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	1.0
	Introduction


	1.1
	This policy will describe how NUH will transfer patients in a safe, effective and timely way. Nottingham University Hospitals (NUH) recognises that transferring patients either between wards, clinical areas/departments or across campus forms a key component of high quality hospital care. It has a responsibility to ensure that patients should be transferred safely throughout NUH, without compromising or putting their health at risk. 
This policy extends to all adult clinical areas and all staff involved with the ‘internal transfer” of the Adult patient within NUH and/or between the Queens and City campus (inclusive of maternity patients and research facilities). This is inclusive of agency staff, locum staff, home workers, trainees/students and volunteers.


	2.0
	Executive Summary


	2.1
	This policy provides staff with guidance on the principles that must be observed to ensure the safe internal transfer of the adult patient within Nottingham University Hospitals. It describes the process of assessment prior to transfer to ensure that the appropriate mode of transport, escorting personnel, equipment and method of communication are applied, when the clinical need arises to transfer a patient within NUH.
On any given day of the week and at any hour patients are being transferred. There are recognised risks associated with such transfers with the National Patient Safety Agency (NPSA) reporting nearly 4000 incidents related to patient transfer (NPSA 2005). Inappropriate and/or unplanned transfers have the potential to harm patients and increase their morbidity and mortality. (World Health Organisation 2007 & Intensive Care Society 2002) 

The transfer process will be patient-centred and will embrace a multidisciplinary approach that ensures an efficient, effective and safe transfer of patients throughout NUH. 


	3.0
	Policy Statement


	3.1
	The trust will ensure that the following principles will be adopted in all areas where an Adult patient requires an internal transfer within NUH. This includes patients in non-inpatient areas who are undergoing treatment or procedures that require them to be transferred during their hospital episode (e.g. Interventional radiology, speciality daycase areas and research facilities including University of Nottingham).
NUH will support and empower all staff involved in adult transfers to ensure they comply with the standards set out within this policy.

NUH will ensure that when a patient is transferred within NUH appropriate levels of consideration and care are given to the following elements:

· Patient receives a risk assessment to determine the patients transfer requirements prior to them leaving a clinical area.

· All risks associated with transferring patients are managed appropriately and by appropriately trained members of staff. This will be supported by adequate monitoring, equipment and documentation.

· Clinical staff will ensure that all aspects of medicine management for the patient including effective communication have been delivered prior to transfer. 

· Clinical staff will ensure that effective communication occurs so that the receiving areas are aware of the patients care needs and have been given appropriate levels of patient information utilizing the SBAR tool.

· Patients receive adequate and optimal preparation prior to the transfer occurring including psychological support.

· The number of occasions that a patient is transferred to different wards/clinical areas is kept to a minimum unless there is an overriding clinical need. 

· Transfer practices are measured and incidents reported in order to support improvements in practice.

· Patients are transferred in line with the same sex accommodation requirements (Department of Health 2009).
· Patient’s quality of care including dignity and privacy are not affected by their transfer.

For the purpose of this policy an internal transfer can be categorised within the following instances: (Please note this list is not exhaustive)
· Ward to ward 

· Ward to clinic or research facility or clinic /research facility to ward
· Emergency department to ward, theatre, recovery or department or investigations/imaging. 
· Between campuses
· Ward to department for investigations/diagnostics (e.g. CT Scan, X-ray & Endoscopy) or Department to ward
· Ward /pre op unit to theatre/theatre reception or recovery to ward

· Ward to Critical care area or Critical care to ward (Step Down)

· Ward to Discharge lounge 

· Non ward areas to treatment departments or wards (E.g. Patient hotel to Radiotherapy, Orthopaedic splinting, Day Surgery Unit, Outpatients and clinics, Research facilities)

· Transfer of Visitors /Relatives 
The following policy should be read in conjunction with and is supported by the following:

· Discharge and Transfer Policy and Procedure 2015
· Mid-Trent Critical Care Network – Admission and Discharge Policy (2014)
· Management of Patient Flow Policy 2016 
· Adult Observation Chart and Early Warning Scoring (EWS) 2013


	4.0
	Definitions 


	4.1
	Patient Escort Staff - refers to the non-clinical portering staffs who are involved in patient’s transfers. This generic term encompasses those escort/portering staff in the following areas; wards, radiology, theatres, maternity and external contractors.
R&R        Recognise and Rescue Group
CCOT     Critical Care Outreach Team 
SOP        Standard Operating Procedure 
OMG      Operational Management Group

H@N      Hospital at Night Team 

EWS      Early Warning Scoring Tool

WINW    Working in New Ways Package 

PDN       Practice Development Nurse
HoS       Heads of Service 

NIV        Non-Invasive Ventilation 

	
	


	5.0
	Roles and Responsibilities


	5.1
	Committees
The Operational Management Group (OMG) will be responsible for implementing and overseeing the management of the internal transfer of the Adult patient within each Division.


	5.2
5.2.1


	Individual Officers
Chief Nurse and Medical Director have overall responsibility for ensuring there are effective systems and processes in place for the transfer process to be effective.
Divisional Leadership Teams will ensure that this policy is implemented operationally and monitored and will investigate failures to comply with standards and policy and implement strategies to improve compliance. If an SOP exists within the division in relation to specific specialty requirements for the transfer of patients or exceptions then these require OMG approval 
Divisional Directors Accountable for ensuring all medical staff are aware of and adhere to this policy

Divisional Nurses Accountable for ensuring all nursing staff are aware of and adhere to this policy

Divisional General Managers Accountable for ensuring all managerial, clerical and administration staff are aware of and adhere to this policy

Heads of Service, Department leads, Matrons and Practice Development Nurses will ensure that this policy is implemented within their areas of responsibility and teams have access to the necessary skills and equipment needed. 
Site Management Team Proactively support the clinical teams Trust-wide as appropriate, to ensure the safe, effective and timely transfer of patients internally. 

Ward Managers/Team leaders  Will ensure that the Registered and Non-registered staff maintain the knowledge, skills and competency  required prior to them participating in patient transfers
Registered Nurses, Midwives & Allied Health Practitioners Will:

· Ensure that they can demonstrate the appropriate skills and knowledge to enable them to provide the necessary standard of care in the assessment of a patient requiring transfer and determining the appropriate level of risk and transfer care requirements, including staff that work predominantly out of hours or on night duties.
· Ensure that any monitoring, equipment and oxygen cylinders required for the transfer are all fully charged, in good working order and sufficient quantities/supplies prior to the departure. See Oxygen cylinder capacity guide and poster for more details (Appendix 2 & 3) 

· Student Nurses/Midwives, Nurse Associate and Health Care Assistants may form part of the transfer personnel. However it remains the Registered Nurse/Midwife/Practitioners responsibility to ensure that they possess the appropriate level of experience and skills before doing so.

Non-Registered staff will attend the Non Registered Critical Care Skills course so that they will gain the theoretical knowledge and skills required to assist in the transfer of patients throughout NUH. 
Critical Care Outreach Team will provide additional advice and support to the clinical areas in the event that the patient is either, high risk, being transferred to the Critical Care areas or has a tracheostomy/laryngectomy insitu.

Portering staff Will ensure that help desk staff assign the timely allocation of jobs to the portering/escort staff, to ensure that the response times for the portering categories can be met. 
Portering categories are:
Category

Movement of Patients Attendance Time

Movement of Patients Completion Time

Emergency

5 minutes

10 minutes

Urgent

10 minutes

20 minutes

Routine

15 minutes

30 minutes

Scheduled

15 minutes

30 minutes

Patient Escort Staff must highlight to the patient’s Registered Nurse/Midwife/Practitioner any concerns they have regarding a patient transfer prior to leaving their destination, particularly if they have concerns that a patient’s condition may have altered requiring a reassessment of their transfer needs. 


	6.0
	Policy  Requirements


	6.1
	Principles for transferring an Adult patient within NUH
The decision to transfer a patient to another ward, unit, department or campus must only be made after considering the potential risks and benefits to the patient.

Out of hours transfer (between 2200-0700) should only occur when absolutely necessary and a complete assessment is carried out as below.

Inpatients that have a pre-existing out-patient appointment should have this appointment reviewed by a clinician to ensure that this is still a clinical priority. Patients should not routinely be transferred to the outpatient department/clinic or the treatment centre for an outpatient appointment unless there is evidence that it is an essential part of their current reason for hospitalization. An alternative appointment and date should be organized on their discharge. 




	6.2

6.3

6.3.1

6.3.2

6.3.3

6.3.4

6.4

6.5

6.6

6.7

6.8

	Whilst NUH will strive not to transfer patients between wards or departments for non-clinical reasons; it is acknowledged that when there are limited beds available for acute admissions, non-clinical transfers maybe necessary. In these circumstances the decision for transfer must be made in conjunction with senior nursing staff, site matrons, bed management teams and patient’s medical team.
Speciality Guidelines and SOPs

Divisions and specialties may have service specific guidelines and SOP’s in place to work in conjunction with this policy in order to provide detailed information and highlight any exceptions/variations from the policy. These will need to have both divisional and OMG approval and exceptions can only be in relation to medium risk patients or below.
Speciality Guidelines & SOPs:
· PPCI referral pathway for STEMI patients presenting to the Queen’s Medical Centre Guideline

· ED exacerbation of COPD Guideline
· ED Algorithm for stroke patients
· Discharge of Patients from Adult Critical Care Services Procedure
· Acute Medicine Transfers B3/AMRU/D57/Level One (SOP)
· Patient Transfer from Adult Critical Care Areas to Ward Areas (SOP)

· Safe Transfer of Patients undergoing Local and Regional Anaesthesia, Theatres (SOP)
· Day surgery 
Patient Assessment
A transfer will only occur when the patient has received an individual assessment using the Transfer Assessment Matrix (see overleaf and Appendix 1) by either the Registered Nurse, Midwife, Practitioner, Clinician or Medical Doctor, who is currently responsible for the patient care at that given time. This should be reviewed and updated on every occasion that the patient is required to undergo an internal transfer to ensure their safety and needs are being met.
The initial assessment should occur no earlier than 1 hour prior to the transfer taking place and must be rechecked again just prior to the patient’s departure to ensure there has been no change to the patients risk category.

If the patient has been assessed as being “high risk” then additional advice and support must be sought from senior medical staff responsible for their care, including CCOT and Critical Care. Out of hours this may revert to the H@N, Site matrons or the appropriate on-call team.
The Registered Nurse, Midwife, Practitioner or Clinician has a responsibility to ensure that a complete set of observations must be recorded as part of the assessment process prior to the patients transfer and follow the escalation plan regarding actions required if the EWS score is 3 or above. 
If the patient is undergoing a ward to ward transfer then the Trust transfer sheet (NUH01884S) must be fully completed prior to the transfer and handed to the receiving Registered Nurse/Midwife/Practitioner to ensure relevant information is given. 
In the event that the patient is being transferred to a department temporarily e.g. for investigations or procedures then the Registered Nurse/Midwife/Practitioner must ensure that all relevant information has been given the receiving area utilizing the SBAR communication tool via a verbal handover (NUH01433S). A record must be made of any patient valuables /possessions e.g. glasses and dentures that go with the patient on a temporary transfer to avoid complaints regarding loss of property.
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In the event of a transfer it is the Registered Nurse/Midwife/Practitioner/Clinician & Medic’s responsibility to ensure the following assessment and considerations are completed:

· Category of risk of patient including Early Warning Score (EWS) of patient

· Mode of transport

· Minimal personnel required to escort

· Medication, including infusions

· Additional equipment /monitoring required

· Optimal time frame of transfer to occur

· Additional skills of personnel required

· Completion of the Adult Transfer Checklist document and patient manual handling assessment form.

The referring Registered Nurse/Midwife/Practitioner/Clinician or Medic must ensure that the receiving ward/department has been notified of the expected transfer and given a comprehensive handover including the patients:

· Transfer risk category

· Infection control status
· Falls risk including requirement for low bed/cohorting/1:1 staffing
· Medication issues and current condition, prior to the patient being transferred
· Tracheostomy or laryngectomy insitu

· Outstanding investigations or planned procedures 

Early Warning Score (EWS)

To assist in the assessment process for the patient’s suitability for transfer, a full set of clinical observations and EWS score must be recorded within 1 hour prior to transfer. For high risk patients (see Transfer Matrix appendix1) this should be taken within a maximum of 15 minutes due to the potential for sudden change or deterioration of the patient’s condition. 
In line with the Adult EWS policy (2016) the set of observations must include the recording of the following:

· Temperature

· Respiratory rate

· Oxygen saturations

· Blood pressure

· Pulse rate

· Urine output

In addition the following should also be documented:

· Oxygen %

· Oxygen delivery device

· Pain, sedation and nausea score

· Conscious level (AVPU or GCS)

The Registered Nurse/Midwife/Practitioner is required to monitor and record the patients observations in accordance to the frequency recommended within the monitoring plan (See appendix 5) If a patient generates a EWS score of 3 and above or they have a clinical concern they have a responsibility to complete the actions detailed in the monitoring plan and request additional advice and support as per the escalation plan.

The Registered Nurse/Midwife/Practitioner should carry out a full GCS assessment if anything other than an A on the AVPU assessment has been recorded, or as a minimum repeat the AVPU assessment. Refer to “Guideline for performing neurological observations including the Glasgow Coma Score” (2016)

The Registered Nurse/Midwife/Practitioner must seek urgent additional medical advice and support if the patient has a decreased GCS (GCS <9) or signs of airway compromise. 
Mode of Transport

Within NUH a variety of different methods of transport are available, with some modes of transport being site specific to overcome geographical challenges. Appropriate selection is vital in ensuring that the patient remains safe during the transfer process. 
The current modes of transport available are:

· Walking with escort

· Electric tug

· Wheelchair

· Trolley

· Bed

Walking: 
Patient assessed as being capable and suitable to walk necessary distance escorted by escort staff.

Electric tug: (Used at City campus only)

Only appropriate for very limited group of patients/relatives. Typically those who are suitable for a wheelchair transfer but due to the distance of transfer required the tug has been selected. (E.g. Patient hotel to radiotherapy) A patient who is confused, hard of hearing or poorly sighted MUST not be selected for this mode of transport. 

Wheelchair: 
Low risk patient. Only suitable for patients who are receiving small amounts of oxygen therapy (<4L nasal cannula/ <35% venturi). Specific wheelchair oxygen carriers must be used to ensure appropriate storage and carriage of the oxygen cylinder on transfer. 

Trolley: 

Typically use within departments such as ED, assessment units and interventional areas (e.g. endoscopy). Patients should not be left on these for any prolonged time.
Beds: 
Appropriate method of transport for patients who are medium to high risk, have multiple attachments (e.g. drips/drains), limb deficits or who are confused and require bedrails, to ensure patient safety. “Bed pushers” an electronic steering device used on both campuses to allow for a single escort transfer. In all other circumstances two portering escorts are required to maneuver a bed.
Documentation

Patient records will be transferred with the patient when required in line with hospitals “Health Records Management Policy” (2014) to ensure that patient’s confidentiality is not compromised. 

If the patient is undergoing a ward to ward transfer then the Trust Adult Patient Safety Transfer Checklist  (NUH01884S) must be fully completed prior to the transfer and handed to the receiving Registered Nurse/Midwife/Practitioner to ensure relevant information is given.
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In addition the electronic handover profile within NerveCentre must be fully completed if the patient is within a eObs .
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All patients who are undergoing a transfer require a completed up to date “yellow” manual handling patient assessment form. This form should remain with the patient during their transfer.
All patients notes and charts must be transferred to the receiving wards, these include; admission documents, medical and nursing notes, observation / fluid / drug / ED prescription charts.
In the event that the patient is being transferred to a department temporarily e.g. for investigations or procedures then the Registered Nurse/Midwife/Practitioner must ensure that all relevant information has been given the receiving area utilizing the SBAR communication tool via a verbal handover. (Appendix 4)  Paper copies of the SBAR form should be retained and stored within the patient’s medical files.
Equipment 

Patients must be transferred with the required level of monitoring and safety equipment, including oxygen in line with the Transfer Assessment Matrix (Appendix 1). The NUH Oxygen Guide should be used to calculate the appropriate size and capacity of oxygen to ensure a safe transfer (Appendix 2 & 3). 
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All equipment taken out of the trust should meet regulatory requirements for electrical and road safety. All devices should have been surge and crash tested and be fixed in place using an appropriate mount that can withstand crash testing (IEC 60601- Medical Electrical Equipment and Systems standards and EN 1789: 2007 + A: 2014 Medical vehicles and their equipment- Road ambulances).

At NUH, the only 2 options are:

· Use the ambulances LP15 device (to monitor the patient), oxygen and suction units

· Critical care/ PICU trolley. The Carefusion GH (syringe driver) pump is electrically safe but must be secured to the crash tested mount on transfer. The Carefusion GP (volumetric) pump is not compliant with the standard.
Patient medication
Ensure that all medication has been given as prescribed on the patient prescription chart prior to them leaving the ward/clinical area. 
Communicate the medicines management plan and infusions, which should include highlighting any outstanding medication that needs to be administered prior to the next drug round or medicines that require prescribing to both the receiving Registered Nurse/Midwife/Practitioner and Clinician. This should include the medication name, dose, time and any additional information such as the medication supply arrangements. 
If patient is on an infusion then please ensure that the patients pump is transferred with them or that the receiving area have had advanced notice and obtained the correct equipment. As per transfer Matrix (see appendix 1).
Prescribers must ensure that particular attention and effective communication occurs between the transferring and receiving medical team regarding to medicines that require loading doses and subsequent maintenance dose regimens.

Check that the receiving ward has the necessary medication available on the ward. If a medicine on the critical drugs list is not immediately available at the time of administration, Pharmacy must be contacted, out of hours the on-call Pharmacist should be contacted.
Ensure that the ward name on the inpatient prescription chart has been changed to the receiving location at the time of transfer in order to prevent medication being lost or sent to the incorrect clinical area and delaying patient treatment.

Ensure that the patient’s medication, drug chart are safely and appropriately stored and transferred to the receiving ward/clinical area and the patient’s privacy and dignity is protected by appropriate clothing and blankets. (Patient /Client Privacy and Dignity Policy 2015)
Infusions
For patients receiving continuous IV/SC drugs/fluids they should be assessed prior to transfer as to the suitability and appropriateness of the drug/fluid being stopped during transfer or alternatively, sending an appropriately trained member of staff during the transfer to care for the infusions.
Patients with epidural/paravertebral infusions insitu and running must only be transferred by Registered staff that has successfully completed the NUH WINW Epidural Package.
In the event that a drug or fluid infusion is left running at the time of and during transfer then this must be clearly documented on the transfer document (NUH01884S) with the necessary additional information e.g. rate changes required following loading dose, specific monitoring required, short expiry date. It is then the receiving Registered Nurse/Midwife/Practitioners responsibility to check the patient prescription chart against the label on the drug or fluid infusion to ensure that it is correct.
NIV
Patients who have had Non Invasive Ventilation (NIV) set up and require transfer must have the NUH NIV set up and transfer sheet completed (NUH01442N) This should be stored within the medical notes and must be transferred with an appropriately trained member of staff. These patients must only be escorted by trained and experienced staff in NIV. 
Tracheostomy/ Laryngectomy patients
These patients must be escorted by personnel who are trained and experienced in caring for a tracheostomy and possess the basic skills of tracheostomy management such as; suctioning, giving oxygen therapy, changing inner tubes and basic airway management
Patients will be transferred with the following safety equipment; oxygen, portable suction, suction catheters, sterile gloves, spares inner tubes and spare tracheostomy (one the same size and one a size smaller).
Chest Drains

Patients with a chest drain insitu that require transfer must be escorted by trained and experienced staff that are competent in the management of chest drains.




	7.0
	Training and Implementation


	7.1
	Training

This policy is an update of an existing policy and will be disseminated via the intranet as well as being referred to in the following training programme:

· Acute Care Skills Foundation Programme for Registered Nurses

· Non –Registered Critical Care Skills course

· A-E Resuscitation Department Course
· To be included in Divisional localised induction programmes.


	7.2
	Implementation
An implementation plan is in place that includes Trust-wide communication and uploading of updated policy to the Trust intranet.


	7.3
	Resources
Appropriately trained staff
Equipment e.g. oxygen cylinders & monitors

Transfer sheets /Documentation  


	8.0
	Trust Impact Assessments


	8.1
	Equality Impact Assessment
An equality impact assessment has been undertaken on this draft and has not indicated that any additional considerations are necessary.


	8.2
	Environmental Impact Assessment

An environmental impact assessment has been undertaken on this draft and has not indicated that any additional considerations are necessary.


	8.3
	Here For You Assessment

A Here for You assessment has been undertaken on this document and has not indicated that any additional considerations are necessary.


	9.0
	Policy / Procedure Monitoring Matrix 



	Minimum

requirement

to be monitored
	Responsible

individual/

group/

committee 
	Process

for monitoring

e.g. audit 
	Frequency

of monitoring
	Responsible

individual/

group/

committee for review of

results


	Responsible

individual/

group/

committee

for development

of action plan
	Responsible

individual/

group/

committee

for monitoring

of action plan

	Adherence to policy 

	Matrons /PDM’s/HoS
R&R
	Audit 
	Minimum Annually 
	Clinical Divisional Teams 

R&R
	Clinical Divisional Teams
R&R
	OMG

	That any adverse event related to the transfer of a patient is reported using the Trusts incident reporting system

	Matron’s/PDM’s/HoS
R&R 
	Review of incidents related to transfer 
	Bi-Annually 
	Clinical Divisional Teams 

R&R
	Clinical Divisional Teams

R&R
	OMG


	10.0
	Relevant Legislation, National Guidance and Associated NUH Documents 


	10.1
	Advanced Life Support Group (ALSG) (2006) Safe Transfer

and Retrieval. The Practical Approach.

Department of Health (2009) Elimination of 

mixed-sex accommodation.

Department of Health (2006) Code of Practice for the 

Prevention of Healthcare Associated Infection. 

Intensive Care Society (2002) Guidelines for the 

Transport of the Critically Ill Adult. Standards and Guidelines.

Midtrent Critical Care Network – Admission and Discharge

Policy 2014
National Patient Safety Agency (2005) Building a memory.

Nice Clinical Guideline 50 (2007) Acutely Ill Patients in Hospital:

Recognition of the response to acute illness in adults in hospital.

National Institute for Health and Clinical Excellence.

World Health Organisation (2007) Communication during patient hand-overs, Patient safety solutions.

Nottingham University Hospital Policies & Guidelines:
· Management of Patient Flow Policy (2016)
· Administration of medicine Policy (2016)

· Discharge and Transfer Policy and Procedure. (2014)

· Guideline for the movement of beds at NUH. (2011)

· Guideline for performing Neurological Observations including the use of the Glasgow Coma Scale in the Adult Patient. (2016)

· Health records management policy. (2015)

· Manual handling Policy (2015) 

· Patient/Client privacy and dignity Policy. (2015)

· Policy for the use of the Adult Observation Chart and Early Warning Scoring (EWS) tool in the monitoring, recognition and management of the sick and/or deteriorating adult patient. (2014)




	Risk


	Patient  - Examples of clinical condition, may have some or all of indications, not exhaustive
	Escort personnel and skills required (minimum)
	Equipment &

documentation 
	Monitoring 
	Transport Mode (Min)

	No Risk

 

	No clinical concerns

No confusion

Good eyesight and full hearing 
	Porter only 

Aware of patients current needs

Understands transfer process 
	Transfer sheet, 

Manual handling assessment

All notes & charts 
	None 
	Walking

Electric tug NCH

	Low Risk

EWS 0-2
	No airway problems

Low risk 02 therapy,<4l nasal cannula/ <35% venturi mask, Sats >94% (COPD patient 88-92%)

No infusions (PEG/NG /PCA /SC/Epidural)

IV fluids – registered staff only to switch off 

GCS 15, no confusion. Low risk of falling
	Porter and Non-Registered Nurse/ HCA/ Nurse Associate

Student Nurse /Midwife

Aware of patients current needs

Understands transfer process
	Transfer sheet

Manual handling assessment

All notes and charts
	None 
	Walking

Wheel-chair 

	Medium Risk 

EWS 3-5 Cardiovascularly   stable


	No airway compromise

Tracheostomy/ Laryngectomy insitu -minimal care required

Oxygen therapy <40%, Sats >94% & stable (COPD 88-92%) with no respiratory distress
Chest drain insitu

IV infusion – continuous e.g. insulin/ PCA / blood products to remain running

GCS >12  Requires arms-length or higher enhanced supervision
Epidural patients must only be transferred by staff who have received relevant training
	Porter and Student nurse (management placement only) Registered Nurse/Midwife /Theatre/Allied Health practitioner or F1/2 Doctor
Aware of patients current needs

Understands transfer process

AHLS

Speciality areas may have locally agreed exceptions – these SOPs must have Divisional & OMG approval.
	Oxygen cylinder E size – min ½ full or D size- x2 full

Infusion pumps

Trachy/Lary safety kit

Transfer sheet

Manual handling assessment

All notes and charts
	If on oxygen  therapy check  Sp02  prior to  transfer and  on arrival at  destination
	Trolley

Bed 

	Critically Ill 


	Transfer of clinically unstable patient to critical care or for urgent investigations e.g. CT scan 

Unstable, requiring single or multi organ support e.g. airway maintenance (ET tube), cardiovascular (fluid boluses/rapid blood products/inotropes) 

High oxygen requirements, 02 therapy >60%,severe respiratory distress

GCS 9 or below/fitting or agitated Or at risk of sudden deterioration as assessed by Critical Care Team
	Porter and Registered Nurse/Midwife/ Theatre/Allied Health practitioner & 

F1/2 Doctor

Airway trained Critical Care Medical Staff or Anaesthetist 

Critical Care Outreach Team  

Aware of patients current needs

Understands transfer process

ILS/ALS-one member of team minimum
	Oxygen cylinder  E size – Full 

Portable suction, Airway  management bag (grab bag)  Infusion pumps, Portable monitor (BP, cardiac, Sp02, invasive & capnography Defibrillator if indicated

Transfer sheet

Manual handling assessment

All notes and charts
	Full monitoring


	Bed


Appendix 1: Transfer Assessment Matrix 

Please note that the minimum personnel required highlights those staff that within their designated clinical environment are responsible for ensuring a safe transfer.The patient parameters are a guide only and not exhaustive, clinical judgement should always be used and documented if exception apply.
Appendix 2: Oxygen Cylinder Capacity & Duration Guide
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Appendix 3: Oxygen Cylinder Capacity & Duration Guide
[image: image6.emf]
Appendix 4: SBAR Communication Tool 
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Appendix 5: EWS Escalation Policy 
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APPENDIX 6
Equality Impact Assessment (EQIA) Form (Please complete all sections)
	Q1. Date of Assessment: October 2018

	Q2. For the policy and its implementation answer the questions a – c below against each characteristic (if relevant consider breaking the policy or implementation down into areas)

	Protected Characteristic
	a) Using data and supporting information, what issues, needs or barriers could the protected characteristic groups experience? i.e. are there any known health inequality or access issues to consider?
	b) What is already in place in the policy or its implementation to address any inequalities or barriers to access including under representation at clinics, screening

	c) Please state any  barriers that still need to be addressed and any proposed actions to eliminate inequality 

	The area of policy or its implementation being assessed: 


	Race and Ethnicity
	No known issues 
	No inequalities or barriers to access identified 
	None 

	Gender 


	No known issues 
	No inequalities or barriers to access identified 
	None 

	Age 


	No known issues 
	No inequalities or barriers to access identified 
	None 

	Religion 
	No known issues 
	No inequalities or barriers to access identified 
	None 

	Disability


	No known issues 
	No inequalities or barriers to access identified 
	None 

	Sexuality


	No known issues 
	No inequalities or barriers to access identified 
	None 

	Pregnancy and Maternity
	No known issues 
	No inequalities or barriers to access identified 
	None 

	Gender Reassignment
	No known issues 
	No inequalities or barriers to access identified 
	None 

	Marriage and Civil Partnership
	No known issues 
	No inequalities or barriers to access identified 
	None 

	Socio-Economic Factors (i.e. living in a poorer neighbour hood  / social deprivation)
	No known issues 
	No inequalities or barriers to access identified 
	None 


Area of service/strategy/function 
	Q3. What consultation with protected characteristic groups inc. patient groups have you carried out?

None

	Q4. What data or information did you use in support of this EQIA?

No specific data used, EQIA based on operational /clinical experience

	Q.5 As far as you are aware are there any Human Rights issues be taken into account such as arising from surveys, questionnaires, comments, concerns, complaints or compliments?
No

	Q.6 What future actions needed to be undertaken to meet the needs and overcome barriers of the groups identified or to create confidence that the policy and its implementation is not discriminating against any groups None 

	What 
	By Whom 
	By When
	Resources required

	
	
	
	

	Q7. Review date
	Jan 2020 


Environmental Impact Assessment                                                                                               Appendix 7 
The purpose of an environmental impact assessment is to identify the environmental impact of policies, assess the significance of the consequences and, if required, reduce and mitigate the effect by either, a) amend the policy b) implement mitigating actions.

	Area of impact 
	Environmental Risk/Impacts to consider

	Action Taken (where necessary)



	Waste and materials
	· Is the policy encouraging using more materials/supplies?

· Is the policy likely to increase the waste produced?

· Does  the policy fail to utilise opportunities for  introduction/replacement of materials that can be recycled?
	No
No

N/A

	Soil/Land
	· Is the policy likely to promote the use of substances dangerous to the land if released (e.g. lubricants, liquid chemicals)

· Does the policy fail to consider the need to provide adequate containment for these substances? (e.g. bunded containers, etc.)
	No
No

	Water
	· Is the policy likely to result in an increase of water usage? (estimate quantities) 

· Is the policy likely to result in water being polluted? (e.g. dangerous chemicals being introduced in the water)

· Does the policy fail to include a mitigating procedure? (e.g. modify procedure to prevent water from  being polluted; polluted water containment for adequate disposal)
	No
No

N/A

	Air
	· Is the policy likely to result in the introduction of procedures and equipment with resulting emissions to air? (e.g. use of a furnaces; combustion of fuels, emission or particles to the atmosphere, etc.)

· Does the policy fail to include a procedure to mitigate the effects?

· Does the policy fail to require compliance with the limits of emission imposed by the relevant regulations?
	No
N/A

N/A

	Energy
	· Does the policy result in an increase in energy consumption levels in the Trust?  (estimate quantities)
	No

	Nuisances
	· Would the policy result in the creation of nuisances such as noise or odour (for staff, patients, visitors, neighbours and other relevant stakeholders)?
	No
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We Are Here For You Policy and Trust-wide Procedure Compliance Toolkit

The We Are Here for You service standards have been developed together with more than 1,000 staff and patients.  They can help us to be more consistent in what we do and say to help people to feel cared for, safe and confident in their treatment.  The standards apply to how we behave not only with patients and visitors, but with all of our colleagues too. They apply to all of us, every day, in everything that we do.  Therefore, their inclusion in Policies and Trust-wide Procedures is essential to embed them in our organization.
Please rate each value from 1 – 3 (1 being not at all, 2 being affected and 3 being very affected)

	Value
	Score (1-3)

	1. Polite and Respectful
Whatever our role we are polite, welcoming and positive in the face of adversity, and are always respectful of people’s individuality, privacy and dignity.
	1

	2. Communicate and Listen
We take the time to listen, asking open questions, to hear what people say; and keep people informed of what’s happening; providing smooth handovers.
	1

	3. Helpful and Kind
All of us keep our ‘eyes open’ for (and don’t ‘avoid’) people who need help; we take ownership of delivering the help and can be relied on.
	1

	4. Vigilant (patients are safe)
Every one of us is vigilant across all aspects of safety, practices hand hygiene & demonstrates attention to detail for a clean and tidy environment everywhere.

	1

	5. On Stage (patients feel safe)
We imagine anywhere that patients could see or hear us as a ‘stage’. Whenever we are ‘on stage’ we look and behave professionally, acting as an ambassador for the Trust, so patients, families and carers feel safe, and are never unduly worried. 
	1

	6. Speak Up (patients stay safe)
We are confident to speak up if colleagues don’t meet these standards, we are appreciative when they do, and are open to ‘positive challenge’ by colleagues
	1

	7. Informative

We involve people as partners in their own care, helping them to be clear about their condition, choices, care plan and how they might feel. We answer their questions without jargon. We do the same when delivering services to colleagues.
	1

	8. Timely
We appreciate that other people’s time is valuable, and offer a responsive service, to keep waiting to a minimum, with convenient appointments, helping patients get better quicker and spend only appropriate time in hospital.
	1

	9. Compassionate
We understand the important role that patients’ and family’s feelings play in helping them feel better. We are considerate of patients’ pain, and compassionate, gentle and reassuring with patients and colleagues.
	1

	10. Accountable
Take responsibility for our own actions and results
	1

	11. Best Use of Time and Resources

Simplify processes and eliminate waste, while improving quality
	1

	12. Improve
Our best gets better.  Working in teams to innovate and to solve patient frustrations
	1

	TOTAL

	12


APPENDIX 9 
CERTIFICATION OF EMPLOYEE AWARENESS

	Document Title
	Internal Transfer of the Adult Patient through NUH Policy

	Version (number)
	4

	Version (date)
	2 November 2018


I hereby certify that I have:

· Identified (by reference to the document control sheet of the above policy/ procedure) the staff groups within my area of responsibility to whom this policy / procedure applies.

· Made arrangements to ensure that such members of staff have the opportunity to be aware of the existence of this document and have the means to access, read and understand it.
	Signature


	

	Print name


	

	Date


	

	Division/

Directorate
	


The manager completing this certification should retain it for audit and/or other purposes for a period of six years (even if subsequent versions of the document are implemented). The suggested level of certification is; 
· Clinical Divisions - Divisional General Manager or nominated deputies 
· Corporate Directorates - deputy director or equivalent.

The manager may, at their discretion, also require that subordinate levels of their directorate / department utilize this form in a similar way, but this would always be an additional (not replacement) action.
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