

PALLIATIVE CARE TRANSFER DOCUMENT 

Baby’s name: __________________________________________     Call no: _____________
[image: ANTS_logo_Transfer]
DOB: ______________ Birth gestation: ____________ Corrected gestation: _______________	
Version 1, author: Marisa Fiske, October 2016. 
Date of referral:
Time of referral: ___________________ 

From: ______________________________
To: 
Brief history: __________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________

PRE-TRANSFER
Has the infant been assessed and accepted by the hospice?  Y / N
Will a member from the hospice team be meeting us at the destination?  Y / N
Will a member of staff from the referring unit be accompanying the infant?  Y / N
If yes, who: ___________________________________________________________________
Does the infant have IV access?  Y / N 
If yes when will this be removed: __________________________________________________

What is the feeding plan: ________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
Has one parent been the offered opportunity to accompany the infant?  Y / N
(Usually only space for 1 parent in ambulance as we take staff member from referring unit).
What are parents’ expectations in the event of deterioration en route: ______________________
_____________________________________________________________________________
_____________________________________________________________________________
Is there a DNAR?  Y / N
Agreed interventions in case of deterioration: ___________________________________________
_______________________________________________________________________________________________________________________________________________________________
Is the infant on any respiratory support?  Y / N 
If yes what plans have been made with the parents about when this will be withdrawn: ________________________________________________________________________________
________________________________________________________________________________
Is there access for the ambulance to the hospice / home?  Y / N
(For Quidenham hospice the ambulance should park in front of the ‘family entrance’)
Is it possible to get the incubator into the hospice / home?  Y / N 
(This is only possible at Milton or The Treehouse hospice. It is rarely possible to get the incubator into the parents’ house due to the step up to the front door).
[bookmark: _GoBack]
Prior to departure from the referring unit you need to have:
· Monitoring on the baby – minimum of saturation probe  
· Take at least one axilla temperature 
· Feeds (in case they need to be continued) 
· NGT
· Medication 
· Suctioning equipment 
· Copy of the DNAR form (this must be signed by the referring consultant)
· Paperwork from referring unit (including drug chart, end of life pathway/care plan etc)
· Infant’s belongings (nappies etc)




	Infant’s Name:
	NHS Number:
	ANTS Consultant:

	Mother’s Name:
Contact No.
	Father’s Name:

	Doctor/ ANNP:

	DOB:                            
	Birth Gestation           
Corrected Gestation:             
	Staff from referral unit:

	BW:                   Current:
	Day:
	Parent info pack:

	Referring:                      TOA:                 TOD:
Receiving:                     TOA:                 TOD:
Feeds:   Y       N                             Labels x 2:     Y     N
	Parents travelled with baby:    Y       N
Or  Parents informed at:
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	Transport Nurse:                                                    Signature:                                              Date:
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Transport incubator at:  ______________   T/Inc 1 / 2 / 3                                                                                                                      

Fluids @              mls/kg =                    mls /hr                                                      Last fed at: ___________________
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POST TRANSFER 
Any significant issues en route? _______________________________________________
_________________________________________________________________________
_________________________________________________________________________
Summary of events at destination: _____________________________________________
_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________
Condition of infant when ANTS team departed: ___________________________________
_________________________________________________________________________
Summary of the follow up phone calls (if applicable): _______________________________
_________________________________________________________________________
_________________________________________________________________________
Was there opportunity for a debrief immediately following transfer?  Y / N
Would the team like a debrief organised for another time?  Y / N 
Were there any specific issues you would like discussed during this debrief? _________   _________________________________________________________________________
_________________________________________________________________________
___________________________________________________________________________________________________________________________________________________________________________________________________________________________Did we receive any feedback (from referring unit, receiving team or parents)? ___________
_____________________________________________________________________________________
______________________________________________________________________
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