

	
EMSC PEDIATRIC INTER-FACILITY TRANSFER GUIDELINES TEMPLATE




These guidelines serve as documentation of the arrangements, policies, and procedures governing the transfer of critically ill and/or injured pediatric patients (add other types of patients or services, if desired) in order to facilitate timely transfer, continuity of care, and appropriate transport for these patients. The HOSPITAL is your hospital and the receiving hospital will be henceforth, referred to as CENTER.

1. HOSPITAL recognizes that on certain occasions, pediatric patients require specialized care and services beyond the scope of services available at HOSPITAL and that optimal care of these children requires transfer from the emergency department or inpatient services to centers with specialized pediatric critical care or pediatric trauma services.

[bookmark: _GoBack]2. The medical staff and hospital administration of HOSPITAL have identified that pediatric referral centers for pediatric critical care and/or pediatric trauma care may include (1) Pediatric Critical Care Center(s), (2) Pediatric Trauma Centers(s), or (3) General Trauma Center(s). These centers have specialized staff and facilities for tertiary-level care of critically ill and/or injured children. In South Dakota, these centers may include Rapid City Regional Hospital, Avera McKennan Hospital, and Sanford Children’s Hospital.

3. HOSPITAL recognizes the privilege of an attending physician and the rights of the patient (or the patient through a relative or guardian) to request transfer to an alternate facility and obtains written consent to transfer.

Indications for Pediatric Transfers

PEDIATRIC MEDICAL PATIENTS (NON-TRAUMA)

A. 	Physiologic Criteria

1. 	Depressed or deteriorating neurologic status
2. 	Severe respiratory distress and/or respiratory failure responding inadequately to treatment
Accompanied by any one of the following:
a. 	Cyanosis
b.	Retractions (moderate to severe)
c. 	Apnea
d. 	Stridor (moderate to severe)
e. 	Grunting or gasping respirations
f. 	Status asthmaticus
g. 	Respiratory failure
3. 	Children requiring endotracheal intubation and/or ventilatory support
4. 	Serious cardiac rhythm disturbances
5. 	Status post cardiopulmonary arrest
6. 	Heart failure
7. 	Shock responding inadequately to treatment
8. 	Children requiring any one of the following:
a.	Arterial pressure monitoring
b.	Central venous pressure or pulmonary artery monitoring
c.	Intracranial pressure monitoring
d. 	Vasoactive medications
9.	Children with the following conditions
e. 	Severe hypothermia or hyperthermia
		f.	Hepatic failure
g. 	Renal failure, acute or chronic requiring immediate dialysis


B. 	Other Criteria

1. 	Near drowning with any history of loss of consciousness, unstable vital signs, or respiratory problems
2. 	Status epilepticus
3. 	Potentially dangerous envenomation – consider use of snakebite protocol
4. 	Toxic Substance - potentially life threatening ingestion of, or exposure to, 
5. 	Severe electrolyte imbalances
6. 	Severe metabolic disturbances
7. 	Severe dehydration
8. 	Potentially life-threatening infections, to include sepsis
9. Children requiring intensive care other than close observation 
10. Any child who may benefit from consultation with, or transfer to, a            Pediatric Critical Care Center
11. Conditions that exceed the capability of the facility 
12. Child maltreatment suspicions e.g. found “down” for no apparent reason 

PEDIATRIC TRAUMA PATIENTS

A. 	Physiologic Criteria

1. Depressed or deteriorating neurologic status (GCS≤ 14)
2. Neurologic injury with changes in motor function
2. 	Respiratory distress or failure
3. 	Children requiring endotracheal intubation and/or ventilatory support
4. 	Shock, compensated or uncompensated
5.	Injuries requiring any blood transfusions
6. 	Children requiring any one of the following:
	Invasive Monitoring	
	a.	Arterial and or Central Venous pressure		
b.	Intracranial pressure monitoring
c. Vasoactive medications




B. 	Anatomic Criteria

1. 	Fractures and deep penetrating wounds to an extremity complicated by
neurovascular or compartment injury
2. 	Fracture of two or more major long bones (i.e. femur, humerus)
3. 	Fracture of the axial skeleton
4. 	Spinal cord or column injuries
5. 	Traumatic amputation of an extremity with potential for replantation
6. 	Head injury when accompanied by any of the following:
a. 	Cerebrospinal fluid leaks
b. 	Open head injuries (excluding simple scalp injuries)
c. 	Depressed skull fractures
d. 	Decreased level of consciousness
e. 	Intracranial hemorrhage
7. 	Significant penetrating wounds to the head, neck, thorax, abdomen or pelvis including the groin
8. 	Pelvic fracture 
9. Significant blunt injury to the chest or abdomen
10. Significant blunt injury to the neck
a. Hanging or clothesline mechanism of injury

C.        Other Criteria
	
1. Suspicion of Child Maltreatment as evidenced by: 	
a. Injuries sustained with no reported explanation
b. Injuries sustained that do not match the patient’s developmental capabilities
c. History of apparent life threatening event
d. Extremity fractures in non-ambulatory child 
2. Children requiring intensive care
3. Any child who may benefit from evaluation and or consultation with, or transfer to, a Trauma Center or a Pediatric Critical Care Center
4. Any child who may benefit from evaluation and or consultation with, or transfer to a mental health support or Specialty Center. 
















Transfer pediatric burn patients to a Burn Center per the following criteria 

D.	Burns Criteria - Contact a Burn Center for children who meet any one of the following criteria:

1. 	Second and third degree burns of greater than 10% of the body surface area for children less than ten years of age
2. 	Second and third degree burns of greater than 20% of the body surface area for children over ten years of age
3. 	Third degree burns of greater than 5% of the body surface area for any age group
4.	Burns involving:
a. 	Signs or symptoms of inhalation injury
b. 	Respiratory distress
c. 	The face
d. 	The ears (serious full-thickness burns or burns involving       the ear canal or drums)
e. 	The mouth and throat
d. 	Deep or excessive burns of the hands, feet, genitalia, major joints, or perineum
5.	Electrical injury or burns (including lightning)
6.	Chemical burns
7. 	Burns associated with trauma should be referred to the nearest Pediatric Trauma Center before considering transfer to a Burn Center
8.	Burns with preexisting medical disorder or complicating medical 
condition. 
9.	The referring physician has examined the patient, documented the patient's condition, and has determined that the patient requires a higher level of care than provided at HOSPITAL or requires specialized services provided at a CENTER.
10. 	The referring physician has evaluated the patient and has determined that the transport is compatible with the patient's condition and is in the best interests of the patient's medical care.
11.	Burn injury patients that require special emotional, social and/or long-term rehab interventions 






Transfer Arrangements

1. Requests for consultation or transport team support and patient transfer can generate by telephone to:

(List appropriate telephone numbers for pediatric critical care, trauma, transport, and other services, as appropriate.)

2.. When it appears that a pediatric patient requires specialized services or medical care beyond the scope of services provided at HOSPITAL, the referring physician shall contact an appropriate specialist at a pediatric referral center to obtain consultation. The referring physician in conjunction with the CENTER consultant shall be responsible for determining the need for admission to the CENTER.  Obtaining prior consent of appropriately authorized staff at the CENTER to receive the patient prior to the patient's release from HOSPITAL and documented in the patient's medical record.

3. Transfer arrangements can occur by mutual consent of the referring and consulting physician. It shall be the responsibility of the physician to whom the patient is transferred to arrange the admission of the patient to the CENTER. 

4. The referring physician, in consultation with the receiving physician, shall determine the method of transport. The CENTER may provide, at an option, a specially trained pediatric transport team. The team will attend the patient during the entire transport.

5. To the extent possible, patients will be stabilized prior to transfer and treatment initiated to ensure that the transfer will not, within reasonable medical probability, result in harm to the patient or jeopardize survival. Responsibility for the stabilization and care of patients prior to and during transport should be specified.

6. The referring hospital shall be responsible for informing the patient, patient's parent(s), legal guardian, or other relatives of the transfer process and for obtaining any release to affect the transfer. The referring hospital shall use its best efforts to arrange for the parent(s) or guardian to be present at the time of transport.

7. The referring hospital shall be responsible for the transfer or other appropriate disposition of any personal belongings of the patient.

8. The CENTER may give feedback to HOSPITAL in a quality assurance/improvement effort. 








Records and Transmission of Information

1. Subject to federal and state laws regarding consents of minors for medical care and confidentiality of medical information the referring hospital shall send with the patient, or arrange to be immediately transmitted (via FAX), at the time of transfer the necessary documents and completed forms containing the medical, social, and/or other information necessary to ensure continuity of care to the patient. Such documentation shall include at least the following:
a. 	Identification of the patient
b. 	Diagnosis
c. 	Copies of the relevant portions of the patient's medical record (including medical, nursing, dietary, laboratory, X-rays, and medication records)
d. 	Relevant transport forms
e. 	Copy of signed consent for transport of a minor

3. Subject to limitations regarding confidentiality, the CENTER shall provide information on the patient's diagnosis, condition, treatment, prognosis, and any complications to the referring physician during the time that the patient is hospitalized at the CENTER and upon discharge or transfer from the CENTER.

























Template for an Inter-facility Transfer Check‐list

Items to send with patient and transfer crew:
􀀀 (2) Face Sheet (name, address, etc.)
􀀀 EMS Run Sheet (if available)
􀀀 Copies of lab work
􀀀 Copies of X‐rays, ultrasounds, CT scan, etc. (Forward electronically via GE PACS if possible,            
     Digital if available; or copies of images)
􀀀 Copy of EKG (if available)
􀀀 Radiologist report (if available)
􀀀 Copy of medication administration record
􀀀 Intake and output record for past 24 hours (if applicable) or ED amounts
􀀀 (2) Copies of past 24 hours vital signs or ED record
􀀀 Copy of signed transport/transfer consent
􀀀 Discharge dictation (if applicable)

Name of patient:________________________________________________      Age:__________

Diagnosis:______________________________________________________________________

Transfer to:_____________________________________________________________________

Accepting Physician:______________________________________________________________

Transferring Physician: ___________________________________________________________

Transferring Hospital: ____________________________________________________________

Transfer Level of Care:				 Method of Transfer:
􀀀 Basic Life Support 				􀀀 Ground BLS Ambulance
􀀀 Advanced Life Support			􀀀 Medic or ALS Unit
􀀀 Pediatric Transport Team			􀀀 Rotary Wing (helicopter)
							Name of Service:__________________
						􀀀 Fixed Wing (airplane)
Name of Service:___________________




􀀀 Family given written directions to facility
􀀀 Family given phone number of receiving unit or receiving Emergency Department __________
􀀀 Family given patient belongings
􀀀 Family contact phone number:_________________________________




Introduction: 

The following guidelines serve only as template that facilities may adopt in order to supplement or enhance the development of pediatric inter-facility transfers.  The decision to use this resource in any particular situation always depends on the independent medical judgment of the medical provider. 

Development of the transfer guideline template is in accordance with published standards (print and internet) across the nation, publication from the AAP (American Academy of Pediatrics) as well as published National Highway and Transportation Safety Administration standards (NHTSA) in regards to mode of transport.  


Resource Template: Pediatric Transfer Guidelines and Consultation 2018	

