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[bookmark: _Toc211854297]Purpose 
This procedure outlines the process for referring and admitting patients from the Emergency Department (ED) to inpatient wards at North Canberra Hospital. This process ensures that patients are admitted in a timely manner and are cared for by the most appropriate clinical team, in the most appropriate hospital ward. 
The aim is to ensure that patients do not experience unnecessary waiting times due to delays in accessing admission to the ward under the appropriate team. 
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Specialty Inpatient Admission Criteria included in Attachment 2 are a guide to determine the most appropriate admitting specialty for patients requiring hospital admission. It is not meant to be a complete list of all possible admission criteria and is not intended to describe the actual criteria for admission versus discharge for each condition. This will be up to clinician discretion and discussion. 
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This procedure applies to all North Canberra Hospital staff involved in the admission of patients from the North Canberra Hospital Emergency Department (ED) to inpatient wards, including:
Medical officers
Nursing and midwifery 
Patient flow
Allied Health Professionals
Support staff
Administrative staff.
This procedure does not apply to:
ED Short Stay Unit admissions which are managed internally by ED
Medical patients suitable for discharge and follow up in Rapid Assessment Clinic
Acute Stroke Patients
Intensive Care Unit (ICU) / High Dependency Unit (HDU) admissions which need to be discussed with the ICU team on an individual patient basis
Patients that are unstable with Modified Early Warning Score (MEWS) 4 or above or escalating MEWS trends, will not be transferred to the ward until they are stabilised (MEWS less than 4), or an appropriately altered plan documented.
Hospital in the Home (HITH) admissions which need to be discussed with the HITH consultant on call.
Special Care Nursery (SCN)/paediatric admissions
Orthopaedic admissions
Urology admissions (registrar can still be asked for a direct admission for patients who fit general criteria but must be agreed by registrar/consultant).
Any planned admissions, that come through ED due to lack of immediate ward bed availability. Admission processes for these patients remain the sole responsibility of the treating team – unless there is a clinical deterioration.
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Note:
ED Senior means ED Consultant or Registrar/ Career Medical Officer (CMO)
ED assessment occurs and determines that an inpatient admission is required.
ED team will have made a provisional/working diagnosis and determined that discharge home from ED is not possible. 
ED team will initiate treatment plan and determine most appropriate inpatient specialty. 
Note: 
For further information regarding inpatient unit admission criteria, please refer to Attachments 1 and 2.
ED Senior will approve the above determination and this will be recorded in the notes.  This will also be documented in the ‘Admit to Inpatient Ward’ order request in the Digital Health Record (DHR) in Step 3. 
Notification to the relevant inpatient team of a patient requiring admission.
1. The ED Senior will contact the member of the relevant inpatient team with delegated authority to admit patients.
1. ED Senior will have reviewed the patient in person. 
1. Communication will be direct (i.e. leaving messages is not sufficient).
1. A clear request for a direct admission should be made.
Inpatient Bed Request 
1. This occurs once the inpatient team has been notified of an admission. The bed request is made by the ED Medical Officer as an ‘Admit to Inpatient Ward’ order request in the DHR.
ED staff will ensure that the patient is ready for ward transfer within 60 minutes of a Bed Request. This includes:
i. documentation of management plan, Goals of Care (as appropriate – i.e. likely to be relevant within first 24hrs of admission), outstanding investigations for review and completion of relevant admission interim orders
ii. prescribing intravenous fluids, antibiotics, analgesia and other medications as per management plan
iii. ensuring that orders and plans for the next 6 hours are documented.
Inpatient teams (or their delegate) have 60 minutes to take one of the following actions:
1. Accept patient to the inpatient ward without need for review in ED. The patient can be sent to the ward with documentation in the patient’s clinical record outlining care for the next six hours.

Review patient in ED and either:
0. accept under their care and complete any additional admission documentation
0. Arrange an alternative accepting team. If no alternative team will accept care of the patient within the original 60 minute timeframe, then the patient remains under their care.
Review patient in ED and determine that discharge is appropriate
i. Convey this to the ED team who will arrange discharge. If the ED Senior  does not consider the discharge to be appropriate or safe, the ED Senior must discuss this with the inpatient team Consultant and agree on a management plan. 
Note: 
When a bed is available, the patient will be transferred to the ward once either the inpatient team has accepted a direct admission, reviewed the patient, or 60 minutes has elapsed (whichever occurs first). 
The patient is admitted as per the North Canberra Hospital Admission to Discharge – Adults, Children and Infants Procedure located on the Policy and Guidance Documents Register. This process is coordinated by the Patient Flow Team, in consultation with the receiving ward.
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This procedure does apply to voluntary mental health patients deemed to require admission. Where a Mental Health Consultation Liaison (MHCL) is available please refer to Emergency Department and Mental Health Interface, North Canberra Hospital Procedure. However when there is no MHCL available, in addition to the above, ED staff will need to follow the Pathway for ED led Mental Health (MH) assessments. See Attachment 1.
Back to Contents
[bookmark: _Toc211854302]Section 3 – Other Considerations
Inpatient teams will need to have a strategy to meet the benchmark to either review or accept patients, within timeframes as described above. This will need to include consideration as to who has delegated authority to admit over a 24 hour, seven day week cycle.
If an inpatient team is not able to meet the 60 minute review timeframe and they have good reason to suggest that the patient would be best cared for by an alternative team, they can request the ED Medical Officer to discuss the case with the alternative team.  
This will be at the discretion of the ED Medical Officer and only when in agreement that an alternative team is appropriate.
If the alternative team do not accept, then the ED Senior will determine which team the admission will occur under.
If the admitting teams would like to discuss between themselves as to who should care for the patient, they can talk to each other directly through Switchboard.
If there are complex issues that need resolution, consultant led conversations between ED and inpatient teams should take place via phone or in person. These discussions should occur as soon as an issue becomes apparent i.e. early in the referral/admission process.
Issues that cannot be resolved by consultant to consultant discussions or if the admitting consultant is unavailable should be promptly escalated by the ED Consultant:
In Hours (Monday-Friday 08.00-16.30) to the Executive Director responsible for ED who can then liaise with the relevant Executive Director of the Admitting Team and as final point of escalation to the Director Medical Services (DMS) 
· After Hours to the Executive on Call.
Alert: 
No patient should be admitted to a ward without the admitting registrar being aware of the transfer.
The notification for admission is to be documented, with a date/time entry and a Medical Officer’s name in the patient’s clinical record. This must also include the name and title for the ED Consultant/Registrar that has approved the admission.
For General Medicine and specialty specific criteria see Attachment 2.
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Alert: Patients who have any of the following should be reviewed in ED by admitting team prior to transfer and considered for ICU/HDU referral
Haemodynamically unstable 
MEWS 4 or more
Glasgow Coma Scale (GCS) 13 or less (Unless due to known chronic condition e.g. Dementia)
Likely to trigger a MET call on arrival to the ward


Timeframes:
Time of Arrival to Decision to admit/discharge – two to three hours 
Time allowed for specialty review – one hour
Time of Arrival to ED Departure – three to four hours.
Note: In case of disagreement escalate as per Section 3. 
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[bookmark: _Hlk170467190]Outcome
[bookmark: _Hlk170467240]The process of referring and admitting patients from the Emergency Department (ED) to inpatient speciality teams is timely and care is provided by the most appropriate clinical specialty and in the most appropriate hospital ward. 
Patients do not experience unnecessary waiting times due to delays in the process for gaining access to an appropriate inpatient ward. 
Measures
The procedure will be evaluated on an annual cycle using the following indicators: 
number of Medical Emergency Team (MET) calls within six hours of admission from the ED 
number of patients transferred to ICU within six hours of admission to a ward
number of reported cases of patients changing inpatient teams within 24 hours of admission 
number of patients discharged from the ward within six hours of admission 
National Emergency Access Target (NEAT) metrics 
appropriate analysis of Quality and Safety bundle by Quality Safety and Governance to reflect patient safety issues relevant to flow. 
clinical incident management system referrals relating to perceived inappropriate admissions. 
response times of inpatient teams as per this procedure. 
Evaluation will be by a working group with representation from ED and inpatient teams. 
In addition, identification of any perceived inappropriate admission to an inpatient team should be notified to the ED Director and the Director of the relevant specialty team via email to enable timely review.
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Procedures
Admissions from the Emergency Department to Ward – Canberra Hospital 
North Canberra Hospital Admission to Discharge – Adults, Children and Infants 
North Canberra Hospital – Emergency Department and Mental health Interface 
Guidelines
Consent for Healthcare Treatment 
ACT Public Sector Nursing and Midwifery Safe Care Staffing Framework
Legislation
Human Rights Act 2004 
Health Act 1993 
Medicare Australia Act 2005 
Mental Health Act 2015 
ACT Public Sector Nursing and Midwifery Enterprise Agreement, 2020-2022 
Carers Recognition Act 2021 
Health Records (Privacy and Access) Act 1997 Other
Other
Australian Charter of Healthcare Rights
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Emergency Department, ED, admission, inpatient ward, North Canberra Hospital, transition, ward, admitting team, NCH
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Attachment 1: Pathway for ED led Mental Health Assessments at North Canberra Hospital Emergency Department
Attachment 2: General Medicine Admission Criteria at North Canberra Hospital
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[bookmark: _Toc211854308]Attachment 1: Pathway for ED led Mental Health Assessments 
This pathway provides advice for  North Canberra Hospital Emergency Department staff where there is no Mental Health Consultation Liaison (MHCL) or registrar support is available. 
1. Senior ED Medical Officer (MO) Assessment (ED registrar, or Senior Resident Medical Officer (SRMO) in discussion with ED registrar at a minimum)
1. Reasons for presentation to ED
1. History (Hx) of presenting complaint and past psychiatric Hx
1. Social/Drug & Alcohol /Family History (FHx)/forensic Hx as applicable
1. Mental State Examination
1. Clinical Risk (to self/others) – this includes information from the Hx. For discharged patients document Suicide Vulnerability Assessment Tool (SVAT). 
1. Medical status, Hx, and investigations (incl. outstanding investigations/results)
1. Medical suitability for admission to an Adult MH Unit (if admission is indicated)
1. Impression (including provisional diagnosis, differential diagnoses/problem list)
1. Plan 
1. Senior ED MO -> psychiatry consultant
Following the ED medical officer’s assessment, the presentation is discussed with the on-call psychiatrist (points i - ix above). In this discussion, a decision on disposition needs to be reached. 
If the on-call psychiatrist accepts the admission, then a short-term management plan for the time until treating team review needs to be discussed and documented (including legal status, suitable location, risk, medication.
If the patient is assessed as safe for discharge, a follow up plan needs to be discussed.
1. There will be some cases where patients require other medical/surgical treatment and therefore have another disposition location (e.g. medical admission for intoxication/withdrawal)

If decision is to admit, then the following need to be discussed and documented:
Assessment (as above)
Medical suitability for admission to an Adult MH Unit (*Not medical Clearance*)
Suitable location (based on past Hx, current risk of harm to self and others)
Legal status for psychiatric treatment 
· voluntary, 3 day Emergency Detention order (ED3), Psychiatric Treatment Order (PTO)
Risk documentation on DHR:
· Clinical Risk Assessment (initial CRA, not revised CRA)
· This form covers static and dynamic risk factors (yes/no/unknown)
· Access to electronic devices/headphones/charger cords 
· Please do tick the boxes for headphones/electronics/charger cables if safe for patient to use them, as patients will not have access to them by default and this can lead to frustration/agitation
· Leave status 
· (if leave is granted then most likely to be “accompanied” initially; note: voluntary patients can have “no leave” or “accompanied leave only” charted – leave status is a clinical decision independent of legal status)
· At-risk-category (ARC)
· five for one-to-one special (possible on any MH unit)
· four for 15 minutes observation (HDU/Acacia)
· three for 30 minutes observations (LDU/12B/MHSSU/Acacia ), or 
· two for 60 minutes observations (LDU/12B/MHSSU/Acacia)
· Daytime and Nighttime ARC orders on DHR 
· (reflecting the at-risk-category allocated above)
Medication:
· Regular medication (charted on DHR)
· as needed medication (PRN) (both oral and intramuscular (IM) charted on DHR)
· Consider AWS 
Patient or patient belongings search as required
Frequency of physical observations, baseline weight if possible
Other follow up/instructions as required (e.g. outstanding blood tests, investigations)
ED senior nursing -> patient flow unit 
Suitable location confirmed
ED senior nursing -> senior nurse at admitting MH unit
ISBAR handover
If at this stage there is information passed on from the Adult MH Unit team that may alter any of the above (e.g. risks known to the MH team that weren’t known to ED staff), the above plan needs to be reviewed and may need to change (may need to involve psychiatrist on call again)

If decision is that a person can be safely discharged, then the following need to be discussed and documented:
Assessment (as above)
· including SVAT (Suicide Vulnerability Assessment Tool)
Legal status 
· voluntary/ED3 not authorised/community treatment on PTO
Follow-up arrangements to be discussed with the patient/carers and documented on DHR.
MH Access referral must be made via DHR future outpatient order, including allocating an ACCESS triage category:
· C – within 24 hours
· D – within 72 hours
· E – within 14 days
The person should be provided with an Access Mental Health Line card
ED discharge letter as per protocol
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[bookmark: _Toc211854309]Attachment 2: General Medicine Admission Criteria at North Canberra Hospital (including specialty specific criteria)
The purpose of this attachment is to outline symptomatology/conditions that will be accepted for admission under General Medicine and to the Medical Assessment and Planning Unit (MAPU). It is intended to be supplementary to this overarching procedure to ensure patients are managed under the most appropriate bed card. It is not a substitute for a clinical conversation between senior decision makers. 
The MAPU is set up to provide rapid multidisciplinary assessment of general medical patients with the aim of discharging patients within 72 hours of their presentation.
MAPU General Exclusion criteria
admissions for Mental Health, Division of Surgery, and Division of Women’s and Children
patients requiring care in a specialty ward (Stroke unit/Coronary Care Unit/ HDU/ ICU/ Dementia specific clinical area (e.g. patients admitted with BPSD) 
patients with Diabetic Ketoacidosis will require clinical review as to suitability for MAPU
patients with specific infection control requirements e.g. febrile neutropenic patients requiring positive or negative pressure rooms
haemodynamically unstable patients (MEWS > 4) should have a MAPU clinical review as to whether they are appropriate for the unit
behavioural disturbance requiring a secure environment. 
The following conditions could bypass MAPU and be admitted to a General Medical Ward
Patients with Eating Disorders preferentially to be admitted to 4W under Team 2 after discussion with the Team 2 registrar or consultant. If unsuitable for 4W or no 4W bed available should be admitted to MAPU
failed Discharges (within 21 days of discharge), including those referred on to RADAR and GRACE. For readmission under the discharging team.
social admission
other patients deemed suitable for immediate general medical ward admission rather than MAPU.
MAPU Inclusion Criteria 
Respiratory
undifferentiated dyspnoea
asthma
exacerbation of COPD
pneumonia

Cardiology
Admission Criteria
1. Presentation with a complication of Cardiac Implantable Devices (PPM or ICD). 
Patients with a presentation consistent with ACS including STEMI, NSTEMI (CCU for high risk ACS and above).
Adult congenital heart disease. 
Type B aortic dissection.
First presentation cardiac failure.
Heart failure for active management.
Cardiomyopathy, myocarditis, acute pericarditis and pericardial effusion.
Infective endocarditis.
Arrythmia as the main cause of presentation. 
Syncope thought to be of cardiac origin and requiring telemetry.
Dyspnoea where heart failure is thought to be the most likely cause.
Complications of cardiac procedures. 
Cardiac transplant patients. Either those on the waiting list or post-transplant. 
               
This list provides guidance only. Clinical judgement is required for individual patients. The care of nursing home patients will almost always fall to General Medicine. 
In cases where there is disagreement, the admitting specialty should be discussed and agreed between senior clinicians (ED, General Medicine and Cardiology). 
Not accepted by Cardiology should not equate to admit General Medicine.
.
Neurology
The following presentations will be admitted under General Medicine:
undifferentiated dizziness and vertigo for investigation (neuro referral can be done from MAPU if required)
balance problems
delirium
unexplained syncope i.e. syncope not thought to be of cardiac origin (if cardiac syncope suspected it is a cardiology admission)
Neurology admission criteria
Inclusion:
Stroke / High risk TIA
Ward stroke (transfer Neurology but repatriate to General Medicine once work up done.)
Seizures (including non-epileptic seizures)
Functional neurological disorder
Acute headache/ migraine
Idiopathic intracranial hypertension 
Meningoencephalitis
Flare of Multiple Sclerosis
Myasthenia Gravis
Guillain Barre Syndrome
Motor Neurone Disease
Huntington’s Disease
Parkinsonism (case by case discussion is encouraged. Neurology admission likely if young, idiopathic Parkinson’s. Patients with vascular Parkinson’s and dementia are more appropriately admitted under General Medicine/ Geriatrics)
Muscle weakness or neuropathies (excluding frailty related sarcopenia and deconditioning)
Spinal cord pathology including stroke, transverse myelitis, syringomyelia etc.
Exclusion:
Acute pain syndromes (except headache)
Undifferentiated dizziness or vertigo
Undifferentiated balance problems
Delirium
Spinal cord trauma or malignancy
Unexplained syncope

The above list is not exhaustive and should be used as guidance only. The acute admission must be secondary to the neurological disorder listed above. We encourage senior discussion of complex cases.

Gastroenterology
abdominal pain for example, secondary to chronic pancreatitis or constipation
vomiting and diarrhoea due to infective enteritis or inflammatory bowel disease.
dysphagia
melaena
haematemesis.
Referrals for admission should be discussed with Gen Med team first not gastroenterology as the admission will occur under General Medicine.
Patients with bowel obstruction, complications of diverticular disease or who have a surgical complication of a surgical procedure performed in the last 21 days should be admitted under General Surgery. 
Patients with undiagnosed abdominal pain:
in general should be referred/admitted under General Surgery.
Non pregnant women should be referred/admitted either to O&G or General Surgery based on Senior ED Doctor’s clinical impression of most likely diagnosis. 
Pregnant women with lower abdominal pain should be referred/admitted under O&G 

Hepatobiliary 
decompensated liver disease
acute hepatic failure
jaundice
liver abscess
acute pancreatitis. 
Management of Choledocholithiasis at NCH

Biliary Colic / Cholecystitis		Admit Surgical 
Admission can be done before formal US, if supportive POCUS, or history of recurrent biliary colic / cholecystitis. 
Admission can be accepted over the phone by surgical registrar for review in the am.
Request for Erect CXR please prior to admission if not imaging proven. 

Pancreatitis					Admit Medical
Surgical agreement to rapid review and booking for Car 1 Cholecystectomy if stone caused. 

Cholangitis 					Admit Medical 
Surgical commitment for rapid review regarding Cholecystectomy if stones found / suspected. 
If elements of both cholangitis / Cholecystitis admit medicine. 

RUQ Pain – No clear cause found on imaging.  
If presenting overnight, these patients can be kept in ED SSU for imaging, surgical review, and if necessary medical admission at this point. 	
Endocrine
uncontrolled diabetes
hypoglycaemia
acute thyroid disorders (myxoedema coma and thyroid storm)
hyper/hypocalcaemia
adrenal crisis
mild DKA.
Exclusion
Moderate- severe DKA will require referral to ICU for review as per North Canberra Hospital (NCH) - Management of Diabetic Ketoacidosis in Adults Procedure located on the Policy and Guidance Register. 
ALL moderate-severe DKA patients requiring admission at NCH will need either HDU or MAPU admission and will not remain in ED/ED SSU pending improvement
Other endocrine emergencies for example phaeochromocytoma crisis, pituitary apoplexy, hyperglycaemic hyperosmolar states may require ICU admission.

Renal
acute kidney injury.
electrolyte imbalance
intrinsic renal disease: damage to the kidneys through inflammation or infection
urosepsis (see exceptions below).

Exclusion (should be referred to Urology)
renal colic with complication or large obstructing calculus or with ongoing pain requiring inpatient pain management
infection or complication directly relating to urological procedure, stenting, biopsy etc
obstructive uropathy/ hydronephrosis
gross haematuria/clot retention
urinary retention secondary to bladder outlet obstruction 
urogenital trauma
renal abscess
Fourniere’s gangrene
acute prostatitis/prostatic abscess
Complicated UTI i.e. UTI in presence of abnormal urinary tract anatomy or in males without IDC/SPC.

Rheumatology
flare of rheumatic disease
acute arthritis
acute gout
mechanical back pain.

Dermatology including Soft Tissue Infections
cellulitis (consider HITH referral)
If suspected soft tissue collection or necrotising fasciitis the patient should be referred to General Surgery and should be transferred to Canberra Hospital under General Surgery or Plastics.
Erythroderma, Toxic epidermal necrolysis and Stevens Johnson Syndrome will require an early senior review +/- ICU consult prior to ward admission.
Orbital cellulitis will require Ophthalmology +/- ENT input.
Scrotal/ perineal soft tissue infection will require General Surgery/ Urology referral.
Geriatrics
delirium
functional/ cognitive decline
falls
other geriatric syndromes.
Consider whether referral to GRACE/HITH (if age care resident) or RADAR is more appropriate.
Other
Fever of unknown origin
Severe dehydration
Anaphylaxis
Haematology/oncology patients not requiring admission to tertiary care setting (Canberra Hospital)

Toxicology
It is requested that patients presenting with overdoses remain in EDSSU where possible and if they can be managed within the 24 hour target.
Alcohol and Drugs
Patients presenting to the Emergency Department intoxicated will be admitted to the EDSSU and discharged once sober unless there is a non alcohol related clinical reason for admission. If they develop signs of withdrawal prior to leaving the department, CIWA may be commenced but this should not be a barrier to discharge.
Patients are not admitted solely for alcohol detoxification.
Patients who self-present to the emergency department requesting alcohol detoxification will be discharged with the advice to:
· not abruptly stop drinking
· self-refer to Canberra Alcohol and Drug Service
· seek GP support for ambulatory withdrawal management.
Previous withdrawal seizures is not an indication for admission.
Patients presenting with an alcohol related problem and suicidal ideation will be admitted to the ED SSU pending psychiatric review. Such patients are not appropriate for general medical admission unless there is an acute medical condition.
Advice from the Drug and Alcohol team is available via Canberra Hospital switchboard.
A patient advice pack should be supplied on discharge from the Emergency Department to guide their journey post discharge.

Mental Health patients will only be accepted under General Medicine if there is an acute medical presentation requiring admission. All cases to be discussed with consultant physician and psychiatrist.

The above list is not exhaustive and intended to be used as guidance only. We encourage senior clinicians to discuss complex cases to ensure the patient is cared for in the right ward by the right team.

General Medicine is not a surrogate specialty for palliative care and will not accept surgical or any other subspecialty patients who are for conservative management or for palliation. The palliative care team may consult but the patient should remain under the appropriate bed card. 
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ED Direct Admission Flow Chart

ED Consultant or Registrar/CMO contacts the admitting team delegate (registrar/

consultant) of admission as nominated below:

 

All medical teams including subspecialties 

 

Mon-Sun 0800-1630 –�Admitting/On-Call Consultant then ED Dr to advise 

appropriate Registrar of direct admission 

 

Outside the above hours:

 

General Medicine - Admitting MAPU registrar

 

Cardiology/Neurology - Gen Med Ward Registrar

 

Escalation to Consultant On-Call if any concerns by admitting registrar

 

Surgery –�General Surgical Registrar

 

Obstetrics and Gynaecology (O&G) –�On-Call O&G Consultant then ED Dr advise 

O&G Registrar of direct admission 

 

Mental Health (MH) –�As per Attachment 1. 

Bed requested as per normal process.

Patient requires inpatient admission

ED Consultant/Registrar/CMO to decide admitting team.

Once bed is available for transfer the patient leaves the department if clinically stable. 

ED admin staff are responsible for informing the appropriate Admitting Registrar of the 

transfer and destination to allow timely patient review on the relevant ward.

Step 1

Step 2

Step 3

Step 4
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ED Direct Admission Flow Chart
ED Consultant or Registrar/CMO contacts the admitting team delegate (registrar/consultant) of admission as nominated below:

All medical teams including subspecialties 
Mon-Sun 0800-1630 – Admitting/On-Call Consultant then ED Dr to advise appropriate Registrar of direct admission 
Outside the above hours:
General Medicine - Admitting MAPU registrar
Cardiology/Neurology - Gen Med Ward Registrar
Escalation to Consultant On-Call if any concerns by admitting registrar
Surgery – General Surgical Registrar
Obstetrics and Gynaecology (O&G) – On-Call O&G Consultant then ED Dr advise O&G Registrar of direct admission 
Mental Health (MH) – As per Attachment 1.
Bed requested as per normal process.
Patient requires inpatient admission
ED Consultant/Registrar/CMO to decide admitting team.
Once bed is available for transfer the patient leaves the department if clinically stable. ED admin staff are responsible for informing the appropriate Admitting Registrar of the transfer and destination to allow timely patient review on the relevant ward.
Step 1
Step 2
Step 3
Step 4
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