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Introduction
Interfacility transfer (IFT) is an important strategy for improving access to specialized care for patients with complex clinical problems. IFTs account for roughly 3.5% of all hospital inpatient admissions annually (1.5 million admissions) nationwide, are inherently complex to coordinate and are recognized to be associated with increased risk of adverse events and mortality.(1, 2) Early in the process, after the decision to transfer is made, a written and informed consent from patient or healthcare proxy, a provider certification of reason(s) for transfer, and documentation evidence of warm handoff is mandatory before the transfer can proceed.(3) Based on anecdotal reports of care delay, we decided to evaluate this segment of IFT as an Informatics-focused High Reliability Organization project. 
Methods:
Multidisciplinary QI-team performed root cause analysis and investigated the impact of EHR navigational complexity on time to complete required steps and end-user usability barriers. We used LEAN methodology, PDSA, stakeholder analysis, and process flow mapping. The outcome measure was the time in seconds needed to locate correct orders, consults, and notes in the EHR. Primary PDSA cycles: 1) Identify and eliminate redundant forms and consults; 2) A. Create a master list of required orderables; B. Simplify and include instructions within the EHR menu; 3) Add the discharge order to the already created orders-set; 4) A. Use human factor engineering to enhance the clarity of instructions; B. Include commonly used transfer center phone numbers to the menu. The end-user process was audited and documented before and after implementation. 
Results: The estimated cumulative time saved from eliminating nonessential consult and notes was 21 hours. 
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Figure 1. Differences Between Pre and Post Intervention states.










Conclusion
Dissatisfaction with EHR usability and barriers have been proven to cause end-user task completion delays due to more clicks, navigating several menus, and inconsistent processes.(4) IFT menu & order-set creation, enhanced clinician task performance, improved end-user experience, eliminated improper consult placement, and reduced IFT delays. Future analyses will evaluate the cost savings associated with decreased transfer delays and enhanced provider efficiency. 
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