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Key Points:

e There are rare occasions where paediatric patients require emergency inter-
hospital transfer, to allow life-saving intervention which is not readily available on-
site, which cannot wait for stabilisation or retrieval.

e These will by definition be the sickest children in the hospital at the time.
e The relevant services within the Children’s Hospital will collaborate to support the

emergency transfer of these children, and then liaise to support any resulting
depletion in services.

Introduction, definition and identification

There are rare occasions where Children (<16 years) presenting to LRI require
emergency inter-hospital transfer based on the following 4 key principles:

1) To allow the provision of life-saving intervention, which:
i. is not readily available on-site at LRI
ii. will not benefit from further stabilisation

iii. cannot safely wait for specialist retrieval

The commonest clinical scenario likely to require Time-Critical Transfer from LRI is
of a child with an expanding intracranial haemorrhage following a head injury,
requiring immediate neurosurgical intervention at the nearest paediatric
neurosurgical facility.

Other clinical scenarios may be identified based on the application of the above
principle.

Identification of the need for time-critical transfer may occur via a number of routes
including the patient’s clinical condition, investigation findings, or on recommendation
from a specialist centre.

Time-critical transfer of the sick or injured child cannot safely occur without
senior involvement from ED, Anaesthetics and CICU.
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These children will often by definition be the sickest in the hospital at the time, likely
having already required activation of either UHL's paediatric trauma team or
paediatric arrest team. As a result, in addition to the ED team, anaesthetic and
paediatric intensive care teams are likely to be aware and attending the patient in the
ED Resuscitation Room prior to confirming the need for time-critical transfer.

It is also likely that the child is already receiving significant airway, breathing and
circulatory intervention/support.

The over-arching agreement is that once identified, the relevant services
within the children’s hospital (Anaesthetics, ED, CICU) will collaborate to
transfer the patient as SWIFTLY and as SAFELY as possible.

Communication with Receiving Centre

There will often be prior communication with a receiving centre to notify them of the
situation and ensure bed availability. On some occasions it may be the receiving
centre that identifies the need for time-critical transfer. This process must not delay a
time-critical transfer.

Paediatric Major Trauma

In this context, as a Trauma Unit within the East Midlands Major Trauma Network,
UHL may receive injured children who cannot safely reach the Major Trauma Centre
at QMC Nottingham without critical intervention. For example, those requiring urgent
airway, breathing or circulatory intervention. In these cases the accompanying
paramedic crew will remain with the patient ready for onward transfer. Please
complete the Major Trauma Network Transfer Documentation and ensure a copy
accompanies the child.

Once critical interventions have been performed, if onward transfer to the Major
Trauma Centre is still required, it is not necessary to contact the MTC before
departure, as a “stop, sort, go” agreement is in place.

However, the decision as to whether any onward transfer is time-critical must be
based on the principles above.

Once the child has left the department, the receiving centre must then be notified.

Departure should occur within a MAXIMUM of 60 minutes of identifying need
for time-critical transfer
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The Process of Time-Critical Transfer

It has been agreed that, on identification and confirmation of the need for time-critical
transfer (Based on the 4 key principles outlined above):

1. The ED Doctor in Charge will contact the Duty CICU Consultant and
Emergency Paediatric Anaesthetic Consultant urgently.

2. They will identify and release the most appropriate and available doctor to
accompany the child on transfer*.

3. ED, Anaesthetic and any additional personnel present will prepare the patient
for Time-Critical transfer urgently (see checklists 1-4 below).

4. CICU consultant will liaise with CICU Nurse in Charge to release a nurse (or
suitable alternative) from CICU to accompany the patient on transfer.

5. The ED Nurse in Charge will arrange for Emergency Transport to attend
Resus, most often a Priority 1 (Next available) EMAS Ambulance.

6. The patient is secured and transferred safely but swiftly, accompanied by
appropriate medical and nursing personnel.

7. The receiving centre is notified of the patient’s departure and estimated time
of arrival.

*If no-one else more appropriate is available to accompany the patient, the following
applies:

08:30-17:00 ANAESTHETIC REGISTRAR and CICU NURSE

17:00-08:30 CICU CONSULTANT (or Paeds Trainee) and CICU NURSE

There must be NO DELAY in releasing resources to transfer the patient

Departure should occur within a MAXIMUM of 60 minutes of identifying need
for time-critical transfer

Once the patient has departed, the ED, Children’s Hospital and paediatric
anaesthetic services will liaise to support any depleted areas, with escalation as
required via the UHL duty management structure.

Time-Critical Transfer in the Non-ED Setting

It is recognised that rarely a Time-Critical Transfer situation may be identified outside
of the Emergency Department setting, for example on a ward or admissions unit. In
such a scenario, it is suggested the senior medical and nursing team attending
the patient in that area replace the ED Doctor and Nurse in Charge roles in the
guideline.
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Staff Responsibilities

It is acknowledged in advance that in order to act in the best interests of patients
staff may have to provide care or interventions that are outside of their normal areas
of expertise and in which they may have little or no formal training. Such
responsibilities should only be undertaken if no better options are available, and all
reasonable efforts should be made to seek advice / assistance from other staff
members who may have more experience or formal training in the relevant areas.
However, if no better alternative exists the essential requirement is that staff who are
prepared to take such responsibilities use all of their existing skills and expertise to
provide the best care that they can for the patients involved.

Providing that these standards are met and can be confirmed / supported by
appropriate documentation it is important that staff members are reassured that they
will be fully supported by the Trust in any subsequent developments — whether these
relate to personal distress, loss of confidence, professional criticisms or even
retrospective litigation.

Additional Resources

o The following Checklists 1-4 are designed to help make transfer as safe and
swift as possible.
o The PED Resus Drugs Calculator is available via INsite on the ED pages.
o CICU Transfer Packs are located with the Paediatric Transfer Bags in
Resus and contain:
o CICU transfer documentation — to complete en-route
o CICU Infusion guides
o East Midlands Major Trauma Network Transfer Documentation is also
available in Resus

Performance Measures

This SOP is designed to drive safe transfer in time-critical situations. Through:
o Rolling audit and review of time-critical paediatric transfers
o Monthly analysis of paediatric transfers at the PED Critical Care Forum
o Datix reporting of incidents (including adverse events on base as a
consequence of reduced staffing).
o0 Investigation and discussion at the monthly Paediatric ITU/Anaesthetic/ED
meeting
Any issues identified may result in a review of the SOP and further changes being
made.
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Appendix 1: Checkilists.

Checklist 1 - Patient
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Checklist 2 — Parts (Equipment)
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Checklist 3 — Paperwork (Documentation/Communication)
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Checklist 4: Parameters
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