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Drug and Prescription Record
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Reactions Actual | Estimate ]
Once Only Prescription
Date | Time Drug Dose Routa Prescribars Time | Givenby | Checked by

(Approved Name) Signalure Given {Initials) [Initials)

Oxygen (NPIMASK/INRB) 7T
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Discharge Medication to Take Away

Dirug Dose Frequancy Duration Prescribers Given by | Checked by
{Approved Mame) Signature (initials) {initlals)

LU 067 Revised November 2016 Raf: MPS NHS Lothian 2016



NEWS Kay Dawe: falyl | i I T
= =l [E Time: 1§ i s —
220 :
— 21.D 1 3 i {1 —_— 4 — ——
Blood E—
Pressure
Il manal BP -———
mark as
M
=St f e i
Unrecordable
rinrveee = 153
: 1800
170
100,
150
Fulse Rate
Reaspiratory
Rata
Temperature
Splz
0z
Consclous
Leval

Tolsl NEWS SCORE | &D | | I
If NEWS =5 contact Senior Dr or Nurse In Charge

If Escalated {Tick) | | | | |
Initizle of person undertaking Obs| (3 I




THINK SEPSIS

Start Sepsis 6 - complete within 1 hour

Oxygen to achieve saturations >84% |

(NB COPD 88-92%)

Measure lactate and FBC

EI"Fom-:i cultures

IV Antibiotics  (starttime )

IV Fluids (up to 20ml/kg)

Are any of the following Present?
NEWS Clinical si f infacti
SCORE inical signs of infection 1
Plus 2 of these:
Temperature <36% or =38%c
—’ Heart rate =90 bpm
= Respiratory rate > 20bpm
SCORE :
fi
MORE New confusion
THAN WCC ":4 or :"12 |
4 Blood sugar > 7.7 in non-diabetic |

' Measure urine output and start fluid
balance chart |

I hypa 1eraive or :aisad Eolels with Bty InOoalnds discuss with
Conaitsel

MNeurological Observations

Tima ol
Spontanaocusly | 4 | [l
B = = = |E
§~ To speech | o
ﬁ. Ta pain | 2
w i —
E Mong | 1
g Orientated | s | s
] | g
| = Cenfised | 4 | B
= = = = — — = E
< [ =
. b Inappropriate words | = =4
& E2
R = Incomprehensible sounds | 2 o g
<K 1t B b
= Mone |+ o
&,
L Obay commands | & L
5 —— - g
=5 Localiss 1o pain | 5 =
- o h
o Flexion o pain | 4 =
] § : § E
= I Abnormal flexion |3 = E
I E 2 m
] Extenszion to pain |2 ]
m <
Nope | 1
B 14-15 I
(=3
&,
‘é 12413
& 911
3 5 '
= =R |
: Size | |
Right Pupil =
Reaction | # £4
o Ly [%]
: = % o
Sizp Lo S
Left Pupil | | -
Reaction I | | g
Initials of person taking GCS | [

'plmﬂamta*‘uuwﬂmmmﬂwunm Lt |

Blood Sugar

Very Saveira 8410

Severs

Pain Score

NEWS Score.  Structured Response Es ton - Plan

Reporl to Area Co-ordinator if
SCOrE iNCreasss

TR -u:- y
G Area G garlin

ﬂepuﬁ o Area Co-ardinator
who must ascalate o NIC
gnd Senlor Medic

“soore ol 3 in | Commeneon 30mins
ana parameler | obsarnyations and
straen for Bepsis

Special Instructions

Pupil Scale mm

®
3

1 2




IV Fluid Prescription

|  Time | Fluid Volume | Duration | Prescribers Signature | Time | Given by | Checked by | Time
Prescribed Startad | (Initials) (Initiats) Finishad|

Fluid Balance |

‘ INPUT OUTPUT |
= ®

IV Flulds or SC Fluids v Oral Input Input Urine Gastric |

IV Medication Line(s) ‘

Time Type of Fluid Volume | Type | Volume | Running | Time T.l"::ulurna' Running | Valume | Running ‘

e.g. 0,18% NaCli/4% Giucose e.g. Tea | e.g. 100m! | Total Tatal Tatal |

/20mmolKCl ‘

Drug Name: [
Time | |
Rate (mi/hr) |

Yollme In '
Syringe | |

Pump Mo | Total amount |
|nfused |

Drug Name:

Time I | [

| Rats {mirhr) |
Volume in
Syringe

T

Fump Mo . Total amount i
Infused | _ |




Heart Rate

Leval

Conscious |

e Pain score (0-10)
‘Nau b Nalisea scare (0-3)

O Malor Block scote [0-4)
Ciraulation — | Circulation
Sansalion =l Semsalion
Movemant " | = | Movemsnl
Iniials O Re e ) ot T Infieis

uJ e i

Balance Charl

Lo a mindmm of
1 hourly

Start Structured
Response Tool

Slart Fluid
Balance Chart

Total 5 - 68*
or
3in one
parameter

Continuous

monitoring

of vital signs
Total 7*
or more Start Structured

Responsa Tool

Start Fluid
Balance Chart

NEWS >4 Think Sepsis

y

-y
LL;
)

=i ammolilin
o n=Chiabetic

NEWS Koy peelF2clE | T & 08B _} 1 | Data — | [Patient Name: CHI:
bl HE= Tirme: ot . | Time
225 22_524 Special Instructions - to he completed by Medical Team
H 21-24 21 o 3 y = g
Respiratory | - 20 : 1520 A total NEWS score of or individual parameter of ——
Rate 911 1,‘_1'1' : | | is acceptable for this patient because = Et i =
<8 <8 o -
Sp02 | tupeus | 28| =1 ) b v e = £ o bprain |
=85 | =06|C ' ' =86 | =288 | | Please escalate if
hbéctical Signature 94-95 94-95 HE= .
:qunuummmlu | 86-87 | 92.83 02-93 86-87
Cheoniotiyponis. | <BB| =81 <01 <85
Sigen
Unrecordabls Unracordable
P
Inspired 02 % or litres % or litres. firt - Sign Dasignaf?nr_l _
Dato Tima (only valid if signed and dated)
L ol =390 - =
Temperature———  38° - g *Regardless of NEWS always escalate if concerned about a patient's condition
In— e —— are
ki ' [ —— NEWS Score Fr«tﬂ.-qur.ﬂn'u:_yI of Clinical Response
£36° T —— Observations
NEWS 230 230 — ,
SE;JEF;E —— 220 | 220 Minimum 12 hourly I « Continue routine NEWS monitoring with
Systolic BP 1 | 210 4 hourly in - every set of observations.
Y 200 . 200 admission areas
180 : | 180
| 180 ' : 180
- 170+ — 170 {
- e ' - -1 160 : = Inform registered nurse
150 ! 150 = Minimum 4 hourly : * Registered nurse assessment using
140 ’ i 140, — Consider Structured | ABCDE
If manual BP 130 S i ; | 130 —— Total 1-4* Response Tool | * Review frequency of observations
mark as 190 t 120 ] _ ¢ = Inform Nurse in Charge
M 110 Consider Fluid

- +If ongoing concern, escalate to

Medical Team

o« Registered nurse assessmen|
Increase frequency
.« Escalate to Medical Team as per local

* Inform Nurse in Charge

escalation

-+ Urgent medical assessment
= Management plan to be discussed with

Senior Irainee or above

© « Consider level of manitoring required in

relation to clinical care

.+ Registered nurse to assess immediately
. = Infortn Nurse in Charge
. * Request immediale assessment by

Senior Trainee or above

« Case to be discussed with supervising

Caonsuitant

- « if appropriate contact Critical Care for

review

Apply Sepsis 6 within 1 hour

Give axygen 1o far
=84% (NB COFD

IV Aldids up ta 20milikg
Take blood cultures

!_-.'- { % ]

Measurelactale-and FBC

n

Give IV antiblotics

Monitor urine outpul & start fluid
chartl
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National Early Warning Score (NEWS) Chart

‘ Consultant AP B

This is chart number O

Weight: Actual S7° kgs Estimated

[ ASLL

Date chart commenced: !ﬂ.\“ﬂ l\‘f!.

mls_ad_m_issi_on

RIS

Date

Time

Eyes Opean

Spontaneously
To speech

To pain

Maone

Response

Best Verbal

Orientated
Confused

Inappropriate words

Incomprehansible sounds

MNone

T

trachecsiomy

Endotracheal tubs or

Best Motor
Response

Obey commands
Localise to pain
Flexion to pain
Abnormal flexion
Exiension to pain
None

W s n o= W =MW

= | N

Tu'lal GCS Score

m responsa

Always record the bast

Right Pupil

Size
Reaction

Size

Reaction

+ reacts
. @ye closed

= no reaction

ARMS

Mormal powar
Mild weakness
Severs waakness
Extension

Mo response

LEGS

Normal powear
Mild weakness
‘Severe weakness
Extension

No response

Record nght (R) and left (L) separataly if thers
is & difference batween the two sdes

Initials

Pupil Scale mm

REMEMBER -+ Record all observations pn NEWS chart
* Document any deterioration in the notes - remember the Structured Response Tool
= Escalate your frequency of ocbservalions
« If at any point during your assessmeant you are concemed about your patient - CALL FOR HELP J

p—

Assess Possible Actions
Is the airway - « Suction if indicated
+  Patent — Head tilt, chin liftfjaw thrust
AIRWAY . Al Risk — Alrway Adluncts
= Obstructed — Administer Oxygen
— Call 2222 if at rigk
«  Respiratory rate — Administar prescribed Oxygen to maintain
= 5p02 saturations 94%-28% (NB COPD B3%-92%)
= Accessory muscle use — Manitor SpO2 /| ABGs
BREATHING = Noises +/- percussion, palpation & auscuitation — Consider chest x-ray
+  Paosition / posture — Treat underlying cause
— Call 2222 Iif not breathing
. Fulsa — Obtain IV access
. Blood Prassure — Dbtain blood samples
= Capillary refill time — Prepare fluid challenge
IRCULATION = Coretemperature / colour — |nitiate Fluid Balance Chart
c u *  Urine output — Call 2222 If no-clrculation
= Consider 4 body cavilies for fluid & blood loss — Conslder Initlating Major Haemorrhage Prolocol
(4 + on the floor) — Monitor response lo ' acticns
= Monitor drain losses
= AVPU for initial assessment — Re-assess GCS
DISABILITY = BG5S, on-going neurc assessment — Check bleod glucose |f less than 4dmmols/litre
= ABC's & treal hypoxia or hypovolaemia activate hypoglycaemia prolocol
A=plert \=\Voice/Verbal |+ Blood Glucose — Check Drug Chart
P = Pain L= Unresponsive |« Drugs — Remember accurate documentation
*  Top to toe examination — Cantrol bleading
*  Look forevidence of blood loss / rashes / — Treat any underlying conditions identified
EXPOSURE drains / wounds etc —+ Reassess
— Maintain patient’s dignity
—+ Evaluate actions

Pain Assessment and Management Guidelines

Cancer-related pain: Always score worst pain in the |ast 24 hours or since last assessmant. refer to Palliative Care Guidelines

Acute Pain: Score current pain on movement, e.g. deep breathing; refer lo Acute Pain Guidelines
Parsistent pain - 6 ar abova which distresses the patient and Is unréesponsive to guldelines

Call Medical staff /| Senior Nurse | Nurse Practitioner /
For further advice contact:

ACUTE

PALLIATIVE

Mon-Fri; Bleep Acute Pain Team
Out of Hours: On-call Anaesthetist

Man-Fri; Bleap Palliative Care Team

Qut of Hours: Via Switchboard

Pain Score

Nausea Score -3

Epidural Motor Block Score

please do not ¥ motor block column

4-5 Moderate

6-10 Severe

FRnl MPS NHE Lothian 20185

observalions, must be at least daily

Assess, administer and review
analgesia as appropriate for patient

Assess, administer and review

analgesia as appropriate for patient
Lising apprapriate
Lothian Guidelines

0 None 0 - No Nausea
Continue to assess paln at least daily

1-3 Mild 1 - Nausea
Continue to assess pain with routine Consider anli-emetic

2 - Nausea / Vomiting
Administer anti-emetic

| Contaci Doctor

3 - Persistent Nausea &/or Vomiting 4 - Paralysis

0 - Full Power

1 - Weak but able to raise legs
2 - Able to bend knees

3 - Minimal movement

If score 2 or above please immediately

Using guidelines prescribe [ give contact the Acute Pain Team or On-Call

anti-emetics and review

Anaesthetist if out of hours

Dmie of Pubicadion - Agril 2018 Review Oobs - Apel 2017 LOTIET
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Markers and Paracetamol Poisoning Stu’dy 2

Please initial in
box

Participant ID | 02373

1.1 confirm that | have read and understand the |nformat|on sheet (version 1 dated - :
28Mar2018) for the above study. | have had the opportunity to consider the g«
information, ask questions and have had these questions answered satisfactorily.

2. | understand that my participation is voluntary and that | am free to withdraw at any

time without giving any reason and without my medlcal care and/or legal rights bzt &
being affected.. '

3. | give permission for the research, team to -access my medical records for the é J e
purposes of this research study. H

4. | understand that relevant sections of my medical notes and data collected during
the "study may be looked at by individuals from the Sponsor (University of -
Edinburgh and/or NHS Lothian), from .the NHS organisation -or other regulatory M/( .
authorities where it is relevant to my taking part in this research. | give permission
for these individuals to have access to my data and/or medical records.

5. | agree to my "anonymised data andfor blood samples being used in future W w
approved studies. : _ Luen

6. | understand that the resuits of this study may be used for future commercial | :
development'of products/testsltreatments and | will not benefit financially from this. L‘S"‘ )

7. | give permlssmn to the research team to access and store my surplus blood .
samples _ _ ._ . o , L‘M w
8. | agree to take partin the above study. | : i Ue v
o . | i
LSA MY ILLAM SONY e pwilliarses , 30-9- 201 £a o
‘ ~ Name of Participant (print) Signature : Date = &ev 3¢5
Ausen WiiAM s (1 Cin | 30-5.2019.
Name of Person taking_ consent (print) Signature . Date

Original (x1) to be kept in site file. Copy (x1) to be included in patient notes. Capy {x1) to be kept by the participant.

MAPP2 CF V1.0 28MAR2018 IRAS Project [D::244423
Page 1 of 1
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| |
EHE 8 o -
| IKAMIAMENGyY ~ |Participant information Sheet
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700168111M /E4171174 F {
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Markers and Paracetamol Poiséning'Study

You are being invited to take part in a.research study. Before you decide whether or not to take part, it is important for

- you to understand why the research is being done and what it involves. ' Please take time to read this information
carefully. Talk to others about the study if you wish. Contact us if there is anything that is not clear, or if you would like
more information. Take time to decide whether or not you wish to take part. -

What is the purpose of the study?

: - . I
Paracetamol can cause damage to the liver when taken in overdose. We have developed new blood tests
that can identify liver injury at first presentation to hospital. We hope that further development in this field will
help us to identify earlier what treatment is best and safest for-that person and allow patients to be
discharged faster. ' ' -

Why have | been invited to take part?

This study is recruiting patiehts who have taken too much paracetamol. We aim to recruit around 326
patients to this study. ‘

Do | have to take part?

You do not have to take part; it is your decision whether or not to participate. If you do decide to take part,
you will be given this information sheet to keep and be asked to sign a consent form. If you decide to take
part, you are still free to withdraw at any time, and without giving a reason.. Deciding not to take part or to
withdraw from the study, will not affect the healthcare that you receive, or your legal rights. .

What will happen if | take part?

A member of the research team will ask you to read and sign a consent form to agree to participate. We will
ask the laboratory for the surplus blood that has already been collected from you, and any future surplus
blood that may be collected from you on this hospital admission. No extra blood taking will be performed for
the study. : ‘

.. We will record information about you including your age, sex, amount of paracetamol taken, treatment details
and routine blood test results. This information will be kept secure within theé NHS. Your information will be
. linked to your blood sample by a unigue code number, so it will hot be possible for anyone to identify you.

What are the possible benefits of taking part?
There are no direct benefits to you taking part in this study, but the results nght help to improve the
healthcare of other peopie in the future.

The results of this study may be used for the future commercial development of a new medicinal product,
treatment or test. Your participation will not entitle you to benefit financially from the commercial development
of the product, treatment or test. ' :

What are the possible disadvantages of taking part?

There are no known disadvantages to taking part as we are using blood samples that have already been
taken. We will ensure that the blood sample cannot be identified. :

)

What if there are any problems?

If you have a concern about any aspect of this study, please contact Dr James Dear on 0131 242 9214 for

further information. .

In the unlikely event that something goes wrong and you are harmed during the research and this is due to

someone’s negligence then you may have grounds for a legal action for compensation against the NHS but , |
you may have to pay your legal costs. The normal NHS complaints mechanisms will ‘still be available to you.

Please see contact details below. -

MAPP2 PIS V1.0 28MAR2018 IRAS Project ID: 244423
Page 1 of-2 :
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What will happen if | don’t want to carry on with the study

You can change your mind atany point during this study. If you subsequently decide that you no longer want
to continue in this study, we would remove you from participating. Any samples and data already collectad

“would remain in the study unless you would prefer the existing samples and data to be destroyed. For further
information regarding withdrawal at any point then please email james.dear@ed.ac.uk

Will my taking part be kept confidential ?

All the information we collect during the course of the research will be kept confidential, following strict laws
which safeguard your privacy at every stage. . _
All identifiable recards (for example your haspital number) will be kept exclusively within the NHS and will be
protected by a password. Any information that leaves the NHS system will be anonymised to safeguard your
identity. : : . )

To ensure that the study is being run correctly, we will ask your consent for responsible representatives from
the study sponsor and NHS institution to access your records and data collected during the study, where it is
relevant ic your taking part in this research. The Sponsor is responsible for ovarall management of the study
and providing insurance and indemnity. ‘

What will happen to the results of the study?

~ The study will be written up in medical publications and shared at national and international meetings. You
will not be identifiable in any published results.

Who is organising the research?
This study is being organised and sponsored by the University of Edinburgh and NHS Lothian.

Who has reviewed the study

All research in the NHS is reviewed by an independent group of people called a Research Ethics Committee
(REC). A favourable ethical opinion has been obtained from the Londén- South East REC. NHS
management approval is also abtained. ‘

Researcher Contact Details

If you have any further questions about the study, pleaselcontact Dr James Dear on 0131 242 9214 or email:

iames.dear@ed.ac.uk

Indepndent Contact Details

If you would like to discuss this study with someone independent of the. study, please contact Dr Neeraj .
. Dhaun on 0131 242 9100, bean.dhaun@ed.ac.uk '

Complaints

If you wish to make a complaint about the study please contact:
Patient Experience Team '
- 2-4 Waterloo Place, Edinburgh, EH1 3EG
feedback@nhslothian.scot.nhs.uk
0131536337

. MAPP2 PIS V1.0 28MAR2018 IRAS Project ID: 244423
: ' Page 2 of 2 :
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I 20816811 IM/ES171174 F26/01/1990
NHS LOTHIAN NHS Williamson, Lisa
b i 9/7 Tytler Gardens,
Emergency Department i Edinburgh,
o EHE §HS
Adult Majore cur 2601901187 [IIRIHNINEINY
Prescription, Administration & Observation Record C 70785 AR MacKay
Previous Weight Date

Actual { Estimate

Once Only Prescription

e NIEBA _ | ZJs)lq

Date: | Time: | Drug Dose Route Prescribers | Time | Givenby | Checked by
{Approved Nama) Signatura Given {Initials) (Initials)
NP/IMASK/NRB e
._ 1 Oxygen ( ) —5 L

o

1
.U-am-!:jl yplerre. ol | W _@7—— o4’ Qiﬁ/\
3151(! E’}Q#__Iﬂu 1COmMmI 6-q1. pMafl @ ||?‘M|,L-.. (Mu Z-Ivu;..a.r:) :
s J{g/‘i

345_{ o34 M-mﬁladarc.-ﬁt bSml | W | C4~ %
ia 10000t 09 Nael |€ 143 milh (oves I0 Ao )

3“‘!5 03%s LNauPc.m Zn;\ﬂ CEAT C/[fL—/ . o> CH

Discharge Medication to Take Away

Drug Dosa Frequency | Route | Duration Prascribars Given by | Checked by
(Approved Name) Signature {Initials) {initials)




NEWS Key Date:. : o
(o] 3] [= B Time: 15 5 b

I

g283f | I e = (e T e ) ey T ) el 7

95-08 0on. O, (ISR SR ] [ [ ] T e i
193-84 on O, T0016R11 IM/E4171 174 b

: F .

293 an alr “,r""amsun' Lha 26."’{}].‘" I gg"ﬂ .

oo Lty hB-84 97 Tytler Gardens, |
—— : 80-87 Edinburgh, y

ez e [ 84-85 | EHS 8HS 7 |

i <83

A= CHI 26019
6 Ui or % LML 70785 ap |I:Illlllllll
Device e e R

>220
201-218 o
181-200
161-180 LAY
141-160 [&] E
121-140 — = i %
ma20) L =<l \\H (o]
e 65T ~z< WHLS ]I
91-100
81-90
/0 71-80
1-70
51-60
=50
>131
121-130 I

101-110 1 laz
El

91-100 | —}
g1a0| | 91 : |
nafHep | (1 | FY |
81-70
51-60
4150
3140 :
=30 E
Alart .
Mew Confusion i
P =
u
>39.1° =
38,1-39.07 a
O

aT.1-38.0¢ - . 3 k
a5,1-36.07
=35.0°

OTA [ Ej =

Biood Glucose reading or NIA
Pain seare (0-10) |1\ , &

Initials g F SN T




:’:{{i Mt F 2T MRS, Signs of Infection Add ressogra ph
g/ Miamson, Lisa «  Temperature <36°c or >38%
7 Tytler Gardens Name:
Edinburgh 2 * Heart rate >80 bpm
EHE 8HS / « Respiratory rate = 20bpm
| |+ New confusion DOB:
CHI 2601901187 (NEDUHNNUD «  WCC <4 or>12
70785 AR MacKay o «  Blood sugar > 7.7 in non-diabetic | | CHE:
3 1 .
NEWS Total Monitoring Frequency Clinical Response
Total 0-1 Commence on 1hrly observations Report to Area Co-ordinator if score increases
3in one Commence on 30mins observations and | Report to Area Co-ordinator who must escalate to NIC and
parameter screen for Sepsis Senior Medic ‘
Total2-4 Commence on 30mins ob_senrations Report to Area Co-ordinator if score increases ]
[ Total 5-8 | Commence on 15mins observations and | Report to Area Co-ordinator who must escalate to NIC and
' | screen for Sepsis N Senior Medic —
4 L | Commence on 10mins observations and | Report to Area Co-ordinator who must escalate to NIC and
screen for Sepsis Senior Medlc

Special Instructions

* or increase in NEWS score of 2

L] L] = E cl U B L) e Le Ll - cl L] il
Dat= Vi
timel| | | ) F
c Spontaneously |4 Ll [ u o
§ To speech |3 . E 2
g To pain |2 e
o | None |1 | P | &
- Orientated |5 51
. £ & Confused |4 =i} 13
- :r; % Inappropriate words |3 o ie
2 | Incomprehensible sounds (2] _. LI . EE E
None |1 = = = ' g |
~ Obey commands |6 . r E
5 Localise to pain |5 H | E %
2 E Flexion to pain |4 L = £ ;%
W8 Abnormal flexion |3 | I B
o o Extension to pain ;2 . EE
None {1 <
Total GCS Score _i I 1
. : Size | 2 — il == 3
Right Pupil Reacon{] | | | | | i} ﬁ%%
Left Pupil 5!39 ER R : - F 4 | 1B E %_
Reaction || i
Normal power | @
&0 Mild weakness |© l;%
i Severe weakness | Ella BE
_ - g2
- Extension | 3 I 1) AT LG
| Mo response | I EE
Mormal power 3=
* Mild weakness | Ll zk
ﬁ Severe weakness| | | | -
5 Extension L[] Ba
| Mo response | - 1 N ' . I | :g E
Initials | l >

Pupil Scalemm 1. 2e¢ 3@ 4@ 5@ E. T. E.




IV Fluid Prescription |

Time

Prescribed

Fluid

Volume | Duration | Prescribers Signature

Checked by |
{Initials)

Time | Given by

Started | (Initials)

Time
Finlshed

Fluid Balance

INPUT OUTPUT ,
= IV Flulds or SC Fluids v Oral Input Input | Urine Gastric
| | IV Medication | Line(s) -
= 1 —
Time Type aof Fluid Volume | Type Volume: | Running | Time | Volume  Running | Volume | Running
e.g. 0.18% NaCl/4% Glucose e.g. Tea  eqg. 100ml| Total Tolal Total
f20mmuolKCl

Drug Infusion

Drug Name:

Pump Mo

Time

Rate (ml'hr)

Vaoluma in |
Syringe

Total amount
Infused

Drug Name:

F‘umi:u MNao

Time

Rate (ml/hr)

Valume in
Syringe

Total amaount
Infused

Ref: MPE NHS Lothéan 2018

Primteet: April 2005 Review; Jul 2019

|

PLOT 1825
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National Early Warning Score 2 (NEWS2) Chart NHS REMENDER = Rozaed gl otiessvations or N S2.clit
\ r * Document concerns/decisions in clinical notes
2 . i othian + Escalate your frequency of observations
UO1EET1IM /E4171174 F . i ;] i £
WILLIAMSON Lica If at any point durlng your assessment you are cohcerned aboul your patient - CALL FOR HELP J
26-Jan-90 CHI: 260 1 P H
70785 ARMackay | ~ Assess Possible Actions
97 Tytler Gardens Is the ainway - +  suction if indicated
EHS GHs Date chart commenced: = patent = head tilt; chin lift / Jaw thrust
AIRWAY « atrisk +  airway adjuncts
mmmm{mmmﬂmﬂmmﬂw This is chart number of this admission +  obstrucied «  administer axygen
| = call 2222 if at risk
= respiratory rate = administer prescribed oxygen to maintain
. == S « Spo, saturations 94-98% (NB COPD 88-92%)
Conscious Level Chart to be completed when clinically indicated BREATHING o Bocassory Inueda usa | - monitor SpO, | ABGs
| *  noises +/- parcussion, palpation & auscultation *  consider chest x-ray
Date | | = = position ! posture = treat underfying cause
Time | = call 2222 if not breathing
== = +  pulse «  gbtain IV access
- Spontaneously (4| u 2 +  blood pressure +  obtain blood samples
a To speech |3 % i «  capillary rafill time + prepara fluid challenge
o ——1— &F +  core temperature / colour *  initiate fiuid balance chart
LLI To pain |2 :;9? CIRCULATION |. urine output «  call 2222 if no circulation
— = L «  consider 4 body cavities for fiuid & blood loss = consider initiating major haemorrhage protocol
< None |1 i) LA (4 + on the fioor) «  monitor response o actions
g Orientated |5 . = monitor drain losses
1 0 —
= l e = AVPU for Initial assessment *  re-assess GCS
=4 o g Confused 4 2 g DISABILITY +  BCS, on-going neuro assessment +  chack blood glucose if less than 4mmols/litre
= L =) Inappropriate words |3 E 3 «  ABC's & treal hypoxia ar hypovaolagamia activate hypoglycaemia protocol
D W E . — — E 8 A= Alert W = Vioica f Verbal | * biood glucose . check drug chart .
8] 5 x| Incomprehensible sounds |2 N g ‘g P=Pain U=Unmsponsive | = drugs = remember accurate documeantation
= None |1 i - +  top to toe examination *  controd bleeding
= = = ook for evidence of blood loss { mshes | = treat any underlying conditions identified
S Obey commands |6 | . EXPOSURE drains / wounds elc . m:iﬁ:?&palle' o
! =il «  maintain n ignity
Localise to pain |5 - ) .
ﬁ 8 o L ‘ : A e | 2 E B evaluate acllons
= S SSIRTR pON 4/ ] - - E% Pain and Symptom Assessment and Management
& gé Abnormal flexion |3 | - w E Supportive care - pain: Always scare worst pain in the last 24 hours ar since |ast assessment. If the patient has detenorating health
= Extension lo pain |2 g with limited reversibility, refer to Scottish Palliative Care Guidelines
None |1 T || e i Acute Pain: Score current pain on movement, e.g. deep breathing. Refer (o Acute Pain Guidelines
= Persistent pain - 6 or above which distresses the patient and Is unresponsive to guidelines
Total GCS Score |
Size | | l Call Medical Staff / Senior Nurse / Nurse Practitioner !
Right Pupil reastii : | I 5
iy o E% For further advice contact:
Size 83
Left Pupil Reaction | S T = ¥ 5 _ ACUTE SPECIALIST PALLIATIVE CARE
= Man-Fri; bleep Acute Pain Team Mon-Fri: bleep Palliative Care Team
Normal pawer 5 S Out of Hours; on-call Anassthetist _ Cut of Hours: via Switchboard
Mild weakness | I
= g = — = E @ Pain Score Nausea Score Epidural Motor Block Score
= e Severe weakness o == please do not (¥ ) motor block column
L : T
- = Extension = E 0 - None 0 - No Nausea 0 - Full Power
i Ni response Il o g 2 Continue to assess pain at least daily
< — Al e ' e 48 1 -3 Mild 1 - Nausea 1 - Weak but able to raise legs
®) P = I i E Continue to assess pain with routine Consider anti-emetic
= Mild weakness - o E observations, must be at least daily 2 - Able to bend knees
| O Savere weakness EE 4 - 5 Moderate 2 - Nausea / Vomiting
= IS T T = = — Ex Assess, administer and review Administer anti-emetic 3 - Minimal movement
- Extension = analgesia as appropriate for patient
= L L] B o p _
— No response | § 6 -10 Severe 3 - Persistent Nausea &/or Vomiting | 4 - Paralysis
initiats | = Assess, administer and review Contact Doctor
analgesia as appropriate for patient If score.2 or above please immediately
Puipil Scalé mm Using appropriate Using guidelines prescribe / give contacl the Acute Pain Team or

Lothian Guidelines anti-emetics and review on-call Anaesthetist if out of hours
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i NEWS of 5 or more?
\ ' !, Think Sepsisl
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‘Could this be sapsis? and
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*Regardless of NEWS always Escalate if concerned about a patient’s condition.

Escalate immedIately If clinical observations cannot be obtained

NEWS TOTAL

Maonitoring Frequency

Minimum 12 hourly/
4 hourly in admission areas

Clinical Response

continue routine NEWS maonitoring
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Minimum 4-6 hourly
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managameant plan lo be disoussed with
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conaider fluid balance chart
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does not improve following initial medical
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consider anficipatory care planning (ACF)
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af vital signs
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discuss with supervising consullant

If appropriate contact Crilical Care for
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