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Abstract

Purpose—Patients transferred between hospitals are at high risk of adverse events and mortality. 

This study aims to identify which components of the transfer handoff process are important 

predictors of adverse events and mortality.

Materials and Methods—We conducted a retrospective, observational study of 335 consecutive 

patient transfers to three ICUs at an academic tertiary referral center. We assessed the relationship 

between handoff documentation completeness and patient outcomes. The primary outcome was in-

hospital mortality. Secondary outcomes included adverse events, duplication of labor, disposition 

error, and length of stay.

Results—Transfer documentation was frequently absent with overall completeness of 58.3%. 

Adverse events occurred in 42% of patients within 24 hours of arrival, with an overall in-hospital 

mortality of 17.3%. Higher documentation completeness was associated with reduced in-hospital 

mortality (OR 0.07, 95% CI 0.02 to 0.38, p=0.002), reduced adverse events (coef −2.08, 95% CI 

−2.76 to −1.390, p<0.001), and reduced duplication of labor (OR 0.19, 95% CI 0.04 to 0.88, 

p=0.033) when controlling for severity of illness.

Corresponding author: Michael Usher MD PhD, University of Minnesota Medical School, Mayo Memorial Building, MMC 741, 
420 Delaware St S.E., Minneapolis, MN 55455, mgusher@umn.edu, Phone: 734-223-3450. 

Publisher's Disclaimer: This is a PDF file of an unedited manuscript that has been accepted for publication. As a service to our 
customers we are providing this early version of the manuscript. The manuscript will undergo copyediting, typesetting, and review of 
the resulting proof before it is published in its final citable form. Please note that during the production process errors may be 
discovered which could affect the content, and all legal disclaimers that apply to the journal pertain.

No conflict of interests for any author.

HHS Public Access
Author manuscript
J Crit Care. Author manuscript; available in PMC 2017 December 01.

Published in final edited form as:
J Crit Care. 2016 December ; 36: 240–245. doi:10.1016/j.jcrc.2016.08.006.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



Conclusions—Documentation completeness is associated with improved outcomes and resource 

utilization in patients transferred between hospitals.
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Introduction

Transitions of care, whether between institutions or within, are frequent sources of medical 

errors, inefficiency, and unnecessary costs[1–4]. The root cause of adverse events associated 

with transitions of care is poor transfer of information between providers[5]. Multiple 

studies demonstrate that improving communication to provide coordinated care during 

transition can result in more cost efficient care, reduced rate of errors and near misses, and 

improved patient satisfaction[6–9].

An understudied area within the transitions of care literature is inter-hospital transfers. 

Multiple barriers such as bed availability, transportation coordination, and establishing an 

accepting physician create uncertainty in the transfer process and can delay care[7, 10–14]. 

Moreover, patients who are transferred to tertiary referral centers are heterogeneous, often 

with complex comorbidities and unique diagnoses. Characterizing this group on a 

population level and comparing them with a non-transferred population is challenging[15, 

16].

Only a handful of studies have investigated the process of transferring patients between 

hospitals and its impact on clinical outcomes[17, 18]. The field has largely focused on areas 

in which point-of-care risk stratification is simple; ST segment elevation myocardial 

infarctions and high risk traumas can be triaged to tertiary care centers via regional 

protocols[19–22]. These diagnoses constitute only a fraction of indications for inter-hospital 

transfers. Despite established practices, delays are frequent and often related to unnecessary 

testing, uncertain diagnoses, and imperfect adherence to guidelines[12, 23–26].

When decision making is complex, patients are diverse, and hospital staffing patterns are 

variable, creating a transfer protocol to encompass all scenarios is not practical. Even while 

utilizing specialized retrieval teams (e.g., mobile ICUs) to facilitate movement of critically 

ill patients, communication errors are commonplace [18, 27, 28]. The Emergency Medical 

Treatment and Labor Act (EMTALA) demonstrates the importance of stabilizing patients 

prior to transfer; however, its protections do not apply to patients who decompensate 

following admission[29].

Ideal handoffs consist of both a verbal and written exchange between providers. Creating 

protocols for this exchange using programs such as IPASS, which optimized hand-offs 

during shift changes, have demonstrated a reduction in medical errors[30]. However, a 

recent survey of intensivists found that only 13% have standardized handoff processes in 

place, and many reported adverse events related to poor information exchange during 

handoffs[31]. In a large study of transfer centers, inter-hospital handoff processes varied 
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widely. A verbal handoff was often recorded between providers, but concurrent 

documentation was rarely required[32].

Integrating clinical documentation and objective data is an important facet of high-quality 

care coordination[33]; however, the role of complete documentation in transitions of care 

remains understudied. Documentation completion has been associated with improved data 

availability[34], improved adherence to guidelines[35], and improved patient 

satisfaction[36]; however, its full impact on inpatient care delivery and subsequent outcomes 

remains unclear[37].

In a health care environment with a new focus on care coordination to prevent diagnostic and 

medical error, we attempted to systematically evaluate the process of patient handoffs 

between hospitals in order to identify unique predictors of risk and important areas for 

improvement. This pilot study analyzed 335 consecutive patients transferred to a single 

academic tertiary care hospital. A novel tool was developed to objectively describe and 

evaluate the information quality of inter-hospital transfer documentation. We then tested the 

hypotheses that documentation is an important aspect of a safe transfer, irrespective of the 

verbal handoff, and that comprehensive transfer documentation is associated with lower 

mortality, adverse events, and over-utilization.

Methods

We conducted a retrospective observational study of patients transferred to three ICUs 

(Medical ICU, Surgical ICU, and Cardiac Care Unit) of the Robert Wood Johnson 

University Hospital (RWJUH). RWJUH is a 610-bed tertiary academic medical center 

located in New Brunswick, New Jersey and is the principal teaching hospital of Rutgers-

Robert Wood Johnson Medical School. Consecutive transfers between December 1, 2011 

and December 31, 2012 were identified through transfer center records. Inclusion criteria 

encompassed all patients directly transferred to a RWJUH ICU from outside hospital critical 

care units or emergency departments (ED). Patients who were transferred via the RWJUH 

ED (an extra level of triage) were excluded from the study, as well as all patients under the 

age of 18. The institutional review board at Rutgers-Robert Wood Johnson Medical School 

approved the protocol.

Transfer Process

Patient transfer is initiated through the RWJUH transfer center, a unit with the sole purpose 

of identifying an appropriate accepting physician and coordinating the practical aspects of 

transport based on bed availability and patient’s clinical status (Supplemental Figure 1). A 

verbal handoff between physicians is subsequently facilitated by the transfer center at the 

time of acceptance, and between nurses at the time of transfer. The transfer center also 

requests that a complete copy of the patient’s chart is sent at the time of transfer.

Unit Descriptions

The Medical ICU is a 16 bed teaching ICU, with a high intensity model of care. Both 

university and community physicians may be the attending of record, and an in-house 

overnight intensivist supervises resident- and APN-led patient care. The CCU is a 14 bed 
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teaching ICU, where resident care is supervised by a cardiology boarded university or 

community physician. The surgical ICU is a 20 bed closed ICU in which a 24 hour in-house 

acute care surgeon supervises resident- and APN-led patient care.

Completeness of transfer documentation

Reviews of referring hospital records and outcomes were performed independently by two 

reviewers and results and merged only for averaging and subsequent statistical analysis to 

maintain blinding of the reviewer to patient outcomes. Each record was evaluated for the 

presence and completeness of a discharge summary, history and physical, laboratory values, 

images (including digital copies when important for patient care), consults, medication 

reconciliation, and progress notes. Each element was given a 0 for absent, 1 for incomplete, 

or 2 for complete, using strict criteria (Supplemental Data). Cohen’s kappa was calculated 

from all documentation elements to assess for inter-rater reliability. Documentation 

completeness presented as a percentage of the total possible points, with a higher score 

representing the presence of more complete information.

As the percentage of document completeness represents an abstraction of multiple elements 

of documentation quality, we also performed a Principal Component Analysis including 

each individual documentation element to develop a weighted transfer score. Two 

components with Eigenvalues greater than one were identified following orthogonal 

rotation: documentation completeness (progress note, laboratory values (labs), images, 

discharge summary, consults, H&P) and transfer timing (progress notes, medication 

reconciliation, and consults), which were unlikely to be completed in a transfer from the 

emergency department or early in the hospitalization. Correlation matrix, variable loading, 

and unexplained variance are shown in supplemental Table I–II.

Outcomes and Measures

The primary outcome was in-hospital mortality using logistic regression. Severity of illness 

was controlled using MPM0-III, a validated measure based on age, laboratory values, vitals, 

and comorbidities on arrival that predict mortality[38]. Secondary outcomes were adverse 

events and duplication of labor. Adverse events reflected early escalations of care as a 

marker of instability within the first 24 hours of transfer, indicated by intubation, initiation 

of a new vasopressor, blood product transfusion, and initiation of renal replacement therapy.

We also investigated several measures of resource utilization including duplication of labor, 

disposition error, and length of stay. Duplication of labor was included as a measure of 

overutilization unique to patients transferred between facilities. This was defined as a 

dichotomous variable, and considered present if there was clear evidence of repeat 

laboratory testing, imaging, or procedures without new medical indication. For example, a 

repeat cardiac catheterization in advance of open heart surgery, solely due to the 

unavailability of outside hospital catheterization films, would be identified as duplication of 

labor. Disposition error was defined positive if a patient was admitted to the ICU and was 

transferred to the wards within 24 hours without receiving any critical care. There was 

moderate pre-consensus inter-observer agreement in identifying duplication of labor and 

disposition error (κ = 0.49), similar to prior studies[8]. Finally, we investigated the 
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management of patients in shock with appropriate access prior to transfer as a means of 

assessing care quality. Shock was defined if patient arrived with a mean arterial pressure < 

65 mm Hg with our without central access established.

Statistics

A summary of variables, their definitions, and their measures is reported in Supplemental 

Table III. Demographic information was presented as a number and percentage if a 

dichotomous variable, and a median and inter-quartile range if a continuous variable. 

Multivariate logistic regression was used to evaluate the relationship between information 

completeness and inpatient mortality. Poisson regression was used to evaluate the effect of 

transfer score on adverse events. The measure of documentation completion was included as 

a ratio (range 0 to 1.0). In each analysis, we controlled for patient demographics, whether 

the patient was transferred from a referring ED, arrived at night, and MPM0-III. A p value of 

less than 0.05 was considered statistically significant. STATA v13.0 (StataCorp; College 

Station, TX) was used for all statistical analysis, and GraphPad Prism 5.0c (GraphPad 

Software; San Diego, CA) was used for visualization.

Results

Patient Demographics and Outcomes

For the one-year period examined, 335 patients were transferred directly to RWJUH ICUs 

from 37 centers, mostly located in central New Jersey. This sample represented 

approximately 8% of all ICU admissions. Patient demographics, outcomes, and measures 

are summarized in Table I. Indications for transfer are summarized in Supplemental Table I. 

The overall in-hospital mortality rate was 17.3%. A significant proportion of patients also 

had features of over-utilization: 10.87% of patients had evidence of labor duplication and 

12.8% of patients were unnecessarily admitted to an ICU.

Patient triage and transit

We investigated the transfer process and triage of each patient to identify unique aspects that 

conferred risk independent of verbal handoff and disease severity. The time of initial call 

followed a circadian distribution with peak initiation between 12:00 PM and 1:00 PM. Time 

of arrival followed a bimodal distribution with peak arrival times within one hour of nursing 

shift change (7:00 to 8:00 PM) and between 1:00 AM and 2:00 AM when staffing is reduced 

(Figure 1). A mean of 10.9 hours (median 4.1) elapsed between the initial call and patient 

arrival. There was no correlation between a patient’s severity of illness and the time it took 

to transfer a patient.

Written Transfer Documentation

22,351 pages of outside hospital records were reviewed for the presence and completeness 

of 2,345 specific elements. Only four charts had no scanned data. Including or excluding 

these records had no impact on the results, and are included in this analysis. On average, a 

patient arrived with 67 pages of documentation (SD = 61). The document completion mean 

was 58% (median 0.6, IQR 0.46 to 0.71, Range 0.0 – 1.0) with no significant difference 

between ICUs. Inter-observer variability showed moderate agreement for all documentation 
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elements (κ = 0.613), and overall document completeness was similar between the two 

reviews (r2=0.486, Supplemental Figure 2). Prevalence of individual elements within the 

transfer documentation is summarized in Table II. A complete discharge summary was only 

included with 12% of patients, and complete imaging only arrived with 15% of patients. 

Remarkably, 28.5% of all transferred patients arrived without any documented laboratory 

analysis.

There was no correlation between the number of pages arriving with the patient and the 

completeness of information (Figure 1). Patients arriving from EDs, 96% of which had a full 

adoption of electronic health records (EHR), had a lower volume of documentation than 

patients arriving from other referring units, which had a full EHR adoption rate of only 7%. 

Despite high EHR compliance and low documentation burden, the correlation between 

quality and quantity remained absent for ED to ICU transfers. Document completeness did 

not improve with increased transit time, defined as time from initial call to patient arrival 

(p=0.379). Longer outside hospital length of stay, in which the burden of documentation is 

inherently higher, also did not correlate with the completion of documentation (p=0.694). 

We also did not identify a statistically significant correlation between the completeness of 

documentation and MPM0-III score (p=0.208).

As an unweighted percentage, documentation completeness captures the end product of 

multiple components of documentation quality and the transfer process. We performed a 

Principal Component Analysis to generate an objective weighted documentation score 

(Supplemental Table II). Two components were identified: a documentation score (progress 

notes, history and physical, discharge summary, labs, consults, and images), which did not 

vary by the transit time (p=0.831) or the length of stay at the prior hospital (p=0.908), and 

another component related to elements which were largely impacted by transfer coordination 

and timing (consults, progress notes, and medication reconciliation). This score increased 

with both transit time (p=0.041), duration of prior hospital stay (p=0.019), and was 

significantly lower in ED to ICU transfers (p<0.001).

Transfer, Information completeness, and Outcomes

When controlling patient demographics, severity of illness using MPM0-III, the timing of 

transfer, and patient demographics, higher degree of document completeness was associated 

with lower in-hospital mortality (OR 0.07, 95% CI 0.02 to 0.38, p=0.002) and reduced 

adverse events within 24 hours (coeff −2.08, 95% CI −2.76 to −1.390, p<0.001, Table 3). 

Greater documentation completeness was also associated with a reduced rate of labor 

duplication (OR 0.19, 95% CI 0.04 to 0.88, p=0.033), but not disposition error (p=0.39). 

Arrival at night, transit time, and transfer from referring hospital ED was not significantly 

related to adverse events or inpatient mortality in this study.

Similarly, a higher weighted documentation score was associated with reduced mortality 

(OR 0.78, 95% CI 0.62 to 0.92, p = 0.001), reduced adverse events (coef −0.25, 95% CI 

−0.33 to −0.17, p <0.001), and reduced duplication of labor (OR 0.66, 95% CI 0.52 to 0.86, 

p = 0.001). The measure reflecting transfer timing was not associated with mortality, adverse 

events, or over-utilization (Table III).

Usher et al. Page 6

J Crit Care. Author manuscript; available in PMC 2017 December 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



Individual elements of the transfer documentation were disproportionately important in their 

association with patient outcomes. The presence of complete laboratory analysis 

independently correlated with reduced in-hospital mortality (OR 0.55, 95% CI 0.33 to 0.92, 

p=0.02) when controlling for the other elements of the transfer score; whereas a complete 

history and physical (coef −0.32, 95% CI −0.44 to −0.11, p=0.002), discharge summary 

(coef −0.24, 95% CI −0.49 to −0.01, p=0.05), and images (coef −0.28, 95% CI −0.53 to 

−0.03, p=0.030) were associated with reduced adverse events within the first 24 hours by 

Poisson regression (Table 4).

Hemodynamic stability

We investigated management of shock during the transfer process as a measure for the 

quality of care coordination. Eighty-nine patients were transferred with either mean arterial 

pressure < 65 on admission or requiring vasopressors. Of these patients, 31 had no central 

access on admission. When controlling for patient demographics, arrival at night, and ED 

origination, more complete documentation was associated with a lower probability of 

arriving with a MAP < 65 (OR 0.17, 95% CI 0.1 to 0.4, p<0.001), or without central access 

(OR 0.19, 95% CI 0.07 to 0.84, p 0.041).

Discussion

The goal of this study was to describe and quantify a critical aspect of inter-hospital 

handoffs that impacts patient outcomes. We developed a novel tool to evaluate transfer 

documentation quality. When controlling for severity of illness, the completeness of 

documentation was associated with lower rates of in-hospital mortality, adverse events, and 

labor duplication. Complete objective information, such as laboratory results and imaging, 

seemed to disproportionately improve outcomes.

Despite being requested at the time of transfer, referring hospital documentation is 

commonly incomplete or absent. We investigated a number of potential contributors to poor 

documentation, such as expedited travel, high patient complexity, and adoption of electronic 

health records; none of which resulted in consistent changes in documentation quality. 

Remarkably, the volume of documentation had no association with information 

completeness. These data provide evidence that current methods and infrastructure are 

inadequate to assure accurate and complete information transfer when patients move from 

one facility to another. One overarching solution is EHR interoperability, which would allow 

for all documentation to be available both pre- and post-transfer. There are a number of 

barriers to interoperability implementation, but data such as these highlight the critical 

importance of information loss and its impact on patient outcomes.

This analysis also describes a number of unique aspects of inter hospital transfers, including 

the duration of transfer, the timing of patient arrival, and the frequency of hemodynamic 

instability. Primarily driven by administrative bottlenecks such as bed availability, transfer 

delays were unpredictable, leaving ample time for clinical status changes following the 

initial verbal sign out. Patients frequently arrived at night, when staffing is reduced and the 

ability to clarify information from the referring hospital is difficult. About 40% of transfers 

occurred across practitioner shifts, resulting in a loss of provider continuity. These findings 
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demonstrate the importance of complete, updated objective documentation, so that handoffs 

are not subject to gaps in communication.

Effective communication and care coordination is a critical process limiting medical errors. 

The need to establish mechanisms which link communication to health outcomes is a focus 

of the Institute of Medicine’s report on improving diagnosis[39]. Our study begins to 

address this gap in literature by finding a significant association between mortality and the 

quality of communication. This is likely due to challenges particular to inter-hospital 

transfer: variability in transfer time, high patient acuity, and discontinuity of care. In this 

context, the consequence of medical error is great, and near-misses become misses. Inter-

hospital transfers likely present an optimal model system for studying diagnostic error and 

patient outcomes. More importantly, as approximately 1.6 million patients are transferred 

between hospitals on a yearly basis in the US, standardizing the delivery of care to this 

especially vulnerable population should be a national priority[40].

Checklists such as found in the NJ universal transfer form and universal accept tools 

employed by Malpass et al, have not been shown to improve risk adjusted mortality or 

length of stay[17]. This is likely explained by multiple additional barriers, for example, 

pending dictations or the ability to generate final radiology images, which may impede 

communication despite a practitioner’s best effort. EHR adoption alone may not address 

these infrastructural challenges due to lack of interoperability. However, these data suggest 

regional adoption of health information exchanges, and improved communication between 

individual information systems has the potential to improve mortality, care coordination, and 

cost effectiveness.

Our study has several limitations. First, as this is a retrospective, single center chart review, 

individual reviewers could not be blinded to a patient’s mortality. While they were blinded 

to other clinical outcomes such as adverse events and severity of illness, which remained 

robust, we cannot rule out potential observer bias, thus tempering the strength of our 

conclusions. However, this concern is abrogated by the agreement of independent 

documentation reviews, as well as the high diversity of patients in whom important 

predictors of mortality are likely to be variable. Additionally, as a retrospective study, 

documentation completion likely captures many unobserved and interacting variables. We 

attempted to adjust for this using principal component analysis, but ultimately these findings 

warrant validation in a prospective study.

Adjustment for illness severity is another challenge. We elected to use MPM0-III as it is 

limited to findings on patient arrival[38], and is largely driven by diagnoses that are less 

likely to be a result of the transfer process. While we found no significant association 

between MPM0-III and documentation completeness, we did find that patients with less 

complete documentation were more likely to present in shock. Unstable patients may present 

an instance where expedience trumps the quality of a transfer. While superficially this 

appears reasonable, the end result is that the most unstable patients receive the least care 

coordination, and unsurprisingly the worst outcomes.
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An important concern is that patients who are transferred between facilities often have 

diagnoses for which unified risk stratification tools are inadequate [15, 41]. We adjusted for 

this by studying a highly variable patient population that included three different ICUs. The 

relationship between documentation completeness and patient outcomes remained 

significant in disparate patient populations and ICU staffing structures, strengthening our 

conclusions.

This study relies on the assumption that care at the outside facility adhered to best practice 

independent of the quality of the transfer. However, optimal treatment during a transition 

requires high quality communication and a system for feedback in order to provide 

coordinated care. The quality of documentation may serve as a marker for poor 

communication or the overall quality of care. We find some evidence of this, as incomplete 

documentation correlated with higher rate of hemodynamic instability on arrival, and a 

lower rate of central line placement. Whether direct or indirect, the association between 

information content and outcomes implies the need for high quality communication 

throughout the transfer. Quality improvement initiatives should focus not only on making 

clinical information complete at the time of transfer, but facilitating more fluid 

communication throughout the continuum of the transfer.

Finally, the crux of investigating care transitions is demonstrating that improvement in the 

handoff process improves patient important outcomes, such as mortality. The strength of 

these data is provocative, but significant infrastructural barriers exist for quality 

improvement. Not only does the lack of adequate documentation inhibit care coordination, it 

prevents identification of medical errors and signs of instability prior to transfer, both of 

which are necessary for quality improvement and additional research. Mandating complete 

documentation including laboratory analysis and images as a requirement for transfer is a 

reasonable first step in improving outcomes. This study provides an evidence-based 

framework to justify this step, both to improve care coordination as well as a necessity for 

future quality improvement initiatives.

Conclusion

This study highlights the degree of information discontinuity that exists when critically ill 

patients are transferred between hospitals and the marked impact of information loss on 

mortality, adverse events, and resource utilization. Quality improvement based on effective 

triage, improved communication, and complete objective information at the time transfer 

may improve outcomes and facilitate higher value care.

Supplementary Material

Refer to Web version on PubMed Central for supplementary material.
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Highlights

1. We developed a tool to evaluate the documentation of patients 

transferred between hospitals.

2. We show that patients arrive frequently with incomplete or absent 

documentation.

3. Document completeness is associated with improved in-patient 

outcomes.
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Figure 1. Variation in transfer documentation and patient disposition
a) There was no relationship between documentation volume and information content, 

independent of whether patients were transferred from a referring ICU or ED. b,c) despite a 

circadian distribution of transfer initiation, patient arrival occurred more frequently at night.
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Table I

Summary statistics, patient demographics, measures, and outcomes.

Demographics

N 335

Age (IQR) 63.1 (15.3)

Male (%) 208 (62)

White 234 (70)

Race (%) Black 34 (10)

Other 67 (20)

MICU 57 (17)

Unit of arrival (%) CCU 144 (43)

SICU 134 (40)

Apache-II (IQR) 11 (7 – 20)

MPMo-III (IQR) 10.5 (4.1 – 21.0)

Transfer

Transit Time, hours (IQR) 4.1 (2.64 – 9.6)

Patients transferred at night (%) 163 (48.0)

Patients transferred across shifts (%) 134 (40.0)

Transferred from Emergency Department (%) 107 (31.9)

Prior Hospital LOS, days (IQR) 1.33 (0.6 – 2.7)

Outcomes and Measures

In-hospital Mortality (%) 58 (17.3)

Shock on admission (%) 87 (26.0)

Shock without central access on admission (%) 31 (9.2)

Adverse Events within 24 hours of arrival (IQR) 1.0 (0.0 – 2.0)

ICU LOS, days (IQR) 2.96 (2.0 – 6.81)

Hospital LOS, days (IQR) 6.33 (2.92 – 14.7)

Patients with Labor Duplication (%) 36 (10.87)

Patients with Disposition Error (%) 43 (12.8)

J Crit Care. Author manuscript; available in PMC 2017 December 01.



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Usher et al. Page 16

Table II

Completion rates and average scores for each documentation element.

Discharge Element % Complete Mean Score (SD)

History and Physical 128 (38.2) 1.34 (0.69)

Discharge Summary 41 (12.2) 0.8 (0.67)

Laboratory Values 203 (60.6) 1.66 (0.53)

Images 49 (14.6) 1.16 (0.56)

Consults 107 (32.9) 1.38 (0.59)

Progress Notes 132 (39.4) 1.34 (0.69)

Medication Reconciliation 97 (29.0) 0.9 (0.41)
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