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Fireside Chat: Inter-Facility Transfer

Subject Matter Experts:
Tony Woodward, MD, MBA

Lisa Nichols, MBA, BSN, RN, CCRN-K

September 17, 2019 
S FACEP, FAEMS

Please mute your phone or computer



The HRSA, MCHB EIIC is supported in part by the Health Resources and Services Administration
(HRSA) of the U.S. Department of Health and Human Services (HHS) under grant number
U07MC29829. This information or content and conclusions are those of the author and should not
be construed as the official position or policy of, nor should any endorsements be inferred by
HRSA, HHS or the U.S. Government.
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All lines will be open and interactive. We ask that you utilize your mute features when not 
speaking. 

Please mute your phone or computer

This call is being recorded. If you have any objections, you may disconnect at this time. 



This continuing nursing education activity was approved by the Emergency Nurses Association, an accredited approver
by the American Nurses Credentialing Center’s Commission on Accreditation for 1.0 contact hours.

Note Faculty/Speakers and Planners for this Fireside Chat:

 Tony Woodward, MD
 Lisa Nichols, RN
 Kate Remick, MD
 Krystle Bartley, MA
 Diana Fendya, MSN (R), RN
 Meredith Rodriguez, PhD

have no conflicts of interest. Additionally, no commercial support has been received for this activity. 

Should participants detect any bias in this presentation please note such on the evaluation or reach out to Diana 
Fendya, nurse planner for continuing education.
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• Sign into the webinar: name, email address and name of your facility. 

• At the completion of the presentation a link will be provided which will take you to a short evaluation 
form which you will need to complete.  

• The evaluation must be completed within 2 weeks:
https://tch-redcap.texaschildrens.org/REDCap/surveys/?s=C3CHENDRY8

• Within 48 hours of receiving your evaluation, your certificate will be sent to you electronically.

TO OBTAIN NURSING CEs

https://tch-redcap.texaschildrens.org/REDCap/surveys/?s=C3CHENDRY8
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Transfer Delays
• Review interfacility transport times and causative factors that may 

lead to delay
-Current data show average transfer times of 233 minutes

• Discussion/case scenarios

• Discuss transfer packet contents and how to work with receiving 
hospitals develop needed resources

-Current data show 0% of institutions with a transfer packet



Causative Reasons for Transfer Delays
• Lack of pre-determined guidelines

• Can lead to chaos and indecision when needed 
• Recognition of need to transfer delayed

• No specific plan of where patients will go
• Memorandums of Understanding (MOU) or transfer agreements 

not in place

• Delays with transporting services
• More rural sites with limited access to EMS and have to rely on 

outside agencies or local agencies having to travel long distances

• Delay transfer getting unnecessary radiologic or lab 
tests

• Lack of psychiatric beds available



CAUTION!

• Speed alone is not the solution
• Quality/Stability trumps speed
• It’s a balance

• Know your programs strengths, constraints and opportunities

• Goals: Remove struggle/waste in process
• Anticipate

• Prepare

• Review

• Improve



Potential Patients to Transfer
• Traumatic injuries

• Physiologic criteria (now or projected)
• 1. Decreased or deteriorating neurologic status GCS < 14 

• 2. Respiratory distress or failure 

• 3. Endotracheal intubation and/or ventilatory support and/or children 
requiring anesthesia 

• 4. Shock of any type, compensated or uncompensated 

• 5. Injuries requiring blood transfusion 

• 6. Care requiring any one of the following: 

• a. Invasive monitoring (arterial and/or central venous pressure) 

• b. Intracranial pressure monitoring 

• c. Vasoactive medications 



Trauma Patients to Transfer?
• Potential anatomic criteria

• Fractures and penetrating injuries to an extremity which may be complicated by 
neurovascular and/or compartment injury 

• Fracture of two or more long bones (femur, humerus, tibia/fibula) 

• Suspected injury to the axial skeleton or spinal cord 

• Traumatic amputation and crush injuries 

• Significant head injury either suspected or documented 

• May not need to validate with imaging studies prior to transfer

• Penetrating/deep wounds to head, neck, trunk, pelvis, proximal extremity 

• Pelvic fracture 

• Significant blunt injury to the chest or abdomen 

• Ocular injuries 

• Degloving injuries especially with possible tendon injury 

• Extensive and/or circumferential burns



Potential Medical Patients to Transfer
• Acuity high or uncertain
• Diagnosis concerning or developing
• Unstable or assisted ABC’s
• Concern for serious bacterial infection 

• Meningitis, sepsis, etc

• Potential need for pediatric surgical intervention
• Monitoring capabilities (unit, equipment, staff) that 

exceeds standard capabilities
• Inability to escalate on site for potential/anticipated 

progression



Anticipation: Initiation of Transfers
 What institution do you contact? 

 Who decides where to send the patient? 

 Transfer agreements in place?

 How do you initiate contact to that institution? 
 Phone numbers readily available? 

 Who makes the call? 

 Who gives report? 
 Who takes the report? 

 Provider to provider, RN to RN?

 Ideally both!

 How do they get there?
 Can/should EMS be mobilized at the same time as decision made? 

 If critical care transport team needed, start that process

 Know your teams and capabilities



Centralized Access/Communications

Know how to reach 
each program, what 
to expect and with 
whom you will be 

speaking!



Options for Pediatric Transport
• No medical provider

• Private vehicle, taxi
• Accompaniment of health care professional

• Primary provider (EMS)
• Volunteer, First Responder, EMT, EMT-P

• Secondary transport (interfacility)
• Specialty vs. non-specialty teams
• Expensive and resource limited

Specialized care to patient or patient to specialized care?



EMS and Transport Capabilities*

• Individual pediatric skills and experiences may vary between and within agencies
• Oversight (and pediatric expertise) during process varies between systems 

Basic Life Support 
(BLS)

• Emergency Medical Technicians (EMT’s)
o 100 hours training, not extensive pediatric training or exposure
• Cannot deliver medications or IV’s
• Mostly Airway/Breathing assist, wound care

Advanced Life 
Support (ALS)

• Paramedics (EMT-P)
o 1000-2000 hours training, variable pediatric training but limited critical care 

pediatric exposures 
• Can obtain vascular access, deliver approved medications, manage airway, 

intervene with chest tubes, etc.

Critical Care 
Ambulance

• ALS as above plus a critical care nurse (not usually a pediatric critical care nurse)
• Ventilator capabilities? 

Pediatric and 
Neonatal Critical 
Care Transport 

• Can assess and provide pediatric/neonatal critical care enroute
• Pediatric acute/critical care specialists overseeing the process (medical control)
• Can start tertiary care institution evidence based guidelines enroute



Referral Center: Responsibilities
 Anticipate and prepare for potential need
 Appropriate decision to transfer 
 Stabilize and prepare patient prior to transfer

 Critical interventions should not wait for transport team to arrive 
(airway)

 Identify work that can/should be done prior to transport (IV’s placed and 
secure, antibiotics, radiographs, chart copying, etc)

 Don’t delay transport (or referral) for assessments that can be safely 
accomplished at receiving center (CT, LP, extensive imaging, etc)

 Choose appropriate transport process and destination
 Consent for transport (receiving location and mode)



Receiving Hospital Responsibilities
• Immediate availability when contacted

• Accept patient, if capacity

• Clear, concise, expert recommendations

• Prepare the team

• Ensure seamless transition

• Communicate back to the referring team feedback related to 
pertinent follow-up and learning opportunities

23



Transfer Packets: 
Anticipate Family Needs

 Where is the receiving hospital?
Directions how to get there and where to go once there

 Transportation options
Will EMS/Transport agency allow a parent to ride with them?

 Hotel/Lodging options close to hospital 
 Contact information 
 2 numbers recommended just in case! 

 Someone to greet the family on arrival at referral center
Assist with other needs they may have 
Clothing, food, transportation…



Inter-Facility Transfer Checklist



Example for Parent Packets







Transport Resources

https://emscimprovement.center/resources/toolb
oxes/interfacility-transfer-toolbox/ Trauma Center Association of America © 

Subject to TCAA Security and Confidentiality Policy 



Transport Resources
American Academy of Pediatrics (AAP.org)

• Evidence-based where able

• Participation/review by individuals, experts

2015

2019

Pediatric Emergency Preparedness



Summary
• Assess your facility and staff to pre-identify patients who should be transferred

• Assess and reassess the process 
• Be complete and efficient.

• Consider where to care for your patients ahead of time
• Are we capable of caring for this patient?

• Who can help us?

• Consider what to give families you are transferring 
• What do they need to know? 

• Evaluation completed by the family of the transfer process

• Feedback of the receiving hospital to the referring institution



Questions?
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TEAM CHECK-IN



Questions

What are your enablers?

What is your biggest challenge?

Common transfer delays?

What is you minimum transport 
criteria?

34PARTICIPATION: IFT

Springfield Hospital
University of Connecticut Health Center 

Team 7: New England EMSC

Heartland Regional Medical Ctr
Cardinal Glennon Children’s Hospital

Team 2: LifesavERs

Ransom Memorial Hospital

Team 3: MOKAN Rocks

Cogdell Memorial Hospital
Medical City Fort Worth
Medical City Lewisville
Medical City North Hills

Team 5: Lone Star Kids

Crossing Rivers Health

Team 12 : WISPR

CHI Mercy Health

Team 14: Oregon Pediatric Readiness

Team list based on data entered into the DES as of 9/5/2019
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HOUSEKEEPING



Housekeeping

Fireside Chats
• September 24: Weight in Kilograms

• 2:00 CDT

Learning Sessions

• October 1

• November 19

• December 3rd
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CNE Credit

CNE Link: https://tch-redcap.texaschildrens.org/REDCap/surveys/?s=C3CHENDRY8

Google: EMSC PRQC (Password also)

Email: qeca@texaschildrens.org | dcc_prqcsupport@hsc.utah.edu

mailto:qeca@texaschildrens.org
mailto:dcc_prqcsupport@hsc.utah.edu
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