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Case Study One
The Bolton Care Record is an important addition to the health and social care economy in Bolton. It
has the potential help all people from all backgrounds if they are signed up.
This fact was highlighted recently when a 25-year-old former asylum seeker, who had been in the UK
for five years, who was admitted to A&E with chest pain – which did not seem to be the result of a
cardiac issue.
The young man did state, however, that both of his parents had died at a young age from unspecified
cardiac disorders and that he previously had received cardiology investigations at hospital.
Due to the availability of the Bolton Care Record, staff at in the A&E department of Bolton NHS
Foundation Trust we are able to confirm that he had previously been discharged from cardiology and
that he had no ongoing cardiac concerns – leading to a safe discharge from A&E.

Case Study Two
One of the most important elements of dealing with patients is time; the time it takes to diagnose and
the time it takes to treat.
The following real-life scenario is an example of how the historical system does not provide
information about a patient in a sufficient timescale and how the Bolton Care Record is a direct
remedy for that.
A patient attended A&E at Bolton NHS Foundation Trust suffering from confusion and was unable to
provide a medical history.
The Consultant at the hospital called Tonge Fold Health Centre, the patient’s local GP Practice, and
reception staff offer to fax over the patient’s details.
The Consultant has to then go away to find the appropriate fax number whilst the receptionist at
Tonge Fold waits on the phone.
The ward clerks on D1 then confirm that they are unable to receive the incoming fax, this information
is passed back, by the Consultant to Tonge Fold, and an email is requested as an alternative.
When the email was sent over to the hospital by Tonge Fold there was no attachment with the email,
the Consultant then has to reply to Tonge Fold stating that no attachment has been received, Tonge
Fold state that there was an attachment and they resend.
The Consultant still receives no information which eventually has to be sent over as a JPG image, at
which point the Consultant finally has the information required.
If the Bolton Care Record was available in this case the Consultant would simply have to employ the
‘Break Glass’ function and the information would be available immediately.
There are also concerns with this process in regards to information governance. Is the Consultant
required to get consent from the patient prior to calling the GP Practice? Is sending a fax a secure way
of sharing information? What is the audit process for GP Practices for sending out faxes?
All of the above concerns are easily allayed by the adoption of the Bolton Care Record.

Case Study Three
The Bolton Care Record is an incredibly useful tool when it comes to helping patients who are in need
of immediate medical attention but are not well enough to provide information about their medical
background due to their condition.
Dr Simon Irving was on duty in the A&E department when he noticed a patient who was in a very
serious condition.
The patient had been looking for somewhere to sleep and had fallen between a fence and a garage.
When the patient was found he was hypotensive, hypothermic, ketotic, acidotic and had many
pressure sores.
He was unable to give any information apart from his name, from which his NHS number was
retrieved from PAS.
Dr Irving logged onto the Bolton Care Record and found what medication the patient was currently
on, his full medical history, allergy status and baseline BP.
It was discovered that the patient had suffered from Hepatitis C, was a Type 2 Diabetic and suffered
from Hypothyroidism.
The information which the Bolton Care Record offered was incredibly value to the treatment of the
patient and ensured that his treatment was appropriately tailored to his specific needs in a much
faster timeframe than would otherwise have been available to medical staff at A&E.

