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Address 126 Gilmerton Dykes Road 4|Gracemount Drive
. Edinburgh
Edinburgh 23H16 6RN
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_\
Contact Cherry, Ann Telephone Q1501733935 Date and Time of Attendance
Address W q3/10/2009 02:13
Intident Date & Time: 03/10/2009 01:00
|| Mode of K\ngv i
Complaintvound to chin Allergies Emergency Ambulance
Attendances in last 12 months: 0 School 9qoTourse of Referral
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1\ J gency )
T P RR BP BM Sp02 Peakflow Urinalysis Alcometer ™
Nursing Assessment AlUegor oo Qo tD.Q fo Gl rop mts  Olottae, S,
? E«a-;l}.z | Ol ng W Tuiinh
Pain Assessment Score Waterlow Score
Paint Score Review Time Triage Score
\Signature M-——f Time Print Name L&D )
[ 24
™~

VO
Chmcal_n'llotes
:13;11 P ,cwu%e.cl sl ik

gesh 51 jouw 3 cun oy b

sfc hegwes
: ¢ Mo esgoputh .
__comuloy.

Plour . dour~ gwacieked o1 7o wrts
twd 27 pdacanm
fo e € cpalido— iy
ot 3 1]7 ¢ &f
reteans ke ol adkg
wneccdant vf,{)()\/i‘fo’ 2 flie .

Diagnosis

Doctor’s Name (print)  aq p gr—P LT, Signaturc Cg___.s_. )
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Nursing Release

Instruction/Health

Clinical Notes Continued

Education .Y N N/A
Medication Y N N/A
Review i ®% 11~

X-rays Y N N/A
Clinic Y N N/A
Notes/X-rays Y N N/A
Walking Aids Y N N/A
Transport

Self Y N N/A
Other Y N N/A
Ambrefno............. Y N N/A
Primary Care Ref.

Safe Home Y N N/A
Crisis Care Y N N/A
District Nurse Y N N/A
GP Y N N/A
NoK/carer aware

Documentation y N

Complete

CSW signature

\ BN signature




T00070925K/E16380
ROYAL INFIRMARY OF EDINBURGH spiers, Gearge 78
EMERGENCY DEPARTMENT 126 Gilmerton Dykes Road,
Edinburgh,
Midlothian,
. . EH17 8PE
ALLERGIES N W ) : CHI ,‘
, — 70319 DG Pope —
DRUG AND PRESCRIPTION RECORD Date pl/l/lo _________
ONCE ONLY PRESCRIPTION
Date Time {Drug (Approved Name) . Dose Route |Prescriber’s Time |Given By Checked By
Signature Glven |{initials) (Initlals)

"[IIIIDWU'DVM‘GMWL 9 | MWD Jopid WP
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CHECK: Does this patient have a Drug Kardex?
If YES, discontinue this prescription record
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: ) AMOUNT Msl ~ms| ~msl ~wmsl~msl ~ms|~Mms| ~ws| sl ms

DRUG INFUSION
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Directorate of
Accident and Emergency Medicine
LOTHIAN UNIVERSITY HOSPITALS NHS TRUST

THE ROYAL INFIRMARY OF EDINBURGH
p NHS
A& “Cotan

51 Little France Crescent
Lothian

C

Edinburgh EH16 45U
Telephone:0131 242 1300
Fax: 0131 242 1344

PATIENT INFORMATION

A/E nd:1638027

Previous m‘f 1574630

UHPI ng00070925K

CHI no. OL.x.Oci7 ”

Surname Spiers Datc of Birtlp4/09/1978 Name
FDl‘Cnﬂmcﬁcorge @YI‘S SesM HE POPC
|| Address .
Address 126 Gilmerton Dykes Road pst End Mcdical Practice
. P | Chester Street
Edinburgh HH3 7RF
Midlothian
Postcode EH17 8PE Telepho6643973 L:I‘clcphone 0131 225 5220 y
Contact Chcrry’ Ann Tclcphonc [1501 733 935 Date and Time of Attendance A
Address w /012010 03:21
4 nkident Date & Time: 09/01/2010 01:00
' Il Mode of Arrival
Complaingy.iq inj Allergics lice
()%f/ PM Source of Referral
Aftendances in last 12 months: | School: Y[ lice y
T P RR Sp02 Peakflow Urinalysis Alcometer X
¥l
Nursing Assessment Mﬂt ng -{— —C;LCAC}-/Q (/(\k H/O }LOC/
(5o (S. O
Pain Assessment Score Watcrlow Score
Pain Score Rcwcw Time Triage Score
\ Signaturc b \m& Time Print‘ _Na_rﬁle y
f g N
Clinicat Notes
Ny
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Diagnosis
ooctors Name (prind) — S y




Nursing Release

Clinical Notes Continued

InstructlloaneaIth v N /A
Education .
Medication N N/A
Review
X-rays Y N N/A
Clinic Y N N/A
Notes/X-rays Y N N/A
Walking Aids Y N N/A
Transport
Self Y N N/A
Other Y N N/A
Amb ref no............. Y N N/A
| Primary Care Ref.
Safe Home Y N N/A
Crisis Care Y N N/A
District Nurse Y N N/A
GP ' Y N N/A
|- NoKfcarer aware
Documentation v N
Complete
CSW signature
\_RN signature
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e 500807310M/E20357| 5 M-04/09/1978 . ——

' w ' st “Speirs, George
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This is to certify that1 am discharging mysalf/my child® today it my own risk 1nd againat
madical advice, 2

Date: Z.@I‘B” S L7 Y.
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3. Tha form should be filed {mmediaely in tha correspandenca section of the patient's record
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(f the patient refises to complete (his form oF leaves the hospital befare it is completed, pact B thould be
completed, the form filed a8 above and & full repart entared ia the patient’s recard
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Directorate of
Accident and Emergency Medicine
LOTHIAN UNIVERSITY HOSPITALS NHS TRUST

Clinical Lead Dr. A. Gruy
Clinical Nurse Manager  Mr. Neil Boyle N Hs
Rl ol - .
THE ROYAL INFIRMARY OF EDINBURGH h\ﬂ
il Mol | 51 Linle France Crescent. Edinburgh EH16 450 Lothian

Tel: 0131 242 1300 « Fax: 0131 242 1344

PATIENT INFORMATION

A/E noEF2035715

Previous no.E 1638027

UHPI no500807310M
CHI no. 0409781118

General Practitioner

Surname Speirs Date of Birth04/09/1978 Name
ForenamegGeorge A Yrs  SexM PM Bailey
Address
Address 33/3 Wester Hailes Park Newbattle Medical Practice
. Hlackeot
Edinburgh Mi EH22 4AA
Postcode EH14 3AG Telepho0§722 250 045 \Te!ephonc 0131 663 1051 y
Contact Cherry, Ann Telephone 161501 733 935 Date and Time of Attendance A
Address w 26/08/2011  23:28
Incident Date & Time: 26/08/2011 21:30
) ) Mode of Amrival
Complainkead injuries Allergies Emergency Ambulance
) Source of Referral
@dances in last 12 months: 0. - School: jQ 9 Emergency )
\
Urinalysis Alcometer ™

/T3:]_’2. qu_ RR \b

Nursing Assessment

S Peakflow
8351, ‘&\9

Eooxve S

Pain Assessment Score

Waterlow Score

Pain Score Review Time Triage Score
\ Signature M_ﬂ_ Time ’)’%“‘O Print Name % y

(Clinical Notes
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Diagnosis

AN B&"O*J Signature
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Nursing Release Clinical Notes Continued
InstructionHeatth " N/A ‘
Education Sttt oM S el s e
Medication Y N NA oot - st "~ 7 fom  pect i
Review -~ = - Y
X-rays - Y N N/A [~ P 7 ' '
Clinic Y N NA | Do~ 4l ‘*‘04 Boeet,
Notes/X-rays Y N N/A /
Walking Aids Y N NA | Goer ved A ab
Transport :
Self Y N N/A
Other Y N ONA s s
Ambrefno....... Y N N/A
Primary Care Ref. -
Safe Home Y N N/A
Crisis Care Y N N/A
District Nurse Y N N/A
GP Y N N/A
NoK/carer aware - . .
Documentation Y N '
Complete - .-
CSW signature - -
| RN signature




: Royal Infirmary of Edinburgh
N HS LOthlan 51 Little France Crescent
Old Dalkeith Road
Edinburgh EH16 4SA

Dr PM Bailey Date: 02/09/2011

Newbattle Medical Practice
Blackcot

Mayfield

Midlothian

EH22 4AA

Emergency Discharge Summary

Patient George Speirs CHI 0409781118
33{3 Wester Hailes Park Date of Birth / 04/09/1978 (32 years)
Edinburgh Age
EH14 3AG UHPI 500807310M
A&E Attendance E2035715
Number
Attendance Date 26/08/2011 Contact Cherry Ann
Attendance Time 23:28 01501 733 935
Mode of Arrival Emergency Ambulance
Source of 999 Emergency
Referral

Discharge Date 27/08/2011
Discharge To

Dear Dr PM Bailey
Presentation: head injuries

CHI: 0409781118

32 yo male, alleged assault 3 people vs pt. Pt refusing to give details. Denies any injuries except to face. Possible LOC. Now feels
well.

OE: Haematomas to left forehead, centre forehead, left and right supraorbital ridges, right cheek and right jaw with associated skin
wounds to right middle forehead, right supraorbital ridge and right suprauricular region. One wound to occiput also.

Pt refusing to stay in hospital and has self discharged but allowed me to close his occiput wound with a staple and the right
supraorbital ridge wound with 1 x 5/0 interupted suture.

Any queries please contact A&E Reception on 0131 242 1300
Yours Sincerely,

Dr Craig Davidson, Doctor



NHS Lothian LOT 163

University Hospital Services A/E 13285056
Department of Emergency Medicine _ DC]Q
" Clinical Qlrector Dr. D.Caesar Previous BR035715
v Clinical Nurse Manager Mrs, Karen McFarlane N H s
~ ST. JOHN'S HOSPITAL N, e’ UHP! no. o
r Howden Road West, Livingston EHS4 6PP hi .)008073 1 OM
10i; 0 g Tel: 03506 523000 Lothian 2&978 1118
A PATIENT{INEORMATION Y4 _ ACtti
Sumantgeirs Date of Byaho/1978
Forenamgsrge 379%s ¥ G Bim
Address
Addressg Torwoodlee Road The Ellwyn Praclice
. The Heellh Centre
Galashiels ™i2ua
Selkirkshire
Postcoden 1RP Telepdpys1 350383 Telephone (1896 661355 Y.
ContaCCherry, Ann Telephong K01 733 935 Date and Time of Attendance A
Address W 31j05/2016 1825
Indident Date & Time: 29/05/2016 18:00
) ] Mode of Arrival
CompleﬂB[Ser fip lac Allergies Privite Transport
Source of Refe-ral
strendances in last 12 months: 0 School: S¢ifReferral to A&E
(Temp Pulse Rale | BP RR Sats 02/,.. |BM PF best | Alcometer GCS SEWS )

?6 -7 E Lo 1 9 /é 9‘7 % A NSe_v_m_

Presenting Complaint: Ce ,](_ de M;&Q .eﬂ \.) (L‘,O M . (“10

History of

Presenting Complaint: (1o LA o> QJﬁuc[a‘Lo_ (}w”\ woua D) 2./:7__ .
U l

Assessment:
Triagedno.: 1 2 3 @ 7 (circle} Senior Doctor Informed? Y / N L]0 =T
BLOODS Routine [] Troponin ] Amylase O 7tox other D__ Bloods Done []
time due......ccooveiieennn (time of OD......cocovivennns )
. Peripheral Venous Cannula Insertion Compfete ail sections
PVC Started (tme) e DalE e veerreierens TIMEersvierresirsnrseres OPEIALOT oo cemeemseeseeseneseseae
Size Position Standard technique
Blue E LEFT B Handwash B
. \ Pink RIGHT Gloves
ECG Required [1  Done [J Time..oooocrvvvccovrriennn, Green [ Hand 1 CHD skinprep L
Orange 0l Forearm [ Aseptic insertion [
Brown [ acr O Needle free port [
X-RAYS CXR |:| Other D Gey [ Foot [ Dressing labelled (]
Difficultiesfcomplications/deviation from standard technigue-
Operator SIgRatUIEL. i s e e e

URINALYSIS RequiredD Done L HCG: + / - (circie) MSU Sent: Y / N M MQO

PAIN SCORE /10 Analgesia [] THM@ oo,
Are any 2 of the following present: FAST + [/ - (cirde) Onset TIME: ..ovviievi i
1. temp>383 or <36 O >2 Stroke Test
—_’ . &
2. HR>90 OJ think Speciality Informed L) time e, Speciality:......ccooveeiiiiinnnn.
sepsis y :
3. RR>20 [ a?\d Time of Triage:.. _7Z CDZD .........................................
4. WCC>12Zor <4 O triage Triaged by: (sign)........... %j ...................................
5. BM>7 (+ not diabetic) O up
start
6. age>70 D Sepsis 6 Clinician:
7. signs of infection O
\.
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NHS Lothian LHB 925
University Hospital Services A/E n&3325879
Department of Emergency Medicine )
P gency Previous nB3285056

Clinlcal Qlrector Or. 0.Caesar

Clinical Nurse Manager  Mr, Chrls Connolly N H S UHPI no
THE ROYAL INFIRMARY OF EDINBURGH N, e’ 500807310M

40131 2421300 + ot 0131 293 1344+ Lothian cHiib"Ba09781118
4 PATIENT{INFORMATION N : iti
surnamegy, ;i Date of Bir/09/1978
Forenam corge Y s Sem G Bim
Address
The Ellwyn Practice
Address ¢ R WOODLEE ROAD 'nle Health Centre
Galashiels TPI 2UA
Selkirkshire
PostcodeTDl IRP Telephq484708789 Celephone 01896 661355 )
Contact Cherry, Ann Telephone §11501 733 935 Date and Time of Attendance A
Address w 43/07/2016 17:34
ﬂn ident Date & Time:
. Mode of Arrival
Compiainf Allergies Pivate Transport
ip lac
sttt
Akendances in last 12 months: | School: V. eferral to Y,
P ting Complaint: 1
resenting -omprain \’)‘\Q \Q-\ e, \\m < \;\\f\w\m \f\
History of

Presenting Complaint: \7:3‘ \(\;\J\ N \Q\egf-— \/\D
Assessment: M 7 % Q:-\‘\-% ‘

OBSERVATIONS

Temp Pulse Rate Bp / RR Sats % oz,air BM PF best | Alcometer GCs SEWS

Nse__

? SEPSIS  temp >383 or <36 (J wr>90 O rrR>20 O 8Mm>7 {+ not diabetic) D age > 70 O signs of infection |

> 2 THINK SEPSIS AND TRIAGE Ul.’ Y/ N

PAIN SCORE /10 Analgesia 1 Time FAST + [ - (circle) Onset Time:
Stroke Test

Triagedno.: 1 2 3 4 7 (dnle)  Triaged to: HD /IC / exam / WR / GP (circle)  Senior Doctor Informed? Y / N time

INTERVENTIONS & INVESTIGATIONS

Peripheral Venous Cannula Insertion Complete off sections BLOODS Routine ] Troponin ] Amylase O
Date: e Time i

Slze Position Standard technigue

Blue {1 T O Handwash 0 (Trop due )

pink O RICHT O Gloves a

Green [ Hand (I CHD skinprep [

Orange [J Forearm ] Aseptic Insertion [ Tox U Other L]

Brown [J ACF il Needle free port [J ]

Grey O Foot O Dressing labelled [ (timeofOD____ )

Operator SIGNATUIE: ..ot gTs [ sent
ECG Required O oone ™ Time X-RAYS  cxr Other [

URINALYSIS RequiredD Done (1  HCG: + / - (circle) MSU Sent: Y / N

70 o

BED REQUIRED YES /NO (circle) Time of Triage:.......ccccvvieiinnen SO R

Speciality Informed D Time Triaged by: (€111 I NIl v ooy SN

[+ 127,17 R st Dl SR

Care Provider: DM ....ccoooi et ies e st is s e e e emrnnesseaecaseres




Clinical Notes

“WHAT MATTERS TO THE PATIENT?”

FAMILY []

CARERS [

4 THINK:- OTHER SOURCES OF INFORMATION:

SAS PRF [ ]

PR [

s O s O

cp [

PATIENT ALERTS [

\

.

Care Providers Name:..............ccoii e
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: Royal Infirmary of Edinburgh
N HS LOthlan 51 Little France Crescent
Old Dalkeith Road
Edinburgh EH16 4SA

Dr G Sim Date: 24/07/2016

The Ellwyn Practice
The Health Centre
Currie Road
Galashiels

TD1 2UA

Emergency Discharge Summary

Patient George Speirs CHI 0409781118
26 TORWOODLEE ROAD Date of Birth / 04/09/1978 (37 years)
Galashiels Age
Selkirkshire UHPI 500807310M
TD1 1RP A&E Attendance E3325879

Number

Attendance Date 23/07/2016 Contact Cherry Ann

Attendance Time 17:34 01501 733 935

Mode of Arrival Private Transport

Source of Self Referral to A&E

Referral

Discharge Date 23/07/2016

Discharge To

Dear Dr G Sim

Presentation: lip lac

CHI : 0409781118

37 year old male.

PMH - Nil. Meds - Nil. NKDA.

PC - dog bite to lower lip. Pt reports that he was bitten by his own rottweiller this evening.

O/E - Looks well. 2 x oblique wounds to lower lip which both cross the vermillion border. Wound to central lower lip measures
approx 2cm x 1cm. WOund to right side of lower lip measures approx 1cm x 0.2cm. Wounds not activelty bleeding. No FB
observed in wounds. NO intraoral wounds or swelling.

IMP - Dog bite lower lip.

D/W Plastics.

PLAN - Thorough wound lavage. CO-amoxicalv 625mg PO TDS. TO attend ward 18, SJH, 0830hrs next day. Advised fast from
midninght.

Leon Amos
Nurse Practitioner

Yours Sincerely,

Leon Amos, Nurse



Patient & GP Information

500807310M

0409781118

04110376

Speirs, George

04/09/1978

Male

"20 Newbattle road, "
Newtongrange, .Dalkeith EH22 4RL

G Sim

The Ellwyn Practice, The Health Centre,Currie
Road,Galashiels
TD1 2UA

Report Contents

The report bundle provides information on the following:

* |P/OP Clinical Notes



Patient & GP Information

500807310M 500807310M
0409781118 0409781118
E046060 E1574630

Speirs, George

Speirs, George

04/09/1978

04/09/1978

Male

Male

"20 Newbattle road, "
Newtongrange, .Dalkeith EH22 4RL

"20 Newbattle road, "
Newtongrange, .Dalkeith EH22 4RL

G Sim

G Sim

The Ellwyn Practice, The Health Centre,Currie
Road,Galashiels
TD1 2UA

The Ellwyn Practice, The Health Centre,Currie
Road,Galashiels
TD1 2UA




Patient & GP Information

500807310M 500807310M
0409781118 0409781118
E1638027 E2035715

Speirs, George

Speirs, George

04/09/1978

04/09/1978

Male

Male

"20 Newbattle road, "
Newtongrange, .Dalkeith EH22 4RL

"20 Newbattle road, "
Newtongrange, .Dalkeith EH22 4RL

G Sim

G Sim

The Ellwyn Practice, The Health Centre,Currie
Road,Galashiels
TD1 2UA

The Ellwyn Practice, The Health Centre,Currie
Road,Galashiels
TD1 2UA




Patient & GP Information

500807310M 500807310M
0409781118 0409781118
E3285056 E3325879

Speirs, George

Speirs, George

04/09/1978

04/09/1978

Male

Male

"20 Newbattle road, "
Newtongrange, .Dalkeith EH22 4RL

"20 Newbattle road, "
Newtongrange, .Dalkeith EH22 4RL

G Sim

G Sim

The Ellwyn Practice, The Health Centre,Currie
Road,Galashiels
TD1 2UA

The Ellwyn Practice, The Health Centre,Currie
Road,Galashiels
TD1 2UA




Patient & GP Information

500807310M 500807310M
0409781118 0409781118
E534930 E586944

Speirs, George

Speirs, George

04/09/1978

04/09/1978

Male

Male

"20 Newbattle road, "
Newtongrange, .Dalkeith EH22 4RL

"20 Newbattle road, "
Newtongrange, .Dalkeith EH22 4RL

G Sim

G Sim

The Ellwyn Practice, The Health Centre,Currie
Road,Galashiels
TD1 2UA

The Ellwyn Practice, The Health Centre,Currie
Road,Galashiels
TD1 2UA




Patient & GP Information

500807310M

0409781118

E815602

Speirs, George

04/09/1978

Male

"20 Newbattle road, "
Newtongrange, .Dalkeith EH22 4RL

G Sim

The Ellwyn Practice, The Health Centre,Currie
Road,Galashiels
TD1 2UA




Speirs, George _ 04110376

500807310M

Inpatient/Outpatient Clinical Notes

Historic SUH A&E A&E Doctor 1: DR R STEWART,Time Seen: 02:50,Alcohol: 1,Provisonal Diagnosis: 16DA,Drug 1:
Conversion Data Nil ,Investigation 1: Nil ,Destination: ,Examination: ASSAULT,Primary
Episode/Ref: E815602 Diagnosis: ASSAULT + LACN.

Dr P Freeland

29/02/2008
17:45




Speirs, George _ 04110376

500807310M

A&E Notes 31 yr old male allegedly assaulted, slashed to L jaw. Approx 3cm long into subcutaneous tissues, no
Episode/Ref: E1574630 other injuries. ,,PMH/DH - Nil. NKDA. ,,Cleaned and irrigated with normal saline under LA. 4 x 6/0
Dr Matt Pitts Ethilon used to close. GP ROS 7 days. ATTB covered. Incident reported to police. ,,LL

20/11/2009
18:31
Lauren Lynch




Surname/Forename Speirs, George Episode Number 04110376
UHPI Number 500807310M

Note Details Clinical Notes

A&E Notes Pt No : 700070925K,,31 yr old male presenting following alleged assault this am.,,GCS 15/15 on

Episode/Ref: E1638027
Dr Mathew Davies

09/01/2010
04:39
Mathew Davies

admission. Denies LOC.,,Marked L Haematoma inferior to L eye identified. Periorbital swelling +
+,,Currently Orientated to Time, Place and Person.,,O/E : Settled.,,C/O L Temporal tenderness.,,GCS
15/15.,PEARL and Full range of eye movements. No Nystagmus or double vision.,CN [I-XII intact.

Facial movements / sensation intact.,No focal neuro identified.,Mild periorbital tenderness
only.,,Tympanic membranes intact.,No Mandibular tenderness identified,,XR Skull - No #

identified.,,IMP : Mechanical facial injury secondary to alleged assault. No ongoing concerns.,,PLAN :
Analgaesia prescribed.,D/C back into police custody with Head Injury advice.,,Advised to return if any

ongoing concerns.




Speirs, George _ 04110376

500807310M

A&E Notes CHI: 0409781118,,32 yo male, alleged assault 3 people vs pt. Pt refusing to give details. Denies any
Episode/Ref: E2035715 injuries except to face. Possible LOC. Now feels well. ,,OE: Haematomas to left forehead, centre
Dr Craig Davidson forehead, left and right supraorbital ridges, right cheek and right jaw with associated skin wounds to

right middle forehead, right supraorbital ridge and right suprauricular region. One wound to occiput
02/09/2011 also. ,,Pt refusing to stay in hospital and has self discharged but allowed me to close his occiput
17:48 wound with a staple and the right supraorbital ridge wound with 1 x 5/0 interupted suture. ,,Any
Sara Osburn queries please contact A&E Reception on 0131 242 1300




Surname/Forename Speirs, George Episode Number 04110376
UHPI Number 500807310M
Note Details Clinical Notes

Emergency Care Note
Episode/Ref: E3285056
Mandy Coxhead

31/05/2016
21:11
Mandy Coxhead X

, ,Clinical note: Attends with deep laceration to upper lip after being involved in a fight at approx
1800 on Sunday 30th May. Pt has cleaned wound with salty water and a cotton bud since. Pt states
that he was hit with an object but does not know what it was. Denies head injury but states fell landing
on Right side and has bruising to his ear. Felt nauseas at time of injury which resolved. Denies feeling
dizzy/lightheaded. No headache. Feels well. SAS called and attended scene - pt declined to
travel.,,PMH - Nil,Meds - Nil,Allergies - Nil known,ATTB - covered,,O/E Neuro - GCS 15/15 T36.7
P67 Bp 129/84 O2 sats 99%ra RR16 ,PERL (4) - FROEM - no nystagmus/diplopia.,= movement x
4 limbs - no parathesia/weakness.,No bleeding/discharge ears or nose,No cspine tenderness - FROM
neck. ,,Right ear - No mastoid tenderness/bruising. Skin intact. Brusing to pinna. No

haematoma. ,,Upper lip - deep lac to underside. No vermillion border involvement. Wound sloughy
appearance. Not red or hot to touch. ,No bony tenderness to Zygoma or mandible. Bite normal. No
loose teeth. Pt states no problems with eating and drinking since. ,,Pt review by Dr McAlpine AE Cons
- No further treatment required. Wound normal healing process. Wound to close by secondary
intention. ,,Imp - Lip lac and bruising to Right ear.,,Management - Wound advice given, analgesia (pts
own), tcasos,,Any queries please contact A&E Reception on 01506 523011 ,




Speirs, George _ 04110376

500807310M

A&E Notes CHI : 0409781118,,37 year old male.,,PMH - Nil. Meds - Nil. NKDA.,,PC - dog bite to lower lip. Pt
Episode/Ref: E3325879 reports that he was bitten by his own rottweiller this evening.,,O/E - Looks well. 2 x oblique wounds to
Leon Amos lower lip which both cross the vermillion border. Wound to central lower lip measures approx 2cm x

1cm. WOund to right side of lower lip measures approx 1cm x 0.2cm. Wounds not activelty bleeding.
24/07/2016 No FB observed in wounds. NO intraoral wounds or swelling.,,IMP - Dog bite lower lip.,,D/W
07:14 Plastics.,,PLAN - Thorough wound lavage. CO-amoxicalv 625mg PO TDS. TO attend ward 18, SJH,
Leon Amos (NMR) 0830hrs next day. Advised fast from midninght.,,Leon Amos,Nurse Practitioner




Speirs, George _ 04110376

500807310M
A&E Notes 25 year old RHD punched door earlier today. Pain/ swelling and deformity in right hand since.,,PMH/
Episode/Ref: 04110376 Meds nil of note,,OE - bruising/swelling and deformity dorsum of right hand,nv intact distally,FROM all
Dr Louisa Marshall fingers/thumb, Tender over 4th/5th MC's,,XR dislocation 4th MC/Carpel joint,, REFER ORTHO -
manipulation under local - re-located remains unstable.,Ortho to arrange for K-wiring.,,ORTHO ,Imp;
13/05/2004 Carpo MC dislocation right ring finger + acute boutonniere deformity right ring finger.,,Plan: Admit
fasted from midnight tomorrow morning for K wiring right ring finger MC +/- repair central tendons slip
right ring finger.,,Mr Simpson.




Speirs, George _ 04110376

500807310M
A&E Notes HISTORY: 27 year old RHD delivery man, up-to-date with tetanus, normally fit and well. Assaulted
Episode/Ref: E046060 this morning sustaining an injury to right ring finger ? with stanley knife.,,O/E: Right ring finger - 1 cm
Dr AF Murray laceration to medial (ulna) aspect of distal phalanx. Altered sensation to medial aspect of distal
phalanx. Tender DIPJ + distal phalanx with decreased ROM at DIPJ. Nail has been lifted up from the
24/06/2006 nail bed and lying over skin.,,x-ray shows comminuted fracture to the tip of distal phalanx.,,Plan:
wound cleaned, dressing applied. Oral Augmentin.,D/W Plastics SHO SJH who will kindly review SJH
Ward 18 8 am mane,x-rays with patient,vh




A&E Notes
Episode/Ref: E534930
Lynsey Faichney

18/07/2007

Speirs, George _ 04110376

500807310M

HISTORY: 28 year old usually fit and well. Up on a roof, 1 storey building retrieving football.
Lowering self from roof and dropped approx. 6 ft. Landed awkwardly on his right foot. Unable to fully
weight bear on foot since.,,PMH/drugs; nil,allergies: nil,SH: U/E. ,,O/E: Well. ,Bruising medial and
lateral malleolus and plantar fascia, Tender calcaneum on the right. Tender right mid foot. NV intact
distally.,AT clinically intact. FROM ankle.,,x-ray calcaneum and foot - avulsion fracture of the posterior
talus.,,IMP: Fractured talus on the right.,,Plan: Crutches, F/C ,x-rays with patient,,




Surname/Forename Speirs, George Episode Number 04110376
UHPI Number 500807310M

Note Details Clinical Notes

A&E Notes 29 yo male.,,PMH: NIL,,2 pm punched mirror while drunk as she discovered her home broken

Episode/Ref: E586944
Dr Craig Davidson

23/01/2008

Karen Speed

into.,,Attends > 6 hours later with wound over L little finger MCPJ.,,OE: The wound looks dirty and
erythematus. ,3 cm oblique lac to MCPJ, FROM. ,Altered sensation on the medial edge of little
finger.,XR shows possible FB and deeper into the wound.,,OE: Under ulna nerve block and locally
injected lidnocaine. ,No FB seeen. ,Washed with assistance of SPR Enright. No FB seen.,Check XR
still shows small possible FB deep into the wound.,The pt wants the wound closed and understands
the risk regarding possible nerve damage., The wound was closed with 3 x 4.0 ethilon sutures and
steristrips. Good result., The pt knows the FB may be present deeper in wound and was d/c with a
one week course of coamox 625 po.,, ks




Case Notes



Mental Health Assessment Service
Royal Edinburgh Hospital
Morningside Terrace

Edinburgh

EH10 5HF

Dr Ainsworth
Gracemount Medical Practice
24 Gracemount Drive
Edinburgh EH16 6RN
Date Dic: 18/10/2008
Date Typed: 20/10/2008
Ref: F5/j9 332oF.

Direct line: 0131537 6463
Direct fax: 0131 537 6467

Dear Dr Ainsworth

Re: George 5peirs Dob-04/09/1978 CHI No: 040 978 1118
126 Gilmerton Dykes Road, EDINBURGH EH17 8PE

Mr Speirs presented today to the Mental Health Assessment Service at the Royal Edinburgh
Hospital.  Mr Speirs reports a four month history of increased irritability, agitation, and
breathlessness. He gives a history of binge drinking when he was released from prison on
the 15" July; he has been in and out of prison all his adult life.  Since July his sister has
died and more recently last week his uncle. He has been coping with this with the excessive
use of alcoheol and valium purchased off the street,  Mr Speirs main concern is his poor
management of his temper stating the least thing sets him off. He feels he can no longer
cope with his change in behaviour.

His present social circumstances:

He is currently living on friends couches as he and his partner have recently split up due to
his behaviour. He is in receipt of benefits, he says his finances are Ck and he is not in any
debt. He spends his days sleeping or drinking. He has two sons and has contact with them.
He reported both his parents have alcohol problems which resulted in him mainly being
brought up in foster care.  He also states that his siblings have all either alcohel or drug
habits.

Past psychiatric history:

He has no previous contact with psychiatric services though he reported to myself that he
had been prescribed antidepressants in the past to little effect.  His partner gave the view
that he used to be a great person, very reliable and able to care for their child without
difficulty, now she cant have him at home or around the child due to his explosive temper
unpredictability and paranocia.  Alcohol use was variable, he said that he would not have
any alcohal for a few days and then hinge on vodka and valium.

Mental state examination:

He was tidy and well presented, clean neat and appropriately dressed.  He was anxious
throughout the interview and very alert and acutely aware of what was being said. His
speech was of normal tone rate and volume. There was some generalised parancia which
he said fluctuated depending on who he was with. There were no fixed delusional ideas, no



over-valued ideas and no auditory or visual hallucinations. Cognitively he presented as
intact. His insight was intact at present.

His risk to self is such that he has self-harmed under the influence of alcohol. No self-harm
or suicidal thoughts presently. He has a history of extreme violence and has severed
custodial sentences for the same.  He reports to have no charges pending at present.

Formulation of presenting problem: ,
Four month change in behaviour after bereavement since release from prison. Increased
alcohal intake resulting in blackouts. Anger management is not effective any more.

Management plan:
1. Follow-up at MHAS on 21 October, 2pm.
2. Follow-up with Sector services, and a request for referral to sector services if nor
been completed already.

Mr Speirs was given information on ELCA and Breathing Space at his request for exploration
of counselling options.

Yours sincerely

Fiona Sime
Nurse Specialist
Mental Health Assessment Team



NHS
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Lothian
Docter in Charge Mental Health Assessment Service
Newbattle Medical Group Royal Edinburgh Hospital
Blackcaot Morningside Terrace
MAYFIELD EDINBURGH
EH22 4AA EH10 5HF

Date Rcd: 01 November 2011
Date Typed: 03 November 2011
Our Ref: DM/JK/ 339207
CHI No: 040978 1118

Direct Line: 0131 537 6463
Direct Fax: 0131 537 6467

Dear Daoctar

Re: George Spiers, (dob - 04/09/1978}),
33/3 Barn Park, Edinburgh EH14 3HX

Date seen: 31/10/11 at 1315hrs
Derek Myers and David Flucker

Presenting Complaint:

Mr Spiers self presented to the Mental Health Assessment Service, Royal Edinburgh Hospital, with his
partner due to concerns about mental state. He was apparently due in court today but this had been
cancelled and re-scheduled for next week. He has a court case regarding an alleged incident involving
someane who was assaulted with ABH ‘and disfigurement. George denied any involvement with this and
reported he had baen out of prison for approximately one year and feels his life is on track. If he is convicted
there is the possibility of a 5 year sentence and he said he would “crack up if | go back inside”. He has been
using alcohol and street valium to deal with the stress. He reported being in and out of jail since the age of
16 and has tried to move on since release last year. His current coping mechanisms are alcohol and valium.
He had done some minor self harm to his left wrist when intoxicated.

Past Psychiatric History:
None.

Past Medical History:
Nil significant.

Current Medication:
Nil.

Personal/Social History:
Lives alone in Wester Hailes as part of his bail condltlons which prevent him from living with his partner in
Midlothian. He has a pending trial next week. He is currently employed with the council part time.

Drug and Alcohol Use:

Reported drinking up to a bottle of vodka daily over the past 3 weeks. He uses street valium frequently. He
reported that these make him feel better for approximately 2 hours and then he begins ta ruminate again on
his current situation. He had consumed approximately 3 pints before seeing us today.



NHS
\—\. '

Lothian

2.

Re: George Spiers, (dob - 04/09/1978),

Menta! State Examination:

He was casually dressed, wearing a black suit, and was well kempt. He made good eye contact and easily
engaged. There was no evidence of formal thought disorder. Speech was spontaneous and normal in
rhythm, rate and tone. He described his mood as worried and his affect was reactive. He described broken
sleep but his appetite was okay. Thought content — he is worried about s pending court case and will “crack
up” if convicted and sentenced next week. No psychotic symptoms evident. Cognitive function appeared
grossly intact and he was alert and orientated to time, person and place. Altention and concentration were
fair. Insight was fair, Judgement appeared intact and there was no active suicidality at present.

Risk:
Self harm in recent weeks when infoxicated. Risk of misadventure due to alcohol and substance misuse.

Summary:

A 33 year old male, with no previous psychiatric history, presented to MHAS with partner after a court date
was cancelled today due to partner's concern about mental state and risk issues. On assessment has
increased worries about him using alcohol/street valium to deal with anger and agitation associated with
pending court date. No active suicidal ptan or intent. No psychotic symptoms evident.

Impression:
Situational crisis/alcohol and drug misuse.

Plan:
1. Discharged from MHAS.
2. Suggested he register with a local GP if planning to remain in Edinburgh.
3. Faxed GP to suggest possible medication to decrease agitation.
4. Psych ed given on alcohol and drug use.

Yours faithfully

Derek Myers
Nurse Specialist - Menta! Health Assessment Service



over-valued ideas and no auditory or visual hallucinations. Cognitively he presented as
intact. His insight was intact at present. .

His risk to self is such that he has self-harmed under the influence of alcohol. No self-harm
or suicidal thoughts presently. He has a history of extreme violence and has severed
custodial sentences for the same. He reports to have no charges pending at present.

Formulation of presenting problem: ,
Four month change in behaviour after bereavement since release from prison. Increased
alcohol intake resulting in blackouts. Anger management is not effective any more.

Management plan:
1. Follow-up at MHAS on 21% October, 2pm.
2. Follow-up with Sector services, and a request for referral to sector services if nor
been completed already.

Mr Speirs was given information on ELCA and Breathing Space at his request for exploration
of counselling options.

Yours sincerely

Fiona Sime
Nurse Specialist
Mental Health Assessment Team
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FAX COMMUNICATION from: B 4 iacvon.

DATE .

Antal Health Assessment Service O Mental Health Assessment Service
Royal Edinburgh Hospital Royal Infirmary of Edinburgh .
Tel: 0131 537 6463 Tel: 0131 2421414
Fax: 0131 537 6467 Fax: 0131 2421416

Dear L Duwery O )
Name ' CGpoegs SPEIeS .
CHL Lo 78 1Y

This is a fax communication regarding the above named patient who was referred to the Mental Health Assessment
Service by | gz A

A full assessment letter will follow detailing our assessment. This fax is meant only to confirm contact and briefly outline
outcomes from the assessment.

Additional Information
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Socu el SuT,
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@’E?.,s s v§ Z—ocfsufc, C\vaa_'-r"rfu{g BEDy |y 1YL, zw‘c,z_y
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CONFIDENTIALITY NOTICE

The information contained in this facsimile is intended only for the individual recipfent or enmy to whom it is addressed. It
may contain privileged and confidential information that is exempt from disclosure by law and if you are not an intended
recipient, you must not copy, distibute or take any action reliant on it. If you have received this facsimile in error, please
notify the sender immediately by telephone and destroy the original

Headquarters
St Roque, Astley Ainslie Hospital, 133 Grange Loan, Edinburgh, EHS 2HL

I““- —E
- |
General Manager David Small
Clinical Director Dr lan McKay

Chief Nurse Lynda Cowie

INVESTUR N PEDPLE

He micy 8eWutir Hrom SomsTriee To HELP Hhm ﬁ,‘??_. LG3e Sssssn.



NHS Lothian Adult Mental Health Services

BASIC INFORMATION

339107

Mental Health Assessment Service

SECTIONS 1-3 TO BE COMPLETED BY ASSESSING NURSE:

1., PATIENT DETAILS:

Please circle
Surname: Sex: Male Female Not
SEQ,LC_HD v specified
First name: C‘\MQQ Title: M /
CHI: ) Surnamc at birth: /
DOB: l_\. \0\\—l 2 Other previous surname: -
MHIL: OL(«OQYZ H { X Ethnic Group: /
Address: cr 12b C\ s (\‘o\r\ First Language: E-___/_\ Q\\ \&L\
, ®l4 \Q‘J.S Q_OO__OQ Occupation: ~
. Postcode: C‘. i_\ 1 3 Pé_ Religion: /
Phone: o ‘% \ 28 =< ‘825 Address Type: Permanent / TirEP\orary
UK resident 12 months: !YesbNo

2. GP DETAILLS:

3. NEXT OF KIN/NAMED PERSON DETALLS:

'

GP: D( AQ\V\SNO'{\T'\\: lS.Turname: _&W&\—r—-&ﬁ/‘_
Practice: irst namc:
@:—MW\,Q

e | Clacomoun k] [P o) pociaac :
: Mo R aax\ Co g | Address: 126 Coi o s ton Dw\(as |

Postcode: EH \b ‘

Phone: g éq 257777 Postcode: Q ‘_‘ V7 8 \Dé

Fax: A 672 211Y Phone: ADN 2S8\8826.

Integrated Assessment & Admission Document version 2.0

Page 1 of 6



NHS Lothian Adunit Mental Health Services Mental Health Assessment Service
PART 1: ASSESSMENT OF NEED FOR ADMISSION SECTION 1: Patient details and presenting prablem

TO BE COMPLETED FOR ALL PATIENTS BY ASSESSING NURSE:

Name: Ceorc?],o. S.p@nfj‘: | MHI: | DOB: by \‘o\\\.fg ]

Date: \R - 10 —o8 | Time: | S e

Assessor’s name: = LAV, %‘l\’\’LQ.. '

Assessor’s profession: CrMAN l Grade: (~

Other assessor’s name (if present):

Other assessor’s profession: Grade: -

Referred By: 5 \ Assessment at: REH /RIE / CMHT / IHTT/

=2 Other

Names of those eurrently involved: ' Personal strengths & supports including usual coping strategies,

Keywarker: care package and resilicnce factors:

Consultant:

MHOQO:

CPN:

Advocate:

Primary carer:

=
.| Reason for referral: ) . Referral letter Yes (No )
v\ —\—o C'F ve CJE& SUANCSL r—*e,\_o_a,s@ ch‘{.\‘ o

conkbrol  aartxa kec) + estoss, -

Presenting complaint / histd’ry of pregenting complaint:
A\*Lb \5\’\’\ o\xsc\r\a_( o&//é’,l_acgseo? v{lYOvvt F\’\SOV\

S vxcsz:l; VL\/O&S O\:-‘\.‘i\f’z&.(_ —er’cLLlco\moL cu,@l \/Q,LUMM

Teels Wa oK Ao ec:ma\:\,\;w5

= l_‘vv\_ \—

/\\ Av‘\?g)f

Integrated Assessment & Admission Document version 2.0 Page 2 of 6



NHS Lothian Adult Mental Health Services Mental Health Assessment Service
Recent symptoms (including sleep, appetite, concentration, cnergy and mood):

SLQQF — Or\,\/«% Wt aul on alcolol ov solu
Appdile - Anxious , voruiting effindhat heoeals
Co V\(QV\\YCK on - NV Poo\/

rnaroy — WP
N\ood\fh — Pm%b*és

‘ PART 1: ASSESSMENT OF NEED FOR ADMISSION SECTION 2: Further history, medication and snbstance use

TO BE COMPLETED BY ASSESSING NURSE:

e Cooroe Spares [ [ [2[io[e ]

Present social circum(gtances i:cluding accommodation, finances, emplcyment, daytimes activities, support, rclationship in home:
iy, oy SR s, P e ok
Ly . Qﬂ—\o‘ﬁy‘éﬂk\l \orokan dcmn S Z2Zson=

cl:glj covract WM ANon. B potenks Wouse

Past medical history: Ov._,LQ_CD\,\_Q\ ?C‘D\::\D_M_% - bT\G“-&i‘\'& u'_? A _eﬁt—z(

‘ ) Poor engagement with GP: Yes / No

Past psychiatric history including diagnosis, previous edmissions, previous treatment and usc of MHA:

So T - S \,sSL.—\'LL sy S 0.3
T , =1
’Ukou- fe\ocn’lc,s CPs Woure preSan

ool 'ckp_@reasg_w‘cs e '\;\mo. Pczu_%\i .

Integrated Assessment & Admission Document version 2.0 Page 3 of 6



NHS Lothian Adult Mental Health Services Mental Health Assessment Service

Carer’s view and relevant information from others including earars, advocate, CPN, key worker; Y (o ‘:;ou‘bv\,o_\/\
\‘\R\J\se,% == ‘i’fegk G\!\o Nous she. ca X e o= \fuwv\.
o X lhoma o S couvond X\hoi ¢ eMoldek . & > FLQS\\/&

-{:em\?e_ﬁ u\,vx?fec[uc_\co-&DLL, F&IWLQQ.

Current medication including OTC medicines:

Source: Patient / Carer / GP / Pharmaeist / Notes / Other

Alcohol use: . Other substance usc: .
B\n% %O( cko"\ \ Vo, net\uons e\se :
JC\/\.Q.V\ noth ' Von.,dcx,\o\o_ Q,W\;_:\@

Risk of dependence / withdrawal: Yes(@ Smoker: No/Ex Im & / day
T Se—" R
PART 1: ASSESSMENT OF NEED FOR ADMISSION SECTION 3: Mecutal state and risk assessment

TO BE COMPLETED FOR ALL PATIENTS BY ASSESSING NURSE:

| Name: C:egrc:\)e Sgae,(.rés | MHI: | Date: 1B 1olsR ]
MENTAL STATE EXAMINATION
Appearance: Attitude and behaviour:

T ell \SeV\-EeQD Anx ous < o & Q<

Speech / Communication: Mood / Affect:
NOY" MQ_& \ & \/
Problem with English: Yes {No

Perceptual Abnormalities:

Thought Content / Proccss:
é@ PMM\OLCA. %Q,(Q_GQ&\E’RD M L= QQ-Q-L—\S mslhbofef \/OLR,U.OO.O

PR tleos, no AN 'ov VH .

Cognitive Examination; Insight / Judgement:

lntoct. lntect & P/ESEVJ' .

IMMEDIATE RISK SCREENING

Risl{.—t\o ;i; incl;:g\sdéharw; o 0\2‘/ \V\F\MV\_& C,F Q__ke_c\,\_o\__ Yes ANo 1
No self havm, swiccds Houshde brasently

N

s

Risk to others including aggression, violence, homicide: i . Yes ANo
History of exivene violance | cuslocliad senlones
Scaannall .

Risk to children ineluding negleet, abuse, on at risk register: M V\‘ Yes / No
g%

Integrated Assessment & Admission Document version 2.0 Page 4 of 6
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NHS Lothian Adult Mental Health Services

Mental Hcalth Assessment Service

Alerts from PiMS / F2

Yes /@2/

Risk from others
e.g. abuse, exploitation, domestic violence

i

PN -
Physical impairment Yes /ANo Risk of neglect including personal health Ye@o/
e.g. wandering, falls, sensory impairment
Panr—Y )
Memaory / Cognitive impairment Yes ANo Challenge to services Yes [ No
e.g. inappropriate demands, poor service response
TN
OVERALL RISK HIGH /MEDIUM ) LOW / NOT KNOWN
| ——
ALL IDENTIFIED RISKS MUST BE ADDRESSED IN THE CARE PLAN
Page S of 6
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NHS Lothian Adult Mental Health Services Mental Health Assessment Service

PART 1: ASSESSMENT OF NEED FOR ADMISSION SECTION 4: Furmuiation, decision making and use uf MHA.

TO BE COMPLETED BY ASSESSING NURSE:

| Name: C@Q‘\"’Cﬁ.—)@ S{SD M& ] MHI: I Date: 2 (> —~08 |

Formulation of presenting problem:

SaAAC 2 e < '?f“:"‘"’\. PO - ‘We,o,n.ee \ cg_xco'\—\o\. \.:a-\'oh\CQ_

Patient’s preferences for treatment:
Ne cdvaisson
Diagnoses: 1CD-10 Codes:

Management plan with rationale for decision and alternative gnsidered: Admit / IHTT / Review / Other
D MM o 240 O\ 2 P -

FolWowo v o X\ seckor secoicas «QCWQ_S\‘

\"e,\:-e./re‘& \(— volb downo LR c\° Q&_rem%.
Valbke on e L ¥ c:,L..vx_.CA %T&Qk\-wmbﬁ?chc—ﬂ—- _%C"('

shocl e can, £xp Love cmm@ell-_wv\ O@Eﬂ ~S

MENTAL HEALTH ACT:

Patient already subject to eommunity based detention? Yes /o)
Section Hospital based / Community based
Expiry date (check in PiMS if not known)
Patieot detained in hospital following this assessment? Yes /@
Name of detaining doctor
Section
Expiry date - Expiry time
Mental Health Officer Yes @ Name:

Address:

Phone number:
Named persan: Yes @ Name:

Address:

. Phone number;

Advance statement: Yes w Details:
Assessor name: | ? = ME Assessor signature: I — :l..‘: Q j

END OF PART I: ASSESSMENT OF NEED FOR ADMISSION

Integrated Assessment & Admission Document version 2.0 Page 6 of 6



Mental

Health Assessment Service Name : '
Post Assessment Intervention DoB Ceof%Q S'l oS
oB L |qN7T8
MHI/Unit No.
Date /

Time

§|||o|o*
ZLPM.

B My 5Pewis e&H%vxoLQO\ :?*9/ %o’tl.ovd»ak

\/;5”" RS Qv 05\ onm |8\|008' \ﬂg}
Since kol wisit vepevbed o fuwthes
wse of Wik @AJQZ_Q?L;&&S cu%\gl (e\DOV}PQq
C—OV\\'LVULU?_& nse ‘OF QLQD \ﬂo—“ \qm,\.re\/e/ v/\o\(_ ‘4’0
“H/\Q- SCenwniz e_x\’en\'.

Mr’ SPQ:L(S c_on\'uvuucﬂ ‘o be Cauou/cbo( aboul’

couuse o{: cu\ag,(/ 1 hkedo Q,V\ol'w'\,cHojug rei:m/[ﬁfj

No currenY sShessovs.

TN
' ol o _H.LLLQSV\L\/QKSO\{SL ok
L}lj \fec:f CE.P == f\:\/@% cuno\ SELL\ P’-fiac_.\.s ”C\A,‘\:s

l",Q ‘FIX\&\S ’b\/u(S W\.C_LO'\P-VVJC S yvlow'< F(Q_Q\OML/V\OL
m hs ‘\TL\WB\-&S cnc) s \r\c:u-f'L—vx5 WE\QE"\"
MCLVLO._CGQV\/\-Q_V\/'\' oy S22 VJ\«_;./\,S\J LV ?(\,scr\
"Dfus oS Suth a Lcwi) S O”CQCD e
cg%re,zc& LZo could \c,e_m;a_\:—{_)c %@W\_ (e‘:,ecx\"
w\% Hos ?/occ:us%. = }/rJ
R

Over consrse. oP nterves Mre S\:,e_'u:_s. cLQsclo&EQJ



Mental Health Assessment Service
Post Assessment Intervention

Name

DoB

MHI/Unit No.

Qate /
Time




’ INITIAL ASSESSMENT

4

NHs

Lothian
1. Pérsonal detajls =, it s L Date of assessment: __L { Jo I
Sumame S Dg v > Sex: ale } Female
First name .-—e_ ov< L Title:
Preferred name Sumame at birth:
cHi| o4 o - 78 ¥ Other previous sumame:
Date of birth L—{ . 9. '«?‘8 Ethnic group: b‘-)(’!( ‘k, fba'f ]
MHL[ 3% 9§ 2,7F 19 language £NG«* _
Address | ¢ / 7; R ara Pa /L Interpreter required? Yes /
' [ .J J ‘ Occupation: Covan ‘;( o ”6/-
o LA L w 76 Religion / beliefs: -
Postcode:- - J Address type: C@ temporary
.Telephone no: UK Resident last 12months: ﬁe} / No
‘ﬂGuﬁwaéutaﬁ?;y etnd 2 3NEXtof Kin % is NOK the name‘;i—;);rson? Yes / No
GP | Sumame: \,\jf MO Vi dta‘(
Practice N( o (% -{*{ (Q M _ P . First name !
Practice address | ﬁfb 4;(( o T ' Relationship:
. Address:
Mf»« ﬁa(ﬂ( .
Postcode: /
Telephone no: Postcode:
Fax no Telephone no:

o oA,

uAIerts_., o ,,\r"“ Bt (eg allergies, safely issues)

'-_'Iéb".;?:i"bti"&‘éi’t’é‘,ﬁj'&?ﬁf’-j‘|

A LSgalstatus’ s

MHA Sectlon Expiry date:
Expiry date:
Expiry date:
Advance statement Yes / No Where held:
ErAdmissiondetailss . il i e d %17 (Section 5 to be completed if admitted to hospital or other service)
Date of admission: 1 __ Ward/Service:
Time of Admission (24hr clock) : Consuitant:
Referred by: key worker:
i ‘,\;e;;arr; c;r;s'l ;f;m: e‘a,‘ ‘YE S‘ 7 R; E;r;:;h;n: u‘s; SEE)_ “““ ‘E Version 2, 050710 INITIAL ASSESSMENT  Page 1




P
. ~— . . [ 1L
Name. (-Aemﬂ-. ,SDI..\/S CHI: ool T8 | L8 Date:. 3%t / '@/
6 Details of those currently providing care {e.g. CPN, consultant, social worker, OT, psychologist)
Name Relationship / Role : Address / telephone number/ € mail

o L (includes, Named person (if different from NOK), carer, advocate
7. Details of significant others ' and others that user wishes to be noted)

Name Relationship / Role Address / telephone number/ e mail

nsure that you clarify and record beiow what type of information can be shared with whom and individual
confirms with signature where possibte

H(, f W{j

8. Assessor details

Time of assessment (24hr clock): lj { ( Lv s Location of assessment. / /HDC
Primary assessor: M - /H kﬂ/ } Designation: ﬂ /V\ [\_) '

29 355eSSOT" ul) | (k OOD{ W, k_g/ Designation: ﬂ W

ssessing team: Referred by: <2 { IL

.Factors affecting assessment (e.g. intoxication):

BAC:

9. Physical identifiers
General appearance: Mac((, fv I‘]L Distinguishing features:

[’)(aot bie - Wi + sl
Hair colour:  fy g~ Height | g Build: &Mf rc

Eyecolour. [, .o Dentition: D .
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pa SPeivs
| Name: (::C AL Sp*vg CHI: WQ7 WHI& Date: Sl /ile ¢ ({

¢ 10. History of pl@sentlng complaint

g; 0/7 ;V\ M{amvf(/‘,d {.- 1? C.CO"‘Q Vo u(DVS

(¥ g, moneg . S W@( &
rp“/WM M Zo Con cros /Z % Mﬁ/;—/z%{_

N7 W}\-f ﬁéz{, 5 AN consF f&pé? {‘,

| (/t);)' 54'/)‘4 d(&’/{ + ﬂf&éa/ml%( 7{9;/ pr%:;f(/;L ,

ﬂ CDW‘F Cast /L ' an aé [ v e -
; L@ Was 4 Ik (#d 7 ABH »r

ol u(’c/ fomd ond -
| jW"Wf-’%/ &(WAL ~€(/{ Mj,Vaa/MWﬁ"'\«

erson's view ef current situation: Lt [/ p [ v ,-F c[ épaé R 5,0(2 ’
: dv((//a(‘;biﬁ‘/ v g ym,‘f q&_,do/{-
I/a ‘ ot 3 )"h\l)'f ff{/ j h
om‘ {«J- MU fintl (6= bes P Lo adt o Eing,
sua ways ofco/ ang f stggdth‘;/ Current crisis plan? Yes / No
/ /(/q?,wvx v J&(% /\m ~Hnbon M)@K;Cqﬁ/

Spintual beliefs / needs:

| ;;mily history: /[/ o 9}‘;’ lo ~ /

Personal history:

/
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Name: &Co/ge fpe,{f CHI psQ 2 8 ;(( ) L Date' 7, 8 41

ocial circumstanices s 4604 A G\JGJV fleTe TR T aw
" \/If‘/é\/tz bim ﬂ.{’w\} [v» a/’[ﬁﬂf /Z‘ o'fl--w\ : M\]
drisl _ppet poull - W'f (/{  lane] PT.

Past Medical History & current physical health:

- M

Past Psychiatric history:

o [v.o

Carer's \few of current situation (including carer's usual role): /W (,Mge/» € é/ a 5;..
fo'f{ éﬁl/l&vl?f’( ~ r(ﬁ&m //df 97 0/6‘7 »Y’

Does carer live at same address? Yes / No

Current medication (including over the counter medicines, note name, dosage, concordance)

$-/Vo K)‘ bmm’/]-

Sources of information: service user / carer! GP /Phamacist/ Notes / Other

Alcohal use (note quantity): //m(C,? vf?to L'f’ﬂ‘ of /90/ kq OA// o/t
Pw‘}' #‘f’ 3/ %

Risk of dependence / withdrawal: Yes / No

Other substance use: SM{/ \/qhw\ - an ’ﬁ"g\/‘"\/" u(,s

Prescribed opiate substitute? Yes/No I Yes: Details of who dispenses:

Risk of dependence / withdrawal: Yes / No

Risk of blood bome viruses: Yes / No Smoker.  Never / Ex / Current. per day
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rA -
Name: &—CW. 5@6}’5 CHI: 0550? 2818 Date: I/ /1 D/ __IL

11. Assessment
Current mental state

Appearancaei:;hag /(,’it;//' (V;‘;Z,_ wc‘,,\j blelc v - well (éb}/f =
Speech communication, any thought disorder ) /\/ / F 7’0
S@ LT
Mocod / affect (including sleep arii;petite) S‘ é{ / — \éN &\' 7
Plosf - wowr ¢ /4//&74% o
. /4'/‘1401(' - /Vaaf?L& ’

Thought content, abnormal beliefs, abnormal experiences JﬁK -/' ﬂﬁ 7‘_ ) // Vi / "f

| :fd\/ofojwo "Ai Al 7 “Je‘lé
| N(l \Loh" ;( @WQ}" 'y

Cogritive function — 5 M’f A fﬁg\%ﬁ/(h%y el
et ratd TP P

Insight, judgement — ﬁfpfa{f m'fc.o'!" - o ﬁuﬁ—{ St o/a ) @ /o/*ékrm"/'

LP Eav

.12. Risk Screening
. Risk from others (e.g. sbuse, exploitation, domestic violence) O] Yes ﬂNo ‘T Unknown

é

Further investigation required? [JYes [ No By Whom?
Risk to self (e.g. suicide, self harm, driving) [J Yes XNO 0 Unknown

’a@/'/ /{4/"" /b /C’am7‘ a,/@g/ff :/érj.,\

0

rm ‘f@)c @QC/ /sz a/,,g,,'/’ﬂ,{ W wifh3€ +

Ltz
Shifinee . o
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Further investigation required? [dYes [ No By Whom?




.Name: écvég S_’Pe'\fg_ CHI. p¥ o9 78 {{18 Date: 3/ o 1

12. Risk Screening continued

Risk to others (e.g. aggression, viclence, driving, access to weapans, supervisian failure) O Yes )S:No O Unknown

Further investigation required? [JYes [ No By Whom?

Risk of neglect (e.g. health, persanal) O Yes ;ﬂ No [3 Unknown

’

urther investigation required? [ Yes [ No By Whom?
isk to children (e.g. neglect, abuse) O Yes nﬂ No [J Unknown
s there a risk ta children due to mental state? (e.g. child included in'suicide ptans, delusianal thirking). A consultant psychiatrist should be

irectly involved in all clinical decision making for service users who may pose a risk to children.

Further investigation required? [JYes [J No By Whom?

Risk of physical impairment (e.g. memory, sensory) O Yes )ZLNO O Unknown

®

urther investigation required? [ Yes [J No By Whom?

Risks relevant to service providers O Yes No [J Unknown
.g. risks ta staff, circumstantial ar environmental risks identified far visiting staff)

Further investigation required? [JYes [ No By Whom?

Sources of information available / used: service user / carer / family / police / 3@ party / PiMS / TRAK / other

Is Level 2 Risk Assessment indicated? 0 Yes % No Responsible team:
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Name: Z;-I&?/SZ 5-/3,\/5 CHI: 0‘/,)7 73111 7, pate: S{ 1/ 1 L

13. Summary gplah

Summary of assessment (inc. summary of risk assessment, current needs) I’ ’é %%
33 ﬁo? ~ /),\.e./zour P <

T LU R P /m cw/f/%/ g
ﬁ&”e 7("] fﬁ/?’)‘US Conc (75 o boT pont 5/(,/.://4
(s, O sssesspont hes /a_y,

MR /)-7&“# (/q/‘-’\/\-. 7}9 0(% @Vﬁf/&n @jfdl.f

Aéwko 7(- /7% /U e FB(/
T padi- onS b ae e
o ) T Yt

ormulation /diagnosis ‘
L i ] Cos [l !

Person’s desired immediate outcome(s):

Is person medically suitable for admission to psychiatric inpatient care? Yes / No
Comment;

ganagemem plan  (inc. plan to manage identified risks) ) \’/0 )/0 T FA Lv L&
D i M% Jéf”ﬁé/“.e* /

/'F Mmq\ (I
f,_ GP net SVJX( fﬂ's hle %f‘ d G‘J %_(Ar

Phed g o bl [y e

Discussed with:
Referred to: CMHT / IHTT / In-patient service* / GP / other (specify):
*If referred to in-patient services — complete immediate needs form with service user and /or carer

If referred to in-patient services- briefly detail what altematives were considered and why these were not possible:

A or- Name/Grade: Sighature:

/W?) Gﬂ—/VLI\J tb‘ Date: —5_5_,"_Ofu
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" Immediate needs relating to admission to hospital

ﬁ

Name:

CHI:

This form should be completed with the service user and /or carer before admission to hospital
(include carers, Named person, existing advocate and others

1. Informing significant others

that person wishes to be informed about their admission)

Name

Relationship / Role

Address / telephone number/ e mail

Informed?

2. Social circumstances / daily living

Detail any immediale issues thal need addressed caused by admission to hospital
.. impact on work, benefits, child care, housing, caring rofe, pets care elc)

Aclion(s) required

*ed

3. Culture, splrltuallty&language

Detail any immediate needs relating to the person’s culture, spiritual behefs or language
(e.g. food, prayer/worship, beliefs, need for interpreter)

Need

Action(s) required

@

4. Any other relevant information

Name/Grade;

Signature:

Date:

Time (24hrs). ___




Clinic Letters & Notes



Mental Health Assessment Service
Royal Edinburgh Hospital
Morningside Terrace

Edinburgh

EH10 5HF

Dr Ainsworth

Gracemount Medical Practice

24 Gracemount Drive

Edinburgh EH16 6RN
Date Dic: 18/10/2008
Date Typed: 20/10/2008
Ref: FS/jg/ 339207

Direct line: 0131 537 6463
Direct fax: 0131 537 6467

Dear Dr Ainsworth

Re: George Speirs Dob —-04/09/1978 CHI No: 040 978 1118
126 Gilmerton Dykes Road, EDINBURGH EH17 8PE

Mr Speirs presented today to the Mental Health Assessment Service at the Royal Edinburgh
Hospital.  Mr Speirs reports a four month history of increased irritability, agitation, and
breathlessness.  He gives a history of binge drinking when he was released from prison on
the 15™ July; he has been in and out of prison all his adult life.  Since July his sister has
died and more recently last week his uncle. He has been coping with this with the excessive
use of alcohol and valium purchased off the street. Mr Speirs main concern is his poor
management of his temper stating the least thing sets him off. He feels he can no longer
cope with his change in behaviour.

His present social circumstances:

He is currently living on friends couches as he and his partner have recently split up due to
his behaviour. He is in receipt of benefits, he says his finances are Ok and he is not in any
debt. He spends his days sleeping or drinking. He has two sons and has contact with them.
He reported both his parents have alcohol problems which resulted in him mainly being
brought up in foster care.  He also states that his siblings have all either alcohol or drug
habits.

Past psychiatric history:

He has no previous contact with psychiatric services though he reported to myself that he
had been prescribed antidepressants in the past to little effect. His partner gave the view
that he used to be a great person, very reliable and able to care for their child without
difficulty, now she cant have him at home or around the child due to his explosive temper
unpredictability and paranoia.  Alcohol use was variable, he said that he would not have
any alcohol for a few days and then binge on vodka and valium.

Mental state examination:

He was tidy and well presented, clean neat and appropriately dressed. He was anxious
throughout the interview and very alert and acutely aware of what was being said. His
speech was of normal tone rate and volume. There was some generalised paranoia which
he said fluctuated depending on who he was with. There were no fixed delusional ideas, no



over-valued ideas and no auditory or visual hallucinations. Cognitively he presented as
intact. His insight was intact at present.

His risk to self is such that he has self-harmed under the influence of alcohol. No self-harm
or suicidal thoughts presently.  He has a history of extreme violence and has severed
custodial sentences for the same. He reports to have no charges pending at present.

Formulation of presenting problem:
Four month change in behaviour after bereavement since release from prison. Increased
alcohol intake resulting in blackouts. Anger management is not effective any more.

Management plan:
1. Follow-up at MHAS on 21st October, 2pm.
2. Follow-up with Sector services, and a request for referral to sector services if nor
been completed already.

Mr Speirs was given information on ELCA and Breathing Space at his request for exploration
of counselling options.

Yours sincerely

Fiona Sime
Nurse Specialist
Mental Health Assessment Team



Doctor in Charge
Newbattle Medical Group
Blackcot

MAYFIELD

EH22 4AA

Dear Doctor

Re: George Spiers, (dob — 04/09/1978),

33/3 Barn Park, Edinburgh EH14 3HX

Date seen: 31/10/11 at 1315hrs

Derek Myers and David Flucker

Presenting Complaint:

Mr Spiers self presented to the Mental Health Assessment Service, Royal Edinburgh Hospital, with his
He was apparently due in court today but this had been
cancelled and re-scheduled for next week. He has a court case regarding an alleged incident involving
someone who was assaulted with ABH and disfigurement.
reported he had been out of prison for approximately one year and feels his life is on track. If he is convicted
there is the possibility of a 5 year sentence and he said he would “crack up if | go back inside”. He has been
using alcohol and street valium to deal with the stress. He reported being in and out of jail since the age of
16 and has tried to move on since release last year. His current coping mechanisms are alcohol and valium.

partner due to concerns about mental state.

NH

N—

Lothian

Mental Health Assessment Service
Royal Edinburgh Hospital
Morningside Terrace

EDINBURGH

EH10 5HF

Date Rcd:

Date Typed:

Our Ref:
CHI No:

Direct Line:

Direct Fax:

He had done some minor self harm to his left wrist when intoxicated.

Past Psychiatric History:
None.

Past Medical History:
Nil significant.

Current Medication:
Nil.

Personal/Social History:

Lives alone in Wester Hailes as part of his bail conditions which prevent him from living with his partner in

01 November 2011
03 November 2011
DM/JK/ 339207
040978 1118

0131 537 6463
0131 537 6467

George denied any involvement with this and

Midlothian. He has a pending trial next week. He is currently employed with the council part time.

Drug and Alcohol Use:

Reported drinking up to a bottle of vodka daily over the past 3 weeks. He uses street valium frequently. He
reported that these make him feel better for approximately 2 hours and then he begins to ruminate again on

his current situation. He had consumed approximately 3 pints before seeing us today.



NH
| g

Lothian

2,

Re: George Spiers, (dob — 04/09/1978),

Mental State Examination:

He was casually dressed, wearing a black suit, and was well kempt. He made good eye contact and easily
engaged. There was no evidence of formal thought disorder. Speech was spontaneous and normal in
rhythm, rate and tone. He described his mood as worried and his affect was reactive. He described broken
sleep but his appetite was okay. Thought content — he is worried about a pending court case and will “crack
up” if convicted and sentenced next week. No psychotic symptoms evident. Cognitive function appeared
grossly intact and he was alert and orientated to time, person and place. Attention and concentration were
fair. Insight was fair. Judgement appeared intact and there was no active suicidality at present.

Risk:
Self harm in recent weeks when intoxicated. Risk of misadventure due to alcohol and substance misuse.

Summary:

A 33 year old male, with no previous psychiatric history, presented to MHAS with partner after a court date
was cancelled today due to partner’s concern about mental state and risk issues. On assessment has
increased worries about him using alcohol/street valium to deal with anger and agitation associated with
pending court date. No active suicidal plan or intent. No psychotic symptoms evident.

Impression:
Situational crisis/alcohol and drug misuse.

Plan:
1. Discharged from MHAS.
2. Suggested he register with a local GP if planning to remain in Edinburgh.
3. Faxed GP to suggest possible medication to decrease agitation.
4, Psych ed given on alcohol and drug use.

Yours faithfully

Derek Myers
Nurse Specialist - Mental Health Assessment Service



Radiology Reports



XR Skull

XR Skull

Clinical details

Alleged assault||Temporal bone tenderness ++
Report

Skull Series

No vault fracture seen.

Kathryn Stewart

Advanced Practitioner

KS/CB

Reporting Radiologist: Kathryn Stewart

Report Information

Requestor

Requesting Location (RIEAE3) 3 - Exam, A&E
Report Identifier 6618329

Sample Date 09/01/2010 04:13:00
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