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Abstract

Objectives—Transferred emergency general surgery (EGS) patients experience worse outcomes
than directly admitted patients. Improving communication during transfers may improve patient
care. We sought to understand the nature of and challenges to communication between referring
(RP) and accepting (AP) providers transferring EGS patients from the transfer center nurse’s
(TCN) perspective.

Methods—Guided by the Relational Coordination Framework, we interviewed 17 TCNs at an
academic medical center regarding (in)efficient and (in)effective communication between RPs and
APs. In-person interviews were recorded, transcribed, and managed in NVivo. Four researchers
developed a codebook, co-coded transcripts, and met regularly to build consensus and discuss
emergent themes. We used data matrices to perform constant comparisons and arrive at higher-
level concepts.

Results—Challenges to ideal communication centered on the appropriateness and completeness
of information, efficiency of the conversation, and degree of consensus. TCNs described that

RPs provided incomplete information due to a lack of necessary infrastructure, personnel, or
technical knowledge; competing clinical demands; or a fear of the transfer request being rejected.
Inefficient communication resulted from RPs being unfamiliar with the information APs expected
and the lack of a structured process to share information. Communication also failed when
providers disagreed about the necessity of the transfer. APs diffused tension and facilitated
communication by embracing the role of a “coach,” negotiating “wait-and-see” agreements, and
providing explanations of why transfers were unnecessary.
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Conclusions—TCNs described numerous challenges to provider communication. Opportunities
for improvement include sharing appropriate and complete information, ensuring efficient
communication, and reaching consensus about the course of action.

INTRODUCTION

Transferred emergency general surgery (EGS) patients are a vulnerable patient population
who have worse outcomes than their directly admitted counterparts.1~3 Transferred EGS
patients experience significantly increased in-hospital morbidity, mortality, lengths of stay,
and cost, which persist after risk adjustment.! Previous research examining contributing
factors to these poor outcomes has focused on patients’ demographics (e.g., age, insurance
status, income), clinical features (e.g., diagnoses, comorbidities), and hospital characteristics
(e.g., bed size, geographic region).1-8 Qualitative aspects of the transfer that likely influence
patient outcomes, such as communication between providers, have been less rigorously
studied.

Poor outcomes among patients transferred within a single institution have been partly
attributed to poor communication between providers.”:8 Improving communication during
intrahospital transfers prevents medical errors, improves patient outcomes, and has

been identified as a leading patient safety goal by The Joint Commission.”~11 Unlike
communication during intrahospital transitions of care,12 there is a paucity of research on
the communication that occurs during /nterhospital transfers and the potential impact of

that communication on patient outcomes. There is preliminary evidence demonstrating that
improved communication prior to interhospital transfers may prevent up to 70% of adverse
events among transferred critically ill patients® and may lead to better patient outcomes.13.14

Transfers of patients between acute care hospitals typically involve a series of conversations
(Figure 1). At most hospitals, referring providers [RPs (typically physicians or advance
practice practitioners)] call the transfer center of the accepting hospital and speak to the
transfer center staff, often a nurse, who gathers initial information.® Transfer center nurses
(TCN) provide a brief summary to accepting providers (APs) and facilitate and participate in
a conversation with the two providers.

We hypothesize that improving communication between providers during interhospital
transfers of EGS patients may improve patient care. Our long-term goal is to gain a thorough
understanding of the factors that facilitate or impede providers’ communication during
transfer calls. Understanding the nature of these interactions and identifying challenges
providers experience will inform strategies to improve this communication. Because TCNs
coordinate calls between RPs and APs, they have a global view of providers’ conversations
about interhospital transfers. Thus, we began this line of study by collecting TCNs’ insights
regarding providers’ conversations discussing transfers of EGS patients. The data presented
here is based on the TCNs’ perspective; future phases of this work will explore the
perspectives of RPs and APs.
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Conceptual framework

Our data collection and analysis was guided by the Relational Coordination Framework
(RCF) (Figure 2).16-18 The RCF examines how effective coordination is best carried

out within and across interdependent institutions. The RCF is a theory widely applied

to healthcare delivery including quality and continuity of care.1®-21 The RCF builds on
three relationship dimensions (shared goals, shared knowledge, and mutual respect) and
four aspects of communication (frequency, timeliness, accuracy, and problem-solving).
According to the RCF, the quality of relationships and communication among workers
interacts through “mutually reinforcing dynamics” to impact effective coordination. The
RCF posits that relationships are shaped by actors’ levels of shared knowledge about the
work process (i.e., how each task/role is related) as well as the degree to which actors share
goalsand mutual respect. Grounded by the RCF, we sought to (1) understand the nature

of provider communication by applying the dimensions of shared knowledge, shared goals,
and mutual respect, and (2) examine how these elements influence one another as well as
communication regarding transfers.

Data collection

This study occurred at a tertiary medical center from March to August, 2019. We invited

all TCNs to participate by email and through in-person visits. We interviewed 17 of

24 current or previous TCNs. Guided by the RCF, we developed an interview script
eliciting descriptions of (in)efficient and (in)effective communication between RPs and APs
discussing interhospital transfers of EGS patients. Trained researchers conducted in-person
interviews lasting approximately 60 minutes. TCNs filled out a demographic questionnaire.
Participants were compensated $100. Interviews were audio recorded, transcribed verbatim,
de-identified, and uploaded in NVivo for data management. This study was approved by the
University of Wisconsin-Madison Institutional Review Board.

Data Analysis

Data were analyzed using directed content analysis.?2 The analysis team consisted of a
surgeon, health services researchers, and qualitative experts. We developed a codebook
based on RCF elements as well as emergent themes. Emergent themes were characterized as
any topics within the data that were not captured by the framework elements. We captured
these emergent themes (e.g., “strategies for a successful communication,” “strategies to
diffuse tension™) as new codes. At least three researchers coded each transcript individually.
The team met regularly to review all codes, to achieve consensus and accuracy, and to
discuss patterns and core meanings of themes. We took extensive notes and created memos
to document themes. For this study, we examined all data associated with codes relating to
the elements of RP and AP communication (20 main codes and 22 sub-codes). We used
data matrices?® organized by study participant, code, argument, and representative quote to
perform constant comparisons?4 and arrive at higher-level concepts.
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Participant Demographics

A total of 17 TCNs were interviewed. Approximately 75% and 50%, respectively, had
experience working in inpatient care and emergency department settings. The range of
experience with direct patient care was between 5 to 35 years; their experience working at
the transfer center ranged between 4 months and 17 years. More than 70% of TCNs had a
bachelor’s degree or higher.

Ideal Referring and Accepting Provider Conversations

To begin, we asked TCNs to describe their observations of an ideal conversation between
RPs and APs to ground our analysis. TCNs consistently described “ideal” communication as
RPs providing a clear, concise presentation that precisely described the patient’s condition
(including previous treatments and procedures), encompassed a “complete work-up” with
images and lab results, and explicitly stated the reason for transfer. Information TCNs
frequently alluded to that should be included in RPs’ presentations is listed in Table 1. TCNs
described APs as ideally being respectful and patient as well as letting RPs talk without
interrupting. According to TCNs, because APs were unable to physically examine patients,
APs relied on RPs’ presentations to make medical decisions.

“The biggest challenge, is just in as little time as possible, because everybody’s
busy, understanding a clear clinical picture, so that an appropriate judgement is
made about the patient’s coming or not.”

(TCN 11)

Although RP-AP conversations often flowed as described, situation-specific elements
led to challenges in communication. TCNs’ descriptions of these challenges centered
on: (1) appropriateness and completeness of the information provided, (2) efficiency of
communication, and (3) degree of consensus between providers about the decision to
transfer. Figure 3 summarizes these results.

Appropriateness and completeness of the information

TCNs outlined several scenarios when RPs presented inappropriate or incomplete
information. Several reasons for not having the necessary information were described by
TCNs: (1) limited infrastructure and personnel to complete the work-up (e.g., imaging
studies), (2) RPs being overextended (e.g., managing a crowded emergency room) and
placing the call prior to personally examining the patient or gathering the information, (3)
RPs lacking the familiarity or knowledge to send images electronically to the accepting
hospital despite completing the workup, and (4) RPs not including certain details about
patients’ conditions (e.g., a history of chemical dependence) out of fear that APs would
reject the transfer based on this information.

“Part of it could be that they don’t want to give the information ‘cause they’re
worried we won’t take the patient based on some piece of information.”

(TCN 22)
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TCNs reported that not sharing enough information or leaving out necessary information
resulted in a number of obstacles for all parties. TCNSs relied on this information to connect
RPs to the appropriate APs. When TCNs lacked information, they either asked RPs to call
back (e.g., call back after images were pushed) or connected the providers without them
having the necessary information. In the latter situation, APs spent considerable time asking
questions to obtain a clear picture of the patient’s condition to decide whether the transfer
was necessary. In both cases, conversations took longer to complete, which ultimately
delayed care.

When RPs did not provide the necessary information, APs asked RPs to conduct additional
tests (e.g., further labs or imaging) to gain a better picture of the patient’s condition.

APs also asked to speak to the specialist or surgeon taking care of the patient to provide
critical information. TCNs noted that because surgeons speak the “same language” (i.e., they
recognized and were able to describe unique elements of the patient’s condition) having two
specialists on the call could facilitate ideal communication.

When RPs did not provide essential information, APs also pushed back on the transfer
and asked for more details about the patient or the referring facility’s resources to decide
whether the transfer was out of necessity or a “dump.” TCN described “dumps” as cases
where APs believed that the referring hospital should be able to care for the patient, but
RPs sought a transfer for reasons other than patient request or “true” clinical need (e.g., no
surgical coverage, no access to imaging). In some cases, TCNs recounted that APs asked
RPs if they requested the transfer because caring for the patient was inconvenient.

“We have some EGS surgeons that will call them out on it. Like, ‘So, are you just
trying to give us this patient ‘cause it’s Friday night right before a holiday? Or do
you actually feel like you can’t manage this patient. ‘Cause we’re not gonna do
anything for this patient over the weekend either.””

(TCN 8)

In situations where the RP completed the workup to the extent they were able before calling
for a transfer and was honest and forthright about the clinical status of the patient and the
reason for transfer, it promoted trust between all parties and helped the process go more
smoothly.

“...They have all the relative lab work back. They have the appropriate imaging.
They are forthcoming with their reason for transfer, either it’s bowel perforation,
they don’t have beds, they don’t have a surgeon. And | have all this information up
front. | can call my provider, give them the short story.”

(TCN 6)

Efficiency of communication

Another element that contributed to the quality of communication according to TCNs was
the efficiency of the conversation (i.e., how much and in what order the information was
shared). TCN noted that efficient communication was a key factor in successful AP-RP
communications.
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“[Efficient] conversation is very directed. You know exactly what we need to know,
nothing more, nothing less.”

(TCN 19)

Excessive amounts of information on the patient’s condition or details of previous
treatments that did not pertain to the acute illness created a “word salad” during RPs’
presentation. When RPs provided unnecessary information, APs had difficulties sorting
through and identifying critical information. APs missed information that had already been
shared, causing RPs to repeat themselves. TCNs emphasized that a concise presentation
minimized the high cognitive load carried by the providers during these conversations.

“...if it comes out as like a giant word salad, like I’m sitting there documenting on
the call while they’re talking, and 1’1l hear them say something and I’ve even typed
it, and then I’ll hear our surgeon ask about something that was already shared, |
think just ‘cause it was so much information all at once.”

(TCN 27)

TCNs posited several reasons why RPs shared excess information. TCNs described the
absence of a streamlined process to concisely deliver information. Lacking an understanding
of how APs utilized the information provided, RPs tended to include as much detail

as possible assuming that APs would be well-informed. Additionally, because individual
APs asked for different amounts of information, RPs were not be able to anticipate the
information APs expected. This led to inconsistencies regarding the amount of detail RPs
included in their presentation.

“Maybe the last time that Doctor A called and spoke to [AP], they just said, ‘Sure,
send them along.” And they didn’t need anything, they didn’t want anything. So
maybe this follow-up interaction they’re having where someone’s asking for some
objective evidence of condition is abnormal to them. So, maybe just a difference in
providers.”

(TCN 28)

The order in which information was presented also affected the efficiency of the
communication. TCNs stated that RPs were inclined to present the patient’s story
chronologically. Although at times chronological details helped paint a clear picture, in
situations where APs were overburdened and under time constraints (e.g., starting an
emergency operation), it became more important to be brief. In these situations, RPs should
focus on the critical points pertaining to the patient’s current condition, especially the reason
for transfer, rather than giving a chronological history of the patient’s story.

“...it doesn’t seem like there’s really a template for how they share information or
what information they share, so it does come out as a little bit like...narrative-y. So
it’s sort of in chronological order, but they talk about some labs and then they talk
about something else, and then they talk about other labs, and so I think pieces sort
of get lost. Because it’s not organized in a super meaningful way to the surgeon
who wants certain elements of information.”

(TCN 27)
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Consensual decision making

Even when appropriate information was shared efficiently, TCNs noted that RP-AP
communication suffered when they disagreed about the need for transfer. When RPs were
certain that a transfer was necessary but received pushback from APs or were questioned
about the reason(s) for transfer, they pressured APs to accept the transfer, got defensive,
asked to talk to someone higher up, called a different hospital, or called back later to talk to
a different AP.

TCNs described the various ways APs responded to reduce or avoid tension when initially
refusing a transfer (Figure 3). As one approach, APs embraced the role of a “coach” and
educated RPs about interventions that should be done if the patient stayed at the referring
hospital. This occurred when APs were convinced that RPs had the infrastructure and
resources necessary to care for patients.

“I think [APs] try to redirect in a sense and try to get them to do as much as they
can in their own facility. And, look at things in a different way or try to do as much
as they can.”

(TCN 17)

As a second approach, APs negotiated a “wait and see” agreement with RPs. Here, APs
refused the transfer but promised to revisit the decision, especially if the patient’s condition
worsened.

“Sometimes [AP]’ll say, ‘Wait ‘til tomorrow. Get the images that we need. And
then call me back and we’ll see where we are from there.” You know, ‘give the
patient 24 hours to rebound, get more imaging, labs and things like that, and then
we’ll reassess the situation tomorrow’...And a lot of times in those cases, the
patients end up staying at the referring facility.”

(TCN 18)

A third approach by APs was to provide detailed explanations of their rationale for why
the patient did not need to be transferred. TCNs described how APs explained why they
were not concerned about the patient’s condition or why the situation was not urgent.

APs reinforced that they would not do anything differently than what the RPs described,
reassuring RPs and giving them peace of mind. In these situations, APs usually adopted a
firm stance on their decision while at the same time keeping the conversation professional.

“Sometimes [RP] will say, ‘Fine. If you can’t take the patient, we’ll just send the
patient somewhere else.” And so, usually, then our doctors will say, ‘Well that’s not
the case. It’s not that we don’t want to take your patient, but there’s nothing we’re
gonna be doing for this patient right now...’cause it’s not an emergency.’”

(TCN 8)

A fourth approach by APs was to acquiesce to transfer requests that may not be considered
medically urgent or necessary. In situations where RPs became “pushy” about the transfer

or were not appeased by the aforementioned strategies, APs may accept the patient to avoid
confrontation. In these conversations, APs told RPs to “just send the patient to ER” for an
evaluation and assessment and took an approach of “we’ll figure it out when they get here.

J Patient Saf. Author manuscript; available in PMC 2023 October 01.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Alagoz et al. Page 8
“If they have like a sketchy story, or the provider’s not giving them a good clinical
picture of the patient, our providers will say, ‘Yes, send it to the ED so we can
evaluate the patient and see what service is appropriate for the patient.” That’s their
go-to line for, ‘Okay, just forget it. Send them over, shut up.” [Laughs]”

(TCN 18)
DISCUSSION

A conversation between RPs and APs is required before patients are transferred between
hospitals at most transfer centers in the United States (84%).1° Despite the importance

of these conversations to the care of this vulnerable patient population, little attention

has been directed toward improving RP and AP communication. To begin to understand
deficiencies in provider communication, we examined the perspectives of TCNs, the primary
organizers of conversations regarding transfers. We focused on the elements that challenged
or facilitated efficient and effective communication between providers. Our results identified
several challenges to provider communication including factors related to appropriateness
and completeness of information, inefficiencies in communication, and lack of consensus
about the course of action. Understanding challenges and facilitators of this communication
from the TCN vantage provides a starting point from which to explore the insights and
perspectives of RPs and APs in future interviews.

Communication regarding transfers of care involves more than just sharing the patient’s
history and workup. In addition to the content of the conversation, contextual factors

at both the institutional level (e.g., image sharing capabilities) and provider level (e.g.,
providers juggling competing duties) must be considered to optimize communication. The
RCF characterizes the micro-dynamics of coordination, particularly for scenarios, such as
interhospital transfers, that are “highly interdependent, uncertain, and time-constrained.”16
Our results confirm that the micro-dynamics of coordination are substantial contributors to
the challenges that occur during interhospital transfer communication. The RCF posits that
friction can be mitigated when providers are connected through relationships grounded by
shared knowledge, shared goals, and mutual respect.

Per TCNSs, one important component missing from RP-AP communication was providers’
knowledge of the systems or processes at their counterpart’s hospital. For example, despite
what was expected by the transfer center, RPs did not always provide a patient summary

to TCNs. This was mainly due to unfamiliarity with the TCN’s role and how TCNSs use

this information to triage the call to the correct AP. Similarly, APs were not aware of the
available infrastructure and staffing at referring hospitals, leading to mistaken expectations
of the care referring hospitals could provide. Establishing a shared knowledge of resources
and practices at the respective hospitals may enable providers to understand the overall work
process and start the conversation on a common ground.

Another critical challenge to sharing accurate information efficiently was the absence of a
structured communication process. Inconsistencies in the amount and detail of information
expected by APs frustrated RPs. Without a structured process, RPs shared too much or

too little information. In some cases, the lack of structure in the RP’s presentation made it
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harder for the AP to identify the information needed to make the transfer decision. A better
understanding of how to help RPs tell a cohesive story tailored to the patient’s condition
with the appropriate level of detail and in a manner that facilitates understanding by the
AP is needed. This joint approach can be used to develop a partnership to reach consensus
regarding the treatment plan and the shared goal of improved patient outcomes.

Provider expectations also influenced the communication between RPs and APs. Being the
tertiary care center in the region and having expansive infrastructure and expertise, there

can be pressure to “accept all patients.” Per the TCNs, some RPs assumed that all patients,
even those that could safely be cared for at the referring hospital, would be accepted for
transfer. However, TCNs noted that accepting all transfer requests could adversely impact
overall patient health and safety due to capacity issues and delayed transfers of complex
patients. RPs insisting on a transfer and/or requesting to speak to an administrator led to APs
acquiescing to avoid conflict, even though transfer may not be the optimal course of action.

Our study has several limitations. First, our data comes from a single institution in the
Midwest; thus, our results may not be generalizable. However, this is less likely given that
most tertiary hospitals utilize some form of a transfer center.1® Second, recall bias may
have impacted our results. However, most themes in our analysis were reported by multiple
participants. Lastly, we only report the TCN perspective. RPs or APs may perceive barriers
or facilitators to communication differently than TCNs and may have a more nuanced
appreciation for the content and depth of information necessary to improve communication.
Future work will investigate RPs’ and APs’ perspectives on barriers and facilitators to
communication and elicit their thoughts on improving communication surrounding EGS
transfers.

CONCLUSION

Achieving optimal patient outcomes requires timely, high-quality care provided by
appropriate providers and staff. During interhospital transfers, APs rely on RPs’ clinical
acumen, situational assessment, and communication skills as they have the “eyes on the
patient.” For both RPs and APs, making decisions under time constraints and determining
the best course of action can become a stressful task, particularly when transportation to

a different facility is needed. The RCF suggests that these challenges can be overcome
through shared goals, shared knowledge, and mutual respect.18 Opportunities for improving
communication surrounding interhospital transfers include sharing appropriate and complete
information through structured processes and tools. Such methods to enhance providers’
work may include checklists and/or scripts but could also include the integration of
telemedicine into the assessment of EGS patients and the ultimate decision to transfer.
These adjuncts could help to ensure that communication is efficient and solidified by
mutual respect and trust, and promote consensus about the course of action, in part, by
enhancing providers’ understanding about institution-level resources. TCNs have provided
an initial understanding of the communication between RPs and APs, which will be verified
and adapted through engaging RPs and APs so that evidence-based interventions can be
developed to address gaps in provider communication and to hopefully result in quantifiable
improvements in patient care and safety.
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Figure 1:
Conversations between Referring Providers, Accepting Providers, and Transfer Center

Nurses during requests for interhospital transfer
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Figure 2:

The Relational Coordination Framework
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Figure 3:

Visual representation of the results of this study
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TABLE 1.

Information that transfer center nurses identified that referring providers should include in their presentations
when requesting transfer of an emergency general surgery patient

Two or more patient identifiers

Working diagnosis (if known)

Reason for transfer

History of present illness

Relevant past medical or surgical history

Hemodynamic stability or instability

Physical exam findings

Workup completed (e.g., labs, imaging [final reads and images if available])

Interventions at referring hospital (e.g., antibiotics, nasogastric tube, resuscitation, procedures)

Location of patient at referring hospital (i.e., emergency room versus inpatient status [general, intermediate, or intensive care])
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