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) Waitemata

District Health Board

D] Waitemata
/ District Health Board

SURNAME: NHI: SURNAME: NHI:
Best Care for Everyone FIRST NAMES: Best Care for Everyone FIRST NAMES:
Date of Birth: / / SEX: Date of Birth: / / SEX:

REHYDRATION

Indicate findings below by: Positive / given OR Negative / not given All boxes must be populated

| Indicate findings below by: Positive / given OR Negative / not given All boxes must be populated |

Inclusion Criteria Inclusion Criteria

Date: Time: Name: Sign: Date: Time: Name: Sign:

(] Upper Airway Obstruction - STOP - NOT SUITABLE FOR THIS BEST CARE BUNDLE [ Under 6 w of age > STOP - NOT SUITABLE FOR THIS CARE BUNDLE

- ED Senior Medical or Paediatric Registrar review without delay — ED Senior Medical or Paediatric Registrar review without delay
[J Wheeze present and < 1 year of age &> CONTINUE > (] Diarrhoea with or without vomiting and > 6 w of age & CONTINUE >
L Initi ) — : < <
Initiate Best Care Bundle “Bronchiolitis™ on Whiteboard L Initiate Rest Care Riindle “Rehvdration” an Whitehoard ;
. . I
D] Waitemata D] Waitemata =
District Health Board SURNAME: NHI: District Health Board SURNAME: NHI: - o
Best Care for Everyone FIRST NAMES: Best Care for Everyone FIRST NAMES: N
Date of Birth: / / SEX: Date of Birth: / / SEX: 2) (1]
-l
shock a
ay s
| Indicate findings below by: Positive / given OR Negative / not given All boxes must be populated | Indicate findings below by: Positive / given OR Negative / not given All boxes must be populated m m
Inclusion Criteria Inclusion Criteria iected lleus g:]
Date: Time: Name: Sign: Date: Time: Name: Sign: Designation: aena <
(&)
[J Age <6 months > STOP - NOT SUITABLE FOR THIS CARE BUNDLE ] Upper Airway Obstruction > STOP - NOT SUITABLE FOR THIS CARE BUNDLE -
& ED Senior Medical or Paediatric Registrar review without delay L ED Senior Medical or Paediatric Registrar review without delay 7))
[J Age > 6 months with stridor, barking cough and / or hoarse voice - CONTINUE > (] Wheeze present and older than 1 year of age > CONTINUE > ative diagnosis g
L |nitiate Best Care Bundle “Croup” on Whiteboard < & Initiate Best Care Bundle “Wheeze over 1 year” on Whiteboard <
Include patients who have received treatment en route who are currently asymptomatic ; v ;
v z z
= Initial Nursing assessment - Aim to complete by 30 minutes - ce is likely to be poor after
Initial Nursing assessment - Aim to complete by 30 minutes < — <
o History, examination and vital signs recorded on the Nursing Assessment Sheet. Initial SS: o Jeterioration:
History, examination and vital signs recorded on the Nursing Assessment Sheet. i X ’
1 Wheeze Severity Score recorded and appropriate pathway started. (see page 2) 1
Croup Assessment Tool applied and appropriate pathway started. (see page 2
P PP pprop P v (see page 2) 11} L Initial Pathway started: [ Mild (] Moderate  [] Severe w
L Initial Pathway: [ ] Mild [J Moderate (] Severe | |
(o) . . _ . . . o
Red Flags = Senior Medical or Paediatric Registrar review without delay = Red Flags Senior Medical or Paediatric Registrar review without delay = —
. , L = [] SS =6 or “Severe” > Move to Resus and inform Paediatric Team = = nas
(] CAT “Severe” or Hypoxia (Sats < 94%) = Move to Resus and inform Paediatric Team m m
[] Poor response to Salbutamol prior to arrival in ED [] Possible FB inhalation [] stridor
(] Sudden onset, no prodromal illness, history of choking (? Foreign body) w w
(] Previous PICU admit ] Cardiac disease ] Other Respiratory disease (CF, Bronchiectasis)
(] Urticarial rash (? Anaphylaxis) (] Allergies associated with Anaphylaxis in the past o o
< [] Allergies associated with anaphylaxis in past (] urticarial rash <
[J Notimmunised (? Epiglottitis) [ High fever and toxic appearance (? Bacterial Tracheitis / Epiglottitis) ) o
(] Known syndromes (e.g. Down Syndrome) or airway issues (Laryngo-tracheo malacia, Haemangiomas TES Trial
Y e Y ) Y (Laryng 9 ) = Pathway discontinued: Time: Sign: - -
Pathway discontinued: Time: Sign: ‘Iﬂ [J Completed normally [J Individualised management [J Alternative diagnosis ‘Iﬂ
[J Completed normally 0 Individualised management [ Alternative diagnosis o m

Admission Guidelines - When to refer for Paediatric review

Admission Guidelines - When to refer for Paediatric review

If history of poor compliance with treatment after discharge in the past or suspicion that compliance is likely to be poor after
discharge, discuss with Paediatric Team.

If history of poor compliance with treatment after discharge in the past or suspicion that compliance is likely to be poor after
discharge, discuss with Paediatric Team.

[J Moderate symptoms persist [J Any other significant concerns or high risk of deterioration
() Moderate symptoms persist [J Any other significant concerns or high risk of deterioration [J Oxygen requirement « If late at night and transport issues, consider admitting overnight rather
[J Significant co-morbidities + Required 2 or more doses of Adrenaline [ Significant co-morbidities than discharging at this time

« Transport issues if needed to come back to ED

Sample Signatures Sample Signatures



. . W Waitemata (PLACE PATIENT LABEL HERE)

[ ) Waltemata (PLACE PATIENT LABEL HERE) () Waltemata (PLACE PATIENT LABEL HERE) o District Health Board SURNAME: NHI: o
District Health Board SURNAME: NHI: o District Health Board SURNAME: NHI: = / | : >
/ / = Best Care for Everyone FIRST NAMES: =
Best Care for Everyone FIRST NAMES: E Best Care for Everyone FIRST NAMES: N n
) n ) o | M-ves X=no | Date of Birth: / SEX o
| M=ves X=no | Date of Birth: 1 I SEX: o | —vEs K=NO | Date of Birth: 1 1 SEX: ) )
) z =z

= TRAUMATIC HIP PAIN - ADULTS

DULT ASTHMA MINOR HEAD INJURY: GCS = 13 (Suspected # neck of femur)
| Date: Time: Assessment nurse: Sign:
| Date: Time: Assessment nurse: Sign: | | Date: Time: Assessment nurse: Sign: |

INCLUSION CRITERIA EXCLUSION CRITERIA

INCEUSIONICRITERIA EXCLUSIONICRITERIA INCLUSION CRITERIA EXCLUSION CRITERIA [] Any major injury or acute medical instability

O Clinically suspected # NOF Neck of Femur

] Known asthmatic [ Chronic lung disease other than asthma: [ Previous # NOF or THJR on same side as injury

e.g: COPD / Cystic fibrosis / Bronchiectasis [ Trauma to the head < 24 hrs [ Age<15 - -
[ Shortness of breath and / or wheeze [] Age>65 [] History of heart failure [ Multi-trauma requiring team response e.g. RTC
3 . Wallemata (PLACE PATIENT LABEL HERE)
’ Waltemata (PLACE PATIENT LABEL HERE) Waltemata (PLACE PATIENT LABEL HERE) District Health Board SURNAME: NHI: o
District Health Board SURNAME: NHI: 10} District Health Board SURNAME: NHI: o >
= = Best Care for Everyone FIRST NAMES: =
Best Care for Everyone FIRST NAMES: = Best Care for Everyone FIRST NAMES: = n
(7)) %) | M -ves X=no | Date of Birth: _______/ / SEX: o
| M=-ves X=no | Date of Birth: ______/ / SEX: o | M =ves X=no | Date of Birth: ______/ I SEX: o 5
-] -} P4
] _ )
) - | Date: Time: Assessment nurse: Sign: | Date: Time: Assessment nurse: Sign:
Date: Time: Assessment nurse: Sign:

INCLUSION CRITERIA EXCLUSION CRITERIA

EXCLUSION CRITERIA

INCLUSION CRITERIA

EXCLUSION CRITERIA

O Age <15 O Upper back / neck pain
] Abdominal pain [ chest pain

J Significant trauma e.g. fall > 1 m, RTC

INCLUSION CRITERIA . .
O Symptoms suggestive of acute renal colic

O Pregnant =< 12 weeks with nausea and vomiting O pv bleeding
or

[ > 12 weeks with documented history of Hyperemesis [ Abdominal pain

h 4 \ 4

O Suspected UTI

e.g. dysuria, frequency, urgency,
supra-pubic discomfort. cloudv urine

] Lower back pain (likely mechanical) ] Rectal or perineal pain

[ <6 weeks duration Acute flare up of chronic back
pain may be included

O Renal patient (especially transplant)

Nimme bemiimn i b i vinlhimise
. . ”altemata (PLACE PATIENT LABEL HERE)
[ Waltemata (PLACE PATIENT LABEL HERE) ”altemata (PLACE PATIENT LABEL HERE) District Health Board SURNAME: NHI: 10
District Health Board . . District Health Board . . / | .
’ SURNAME: NHI: (0] SURNAME: NHI: ) Best Care for Everyone FIRST NAMES: =
2 =2
Best Care for Everyone FIRST NAMES: = Best Care for Everyone FIRST NAMES: = [9))
) ) | M =-ves X=no | Date of Birth: i i SEX: o
| M=yes X=no | Dateof Birth: ______/ i SEX: o | M =-ves X=no | Date of Birth: _____/ i SEX: o 5
-] =) 2
=z < |
DIARRHOEA +/- VOMITING IN ADU o
H I P J I NT R E P L | Date: Time: Assessment nurse: Sign:
| Date: Time: Assessment nurse: Sign: | ) -
Tima- Accacement niiree: Sinn- INCLUSION CRITERIA EXCLUSION CRITERIA
INGEUSTONICRINERTA EXCEUSTONICRILERTA ‘/I/altemata (PLACE PATIENT LABEL HERE) [ Acute Urinary Retention suspected [] Any major injury or acute medical instability
] biarrhoea +/- vomiting suggestive of Gastroenteritis [ Vomiting only [ severe pain / guaréing District Health Board SURNAME: NHI: 0] v v
e.g. recent onset of profuse watery diarrhoea, [J Known Crohns ] coffee ground vomitus =z [ Initi . . . i
associated with nausea and / or vomiting. [ Known Ulcerative Colitis ] Melaena Best Care for Everyone FIRST NAMES: = Initiate Treatment Pathway: BCB Urinary Retention Not suitable for this Best Care Bundle
J Immunocompromised @ lsﬂz;focﬁr/ﬂ”ngzt:if%ﬁ'fﬂfr m;bsc;irgnyﬁéreégfg;me STOP! Select ‘BCB removed' Treatment Pathway
| M=ves X=no | Date of Birth: ______ 1 L SEX: o medical staff Continue usual nursing cares >
\ 4 \ 4 2 \ 4 <
] initiate Treatment Pathway: BCB Diarrhoea & Not suitable for this Best Care Bundle o= ;
. NURSING ASSESSMENT Aim < 30 minutes
V°"“;'"{g /ﬂt TT Cf"/“m[” on :/;e E’f“"?”(’f[w”"eboa’d Z’”s STOP! | Select ‘BCB removed’ Treatment Pathway T
T:fcoi;”:th:;:;,coa,ﬁ:f;ﬂen ime forauditpuiposes an Continue usual nursing cares O History, examination and vital signs Document on Nursing Assessment Record [
D Hospital gown D Start fluid balance chart <
o
SIURSEE ASSELIETY Al < &0 Gineies | Date: Time: Assessment nurse: Sign: RED FLAGS A/l red flag boxes must be populated 1

D History, examination and vital signs  Document on Nursing Assessment Record D HR >120 D Systolic BP < 90 D Clinical concern D Change in mental state

[ 1V line and bloods for all patients in Acutes. /n Waiting room use clinical judgement
P 9 Juag INCLUSION CRITERIA EXCLUSION CRITERIA ] NoRED FLAGS | |[] RED FLAGS PRESENT (ANY) — Senior Dr review ASAP (SMO / Senior Registrar)

] continue Best Care Bundle. Intervention if any:

[ Exit Care Bundle: Reason:
L Select ‘BCB removed’ in TP column, Electronic Whiteboard. This signals the medical staff

[ General profile, LFT’s, Lipase, Lactate (VBG)
[ Blood cultures only if temp > 38 ° C or pregnant % (? Listeria)

[] Not pregnant
[ > 14 weeks

O Pregnant < 14/40
O pv bleeding and / or pain

Pregnancy not confirmed — serum B-HCG ASAP
Full bladder needed for USS - push oral fluids

\ 4 \ 4

Not suitable for this Best Care Bundle
Select ‘BCB removed’ Treatment Pathway
Continue usual nursing cares

Continue
Best Care Bundle

[ Stool culture = Do not send routinely. See indications on page 2

Dr Name: Sign:

\ 4 \ 4

| URETHRAL CATHETER ASAP Check contraindications, flowchart & IDUC size guide page 2

RED FLAGS A/l red flag boxes must be populated
[J HR< 50 0r > 120 O Systolic BP < 90 mmHg
[ Fever>38.5°C [ Pain score > 5/ 10
O Tachypnoea > 24 [ Blood in the stool

O Any signs of severe illness as per Assessment Tool
O Age > 65 O Pregnancy consider Listeria
O Nursing concern

[ initiate Tr Pathway: ing in preg y
In TP column on the Electronic Whiteboard. This records the
start of treatment time for audit purposes and informs the
medical staff

NURSING ASSESSMENT

PATHWAY

STOP! URETHRAL CATHETER PLACEMENT RECORD KPI/ for this bundle please complete.

Time: Placed by: Sign: Designation:

[ no Rep FLAGS [] RED FLAGS PRESENT (ANY) — Senior Dr review ASAP (SMO / Senior Registrar)

Catheter size: Fg Size guide page 2 Balloon volume: mL

BEST CARE BUNDLE - PATHWAY

BEST CARE BUNDLE

] Continue Best Care Bundle. Intervention if any:
D Exit Care Bundle: Reason:

Continue
Best Care Bundle

Insertion: ] No difficulty ] Minor difficulty ] unable to insert

follow pathway L, 4 » 5 P . . . . . .
instructions Select ‘BCB removed’ in TP column, Electronic Whiteboard. This signals the medical staff D History, examination, vital signs Document on nursing assessment record Urine quality: D Clear D Cloudy D Debris
page2& 3 Dr Name: Sign: ] v access and Bloods Y PV Bleed panel, v G&H ¥ B-HCG
g P B Blood: [] No blood [ Rose [ clots (few) ] Clots (heavy) Manual irrigation policy, CeDSS

S 2large bore IV lines if signs of shock (i.e. cool, clammy, HR >110, BP < 90)

\ 4

Choose more severe pathway if any doubt

Confirm: [] sterile technique O Specimen sent to lab only if + Leucocytes or Nitrites

[ Administer analgesia See formulary on page 4

] Push oral fluids

SEVERITY ASSESSMENT TOOL

] Foreskin replaced or ] Gircumcised

Aim 2 full cups water immediately - full bladder preferable for USS

] Feels mildly unwell ] Feels unwell ] Looks and feels unwell IV fluids if NPO / concern about ? ectopic. Clinician decision DOCUMENT VOLUME DRAINED

BEST CARE BUNDLE -

General wellbeing o .
Not distressed e.g. lethargic, tired, light headed e.g. Profound lethargy, restless Urine analysis not a priority - MSU only if ? UTI Volume Stat (30 mins) mL| if> 1000 mL - D General panel bloods X Do not send PSA
Puse rate ] 50 - 99 bpm [ 100 - 120 bpm [ > 120 bpm, weak radial pulse v 0
drained: | In 2 hours mL| if>1500mL > | 1 bl b f i i
Blood pressure | L] Normal (] Orthostatic hypotension 0 Shock, systolic BP < 90 mmHg raines General panel bloods. Observe for post obstructive diuresis
RED FLAGS All red flags boxes must be populated \ 4

O Peripherally cool ] cool and clammy

O Dry
[ Decreased
O Tolerating no or minimal fluids O Tolerating no fluids
[ = 6/24hrs [ = 10/24hrs

Page: II' of

perfusion | [[] Peripherally warm
P v FURTHER TASKS To be done for all patients. DCT team, or nursing staff

Discharge Coordinator: NSH 3861 Mon - Sun 8 am - 3pm
WTH021911796  Mon-Sat 7am-5pm

O Heavy bleeding: e.g > 1pad/ hr or clots ] Severe abdominal pain / guarding / rebound
[ Fever O Collapse

[ HR > 110
O Systolic BP <90

[ clinical concern

Mucous membranes D Moist D Sunken eyes, | skin turgor

[ catheter cares education

[ ¢ orno urine [] Provide ‘Catheter pack’ flight deck / staff base

Urine output | [_] Normal or dark urine

- ! . y . P )
uid tolerance | [] Tolerating fluids [] District Nurse referral for all patients. See TROC guide and timing information on page 3

Nr Diarrhoea episodes D =5/24 hrs

] no Rep FLAGS [] RED FLAGS PRESENT (ANY) — Senior Dr review ASAP (SVO / Senior Registrar)

Issued: Oct 2014 Reviewed: Feb /2016/EM/Urol FILE IN PATIENT NOTES

Issued: July 2015/EM Reviewed: Feb 2016 FILE IN PATIENT NOTES
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Y] Waitemata
District Health Board SURNAME: NHI: O]
Best Care for Everyone FIRST NAMES: E
E = YES m =NO Date of Birth: / / SEX: 2
)
Pz

TRAUMATIC HIP PAIN - ADULTS

(Suspected # neck of femur)

Date: Time: Assessment nurse: Sign:

INCLUSION CRITERIA EXCLUSION CRITERIA

o [_] Any major injury or acute medical instability
[] Clinically suspected # NOF Neck of Femur
[] Previous # NOF or THJR on same side as injury

h 4 h 4

D Initiate Treatment Pathway: BCB Suspected # NOF Not suitable for this Best Care Bundle :
In TP column on tﬁe E/ectron/q Whiteboard. Tﬁ/s records the STOP! Select ‘BCB removed’ Treatment Pathway
start of treatment time for audit purposes and informs the . . ;
medical staff Continue usual nursing cares
I
v =
NURSING ASSESSMENT Aim < 15 minutes :
] History, examination, vital signs Document neurovascular observations on page 4
D IV access and Bloods v General panel, v G&H ‘/Coa.guxar/on stud/es if:
e Ot
[] Eca . Co

[ ] Pain score

At rest On movement Use 1-10 scale. Dementia / non verbal patients: RN imp
S No pain: 0 Mild:1-3  Moderate:4-7  Severe:
10 0
Pain score > 5 any time — Fascia lliaca Block prior to X-ray
[ ] Administer analgesia See formulary on page 4. Arrange Fascia lliaca block if pain moderate / severe
[ ] Request Radiology ASAP Pelvis AP and lateral. Specify ‘Fast track # NOF Best Care Bundle’

CHECK PAIN PRIOR TO RADIOLOGY s there any pain on flexion of unaffected hip to 90°?

L
-1
(a]
P
-
[11]
1]
o
<
o
(-
n
L
[11]

w [] No — Continue to Radiology
[] Yes — Fascia lliaca Block prior to Radiology
Contact POD SMO to arrange - FIB packs on procedure trolley & drug room

\ 4

RED FLAGS
[] Abnormal vital signs [] Shortness of breath (new) [ ] seizure (pre / post fall) (] other significant injuries
D Head injury D Signs of CVA (new) D Gl bleeding D Chest pain (active / recent)
[] Collapse ? cause [ ] Decreased LOC (new) [ ] Other concerns noted
D NO RED FLAGS D RED FLAGS PRESENT (ANY) = Senior Dr review ASAP (SMO / Senior Registrar)
Dr Name: Sign:
Continue [] Continue Best Care Bundle. Intervention if any:
Best Care Bundle [ ] Exit Care Bundle: Reason:
- Select ‘BCB removed’ in TP column, Electronic Whiteboard. This signals the medical staff

— ™



Waitemata (PLACE PATIENT LABEL HERE)

District Health Board SURNAME:

NHI:

FIRST NAMES:

171

Date of Birth:

TRAUMATIC HIP PAIN - ADULTS \

(Suspected # neck of femur) h

Date: Time: Assessment nurse: Sign:

INCLUSION CRITERIA EXCLUSION CRITERIA

o [] Any major injury or acute medical instability
Clinically suspected # NOF Neck of Femur
[ ] Previous # NOF or THJR on same side as injury

\ 4 \ 4

dlnitiate Treatment Pathway: BCB Suspected # NOF Not suitable for this Best Care Bundle

In TP column on the Electronic Whiteboard. This records the STOP! Select ‘BCB removed’ Treatment Pathway
start of treatment time for audit purposes and informs the ’ Cont | )
ontinue usual nursing cares

medical staff

NURSING ASSESSMENT Aim < 15 minutes

D History, examination, vital signs Document neurovascular observations on page 4

v General panel, Y G&H ¥ Coagulation studies if:
[ ] IV access and Bloods . Warfarin — INR only
e Other anticoagulants — Coag studies
e Coagulation disorders = Coag studies

[ ] ECG

D Pain score

At rest On movement Use 1-10 scale. Dementia / non verbal patients: RN impression:
> No pain: 0  Mild:1-3 Moderate:4-7  Severe: 8-10
10 10
Pain score > 5 any time — Fascia lliaca Block prior to X-ray
[_] Administer analgesia See formulary on page 4. Arrange Fascia lliaca block if pain moderate / severe
[ ] Request Radiology ASAP Pelvis AP and lateral. Specify ‘Fast track # NOF Best Care Bundle’

CHECK PAIN PRIOR TO RADIOLOGY s there any pain on flexion of unaffected hip to 90°?

[ No — Continue to Radiology

[ ] Yes = Fascia lliaca Block prior to Radiology

NURSING

PATHWAY
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o
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| | L1 Frevious # NOF or I RdR on same side as Injury

\ 4 \ 4

CHECK PAIN PRIOR TO RADIOLOGY Is there any pain on flexion of unaffected hip to 90°?

[ Initiate Treatment Pathway: BCB Suspected # NOF Not suitable for this Best Care Bundle :
In TP column on the Electronic Whiteboard. This records the STOP! Select ‘BCB removed’ Treatment Pathway
start of treatment time for audit purposes and informs the ' . . ;
medical staff Continue usual nursing cares
L
v >
NURSING ASSESSMENT Aim < 15 minutes E
d History, examination, vital signs Document neurovascular observations on page 4 1
v General panel, ¥ G&H ¥ Coagulation studies if: L
¢IV access and Bloods . Warfarin = INR only >
% ECG e Other anticoagulants — Coag studies
e Coagulation disorders = Coag studies )
w Pain score <
=
At rest On movement Use 1-10 scale. Dementia / non verbal patients: RN impression: m
> No pain: 0  Mild:1-3  Moderate:4-7  Severe: 8-10 Ll
10 Mo
Pain score > 5 any time — fFascia lliaca Block prior to X-ray oc
<
MAdminister analgesia See formulary on page 4. Arrange Fascia lliaca block if pain moderate / severe (&)
VRequest Radiology ASAP Pelvis AP and lateral. Specify ‘Fast track # NOF Best Care Bundle’ CIT)
Ll
1]

L[] No — Continue to Radiology
Yes — Fascia lliaca Block prior to Radiology
Contact POD SMO to arrange - FIB packs on procedure trolley & drug room

v

RED FLAGS
D Abnormal vital signs D Shortness of breath (new) D Seizure (pre / post fall) D Other significant injuries
D Head injury D Signs of CVA (new) D Gl bleeding D Chest pain (active / recent)
[] Collapse ? cause [ ] Decreased LOC (new) [_] Other concerns noted
[_] No RED FLAGS [_] RED FLAGS PRESENT (ANY) = Senior Dr review ASAP (SMO / Senior Registrar)
Dr Name: Sign:
Continue [ ] Continue Best Care Bundle. Intervention if any:
Best Care Bundle [ ] Exit Care Bundle: Reason:
b Select ‘BCB removed’ in TP column, Electronic Whiteboard. This signals the medical staff

Issued: 9/2016 Review period 2 yrs EM/Ortho/Gen Med Page:| 1 of 4 FILE IN PATIENT NOTES




At rest On movement Use 1-10 scale. Dementia / non verbal patients: RN impression:

> No pain: 0 Mild:1-3  Moderate:4-7  Severe: 8-10
/10 10

Pain score > 5 any time — Fascia lliaca Block prior to X-ray

| Administer analgesia See formulary on page 4. Arrange Fascia lliaca block if pain moderate / severe

RED FLAGS v X
X Abnormal vital signs )( Shortness of breath (new) m Seizure (pre / post fall) Y Other significant injuries
E Head injury E Signs of CVA (new) X Gl bleeding ,X Chest pain (active / recent)
Xl Collapse ? cause m Decreased LOC (new) K Other concerns noted

NO RED FLAGS V| RED FLAGS PRESENT (ANY) £&_Seni

Dr Name: Qademeuer Sign:
Continue m Continue Best Care Bundle. Intervention if any: MOV@ 'I'O mOﬂlfoer

Best Care Bundle Exit Care Bundle: Reason:

L Select ‘BCB removed’ in TP column, Electronic Whiteboard. This signals the medical staff

Dr Name: sign:

Continue [_| Continue Best Care Bundle. Intervention if any:
Best Care Bundle || Exit Care Bundle: Reason:

b Select ‘BCB removed’ in TP column, Electronic Whiteboard. This signals the medical staff

Issued: 9/2016 Review period 2 yrs EM/Ortho/Gen Med Page:| 1 of 4 FILE IN PATIENT NOTES




DY) Waitemata
Ml District Health Board SURNAME: NHI:
Best Care for Everyone FIRST NAMES:
[] = YES [X] =NO Date of Birth: / / SEX:
DIARRHOEA +/- VOMITING IN ADULT
Date: Time: Assessment nurse: Sign:
INCLUSION CRITERIA EXCLUSION CRITERIA
[] Diarrhoea +/- vomiting suggestive of Gastroenteritis [ Vomiting only [] severe pain / guarding
e.g. recent onset of profuse watery diarrhoea, [_] Known Crohns [ Coffee ground vomitus
associated with nausea and / or vomiting. [ ] Known Ulcerative Colitis L] Melaena

L] Immunocompromised

\ 4 \ 4

D Initiate Treatment Pathway: BCB Diarrhoea & Not suitable for this Best Care Bundle

vomiting /n TP column on the Electronic Whiteboard. This STOP! Select ‘BCB removed’ Treatment Pathway
records the start of treatment time for audit purposes and

informs the medical staff

\ 4

NURSING ASSESSMENT Aim < 30 minutes

Continue usual nursing cares

[] History, examination and vital signs Document on Nursing Assessment Record

[ 1V line and bloods for all patients in Acutes. /n Waiting room use clinical judgement

L] General profile, LFT’s, Lipase, Lactate (VBG)
L] Blood cultures only if temp > 38 ° C or pregnant ¢ (? Listeria)

] Stool culture = Do not send routinely. See indications on page 2

\ 4

RED FLAGS A/l red flag boxes must be populated

[ ] HR< 50 or > 120 [] Systolic BP < 90 mmHg [] Any signs of severe iliness as per Assessment Tool

[ ] Fever>38.5°C [] Pain score >5/10 [] Age > 65 [] Pregnancy consider Listeria
D Tachypnoea > 24 D Blood in the stool D Nursing concern
D NO RED FLAGS D RED FLAGS PRESENT (ANY) = Senior Dr review ASAP (SMO / Senior Registrar)
Continue (] Continue Best Care Bundle. Intervention if any:
Best Care Bundle [ ] Exit Care Bundle: Reason:
follow pathway q oA ) . o )
. . Y Select ‘BCB removed’ in TP column, Electronic Whiteboard. This signals the medical staff
instructions
page 2& 3 Dr Name: Sign:

\ 4

SEVERITY ASSESSMENT TOOL Choose more severe pathway if any doubt

T T weere

] roeers ™™ | i v et roses | o rmnarona
Puise rate [ ] 50 - 99 bpm [] 100-120 bpm []>120 bpm, weak radial pulse
Blood pressure [_] Normal [] Orthostatic hypotension [] shock, systolic BP < 90 mmHg
Perfusion [] Peripherally warm ] Peripherally cool [ cool and clammy
Mucous membranes  [_] Moist [] Dry [ ] sunken eyes, | skin turgor
Urine outout [_] Normal or dark urine  [_] Decreased [ ] ¢ or no urine
Fluid tolerance [ ] Tolerating fluids ] Tolerating no or minimal fluids ] Tolerating no fluids

Nr Diarrhoea episodes [ ] <5 /24 hrs [ ] =6/24hrs [ ] =10/24hrs

Issued: July 2015/EM Reviewed: Feb 2016 Page: III of FILE IN PATIENT NOTES
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| L1 oSlO0/I cuiture — DO not sena routinely. ocee irnaicatioris orn page « |

) 4

RED FLAGS A/l red flag boxes must be populated

[ ] HR< 50 or> 120
D Fever > 38.5° C
[ ] Tachypnoea > 24

[ ] Systolic BP <90 mmHg [ ] Any signs of severe illness as per Assessment Tool
[_| Pain score >57/10 [ ] Age > 65 [ ] Pregnancy consider Listeria
[_] Blood in the stool [ ] Nursing concern

| | NO RED FLAGS

Continue
Best Care Bundle
follow pathway
instructions
page 2 & 3

D RED FLAGS PRESENT (ANY) = Senior Dr review ASAP (SMO / Senior Registrar)

[_| Continue Best Care Bundle. Intervention if any:
| | Exit Care Bundle: Reason:
b Select ‘BCB removed’ in TP column, Electronic Whiteboard. This signals the medical staff

Dr Name: Sign:

\ 4

SEVERITY ASSESSMENT TOOL Choose more severe pathway if any doubt

General wellbeing

Pulse rate

Blood pressure
Perfusion

Mucous membranes
Urine output

Fluid tolerance

Nr Diarrhoea episodes

SETTr TR

D Feels mildly unwell D Feels unwell D Looks and feels unwell

Not distressed e.qg. lethargic, tired, light headed e.g. Profound lethargy, restless
] 50 - 99 bpm [ ] 100 - 120 bpm [_] > 120 bpm, weak radial pulse
D Normal D Orthostatic hypotension D Shock, systolic BP <90 mmHg
D Peripherally warm D Peripherally cool D Cool and clammy
[_] Moist [ ] Dry [_| Sunken eyes, | skin turgor
[_| Normal or dark urine || Decreased [ 1 1 orno urine
[ ] Tolerating fluids [ ] Tolerating no or minimal fluids [ ] Tolerating no fluids

[ 1 <5/24hrs [ 1 =6/24nrs [ 1 =107/ 24hrs

Issued: July 2015/EM Reviewed: Feb 2016 Page:]| 1 |of | 4 FILE IN PATIENT NOTES
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PLACE PATIEMNT LABEL MERE)

) Waitemata
/ District Health Bourd SURNAME NHI

Best Care for Everyone FIRST NAMES

[

Date of Bath. I I SEX

mcm @.m ]

MILD PATHWAY

* For most pationts managed in the waiting room / cubicles area

* Make sure the pationt understands the solf assessmant sheet If not ~ nursing reviews every 20 mins
* Document all treatments on National Medication Chart (pecent se acmnananod & nurse admensived)

* AR mecications on this pathway are standing orders

] salbutamol 10 putfs via spacer

|| Prednisone 40mg oral

] Spacer technique taught / demonstrated
] Self assessment sheot given and explained

Moderate pathway

Saibutamol 10 pulfs via spacer

= Observe with no troatment

= Moderate patlvway

=» Salbutamal 10 pulls via spacer

Observe with no treatment

Nursing: Mandatory review now, Continue hourly reviews ED unless directed otherwise

Cliniclan: Caonsider discharge If only one troatment given. Discharge criteria page 7

Moderate pathway

Salbutamal 10 puffs « furthor treatment indvidualizod as per
clinician o¢ Laad SMO if no sign-on Chnician

QObsarve with no treatment

Chnician; Best Care Bundie prescribed care now concluded
Cansidor dischange I no troatment given in the last howr, Discharge criteria page 7
Otherwise document further care plan in EM notes

NURSING

PATHWAY

BEST CARE BUNDLE

NURSING

PATHWAY

BEST CARE BUNDLE

o Waitema{a PLACE PATIENT LABEL HENR)
’ District Health Board SURPALE o~

Best Care for Everyone FRST NAMES

[ ‘.2.78‘ m.m ] Date of B _ - L . = SEX:

MODERATE PATHWAY
* Any detarioration — sonvor Dr review ASAP NSH 3366 WTH 7780
® All medications on this pathway are standing ordors
* Documant all treatments on Natonal Madication Chan (pasent sef aammatored & nurse aomesisred)
o Sabutamol: Spacer praferred method uniess not tolerated by patiant oc directed by clinician

Salbutamol L] 10 putts spacer or L] 5 mg neb
I moved fom AN pathwity repeal e Setasame!

Ipratroprium Bromide || 4 pults spacer or [ 500 meg neb
[] Prednisone 40 mg oral (¥ not given ateady)
|| Spacer technique taught / demonstrated
[ ] Self assessment sheet given and explained

| Worse # Salbutamol [ ] spacer or | nob

% | Drraview: || mave to monitored space

[ Static = Sabutamol || spacer or [ ned

|| Better @ Obsorve without treatment

Nuvsing: Mandatory review now. Continue houtly reviews ED unless directed otharwise
Clinician:  Consider early admission if Ittle impcovement in chinical picture Admusson crilona page 7

! spacer or [ ned

[_| move 1o monitored space. Consider admission

[} spacer or [ ned  Considor admission

[] Botter = Observe: O8S ward If discharge Wely. Individuaksed care plan
. Best Care Bundie prescribed care is now concluded. Please document lurther
" instructions and care plan in dinical notes

waue Dete: July 2019 EM FILE IN PATIENT NOTES




MODERATE PATHWAY

Any deterioration — senior Dr review ASAP NSH 3366 WTH 7799

All medications on this pathway are standing orders.

Document all treatments on National Medication Chart (patient seif administered & nurse administered)
Salbutamol: Spacer preferred method unless not tolerated by patient or directed by clinician

Salbutamol L1 10 puffs spacer or Lls mg neb
If moved from Mild pathway repeat the Saibutamo!

Ipratroprium Bromide | | 4 puffs spacer or [ | 500 meg neb
|_| Prednisone 40 mg oral (/f not given already)
|| Spacer technique taught / demonstrated

| Self assessment sheet given and explained

PATHWAY

[_] Worse = Salbutamol | spacer or _l neb
Spacer technique

= [ ] Drreview: [ ] move to monitored space

[] static = Salbutamol L] spacer or | neb L] adequate

B
23
£3
33

=

(] Better = Salbutamol L] spacer or 1 neb L] not adequate

|| Worse 2 Salbutamol | spacer or _| neb
Spacer technique

- || Drreview: [_] move to monitored space

l [_] static = Salbutamol L] spacer or _| neb =) adequate

40 mins
after Rx started

| [_] Better = Salbutamol L] spacer or | neb L] not adequate

[_] worse = Salbutamol L] spacer or _| neb
Spacer technique
- [ | Drreview: [ move to monitored space

V¥
-
Q
<
-
o
(V¥
o
<
&
-
n
1y
m

| || static = Salbutamol L] spacer or _| neb L] adequate

60 mins
after Rx started

| Better @ Observe without treatment L] not adequate

Nursing: Mandatory review now. Continue hourly reviews ED unless directed otherwise

Clinician: Consider early admission if little improvement in clinical picture Admission criteria page 7



W Waitemata PLACE PATIENT LABEL NERI W Waitemata PLACE PATIENT LABEL HERE
/ District Health Board SURNANE oo ’ District Health Board SURNAME Nl
Best Care for Everyone FIRST NAMES: Best Care for Everyone FRIST NAMES
Dane of By X ! SEX Deto of Bay, ! / BEX,

Indicate findings below by: Positive /given OR X Negative / not given AN boxos must e populated

Ingcate lindings below by & Positive / given  OR x Neguatve / not given AN boen must be popidaied

Croup Assessment Tool (CAT)
If features from more than one category “mild”, “moderate” of “severa” are pregent, score e higheat category

Inclusion Criteria
Date: Time: Name: Sign:

Behaviour: | Normal Someo or imecmuttent rrit Increasing irmtabd lothargy
[ Age <6 months - STOP - NOT SUITABLE FOR THIS CARE BUNDLE ‘ oo s
L+ ED Senior Medical or Paedatric Registrar review without delay Stridor: mnmm" active | Some stridor at rest Stridor present at rest
[ Age > 6 months with stridor, barking cough and / or hoarse voice - CONTINUE > > ae.
4 Initiate Best Care Bundle “Croup” on Whiteboard ; ; Respiratory rate: | Neamal | oimaand | St e o e
MMMWIMWMMWMWWW T’w'w 7"""“"9
v - I Accessory mUsel® | Nore or Minimal Nasal flaring Nasal faring
= o 2 Moderate chest wal retraction Marked chest wall rersction
Initial Nursing assessment - Aim 1o complete by 30 minutes < <
a o Hypoxia or oxygen | None or Minimal Saturations <94%
History, examination and vital signs recorded on the Nursing Assessment Sheet. . . requirement:
Croup Assesament Tool applied and appropriate pathway started, (see page 2) w w
s |nitial Pathway: [ Mid ] Moderate [J Severe < d
: = o Mild Pathway - review every 30 minutes
Red Flags - Senior Medical or Paediatric Registrar review without delay = Z At each review: Record vital signs and then select management aption.
L CAT "Severe” or Hypoxia (Sats < 94%) = Move to Resus and Inform Paediatric Team g u::
] Sugden cnset, no prodromal liness, history of choiing (7 Foreign body) w w !
[ Urticariat rash (? Anaphylaxis)  [) Aiergies associaled with Anaphylaxis in the past o v - Calming and comioring measures, avold distrossing ilerventions.
] Not immunised (? Epiglotits) 1 High fever and toxic sppearance (7 Bactedal Tracheitis / Epiglotiits) g L<) L] Couigh Wil -no oy S > <2 ENNtVS.Only
[ Known syndromes (e.9. Down Syndrome) or sirway issues (Laryngo-racheo malacia, Haomangiomas) = . Cough and other signs or Adrenaiine Neb on route - Oral Dexamethasone 0.15 mg/kg (max 12 mg)
(",‘) 0 1t not akeady gven.
Pathway discontinued: Time: Sign: w w
] Completed noemally L indviduaksed management _J Aternative diageosis m o

Admission Guidelines - When to refer for Paediatric review = Move o Rosus, start severe pathway

If history of poor complance with treatment ater discharge in the past or suapvcion Mal complonce is Mkedy 10 be poor after
discharge, diszuss with Paedialnc Team.

- Move 1o moderate pathway and alent cinician of dotenoration,

« Conlinue nursing cares

[ Moderate - Olher si concems o¢ high risk of deteroration
symploms persist Any signifcant g s If discharge seams ticely nitiate cinician review now

] Significant comocbidities * Required 2 or mone doses of Acrenaine
« Transport ssues T neaded 1o come back 1 ED

Sample Signatures

Namo Signature Initials Namo Signature Initials

- Move fo Resus, start severe pathway

= Move 10 moderste pathway and alen dinician of deterioration.

-3 Discharge if discharge guidelines on page 4 are met

tssue Dato: June 2015EM Paoo-@d Iz] FILE IN PATIENT NOTES | Tral |

lesuo Date: June 2015EM Pnole]of [I] FILE IN PATIENT NOTES
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Croup Assessment Tool (CAT)
If features from more than one category “mild”, “moderate” or “severe” are present, score the highest category

Behaviour: | Normal Some or intermittent irritability Increasing irritability or lethargy
Barking cough
Stridor: | Stridor only when active = Some stridor at rest Stridor present at rest
or upset
Respiratory rate: | Normal Increased Marked increase or decrease
Tracheal tug Tracheal tug

Accessory muscle

1188 None or Minimal Nasal flaring Nasal flaring
I Moderate chest wall retraction Marked chest wall retraction
Hypoxia or oxygen s .
requirement: None None or Minimal Saturations < 94%

Mild Pathway - review every 30 minutes
At each review: Record vital signs and then select management option.

Nursing review

Calming and comforting measures, avoid distressing interventions.

_] Cough with no other signs -» Observe only

| Cough and other signs or Adrenaline Neb en route

if not already given.

Nursing review Time: Sign:

| Severe -> Move to Resus, start severe pathway
CAT [ ] Moderate -» Move to moderate pathway and alert clinician of deterioration.

30 min

L Mild -> Continue nursing cares

L |f discharge seems likely initiate clinician review now




CROUP Best Care Bundle

TIME TO TREATMENT TA)

LENGTH OF STAY

0 mins 75 mins 150 mins 225 mins 300 mins
PRE - BUNDLE

Jane Key, Stefan vd Walt



CROUP Best Care Bundle

ADMITTED

PRE - BUNDLE



CROUP Best Care Bundle

ADMITTED

POST - BUNDLE



CROUP Best Care Bundle

Representations

0 % 2.5 % 5% 7.5 % 10 %
Pre-Bundle



Waitemata

District Health Board

Z

SURNAME NHG
Best Care for Everyone FIRST NAMES
Y=ves X=nO Date of Birth SEX

FORMULARY / MEDICATION OPTIONS

CHECKX ALLERGY STATUS AND SEE MEDSAFE OR OTHER TEXT FOR FULL LiST OF CONTRAINDICATIONS®"
ALL MEDICATIONS MUST BE CHARYTED ON THE NATIONAL MEDICATION CHART

ANALGESIA FOR USE IN HOSPITAL AND ON DISCHARGE
Note: Plaase prascribe regular and PRN dosing, sspegially on dischnrge

Medication Dose Route Freq [ Notes

Paracetamol 19/ Oral |Q6houty | Standingord
> buprofen 400 mg Oral Q 6-8 hourly 2800 mp/say
< e i
= Codeine phosphate 30-80mg| Oral |(QEhouty | . R TR
- = Morphine Smg lm.xx)l v SLOW push | S . &y Oy 8 "]
l; ALTERNATIVE ANALGESIA
o Tramadol 50-100 mg Oeal | 4-6 hourly - saariony

' N -
w Diciofenac SR 75 mg Oral Twice cally
J | | o LT . " ' r e
0 Amitriptyline 10 mg | Ocad | Nocte X for 8 T mg neX
| - p - *
z Baclofen smg| O |TOS % “sbrdorigors
I | Diazepam 2-5mg| Oral v veerashoy B o
(11} Rapid releass ~a AeTe G
(4 = oxycodone (eg Smg Orai 1 hourly PRN vasisbio 0 ED (Soc
xynom & iq or cap) Quivalen o Smg

< O

Rapid release morphine » ¥

-1 i 14 4 o yrparrmenl. L

] (eg Sevradol ®) o0 Gl Y
— Ketamne 10-20 mg ! v SOVEYE g MO cuvcancs
w
w
m ADDITIONAL INFORMATION

Bundie docurments

Best Care Bundle Low Back Pam Al gudelire - via Emergency Medicne CeDSS sie

ACC Guideineg

Hoalth Portt Guidelnes

ACC New Zealand Acune Low Back Pain Guice

v beaihporinahways ooy

g wweacc conePRD_EXT COMPigroupsianunal_poocumentsinmenetwon0C2131 ot

TOP TIPS

Acute low back pain is a common presentation. Our key roles Include:

+ Pain relief and mobiksation

+ Ensure that serious underlying iliness or pathology is absent.

Most patients will be able to leave the hospital alter assessment however serious iliness does occur
and may be subtie and overiooked, especially in the early stages. e.g epidwal abscess, discills and

ostearmyelitls. Rarely other conditions cause back pain that is not from the spine. e.g. aorlic
pathology / renal colic. Beware of the patient with immunosupression and raised inflammatory
markers

v ) [7]

ssued: July 2015EM Ravewod June 2016
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Date of Birth: _

FORMULARY / MEDICATION OPTIONS

CHECK ALLERGY STATUS AND SEE MEDSAFE OR OTHER TEXT FOR FULL LIST OF CONTRAINDICATIONS*"
ALL MEDICATIONS MUST BE CHARTED ON THE NATIONAL MEDICATION CHART

ANALGESIA FOR USE IN HOSPITAL AND ON DISCHARGE

Note: Please prescribe regular and PRN dosing, especially on discharge

Medication Dose Route Freq Notes
Paracetamol 1g Oral Q 6 hourly Standing order

Standing order
Ibuprofen 400 mg Oral Q 6-8 hourly Up to 800 mg TDS. (Max 2400 mg/day)

Ensure normal eGFR (> 60 mi /1.73 m2)

; Standing order. Max 400 mg / day

Codeine phosphate 30 - 60 mg Oral Q 6 hourly R ARG DI

Constipating. Consider laxative or stool softeners
Morphine 5 mg (max) v SLOW push tanding order. < 50kg =0.1mgkg IV > 50kg = 5mg
ALTERNATIVE ANALGESIA

High Side effect profiie, 1 seizure threshold
Tramadol 50-100 mg Oral | 4-6 hourly e ‘S pheregtcd ) tamy =

wviax -‘:O(' "rng / Cay

Ensure normal eGFR (>60 mi/1.73 m2)
Diclofenac SR 75 mg Oral Twice daily Max 150 mg Daily

Consider Omeprazole 20 mg PO daily. GI upset common
Amitriptyline 10 mg Oral Nocte Option for discharge. Increasing to 20 mg nocte
Baclofen 5m Oral TDS Caution in known Psychiatric patients and elderly

9 Causes drowsiness, | seizure threshold, and Gl upset
. Note: Only at senior doctor discretion where muscle spasm
Diazepam 2-5m Oral : .
P g significant. Not for routine use
Rapid release Max 30 mg / 24h. Safer in renal impairment. Constipating
oxycodone (eg 5 mg Oral 1 hourly PRN | Liquid formulation not available in ED. (Source from ADU)
Oxynorm ® liq or cap) 2.5 mg Ligquid oxynorm equivalent to Smg oral morphine
id rel hi 3 5

Rapid re ease\morp . 810 mg Oral 1-4 hourly Max 60mg/24n. Care in renal impairment. Constipating
(eg Sevredol ®)
Ketamine 10-20 mg v For severe unremitting pain only. SMO guidance

ADDITIONAL INFORMATION

Bundle documents

Best Care Bundie Low Back Pain full guideiine - via Emergency Medicine CeDSS site

ACC Guideline

| Health Point Guidelines

hitp/Awww.acc.co.nz/PRD_EXT CSMP/groups/extemal_ip/documents/internet/wem002131.pdf
ACQ New Zea!and Acuvte Lo'.y Back Pain Guide
www.healthpomntpathways.co.nz




ULARY / MEDICATION OPTIONS

SEE MEDSA - ATLEN TEYY &

AFE OR OTHER TEXT FOR FU

FORM

CHECK ALLERGY STATU

ALL MEDICATIONS MUST BE CHAHTED ON THE NATIONAL MEDICATION CHART

I

a0

Replace IDC. especialy If in sty foe »2
weeks, Considler removal of cameter ¥
possdie.

Ruview pravwous uning Cultres 10 guae
reatment.
* Gentamcn ouse vee ideal Body

*Gantamicin & Amikacin shoud initaly ba cosed on ides! Body Weight. 3 = (Peight i1 cm -150) x 0.9 + 50/ 8 = (height in om - 150) s 0.8 + 455
Further dosing shoukd then be guided by Iherapectic drug mondoning - see Aminoghycoside protacol CalISS. Use with caution in axisting o imperding
_renal fadure. Thevo is S0V @ gk of OfOTCXGTY oven with stal dose. Use for max 48 hve, Both pvovia oned gomonal Cover :

pensitvily weth Parsclvt Contec? 10
JEVEND PVVCOn atavgy
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District Health Board SURNAME: NHI:

o ’ Waitemata (PLACE PATIENT LABEL HERE)

Best Care for Everyone FIRST NAMES:

|Z| =YES |X| =NO Date of Birth:

LOWER BACK PAIN

Clinician: [ ens [Hs [ reg [ smo

Mechanism / onset: Ask about trauma

v

Location / duration:

24 hour pattern:
Aggravating factors: No aggravating / relieving

factors: ? AAA or spinal
Relieving factors: infections

Previous admissions or ED visits with back pain:

|:| Known AAA
] 1DDM / NIDDM

L] Previous spinal surgery:
] Osteoporosis / previous osteoporotic fractures:

] Herniated disk or chronic back pain due to:

D Warfarin D Other anticoagulants:
[ steroids (] immune modulators:

(] No known allergies ~ ALLERGIES:

Independent [ ] Yes [] No  Details:
Smoking history (] Non smoker ] smoker:
D VDU D Other recreational drugs: Epidural abscess risk
Stairs at home:D No L[] Yes

Occupation:

Issue Date: July 2015/EM Page: of El FILE IN PATIENT NOTES

EMERGENCY MEDICINE NOTES



District Health Board SURNAME: __ NHE

'/ Waitemata (PLACE PATIENT LABEL HERE)

Best Care for Everyone FIRST NAMES:

=YES =NO Date of Birth:

[J CNS [JHS [] Reg [] SMO

Mechanism: Beware of injuries
caused by weapon e.g.
Baseball bat or hammer.
High risk for skull #

Loss of consciousness [_| No [] Yes:
Amnesia [ ] No [] Yes: [] Retrograde [ ] Anterograde

Headache [ ] No [] Yes:

Seizure [ ] No [] Yes:

Nausea /vomiting [_] No [] Yes:

Visual & [ ] No [ Yes:

Dizziness [ ] No [] Yes:

Tinnitus (new) [ ] No [] Yes:

[0 Previous concussion / head injury

[ Warfarin [] Other anticoagulants: e.g. Clopidogrel, Dabigatran, Rivaroxaban. High risk of intracranial haemorrhage

[] No known allergies ALLERGIES:

Independent [ Yes [] No Details:
Smoking history [ Non smoker ] Smoker:
] ETOH ] vbu [] Other recreational drugs:

Occupation
Living situation To be discharged in the care of a responsible adult

svF [ Completed Document on nursing assessment sheet

Issue Date: Nov 2015/EM Page: of FILE IN PATIENT NOTES

EMERGENCY MEDICINE NOTES
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SENSATION ] Normat in il sermatomes
¥ abnormal: mak abnermal areas on tha diagram on e right. and commeant on
2paint discrimination ] Normat or
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(PLACE PATIENT LAREL MERE)

0 Alert Oreetando ! [Tume [ place [ pecson

V [ Normat  Facia! sersafion. Mokr massetir, lemporess
Wi [T] Normas Facie! movennts
vt [[] Normal Hearing, Reme. Weber
XX [ Normal Gag. swaicw
X [J nomat  Shouicier shrug
xn ] Nomat  Tonpue prosmusion
Power [T] Normat in i myokomes
Sersaton [[] Normal in all dermatomes
Coordination [} Nommat
Rotiaxes [] Normat
Gat [] Nomai

EMERGENCY MEDICINE




District Health Board

} Waitemata (PLACE PATIENT LABEL HERE)
4

SURNAME: NHI:
Best Care for Everyone FIRST NAMES:
mv,.m g.m Date of Birth: / / SEX:

GCS ME Bl N [ Alert Orentatedto: [ Jtime [ ] place [] person
Cranial nerve Il [_] Normal vision
[C] PEARL

m, v, vi [[] FROEM LRs. S04
v [[] Normal Facial sensation. Motor masseter, temporalis
Vil [] Normal Facial movements
vl [_] Normal Hearing, Rinne, Weber

IX, X [] Normal Gag, swallow Plantarrefiex: 1 1 11

X! [[] Normal Shoulder shrug Clonus: - + - +

xit [] Normal Tongue protrusion 0 Assent |
Power [] Normal in all + Average
Sensation [_] Normal in all dermatomes +++ Pamological |

Coordination [_] Normal
Reflexes [] Normal
Gait [] Normal

C-SPINE Absence of migiing tenderness is a low
Midiine tender [ ] No  [] Yes risk factor (See Canadian C-spine rules
page 4 Best Care Bundie pathway)
Motion range [_] Normal
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Waitemata

District Health Board

Z

Best Care for Everyone

Best Care for Everyone

| N Wai
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Waitemald

District Health CEARRHOEA & VOMITING (ADULT)

ryane

Best Care for BV

liarrhoea (runny, watery stools) and it may also
ne tiredness). The diarrhoea may last longer than

ill not usually work, and could even be bad for you.

called concussmr\)

young children and ;
fe for you to 9° causes swelling and narrowing

. (Somet'lmes

. sk it is Sa
had a minor head injury ious njury- We now think it 1 Ithough it can take up to a week or two) .The
You have and have found no s€ . thydration. o
cur. ?
The doctors have seen you: . putsome prob\emsftf‘a\;‘oa(;or the next 24 nours 10
4 hours, Wi . L
home- ot better over the next zsafe someone should stay - aneck yoU- ated with antibiotics i
Most peop\eb?ems are rare, but 1o ° ou once the first right 10 nild Wt L
Serious Pro av should wake ¥
watch and helP \(2”5-\ eep. Friends OF family s Wind Pipe
ig safe 10 90
tis f too much fluid from the body).
» severely dehydrated and this can happen Breathing tubes
Jgh

Lung

not

] We“ as USUa\-

1] Cannot see as .
» Slurred speech- d shaking)-

. nan feet. pehaviour- 1edication i
. Fits/Seizures (fa\\\ng\do;N [ are unsteady on V,::f\\:‘gs rixed up) of unusual dication is needed.
egs, J— L . ]
" Have weak arms or 1eg here you are or get Il feel nauseated. You will still absorb edicine which will reduce swelling in your child's

/ W W
« Confusion (don't kno

’ improve the stri :
good balance of water, salts, and sugar. stridor but have little effect on the

ed better from the bowel (intestine) into

BEST CARE BUNDLE - PATIENT INFORMATION

)te that a single dose js safe and will have no

ou can buy from pharmacies. (The urs.

member things: o

0:50 with water.
ed or poor siee:

the right amount of salt or sugar and our child—

entw ar distress can mak i .
o without any “eatrg 5GP (tam“\l d_ e their breathing and

ally get bet ot worse, 5e€

)-20 mL) every 5 minutes. That way if Id’s throat is sore.

it at once can often bring on

ifever or has a sore throat. (Follow the dosage

2d, there is no evidence it actually helps. (There

burned from the hot water) We do not

Medication and drf‘(')‘rg\ieadache.
e paracetamo! (panadol) dovs S — ttle o IP Clear
« DOta ur \,\Sua\ p\“S . irin for the next 4 days- perSOn b chlld sh ul M yoyr chi €ed js due Ucoys fro,-n
. DO take YO ntaining asP! s you can- Y coypp:. 2¥d no ay .
ke tablets €O r doctor say ghing e o
. DO NOT take eeping pills unless You L you are petter. an
sle
DO NOT take (coho
any a co

. DO NOT drink




Waitemata

District Health Board SURNAME: NHI:

4

FIRST NAMES:

Best Care for Everyone
DATE OF BIRTH: / / SEX:

REFERRAL (Generated from ED)

DATE SENT : / / DATE REC: / /
FAX NO : No of pages:
REFERRED TO : WDHB UROLOGY CLINIC
Service / Ward Clinician Name (print)

REFERRED BY : Emergency Medicine

Service / Ward Clinician Name (print)
Clinician Designation Signature ext/locator
URGENCY
[ ] Immediate - now [ ] Urgent - today [] Within 24 hrs [ ] Within 7 days
[] Within 1 month [ ] Non-urgent [ ] Early Discharge

ACTIVE ISSUES

1 Acute urinary retention precipitated by:
2
3
4
5
ETHNICITY ALERTS / ALLERGIES
[} Nz European [ Maori [ ] MRSA/ESBL and other multiresistant drugs
[ ] samoan [ ] Cook Island Maori [] Allergies
[] Tongan [ ] Niuean [ ] other:
[ ] Chinese [ ] Indian
[ ] other
MOBILITY
INTERPRETER REQUIRED: ] walk ] Chair
L] Yes [J No L] Trolley [] Ambulance

REASON FOR REFERRAL
Thank you for follow up on this patient who presented with Acute Urinary Retention

The indication for follow up in your clinic is:

[ ] Failed TROC [ ] Painless retention L] Difficult IDC placement
[ 1 New SPC [ 1 Renal impairment [ 1 Representation with clots
(1 Hydronephrosis (1 Renal failure

[ 1 Recent lower urinary tract surgery <6 weeks

Please see the detailed Electronic Discharge Summary for additional information

-
<
o
o
L
L.
L
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& World Health
> %.¥ Organization

Before induction of anaesthesia »»»»»»»»» Before skin incision »»»»»»»srrrrr» Before patient leaves operating room

PATIENT HAS CONFIRMED
« IDENTITY

« SITE

* PROCEDURE

* CONSENT

SITE MARKED/NOT APPLICABLE

ANAESTHESIA SAFETY CHECK COMPLETED

PULSE OXIMETER ON PATIENT AND FUNCTIONING
DOES PATIENT HAVE A:

KNOWN ALLERGY?
NO
YES

DIFFICULT AIRWAY/ASPIRATION RISK?
NO
YES, AND EQUIPMENT/ASSISTANCE AVAILABLE

RISK OF >500ML BLOOD LOSS

(7ML/KG IN CHILDREN)?

NO

YES, AND ADEQUATE INTRAVENOUS ACCESS
AND FLUIDS PLANNED

(]

SURGICAL SAFETY CHECKLIST (FirsT Epimion)

CONFIRM ALL TEAM MEMBERS HAVE
INTRODUCED THEMSELVES BY NAME AND
ROLE

L

i
- -

SURGEON, ANAESTHESIA PROFESSIONAL

AND NURSE VERBALLY CONFIRM -

* PATIENT
* SITE
* PROCEDURE

ANTICIPATED CRITICAL EVENTS

SURGEON REVIEWS: WHAT ARE THE -

CRITICAL OR UNEXPECTED STEPS,
OPERATIVE DURATION, ANTICIPATED

NURSE VERBALLY CONFIRMS WITH THE
TEAM:

THE NAME OF THE PROCEDURE RECORDED
THAT INSTRUMENT, SPONGE AND NEEDLE
COUNTS ARE CORRECT (OR NOT
APPLICABLE)

HOW THE SPECIMEN IS LABELLED
(INCLUDING PATIENT NAME)

WHETHER THERE ARE ANY EQUIPMENT
PROBLEMS TO BE ADDRESSED

BLOOD LOSS? L]

ANAESTHESIA TEAM REVIEWS: ARE THERE
ANY PATIENT-SPECIFIC CONCERNS?

NURSING TEAM REVIEWS: HAS STERILITY
(INCLUDING INDICATOR RESULTS) BEEN
CONFIRMED? ARE THERE EQUIPMENT
ISSUES OR ANY CONCERNS?

HAS ANTIBIOTIC PROPHYLAXIS BEEN GIVEN
WITHIN THE LAST 60 MINUTES?

YES
NOT APPLICABLE

IS ESSENTIAL IMAGING DISPLAYED?
YES
NOT APPLICABLE

SURGEON, ANAESTHESIA PROFESSIONAL
AND NURSE REVIEW THE KEY CONCERNS
FOR RECOVERY AND MANAGEMENT

OF THIS PATIENT

THIS CHECKLIST IS NOT INTENDED TO BE COMPREHENSIVE. ADDITIONS AND MODIFICATIONS TO FIT LOCAL PRACTICE ARE ENCOURAGED.
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'‘Good checklists are precise. The are efficient, to
the point, and easy to use, even in the most
difficult situations’

CHECKLIST

HOW TO GET THINGS RIGHT

'‘Good checklists are practical’

- Atul Gawande



(o Nianie ANSTRATA



cecilia.rademeyer@waitematadhb.govt.nz

https://vimeo.com/184951787
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