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STUDENT MATERIALS

Surgical Outpatient Clinic Letter

Eastside Medical Practice
Bracton Terrace
Belfast

3 October 2022

Dear Dr Denniston,

RE: Farah Bibi, age 64, HCN 412 035 7027, 14 St Anne’s Place

Your patient was reviewed at the surgical outpatient clinic today, on a red flag basis. She had a
recent admission under our medical colleagues for altered bowel habit. She was found to have a
right sided colonic adenocarcinoma with associated anaemia. Further imaging revealed no distant
metastases. She was discussed at our regional colorectal MDT and it was agreed that surgical
intervention is appropriate. She received treatment for iron deficiency anaemia during her stay.

Mrs Bibi has remained well since discharge but is suffering from ongoing diarrhoea which she
describes as nearly black in colour. She has been eating and drinking small amounts but describes
ongoing weight loss.

She is usually fit and well. She doesn’t work and is fully independent. She has hypertension, for
which she takes Ramipril, and has never had any abdominal surgery. On examination today, her
abdomen is soft and non-tender and there are no masses palpable. There are no scars.

| have had a long discussion today with Mrs Bibi about the indication for surgery and the expected
peri-operative course. We have discussed the risks of surgery in general and the risks specific to a
laparoscopic right hemicolectomy. She is keen to proceed. She will meet our colorectal specialist
nurse today who will explore options for psychosocial support.

| will make arrangements for her admission, which will likely be next week.

Yours sincerely,
Ms Nicola Stapleton

Consultant Colorectal Surgeon
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Text:

Patient: Patient: Farah Bibi, age 64, HCN 412 035 7027, 14 St Anne’s Place
Consultant: Stapleton Admitting Doctor: A. Connors  Designation: FY1
Date: 11/10/2022

Time: 08:00

Presenting Complaint: Elective Admission for Laparoscopic Right Hemicolectomy
Past Medical History:  Hypertension, Osteoarthritis
Allergy Status: Possibly had rash with penicillin as a child
Medication: Ramipril 10mg mane
Paracetamol PRN
Family History: Sister: UC
Brother: Colon Cancer
Social History: Widow, non-smoker, lives with daughter
Fully independent.

Alcohol Screening: Nil
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O/E: RR 16, Sp0O2 (99% RA, Pulse 65, BP 125/68, AVPU A, Temp 36.6, BM 6.9, weight 54Kg, GCS

15/15.

General Examination:

Cardiovascular Examination:

Respiratory Examination:
sounds vesicular, nil added

Gastrointestinal Examination:

Diagnosis / Differential:
Management Plan:

Signed A Connors FY1

Looks well, slightly dry mucus membranes

HS | + 11 + nil, JVP not visible, no oedema

Trachea central, expansion equal, resonant to percussion, breath

Abdomen soft, non tender
For theatre today

Admit
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Consent form

FORM 1
' CONSENT FOR EXAMINATION, TREATMENT OR CARE

WHEN COMPLETING THIS FORM
PLEASE ENSURE THAT IT IS OPEN FLAT ON A HARD SURFACE

PRESS FIRMLY WITH BALLPOINT PEN ONLY

Guidance to healthcare professionals

What a consent form is for

This form documents the person’s agreement to go ahead with the investigation or treatment you have proposed. It is not a legal
waiver - if individuals, for example, do not receive enough information on which to base their decision, then the consent may
not be valid, even though the form has been signed. They are also entitled to change their mind after signing the form, if they
retain capacity to do so. The form should act as an aide-memoire, by providing a check-list of the kind of information which
should be offered, and by enabling the person to have a written record of the main points discussed. In no way, however, should
the written information provided be regarded as a substitute for face-to-face discussions.

The law on Consent $
See the Department of Health, Social Services and Public Safety publication Reference Guide to Consent for Examination,
Treatment or Care for a comprehensive summary of the law on consent (also available at www.dhsspsni.gov.uk)

Who can give consent

Everyone aged 16 or more is presumed to be competent to give consent for themselves, unless the opposite is demonstrated. If
a child under the age of 16 has “sufficient understanding and intelligence to enable him or her to understand fully what is
proposed”, then he or she will be competent to give consent for himself or herself. Young people aged 16 and 17, and legally
‘competent’ younger children, may therefore sign this form for themselves, but may like a parent to countersign as well. If the
child is not able to give consent for himself or herself, someone with parental responsibility may do so on their behalf and a
separate form (Form 2) is available for this purpose. Even when a child is able to give consent for himself or herself, you should
always involve those with parental responsibility in the child’s care, unless the child specifically asks you not to do so. If an
individual is mentally competent to give consent but is physically unable to sign a form, you should complete this form as usual,
and ask an independent witness to confirm that s/he has given consent orally or non-verbally.

When NOT to use this form

If the person is 18 or over and is not legally competent to give consent, you should use form 4 (form for adults who are unable
to consent to investigation or treatment) instead of this form. A person will not be legally competent to give consent if:

( * s/he is unable to comprehend and retain information material to the decision and/or

* s/he is unable to weigh and use this information in coming to a decision.

You should always take all reasonable steps (for example involving more specialist colleagues) to support an individual in
making their own decision, before concluding that they are unable to do so. Relatives cannot be asked to sign this form on behalf
of an adult who is not legally competent to consent for himself or herself.

Information

Information about what treatment will involve, its benefits and risks (including side-effects and complications) and the
alternatives to the particular procedure proposed, is crucial for people when making up their minds. The courts have stated that
patients should be told about ‘significant risks which would affect the judgement of a reasonable patient’. ‘Significant’ has not
been legally defined, but the GMC requires doctors to tell patients about ‘serious or frequently occurring’ risks. In addition if
patients make clear they have particular concerns about certain kinds of risk, you should make sure they are informed about these
risks, even if they are very small or rare. You should always answer questions honestly. Sometimes, people may make it clear
that they do not want to have any information about the options, but want you to decide on their behalf. In such circumstances,
you should do your best to ensure that they receive at least very basic information about what is proposed. Where information
is refused, you should document this on the form and in the case notes.

H(‘;llth, Social Services
and Public Safety

( An Roinn
Sldinte, Seirbhisi Soisialta
agus Sdbhdilteachta Poibli

www.dhsspsni.gov.uk

May 2006
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Text:

FORM 1

CONSENT FOR EXAMINATION, TREATMENT OR CARE

WHEN COMPLETING THIS FORM

PLEASE ENSURE THAT IT IS OPEN FLAT ON A HARD SURFACE

PRESS FIRMLY WITH BALLPOINT PEN ONLY

Guidance to healthcare professionals

What a consent form is for

This form documents the person's agreement to go ahead with the investigation or treatment you have
proposed. It is not a legal waiver - if individuals. for example, do not receive enough information on which to
base their decision. then the consent may not be valid, even though the form has been signed. 'They are also
entitled to change their mind after signing the form, if they retain capacity to do so. The form should act as an
aide-memoire, by providing a check-list of the kind of information which should be offered, and by enabling
the person to have a written record of the main points discussed. In no way, however, should the written
information provided be regarded as a substitute for face-to-face discussions.

The law on Consent

See the Department of Health, Social Services and Public Safety publication Reference Guide to Consent for
Examination, Treatment or Care for a comprehensive summary of the law on consent (also available at
www.dhsspsni.go.y.Irlk).

Who can give consent

Everyone aged 16 or more is presumed to be competent to give consent for themselves, unless the opposite is
demonstrated. If a child under the age of 16 has "sufficient understanding and intelligence to enable him or
her to understand fully what is proposed", then he or she will be competent to give consent for himself or
herself. Young people aged 16 and 17. and legally 'competent' younger children, may therefore sign this form
for themselves, but may like a parent to countersign as well. If the child is not able to give consent for himself
or herself, someone with parental responsibility may do so on their behalf and a separate form (Form 2) is
available for this purpose. Even when a child is able to give consent for himself or herself, you should always
involve those with parental responsibility in the child's care, unless the child specifically asks you not to do so.
If an individual is mentally competent to give consent but is physically unable to sign a form, you should
complete this form as usual, and ask an independent witness to confirm that s/he has given consent orally or
non-verbally.

When NOT to use this form

If the person is 18 or over and is not legally competent to give consent, you should use form 4 (form for adults
who are unable to consent to investigation or treatment) instead of this form. A person will not be legally
competent to give consent if:

¢ s/he is unable to comprehend and retain information material to the decision and/or

* s/he is unable to weigh and use this information in coming to a decision.

You should always take all reasonable steps (for example involving more specialist colleagues) to support an
individual in making their own decision, before concluding that they are unable to do so. Relatives cannot be
asked to sign this form on behalf of an adult who is not legally competent to consent for himself or herself.
Information

Information about what treatment will involve, its benefits and risks (including side-effects and complications)
and the alternatives to the particular procedure proposed, is crucial for people when making up their minds.
The courts have stated that patients should be told about 'significant risks which would affect the judgement
of a reasonable patient'. 'Significant' has not been legally defined, but the GMC requires doctors to tell
patients about 'serious or frequently occurring' risks. In addition if patients make clear they have particular
concerns about certain kinds of risk, you should make sure they are informed about these risks, even if they
are very small or rare. You should always answer questions honestly. Sometimes, people may make it clear
that they do not want to have any information about the options, but want you to decide on their behalf. In
such circumstances, you should do your best to ensure that they receive at least very basic information about
what is proposed. Where information is refused, you should document this on the form and in the case notes.
Health, Social Services and Public Safety An Roinn Slainte, Seirbhfsi Soisialta
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HSS TRUST Boflpnd GP PRACTICE or ather
Hospital Unit \‘l Primary Care Provider

FORM 1 — CONSENT FOR EXAMINATION, TREATMENT OR CARE

Personal details (or pre-printed [abel)
Surname/family name ......... @)dn, .........................................................................................................

First names .o ?YQI”SA\, ....................................................................................................

Date of Birth \ﬂod.abw_ ..............................................................

0 Male @Female H+C No. (or other deniier) ... 41 2. O35 .. 7017 .........................................
Special requirements (language or other) ........: AN MARA. .. ... [0

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

Statement of healthcare professional

Responsible healthcare professional %mﬂb@%» ....... Job Title...... iwmd\ ................

Name of proposed procedure or course of treatment (icude side of body or site and briet exptanation it medtcal term not clear)

Lepacnep... Md.ﬂlauwfw*/-d{% .............................................................

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

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

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

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

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

Serious or frequently occurring risksr..J.r.QMLc \m%ﬁduhh AL AOWEDACT ‘L}'ﬂ}‘%"‘w
Bavnaye. fo ruacgrmsdin htmm%\w? [ ,‘mw;mwmm(
... M Ao SO DD LB MR e
Possible additional proé:ed%g&h}ch maQ becorkne necessary during the procedure.

@~ Blood transfusion ot@hgprocedure (please specify)..... ﬁth ....................................................
This procedure will involve: ¥General and/or regional anaesthesia [ [ocal anaesthesia [ sedation
| have also discussed what the procedure is likely to involve, the benefits and risks of any

available alternative treatments (including no treatment), any samples of tissue that may be
taken and any particular concerns of this individual.

(d The following leaflet/tape has DEEN PrOVIAEM. ........ccvvereieireeeeieereirieeee e eaes
Signed RN 1 ) S /. Date '\/l()f’)lA .............
Name (Print) .o S TELOM .o Job Title !;zmﬂf&wh%rﬁﬁ ........

Contact details (i patient wishes 10 GiSCUSS OPHONS IALEL) ..vvervsseeeeeaseiesssarsnesserssessasesssesssssassssaasnsessassssasasssssns

Statement of interpreter (where appropriats)

| have interpreted the information above to the person giving consent to the best of my ability and
in a way which | believe s/he can understand.

Signed ............... SO PRI et Date ... 102050 e,
Name (Print) ........ SIBEMIN PEABI oottt b bbb bbb ettt raes

Copy accepted by person giving consent Yes/No (please circle)

10
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Text:

Patient: Farah Bibi, age 64, HCN 412 035 7027, 14 St Anne’s Place

Female

Consultant: Ms N Stapleton

Name of Proposed Procedure: Laparoscopic Right Hemicolectomy +/- open
| have explained the procedure, in particular | have explained:

The intended Benefits: Removal of Colon Cancer

INTERPRETER USED WITH CONSENT

Serious or frequently occurring risks: Bleeding, Infection, Collection, Conversion to Open, Damage to
surrounding structures, Ureteric Injury, Anastomotic leak, Stoma, Further surgery, DVT, PE,
Pneumonia.

Possible additional procedures which may become necessary: Blood Transfusion, lleostomy
The procedure will involve general and/or regional anaesthesia

Signed by Healthcare Practitioner: J. Dillon, 11/10/22

Job Title: General Surgery ST5

Statement of interpreter: | have interpreted the information above to the person giving consent to
the best of my ability and in a way which | believe s/he can understand.

Signed Sharmin Akter 11/10/22

11
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Statement of person giving consent i

Please read this form carefully. If your treatment has been planned in advance, you should
already have your own copy which describes the benefits and risks of the proposed
treatment. If not, you will be offered a copy now. If you have any further questions, do ask
- we are here to help you. You have the right to change your mind at any time, including
after you have signed the form.

I agree to the procedure or course of treatment described on this form.

I understand that you cannot give me a guarantee that a particular person will perform the
procedure. The person will, however, have appropriate experience.

I understand that | will have the opportunity to discuss the details of anaesthesia with an
anaesthetist before the procedure, unless the urgency of my situation prevents this. (This only
applies to patients having general or regional anaesthesia).

| understand that any procedure in addition to those described on this form will only be carried out
if it is necessary to save my life or to prevent serious harm to my health.

I have been told about possible additional procedures which may become necessary during my treatment.
| have listed below any procedures which | do not wish to be carried out without further discussion.

*l agree that healthcare students, who will be supervised by healthcare professionals, may observe
or assist in my care. * You may remove this sentence without affecting your care.

O\
Signature %.Rﬁ@‘«@bb ..................................................... Date ... ARk
Name (Print) ........... ‘cﬂm\“%‘b‘ ...............................................................................................................

A witness should sign below if the person is unable to sign but has indicated his or her consent. Young
people/children may also like a parent to sign here (see notes)

SIGNATUE ..o Date .....ccccniciiiicciecsnnnenaesseerens

INGITIE (PFINE)...verveveveeeeee et ees e ee e s eee st eeseeseeeeeese et seeseeeeesaesseeaeseseesessesseeseesensaessessesaeeeeeens

Conflrmat|0n Of Consent (to be completed by a healthcare professional when the person is admitted for
the procedure, if s/he has signed the form in advance). | have confirmed that s/he has no further questions and wishes
the procedure to go ahead.

SIGNAIUTE .ttt ettt ene e Date ..oooeveeeieieeeeeee

NAME (PFINL) oottt eae e JOD THIE oo,

Important notes: (tick if applicable)

See also advance directive/living will (eg Jehovah’s Witness form)

Person has withdrawn consent .............c.ccoccevvvievieciireecceeceeene, Date...coceveeeeieeeeee

(ask person to sign/date here)

LPC 03/08/031 Web Version Oct 11 WPH000035 |

12
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Text:

Statement of person giving consent

Please read this form carefully. If your treatment has been planned in advance, you should

already have your own copy which describes the benefits and risks of the proposed

treatment. If not, you will be offered a copy now. If you have any further questions, do ask

- we are here to help you. You have the right to change your mind at any time, including

after you have signed the form.

| agree to the procedure or course of treatment described on this form.

| understand that you cannot give me a guarantee that a particular person will perform the
procedure. The person will, however, have appropriate experience.

| understand that | will have the opportunity to discuss the details of anaesthesia with an
anaesthetist before the procedure, unless the urgency of my situation prevents this. (This only
applies to patients having general or regional anaesthesia).

| understand that any procedure in addition to those described on this form will only be carried out
if it is necessary to save my life or to prevent serious harm to my health.

| have been told about possible additional procedures which may become necessary during my
treatment.

| have listed below any procedures which | do not wish to be carried out without further discussion.
*| agree that healthcare students, who will be supervised by healthcare professionals, may observe
or assist in my care. * You may remove this sentence without affecting your care.

Signature Farah Bibi, Name (Print) Farah Bibi, Date 11/10/22

A witness should sign below if the person is unable to sign but has indicated his or her consent.
Young people/children may also like a parent to sign here (see notes)

Signature.................. Name (Print).....ccccceeecuneeennn. Date .....cccceeeenes

Confirmation Of consent (to be completed by a healthcare professional when the person is admitted
for the procedure, if s/he has signed the form in advance). | have confirmed that s/he has no further
qguestions and wishes the procedure to go ahead.

Signature........ceu...... Name (Print).......cccceeveennee. Job title.....Date .................

Important notes: (tick if applicable)

See also advance directive/living will (eg Jehovah's Witness form)

13
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Operation Note

EROYAL,

HOSPITALS
Operation Notes
Name Tomd Bl
Address It &t dautn Ulag
y“’ﬂ'{m’vr Fill in patient details opposite
or affix ID label here
DOB {i{ /S / 2L
Male [] Female

Hospital No.___ 412 D3S 7027
Consultant in charge ’m/-um ‘fL Maalolr

I
Consultant anaesthetist in charge i e j\/m

Operation Notes

Theatre | p— Date \\_/(0/9 fI0
Surgeon ”Lm\ t Q AQL M Scrub nurse /g ﬂYMM\A
1st assistant ﬂ 4N é)l 4 iPQQ I i Anaesthetist i e 74;2,«_0

2nd assistant

Procedure

Luparreqic: Rk Yomidicl,

Operative details and diagrams (continue overleaf if required)
%mmﬂ anankhlie
'L mw M el Al puddign
Q/V\UMV\/U‘NJMV\/ L‘v{r qum—w Mudng/ h
L + S AYWr{% /V\UM o gh}\%t’ N
w pedude Tdudidheed + medial mobdovalion carrud
Dodonum Al « /(\A‘O“E/(M

WPHO000276  Revised 10/12 0512060

14
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Text:
Operation Notes

Patient: Farah Bibi, age 64, HCN 412 035 7027, 14 St Anne’s Place

Date 11/10/2022
Consultant Responsible: Ms N Stapleton

Consultant anaesthetist: L. McKane

Operation notes
Theatre 1, date 11/10/22, Surgeon: Ms J Dillon ST5, Assistant: Stapleton
Scrub nurse: S Philips

Procedure: Laparoscopic Right Hemicolectomy

Operation details and diagrams:

General Anaesthetic

Antibiotics given

Urinary catheter inserted

Infraumbilical incision

12mm port inserted at umbilicus

Pneumoperitoneum by Hasson technique

12mm and 5mm ports placed under direct vision

lleocolic pedicle identified and medial mobilization carried out

Duodenum visualised and protected

15
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Operative details and diagrams (continued)

Hom-0- Lok x3 Ko toouolic Wx&w& + twnded ok L%M/Cr
avvaun,
lodead waolibinabion Ko M“”‘L“‘ %ﬂbwwe
Uepatie, flounce fodlye aolilind + righe brund of muddl
colin wﬁmg /rﬂ
A{\WNL \AM/UI\/A- M

o reecod ¢ remoresd
bids - o nide  anatomenis W g, TLCTS ¢
TA 90 owd WWL

Closure

O'Vicmdﬂ fo wliiewy 30 N\mvo-maﬁ Lo nleon

Drains

Yes/No (if yes record size)

e

Post-operative instructions

Dhanad rave . ot ¢ doonke . Dovluime  cicare.
WV ids down Koot Ay mmvb,
Signature 3, rDAM@‘V\ (STS—

16
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Text:

Operative details and diagrams (continued)

Hemo-o-lok x 3 to ileocolic artery and divided, two clips to remain

Lateral mobilization to hepatic flexure

Hepatic flexure fully mobilised and right branch of middle colic artery preserved
Midline wound extended

Specimen resected and removed

Side to side anastomosis formed using TLC 75 and TA 90 and oversewed

Closure

J-Vicryl to umbilicus, 3.0 monocryl to skin

Drains

No

Post-operative instructions
Enhanced recovery

Eat and drink

Continue clexane

Mobilise from tomorrow

Catheter out when mobile

IV Fluids down tomorrow if drinking

Signature J Dillon

17
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Histopathology

CLINICAL DETAILS

Bulky caecal tumour. Laparoscopic right hemicolectomy.
PATHOLOGIST'S REPORT

GROSS DESCRIPTION

TYPE OF SPECIMEN: Right hemicolectomy

SITE OF TUMOUR: Caecum

LENGTH OF SPECIMEN: 140mm terminal ileum,170 mm caecum / ascending colon, 70 mm appendix
MAXIMUM TUMOUR DIAMETER: 65 mm

NATURE OF TUMOUR: Polypoid

TUMOUR PERFORATION: No

DISTANCE OF TUMOUR FROM NEAREST CUT END: Distal 110mm

HISTOLOGY

Click HERE to view digital slide

HISTOLOGICAL TYPE: Adenocarcinoma

DIFFERENTIATION: Moderately differentiated

LOCAL INVASION (TNM8): pT3

MAXIMUM DISTANCE OF SPREAD BEYOND MUSCULARIS PROPRIA: 5 mm
DEEPEST LEVEL OF VENOUS INVASION: None

DEEPEST LEVEL OF LYMPHATIC INVASION: Extramural- block B4

DEEPEST LEVEL OF PERINEURAL INVASION: None

18
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LYMPH NODES:

Click HERE to view digital slide

Number identified: 21

Infiltrated by tumour: 0
APICAL NODE: Not Involved
NUMBER OF TUMOUR DEPOSITS: None
PERITONEAL INVOLVEMENT: Not seen - see comments
PROXIMAL MARGIN: Not involved
DISTAL MARGIN: Not involved
NON-PERITONEALISED CIRCUMFERENTIAL MARGIN: Not involved
HISTOLOGICAL MEASUREMENT FROM TUMOUR TO NON-PERITONEALISED MARGIN: 1.3mm
PREOPERATIVE THERAPY GIVEN: No
PREOPERATIVE THERAPY RESPONSE: Not applicable
HISTOLOGICALLY CONFIRMED METASTATIC DISEASE: No
pTNMS8 STAGING: pT3NO

COMPLETE RESECTION: Yes (RO)

DIAGNOSIS
CAECUM
ADENOCARCINOMA
LYMPH NODES

NEGATIVE FOR TUMOUR

19
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Day 3 post-op

Mrs Bibi is recovering on the surgical ward. IV fluids have been stopped, catheter has been removed
and she is tolerating a light diet. Her pain was initially controlled with a PCA but she is now on oral
analgesia. The F1 on the ward has been asked to see her urgently as she has developed chest pain

and shortness of breath.
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Case 1 Part 2 Facilitator Materials

Text:

Patient: Farah Bibi, age 64, HCN 412 035 7027, 14 St Anne’s Place

14/10/22 13.30 Connors F1 - urgent review
ATSP re. reduced sats
D3 Laparoscopic Right Hemicolectomy

Sudden onset chest pain on breathing in and SOB at 13.15. Obs checked and sats reduced, increased
when 02 applied. Attended immediately.

A — Patent

B — RR 30, Sao2 92% on 40%v 02, chest examination — reduced air entry, some scattered creps
C—Pulse 126, BP 130/80, CRT <2s, ECG — sinus tachy

D - GCS 15/15

E—Temp 37.5

Impression:

P:

Signed Connors F1
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Case 1 Part 2 Facilitator Materials

Kardex

Medicine Prescription an
Administration Record

d Record number of Kardexes in use:___of "
Rewritten on (date):
Rewrite checked by:

Allergies / Medicine sensitivities

‘Write in CAPITAL LETTERS or use addressograph

This section must be completed before prescribing and administration
except in exceptional circumstances

AR\

gat%t of | Medicine/allergen | Type of reaction gignatux&e/ e Surname: —
eaction (eg. rash) , esignation/date First names: FﬁRﬁ H

fericillin

mb\ aL “//0/22 Health and Care no: LHZ qu ?‘D’l:}'

DOB:. bw

Hospital: &Q H _ Ward: SM E‘l’l E L\/
Consultant: 51 ()LFT QN Date of admission: “ 2 \Q. 7_1

Date Weight Height BSA
No known allergies (Please tick =
O gles ( ) A0 22 | Sl 170cm
Signature / Designation: Date: J
Risk factors that may |IIEEEL [] Hepatic E] Pregnancy D Breast [:] Other (please specify) Common abbreviations for
require consideration for impairment impairment feeding routes of administration
dose adjustment and
medicine choice Buccal = BUCC
. . Inhalations = INH
Slgnature: Intramuscular = IM
Date: Intravenous =1V
e : : Nasogastric = NG
Additional charts in use (tick each chart) Nebu?ised — NEB
Other prescription charts in use must be referenced on the main prescription record. Attach all additional A4 charts to the Medicines Oral = PO
Prescription and Administration Record. If a chart is no longer in use, put a line through the selected box below and date and sign it.
Per gastrostomy = PEG
[(JsClnsuln ] TDM (Therapeuticbrug [ Fluid balance [ PCA (patient [ ] TPN  [] Dietetic e & e
: Monitoring) eg. gent ; Controlled ; B
Ow Insulin vaﬁ?;::y:ﬁ] ST (] chemotherapy Az;;z:a) [ other (please specify) ?;lsihcr:i;ual = ‘Srlép
[[] Anticoagulant [] SC syringe pump O f:c%“;fjthe“c [JEpidural Transdermal = TD
Vaginal = PV
Medicines management section
e
E’gedication history ~ Source: iﬁwli . Signature: OC Date: l\/[ 0/22 gn‘ce ‘:ja’!ly = gg
wice daily =
D Patient’s own drugs brought in D Medication card required on discharge Three times daily = tds or tid
[] Monitored dosage system filled by: _ Day of week: Phone no: || Four times daily = qds or qid
Every morning = mane
D Medicines reconciled by pharmacist ~ Signature: _ B _ Date: . Every night = nocte
Codes for recording omitted doses Review delayed or omitted doses at each medicine round
@ = Nil by mouth @) = Patient not available (® = Vomiting @ = Other (Record on pg.13)
(@ = Patient refused @ = Route not available (® = Drug not available = Prescriber enters for each dose to be withheld

For guidelines on prescribing and administration refer to Trust Medicines Code

Additional notes on medicines

(For example, any medicines withheld on or during admission or discontinued must be specified here with medicine, dose, reason withheld and signature)

Qﬂv\m‘lgol‘;' (Dw\rj 00 oN MOLD

Contents Page Contents Page Contents Page
VTE risk assessment 2 Regular injectable medication | 6-7 | As required medication 14-15
i g L - -, " Once only medicines and
Anticoagulant/antiplatelet medicines (All routes) 3 Regular non-injectable medication 8-12 pre-medication 16
Initial antimicrobial medication (All routes) 4 Oxygen | 13
o i i : Omitted doses of medicines coded (Z) or
Finalised antimicrobial medication (All routes) 5 delayed doses >2 hours 13




Case 1 Part 2 Facilitator Materials

Text:

Patient: Farah Bibi, age 64, HCN 412 035 7027, 14 St Anne’s Place

Allergy — penicillin (rash as a child)

Surgical ward, Consultant Stapleton, date of admission 11/10/22
Medication history source ECR

Ramipril 10mg OD ON HOLD
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Case 1 Part 2 Facilitator Materials

? Venous Thromboembolism (VTE)
Risk Assessment for Hospitalised ratent ome:__ FOHLAN BIR)
Adults (excluding obstetric patients) vac vumper: 12 (055 7097 Dos; AO(Q bl

Step 1: Assess for level of mobility — All patients

- [Tk S rT|ck - - | ik
Medical patient expected to have Medical patient NOT expected to have
Surgical patient \/ ongoing reduced mobility significantly reduced mobility
relative to normal state ‘

relative to normal state
Assess for thrombosis and bleeding risk below (Complete steps 2 — 5) Risk assessment complete (Go to step 5)

Step 2: Review thrombosis risk
Any tick for thrombosis risk factors should prompt - consideration for thromboprophylax:s

Patient related } Tick Admission related - T'Tickf
Active cancer or cancer treatment Significantly reduced mobility for 3 days or more |

Age >60 ! / Hip or knee replacement 1
Deﬁydration Hip fracture |
Known thrombophilia? N - T Total anaesthetic + surgery ‘time >90 minutes k\/
Personal history/first degree relative with history of VTE j Surgery involving pelvis or lower limb with B
One or more significant medical comorbidities (eg. heart disease; ‘ anaesthetic + surgery tirmie;>.60 minutes

metabolic, endocrine or respiratory pathologies; acute infectious Acute surgical admission with inflammatory or

diseases; inflammatory conditions) . intra-abdominal condition

Obesity (BMI >30kg/m?) | Critical care admission

Use of hormone replacement therapy o [ Surgery with 5|gn|ﬂcant reduction in moblllty

Use of oestroée}rcontalmng oral contraceptive therapy [ The above risk factors are not exhaustive, additional risks may be

Varicose veins with phlebxtls considered. Other:

Pregnancy or <6 ‘weeks post partum
(see obstetric risk assessment for VTE)

Step 3: Review bleeding risk
Any tick should prompt staff trowcrtﬂsider |§ tﬂieqing Lisk is sufficient to prec|ude pharmacologlcal intervention

Patient related Tick | Admission related rTch(
Active bleeding R - ) | Neurosurgery, spinal surgery or eye surgery . ]
Acquired bleeding disorder (such as acute liver failure) Iign;t;irrspuncture/ epidural/spinal anaesthesia expected in the next

Concurrent use of anticoagulants known to increase risk of

bleeding (such as warfarin with INR >2 or DOAC/NOAC such as Lumbar puncture/epidural/spinal anaesthesia within the previous 4

apixaban, dabigatran, edoxaban or rivaroxaban) hours
Acute stroke Other proceclure with high bleeding risk K
Thrombocytopaenia (Platelets <75x10°/1) [ The above risk factors are not exhaustive, additional risks may be |

Uncontrolled hypertensmn (>230/120mmHg) considered. Other:

Untreated inherited bleeding disorder (such as
haemophilia and von Willebrand’s disease) \

Step 4: Tick the approprlate risk category

Tick [ Tick ' T Tick
High risk of VTE with \/ - High risk of VIE with | ) I
Risk of VTE low bleeding risk significant bleeding risk ‘ Low risk of VTE
Yes \/ ‘ Pharmacological eg. LMWH L/
Is thromboprophylaxis indicated? : Type prescribed | -
No Mechanlcal eg. Antiembolic compression hosiery = /

Sﬁp 5: Signature
VTE risk assessed Signature: _ CX (:@ W) O Print rj(a)me: A . [0 WNWOCS
_Wae 22

on admission
Date Time: ]

VTE risk should be re-assessed within 24 hours and whenever clinical condition changes

For further information on pharmacological and mechanical prophylaxis, refer to Trust Thromboprophylaxis Policy
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Case 1 Part 2 Facilitator Materials

Text:

Patient: Farah Bibi, age 64, HCN 412 035 7027, 14 St Anne’s Place

Step 1 — Assess for level of mobility — All patients
Surgical patient
Step 2 — Review thrombosis list

Active cancer or cancer treatment, age >60, dehydration, total anaesthetic and surgery time
>90mins

Step 3 — Review bleeding risk

Step 4 —Tick the appropriate risk category

High risk of VTE with low bleeding risk

Is thromboprophylaxis indicated? Yes

Type prescribed: pharmacological and mechanical
Step 5 —signature

VTE risk assessment on admission

Signature A Connor, print name A Connor, date 11/10/22, time 08:30
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Case 1 Part 2 Facilitator Materials

%ulants & Antiplatelets

(All Routes
Check allergies/medicine sensitivities and patient identity

Patient Name: f&rah Bl\bl‘
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o A
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= : :
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v
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Case 1 Part 2 Facilitator Materials

Text:

Patient: Farah Bibi, age 64, HCN 412 035 7027, 14 St Anne’s Place

Enoxaparin 40mg SC NOCTE 22.00

TEDS stocking TOP over 24 hours

Signed A Connors Prof no 7989321 bleep 4484
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Case 1 Part 2 Facilitator Materials

’Regular non-injectable medication

Check allergies/medicine sensitivities and patient identity
Prescribe anticoagulants/antiplatelets on page 3 only

Patient Name:

m D5 017 oon Agje O

farah Bib'

Year:

Circle times or enter variable dose/time

|Day and month:

>

H/ID ?/l) B/u #/U

Medicine

1D

US| s 16

Frequenv) s p date 10%
0 |- RN
i % icath Signature 00
I instructiefis/ Indication 9 12
Special instru /Indi / '_f) Dz LD |
J 14
Medicines Recondiliation (crde) /" “Supply = | | | cd B o [ = i
Pre-admnsslon ‘ lncreased Decrfnsed [ ne léw N o £ V | z
Sign a_(’ F‘r&f 'n70 7” i ,z! |Pharmacist f' ‘LD ! | .
e (Y (QONO(S meew  UeR NS | IS VS |
Medicine "} ' Start date B—éo | | |
Qavmpm L0 et I e ey O L R |
Dose l 0 Route Frequency  Stop date H D LD
\
LN NORR S o
Special instructions/Idication ignature |12 ‘
1 ! } — —
14%
3 Medicines Reconciliation (cx'rcle)_ T SUPDIY | I | S— ) SO !
Pre—ad nss lnaeased Decrrzsed “‘ New 180 ‘ [
Sign Prof no I‘) |Pharmacist } 1 - 7\ - - |
) A 7 qg 2/ 220 ‘
Print 0 }'Vl/lm Bleep j( RK ! | I
Medicine Start date | | |
06~
| [ 1 t t ==
Dose Route Frequency  Stop date 10%
A | N
Special instructions/Indication Signature | 1200 ‘
! | — | - || A— | M- |- I
, 14 \
Medicines Reconcilation (circle) [Supely | | | | =¥ - |
Pre-admission Increased | Decreased |
dose |  dose | dose SN ‘ 18%
Sign Prof. no. Pharmacist ! e b . S . |
: 22"
Print Bleep
Medicine Start date |
06~
| ! il — S ) T
Dose Route Frequency  Stop date 10% ‘
i 1 =i
Special instructions/Indication Signature: || 1200 ‘
! } . t
. 14 % |
Medicines Reconciliation (circle) ‘Supply | | S | -
Pre-admission | Increased | Decreased | pew | ’
dose | dose dose ‘ New | 18»
Sign Prof. no. Pharmacist | - . 44 - N l .
22% ‘
Print . Bleep | |
Medicine |Start date |
06>
! = == = =
Dose Route Frequency  Stop date 10% i
g { | T 7 ; i
Special instructions/Indication [Signature 11200 |
T ==t 1 = - R s
| 14%
Medicines Reconcillation (circie) tsu"p'y | | ) et Wy - R
Pre-admlsslon Increased | Decreased |
1 dose | dose mew 18>
Sign Prof. no. Pharmamst ! = = fs
00
Print Bleep | 22 |
Medicine |Start date | |
0600 |
1 - ——t
Dose Route Frequency  Stop date 10%
! |  —1 W === —i — —
Special instructions/Indication :Signature 12 |
- 7( 7‘ SR 1 —_— ’7 ! S —
R : 14% ‘
L Medicines Reconciliation (circle) e 15upply | == . | | o
Pre-admission | Increased Decreased |
o [ [ [ | 18% ‘ |
Sign Prof. no. |Pharmacist ! | — =S SR
00
Print Bleep | 22
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Case 1 Part 2 Facilitator Materials

Text:

Patient: Farah Bibi, age 64, HCN 412 035 7027, 14 St Anne’s Place

Regular non-injectable medication: Paracetamol 1g QID PO, Ramipril 10mg MANE OD ON HOLD.
Signed A Connors Prof no 7989321 bleep 4484
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Case 1 Part 2 Facilitator Materials

13

Oxygen section - "
For use in adult patients (16 and over) ratrane QN BB
¥ H&C Numben:_u'_g-ms_zm;?_ Dos_%f_blé_

A prescriber must prescribe the initial flow rate and device. Prescriber: For most chronic conditions, oxygen should
The method and rate of oxygen delivery should be altered by nurses or other | be prescribed to achieve a target saturation of 94-98% (or
healthcare professionals in order to achieve the prescribed saturation range. | 88-92% for those at risk of hypercapnic respiratory failure
ie. CO, retainers).

NB. The initial prescription does NOT need to be rewritten if the device

or flow rate is changed by the nurse or physiotherapist who must Is the patient a known CO, retainer?
document the change in clinical notes. Remember, rapid changes in [ Yes D‘“ﬁ
clinical condition require medical review.
Prescription: XYGEN p Administration: Check and record flow rate (FR)/device (D) at each medicine
o) round or other times specified.
Year: Day and month: ——» ‘ [ ]
/)/OILZ Other times: — |
D Continuous oxygen therapy 06* | | |
r ‘When required’ oxygen therapy 7FR/D | : [ | | [ ] [
Target oxygen saturation [ ]88-92% DM{QB% ELI E 77| I ‘ ol ‘ =
RD| | { |
Other saturation range: B AL S P i { el e
00
Tick here |:] if saturation not indicated and state reason eg. end 71% i | s | Jo— = i
of life care FR/D | ‘
Ali— | e | I | et — i —
( Starting device and flow rate: Start date | Stop date 14% | i | | [
\ O ®mo| | ' B B
NC “ 6 Signature — — — e —
18 ‘

7/‘?3(1 k) 2 [Pharmacist 200 | T |
Print name A‘(onno [y Bleep l_é [Lg’, FR/D } ‘ —t —_— | S— L

Guidance on administering oxygen therapy Nurses: Sign this prescription chart on every drug round. Record flow rate and de-
vice (FR/D) at each drug round using the codes. Oxygen saturations should be recorded on the patient’s observation chart.

|
SR S— ) t { 4 . — . — J——

Signature Prof. No. ‘ FR/D |

A Air (not requiring O,, weaning or on PRN O,) CP  Patient on CPAP system [SM Simple mask 1f a ward patient is requiring high
flow oxygen via non rebreather
V24 Venturi 24% (change figure as appropriate for % in use) NIV Patient on NIV system |RM Reservoir mask mask, consider medical review.

If target saturations are 88-92%,
N Nasal cannulae (eg. 2 litres via nasal specs, prescribe as '2L/N') |OTH Other device (specify) |TM Tracheostomy mask | nebulised drugs should not be
driven by oxygen (unless specified
H28 Humidified oxygen at 28% (change figure as appropriate for percentage in use) by the doctor).

Omitted doses of medicines coded (7) or delayed doses >2hrs

c Date Time Medication, Dose, Route Reason for omission coded @/delay >2hrs Signature
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Case 1 Part 2 Facilitator Materials

Text:

Patient: Farah Bibi, age 64, HCN 412 035 7027, 14 St Anne’s Place

Oxygen section

Prescription: Oxygen

Year: 2022

Is this patient a known CO2 retainer? No
When required oxygen therapy

Target sats 94-98%

Starting device and flow rate 2litres NC
Start date 11/10

Signed A Connors Prof no 7989321 bleep 4484
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Case 1 Part 2 Facilitator Materials

As required medication (v i
. - sgias ~aain " " g Patient Name:
Check allergies / medicine sensitivities and patient identity

Check regular medicines ; Hac humber: (1. )25 7—? BOR; A%e‘éﬂL

Ondgusetron LLID o |l

q (g oute  Frequency pdate | | ;
V]A Time
W@i@ um\ %seh wsisnawre | 240 15 |

Cr i \

Medicines Reconcillation (circle) pRY /
Pr&admlslon | In%-::esed Decr?:ed @ {_ Route “/ ‘
Sign M Prof. no. 7 TPharmaast Given IWS
e [ (QAIOM) e W40 il i

Medicine

Medicine Start date \
Shortec ——— TTTTD | e Yo %o
IRoute F bvo Stop date |
il Time
EWda"“““MndIGUOn pQ'Tlem@—hm‘Slgnamre ilng: 'UWNI?
F(V.Eedldnsnemnuuauan(dr;e‘)som Supply | Doje/ y 5
e l l = é Route Pb f’D

dose dose

Sign aL me no. 79% Al amacist | Given VO i
pit (Y (DONQLS  Bleep LNQQ b |/l AR @

— 0% NoCl__ [FiT[ o= ||
L Toml ip G0 [

Special instructions/Indication [Max dose in 24hrs dod(

OV —
rledgqns Rz_mﬂn;i_lla_tbn (circle) oy

" Pre-adr [ /] Rnute
dose dose dose ==

Dose/ -

Sign \L Prof. no. -” Pharmacist Given
poe [} (DS seo WK}F u

Medicine Start date
Date
se Route |Frequency Stopdate |
Time
24 hr
[Special instructions/ Indication Max dase in 24hrs |Sgnature itk
=———|Dose /
ek _|<upan ,
Wedicines Reconcilation (circle) SUPRY 7

i | st | Dozt | e SRowe O

Sign Prof. no. Pharmacist Given
Print Bleep by
Medicine ; [Start date
Date
[Bose Route |Frequency  |Stopdate |
Time
- & 24 hr
|Special instructions/ Indication Max dose in 24hrs |9 dlock
=————|Dose /
I
| Medicines Reconllation (circle) il i
e Decres /Rout
_ dose dose [ dose L) AL
Sign Prof. no. Pharmacist | =iven
by
Print Bleep
Medicine Start date
Date
Bose Route |Frequency  |Stopdate | 1
Time
: 24 hr ‘
|Special instructions/ Indication Max dose in 24hrs |9 otk
Supply Dosg//
Med}dns Remndllaﬂon (dlde) /
Premsslon lncreased | Deaeased New //ioite
Sign Prof no. Pharmacist | cian
by
Print Bleep
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Case 1 Part 2 Facilitator Materials

Text:

Patient: Farah Bibi, age 64, HCN 412 035 7027, 14 St Anne’s Place

As required medication 0.9% NaCl 2.5m| NEB QID, Ondansetron 4-8mg PO/IV BD max 16mg in 24h,
shortec 5mg 4-6 hourly PRN

Signed A Connors Prof no 7989321 bleep 4484
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Case 1 Part 2 Facilitator Materials

Investigations
412 035 7027 BIBI, Farah (Female / 64 years)

Complete Blood Count

Number 1 | Ref. Range (Units)
Collected 14-Oct

2022

14:00
Signed &
Source BHSCT
HGB * 100 | 130-180 (g/L)
HCT *0.30 | 0.40-0.54 (L/L)
WBC *12.2 | 4.0-10.0 (x 10°/L)
PLT *100 | 150-450 (x 10%/L)
RBC *3.2 | 3.8-5.8 (x 10*2/L)
MCvV * 71 | 76-100 (fL)
MCHC * 300 | 320-360 (g/L)
MCH * 25 | 27-32 (pg)
NEUT *8.0 | 2.0-7.5 (x 10%/L)
LYMPH *3.8 | 1.0-3.5 (x 10%/L)
MONO 0.3 | 0.2-0.8 (x 10%/L)
EOSIN 0.06 | 0.04-0.4 (x 10°/L)
BASO 0.01 | 0.01-0.1 (x 10°%/L)

* Denotes abnormal result

Electrolyte Profile

Number 1 | Ref. Range (Units)
Collected 14-Oct

2022

14:00
Signed ~
Source BHSCT
Sodium 135 | 136-145 (mmol/L)
Potassium 4.1 | 3.5-5.3 (mmol/L)
Chloride 95 | 95-108 (mmol/L)
c0o2 23 | 22-29 (mmol/L)
Urea 5.0 | 2.5-7.8 (mmol/L)
Creatinine 47 | 45-84 (umol/L)
eGFR >60 | <60 (mL/min/1.73m?)

* Denotes abnormal result
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Case 1 Part 2 Facilitator Materials

Liver Profile
Number 1 | Ref. Range (Units)
Collected 14-Oct
2022
14:00
Signed &
Source BHSCT
T. Bilirubin 13 | <21 (umol/L)
ALP 58 | 30-130 (U/L)
AST *40 | <32 (U/L)
GGT 27 | 6-42 (U/L)
ALT *35 | <33 (U/L)
Albumin 40 | 35-50 mg/L
CRP
Number 1 | Ref. Range (Units)
Collected 14-Oct
2022
14:00
Signed ~
Source BHSCT
C reactive protein *164 | <5 (mg/L)
(CRP)
D dimer
Number 1 | Ref. Range (Units)
Collected 14-Oct
2022
14:00
Signed ~
Source BHSCT
D dimer *1.87 | <0.5 (mg/L)
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Case 1 Part 2 Facilitator Materials

NT pro-BNP
Number 1 | Ref. Range (Units)
Collected 14-Oct
2022
14:00
Signed e
Source BHSCT
NT pro-BNP 300 | 5-349 (pg/mL)
Troponin T
Number 1 1 | Ref. Range (Units)
Collected 14-Oct 14-Oct
2022 2022
14:00 15:00
Signed e e
Source BHSCT BHSCT
Troponin T 9 9 | 0-14 (ng/L)
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Case 1 Part 2 Facilitator Materials

ABG

Number 1 | Ref. Range (Units)
Collected 14-Oct

2022

14:00
Signed 4
Source BHSCT
Sample type Blood
Blood type Arterial
Temperature 37.0°C
FiO, 40%
pH *7.48 | 7.350-7.450
pCO2 *4.22 | 4.30-6.40 (kPa)
p02 *7.9 | 11.00-14.40 (kPa)
Na* 135 | 133.0-146.0 (mmol/L)
K* 4.1 | 3.50-4.50 (mmol/L)
cr 95 | 95.0-108.0 (mmol/L)
Ca?* 1.3 | 1.150-1.350 (mmol/L)
Glu 6.7 | 4.0-7.7 (mmol/L)
Lac *1.6 | 1.0-1.4 (mmol/L)
tHb *100 | 115.0-180.0 (g/L)
Hct *0.3 | 0.370-0.540 (%)
SO, *92 | 94.0-98.0 (%)
BE 0.45 | -2 - +3 (mmol/L)
cHCO3 23.1 | 22.0-29.0 (mmol/L)
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Case 1 Part 2 Facilitator Materials

Vent rate 110 BPM
PR int 135 ms
QRS dur 90 ms

071/0Te 312/317 ms
P-R-T axes 9-15 36

SINUS TEIWCRRIIU\

ABNORMAL RHYTHH EC
MERFRE“TION !kSED ON A DEFAULT AGe OF 40 YEARS

UNCONFIRMED REPORT

WWWMMMWMMMNWNW

| i | | | |
HE “ **“l et O O A 5'"T'§T’ i Hj

R M i.;,wef'.,.,z,,iz_
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Case 1 Part 2 Facilitator Materials

Chest X-ray
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Case 1 Part 2 Facilitator Materials

ADDITIONAL FACILITATOR MATERIALS

Specialty Trainee Review

CLINICAL NOTES Eifren

e b €
A M/s/Miss & A ‘D
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:\?:renr:a(a;nz 3 G OZ:?J:atiun 14 M VL’W"“\S ﬂe\u \ W G
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regues! letter or EACH ENTRY TO BE ; :
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Case 1 Part 2 Facilitator Materials

Text:
412 035 7027 BIBI, Farah (Female / 64 years)
14/10/22 14.15 Dillon ST5 urgent review

ATSP re. chest pain and SOB

D3 lap R hemicolectomy

Sudden onset chest pain and SOB at 13.15. Chest pain R sided, pleuritic, no radiation. Associated
with acute shortness of breath. New cough productive of clear sputum. Low grade temp 37.7.

O/E
A — Patent

B — RR 28, Sao2 92% on 40%v 02, using accessory muscles, chest examination — Reduced breath
sounds at base, no crepitations, no signs of DVT.

ABG — Type 1 respiratory failure, PaO2 8 on 40% 02

CXR — basal atelectasis

C - pulse 126, regular, BP 125/75, CRT <2s, HS 1+2+0, no peripheral oedema,
Past 24h Input 2950ml/Output 3000ml.
ECG — sinus tachycardia, nil ischaemic change.

D — Alert, GCS 15/15, PERLA, BM 6.9
E—-temp 37.7

Abdomen exam — no concern re wound
No signs of bleeding.

Catheter draining clear urine.

Kardex — prophylactic enoxaparin prescribed
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Case 1 Part 2 Facilitator Materials

Text:
Impression:
Pleuritic chest pain ?PE

?LRTI/HAP

Plan:

Urgent bloods, D dimer, BNP, TnT, procalcitonin
Urgent CTPA — discussed with radiology

Blood cultures if temp spike

Sputum O&S

Increase 02 to 60%

Therapeutic enoxaparin for ?PE

Cover with IV Abx (pen allergic) for ?LRTI

Continue input/output

Patient for escalation in event of further deterioration

Signed J Dillon ST5
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Investigations
CTPA

Axial view

Left lower lob PE — axial view
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Coronal view

Left lower lob PE — coronal view
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STUDENT MATERIALS

NEWS Observation Chart

HSC Belfast Health and Specﬂinstructions ‘Use addressograph-otherwise write in capital
/J Social Care Trust ‘ Surname: B3 b
S \ i}
caring supporting improving together First names: Coar m\/\

Observation Chart for the os___flge bl ..
National Early Warning Score (NEWS 2) bl e

NEWS  key Date |14y /i [1e/10 | 14/10] e frofisfro [Wefio] — |iefro | l Date
o 1 ZE Time 030D 100 Gonhﬂor-%s w0 15| [wes | | | | Time
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2124 1 2 ] i 3 | ] Bl : o T g L X ] [ 2124
Respiratio 18:20{ 10 | Q 1820
1517 | T | | 15-17
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911 I 1 911
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206 146 [ | | [ Iyl | 29
9495 4L [ 94.95
0. Scale 9293 ER [ ] e e e P e e e 9293
<91 <91
SpO, Scale ot 297000; L = 4 | T h 2970n0;
Oxygen saturation (%) 959600 | | 3] = [ 2 ) P e e B [ e 95.960n0;
Use scale 2 if target range is 93-94n0: 93-940n0;
88:92%, eg. In hypercapnic 293 cnair | | [ 293 onair
respiratory failure — - —
88-92 | | | 88-92
TONLY e Scie 2undee. | —— e e - : i el
the direction of.a quaified | sa-85| | -] A L : ) 24-25
dlinician $83% <83%
Airoro e A=air| || | A=Air
o:L/min (12100 (60 14D VAT ARY 00 | | o g | = | L 0;L/min
pevice |V | NN | pml | Device
2220 2220
201219 [V] | | N 1 01218
A S g 181-200| \ : j 181-200
3 161-180 | 161-180
141-160 123 | 1na g L1355 U | 141-160
12140(, 7 V1 [T [l 121-140
111120 | (D 111-120
101-110 101-110
91-100 72 7 e [ e | k[ ] ~ | fo1-100
81-90 81-90
71-80 71-80
61-70 61-70
51-60 51-60
<50 <50
2131 2131
121-130 | GBS [ [ ~|1211130
S 111-120 : T ] =i 111-120
4 101-110 0% 101-110
, 91-100 b 1 91100
81-90] 40 [ 81-90
71-80 1 71-80
61-70 i 61-70
51-60 51-60 r
41-50 1 41-50 o
31-40 31-40 ¢
<30 <30 3
Net| A 1p | A AlAlA A Alert £
Confusion Cnnluslc}L %
0 0 e v 1 r___é
P P 2
u u 5
2391° Erel Fr X e el AP E ; T &
381-39.0° 1 381-39.0° €
emperature 1380|374 32S[ 7 1b [ ] (v 371380° E
361-37.0° |3 | | BN 36.1-370° :
351-36.0° 1 351-36.0° €
<350° <35.0° z
Blood ga 69 6 Blood Suga g
ota! PR FE R KIEN NN otal I8
Monitoring frequency| ¢ (1 [nt] lent] font] oat] ont]_|lnl! 1T Monitoring | §
Escalationof care YN/ \/ |Y | Y | Y |Y | v |y Y Escalation | =
Pain score (0-10) Pain i
Nausea score (0-3) Nausea E,,
Pulse check (1) Pulse check (1) | £
Pulse check (R) Pulse check (R) [ 2
Initials| 10 | Lo [Lp Lo LO|LO|LO Lo Initials
Observation frequency| &' | ¥ | (s | fsut| lont] Gut | (il Gl Obs. Freg.
@Roval College of Physicans 2012 0540969 WPNO0O106  Hovised Fob 22
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Text:

412 035 7027 BIBI, Farah (Female / 64 years) 14/10/22

NEWS Observation chart

0800 RR 20 /min. pulse 96/min BP 119/75. Sa02 94% on 1INC. Temp 36.9. Alert. NEWS 4
1200 RR 22/min pulse 96/min BP 127/78. Sa02 94% on 2I. Temp 37.1 Alert. NEWS 5
1300 RR 24/min, pulse 109, BP 129/80, Sa02 92% on 4l NC, temp 37.2. Alert. NEWS 7
13.30 - RR 30 /min. pulse 126/min BP 130/80. Sa02 92% on 40%v O2. Temp 37.5, Alert. NEWS 9
13.45 — RR 30/min, pulse 129, BP 135/85, Sa02 93% on 40%, temp 37.2 Alert. NEWS 9
14.00 — RR 28/min, pulse 126, BP 125/75, Sa02 92% on 40%, temp 37.7. Alert. NEWS 9
14.15 — RR 30/min, pulse 125, BP 120/75, Sa02 92% on 60%, temp 37.6. Alert. NEWS 9
Patient at radiology

14.45 — RR 32/min, pulse 140, BP 110/69, Sa02 92% on 98% humidified, 37.5. Alert. NEWS 11
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Se@sis Screening Tool

Are any two of the following SIRS* criteria present?

Clinical Response to NEWS ‘.‘riggers

NEWS :’Frequencyof Clinical response

score | monitoring (Variance with response must be

« Temperature: <36 or >38.3°C  + Respiratory rate: >20/min
| { documented)

« Heart rate: >90 bpm + WCC >12 or <4 x109/L

0 Minimum 12 hourly e Continue routine NEWS with every set of
observations. If YES patient

has SIRS

Does your patient also have a history or
signs suggestive of a new infection?

For example:
« Cough/sputum/chest pain « Dysuria
« Abdo pain/distension/diarrhoea  « Headache with neck stiffness
« Line infection « Endocarditis
« Cellulitis/'wound infection/septic
arthritis

If YES patient
has SIRS

Treat for SEPSIS
Sepsis six bundle within one hour
= Highflow 02 = IV fluids

« Blood cultures  Lactate
« IV antibiotics + Urine output

Reassess for severe SEPSIS; any
signs of organ dysfunction

For example:
+ Hypotension + Renal dysfunction
Y 3 « Unexplained coagulopathy - Unexplained altered mental state
Call medical team caring for the patient if you have any « High Lactate
concerns about the patient regardless of the NEWS score
Ocemrim e, -10 0 = No nausea
0= Noipeln 1=Midnausea If YES: patient has severe sepsis
10 = Worst imaginable 2 = Severe nausea
3 = Vomiting *SIRS = Sy i Yy Resp Y

Guidance on administering oxygen therapy Nurses: Sign this prescription chart on every drug round. Record flow rate and device (FR/D) at each drug round using the
codes. Oxygen saturations should be recorded on the patient’s observation chart.

N o " CP Patient on CPAP system | . If a ward patient is requiring high
A Air (not requiring O,, weaning or on PRN O,) | SMSimple mask flow oxygen via non rebreathe mask,
2 3 2 . " consider medical review.
V24  Venturi 24% (change figure as appropriate for % in use) |NIVPauent on NIV system |RM Reservoir mask If torget ions are 88-92%,
N Nasal cannulae (eg. 2 litres via nasal specs, prescribe as '2L/N") IOTH Other device (specify) |TMTrad1eostomy mask nebulised drugs should not be.
driven by oxygen (unless specified by
H28 Humidified oxygen at 28% (change figure as appropriate for percentage in use) HFNO (High Flow Nasal Oxygen) the doctor).
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Text:

Clinical Response to NEWS Triggers

NEWS score

0

Frequency of monitoring Minimum 12 hourly

Clinical response (Variance with response must be documented)

Continue routine NEWS monitoring with every set of observations.

Total: 1 -2 Total: 3-4
Frequency of monitoring Minimum 6 hourly Minimum 4 hourly
Clinical response Inform registered nurse who must assess the patient

Registered nurse to decide if increased frequency of monitoring and/or escalation of clinical care is
required.

NEWS of 4 or more? THINK SEPSIS

Total: 3 in one parameter Total: 5 or more
Frequency of monitoring — Increased frequency to a minimum of 1 hourly

Clinical response Registered nurse to urgently inform the medical team caring for the patient (and
Critical Care Outreach Team (CCOT) on RVH site only)

Urgent assessment by medical team caring for the patient
Check for other adverse signs eg. Oliguria
Consider fluid balance chart.

NEWS of 4 or more? THINK SEPSIS

Total: 7 or more
Frequency of monitoring Continuous monitoring of vital signs, Minimum of half hourly recording

Clinical response Registered nurse to immediately inform the medical team caring for the patient —
at least Specialist Registrar or above (and CCOT on RVH site only)

Immediate response required (if peri-arrest call 6666).
NEWS of 4 or more? THINK SEPSIS

Call medical team caring for the patient if you have any concerns about the patient regardless of the
NEWS score
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Sepsis Screening Tool

Are any two of the following SIRS* criteria present? Respiratory rate: >20/min,Temperature: <36 or
>38.30C, Heart rate: >90 bpm, WCC or <4x109/L

If YES patient has SIRS
Does your patient also have a history or signs suggestive of a new infection?

For example: Cough/sputum/chest pain, Abdo pain/distension/diarrhoea, Line infection,
Cellulitis/wound infection/septic, arthritis, Dysuria, headache with neck stiffness, Endocarditis

If YES patient has SEPSIS

Treat for SEPSIS

Sepsis six bundle within one hour

Highflow 02, Blood cultures, IV antibiotics, IV fluids, Lactate, Urine output
Reassess for severe SEPSIS; any signs of organ dysfunction

For example: Hypotension, Unexplained coagulopathy, High Lactate, Renal dysfunction, Unexplained
altered mental state

If YES: patient has severe sepsis

Pain score

O = No pain, 10 = Worst imaginable

Nausea score

O = No nausea, 1 = Mild nausea, 2 = Severe nausea, 3 = Vomiting
*SIRS = Systemic Inflammatory Response Syndrome

Guidance on administering oxygen therapy Nurses: Sign this prescription chart on every drug round.
Record flow rate and device at each drug round using the codes. Oxygen saturations should be
recorded on the patient’s observation cart.

A Air, CP CPAP system, SM Simple Mask, V24 Venturi 24% (change figure for % use), NIV NIVE
system, RM Reservoir mask, N Nasal cannulae, OTH Other, TM Tracheostomy mask, H28 Humidified
oxygen 28% (change figure as appropriate), HFNO (High Flow Nasal Oxygen)

If a ward patient is requiring high flow oxygen via non rebreathe mask, consider medical review.

If target saturations are 88-92%, nebulised drugs should not be driven by oxygen (unless specified by
the doctor).
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