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1. Concept and purpose of the transfer of patients

Between pre-hospital and hospital assistance there is a transition space: the ambulance that perform the pa-
tient’s transference. A transfer is defined as:

“Communication between health professionals in which a patient’s clinical information is transmitted and the
responsibility of care to another health professional or group of professionals, either temporarily (relay, shift
change) or permanent (unit change is transferred or level of care).

The ultimate purpose of the transfer is the transfer of both the patient and the patient’s clinical information and
ensure compliance with the therapeutic objectives in the context of safe care in which continuity of care is not
interrupted.

When taking a booking for a patient transfer, we follow the Interfacility Patient transfer standard. This is a guide
to assist matching staff clinical level to patients clinical requirement.

in Ireland for example, Murray Ambulance Service Ltd, will engage with their clients in a courteous manner at
all times having regard to the Equal Status Act 2009, as well as relevant civil law. Clients contact with MAS may
be in person, electronic or most usually, by telephone.

Certain data is required by MAS in relation to client’s personal information in order to effectively and efficiently
serve our clients.

We undertake to do this in a sensitive and confidential fashion, having regard to the emotional situation of people
when a family member is unwell.

MAS will use that data only for the purpose for which it is intended, namely service provision and billing the
insurance company after the fact.

MAS staff will maintain confidentiality in respect of information received and hold it securely.
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Electronic storage of such data will be enhanced by firewalls and by securing premises where data is stored
when not manned.

The minimum data set required by MAS may vary from client to client or depending on legislation or statutory
requirements of organisations, such as PHECC.

Dispatch managers will record client and journey detail as outlined on the calls management system in use at
any given time. No extraneous information will be recorded unless directly related to the client’s health, their
journey or billing mechanism.

If there are situations where it is not clear that MAS can fulfil a commission the dispatch manager must consult
or follow PHECC parameters for delivery of care so as to ensure safe practice.

Patient safety, also called clinical safety, is a component of health care that guarantees the quality of care pro-
vided. All actions related to health care must meet the principle of do no harm: primum non nocere.

Concrete actions as hospital transfer are not without mistakes, being the most common derivatives of commu-
nication between professionals.

Responsibility for identifying clinical risk rests with every member of Murray Ambulance Service staff, once
identified and notified to management the risk implementation goes to the medical director and the Paramedic
Tutor for assessment of the risk and the planning of remedial actions as well as the collation of findings in order
to negate or minimise future risk.
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All staff have a statutory requirement to take care as far as is possible of their health and safety and that of
others who may be affected by their acts or omissions at work. Staff must act in accordance with training and
instruction provided by Murray Ambulance Service.

Staff must use all machinery, equipment, dangerous substances, means of production, transport equipment
and safety devices in accordance with any relevant training and instruction provided by MAS and inform employ-
ers of dangerous situations and short comings in the health and safety arrangements of the organisation. This
can be achieved by using the incident reporting procedure.

The purpose of the Board of Management (Risk Management Board) is to have overall responsibility for estab-
lishing a strategic approach to risk management across the organisation, ensuring that the approach is pro-ac-
tive. The Board is also responsible for the overall co-ordination of risk management activity. It ensures that the
necessary processes are in place to achieve compliance with statutory requirements and to protect the Trusts’
patients, staff and assets. Risk management will be an integral part of MAS strategic and operational objectives.

e Agree, monitor and ratify MAS risk management strategy and policies. The Board will decide on all policies
approved ensuring the policies are implemented effectively, reviewed, updated and approved

e Assist the staff in defining acceptable risk within the organisation
e Ensure that adequate organisational systems are in place for implementing controls assurance

e Make recommendations on priority risk areas and appropriate action required
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e Oversee identification and implementation of the risk management action plan and risk registers
¢ Review all directorate risk registers
e Review and approve the “accepted” risk registers

¢ Receive information on incidents and their analysis and assess trends and developments and make recom-
mendations on appropriate improvements

e Prepare an annual progress report for the Board at the end of each financial year

¢ Review the Risk Management Strategy on an annual basis

e Ensure that all requirements are met for the Managing Director to sign the annual Statement of Internal Con- n
trol o
=)

e To be informed of any serious untoward incidents and ensure that follow up actions plans are developed, im- o
plemented and monitored g

e To be informed of external visits, assessments or requests for information by members of inspection bodies, g

audit bodies or other external agencies.

2.3. Infection Control of Patients

All crew members should follow strict infection control procedures and have ready access to hand hygiene fa-
cilities on board their ambulance.

When taking a booking for a patient transfer control staff must enquire if there any infection control issues.
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The transfer means, therefore, several tasks:
e Transfer the patient to the receiving center.
e Verbal transmission of information, neat and about the attention, status and patient outcome.

e Transfer any information of interest about the accident: injury mechanism, deformities in vehicles, etc.. (we
are the eyes of the hospital in this sort of thing).

e Transfer of the clinical history generated, healthcare report. In general, it is in carbonless copy paper, to have
at least one copy for the hospital and other services for our file.

¢ Transfer of personal belongings of the patient for safekeeping.

e Patient registration in the service reception center admission (admission sealing on the copy for our service).
Each performance will be identified with a serial number that correspond to the number assigned by the
coordinating center or department responsible for recording every care in a database. These data, which are
assigned automatically, interact directly with the event data and patient identification.

In Ireland, as per the inter facility patient transfer standard depending on the clinical level the patients require-
ment isi.e 1 Paramedic and 1 Emergency Medical Technician on the ambulance. The Paramedic would hold the
clinical lead of the patient.

Inireland when a crew pick up a patient from a reffering facility they must take a baseline assessment (hando-
ver) of the patients details and current medical condition. As part of our accreditation process Murray Ambu-
lance Service designed an inter hospital standard document. This is used to take a baseline assessment of the
patient to ensure the patient is able to be transfered. A Patient Care Report form (PCR] is also filled out by the
crew member throughout the journey, ensuring regular checks are made of the patient thus ensuring safe stan-
dards. This can be done both by hard copy of by an android Tablet. This information goes to a secure database.
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Patient Care Report forms when generated become part of the patients health history and as such should be
valued as much as any other patient record completed by other health professionals. The PRF is evidence that
patients have been treated efficiently and effectively and should also record their response to treatment.

For the proper development of the transfer, it is convenient to structure the transmission of information: what
is going to tell and in which order, status, background and recommendations. After several research, a hospital
team proposes to adopt the mnemonic ISOBAR:

I. Identification: identification of professionals responsible for assisting the patient.

S. Status: source of health care, changes in the patient’s condition, possible complications and ways to
monitor.

0. Observation: recent vital signs, performed tests, patient assessment.
B. Background or relevant medical history: risks and allergies.

A. Agree on a plan given the situation:

e What to do to normalize it?

e What has been done? (treatment, therapeutic measures, care...).

e What is pending? (therapeutic measures, medication infusions, checks).

R. Read-back: confirm the effectiveness of the transfer and establish responsibilities (who does what
and when).
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As above, a Patient Care Report form is filled out throughout the journey of the patient.
These are the recommendations to minimize the risks of transfer:

e The transfer should be an orderly and systematic process carried out in the presence of the patient, encour-
aging their involvement and verification.
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If impaired perception (low level of consciousness, neurological disorders) should be done in the presence of
a relative or close friend.

The transfer must be in a critical area or very close to it, in which there are resources to ensure patient mon-
itoring and emergent care in case of deterioration of the patient’s condition.

The transfer must be done in a place where you can preserve patient privacy and confidentiality of the infor-
mation provided, step away from other professionals and bystanders outside assistance, free from noise and
/ or interruptions that difficult the communication.

The transferred information must be accurate and relevant obviating unnecessary details that prolong the
process and divert the attention of the relevant information.

The language used should be clear and standardized, clarifying terms that may be ambiguous. It is inappro-
priate to use colloquialisms or include personal interpretations of the patient’s clinical situation.

The transmission of information verbally enhances communication and given the opportunity to ask clarifying
questions receiver.

The documented record of care provided (paper or computer] is the tool to check off and expand the informa-
tion transmitted.

If registration is manuscript must be legible and not recommended abbreviations.

The time spent should be sufficient to include the opportunity to ask questions and answer them. We recom-
mend using feedback techniques and read-back to ensure the accuracy of the information.
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Murray Ambulance Service has created the following policy pertaining to the transportation of children and
vulnerable adults in our vehicles.

Scope
For the purposes of this policy the following definitions apply:
e A child means a person under the age of 18 years, (Children’s Act 2001).

e Avulnerable adult is a person over the age of 18 years who has a physical, sensory or cognitive deficit,
which may prevent them protecting themselves, expressing their needs or thoughts effectively or advo-
cating in their own interests. ( Poelenjee, E. 2012, Murray Ambulance Service)

e When our services are engaged to transport a child or vulnerable adult the Proprietor, or their appoin-
tee, will assign a crew to transport that person. The Proprietor or their appointee, will, through a series
of questions,(see addendum below), determine whether a family member or guardian or professional
carer should accompany that individual.

e Where the individual to be transported is a child, a parent or legal guardian, will be offered the oppor-
tunity to accompany the child in all cases except where there are medical or other personnel essential
to the individuals care occupying all available seating in the ambulance.

e All employees of Murray Ambulance Service have a moral and legal obligation to meet the needs of the
individuals in their care in a responsible fashion, particularly those clients who are children or vulnera-
ble adults. If any employee of Murray Ambulance Service requires clarification in this specific area they
should, in all cases, make contact with the Proprietor or their appointee, to ensure the highest standard
of care possible is delivered.
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Addendum

Where a child or vulnerable adult is to be transported by Murray Ambulance Service the clerical officer
should ask the following questions:

Is a parent or guardian travelling with the child? Encourage a parent or guardian to travel.
Is this a vulnerable adult?

If so is there anyone travelling with the client? Encourage a family or professional carer to accompany
them.

Is there any issue with the communications skills of that person?
If so encourage someone who knows the client well to accompany the client.

Is the client suffering from a physical or other deficit that would prevent them being able to advocate
in their own interest? If yes try to arrange that someone who can act as advocate for the client accom-
pany them.

Where the client is resident in long term care it is advisable that someone they are familiar with
accompany them so as to allay any trepidation or anxiety they may have in relation to the journey or
medical care they are travelling to receive.
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4. Types of reports of medical assistance

The attendance report is the standard document used by each service, created to transmit clinical information
necessary to transfer the patient, and continue to focus on the center of target.
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VITAL OBSERVATION SHEET
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CLINICAL INFORMATION

Loss Of Consciousness Before Arrival
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VITAL OBSERVATION SHEET MEDICAL TREATMENT INFORMATION
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CESSATION OF RESUSCITATION RECOGNITION OF DEATH * QUT OF HOSPITAL CARDIAC ARREST
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THROMBOLYSIS

INDICATION FOR THROMBOLYSIS
EACH INDICATION MUST BE VERIFIED

Patient conscious, coherent and CIYes CINO
understands therapy
Patient consent obtained CIves CINO
<75 Years CIYEs CINO
MI Symptoms 20 minutes to 6 hours CJYES CINO
ST Elevation >1mm in two or more OYes CINO
contiguous leads
CONTRAINDICATIONS

EACH CONTRAINDICATION MUST BE RULED OUT

Haemorrhagic stroke or stroke of unknown OYes CINO
origin at any time

Ischaemic stroke in preceding 6 months CJYES CINO
Central nervous system damage or neoplasms [CJYES CINO

Recent major trauma/surgery/head injury CJYES CINO
(within 3 weeks)

Gastro-intestinal bleeding within the last month [CJYES CINO

Known bleeding disorder CIves CINO
Aortic dissection CIYes CINO
Transient ischaemic attack in preceding JYES CINO
6 months

Oral anticoagulant therapy CJYES CINO
Pregnancy within 1 week post partum CIYes CINO
Non-compressible punctures CIYes CINO
Traumatic resuscitation [JYES CINO
Refractory hypertension JYES CINO
(sys BP > 180mmHg)

Advanced liver disease CIves CINO
Infective endocarditis CJYes CINO
Active peptic ulcer JYES CJNO

CONSENT FOR THROMBOLYSIS

1 In order to avoid any ambiguity the consent information
must be read to the patient.

1.1 “Itis likely that you have had a heart attack. This means that
one or more of your heart arteries has developed a blood clot. The
best treatment to save heart muscle is a clot dissolving medica-
tion. The sooner you receive this medication the better. Like any
medication there is a risk of serious side effects. The risks
attached to this treatment are much less than the likely benefit.

The biggest risk is stroke which affects about one patient in
every 200. It can also cause bleeding and allergic effects that do
not usually cause any major problem.”

If the patient enquires why he/she cannot wait to have the
medication in hospital the following should be read to
him/her:

1.2 “The recommended time frame for having the medication is
within one hour of you calling for help. It is not possible to be in
hospital within that time frame. A clinical practice guideline was
developed for this very situation.”

2 Do you consent to this medication being given?
3 Two practitioners must verify, by entering their PIN, that the
indications are present, the contraindications have been ruled

out and that consent was obtained from the patient prior to
administering a thrombolytic agent.

PIN (1)

PIN (2)

REFUSAL OF TREATMENT AND OR TRANSPORT

"|/We witness that the patient has refused treatment/transport
1o the ED. I/We have advised the patient to consult with his/her
own doctor as soon as possible or should his/her condition
deteriorate to call for the assistance of an emergency
ambulance”

Signed :

PIN (1)

PIN (2)

or report back to Control.

index
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Module @ Transfer patient to the proper health center

5. Coding by symptoms and signs. The international classification of diseases

To unify databases interventions with patients and facilitate treatment for research work, the classification of
disease and symptoms is used according to the CIE international system.

Each disease is assigned a category and receives a code of up to six characters (X00.00 format). ICD is the acro-
nym for International Classification of Diseases published by the World Health Organization (WHO).

6. Hospital triage
The hospital triage is:

e A method of classification and selection.

e Used by professional intended for that purpose in the emergency room, doctor or nurse practitioner, accord-
ing to what the patient has and clinical findings.

e A method that sets the priority for the care of a patient in the emergency department depending on the sever-
ity of your condition.
Directed not to diagnose, but to set the priority of care.

Used for:

e |dentify the severity of the urgency of users (life-threatening]).

e Determine the maximum waiting time for treatment at the institution (classification level: red-yellow-green-
white).

¢ Inform patients and their families.

e Reduce congestion of service.

index
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Module @ Transfer patient to the proper health center

7. Functions of the technician related to transfer

7.1. Limits, rights and obligations of the Emergency Medical Technician

Our laws provide a rights connected with the user of the system of health care. The Technician is another mem-
ber of this system, and as such must fulfill its assigned mission. Therefore, the first thing to do is to define briefly
the duties and obligations of the Technician.

e The Technician is required to assist the victims of an accident on a public road, public place or domicile, and
then transferred to a hospital. This assistance shall be within the limits of their professional training and ed-
ucation.

e Technician is subject to the same rules regarding booking information and professional secrecy, to any other
health professional.

¢ Dealing with the patient must be correct at all times, not allowing any contempt or discrimination.

In Ireland, all practitioners must be Pre Hospital Emergency Care Council (PHECC) registered with a
unique pin number and ID.

index
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Module @ Transfer patient to the proper health center

e The patient has the right to a correct and current assistance. The technician must be trained to the extent that
their work requires.

e The patient has the right to reject any or all proposals or therapeutic refuse to be moved or care. Given this
attitude, the Technician must accept the will of the patient and facilitate as far as possible the process. Never
coerce the patient to accept the transfer, which does not conflict with making recommendations technically
appropriate.

e The patient has the right to know the identity of the person treating him. The technician can not hide his iden-
tity acting anonymously.

¢ The patient has the right to be provided with written and understandable information about the procedure that
has been done. Technician report shall provide assistance in all the information contained in the work.

e The Technician, in his work, has an important relationship with other health and non-health professionals
(police, firefighters, civil protection...). This relationship should be full cooperation, with the sole purpose of
providing the best patient care possible.

The relationship with other health professionals should be cordial, considering the unique premise that health
decisions are made and coordinates by the senior healthcare professional of all involved, avoiding contraven-
ing decision of a doctor or a graduate in nursing.

¢ The technician should facilitate maximum possibility that the patient may have medical staff care in the acci-
dent, avoiding the transfer of the patient to the imminent arrival of this staff.

e Once at the hospital which has been transferred to the patient, the technician must transmit all the informa-
tion available to it regarding the patient and the accident. The information transmitted must be objective and
based on observed evidence, not on subjective and unclear issues.
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To their understanding within a legal context, we define:

Responsibility: title or moral obligation for someone result error in a particular case. In Legal: capacity
in all active subject of right to recognize and accept the consequences of an act done freely.

Neglect: neglect, lack of care, application.

Infringement: trespass, breach of a law, agreement or treaty, or a moral, logical or doctrinal standard.
Sanction: a penalty statute or regulation provides for their offenders.

Offense: voluntary or negligent act or omission punishable by law.

Dolo: deliberate intention of committing a crime to knowingly unlawful.

Foul: voluntary or negligent violation of a standard, which can be punished either criminally or adminis-
tratively or by the employer in labor relations.

Reckless endangerment: serious and inexcusable negligence.

Foolhardy: too reckless, it faces, no sign of cowardice to hazards.
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In the current model of values, the process of care and health care evolves toward the practice of “defen-
sive” way, since the changes, particularly economic, condition the medical-patient relationship, and between
the components themselves of the health team-system. This situation tends to generate anxiety among health
workers for fear of being accused in a liability claim.

The law only punishes the careless behavior, lack of due care and reckless oblivion. The Act should not worry
who runs their profession responsibly and with integrity.

The fundamentals for proper health care in emergencies are:

e The updating of knowledge as unavoidable necessity.

¢ The special circumstances of time and place in which care is delivered.
e The importance of media available.

e The duty to inform and obtain consent.

e The risk that we may consider as permitted.

1. Liability: be responsible is to assume the consequences of damage by act or omission that causes harm to
another, being obliged to repair (Article 1902 of the Civil Code).

2. Criminal Responsibility: either by fraud when there is intent on the action of the subject, ie, desire to cause
and / or knowledge to act against the dictates of the rule and by fault or negligence, if there is no intent to
cause damage, provoking this however; will result from careless behavior, omitting due diligence.
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For there to be reckless in our field is required:

e Action or willful default.

e The conduct involving breach of duty of care required.
o An effective and concrete harm to the health of people.

e A causal relationship between the conduct performed and damage.
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