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Managing Patient Transfers
Admitted to Acute Care Hospital Dx: ACS

Patient discharged home with a copy of the discharging hospital’s GAP tool. Another copy remains on 
the patient’s file for chart abstraction purposes.

If patient is discharged home 
from UOHI

If patient discharged back to 
Community Hospital from UOHI

At CIHI, project 224 reports from each institution are tracked and information from the same patient is 
merged to provide full analysis of adherence to best practices.

UOHI notifies community hospital 
of discharge. Community hospital 
includes patient on project 224 
report but indicates, either in ACS 
compliance template or in 
separate report, that patient was 
transferred to Institution 54164 
(UOHI).

UOHI completes UOHI GAP tool as fully 
as possible; if available, uses 
information from referring hospital GAP 
tool. Sends top copy of UOHI GAP tool 
back to community hospital. 
Community hospital uses the info on 
UOHI GAP tool to complete their GAP 
tool. 

If patient transferred to UOHI for 
angioplasty or other tertiary care

UOHI places UOHI GAP tool on 
patient’s UOHI chart 

If patient remains at admitting hospital 
for entire hospital stay

Admitting hospital initiates GAP tool


