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1. Background  
This guidance has been compiled to aid decision making and communication when 
repatriating neonates to their local neonatal service within the network. The 
aim is to make changes to improve both EFFICIENCY and SAFETY.  
 
There is clear pre-existing guidance regarding where babies should receive intensive 
care, high dependency care, special care, cardiac care, and surgical care (Neonatal 
Services Specification). This guidance supports the process of repatriation to 
local neonatal services, once the services provided in specialist centres are no 
longer required. This is to ensure both the flow within the network and that babies 
and families receive the highest quality care as close to home as possible (Toolkit 
High Quality Neonatal Services (Department of Health, 2009)).  
 
The decision to repatriate for local care should only be considered when the baby’s 
condition is stable, the continuous input of a tertiary specialist centre is no 
longer required, the baby’s weight is sufficient and safe transport can be 
undertaken. This decision should be agreed by the clinical team responsible for the 
care of the baby in the referring hospital and receiving hospital, whilst keeping the 
family fully informed. Before initiating the repatriation planning conversation with the 
local unit, the referring team needs to ensure that adequate medical care is available 
at the local unit (see Appendix 1, 2 & 3).   
 
There are approximately 1500 neonatal repatriation journeys across the London 
Neonatal ODN each year. Due to current limited capacity, only some of these 
elective repatriation transfers are undertaken by the Neonatal Transfer Service 
(NTS). Many are performed by individual neonatal units. The purpose of this 
document is to provide guidance to ensure that all elective repatriation transfers, in 
house or using a transport service, are adhering to the same safe processes.   
 
  

2. Effective communication for safe repatriation & the repatriation communication 

record (Appendix 3)  
Historically, conversations prior to repatriation are often not well documented. This 
can result in confusion and delays. This guideline encourages the use of a 
proforma (Appendix 3) to keep clear records of every repatriation discussion that 
takes place regarding each baby. Easily accessible locally held records of all 
preceding conversations should improve subsequent communication.  
 
It is advisable to commence the initial conversations with the local unit soon after a 
baby is admitted. This helps neonatal units to keep track of their outliers. There can 
then be an ongoing dialogue to try and facilitate transferring the baby as soon as it is 
safe to do so. This will ensure that care can be provided as close to home as 
possible, when it is safe to do so, and in turn facilitate flow within the network. It is 
essential that both referring and receiving units document all conversations with 
each other. The repatriation process should be a combined medical and nursing 
progressive communication. In more complex babies there will often be a series of 
discussions as the baby is medically progressing to a point where transferring the 
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baby safely can be agreed. In more complex babies it should be considered whether 
a multidisciplinary cross site meeting (involving both referring and receiving 
neonatal units) needs to take place before the repatriation itself can occur. This can 
help ensure that receiving units have the correct resources and expertise for this 
baby. For example:  does the receiving unit have the necessary AHPs? Is further 
training required to enable transfer of a baby with a tracheostomy etc? 
 
The transfer itself is a stressful experience, especially for an extremely preterm baby 
and their family. The referring hospital consultant needs to carefully consider if it is in 
the best interests of the baby to undertake a transfer at this time and that the local 
unit has the resources, expertise and sufficient detail to provide seamless ongoing 
care (Appendix 1, 2 & 3).   
 
Both nursing and medical handovers are an essential part of safe repatriation. A 
single detailed medical handover to an SpR or Consultant, that is clearly 
documented, would make the process more efficient. To enable this to occur in a 
timely way, it would be helpful to encourage local practice that enables relatively 
unhindered access to the duty SpR or Consultant for these conversations to take 
place. This can help prevent transfers being delayed by several hours in relatively 
straight forward routine repatriations. A detailed nursing handover is crucial to 
ensuring continuity of the nursing care elements, which will help both the baby and 
the family settle into the receiving unit. 
 
It is recommended that all receiving units should prioritise assessing their capacity to 
accept repatriations early in the day, ideally before the morning ward round, so that 
transfer conversations can also be completed promptly. This in turn allows the 
transport team to dispatch as early as possible, therefore maximising the number of 
transfers that can be undertaken in a day and in turn facilitating capacity 
management for the whole network.  
 

3. Paper Records 
We recommend keeping a repatriation file near the medical/nursing station to hold 
the transfer proformas prior to the baby arriving. Following arrival, the proforma can 
be transferred to the baby’s medical record as a record of the process leading up to 
the transfer itself. This can assist with any governance issues related to the 
transfer. This proforma is not a replacement for a discharge summary. We would 
advocate referring units providing full access to a discharge summary or summary of 
care using the BREAKGLASS function in BadgerNet, if possible. See Appendix 6.   
 
 

4. Digital solutions   
Some neonatal units may prefer to prepopulate the proforma digitally. This can be 
done directly from the babies EPR (Electronic Patient Record). This needs to be set 
up locally, depending on the EPR digital solution in place. By arrangement between 
individual neonatal units, the form can then be shared via MS TEAMS, with both 
referring and receiving units being able to access and edit the document. The 
document can subsequently be loaded to a digital EPR, or printed for written notes.   
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5. Individual neonatal unit differences 
The appropriateness of a repatriation transfer will depend on both the clinical 
condition of the baby and the facilities/expertise available at the receiving unit. The 
facilities/expertise provided at an LNU are very different from a SCBU. This affects 
the repatriation thresholds for these units. These differences are described in more 
detail in Appendices 1 & 2.  
 
 

6. Weight and Gestational age restrictions  
The weight and corrected gestational age thresholds for considering safe transfer of 
a preterm baby vary from the thresholds used for keeping a baby in an LNU 
or SCBU at the time of delivery. This is because babies become more robust and 
better able to tolerate elective transfer, as they gain weight and maturity. However, 
the transfer itself, despite the best endeavours to maintain a calm environment, may 
still be a stressful experience.  
 

The weight threshold for repatriation is ≥1000g. However, babies in the 800-1000g 

range may be considered for transfer in specific cases where they are considered 
very stable and safe for transfer, following discussion and agreement with the 
receiving unit. The specific repatriation weight thresholds for each neonatal unit are 
described in Appendices 1 & 2. 
   
The corrected gestational age threshold for repatriation transfer to an LNU is 

generally ≥27 weeks, and to a SCBU ≥30 weeks. However, individual units, due to 

their local resources, have stipulated their thresholds as stated in Appendices 1 & 2. 
 

7. Retinopathy of prematurity (ROP)  
Handing over when a baby being repatriated is due for their next ROP screening is 

vital to allow the receiving unit to organise timely ophthalmology review. A discussion 

about the severity of the ROP can also sometimes alter the timing of the repatriation 

transfer if intervention is imminently expected. 

 

8. Ventricular taps and tapping a ventricular reservoir  
‘Ventricular tap’ is named as a criteria for the repatriation thresholds because only a 
few LNUs are able to repatriate babies who are likely to need this intervention. 
However ‘ventricular reservoir in situ’ is not a repatriation criteria, as it is not 
anticipated that this would be a reason for refusing repatriation. All 
paediatric/neonatal services would be expected to be able to perform the procedure 
of ‘tapping a ventricular reservoir’, if required.  
 

9. Parental preparedness 
It is essential to keep parents informed from the time of admission to the specialist 

centre, that repatriation to their local unit will take place when their baby is safe for 
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transfer and no longer needs the services of the specialist centre. Parents will need 

to be prepared both for the prospect of the transfer itself and for the likely differences 

that they will encounter in their local neonatal unit.  Referring and receiving units 

should work in partnership with parents during this process. Many neonatal units 

offer online virtual tours or face to face visits and each unit has information booklets. 

It is important that parents are made aware of these resources.  

 

10. Medical review on the day of transfer 
All babies should be examined by a senior clinician on the day of the transfer to 

ascertain ‘what is the baby like right now?’ This is to be certain that the decision to 

initiate a repatriation journey remains appropriate.  

We would advocate the use of a transport checklist on the day of transfer such as 

the example in Appendix 4.  

 

11. Refusing transfer 
The decision to refuse a transfer should be documented in the communication 

proforma (Appendix 3). This should be a consultant and/or matron decision. To 

ensure efficiency within the network, clinical reasons to refuse transfer should not 

include completing a course of antibiotics. The lack of a cubicle for isolation of the 

baby is also not a criteria for refusal. 

 

12. Out of area/sector babies 
Please prioritise accepting transfers for babies born out of area, to ensure they 

are repatriated to a hospital nearer to home, as early as it can safely be done. 
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13. Repatriation flow chart  
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Appendix 1  

North Central London 

 

University College 
London Hospital  

Royal Free 
London/ Barnet 
Hospital 

Whittington 
Health 
/Whittington 

Royal Free 
London/ Royal 
Free  

Great Ormond 
Street Hospital for 
Children  

Designation  Medical NICU LNU LNU SCU Surgical NICU 

Weight restriction No  ≥ 800g ≥ 800g >1200g No 

Gestational 
restriction No ≥ 27 weeks ≥ 27 weeks  ≥32 weeks No 

Respiratory support  

HHFNCO2/ CPAP Yes Yes Yes No Yes 

Feeding 

Hourly NGT feeds Yes Yes Yes Yes Yes 

NJT – accept Yes Yes Yes Yes Yes 

Continuous feeds Yes Yes Yes No Yes 

Intravenous access 

Long line Yes Yes Yes No  Yes 

Broviac Lines Yes Yes Yes No  Yes 

Neurological  

Ventricular taps Yes Yes Yes No  Yes 

Convulsions Yes Yes Yes Yes Yes 

Other 

Stoma Care Yes Yes Yes Yes* Yes 

Tracheostomy care Yes Yes Yes No  Yes 

Palliative care Yes Yes Yes Yes* Yes 

Would you 
consider taking a 
baby back on PN?  Yes Yes Yes  No  Yes 

Would you 
consider taking a 
baby back  with 
the combination of 
PN and non-
invasive 
ventilatory support 
(high flow or CPAP)  Yes Yes Yes  No  Yes 

Any other 
comments      

*stoma and 
palliative care 
patients are 
accepted based on 
individual 
discussions.    
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North West London 

 

Imperial 
College / Queen 
Charlotte's  

Chelsea 
&Westminster  

Imperial 
College /  
St Mary's  

London NW 
University 
Hospital/ 
Northwick Park Hillingdon 

Chelsea 
&Westminster/ 
West Middlesex  

Designation  Medical NICU Surgical NICU LNU LNU LNU SCU 

Weight 
restriction No No ≥800g ≥800g ≥800g ≥1000g 

Gestational 
restriction No No ≥27 weeks ≥27 weeks ≥27 weeks ≥30 weeks 

Respiratory support  

HHFNCO2/ 
CPAP Yes Yes Yes Yes Yes Yes 

Feeding 

Hourly NGT 
feeds Yes Yes Yes Yes Yes No* 

NJT – accept Yes Yes Yes Yes Yes No 

Continuous 
feeds Yes Yes Yes Yes Yes No 

Intravenous access 

Long line Yes Yes Yes Yes Yes Yes 

Broviac Lines Yes Yes No No No Yes 

Neurological  

Ventricular taps Yes Yes Yes Yes No No 

Convulsions Yes Yes Yes Yes Yes Yes 

Other 

Stoma Care Yes Yes Yes Yes Yes Yes 

Tracheostomy 
care Yes Yes Yes  Yes Yes No 

Palliative care Yes Yes Yes Yes Yes Yes 

Would you 
consider taking 
a baby back on 
PN?  Yes  Yes Yes  Yes Yes  Yes 

Would you 
consider taking 
a baby back  
with the 
combination of 
PN and non-
invasive 
ventilatory 
support (high 
flow or CPAP)  Yes  Yes Yes Yes Yes  Yes 

Any other 
comments         * 2hourly 
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North East London 

 

Homerton 
University 
Hospital 

Barts 
Health/  
The Royal 
London 
Hospital 

BHR Hospitals 
/Queen's 
Hospital, 
Romford 

Barts Health/ 
Newham 
University 
Hospital 

Barts Health /  
Whipps Cross 
University 
Hospital 

North 
Middlesex 
University 
Hospital 

Designation  Medical NICU Surgical NICU LNU LNU LNU LNU 

Weight restriction No No ≥800g ≥800g ≥1000g ≥1000 

Gestational restriction No No ≥27 weeks ≥27 weeks ≥27 weeks ≥27 weeks 

Respiratory support  

HHFNCO2/ CPAP Yes Yes Yes Yes Yes Yes 

Feeding 

Hourly NGT feeds Yes Yes Yes Yes Yes Yes 

NJT – accept Yes Yes Yes Yes Yes Yes 

Continuous feeds Yes Yes Yes Yes Yes Yes 

Intravenous access 

Long line Yes Yes Yes Yes Yes Yes 

Broviac Lines Yes Yes No Yes Yes* Yes 

Neurological  

Ventricular taps Yes Yes Yes Yes Yes* Yes 

Convulsions Yes Yes Yes Yes Yes** Yes 

Other 

Stoma Care Yes Yes Yes Yes Yes Yes 

Tracheostomy care Yes Yes No No Yes*** Yes 

Palliative care Yes Yes Yes Yes Yes*** Yes 

Would you consider 
taking a baby back on 
PN?  Yes  Yes Yes Yes Yes Yes 

Would you consider 
taking a baby back  
with the combination 
of PN and non-
invasive ventilatory 
support (high flow or 
CPAP)  Yes  Yes Yes Yes Yes Yes 

Any other comments     *cardiac   

*with notice so 
training can be 
provided 
**if there is a 
plan of 
escalation  
***these pts 
usually go to the 
children’s ward 
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South East London 

 

Guy’s and St 
Thomas’/ 
Evelina London 
Children’s 
Hospital 

King’s College 
Hospital/ King’s 
College Hospital  

Lewisham & 
Greenwich / 
University 
Hospital 
Lewisham 

Lewisham & 
Greenwich / 
Queen Elizabeth 
Woolwich 

King’s College 
Hospital / 
Princess Royal 
UH 

Designation  Surgical NICU Surgical NICU LNU LNU SCU 

Weight restriction No No ≥800g ≥800g ≥1000g 

Gestational restriction No No ≥27 weeks ≥27 weeks ≥30 weeks 

Respiratory support  

HHFNCO2/ CPAP Yes Yes Yes Yes No* 

Feeding 

Hourly NGT feeds yes Yes Yes Yes Yes 

NJT – accept Yes Yes Yes Yes No   

Continuous feeds Yes Yes Yes Yes No    

Intravenous access 

Long line Yes Yes Yes Yes No   

Broviac Lines Yes Yes No No No   

Neurological  

Ventricular taps Yes Yes Yes Yes No   

Convulsions Yes Yes Yes No No   

Other 

Stoma Care Yes Yes Yes Yes No   

Tracheostomy care Yes Yes Yes Yes No   

Palliative care Yes Yes Yes Yes No   

Would you consider taking a 
baby back on PN?  Yes  Yes Yes Yes  No 

Would you consider taking a 
baby back  with the 
combination of PN and non-
invasive ventilatory support 
(high flow or CPAP)  Yes  Yes Yes Yes  No 

Any other comments       

*No to CPAP, yes 
to high flow 
<6LPM and <40% 
O2 
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South West London 

 

St George's 
University 
Hospital 

Croydon 
Health 
Services/ 
Croydon 
University 
Hospital 

Epsom and St Helier /  
St Helier Hospital  

Kingston 
Hospital 

Epsom and St 
Helier / 
Epsom General 

Designation  Surgical NICU LNU LNU LNU SCU 

Weight restriction No ≥800g No ≥800g No 

Gestational restriction No ≥27 weeks ≥27 weeks ≥27 weeks ≥34 weeks 

Respiratory support  

HHFNCO2/ CPAP Yes Yes Yes Yes No 

Feeding 

Hourly NGT feeds Yes Yes Yes Yes No 

NJT – accept Yes Yes Yes Yes No 

Continuous feeds Yes Yes Yes Yes No 

Intravenous access 

Long line Yes Yes Yes Yes No 

Broviac Lines Yes Yes* No Yes No 

Neurological  

Ventricular taps Yes Yes* Yes Yes* No 

Convulsions Yes Yes Yes Yes No 

Other 

Stoma Care Yes Yes Yes Yes Yes 

Tracheostomy care Yes Yes Yes Yes No 

Palliative care Yes Yes Yes* Yes No 

Would you consider taking 
a baby back on PN?  Yes Yes Yes Yes No 

Would you consider taking 
a baby back  with the 
combination of PN and non-
invasive ventilatory support 
(high flow or CPAP)  Yes Yes Yes Yes No 

Any other comments   

*Subject to 
case by case 
review  

*As vent taps 
are rarely used, 
training would 
be required   
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Appendix 2.1 

Out of London unit thresholds  

Trust/Hospital 

St Peter’s Hospital 
(Chertsey, 
Runnymede, 
Surrey) 

Medway 
Maritime Hospital 
(Gillingham, Kent) 

Conquest Hospital 
(Hastings, Sussex) 

East Surrey Hospital 
(Redhill, Surrey 
&Sussex) 

William Harvey 
Hospital (East 
Kent) 

Designation  Medical NICU Medical NICU SCU LNU Medical NICU 

Weight restriction No  No No ≥800 g No 

Gestational restriction No No No ≥27 weeks No 

Respiratory support  

HHFNCO2/ 
CPAP Yes Yes No* Yes Yes 

Yes 

Hourly NGT feeds Yes Yes Yes Yes Yes 

NJT – accept Yes Yes No Yes*  Yes 

Continuous feeds Yes Yes No Yes**  Yes 

Intravenous access 

Long line Yes Yes No Yes Yes 

Broviac Lines Yes Yes No No No 

Neurological  

Ventricular taps Yes Yes* No Yes No 

Convulsions Yes Yes* No Yes*  Yes 

Other 

Stoma Care Yes Yes Yes Yes Yes 

Tracheostomy care Yes Yes* No Yes Yes* 

Palliative care Yes Yes Yes Yes Yes 

Any other comments 

Update for 
tracheostomy care 
would be needed. 

*with guidance 
from referring 
hospital 

No TPN, Tolerating 
full feeds, off 
ventilation/ CPAP 
for 48hrs 
*Optiflow, if 
weaning 

*subject to 
discussion with  
Consultant 
**with discussion as 
need to ensure 
there is an enteral 
feed pump on the 
unit *with training 
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Appendix 2.2 

Additional out of London Hospitals- East of England LNUs 
 

  

Basildon 
& 
Thurrock  

Broom- 
-field   

Colches-
-ter  Harlow   

 
Ipswich  Lister  

Peter-
borough  

Queen 
Elizabeth 

Hospital 
King’s 
Lynn 

South-   
-end   Watford  

  LNU LNU LNU LNU LNU LNU LNU LNU LNU LNU 

Respiratory 

HHFNC02 / 
CPAP  

Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes 

Weaning  Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes 

Feeds 

NGT 
Frequency  

Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes 

NJT accepted  Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes 

Continuous 
feeds   

Yes Yes Yes Yes Yes Yes 
Case by 
case  

Yes Yes No 

Thresholds  

Weight 
restriction   

≥800gms  
≥800g
ms  

≥800gm
s  

≥800gm
s  

≥800gm
s  

≥800g
ms  

≥800gms  
≥800gm
s  

≥800gm
s  

≥800gm
s  

Gestational 
restriction   

≥27 wks  
≥27 
wks  

≥27 
wks  

≥27 
wks  

≥27 
wks  

≥27 
wks  

≥27 wks  
≥27 
wks  

≥27 
wks  

≥27 wks  

Access 

Long line   Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes 

Broviac/hickm
an lines   

Yes Yes No No Yes Yes Yes Yes No Yes 

Ventricular 
taps   

No Yes 
Unknow
n 

No Yes Yes Yes Yes No  Yes 

Convulsions  Yes Yes stable  Yes Yes Yes Yes Yes Yes Yes 

Any other 
comments  

        

End of 
life 
individual 
discussio
n   
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  BTUH  
Broomfiel
d   

Colchest
er  

Harlow 
  Ipswich   Lister   

Peter-
boroug
h  QEHKL  

Southen
d   

Watfor
d   

  LNU LNU LNU LNU LNU LNU LNU LNU LNU LNU 

Respiratory 

HHFNC02 / 
CPAP  

Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes 

Weaning  Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes 

Feeds 

NGT 
Frequency  

Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes 

NJT accepted  Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes 

Continuous 
feeds   

Yes Yes Yes Yes Yes Yes 
Case by 
case  

Yes Yes No 

Thresholds  

Weight 
restriction   

≥800g
ms  

≥800gms  
≥800gms
  

≥800g
ms  

≥800gms
  

≥800g
ms  

≥800g
ms  

≥800g
ms  

≥800gms
  

≥800gm
s  

Gestational 
restriction   

≥27 
wks  

≥27 wks  ≥27 wks  
≥27 
wks  

≥27 wks  
≥27 
wks  

≥27 
wks  

≥27 
wks  

≥27 wks  
≥27 
wks  

Access 

Long line   Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes 

Broviac/hick
man lines   

Yes Yes No No Yes Yes Yes Yes No Yes 

Ventricular 
taps   

No Yes 
Unknow
n 

No Yes Yes Yes Yes No  Yes 

Convulsions  Yes Yes stable  Yes Yes Yes Yes Yes Yes Yes 

Other           

End of 
life 
individua
l 
discussio
n   

          

           
 

Additional out of London Hospitals- East of England SCUs 
 

  Bedford   Hinchingbrooke  James Paget   West Suffolk   

Designation SCU SCU SCU SCU 

Weight restriction   ≥1000gms  ≥1000gms  ≥1000gms  ≥1000gms  

Gestational restriction   ≥30wks  ≥30wks  ≥30wks  ≥30wks  

Respiratory 

HHFNC02 / CPAP  Yes  Yes  Yes  Yes  

Weaning  Yes  Yes  Yes  Yes  

Feeds 

NGT Frequency  hourly  hourly  Yes  Yes  

NJT accepted  Yes  No No  Yes  
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Continuous feeds   Only NJT   No No Yes  

Access 

Long line   Yes  Yes  Yes  Yes  

Broviac/hickman lines   Yes  No Yes  Yes  

Ventricular taps   No No No Yes  

Convulsions    No No Yes  

Any other comments 
Palliation individual 
discussion   

Limit 2 babies on 
HHFNC/CPAP  

Stoma babies if 
surgeons will review 
at JPH   
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Appendix 3 

Repatriation communication record 
Think! Efficiency and flow to ensure patients are cared for closer to home when it is safe to do so 

The purpose of this form is to ensure that the conversations between the referring and accepting units are all 

documented and to support a safe handover or to document the decision making to reject/delay repatriation. It is 

anticipated that the initial conversation will often be senior nurse to senior nurse. This document is designed to record all 

repatriation conversations between both the nursing and medical teams as a combined record. Whenever possible, 

receiving units should prioritise medical handover conversation for repatriations, as early as possible in the day, to 

facilitate the transport teams and flow within the network. 

 

Name of senior nurse/doctor taking the referral:_________________________________________________ 

Patient name: Corrected gestation: 

Hospital/NHS number: Day of life: 

Date of birth: Birth weight: 

Gestation at birth: Current weight: 

 

Date of referral: Time of conversation: 

Current Hospital and Ward: Birth Hospital: 

Booking Hospital Parents prepared for transfer: Yes  ☐    No ☐ 

Name of referrer: Contact number: 

Name of consultant referring:  

Mother’s  name and address: 
 

Mother’s GP:  

 

Ventilatory support:  

HFNC☐ 

NCPAP☐ 

Nasal cannula oxygen  ☐ 

No respiratory support ☐ 

Tracheostomy ☐  

Current oxygen requirement: 
FiO2 

Feeding/nutrition:  

PN: Yes ☐   No ☐ 

Central Lines: Yes ☐ No ☐ 

Enteral feeds volume/ frequency/ any specific issues: 
 
 
 

Enteral feeding:  

Breastmilk☐/ Donor breastmilk☐ /Fortifier ☐ 

Formula ☐  Formula type: 

Episodes of sepsis:  Colonisation of bacteria:  

Need for barrier nursing? Yes☐         No☐ 

Medications: 
 
 

Any social/ parental issues and concerns/ safeguarding: 
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Patient name: 
Hospital number: 

Senior doctor to complete the following sections: 

Any other discussions/ concerns or issues/medications: 
 
 
 
 
 

Is the nurse in charge aware of the repatriation 
conversation:  

Yes☐    No☐     
 

Is the receiving unit consultant aware of the repatriation 
conversation: 

Yes☐    No☐    
 

Baby accepted to unit:                                                              

Yes ☐      Name of accepting  consultant and nurse in charge:     
   

No  ☐                Deferred ☐ 
 
Is the transfer conditional on any outstanding issues, please be as specific as possible?  
(e.g. specialist consultation, CRP needs to decrease, pending infection results, ROP intervention needed etc.): 
 

Reasons for refusal / deferral (if applicable): 
 

Name of consultant / matron responsible for the decision to refuse/ defer: 

Follow up calls log 
 
Date and time:  
Name of clinician: 
Further information/plan: 

Date and time:  
Name of clinician:  
Further information/plan: 
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Ongoing communication log for Repatriation- Nursing and medical handover (print as many as required)  
Patient name: 
Hospital number:  

Date and time:  
Name of clinician:  
Further information/plan: 
 
 
 
 
 
 
 

Date and time:  
Name of clinician:  
Further information/plan: 
 
 
 
 
 
 
 
 

Date and time:  
Name of clinician:  
Further information/plan: 
 
 
 
 
 
 
 
 

Date and time:  
Name of clinician:  
Further information/plan: 
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Appendix 4 

 Elective transfer with London Neonatal Transfer Service   

   

  
 

Is the baby suitable for elective transfer? 

Was mum booked at a London Hospital Yes 
 

Is the baby……? 

Equal to or above 800g* Yes 

Above 27 weeks corrected gestational age Yes 

Any baby below 30 weeks corrected gestational age to be 

over 48 hours old 

Yes 

Baby under 5kg and less than 60cm in length Yes 

Clinically stable for last 24 hours with no increase in FiO2,  

no significant bradycardia, apnoea or desaturation   

Yes 

One of the following 

 Self-ventilating in air for 24 hours minimum 

 low flow nasal cannula oxygen for 24 hours minimum 

On non-invasive ventilation with <Fio2 40% for 48 hours 

minimum 

Yes 

 

Is the baby……? 

Transferring to unit closer to home Yes 

Going for wait and return outpatient appointment at 

another hospital   

Yes 

 

Have we got prepared….? 

Bed confirmed  Yes 

Are the parents aware and happy with the transfer Yes 

Doctor to Doctor handover done Yes 

Infection status communicated to receiving hospital Yes 

Discharge summary completed Yes 

If the above answers are yes then please call the 

London Neonatal transport elective service hotline on 

020 359 40888 

If an emergency transfer is required please call us via EBS on 020 740 74999 

*Babies less than 1000g do not fulfil the nurse only transfer criteria and therefore will require a 
consultant decision to deploy a medic led transfer. These will be undertaken dependent upon 

team availability. www.london-nts.nhs.uk 
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Appendix 5 

Safe Neonatal Transfer form –SAFEty NeT 
(Both links and the QR code will show the same document) 

https://qrco.de/bcgWf9 

https://www.londonneonatalnetwork.org.uk/wp-content/uploads/2022/01/Neonatal-SAFEty-NeT-

tool.docx 

  

https://qrco.de/bcgWf9
https://www.londonneonatalnetwork.org.uk/wp-content/uploads/2022/01/Neonatal-SAFEty-NeT-tool.docx
https://www.londonneonatalnetwork.org.uk/wp-content/uploads/2022/01/Neonatal-SAFEty-NeT-tool.docx
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Appendix 6 

‘Break glass’ function for record sharing prior to transfer 

Remember any baby admitted to BadgerNet on your Unit will have all their BadgerNet 

records visible so this ‘break glass’ process is not required for a baby you transferred out 

that is now getting ready for repatriation. It is useful when repatriating babies born 

elsewhere, or when referring for ex utero transfer for uplift of care or specialist reviews 

 First check your Unit settings: this needs to be done by a Local Administrator. You 

need to make sure your Unit settings allow Unit referrals. 

           2                                                                   1                                       3 

 

 

 

 

 

 Once that is done, on the admissions page (left hand side tab) you should now see  

this on the right: 
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 Hit create new referral and complete. You need to state which unit can see the 

record (‘referring hospital’) and for how long. 

 

 

 To find these records, scroll down the options in the ‘patient lists’ until you find ‘Unit 

referrals’ and click on ‘Referrals’ to open a list of the records shared with your unit.  

You can add comments by finding the patient record referral on the admission page. 
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