Transfers from the CLC
1. You may be called by the CLC (VA nursing home/SAR) for a rapid response or code blue
2. Rapid responses are managed by the medicine team. Codes are managed by the ICU
3. If transfer to the hospital is deemed appropriate, a Level of Care (such as Medicine, Telemetry, PCU, ICU etc.) decision needs to be made by the team assessing the patient. If ICU LOC is needed, the MICU team will take over.
4. Physicians are the ultimate decision maker, but nursing supervisors can help provide clarity on scope of practice at each level (such as frequency of monitoring etc.)
5. CLC transfers DO NOT go to the ED
6. The accepting team (medicine or ICU) places the ADT order for transfer
7. Nurse manager/supervisors will arrange for a bed and ensure transfer occurs
8. The ICU nurse to stay if transfer is needed. Transfers should occur within 30 minutes. If there are undue delays the ICU crash bed can be used. 
9. There is always a physician on call for the CLC, medicine teams, and ICU if there are questions. CLC primary attending should be notified of any events(5pm-7:30am notify the on call CLC team). The on-call accepting team attending should also be notified (medicine or ICU)
10. For falls with c/f significant trauma- assess them as you would an inpatient fall and image as you deem necessary and engage the approp. consult services if needed. For fractures, reach out to orthopedics and they will determine if transfer to an OSH is needed. For lacerations needing repair, reach out to surgery.
11. If transfers to an OSH is needed for a procedure or capability not available at the DCVA, please refer to the process in the dcvamedres.com site.  Examples include LVO intervention, EEG etc. On Call Physicians can help clarify these capabilities if in doubt.

· Primary nurse (floor nurse) should continue to be primary nurse. Their other assignments are to be temporarily reassigned to other nurses by charge nurse.
· ICU nurse, supposed to do IV, provide meds, be knowledge leader for what can and can’t be done. Serves at leader if residents are not at RRT. If transfer of care, they should stay with patients until physically moved to inpatient or ICU bed (as not within floor nurses’ scope of practice).
· Nurse supervisor: supposed to help with reassignment of primary nurse responsibilities. Supposed to drive the transfer process and again serve as expert to what can and can’t be done regarding levels of care.
 

