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Mrs. S arrived to the medicine service at our hospital
by ambulance transport at 9:00 PM. The intern on call
received a page from the nurse, “Mrs. S has arrived.
She is confused. Please assess.” As is often the case,
the intern had no prior knowledge of the patient’s
arrival, and review of medical records indicated that
Mrs. S had never been seen at our hospital before.

The intern went to the bedside to assess the patient
and found an elderly woman who appeared confused
and was unable to provider her medical history, rea-
son for the transfer, or details about her recent hospi-
tal course.

A few minutes later, the patient’s son arrived at the
bedside asking about her plan of care. The intern
looked through the stack of papers in the envelope by
her chart, and was able to locate reports of a recent
chest x-ray and abdominal computed tomography, as
well as copies of brief progress notes, but was unable
to find a transfer summary detailing her prior 5 days
of hospitalization or reason for transfer. The patient’s
son was able to give some information, but he had
just returned from a business trip and was not up to
date on the details of his mother’s hospital stay. Based
on her son’s input, the intern concluded the patient’s
somnolence was not her baseline; he performed an
arterial blood gas and blood work, revealing profound
acidemia and hyponatremia of unclear acuity. Mrs. S
became hypotensive, requiring transfer to the intensive
care unit. Several days later, she died.

This scenario highlights the potential dangers asso-
ciated with patient transfers between acute care hospi-
tals, known as interhospital transfer (IHT).
Unfortunately, the described scenario is not a rare
event.1,2 Most providers who care for transferred
patients can recount similar challenges when caring
for IHT patients.3

Patient transfers from 1 hospital to another are
common, affecting nearly 1 in 20 Medicare patients
admitted to the intensive care unit4 and up to 50% of

patients presenting with acute myocardial infarction,5

although reasons for transfer remain largely
unstudied. The Emergency Medical Treatment and
Active Labor Act requires a hospital to transfer
patients who require a more specialized service
unavailable at the subject institution, or when
“medical benefits outweigh the increased risks to the
individual.”6 Yet, this broad standard provides little
guidance to clinicians in practice.

Identifying which patients may benefit from transfer
is an ambiguous and subjective process. Studies show
little agreement between the reasons cited for transfer
among patients, transferring physicians, and receiving
physicians,7 and incentives for transfer are often dif-
ferent between each stakeholder. For example,
patients or families might initiate transfer for a second
opinion from “a fresh set of eyes” because of a grim
or uncertain prognosis or in the hope of a more prom-
ising or definitive medical opinion. Similarly, referring
physicians may initiate transfer for particular proce-
dures, surgeries, or consultations that the receiving
physician may ultimately decide will be of little clini-
cal benefit to the patient. Such heightened expecta-
tions and changes to the care plan as agreed on by the
patient and referring physician may affect the patient’s
perceptions of care at the receiving institution,
although exactly how remains unknown. Alterna-
tively, patients and families may desire transfer
because of previously established relationships with
providers at another institution, or they may be dissat-
isfied with certain aspects of care at the referring insti-
tution. Referring institutions may initiate transfer for
a variety of reasons, including inability to provide a
needed procedure or test, patient/family preference, or
protocol, among others. Receiving hospitals usually
have an interest in maintaining a large referral base

for the sake of both revenue and reputation, but may
also view accepting transfers as part of their larger

mission to provide expert consultation and specialty
services that may not be available at the referring

institution. Additional proposed benefits include
strengthening provider networks, promoting clinical

diversity, and improving the educational experience of
trainees often present at the accepting institution.

Although patients, providers, and referring and
accepting hospitals all undoubtedly benefit from vari-

ous aspects of the IHT, further research is needed to
more clearly identify which patients are most likely to

benefit from transfer and why.
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Once the decision to transfer/accept a patient has
been made, there are no clear guidelines over how this
process should be executed. For this reason, care
providers at community hospitals describe IHT as
“frustrating” and “time consuming.”8 Referring pro-
viders may face challenges identifying an accepting hos-
pital due to the limited capacity of the receiving
institution, reaching the correct receiving physician,
and managing delays in transfer once the patient is
accepted.8 Similarly, accepting physicians may be frus-
trated by the time waste associated with accepting a
patient that ends up transferred to another facility, lim-
ited authority to triage the patient to the most appropri-
ate accepting service, inability to predict time of patient
arrival, and missing pieces of critical information at
time of patient arrival, among other reasons. Further-
more, incompatible electronic health records make
access to data from the referring institution difficult.
For example, without standards for transferring imag-
ing, patients may undergo unnecessary and costly dupli-
cate imaging leading to delay in needed procedures.
Existing guidelines are largely focused on equipment
and expertise required for the physical transfer of the
patient, but fail to consider other aspects of the transfer
process that may be critical for patient safety such as
protocols for communication of patient information
and transfer of completed imaging. As such, hospitals
are largely left to devise their own protocols for IHT,
which often differ between hospitals as well as between
different services within 1 hospital.1,3

Although it is true that many patients benefit from
IHT, the process introduces inherent vulnerability into
healthcare delivery. Moving a patient between facilities
exposes that individual to risks associated with disconti-
nuity of care, well described in the literature on intraho-
spital patient handoffs (ie, the transfer of patient care
responsibility from 1 provider to another within 1 hospi-
tal), which can lead to excessive costs and poor patient
outcomes.9 Presumably, such risks are even greater for
patients transferred between hospitals than for those
transferred between providers within 1 hospital, because
system factors like electronic health records, nursing and
ancillary staff continuity, and accessibility of transferring
provider are not in place to mitigate communication
gaps. Furthermore, unlike discharges home or to sub–
acute care facilities, also known to be error prone and
lead to adverse events,10,11 in the case of IHT, patients
are often more acutely ill and less stable. In fact, limited
data suggest that aside from a select subset of patients
requiring specialized care, individuals transferred may
have increased resource utilization and greater-than-
expected mortality than those who are not trans-
ferred.1,2,12 Moreover, these findings may not be entirely
attributable to medical complexity among transferred
patients.

Today, the process of IHT varies tremendously
across US hospitals,1 differences that may have signifi-
cant implications for both cost and patient safety out-

comes. Standardization of IHT, including patient
selection and information exchange between transfer-
ring and accepting providers/institutions, is imperative
to improve the quality and safety of this process. As
demonstrated with other common, high-risk care tran-
sitions, such as intrahospital patient handoffs and
patient discharge, creating basic guidelines of practice
(such as including important data elements at time of
care transfer)13,14 is necessary to improve quality of
the care transition.

However, to achieve high-quality standardization,
we must first methodologically conduct rigorous clini-
cal research to understand fundamental issues of the
IHT process, including why patients are transferred
(from the perspective of patients and transferring and
accepting institutions), which patients benefit most
from transfer and why, and how various IHT processes
impact health outcomes. Interventions such as commu-
nication and data transfer tools, feedback mechanisms
between referring and accepting institutions, and other
evidence-based guidelines can then be designed to
improve IHT based on the findings of this research
while still allowing for flexibility of individual patient
needs. Additional work is then needed to implement
and rigorously evaluate the effects of such interventions
on patient and provider outcomes including, but not
limited to, length of stay, adverse events, mortality,
readmissions, and patient satisfaction measures. In
summary, by focusing research and quality improve-
ment initiatives on these vital questions, we can begin
to improve the quality of care we provide to patients
during this critical transition of care.

Disclosure: Nothing to report.
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