TRANSFER OF INPATIENTS REQUIRING CARE IN A
LOCAL GENERAL HOSPITAL

1 WHY DO WE NEED THIS POLICY?
This policy provides guidance to staff when a Sussex Partnership NHS Foundation Trust inpatient service user requires physical care and
treatment in a local general hospital. The reason for this may include assessment at A&E, attendance at an outpatient clinic, admission to a general
hospital ward or access to maternity services, either as an emergency or planned appointment. The Policy ensures that the mental health and/or
learning disability care needs of a patient continue to be met, met both appropriately and effectively, throughout their period of care in the general
hospital.
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2 WHAT DO I NEED TO KNOW?

3 WHAT DO I NEED TO DO? ( )

It is not uncommon for in patients of mental health, learning disability and
CAMHS services to require services from general hospitals as an
emergency or to attend routine appointments. In such circumstances the
patient can expect the mental health / learning disability service and the
general hospital to work together to ensure that:

4. Observation levels The clinical team should use the Trust’s
Therapeutic Engagement and Observation policy and procedure to
determine the observation level required to ensure that the patient’s
needs, their safety and that of others, are appropriately met in the
general hospital. This should be recorded as part of the risk
assessment completed by the Trust clinical team and shared with the
general hospital care team.

•
•

the patient’s full needs are understood
that staff in both organisations are clear regarding their accountability for
particular aspects of the patient’s care

Whilst the general hospital holds overall responsibility for providing the
care required whilst the patient is in their care, Sussex Partnership’s
clinical team will retain responsibility for advising on how the patient’s
specialist mental health and/or learning disability care needs can be
effectively met during their period of admission to general hospital.
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3 WHAT DO I NEED TO DO?

1. Assessment of need If it is determined that a patient requires care in a local
general hospital the clinical team must ensure that the reasons why are clearly
documented in the patient’s records and shared with the receiving team. Copies
of clinical assessment documentation, mental health paperwork, risk
assessment, risk management plan and other care plans, should accompany
the patient and be made available to the general hospital staff. In the event that
the necessary documentation not being completed at the point of transfer a
comprehensive verbal assessment will be given by a member of the Trust
clinical team to the receiving general hospital care team. In these circumstance
copies of any necessary documentation will follow as soon as possible. Best
practice would include both a medical and nursing handover of care.
If it is anticipated, or known, that the patient will require admission to a general
hospital ward a transfer summary form should also be completed.
2.Arranging transfer The Trust clinical team have responsibility for ensuring
that appropriate transfer arrangements are in place to ensure safe conveyance
of the patient. When it is appropriate for the transfer to be planned,
arrangements should be made for this to take place between 0900 hours and
1700 hours, Monday to Friday. The arrangements should be clearly
documented in the patient’s records
If it is confirmed that an admission to a general hospital ward is required, a
mental health patient’s length of stay and medical/surgical treatment needs
should be regularly reviewed by the SPFT inpatient clinical team, which will be
used to inform the retention of their mental health/ learning disability bed. The
exception to this position is if the patient is subject to the provisions of the
Mental Health Act or where their presentation is still under assessment and
specialist mental health care needs remain high, in which case a leave bed
within the Trust will be held for them.
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3. Escorts Best practice suggests that a member of Trust staff, with the
appropriate skills and knowledge necessary to undertake the role, would
normally accompany the patient. A member of Trust staff must accompany the
patient if they are under section. If it is identified by the transferring Trust
clinical team that an escort is not required for an informal patient the reasons for
this decision must be clearly documented in the patient's records. Suitable
arrangements must be made to ensure that copies of any necessary healthcare
records and medication are made available as required to the receiving general
hospital department on arrival. For example, copies of necessary transfer
documentation should be passed to ambulance service personnel, if they are
transporting the patient or securely sent to the receiving department if there is
no escort accompanying the patient.

cont.

5. Patients subject to the provisions of the Mental Health Act 1983
Patients subject to the provisions of the Mental Health Act 1983
requiring a period of care in a general hospital will be placed under
Section 17 leave and the appropriate documentation completed.
The mental health, learning disability or CAMHS team will retain
responsibility for ensuring that the specialist mental health or learning
disability care needs of the patient are addressed in, and provided by,
the general hospital whilst they remain subject to the provisions of the
Mental Health Act 1983. This may involve daily telephone contact or
visiting. The mental state of the patient will be assessed regularly,
where this is deemed necessary, by an identified member of the Trust
clinical team who is familiar with the patient’s needs and their plan of
care. If the patient remains in general hospital after 24 hours then
transfer of care may be appropriate. The clinical team must inform the
general hospital psychiatric liaison service to assist with this process
and the change of responsible clinician. If the patient is transferred
under existing section then H4 (Section 19 - authority for transfer from
one hospital to another under different managers) must be completed.
6. Medication The written information that accompanies the patient
should detail the information necessary to ensure that medication
required to meet their specialist mental health or learning disability
needs can continue to be administered appropriately within the general
hospital unit.
7. Transfer back to a Trust inpatient or service Transfer should only
take place when the patient’s condition no longer requires medical or
inpatient nursing care to address their physical health needs and the
overriding health need is no longer physical in origin. It should also be
confirmed that the patient requires continuing inpatient mental health,
or learning disability care and that their physical health care needs can
be safely met within the mental health or learning disability unit. The
transfer arrangements will be organised by the general hospital team
and should not take place until the receiving unit have confirmed that
they are satisfied with the arrangements proposed and that the patient
is medically fit to return.
8. Discharge from the general hospital
If following a period of admission to a general hospital ward it is
identified by the Trust clinical team that the patient no longer requires
transfer back to a mental health or learning disability unit, it may be
appropriate for them to be discharged home directly from the general
hospital ward. This must be agreed by both the general hospital &
SPFT clinical teams and must be clearly documented in the patient’s
record. Any arrangements for follow-up care by the Trust clinical team
should be identified and communicated clearly to all those involved in
the patient’s care.

5 CONTACT
•

•

It is important that this information makes sense to you in your
role, if you are not clear, tell someone. If you still have
questions, ask!
Contact the Ward Manager or Matron for further
Information.

