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	Ein cyf / Our ref: 095/20/FOI


	Dyddiad / Date: 23rd July 2020



Further to your request for information dated 26th June 2020, I am pleased to provide the following response. 
Your request:
Please provide a copy of the hospital to hospital transfer policy, in particular medical transfer of a Care of the Elderly (COTE) patient from acute to community setting.
Our response:
Please find embedded below the community hospital admission criteria used across BetsiCadwaladr University Health Board (BCUHB) for the transfer of patients from acute to community settings, as well as the community hospital referral form. Please note that although the embedded word document has a draft watermark, it has been confirmed that the document is live, despite it saying ‘draft’. 
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We welcome correspondence through the medium of Welsh

Rydym yn croesawu gohebiaeth drwy gyfrwng y Gymraeg








COMMUNITY HOSPITAL TRANSFER CRITERIA



INTRODUCTION



Community Hospital beds are a valuable resource and it is essential they are used efficiently in order to 

provide good patient care.  Inefficient use of beds can lead to patient and carer distress; increases in 

waiting lists; higher re-admission rates, as well as increased workloads.



These guidelines aim to ensure a smooth journey for all patients throughout their stay across the health

care economy and outlines actions required prior to transfer to a Community Hospital.  Following an 

episode of acute care, patients who have an ongoing need for clinical care (medical, nursing or 

rehabilitation) can be transferred to a Community Hospital if their health care needs cannot currently 

be met at home (likely to be patients on Discharge to Assess and Recover Pathway 3).  A Community 

Hospitals Transfer checklist will be followed (Appendix 1).





PRIOR TO TRANSFER



Community Hospital transfer criteria requires patients to have been assessed as medically stable and fit for transfer prior to transfer to a Community Hospital.  All acute transfers to a Community Hospital will be admitted with prior agreement of the nurse in charge who will be responsible for ensuring that the medical practitioner is informed of the patient’s admission.  Appendix 2 outlines the process.



Wherever possible, patients should be transferred between the hours of 08.00am and 6.00pm, and anticipated transfers after this time should always be in discussion with the nursing shift leader.  All patients transferred from the Acute Hospital to a Community Hospital must have the following documents:



· The patient’s medical notes, which should contain an up to date management plan authorised by the discharging clinician within 24 hours of the planned discharge date. This must include a full summary of the patient’s medical condition, history of treatment and investigations, a record of all information shared with the patients and family, and the ongoing clinical management plan;



· A full, comprehensive and legible Medication Administration Record (MAR) which has been 

reconciled within 24 hours of the planned discharge date by the acute hospital clinician responsible for the patient’s care;



· Confirmation of all outstanding clinical investigations and outpatient appointments including

transport arrangements. 




Patients admitted to the community hospital will be aged 18 years or over and require: 



· Active rehabilitation prior to returning safely to their home or future placement or


· The provision of end of life care where the community hospital is the patient’s preferred place of death or


· [bookmark: _GoBack]The provision of intensive nursing care and treatment when required to avoid admission/transfers to an acute hospital. This would include conditions, which can be safely managed in the community hospitals eg urinary tract infections, chest infections, blood transfusion, or


· The provision of multidisciplinary assessment and ongoing clinical care where this cannot be delivered in the community. 
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_1656997091.pdf
COMMUNITY HOSPITAL REFERRAL FORM (AMENDED 2020 VERSION)

AFFIX LABEL ‘
HOSPITAL:
PATIENT NAME:
WARD:
DOB: .
CONSULTANT:
HOSP NO:
DATE & TIME:
ADDRESS:
COVID 19 POSITIVE? (Circle): NO YES (Date positive: )

RESUS STATUS (Circle): FORCPR DNACPR CEILING OF CARE IN PLACE? (Circle): YES NO
IS THE PATIENT FOR RETURN TO ACUTE SITE IF DETERIORATES? (Circle): YES NO
OXYGEN NEED? (Circle) NO YES (State amount / flow: )

Diagnoses / List of medical conditions:

Reason for transfer to community hospital: (Why can’t the patient return to their own
residence?)

YES NO YES NO
DEMENTIA? ACTIVE MRSA?
DELIRIUM? HOISTED?
WANDERING? PRESSURE SORE?
1:1 REQUIRED? | SWALLOW PROBLEMS?

Any other information of importance:

Accepting Clinician | Name: | Designation: l
Date & Time: Mode of acceptance (circle): Ward review Verbal / Remote







