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• Acute pulmonary embolism (PE) is the 3rd

leading cause of cardiovascular death in 
the United States1,2

• Patients may require interhospital transfer 
(IHT) to a tertiary care facility to have 
access to multidisciplinary Pulmonary 
Embolism Response Teams (PERT)3 and 
advanced therapies

• IHT has been extensively studied, for 
numerous acute medical conditions, such 
as trauma, acute ST-elevation myocardial 
infarction and stroke4–6, however, it is less 
understood in PE

• Themes identified as barriers to IHT-PE:  (1) 
inefficient communication, (2) subjectivity in 
the indication for transfer, (3) data (imaging 
or clinical) delays, (4) operational barriers, 
including lack of available beds, poor 
weather conditions inhibiting transportation, 
and patient desire to avoid transfer for 
personal or financial reasons

• Themes identified as facilitators to IHT-PE: 
(1) Good communication and reliance on 
colleagues, (2) dedicated team for 
transferring and treating PE patients

• Identifying these themes are useful in 
streamlining the IHT-PE process, creating 
education programs and formulating 
consensus, with the goal of improving patient 
care

• Investigate barriers and facilitators of 
transferring patients with acute PE amongst 
physicians who are responsible for both the 
transferring and receiving of patients

• Streamline the process and improve patient 
safety of IHT-PE

PERT Clinical Protocols Committee developed a 
qualitative, semi-structured interview guide

Institutions and subject experts identified by PERT 
Consortium to participate (included referring and 
receiving institutions, academic and community 
hospitals, from 5 geographical locations, from 

different specialties)

25 interviews conducted, recorded and stored in a 
secure web-based platform

Transcription, Coding and Analysis by Qual EASE of 
the University of Pittsburgh using inductive 

qualitative description approach

“Barriers” and “Facilitators” of IHT-PE identified

BARRIERS TO INTERHOSPITAL TRANSFER OF PE PATIENTS
Inefficient Communication
1 “It’s usually quite cumbersome, and that becomes especially so if we’re dealing with more than

one hospital.” (EM 6)
2 “If I can see all of the objective data, again, I feel very, uh, much more comfortable with our plan

than if I can’t see that.” (PCCM 1)

Subjectivity in Indication for Transfer
3 “So, the patient in my opinion met criteria for giving tPA. I called the PERT, I spoke with one of the

physicians there. I can’t remember if it was resident or an attending. We kind of went through

some of the criteria. He thought the patient did not meet criteria for tPA. And then it was a

question of, you know, okay, should this patient be transferred or not? We kind of had a

discussion about that. I remember talking to the hospitalist at our institution who felt the patient

should be transferred. The PERT team thought that we could manage the patient at our facility. I

felt pretty strongly about giving the tPA given the clinical picture and the criteria that she was

meeting. So, I sort of pushed for the tPA even though the PERT team doc kinda didn’t feel strongly

about it, wasn’t really recommending it, but said, you know, if I want to give it I can give it.” (EM 7)
4 “Something that’s frustrating is that it’s sometimes a lot of subjective information [that] is used in

the decision-making process. We don’t always use strict objective criteria, so it may depend on

who you get on the other line, you know, in other words… we’ve had patients who have had

borderline troponin, borderline echo findings, BNP. They may not have all the-the kind of the

objective criteria that we at least look for which his elected troponin, elevated BNP, evidence of

right heart strain, hypoxia, you know. They may have one or two of those factors and then age

may play a role, and then clot burden is, you know, subjective based on a review of the CT

scan. So, you know, I’ve had instances where I feel like I’ve had patients with fairly similar

characteristics; one gets accepted, one does not.” (PCCM 2)
Data (imaging or clinical) Delays
5 “What we do have difficulty sometimes, depending on the staffing of the referring hospital, is that

they sometimes have difficulty getting an echo, STAT, during off-hours.” (PCCM 3)

6 “[After imaging], the other half is getting the specialists to see the patient and see the imaging and

make that recommendation.” (EM 2)

7 “Occasionally, um, it can be, uh, there may be a slight delay in obtaining the echo, the STAT echo,

simply because of the volume of patients we have.” (PCCM 2)

8 “They don’t understand the nature of emergency medicine that there are many patients that you

do not have the luxury of waiting 45 minutes to an hour to get labs back, to do testing, and that

these patients need to be tested quickly and immediately.” (EM 8)

Operational Barriers 
9 “At the end of the day, none of them are obligated to accept, no matter what the situation is. And

so, we have had situations where we’ve had very sick people who have had delayed transport.”

(EM 3)
10 “Where I work now, it’s a whole different ballgame, because there’s no land route. So, ambulances

need to get on a ferry in order to get the patient off. So, our primary access for transferring

crucially ill patients is MedFlight and, depending on the weather, if the helicopters aren’t running

and you really have a critical patient, we have to send them off by Coast Guard.” (EM 5)
11 “Sometimes insurances don’t agree that this is a high level of care requirement. […] Typically, as an

emergency physician, I’m still in charge of making that determination. It just comes with a lot of

challenges to a patient [whose] bill is declined or denied by their insurance carrier. But sometimes

that will make the transfer more challenging because there’s other physicians involved who won’t

authorize it, and it makes it more challenging. Especially in cases where it’s unclear that the

patient may need a procedure but should probably be at a higher level of care institution in case

they deteriorate.” (EM 9)
12 “Sometimes you just have to try to get the insurance company to authorize the ambulance

because the patient doesn’t want to get stuck with a bill, and then the insurance company could

say, well, we don’t want to offer it to transfer despite it being a higher level of care.” (EM 10)

FACILITATORS TO INTERHOSPITAL TRANSFER OF PE PATIENTS
Good Communication and Reliance on Colleagues
13 “I think our ability to initiate either tPA or heparin is—We have pharmacists in our staff, our

hospital, who are very competent and are very helpful in initiating meds. So, I think that part is

very good.” (EM 4)
14 “[Because of] exceptional EMS providers and flight crew providers, the transfers, from a critical

care standpoint tend to go pretty well. They’re very good at care of patients en-route. They often

work to stabilize patients who they pick up, even prior to transporting them. So generally, those

aspects of transfer are some of the best around.”(EM 11)
Dedicated Transfer and Treatment Teams (i.e., PERT)
15 “We didn’t always have these PERT teams. Before, we kind of had to have a more ad hoc

approach to how we care for these patients. Now we have clear definitions of what a massive and

submassive PE, and then clear, accountable consultants who get notified, and then this kind of

path to the CCU for those massive PEs. It’s more clearly defined, and so, it – you know, trying to

find an ICU bed for these patients is less difficult than it used to be.” (EM 2)


