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ED patient with 
acute surgical Dx

WHS NFS

Admitted patient 
with acute surgical 

Dx

For Level 1 Surgical Diagnosis:
These are generally accepted surgical diagnoses (regardless of 
the mode of management, whether operative or conservative. 

Examples include:
Cholecystitis, bowel obstruction-ischemia-perforation, 

pneumothoraces, major trauma, open fractures, serious ENT 
infections and emergencies, surgical infections, etc

Contact Surgeon 
on call at NFS site

Patient for 
surgical 

admission.

Refer to Level 2 
surgical Diagnosis

Destination 
Surgical Floor or 

OR?

No

Yes

ER:
Physician completes 
Interim Admission 

Orderset

IP Unit:
Physician to 

complete ToC 
orderset 

Physician to 
complete NH 

transfer orders

Admitting process 
initiated for bed 

assignment. 
CN-2-CN report

Floor/
ICU

OR package 
completed at 

sending facility 
(Surgical consent 

must be obtained by 
the surgeon)

OR

Transportation 
booked

Nursing Preparation 
for transport and 
TOA to receiving 

Unit

Transportation Pick-
up

NFS surgeon 
now MRP

Floor or OR OR
Patient either to 

Recovery or ED (per 
circumstances)

Surgical care

Floor/ICU

Admission process 
by staff

Surgeon assessment

If the patient requires other non-surgical care 
(including transfer of care), this is done within the 

NFS site depending on urgency and preferably 
during daytime hours. Any repatriations will be done 

in accordance with established repatriation 
protocols. There will be no "turning patients around" 

to sending facility.

Definitive care

Surgeon to attend, 
consent  and 

manage patient. 
(support from ED 
MD if required)



ED patient 

WHS NFS

Admitted patient 

For Level 2 Surgical Diagnosis:
These are cases where a surgical opinion is required but the 
case is not a clear surgical case. These are semiurgent cases 

where surgical opinion is not required immediately.
 Examples include:

Equivocal abdominal CT findings, surgical consultations 
required for input in management plan, surgical opinion 

required to arrange further investigations or outpatient care.

Patient is admitted 
to GIM service 

Surgeon designates 
Level 1 Case

Continue Level 1 
Surgical pathway

Does patient require transfer 
to NF Surgical site

Yes

Sugeon to complete 
NH transfer orders

Admitting process 
initiated for bed 

assignment.
CN-2-CN report

Surgeon to surgeon 
TOA

Yes

Transportation 
booked

Nursing Preparation 
for transport and 
TOA to receiving 
Unit (including 
recent vitals)

Transportation Pick-
up

NFS surgeon 
now MRP

Floor or OR OR Surgical consent and 
processes initiated

Post-surgical care
Admission process 

by staff

Surgeon assessment

If the patient requires other non-surgical care 
(including transfer of care), this is done within the 

NFS site depending on urgency and preferably 
during daytime hours. Any repatriations will be done 

in accordance with established repatriation 
protocols. There will be no "turning patients around" 

to sending facility.

Definitive care

Contact Surgeon on 
call at NFS site 
(7days a week)

No
Surgical input 

documented and 
given to MRP

Continue surgical 
follow up as 

required while 
inpatient or as 

outpatient after 
discharge

Surgical signoff 
when surgical care 

completed

No

Surgeon to complete 
consult within 24 hours. 

If one will not be onsite in 
the next 24 hours, 

proceed to transfer.

Surgeon designates  
for Rapid Assessment 

Clinic?

No

Rapid Assessment 
Clinic

Yes



ED patient 

WHS NFS

Admitted patient 

For Level 3 Surgical Diagnosis:
These are cases where a surgical opinion and out-of-operating-room intervention is 

required. These are generally interventions that are done at the bedside or as an 
outpatient. Examples include:

Non-emergent chest tube, bladder catheterization (urethral or suprapubic), 
phimosis/paraphimosis, priapism, peritonsilar abcess, bedside laryngoscopy, 

orthopedic redutions.

Surgeon designates 
Level 1 Case

Continue Level 1 
Surgical pathway

Does patient require transfer 
to NF Surgical site

Yes

No

Surgeon attends 
patient and provides 

care

Surgeon to 
complete NH 

transfer orders

Admitting process 
initiated for bed 

assignment.
CN-2-CN Report

Surgeon to surgeon 
TOA if needed (non-

regional service)

Yes

Transportation 
booked

Nursing Preparation 
for transport and 
TOA to receiving 
Unit (including 
recent vitals)

Transportation Pick-
up

NFS surgeon 
now MRP

Floor or OR OR Surgical consent and 
processes initiated

Post-surgical care
Admission process 

by staff

Surgeon assessment

If the patient requires other non-surgical care 
(including transfer of care), this is done within the 

NFS site depending on urgency and preferably 
during daytime hours. Any repatriations will be done 

in accordance with established repatriation 
protocols. There will be no "turning patients around" 

to sending facility.

Definitive care

Surgeon of specific 
specialty  contacted 
(for general surgery 

this is the NFS 
consultation call)

No
Surgical input 

documented and 
given to MRP

Continue surgical 
follow up as 

required while 
inpatient or as 

outpatient after 
discharge

Surgical signoff 
when surgical care 

completed

Surgeon designates  
for Rapid Assessment 

Clinic?

Rapid Assessment 
Clinic

Yes

No



For Level 4 Transfer:
These are UCC to ED transfers for advanced imaging like CT 

or U/S

UCC (FES or PCS) WHS ED

NFS ED

Patient presenting to 
UCC

Physician 
assessment and 

intial investigations 
completed.

Advanced 
Imaging at ED 

required?

No

Definative 
management

Yes

Complete any other workup/
investigations/interventions 

that may be required

Is there an indication for 
immediate Surgical 

Consultation?

These are clear surgical emergencies that a surgeon might need/
want to operate on without advanced imaging or want to give input 
regarding the next steps required. Examples include:
  - Testicular torsion (on U/S or very high clinical suspicion)
  - Free air on x-ray +/- peritonitis
  - Bowel obstruction from strangulated/obstructed hernia

(note that for some regional programs like Gyn or Vascular, the call 
would go to the SCS surgeon. e.g Gyne in acute abdo pain + Preg +ve 
+ no IUP + Free Fluid on U/S OR Vascular in Acute abdominal pain + 
Hypotention + AAA on U/S)

Yes

Contact Surgeon at 
HOT (NFS) site for 

direction/
assisstance

No

What type of study is this? 
Will it require possible surgical 

intervention?

No

CT Head/Spine/
Lung/PE

Destination 
Wellend ED

Yes

CT Abdo-
pelvis/MSK 
(e.g. ?hip #) 
Scrotal U/S

Destination 
Niagarra Falls 

ED

Physician TOA 
Completed

Complete NH 
Transfer Orderset 
and Investigation 

req's

Nursing TOA and 
transfer 

arrangements as 
needed

Transfer
Triage/Registration/

Investigations 
completed

 Phsycians 
Assessment

Definative 
Management

Triage/Registration/
Investigations

ER Phsycians 
Assessment

Definative 
Management

Transfer



Difficult Airway Pathway - Not-Primarily-Surgical

Primary Surgical Airway/Pathology

Patient presenting with 
airway issue

MRP performs 
Initial 

Assessment 

Welland ED/ICU Airway Assessment and 
Backup Process for Physicians

Contact ENT 
surgeon on call to 

discuss?

Does ENT Need 
to attend

No
Does patient 

require transfer? 
*Refer to internal 

ENT process

Yes

Refer to Level 1 Surgical 
Patient 

No

Continue to definitive 
Management

Unstable complex 
airway, upper airway pathology, 

primary surgical airway or 
awake fiberoptic

 intubation?

Yes

No

Non-surgical, difficult 
Airway Anticipated?

No

Continue to Definitive 
Management

Extra support 
still required?

Call on local support (other 
physicians on-site, anesthesia 

in the OR)

Yes

Discuss and start temporizing 
measures while ENT is en route

Discuss and start 
temporizing 

measures and 
destination

No

Activate the Diff 
Airway Support 

Physician

Start Difficult Airway 
provisions and care 

locally

"Treat the patient, not just the 
airway".  Maximize management. If failure of 
ventilation/oxygenation despite temporizing 
measures, respond accordingly, do not delay. 

FOLLOW NH DIFFICULT AIRWAY PATHWAY 

Proceed with airway 
management

Drive & Arrive

Definitive Airway 
Established?

Yes

Continue to Definitive 
Management

No

Care Transfer to Off 
Site ICU  

(preferably with CRIC, 
but MRP may consider 
on LMA depending on 

clinical situation)

Contact SCS ICU 
intensivist oncall

AND...

If a CRIC is in situ, 
ENT also needs to be 

notified.

Complete transfer 
orderset "Time-

Critical" with 
consideration for 
Ornge and make 

transfer 
arrangement

Transfer Patient

Yes

ED/ICU MRP 
communicate 
and support 
each other.

Yes

Is it working 
hours?

Yes

No



NH Surgical Transfer from WS to NFS Summary  
 

R
o

le
 Physician  Surgeon  Sending 

Nurse 
Sending Charge 
Nurse 

Sending Bed 
Monitor 

Receiving Bed 
Monitor 

Receiving 
Charge Nurse 

Manager / 
Manager 
on call 

R
e

sp
o

n
si

b
ili

ti
e

s 

Contacts NFS 
on call surgeon  
 
 
Completes 
orders:  
- Transfer 

orders with 
time stamp 

- Admission 
(ED) OR 
ToC (IP)  

 
 
Mode of 
transport in 
collaboration 
with surgeon 
(critical, urgent, 
and non-
urgent). 

Designates for 
surgical 
admission and 
destination of 
landing.  
 
Confirms if 
opting out of 
notification of 
arrival from 
receiving CN. 
 
 
 
Mode of 
transport in 
collaboration 
with physician 
(critical, 
urgent, and 
non-urgent). 

TOA from 
nursing unit 
completed. 
 
Patient 
reassessed 
before 
transfer (30-
60 minutes) 
and escalates 
to the 
appropriate 
service if 
change in 
status.  

Contacts bed 
monitor. Enter 
communication: 
NHTRANSFER 
order entry in 
meditech. Order 
prints at both 
WS&NFS in 
patient reg. 
 
Arranges 
transportation to 
NFS. 
 
Calls receiving site 
upon departure 
from WS. 

Contacts bed 
monitor at 
receiving site 
and requests 
‘regional 
surgical bed’ 
for one-way 
surgical 
transfers. 
 
Verify that CN 
has entered 
NHTRANSFER 
order entry. 
 
 

Assigns 
surgical bed 
in 
collaboration 
with receiving 
CN. 
 
If bed 
availability is 
in question, 
refer to 
escalation 
below. 

Ensures 
patient is re-
assessed on 
arrival to NFS. 
If variance 
from TOA, 
contact 
Surgeon on 
call. Escalation 
to appropriate 
service if 
needed (ex. 
CCRT during 
the day).  
 
Stable patient, 
contacts 
surgeon on call 
upon arrival of 
patient, unless 
opted out. 

Manages 
escalations 
as they 
arise. 
 
 

Es
ca

la
te

 Escalates to site lead if needed 
or Program Chief if needed. 

Escalates to 
manager on 
site or on call 
if needed 

Escalates to 
manager on site 
or on call if 
needed  

Escalate to manager on site or 
on call if needed. 

Escalates to 
manager on 
site or on call 
if needed 

Escalates to 
director on 
site/on call 
as needed 

 

Urgent Transfers: NEMS: 1-866-895-6227 Non-urgent, medically stable transfer 

Critical (20 minutes – life/limb cases) 
Urgent (30-60 minutes) 
Non-urgent (4 hrs)  

Non-ambulatory: Non-urgent OPT with stretcher or wheelchair service  
Semi-ambulatory: Private auto (personal, family, support) or non-urgent OPT with wheelchair  
Independently ambulatory: Private auto (personal, family, support person), taxi, or OPT.  

 



Transportation Guidance (Short-form)

Patient Care 
Needs

Typical Care
Transportation 

Options Escort Needs Phone Number

Emergency Care
Patient requires constant life 

support by HCP 
(i.e. RN, RT or MD)

Stretcher required

Medically Stable & Non-
Ambulatory

Patient requires transfer for 
care but does not require 

constant life support by HCP

MEDICALLY UNSTABLE 
(Critically Ill)

Unstable vitals, arrhythmias, risk of 
oxygen desaturation

MEDICALLY STABLE 

High Risk or Potential Risk of 
Change in Status

ORNGE
(May be land or air ambulance 

with advanced trained 
paramedics)

OR 
(Time differential to be 

considered)

Niagara Emergency Medical 
Services

ORNGE:
No escort

Niagara Emergency 
Medical Services 

RN and/or MD
And/or RT 

ORNGE
1-800-387-4672

Niagara Emergency Medical 
Services

1-866-895-6227
“Time Critical Transfer”

(20 minutes)
OR

“Urgent Transfer”
(30-60 minutes)

MODERATE RISK

Stretcher required

LOW RISK

Stretcher or wheelchair required

Non-Urgent PT Vehicle with 
stretcher service

OR 

Non-Urgent PT Vehicle with 
stretcher or wheelchair 

service

Medically Stable & Non-
Ambulatory

Patient requires transfer for 
care but does not require 

constant life support by HCP

SEMI-AMBULATORY (ex. frail)

INDEPENDENTLY AMBULATORY

URGENT 
TRANSFER

NON-URGENT 
TRANSFER

Regulated HCP (i.e. 
RN, RPN, PT, OT)

Unregulated HCP 
(i.e. HCA) or family 
member capable of 

delivering care 
needs

Complete Request for PT in 
Meditech OE

Complete Request for PT in 
Meditech OE

Non-Urgent PT or taxi with 
wheelchair service, private 

auto

OR 

Private auto (personal, 
family, support), taxi, 
community program

Unregulated HCP 
(i.e. HCA) or family 
member capable of 

delivering care 
needs

No escort

Complete Request for PT in 
Meditech OE

Complete Taxi Slip



Patients admitted under Surgical 
MRP at NFS with no active surgical 
issues, but cannot be discharged.  

Consider patients transferred from 
Welland. 

Assess for 
Repatriation to 

Welland site under 
GIM

Patient remains under 
Surgeon. ALC designated 

or Rehab 
appropriate(including all 

NH Complex Care)

Medically Stable?

YES
NO

Patient transferred to 
appropriate post acute 

bed. When available MD 
to MD TOC

Transfer to 
Welland site

Surgeon to GIM/
Hospitalist TOC*

Surgical

Patient Admitted under 
Medicine @ NFS identified for 

transfer to Welland site
 Dialysis

 Welland Resident
 Load levelling

Medical

MD to MD
TOC

Discharge Summary 
or TOC note done 

day of transfer

Patient transferred 
to Welland Site

South Niagara 
Repatriation 

Algorithm



Patient requires 
transfer to NFS

Is there a bed 
available?

Bed assigned. WS 
and NFS Charge 
Nurse notified

YES

Clinical Manager 
identifies bed

Unit to Unit TOC 
completed

Manager notifies 
Director On call

NO

NO

Assumptions
· NFS Surgical Unit will have 2 regional beds
available for accepting WS surgical patients 

· WS will hold 2 regional beds for repatriation 
· # of NFS patients identified at AM Bed

Meeting daily who can repatriate back to 
WS repatriation beds

· WS implement daily weekend capacity surge
plan to accept NFS Repatriations

Patient Transfer Bed Process
WS to NFS

Charge Nurse 
contacts NFS Bed 

Monitor

Patient transferred as per 
Policy

Bed Monitor notifies 
Clinical Manager on-

site/on-call

YES

Director identifies 
and assigns bed
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