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NORTH TRENT CRITICAL CARE NETWORK

POLICY FOR TRANSFER OF PATIENTS TO OTHER INTENSIVE CARE UNITS

Prepared by Dr. Nigel Coad

Revised by Dr Jeremy Groves

Clinical Co-ordinator NTCCN

This policy was prepared in conjunction with consultant colleagues throughout the NTCCN

Transfer of patients between Intensive Care units is undesirable but remains an integral part of the Intensive Care service.

1.0
Definitions

1.1. Clinical transfer

The patient is transferred because facilities required by the patient are not available in the host hospital.

1.2. Non Clinical transfer

The patient is transferred because of insufficient capacity in the host hospital.

1.3. Repatriations
The patient is returning to the base hospital from another hospital after being transferred there for either clinical or non-clinical reasons.

1.4. Within Network transfer
The patient is transferred between hospitals in the NTCCN.  These hospitals are:  NGH Sheffield, RHH Sheffield, Barnsley, Chesterfield, Doncaster, Rotherham and Bassetlaw.

1.5. Out of Network transfer
The patient is transferred to a hospital outside of the NTCCN.

1.6. Unique Transfer Group

These are hospitals not in the NTCCN but where patients would be transferred from a Network hospital because the hospital in the unique transfer group is closer than hospitals in the Network and where historical transfer activity has occurred.
1.7. Transfer form

This refers to the North Trent Critical Care Network Transfer form up to January 2009.  From March 2009 it refers to the Yorkshire Ambulance /East Midlands Ambulance transfer forms.

2.0
Problems associated with patient transfer

Clinical deterioration of patients is common during transfer and for this reason we will continue to try and minimise both the number of transfers and the distance over which they occur.

It is important to stress that with expert assessment and stabilisation prior to transfer, by using appropriate monitoring and by ensuring that transfers are undertaken by skilled staff it is possible to transfer patients safely.

THE DECISION TO TRANSFER A PATIENT TO ANOTHER ICU WILL BE MADE BY THE CONSULTANT WITH RESPONSIBILITY FOR ICU AT THE TIME OF THE TRANSFER.

Which hospital a patient is transferred to will reflect current pathways and referral patterns, the services required by the patient, the availability of beds and the urgency of the transfer.

3.0
Pre-requisites of transfers
It is essential that all relevant parties are kept informed when a transfer is to occur.  This includes doctors from the patient’s admitting team and the patient’s relatives.

An ICU nurse or trained ODP and a doctor with appropriate skills and training must accompany patients being transferred to another ICU.  

The monitoring and management of the patient should be of the same standard as in the Intensive Care Unit.  THE AIM SHOULD BE TO MOVE THE INTENSIVE CARE ENVIRONMENT WITH THE PATIENT.

Each unit within the NTCCN should audit transfers that occur in and out of their unit to ensure that the above standards are maintained.

A written record should be maintained of monitored parameters and treatment given during the transfer using the current transfer form.

4.0
Does a patient need to be transferred?

Before the decision is taken to transfer a patient to another ICU, the Senior Clinician and the Senior Nurse with responsibility for ICU should explore other possible avenues for the patient.  These include:



1) Discharge of another patient to another clinical area.



2) Temporary increase in capacity of the ICU.



3) Providing Intensive Care for the new patient elsewhere 


     in the hospital.  Refer to local escalation   policy.
5.0 Which patient should be transferred?

Opinion is divided as to whether when a patient is transferred it should be the most stable patient currently on ICU or the new patient who has not yet received ICU.

The consultant with responsibility for ICU at the time will make the decision about the best option.  Other relevant parties will be consulted

If the decision is taken to transfer the patient who has not yet received ICU a period of stabilisation prior to transfer may be necessary.

5.1 Refusal of assent to transfer by relative
There is no national guidance on this point at present.  The following points should be considered in this situation.

· Keep relatives fully informed.  They need to be aware you are acting in the best interest of all the patients under your care.  Point out you are in a difficult position and that this is the ‘least bad’ option.
· Involve senior managers including the executive on call at an early stage.  They may be able to assist in the provision of extra resources.

· If you decide to transfer a different patient you must be able to justify this on clinical grounds.  The documents, Justification for transfer, section 11 may be useful in this situation.
Ultimately it is the decision of the consultant in charge who is transferred..

6.0
Arranging the transfer
Once the decision has been made to transfer a patient and the most appropriate patient to transfer has been selected a bed needs to be found in another intensive care unit.

To maximise the chance of a bed being available for the emergency aneurysm patients, if a critical care unit within the Network needs to transfer a patient at a time when units have an equal number of empty beds, then Doncaster, Chesterfield and the Northern General will take a patient last.  If there are no other beds available within the Network, Doncaster, Chesterfield and the Northern General will accept the patient.

Availability of beds can be found by accessing the North Trent Live Bed State System (web link) on your unit or contacting the Emergency Bed Service (EBS) on 020 7407 7181.

If the Live Bed State system is down and you are using EBS and they cannot provide a bed within the Network or unique transfer group then other hospitals within the network should be contacted individually as EBS data may be out of date. EBS will often contact other local units for you.

Once a bed has been located the relevant ICU should be contacted to ensure the bed is still available.

Once a bed has been found there must be direct consultant to consultant dialogue about the transfer.
The ambulance service should be contacted to arrange the mode of transfer, the urgency of transfer and the equipment required.  The process followed should, from February 2009, be according to the YAS/EMAS guidance.  It is recommended that a CEN compliant critical care transfer trolley be used.  The ambulance service may require notification of this when booking the transfer.

7.0
Personnel and monitoring during transfer

As stated previously it is the responsibility of the referring hospital to ensure that the correct personnel, monitoring and facilities for treatment are available for patient transfer.

Each hospital should ensure that they are familiar with the transfer guidelines published by the Intensive Care Society and the Association of Anaesthetists.

It may be useful to complete an action checklist before a transfer occurs.  This may be found on the transfer form.

8.0
The transfer process

A patient must be adequately resuscitated prior to transfer.

The airway must be secure.  Intubation in a moving ambulance is difficult.

Movement of patients is often associated with hypotension.

Monitoring of the patient must be tailored to their individual requirement but the minimum acceptable monitoring is:

· Continuous ECG monitoring.

· Continuous pulse oximetry.

· Invasive blood pressure measurement.

· End tidal carbon dioxide monitoring.

· Temperature monitoring.

Adequate IV access appropriate to the physiological status of the patient must be in situ and must allow for rapid IV infusion of fluid.

Recording of the monitored variables during transfer is essential as is recording of any interventions required.  This should be done on the transfer form.

Staff performing the transfer must be capable of dealing with the problems that are likely to occur during transfer.

9.0
Non clinical out of Network transfers

OCCASIONALLY NON-CLINICAL TRANSFERS OF PATIENTS OUT OF THE NTCCN WILL OCCUR.  IT IS ESSENTIAL THAT prior to transferring a patient outside of the Network (not including agreed unique transfer groups) each Trust must implement the process they have in place to advise the Trust Chief Executive (or nominated deputy) of the referring hospital of this transfer.  It is the responsibility of the Trust Chief Executive (or nominated deputy) of the referring hospital to inform their opposite number at the receiving hospital of the transfer.  It is the responsibility of the Chief Executive (or nominated deputy) of the referring Trust to inform its host Health Authority Chief Executive of the transfer by the next working day.  These communications should not be allowed to delay patient transfer.
This process does not apply to transfers for clinical reasons.  

All non-clinical out of Network transfers will be regarded as an adverse event.

Notification of the transfer should be made to the NTCCN within 24 hours of the transfer. This should be by completing the ‘Immediate Communication’ form and sending by fax to the number on the form.  Units may like to consider filling in Incident Forms for all non-clinical and out of network transfers.

10.0
Repatriations from abroad
If a unit is requested to admit a patient from their locality who has fallen ill abroad, discussions with the Assistance Company (the company performing the repatriation) regarding provision of a bed will take place at consultant level.  Once a bed is available, and the assistance company has left the country to repatriate the patient, the receiving unit will make every reasonable effort to keep that bed available for the patient.  It is recognised that in certain circumstances the receiving unit may not be in a position to keep the bed empty.  In this instance it is anticipated that a bed from the nearest unit with appropriate facilities will be requested and admission agreed to that unit. 

10.0
THE TRANSFER FLOW CHART
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Manage new patient in temporary facility until bed available or stable for transfer

11.  Justification for transfer (to be kept in departmental files) 

This form may be useful in the event of a relative being unhappy to assent to a transfer taking place.


Dr________________ and nurse ___________________ currently in charge of the 

Critical Care unit at __________________________________________________

have regretfully had to make a decision to transfer this patient.  


The following options have been considered.

Opening more critical care beds.


Providing intensive care in another location in the hospital.


Moving a different patient.


List of patients currently on the unit and reason why transfer may be inappropriate.

	Bed


	Reason why transfer may be inappropriate

	1


	

	2


	

	3


	

	4


	

	5


	

	6


	

	7


	

	8


	

	9


	

	10


	

	11


	

	12


	

	13


	

	14


	

	15


	

	16


	

	17


	

	18


	

	19


	

	20


	


Useful documents.

Guidelines for the transfer of the critically ill adult.  (Intensive care society)

http://www.ics.ac.uk/icmprof/downloads/icstransport2002mem.pdf
Triage categories for inter-facility transfers
There are five categories of prioritisation:

· Emergency
Priority 1

Priority 2

· Priority 3

· Priority 4

· Retrieval

In addition, the reason for inter-facility transfer will have an impact on the ‘urgency’ of the transfer.  The reasons for transfer are categorised:

· Clinical

· Bed capacity

· Repatriation

Priority 1 Emergency
This request will take the next available emergency ambulance off the road, with a target response time of 8 minutes to the patient’s location.  There will only be a small minority of occasions when this category of inter-facility transfer will be required (e.g. leaking abdominal aortic aneurysm at a facility without emergency vascular surgery, obstetric transfer for women in late labour at a facility without obstetric facilities, transfer for immediate emergency coronary intervention at a specialist cardiac facility).

The use of CEN-compliant critical care trolleys for Emergency Priority 1 cases is inappropriate as the immediate clinical need for transfer outweighs the need for stabilisation on the trolley prior to departure.

Priority 2 Emergency
Utilises the next available emergency ambulance after all the Category A calls have been tasked, with a target response time of 19 minutes to the patient’s location.  Facilities that have the patient stabilised on a CEN-compliant critical care trolley and require a transfer for clinical reasons will appropriately fall into this category.  It is recognised that the decision to transfer a critical care patient may have been taken some hours previously but the ambulance service should not be contacted until the patient is stabilised, packaged and ready to travel.

There will be occasions when, in order to facilitate an unplanned admission into a critical care facility for specialist intervention, it is necessary to move a patient more suitable for transfer out of that facility within a short timeframe.  Priority 2 Emergency is the appropriate category for these patients.

Priority 3
YAS will endeavour to provide an ambulance within 4 hours of the request.  Most clinical inter-facility transfers will be adequately serviced by this category.  Transfer of patients due to bed capacity who are facilitating an unplanned critically ill admission should fall into this category, although there will be occasions when clinical urgency dictates a Priority 2 transfer.  Thirty minutes notice of arrival of the ambulance will be given by control.

Planned critical care transfers would normally be undertaken as Priority 3, allowing YAS up to 4 hours to provide transport but giving 30 minutes notice of arrival.  It is recognised that the nature of critical care services is such that the clinical needs of either the patient being transferred, or the patient for whom a bed space is being made available, often dictate a more rapid response than this. In this situation it would be appropriate to request a Priority 2 transfer, with attendance within 19 minutes.  Given the dynamic nature of critical care it may be necessary to upgrade from a Priority 3 to a Priority 2 whilst waiting for the transferring ambulance to arrive.

Priority 4
An ambulance should be provided within 4-8 hours of the request for transfer.  All inter-facility transfers due to bed shortage which will facilitate a planned admission or for repatriation should fall into this category.  Routine transfers should take place in weekday daytime hours, although it is recognised that this will not always be possible.  Consideration should be given to booking transport for patients in this category.  

Retrieval

In situations where it is necessary to collect staff and equipment from a tertiary centre in order to retrieve a patient YAS will endeavour to provide an ambulance within 30 minutes of the request. 

All patients should be ready to leave the transferring facility within 15 minutes of the arrival of the ambulance crew.  The only exception to this is for ITU patients who are not being transferred on a critical care trolley as they typically require up to 45 minutes of stabilisation and preparation once on a trolley before being moved.  Facilities with a critical care trolley should have the patient stabilised on the trolley prior to the ambulance crew’s arrival.  The ambulance crews utilised for the transfer of critically ill patients are 999 crews and will be re-tasked if there is any significant delay.

YAS Interfacility Transfer Priority Sheet

Make alternative arrangements.





Is the new referral appropriate for ICU?





Does patient require care not available in host hospital?





Stabilise and transfer.





Admit patient.





Sufficient beds to accept elective case?





Emergency Case?





Postpone case.





Empty ICU Bed?





Admit patient.





Can another patient be discharged?





Identify nearest or most appropriate empty ICU bed.





Transfer new patient.





Can new patient be safely transferred?





Transfer that patient.





Can existing ICU patient be safely transferred?





Date


Time





Patient Sticker





This is not possible.


Justification





This is not possible.


Justification





This is not possible.


Justification





This patient has been chosen.


Justification





TELEPHONE








XXXXX


XXXXXX





TELEPHONE








XXXXX


XXXXXX





Routine


>24hr


Book transport on


XXXX


XXXXXXX





Retrieval





30 minute response





TELEPHONE


XXXXXXXX





Priority 4





4-8hr response








Repatriation


or


Bed capacity preventing planned admission





Priority 1


Emergency








8 minute response





Priority 3





<4hr response





30min notice of arrival





Priority 2


Emergency








19 minute response





Priority 3





<4hr response





30min notice of arrival





Other clinical reason for transfer





Immediate time-critical life-saving intervention required





Bed capacity preventing unplanned admission





Clinical reason for transfer





Patient requires inter-facility transfer*
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