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Guidelines for the Transfer of Critical Care Patients
(Level 2 / 3) non NICCaTS
1. The purpose/objective of the standard/guideline

To ensure patient safety and to minimise the potential risk of all Level 2 and Level 3 patients not transferred by Northern Ireland Critical Care Transfer Service (NICCaTS)

2. Intended target population

The guideline is primarily aimed at staff responsible for transfer of       Level 2/3 patients to and from Critical Care Units but may be equally applicable to other specialties when transferring level 2 patients.

3. Time scale for implementation 

Transfers are a regular occurrence within the network, in the interested of safety these guidelines should be implemented as soon as possible
4. Resource Implications 

The required equipment should already be available for the safe transfer of critically ill patients. 

Resource implications if staff requires the suggested training
5. Financial disclosures/conflicts of interest

N/A
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Aim

To ensure patient safety and to minimise the potential risk of all Level 2 and Level 3 patients not transferred by the Northern Ireland Critical Care Transfer Service (NICCaTS) whether transportation of patients is occurring within or between hospital locations for clinical or non clinical reasons. Table 1
Background The transfer of a critical care patient (Level 2 or Level 3 care) should only be considered for essential clinical reasons, but avoided if at all possible by attempting to contain demand within Trusts. If this is not possible, transfers should only be considered if in the best interest of the patient and where risk for patients and staff is kept to a minimum. Even the most well managed transfers have the potential to be detrimental to patients with adverse events occurring in about one- third of all cases according to Ligtenberg [1] Within Northern Ireland NICCaTS is the preferred method of transfer for all level 3 patients, however it is recognised that in time critical transfers this may not be possible. In the case of over capacity the  ‘new’ patient who needs a critical care bed (either Intensive Care or High Dependency) would normally be the patient transferred except in exceptional circumstances where the transfer would present an unacceptable high risk to the patients well being, in which case the critical care consultant is responsible for deciding which patient to transfer. These guidelines are applicable to critical care patients transferred between hospitals (from wards, A&E, theatres or another critical care facilities) and patients moved within hospital departments (such as magnetic resonance or computerised tomography scanner) but may form the basis of good practice for other level 2 transfers such as cardiac or nephrology.
Table 1 Definitions


· Transfer is by road and within Northern Ireland

· Transfer involves a patient of 13 or more years [2] who is not going to Royal Belfast Hospital for Sick Children (RBHSC) 

· Patient not suitable for NICCaTS (time critical) or NICCaTS not available
· Patient should be stable for transfer

· Patient requires emergency transfer to a hospital with specialist facilities, diagnostic testing or investigation  not available at referring hospital

· Patient requires treatment on route such as infusions, cardiac drug administration, intubation etc. 

· Ongoing support not available at referring hospital 

· Lack of staffed critical care beds at referring hospital

· Repatriation 

· Includes time critical transfers such as vascular or neurosurgical patients

The referring Hospital should

· Locate and secure an appropriate Level 2 or Level 3 bed

· Appropriately trained personnel should accompany patient 

· Should supply appropriate transfer equipment 

· Inform ambulance control of imminent need of ambulance

        
1. Contact bed manager or Patient Flow Co-ordinator if delayed discharge is an issue (see CCaNNI Discharge Policy 00/04) 

2. Explore all existing resources before deciding to transfer (local escalation policies) 

3. Check Critical Care Bed Bureau for bed availability (check nearest Level 2/ Level 3 facility) unit numbers (appendix 1) 
4. Consider transfer within own Trust  in the first instance, if possible avoid non clinical transfers to  specialist beds 

5. A request for admission to critical care is normally on a consultant to consultant basis. 

6. Contact receiving consultant to discuss admission and pre transfer treatment and agree competencies required for safe transfer [5]
7. Specialist receiving team (e.g. medicine, surgery, orthopaedic, neuro etc) must be contacted and agree to transfer of care

8. The referring unit remains responsible for the provision of care until the patient arrives and is accepted by receiving unit

9. The referring  consultant  is responsible for assessing the patient to be transferred and together with the receiving consultant determining the level of competence / skills  required subject to the condition of each patient 

10. Must be physiologically  stabilised and  optimized before transfer

11. All patients must be accompanied by  a minimum of two attendants [3] usually a Doctor and Nurse with experience and knowledge of transfers (section 5)
12. Staff must be  versed in patients history, treatments and diagnostic test to date (see section 5)

13. Details of any infectious conditions must be made known to receiving hospital and ambulance service 

14. All equipment collected and checked prior to transfer (see section 3)
15. Contact ambulance control as soon as decision made to transfer and discuss  expected time of departure, infection status and need for bariatric stretcher if required
16. The speed of travel should normally be dictated by patient condition and should generally be maintained at normal or below normal speed to ensure patient and staff safety except in exceptional circumstances.
17. All equipment should be of a standard that is fit for use during transportation  [14]
18. Contact PSNI if escort required if traffic conditions dictate

19. Telephone receiving hospital before departure with expected time of arrival 

20. All non clinical transfers from level 2/3 facility  should be reported as adverse incidents via local reporting procedures

21. Inform patient and next of kin (section 5)


There are a number of key elements to think of and plan before the transfer can commence. Time spent gathering equipment and ensuring functionality can slow this process considerably. It is recommended the following equipment is held in a designated area, where it is clearly marked and tagged to facilitate daily check. 

Equipment used to transfer Level 2 and Level 3 patients See sample checklist appendix 2 & 3.
Adult Ventilator – Portable ventilator suitable for transfers

Ventilator Circuit – Single use only
 Physiological Monitor – To measure the following parameters: 

                                                                                       E.C.G                                                                                         

SPO2

NIBP

Arterial BP

CVP

TEMP

ETCO2

Drug administration device – Syringe pumps are used for the delivery of anaesthetic and critical care drugs. It is essential to have anti syphon luer locked extension sets.  [5].   
Oxygen therapy – Endotracheal tube – Tracheostomy tube – 100% Oxygen reservoir mask - Aerosol mask – Face tent - Nasal cannula – HME filter – Aerosol Nebuliser - self inflating manual resuscitator - Mapleson C circuit – anaesthetic mask size 4 depending of level of care and oxygen requirement. 

Oxygen cylinder sizes C, D – E fitted with Pin indexed O2 regulator to deliver 0 to 15 LPM for manual bagging of spontaneous breathing patients. Plus a Schrader valve to supply the drive gas for the transport ventilator  
Dc / Dc Power inverter – used to allow the equipment (ventilator, monitor, and syringe pumps) to run off the supply from the ambulance and not have to depend on internal batteries. This DC power inverter should be of sufficient wattage to power all the major equipment without running at full capacity. (350 watt +)
4 way power supply suitable medical grade
Suction – battery operated suction unit
Emergency bag – Including necessary drugs and intubation equipment. It should be checked before and after ALL transfers. (See checklist appendix 2&3)
Consideration should be given to the following:

· How the equipment is positioned within the ambulance ensuring all equipment is secured and tested to avoid the risk of projectiles as detailed in the standard BS EN 1789-2007 (standard specifies requirements for the design, testing, performance and equipping of road ambulances used for the transport and care of patients.)
· Re-establishment of equipment on return decontamination, restocking and recharging 
· When purchasing equipment used during transfer ensure suitability and compliance with NIAS and relevant CEN regulations for transport. 
All transfer equipment should be monitored and tested regularly to ensure it is charged and ready for use and this process documented
All equipment should be tested for functionality before use – portable equipment should not be used for lengthy periods on battery power before departure. 


The competencies / skills level required for each transfer will be determined by the transferring and the receiving consultant on an individual basis, based upon the needs of the patient. 
Personnel involved in transfer need to be trained and competent in:-

Care of acutely ill patient including

· Airway management
· Resuscitation 
· Inotropic support

· Use and management of invasive lines

· Recognition and treatment of changes in vital signs
· A,B,C,D & E

· Moving and Handling with spinal precautions
Be competent in the use of transfer equipment

· Portable ventilator (if appropriate)
· Vital signs monitor

· Syringe pumps

· Infusion devices

· Suction equipment

· Spinal board

Be familiar with the contents of Emergency Bag and paperwork required for transfer

Trusts may want to consider specific training programmes available for staff such as Safe Transfer and Retrieval course (STAR) 

· The minimum of two attendants must accompany all Level 2 and Level 3 patients being transported. [6]
· For all level 3 transfers one attendant should be a medical practitioner with appropriate training in intensive care medicine, anaesthesia or other acute specialty 

· In most cases the second attendant will be a nurse with independent professional responsibility towards the patient ideally they should hold a post registration qualification or Intermediate Life Support (ILS) certificate as a minimum.


Continuity of care can be achieved by effective physician to physician and nurse to nurse communication, with the purpose of reviewing the patients’ condition and the treatment plan in operation. [7]
A decision to transfer should be made by consultants after full assessment and discussion between the referring and receiving hospitals.

It is essential that all information relating to the patients condition and rationale for transfer, is clearly recorded, using an agreed standardised format for written communication.  [8]

Written records should include biographical and introductory information, clinical observations, airway, fluid balance, blood results, drugs used, x-rays, medical history including respiratory function, names of referring and accepting consultants and nursing care records

The ambulance service should not be contacted until both the transferring and receiving teams are satisfied that the patient is ready for transfer

Before transfer, the receiving unit must confirm that it is ready to receive the patient

The receiving unit should be informed of the estimated time of arrival.

It is good practice that relatives be made aware of the transfer decision as soon as is practicable, where appropriate.   If time permits, a member of the transfer team could meet with the family to explain their role in the transfer.  Family members should be provided with directions to the receiving facility and also made aware of contact telephone numbers for this facility.  (CCaNNI web site)
Where a patient is currently in a level 2 or level 3 facility and has to be moved to facilitate the admission of another patient, it would be good practice to discuss the reason for the transfer with the patient and / or their relatives

On arrival at the receiving unit, there must be direct communication between the transfer team and the medical and nursing team who will assume responsibility for the patient.  [3]
Accompanying documentation must include the patients history, indications for transfer and a record of the patients vital signs and status throughout the transfer period.

6.1 Professional Responsibilities regarding communication (CREST 2006) [9]
It is the responsibility of medical staff to communicate the following:

· Discuss the patient with the consultant care team at the receiving hospital

· Inform the next of kin of the decision and reasons for transfer, as appropriate, with the consent of the patient

· Liaising with staff at the receiving unit and agreeing transfer arrangements, treatment advise and expected time of arrival

· Ensuring that the receiving unit has full details of the patients’ condition and requirements

· Ensuring all relevant medical documentation is fully completed.

It is the responsibility of nursing staff to communicate the following:

· Discuss the transfer arrangements with nursing staff in the receiving hospital

· Contact ambulance control with relevant information (section 2 point 15) in order to ensure appropriate ambulance for transfer

· Obtain an agreed time for transfer

· Ensuring a full explanation is given to the patient and/or relative, with where practical, the consent of the patient

· Ensuring all appropriate nursing documentation is completed.
6.2
Handover 
It is recognised that the verbal and written handover within acute and critical care settings facilitates the continuity of care and minimises the risk of omissions in the care delivery [10]. ]. Handover of patient information will often occur between clinical staff and the transfer team at the referring hospital and again at the receiving clinical unit between the transfer team and receiving clinical staff.  Therefore it is important that a structured approach is used in sharing relevant patient information to minimise the risk of omission in information sharing.
Consideration should be given to the following 

· The process of handover should begin before the patient is transferred through the sharing of relevant patient data by telephone which will facilitate the receiving unit to prepare resources.

· The staff responsible for the transfer should be familiar with the details of the patients’ history, diagnosis, clinical observations and treatment plan.  

· Introduction of medical and nursing staff to the transferring team should occur on arrival to ensure staff engage in appropriate handover activity
· On arrival at the referring and receiving units staff should ensure patient related activity (attaching patient to monitoring equipment, ventilator etc.) does not hinder the effective transfer of patient information. The nurse and doctor receiving the patient should identify themselves to the transfer team as soon as possible.  Staff involved in the verbal patient handover should have uninterrupted time to do so.

· A structured formal approach should act as the basis for the handover process [11] by using a detailed aid memoir or transfer form (appendix 4) This will assist in minimising the risk of omission in the transfer of patients related information
· This structured formal approach will also assist in ensuring relevant patient records have been provided. `
· Patient information should not only refer to historical data but clarify any questions and detail outstanding investigation / diagnostic results and know future plans. [12]

There is a standardised set of forms to be used by staff transferring all level 2 and level 3 patients. These include

· Transfer and handover form

· Patient examination form

· Patient Transfer checklist 

· Transfer observation form

· Audit form 

· Emergency bag checklist (airway, breathing and circulation) 

The transfer / handover and examination forms should be used as a guide for the information required when requesting admission to a critical care facility.

All forms required for transfer of level 2 and level 3 patients can be downloaded at www.ccanni.org.uk or via trust intranet  

See Appendix 4

Sufficient quantities of current medications to maintain the patient for the duration of the journey should accompany the patient
Suggested emergency drug are contained in appendix 2 

Drugs in addition to those contained in the Airway & Breathing and Circulation checklists appendix 2 & 3 should include for example
· Analgesics – Fentanyl,  Alfentanil, Morphine*
· Adequate supply of the drugs that the patient is receiving should be prepared to last for the length of time the transfer is likely to take
· I.V. fluids (colloid / crystalloid) required by patients condition 
* When using controlled drug local policy must be adhered to 
 


The purpose of the audit is to provide details of the geographical and specialty movement of critical care patients,  the reasons for transfer, the level of care on route, the length of time taken from base to base and whether the were any adverse incidents.   
This is captured by the audit form which should be completed by the transferring team after every transfer and returned to CCaNNI headquarters either manually or electronically. (Appendix 5)
The receiving unit will notify CCaNNI (via web link) when a transfer has taken place to compile an inventory of transfers and compliance of completion of audit forms 

The audit results will be reviewed by a multi disciplinary group comprising of representatives from hospitals with and without critical care facilities, NIAS and members of CCaNNI ensuring an appropriate geographical spread.  

Reports from the Transfer group will be presented at CCaNNI board 
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Direct Line Number to Critical Care Unit
	UNIT
	Contact Number

	Antrim
	02894 424724

	Altnagelvin
	02871 611207

	BCH  
	02890 263756

	Causeway
	02870 346134

	Craigavon
	02838 612305

	Erne
	02866 382543

	Mater
	02890 802207

	RVH ICU
	02890 633336

	RVH HDU
	02890 635355

	Ulster
	02890 550485


Airway & Breathing Checklist (sample)
	Inside Pocket under lid
	Intubation

Equipment
	Pouch One


	Drug Pouch checklist
	Outside pocket



	Sealed Ambu Bag.

Mapelson “C” Circuit

Face mask 

“2055”

one only

Nebuliser unit to be used with Mapelson Circuit only


	Laryngoscope X 2

Spare batteries 

Blades Size 4 X 2 

Magill’s forceps  

Bougee 

LMA Size 4. X 1 only 

Face mask size 4 Disposable 

Trache tape 

ET Tubes 6,7,8,9 one of each. 

10 ml syringe. 

KY jelly 

Guedels airways 2.3,4, one of each.

Pair disposable scissors

7.0 Portex Tracheostomy

Minitracheostomy kit 
	Spare ventilator cap

Veress Needle 

Oxygen tubing Connector 

Catheter mount

Hudson Face Mask 

Spare mini filters (pink ones)

Single outflow filter (Larger size)

Disposable SAT probes 
	Propofol 1%                     20 mls   X 2 amps 

Midazolam X 1mg/ml       5mls      X 2 amps

Etomidate X 2mgs/ml      10mls    X 2 amps

Cisatracurium 2mgs/ml   10mls    X 1 amp

Flumazenil 100mcg/ml     5mls     X 2amps

Hydrocortisone 100mgs/ml 5mls  X 1 amp

Chlorphenamine 10mgs/ml  1ml   X 1 amp

Thiopentone 500mg Vial                X 1amp

Adrenaline 1:1000                           X 5 amps

Noradrenaline 1:1000                     X 2 amps 

Ephedrine 3mg/ml 10mls               X 2 amps

Furosemide 10mgs/ml  5 mls        X 1 amp

Metoclopramide 5mgs/ml  2mls    X 1 amp

Amiodarone 50mgs/ml 3mls          X 2 amps

Magnesium Sulphate 50% 10mls   X 1 vial

Nb if any of the above are already by continual infusion quantities sufficient for length of transfer should be taken 
	Charging units for both ventilator and Propaq monitor




 Circulation Checklist (sample)
	Inside pocket under lid
	IV access Bag


	Pouch One


	Pouch Two


	Pouch Four

Emergency Drugs 
	Outside pocket

	NIABP Cuff for Propaq 

Manual BP cuff 

Stethoscope

Small Net pocket

Scissor 

Chest clamp 

Roll of tape 

Gauze 

ECG electrodes 

Pen Torch 
	50mls Monojet syringes X 2

Extension tubing X 2

Venflons various sizes 

Adsytes Pinks and blues 

Lederflex X 2

Syringes and needles 

Bungs 

Alcohol wipes

Roll of tape

4 amps Saline

4 amps H2O

IV  3000 Dressings 


	Spare pressure transducer cable 

Pressure transducers     X 2

Pressure Bags X 2


	Colloids 500 

X 1

Hartmanns  Solution

X 500mls

Mannitol 10%  X 500mls

Pouch Three

Blood giving set X 1

Fluid giving set X 2

Extension tubing 

Saline 50mls 

Dextrose 5% 50mls 

50mls syringe X 1
	Adrenaline 1:10,000 Mini-Jets X 3

Adrenaline 1:1000  Mini-Jet X 1

Amiodarone 300mg in 10mls  Mini-jet X1

Sodium Bicarbonate 4.2% Mini-jet X 1

Calcium Chloride 10% Mini-jet  X 1

Lignocaine 2% Mini-jet X 1

Atropine 3mg Mini-jet X 1

Dextrose 50% in 25mls  X 1   vial 

Water for injection 10mls  X 4 amps

Saline for injection 10mls  X 4 amps
 
	Taxi book 




CCaNNI Transfer / Handover Form 

	Patient’s Name:                                       D.O.B.                      Male/ Female

Addressograph

Address:                                                   Post Code:

	Referring Hospital
	Receiving Hospital

	Hospital Name: …………………………

Referring Doctor: ……………………….

Specialism: ……..     Grade: ……………

Phone No: ………………………………

Transferred from 

ICU/   HDU/   THEATRE/   A/E OTHER
	Hospital Name …………………………………

Receiving Doctor ………………………………

Specialism: …………. Grade: ………………..

Phone No: ……………………………………..

Admitting Service Consultant………………..

Transferred to 

ICU/  HDU/   THEATRE/   Scanner/ Other

	Reason for  transfer:   
 No ICU Bed  available                      No ICU in Hospital                       Specialist treatment              
 Repatriation                                      To Make a bed                             Other 



	Past medical history 

	                                                                                                                          Current Medication 

#Days in Hospital ___     
Infected Yes/No  
Organism identified                                                    Antibiotic History


	Ambulance booked at ___/___  Time left referring hospital ___/___

Arrival at receiving hospital  ___/___




CCaNNI Patient Examination
Form 


GENERAL

Temperature

oC

Lines (note date of siting)

CENTRAL NERVOUS SYSTEM

Conscious Level/GCS





Sedation

Pupils

Left

Right



Analgesia









Muscle relaxant 

CARDIOVASCULAR 

Vasoactive Drugs

HR






Perfusion:

BP






Oedema:

CVP

HS I+II+

RESPIRATORY 

Auscultation 

























GASTROINTESTINAL 
Naso/orogastric Tube?       
 Y / N



          .


RENAL 


Input

Output

Patient transfer checklist (N/A =not applicable)       

	Airway

· Secured 

· Confirmed on X-ray 

Ventilation 

· Paralysed and sedated

· Ventilation established on transport ventilator 

· Adequate gas exchange 

· ABG not available

Circulation

· Heart rate, BP stable

· Tissue and organ perfusion adequate

· Any obvious blood loss controlled    N/A □

· Circulating blood volume restored    N/A □

· HB adequate

· Cross Match available

· Minimum of two routes of venous access 

· Arterial line 

· Central line if appropriate N/A

Neurology

· Seizures controlled N/A □

· GC Score                N/A □

· Pupils                      N/A □

· ICP managed          N/A □

Trauma

· C-spine protected                      N/A □

· X-rays taken                              N/A □

· Pneumothoraces drained          N/A □

· Intra-thoracic and abdominal bleeding controlled                                   N/A □

· Long bone/pelvic fractures 
stabilized                                   N/A □


· Time placed on spinal board ……./……..


	Metabolic 

· Blood glucose >4mmol/L

· Potassium < 6mmol/L

· Ionised calcium >1mmol/L

· Temperature maintained

· Acid-base acceptable

Equipment 

· Appropriately equipped ambulance

· Appropriate equipment and drugs

· Sufficient oxygen

· Batteries checked 

· Mobile phone

Monitoring

· ECG

· Blood pressure

· Oxygenation saturations 

· End tidal carbon dioxide

Organization

· Original Case notes and X-rays 

· OR a Photocopy of notes

· Transfer documentation prepared 

· Location of bed and receiving doctor known

· Relevant telephone numbers obtained 

· Receiving unit advised of departure time and ETA.  

· Relatives informed 

· Return travel arrangements

Departure

· Stable on transport trolley

· All infusions running and secured 

· Patient  trolley  secured 

· Electrical equipment plugged into ambulance power supply 

· Ventilator transferred to ambulance  oxygen supply

· All equipment safely mounted and stored

· Staff wearing seatbelts



	· 
	· 

	· 
	· 

	· 
	· 

	· 
	· 

	Reason for Variance 
	Action taken if any

	
	

	
	



Critical Care Transfer Observation Chart 

	OBSERVATION CHART- for use during transfer 

	TIME                 HRS

Use 24 hr clock    MINS
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Drugs /  Infusions
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Respiratory Rate     
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Peak Insp Pressures
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Minute Volume
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	SpO2
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	ETCO2
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Pupil Size/Reaction  L
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Pupil Size/Reaction  R
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	

	Heart Rhythm
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Heart Rate
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Systolic    B/P
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Diastolic  B/P
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	MAP 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	FLUIDS/ Drug boluses/ changes in clinical condition etc

[image: image2.png]




	ET tube size ____CM at Teeth _____Tidal Volume _____ PIP _____  PEEP ___   FiO2 ___ 

	LINES & TUBES              

Arterial               Central                    

Peripheral               PA Catheter    
NGT                       Urinary catheter  

Other  Please detail
	ESCORTING PERSONNEL 

	
	Nurse

Name: …………………………. Grade …………………

	
	Doctor 

Name: …………………………….Grade…………………



Audit Form

	Date     /     /

	Referring Hospital
	Receiving Hospital

	Hospital Name: …………………………

Referring Doctor: ……………………….

Specialism: ……..     Grade: ……………

Transferred from 

ICU/   HDU/   Theatres/   A/E 

Other (state)  ____________
	Hospital Name ………………………………

Receiving Doctor ……………………………

Specialism: …………. Grade: …………..

Admitting Service Consultant………………..

Transferred to 

ICU/  HDU/   Theatre/   Scanner/ 

Other (state)  ________________

	Reason for  transfer:        No ICU Bed  available            No ICU in Hospital             

Specialist treatment                   Repatriation                     To Make a bed                           

Other   (State)  __________________________



	Patient           Level 2 / 3          Intubated Yes/No 



	Adverse incidents:



	Reasons for any delays: 



	Time leaving transferring  hospital        /   

Total time from leaving transferring hospital to return to your base:    Minutes



	Escorting personnel: (PRINT)
Nurse:                                             Doctor: 


Please return form to CCaNNI, 1 Cromac Quay, Ormeau Road, Belfast, BT7 2JD manager@ccanni.hscni.net            
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1.0	Introduction 





Definitions 





Clinical Transfer


A patient is transferred to another hospital for care or facilities that are not available within the host hospital (usually tertiary services)





Non Clinical Transfer


A patient is transferred from a hospital due to insufficient bed capacity 





Repatriation 


A patient is transferred back to the referring hospital when a suitable bed becomes available.





Critically / Acutely Ill Patient


A patient at risk of or is showing signs of deterioration and who requires transfer to an area providing higher levels of care for any form of organ support (level 2 or level 3 patients)





Level 2 


Patients require detailed observation or intervention including support for a single failing organ system or postoperative care, and those stepping down from higher levels of care.





Level 3


Patients require advanced respiratory support alone or basic respiratory support together with support of at least two organ systems. This level includes all complex patients requiring support for multi-organ failure. 














2.0	Criteria for transfer





3.0	Process





4.0	Equipment





5.0	Clinical Competencies





6.0	Communication





7.0	Documentation





8.0 Drugs





9.0	Audit





10.0	References





Prescribed Ventilation 


ET Size


Mode


Rate 


Tidal Vol


FIO2


Pr Supp


PEEP





ABG. Time:


pH


pO2


pCO2


BE


HCO3


Lactate


Glucose 





Na	K:	Urea:		Creat:		Glu: 


Mg: 		Ca:		Wcc:		Hb:	


Other: 
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