch No. Lines Batch No. Date & Time Comments

Blood flow (misimin) | Dialysate fiow (misinr) | 7'\ OOVl | (citrate/nepariniother/nothing) -'-*“gﬁ?bﬂ‘“ﬁ%';n“;ﬁ“ FrntName Nurseor |  pate and Time

CiCa K4 (4 mmolll K')

Ve Time 08 |09 |10 |11 | 42|13 |14 |15 |16 |17 | 18 | 19 |20 | 21 |22 | 23 | 24 | 01 | 02 03 | 04 | 05 06 | 07
Signature Initials x2 | =il |
) | |
Mame Batch Mo '
{PRINT) ‘
Exp. Date Y .

I:ECaxzq_stmumr:} Time 08 | 08 |10 |11 | 12 |13 |14 |15 |16 17 | 18 |19 |20 | 21 |22 | 23 [ 24 | 01 |0z | 03 | 04 | 05 | 06 | 07
Signature Initials %2 1 ! L

Name Bafch Mo ' |
(PRINT)
Exp.Date |/ ¢
MULTIBIC K4 : | |
A i bt Time |08 |09 |10 | 11|12 |13 |14 |15 |16 |17 | 18 |19 | 20 | 21 | 22 | 23 | 24 | 01 | 02 | 03 | 04 | 05 | 06 | 07
Signature Initials x2 | |
Name Balch No ' I
(PRINT) | |
Exp.Date |  / / : | | | !
SODIUMCITRATE 4% - | Time |08 |09 |10 |11 |12 | 13 | 14 | 15 | 16 17 | 18 | 19 | 20 |21 |22 |23 |24 |01 |0z 03| 04|05 06|07
Signature | | initisls <2 ' | | |
| | | |
Name | Batch No | |
(PRINT) |
Exp.date | /[ |

Calclum Chloride
150mmeol in 1500ml

Time 0B/ 09 [10 | 11 | 12 | 13 | 14 |15 [ 16 | 17 | 18 | 19 | 20 | 21 | 22: | 23 | 24/ 01 | ©O2 03.04 03 | 06 | O7

Signature Initials 2 | ' |
| ai——1—=J
Name Batch Mo ( |

(PRINT) ‘
Exp.date | | |




24 hour Observation Chart - Level 1/ Lev# Beds
National Early Warning Score 2 (NEWS2) Chart

uHS

Lothian

O g —|
Soave, Alan
34 Southpark Place.

wingston,
Livingsio EHS4 6FG

West Laothisn,

Day No:

Consultant:

CHI1 2911571 qgamrm'mmmm'mm'

TRO10 AF Stephen
gnn1RINEAY M 201 1/19a7

Special Instructions:

Only to be completed under the direction of a seniar member of lhe medical feam
A total NEWS of or iIndividual parameter of
Is acceptable far this patient because

Please escalate if

Prin Sign Deslgnation

Data Tima (only vaild if signed and dated)

NEWS TOTAL

Monitoring Frequency

Clinical Response

1T CEIGCOmin R s e psatimm cinel ninles

0 Minimum 12 houriy/ = continue routine NEWS manitoring

4 hourly in admission areas

= inform registered nurse

« registered nurse assessmeant

- review frequency of observations

= If ongoing concem, escalate to
medical ieam

= consider fluid halance EhEIr't

« registered nurse assessment
= medical assessment
= management plan to be discussed
with senior trainee or above
= consider fluid balance chart
| = registered nurse assessment

* urgent medical assessment
» management plan to be discussed

Total 1 -4 Minimum 4-6 hourly

Minimum 1 hourly

Total 5-6 with senior trainee or above
« consider seniar trainea raview if
— .lirgmtv Minimum 1 hourly NEWS does not improve following

initial medical assessment
thﬁahh”ﬁ » conslder level of monitoring
required
« consider anticipatory care
| planning (ACF)
L= « start fluid balance chart

« registered nurse to assess
immediately

« immediate assessment by senior
trainee or above

= discuss with supervising
consultant

= if appropriate contact Critical Care
for review

« consider anticipatory care
planning (ACF)

= start fluid balance chart

Continuous monitoring
of vital signs

REMEMBER
= Record all observations on NEWS2 chart
* Document concerns/decisions in clinical notes
= Escalate your frequency of observations

« Il-at any point during your assessment you are concerned about your patient -
CALL FOR HELP

Pain and Symptom Assessment and Management

Supportive care - pain: Always score worst paln in the fast 24 hours or since |ast

assessment, If the patient has deteriorating health with limited
reversibility, refer fo Scottish Palliative Care Guidelines

Acute Pain: Score current pain on movement, e.q. deep breathing.
Refer to Acute Pain Guidelines

Persistent pain - 6 or above which distresses the patient and is
unresponsive to guldelines

Call Medical Staff / Senior Nurse | Nurse Pratitioner

For further advice contact:

ACUTE

Man-Fri; bleep Aclte Pain Team
Qut of Hours: on-call Anaesthetist

4-5 Moderate

Assess, administer and review analgesia as appropriate for patient

| B-10 Severe
Assess, administer and review analgesia as appropriate for patient

Using appropriate Lothian Guidelines

A - The patient is awake

0 - No Nausea

1 -Nausea
Consider anti-emetic

2 - Nausea [ Vomiting
Administer anti-emetic

3 - Persistent Nausea &for Vomiting
Contact Doctor

Using guidelines prescribe { give
anti-emetics and review

Mausea Score

Pain Score

0 None
Continue to assess paln at least daily

1-3 Mild
Caontinué to assess pain with routine observalions, must be at least daily

| SPECIALIST PALLIATIVE CARE

| Mon-Fri: bleep Palliative Care Team
| Out of Hours: via Switchboard

V - The patient responds o verbal stimulation

P - The patient responds to painful stimulation

U - The patient Is completely unresponsive

NEWS of 5 or more?
Think Sepsis!

In a patient with a NEWS of 5 or more and a known infection,
signs and symptoms of infection. or at risk of infection, think
‘Could this be sepsis?' and escalate care immediately.

NEWS >/=3 AND SIRS 2

e observation chart for details)

Time:

With clinical si;]ns of infection:

THINK SEPSIS

Sepsis 6 within 1 hour
Consider high flow oxygen
Measure lactate
Blood cultures
IV fluids |
IV antibiotics

Measure urine output

Time

-

patent
at righk
obstructad

Assess Possible Actions

Is the airway -

— suction if indicated

—« head LIl ehin it { jaw thrust
— girway adjuncts

— administer oxygen

— call 2222 if at risk

BREATHING | AIRWAY

respiratory rate

Sp0,

BECESSOry muscle use

noises +/- parclssion, palpation
& auscultation

position | postureosture

— adminisler prascribed oxygan to maintain
saturations 94%-88% (NB COPD 88%-92%)

— meniter Sp0, ! ABGs

— gonsider chest x-ray

— treat underlying cause

— call 2222 il not breathing

CIRCULATION

plilse

blood pressure

capillary refill tima

core temperalure / colour

urine autput

consider 4 body cavifies for fluid
& blood loss (4 + on the floor)
menitor drain losses

—+ obtain |V acocess
— obtain blecd samples
— prepare fluld challange
« Initiate fluld balance chart
— Call 2222 if no circulation
— ponsider initiating major haemaorrhage protocol
—= manitor response 1o actions

A et W= vpcetsakal
-

P = Fari U = Drpsspancive
.

AVPU for initial assessment

GCS,; on-gaoing neurg assessment
ABC's & treat hypoxia or
hypovotaemia

blood glucose

drugs

— re-agsess GCS
— check blood glucose If less than 4mmaols/litre
activate hypoglycaemia protocol
—= check drug chart
» remember aceurate documentation

EXPOSURE| DISABILITY

top to toe examination
Iook for evidence of blood loss /
rashaes | dralns / weounds ele

— control bleading
—= treat any underlying conditions identified
—+ [BBS5E55
» maintain patient's dignity
— evaluate actions
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IV fluids for adults: for more details, see pocket guideline or App V"g 1 e
Consider volume status: Hypovolaemic / Euumaemi.:—lypewolaemic ht (kg) Addres Ograpn
Does your patient need IV fluids? If so, are they needed for: ey
Maintenance, Replacement, or Resuscitation? l e
Write in Maintenance requirements in next 24 hours: —— S6R:

Volume 30ml/kg Sodium 1mmollkg Potassium 1mmol/kg (unless K* > 5.0)

mi mmol mmal | | CHI.

Estimate oral intake in the next 24 hours ml. Oral intake will reduce the intravenous volume required

Weight Maintenence Fluid Rateml/ Equivalentto

Never give more than 100ml/hr of

(kg) requirements in 24hr hr 1000ml over

1] o o H :
0.18% NaCl / 4% Glucose: risk of hyponatraemia Ak e | 50 | 20hr
If sodium <132 mmol/l, then Plasmalyte 148 should be used for 45-54 1500ml 65 16hr
maintenance. Plasmalyte 148 not to be used for maintenance in other 55-64 1800ml o 14hr
circumstances. 65-74 | 2100m 85 12hr
>75 2400m| | 100 max) | 10hr
Prescribe maintenance fluids and diabetic fluids here. Max rate is 100ml/hr
Prescribe subcutaneous fluids using SC guidelines Use separate prescription chart if more bags are required Mark as ‘Sheet 2’

Type + Additions Vol IV/SC Rate Start Finish Prescribed by Set up by

(ml) (ml/hr) time time (sign & print) (Sign & print)

Use the box

Resuscitation: give Fluid Challenge 250ml to 500ml| Plasmalyte 148 over 5 to 15min. Stop and assess before repeat,
Request senior / ICU option if 2000ml insufficient

QRS Qe e OO Qe gt oagon Grgie 40t SeEd Al qEet ipie SR Cgneec gpah pedt o Damn 9408 g @i At pged Qe

i
Fluid Balance ! ‘ IS : |

|

|

|

V11
V| 2
Jag_ Drugs
Drugs
Naso Gastric / PEG | | | _
Ol 7o (D 1020 [R)A0W0d S
Hourly Total |
Cumulative Input 1759950 slov 150 199 500 |
Urine | | |5 0400l 10| | BHeL | | |

Gastric !
Bowels | | |
Other |
|

00 !

(rix\?

2
3

| |
Cumulative Output| | | | A T g 8 o] ]
Cumulative Balance ===

Fluid Balance:
Today: Previous 24hrs:

MPE 22 05590 Ainborisod. damimey 302 ReyyimaApnt 2033 . NEWSZ Loval 1/leval 2 Brda w3 PLOTIaTs




‘iPAP | CPAP - Non-invasive Ventﬁtinn Care Plan

Date and time started: Date and time discontinued:

Target Sp02:
DNACPR in place Y/N

Mask size:

Is BiPAP/CPAP ceiling of care? Y/N

CPAP Comments

Date/ ABG! H+/pH p0:= pCO: pCO: FiO: Sp0: RR IPAP EPAP TiMax Back-up Tidal Leak

Time

CBG

rate vol

PEEP

BiPAP - ABG to be obtained prior to commencing NIV. Thereafter CBG can be monitored. Please obtain CBG 1 hour, then 4 hours after after
commencing NIV and 1 hour after any changes in settings. CBG should be obtained early morning and mid afternoon for duration of treatment,

Setting Ti max and back up rate with COPD

Patients with COPD typically require a longer expiratory time to avoid or minimise air trapping. Failure to cycle to expiration can occur due to
high airway resistance and/or a high leak condition. This could increase inspiratory time and cause further air trapping, interfere with cycling and
eventually cause poor patient/ventilatory synchrony. A safe system. Ti max, has been added to the Stella 100 to prevent late cycling.

Setting Ti max

1. Measure the patient's respiratory rate during assisted ventilation

. Refer to table column entitled COPD Ti max

2
3. Adjust (if indicated) Ti max to the value that corresponds to the resting respiratory rate
4. The back up rate (which is 10 when the factory defaults are reset), limits the Ti max, Therefore, if the patient's respiratory rate necessitats a Ti

max <1.2 seconds, the back-up rate should be increased

3. Ifthe patient complains the inspiratary time is too short, verify the respiratory rate and Ti max. Ask the patient: "“Do you have enough time to

breath in or is the machine cutting you short?"

Patients respiratory rate COPD Ti max Set back up rate required
30 0.7 17
29 0.7 17
28 0 0.7 ) 17 B
L 27 07 ) 17
. 26 08 15
. 25 08 15
24 0.8 ) ) 14 )
23 0.9 14 B
-2 0.9 14 i
21 0.9 14
20 1.0 12
[ » ol IS 1.0 12 )
18 ) 1.1 ) 11 B
17 1.2 10
= 0 16 i 1.2 | ) 10 )
15 L 1.3 | 10 |
14 14 ’ 10 _
13 1.5 10
12 1.7 10

Codes for recording oxygen delivery on the Secretions Normal Values of Arterial Blood Gases '
NEWS2 observations chart

A  breathing air _ M | mucoid pH 7.35-7.45
N nasal cannula (document in litres) MP’ | musopevilent H+ 35 - 45 nmol/L
SM simple mask pCO: 43 -6 kPa
V' venturi mask and percentage (s.dsvics =V, % = 40) P |puwulent | /pGs 11- 14 kPa
NIV patient on NIV system B | blood stained hCOs 21 - 29 mmol/L
RM reservoir mask 0 |ni Base excess -2 - +3 mmol/L
TM  tracheostomy mask 1 it Total haemoglobin 115~ 160 g/L
CP CPAP mask = Potassium ion 3.6 - 5 mmol/L
H humidified oxygen and percentage (s devics = H. Limin or %= 40) 2.1 [Imocarae Lactate (POCT) 0.5 - 1.6 mmol/L (arterial)
OTH Oiharspssty 3 |large Blood glucose 4 - 7 mmoliL




IV fluids for adults: for more details, see pocket ggideline or App

Consider volume status: Hypovolaemic / Euvo/®®mic / Hypervolaemic Weighti(kg), || "ol SRSV it aitingse

Soave, Alan

Does your patient need IV fluids? If so, are they needed for 34 Southpark Place,
Maintenance, Replacement, or Resuscitation? — Livingston,

i : ; : Egsential West Lathian, EH3 6HG
Write in Maintenance requirements in next 24 hours: T

Volume 30mli/kg Sodium 1Tmmol/kg Potassium 1mmol/kg (unless K’ > 5.0) [RREEIELARERIERET! TN
RO AF Stephen

Estimate oral intake in the next 24 hours ml. Oral intake will reduce the intravenous volume required

Weight Maintenence Fluid Rateml/ Equivalentto

Never give more than 100ml/hr of

(kg) requirements in 24hr hr 1000mI over

z . e :
0.18% NaCl / 4% Glucose: risk of hyponatraemia 3544 1200m 50 ——
If sodium <132 mmol/l, then Plasmalyte 148 should be used for 45-54 1500ml 65 16hr
maintenance. Plasmalyte 148 not to be used for maintenance in other 55-64 1800ml 75 14hr
circumstances. 65-74 2100m| | 8 | 12hr
>75 2400ml 100 max) 10hr
Prescribe maintenance fluids and diabetic fluids here. Max rate is 100ml/hr
Frescribe subcutanecus fluids using 5C guidelines Use separate prescription chart if more bags are required Mark as ‘Sheet 2°

Type + Additions Vol IV/SC Rate Start Finish Prescribed by Set up by

(ml) (ml/hr) time time (sign & print) (Sign & print)

Use the box below to prescribe any additional fluids that are required for Replacement or Resuscitation

| |
Resuscitation: give Fluid Challenge 250ml to 500m| Plasmalyte 148 over 5 to 15min. Stop and assess before repeat.
Request senior / ICU option if 2000m| insufficient

UB&: U?l:.'l {:,E:d.' ‘UEI 1,:].!2:‘1 LR L 12:!] 13!:1:1 14¢e0 15.‘!’ 15:-: 170 18:': Tg:r: 2,:]-::- 23'}: 22:{ 23:].‘! 24[‘.‘: Ualn_' 92“ 03 | l:ld"'.' N

VI 1 | |
IVl 2 | L
C0cmaniCllee |V Drugs| |00 2.0 )
C oVt \W Drugs 0 | 5%,
Naso Gastric / PEG [} _ , , ! ! | ———e L
Oral| 0 |0 |30 & |yoa| 00§ o150 | 20Uisp 12 89]15n |69 |00 [Soa B
Hourly Total | © |190 [S%°[5% |00 | (00150 |(00 [11 9309 5 oo |(scle0 | | | | ;
Cumulative Input| g [100 oS0 |b5Y] 750/ %50]ig00 {1160 1270 15TY 399 2082130 2130 RLLD 3100 | B
Urine. \qucl 5._0 ISO’HG(} EL:' @i :‘-’;l.: ‘ID 85 |1LB| (O n{l':‘ fﬂ} 85 240 O\ |/C J'uf,l|fu’j
Gastric | | | || 158 11 I | ‘
Bowels _ ca
Other 0 |
| |
Cumulative Output | SO 3005w IO 6D IDRDIARS| S| H6S]/235 1325 P10 1650(1710 |1 15101970 213'7(-)[ |
| Cumulative Balance | | 0 00 ¢ L ) O |
Fluid Balance: YN TAKE - 3356 QuTPLT 20170 +VE IZB0O =
Today: Previous 24hrs:

MPE22 5580 Adllarised Jaiibny 2023 I Ravies Apn| 2023 MENESD Laveld Vil aval 3 Baos ve 2 PLOTIeRA



BiPﬁ [ CPAP - Non-invasive Ventilatit' Care Plan

Date and time started: Date and time discontinued:
Mask size: Target Sp0O2:
Is BiPAP/CPAP ceiling of care? Y/N DNA CPR in place Y /N

Date/ ABG/! H+pH pO: pCO: pCO: FiO: Sp0: RR IPAP EPAP TiMax Back-up Tidal Leak CPAP Comments
Time CBG rate vol PEEP

BiPAP - ABG to be obtained prior to commencing NIV. Thereafter CBG can be monitored. Please obtain CBG 1 hour, then 4 hours after after
commencing NIV and 1 hour after any changes in settings. CBG should be obtained early morning and mid afternoon for duration of treatment.

Setting Ti max and back up rate with COPD

Patients with COPD typically require a longer expiratory time to avoid or minimise air trapping. Failure to cycle to expiration can occur due to
high airway resistance and/or a high leak condition. This could increase inspiratory time and cause further air trapping, interfere with cycling and
eventually cause poor patient/ventilatory synchrony. A safe system. Ti max, has been added to the Stella 100 to prevent late cycling.

Setting Ti max

1. Measure the patient’s respiratory rate during assisted ventilation

2. Refer to table column entitled COPD Ti max

3. Adjust (if indicated) Ti max to the value that corresponds to the resting respiratory rate

4. The back up rate (which is 10 when the factory defauits are reset), limits the Ti max. Therefore, if the patient's respiratory rate necessitats a Ti
max <1.2 seconds, the back-up rate should be increased

5. If the patient complains the inspiratory time is too short, verify the respiratory rate and Ti max. Ask the patient: “Do you have enough time to
breath in or is the machine cutting you short?"

COPD Ti max

Patients respiratory rate

Set back up rate required

30 | 0.7 17 B
29 0.7 17
28 il 0.7 17
27 | 0.7 17
26 l 0.8 15
25 | 0.8 . 15
24 _ 0.8 14
= 0.9 14
22 0.9 14
21 0.9 N 14
20 1.0 12
19 ) 1.0 | 12
18 ) 1.1 11
17 152 10
) 16 1.2 ] 10
15 1.3 10
14 1 14 | 10 B
13 1.5 10 i
12 ;e 10
——
NEWS2 observations chart
A breathing air M | mucoid pH 7.35-7.45
‘N nasal cannula (document in litres) KB rcopivtient H+ 35 - 45 nmol/L
SM simple mask pCO:= 4.3 -6 kPa
V  venturi mask and percentage (e devies =V, % =40 B pHvUiet pO: 11-14 kPa
NIV patient on NIV system | B | blood stained hCOs 21 - 29 mmol/L
RM reservoir mask 0 | nil Base excess -2 - +3 mmol/L
TM  tracheostomy mask 1 | iRl Total haemoglobin  115-160 g/l
CP CPAP mask - Potassium ion 3.6 - 5 mmol/L
H  humidified oxygen and percentage (e.o device =H, Umnorse=4) | |2 | Moderate Lactate (POCT) 0.5 - 1.6 mmol/L (arterial)
OTH | Ot up=y 3 | large Blood glucose 4 - 7 mmol/L

& L J



24 hour Observation Chart - Level 1/ igvel 2 Beds ® NHS | uowy m s
. ) e’ 34 SGL:IhpEer- Place,
National Early Warning Score 2 (NEWS2) Chart P, o
West Lothian, EHS4 6FG
Ward: N
Date: 29|n|23 Day No: @ CTI 291157 1405 (M
78010 AF Stephen
Consultant: frrsinacna.  se e _
= = e ™
Special Instructions: REMEMBER ]
* Record all observations on NEWS2 charl
A total NEWS of or individual parameter of * Document concerms/decisions in clinical notes
is acceptable for this patient because » Escalate your frequency of abservations

« [T at any point dunrg your assessmenl you are concerned aboul your patient - ]
o CALL FOR HELP /

Please escalate if

Pain and Symptom Assessment and Management

Supportive care - pain: Always score worst pain in the last 24 hours or since last
Print Sign Diesignation assessment. I the patient has deterlorating health with limited
reversibility, refer to Scottish Palliative Care Guidelines

Acute Pain: Score current pain on movement, e.g. deep breathing. i
Refer io Acute Pain Guidelines

Date Tima oty valld of slgned amd dated)

NEWS TOTAL  Monitoring Frequency : Clinical Response Persistent pain - 6 or above which distresses the patient and is
Flosurmeiid puipcarmidbosaams o philisres o] Fidiss unres Pﬂ nsiUE t’D guidB“HEE
0 Minimum 12 hourly/ = continue routine NEWS monitoring
4 hourly in admission areas —
A Call Medical Staff / Senior Nurse / Nurse Practitioner
= registered nurse assessment _ :
Total 14 Mininium 4-6 hiourly » review frequency of observations For further advice contact:
= if ongoing concern, escalaie to
medical team
= consider fluid balance chart ACUTE _EFEE:lﬁLIST PALLIATIVE CARE
- reqister r Mon-Fri: bleep Acute Pain Team Mon-Fri: bleep Palliative Care Team
registered nurse assessment
. ical me Qut of Hours: on-call Anaesthetis! Dut of Hours: via Switchboard
| medical assessment
Minimurm 1 hourly - management plan to be discussed
with senior rainee or above
- = consider fluid balance chart 0 None
+ registered nurse assessment Continue to assess pain al least daily
* urgent medical assessment 1-3 Mild
+ management plan 1o be discussed Continue to assess pain with routine observations, must be at least daily
) with _s;mﬂr hgnnfrz ar abm? 1 4-5 Moderate
NSl ST He oo o) Assess, administer and review analgesia as appropriate for patient
Minimun} 1 h{]urly NEWS dI:}EE not improve fD|l|:|W|ng
initial medical assessment 6-10 Severe _ _ : :
« consider level of monitoring Assess, administer and review analgesia as appropriate for patient
required Using appropriate Lothian Guidelines
= consider anticipatory care .
Sl
« start fluid balance chart - No Nausea A - The patient is awake
* registered nurse to assess 1= Ngusea , . V - The patient responds to verbal slimulation
immediately Caonsider anti-emetic
« immediate assessmenl by senior 2 - Nausea / Vomiting P - The patient responds to painful stimulation
trglnee DpeLave - Administer anti-emetic U - The patient is completely unresponsive
: o » discuss with supervising
Continuous monitering et 3 - Persistent Nausea &for Vomiting
of vital signs onauEn B Cantact Doctor
= if appropriate contact Criticai Care - e - - -
{or review Using guidelines prescribe [ give
- consider anticipatory care antl-emetics and review
planning (ACP)
- start fluid balance chart Assess Possible Actions
5 Is the airway - ~+guction if indicated
% = patent + head till, chin lift { jaw thrust
4? @t risk —+-@irway adjuncts
N EWS Of 5 or more ! E = obstructed — administer oxygen
. - —call 2222 i al risk
I
Th in k SE ps IS: g = respiralory rate -+ administer prascribed oxygen to maintain
. | . . = = Sp0 saturations 94%-98% (NB COPD BB%.-029
In a patient with a NEWS of 5 or more and a known infection, & g EEGB"-SSBW ritiseie: Lities — monitar SpO. f?ﬁBGs ': b
signs and symptoms of infection, or at risk of infection, think ﬁ * ‘noises +- percussion, palpation —» consider chest x-ray
‘Could this be sepsis?’ and escalate care immediately. o & auscultation — treat underlying cause
m = position { postureostura — gall 2222 if not breathing
= pulse « ablain IV access
NEWS >/=3 AND SIRS 2 & |+ blood pressure — obtain blood samples
= = capillary refil time — prapare fiuid challenge
5 * cora temperature | colour — initiate fluid balance chart
Tirme: = = Urine output — Call 2222 if no circulation
e R — _ | E * consider 4 body cavities for fiuid — consider iniliating major haemorrhage protocol
With clinical signs_ of infection: 0 & blqlud Lc:s; {I;l + on the floor) = Manilor response 1o actions
= monitor drain losses
M SEPSIS 5> BE£| * AVPU for initial assessment — ra-gssess GCS
Sepsis 6 within 1 hour 5 %E * GCS, on-gaing neuro assessment — check blood glucose if less than 4mmolsiitre
: ; = ot| « ABC's & treat hypaoxia or aclivale hypoglycaemia profocol
f @
Consider high flow oxygen < 1| hypovolaemia —» check drug chart
— 28| « blood glucose — remember accurale documentation
Measure lactate 3 i E' dgl ke
£a. | * FI.,I-'EE
Blood cultures E * lop lo toe examination - control bleeding
N fluids = * |ook for evidence of blood loss |/ — treal any undarlying conditions identified
T E rashes | drains / wounds ete — [BAESESS
IV antibiotics o & — maintain patient's dignity
Measure urine output i — evaluate actions
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24 hour Observation Chart - Level 1 f‘evel 2 Beds
National Early Warning Score 2 (NEWS2) Chart

'zstLumﬁ)ﬁ"] =KL 2wyl

Soave, Alan
34 Snuﬂ}park Pluce,

NUDY

Livingston, o
‘i"r’ts.l.?_.mhium EH54 6FG

Day No:

Date: 2% IIIEE
Consultant: H{.(5

CHI 291157 1495]MM'HMMH'HMM%H'H

Special Instructions:

Only to be completed under Ihe diraclion of a senjor member of the medical team

A total NEWS of or individual parametear of
is acceptable for this patient because

M 0, 7a2%

Flease escalate if

Brint {ﬂti-ﬁ-rr
28lef13

Slgn Wﬂ:ﬂ:

15 )

Dasignation CON S

Date Time {anly vaiid if signed and dafed)

NEWS TOTAL

Monitoring Frequency

Clinical Response

B den s i SRS ) pab= s ganiss

= continue routine NEWS monitoring

neles

Minimum 12 hourly!

0 g
4 hourly In admission areas
« inform registered nurse
« registered nurse assessment
" » review frequency of observations
Total 1-4 Minimum 4-6 hourly <t

» if ongoing concern, escalate lo
medical team
+ consider fluid balanca chart

* registered nurse assessment

* medical assessment

» management plan to be discussed
with senior trainee or above

= consider fluid balance chart

= registered nurse assessment
« urgent medical assessment
» management plan to be discussed

Minimum 1 hourly

« consider level of monitoring
required

+ consider anlicipatory care
planning (ACP)

« start fluid balance chart

= registered nurse to assess
imrmediately

+ immediate assessment by senior
trainee or above

+ discuss with supervising
consultant

« if appropriate contact Critical Care
for review

= consider anticipatory care
planning (ACP)

|+ start fluid balance chart

e

|I:I:1I|:f

Total 5-6 ‘ with senior trainee or above
« consider senior trainee review if
Urgent ! Minimum 1 hourly NEWS does not improve following
response 1 | initial medical assessment
esk

old |

Continuous manitoring
of vital signs

<8010 AF Stephen

REMEMBER )
* Record all observations on NEWS2 chart
* Document concerns/decisions in clinical notes
* Escalate your frequency of observations
« |[f at any point during your assessmant you are concermead about your patient -

CALL FOR HELP <

Pain and Symptom Assessment and Management

Supportive care - pain: Always score warst pain in the last 24 hours or since last
assessment. [f the patient has deteriarating heaith with limited
reversibility, refer to Scottish Palliative Care Guidelines

Acute Pain: Score current pain on movement, .g. deep breathing.
Refer to Acute Pain Guidelines

Persistent pain - 6 or above which distresses the patient and is
unresponsive to guidelines

Call Medical Staff / Senior Nurse / Nurse Practitioner

For further advice contact:

|

SPECIALIST PALLIATIVE CARE

Mon-Fri: bleep Palliative Care Team
Qut of Hours: via Switchboard |

, ACUTE

Mon-Fri: bleep Acute Pain Team
Out of Hours: on-call Anaesthetist

Pain Score

0 None
Continue to assess pain at least daily

1-3 Mild |
Continue to assess pain with routine observalions, must be al |eas! daily
4-5 Moderate

Assess, administer and review analgesia as appropriate for patient

6-10 Severe

Assess, administer and review analgesia as appropriate for patient

Using appropriate Lothian Guidelines

AVPU

A - The patient is awake

V - The patient responds to verbal stimulation

MNausea Score
0 - No Nausea

1 - Nausea
Consider anti-emetic

2 - Nausea { Vomiting
Administer anti-emetic

3 - Persistent Nausea &/or Vomiting
Contact Doctor

Using guidelines prescribe / give
anti-emetics and review

P - The patian! responds to painful stimulation

U - The patisnt is completely unresponsive

Assess Possible Actions

NEWS of 5 or more?
Think Sepsis!

In a patient with a NEWS of 5 or more and a known infection,
signs and symptoms of infection, or at risk of infection, think
‘Could this be sepsis?' and escalate care immediately.

NEWS >/=3 AND 3SIRS 2

(see observation chart for details)

Tl_me:

With clinical signs of infection:
THINK SEPSIS

Sepsis 6 within 1 hour Time

Consider high flow oxygen
Measure lactate

Blood cultures

IV fluids

[\ antibiotics

Measure urine output

> |5 the airway - — suction if indicated
< + patent v bead Ll chin it 7§ jaw throst
% « at risk -+ airway adjuncts
= * obstructed » administer oxygean
— call 2222 if at risk

L] « respiratory rate — administer prescribed oxygen to maintain
= = Sp0, saturations 94%-98% (NB COPD BEY%-22%)
E * gCoessory muscle use » monitor Spl, [ ABGs
ﬁ + nolses +/- percussion, palpation —+ gonsider chest x-ray
o & auscultation — treat underlying cause
o + position { postureosture viall 2222 i1 not breathing

* pulse — obtain |V access
g * blood pressure —+ obtain blood samples
= « capillary refill time — prepare Muid challengs
5 + core lemperalure / colour + initiate fluid balance charl
= + uring output — Call 2222 if no circulation
E + consider 4 body cavities for fluid — consider initiating major haemorrhage protocol
O & blood loss {4 + on the floor) — menitor response to actions

* maonitar drain losses
5 E5| * AVPU for initial assessment —+ re-assess GCS
5 23| « GCS, on-going neuro assessment » check blood glucose if less than 4dmmols/litre
o EE + ABC's & treal hypoxka or activate hypoglycaemia protocal
< =4 | hypovolaemia — check drug chart
@ 33| » blood glucose — remember accurate documentation
R drugs
g » top to toe examination — control bieeding
ey + look for evidence of blood loss / — freat any underiying conditions Identified
“D'-' rashes / drains / wounds etc — [eas5ess
o » maintain patient’s dignity
m + evaiuate actions
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IV fluids for adults: for more details, see pocketguideline or App
Consider volume status: Hypovolaemic / Euxﬁemic | Hypervolaemic Weight (kg) ﬁiﬁ(‘i_f‘! re '2‘1#:;2 f;;TH:f;;ﬁf &
Does your patient need IV fluids? If so, are they needed for. gz[;iﬁffﬂ‘”; o
Maintenance, Replacement, or Resuscitation? e 34 Southpark Place,

Write in Maintenance requirements in next 24 hours: . Livingston, ‘
West Lothian, EH54 6FC

Volume 30ml/kg Sodium 1mmolfkg Potassium 1mmol/kg (unless K* > 5.0) , o
ml mmol mmol | | CHE2911571495 [TV
| 78010 AF Stephen |
Estimate oral intake in the next 24 hours ml. Oral intake will reduce the intravenous volume required

Weight Maintenence Fluid Rateml/ Equivalentto

Never give more than 100ml/hr of

0.18% NaCl / 4% Glucose: risk of hyponatraemia (kg) _roquirements in 24hr hr 1100ml:over
35-44 1200ml ' 50 ~ 20br
If sodium <132 mmol/l, then Plasmalyte 148 should be used for 45-54 1500m| 69 - 1shr
maintenance. Plasmalyte 148 not to be used for maintenance in other 55-64 1800ml _ 75 14hr
circumstances. 65-74 2100ml ! 85 12hr
=75 2400m| | 100 max) 10hr
Prescribe maintenance fluids and diabetic fluids here. Max rate is 100ml/hr
Prescribe subcutaneous fluids using SC guidelines Use separate prescription chart if more bags are required Mark as 'Sheet 2'
Type + Additions Vol IV/SC Rate Start Prescribed by
(ml) (mlfhr) time (sign & print) (Sign & print)
PLAGMPRY [T locc WV 100 9 | %? %{—“—ﬁ pHSTEN . LT
TAT

Use the box below to prescribe any additional fluids that

Resuscitation: give Fluid Challenge 250ml to 500m| Plasmalyte 148 over 5 to 15min. Stop and assess before repeat.
Request senior / ICU option if 2000ml insufficient

OB% 07 DEW  08% A0® 4 f2% 130 140 1500 480 470 1AW @0 200 2190 Zp% oo 4 pfet @t DAt g g
Fluid Balance |

Plsmpfyre VI Teollligliley)
b VI 2 | 770
Drugs |
Drugs | |
_ NasoGastric/PEG| | | AR50 5 A1 TIRIRER |
Oral | 30| 200 1|
Hourly Total | ey, 0
Cumulative Input | |k BAMNES
Urine | 30 210130 100 Fo | 7e [ie° hto lico 220

Gastric | | _ .
Bowels |

|
Other |
|
|

s Lo 'IGCrl IS0 W2 oD |V |y

A

Cumulative Output _ , :3_@520 170
Cumulative Balance

Fluid Balance:
Today: _ Previous 24hrs:
\

MPE 2 05580 Althonesd Janueany 2023 Haylew: Apnt 2023 ! MNEWSZ Leyed 1/Lowel 2 Bads WL PLOTIRE




BiPAU CPAP - Non-invasive Ventilatim..“are Plan

Date and time started: . Date and time discontinued:
Mask size: . Target Sp02:
Is BiPAP/CPAP ceiling of care? Y/N DNACPR in place Y/N

Date/ ABG/ H+/pH pO: pCO: pCO: FiQ: SpO: RR IPAP EPAP TiMax Back-up Tidal Leak CPAP Comments
Time CBG rate vol PEEP

BiPAP - ABG to be obtained prior to commencing NIV. Thereafter CBG can be monitored. Please obtain CBG 1 hour, then 4 hours after after
commencing NIV and 1 hour after any changes in settings. CBG should be obtained early morning and mid afternoon for duration of treatment.

Setting Ti max and back up rate with COPD

Patients with COPD typically require a longer expiratory time to avoid or minimise air trapping. Failure to cycle to expiration can occur due to
high airway resistance and/or a high leak condition. This could increase inspiratory time and cause further air trapping, interfere with cycling and
eventually cause poor patient/ventilatory synchrony. A safe system. Ti max, has been added to the Stella 100 to prevent late cycling.

Setting Ti max

1. Measure the patient’s respiratory rate during assisted ventilation

2. Refer to table column entitled COPD Ti max

3. Adjust (if indicated) Ti max to the value that corresponds to the resting respiratory rate

4. The back up rate (which is 10 when the factory defaults are reset), limits the Ti max. Therefore, if the patient's respiratory rate necessitats a Ti
max <1.2 seconds, the back-up rate should be increased

5. If the patient complains the inspiratory time is too short, verify the respiratory rate and Ti max. Ask the patient: “Do you have enough time to
breath in or is the machine cutting you short?"

Patients respiratory rate COPD Ti max Set back up rate required
30 0.7 | 17
29 | | 0.7 ) 17
) 28 0.7 17
27 0.7 bl 17
2 | ] 0.8 15 __
25 ] 0.8 15
24 0.8 | 14
23 0.9 14 -
. 22 B 0.9 14
21 0.9 14
. 20 1.0 12
19 1.0 12
18 1.1 - 11 el |
RN = 1.2 10
16 1.2 10
15 B 1.3 I
14 B 1.4 10
13 15 10
12 1.7 10
NEWS2 observations chart
A breathing air M | mucoid pH 7.35-7.45
N é'nasal cannula (document in’ ﬁtnas) | N e | o o] H+ 35 - 45 nmol/L
SM srrrrp?a mask : o | |- pCO: 4.3-6 kPa
V' venturi mask and percentage [ng&u’ﬁw"‘u' a:a am] P | puvulent pO: 11-14 kPa
NIV patient on NIV system B | blood stained hCOs 21 - 29 mmol/L
RM reservoir mask 0 |nil Base excess -2 - +3 mmol/L
TM  tracheostomy mask 0 Total haemoglobin 115- 160 g/L
CP CPAP mask Potassium ion 3.6 - 5 mmol/L
H  humidified oxygen and pércen%aga & e | ° | moderate Lactate (POCT) 0.5 - 1.6 mmol/L (arterial)
OTH Oifietsescity. - ! 3 | large Blood glucose 4 -7 mmol/L




24 hour Observation Chart - Level 1 / Level 2 Beds NHS ohimbAAvs amamranh

Soave, Alan

National Early Warning Score 2 (NEWS2) Chart NE 34 Southpark Place,
Yy g ( ) Lothian Livingston,
M HDW West Lothian, EH54 6FG

Consultant: TEO10 AF Swphen )

LI LINATY M I TSET
Special Instructions: ”EREMEMEEH R
Only 1o ba completed under the direction of a senior member of the medical leam » Record all ohservations on NEWS2 chart
A total NEWS of or individual parameter of + Document concerns/decisions in clinical notes
Is acceptable for this patient because » Escalate your frequency of obsemvations

= Il al any point during your assessment yol are concerned shout your patient -
\_  CALLFOR HELP J

Please escalate il

Pain and Symptom Assessment and Management

i Supportive care - pain: Always score Worst paln in the last 24 hours or since lasl
Print Siar Designation assessment, I the patient has deteriorating health ‘with limited
reversibility, refer to Scottish Palliative Care Guidelines

Acute Pain: Scaore current pain on movement, e.g. deep breathing.
Refer to Acute Pain Guidelines

Persistent pain - 6 or above which distresses the patient and is
unresponsive to guidelines

[Date Time fonly valid if sigred and deted) |

NEWS TOTAL Monitoring Frequency Clinical Response

Pooumant cofsosrsoacmnong in satiens climeal nimes

0 Minimum 12 hourly/ « continue routine NEWS manitoring
4 hourly in admission areas

- Call Medical Staff / Senior Nurse | Nurse Practitioner
« infarm registered nurss

= registered nurse assessment

Total 1 - 4 Minimum 4-8 hourly . mviaw_frequenc:.r aof obsawatiups | For further advice contact:

« If ongoing concern, escalate to

medical team
+ consider fluid balance chart ACUTE _ SPECIALIST PALLIATIVE CARE |
. registared nurse assessment Man-Fri: blEEp Acule Pain Team Man-Fri: bLEEp Palliative Care Team I
« medical aszessment Oul of Hours: on-call Anaesthetist Cul of Hours: via Switchboard

Minimum 1 hourly « management plan to be discussed

with senior trainee or above Pain Score

» consider fluid balance charl 0 None
Continue o assess pain at least daily

= registered nurse assessmeant |
I

* urgent medical assessment 1-3 Mild
. m_anagement sﬂ to be discussed | Conlinue lo assess pain"ﬂ‘l routine observations, must be at least daily |
. with f&éﬂnmr tr t».a.-j::r above ] | 4-5 Moderate
iz b el | Assess. administer and review analgesla as appropriate for patient
Minimurm 1 hourly NEWS does not improve following .
initial medical assessment |6-10 Severe , ; ) :
« consider level of monitoring | Assess, administer and review analgesia as appropriate for patient

required ‘ng appropriate Lothian Guidelines

B v T NauseaScore |
planning (ACP) Nausea Score

« start fluid balance chart 0 - No Nausea A - The patient is awake
* registered nurse to assess 1 -Nausea , V - The patient responds 1o verbal stimulation
Immediately Consider anti-emetic
. |mmﬂdiate assessment b':'ll EE.‘F‘IiDI 2 = Nausaa .I’ vﬂmiting P-The :-.'Ei'[l'.:.-"i_ll FBSDDI'IHS ji4] Fla‘lnful stimulation
A ;rl'alnee url?r? 2 ” Administer anti-emetic U - The patient is completely unresponsive
Continuous monitoring sl L 3 - Persistent Nausea &/or Vomiting
of vital signs GOSNt Contact Doctor

« |f appropriate contact Critical Care - e - z
e raiaw Lising guidelines prescribe [ give
» consider anticipatory care anti-emetics and review

planning (ACP)

* start fluid balance chart Assess Possible Actions
o Is the airway - | — suction if indicated
< + patent — head tit. chin Tift { jaw thrust
N EWS of 5 or more‘? % = atrisk » airway adjuncts
o T = obstructed — administer oxygen
- n — I 222.2 if at risk
' Gal
Th n k Se ps IS: (U] * respiratory rate — administer prescribed oxygen o maintain
; ) . P - 5p0. saturations 94%-985% (NB CORD 88%-92%4)
In a patient with a NEWT.E af 5 or more T:md a Iknuwln infection, E - aceessory musdle use — monitor SpO. | ABGS
signs and symptoms of infection, or at risk of infection, think E * neises +/- percussion, paipation — consider chest x-ray
‘Could this be sepsis?' and escalate care immediately. ﬁ & EU%U';EUOH = UEHtZUﬂdB;iFiHE cause
+ position ! postureosturs — call 2222 if not breathing
* pulsa — abtain IV access
NEWS >/=3 AND SIRS 2 % * blood pressure » obtain blood samplas
, =ttt ) bher = = capillary refil ime — prepare fluld challenga
(see observation chart for delalls] 5 + core temperature | colour — initiate fluld balanee chart
= =2 « Urine output — Call 2222f no circulation
Time: E « econsider 4 body cavilies for Nuid — cansider initiating major haemorrhage protocaol
With clinical signs of infection: o & blood loss (4 + on the floar) — maonitor response to actions
« monitor drain losses
THINK SEPSI
=== SEPSIS > gl + AVPU for initial assessment — re-assess GCS
Sepsis 6 within 1 hour Time E g% * GCS. on-going neura assessmenl » chack blaod glucose if less than 4mmpols/iiire
- - e ABC's & treal hypoxia or activate hypoglycaemia protocol
Consider high flow oxygen < =5 hypovolsemia — check drug chart
Measure lactate E 58| + blood glucose — remamber accurate documentation
=2 | * drugs
Blood c:u_lt_ures E » lop 1o tos examination » control bleeding
1% fluids = + look Tor evidence of blood loss { » treat any underlying conditions [dantified
IV antibioti E rashes | draing / wounds efc — [BE5S85S
antibiotics E’c — mainltain patient’s dignity
Measure urine output f — evaluate actions
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IV fluids for adults: for more details, see pocket guideline or App

Consider volume statys: Hypovotaamrc I Euvolaemic / Hypervolaemic Weight (kg) Souve, Alan
Does your patient need IV fluids? ifso. are they needed for:

34 Southpark Blyce,
Maintenance, Replacement, or Resuscitation? ——— | |! Livingston,
Write in Maintenance requirements in next 24 hours: —

[ | West Lothiun, FH54 GG
Volume 30mi/kg

|
| CHI 2911571495 IlIﬂTim_'IﬂNI]I.H'M'lilﬂlllllfﬂ'ﬂ1lll|
| TBOLO AL Stephen

[
AMIEINETY M 29/11/1957

Sodium 1mmollkg

Potassium Tmmol/kg (unless K+ > 3.0)

k

Estimate oral intake in the next 24 hours

ml. Oral intake will reduce the intravenous volume required

Never give more than 100mlifhr of
0.18% NaCl / 4% Glucose:

Weight Maintenence Fluid  Rate ml/

Equivalent to

risk of hyponatraemia (kg) requirements in 24hr hr 1000ml over
 35-44 o 1200m| —— e 20hr -
If sodium <132 mmaol/l. then Plasmalyte 148 should be used for 554 15ﬂﬂfﬁ| = 55 ! 16hr |
maintenance. Plasmalyte 148 not to be used for maintenance in other _55-64 . 'IB{]{]mI <m0 ?5 B | i |
circumstances. 6574 | ETG{JmI 1 85 o Tzhr |

275 | 2400m| 100 max) |
Prescribe maintenance fluids and diabetic fluids here. Max rate i is 100mi/hr |
Prescribe subcutaneous fluids using 5C guidelines Use separate prescription chart if more bags are raquired Mark as ‘Shest 2' I
Type + Additions Vol Iv/sc Rate Start Finish Prescribed by Set up by
(ml) {mlfhr) time

time (sign & print]

(Sign & print)

| = | |
Resuscitation: give Fluid Chaﬂenge ZSUmI to 500ml| Plasmalyte 148 over 5 to 15min. Stop and assess before repeat.
Request senior / ICU option if 2000ml insufficient

0B n:rf-' 08t uqu 10% 49w
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BiPAP /| CPAP - Non-invasive Ventilation Care Plan

Date and time started:
Mask size:
Is BiPAP/CPAP ceiling of care? YIN

ABG/
CBEG

Date/ FiO:

Time

H+pH  pO:

pC Q2

FCD: EpD;

RR

Date and time discontinued:

Target SpO2:

DNACPR in place Y /IN

IPAP  EPAP

TiMax

Back-up Tidal
rate vol

CPAP Comments
PEEP

Leak

BiPAP - ABG to be obtained prior to commencing NIV, Thereafter CBG can be monitored. Please obtain CBG 1 hour, then 4 hours after after
commencing NIV and 1 hour after any changes in seftings. CBG should be obtained early morning and mid afternoon for duration of treatment.

Setting Ti max and back up rate with COPD

Patients with COPD typically require a longer expiratory time to avoid or minimise air trapping. Fallure to cycle to expiration can occur due to
high airway resistance and/or a high leak condition. This could increase inspiratory time and cause further air trapping, interfere with cycling and
eventually cause poor patient/ventilatory synchrony. A safe system. Ti max, has been added to the Stella 100 o prevent late cycling.

Setting Ti max

1. Measure the patient’s respiratory rate during assisted ventilation

. Refer to table column entitied COPD Ti max

2
3. Adjust (if indicated) Ti max to the value that corresponds to the resting respiratory rate
4. The back up rate (which is 10 when the factory defaults are reset), limits the Ti max. Therefore, if the patient's respiratory rate necessitats a Ti

max <1.2 seconds, the back-up rate should b

egcreased
5. If the patient complains the inspiratory time is short, verify the respiratory rate and Ti r.;( Ask the patient: "Do you have enough time to

breath in or is the machine cutting you short?"

Patients respiratory rate COPD Ti max Set back up rate required
30 0.7 17
29 0.7 17
28 A _ml_ 0.7 17
27 0.7 17
e 26 0.8 15
25 0.8 i)
24 0.8 14
23 0.9 14
22 0.9 14
21 0.9 14
20 1.0 12
18 1.0 12
18 EpT ) e an
17 1.2 10
16 92 10
15 1.3 10
[ 14 1.4 10
13 19 10
12 17 10

Codes for recording oxygen delivery on the Secretions Normal Values of Arterial Blood Gases
NEWS2 cbservations chart

A breathing air
N nasal cannula (document in litres)
SM  simple mask
V  venturi mask and r:lementaga (.0 devioe =V, % =40}
NIV patient on NIV system
RM !raaawnlr mask
TM  tracheostomy mk
CP CPAP mask
H humidified nxygan and peraantage (e devics FH Ll or % = 40)
n’r‘H 'Elll-n?' T.ﬂ-d!}

mucoid

MP

mumpuvulent

puvulent

blood stained

nil

minimal

w M=o 0D

moderate

large

pﬂﬂz :

pO:

hCO»

Base excess

Total haemoglobin
Potassium ion
Lactate (POCT)
Blood glucose

7.35-7.45

35 - 45 nmol/L
43-6kPa

11-14 kPa

21 - 29 mmol/L

-2 - +3 mmol/L

115 - 160 glL

3.6 -5 mmol/L

0.5 - 1.6 mmol/L (arterial)
4 - 7 mmol/L




24 hour Observation Chart - Level 1/ ww.rel 2 Beds ® NHS lé.;;{? Adracanaraph
ve, n
National Early Warning Score 2 (NEWS2) Chart mf;: iff;lgﬂf;r:llrk Place,
m [\P‘! H IOUA : West Lothian, EH54 6FC
Date: \ \\"L\’Lf;v Day No: CHI 2911571495 MMMV AINY
Consultant; 78010 AF Stephen

A00183063Y M 2971141957

Special Instructions: REMEMBER
Only to be completed under the direchon of a senior member of the medical =am + Record all observations on NEWS2 chart
A total NEWS of or individual parameter of + Document concerns/decisions in clinical notes
is acceptable for this patient because » Escalate your frequency of observations
» [f-at any point during your assessmenl you are concerned aboul your patient -
CALL FOR HELP o

FPlease escalate if

Pain and Symptom Assessment and Management

Supportive care - pain; Always score worst pain in the last 24 hours or since last
Frint Sign Designation assessment, If the patient has deteriorating health with limited
reversibility, refer to Scottish Palliative Care Guidelines

Acute Pain: Score current pain on movement, e.q. deep breathing.
Refar to Acute Pain Guidelines

Date Time {anly valid if signed and dated)

NEWS TOTAL  Monitoring Frequency : Clinical Response Persistent pain - 6 or above which distresses the patient and is
Cocuiiesn b e g el o o palisnls deiesl paled ur'lrESpﬁnsl'lul'E !ﬂ guidﬂ“nes
A Minimum 12 hourly/ » continue routineg NEWS maonitoring
4 hourly In admission areas —
= ; Call Medical Staff / Senior Nurse | Nurse Practitioner
* inform registered nurse e
« registered nurse assessment . :
Total 1 - 4 Minimum 4-6 fiourly “ Teview Ifrequency of observations For further advice contact:
« if ongoing concern, escalate to
medical team
B . ragis?gred nirse assessment Mon-Fri: bleep Acute Pain Team Mon-Fri: bleep Palliative Care Team
» medical assessment Out of Hours: on-call Anaesthetist Out of Hours: via Switchbeard
Minimum 1 hourly « management plan to be discussed _
wilh senior raines or above
« consider fluid balance chart 0 Nane
. registe{ed nurse assessment Continue to assess pain at least daily
= urgent medical assessment 1-3 Mild
] * management plan to be discussed Continue to assess pain with routine observations, must be at least daily
Total 5-6 . A with '_s{fje.lnlor tr_aln?e or abmﬂ; : 4-5 Moderate
- Sogaatlalie s S Assess, administer and reyiew analgesia as appropriate for patient
Utqu_ntf. Minimum 1 hourly NEWS does not improve following -
rﬂpg'_"" onse initial medical assessment 6-10 EE\:E"E_ _ _ _ _ _ :
‘threshold « consider level of monitoring Assess, administer and review analgesia as appropriate for patient
required Using appropriate Lothlan Guidelines
+ consider anticipatory cara
« start fluid balance chart 0 - No Nausea A - The patient Is awake
» reqgistered nurse to assess 115 “?“593 ) . V - The patient responds to verbal slimulation
immediately Consider anti-emetic
+ immediate assessment by senior 2 - Nausea / Vomiting P - The patient responds fo painful stimulation
walpesonguove: Administer anti-emetic U - The patient is completely unresponsive
Continuous monitoring  * dIScuss with supervising 3 - Persistent Nausea &/or Vomiting
of vital signs consultant L Contact Doctor
= if appropriate contact Critical Care .
feir ravienn Using quidelines prescribe ! give
= consider anticipatory care anti-emetics and review
planning (ACP)
= start fluid balance chart Assess Possible Actions
- Is the airway - —+ suction if indicated
g + patant —s head tilt, chin lift / jaw thrust
- « al risk — airway adjuncts
N Ews Of 5 Or more : % + obstructed » administer oxygen
. " — call 2222 If at risk
! i
T hl n k Seps IS (L] * raspiratory rate — administer prescribed oxygen to mainiain
: . S = = 5p0 saturations 94%-08% (NB COPD 88%:-92%)
Fi'.l a patient with a NEWS of 5 or more ?lnd a _krmw_n Infetl'.tmn, T L. m&:lssnry B _. monitor SpO, | ABGs
e signs and symploms of infection, or at risk of infection, think ﬁ * noises +/- percussion, palpation — consider chest x-ray
- ‘Could this be sepsis?' and escalate care immediately. [ & auscultation — treat underlying cause
& + posillon { postursosture » call 2222 if not breathing
= pulse —s gbtain IV access
NEWS >/=3 AND SIRS 2 g * blood pressure — obtain blood samples
' s - X E + capillary refill time — prepars fiuld chalienge
(see observation chart for details) j + pore temperature / colour —= Initiate fuid balance chart
T ] = urine output —s Call 2222 if no cireulation
Ime. E » consider 4 body cavities for fluid — consider initialing major heemorrhage protocal
With clinical signs of infection: o & blood loss {4 + on the floor) —+ monitor respanse lo actions
+ monitor drain losses '
M SEPSIS ;..— EE « AVPU for initial assessmenl — re-gssoss GCS
Eepsis 6 within 1 hour Time t Ea « GCS, on-going neuro-assessment — check blood glucose if less than 4mmols/fitra
- - o £k | « ABC's & treat hypoxia or activate hypoglycaemia protocol
Consider high flow oxygen < »4| hypavolaemia + check drug chart
Measure lactate E 2i | + blood glucose — remember accurate documentation
e @i | = drugs
Blood cultures ﬁ * {op to loe examination — canltrol bleeding
IV fluids 5 + |ook for evidence of blood loss | — freat any underlying canditions [dentified
T g rashes ( drains / wounds eic + reassess
IV antibiotics - Y » maintaln patient's dignity
Measure urine output o —» evaluate actions
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IV fluids for adults: for more details, see pocket guideline or App

Consider volume status: Hypovolaemic / Euvo@@mic / Hypervolaemic Weight (kg) Add I"ESSOQTEE'.'J*”!
Does your patient need IV fluids? |f so, are they needed for:

' & ¢ Mame:
Maintenance, Replacement, or Resuscitation? —

ESEaRLa
Write in Maintenance requirements in next 24 hours: )
Volume 30ml/kg Sodium 1mmol/kg Potassium Tmmol/kg (unless K* > 5.0)
CHI:

Estimate oral intake in the next 24 hours ml. Oral intake will reduce the intravenous volume required

Never give more than 100mi/hr of Weight Maintenence Fluid Rateml/  Equivalent to

0.18% NaCl / 4% Glucose: risk of hyponatraemia (kg)siraquirameantsin 24y il 108 miovor .
35-44 1200m! 50 20hr
If sodium <132 mmol/l, then Plasmalyte 148 should be used for 45-54 1500m! 65 18hr
maintenance. Plasmalyte 148 not to be used for mairtenance in other 55-64 1800m| 75 14hr
circumstances. 65-74 2100m| 85 12hr
>75 2400m| 100 max) 10hr

Prescribe maintenance fluids and diabetic fluids here. Max rate is 100mli/hr
Prescribe subcutaneous fluids using SC guidelines Use separate prescription chart if more bags are required Mark as 'Sheet 2'

Type + Additions Vol IVISC Rate Start Finish Prescribed by Set up by
(ml) (mli/hr) time time (sign & print) (Sign & print)

o7 - :
Plesmnurie \0co AV, 'e) r%!*w“| IR | - w373 2 : E:/

below to prescribe any additional fluids that are required for Replacement or Resuscitation

Resuscitation: give Fluid Challenge 250ml to 500mi Plasmalyte 148 over 5 to 15min. Stop and assess before repeat.
Request senior / ICU option if 2000m| insufficient

DB O7% 0B 09 10® 1™ 2% 13® 4% §5% 5% (7Y 8™ 49% 200 290 Qg% ggw gqi g g 3w pam  pgw

| 1 73 T Y I
Negalede VI F5 | a
L " vI2 | _ (NENEN | )
| Clariwiemyn Drugs| 250 | el | 1] ‘j{‘zs,_
(0 - oty v Drugs 201 _ 100 !
Naso Gastric / PEG RN | .
S Oral 291150 | loos | [166]  [i00 200 B
Hourly Total|  [1400i5¢] | lien]  [150]  [lob 200 | | |
Cumulative Input| = 20luso| 0] _[650] 140 Gab 1030 (3] | 590
Urine| 11016030 iu0 T30150/1s0 Bl =y 91140l im0 | 1601200 2y | 6
Gastric .
Bowels il " _ |
Other| | D | |
Cumulative Output| | 190|210/ 90| b 5igdmo |$bsl e o ghd o2 had? | Trad e
Cumulative Balance m%;.%a T?E' T:;'g - -éfé S }[Hr; IRLI‘“-LFL!!L l -L;S;f
Fluid Balance:
Today: — ! ?QIO Previous 24hrs:

MPS 22 Ds59d Ayt Jarary 2023 Fereang: Apel 2023 HEWSZ Levsi 1iLevel 2 Bt WETRLOTio7e




BIPA%I CPAP - Non-invasive Ventilatiuacare Plan

Date and time started: Date and time discontinued: |
Mask size: S Target Sp02: P 797 /0.
Is BiPAP/CPAP ceiling of care? Y [N - DNA CPR in place Y @ Ul esce) e

Date/ ABG/ H+pH pO: pCO: pCO: FiD: Sp0: RR IPAP  EPAP TiMax Back-up Tidal Leak CPAP Comments

Time CBG rate vol PEEP

BiPAP - ABG to be obtained prior to commencing NIV. Thereafter CBG can be monitored. Please obtain CBG 1 hour, then 4 hours after after
commencing NIV and 1 hour after any changes in settings. CBG should be obtained early morming and mid afternoon for duration of treatment.

Setting Ti max and back up rate with COPD

Patients with COPD typically require a longer expiratory time to avoid or minimise air trapping. Failure to cycle to expiration can occur due to
high airway resistance and/or a high leak condition. This could increase inspiratory time and cause further air trapping, interfere with cycling and
eventually cause poor patient/ventilatory synchrony. A safe system. Ti max, has been added to the Stella 100 to prevent late cycling.

Setting Ti max

1. Measure the patient’s respiratory rate during assisted ventilation

2. Refer to table column entitled COPD Ti max

3. Adjust (if indicated) Ti max to the value that corresponds to the resting respiratory rate

4. The back up rate (which is 10 when the factory defaults are reset), limits the Ti max. Therefore, if the patient's respiratory rate necessitats a Ti
max <1.2 seconds, the back-up rate should be increased

5. If the patient complains the inspiratory time is too short, verify the respiratory rate and Ti max. Ask the patient: "Do you have enough time fo
breath in or is the machine cutting you short?"

Patients respiratory rate COPD Ti max Set back up rate required
30 0.7 | 17
29 | 0.7 17
= 28 0.7 7 .
27 - 07 17
B 26 ) 0.8 15
25 0.8 15
£ 24 0.8 | 14
23 0.9 ) 14
22 ' | 0.9 14
21 B 0.9 ] 14 )
20 _ 1.0 | 12
19 1.0 12
i 18 | 1.1 11
17 o 1.2 10
16 1.2 10 _
19 1.3 10
14 1.4 _ 10 e
13 ) | 15 10 |
[ 12 ' 1.7 10 |
NEWS2 observations chart
A breathing air M | mucoid pH 7.35-7.45
N nasal cannula (document in litres) MP mUC{]pl;‘ufUlEFIt H+ 35 - 45 nmol/L
SM simple mask pCO: 4.3 -6kPa
V  venturi mask and percentage (s.q devies = v %= 40} P_| puvulent pO: 11- 14 kPa
NIV patienton NIV system B | blood stained hCOs 21 - 29 mmol/L
RM reservoir mask 0 | nil Base excess -2 - +3 mmol/L
TM tracheostomy mask 1 sl Total haemoglobin 115 - 160 g/L
CP CPAP mask - Potassium ion 3.6 - 5 mmol/L
H humidified oxygen and percentage (=g device = H, Limin or % = 40) 2 | moderate | fyactate (POCT) 0.5 - 1.6 mmol/L (arterial)
OTH Ot sy ] 3 |large Blood glucose 4 -7 mmol/L




)

National Early Warning Score 2 (NEWS‘?) Chart NHS " REMEMBER « Record all observations on NEWS2 charl

5 p, « Document concemnsidecisions in clinical notes

« Escalate your frequancy of absarvatlons
i 3 Lothian railih
Addl essogl aph §‘ ‘ « [f al any point during your assessmeant you are concerned aboul your patient - CALL FOR HELP o,
Name; Assess Possible Actions
— "nhoN [ ] Is the airwvay - * suction if Indicatad
DOB: Date chart commenced »  patent = head tit, chin I/ jaw thrust
AIRWAY = atrnsk = airway adjuncts
- . o »  nobstructed = administer oxygen
CHI: This is chart number of this admission N . call 2022 if af risk
= respiratory rate « administer prescribed oxygen lo maintain
. . . fu s Spo, saturations 94-98% (NB COPD BR-82%)
Conscious Level Chart to be completed when clinically indicated BREATHING 2\ Henesenry mUSHIS USE: « monitor SpO, | ABGs
*  noises +- parcussion, palpation & auscultation *  consider chest x-ray
Date - +  position { posture +  treat underlying cause
Time « call 22224 not breathing
*  pulse «  obtain IV aocess
= Spontaneously |4 By *  blood pressure = oblain blood samples
§_ To speech |3 'ﬁ o = capillary refill imea «  prepara luid challenge
' —f— i | 2. E =  coretemperature | colour *  inibiate fluid balance chart
LLI To pain |2 _ EE CIRCULATION |, uring output »  eall 2222 if no circulation
— Fir »  considerd body cavities for fluld & blooad loss «  cansider Initiating major hasmorrhage protocal
< None |1 - (4 + on the floar) »  moniter respoanse lo actions
Py Orientated |5 i = monitor drain [bsses
| a
= © AN =t =« AVPU lorinitial assessment «  re-gseess GCS
< .g @ D=0 41 o [N 2 E DISABILITY +  BCS, on-going neurs assessment »  check blood glucese T lass than 4mmels/litre
=B & Inappropriate words |3 5 2 {* ABC's & treat hypoxia or hypovolaemia activate hypoglycaemia protocal
O R . —— By A=Alet  V=Voies /Verbal | *  blood glucose *  check drug char
8] 2 | Incomprehensible sounds |2 E E P=Pain U= Unresponsive | *  drugs = remember accurale documentation
= None |1 ' m & top to loe examination = control blzeding
Gt 3 —t + |ook for evidence of blood loss |/ rashes | «  treal any underlying conditions identified
®] Obey commands & | EXPOSURE drains { wounds:ete *  reassess
& lisa ¢ - | E_ = maintain patient’s dignity
A s 0 Localise to pain |5 & L | = evaluate actiohs
< s Flexion to pai g :
i = 5 i e - B2 Pain and Symptom Assessment and Management
Q § E Abnormal flexion |3 = e R =i E‘ £ Supportive care - pain: Always score worst pain in the lasl 24 hours or since last assessment If the patient has deteriorating health |
Exlension to pain |2 ' R (IS z = 2 ‘with limited reversibility, refer to Scottish Palliative Care Guidelines
None |1 ' = Acute Paln: Scare current pain on movement, e.9. deep breathing. Refer to Acute Pain Guidelines
el =T Parsistent pain - 6 or above which distresses the patienl and s unresponsive to auldelines
Total GCS Score || -
S;ZEPE' | Call Medical Staff | Senior Nurse | Nurse Practitioner -
Right Pupil — e E§
Reaction S8 ¥ 0
=L i [ . = SIS | O ! For further advice contact:
_ Size [ g5
Left Pupil Reaction | 5 6| ACUTE SPECIALIST PALLIATIVE CARE
S Mon-Fri: bleep Acute Pain Team Mon-Fri: bleep Palliative Care Team
Normal power S B " Out of Hours: on-call Anaesthetist Out of Hours: via Switchboard
o0 Mild weakness [ g . =
= = — . Pain Score MNausea Score Epidural Motor Block Score
UZJ o Severe weakness || = - 5% please do not {¥) motor block column
= = Extension ]! Eg 0 - None 0 - No Nausea 0 - Full Power
| ar Continue to assess pain al leasl dail
L No response | # : P ¥
= — = — =8 1 -3 Mild 1 - Nausea 1 - Weak but able to raise legs
o Nomal powet = 5 E Continue to assess pain with routine Consider anti-ematic
= Mild weakness E 3 observations, must be at least daily 2 - Able to bend knees
ha] © Severe weakness @_E 4 - 5 Moderate 2 - Nausea / Vomiting
- ﬂ : =i Assess, administer and review Administer anti-emetic 3 - Minimal movement
= Extension =55 ! ;
= L ) 5w analgesia as appropriate for patient
= No response | g 6 - 10 Severe 3 - Persistent Nausea &/or Vomiting | 4 - Paralysis
initials u:l i Assess, administer and review Caontact Doctor
= = e = analgesia as appropriale for patient It score 2 or above please immediately
Pupil Scale mm T Ehr 1@ i@ 5 . 6 . 7 . 8 . Using appropriate Using gulidelines prescribe / give contact the Acute Pain Team or
Lothian Guidelines anti-emetics and review on-call Anaesthetist if out of hours

Rt MPS-NHS Lithinn 2078 Prgibed Janusry ZHE V1,1 Reyiew Decsmbnr #2131 ”'"'T‘nv_


























































































OWN TRANSPORT (S.B.A.R.)

S
: ) Discharge Lounge P o
S SITUATION
Nurse Ward Q_ \
Acceptcd By Time |3\~ .
Patient Name A’\(’U’\ 5@&\)5’" - CHI _ 2% \Sq'l ’Ll_,O\S

Onward Address€d L+ SO[WK_ oo .
(avneaon ertsy GEG

Time Patient Ready L] |
(

B BACKGROUND

patient Condition__VEONCA (OO VEY 2nduad

i e 20U - Lysd, Rueoteos  Chdesivel
Behavioural Issues YES/@) Wandercr YES@ Falls Risk YES '@ core:

Mental Status: Alert + orientateQ(z/Confused 0

Mobility + Aids IO

MRSA/Infection Status N ' o2 N
Medication: with patient 0 awaiting pharmacy* o awaiting script* o none Fequired

*Has the medication been reconciled by the ward? YES/NO

DNACPR Form: YES/@ Travelling with Patient: YES/NO

A ASSESSMENT

Is further assessment required prior to discharge? YES/NO

R RECOMMENDATION
OWN Transport Access to Home - Keys\Key Safe \Someone at home
Approx Time for Transport: | : P(\)\-) qu_ L,UCGC )
SIGNED:
DESIGNATION:
DATE:

Version |




Patient Care Rounding Record

Following evaluaticn, this patient will receive care rounding at

the following frequency.

All sections should be completed for every patient at every
planned time.

Circle Yes No Not Applicable where shown: 'Y N NA  Use codes if otherwise indicated

Care Plan

Ward:
SJH Discharge Lounge

Date:

30 minutes Nurse planning planning care rounding
1 hrly 2 hrly '

{please circle) Signature
Print

Time of care rounding
{24hr)

Food, fluid &

nutrition

Would you llke a drink?
[Y Yes, N No, Within reach W, Nil by
mouth NEM)

Fluid balance chart updated
if in use?

¥ N

NA

NA

When did you last eat?
{Breakfast B, Lunch L, Dinner D, Snack
S, Assist A, Feed F, Nil by mouth
NBM)

NA | NA NA [ Na | Na | Na | wa | na | wa | NA

Oral care pertormed
recently? (v, N, Assist A)

PAC

L

Have you moved/ walked
slnce last round?
(Y, N, Asleap AS)

Falls

Appropriate footwear?

Walking aid available if
required?

A

<|= =«
<|= =

A A NA A A A

A

Area de-cluttered?

Z «<|z <lz =

=
~<|z <|z <
=
<|x =|z <
=

-

=
z =|x <|z <
=
-

Z <z <jz =
Ir
=
b
Zz x|z <z <
b
2-<z-<z-<
b
Z x|z <|z =
z <|z =<|z <

2-<z-<z-<
=

Continence

Do you need the toilet?
{Y. W, Asleep AS}

Continent of urine?
{at time of rounding) (Y, N}

Contnent of faeces?
{at time of rounding) (Y, N}

Catheter care performed?

A A A A

Bag checked (Posltion below
bladder, no more the 2/3 full,
connections intact)

Zz <z =<|z <| =z <«

z <[z <|z «<| =z <
z «<|z <]z «<| =z <
z <z <|z = > <
z <z <]z <] =z <
z <[z <]z «| = <
z <z <[z <] =z <
z <|z <|z <] =z <
z < <z <] = <
z <|z <|z <] =z <
z «|x <|z <| =z <

"z <z <|z <] 2 <

General

Are you in pain? Are you
comfortable? (P, ¢, AS)

Anything else | can do for
you? (Y, N, AS)

Someone will be back in
........ hrs (¥, N, A5}

Check IV Cannulation

Removed Yes

Initials




Continuation



. M 2wivar ' NEWS Key | Date: |GfIL j ; ‘_;—' =i
SoigH06Y M NEWS of 5 or more? || nem | N 9, O B |
Soave, Alan (o153 Time: || O |
34 Southpark Place, «\!7, Think Sepsis! 225 e T P js
5 2724 [ s o I VA o =
Livingston, BN #* |n & patiert with 3 NEWS ol = Mt e é .
West Lothiun, EH54 68 5 or more and & known |nfection, w20y 1| JA[IG Iq Z
; mmm“] sigha and symptoms of Infestion, 1517 .
T AaT 1S 1 of af risk of infection, think 1214 N
CHI 291157 1433 IIMIIIIIW — '‘Cauld this ba sapsis?" and 211
TRO10 AF ‘;tcphcn 5 escalate care Immediately. i =5
Special Instructions: _ sss|O0) L. o O I
Cinly lo be complated under the direction of 2 senior member of the medical team BZ-03 R S . | S| |
A total NEWS of orindividuzl parameter of - Eﬁ(;
: . . =87'on O, _
Is goceptable for this palient because 95498 or1 O, ) ) (SO g | I all L S L [ | | — I O5-05 nn_ﬂ:_
; 93—-94 an E:I 1 9394 on O,
Please ascalate if ,.93 oA ' ' | =93 an air
L l;lmL;lI' I..l-l- .'..:lu- .'.||u}|'l1m_ . BE-Q_E : . Hﬂ-g:‘l
Print Slgin Deasignation e BE-47
e y ;:;et‘i" ([T | HﬂmHE RN | N | 1 I|_ Il | | . |
Data Time (el valled IF signed and dafed) o <83
*Regardiess of NEWS always Escalate if concerned about a patient’s condition. L = .| O _ __= _ 0 I;ELI" Hl | ) | S | T | I | __|_____ A=A |
Escalate immediately if clinical observations cannot be oblained o umin or % [ [EETCIEE L E iadl 1Dk . i . e 1™ [ | 5| 197 Limin ar %
| Device N Vi | | A= Device
NEWS TOTAL Monitoring Frequency Clinical Response =220 _ [ail (I | 1= \l | | =220
th Lisuipe I palleais dlibical il £01-218 L | 201218 Bl -
i Minlmum 12 hourly/ « continue routine NEWS monitaring HRT = e
4 hourly inadmission areas | 185100 161-180 %
141-160 141160
« Inform reglstered nurss 121140 W o
. rEgJIRlEITfﬂd nurse as[sessbsmﬂn;rj 111-120 li) A ::: \ 04 : = 1420
. = review requancy of ooservations g ] i
Total 1 -4 Mimimun 4-6 hourly . : ! " 109-110 A AT 1 | [101-110
L;gr;_?ning concemn, escalete to medical g1100 Sl 1] [ 1 e R I - [ TP | | I I | o110
= tonsider fluid balance chart 190 81-80 —
= 7180 71-80 :
. mg;fs,l.tﬁr;&: nuree ass:gssmﬂnt 8170 B1-70 B
G i 2 = mudical assessmEn — =
Sl wowe Minimum 1 hourly - managemant pian (o be discussed with S 5150
paramater _ ! <50) <50
senior irainee crrebovs 1 =
= conslder fluid balanoe chart =131 - £l =131
B 24130 | I i i —l= i =i - == S e 121-130
+ rogistared nurse assessment teto —h=— - - nl — EZ* — — - ——— ”
« urgent medical assessment 11220 L I==0 = = [T i 1B e 111120 -
+ managament plan to be discussed with 101-110 | I - | 1r.‘}.1-11u
sanior tralnee or above m-a00f _|B1-100 :
3l = Gonsiter seniar tralnea raview if NEWS Mo pulses L 819083 51 IR RE i B81-50
Minimum 1 heurly : Mt . 3 1-B0
doss not improve following initial medical 7180 i i | NI . N 718
assessment 6170 5 5 5 5 5170 _.
= ponsider level of moenitoring required 5160 51-60 7
» consider anticipatory care planning (ACFE) 45-50
« start fiuld balance chart 31-40 :
= reqistered nurse o assess immediately | =30
 immediate assessmeant by senior traines Alart z
or above Mew Confusion|
Continuaus mentoring * diseuss with supervising cansultant W ;
afvital slgns = ([ appropriate contan! Critical Tare Tor P —
review U
= consider anticipatery care planning (ACF) TP =
« start fluid balance chart | e 4! e = e e — B
; 3533207 - ¥4, S5 150.0¢
ar1ape| G EL P T A ':-4: i = art1-3a.0
. T T T 3613700 |1 o '] o 36.1-37.07 =
A breathing air RM  resarvoir mask 15.1.360] | S n B 1560
N nasal cannula (document in lirs} TM  tracheastomny mask <35.0° | _ ] <35.00 _
SM simple mask CP CPAP mask i I l ' -
V' venluri mask and parcentage H  humidified oxygen and percentage | F I Morwnng fequenc]| ] 3 : 1 1 T [m =t [ T I P
(&g device =V, %= .{nj {a,g device= H, mtn artE="40 —— = : . - ! b — 3
NIV patient on NIV system OTH == ] ;] | it
Urine outpul recorded ¥/ Il __ o ) : | . ; . | Urine outpul
Data { Time| | | | . Bioad Gluoose laval ar NIA = :EF . i | | I || | | I Bloct Glucose:
__Circulation| || Painseare(0-10)) 3 | CH | @ [;} G o |V = | | . PN
S-Fjﬂﬁ_—']tlﬂﬂ = [ _ | Nausemscore (09| () © | O |V, _|C g | — | | i : I [T = Mauges
o | . __ Motor Block scor (0-4) or NIA | 8 W Al RS K- = I : I . | Molor Block
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Livingston, BN #* |n & patiert with 3 NEWS ol = Mt e é .
West Lothiun, EH54 68 5 or more and & known |nfection, w20y 1| JA[IG Iq Z
; mmm“] sigha and symptoms of Infestion, 1517 .
T AaT 1S 1 of af risk of infection, think 1214 N
CHI 291157 1433 IIMIIIIIW — '‘Cauld this ba sapsis?" and 211
TRO10 AF ‘;tcphcn 5 escalate care Immediately. i =5
Special Instructions: _ sss|O0) L. o O I
Cinly lo be complated under the direction of 2 senior member of the medical team BZ-03 R S . | S| |
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: . . =87'on O, _
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; 93—-94 an E:I 1 9394 on O,
Please ascalate if ,.93 oA ' ' | =93 an air
L l;lmL;lI' I..l-l- .'..:lu- .'.||u}|'l1m_ . BE-Q_E : . Hﬂ-g:‘l
Print Slgin Deasignation e BE-47
e y ;:;et‘i" ([T | HﬂmHE RN | N | 1 I|_ Il | | . |
Data Time (el valled IF signed and dafed) o <83
*Regardiess of NEWS always Escalate if concerned about a patient’s condition. L = .| O _ __= _ 0 I;ELI" Hl | ) | S | T | I | __|_____ A=A |
Escalate immediately if clinical observations cannot be oblained o umin or % [ [EETCIEE L E iadl 1Dk . i . e 1™ [ | 5| 197 Limin ar %
| Device N Vi | | A= Device
NEWS TOTAL Monitoring Frequency Clinical Response =220 _ [ail (I | 1= \l | | =220
th Lisuipe I palleais dlibical il £01-218 L | 201218 Bl -
i Minlmum 12 hourly/ « continue routine NEWS monitaring HRT = e
4 hourly inadmission areas | 185100 161-180 %
141-160 141160
« Inform reglstered nurss 121140 W o
. rEgJIRlEITfﬂd nurse as[sessbsmﬂn;rj 111-120 li) A ::: \ 04 : = 1420
. = review requancy of ooservations g ] i
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« start fluid balance chart | e 4! e = e e — B
; 3533207 - ¥4, S5 150.0¢
ar1ape| G EL P T A ':-4: i = art1-3a.0
. T T T 3613700 |1 o '] o 36.1-37.07 =
A breathing air RM  resarvoir mask 15.1.360] | S n B 1560
N nasal cannula (document in lirs} TM  tracheastomny mask <35.0° | _ ] <35.00 _
SM simple mask CP CPAP mask i I l ' -
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Urine outpul recorded ¥/ Il __ o ) : | . ; . | Urine outpul
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Patient [abel

AIRVO CARE PLAN

MEDICAL HIGH DEPENDENCY

: i¥ ﬁ-
Date: 2!12!?_:,) Resus StEtUS...’ﬁlL@.... Named Nurse é“}u'-fl
_f—*;_#_._-‘"“x\_‘_
Ceiling Of Care/Fof Escalation to ICU ...ermovesenneen.. Named Nurse ...............

Weaning Plan

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

MEDICAL STAFF TO PRESCRIBE FLOW SETTINGS +FIO2 REQUIREMENTS - TRAK/CHART

Time ABGs PO2 |pPco2 [Hcos FLOW LPM (D}{Y(;:EN%' RR |SP02 | MEDICAL COMMENTS
| | PH/H+ | 10-70 21-100 ‘ SIGNATURE
% s0C | 757 772 |90/ _ cmév
e : e | 2, B 50—
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cal Care

h Flow Nasal Oxygen Algorithm
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Soave, Alan _
e ol AIRVO CARE PLAN
West Lothian, EH54 615G
CH 201 1571405 W MEDICAL RIGH DERENDENGY |
TANPAY Sionhen Date:é‘:ﬁ.!’i!!.l.}}l- Resus Statusi‘.'.‘.::!:..g:f—.%:j%—‘-_f'—" Named Nurse BhEQiG
Patient label Ceiling Of Care/For Escalation to ICU ..o..ovieveeeeesienn, Named NUrse ..............
| Weaning Plan M ..... E‘iﬂﬁ?qtﬁ—f
|
IMIEDICAL STAFF TO PRESCRIBE FLOW SETTINGS +FI0O2 REQUIREMENTS - TRAK/CHART
|
Time ABGs PO2 |Pco2 HCO3 FLOW LPM | OXYGEN% RR [|spo2 [ MEDICAL COMMENTS
| PH/H+ | | 10-70 21-100 | SIGNATURE >
/die e = | ; - . — T =T
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Patient label

ALAN JiAvE

AIRVO CARE PLAN

MEDICAL HIGH DEPENDENCY

i - £ e R 1 I
Date: 28 1([L7. Resus Status.ff?.".'r..‘if.:?.‘f .
Ceiting Of CarefFor Escalation to ICU...........c.....e...

Weaning Plan

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

MEDICAL STAFF TO PRESCRIBIE FLOW SETTINGS +FIO2 REQUIREMENTS - TRAK/CHART

Named Nurse

BO0183063V M
Soave, Alan

34 Southpark Plice,
Livingston,

29111957

West Lothian, EH54 6FG

CHI 291157 1495 | H00N0E A0 AR

TR0 AF Stephen

Named Nurse L& 0L -

PCO2

Time ABGs PO2 HCo3 FLOW LPM | OXYGEN®; RR SPO2 MEDICAL COMMENTS
PH/H+ | 10-70 21-100 SIGNATURE
: I
:c'_‘: 1 -‘."..C g ‘) ! - = ! :
| 2 6% | 34 | 577 Kb

~. B - = . . ok i - pOCTIpis
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SO 83063V
Soqu ve, Alan

Bristol Stool Chart

M

_ 34 Southpark Plage,

 Livingsian,

u CHI291157 495

e

Type | ...

@ ™ (hard to pass)

78010 AF Stephen

2901 /1957

B Wesi Lothiag, EH54 6FG

RN WO g

Tipe2 -Samge-slupedbutiumw

USSR

Like a sausage but with cracks on
its surface

Type 4

and soft

Like a sausage or snake, smooth

Type 5 “

B (passed exsily)

@ Soft bobs with cleancut edgs

rpe'i‘

Fluffy pieces with ragged edges,a
mushy stool

Reproduced by Kind permission of

Watery, no solid pieces. : 253
Type 7 ’ Dr KW Heaton, Reader in Medicine at the
e | University of Bristol

Date | Time | Calour Type | Amount | Blood Mucous Comments Initials
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NHS

Y,
Lothian

fo. 800183063V /ESS368575 M
SOAVE Alan

Emergency Department SJH Ni 2g.Nov-57  CHI: 291 157 1495
78010 AF Stephen

i Dt =4 southpark Place West Lothian
Care Rounding o

000000 Ol

| Vital signs recorded [ YES [ ] ND [ ] N/A

NEWS 2 score recorded ] YES [] NO [CTN/A

Name band attached [¥/YEs [] NO

elatives [INED |[]ATHOME |[] NOTAWARE |

&thing and valuables - Labelled [ ] YES [\ NO

. Clothing and valuables - Documented IElIYES Ei/ND |
| Falls risk assessment - Completed [ WYES [] NO |
_F_all; risk assessment - Documented E}/‘:’ES [[] nO :
4 AT assessment completed [] YES [] NO (] N/A i
Swallow screen completed (within 4 hours of arrival) | [] YES D NO (1 N/A

Resus Status For CPHEr DNACPR[ ] |

=

"ECG completed Ayes | no ] N/

Presenting Complaint: 5(‘;{5 .’j PE

Date/time Progress Notes Signature/print name

SR Bougid wa Coauil on chods
|N€v¢’ o €CG clon? . blogd ¢

- laccess dbowned Cephewd tinmng (MO

LS DS Uheokeod Mh—‘“g IO pt 0n ~ |
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Date/time Progress Notes
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CARE ROUNDING
HOURLY FREQUENCY

|:| b

Review frequency every 12 hours of if the patlent's clinical condition requires

[F'rint name of nurse reviewing:

Ddteﬁfn ,Ef) I

K@. -LQ Fuv},

Time af Round

Clinical Areg

- 40

NE

Emm f1

Care Bound Leader's [oitials

Vital Signs Frequency

Reas iy

Cardiac M-:Jmtonng qu ukred?

]

Pain score 1EJ 1EI:|

Analzesla pmwded

e e e e A s
el

e e

l! I‘J'Ie person due any routing medication 7

Fulh' WEIght hearl ng =
Requires some asslstance.n’uses walling aid =l i O
Mon weight heanng— nepds h.lll assistance I:] = W]
Identified as at Itﬁk af f;l[lj. | M =]
Ask parlaﬂt it the',l requlre the toilet R 0 O
Patient is _r.elf-:arrng and can wa!k tu toilet (| El |
T = o ey e SR S e e
Patient hB‘i Ismr.-s wlth !rb:.untmente ass:st . . L
with personal care as needed [ Reviewsd [[] Reviewed iﬁﬂwewﬂd [ Reviewed
Personal cared [ Giw_'p [l Given ] Given [IGiven
Permnal it :_;.'E:{reﬂusred

R

I:M regired
e

ElMot required

e

[JMat required

Fatlent has ::athe'ter in situs a.ssis.t pat[ﬁnt
as needed [THINK FLUID BALANCE CHART)

| Patent & draining?

[ Patent & draining?

[1Fatent B draining?

[1Patent & draining?

] Patent & draining?

required

roquired

required

Personal care j[C] affered [Ioffered [leferad acﬂﬁered [] offered
Personal care |_] l}wen [JGivan i [C]Given CIGiven ol [] Given
. Ecllned,-"hlut L_Lpé’l;jhﬁ'dfﬂﬂ[ [ Declined Mot ] Declined/ Mot [ Declined /Mot

riguired

Fatient issalt-caring (ensure nutrition-and
hydration needs are still being met)

Personal care
quired

Patient needs asslstance with
feading/drinks and have been ghver help

Patient for fluids only. ensure signage

| oppiopriate above bedftrolloy

Patlent s NBM® [are background fiuids
required? Rovlew Signage is appropriatef
above the bed/troley)

=

Patient has IV1in sty

Flurd balance chart updated?

mE

¥ | [N |

Brink B =]
_ sackl 0 | 0o [ o [ oo [@r [ o0 [@e [ &0 | Oe | oo
Catered meal t1f| P e I o e o [1p _DD Oe Cio
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Rounding

Emergency Department Care

78010 AF Stephen

EH54 6FG

=

(i BO0183063V /E5536575 M
SOAVE Alan
N o9.Mov-57  CHI: 291 157 1495

L 34 Southpark Place West Lothian

(000 A

CARE ROUNDING
Tirme of Round Lz _9_{:} fu fﬁ

NHS

Lothian

Clinical Area

Care Ruund Leadf-r 5 Initials

el
K

Patient 'ss healthy - noconcerns

Wisibie-areas of redness

Broken skin and evidence of pressure ulcers

142 Waterlow assessment sequired [AND COMPLETED)?

A I

Is pr\Esuure Tr-_'|IL'|'|I1ﬂ Equlmen[fm altregs r“Lquled?

P'u'{..n"P'l.fC Insertion bundle cnmplumd

Lirimary catheter/catheter Insertion bundle completed

Infution device

WG tube / PEG tube [ Tracheotomy
Other:

e

Patient ang reh'lvea present and h.:m'e been nmde Jware |

CobidleTidy L -

e

Ensure area istidy and fres of obstructions |

EMERGENCY DEPARTMENT TO WARD HANDOVER

|
MNEWS

Dutstanding jobs

Medications administered?

CIn

Diggnaosis and relevant information

Page 4




% o

BULHL S 3064 M 2 LIS ; sl
Soave, Alan NHS Lothian Blood Glucose Monitoring and
34 Southpurk Pluce; Subcutaneous Insulin Prescription Chart
Livingston,
West Lothan, EH54 6FG If on intravenous insulin, please document hourly blood | ysual insulin regime:
> i _ glucose readings on the intravenous insulin chart
CHI 29] 1571495 AT AT M/ F Usual device: ...
78010 AF Stephen Mever omit insulin without consulting with medical staff
Blood Glucose (mmol/l) Insulin (Units) Additional
B P bad b P [ b o
Data Belore Belore Prascribed by ) Before rescribed by Eafore PESETDES DY readings
bB"—?rE{r_E“ Elierr"_:e avening BHT{SH breakfast Bufura{ Iur!qt:h avaning moal bed and blood
reakiast Linch maal be type [ units Given by type funits Given by typa | units Givan by type ! units Given by ketanes
5 units units D units B units |
= e L} L g & . _
= 'r/‘l 'I/Z'j G '.Jim-"] g‘h 1 "H‘Qg_ units units units units

P IZZE Q i / % 2"' units | units units| units
| / I LH_B (:':2/ =% *\ 2"{ é{: units | units | anits [ units
2 / 124e3 é Sl 7 &r‘ i | units g—— units

units units units units

units units units umits

AROH1BHIGEN 375 S



Management of Hypoglycaemia / Hyperglycaemia - dose adjustment

To adjust Insulin doses for a twice daily fixed insulin mixture (e.g. Novomix 30 { Humulin M3/ Humalog Mix 25)

= [f glucese high | low before breakfast, Increase / decrease EVENING insulin dose

« |F glucoss high | low before evening meal, increase | decrease MORMNING insulin doss

For dosage adjustment with a basal-bolus regiman (e.g. Novorapid  Humalog and Insulatard / Levemir | Lantus)
« If glucose high | low before breakfast. increase | decrease EVENING long-acting insulin

* [f glucese high ! low before lunch; increase | decrease MORNING short-acting insulin

« If glucose high / low before avening meal, increase / decrease LUNCHTIME short-acting insulin

« If glucose high / low before bed, increase { decrease EVENING short-acting insulin

Oiher adjustments may necessltate a change of the mixture. For further advice please cantact the Diabetes Team
(Diabetes SPR or Diabelas Speciallst Murss) via awl{chboard

Management of Acute Hypoglycaemia

Note: You will find —1) Glucejuice, Glucatabs and GlucaGel in the ward Hypo box. 2) Glucagon IM in the-ward fridge.
3) IV fluids in the ward treatment room 4) Biscuits, Bread and Fortijuice in the ward kitchen.

Algorithm for the Treatment and Management of Hypoglycaemia in Adults with Diabetes Mellitus in Hospital
Hypoglycaemia is a serious condition and should be treated as an emergency regardless of lavel of consciousnass.
Hypoglycaemia s defined as blood glucose of less than 4mmal/l (if not less than 4mmoliL but symptomatic give a small

carbohydrate snack for sympiom relief].

For further Iinformation: NHS Lothian Intranatl = Healthcare = Diabetes = Metabolic Linit Handbook.

Mild
Patignt consiious, orisntated and ablg
t swallow

Moderate
Patlen! constious #nd able lo swallow but
confused, disofentated of angrassive

Severe
Patient Unconsclousiiting or very
aggressive or nil by mouth (NBM)

2

.

-

Give 15-20g of quick-acting earbohydrate. such as Glucose drink= Glusojulce 80-120mis
ar 150-200mils pure fruft Julcs™ or 4-5 Glucotaba®, finot capable and cooperatiyve bul can
swallow give 1,5-2 lubes ol GlucoGeks (squeezed into mouth betwesn taeth and gums),
[Mnafective, use Tmy Glucagon 1M*.

Check ABC. siop IV insulin, contEct doctar
immediataly

Glve IV glucose ovar 10~ 15 mipules as

rami giucose 20% or 150ml glucosa 0%
or 1mg Glucagon IM * (ses below)

B

Re-chiack blood glucoze alier 1015

Tesl blood glucose level after 10 - 15 minltes-and if still less than 4mmol /L. repeat up o 2
minutes and if still less than 4mmoliL.

timas Wil hypoglyeasmic, call doctorand donsider 1V glueosa 10% at 168 mifhr™
or Tmg ' Glucagon IMT, repeal treatment

2 .

Hiood ‘glucoss level should now be abiove dmmolil. Give 20g of long acting carbotrydrate - &.0. 2 biscuils { slice of bread ¢ 200-300m| milk
{ next meal containing carbohydrate (give 40g |1 IM Glucagon kas been used
e.0. 4 biscuits ! 2 slices of bread [ 400-600ml milk [ nakl meal)
For patients with antasal leeding lube (give 50-T0ml Glucojuica or Fodijuico™).
Orice glucose greater than 4.0mmuolll restart foed | give bolus feed o start 1Y glucoss 10% at 100mihr'

[ NEM, nce glucose greatar than &.0mmabL (give glucese 10% Infusion-al 100mihe until no langer NBM of reviewed by doctar)

Do not repeat glucagon if it 15 effective

Do net omit subsequent doses of insulin: Continue reguiar capillary blood glucose monitoring for 24 to 48 hours:
Review Insulin {oral hypoglycaemic doses. Give hypoglycaemia education and refer to diabetes leam,

Glucagon may take up to 15 minutes to work and may be inaffective in undemourished patients, in severe liver disease
And in repeated hypoalycaemia. Do not Use In oral hypoglycaemic agent induced hypoglycaemia

=in patisnts with renal / cardiac disease; use Intravenous fluids with caution. Avaid fruit uice In renal fallure.

IT hypoglycaemia occurs, DO NOT omit insulin Injection if due, treat hypoglycaemia
and review the insulin dose and reduce if necessary

Mpalical FRotugragah s Yeodoe, YIS Lot Diiecrsity Hosimie Biedvian s 200,00
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Progress notes [ Problems Signature

Date & Time

Action Taken & Investigations Reguired
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Progress Notes/Comimunication Sheet vd.0 LOT104

Lothian
ESuavn.Alan
Name 4 Southpark Place,
e
PATIENT PROGRESS NOTES Bos S RO
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ICOMMUNICATION SHEET ~8010/AF Stephen
UnitNe  R00183063V M 297111957
Ward/Clinical Area: W\« D Y/
Siate AcUons (sken Aler Excaplion Reporing,
Each antry should be dated &fimed
Progress notes / Problems Signature
Data_il'h'n_a ‘_ - Action Taken & Investigations Reguired {Print name & designation]
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NHS LOTHIAN NH BOO183063V /ES536575 M
T N SOAVE Alan '
Emergency Department el 29-Nov-57  CHI: 281 157 1485
78010 AF Stephen [
Adult Majurs D 34 Scuthpark Placa West Lothian
s 3 b - , EH54 6FG
‘ Bigscuption, Administration & Obsetvation/Record S 0l

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

Pravions Weight Date
Adverse N ¥ DA ‘ ws| 232 -
Reactions _ I Actual / Eslirnate
| Date  Time Medicina Dose’ | Routa Frescriber Time | Issued by | Checked by
{Approved Name) Sign & Print Given | (Initials} | Ifapplicable

[Initials)

psy |HO | L.
g |40, | R
3 U0

WP gl

@ ||| (g -Arncav 1] 1
211 | 1245 CLACI THgre S[fj A

?M’F U-"';L L~ Caihana }Efju ___2 Jl.'._}ﬂn
2010 |V o | Jorme toedime. Evj ]

i

Discharge Medication

Date Wedicine Dose | Frequency | Route | Quantity | Duration Frescriber Issued by | Checked
& {Approved Name) Sign & Print (Initials) by
Time (Initials)




National Early Warning Score 2 (NEWS2) Chart
NEWS Koy | pate PAW[ 22 2 Wl 2l 220

[o] 4] [51 H] Time: [J0y | - L2
235
25124 |- i |
18-20 E
16-17
1214 |
FER i |
<H
56 -

Q4-85
gzg3| TERTERT
<81
=97 on @,
5-86 on 0,
93-94 on O,
=83 on Rir
. L‘dl.:f - ||r.|;h | JIII!,lII RE-G2
:‘:::;-. S O i) BB-B? - —
i Ba85 |

e

e

i <63
A= Air l
o7 Limin or % ||SELISYISUL WL SEIRL |
Davica 0 e
>220
201219 |
181-200
161-180
141-160

W -

121403 ) | Q2o W9
a0 {us il )
101-110 l | I )
st-00) " L) (R L
8100
7180
S
51-60
L
>131
121=130 S R
mazo (IR L
101110 [T jolo| )OO0y
81-100
8100
¥1-80
81-70
51-60)
41:50
3140
<30
Al
Mew Confusisn
v
54
u
sag 0 e
36.1-39.0¢
a7.1-38.00 |
35.3-37.0°| 1) | =
36.9-360¢)
<3500

I'lD

]
b

-
[®
i
L]
i
L4

O
ik il

i
Blood Glucuse reading or WA {5 # |

Pain score (0-10) | '{‘J (%)
Initials ¥y €

B0 vg| o
i
A \-qu"
&
c
T mme




NEWS of 5 or more?
Think Sepsis!

Ina patiant with @ NEWS of 5

b & armore and a known Infection,

Signs of Infection
Temperature <36% or =38%¢
Heart rate =80 beats pm

* Respiratory rate =20 breaths pm

Addressograph

MName:

> :F 5 < signs.and gymptoms of infection, «  Mew confusion DOB:
Y ) orat risk of infaction, think
= ‘Could this:be sepsis?' and * WCC<4o0r>12
- escalate care immediately. + Blood sugar =7.7 in non-diabetic CHI:

NEWS Total Clinical Response

Monitoring Frequency

Total 0 Commence on 2 hourly cbservations Repud_ to Area Co-ordinalor if score increases to § or more

Total 1-44 Commence on 1 hourly observations Report to Area Co-ordinator if score increases to 5 or more

3inane Commence an 30 minute observations Report to Area Co-ordinater who must escalate to Nurse

parameler * In Charge (NIC) and Senior Medic -

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

1"__ LHWEEE_ Commence on 15 minute observations Report to Area Co-ordinator who must escalate to NIC and

Senior Medic |
Special Instructions '

*or increase in MEWS score of 2

Conscious Level Chart to be completed when clinically indicated

== |

=3

B,
B ORS

Spontaneously]
To:speech

To pain

None

Orientatedy

Confused

Inappropriate words
Incomprehensible sounds
None
Obey commands
Localise to pain
Flexioh to pain
Abnormal flexion
Extension to pain
None

Total GCS Scorg]

Size

Reaction

Size

Reaction |
Normal power| | '
Mild weakness
Severe weakness
Extension '
No'response I | I
Marmal pui.-.r-er |
Mild weakness | | ] | |
Severe weakness | i |15 O I |
Extension [ [ !

No response [ | SHIEEE

Eyes Opean
swelling

ey = o G

=

Best Verbal
Rasponss

Endoiracheal ube - | Eves closed by |

of rachoosiomy =T

GLASGOW COMA SCALE

Eest Motor
Response
Ablways record the best
AFM IESpOnsE

=B mel..ulmm .h-(_

Right Pupil

Aoge

Left Pupil

+ reacs
- nio reEacion
0 ByeE

ARMS

bietwean tha twa sides

LEGE

=
=]
L]

LIMB MOVEMENT

Rocord righl (5 and lefl (L) sepsmralely

if these &

Initials il |

1@ @ @

Pupil Scale mm 1 » 2 e ie



IV Fluid Prescription

Time Fluid | Molume | Rate Prescribers Signature | Time | Given by | Checked by | Time
Prescribed _ Started | (Initials) | (Initials) | Finished
17 35 [PESMEITT [qeutlsTi W/\ N3G va | 37
piw |fvas |50 | |“n—  |Bos| «o | %,

5 \(Wotvgee | Sy |57 | AN B30 |

495 | pusneet® 5o [Somd ffe>— (B | am | w2 |

Fluid Balance

INPUT OUTPUT
IV Flulds or SC Flulds v Oral Input Input | Urine ' Gastric
IV Medication Line(s) |
|
Time Typeof Fluid Voluma | Type Vaolume | Running | Time | Velume Running | Valume Running
e.g. 0.18% NaClid% Glucoss eg. Tea e.g.100ml | Total Total Total

f20mmalKCl

Drug Infusion

Drug Name:

Tima

Voalume in
Syringe

Fump Mo | Total amaount
Infused

|
|
Rate (mil'tr) ‘
|

Drug Name:

Time |
Rate (mifhr) ‘

Volume in
Syringe

FPump No | Total amount
[nfused

Rk MFE NHES Lolhian 2040 Voemion 2.0 furnonsed: Doe B Ravigw: Gol 20062 LOTTRIE



Ward: 7 Site: S Date: 7 [}Z2 /2%
This care rounding document should be used in nan-acuf
areas and should be supported by an additional person-centred
care plan. Registered Nurses should use clinical judgement
based on risk assessment, clinical condition and essential care
needs ta plan freguency ' ' '

thrly 2 hrly | L nrly (please circlefcomplete)

Print name and sign

~ Addressograph, or
00183063 M 29/11/1957 ‘lHS

Mami Soave, Alan — |
34 Southpark Place, -othian
So8 Livingston,

West Lothinn, EITS4 6FG

CHI 291157 149 IR

U 98010 AF Stephen

Codes () Yes. (N} No, (Nit) no! aoplicable. (D) Daclined (AS) Asieap (1) Independant, (NW] not on ward, (TH) Theatre,

Time of Care Rounding
Documant the exact ime gare munding look place g, (830

am

‘Waterlow 10+ iESkrn Check {tick) NS NS

Q%O‘Haﬁ (w1 ‘

ol 2 |S |
24 h

our period

Outcome of skin review: (H) Healihy
iR) Red. () Purple (8] Broksn (BL) Biistar pS NS

Vulherable areas? e ateas of samigs)

Hael (L] (R), Hips (L) [

Have you changed position since T

lastCR? Y

Positioning (R) or (L) side (B) Back (C) Chair | 2 | 2

Matiress type / Cushion type please state type:
Do you need the Loilet? N

|s the patient continent of urine? v

(&t time of Care Rounding) B3 2

Appropriate Footwear? IEAR

- Would you like a drink? | T
.0 Ensure flulds are within easy reach L1 '
) iFIuEd Balance Chart (if clinically indicated