
Inter-hospital transfer of critically ill patients
(how the deficiencies in the system can be

overcome) / [thesis] by Dr. Mohammad Faheem

Item Type Thesis

Authors Faheem, Mohammad

Publisher Institute of Public Administration (IPA)

Download date 26/05/2023 17:14:08

Link to Item http://hdl.handle.net/10147/58573

Find this and similar works at - http://www.lenus.ie/hse

http://hdl.handle.net/10147/58573


 
 
 
 
 
 
 
 
 

DISSERTATION 
 

INTER-HOSPITAL TRANSFER OF CRITICALLY ILL PATIENTS 
 

(HOW THE DEFICIENCIES IN THE SYSTEM CAN BE 

OVERCOME) 

BY 

Dr MOHAMMAD FAHEEM 

THE INSTITUTE OF PUBLIC ADMINISTRATION 

MAY, 2003 

 

 

 

 

 

 

 

 



 2

THE ABSTRACT 

This dissertation is attempting to asses the current deficiencies in the critically ill patients 

transfer service in Western Health Board hospitals generally and particularly in smaller 

hospitals like Roscommon General Hospital and to recommend remedies. To get the 

perspective from the clinicians a postal survey was sent to the consultant anaesthetists in 

the region and also to county hospitals of other Irish hospitals. Our survey shows that all 

the clinicians realise that critical case transfer is a high risk event and most agree that there 

should be special arrangements like Retrieval teams from the tertiary centres, Trauma 

teams or Regional Transfer teams. More-over most of the people feel that protocols for 

such arrangements are ad hoc and need to be properly implemented. The questionnaire 

from different county hospitals, showed that even hospitals with inadequate number of 

anaesthetists, do get involve with the critical case transfer activity and either end up in 

unrostered person usually anaesthetic consultant covering the hospital or no anaesthetic 

cover at all during the period of transfer. Special efforts are performed to deal the 

particular problem at Roscommon site. Initially a regional team was suggested in the form 

of registrars from Roscommon and Merlin Park hospitals, but it did not get favour of 

Merlin Park hospital’s anaesthetic department. Extensive meetings and communications 

between the management teams and anaesthetic departments of Roscommon and 

Portiuncula hospitals suggested a stand-bye roster between the current registrars of 

Roscommon and Portiuncula hospitals. This roster although involved minimal funding, 

required extra working hours of Portiuncula registrars and in the wake of European 

working time directive was not considered long-term viable option. Pressure to sort out 

the problem was maintained on the management team and Irish Medical Organisation was 
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also involved to show the gravity of situation. This led to agreement of making a joint 

anaesthetic department between Portiuncula and Roscommon hospitals with additional 

registrars’ appointment who would have commitment on both sites with elective 

commitment at Portiuncula and on-call commitment at Roscommon but with provision of 

transfer service to Portiuncula site also. Funding of these posts has been approved and we 

are currently busy in getting the recognition of College of Anaesthtists for these extra 

posts. Once we get recognition then we will be able to get temporarily registered doctors 

appointed on these posts and the deficiencies in critical case transfer services will be over 

come. 
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INTRODUCTION: 

Transfer of critically ill patient from one hospital to another hospital is a huge problem 

particularly from small peripheral hospitals with inadequate number of anaesthetic 

registrars. Considering the current average working time of 69-hours of anaesthetic non-

consultant hospital doctors (NCHD), if there are less then four NCHDs in anaesthesia, 

round the clock NCHD on-call cover for the hospital might not be possible. In hospitals 

which, don’t have anaesthetic NCHD at all, only consultants provide the anaesthetic 

cover to these hospitals. This lead to the possibility that if consultant anaesthetist has to 

travel with the critically ill patient then rest of the hospital could be left with out 

anaesthetic services until he comes back. Mostly duration of such transfer ranges from 8-

10 hours. 

At Roscommon General Hospital there are two consultant anaesthetist and two registrars, 

while consultants are doing 1:2 on-call, registrars are doing 1:4 on-call. It means that only 

50% of the time there is anaesthetic registrar cover for the hospital while rest of the 50% 

of time consultant is the only anaesthetic on-call person available to the hospital. 

Transferring acutely ill patient is a great problem at times when consultant anaesthetist is 

the only on-call anaesthetist for the hospital. During such events, besides looking after 

the critically ill case consultant has to look around to find some one who can cover the 

hospital. There is always some possibility that if no one is available to take over the on-

call duty at such a short notice, hospital could be left uncovered with the anaesthetic 

services and any further critical case could not be managed appropriately. 
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SCOPE: 

There is possibility that if some other hospital take the responsibility to cover 

Roscommon Hospital for critical case transfer, this hospital can provide them with 

transfer facilities for the duration when it has two anaesthetists on-call for the hospital.  

 

Traditionally the transfer services have been deficient in most of the hospitals in Ireland. 

There is a Mobile Intensive Care Ambulance Service (MICAS) provided by Dublin 

hospitals but its only available 9-5 and most of the emergencies happen out of these 

hours1. This service is mainly available for Intensive Care Unit patients being transferred 

to Dublin hospitals for intensive care management and is not for trauma cases from 

casualty departments. This service is not available for south and west of Ireland. 

 

Western health board (WHB) has five hospitals out of which Merlin Park is elective 

orthopaedic hospital, rest are all acute hospitals. University College Hospital Galway is a 

teaching tertiary hospital but without neurosurgical or cardiac surgical facilities. 

Portiuncula hospital Galway and Mayo General Hospital Castlebar are general hospitals 

with obstetric and paediatric facilities where as Roscommon hospital is a general hospital 

without obstetric and paediatric facilities. Other then Merlin Park all hospitals have a 24-

hour casualty cover. In all the acute hospitals in WHB, it does cause inconvenience to 

transfer acutely ill patient and can compromise their hospital’s anaesthetic cover. Most of 

the time they also rely on calling some one not on-call to cover hospital or take patient 

for transfer. In case they can’t find any one, consultants has to become 1st on-call in 

Portiuncula hospital Ballinasloe, where as registrar becomes 1st on-call in University 
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College Hospital Galway and Mayo hospital Castlebar. This still reduces the number of 

on-call anaesthetists available to the hospitals and can put the anaesthetic service under 

strain. Most of the small hospitals in Ireland have casualty department working round the 

clock. The staffing levels are not sufficient to provide critical case transfer activity 

without affecting usual hospital cover. Quite often they send a critically ill patient 

without anaesthetist or might have to send the only on-call anaesthetist with the patient 

and leave hospital without anaesthetic cover during the period of transfer.  

 

AIMS: 

To propose a feasible, guaranteed and cost-effective critical case transfer service for 

Roscommon hospital in particular and within the Western Health Board in general. Also 

to asses the deficiencies in the current system and stressing the need to overcome these 

deficiencies in a way which has been found to be effective from the evidence. 

 

OBJECTIVES: 

A safe, efficient and guaranteed critical transfers service for the Roscommon hospital 

particularly along with other Western Health Board hospitals in general. It is intended to 

evaluate each and every option found in the literature search in the context of Ireland’s 

situation with feasibility in practical implications like Medical Council and different 

training bodies’ requirements. Our survey shows that anaesthetists prefer the options of 

specialised retrieval team, specialised trauma team, regional transfer team or local area 

networks. These options involve doctors from one hospital or geographical area to be 

providing services to another hospital or areas. Most of these doctors are non-consultant 
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doctors and almost sixty percent of the non-consultant doctors in Ireland are temporarily 

registered with the Medical Council. These temporarily registered doctors are only 

registered for one particular hospital or department. They need to be on training posts 

recognised by training body which for anaesthesia is College of Anaesthetist in Dublin. 

This means that unless our options generated for critical case transfer satisfy the 

requirements of the Medical Council and College of Anaesthetists it can’t have practical 

implications.      

 

 

JUSTIFICATION:   

Critical case transfer service involves transportation of critically ill patient who mostly 

require endotracheal intubation and artificial ventilation. It requires a trained physician 

like anaesthetist to travel with the patient who can monitor and provide the complex 

treatment required during the travel from one hospital to the other hospital. This service 

has been found to be a high risk and demanding service2. Many of the hospitals with 

scarce manpower resources face the dilemma of providing this service and end up in 

requiring people to provide the unrostered cover to the hospital. Some time hospital can 

be left without anaesthetic cover during such transfers. As most of the hospitals provide 

round the clock acute services, there is plenty of doubling of the services. If there can be 

co-ordination between different hospitals, they can compliment each other’s services to 

provide efficient transfer service with very minimum extra funding requirement.   
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Guaranteed provision of effective critical case transfer service can be achieved if proper 

arrangements are in place in the form of retrieval teams or regional transfer teams leading 

to improved quality of service. 

  

 

LITERATURE REVIEW: 

Patients are generally transferred from the site of injury or illness by the trained 

Emergency Medical Technicians using conventional road Ambulances to the casualty 

department of the nearest hospital. Following initial resuscitation and stabilisation 

Critically ill patient might require Secondary Transfer for one of the following reasons 

• Specialist intervention not available in the referring hospital 

• Ongoing support not available in the referring hospital 

• Specialist investigations not available in the referring hospital 

• Lack of staffed Intensive care bed in the referring hospital 

• Repatriation 

 

The critically ill patients are patients who have Glasgow coma scale of eight or less 

and/or are intubated and artificially ventilated and/or are receiving cardiovascular 

support. These patients need highly trained physician to accompany them during any 

transfer, which ideally should be an experienced anaesthetist. This secondary transfer of 

critically ill patient is associated with potentially detrimental complications2  in the form 

of increased  morbidity and mortality as a result of transfer. The patients also require 

greater length of stay in the Intensive care unit. Frequent shortcomings are in the form of 
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airway3 and cardiovascular4 problems. Mortality rate of intra-hospital transport patients 

from a surgical Intensive Care5 Unit was found to be 28.6% compared to the mortality 

rate of 11.4% for control group, which did not require transport out of the surgical ICU. 

Mortality rate6 was found to be nearly twice (11.5%) for secondary transfers from rural 

hospitals compared to non-rural hospital transfers (6.8%). Each hospital should have a 

formalised plan for intra and inter-hospital transport of pateint7. Different studies support 

the view of Regional Transport services8, which avoid unnecessary duplication of 

resources. Regional transport service assures that all the hospitals of the region can 

receive guaranteed skilled personnel to perform critical case transfers in the form of a 

regional team. This regional transfer team on one hand uses the resources efficiently and 

on the other hand provides enough experience for the team members to keep their transfer 

skills updated.  As quality and outcome of the transfer depends on the experience of the 

transferring team along with adequate monitoring facilities specialised transfer teams are 

associated with better outcome9,10,11. Although Air-transfer with Helicopters or fixed 

wing aircraft can reduce the time of travelling, it can be associated with huge funding 

demand, which can better be utilised on establishing properly equipped and trained road-

based retrieval teams12.  Intensive Care Society of Ireland has recommended a retrieval 

team with a clinical director in all the major hospitals13. This means that at the need of 

transfer of critically ill patient from referring hospital to accepting hospital an 

experienced and skilled team from the accepting (tertiary) hospital arrive to the referring 

hospital to take over the transfer under its care. There is always some delay in arrival of 

such team to the referring hospital, this can be utilised under the direction of tertiary 

hospital by the referring hospital to adequately resuscitate and stabilise the critically ill 
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patient. Transfer of critically ill children requires special skills and each child needs to be 

accompanied by a clinician and a nurse, both of whom should have had training in 

paediatric intensive care and have received additional training, followed by experience in 

transporting critically ill children. There have been several studies, which demonstrate 

that risk to the children is low when they are cared for during transport by doctors trained 

in paediatric intensive care14. In contrast, ad hoc provision of transport services which 

may involve doctors with no paediatric training and/or no intensive care training carries 

risks of mortality of 20% or more15,16.  As the number of paediatric critical case transfers 

are quite low it is impossible for the physicians in small county hospitals to have 

sufficient paediatric experience to provide safe paediatric critical care transfer service. To 

get the proper service they need to get the expert paediatric retrieval service, from the 

tertiary paediatric hospitals.  

In United Kingdom secondary transport services have been found to be poorly co-

ordinated according to the Intensive Care Society of Britain. Equipment provision and 

training remain inadequate17. Many critically ill patients are transferred between hospitals 

in ad hoc manner by inexperienced trainees18 with little formal supervision and 

potentially serious complications may occur19,20.  In Ireland21 also there are so many 

small county hospitals keeping the twenty four hour emergency activity without either 

computed tomography (CT- scanning) or even with the CT availability but without the 

ability to transfer images to the tertiary hospitals. Lack of such facility means they have 

to get immediate referrals and transfers of all head injury patients to the tertiary centres 

for diagnosis of intracranial haematomas. Most of these patients might not require the 

transfer at all if they can be scanned at the referring hospitals and these scans are assessed 
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at the tertiary hospitals by electronic transfer of images to the tertiary centre. In this way 

lot of extra number of transfers to the tertiary centres can be avoided. This is one of the 

causes, which often stretch the limited resources of these hospitals to unsafe levels.      

 

 

METHODOLOGY:  

To propose a feasible, guaranteed and cost-effective Critical Case transfer service for 

Roscommon hospital in particular and within the Western Health Board in general. Also 

to asses the deficiencies in the current system and stressing the need to overcome these 

deficiencies in a way which has been found to be effective from the evidence. 

Methodology included; 

• Sending questionnaire to all the Anaesthetic Consultants in Western Health Board 

regarding evaluation of problems in critical case transfer and suggestions for possible 

solutions (Appendix 1). 

This approach will give idea about the satisfaction level for the current services in 

western health board and whether proper protocols are already in place for this 

service. It should show the perceived image of the service whether number of critical 

case transfers are increasing and whether service overall improving or dis-improving. 

Whether people are satisfied with the communication between the referring and 

accepting hospitals. What are the main problems involved during such transfers and 

what do the people feel best option for the arrangements of such transfers.    

• Sending questionnaire to anaesthetic consultant incharge of small hospitals in 

Ireland(Appendix 2). These can be county hospitals or local hospitals, which receive 
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trauma cases in their accident and emergency department or transfer critically ill 

patients to tertiary centres for various reasons. It should help to quantify the problem 

they are facing and any special arrangements adopted. With this questionnaire it is 

hoped to have some idea about the overall transfer activity of small hospitals, whether 

theses hospitals are equipped to deal with such a complex activity in the form of staff 

adequacy, radiological and resuscitative facilities. What types of patients are involved 

and of what age groups? It is realised that filling this form accurately might not be 

possible so it was requested to give the best possible estimation of such activity. We 

should get fair idea about the physicians who transfers the critical cases from small 

county hospitals and the type of anaesthetic cover available to the hospital during 

such transfers. We will have idea about the need during working time compared to 

the evenings and weekend’s requirement of the services. It will show whether Mobile 

Intensive Care Service is providing significant transfer service to these hospitals. The 

problems during transfers and preferred priorities for the service can also be evaluated 

by the questionnaire.   

• Interviewing and frequently meeting the management team members in the Western 

Health Board to get their perceived view of the gravity of the situation and preferred 

solutions. Different meetings and discussions were held to highlight the current 

deficiencies and strong need to solve the problem was urged. Irish Medical 

Organisation was also involved to stress the need for proper on-call service 

availability.  

• Reviewing literature for recommended approach regarding critical case transfer 

protocols. Recent recommendation of the Critical Care Society of United Kingdom 
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and Critical Care Society of Ireland will be examined. Worldwide transfer of 

critically ill patients’ activity will be assessed and different problems encountered 

with the activity and ways to deal the service efficiently will be examined.  

• Suggestion of best possible solutions for the Western Health Board generally and for 

Roscommon hospital particularly to provide guaranteed efficient and quality critical 

case transfer service. It can be assumed that no one way, might be the answer to such 

a complex activity, so there could be a discussion of the pros and cons of different 

approaches. 

 

RESULTS: 

Questionnaires were sent to 24 Consultant Anaesthetists in Western Health Board, 

response of 20 was received a response rate of 83.33%.  

TABLE-I 

 
          CRITICAL CASE TRANSFER SERVICE 
 

         SATISFIED       UNSATISFIED 
 Number of 
responses 

        
       % 

Number of 
responses

 
       % 

Transfer service 7 35% 13 65%

Adequate 
protocols 

7 35% 13 65%

Communication 
with receiving 
hospital 

8 40% 12 60%

 

Nearly two thirds of the consultants were unsatisfied with the current arrangements for 

the transfer of critical case service and availability of adequate protocols. Sixty percent 

were unsatisfied with the communication between referring and receiving hospital. Sixty 

percent of the responders actually thought that services have improved recently where as 
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35% were of the opinion that it has remained unchanged over last five years. One of the 

responder (5%) was of the opinion that actually it has dis-improved recently. 95% of the 

consultants were of the opinion that critical case transfer is a high-risk event. Although 

20% of responders thought that unrostered people are not required for such transfers, but 

responders from each hospitals did mention that such a need is present. It can therefore be 

assumed that any hospital in the Western Health Board might have to look for unrostered 

doctor when there is a need to transfer some critically ill patient. Beside Merlin Park 

hospital, Roscommon Hospital is the only acute hospital in Western Health Board which 

does not have CT Scan facility where as all the other hospitals have this facility and can 

transfer the CT images via cable link to Beaumont hospital. 

 

FIGURE 1; 

PROBLEMS WITH CRITICAL CASE TRANSFERS 
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Regarding the problems during transfer of such cases (Figure 1), giving an arbitrary score 

of zero to 6 to the problems considered during transfer i.e. (7 minus significance given by 

the consultant). Zero score was given if problem was not considered or score of zero was 

given to problem in questionnaire. A score of six was given to the most significant 

problem considered by the responders. The score obtained in this way is expressed as 

percentage showing 100 as the worst possible problem. Problems described by the small 

hospital’s head of the anaesthetic departments are also included in the calculations. Staff 

shortage was considered the biggest problem with a score of 58.71 compared to the 

Timing of the transfers with 47.29 score. Communication was found to be the third 

significant problem with score of 44.29. Mortality or morbidity during transfer received 

score of 28 where as Ambulance availability and Monitoring problems received score of 

18.14 each only so were only considered minor problems. The responders highlighted the 

fact that there is no availability of Neurosurgical Unit in Western Health Board area. 

Response clearly points to the fact that, whether it’s a small hospital or large University 

hospital, Staff shortage becomes the most significant problem for critical case transfer 

service. Therefore there is urgent need to organize this service in a most efficient way 

utilizing the scarce manpower resources and avoiding the doubling of service in the form 

of each hospital’s individual transfer team. Problem of timing of transfers further shows 

that transfers are required at times when less number of staff are available i.e. either 

weekends or off working time. This timing further stretches the minimal human resource 

during these periods.  
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FIGURE 2 
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Priorities for Critical case transfers (Figure 2) are again arbitrarily scored from zero to 

seven, giving the score of zero if that option was not mentioned at all in responders 

priority and getting a maximum score of seven (8 minus priority given) if it was 

considered the top most priority. This score is again expressed as percentage. 

 

Specialized Retrieval Teams by the Referring hospital was considered the best option 

getting the score of 87.91 where as Specialized Trauma Team to deal the trauma at the 

scene and transferring cases directly to tertiary hospitals was considered the second best 

option getting the score of 61.54. 

 A regional team on the Health Board basis was considered the third best option with 

score of 56.59. No Small hospitals transfer activity for critical cases was considered 4th 

best option with a score of 46.15. Technicians/Paramedics based transfer received score 
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of 39.01 and small hospitals network formation options received score of 36.26 showing 

these are not considered suitable options. Keeping the service as such received the 

minimum score of 24.17 showing the strong consensus of opinion regarding the need for 

the change of current arrangements.  

 

Questionnaire sent to the small hospitals in Ireland, about their one-year activity of 

critical care transfers, had a response from only eleven hospitals. 

FIGURE 3; 

 

AGE DISTRIBUTION OF CRITICAL CASE TRANSFERS FROM SMALL HOSPITALS 
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transfer activity of adult hospitals so it will be impossible to provide a local team with 

adequate paediatric transfer experience. 

 

There are hospitals (TABLE II), which don’t have any anaesthetic SHO/registrars, but 

these get involve with the transfer of critically ill cases. Hospitals, which don’t have 

junior anaesthetists, have to rely on unrostered consultant anaesthetist to cover the 

hospital. This means that there is always a possibility that hospital can be left uncovered 

if there is no unrostered consultant available to take up the duty. More then 80% hospitals 

felt that there are either no or ad hoc protocols for the critical case transfer service. This 

means that these hospitals just deal with the critically ill transfers as need arise without 

formal agreed protocols. Cavan & Monaghan hospitals felt that adequate protocols are 

available for such service. Considering the recent changes in the region when Monaghan 

hospital has been taken out of the twenty-four hour emergency cover adequacy of 

protocols in itself doesn’t guarantee proper transfer facilities. 45.45% of respondent felt 

that service has remained the same over last five years where as 18.18% felt that actually 

service has dis-improved over last five years. Only 36.36 felt that service has actually 

improved over last five years. Its surprising to note that out of the four departments which 

felt service has improved, three are Roscommon, Ennis and St John’s hospitals. 

Roscommon has only 2 registrars where as St Johns hospital and Ennis have no registrars 

at all. This is probably due to the increase in the consultant numbers for these hospitals 

over last five years. So although service might have been improved compared to previous 

years, its non the less still quite deficient in these hospitals. 
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TABLE-II 

   DIFFERENT HOSPITAL’S FACILITIES FOR  CRITICAL 
CASE TRANSPORT ACTIVITY 

 
 
 
 
 
 

Hosp No. 
of 

trans
fers  
over 
last 
year  

No. of 
anaest
hetic 

Consu
ltants 

No. of 
anaest
hetic 
NCHD 

NC
HD
Ho
urs

Hospital 
cover 
during 

transfer 

Transferin
g doctor 

Transf
er 

Protoc
ols 

Service 
progress 

Over last 5 
years 

Radiol
ogical 
links 

Bonsecour, 
Cork 

3 30 0 0 Unrostered
Consultant

Consulant/ 
Registrar

Ad hoc Same Absent

Eye & Ear 
Dublin 

5 5 3 69 Rostered 
Consultant

Registrar Ad hoc Same Absent

Rotunda, 
Dublin 

6 3 6 60 Rostered 
Consultant

Registrar/ 
SHO

Ad hoc Same Absent

Monaghan 10 3 0 0 Unrostered 
Consultant 

or None

Consultant Adequ
ate

Disimproved Absent

Roscommon 12 2 2 69 Consultant Registrar/
Consultant

Ad hoc Improved Absent

St John's 
Limerick 

15 3 0 0 Unrostered 
Consultant

Consultant Ad hoc Improved Absent

Bantry 16 1 0 0 None Consultant Ad hoc Same Absent

Ennis 17 3 0 0 Unrostered 
Consultant

Consultant Ad hoc Improved Absent

Cavan 25 4 5 65 Rostered 
Consultant

Registrar Adequ
ate

Same Present

Portiuncula 
Galway 

49 2 5 65 Rostered 
Consultant

Registrar None Disimproved Present

Portlaoise 50 3 5 69 Rostered 
Consultant

Registrar Ad hoc Improved Absent

 

More then the 80% of responders did not have the CT scanning and radiological links to 

the tertiary hospitals.  Intensive care society of Ireland recommends, twenty four hour CT 

imaging facilities and image transmissibility to the tertiary accepting centres, for the 

hospitals which receive trauma patients.  These facilities either needs to be provided in 
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these hospitals or possibility of bypassing such hospitals during primary transport of the 

patients must be seriously considered.  45.45% of the responders felt that actually number 

of transfers over past five years have been increasing where as 54.55% felt that numbers 

have remained same over this period.   

 

FIGURE 4; 

REASONS FOR CRITICAL CASE TRANSFERS 

 

 60.58% of the transfer activity is as a result of trauma, where as 25.48 are transferred for 

ICU care. 13.94% transfers were for investigation purposes and 10.1% were performed 

for special care rehabilitation, renal support etc.   
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FIGURE 5; 

 

 

TIMING OF TRANSFERS AND RETREIVALS BY MICAS 

 

 Almost 3/4th of the transfers are done during out of working time. Only 4.33% of cases 

are actually retrieved by the Mobile Intensive Care Ambulance service. This means that 

most of the transfers are required when Retrieval service is not available at all and also 

that most of the activity happen when only limited number of on-call staff is available to 

the hospitals. 

Survey also showed that on average it takes 6-8 hours for the transfer doctor to return to 

the base when they are transferring from the peripheral hospitals and on avarage they 

have to take patients 60-80 miles of distance from their referring hospital to tertiary 

accepting hospital. 
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DISCUSSION: 

 Although it is well accepted that there are deficiencies in the arrangements for the 

transfer of critical cases from primary acute hospitals to tertiary centres most consultants 

get on with the transfer without refusing the request to such transfer22. Retrieval teams 

are recommended from accepting hospitals but in Irish context other then the MICAS for 

Intensive Care patients’ transfer it has not been materialised. Issue of funding such a 

service has never received due consideration. Less then 5% of the critical case transfer 

activity is covered by the MICAS.  

With proper preparation and good transport facilities most patients can be transferred 

safely23. The options, which can be considered for the transfer of critically ill patient to 

tertiary centre, can be as follows: 

 

SPECIALISED RETRIEVAL TEAM; 

 This is a highly trained team to transfer the critically ill case from the referring hospital, 

which comes from the tertiary centre accepting the patient. It can provide the best 

expertise for the ongoing management of the critically ill patients. This is the form, which 

has been recommended by the Intensive Care Society of Ireland24. It requires a clinical 

co-ordinator based in the tertiary hospital who can, after getting contacted by referring 

hospital, locate appropriate bed in the tertiary hospital and designate the responsibility of 

retrieving the patient from referring hospital to appropriately trained personnel from the 

tertiary hospital. Such a service is successfully running in the Northern Ireland. As soon 

as emergency department of primary hospital receives the critically ill patient besides 

resuscitating the patient primary hospital contacts the transport co-ordinator in tertiary 
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centre. The time taken by the retrieval team to arrive can be utilised to adequately 

stabilise the patients before transfer according to the guidance of tertiary hospital. It 

requires lot of funding in the form of keeping highly trained physician available for such 

activity round the clock. There is always some delay before the retrieving person can 

arrive to retrieve the patient and there might be situations in which that much delay in it-

self can harm the patient’s condition. Therefore there is still need for some arrangements 

for the referring hospital to be in place to transfer the patient with the appropriate 

referring hospital based team.  

 

SPECIALISED TRAUMA TEAMS;  

A specialised trauma team can provide the immediate resuscitation required at the site of 

trauma utilising the Platinum ten minutes of resuscitation 25 and then moving the 

critically ill directly to tertiary centres. This is a highly trained team with physician and 

nursing staff and should be available at a suitable distance to arrive at the trauma scene 

without undue delay. After initial stabilisation of the patients at the scene patients are 

taken directly to major trauma centres without any delay in local hospitals. Such an 

approach has been shown to reduce the hospital stay and mortality in severe trauma 

patients26. This approach will allow the local hospitals to concentrate more on the elective 

activities and avoid the need for extra physician’s availability to provide secondary 

patient transfers. Although this seems to be quite preferred option for lots of anaesthetists 

as shown by the survey, it will need lots of funding and restructuring of the health 

services. It will probably take long to develop in Ireland.  
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REGIONAL TRAUMA TEAM; 

 A trained team can be kept available on regional basis like Health Board basis to cover 

the critical case transfer service for the whole region. Regionalisation of critical case 

transfer service has been found to be advantageous to the patients27 and patients can 

arrive to the definitive care sooner28.  Different studies support the view of Regional 

Transport services8, which avoids unnecessary duplication of resources. Regional trauma 

team was 3rd preferred option for the critical case transfer service by the Western Health 

Board consultant anaesthetists. Unfortunately there is no Neurosurgical unit in Western 

region, which means they have to transfer head injury patients out of their region to 

Beaumont hospital so the advantage of getting to definitive facility earlier can hardly be 

achieved. A regional Western Health Board transfer service was proposed (APPENDIX 

III) to the consultant anaesthetists of Merlin Park Hospital. If non-obstetric hospitals of 

WHB (i.e. Roscommon and Merlin Park) make their registrars available for critical case 

transfer for all the WHB hospitals alternately in the form of a roster, they can provide the 

guaranteed service for the region without affecting the number of on-call anaesthetists in 

obstetric hospitals during critical case transfers. As these registrars are already on on-call 

roster it doesn’t increase their working time and doesn’t need much extra funding either. 

The on-call registrar for the regional transfer team can travel from the base to the hospital 

requiring transfer. Time taken by the registrar to reach the referring hospital can be 

utilised by optimal resuscitation of the critically ill patient in the referring hospital. This 

approach, on one hand can offload the burden of arranging someone for such transfers in 
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obstetric hospitals, can give extra training module for the relatively unversatile hospitals 

and might help in attracting junior doctors to these hospitals.   

        

LOCAL AREA NETWORK;  

As recommended by the Intensive Care Society of UK, Critical Care Networks are 

responsible for the co-ordination and development of transfer services within defined 

geographical area. Each network should have a lead clinician and manager whose 

responsibilities include the development of referral pathways, transfer protocols and 

quality assurance programmes. For Roscommon hospital for example we can make a 

network with Portiuncula hospital, Mullingar hospital and Sligo hospital. For capacity 

reason these hospitals can transfer patients within the group. They can also support each 

other for transfer of critical cases to tertiary centre in the form of making a stand-bye 

roster for such cases. Most of the doctors working in the Irish system are temporarily 

registered doctors and The Medical Council registers them for only one hospital at a time 

so it will not be possible for them with current ruling to provide transfer service to critical 

cases of other hospitals. Once the legislation passed by the Dial to make temporarily 

registered doctors fully registered will be implemented this problem may be overcome. 

Only at that stage this can be a practical option for critical case transfer service in Ireland.  

  

AIR TRANSFER SERVICE;  

Air Transport service by either Helicopter is considered preferable option for distance 

more then 50 miles in different studies29,30 and has been shown to reduce the journey time 

even in Irish settings31. Transfer by fixed winged aircraft should be considered for 
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distances greater then 150 miles32. In Irish context it has been found to be difficult to 

provide air-service other then for spinal rehabilitation unit because facility in most of the 

hospitals are not available. In our survey Air Transfer service received a score of 39.39% 

(i.e. Score of 100 being the best possible solution). This means this option was preferred 

over local area networks, paramedics/technicians transfer teams and option of keeping the 

services as such. There is inter-vehicle transfer involved at either end of the journey, 

which doesn’t reduce the transfer time, and lots of organisational delays also results in 

minimal gain in reducing the transfer times. This is an expensive service and Helicopters 

have poor safety record. There is lot of noise level, which obstruct in proper monitoring, 

patients are quite likely to suffer from hypothermia. Considering all these things and 

considering the size of Ireland it might be worthwhile to invest in one way of patient’s 

transfer12 i.e. via road. Still in some cases Air retrieval service would be desirable and 

Irish Air corps could be involved as they have flying expertise.  

 

SMALL HOSPITALS EXCLUSION FROM THE TRANSFERS; 

Recommendations of the Intensive Care Society of Ireland13 state that hospital should 

have 24 hour CT availability with radiological links to the referring hospitals to identify 

need for urgent transfer. This also avoids the need for many urgent transfers. Also the 

staffing level of such acute hospitals should be able to provide 24-hour capacity to deal 

with the resuscitation and transfer facility. Most of the smaller hospitals in Ireland 

although providing acute services are not equipped with the 24 hour CT facility. There is 

issue of staffing level and quite often only one anaesthetic physician is available for the 

hospital, which put lots of strain on hospital cover mostly in the form of getting non-on-
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call person to assume the on-call for the duration of transfer. Although it seems logical 

for such hospitals not to provide trauma service this option was the fourth desirable 

among consultant anaesthetists of western health board and it received score of 46.14. 

This approach should be considered seriously as it has been found that complications 

during critical case transfers are twice from rural hospital transfers compared to non-rural 

hospital transfers6.  

 

PARA MEDICS/TECHNICIAN BASED TRANSFERS; 

Transfer of critical case patients by trained paramedics or technicians can ease the burden 

of trying to provide the 24 hour availability of at least two anaesthetists by the small 

hospitals. This option of critical case transfer service did not receive much consideration 

in the survey although few respondents did put it on top priority. Generally it seems quite 

practical solution but at the moment it’s not possible, as it will require extensive training 

and legislative change to allow for the administration of medication by the paramedics. If 

this approach can be legalised it is quite possible for the Paramedics in near future to 

have video-link with the referring and tertiary hospitals and to be able to follow the 

instructions for the ongoing management of critical cases. Nurse anaesthetist as are there 

in Scandinavian countries or in United States, could if available in Ireland, can safely 

perform the duty. ICU staff can also if particularly trained for this purpose can also be 

used as safe escort to the critical case transfers. Different studies show that if patient is 

appropriately resuscitated and monitored33 severely ill patients can be transported safely. 

So if an appropriately trained technician/ paramedics assume the responsibility of critical 
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case transfer after the case being adequately resuscitated and appropriately monitored 

safe transfer of patient could be possible.    

 

NEED FOR THE CHANGE; 

There is a great need to improve the efficiency of the health service. The budget for the 

health services has been increased in Ireland many folds in last few years still more and 

more deficiencies in the systems are getting prominent. Facility for critical case transfer 

service is one of the examples of such deficiencies. There are so many small hospitals in 

Ireland with quite limited financial and manpower resources struggling to keep their 

accident and emergency department open to provide twenty four hour services. The safe 

delivery of the service can very easily compromise if they have to arrange for a 

secondary transfer of a critical case patient. On the other hand if there is some 

arrangement to transfer these patients by a third party like retrieval team or regional team, 

then it is quite possible for these hospitals, to provide continued uninterrupted care to the 

patients. There is a great need that either facilities in the form of CT scanning and 

radiological links to the tertiary centres are established in all the centres receiving trauma 

patients or such centres should stop providing twenty four hour casualty service.     

 

TACKLING THE PROBLEM AT ROSCOMMON; 

By extensive communication with the management and stressing the need to have some 

strategy to provide anaesthetic cover to the hospital during critical case transfers 

(Appendix IV). I was able to get agreement from the consultant anaesthetists and 

registrars in Roscommon and Portiuncula hospitals to provide a combined stand-bye 
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roster for critical case transfer. This roster involved 50% of commitment from 

Roscommon registrars and 50% commitment from Portiuncula registrars. Commitment 

from Roscommon registrar did not involve any increase in working hours as they can 

cover for transfer service to both sites while being physically on-call for the Roscommon 

hospital. But availability of registrar from Portiuncula hospital required extra registrar’s 

duty of 64.5 hours per week in total increasing the average duty hours from 65 to 77.9 

hours per week for individual registrars. The Portiuncula accountants extrapolate this to 

whole year in the form of extra expenses of €150,000 but when carefully estimated by 

Roscommon hospital was found to be €75,000. As there was no provision in the budget 

for such an expense, this suggestion was not accepted by the management team of the 

Portiuncula hospital although management of Roscommon initially agreed to fund the 

50% of expenses for such a service. Because of the need to work on the European 

directive to reduce the working time of registrars to 58 hours by August, 2004, the option 

of Stand-bye roster was not considered long-term solution as it involves increase in the 

working hours of the registrars. With ongoing efforts and even involving the Irish 

Medical Council (APPENDIX-V) finally it was agreed that, to provide proper service, 

Roscommon hospital needs extra registrars to have 1:4 roster for on-call registrar service 

to the hospital (APPENDIX-VI). As the elective workload of Roscommon is quite small 

it was agreed that part of the elective activity provided by the registrars would be in 

Portiuncula hospital. Request was sent to the health board for the sanction of two extra 

registrars with sessions both in Portiuncula and Roscommon. They would have on-call 

commitment for the Roscommon. Anaesthetic registrars of Roscommon besides 

providing on-call service will also be stand-bye for any transfer of critical case from 
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Portiuncula. Although funding was received for the extra posts we have to get approval 

of these posts by the College of Anaesthetists as a training post. This can be 

accomplished by establishing the fact that the anaesthetic departments of Roscommon 

General hospital and Portiuncula hospital, Ballinasloe are joint department. Once College 

has recognised these, as training posts, we will be able to get temporarily registered 

doctors to get registered with the Medical Council for the both hospitals simultaneously. 

Currently we have applied to the college for the approval of extra training posts and 

hoping to get their decision soon. Once we have the recognition as a joint department, we 

will have no problem in getting temporarily registered doctors being registered by the 

Medical Council for the both sites. This will give chance to the registrars to get wider 

elective activity experience at Portiuncula and be able to provide round the clock 

anaesthetic cover to Roscommon hospital and also round the clock critical case transfer 

service to both Roscommon and Portiuncula hospitals.  
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RECOMMENDATIONS: 

• RETRIEVAL TEAMS ARE PREFERRED OPTION BY THE INTENSIVE 

CARE SOCIETY OF IRELAND AND CRITICAL CARE SOCIETY OF UK. 

MANY OF THE STUDIES ALSO HIGHLIGHT THE BETTER QUALITY OF 

TRANSFER AND IMPROVED OUTCOME TO THE PATIENT WITH THIS 

APPROACH.   

 

• REGIONAL TRANSFER TEAMS SHOULD BE ORGANISED ON HEALTH 

BOARD OR LOCAL NETWORK BASIS, AS EVEN IF RETRIEVAL TEAMS 

ARE AVAILABLE, THERE WOULD BE OCCASIONS WHEN WAITING 

FOR IT MAY HARM THE PATIENT.  

 

• SMALL COUNTY HOSPITALS SHOULD FORM JOINT DEPARTMENTS 

WITH CLOSER HOSPITALS, WHICH COULD PROVIDE MORE 

MANPOWER RESOURCE TO DEAL WITH TESTING ACTIVITIES LIKE 

CRITICAL CASE TRANSFER SERVICE. 

 

 

 

 

 

 

 



 35

 

REFERENCES: 

 

1. Lavery GC, Donnelly PB, Dundee JW. Intensive Care Patients in district hospitals. A 

case for transfer? Anaesthesia 1984; 39: 596-599.  

2. Waddell G, Scott PDR, Lees NW, Ledingham ImcA. Effects of ambulance transport 

in the critically ill patients. Br Med J 1975; 1: 386-9. 

3. Gentleman D, Jennett B. Hazards of inter-hospital transfer of comatose head-injured 

patients. Lancet 1981; ii : 853-5. 

4. Waddell G, Stuart B, Tehrani MA et al. Intra-arteterial monitoring of critically-ill 

patients in ambulances. Br Med J 1975; 206: 25.  

5. Szem JW, Hydo LJ, Fischer E et al. High risk intrahospital transport of critically ill 

patients:safety and outcome of the necessary ‘‘road trip’’. Crit Care Med 1995 

Oct;23(10):1660-6. 

6. Spear SF. Life threatening emergencies: patterns of demand response from a regional 

emergency medical system. Am J Prev Med 1986 May-Jun; 2: 163-8.  

7. Guidelines for the transfer of critically ill patients. Guideline Committee, American 

College of Critical Care Medicine and the Transfer GuidelineTask Force. Am J Crit 

Care 1993 May;2(3):189-95. 

8. Wright IH, McDonal JC, Rogers PN et al. Provision of facilities for secondary 

transport of seriously ill patients in United Kingdom. Br Med J 1988 Feb 

20;296(6621):543-5. 



 36

9. Tan TK. Interhospital and intrahospital transfer of the critically ill patient. Singapore 

Med J 1997 Jun;38(6):244-8. 

10. Uusaro A, Parvianainen I, Takala J et al. Safe long-distance ground transfer of 

critically ill patients with acute severe unstable respiratory and circulatory failure. 

Intensive Care Med 2002 Aug;28(8):1122-5. 

11. Bellingan G, Olivier T, Batson S et al. Comparison of a specialist retreival team with 

current United Kingdom practice for the transport of critically ill patients. Intensive 

Care Med 2000 Jun;26(6):740-4.  

12. Brampton WJ. Using helicopters for secondary transfer—does the patient benefit? 

Anaesthesiol Reanim 2001;26(4):102-4.   

13. Report on Trasport of the Critically Ill. Intensive Care Society of Ireland, 1994. 

14. MacNab AJ. Optimal escort for Inter-hospital transport of paediatric emergensies. 

Journal of Trauma 1991; 31. 

15. Edge WE, Kanter RK,Weigle CGM,  Walsh RF. Reduction of morbidity in inter 

hospital transfer by specialised paediatric staff. Critical Care Medicine 1992; 20. 

16. Sharples PM, Storey A, Aynsley-Green A, Eyre JA. Avoidable factors contributing to 

the death of children with head injury. British Medical Journal 1991; 300.  

17. Vyvyan HAL, Kee S, Bristow A. A survey of secondary transfer of head injured 

patients in the south of England. Anaesthesia1991; 4: 728-31. 

18. Bion JF, Wilson IH, Taylor PA. Transporting critically ill pateints by ambulance: 

audit by sickness scoring. BMJ 1988; 296:170-1. 

19. Gentleman D. Causes and effects of systemic complications among severely head 

injured patients transferred to a neurosurgical unit. Int Surgery 1992; 77: 297-302. 



 37

20. Department of Health. Guidelines on admission to and discharge from intensive care 

and high dependency units. London: Department of Health, 1996. 

21. Caird J, Phillips J. Editorial in Irish Medical Journal September/October 1999 

Volume 92 Number 6. 

22. Mackenzie PA, Smith EA, Wallace PGM. Transfer of adults between intensive care 

units in the United Kingdom: postal survey. BMJ 1997; 314:1455. 

23. Purdie JAM, Ridley SA, Wallace PGM. Effective use of regional intensive therapy 

units. BMJ 1990; 300: 79-81. 

24. Report on Transport of the Critically Ill. Intensive Care Society of Ireland, 1994. 

25. Anaesthesia Trauma and Critical Care Course, 4th edition. 2001-2002.Page 3.  

26. Young JS, Bassam D, Cephas GA et al. Interhospital versis direct scene transfer of 

major trauma pateints in a rural trauma system. Am Surg 1998 Jan; 64(1):88-91. 

27. Thompson DR, Clemmer TP, Applefeld JJ et al. Regionalization of critical care 

medicine: task force report of the American College of Critical Care Medicine. Crit 

Care Med 1994 Aug; 22(8): 1306-13. 

28. Lyle DM, Thompson PC, Deane SA, Coulon LA. Reionalization of trauma services in 

Western Sydney: predicting the effect on ambulance and hospital utiliszation rates. 

Aust N Z J Surg 1991 Aug;61(8): 589-96. 

29. Kee SS, Ramage CM, Mendel P, Bristow AS. Interhospital transfers by helicopter: 

the first 50 patients of the Careflight project. J R Soc Med 1992 Jan;85(1):29-31. 

30. Galligan JE. Stabilisation and transport of critically ill. Clinics in Anesthesiology. 

WB Saunders, London. 1985; 3 :789-810. 



 38

31.   Dardis R, Roberts G, Phillips J. A cost-benefit evaluation of helicopter transfers to 

the Beaumont neurosurgical unit. Ir Med J 2000 Mar-Apr;93(2):50-1. 

32. Intensive Care Standards 2002 section 12.5. 

33. Ehrenwerth J, Sorbo S, Hackel A. Transport of critically ill adults. Crit Care Med 

1986 Jun;(6):543-7. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 39

APPENDIX-1:  

QUESTIONNAIRE 
 
 
 
 
 
 
 
 
 
 
ARE YOU SATISFIED WITH YOUR CRTICAL CASE TRANSFERS SERVICE:       

    
 

 COMMENTS IF UNSATISFIED; ____________________________________ 
 
 
ADEQUATE PROTOCOLS IN PLACE FOR CRITICAL TRANSFERS:   
 
 
 
UNROSTERED PERSONS MIGHT BE REQUIRED FOR SUCH TRANSFERS: 
    
 
 
IS CRITICAL TRANSFER SERVICE IMPROVING OVER LAST FEW YEARS: 
             
 
 COMMENTS; ____________________________________ 
 
DO YOU CONSIDER CRITICAL CASE TRANSFER HIGH RISK EVENT: 
                
  
COMMENS;  ____________________________________ 
 
SCORE PROBLEMS ENCOUNTERED IN CRITICAL CASE TRANSFER IN 
ORDER OF MAGNITUDE:  
 (1 for most significant, 2 for next and so on, None if no problem found)  

 
NAME;  ________________________ 
 
HOSPITAL; ________________________ 
 

Y N 

N Y 

Y N 

Y N 

N Y 

• STAFF SHORTAGE   _______ 
• AMBULANCE AVAILABILITY _______ 
• MONITORING FAILURES  _______ 
• MONITORING ADEQUACY  _______ 
• COMMUNICATION   _______  
• ADVERSE PATIENT OUTCOME _______ 
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• TIMING     _______  
• OTHER     _______ 

______________________________________________________ 
ARE YOU SATISFIED WITH THE COMMUNICATION BETWEEN 
REFERRING AND ACCEPTING HOSPITALS DURING CRITICAL 
TRANSFERS:            
      
 
  COMMENTS; ____________________________ 
 
ANY LINK AVAILABLE FOR DIRECT IMAGE TRANSFERS TO TERTIARY 
CENTRES: 
 
 
 
 
  
RPIORITISE SUGGESTIONS FOR CRITICAL CASE TRANSFER SERVICE: 
   (1 for most suitable & practicable and 7 for least suitable option) 

 
______         SHOULD CONTINUE AS SUCH 
 
______  THERE SHOULD BE RETREIVAL TEAM FROM SPECIALISED 

CENTRES 
 
______  REGIONAL TEAM SHOULD BE FORMED ON HEALTH BOARD 

BASIS 
 
______ SMALL HOSPITALS SHOULD MAKE A TRANSFER ROSTER 

TOGATHER TO COVER EACH OTHER 
 
______  TECHNICIANS/PARAMEDICS SHOULD BE TRAINED AND 

ALLOWED TO DO THE TRANSFERS WITH LINKS TO 
TRANSFERRING AND ACCEPTING DOCTORS 

 
______  SMALL HOSPITALS SHOULD NOT BE INVOLVED IN 

TRANSFERRING SUCH CASES 
 
______  SPECIALISED TRAUMA TEAMS SHOULD ATTEND TRAUMA 

AT THE SCENE AND TRANSFER CASES DIRECTLY TO 
TERTIARY CENTRES 

 
______  ANY OTHER SUGGESTION 

 
 
  

N Y 
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APPENDIX-II 
QUESTIONNAIRE ON CRITICAL CASE TRANSFER STATISTICS 

  
 
 
 
 
 
 
 
 
 
1. NUMBER OF CRITICAL CASE TRANSFERS TO/FROM THE HOSPITAL 

FOR THE LAST ONE YEAR: 
        _____________________ 
 
2. NUMBER OF DOCTORS IN ANAESTHETIC DEPARTMENT: 
 CONSULTANTS ______ 
 REGISTRARS ______ 
 SHO’S  ______ 
 
3. AVERAGE No. OF HOURS WORKED BY ANAESTHETIC NCHD: ______ 
 
4. AGE OF THE PATIENTS TRANSFERRED: 
 0 – 1 YEAR   ___________ 
 1- 5 YEAR   ___________ 
 5 – 15 YEAR   ___________ 
 15 – 60 YEAR  ___________ 
 > 60 YEAR   ___________ 
 
5. REASONS FOR CRITICAL TRANSFERS: 

• TRAUMA   ______________ 
• ITU CARE   ______________ 
• SPECIALISED CARE ______________ 
• INVESTIGATIONS  ______________ 

 
6. NUMBER OF TRANSFERS DONE BY RETREIVAL TEAM FROM DUBLIN: 

          _______ 
 
7. NUMBER OF TRANSFERS BETWEEN 0900 – 1700 Hrs, Monday – Friday 
           ________ 
 
8. NUMBER OF TRANSFER OVER THE WEEKEND:  __________ 
 
9. No. OF TRANSFERS BETWEEN 1700 Hrs – 0900Hrs Monday – Thursday: ___ 
 

 
NAME;  ________________________ 
 
HOSPITAL; ________________________ 
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10. SCORE PROBLEMS ENCOUNTERED: 
 (1 for most significant, 2 for next and so on, please write none if problem not 
found)  

• STAFF SHORTAGE   _______ 
• AMBULANCE AVAILABILITY _______ 
• MONITORING FAILURES  _______ 
• MONITORING ADEQUACY  _______ 
• COMMUNICATION   _______  
• ADVERSE PATIENT OUTCOME _______ 
• TIMING     _______  
• OTHER     _______ 

 ________________________ 
 
11. HOSPITAL’S ANAESTHETIC COVER DURING TRANSFER: 
 BY ONCALL CONSULTANT ANAESTHETIST ONLY ______ 
 BY NON-ONCALL CONSULTANT    ______ 
 BY NON-ONCALL NCHD AND CONSULTANT  ______  
 NO HOSPITAL ANAESTHETIC COVER   ______ 
 UNAFFECTED       ______ 
 
 
12. DOCTORS DOING THE CRITICAL CASE TRANSFER: 
• CONSULTANT ANAESTHETIST ______ 
• ANAESTHETIC REGISTRAR ______ 
• ANAESTHETIC SHO   ______ 

(More then 2 years anaesthetic experience) 
• ANAESTHETIC SHO   ______ 

(Less then 2 years anaesthetic experience) 
• SURGICAL NCHD   ______ 
• PAEDRIATIC NCHD   ______ 
• OTHERS      ______ 
 
13. PROTOCOLS FOR CRITICAL CASE TRANSFER: 

• ADEQUATE 
• ADHOC 
• NONE 
 

14. CHANGE IN CRITICAL CASE TRANSFER SERVICE OVER LAST FEW 
YEARS: 

• SERVICE HAS IMPROVED 
• REMAINED THE SAME  
• SERVICE HAS DISIMPROVED 
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15. RADIOLOGICAL LINKS WITH CT SCAN TO TERTIARY CENTRE: 

• PRESENT 
• BEING DEVELOPED 
• NONE 

 
16. NUMBER OF CRITICAL TRANSFERS OVER LAST FEW YEARS: 

• INCREASING 
• UNCHANGED 
• DECREASING 

 
17. AVERAGE DISTANCE TO OTHER HOSPITAL DURING TRANSFERS: ____ 
 
18. AVARAGE TIME DOCTOR IS AWAY FROM THE HOSPITAL:     ____ 
 
19. RPIORITISE SUGGESTIONS FOR CRITICAL CASE TRANSFER SERVICE 

PRACTICALLY SUITABLE FOR IRELAND: 
   (1 for most suitable and 8 for least suitable option) 
____ SHOULD CONTINUE AS SUCH 
 
____ THERE SHOULD BE RETREIVAL TEAM FROM SPECIALISED 

CENTRES 
____ REGIONAL TEAM SHOULD BE FORMED ON HEALTH BOARD BASIS 
 
____ SMALL HOSPITALS SHOULD MAKE A TRANSFER ROSTER 

TOGATHER TO COVER EACH OTHER   
 
____ TECHNICIANS/PARAMEDICS SHOULD BE TRAINED AND ALLOWED 

TO DO THE TRANSFERS WITH LINKS TO TRANSFERRING AND   
ACCEPTING DOCTORS 

 
____ SMALL HOSPITALS SHOULD NOT BE INVOLVED IN 

TRANSFERRING SUCH CASES 
 
____ SPECIALISED TRAUMA TEAMS SHOULD ATTEND TRAUMA AT THE 

SCENE AND TRANSFER CASES DIRECTLY TO TERTIARY CENTRES 
 
____ AIR TRANSPORT SERVICE NEEDS TO BE STARTED 
 
  
____ ANY OTHER SUGGESTION; 
 
_____________________________________________________________________ 

 
 


