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BACKGROUND: The transfer of patients between hospi-
tals (inter-hospital transfer, or IHT) is a common occur-
rence for patients, but guidelines to ensure safe and effec-
tive IHTs are lacking. Poor IHTs result in higher rates of
mortality, longer lengths of stay, and higher hospitaliza-
tion costs compared to admissions from the emergency
department. Nurses are often the first point of contact for
IHT patients and can provide valuable insights on key
challenges to IHT processes.
OBJECTIVE: To characterize the experiences of inpatient
floor-level bedside nurses caring for IHT patients and
identify care coordination challenges and solutions.
DESIGN/PARTICIPANTS/APPROACH: Qualitative study
using semi-structured focus groups and interviews con-
ducted from October 2019 to July 2020 with 21 inpatient
floor-level nurses caring for adult medicine patients at an
academic hospital. Nurses were recruited using a purpo-
sive convenience sampling approach. A combined induc-
tive and deductive coding approach guided by thematic
analysis was used for data analysis.
KEY RESULTS: Results from this study are mapped to
the Agency for Healthcare Research and Quality Care
Coordination Measurement Framework domains of com-
munication, assessing needs and goals, and negotiating
accountability. The following key themes characterize
nurses’ experiences with IHT related to these domains:
(1) challenges with information exchange and team com-
munication during IHT, (2) environmental and informa-
tion preparation needed to anticipate transfers, and (3)
determining responsibility and care plans after the IHT
patient has arrived at the accepting facility.
CONCLUSIONS: Nurses described the absence of stan-
dardized processes to coordinate care before or at the time
of patient arrival. Challenges to communication and co-
ordination during IHTs negatively impacted patient care

and nursing professional satisfaction. To streamline care
for IHT patients and reduce nursing stress, future IHT
interventions should include standardized handoff re-
ports, timely identification and easy access to admitting
clinicians, and timely clinician evaluation and orders.

KEY WORDS: interhospital transfer; inter-hospital transfer; qualitative;
nursing; care transitions.

DOI: 10.1007/s11606-021-07276-5

© The Author(s) under exclusive licence to Society of General Internal

Medicine 2021

INTRODUCTION

The transfer of patients between hospitals (inter-hospital
transfer, or IHT) is common, affecting over one million pa-
tients each year in the USA.1–3 Notably, IHT involves approx-
imately 10% of Medicare admissions and 3.5% of all hospital
inpatient admissions.1–3 Despite the frequency of IHTs, na-
tional guidelines are not available to guide clinical processes
or define benchmarks to assess care across facilities.4,5 Only
recommendations regarding the expertise and equipment re-
quired for IHT transport and disease-specific targets (e.g., door
to balloon time for ST segment elevation acute myocardial
infarction) are available.6–9 This gap in general guidance
forces healthcare organizations to create their own IHT proto-
cols, introducing inconsistencies in care coordination of a
multi-step, multi-person process (Fig. 1).
Care coordination is defined by the Agency for Healthcare

Research and Quality (AHRQ) as “the deliberate organization
of patient care activities between two or more participants
involved in a patient’s care to facilitate the appropriate deliv-
ery of health care services.”10 Organization of care involves
the alignment of appropriate personnel and resources and is
directed by information exchange.10 The variability in IHT
processes across institutions and the services within them can
lead to fragmented communication structures and ambiguous
care roles.2,11–13 Existing data in other areas of care
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transitions, such as the transition from inpatient to outpatient
settings, establish that inadequate care coordination plays a
role in poor patient outcomes14–18 and is therefore a critical
area in IHT to study.
Nurses frequently are the first clinicians to interact

with patients upon arrival at the accepting facility; thus,
nurses’ perspectives are integral to better characterizing
the IHT process and identifying potential areas for
targeted interventions. Prior literature has primarily ex-
plored only the patient and physician perspectives 2,4,11–13,19

or focused on nursing perspectives during the transport of
critically ill patients.20,21

This study adds to existing literature by focusing on the
experiences of inpatient floor-level bedside nurses at accepting
facilities. Their experiences, which span from preparing for
IHT patients prior to arrival to admitting IHT patients at the
accepting facility (bracketed in Fig. 1), occur when timely and
accurate coordination of care between healthcare providers is
essential for safe and streamlined patient care. Bedside nurses
can best highlight coordination gaps since they are not in-
volved in the transfer decision (in contrast to critical care
nurses who staff call centers) and must coordinate between
multiple clinicians. Additionally, floor-level IHT patients have
greater variability in arrival times compared to critically ill
patients whose transport is often expedited, adding a level of
complexity to floor-level nursing care. Our primary goal is to
identify challenges and solutions to IHT care coordination
from the perspective of nurses to guide interventions to stan-
dardize the IHT process.

METHODS

Design and Setting

This is a qualitative descriptive study of inpatient floor-level
nursing experiences with IHT at a quaternary care academic
medical center in Colorado. This hospital receives over 5000
IHTs annually from emergency rooms and acute care hospitals
across the Rocky Mountain and Southwest regions of the
USA. Floor-level medicine patients comprise the largest per-
centage of IHT patients (44%) with surgical patients (36%)
following. IHTs are managed by the health system’s call
center, which is staffed by critical care trained nurses who
receive transfer request calls and coordinate clinician contact,
transportation logistics, and bed assignments. Floor-level

bedside nurses are responsible for preparing for IHT patient
arrival and coordinating care once the IHT patient arrives.

Participants

We used a purposive convenience sampling strategy22–24 to
recruit inpatient floor-level nurses from units with the highest
volumes of medicine IHTs and who had experience working
with IHT patients. First, we contacted nursing leadership on
primarily medicine-focused units via email or in-person to
establish interest. Unit leadership then granted permission to
recruit staff for this study via email, in-person at unit meetings,
and/or by word of mouth. Nurses had the option to participate
in individual interviews or focus groups per their availability.
We emphasized to participants that their participation was not
tied to their clinical role.

Data Collection

Interviews (one participant) and focus groups (two or more
participants) were held over 10 months from October 2019
to July 2020. Focus groups and interviews lasted up to 1 h
and were both conducted in-person (pre-COVID-19) and
by telephone. Two interviewers facilitated focus groups
and interviews, one who had a pre-existing professional
relationship to participants as a physician (AY) and one
who did not have any pre-existing relationship to partici-
pants and had experience conducting qualitative data col-
lection (SRJ).25 Both interviewers conducted in-person fo-
cus groups together and conducted in-person interviews,
telephone interviews, and telephone focus groups
individually.
A semi-structured interview guide (Appendix 1) was used

to explore nursing experiences in IHT care and challenges and
solutions to successful IHT. The AHRQ Care Coordination
Measurement Framework10 (Appendix 2) was used to provide
a conceptual model that informed interview guide develop-
ment and data analysis. This framework organizes measures of
care coordination into specific activities or broad approaches,
including domains of accountability, communication, and as-
sessment of needs and goals. These domains offer a lens to
examine IHT care coordination activities specific to the nurs-
ing perspective. Given the emergence of COVID-19 during
the study period, questions were added halfway through the
study to examine the impact of COVID-19 on nurses’ experi-
ence with IHTs.

Figure 1 IHT process overview. The inter-hospital transfer (IHT) process is a multi-step process with multiple participants. Our study focuses
on the nursing experience during the areas of transitions enclosed in the box.
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Interviews and focus groups were audio recorded, profes-
sionally transcribed, and de-identified. Data collection oc-
curred until theoretical data saturation was reached, when
additional data did not lead to any new codes or emergent
themes.26–28 This study was reviewed and deemed exempt by
the Colorado Multiple Institutional Review Board and in-
formed consent was obtained.

Data Analysis

Guided by thematic analysis, we used a combined inductive
and deductive approach allowing for discovery of unexpected
themes and categorization with the AHRQ Care Coordination
Measurement Framework. We analyzed a set of transcripts
individually and designed a code book together (AY, SRJ).
The codebook was refined as new patterns emerged.27,29,30

Each transcript was coded in ATLAS.ti (Version 8, Berlin,
Germany) by at least two coders (AY and SRJ), with 41% of
the data double-coded for enhanced reliability. Wemaintained
a record of all analytical decisions and team discussions. We
established consensus by identifying and resolving differences
in emerging themes through discussion and triangulation with
team members (AY, SRJ, CDJ).

RESULTS

Of 200 nurses invited to participate across four large units, 21
participated (response rate 10.5%) in a total of three focus
groups and fourteen interviews. Nineteen nurses worked on
adult general or subspecialty medicine units, and two nurses
worked on surgical-focused floors but had overlap taking care
of medicine patients. Sixteen (76%) participants worked the
day shift, three (14%) worked night shifts, and two (10%)
worked both shifts. Seventeen (81%) participants identified as
female. Average years of working as a nurse among partici-
pants ranged from 1 to 21 years (mean 5.4 years). Demograph-
ic data are displayed in Table 1.
Results from this study are mapped to the AHRQ Care

Coordination Measurement Framework domains of

communication, assessing needs and goals, and negotiating
accountability.10 The following key themes elucidate nurses’
IHT experiences related to these domains: (1) challenges with
information exchange and team communication during IHT, (2)
environmental and information preparation needed to anticipate
transfers, and (3) determining responsibility and care plans after
the IHT patient arrived at the accepting facility. Findings are
summarized in Table 2, and themes are presented as challenges
and solutions participants identified within each domain.

THEME 1. COMMUNICATION DURING IHT

In theme 1, nurses described their experiences navigating
varying levels of information and communication processes
during IHT.

1a. Information Exchange During Nursing Handoff Report.
Nurses described that IHT patient care started with a nurse
handoff report given over the phone by the transferring
hospital’s nurse. This verbal report served as the main source
of information about IHT patients due to inconsistent access to
a shared electronic health record. Incomplete or inaccurate
handoff reports made it difficult for nurses to accurately
assess the patient’s clinical acuity and needs, creating
uncertainty about what to expect:

“What we know about the patient is always kind of up
in the air... sometimes what we get is very different
than what we heard about and sometimes what we get
is exactly what we heard about. It’s kind of a guessing
game when the patient arrives what we’re actually
going to be dealing with.” (Interview 3)

Many participants relayed that variability in nursing expe-
rience, specialty focus, and/or acuity level of the transferring
hospital influenced the quality and content of the report:

“It’s harder from outside facilities knowing if you can
actually trust what they’re telling you... sometimes the
language that we speak is a lot different...[and] the
priorities are different too.” (Focus group 8)

Given such broad variability, suggested solutions included
standardizing some components in the handoff report, while
allowing for some flexibility:

“I think if there was a streamlined bullet point report...
[and] there were maybe five items that we cover and
those are the core things that we need to know... I think
[those core items] would definitely change a little bit
depending on where the patient was going or what type
of patient they are.” (Interview 10)

Table 1 Self-Reported Demographics of Interview Sample (N = 21)

Demographic characteristic Nurses
n (%)

Female 17 (81)
Charge nurse 6 (29)
Average years total working in nursing, years (SD) 5.4

(5.0)
Average years total on General Medicine Inpatient Ward,
years (SD)

4 (3.2)

Average years total working at hospital site, years (SD) 3.7
(3.1)

Shift
Day shift only 16 (76)
Night shift only 3 (14)
Both day and night shifts 2 (10)

Unit
General internal medicine 10 (48)
Medicine subspecialties 9 (43)
Surgical specialties 2 (9)
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Additional issues that influenced fidelity of information ex-
change included timing of the report, which ranged from hours
before a patient arrived to after the patient arrived, as well as
timing of patient arrival in relation to nursing shift changes.

1b. Communication Structures with Transferring and
Admitting Teams. Nurses described communication
structures to faci l i ta te information exchange as
unidirectional, “like a one-way communication” (Focus
group 4), with nurses primarily identifying as recipients.
Firstly, when receiving the nursing handoff report, nurses

described having to take the report whenever the call center
contacted them:

“Between the surprise element of not knowing when
[the call center] is going to call and then having to take
that call when they do call... it’s kind of stressful.”
(Interview 15)

Secondly, most participants relayed that there was no
process for receiving updates about changes in patient’s
clinical status during transport. They described only
learning about changes if the transferring nurse
contacted the call center or from transport personnel at
time of patient arrival.
Thirdly, once IHT patients arrived at the accepting

hospital, nurses voiced difficulty in communicating with
the admitting team because teams were not assigned
until IHT patient arrival and admitting teams did not
regularly initiate communication with nurses. Many
nurses described paging different teams until the right
provider was found:

“They’re like, “Okay, well, try this person” and it’s just
like a never ending “call him” and “call him.”” (Inter-
view 17)

A solution most participants suggested involved assignment
of an admitting team prior to patient arrival:

“I just feel like if someone is in the hospital, they
should have a provider assigned to them from the get-
go. That way, we know who to call.” (Interview 14)

Lastly, nurses described not being consistently apprised of
the patient’s care plan by admitting providers, often discover-
ing the plan by inferring from orders, reading provider docu-
mentation, and/or asking patients:

“It’s like I’m out of the loop. I don’t know what’s
happening and I don’t know what’s going on. Some-
times, I ask the patients, ‘What did the doctor tell you?’
Which is kind of odd... I should know because the
doctors and nurses should be communicating.” (Inter-
view 13)

Participants identified closed-loop, timely, and bidirectional
communication as integral to successful information ex-
change. This was most often described during reflections on
admitting team and nurse communication:

“I think it would be great if the nurse and the provider,
once the patient is admitted and they kind of have a
plan going forward, if they could have it established
somewhere like, ‘Hey, this is what the plan is. What are
your concerns? These are my concerns.’ Just have a

Table 2 AHRQ Care Coordination Domains and IHT Challenges and Solutions

AHRQ framework
domain

Challenges and solutions to IHT identified by nurses

Challenges Solutions

Communication Nursing handoff report (theme 1a)
• Incomplete or inaccurate
• Variable information due to differences in nurse experience,
specialty, and acuity of care
• Variable timing

Standardization of nursing report (content and
timing)

Unidirectional communication (theme 1b) Bidirectional communication
Difficulty identifying and reaching admitting team (themes 1b,
3a)

Admitting teams assigned prior to patient arrival

Assessing needs and goals Missing information impacts preparation of supplies/equipment,
personnel, and safety precautions (themes 1a, 1b, 2a)

Standardization of nursing report
Nurses notified of updates/able to request updates
Nurses included in plan creationUnclear plan of care/lack of updates from healthcare team

(themes 1b, 2b)

Negotiating responsibility Immediate, but unequal responsibility (themes 2b, 3a) Improved timeliness of admitting team evaluation
of patient and ordersDelay in admitting team evaluation (themes 3a, 3b)

Inability to act until orders are placed (theme 3b)

Theme 1: communication during IHT; 1a: information exchange during nursing handoff report, 1b: communication structures with transferring and
admitting teams; theme 2: environmental and information preparation for IHT; 2a: environmental preparation, 2b: informational preparation; theme 3:
negotiating responsibility of patient care during IHT; 3a: assumption of responsibility, 3b: resumption of care
AHRQ Agency for Healthcare Research and Quality, IHT inter-hospital transfer
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conversation about that so everyone is on the same
page.” (Interview 14)

THEME 2. ENVIRONMENTAL AND INFORMATIONAL
PREPARATION FOR IHT

In theme 2, nurses reported factors that impacted their ability
to set up the patients’ rooms for optimal care delivery and
manage IHT patients’ care plan expectations.

2a. Environmental Preparation. Nurses described that key
information missing from nursing handoff impaired their
ability to anticipate necessary supplies and equipment
(e.g., oxygen tubing or telemetry boxes), appropriate
personnel (e.g., to move a patient from stretcher to
bed), and/or safety precautions (e.g., personal protective
equipment):

“If you don’t know that a patient is going to be on
contact precautions or anything like that, how
many people have been in and out of that room
at that point, but they haven’t been wearing prop-
er protective gear... you want to make sure that
you’re creating a safe environment for your pa-
tients to be in from the moment they get there.”
(Interview 12)

As detailed in theme 1, interviewees expressed support for
some standardization of the handoff report and bidirectional
communication. Comprehensive information about patient
conditions and clinical change updates were identified as
essential to ensure appropriate utilization of resources for
patient care and safety.

2b. Informational Preparation. As the first point of contact
for IHT patients at time of arrival to the accepting facility,
nurses expressed the expectations that they serve as the
healthcare team spokesperson and are prepared to answer
patient questions. One issue that made this difficult for
nurses was not understanding why certain IHT patients were
transferred:

“I always ask why they’re [IHT patients] coming here,
which sometimes, I may never get an answer.” (Inter-
view 13)

Additionally, having to wait until IHT patients arrive
to have a team assigned and not being apprised of the
care plan (described above) made it difficult to appear
prepared:

“[IHT patients] expect us to be expecting them, and we
almost seem unprepared because... we don’t knowwho

the doctor is right away, what the plan is, or what any
of the rest of the orders are.” (Interview 16)

Several participants emphasized that understanding the plan
before the IHT patient’s arrival allowed for a streamlined
transition:

“It’s just good to know the plan because if you know
that ahead of time, you’re ready to go and you can
prepare... and then things will go much smoother.”
(Focus group 8)

THEME 3: NEGOTIATING RESPONSIBILITY OF PATIENT
CARE DURING IHT

In theme 3, nurses discussed the extent of their patient care
responsibilities and their limited ability to act on those respon-
sibilities until provider orders were available.

3a. Assumption of Responsibility.Nurses recounted assuming
immediate responsibility for IHT patients’ well-being and
needs once they arrived. Nurses described that their physical
presence and accessibility, combined with the unknown
timing of admitting team evaluation, made them naturally
accountable for the patient:

“We take on the responsibility of caring for that patient
immediately, and while the doctor is important obvi-
ously for orders and stuff like that, we’re really the ones
that are taking care of that patient for probably the first
good three to four hours depending on what the admit-
ting team’s workflow looks like.” (Interview 3)

Several emphasized nursing’s critical role in providing the
first evaluation of the patient’s clinical stability and immediate
care needs at time of patient arrival:

“These doctors that we’re talking to... they’ve never
seen this patient before. They might have not even read
a single word about them, so it really comes down
heavy on nursing to be aware of the patient’s condition
when they do come in the door.” (Focus group 1)

Some nurses described that admitting teams did not share
the same amount or immediacy of responsibility when IHT
patients arrived. This was a source of frustration because they
perceived an urgency to get a provider to the bedside, pointing
out that unlike patients admitted through the emergency de-
partment, some IHT patients may have had a longer gap since
they were last evaluated by a provider team:

“I usually just blow up whoever the team is and if
they’re not up there within the hour I usually call again
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and then call them again. I understand we’re all busy,
but again, the patient hasn’t even had eyes laid on them
so can somebody come up and see this patient?” (In-
terview 9)

3b. Resumption of Care. In addition to being immediately
responsible for IHT patients, nurses described the expectation
that they immediately resume, if not advance, the care that was
provided at the transferring facility. However, their ability to
perform care tasks was contingent on the admitting team’s timely
assignment, evaluation of the patient, and placement of orders:

“And the first question once [IHT patients] get here is
‘Can I eat and can I drink?’ Or like you’re in a ton of
pain. That really stinks. Here’s some ice. That’s all I
got for you. Like they were giving you morphine and
fentanyl over there… sorry. Our hands are tied until
your doctor gets in here.” (Focus group 4)

Even in critical situations where patients clinically deterio-
rated at the time of arrival or shortly thereafter, nurses de-
scribed having to prioritize getting a provider to the bedside
for orders so they could administer care:

“I have to jump through too many hoops just to get
somebody to the bedside.... [in response to a decom-
pensating patient], I’m trying to call a medical emer-
gency team response... [while] I’m also trying to call
the triage team so that they can assign him a doctor
because I have no doctor to give me orders or do
anything.” (Interview 5)

Nurses described that this inability to perform care tasks
until provider orders were placed created significant tension
with IHT patients. This tension impacted patients’ perception
of their quality of care and created nursing stress and profes-
sional dissatisfaction:

“[You feel] incompetent and just totally flustered and
you’re not being a good nurse and it’s like you’re not
getting off to a good start with these people that have
already had a rough day. And then you’re just like ‘I’m
sorry, I’m still waiting.’ It just makes me feel … like
such a baby and you’re like I can’t do anything. I have
to wait for the doctor, and it just makes you feel not
great.” (Interview 17)

Participants identified solutions like improved timeliness of
admitting team evaluation of IHT patients and prioritized input
of orders to streamline care delivery:

“[If] the physician can come see the patient and put in
an order sooner... we can act on those orders and have a

better relationship with the patient – like give them
pain medication and give them antibiotics that they
need on time, so it just helps with the continuity of
care.” (Interview 2)

DISCUSSION

In this study of inpatient floor-level nurses who care for
patients transferred from other facilities, our primary goal
was to identify challenges and solutions to IHT care coordi-
nation to guide future interventions. Participants described an
absence of standardized processes and communication prac-
tices to coordinate IHT care. Unreliable information exchange
and inefficient communication structures lead to incomplete
delivery of key clinical information. As a result, nurses
expressed difficulty anticipating and preparing for IHT patient
needs. Additionally, delays in admitting provider team evalu-
ation of the patient and order placement resulted in patient care
delays, created tension between nurses and patients, and con-
tributed to nursing stress and professional dissatisfaction. The
COVID-19 pandemic, which occurred halfway through our
study, did not create additional issues for nurses, but high-
lighted many of the same issues nurses experienced with IHTs
prior to COVID-19. The findings of this study can be lever-
aged as key targets for future IHT improvement efforts.
Prior work in studying IHT processes identified inadequate

communication practices between physicians on the care team
and physicians and patients.2,11,13 These included varied com-
munication practices among transferring, accepting, and ad-
mitting physicians, inconsistent or incomplete receipt of rele-
vant clinical information, and disorganization of records.11–13

Shared electronic health records and clear communication
chains were seen as possible solutions to help with information
exchange fidelity.11–13 Our work demonstrates that these com-
munication challenges extend to other key stakeholders in IHT
care coordination, specifically floor-level bedside nurses who
are responsible for preparing for the patient’s arrival, coordi-
nating with admitting teams, and delivering care.
Additionally, this study offers a structured lens through

which to characterize and understand the IHT process by
employing the AHRQ Care Coordination Measurement
Framework. From a nursing perspective, ideal IHT care coor-
dination depends on complete and timely transmission of
relevant clinical information, bidirectional communication
structures, shared understanding of the care plan, and clear
roles and responsibilities, all key components to the AHRQ
framework. Our participants offered solutions that comple-
ment and expand upon each of these components, like stan-
dardization and bidirectionality to improve communication,
clearer team assignments and greater involvement of nurses to
enhance assessment of patient needs and goals, and timely
provider evaluation and orders to expedite care delivery. In
other care transition studies, intra-hospital team handoff stan-
dardization has been shown to reduce medical errors.31–34
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Accepting institutions could consider including a checklist of
equipment, personnel, and safety items to ensure appropriate
nursing preparation. Furthermore, creation of an IHT team
huddle at the bedside for nurses and admitting providers could
facilitate a shared mental model of the patient, address imme-
diate patient needs, and establish a clear treatment plan.
Our work also highlights the unequal responsibility that

bedside nurses assume in initial IHT care at accepting facili-
ties. Beyond being physically responsible for the patient,
nurses are also accountable to patients for knowing their care
plan, managing their needs, and ensuring their safety. These
implicit nursing responsibilities have been documented in the
nursing literature35,36 and are likely more pronounced given
the assumed clinical stability of floor-level IHT patients by
admitting teams. Additionally, floor-level patients, unlike crit-
ically ill patients, are often conversant and engaged in their
care. As our results demonstrate, incomplete information and
limited autonomy in IHT impede nurses’ ability to fulfill their
care responsibilities. This forces nurses into a primarily reac-
tive care model instead of a proactive care model and creates
unnecessary stress. Nurses described feeling powerless to
deliver timely and appropriate care for IHT patients while they
waited for the admitting team’s assessment and orders. Rec-
ognition of the importance of timely evaluation and prioriti-
zation of IHT patients by admitting teams can ameliorate these
stressors and better acknowledge and correct the disparity in
responsibilities that nurses hold in IHT. Other potential solu-
tions include basic standing orders and assignment of admit-
ting teams ahead of patient arrival with contact information
readily available.
Limitations to this work include a mostly White sample of

nurses who primarily worked day shifts, which may not cap-
ture the full range of perspectives despite our efforts to recruit
equally across day and night shifts. There may have been
selection bias since nurses may have opted to participate to
discuss negative experiences.We attempted to mitigate this by
asking about both positive and negative IHT experiences
equally. Additionally, perspectives from other groups (e.g.,
physicians, patients) involved in IHT care are not included.
Our results may not be generalizable beyond the context of the
study participants at this single center, as IHT protocols are
different across institutions and service lines. However, chal-
lenges in the IHT process described in this study are consistent
with problematic areas identified in prior limited research,
suggesting similar experiences at other institutions.2,11,13 Al-
though our interviews and focus groups were limited to inpa-
tient floor-level nurses at one hospital site, we sampled a large
quaternary hospital with similar numbers of annual IHT pa-
tients as other studies,13 nurses across different geographic
units that may have different approaches to caring for adult
medicine patients, and over a large length of time. In addition,
81% of the nurses who participated were female, which is
comparable to the 90% of nurses in the industry that are
female.37

The findings in this study suggest that development of
standardized nursing handoff reports, timely clinician evalua-
tion of patients and input of orders, and improved communi-
cation models could help floor-level bedside nurses better care
for IHT patients. Targeting these issues are particularly impor-
tant as nurses are often the first contact for IHT patients, who
look to nurses to provide them information and administer
care. Additionally, physicians rely on nurses to bridge the time
between patient arrival and their evaluation, creating a space
where nurses are physically and clinically responsible for the
patient, but are also lacking authority and knowledge. By
addressing these issues, patient satisfaction, patient safety,
and nursing professional satisfaction could be potentially im-
proved. Future work should study other perspectives of those
involved in the IHT process, including other healthcare team
members as well as patients and their families, and the inter-
dependent nature of IHT care. Studying these populations and
triangulating their perspectives with nursing perspectives in
this study could inform development of standardized process-
es, targetable quality metrics, and eventually, national guide-
lines for IHT.
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