Repatriation process flow chart for inpatients

Patient identified as potentially
suitable for repatriation to another
service

See attached sheet for
contact details

reg/consultant to reg/consultant
discussion takes place in conjunction with
a nurse to nurse handover

Repatriation agreed for
when patient ready

Sending hospital to contact receiving hospital once a
week to give an update on patients progress and
when they may be ready for transfer (this may
become more frequent nearer to transfer date)

Sending hospital develops a plan for what on-going
treatment and rehabilitation will be required.

Each member of the multi-disciplinary team to contact their
counterpart to discuss requirements and plan and provide a
written report to go with patient on transfer (the written report
should provide details of what has been done, agreed initial
plan and a contact name for that discipline).

Bed availability and transfer date agreed.

Information about receiving hospital given to patient and
family

Transport arranged by sending hospital

Receiving hospital will provide an update and
feedback to the sending hospital 48-72hours
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Repatriation process flow chart for outpatients

Patient identified as suitable for repatriation
and follow up by another service

See attached sheet for contact details

reg/consultant to reg/consultant discussion takes
place and discussion with clinic nurses.

Repatriation agreed. Outpatient appointment
time arranged with accepting service

Sending hospital to give patient information regarding
receiving hospital, where to go for appointment and a
contact in both services if questions or a problem

Sending hospital to fax/email (NHS email) a fully completed
repatriation referral form as well as verbal handover

Each member of the multi-disciplinary team to contact their
counterpart to discuss requirements and follow-up plan and
provide a written report to be sent prior to first appointment
(the written report should provide details of what has been

done, agreed initial plan and follow-up and a contact name
for that discipline).

Information to include time taken for dressings and numbers
required, whether the patient has been fully or partly
discharge from sending hospital, who to contact if a problem,
safeguarding issues and plan.

If referred to outreach team patient should be given
dressinas for the first dressina chanae

Receiving hospital will provide an update and
feedback to the sending hospital by an agreed

date
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