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Affix Labef
MINAOTMMINGIR - Queen Etizabeth University Hospital ]
i ) . =
CHI: 2012746039
' Total Att: 13
‘ 12Mth Att 0 T
Title: MR 4 )
HUGHES : Scoti Sean
DOB 201211974 * -Age: 80y Sex: Male A
_. FLAT 7-6 ) . Nextofkin. HUGHES, Kyle -
39 LINKWOOD CRES . Relzationship: Son :—-
Glasgow '
. Lanarkshire )
. G15 7EP GP: A Martin )
07787255019 ) 0141 211 6100
Aitendance Date: 28/02/2025 Arrival Time: 13:15 .
- Registration Time: 13:15 Pate of Incident, 28/02/2025
Major Incident Desc: T
Reason for Attendance: SDUCC OWN - RIO ACS/PE. 4/7 SHARP LEFT SIDED CP WORSE ON
INSPIRATION.

Nursing Assessment

Alerts: Not Recorded Allergies: Not Recorded Pain Scare:
Triage Category: 2 Tetanus up to date/fully immunised:

. . Presenting Complaint: }
Observation Date: 28/02/2025 13:22 Nurse name: Nurse Amy Dickson- _
Temp  |353 lc B mmolil | IGCSEERSRIF Lo N |

HR 83 bpm PF L _[1/min Eyes ' ]
BP 150193 mmHg Expected PF 1/min Motor "]
MAP 112.00 mmHg \Weight . kg Verbal =8
RR 21 bpm Height | ‘tm - [Total - -
Sp0O2 99 % ViSURI'ACUity KRS SR I - .
Oxygen |0 % Left PupiStRightPipicten™s| |

' Right ' [z ) e (e
Carrected? preaction freacton T
INursing Notes: “pleuritic chest pain worse on inspiration " _ ' |

GGCO219 mS 285791




Patient 1D label

Date

Emergency-Department Notés

Ambutance Proformna reviewed  Yes [ No

Seen by {(Doctor)

Time seen
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G15 7EF

Dats Emergency Depahment Notes
Time seen
Seen by (Doctor)

Differential Diagnosis/Preblemn Eist
NEWS Q-7
RED FLAG (Fick}
SEPSIS
CURB 65

Done/ completed _Immediate Managment Plan
| Signature: Designation:
1g =

Page No:
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In-Patient Admission N | - | 7
n-Patient Admission ote§ : g’gﬂlﬁ@é@@]ﬂﬂf’lﬂf[liluﬂlmﬂﬂﬂiﬂffﬂlL
_ ! HUGHES Y
' Scoit, & 2011211974

FLAT 76
38 LINKWOOD CRES
Glasgow, Lanarkshire

G15 7EF

Time Seen: NN ——

Seen By: C WS~ Print:
PRF Reviewed Yes f No

Presenting Complaint(s)

Presenting complaint
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Past Medical History / Review of portal
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| HUGHES n
! FS{:; ?S-G 2011211074
- 39 LINKWOOD CRES
Giasgow, Lanarkshire
' _ G157EF
LR LT —

MEDICINES RECONCILIATION — A{:iceptabfe to staple fu[lj completed Emed Rec

Source of medication history U Patient/Relative/carer 1 GP Phone call 0 Ecs
(=1 source preferred) O Patient own drugs [} Com. Pharmacist 0O GP letter/summary
’ ‘O Repeat Prescription
Other (please specify)
- Admission Medicines Plan for Medicines (Dr c;r;ﬁplete) Comments
Reason for alteration
Name Dose Freq Continuve Amend Withhotd Stop
NC\Q rd e @M, 1 &
o L4
I hey gatgdtnt O . :
C— i L !
CIG G LT < 1 Nl 7 ]
ATaaioy-aan ?ﬂr\ﬂ) | eNgls |
. N i
FCeiece.  Tllpin waer | :
- ..
NG SO —@® D)

Zoxdnaler  Se Mo ariil .
Loleswm Gval® v Qe Ao - |

Allergies : List any over-the-counter or alternative medicines
OF

‘A Do medicines need further c!aﬁﬁgation ? OYes [0 No

List collected by : Plan approved by : . .
-] Designation : - Date : Designation : Date :

Pharmacy review Comments ' :
Comptiance aid : O Yes O No -Community pharmacist Phone
Reviewed by : - Designation : Date :
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¢ i HUGHES . M
- Scott, S 201211974
FLAT 78 .
' 39 LINKWOOD CRES
Glasgow, Lanarkshirg
' G15 7EF

L T

Social History \ Family History

Smoking History '
‘Ex-smokef/Smoker cpd yrs
~15 €
Alcohol History ' 10 @ GbD , Mowed
Units/week FAST score if excess

DG fveny oru oy~ Mz S vodka v o Feauy DAt

O Never smoked

Recreational Drugs Driving Status

N '
Social Circumstances (home, supports, functional status, occupation, travel)
Lo T ot

General Examination
. = L gy

General Appearance:

-
Temp: &5 -3 RR: D)\

Pulse: R S CBG: | R~ 4 Qe
spo; A Weight:

BP: ‘SU)‘ N Urinalysis:

Respiratorj;/-i‘:{;'f'__‘g_ Gastrointestinal System

/\50’4_
N | e
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Cardiovascular -

AR iy




| R T ST 0 U0 MO e
2012746039

HUGHES 74

Scott, S 20112/1974

FLAT 76 '

39 LINKWOOD CRES

Glasgow, Lanarkshire

G15 7EP

Neurological system : : 1
GCSs: /15 E: /4 M: /& v: /5

AMT 4 = age, DOSB, place, year
AMT score /4

Is the patient more confused/drowsy than normal: Y / N

If yes complete 4AT / TIME
Pupils/fundoscopy: ' " Cerebellar and
extrapyramidal:

Cranial Nerves: Neck:

Reflexes: RUL ot R [
Tone
Power -
Co-ordination
Sensation

Plantars: R L

Skin/Other ]
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Key Results
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) | (Differential) diagnosis o o
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Management Plan
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Patient ID label

Resuscxtatuon Decnsnon

Resuscitation status; FOR RESUSCITATION / DNACPR
(please circle)

IFDNACPR -~ Complete appropriate form

Senior Medical review
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Sepsis Six

O Antibiotics within 1-hour
OO0 Appropriate Cultures

O Fiuids

0 Oxygen

[ Lactate

I Fluid balance, consider catheter. -

Medical patient thromboprophylaxis decision aid — ENSURE BLACK BOX COMPLETED

Patient 1D labal

ts the patient bed—-boundror expected to have reduced mobility relative to normal for 2 days

O Yes

v

O No

v

Does the patient have any of the following risk factors? Tick if apply

Active cancer or cancer

Use of oestrogen containing

* No thromboprophylakis
* Reassess (every 72 hours
minirmum Jand document

* Ensure patient informed of

treatment contraceptive
Age> 60 Hormone replacement therapy
Dehydration Pregnancy or <6 weeks post partum

(seek specialist advice)

how to reduce risk of DVT
(see infarmation leaflet)

Known thrombophillia

Critical care admission

B >30

Varicose veins with phlebitis

Personai/1st degree relative
history .of VTE

Hip fracture

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

O Yes

Does the patient have any of the'foliowing contraindications? Tick if apply

|| Active bleeding

Untreated inherited bleeding disorder

Acquired bleeding disorder

Thrombocytopaenia <75 x109/1

{INo

Thyroid, spinal, posterior eye or
neurosurgery

Other procedure with high ‘bl'eeding
risk (discuss with senior}

Cornicurrent use of
anticoagulants e.g. warfarin
with INR>2

Uncontrolled hypertension
(>230/120)

*  Discuss with senior
clinical staff regarding
thromboprophylaxis

Acute stroke

Varicose veins

or spinal anaesthetic

Recent (<4 hours) or expected ¢within 12 hours) lumbar puncture, epidural

*  Ensure patient informed of
. how to reduce risk of DVT
(see Information leaflet)

*  (Consider mechanical

Other - Document

prophylaxis unless

CINo

3 Yes

contraindicated

*  Reassess (every 72 hours
minimum)and doecument

Enokaparin 40mg (reduce to 20mg if weighs < 50kg or eGFR <30)

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

Patientinformed OYes OIN/A

(only n/a if due to cognitive
impairment or simnilar)

if N/A why?
Assessed by
Date

1t




Patient (D label

Results

Date ! i
Time ]i
Parameter Ref Range

Hb Male: 130-180 Female: 110-165
wecC 4.0-11.0

Plts 156 - 450

MCv 80100

Neut 20-75

PT $.0-13.0-

APTT 27.0-38.0

Fibrinogen 1.7-4.0

INR ( }

Thromb T 11-13 secs

O-Dimer 0-250

Na+ 133- 146

K+ 35-53

cl- 95.-108

HCO3- 22-29

Urea 25-78

Creat 40-130

eGFR

Glucose 35-6.0

Protein 60 - 80

Albumin 35-50

AlkP 30- 130

Bil <20

ALT <50

AST <40

GGT | Male: <70 Female: <40 -
ESR Male: 1 -10 Female: 1-12
CRP <10

Troponin hs |

Male: 0- 34 Female 0-16

CK Male: 40 - 230 Female: 25 - 200
Corr Ca++ 2.20- 2.60
PO4- 08-15
Mg++ 0.70-1.00
Alcohot
Paracetamol <160 @4 hr
Salicylate
AST <40
Amylase <100
{ipH 170 - 380
Folate
B12 200 - 200
Ferritin Male: 20 - 300 Female: 15 - 200
TSH 0.35 - 5.00
Free T4 20-21.0
Digoxin 0.5-20

12




Post Take Ward Round iAU/ARU

Patient iD labe]

-Consultant: Date: | Time:
Summary
- Temp:

Pulse:
BP:
5p0,:
FiQ2:
RR:

Diagnosis;

Plan:

Recornmended Destination: Signature:

Suitable to board if required [ Yes 0 No Designation:

Expected Date of Discharge:

Bleep Number:

13




Patient ID label

Continuation Sheet

Date: Firrie .
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. Patient 1D fabel

Continuation Sheet

Date: Time




Patient ID iabei

Continuation Sheet

Date: Time
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Patient 1D label

Continuation Sheet

Date: Time

te
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Patient ID label

Nursing Documentation
Donaf Time

Once only prescriptions (inlcudinﬁ tetanus prophylaxis)
e

Date Given Drug {(Block Capitals) Dose Method of Tirne of Signature Given by
administration administration

Discharge prescription packs -

Date Given Drug (Block Capitats) Dosa Method of Frequency Sigrature Given by
administration ) |

DISCHARCGE CODES: Piease Circle ] Timne Ready to Drepart !
1. Admission 2. Discharge 3, Refer to G.P. 4. Transfer to other hospital {see below) .
Dischamge Time
5. Died 6. Refer to O.P. Clinic (see below) 7. Iregular Discharge 8. D.O.A. scharge Ti
Wward No. (if admitted) . Transfer Lo Hospital Consultant {if admitted)
Qutpatient ckinic specialty Admission or specialty ¢linic consultant
Clinic AE OF DVT DME Falls TIA Medical Surgieal First Seizure | Others Specify
Referred to

18
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NEWS > & THINK SEPSIS
Apply SEPSIS & within 1 hour

A Action: Woﬂdng diagnosis {considar SEPSIS). Consider frequency of observations, Management plan.
Set review time. Document, ’ : ; .

€ Communicate: Inform nurse of plan. Inform senior medic If necessary. Document the discussion,

g Fscalate: Cocument the treatment escalation plan. Should include need for next level of;{.afe & consideration
of resuscitation status. . ’ i
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NHS GGC Hospitals, Emergency Department NH ‘s
Greater Glasguw
and Clyde
Affix Label .
L Hospital {chcle) I IRH RAH I RHSC I GRe ] Wi | v ] viMiu T seh 1w T em _]
““lllﬂ[ﬂﬂﬂmlmmmllmmm]"l Queen Elizabeth University Hospital 5
CHI: 2012746038 -
. Total Att: 12 _
Tite: MR 12 Mth At 1 i
HUGHES Scott Sean |
DOB 201211974 - Age; 47y Sex Male i
FLAT 7-6 Nextofkin. HUGHES, Kyle i
39 LINKWOOD CRES Relationship: Son
Glasgow
Lanarkshire
G15 7EP GP: A Martin .
07787255019 - 0141 211 6100
Attendance Date: 06/08/2022 Arrival Time: 17:16
' Registration Time: 17:16 Date of Incident: 06/08/2022
Major Incident Desc:
[Reason for Attendance: MIU virtual cons. R shouider injury. Attend 17.30 I
i
Nursing Assessment : =]
' Alerts: Not Recorded Allergies: Not Recorded Pain Score: ]

Triage Category: 4

Presenting Complaint:

Observation Date: 06/08/2022 17:

Tetanus up to dateffully immunised:

55 Nurse name: Nurse Cara Loomes ™

Temp C - BM mmol/L GCS - » o o F e Bfe g
HR bpm PF 1/min Eyes |

P ! mmHg Expected PF i/min .| Motor | ]

MAP mmHg Weight . kg Merbal | 1

RR bpm Height cm Total | —

SpO2 % - NVisual ACUityhs.» i Pa . o =S J -

Oxygen % Left lPiipils-Right - ‘[Pupité-tieft .| _

' Right Eize (mmy |Size om)
orrected? eaction resction | N
INursing Notes: [

I
f




Child Assessment Questionnaire

fevious presentatiohs)
History variabje between accounts _
Examin;tion not compatible \;vith history/presentation
| Delay in Presentation
Fracture/head injury or significant bruising in baby or non-mobile toddler

Discuss with Senior Medica) Staff / Nurse on duty any factors identified

X-Ray and Other Reports to be filed on this ; e (if the Patient is not being admitted)

DO NOT Y

HERE P

ONCE ONLY PRESCRIPTIONS (includ?ng Tetanus Prophylaxis)

Date Given | ppryg (BLOCK CAPITALS eth gg ) Time of




A0IA T4B03 Scoltsean Huaf«»

CLINICAL NOTES

Seen by (Dr) - I . . - Time st;.en
- y ©) { e 4 | IR0 I

Date

PC/ 'Cra)shc)u\'c.\ar Ipyory - 2HD.

s 7 e

MR/ Stales w0 itoraaked| lant night | |
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| PM O NKOA umdf@ed ‘
Alachd Dependodk . sy
ipn\.aps:j | : / |

LOOL Su.ao\\en ovel S\‘\OU\C(Q.(‘
M@bm\s‘ - No u.n.ncb
NO C)bd (O‘O l‘ﬂ

PeeL No painen palpathion CS(QMQ,
Scopula, SCJ clavicle |

humam). htmanls

Isolated cendwmg; 1 A
- NVintack, CRT ¢7se

No Allered Sensaberd, -
PW\\\O[\j NMQ /

- Move \y, gediced 20 dueto prun
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Date

_ CLINICAL NOTES
Sxtersion| 048 resised L —
Clexen 00" gesied”

Y2AY gshodder + AST Vieus

_lmp! rade 7 AQ) _e\\srUpl’:\c(\_
. - HrSuJQUAnjcy\d
\ms cnd VRC glo.

jenvg advia gven

—

Discharge Codgs£tease CIRCLE)

Discharge date [ g
1. Admission 2. ol 3. Refer to GP 4, Transfer to other (see below) . . OG)I —~
5. Died 6. REfer to OP Clinic (see below) | 7. Irregular Discharge B.D.O.A. Discharge time I

Ward number (if admitted): Transfer to hospital: ' - . Consultant If admitted):

Follow up | Arranged . |MNotarranged To be-arranged
Clinic - Hand v Pop : . Others (specify):
referred to ASE injury Fractur% - Check Medical; | Surgical ENT

isCharge Prescriptior‘\i Packs

Method of
Administration | Frequency

Date Given | DRUG (BLOCK CAPITALS) |- Dose Signature | Given By

Ml « 243836 Version 1_0 » GGCOORS



NHS GGC Hospitals, Emergency Department - N Hs

. Greater Glasgow

and Clyde
mmlﬂl”"mﬂ,ﬂ”’ﬂﬂiﬁmlﬁmw,m”m Queen Elizabeth University Hospital
2012746039
Total At 10
Title: MR 12 Mth At 0
HUGHES Scott Sean ' I
DOB: 2011211974 Age: 44y Sex:Male
FLAT 7-6 Next of kin; HUGHES, Kyle
39 LINKWOOD CRES Relationship: Son
Glasgow
Lanarkshire
G15 7EP GP: A Martin
07787255019 0141 211 6100
Attendance Date: 06/11/2019 Arrival Time: 21:40
Registration Time: 21:40 - Date of Incident: 06/11/2019
Major Incident Desc:
' [Beason for Attendance: ? stroke ]

. Nursing Assessment
Alerts: Not Recorded
Triage Category: 1

Presenting Complaint: Neurologica! Motor Weakness Right : o

Allergies: Not Recorded Pain Score:
Tetanus up to date/fully immunised:

Observation Date: 06/11/2019 21:42 Nurse name: Nurse Karen Bowden __ ]
Temp 359 C BM . |4.3 mmol/L = —
HR 76 bpm PF 1/min Eyes 4 |
BP ' [143/109 mmHg Expected PF 1/min Motor 6 B
MAP 120.33 mmHg Weight Verbal 5
RR 15 bpm Height Total © |15 -
SpO2 |98 % NMisnaPAchl e T o _ —
Oxygen % Left - Pup;ﬁs—&glht%’ﬁwupﬁ SEEHs _
y R[ght . ISize {mm) 3 Size tmm} 3 .
Corrected? . Reaction Y Reattion Y

Nursing Notes:




Child Assessment Questionnaire

Previous attendance (consider a

History variable between accou

Examination not compatible wii

Printad: D811/2019 21:47:36

Patient Sample Report

Status: ACCEPTED
Analyzed: 06/11/2019 21:47:27
Sample Type: Venous '

YES

NO

Operator ID; ANDREW HANLONO
Delay in presentation Patient
1D: 2012746039
Fracture/head injury or significa ~ Last Name: HUGHES
‘ First Name: SCOTT
Di + _Gender/Age: Male, 44 years : ier
SCUSSWE Birth Date: s0niziezs  dentified
_ Cartridge _ . ) .
X ng and Other Repor Lot Nox 1909254 1S Not being admitted)
' S/N: 000000000500028557
Exp. Date:- - 22/11/2019
Analyzer
Model: GEM® Premier 5000
Area: AH_LOED_A
Name: ED-POD
S/N: . 17030622
Results Crit. Reference Ctit,
) Low Law High High
Measured (37.0°C)
cH 429 pnmoll [ - - - -]
pCO, 6.3 KPa [ - =~ — -]
D PO 5.2 kPa [~ - - =1 1
Na* 141 mmolll [ - 133 1468 -] E
K* 42 mmoll [ - 35 53 -]
cr 4110 mmolll [ - 85 108 - ]
Ca* 116 mmoll [ - 115 1.27 -]
l Het 52 % [~ - = =]
Glu 57 mmolll [ - 35 60 -]
Lae 14 mmalk [ - 068 22 -]
CO-Oximetry
tHb 166 gl [ - =~ - =1
O.Hb 4 67.1 % [ -~ 850 880 -]
COHb 1 4.8 % [~ 05 15 -]
MetHb 4 0.4 % [~ 05 15 =]
HHD 4 276 % [ - 00 50 -]
80, L 709 % [ ~ 850 980 - ]
Derived ’
BE(B) 13 mmol [~ - - -1
HCO{cy 272 mmolll [ -~ -~ =~ -]
Het{c) 50 % [ = = -]

"ONCE C

4  Outside Referance Range

Other Information
Operator Entered
Temp

370

“C
e -y laxis)

Date Given

DRUG (BLOCK CAPITALS) -

Dose

Method of

Time of
Administration

Signature

Given By

Administration




Date

CLINICAL NOTES

| Seenby (Dr)

Time seen

w

S
Scott,

I

ll

M
21974

G15 7EP




Date

CLINICAL NOTES

Discharge Codes (Please CIRCLE)

f)ischarge date

1. Admission 2. Discharge 3. Refer to GP 4. Transfer to other (see below)
5. Died 6. Refer to OP Clinic (see below) 7. Irregular Discharge 8.D.C.A Discharge time
Ward number (if admitted): Transfer to hospital: Consuitant If admitted):
Follow up | Arranged Not arranged To be arranged
Clinic ' Hand Pop . . Others (specify):
referred to ABE injury Fracture Check . Medical | Surgical ENT
Discharge Prescription Packs
] : ‘Method of
Date Given | DRUG (BLOCK CAPITALS) Dose Administration | Frequency Signature Given By

M « 243836 Version 1_0 » GGCO085



- . s . . ) ) B i .

QEUH South Glasgow Stroke Service "N HS
Stroke adm:ss;on document (Versmn 6.11117) - : G G

Patsent detar!s

. Admission date: -
_ Referral date (if different): - 6/ 1,‘/' q
f Name: Scozy retee,ne &4 . o
| : . . : Referral time: ¢
. DOB: : : ' 6/£ / “

| o - Referred from: _ '
- Age: (g Unitno/CHI : - E0 RESW K
2200

N

3 ) : CO1 27 éasc( B Seen:

: Presenting complaint

';Detaiis: o _ ' -
PAZgns sz HZ€ w0 Gk LLETY OMEET  Timg

' ‘ 5_&?’2;53 7/‘{/9’7 @ ﬂ—w g X ey lr{r-zc/PCL'z' ?fMéciaec/_ .
| Thibp | eRiMEHA | MCAENTES  TONE k> pise

Wy ASTE2 /Lf;gwj,qg S ot LR — SrAcee -2

MFHLO Mt MTO Crite— Wﬁé 2D YA Wﬂ&/g
O srrswmrenm - £ MGE2 € '

. _ '%1!/7, OM@O/M(,( W@gg
| Mo tganccace, me et /Mwswcf_
. NO sy $PeEc o W%#@é D/smﬂ&P

! R S Hand'ednes L / Not Known -
| Date and time of onset (if known): C ' ' .

g""/”’é AALls (Pl _CEIEE JZ/M/“?&M&" OrILET ,97)2004;1{-

ystematic enquiry

ous - I|l|l||UlilII!IlHIlIiilllllll]Illlll!|lil|ll|!l||lll1!!l||

Co HUGHES
) . ' Scott, S 207 2/1974
LMS: . FLAT 7-6
' 39 LINKWOOD CRES
Gilasgow, Lanarkshire
' G15 7EP

Other:

PATUNT CyniC TUY7 ROENVT 0L 7 PE>1ti87c OniC

I‘\

L K O UEPSY ans DOEs 7 RHEE. T pucp
AMS Sonr  OMEANM e A AU 5L LR ES Ol sy Lot FTH

Fr7ign7 LOSES (DNVSCosessvfe gy GEcErl t SFD  Creppl A

L



Medicine Reconciliation

Medicél History Sources

GP O R " | Clinic Letter O

GP Letter : -0 ' Commiunity Pharmacy .

Patient o | . |Ecs" 0

Relative O - o Other O

Admission medicines V Plan for medicines (tiék one} | Comments

Name : ' . Dose - Fred Continqe Aménd Suspend | Stop
Omaecoazpcs : 3-0‘««7. e 3 —

TM Brg A/ E | repah. 7o )

46/21; LALET g }é%m’ Vil

C(dc—-#'f/.}a.rq"“'t?( ;f{/fm 2ZAL Yt ¢/

i Allergies: , _ ;
! NVCW _ None known o

§
I

H

]

| Compliance Aid;

Medicines reconciliation: : o _
Is the medication history complete? Yeso Nouw - [s pharmacy review required? Yesw No o

Date of pharmacy review: Medicines history source/s:

o . ' .
: Pharmacy signature: ' - Print name:;
| S . -

b2



TStroke risk factors “Details:
5 {tick if yes) :

Hypertensmn , g(
1AF - n
f Diabetes D
i Prev. TIA/stroke o
Hyperl:pidaemia G
i PVD o
[IHD 0
M!grame m]
~ ( HRT/OC pil .

;Smdking: frenty ex / never Amount per day

!Alcoholr %“60 muzg. Units perweek —
i .

‘Other substances:

4

iOccup_at_ion: -/I_',Ev! eleSu NnoLitE> Eoy ATV
Driver: Yes@ Car/Cat 2 '

‘Family History -

\

"Other Past Medical History
Patoes Hicorioe t MEPAZT(
EP (1 EPL Y -
SOSTLC R _
Bt P,MW%W( 7 < .
JYTRWN é\v-z,’&/\, ﬂm&cgqm,ob 05’@&905.5

HﬂﬂlﬂlﬂllﬂmlllNll!!l!ﬂlﬂlllﬂﬂlﬂllHﬂlﬂfﬂm |

) HUGHES

Scott, § 20]12[1974 -

FLAT 7-5
38 LINKWOOD CRES
Glasgow, Lanarkshire

G15 7EP

Social circumstances
Mobility:
’ LALLD
Basic ADL(dressing, toileting etc):
et ) '
Family / Carer support: -
Lives wirwm rfE By SerV

Accommodation:

e 2storey
e Bungalow
+ Flat {(which level)

| Other

\
N
|
i

L#E]



Musculoskeletal

‘General examination - [Resp
BP ;50 /{@. | (€9
cvs: Abdo
HS: 1y 1‘
Carotid‘Bruits
Oedema
- | Other

Neurological assessment

-GC.S:'

Eye Motor - Verbal

AMT: (if conscious and no language disorder) |

Age o
Year oo
DOB o

Place (name of hospital or building) o

Not applicable (l.e. unconscious, dysphasia etc) o

TOTAL: /5 /15

N

4

TOTAL: Q_ /4




NIH Stroke Scale

Drift but does not hit bed

Drifts to bed but some effort against gravity

No effort against gravity

; No movement (or coma: 1a=3)

N |
DATE [(, /I{ ;
1a Level of Consciousness Time i-¥% ek ;
Alert : 0 £ §
_Not glert. fully rousable with minimal stimuiztion 1 = '
L Not alert. requires repeated stimulation to atend 2 F
_Coma. reflex movements only 3 .
1Ib Levef of Conscipusness — ask patient the month and their age (do not provide clues)
| "Answers both correctly _ - ' 0 e I
¢ Answers one correctly (or unable to speak due 1o physical barrier e.g. ET ube} 1 v !
1 Answers beth incorrectly (or aphasic or steporous) 2 E )
1c Leve! of Consciousness — ask patient to open and close eyes and nonparetic hahd (score 1° attempt)
| Obeys both correctly ‘ 6. T ¢/
. Obeys one correctly 1 )
' Cheys both incorrectly Fl
2 Best Gaze - only horizontal eve mavements; reflexive movements if coma/aphasia {investigator discretion if visual impairment)
| Nommat - 0 £
Partial gare palsy {or conjugate gaze which can be overcome, or isolated M, IV or Vi palsy) 1 il
:_Forced deviation (or conjugate gaze) rot pvercome by oculocephalic manceuvre 2
2 Visual Field Testing (test in good eye if unilateral blindness or enucleation}. Use confrontation/startle response it aphasia
; No visual field Joss : 0 S~
{_Partial hemianopia { asymmetry, including quadrantanopia, or visual extinction) 1 i
i Complete hemianopia (or coma: 1a=3) . . 2 :
i Bilateral hemianopia (or biind from any cause, including cortical blindness) 3
4 Facial Paresis ~ ask to show teeth for grimace to stimuf)), raise eyebrows and close eyes tightly
Nommal symmetrical movernent ' [] &7
inor paralysis (fiattened nasolabia foild, asymmetry on'smiling) 4 g
_ Partial paralysis (total or near total parelysis of the lower face) 2
* Complete paralysis of one or both sides {paralysis of upper and fower face) (or coma: 1a=3) 3 .
& Motor Function Arm - alternate extended right anid left arms with palms down at 90 degrees if sithn, {or 45 degrees if supine)
: RILIRIJL |R |L RiL|R
Normal (holds am at 90 degrees silting or 45 degrees supine for 10 sec, without drift) c {0 A7
Drift but does nct hit bed - 1 1
Drifts to bed but some effort against gravity 2 2
Ne effor! against gravity 313
+ No movement (or coma: 1a=3) 4 1 4
+ Tick if untestable (anly if joint fusion or limb amputation) Juiu
6 Motor Function Leg— alternate extended right and left leg at 30 degrees for 5 seconds when suping .
; i - A LIR|ILIR|JL]IR]ILTER
Normal (holds leg at 30 degrees for § sec, without drift) 0 (@ c/
1
2
‘3
%
U

. Tick if untestable {only if joint fusion or fimb amputation) -

Cis|ltyna o0

7 Limb Ataxia — finger-nose, heel-shin on both sides (only if disproportionate to weakness)

U=untestable (joint fusion/amputation}

i No ataxia {or cannot understand or is paralysed or comatose) 0
i Present in one limb - 1
« Present in two limbs - 2
Sensory — pin prick to test arms, fegs, trunk and face (compare both sides). Abnormal if due to stroke only. NB .May he bilateral
* Normal ' - - . 0 )
1_Mild to moderate decrease in sensation — still aware of touch 1 1
: Severe to total sensory loss clearly visible (or no response and quadriplegia, or coma: 1a=3) 2
9 Best Language ~ describe picture, name jtems or objects, read sentences (ask patient to write if intubated)
No aphasia 0 { \
Mild to moderate aphasia, loss of fiuency or comprehension 1
Severe aphasia, fragmented communication 2
Mute. No usable speech or comprehension, not follows one-step commands (or coma: 3
1a=3) : .
10 Dysarthria — read several words or spontanecus speech if aphasic/unable to read
i_Normal aficulation - [ )
¢ Mild to moderate shurring of words 1
__Near unintelligible or unable 1o speak (or coma: 1a=3) 2
! Tick i untestable (only if intubated or other physical barrier to speech) U
11 Extinction and Inattentior — visual, tactile, auditory, spatial or personal inattention
1 Normal {alsc if severe visual loss but sensation normal, or aphasic but attends both sides) 0 £y
{_Inattention or extinction to bilateral simuftaneous stimulation in one of the sensory modalities 1 et
Severe hemi-inattention to mare than one modality (not recognise hand, orients to one side) 2
TOTAL (each column)
' 1
Examiner's initials




Neurological assessment (continued) - |
Initial NIH Stroke Scale score (see previous page): TOTAL:

Additional details (free text)

VAZ#ILE  peorlmbU7 oF RILIT |
N/‘WG E 4 ram Moy G’ Eruges
Bwz 15'_ ASUE  TO REE  pAMD
( FMCLlg g fasleky  FLBA10/E [Esepac, an)
17, ¢[‘>(7;m2r . . ViSwor _gz,’;mq,al{,('.'

W

. 2012745
* HUGHES
- Scott, 8 2011211574
FLAT7-6 :
39 LINKWOOD CRES
Glasgow, Lanarkshire 15 7EP
Initial Investigations (if not carried out immediately, enter date requested) " | Date Requésted
Bloods | Glucose Cholesterol Other . |
FbATC TGs | '
- indicated? | ¥ /N
ECG |
cT o Pﬂf:jfna St S17c ¢ T rQ OCERY Yriore Fracn 4.6¢ ' 
MR
CTA
CTP
Other




.

‘ iDiagnosis |
§T1A: Anterior o Stroke: TACSC Type: lIschaemic o

- Posterior o . PACSE - Haemorrhagic o’
Ocularo LACS o .. Awaiting scan o
Uncertain o , POCS o "~ Not known o

Uncertaingg” I!ﬂlllllﬂlll/ﬂIIIIHWIHIIIIII"HI!lllllﬂﬂ”ﬂﬂﬂl_

No. of episodes: *Si'n'gie o Recurrent/ multlple o - 2012746039
HUGHES M
' : Scatt, $
- OR hon T[Alstroke d:agnosm (spec:fy) ; - FLAT7$  2utznare

39 LINKWOOD CRES
Giasgow, Lanarkshire

i
i
|
|
|
F

G157eP

| m',os-? Cletbug SE L lE ‘K&EC/MF%;

; Q{',Q?{‘Z‘é Mt o ,chzx/'cm.a;;,"

- fmmow,@z,y

(<< /9”7:%7

%Z@:N( SAPACIT ¥ amo . e s e To FELL,

Pf!-r:wfze&a I wQue MOY  fariner &oc woca/—a

BE  oornces . ay
Management (see appropriate guidelines)
Thromboiysisr o (see checklist, if eligible — contact senior on call immediately}

Other (spécify)' (e.g. pyrexia, infection, hypoxia, swallow statUs hydration medication review etc.)

@ Pégl rios” z,mcgv ﬁ,@z’zz% Sél&ofﬂg EBEL,

Nﬁwe/% P 7{%{09{, W’ oF P2E ez»s 5&&%155

| B0 wees  pourss 9OACg oM Foa le &

. B S REZTZ Lo 2 VS 2P e
POLECe T oy - SMOME £-C, Ay ettt 6762,@%/;?

/:5 ZM—'; QO -7 /lﬁ'fﬂf’ﬂéfw gy ! Occed 744,’0?'
FO%QW —o AS AOTL s S 754' ’

, ((éw WOOI’/‘V/"’ £ ,CQ}'L 65(}; MEDS gl /p/‘-J Proe Tl
e rament qany |




Can patient walk to bathroom’?
if not prescribe IPCs (if not contra-mdlcated)

" Prescnbed Yes!No

Initial swallowing status (in discussion with nursing staff / SLT):
Normal a

Possibly or deﬁnitely unsafe o — Keep NBM and arrange SLf review

Communication
' - Who?
None-available o -

Dfe AT e

LT ] MARE REgar r-MCQQM&Q U/"—'—mémca.;é %1/{66 TO srAY
U pOsr Tal  EET ;&wz,z«ge CESIL fg . Cean o

Ed e Mcaqez@z/ﬁ;ccm»z PCccotn O srpepeg
—~ 1 PBCEPT. wvE LK ﬂf&oém"?f% P R CerrTf

',ﬁz AMD 62 AT (T Y,

BT pesuie: 0 Secd ,ér.s'dﬂ-/ﬂzftf : ' ‘

{MCLuy7de STLOKLE v EAD MG ﬁ&&:&zz'mwv? To .pfgﬂju«r

Perisny Siumrner, SR s, m
Research studies - i R —— , V4
[ e\

F——

Signature _ Print name . Designation




PR

'
!
1
i
i
1
i

O

Senior review: . Date:

Time:

Thrombolysis referrals only:

Referring hosp __ -

Time arrived at above

Time referred

Time arrived SGH ASU

Pre-fysis NIH score
- Weight: Ka

Bolus dose: mg
Time given: ___:

Infusion dose: _.__mg’
(Given aver1 hour)

Discussed with: :1nfo sheet:

Patient w o
Relatives/NOK: o u]
Who (name):
Relationship:

Designaﬁon ,




Date/f
* Time

.|Clinical notes:

. Signature




‘ Date/

time

39
HUGHES )
Scott, S 20/12/1974
" FLAT7-6 )
39 LINKWOOD CRES
" Glasgow, Lanarkshire .

G157EP’

RS

Signature




-

»

Date/
time

Clinical notes:

Signature




o dtime

i - T Signature
* | Date/ | Clinical notes: _ Signa

W

2071211974 -
. FLAT7.5 .

39 LINKWOOD CRES
ow, Lanarkshi




Date/
time

Clinical notes: -

Signature




. .
! Blood tests

: Date:
i_ Range
rL Hb 11.5-165 (F)
I WCC 411
Pt 150 - 440
=y 7698
TESR 0-7
i PT. 10.7~131
: APTT 203-32.9
| Fibrénogen' 1.5--4.0
; D-Dimer < 500
r R
' Glucese (random) 35640
Glucose (fasting) 3.56.0
.HBM C 39-59
: Sodium 135- 145
Potassium 3.5-5.0
| Chioride 9? -107
f; Bicarbonate 23--30
h}rea 25-70
!L Creatinine 1 40-130
—
., EGFR >60
ELCRP <10
! Total protein 62-82
i Alb 36-49
! Bifirubin <20 _
60 — 260
AST < 49
ALT <df
GGT F<30, M<50
Adjusted Calcium 215-260
Chalesterol <52
Triglycerides 05-3
I ChoUHDL Ratio
|
; Other:
f
{
i




HUGHES
Seott, S

.



'NEWS - National Early Warning Score

Name
Add— %@%
“m“ 4974
%@i&“}i&\g& o112
GHES
CHE No.
DoB

Physiclogical
" Parameter

Respiration

Rate

Oxygen
Saturations

Any
B Supplemental
_Oxygen

Temnperature <35.0°
<40
. Systolic 8P <90

Conscious
Level

NEWS should not replace sound clinical judge
condition should be appropriately escalated and documented in the Nursing Notes.

See NEWS Actions Reference Tool for local escalation policy

NEWS Score

Nus

Greater Glasgow

and Clyde
Date Ward
Admitted
Transferred
Transferred

No
35.1-36.0° | 36.1-38.0° 38.1-39° >39.19
T I I .
41-50 51-90 91-110 111-130 >131
91.100 101-110 111-219 >220
- ge—————— L - o g I| -
A : . V. PorU

Frequency of
Monitoring

Minimum 12 hourly

ment. Any concerns regarding the patient’s

Clinical Response

Continue routine NEWS monitoring with every set of
observations.

Aggregate 1- 4

Minimum 4 hourly

Inform trained nurse.

Trained Nurse assessment:

- Assess the patient

- Review frequency of monitoring required

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

Aggregate 5
or more
or :
3 in one parameter

Increased frequency to
a minimum of 1 hourly

Trained Nurse assessment.

Inform medical team caring for the patient.

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

Consider level of monitoring required in relation to
dlinical care.

Aggregate 7
or more

Continuous monitoring
of vital signs

Trained Nurse to assess immediately.

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

Consider referral to high dependency or ITU.




DATE: \Q\\\

NEW.

DATE
TIME: .,}}\S? TIME 1
" w | @ —
I 30
25
Resp. 2 2
Rate — 21— 2
- 12
Mark:»s | 12 8
— &
96
-
Sp0 94.95
Pe 92.93
92-93
{Enter Value) 291 ;91
Any Sup't Q7 %
Room air E\
390
5o 38.5°
L— 3850 5.
e 37.5%
oo 37,50 »:
Temp. e 3
Mark: ) |— 36.5° s~
I 35.5°
— 3550 14— 5.
| S— 350
176
b 170 m %T
I 150
L 150 150
— 140 40
- 130 120
—— 120 120
L— 110 1o
Pulse 100 0
Mark:« — 90 o
— 80— 0
— 70 70
— 60 @
. 40
T 30
. 230
230 =
o 210
-— 210 e
I 150
I 180
R o— e
Blood | __ . i
Pressure|.— 1q 1
Mark:C - 150 N o
— 140 by '——
. 120
NEWS
- 120 -
SCORE — 110 o
using | 4, Vi -
Systolic | 50 »
BP
— 80 "
— 70 "
— 60 »
t— 50
Alert
i i Verbal
Consacl)us Vertal Ver
i ain Unresp
Mark: = Unresp s
Total NEWS | | News
{(with all obs) —
BM'q‘j Pain
e Nausea
Nausea| @ T .
Urine output/d f ¥~
¥ Obs due
e \ Initials
wnitials| [ E,




» KEY
DATE
ITIME
@ :
30 33—
—— 25 3 — g
20 25— 8
1§ 20 ——i-
— 2 15 —F
- 38 12 —g
B —
>586
> 96
94-95
94-95
9293 w
9283 |5
51
= x 9 9
ke %
390
39° —d
33;: - 3859 —
38 —
3.5 3759 ] B
ar e 13
36.59 3650 —{
35° T
1550 35.5¢ —
- 35° 1 —
- 170 170 —
1 160 160
150 150
140 140 —
130 130 —]
120 120~
110 — M0 ———
160 = 100 o, E-
.50 90 —8
80 80—l
70 20
0 &0 :]
50 . 50 ——
40 = a0 —
30 30—
230 230 —J
220 220 ——ed
210 210 —
200 200 ——
190 190 —
180 180 —
170 170 —]
- 160 160
(=)
- — 150 50 — ==
- 5 1 8
—. 140 10— Q
o
130 13— o
120 120 —| B
[ %]
110 110 —] %
100 160 —|
90 90 —|f
20 20 —
70 70—
60 60 ——d
50 50 —
Alert Alert
Verbal Verbal
Pain Pain
Unresp Unresp
NEWS NEWS
SCORE SCORE
BM BM
Pain Pain
’ ausea Nausea
Uri tput U/o
Obs due Obs due
Initials Initials




N
2 e
2 S w £ « o 00 Q0O O O O ”“\“ “m““mm “m !“n |lll“‘mm“m\| ‘Im“‘
FEE ¢
i S
o v = — HUGHES
oV s ~omoy oo ® Scott, S 20/12/1974
FLAT 7-6
39 LINKWOOD CRES
. . Glasgow, Lanarkshire
Neurological Observatlons\ 3 . G157EP
Date: (AY
Tirne: y
E Spontanecusly| 4 | o To
“w = To speech] 3 2=
Qo - [} z
>0 To painf 2 aEn
@y g2
Nane| 1 =)
ﬂ \' Qrientated ‘ 5]e s >
< = g Confused| 4 - £5 5
8 § s Inappropriate words] 3 Eg g
<% E_% Incomprehensible sounds| 2 v‘?__z‘g-
S|e None| 1 ==
O M Obeys| 6 | . 2y
. Localises| 5 =
% § Flexion - withdrawal] 4 S &
£ g Flexion - abnormal} 3 i E
2 ] Extension to pain| 2 g g
Nonel ¥ | _J =4
TOTAL SCORE )
R Size ? 1 .g
- = o
PUPILS Reaction, |+ 5E°
L Szel | R §as
Reaction Ly - ‘f :
Normat power L 2
- Mild weakness Y2 2 £
- =
e 5 Severe weakness & §
. w
E g Spastic flexion 5%
wi Extension =g
g w
> No response ﬁ z et
o Normal power, [ 53 g
2 Mild weakness £ @E
gl w Severe weakness : Enr
=8 &
=| 2 Spastic flexion - E
— Extension § -
No response =

Pain Score

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

Nausea and Vomiting

0 and 10. Use the diagram below to assist the patient. If patient’s O = None
pain is chronic, use generic tool, If patlent is unable to communicate, |1 = Mild (Not distr essing —
use observational tool. no retching/vomiting)
‘ 12 = Moderate (Troublesome ~
0 i 2 3 4 3 6 8 2 110 occasional retching/vomiting)
N.O Mild Pain Moderate Pain Severe Pain 3 = Sever'e (DIStfe_S_S ing — frequent
Pam refching/vomiting)
Managemenyiianfand[patient @ﬁhm
Date and Time | Notes Signed

mi = 231261 Version 1_0 * GGC0084
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&z08 Ingldent Number CRIA73%as7

atlent Information

SCOTT SEAN HUGHES

Age!Gender 43 years 0 months 0 days Cid Male

Pt "2O1L7qbo5q e ]

pos: 201121974 finciaont Location: 0812 SHAFTON Homp
N RNIGHTSWOOD
GLASGOW, G13 2NE

‘Oncid ent Date: 24/06/2018

incident Number CRO04737457 :
Soxktish

& .:*m*mc

Ethnicity; Whie Scoflish

Presenting Complaint

Add:tronar COm ments

K&O‘M\l EPILEF’TIC WHO HAS HAD A WITNESSED SIEZURE 19 25HR5 PARTNER STATES LASTED FOR 1MJN STATES HE T'AKES SIEZURES DAILY HAS o
ISTOPPED TAKING HIS KEPRA GP KNOWS AND I$ TAKING HASH TO SEE IF {T HELPS {15 INSIDE His OMEPRAZOLE BOX ]. HAS BEEN DRINKING TODAY, O/A
PT IN GARDEN AND PARTNER REFUSING TO LET HIM tN HOUISE.

e e e R N b e e N E R A e AR a P Ao bR A yhnnanaae mashuwnsane LT LI T YT T

______ 5 __ PATIENT ASSESSMENT
' AVFU At ;' «Cy !

TR e NN LA R E N SG RN RA R R E AR Rl Nt i e s vEaaan

c Pulse Rate ’ BF Cap Refill ECG Rhythm
g Gty e D i
Rhythm © Arm Centrai/Peripheral " ECG
Reg Right S
D GCS Eyes o Voice Motor | PEARL
15 Sportaneousty (4) : 5 Orientated (5) Obeys Commands (6) Yes
E i

Observations
‘Tme P RR BP  spo2 " erR - ecs  avPU  ETCOZ ST BM Ece PO, PR) PEF  CrewiD

Sinus

1945 88 18 12083 100 ! <=5 ; 15 At 536.1 63 hyhm

 E001673X

<=g

1930 82 18 12888 97 7L L 45 Aler | 1361 g3 Srus : | E001673X

| Rhythm |
NEws T e e
g . ' Clinical Risk ' | NEWS

1gag  HOWImmediate Ciinieal Risk. Treat as per Clinical Practice Guidelines including considering the use of afternative pa{hways (]f :
- appropriate and available). .

Drugs.

HISTORY
AMPLE

‘None

KEPR“ ISTORPED Tajaing TT/OMEPRAZOLE """

[Pastmwiééi'élétbny' N Epuepsy
/ st Eaten >4 Hours Age

Events Prigr

VITNESSED sikrre




:-ﬁcn Emergenty

01 \reidert Nuiger; GRODSTAT4S?
ransport To Hospital Nnrmal arving f_Pre Alert Ne

e e LELEL]

arjessEEETARRIEIEAIIEY

PYTTLES

s wMobile

' '_Allncated

"i'r}éE&ii’ké'e"eﬁé&‘""""’"'
" drewLeitScene B

...................... - cw OnScaﬂs RN

erow At HoSP Recaiving Hospita! QUEEN ELIZABETH Cleat Time
: UNNERSWY HOSPITAL
Diriver

Crew Grada
YES

Crew !D
Ambulance Techmc:an
NO

EGG‘?673K

E002311 6 Paramedlc




NHS
\ N
Greater Glasgow

and Clyde

@ D{ 1/6\// /\//@;g NHS GGC Hospita]s, Emergency Department
e

CHI: 2012746039

Queen Elizabeth University Hospital

2l

Total Att: 9

Tile: MR 12Mth At 0 ]
HUGHES o | Scott Sean | ]
DOB: 20/12/1974  Age: 43y Sex: Male
12 Shafton Road Nextofkin. HUGHES, Kyle

Relationship: Son - ]
Glasgow :
G13 2NE _ -
07787255019 GP: D Taylor

0141 954 8860
Attendance Date: 27/03/2018 Arrival Time: 23.08
Registration Time: 23:08 Date of Incident: 27/03/2018 ]
Major Incident Desc: ' _ -
Beason for Attendance: fall down stairs - multiple injuries ] _|
Nursing Assessinent . ‘

Alerts: Not Recorded Allergies: Not Recorded Pain Score: —

i ised:
Triage Category: 2 Tetanus up to dateffully immunise

Presenting Complaint:

Observation Date: 27/103/2018 23:30 Nurse name: Nurse Karen Droy1

Temp C BM mmf)EIL CESHEy —
HR 120 bpm PF 1/min Eyes |
BP 158195 . jmmHg Expected PF 1/min Motor |
MAP 116.60 mmHg Weight kg
RR 14 bpm Height Total —
ISpO2 97 % v —]
Oxygen % 2 |
giogn. acte d? [Reaction eaction Y a

swelliing to left ankle. no c-spine tenderness.

iple injurie: - i ight- bié to recall events ? ETOH at
i . "multiple injuries. fallen down 13 stairs Iast.mght una ; |
pursing Hotes time. iisurej if LOC. bump to head. lac to bridge of nose. cl/o back pain, ﬂeck pain, N




Child Asséssment Questionnaire

YES NO

Previous attendance (consider any relevant trauma from previous presentations)

History variable between accounts

Examination not compatible with history/presentation

Delay in presentation

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

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

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

. DO NOT WRITE
HERE PLEASE

ONCE ONLY PRESCRIPTIONS (including Tetanus Prophylaxis)

Method of. Time of

_Date Given | DRUG (BLOCK CAPITALS) Dose | 5 dministration | Administration

Signature | Given By




Date

CLINICAL NOTES
Seen by (Dr) Time seen
- . Tee - Ty N
)k ‘o A
2012746039 20121197,
O30 A - HUGHES
Ll’S . ?Q-L'\ daman, N} Stanrs Scott Sean
| s hown ZF/03/1 %
Conmot recmst ot - e haod tn,
g‘c“_\_}_x\ oo N N N Aod ot oo
Wack te bed gie  foond  hum \\Q-w\st)
. Oncn vwe b u.:o\_/\ qc:c-uxs %\‘fw\%‘zjq_ﬂ
(Qf) Wﬂ‘“@ e %W N G oasd )
" o \JOW\&I D SEATALC A | i
9 0"\%@\"\3 PO_.L_/\ [—Dﬁt’%— ‘C_.:po‘t-
- Pouin \ov\doegz 9’—’#- hea o .
Pradx O-Ax SMx. |
C‘P/WC‘% v NKQ R hea vad\ UJ\‘ﬁQ. ,
e@'u&eps.\j Kappro Erguston 1O /d&;g
o 2-3 Yoeers MosteSy,
& o/¢
SMEAA o aXlovp | L+ €0y

E‘Fa&@m NV e un el O
Senroron face &)

fE et

Copyrdarmot—on @

. P on padpodion ot
Proximon fbute |

* Doraiflexaien on codll
8GuoeTo

* Meduol wouldoolug ol
- loule)rod M_Q_)\)\_Q_Qj\_x_}\-‘\@'@\-zy

- e 7z Secy

. et -

c/o U Sengotion
on gujobt?_/r\wxg_gg




Date

CLINICAL NOTES

){rm\és

Lt feot - broten Brd Rohotarsol

Lt antle -

No 7~

L proxuovold Poaote - \Joi;l\\

Cr o haod T Netko © 3y ewdence of

oY Spina

@- QISC—"\O\_V‘QVL.‘

M oo
W

PdU e o k_qﬁ_p/(g_,t .

\

wehracroma \

\\’\&BQ(Q.

e Katrerine F2T
Eoundat ™ Tr ; -
NG 181182 Pag
Discharge Codes (Please CIRCLE) 7 Discharge date
1. Admission 2. Discharge 3. Referto GP . 4, Transfer to other (see below)
5. Died 6. Refer to OP Clinic (see below) 7. Irreguiar Discharge 8.D.0.A Discharg@ time

‘Ward number (if admitted):

Transfer to hospital:

Consultant If admitted):

Follow up | Arranged Not arranged To be arranged
Clinic A&E H ‘:and Fracture Pop Medical | Surgical ENT Others (specify):
referred to irjury Check
Discharge Prescription Packs
: Method of | '
Date Given | DRUG (BLOCK CAPITALS) | Dose | Administration | Frequency | Signature Given By
y : 30 .
2%03% |(O-CO0AMOL 2| T | FO A \Ules | a2

Ml » 243836 Version 1_0 » GGC0085



NHS GGC Hospitals, Emergency Department

Nus

Greater Glasgow
and Clyde

VT

CHI: 2012746039

Queen Elizabeth University Hospital

Total Att:

) : M2 Mth At 1
Title: MR -
HUGHES Scott
DOB: 20/12/1974 Age: 41y Sex:Male
4 TALLANT TERRACE Nextofkin. HUGHES, Kyle
FLAT 0/2 Relationship: Son
Glasgow .

Lanarkshire
G157NZ - GP: A Martin
0141 944 3853 0141 211 6100
Attendance Date: 3111212015  Arrival Time:  06:35
Registration Time: 06:35 Date of Incident. 31/12/2015
Major Incident Desc:
Reason for Attendance; assault
Nursing Assessment . 7 ‘
Aferts: Not Recorded Allergies: Not Recorded Pain Score:

Triage Category: 3

Presenting Complaint:

* Tetanus up to date/fully immunised:

Observation Date: 31/12/2615 06:39 Nurse name: Nurse Karen Ann Robertson
emp NN e BM G~ 7 ol ]  [GESE

HR sz bpm PF 1/min Eyes

BP 1< IS ImmHg Expected PF 1/min Motor

MAP ) mmHg Weight kg Verbal

RR 2L bpm Total

SpO2 Uslo

Oxygen (- I it
R]ght ize (mm} [Size {(mm)
Corrected? eaction " [Reaction

Nursing Notes: "999, alleged assault, HI, punched and kicked aboutf the head, ?assault happened

2-3hrs prior to ambulance being called. hx epilepsy. ”




Child Assessment Questionnaire

(9]
s

YES- NO

Previous attendance (consider any relevant trauma from previous presentations)

History variable between accounts ' N

Examination not compatible with history/presentation

Delay in presentation

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

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

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

_ WRITE
HERE PLEASE

~ ONCE ONLY PRESCRIPTIONS (including Tetanus Prophylaxis)

Method of Time of - -
Date Given | DRUG (BLOCK CAPITALS) Dose Administration | Administration Signature | Given By
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Incident location

E-Poa~rBATITRTR ™ 3
Time los:28 Pate [31!12!201 5
PATIENT AND INCEDENT DETAILS
“Kncident number CRO02627448 001
Name SCOTT HUGHES
Age |41 years
Date of birth 20/12/1974
Gender Male

0/2 4 TALLANT TERRACE

DRUMCHAPEL GLASGOW

Incident post code G165 7hNZ

ncident type EMG

Cail received 131/12/2015, 05:42
Call passed [31/12/2015, 05:42
Crew mohile [31/12/2015, 0543
Crew at scene 31/12/2015, 05:52
Crew left scene 1212015, 06:12

1
Recelvmg hospltal and department Esstéﬁa?ueen Eiizabeth Un:verSIty

T PRIMARY SURVEY

RESPONSE
AVPU lalert
IAIRWAY
Ainwvay assessment ICiear
BREATHING N o
Breathing rate Normal \\mmm
Respiratoryrate . . M6 .. . . _ _._ .'ipiz7a6038
CIRCULATION " HUGHES
Pulse rate Fast Scott
Most peripheral pulse il
found B
Cap refill rate <2 secs
Skin colour iNomal
Skin texture Py ,
Bioodloss. . . . [Bderal .
C-SPINE INJURY
Suspicion of CSI ~ ____ [No evidence of G-spineinjury |
INJURIES :
£}
)€
V1. Pain, Laceration, H ;"1 [’\ ‘\L 2 / Ty
pen wound, S:\::Jeiiing, l(' ;?;; t'.i [N i1 d
Haemorrhage, Nene Vi A T S
D demess, | B o .’*fl’\r “_J‘l : i’i‘f-lé
. Abrasion I ;‘ 1 AT
S )-SR B S N ] § 1
By EERS!
HIRU IS
lg ‘l i 1§ .
I %l %‘Ei f} !
& & A U
T AMPDS T T
Dispatch code 4D02A : Not Alert after an AsSauit
cinal code E 4B01 iksault Possibly dangerous body
— - A L _erea e
GCS
Final GCS eye opening ISpont_aneoqs
Final GCS verbai response Orientated
Final GCS motor response Ybeys commands -
VITAL SIGNS ’

—lrmltalminizialldigimieiolviOolminfo]w)Ad




Sepsis; Pneumonia
Sepsis: UTI

Sepsis: Other infection
Sepsis: Abde pain
Sepsis: Diarrhoea
Sepsis: Abdo distension
Sepsis: Meningitis
Sepsis: Cellulitis

47 E; g . - ——
Slalg(0iHdm 'U“-';ifa"‘["‘"’ﬁruﬂc"ﬂ"g“
s!a -8msenos=,%8av,c_n]ww-
.5‘ .
@ A .
rr
= — (]
> AN Qe ol (821722
[+] = |0 - = b O ||+ |D | Ol
Aliizi<{ol~joNin]jo]c ] ol o |Bleja RS
A S
AP o
o | o
® ; - | 0 — G || 10O
Al |=lZelsola, ol . [ a1 E|lo oo
. L.
-
Lo doa A2l T lo o beda g b Lo la la ta s Ly t..'...|
SEPSIS

| A

41 YEAR OLD MALE |

AC.‘O.’\I il TET\ [ ]] |!\|f"I_II:ﬁ ARIDY
RN L UL

KICKED ABOUT THE HEAD,
FACE AND BODY. PATIENT
THINKS THIS ASSAULT
PPENED 2 OR 3 HOURS
PRIOR TO AMBULANGE BEING
ALLED AND MAY HAVE BEEN
LYING ON FLOOR FOR THAT
PERIOD 7 UNCON. LACERATION
ND SWELLING TO RIGHT EYE,
WELLING TO RIGHT SIDE OF
- [FACE, BLEEDING FROM NOSE
ND MOUTH WITH BRUISING 7
FOOTPRINTS TO FACE,
FOREHEAD AND NECK. ALSO
RRAQ[ONQ TO RA(‘K

0c140891-78dd-4738-a50f-

_7a06e79e7dg

Sepsis: Septic arthritis 2012746039
Sepsis: Wound infection HUGHES
Sepsis: infected indwelling Scott
device ;
EYES AND PUPIL SIZE AND REACTION
| eft Right
Pupil size Normal
Pupil reaction Narmal
' AMPLE
Allergies None
Other allergies
© Medication NIL ,
Past history. ___ FPILEPSY . .
Last eaten Shrs
Eventsprior ...
, SUBSTANCES AFFECTING CONDITION
fcohol T K U
PATIENT HANDOVER

On arrival at scene IStanding
Scene removal alking
Transpertation lying -

Care delivery at hogp___ L jIrot!__x ]

" ETHNICITY

Ethnicity White British

hite Other
Notstated e e

FINAL OR! ER 10N AND COMMENTS

|

20/121974



Date CLINICAL NOTES

Seen by (Dr) PWM | Timeseen 0650
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