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[bookmark: _GoBack]SAFEty NeT (Safe Neonatal Transfer)
A tool for triage, decision making and transfer documentation
This tool has been developed to assist in the triage and risk assessment of patients when local units plan to undertake a transfer. The document allows for an accurate and clear record of planning (risk assessment) & discussions, to support the referring unit and documentation & checklists to support the personnel undertaking the transfer.
It is the recommendation of both the London Neonatal ODN and the London Neonatal Transfer Service that all transfer requests come via a dedicated transfer team but are aware that transfers are undertaken by local units if a dedicated transfer team is unavailable.





Patient Demographics
BW: Click here to enter text.
CW: Click here to enter text.
Gest @ birth: Click here to enter text.
Corrected Gestation: Click here to enter text.
Age in days:  Click here to enter text.
Booking Hospital: Click here to enter text.

Patient Details 
Name: Click here to enter text.
DOB: Click here to enter a date.
MRN: Click here to enter text.
NHS No: Click here to enter text.





GP Address inc postcode:
Click here to enter text.
Family address inc postcode:
Click here to enter text.






Receiving Unit:
Choose an item.
Click here to enter text.

Referring Unit:
Choose an item.
Click here to enter text.




Date & Time Referred: Click here to enter a date.
Reason for referral:   Choose an item.





Section 1; Handover and Confirmation

YES
NO

Patient accepted by receiving unit?
☐
☐
Date & Time Click here to enter a date.

By whom? Click here to enter text.

Medical handover completed?
☐
☐
Date & Time Click here to enter a date.

By whom? Click here to enter text.

To whom? Click here to enter text.
Nursing handover completed, if applicable?
☐
☐
Date & Time Click here to enter a date.

By whom? Click here to enter text.

To whom? Click here to enter text.
Cot confirmed?
☐
☐
Date & Time Click here to enter a date.

By whom? Click here to enter text.

Parents updated?
☐
☐
Date & Time Click here to enter a date.

By whom? Click here to enter text.

Planned Date for Transfer?
Click here to enter a date.
Break Glass Function via Badgernet Completed
YES    ☐
NO   ☐
Brief Summary of handover, if required






























Section 2; Risk AssessmentRisk Matrix

3
2
1
0
Scores Record
Recommendations
Weight at time of transfer
<1000g
1000-1500g
1500-2000g
>2000g

Babies less than 1000g be undertaken by a dedicated transfer team
Resp Support
CPAP
HFNC
NC
No Respiratory Support

Babies intubated + ventilated be undertaken by a dedicated transfer team
FiO2
>40%
30-40%
22-30%
21%

Babies in >40% FiO2 be undertaken by a dedicated transfer team
Apnoea's
>1 per hour requiring Bagging + stimulation
>1 per hour requiring stimulation only
<1 per hour requiring no intervention
None

Babies scoring 3 in this category to be potentially not fit for transfer unless for uplift by a dedicated transfer team
Desaturations
>1 per hour requiring Bagging, stimulation +  FiO2
>1 per hour requiring stimulation +  FiO2 
<1 per hour requiring stimulation only
None

Babies scoring 3 in this category to be potentially not fit for transfer unless for uplift by a dedicated transfer team
Bradycardias
>1 per hour requiring Bagging, stimulation +  FiO2
>1 per hour requiring stimulation +  FiO2
<1 per hour self-correcting
None

Babies scoring 3 in this category to be potentially not fit for transfer unless for uplift by a dedicated transfer team
Indwelling Devices
Trachy < 7days post insertion

TAT
Longline
Broviac Line

PIVC
NGT/NJT
None

Trachys < 7 days requires a clinician with the correct skill set 

TOTAL SCORE


SCORES
0-7
8-14
15-21

Scores 0-7: would need to be undertaken by your dedicated transfer team (NTS). If you wish to embark on the transfer locally this would require a competent nurse trained to carry out neonatal transfers.
Scores 8-14: would need to be undertaken by your dedicated transfer team (NTS). If you wish to embark on the transfer locally, this would need a competent transfer trained nurse and possible medic. 
Scores 15-21: would need to be undertaken by your dedicated transfer team (NTS). It is not recommended that this is undertaken by a local team.





































If Neonatal/Paediatric Consultant not aware: STOP AND INFORM


At this stage this triage tool always recommends that the referring team contact their local dedicated transfer team to request a transfer.
London NTS Contact Number; 0203 594 0888
If you choose to undertake the transfer locally, please discuss and record any potential risks and document action plans to mitigate known risks. Unknown risks will always be a factor so advanced planning is key. Ensure transfer is agreed with local duty consultant.
Patients with complex needs require a full discussion with all relevant parties to ensure all aspects have been considered and mitigation/actions have been put into place.





















Section 3; Planning
Use this section of the tool if transfer not being undertaken by a dedicated transfer teamBAPM category 
Choose an item.
Staffing required for transfer
Nurse
Medic
Other
Choose an item.
Choose an item.
Choose an item.
Choose an item.
Choose an item.
Choose an item.

Vehicle required?
Choose an item.
Ambulance Provider Booked

Click here to enter text.

Is any specialist equipment required? If yes, list in box
Click here to enter text.
Discharge summary completed?
2 copies printed?
YES     ☐         NO      ☐
Any relevant photocopies needed?
Drug chart/Guthrie status/Fluid and observation charts

Click here to enter text.














Respiratory Status
Choose an item.
FiO2 %:                          Click here to enter text.
Any Desats?
YES     ☐              NO      ☐
Settings
PEEP 
Click here to enter text.
FLOW
 Click here to enter text.
Sats %
Click here to enter text.
Observations
HR 
Click here to enter text.
RR
Click here to enter text.
BP
Click here to enter text.
Temp
Click here to enter text.
Feeds or Fluids
Mls/kg/d 
Click here to enter text.
Type
Click here to enter text.
Route
Click here to enter text.
Frequency
Click here to enter text.
Blood Gas
ph
Click here to enter text.
PCo2
Click here to enter text.
Po2
Click here to enter text.
HCO3
Click here to enter text.
BE
Click here to enter text.
LAC
Click here to enter text.
BS
Click here to enter text.
HB
Click here to enter text.
IV Access
Choose an item.
Choose an item.
IPC STATUS
MUST BE COMPLETED
Colonisations/MRSA/COVID STATUS (inc parental swabs results if available)
Click here to enter text.
Is the patient barrier nursed?
If yes, are the receiving unit aware and accepting? Does the equipment require a deep clean post transfer?
Click here to enter text.
CURRENT MEDICATIONS
(A copy of the drug chart must go with the patient)
Click here to enter text.















Gas Calculation if on respiratory support
GAS CALCULATIONS
Set L/min
Time in minutes
 x 2
Total L/min required
Unit to Ambulance / Air Supply
0
0
0
Ambulance / Air Supply
0
0
0
Ambulance to unit / Air Supply
0
0
0
Total Litres of Air required for the complete transfer


0




Unit to Ambulance / Oxygen supply
0
0
0
Ambulance / Oxygen supply
0
0
0
Ambulance to unit / Oxygen supply
0
0
0
Total Litres of Oxygen required for the complete transfer


0

To get auto calculation, input values and then right click the total number and click on update field.


Air
Oxygen
Incubator Supply
E Size air cylinder 640L
Total litres
ZD size Oxygen cylinder 600L or CD Size Oxygen cylinder 460L
Total litres
Ambulance Supply
F Size air cylinders 1280L
Total litres
HX Size Oxygen cylinders 2300L
Total litres
Spare Ambulance Supply
E Size air cylinder 640L
Total litres
ZD Size Oxygen cylinder 600L or CD Size Oxygen cylinder 460L
Total litres
Gas Sizes supplied for BOC cylinders only

**WARNING**	Oxygen CD & ZD cylinders are identical in all respects bar their capacity and a small CD / ZD label
CD cylinders only contain 460L each compared to ZD cylinders which contain 600L each
*Always check before you travel which cylinder is on-board*








































Section 4; Patient Assessment and Documentation
SKIN INTEGRITY CHART & INDWELLING DEVICES
	No:
	Description
	Signature 

	1
	
	

	2
	
	

	3
	
	

	4
	
	

	5
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	NGT/OGT/ Replogle
	

	Size
	

	L/R nostril
	

	Aspirated
	

	Cont. Suction
	

	When changed last
	







	Peripheral IV lines
	PIVC1
	PIVC2
	Long Line/Broviac

	Site
	
	
	

	VIP Score
	
	
	

	Patent?
	
	
	

	Inserted by
	
	
	




	Pre Departure Checklist from Referring Hospital
Ref No: 3 0 _  _  _  _  _

	Patient
	Documentation
	Communication
	Equipment

	Name Bands x 2
	
	Discharge Summaries x 2
	
	Parents updated
	
	Emergency Bag
	

	NGT – Free drainage
	
	Drug Chart
	
	Parents travelling in ambulance Y/N
	
	BVM or Neopuff, pressures/flow set
	

	Milk to transfer EBM/Special Formula
	
	Relevant photocopies
	
	Receiving unit given ETA
	
	Suction tubing attached & checked
	

	Clothing / Toys
	
	Weight Chart
	
	Phones + emergency contact numbers
	
	
	



Observations During Transfer (Recommended every 15/20 minutes)
	OBSERVATION CHART

	Patient
Name
	DOB
	MRN

	NHS Number
	Date of transfer

	Location (circle as appropriate): B=Before departure   T = During transfer    R = At accepting hospital

	
	BTR
	BTR
	BTR
	BTR
	BTR
	BTR
	BTR
	BTR
	BTR
	BTR
	BTR
	BTR

	Time
	
	
	
	
	
	
	
	
	
	
	
	

	Baby Temp
Axilla
	
	
	
	
	
	
	
	
	
	
	
	

	Incubator Temp
	
	
	
	
	
	
	
	
	
	
	
	

	RR
	
	
	
	
	
	
	
	
	
	
	
	

	SatO2  
	
	
	
	
	
	
	
	
	
	
	
	

	HR
	
	
	
	
	
	
	
	
	
	
	
	

	niBP
	
	
	
	
	
	
	
	
	
	
	
	

	Mean BP
	
	
	
	
	
	
	
	
	
	
	
	

	Resp Support
HFNC/CPAP/NC/NRS* 
	
	
	
	
	
	
	
	
	
	
	
	

	FiO2
	
	
	
	
	
	
	
	
	
	
	
	

	PEEP SET
	
	
	
	
	
	
	
	
	
	
	
	

	PEEP MEASURE
	
	
	
	
	
	
	
	
	
	
	
	

	FLOW L/MIN
	
	
	
	
	
	
	
	
	
	
	
	

	HUMIDIFIER TEMP
	
	
	
	
	
	
	
	
	
	
	
	

	GAS (A/C/V)
	
	
	
	
	
	
	
	
	
	
	
	

	pH
	
	
	
	
	
	
	
	
	
	
	
	

	pCO2
	
	
	
	
	
	
	
	
	
	
	
	

	pO2
	
	
	
	
	
	
	
	
	
	
	
	

	Bicarbonates
	
	
	
	
	
	
	
	
	
	
	
	

	BE
	
	
	
	
	
	
	
	
	
	
	
	

	Lactate
	
	
	
	
	
	
	
	
	
	
	
	

	Blood Sugar
	
	
	
	
	
	
	
	
	
	
	
	

	INITIALS
	
	
	
	
	
	
	
	
	
	
	
	



*NRS = No Respiratory Support
Fluid Observations During Transfer (Recommended every 15/20 minutes)
	Infusions Monitoring Chart
	

	Patients
Name
	DOB
	MRN

	NHS Number
	Date of transfer

	Infusion
	 
	Infusion
	

	Route
	
	Type of pump & Serial No.
	
	Route
	
	Type of pump & Serial No.
	

	Given by 
	
	Checked by 
	
	Given by 
	
	Checked by 
	

	Time
	Rate/hour
	Total Volume Infused
	Infusion Pressure & site check
	Time
	Rate/hour
	Total Volume Infused
	Infusion Pressure & site check

	 
	 
	 
	 
	
	
	
	

	 
	 
	 
	 
	
	
	
	

	 
	 
	 
	 
	
	
	
	

	 
	 
	 
	 
	
	
	
	

	 
	 
	 
	 
	
	
	
	

	 
	 
	 
	 
	
	
	
	

	 
	 
	 
	 
	
	
	
	

	 
	 
	 
	 
	
	
	
	

	 
	 
	 
	 
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	



	Phlebitis Scale (from the Infusion Nursing Standards of Practice 2011 S47) 


	Grade 0
	No Symptoms 
	

	Grade 1
	Erythema at access site with or without pain 
	

	Grade 2
	Pain at access site with erythema and/or oedema 
	

	Grade 3
	Pain at access site with erythema and/or oedema, streak formation, palpable venous cord. 

	

	Grade 4
	Pain at access site with erythema and/or oedema, streak formation, palpable venous cord, greater than 1inch in length; purulent drainage. 

	


	Transfer Documentation
	

	Patients Name
	DOB
	MRN

	NHS No
	Date of transfer

	

	Date/Time and signature required for each entry

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	NAME & SIGNATURE



Post Transfer Checks
	EVENTS DURING JOURNEY TRANSFER THAT MAY REQUIRE AN INCIDENT REPORT

	



	
Time and signature


	Names & Signatures required for proof of handover


	REFERRING UNIT TEAM

	
	NAME
	SIGNATURE
	GRADE

	DISCHARGING CONSULTANT
	
	
	

	DISCHARGING MEDIC
	
	
	

	DISCHARGING NURSE
	
	
	

	PERSONNEL ON TRANSFER

	NURSE/MEDIC 
	
	
	

	AMBULANCE CREW
	
	
	

	AMBULANCE CREW
	
	
	

	AMBULANCE PROVIDER NAME
	Ref No

	RECEIVING UNIT TEAM

	RECEIVING CONSULTANT
	
	
	

	RECEIVING MEDIC
	
	
	

	RECEIVING NURSE
	
	
	



	Pre-Departure Checklist from Accepting Unit

	Emergency Bag
	
	BVM or Neopuff
	
	Phones
	
	Local team made aware of return journey
	

	Copy of transfer notes left at receiving unit. Originals to be returned to local patient notes
	
	Milk left with receiving unit
	
	Gas cylinders turned off
	
	Incubator cleaned
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