This is an Interior Health CONTROLLED document. A copy of this document in paper form is not controlled and
should be checked aaainst the electronic file version to ensure accuracv

Administrative Policy Manual

[ )
) Interior Health
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AHO0300 NO REFUSAL - LIFE LIMB THREATENED ORGAN (LLTO) AND
PSYCHIATRIC BEHAVIOURAL EMERGENCY PATIENTS
1.0 PURPOSE
To ensure that all critically ill or injured patients (i.e. Adult, Pediatric, Obstetrical, Neonatal) and

behavioural emergency psychiatric patients are accepted by and receive definitive treatment in an
appropriate facility without delay in order to prevent significant morbidity and/or mortality

2.0 DEFINITIONS

Appropriate Facility:

A hospital within Interior Health (IH) with the appropriate Medical Staff
and resources to provide the treatment required for a critically ill or
injured patient

Appropriate Facility
for Behavioural
Emergency Patients:

The tertiary or service area hospital for that mental-health catchment
area (KGH, RIH, VJH, PRH, EKRH and KBRH)

BCPTN — BC Patient
Transfer Network:

A 24/7 provincial service to assist with the coordination of
emergent/urgent unscheduled, time sensitive patient transfers
requiring immediate intervention at receiving location

Psychiatric
Behavioural
Emergencies — LLTO
Decision Tree:

IH Guidelines to assist Medical Staff members in managing patients
with behavioural emergencies (see Appendix F)

Behavioural
Emergency
Psychiatric Patient:

A patient who presents in a highly agitated state due to a psychiatric
iliness, for whom a medical etiology has been ruled out and for whom
rapid tranquilization is impossible or has been unsuccessful (see
Appendix F).

IH Booking
Interfacility Transfer
Guidelines

IH Guidelines to guide priority transfers requiring emergent medical,
surgical or psychiatric care not available in the IH facility where a
patient is currently being treated (see Appendix D, E and F)

Life Limb and
Threatened Organ:

A critically ill or critically injured patient with an immediate life, limb or
organ threatening condition

Forensic Patient:

An individual remanded for psychiatric assessment by the judicial
system

Support Action Plan:

An administrative support process to assist with contingency-strategy
planning and associated risk mitigation (see Appendix E)
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Patient Trade:

The process by which a sending facility accepts a patient in trade,
where the referring and receiving Medical Staff members agree that a
patient is clinically appropriate for transfer, in order to vacate a critical-
care or acute-care bed in a receiving facility for a patient being
transferred under this policy. This is a “cascade” event whereby the
patient trade will create bed capacity in the receiving facility

Reason for Transfer:

The patient requires a higher level of care than is available at the
sending facility

Repatriation:

The requirement for a sending facility to accept its priority-transfer
patients back within 24 hours when the sending and receiving Medical
Staff members agree it is clinically appropriate to do so

Designated
Psychiatric Facilities:

Designated psychiatric facilities are all IH tertiary and regional service
area hospitals (KGH, RIH, VJH, PRH, EKRH and KBRH)

3.0 POLICY

3.1 No Refusal of Transfer

No tertiary or regional service area hospital within IH may refuse transfer of a critically ill,
critically injured or behavioural emergency psychiatric patient, where the care or
treatment required is available at the hospital, regardless of in-patient bed capacity,
except as per 3.2.

3.2 Exceptions

In dire circumstances, a Medical Staff member may only refuse a request for transfer of a
critically ill, critically injured, or a behavioral emergency psychiatric patient, if all three
steps of the Support Action Plan (see Appendix E) have been implemented, including:

1. all local and regional on-call administrative leaders (or designates) have been notified

as required

2. allinternal and external contingencies have been exhausted

3. the on-call Senior Executive Team Administrator (or designate) or on-call Executive
Medical Director authorizes the refusal then;

4. as per the IH Booking Interfacility Patient Transfer Guidelines (see Appendix D) and
Support Action Plan (see Appendix E) the sending physician will request that BCPTN
contact the closest alternate facility and appropriate physician specialist to facilitate
LLTO transfer

Note: Forensic patients mandated for a psychiatric assessment by the judicial system
must be assesed through regional correctional facilities, not an IH facility.
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3.4

3.5

3.6

3.7

3.8
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Obligation of the Receiving Facility

A receiving facility is obligated to accept the referral of a critically ill, critically injured, or a
behavioural emergency psychiatric patient; however, the receiving facility may transfer
another patient to the sending hospital, when necessary and where clinically appropriate,
to vacate a suitable bed at the receiving facility.

Obligation of the Referring Facility

A referring facility will accept a patient in transfer from the receiving facility, when
necessary and where clinically appropriate, to vacate a suitable bed for the patient being
transferred under this policy.

IH Call

Members of the IH Medical Staff on call for the appropriate service at a designated IH
facility will accept and admit patients from their call-coverage area just as they would if
they were providing coverage for one facility.

The facility at which this member of the Medical Staff is based must make appropriate
resources available to accept these patients. The facility’s senior administrator must
ensure that a process is in place to inform the admitting department and other
departments as appropriate (e.g., Emergency, OR, ICU) of the pending admission.

Repatriation

When clinically appropriate, a referring facility must accept its patient back within 24
hours of notification.

Higher Level of Care Not Available

Critically ill, critically injured or behavioural emergency patients who cannot receive the
required level of care within IH will be transferred to another Health Authority.

No Bed Available For Psychiatric Patient

Where a highly agitated psychiatric patient requires admission to a psychiatric unit and
no bed is available, the sending facility will follow the “Psychiatric Behavioural
Emergencies — LLTO Decision Tree” (see Appendix F), and request to speak to the on-
call Psychiatrist for the intended receiving facility. The on-call Psychiatrist will assist with
recommendations for stabilization of the patient and support the staff of the sending
facility until an alternate accepting designated psychiatric facility is secured through the
IH Booking Interfacility Patient Transfer Guidelines (see Appendix D) and Support Action
Plan (see Appendix E).
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3.10
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Accountability

Patients referred and admitted through this process will be reviewed by the Chief of Staff
and Site Administrator and, if necessary, by the Medical Advisory Committee to confirm
and evaluate:

appropriateness of transfer

contingencies required for treatment
treatment outcome

impact on services

complaints, concerns and QI opportunities

Refusal of a critically ill or injured patient, or a behavioural emergency psychiatric patient,
will result in a Critical Incident report for review by the appropriate Chief of Staff,
Psychiatry Department Head, and Health Service Area Psychiatry Clinical Lead,
Executive Medical Director and Site Administrator. The review will include:

e diagnosis/condition e diversion destination
o referring institution e treatment outcomes
e contingencies attempted e QI opportunities

e reasons for refusal

Critical Incidents
All critical incidents will be referred to the Executive Medical Director for follow-up. The

Executive Medical Director may refer these on to the Regional Medical Advisory
Committee for review and further action.

4.0 PROCEDURE

4.1

Referring Medical Staff Member

e contacts BCPTN to coordinate a transfer for a critically ill, critically injured, or
behavioral emergency psychiatric patient that requires emergency treatment not
available in the referring facility per the IH Booking Interfacility Patient Transfer
Guidelines (see Appendix D)

e coordinates through BCPTN arrangements to transfer patient to another health
authority if no transfer within IH is available for the critically ill or critically injured
patient

o for behavioural emergency patients (see Appendix F) — the referring medical staff
member will contact BCPTN and request to speak to the on-call catchment area
Psychiatrist

e speaks directly to and collaborates with the on-call catchment area Psychiatrist to
assist with assessing and managing the behavioural emergencies for the psychiatric
patient
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when a patient transfer request under this policy is refused, complete a ‘Transfer

Refused Referring Institution’ form (see Appendix A) and submit it to the facility
Chief of Staff and Site Administrator for follow-up

NOTE: a primary care facility may hold a certified psychiatric patient (whether that patient
is a psychiatric behavioural emergency patient or not) until the patient is stable for
transport to a designated facility.

4.2 Receiving Medical Staff Member

For non-psychiatric emergencies, the member of the IH Medical Staff at a tertiary or
regional hospital who accepts the referral of a critically ill or injured patient will:

notify the Emergency Department of the anticipated arrival of the critically ill or injured
patient

notify the Admitting Department of the anticipated arrival of the patient

notify the Anesthetist on-call, appropriate Surgeon on-call and Operating Room if
surgery is required

notify the Intensive Care Unit of the requirement for a critical care bed in anticipation
of the admission if appropriate

notify the obstetrician and pediatrician or neonatologist on-call and the nursery for
acute obstetrical and neonatal emergencies

notify the pediatrician on-call and the pediatric unit for pediatric emergencies
complete a ‘Transfer Accepted but Inappropriate’ form (see Appendix C) if the
accepted transfer is subsequently deemed to be inappropriate, and submit it to the
facility Chief of Staff and Site Administrator for follow-up

For psychiatric emergencies, the on-call Psychiatrist for a mental-health catchment area
who receives a request for a referral for a behavioural emergency psychiatric patient will;

ascertain whether there is an appropriate psychiatric bed or locked seclusion room
available;

notify the psychiatric unit that a behavioral emergency psychiatric patient is being
accepted

if no appropriate psychiatric bed or locked seclusion room is immediately available,
work with the charge nurse or Senior Administrator On-Call to create such a bed

if no appropriate psychiatric bed or locked seclusion room can be created anywhere
in the facility, then as needed the psychiatrist will continue to support the sending
physician with managing the behavioural emergency until the next closest alternate
designated psychiatric facility is secured by the sending facility, through the IH
Booking Interfacility Patient Transfer Guidelines (see Appendix D) and Support
Action Plan (see Appendix E).

complete a ‘Transfer Accepted but Inappropriate’ form (see Appendix C) if the
accepted transfer is subsequently deemed to be inappropriate, and submit it to the
facility Chief of Staff and Site Administrator for follow-up

Note: When a patient transfer request under this policy is refused, the requested
Receiving Physician or Psychiatrist must complete a ‘Transfer Refused Receiving
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Institution’ form (Appendix B) and submit it to the facility Chief of Staff and Site
Administrator for follow-up

4.3 Senior Administrator On-Call or Designate - Receiving Facility

e assist with arranging an appropriate bed for the critically ill, critically injured, or
behavioural emergency psychiatric patient being transferred including consideration
of trades and repatriation

e arrange for a 1:1 staff member — as appropriate or required

e assist with coordination when transferring another patient to the sending facility as
clinically appropriate and required

e complete a critical incident report if the requested transfer is refused (see Appendix
B - Transfer Refused Receiving Institution form), and submit a report to the
appropriate Executive Medical Director for follow-up

44 Senior Administrator On-Call or Designate - Referring Facility

e agree to accept, in consultation with the referring Medical Staff member, a patient in
transfer if necessary to accommodate the critically ill, critically injured patient, or
behavioral emergency psychiatric patient in the receiving hospital

4.5 Executive Medical Director

e assist/ participate as accessed through the Support Action Plan
e review critical incident reports as they are generated
e recommend and ensure appropriate follow-up action

5.0 Health Authority Medical Advisory Committee (HAMAC)

e review this policy, its implementation and operationalization one year after its approval by the
IH Board of Directors

6.0 Appendices

Appendix A — Transfer Refused Referring Institution Form

Appendix B — Transfer Refused Receiving Institution Form

Appendix C — Transfer Accepted - Inappropriate Receiving Institution Form
Appendix D — Booking Interfacility Patient Transfer Guidelines

Appendix E — Support Action Plan

Appendix F — Psychiatric Behavioural Emergencies LLTO Decision Tree
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APPENDIX A

V ) Interior Health

Transfer Refused
Referring Institution

AH0300 — No Refusal Policy

(To be completed by)
Referring Physician/Facility

Name of Referring Facility Name of Referring Physician

Facility to which Patient Referred Patient Identifier (Hospital Number)
Diagnosis/condition of Patient Date/Time of Request for Transfer (dd/mmfy)
Declining Physician/Facility Reason(s) for Refusal

Contingencies attempted (eg: Patient Trade)

BC Patient Transfer Network Called [] Yes [ No

Patient’s Final Destination Date/Time of Transfer (ddimmiyy)

Condition of Patient at Time of Transfer (if different foorm above)

Pertinent Information

Submit to Executive Medical Director

Medical Director

Obtain completed forms from refusing facility Chief of Staff, attach and refer to next Executive Medical
Directors meeting for final review

826100 June 2015
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APPENDIX B

V ) Interior Health

Transfer Refused
Receiving Institution

AHO0300 — No Refusal Policy

(To be completed by)
Receiving Physician/Facility

Name of Receiving Facility Name of Receiving Physician

Name of Referring Facility Name of Referring Physician

Patient Identifier (Hospital Number) Stated Diagnosis/Condition of Patient
Date/Time of Referral (dd/mmiy) Date/Time of Arrival (dd/mmiy)

Reason(s) for Refusal

Pertinent Information

Submiit to Facility Chief of Staff

(To be completed by)
Facility Chief of Staff

In your opinion was this refusal appropriate? [JYes [INo
Could anything else have been done by the Physician(s) to odate this patient? [JYes [INo
Are there any Quality Improvement opportunities identified in this case? [JYes [INo
Referred to Medical Advisory Committee [JYes [INo

Submit to Executive Medical Director

826102 June 2015
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APPENDIX C

V ) Interior Health

Transfer Accepted-lnappropriate
Receiving Institution

AHO0300 — No Refusal Policy

(To be completed by)
Receiving Physician/Facility

Name of Referring Facility

Name of Referring Physician

Name of Receiving Facility

Name of Receiving Physician

Patient Identifier (Hospital Number)

Diagnosis/Condition of Patient

Date/Time of Referral (dd/mmfy)

Date/Time of Arrival (dd/mmly)

Contingencies Required (patient trade)

Impact on Services in Receiving Facility

‘Why Transfer Inappropriate

Submit to Facility Chief of Staff

(To be completed by)
Facility Chief of Staff

Are there any Quality Impr opportunities identified from this case? [JYes [JNeo

Referred to Medical Advisory Committee [1Yes [INo

Submit to Executive Medical Director

826101 June 2015
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APPENDIX D

Intenor Health Patient Transfer Guidelines*

Evony wltirs *all times are communicated in Pacific Time (PT)
Patient meets Life, Limb, T':"'eate“_ed Organ Clinical condition may include but not limited to:
(LLTO) criteria or requires immediate l I BC Patient
intervention at receiving location = Compromised airway = Major burns BCE S| Transfer Network

and/or breathing = Hot stroke AC Emengency Health Services
RED (Emergent, Unscheduled, Time Sensitive) [Ril€si il = Intracranial hemorrhage
circulation = Major head injury

* Acute myocardial = Acute surgical emergency :" BC PTN

infll"c_tiofl (STFHI} = Psychiatric behavioural
= Aortic dissection or emergency

ruptured aortic = Pediatric emergency 1-866-233-2337

aneurysm = Acute obstetrical and neonatal
= Major/palytrauma

Refer to |H No Refusal Pc:llc:..f AH0300

Refer to On Call Specmllst for smgle system injury wlﬂ'lout major mechanlsm of injury;
Refer to Emergency Physician for major trauma and/or single system injury with major mechanism
Refer to Psychlatrll: Behavln:lural Emer‘ge ncies — LLTO Decmn:ln Tree

E .
) Interior Health

Patient hemodynamically stable (all levels of Presentation may include but not limited to:

acuity); organized and/or scheduled; . I H PTO

may include a time constraint = Scheduled higher level of care consultations

(e.g. emergency department to higher level of care) £

= Scheduled cardiac catheterization e On”ﬂ'e.‘

GREEN (Scheduled, All Levels of Acuity) = Acute care admissions (e.g. medical, surgical, .

intensive care to intensive care) httf}ﬁb atienttransport

® Procedures (e.g. gastro-intestinal procedures)

* Diagnostic imaging (e.g. ultrascunds)

. E‘;Pﬂ;iiﬁo'} e eeris vefor 1o NomMedica M-F: 0630-1830h

L Ischarges (assis care cr la, reter n-redical . _
Algorithm (algo)) W/E&Stats: 0800-1 600h

After Hours Reference:
Escalation of Serious Tra.nsporta.tlon Challenges follow phone menu prompts
Refer to IH Support Action Plan hitp/insidenst interiorheaith ca/ Clinical’ ] ! 3 ration?

Non-Medical Algo http/finsidenet interiorhealth.ca/Clinical/transport/Diocuments/Non-Medical%20Transport¥%20Algorithm. pdf transport/Documents/Patient 0T ransfer
)00 idelines 2005200 Afeet00

Patient Fees sk&10Reference pdf

Revised December 7, 2016
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APPENDIX E

Support Action Plan

Patient Care and Non-Patient Care Events

Purpose: The goal is to bring together individuals with the appropriate authority to collaboratively problem

solve critical issues in a timely manner on a 24/7 basis.

Patient Care Event: An event in which the patient has a medical and/or resource requirement that exceeds

the facility’s ability to manage it

The lead is the referral facility until a contingency is found.
Patient centered focus: right care, right facility, right time, and as close to the patient’s home as possible.

MNon-Patient Care Event: An event that poses extreme risk to normal Health Service Cperations and/or the

public’s confidence in the health care service.

Support Action Plan Activation Mumbers
I. Call appropriate toll free Activation number
2. Request applicable area/site/program Contact

Acute and Residential 1-855-851-4070
Tertiary 1-855-851-4085
Community Integration 1-855-851-4194
Mental Health & Substance Use 1-855-851-4194
Health Protection 1-855-851-4184
Communications 1-855-851-4195
Medical Health Officer 1-866-457-5648
Emergency Response 1-855-851-4193
IH Transport Advisor Physician 1-844-852-5653
SET & EMD 1-855-851-4195

MNotification of Senior Executive Team (SET) on-call 1-855-851-4195
Senior Executive Team (SET): SET on-call should be contacted for all major issues and/or critical events related to patient. staff, safety or any incident cutside of
normal activities regardless of Step. Manager (Level 3 on-call) to inform the Administrator (Level 2 on-call) who will in turn contact SET (Level | on-call).
Contact Communications on-call 1-888-851-4195 for any issues that may have the potential for political and'or media implications.

Step | Step 1 Step 3
Motify Manager (Level 3 on-call) - Motify Administrator (Level 2 on-call) H Motify Senior Executive Team (SET) and/or
. ) . _ Executive Medical Director (EMD)
Site-specific issue which may include. but is not limited Issues which may span multiple sites. and/or may {Level | on-call)
to: Challenge with a patient referral to higher level of have the potential for political and/or media Senior Executive Team (SET): Major issues andlor
care; clinical practice; staffing and/or facility issue. implications. critical events which may draw upon multiple
) ovErnment agencies for support and'or have political
Response benchmark 20 minutes. Response benchmark 10 minutes. End!or medi:?;plications 5
Patient care events may require team to: Patient care events may regquire team to: Executive Medical Director (EMD): Complex
I. Cansult staff and physicians. | Consult facility/program manager(s) and issues which require advisement for medical/clinical
2. Consult facility supervisor. physician leaders. and/or physician resource issues.
3. Consult supporting stakeholders. 1. Explore alternative solutions.
Event requires:

i R upporting Stakchulse gy I, Site Adminsiratorf1SA Administrator fo contact
Additional Supporting Stakeholders may include: include: SET member or EMD
BC Patient Transfer Metwork (BCPTM) BC Patient Transfer Network (BCPTN) 2 Identify impasse

1-866-233-2337 1-866-233-1337 3. Explore contingencies
IH Patient Transport Office (IH PTO) IH Patient Transport Office {IH PTO) i .

|-B66-919-4423 1-B66-929-4473 _A.d::llg:nal Supporting Stakeholders may

i - . include:

IH Transport Advisor Physician (IH TA) IH Transport Advisor Physician (IH TA) m

|-544-852-5653 1-844-852-5653 : g";ﬂ:fm:ar? [l cal
Mon-patient care events may require: Non-patient care events may require: i .
Escalation to Manager (Level 3 on-call) Escalation to Administrator (Level 2 on-call} It gency Resy Director on-call

WO

CONTINGENCY FOUND

H |

CONTINGENCY FOUND

CONTINGENCY FOUND

Support Acfion Plan Diagrmm — Revised Apnl 13, 2017

71
|

SET AUTHORIZED DIVERSION
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APPENDIX F

®
Interior Health Psychiatric Behavioural Emergencies
€wn, maiters W &
LLTO Decision Tree
‘ Patient (Pt) with Psychiatric Symptoms in Emergency Department (ED) *
‘ [
v
Emergency Room Physician (ERP)
+- M.H.E.S. Assessment
on-Call Psychiatrist
consultation available
24/7 at referral facility :
1-866-233-2337 no——< IS FLHIglY ™, ves
BC Patient Transport 9 :
Network 1. Arrange transfer to
- ED in designated
Neuro/Substance facility for ;
problems be adequately Assessment
assessed/managed at NOM2. Consider On-Call
your site as per Psychiatrist
Guideline?! con_s_ultanonA
Qutpatient leNG Does Pt require 3. Stabilize an'd manage
Follow up Admission? as appropriate.

YES

YES
Contact local

catchment area

1. Determine differential diagnosis to rule out substance induce state
through Diagnostics (i.e. lab)
2. Consider consultation advice from on-call psychiatrist

Hospital for
Admission Are psychiatric
. [€NO symptoms likely to ‘
g:;cuss‘ i clear within 23 If Primary Psychiatric If Substance
ermine Etiology Induced without -
transfer time to OR et If Medically
fecevingisie Substance Induced with Symptoms [idiced
YES Concurrent Psychiatric (ie. Psychosis)
Symptoms
Stabilze in Rural v‘
Stabilize and
1. Attempt Stabilization with Refer to
Sedatives/Anti-psychotics Medicine
See IH Guidelines on Medications

for the Treatment of Severe
Agitation and Aggression 2

2. Consider consultation advice
from on-call psychiatrist

YES._

M.H.E.S = Mental Health Emergency Services

Is Pt
Behaviorally
Stabilized?

NO
Y

Stabilize & Refer to MHSU
Resource as per local guidelines
1. Community Based Program
2. Medical Admission
3. Psychiatric Admission

—

MHSU= Mental Health & Substance Use

1= Guideline — Guideline for medical

Assessment of Psychiatric Patients in the catchment

Meets psych admission criteria, highly agitated
and requires locked seclusion room at local

BC Patient Transfer Network '
(BCPTN) definition of a RED
Patient is someone that has

area hospital
an immediate threat to life, |

Emergency Department available on InsideNet
2 = See form # 845005 on InsideNet

845006 Jun 10-15

limb or organ or requires l
immediate intervention at the
receiving site '

L
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