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1. Executive Summary

This piece of proactive work examines the theme of risk, how it is perceived and managed across individual, organisational, and system levels. The work is based on risk within the context of urgent and emergency care.   It draws on the principles and values of public health ethics, in particular Appreciative Inquiry.  The focus of the report is based in one place-based area of the Midlands and extensive discussion was held via Focus Groups. Relevant stakeholders in the Integrated Care System were invited to participate in focus groups to discuss their understanding of their role and responsibility in relation to Risk Management.  The discussion allowed for exploration of how risks are informed and managed and how the determinants of risk perception influence decision making for patients, service delivery and the wider population and system. 
The study highlighted the overall strengths and weaknesses in the current risk management practices within Urgent and Emergency Care of a specific Trust. A patient-centred approach, combined with collaborative team dynamics and shared decision-making, appeared to be key themes required with regards to the effective management of risk.  Challenges exist due to resource and capacity issues and communication breakdowns between key agencies.  
Appreciative Inquiry was a positive model used to develop and consider collective learning opportunities across organisations.  It facilitated positive discussions and allowed practitioners to obtain a clearer understanding of Risk within Urgent and Emergency Care from the perspective of other agencies and not just from their own organisation. Whilst the focus groups allowed for rich discussions around risk, due to the small number of participants we would recommend further research in this area in order to obtain results that could be considered representative of the wider community.

Recommendations include the need for further research to be considered and for Integrated Care Systems to consider developing the Governance and strategies within systems in relation to Risk Management. 










2. Background

Risk management has been defined as the systematic identification, assessment and evaluation of risk [1]. The identification, assessment, and management of risk in healthcare is fundamental to providing safe and high-quality care for patients and populations. Health services are inherently risky, with their core activities involving responses to unpredictable events where the potential for adverse outcomes is high. Healthcare providers must recognise and manage risks effectively to protect both patients, individual professionals and the wider organisation [2]. Public sector organisations cannot be risk averse and be successful. Risk is inherent in everything we do to deliver high-quality services [3]. 
 
Risk perception and risk tolerance are related components within wider risk management processes. These more subjective elements are determined by a range of contextual and relative factors operating at the individual, organisational and system levels. Determinants influencing risk perception and tolerance include aspects such as organisational culture and its approach to risk management, responses to changes in a system and organisational pressures, and how risk, and the burden of responsibility associated with it, is understood and seen to be distributed and shared across system components and actors. Perception and tolerance of risk also operates at the individual level, whereby decision making in healthcare delivery is influenced by personal interpretation of risk and its consequences both to service users and to healthcare staff themselves.
 
There is a requirement for organisations to be open and transparent in relation to risk with risk being understood and recognised at all levels within companies. The topic of risk can often be deemed to be seen as a political area of interest. Public awareness and perceptions of a risk can be influenced by how the media cover it and present the culture surrounding risk [4]. The public inquiry into the Mid-Staffordshire NHS Trust found that large numbers of patients were left unprotected, exposed to risk, and subjected to quite unacceptable risks of harm and indignity over a period of years [5]. More recently the Ockenden Report (2022) highlighted that the Trust in question failed to investigate, learn and improve, and therefore often failed to safeguard mothers and their babies [6]. How public inquiries are portrayed in the media can have a huge influence on the public and patients' perception of risk within the NHS. If we believe the headlines, health services are suffering epidemics of cultural shortcomings [7]. Extensive inquiries into failures and scandals in the NHS over several decades have indicated aspects of hospital culture as leading to those failings. After such reports, widespread and fundamental cultural change is typically prescribed as the remedy, and inquiries can often highlight the gaps whereby organisations have not been able to recognise or identify risk from within [7]. In 2018, the Care Quality Commission (CQC) called on the NHS and its partners to promote a change in safety culture across the NHS so that safety is given the priority it deserves [8].  Ideas of culture are also central to quality improvement methods. The focus of the NHS Safety Culture is one of the two key foundations of the NHS Patient Safety Strategy [9] whereby a positive safety culture is one where the environment is collaboratively crafted, created, and nurtured so that everybody can flourish. With the introduction of the Patient Safety Incidence Response Framework there is a continued emphasis on engaging and involving patients, families and staff following a patient safety incident.  
 
Risk management within the NHS will be understood and managed differently depending on the organisation.  At the start of this project, it was recognised that Integrated Care Boards (ICBs) were still in their infancy with the idea of ICBs to bring the NHS together locally to deliver shared priorities with a greater emphasis on collaboration and shared responsibility for the health of the local population.  Integrated Care Systems (ICSs) are defined as partnerships that bring together local government, the NHS, social care providers, voluntary, community, faith and social enterprise organisations and other partners to improve the lives of people who live and work in their area. Each ICS includes a statutory integrated care partnership (ICP) and integrated care board (ICB).  With new structures will be new requirements with regards to how risk is managed and governed, ensuring the correct infrastructure and systems and process to support risk management. The Hewitt Report (2023) recognises that many ICBs needed time to develop the capacity and capability to lead all aspects of system risk management, particularly when performance pressures are so apparent in almost every part of the NHS [10]. The report also discussed the role systems have with regards to tackling immediate and often intractable problems including urgent and emergency care (ambulance queues and delayed discharges) which cannot be resolved by any single organisation or by relying on traditional methods. 
Urgent and Emergency Care (UEC) has been used as the live example for this project to explore the opportunity to reimagine risk. Risk perception and tolerance may be factors influencing ongoing system pressures resulting from delays in ambulance handovers and patient discharge delays. While recognised as a complex issue with multiple component elements driving current pressures, recent joint working between NHSE Midlands, systems and provider organisations looking at the determinants of main challenges affecting UEC delivery, identified some common themes of the influence of risk perception and risk management on decision making. These included concerns over the risk of patient complaint and possible litigation and other professional consequences from patient harm, and how risk responsibility and burden is distributed among all relevant stakeholders. Furthermore, partnership working, a core principle of Integrated Care Systems (ICSs), is essential for addressing issues such as delayed ambulance arrivals, handovers, and patient discharges. These and many other challenges do not just affect one organisation; they can only be effectively tackled by many organisations working together, integrating care across the entire pathway and making the best use of available resources to achieve better, safer outcomes [10]. Discussions around this theme of risk indicated that, with rising system pressures, the focus of risk and subsequent clinical decision making becomes increasingly focused on those visible and immediate patients who are in the line of sight, with less focus on the impact of decision making on the wider system, stakeholders and populations. 
 
The project proposes to examine the theme of risk in more detail, reviewing how it is perceived and managed across individual, organisational, and system levels in the context of UEC. 
 
3. Literature Seach 
 
A preliminary literature search was conducted in conjunction with an Evidence Specialist at the Trust Knowledge Hub and Library where the search was undertaken, the full search is available in Appendix 1. The evidence searches undertaken focused on clinical risk management in complex health systems.  The search commenced on 15th February 2023 and concluded on 3rd March 2023. The Date range requested was research up to 10 years old in English Language.  All available limits were used (gender, article/study type, etc.)  The databases explored included:
 
• Cinahl and Medline Complete on the Ebsco platform
• Emcare and Embase on the OVID platform
• Cochrane Library
• PubMed
• KnowledgeShare
• Google Scholar
 
The following relevant controlled vocabulary language terms were selected and combined to conduct the search:
 
• Risk assessment
• Risk
• Clinical risk
• Transitional care
• Transition of care
• Patient transfer
• Hospital to home transition
• Continuity of patient care
• Integrated care
• Intra-unit transfer
• Care transition
• Discharge planning
• Safe transition
• Handoff
• Handover
• Organisations
• Hospital bed capacity
• Crisis capacity
• Surge capacity
• Contingency capacity
 
The findings highlighted a limited body of evidence in relation to clinical risk management within health systems highlighting the complexity of the area. This may be due to a multitude of factors including the defining and understanding of risk management, perception and tolerance or the culture that surrounds risk. This work will explore risk management in further detail and create the opportunities aligned to reimagining risk across healthcare systems. 
 
4. Aims
 
The overarching intended aim of this work is to stimulate and enrich conversations and debate about how risk is currently managed and shared within systems, and co-develop practical guidance that supports systems, their organisations and individual decision makers to develop collective thinking about risk and consider it more holistically from a contemporary population health management perspective.
 
The intended outcomes of this project include the development of more explicit and shared understanding of risk within systems and organisations, particularly in relation to improved awareness and understanding of risk accountability across all parties. It is also hoped that through this work providing licence for systems to develop new whole-population perspectives on risk, that systems will be better equipped to successfully implement adaptive challenges and transformation initiatives that will necessitate provider organisations and their decision makers being willing to shift the balance of risk between those patients in clear sight within clinical settings, and those as yet to be seen ‘future patients’ in their wider communities and populations they serve. 

5. Methodology
 
5.1 Design 
The primary methodology guiding the study design was appreciative inquiry (AI), an asset-based approach to systems change that emphasises positive idea generation over problem identification. AI leverages questions and dialogue to help participants identify existing assets, strengths, and opportunities within their communities, organisations, or teams, fostering collaborative development and implementation of improvement strategies [11]. As a form of action research, AI aims to generate new ideas, theories, and insights that promote positive change within an organisation or system [11, 12].
 
AI was selected to explore the strengths within the healthcare system’s risk management, with the goal of identifying new opportunities for enhancement. To complement the AI approach, open-ended questions and case scenario-based methods were also employed. These additional methods aimed to elicit insights into current risk management practices and uncover challenges, barriers, and obstacles to optimal performance. By combining AI with these problem-focused techniques, the study aimed to capture participants' real-world accounts of how risk is currently managed and how the system might improve its approach to risk management in the future.
 
5.2 Procedure
Qualitative focus group interviews were conducted with clinicians, service managers and health-care leaders from one health care system in the Midlands, England. The Midlands is split into two geographical regions; the West and East; and is home to approximately 10,000,000 people [13]. The health care systems used in this project, provides integrated care in an urban and metropolitan area containing a large city. It was selected because it was seen as a good setting to answer the aims of the study, without overly focusing on the inconsistency that can occur between organisations.
 
Requests were sent to key stakeholders within the health care system, inviting them to participate in the focus groups. Efforts were made to ensure participants were from various levels within the organisation and were also from diverse clinical and professional backgrounds. Unfortunately, despite several email requests from the Clinical Senate(s) Team only a small number of participants stepped forward.  This may be due to a multitude of reasons.  Staff within the Urgent and Emergency Care setting are noted to be extremely busy so may not have had the time.  The issue of Risk Management is a key political area so staff may not feel conformable discussing this issue and the focus groups were conducted during the summer months, so we had to account for Annual Leave.  In order to maximise attendance, four focus groups were arranged on different days and at different times over a six-week period from July to September 2023 and Microsoft Teams was utilised.  One of the focus groups was cancelled as no participants booked on to that date so in total three took place.  

The Midlands Based Ambulance Service were unavailable to attend the focus groups however a semi structed interview took place with a member of the project team (SRW) and the Urgent Care Quality Senior Specialist at the ICB and the Clinical Lead for Urgent and Emergency Care/ NHSE Regional Clinical Lead for Integrated Urgent and Emergency Care. The findings from the discussion have been included in the results section. 
 
The focus group interview guide was divided into two parts. The first part presented a clinical vignette of a hypothetical patient's journey through the healthcare system, accompanied by a semi-structured topic guide. This guide was designed to stimulate discussion about how risk within the scenario was perceived, with the aim of helping stakeholders develop a shared understanding of each other’s unique perspectives. The second part of the focus group built on the principles of AI and aimed to prompt participants to discuss positive, solution-focused examples of effective risk management within the system. A copy of the clinical vignette and focus group discussion guide can be found in appendix 2.
 
5.3 Sample and Participants
Focus groups were all conducted virtually on Microsoft Teams and facilitated by two members of the study team and an administrator. Focus groups were captured through the record and transcribe function in Microsoft Teams.
 
	Focus group
	Participants 

	1 
	Director of Nursing for Trust Project Team Members (SRW and FF)


	1
	Head of Risk for ICB 

	1
	Head of Quality for ICB

	1
	Quality Lead for ICB

	2
	Consultant in Care of The Elderly and Clinical Director (LB and AH)

	2
	Head of Pharmacy 

	3
	Trust Consultant Respiratory Physician/Clinical Director for Emergency Services (Emergency Department and Acute Medical Unit). Project Team members (SRW and FF)

	3
	Consultant Gastroenterology and General Internal Medicine



 
5.4 Analysis
Focus group interviews were analysed following an adapted version of the process outlined in the work of Braun and Clarke (2006) [14] on Thematic Analysis (TA). Firstly, all transcripts were independently read by members of the research team (LB, FF, SRW, AH), to familiarise themselves with the content of each focus group. In the second stage, individual members of the research team re-read the transcripts and highlighted/noted sections that contained interesting or relevant information, pertinent to the overall aims of the project. This phased enabled the generation of initial codes, which were systemically applied to each transcript individually. In the third phase, individual members then began searching for themes; patterns across initial codes generated within each transcript. This involved sorting and collating codes into relevant themes, until all the initial codes had been converted into themes. In the fourth phase, members of the research team then reviewed and refined the themes created in the previous stage, collapsing, or separating out themes where appropriate.  Members of the research team then began to review and collapse themes throughout interviews to ensure themes generated mapped across all interviews. In the final stage, the themes generated by each individual member of the research team were compared and contrasted for similarities and divergence. They were further refined and amalgamated through a process of consensus between two members of the research team (FF, AH).
 
5.5 Thematic analysis – Risk Focus Groups
The focus group discussions revealed a wide variety of opinions and drivers when considering clinical risk. Whilst discussions focused on the specific Integrated Care System and the scenario we provided, many of the themes can be extrapolated to the approach to risk within an Integrated Care System. Thematic analysis of the focus groups and interviews demonstrated six key approaches to risk. 
 

6. Results
 
6.1 Theme 1: Patient Centred
When considering the scenario provided, clinicians were quick to identify risks directly impacting the individual patient described in the scenario.
 
Patient characteristics: 
Specific patient characteristics would impact the risk of further deterioration (such as the presence of comorbidities including frailty), but also whether outpatient management would be appropriate in an ambulatory care or “Hospital at Home” pathway as an admission avoidance strategy. Discussions considered social context, including the home environment and the presence (or lack of) an informal support network. Risk was felt easier to balance for less complex patients with no comorbidities in comparison to those with complex medical backgrounds and social circumstances – alongside an appreciation that with an ageing, multimorbid population, management of risk is becoming more challenging. 
 
Consequences of medical treatment: 
Clinicians were concerned about the consequence of delayed or omitted treatments and the potential for further clinical deterioration causing direct patient harm. Wider discussion also considered unintended harms of medical treatment, including side effects or complications of medical intervention (such as medications or procedures, to nosocomial infections) and the potential for clinician error and how this may be avoided.
 
Patient’s own risk tolerance: 
Within the overarching conversation of risk management, clinicians also described the impact of the patient’s own risk tolerance on clinical decision making. Shared decision making allows clinicians to discuss different treatment options with their patients, giving patients a choice about which treatments they would like to receive and in what setting. Naturally, there is variation between patients, with some willing to tolerate more risk with safety netting in place – such as a treatment plan which enables them to be treated at home, with the caveat of an admission if they deteriorate. From a social care perspective, there was an acceptance that we would not be able to eliminate risk on discharge, but that clinical teams have a responsibility for promoting a “positive risk-taking conversation”, supporting patients to make decisions which are right for them.
 
Patient responsibility: 
Finally, amongst discussions around the system risk, conversation moved to limited resources and how at times, patients take their own responsibility for the system’s risk. For example, in the case of delayed ambulance response times, patients and their relatives may face their own decision whether to wait for an ambulance or whether to use their own transport to reach hospital – with both options presenting a degree of unknown risk and the potential for deterioration. 
 
6.2 Theme 2: Individual Clinician Variation
 
The variation in the practice of individual clinicians was a key focus of the group discussions. Decision making and risk tolerance was affected by knowledge, experience, confidence and perceptions. 
 
Responsibility: 
Ultimately, all clinicians in the focus group felt that the ultimate responsibility for individual patient risk lay with them, rather than the system. The clinicians were frank in acknowledging that even though they are aware of the overall system risk, often this would not have a significant impact on their decision making for individual patients, where they focussed instead on making the safest decisions for the patient in front of them. Particularly, consultants felt they were the ones disproportionately taking the responsibility for risk. Further discussions focused on medicolegal responsibility and the concern from many different frontline groups that their registration numbers would be at risk if there were any adverse events – a key driver for defensive practice, which in itself may contribute to the system risk (for example, avoiding early discharges due to the concern that something could go wrong). 
 
Experience: 
Clinicians vary in seniority and specialist area. It was acknowledged that clinicians will tend to be more comfortable managing clinical risk in familiar settings. In general, it was felt that more senior clinicians, such as senior consultants, were more comfortable juggling risk than those who were more junior. Early, specialist review was felt to be beneficial, as specialists were more tolerant of risk within their specialised area – for example, enabling earlier discharges which were generally accepted to reduce the overall system risk by improving flow. More senior clinicians suggested that occasionally an awareness of the system risk would alter how they managed patients – describing “stretching normal practice”, accepting slightly lower standards whilst maintaining patient safety.
 
Confidence: 
For clinicians to manage risk effectively, they needed to be confident in the clinical information presented to them and with the established diagnosis or diagnostic pathway. They also needed to be able to trust the systems in place and that follow up would indeed happen as expected. Where processes felt unreliable, this was felt to be an unacceptable risk, promoting more defensive medicine. Whereas, when clinicians were familiar with outpatient, admission avoidance processes, they would be much more confident to utilise these pathways. 
 
Perception: 
The perception of risk can be affected by personal experiences, particularly where an adverse event has happened recently or in a similar clinical scenario. Clinicians are more likely to practice defensively if they have recently experienced a patient deteriorate unexpectedly – for example, if they have tried to manage a patient on an ambulatory pathway, but the patient has deteriorated dramatically, required admission to hospital and had an adverse outcome. Such experiences contributed to personal anxieties which impact significantly on the behaviour of individual clinicians. Moreover, behaviour was impacted by how clinicians perceive the support they receive by their own organisation when managing risk for patients (or lack thereof). The perception of the public and the media was also felt to impact on patient management – for example, while the high-profile sepsis media campaign has brought sepsis to the forefront ensuring each patient is screened on admission, the drive has also altered prescribing practices, lowering the threshold for antibiotic prescribing even when this may not be indicated. This was felt to contribute to system risk by promoting overtreatment and defensive medical practice, potentially contributing to prolonging hospital admission or wider risks such as the development of antibiotic resistance.
To ensure a better understanding of risk from a patient and public perspective it was recognised that co-production is key and seeking views of both staff and patients’ needs to be at the core of what we do.
 
6.3 Theme 3: Within a Clinical Team

Collaborative working: 
Working within an effective and cohesive clinical team was felt to have a positive impact on the perception and management of patient risk. Established clinical teams benefit from sound knowledge of each team member’s skill set and trusting one another’s clinical assessments, reducing duplication of work and optimising delegation of tasks, creating an efficient, responsive team. Team-working enabled joint decision making between trusted colleagues, spreading the responsibility for risk and therefore increasing the volume of risk teams are willing to take on. Effective information sharing between the team is paramount, alongside clinical systems which dynamically present workload and enable visualisation of risk. 
 
Risk appetite: 
It was acknowledged that risk appetite varies between clinical teams, often driven by the key priorities of the team. For example, risk tolerance within pharmacy was stated to be “zero”, where medication errors can cause serious patient harm. 
 
Workload:
Workload was acknowledged to have a significant impact on risk and how teams are able to balance risk. Where workload is excessive, teams must focus on their essential work, diverting resources away from desirable work (which could ultimately improve services and patient safety). Services are overwhelmed with their existing workloads, creating backlogs and inability to manage incoming work – increasing risk for those patients awaiting input. Inadequate staffing further contributes to backlogs, with teams unable to deliver their core responsibilities. With consistently increasing and overwhelming workload, teams face burnout and exhaustion. 
 
6.4 Theme 4: Between Different Clinical Teams

Handover: 
Handover was described as “fraught with risk” and was raised as a concern consistently in the focus groups, particularly the transfer of care from primary to secondary services. Poor information transfer increased the risk to patients through omissions, errors or failure of follow up. The impact of repetition of work, such as multiple triages for pre-hospital services, was a source of frustration, contributing to inefficiencies and creating barriers, preventing effective transfer of care. The ease (or difficulty) of making referrals between teams affected efficiency and further altered the relationships between teams. Whilst many teams offer a variety of services which exist to help manage risk (such as community services in health and social care following an acute discharge), a lack of awareness by clinicians or other teams meant these were not utilised to their maximal potential. A greater awareness, and utilisation, of such services would enable risk to be reduced. 
 
Collaborative working: 
Where different teams were able to work effectively together, this created support networks which were better equipped to mitigate risk. However, when teams did not effectively work together, the strained relationship between services was described as “a risk in itself”. There was a perception that at times some clinical groups/teams may not take responsibility for risk, particularly at peak pressures, and instead handover the responsibility for risk to the next team. 
 
Shared understanding: 
It was felt that there was significant value in knowing the risks of other systems and teams.  It was acknowledged in some of the focus group discussions that different stakeholders may not consider the risks affecting other services and that viewing risk as a system risk rather than individual or service risk would require a significant change in mindset. Where agencies have a clear understanding of the risks impacting on services, resources can be appropriately directed (or re-directed) to alternative services – for example, NHS 111 have access to data regarding pressures within the Ambulance Service and are able to respond to ensure patients are directed effectively to resources and services according to demand. The national development of the “Patient Safety Incident Response Framework (PSIRF)” sets out the NHS’s approach to developing and maintaining effective systems and processes for responding to patient safety incidents for the purpose of learning and improving patient safety - highlighting the need for greater understanding of shared risk [15].
 
6.5 Theme 5: Clinical Management 

Senior clinicians with roles within management felt they had a greater awareness of the overall system risk – particularly the interaction between systems, processes and stakeholders. System stressors, such as winter pressures, may alter priorities – including prioritising earlier discharges to support flow within the hospitals. However, they still described a tendency to focus on individual patients, rather than every other stakeholder’s risk, when managing patients within their clinical (rather than managerial roles) – feeling that, ultimately, they remain personally responsible for the risk of that patient. They acknowledged that targets could have a detrimental impact on patient care, including acute and outpatient services, contributing to increased administrative workload and overtreatment. There can be a discourse between clinicians working on the ground who view targets as “hoops to jump through” – doctors seeking to practice evidence-based medicine seek to know the evidence behind targets and protocols before they will engage with them. It was also recognised that different stakeholders can have different targets or priorities which again can impact risk management. 
 
6.6 Theme 6: System Level

Shared responsibility: 
Those working at a more strategic level, felt responsibility for risk was shared and that everyone working within the system is responsible – a stark contrast to the perception of front-door clinicians. Several cross-agency participants in the focus groups cited the use of risk registers, governance meetings, committees and audits as a process to understand and manage risk within the system.  It was agreed by all participants that there were already a number of systems in place and the answer to improving risk management is not to create more registers. Rather shared understanding of the overall system risk is needed and the visibility of risks impacting on other services was important to enable teams to manage their own risk. Overreporting and duplication has the potential to create burnout and disillusionment. 
 
Autonomy and accountability:  
It was felt that there is not always enough autonomy and accountability in relation to risk. Risks overseen by committees, sometimes can be seen as a governance exercise with the responsibility falling on the organisation’s Governance Lead to conduct discussions - however at the system level, risk was described as “everyone’s responsibility” - not individually owned. Coupled with this there needs to be autonomy to allow organisations to mitigate against risk.
 
National Guidance: 
Integrated Care Systems were acknowledged to be in their infancy, lacking the maturity of well-established organisations. However, Integrated Care Systems have a large footprint, with a greater opportunity to access a wider variety of services – therefore allowing resource to be redirected accordingly improving the overall management of risk within the system. During this project National Guidance, The Hewitt Review: an independent review of integrated care systems (April 2023) was published which will hopefully aid the development of Integrated Care Systems by reviewing the governance of how systems manage risk, with the potential to impact on local operating model designs [15]. Within the Integrated Care System that was reviewed as part of the project it was recognised that the Board Assurance Framework was in progress and Board development sessions were taking place aiding the development of the management of risk.  Discussion around risk management, “needs to be golden thread in NHS” [16].
 
6.7 Appreciative inquiry of risk in Urgent and Emergency Care 
 
The structure of the appreciative inquiry was guided by the discussion framework established earlier in the project. The appreciative inquiry into the management of risk in urgent and emergency care was structured around three pivotal questions:

1. What practices are currently effective?
2. What is the ideal scenario in a perfect system?
3. What steps are necessary to achieve this ideal state?

The results are presented thematically, aligning with the structure of these guiding questions.
 
6. 7.1 What practices are currently effective?
The focus group discussions revealed three principal themes representing effective practices in managing risk within the system or in specific local work areas: enhanced clinical resources, clinical services managing risk and wider organisational processes.
Enhanced Clinical Resources: 
A significant theme was the positive impact of improved clinical resources. Enhancements like the new resuscitation area in the emergency department and a dedicated space for ambulance receptions were highlighted as beneficial for risk management.  
 
Clinical Services Managing Risk: 
Participants recognised several clinical services for their effective risk management. These include:
· Inpatient and Outpatient Services: Professionals directly engaged with these services acknowledged specific practices. Pharmacists cited tools like pharmacy-specific prioritisation, discharge medicine services, and multidisciplinary team board rounds for optimising discharge processes and mitigating risks, especially in prescribing errors. Clinicians appreciated the trust's "push model" in inpatient services, and felt it efficiently manages patient flow but also acknowledged the resultant pressure on ward discharges and staff. Alongside these healthcare services, the social care assessment process plays a crucial role in identifying the goals individuals aim to achieve through care. This process fosters a constructive dialogue around the necessary risks to attain these outcomes and strategies for risk mitigation, albeit without eliminating risks entirely. Embracing a philosophy of positive risk-taking, the social care assessment aims to empower individuals to lead as normal lives as possible, highlighting its effectiveness in supporting patient-centred care and autonomy.
· Outpatient Service Improvements: Enhancements in outpatient services were commended for reducing systemic pressure and, consequently, risk. These improvements encompass more efficient Same Day Emergency Care (SDEC) pathways, specialty hot clinics, better alignment with district nursing, and frailty pathways.
 
Wider Organisational Processes: 
Effective risk management was also attributed to broader organisational processes. Tools and systems like Datix, regular audits, mortality meetings, and comprehensive organisational risk registers and grids were noted for their contribution. However, a redundancy in these processes across different teams and services was observed. Crucially, the dynamic nature of risk in healthcare necessitates the periodic monitoring and review of risk levels. This continuous evaluation is essential for adapting to changes and ensuring that risk management strategies remain effective over time. By integrating regular risk assessments into the organisational framework, healthcare providers can maintain a proactive stance towards risk management, ensuring that emerging risks are identified and addressed promptly.
National and Local directives were also a key determinant with regards to Risk management. National Models that were being explored locally was the North Bristol flow model.  Locally across the ICS footprint being explored the ICB had completed peer review visits to all four Emergency Departments with the view to share best practice.  
 
The view from colleagues within the Ambulance Service was that there has been lots of positive culture and behaviour changes around risk over the last 18 months. It was felt there was more of an understanding that risk sits with everyone, adopting a systematic view of risk.  With regards to effective processes, it was shared that within the ICS footprint being examined, one of the place-based areas had one of the best handover times across the region.  It was felt that a factor in this success was because of the proactive senior leadership team. If this area has delays, it was very much seen as a Trust issue - not an Emergency Department issue. It is important to consider culture, attitudes and behaviour in relation to risk.  The ICB peer reviews have enabled placed-based areas to take positive learning and best practice forward. From a system perspective it was reported that there has been a number of positive responses such as reduced calls into the Ambulance Service, more patients being redirected, increase in community pharmacy support in addition to the third sector and also improved relationships with social care.  It was because of these Peer reviews that NHS England funded the new Resus area.
 
6.7.2 What is the ideal scenario in a perfect system?
The thematic analysis of focus group discussions on envisioning an ideal risk-management framework for this Midlands system identified three principal themes: service-centric strategies, resource-centric strategies, and systemic strategies.
 
Service-Centric Strategies:
This theme highlights enhancements within specific service operations to improve overall risk management efficiency. Proposals include establishing a comprehensive clinical workforce available seven days a week, greater integration of multidisciplinary teams, particularly prescribing pharmacists, and broader skill development across the workforce. These steps are seen as vital for refining the management of systemic risks.
 
Resource-Centric Strategies: 
A recurring point across discussions was the need for additional or enhanced resources. While enhanced financial backing stands as a cornerstone for all proposed enhancements, pinpointed areas such as boosting staff numbers, transitioning to a unified electronic prescribing system to replace multiple existing ones, and enlarging ward spaces received notable emphasis. A vague potential role of artificial intelligence in risk management was acknowledged, albeit with the understanding that it would require significant initial funding.
 
Systemic Strategies:
The importance of a cohesive risk management strategy that encompasses the entire healthcare system was underscored. The focus was on mitigating risk through system-wide governance to replace the current service-specific risk discussions. Suggestions included fostering collaboration between services to eliminate redundant patient triaging processes among various services (e.g., NHS 111, Ambulance Service, A&E), thereby streamlining the patient's journey and reducing bottlenecks. Moreover, promoting shared risk-taking among frontline services such as GPs and ambulance services was advocated to help minimise unnecessary hospital admissions. Central to this system-wide strategy is developing a spirit of positive risk-taking, which acknowledges that while adverse outcomes may occur, the risks are taken with a clear understanding of their potential to achieve desired outcomes. This perspective encourages a culture where individuals feel empowered to take informed risks, understanding the rationale behind them and the benefits they aim to secure. In an ideal world of risk management, this ethos would lead to scenarios where individuals have greater ownership of their treatment plans, shifting away from a reliance on professionals to eliminate all risks. Instead, a balanced approach to risk management is promoted, where the benefits of taking certain risks are weighed against their potential consequences, fostering a more engaged, informed, and autonomous patient experience within the healthcare system. In addition, the philosophy of risk being everyone’s responsibility, from staff on the frontline to senior leadership teams across organisations, taking shared accountability and leading by example achieves greater outcomes with regards to risk management.
 
These themes collectively envision a holistic and integrated approach to risk management in urgent and emergency care, emphasising the need for systemic changes, resource enhancement, a continuation of attitude and behavioural changes and service-level improvements.

6.7.3 What steps are necessary to achieve this ideal state?
Focus group thematic analysis highlighted two critical pathways to be taken when aspiring towards an ideal risk management scenario: resource-oriented strategies and behavioural strategies. Despite the identified strategies, there was a consensus that risk cannot be entirely eradicated, and that legislative changes may be required for both strategies.
Resource-Oriented Strategies:
The consensus underscored that overcoming financial limitations is pivotal in resource-driven strategies towards an ideal framework. It was proposed that financial resources could be strategically deployed to elevate operational standards, particularly in addressing pressing challenges such as medication distribution, evaluating new patients, and streamlining discharge protocols within the pharmacy service, which are deemed critical. The integration of a unified electronic prescribing system emerged as a part of this strategic solution. Furthermore, the emphasis on improving recruitment, retention, and training of the workforce was recognised as essential not only for managing these immediate priorities and mitigating risk but also for facilitating systemic transformations. This is particularly relevant given the arduous nature of initiating business cases, which can be taxing in terms of time, morale, and resources. Additionally, the task of tackling prolonged waiting lists in the aftermath of COVID-19 remains a prominent concern.
Behavioural Strategies:
This theme encompasses the cultural and operational shifts required to foster a risk-aware environment. In devising practices to effectively manage risk at a system-level, ensuring stakeholder engagement in changes and emphasising the inclusion of staff and patient perspectives were suggested as critical. The healthcare landscape is marked by a diversity of professionals, each with their own perspectives on what constitutes acceptable risk; due to professional and personal experiences and related to their own professional standards.  In addition, from an organisation perspective whereby each will adhere to their unique processes and standards. Traditionally, there has been a tendency to prioritise risk mitigation and individual safety, often overlooking the reality that complete safety is an unattainable goal in real life. A significant obstacle is the prevalent blame culture between agencies.  Although some agencies felt there was a shift in culture this was identified as an area needing further improvement, with enhanced communication and risk-sharing as possible solutions. Furthermore, a common dilemma at the systemic level involves determining accountability, especially when outcomes fall short of expectations, and patients seek accountability. Clarifying the nature of risks involved and fostering a sense of ownership among patients regarding these risks could be instrumental in addressing this challenge. It was noted that accommodating the transition period to new practices and reconciling different perceptions of risk across the system level were imperative. Furthermore, policy design surrounding risk management needs to empower stakeholders, such as enabling non-prescribers to make medication changes, as well as ensuring the efficiency of processes related to risk management, referral procedures, and patient access. Interestingly, some clear patient-focused behavioural strategies were identified, including modifications in health-seeking behaviours, a greater understanding and education of the public regarding risk management, and encouraging patient involvement in risk management, such as through patient-initiated follow-ups. Alongside having diverse professionals it’s important to recognise the diverse communities we serve. The ICS being explored is one of the most deprived areas in the UK and the COVID pandemic has only increased deprivation.  Pathways need to be co-designed with patients for this very reason so that the public understand the services available.  The development of ICSs has enabled bigger systems and greater access to services over a larger footprint so resource can be directed accordingly but it’s of limited use if the public are unaware of the correct routes. 
 
 
7. Discussion
 
This study explored risk management in Urgent and Emergency Care within a trust and its system partners.  A two-stage focus group approach was utilised. The study first engaged participants with a scenario-based discussion to understand stakeholder-unique and foster shared-group perceptions of risk, followed by an Appreciative Inquiry approach to highlight effective practices and opportunities for improvement.
 
In the scenario-based section, participants provided insights into how risk is perceived and managed across various roles. A patient-centred approach was found to be central to risk management, with clinicians prioritising factors such as patient complexity, comorbidities, and social support in their decision-making processes. 
Patient-specific considerations often guided clinical risk tolerance, and participants noted that the variability in individual clinician’s risk tolerance was influenced by factors such as experience, confidence, and medico-legal concerns. It was noted that clinician variability in risk tolerance was influenced by seniority whereby senior clinicians displayed greater comfort handling complex risk. This reflects the importance of standardised training and support to promote consistent risk management.
 
In addition, team dynamics emerged as a key influence on risk management practices. Cohesive and well-structured teams were felt to enhance communication, task delegation, and share responsibility. However, participants noted communication breakdowns, particularly during patient handovers, as a significant barrier. One particular area of handover that is continuing to garner ongoing attention at a national level is delay of ambulance handovers [16]. Indeed, wider NHS England strategy emphasises that ambulance handover delay is inherently risky and can lead to poor clinical outcomes [17]. Overall, whilst NHS England has a number of strategies to address ambulance handover delays, our focus group conversations reinforces that more robust information-sharing protocols would help reduce risk variability.
 
Lastly, the scenario highlighted a significant disconnect between frontline and system-level perspectives; while strategic leaders viewed risk as a collective responsibility, many frontline clinicians felt the burden lay primarily with them, emphasising the need for a cultural shift toward shared accountability across the ICS. The recent Bawa-Garba case, which exposed substantial systemic failings and initially resulted in Dr Bawa-Garba’s conviction for manslaughter before subsequent appeals overturned the decision, illustrates the gravity of this issue [18]. The case underscores the importance of a balanced approach to accountability, recognising that systemic factors play a critical role in patient safety and clinician risk management.
Conversely, the Appreciative Inquiry portion of the discussion attempted to draw on the strengths and positive practices already present. Participants identified a range of effective risk management practices, such as the use of prioritisation tools, improved discharge processes, and integrated emergency care pathways, which have helped reduce system pressures and mitigate specific risks.
 
Whilst it was acknowledged there was significantly more work to be done, it was noted the benefits of a collaborative culture where risk is seen as a shared responsibility across the ICS, and recent cultural shifts toward collective risk management were seen as a positive trend. Participants agreed that these changes have fostered greater responsiveness in risk management and more efficient use of resources.
 
The Appreciative Inquiry approach also encouraged participants to consider an ideal state of risk management. In this envisioned system, resource constraints would be improved through enhanced staffing, integrated digital tools, and streamlined governance. Participants emphasised that these systemic improvements would support more proactive, unified risk management. This ideal model would encourage a shared, system-wide approach to risk, balancing both individual accountability and collective ownership across all levels of the ICS.
 
By combining scenario-based discussion with AI, this study provided a balanced view of risk management that captured both challenges and strengths within the system. The Appreciative Inquiry methodology fostered constructive discussions, although some limitations arose due to low attendance at focus groups and the involvement of only one Trust, limiting the generalisability of these findings. This research would benefit from a broader sample across multiple ICSs to enhance the diversity and applicability of results.
 
 
8. Conclusion
 
In conclusion, the study highlighted both strengths and weaknesses in the current risk management practices within UEC of a specific Trust. A patient-centred approach, combined with collaborative team dynamics and shared decision-making, emerged as critical strengths that enhance the effectiveness of risk management. However, the variability in risk tolerance among clinicians, coupled with resource constraints and communication barriers, presents significant challenges that need to be addressed.
 
The Appreciative Inquiry approach used in this study allowed for a balanced perspective of risk management, capturing both strengths and areas for improvement. While Appreciative Inquiry facilitated a positive, solution-focused discussion, it may have limited deeper exploration of systemic issues. 
 
Overall, these findings advocate for a comprehensive risk management strategy within ICSs, one that aligns individual clinician responsibility with collective accountability and leverages positive practices identified through Appreciative Inquiry. This approach offers ICSs a sustainable path to managing risk effectively, particularly in high-demand areas like Urgent and Emergency Care that is a key priority area as detailed in the 2024/2025 NHS Key Priorities and Operations Guidance. Future work should consider a complementary approach, including problem-based inquiries, to better understand the full spectrum of risk-related challenges.
 
9. Recommendations
 
9.1 Future Research:
Further research should be undertaken using a broader sample of ICSs to enhance the diversity and applicability of results. Further research should focus on exploring variations in risk governance and its impact on collaborative healthcare delivery.
9.2 Governance of Risk Management: 
ICSs should review the governance of risk management to allow organisations to have shared knowledge and understanding of risks across agencies to allow for better collaboration in terms of mitigation and information sharing. This includes a shared approach to risk that balances individual clinician responsibility with collective accountability, supporting a more cohesive, resilient healthcare system. 

9.3 Risk Strategies: 

Although risk cannot be eliminated, joint risk strategies in relation to both resource and behaviour would support patients receiving quality care and support staff.   

9.3a) ICSs should develop a shared resource-driven risk management strategy across organisations exploring opportunities for joint commissioning and resource allocation, with the view to improve wider system efficiency.  

9.3b) ICSs should implement a behavioural strategy for risk management, encompassing joint training opportunities in relation to the understanding and management of risk to ensure consistency in values, culture and behaviour of risk.

9.4 Addressing Disconnects Between Systems and Individuals:

Future research should be undertaken to explore in greater detail the disconnect between risk management at both system and individual level, ascertaining if the two elements can be aligned to improve systems and processes in relation to overall risk management. 
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APPENDIX 2: Focus Group Discussion Guide 

Reimagining Risk Focus Group Participant Information Sheet

This is a participant information sheet provisioned for the Midlands Clinical Senate(s) “Reimagining Risk” project; A proactive Clinical Senate(s) project focussed on collaborating with key stakeholders to develop a shared understanding of risk in Urgent and Emergency Care, as well as generating new and pragmatic ideas to risk management. Please read and consider this scenario and its accompanying questions. Your focus groups or interviews will be centred around this.  

Stem: 
A 50-year-old woman who goes to her general practice not feeling well. Her doctor examines her and suspects she has a skin infection and possible sepsis, which is a life-threatening condition caused by an infection. To treat her, the doctor decides to send her to the hospital and calls an ambulance. 
However, the ambulance takes longer than expected to arrive. When the ambulance finally arrives, the paramedics give the patient IV fluids to help stabilize her condition. The paramedics then hand her over to the emergency department teams at the hospital, who take over her care. 
The patient is admitted to the hospital under the care of a medical team, who assess her condition and provide appropriate treatment. After several days of treatment, the patient is ready to be discharged from the hospital. However, she is not completely healed and needs to continue her treatment at home. The medical team arranges for her to have follow-up appointments and receive further doses of IV antibiotics to help fight the infection. 
During her stay at the hospital, the patient developed acute kidney injury (AKI), which is a sudden loss of kidney function. The medical team will also need to monitor her kidney function as part of her follow-up care.  
1. Developing shared understanding of risk within the scenario and within the teams 
a. What are the risks in this scenario?  
b. Can you share your thoughts about the broader factors that influence the management of the risks? 
c. What factors have influenced your assessment and judgement of the risk in this scenario?   
d. How much risk are you willing to tolerate? 
e. How would the levels and different types of risk impact your decision-making? 
f. Would your assessment of risk be influenced by other factors, if so, why? (For example, Patient’s age, different home circumstances) 

2. Appreciative inquiry of risk management 
a. What do you think your system does well to mitigate risk? 
i. What systems are in place to support risk assessment and risk management? What could be implemented? What works well and what doesn't? 
ii. Can you give examples of when risk is managed well in your system (team, trust, ICB), and consider the factors that made it successful? 
b. In a perfect world, how do you think risk could be managed? 
i. How could we construct something to improve the management of risk in your system? 
c. What things would need to be introduced, what conversations would need to be had? 
d. What are the barriers/obstacles to implementing these changes and what would you need to do to overcome them? 




 
11. Glossary
	Term
	Acronym  
	Definition 

	Integrated Care Board
	ICB
	Integrated care boards (ICBs) are NHS organisations responsible for planning health services for their local population. There is one ICB in each ICS area. They manage the NHS budget and work with local providers of NHS services, such as hospitals and GP practices, to agree a joint five-year plan which says how the NHS will contribute to the ICP’s integrated care strategy.

	Integrated Care System
	ICS
	When local partners – the NHS, councils, voluntary sector and others – work together, they can create better services based on local need.
Integrated care systems (ICSs) have been set up to make this happen. Their aim is to improve health and care services – with a focus on prevention, better outcomes and reducing health inequalities.

	Integrated Care Partnership
	ICP
	The NHS organisations and upper-tier local authorities in each ICS run a joint committee called an integrated care partnership (ICP). This is a broad alliance of partners who all have a role in improving local health, care and wellbeing.

	Appreciative Inquiry
	AI
	Appreciative inquiry (AI) is a model that seeks to engage stakeholders in self-determined change.

	Urgent and Emergency Care
	UEC
	Urgent Care is the middle ground between your primary care provider and the Emergency Department, it is for treatment needed within 24-48 hours.  Emergency Care is for treatment right away.  
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A. Content  


1. Harm caused by delays in transferring patients to the right place of care  


Item Type: Report  


Authors: Healthcare Safety Investigation Branch  


Publication Date: 2023  


Healthcare Safety Investigation Branch  


  


Abstract: An HSIB national investigation explores issues around patient 


handover to emergency care. Patients who wait in ambulances at an emergency 


department are at potential risk of coming to harm due to deterioration or not 


being able to access timely and appropriate treatment. This interim bulletin is 


part of this investigation, which outlines early investigation findings and 


recommends a national response to tackle this urgent issue. Findings so far 


emphasise that an effective response should consider the interactions of the 


whole system: an end-to-end approach that does not just focus on one area of 


health care and prioritises patient safety  


URL: https://www.hsib.org.uk/investigations-and-reports/harm-caused-bydelays-


in-transferring-patients-to-the-right-place-of-care/  


  


2. Discharge to post-acute care and other predictors of prolonged length of 


stay during the initial COVID-19 surge: a single site analysis  


Item Type: Journal Article  


Authors: O'neil, Jessica,C.;Geisler, Benjamin P.;Rusinak, Donna;Bassett, Ingrid 


V.;Triant, Virginia A.;Mckenzie, Rachael;Mattison, Melissa L. and Baughman, 


Amy W.  


Publication Date: 2023  


Journal: International Journal for Quality in Health Care : Journal of the 


International Society for Quality in Health Care 35(1)  


  


Abstract: Background: During the initial surge of coronavirus disease 2019 


(COVID-19), health-care utilization fluctuated dramatically, straining acute 


hospital capacity across the USA and potentially contributing to excess 


mortality.; Methods: This was an observational retrospective study of patients 


with COVID-19 admitted to a large US urban academic medical center during a 


12-week COVID-19 surge in the Spring of 2020. We describe patterns in length 


of stay (LOS) over time. Our outcome of interest was prolonged LOS (PLOS), 


which we defined as 7 or more days. We performed univariate analyses of 


patient characteristics, clinical outcomes and discharge disposition to evaluate 


the association of each variable with PLOS and developed a final multivariate 


model via backward elimination, wherein all variables with a P-value above 0.05 


were eliminated in a stepwise fashion.; Results: The cohort included 1366 


patients, of whom 13% died and 29% were readmitted within 30 days. The LOS 


(mean: 12.6) fell over time (P < 0.0001). Predictors of PLOS included discharge 


to a post-acute care (PAC) facility (odds ratio OR]: 11.9, 95% confidence interval 


CI] 2.6-54.0), uninsured status (OR 3.2, CI 1.1-9.1) and requiring intensive care 
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and intubation (OR 18.4, CI 11.5-29.6). Patients had a higher readmission rate if 


discharged to PAC facilities (40%) or home with home health agency (HHA) 


services (38%) as compared to patients discharged home without HHA services  


(26%) (P < 0.0001).; Conclusion: Patients hospitalized with COVID-19 during a 


US COVID-19 surge had a PLOS and high readmission rate. Lack of insurance, 


an intensive care unit stay and a decision to discharge to a PAC facility were 


associated with a PLOS. Efforts to decrease LOS and optimize hospital capacity 


during COVID-19 surges may benefit from focusing on increasing PAC and HHA 


capacity and resources. (© The Author(s) 2023. Published by Oxford University 


Press on behalf of International Society for Quality in Health Care. All rights 


reserved. For permissions, please e-mail: journals.permissions@oup.com.)  


DOI: https://libkey.io/10.1093/intqhc/mzac098  


URL: https://search.ebscohost.com/login.aspx?direct=true&AuthType=sso&db= 


mdc&AN=36477564&custid=ns124817  


  


3. Evaluating a transitional care program for the average and the oldest old: 


results from the qualitative phase of a mixed methods study...22nd 


International Conference on Integrated Care, May 23-25, 2022, Odense,  


Denmark  


Item Type: Journal Article  


Authors: Van Der Vlegel, Wilma;Duckworth, Jean;Partington, Hazel and de  


Jong, Anneke  


Publication Date: 2022  


Journal: International Journal of Integrated Care (IJIC) 22, pp. 1-2  


  


Abstract: In the light of an ageing population and the focus on ageing in place 


transitional care programmes for older adults who return home after 


hospitalisation become more important. The significant outcomes of on mortality, 


functional outcome and health care utilization within 3 months after discharge of 


these programme often are however unclear, minor or lacking. This study is a 


part of a larger sequential mixed methods study. Our first study described the 


quantitative evaluation the Transitional Care Bridge (TCB) programme in a 


regional hospital. The TCB programme included a visit of the community nurse 


(CN) in the hospital, handover of a treatment plan by the geriatric team and five 


home visits after discharge. The study part of the study did not demonstrate 


significant results. Therefore, in this qualitative part we shed a light on these 


result by collecting the perspectives and experiences of professionals and 


patients involved in the TCB programme. In total 22 semi-structured interviews 


were held with 5 hospital nurses, 4 CN and 13 patients, sometimes with family 


members. Two focus group meetings were held with the geriatric team and a 


team that represented the five collaborating homecare organisations. A thematic 


analysis was conducted. Nine themes were identified in the three different 


groups of participants. "Doing the right thing" and "Staying motivated over time" 


(hospital nurses), "Building relationship", "Sharing the care", "Expectations" and 


"Expertise"(CNs), and "Support", "Reluctance accepting help" and "World 


becomes smaller" (patients). These intertwined themes reflect three categories: 


quality of care, motivation and relationships. The TCB programme is valued, 
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accomplished more patient satisfaction and work satisfaction. Additionally, it 


raised more awareness on care for older adults. There are, however, major 


issues concerning the delivery of the programme. The overall sentiment of 


professionals still working in their silos was described by some as "different 


worlds". The central theme 'Doing the right is bridging the worlds of expertise 


and expectations. These worlds seem separated and nurses seem to struggle 


between these two concepts. Expectations of each other and of the programme 


influenced motivation of the professionals and willingness of patients to 


participate in the programme. Enrolment in the programme was often depending 


on one professional 'doing the right thing' and was hindered by the strict 


boundaries, the focus on early discharge from hospital and capacity problems of 


geriatric team and CNs. As patients tended to end the programme preliminary 


after their physical problems diminished, the real value of the programme was 


not entirely reached, which might have influenced the outcomes of the 


programme. The reluctance to accept support should be addressed during the 


programme, because by stopping the programme after the first few visits of the 


CN some needs remain unmet which compromises the goal of ageing in place. It 


is especially the role of the professional as the expert that needs reflecting upon 


as well as the positioning of the specific profession in the different contexts. In 


the final phase of this mixed methods study the quantitative and qualitative 


outcomes will be combined, compared and interpreted.  
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Abstract: Objectives: Describe patient transfer patterns within a large 


Norwegian hospital. Identify risk factors associated with a high number of 


transfers. Develop methods to monitor intrahospital patient flows to support 


capacity management and infection control.; Design: Retrospective 


observational study of linked clinical data from electronic health records.; 


Setting: Tertiary care university hospital in the Greater Oslo Region, Norway.; 


Participants: All adult (≥18 years old) admissions to the gastroenterology, 


gastrointestinal surgery, neurology and orthopaedics departments at Akershus 


University Hospital, June 2018 to May 2019.; Methods: Network analysis and 


graph theory. Poisson regression analysis.; Outcome Measures: Primary 


outcome was network characteristics at the departmental level. We describe 


location-to-location transfers using unweighted, undirected networks for a 


fullyear study period. Weekly networks reveal changes in network size, density 


and key categories of transfers over time. Secondary outcome was transfer 
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trajectories at the individual patient level. We describe the distribution of transfer 


trajectories in the cohort and associate number of transfers with patient clinical 


characteristics.; Results: The cohort comprised 17 198 hospital stays. Network 


analysis demonstrated marked heterogeneity across departments and 


throughout the year. The orthopaedics department had the largest transfer 


network size and density and greatest temporal variation. More transfers 


occurred during weekdays than weekends. Summer holiday affected transfers of 


different types (Emergency department-Any location/Bed ward-Bed 


ward/ToFrom Technical wards) differently. Over 75% of transferred patients 


followed one of 20 common intrahospital trajectories, involving one to three 


transfers. Higher number of intrahospital transfers was associated with 


emergency admission (transfer rate ratio (RR)=1.827), non-prophylactic 


antibiotics (RR=1.108), surgical procedure (RR=2.939) and stay in intensive 


care unit or highdependency unit (RR=2.098). Additionally, gastrosurgical 


(RR=1.211), orthopaedic (RR=1.295) and neurological (RR=1.114) patients had 


higher risk of many transfers than gastroenterology patients (all effects: 


p<0.001).; Conclusions: Network and transfer chain analysis applied on patient 


location data revealed logistic and clinical associations highly relevant for 


hospital capacity management and infection control.; Competing Interests: 


Competing interests: None declared. (© Author(s) (or their employer(s)) 2022. 


Re-use permitted under CC BY-NC. No commercial re-use. See rights and 


permissions.  


Published by BMJ.)  


DOI: https://libkey.io/10.1136/bmjopen-2021-054545  


URL: https://search.ebscohost.com/login.aspx?direct=true&AuthType=sso&db= 


mdc&AN=35351711&custid=ns124817  


  


5. Delayed hospital handovers: impact assessment of patient harm  


Item Type: Report  


Authors: Association of Ambulance Chief Executives  


Publication Date: 2021  


Association of Ambulance Chief Executives  


  


Abstract: This report, based on a structured clinical review of handover delays 


at hospital emergency departments across England, finds that the proportion of 


patients who could be experiencing unacceptable levels of preventable harm is 


significant. Over eight in ten of those whose 'handover' (from ambulance 


clinician to hospital clinician) was delayed beyond 60 minutes were assessed as 


having potentially experienced some level of harm; 53 per cent low harm, 23 per 


cent moderate harm and nine per cent (one patient in ten) could have been said 


to have experienced severe harm.  


URL: https://aace.org.uk/wp-content/uploads/2021/11/AACE-Delayed-


hospitalhandovers-Impact-assessment-of-patient-harm-FINAL-Nov-2021.pdf  
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Abstract: Background: Failure of effective transitions of care following  


hospitalization can lead to excess days in the hospital, readmissions, and 


adverse events. Evidence identifies both patient and system factors that 


influence poor care transitions, yet health systems struggle to translate evidence 


into complex interventions that have a meaningful impact on care transitions.; 


Objective: We report on our experience developing, pilot testing, and evaluating 


a complex intervention (Addressing Complex Transitions program, or ACT 


program) that aims to improve care transitions for complex patients.; Design: 


Following the Medical Research Council (MRC) framework, we engaged in 


iterative, stakeholder-driven work to develop a complex care intervention, 


assess feasibility and pilot methods, evaluate the intervention in practice, and 


facilitate ongoing implementation monitoring and dissemination.; Participants: 


Patients receiving care from UW Medicine's health system including 4 hospitals 


and 20-site Post-Acute Care network.; Intervention: Literature review and 


prospective data collection activities informed ACT program design. ACT 


program components include a tailored risk calculator that provides real-time 


scoring of transitions of care risk factors, a multidisciplinary team with the 


capacity to address complex barriers to safe transitions, and enhanced 


discharge workflows to improve care transitions for complex patients.; Key 


Measures: Program evaluation metrics included estimated hospital days saved 


and program acceptance by care team members.; Key Results: During the 


6month pilot, 565 patients were screened and 97 enrolled in the ACT program. 


An estimated 664 hospital days were saved for the index admission of ACT 


program participants. Analysis of pre/post-hospital utilization for ACT program 


participants showed an estimated 3227 fewer hospital days after ACT program 


enrollment.; Conclusions: Health systems need to address increasingly difficult 


challenges in care delivery. The use of evidence-based frameworks, such as the 


MRC framework, can guide systems to design complex interventions that 


respond to their local context and stakeholder needs.  
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Abstract: Against the backdrop of long ambulance delays experienced across 


the UK, high levels of crowding in emergency departments (EDs), and 


recordbreaking numbers of patients experiencing the longest waits, this report 


examines crowding and its consequences. It finds that at least 4,519 patients 


have died as a result of crowding and twelve hour stays in EDs in England in 


2020-2021. The report urges governments, NHS England and devolved 


equivalents, integrated care systems, and trusts to take a system wide approach 


to tackling the problem. URL: https://rcem.ac.uk/wp- 


content/uploads/2021/11/RCEM_Why_Emergency_Department_Crowding_Matt 


ers.pdf  
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Abstract: Background: The early months of the COVID-19 pandemic were 


fraught with much uncertainty and some resource constraint. We assessed the 


change in survival to hospital discharge over time for intensive care unit patients 


with COVID-19 during the first 3 months of the pandemic and the presence of 


any surge effects on patient outcomes. Method(s): Retrospective cohort study 


using electronic medical record data for all patients with laboratory-confirmed 


COVID-19 admitted to intensive care units from February 25, 2020, to May 15,  


2020, at one of 26 hospitals within an integrated delivery system in the Western 


USA. Patient demographics, comorbidities, and severity of illness were 


measured along with medical therapies and hospital outcomes over time. 


Multivariable logistic regression models were constructed to assess temporal 


changes in survival to hospital discharge during the study period. Result(s): Of 


620 patients with COVID-19 admitted to the ICU mean age 63.5 years (SD 15.7) 


and 69% male], 403 (65%) survived to hospital discharge and 217 (35%) died in 


the hospital. Survival to hospital discharge increased over time, from 60.0% in 


the first 2 weeks of the study period to 67.6% in the last 2 weeks. In a 


multivariable logistic regression analysis, the risk-adjusted odds of survival to 


hospital discharge increased over time (biweekly change, adjusted odds ratio 


aOR] 1.22, 95% CI 1.04-1.40, P = 0.02). Additionally, an a priori-defined 


explanatory model showed that after adjusting for both hospital occupancy and 


percent hospital capacity by COVID-19-positive individuals and persons under 


investigation (PUI), the temporal trend in risk-adjusted patient survival to hospital 


discharge remained the same (biweekly change, aOR 1.18, 95% CI 1.00-1.38, P  


= 0.04). The presence of greater rates of COVID-19 positive/PUI as a 


percentage of hospital capacity was, however, significantly and inversely 


associated with survival to hospital discharge (aOR 0.95, 95% CI 0.92-0.98, P < 


0.01). Conclusion(s): During the early COVID-19 pandemic, risk-adjusted 


survival to hospital discharge increased over time for critical care patients. An 


association was also seen between a greater COVID-19-positive/PUI 


percentage of hospital capacity and a lower survival rate to hospital discharge.  
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Abstract: During intra-hospital transfers, multiple clinicians perform coordinated 


tasks that leave patients vulnerable to undesirable outcomes. Communication 


has been established as a challenge to care transitions, but less is known about 


the organisational complexities within which transfers take place. We performed 


a qualitative assessment that included various professions to capture a 


multifaceted understanding of intra-hospital transfers. Ethnographic observations 


and semi-structured interviews were conducted with clinicians and staff from the 


Medical Intensive Care Unit, Emergency Department, and general medicine 


units at a large, urban, academic, tertiary medical centre. Results highlight the 


organisational factors that stakeholders view as important for successful 


transfers: the development, dissemination, and application of protocols; 


robustness of technology; degree of teamwork; hospital capacity; and the ways 


in which competing hospital priorities are managed. These factors broaden our 


understanding of the organisational context of intra-hospital transfers and 


informed the development of a practical guide that can be used prior to 


embarking on quality improvement efforts around transitions of care.  


DOI: https://libkey.io/10.1080/20476965.2020.1768807  


URL: https://www.tandfonline.com/doi/abs/10.1080/20476965.2020.1768807  


  


10. Outcomes of a Nursing Home-to-Community Care Transition Program  


Item Type: Journal Article  


Authors: Takahashi, Paul Y.;Chandra, Anupam;McCoy, Rozalina  


G.;Borkenhagen, Lynn S.;Larson, Mary E.;Thorsteinsdottir, Bjorg;Hickman, Joel  


A.;Swanson, Kristi M.;Hanson, Gregory J. and Naessens, James M.  


Publication Date: 2021  


Journal: Journal of the American Medical Directors Association 22(12), pp. 2440  


  


Abstract: Most transitional care initiatives to reduce rehospitalization have 


focused on the transition that occurs between a patient's hospital discharge and 


return home. However, many patients are discharged from a skilled nursing 


facility (SNF) to their homes. The goal was to evaluate the effectiveness of the 


Mayo Clinic Care Transitions (MCCT) program (hereafter called program) 
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among patients discharged from SNFs to their homes. Propensity-matched 


control-intervention trial. Patients in the intervention group received care 


management following nursing stay (a home visit and nursing phone calls). 


Patients enrolled after discharge from an SNF to home were matched to patients 


who did not receive intervention because of refusal, program capacity, or 


distance. Patients were aged ≥60 years, at high risk for hospitalization, and 


discharged from an SNF. Program enrollees were matched through propensity 


score to nonenrollees on the basis of age, sex, comorbid health burden, and 


mortality risk score. Conditional logistic regression analysis examined 30-day 


hospitalization and emergency department (ED) use; Cox proportional hazards 


analyses examined 180-day hospital stay and ED use. Each group comprised 


160 patients mean (standard deviation) age, 85.4 (7.4) years]. Thirty-day 


hospitalization and ED rates were 4.4% and 10.0% in the program group and  


3.8% and 10.0% in the group with usual care (P =.76 for hospitalization; P >.99 


for ED). At 180 days, hospitalization and ED rates were 30.6% and 46.3% for 


program patients compared with 11.3% and 25.0% in the comparison group (P 


<.001). We found no evidence of reduced hospitalization or ED visits by program 


patients vs the comparison group. Such findings are crucial because they 


illustrate how aggressive stabilization care within the SNF may mitigate the 


program role. Furthermore, we found higher ED and hospitalization rates at 180 


days in program patients than the comparison group.  
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Abstract: Undertriage of major trauma patients is unavoidable, especially in the 


trauma system of rural areas. Timely stabilization and transfer of critical trauma 


patients remains a great challenge for hospitals with limited resources. No 


definitive measure has been proven to improve the outcomes of patients 


transferred with major trauma. The current study hypothesized that regular 


feedback on inter-hospital transfer of patients with major trauma can improve 


quality of care and clinical outcomes. This retrospective cohort study retrieved 


data of transferred major trauma patients with an injury severity score (ISS) > 15 


between January 2010 and December 2018 from the trauma registry databank 


of a tertiary medical center. Regular monthly feedback on inter-hospital transfers 


was initiated in 2014. The patients were divided into a without-feedback group 


and a with-feedback group. Demographic data, management before transfer, 


and outcomes after transfer were collected and analyzed. A total of 178 patients 


were included: 69 patients in the without-feedback group and 109 in the 
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withfeedback group. The with-feedback group had a higher ISS (25 vs. 27; 


p = 0.049), more patients requiring massive transfusion (14.49% vs. 29.36%, 


p = 0.036), and less patients with Glasgow Coma Scale ≤8 (30.43% vs. 23.85%, 


p <  0.001). After adjusting for confounding factors, the with-feedback group was 


associated with a higher rate of blood transfusion before transfer (adjusted odds 


ratio [aOR]: 2.75; 95% confidence interval [CI]: 1.01-7.52; p = 0.049), shorter 


time span before blood transfusion (- 31.80 ± 15.14; p = 0.038), and marginally 


decreased mortality risk (aOR: 0.43; 95% CI: 0.17-1.09; p = 0.076).  


This study revealed that regular feedback on inter-hospital transfer improved the 


quality of blood transfusion.  
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Abstract: INTRODUCTION Emergency department (ED) plays a main role in 


the initial management of patients who are critically ill. These patients require 


intra-hospital transfer for continuation of care. Adverse events can occur during 


this short duration and the distance of intra -hospital transfer. The aims of this 


study were to determine the incidence of adverse events during intrahospital 


transfer from ED and to determine the factors associated. METHODOLOGY This 


was a cross-sectional observational study done from November 2017 until 


December 2017 at ED Hospital Sultan Abdul Halim (HSAH), a 650-bedded 


tertiary hospital in the state of Kedah. All patients that were triaged to red zone, 


age 18 years and above, and involved in intra-hospital transfer to critical 


coronary unit, intensive care unit and wards were included. All cases were 


documented in proforma by the accompanying staff. RESULTS Among the 170 


critically ill patients, only 29 patients (17.1%) experienced adverse events during 


intra-hospital transfer. The adverse events seen were hypotension (12.4%), 


desaturation (3.5%) and dislodged peripheral line (2.4%). Cardiorespiratory 


related diagnosis was the commonest presentation. Intra-hospital transfer during 


morning shift and evening shift has 79.5% (b=-1.59, OR=0.21, 95% CI: 0.06, 


0.69, p=0.011) and 75.6% ((b=-1.41, OR=0.24, 95% CI: 0.08, 0.73, p=0.012) 


lesser odds of experiencing adverse events compare to night shift. Patients with 


vasopressor/inotropes had 9 times higher odds of experiencing adverse events 


during transportation, compared to patients with no vasopressor/inotropes 


(b=2.27, OR=9.70, 95% CI: 3.39, 27.72, p<0.001). CONCLUSIONS Critical care 


patients who are involved in intrahospital transfer were at risk of adverse events 


such as hypotension, desaturation and dislodge peripheral line. Risk 


identification and maintaining level of care is important to minimize the adverse 
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events during transfer. Patients had higher rates of adverse events if they were 


transferred during night shifts and on inotropic/vasopressor support.  


URL: https://search.proquest.com/docview/2428416842  
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Abstract: Ambulance offload delay (AOD) occurs when care of incoming 


ambulance patients cannot be transferred immediately from paramedics to staff 


in a hospital emergency department (ED). This is typically due to emergency 


department congestion. This problem has become a significant concern for 


many health care providers and has attracted the attention of many researchers 


and practitioners. This article reviews literature which addresses the ambulance 


offload delay problem. The review is organized by the following topics: improved 


understanding and assessment of the problem, analysis of the root causes and 


impacts of the problem, and development and evaluation of interventions. The 


review found that many researchers have investigated areas of emergency 


department crowding and ambulance diversion; however, research focused 


solely on the ambulance offload delay problem is limited. Of the 137 articles 


reviewed, 28 articles were identified which studied the causes of ambulance 


offload delay, 14 articles studied its effects, and 89 articles studied proposed 


solutions (of which, 58 articles studied ambulance diversion and 31 articles 


studied other interventions). A common theme found throughout the reviewed 


articles was that this problem includes clinical, operational, and administrative 


perspectives, and therefore must be addressed in a system-wide manner to be 


mitigated. The most common intervention type was ambulance diversion. Yet, it 


yields controversial results. A number of recommendations are made with 


respect to future research in this area. These include conducting system-wide 


mitigation intervention, addressing root causes of ED crowding and access 


block, and providing more operations research models to evaluate AOD 


mitigation interventions prior implementations. In addition, measurements of 


AOD should be improved to assess the size and magnitude of this problem more 


accurately.  
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Abstract: Dramatic increases in survival to adulthood for persons born with 


congenital heart disease (CHD) have led rise to a corresponding need to provide 


age-appropriate and developmentally appropriate care across the lifespan. 


Health care transition is a multidimensional process that ideally begins in early 


adolescence in the pediatric setting and continues through young adulthood with 


input from both pediatric and adult CHD providers. Preparation for transition 


includes the fostering of adolescents' knowledge of their CHD and of 


selfmanagement and self-advocacy skills needed for lifelong management of 


chronic disease. Transfer is the event in time when a patient's care and 


ownership of health records is taken over by the adult health care team; this is 


just one element of the broader transition process. Transfer typically occurs by 


age 18 throughout much of Canada. Successful transition is a shared 


responsibility, requiring engaged pediatric and adult providers and partnership 


with both young adults and their parents, all of whom may struggle with this 


process. An interdisciplinary approach to transition is recommended, given that 


health care transition is a complex process that occurs within the broader 


context of young adults' lives. This review summarizes existing evidence 


regarding transition and transfer, offers perspectives from multiple stakeholders, 


and proposes a transition curriculum of development of CHD education and 


selfmanagement and self-advocacy skills. Specific recommendations to improve 


implementation of transition and transfer care within the Canadian context are 


provided. This review sheds light on the current capacity and challenges of adult 


CHD providers and proposes directions to move this field forward. (Copyright © 


2019 Canadian Cardiovascular Society. Published by Elsevier Inc. All rights 


reserved.)  
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Abstract: Emergency department (ED) and hospital overcrowding cause offload 


delays that remove emergency medical services (EMS) crews from service and 


compromise care delivery. Prolonged ED boarding and delays to inpatient care 


are associated with increased hospital length of stay (LOS) and patient mortality, 


but the effects of EMS offload delays have not been well studied. We used 


administrative data to study all high-acuity Canadian Triage Acuity Scale 2-3 


EMS arrivals to Calgary adult EDs from July 2013 to June 2016. Patients 


offloaded to a care space within 15 minutes were considered controls, whereas 


those delayed ≥ 60 minutes were considered "delayed." Propensity matching 


was used to create comparable control and delayed cohorts. The primary 
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outcome was 7-day mortality. Secondary outcomes included hospital LOS and 


30-day mortality. Of 162,002 high-acuity arrivals, 70,711 had offload delays 60 


minutes. Delayed patients were more likely to be female, older, to have lower 


triage acuity, to live in dependent living situations, and to arrive on weekdays 


and day or evening hours. Delayed patients less often required admission and, 


when admitted, were more likely to go to the hospitalist service. Main outcomes 


were similar for propensity-matched control and delayed cohorts, although 


delayed patients experienced longer ED LOS and slightly lower 7-day mortality 


rates. In this setting, high-acuity EMS arrivals exposed to offload delays did not 


have prolonged hospital LOS or higher mortality than comparable patients who 


received timely access.  
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Abstract: Objective: The aim of this study was to assess the performance of 


Forced Vital Capacity (FVC) for prediction of secondary respiratory 


complications in blunt chest trauma patients.; Methods: During a 15-month 


period, all consecutive blunt chest trauma patients admitted in our emergency 


intensive care unit with more than 3 rib fractures were eligible, unless they 


required mechanical ventilation in the prehospital or emergency settings. FVC 


was measured at admission and at emergency discharge after therapeutic 


interventions. The main outcome was the occurrence of secondary respiratory 


complications defined by hospital-acquired pulmonary infection, secondary 


admission in the intensive care unit or mechanical ventilation for respiratory 


failure or death. The performance of FVC for prediction of secondary respiratory 


complications was assessed by receiver operating characteristic (ROC) curve 


and multivariate analysis after logistic regression.; Results: Sixty-two 


consecutive patients were included and 13 (21%) presented secondary 


respiratory complications. Only FVC measured at emergency discharge - not 


FCV at admission - was significantly lower in patients who developed secondary 


respiratory complications (44±15 vs. 61±20%, P=0.002). The area under the 


ROC curves for FCV in predicting secondary pulmonary complications was 0.79  


95% CI: 0.66-0.88], P=0.0001. An FVC at discharge≤50% was independently 
associated with the occurrence of secondary complications with an OR at 7.9  


1.9-42.1], P=0.004.; Conclusion: The non-improvement of FVC≤50% at 


emergency discharge is associated with secondary respiratory complications 


and should prevent the under-triage of patients with no sign of respiratory failure 
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at admission. (Copyright © 2017 Société française d'anesthésie et de 


réanimation (Sfar). Published by Elsevier Masson SAS. All rights reserved.)  
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Abstract: Young people age 14-25 years with chronic kidney disease have been 


identified as generally having poor health outcomes and are a high-risk group for 


kidney transplant loss due in part to poor self-management. This raises a key 


question as to what happens during transition from child to adult services? This 


paper presents a mixed-method systematic review of health and social care 


evidence concerning young people with chronic kidney disease transitioning 


from child to adult health and social care services. Quantitative and qualitative 


evidence were synthesised in streams followed by an overarching synthesis. 


Literature searches (2000 to March 2017) were conducted using Pubmed,  


BioMed Central and Cochrane Library, grey literature sources ZETOC, .gov.uk,  


third sector organisations, NHS Evidence, SCIE, TRIP, Opengrey. Snowball 


searching was conducted in the databases Ovid, CINAHL, ISI Web of Science, 


Scopus and Google Scholar. Of 3,125 records screened, 60 texts were included. 


We found that while strategies to support transition contained consistent 


messages, they supported the principle of a health-dominated pathway. 


Wellbeing is mainly defined and measured in clinical terms and the transition 


process is often presented as a linear, one-dimensional conduit. Individual 


characteristics, along with social, familial and societal relationships are rarely 


considered. Evidence from young people and their families highlights transition 


as a zone of conflict between independence and dependency with young people 


feeling powerless on one hand and overwhelmed on the other. We found few 


novel interventions and fewer that had been evaluated. Studies were rarely 


conducted by allied health and social care professionals (e.g. renal social 


workers and psychologists) as part of multi-disciplinary renal teams. We 


conclude that there is a lack of good evidence to inform providers of health and 


social care services about how best to meet the needs of this small but 


vulnerable cohort.; Competing Interests: The authors have declared that no 


competing interests exist.  
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Abstract: Patients arriving at the Emergency Department (ED) via ambulance 


can experience a delay in receiving definitive care. In Australia, this  


phenomenon is referred to as ‘Ambulance Ramping’, ‘Patient Off Stretcher Time 


Delay’ or ‘Offload Delay’. As a direct consequence of crowding, and in the 


context of a worldwide increase in ED and ambulance usage, hospital and 


ambulance service function is hampered. The aim of this review was to 


synthesize the literature with respect to the conceptualisation, meaning, 


antecedents and consequences of Ambulance Ramping. This was a scoping 


review and synthesis of the literature. Six search terms were employed: 


emergency medical technician; paramedic; ambulance; hospital emergency 


services; delay; and ambulance ramping. Journal articles that discussed 


Ambulance Ramping (or similar terms), and were published in English between 


1983 and March 2015 were included. PubMed and CINAHL Plus databases 


were searched, with secondary searches of reference lists and grey literature 


also undertaken. Thirteen papers were selected and inform this review. Several 


terms are used internationally to describe phenomena similar to Ambulance 


Ramping, where there is a delay in patient handover from paramedics to ED 


clinicians. Antecedents of Ambulance Ramping included reduction/limitation of 


ambulance diversion, patient acuity, the time of day, the day of the week, 


insufficient ED staff, insufficient ED beds, and high ED workload. Consequences 


of Ambulance Ramping include: further delays in patients’ ability to receive 


definitive care and workforce stressors such as missed meal breaks, sick leave 


and staff attrition. While the existing research literature indicates that Ambulance 


Ramping is problematic, little is known about the patient’s experience of 


Ambulance Ramping; this is required so that an enhanced understanding of its 


implications, including those for emergency nurses, can be identified.  
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Abstract: Background: Many discharge interventions are developed to reduce 


unplanned hospital readmissions, but it is unclear which interventions are more 


effective.; Objectives: The objective of this review was to identify discharge 
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interventions from hospital to home that reduce hospital readmissions within 


three months and to understand their effect on secondary outcome measures.; 


Inclusion Criteria: Participants were adults (18 years or older) discharged from a 


medical or surgical ward. The included interventions had to be designed to ease 


the care transition from hospital to home or to prevent problems after hospital 


discharge. This review considered only randomized controlled trials. The primary 


outcome measure was hospital readmission within three months after discharge. 


Secondary outcomes included patient satisfaction, return to emergency 


departments and mortality.; Search Strategy: Studies in English between 


January 1990 and July 2014 were considered for inclusion. The databases 


searched were PubMed, Web of Science, Embase and CINAHL.;  ethodological 


Quality: Methodological validity was assessed by two reviewers prior to inclusion 


using the standardized critical appraisal instruments from the Joanna Briggs 


Institute.; Data Extraction: Quantitative data were independently extracted by the 


two reviewers using the standardized data extraction tool from the Joanna 


Briggs Institute.; Data Synthesis: Meta-analysis was performed by using a 


random effect model; data were pooled using Mantel-Haenszel methods. For 


subgroups analysis only papers with critical appraisal score of seven or more 


were selected.; Results: Meta-analysis was performed on 47 studies. The overall 


relative risk for hospital readmission was 0.77 95% CI, 0.70-0.84] (p<0.00001). 


The relative risk for return to the emergency department was 0.75 95% CI, 


0.551.01] (p=0.06) and for mortality 0.70 95% CI, 0.48-1.01] (p=0.06). Patient 


satisfaction improved in favor of the intervention group in five out of the six 


studies evaluating patient satisfaction. Exploratory subgroup analysis found that 


interventions starting during hospital stay and continuing after discharge were 


more effective in reducing readmissions compared to interventions starting after 


discharge (between subgroup difference p=0.01). Multicomponent interventions 


were not more effective compared to single component interventions (between 


subgroup difference p=0.54). Interventions oriented towards patient 


empowerment were more effective compared to all other interventions (between 


subgroup difference p=0.02).; Conclusions: Interventions designed to improve 


the care transition from hospital to home are effective in reducing hospital 


readmission. These interventions preferably start in the hospital and continue 


after discharge rather than starting after discharge. Enhancing patient 


empowerment is a key factor in reducing hospital readmissions. Interventions to 


reduce hospital readmissions should start during hospital stay and continue in 


the community (grade A recommendation). This requires financial systems to 


support and facilitate collaboration between hospitals and home care. 


Interventions that support patient empowerment are more effective in reducing 


hospital readmissions (grade B recommendation). To promote patient 


empowerment caregivers must be trained to increase patients' capacity to 


selfcare. Future research should focus on interventions that improve patient 


empowerment and the effects of discharge interventions after more than three 


months.  
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Abstract: BACKGROUND Most research on transitions of care has focused on 


the transition from acute to outpatient care. Little is known about the transition 


from outpatient to acute care. We conducted a systematic review of the literature 


on the transition from outpatient to acute care, focusing on provider-to-provider 


communication and its impact on quality of care. METHODS We searched the 


MEDLINE, CINAHL, Scopus, EMBASE, and Cochrane databases for 


Englishlanguage articles describing direct communication between outpatient 


providers and acute care providers around patients presenting to the emergency 


department or admitted to the hospital. We conducted double, independent 


review of titles, abstracts, and full text articles. Conflicts were resolved by 


consensus. Included articles were abstracted using standardized forms. We 


maintained search results via Refworks (ProQuest, Bethesda, MD). Risk of bias 


was assessed using a modified version of the Downs’ and Black’s tool.  


RESULTS Of 4009 citations, twenty articles evaluated direct provider-to-provider 


communication around the outpatient to acute care transition. Most studies were 


cross-sectional (65 %), conducted in the US (55 %), and studied communication 


between primary care and inpatient providers (62 %). Of three studies reporting 


on the association between communication and 30-day readmissions, none 


found a significant association; of these studies, only one reported a measure of 


association (adjusted OR for communication vs. no communication, 1.08; 95 %  


CI 0.92–1.26). DISCUSSION The literature on provider-to-provider  


communication at the transition from outpatient to acute care is sparse and 


heterogeneous. Given the known importance of communication for other 


transitions of care, future studies are needed on provider-to-provider 


communication during this transition. Studies evaluating ideal methods for 


communication to reduce medical errors, utilization, and optimize patient 


satisfaction at this transition are especially needed.  
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Abstract: Purpose/objective: The aftermath of treatment for critical illness and/or 


critical injury in the intensive care unit (ICU) often includes persisting cognitive 


and emotional morbidities as well as severe physical deconditioning (a 


constellation termed post-intensive care syndrome, or PICS), but most patients 


do not receive psychological services before they enter the inpatient 


rehabilitation facility (IRF). Although a burgeoning literature guides the efforts of 


critical care providers to reduce risk factors for PICS - for example, reducing the 


use of sedatives and enacting early mobilization, there is need for a 


corresponding awareness among IRF psychologists and other providers that the 


post-ICU patient often arrives in a state of significantly reduced capacity, with 


persisting cognitive impairments and acute psychological distress. Many are at 


risk for long-term complications of posttraumatic stress disorder, general anxiety 


and/or clinical depression, and assuredly all have experienced a profound life 


disruption. This paper offers a multilevel perspective on the adaptation of 


postICU patients during inpatient rehabilitation, with discussion of the 


psychologist's role in education and intervention.; Research Method/design: 


Clinical review paper.; Results: NA.; Conclusions: To optimize response to 


rehabilitation, it is important to understand the behavior of post-ICU patients 


within a full biopsychosocial context including debility, cognitive and emotional 


impairment, disruption of role identities, and environmental factors. The 


psychologist can provide education about predictable barriers to participation for 


the post-ICU patient, and guide individual, family and team interventions to 


ameliorate those barriers. (PsycINFO Database Record ((c) 2016 APA, all rights 


reserved).)  
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Abstract: A letter to the editor is presented in response to transitions between 


acute and outpatient care for Spanish-English speaking bilingual veterans.  
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Abstract: Safe and appropriate transition between inpatient settings and the 


community is one of the major challenges facing the modern NHS. The National  


Institute for Health and Care Excellence in conjunction with the Social Care  


Institute for Excellence published guidance on this challenging area in  


December 2015. This commentary provides context, summary and discussion of 


the key areas covered. The guidance particularly emphasises the importance of 


a person-centred approach in which patients are individuals and equal partners 


in the multidisciplinary team who should be treated with dignity and respect. 


Additionally, communication and information sharing is crucial both on admission 


and when taking a proactive approach to discharge, including the role of the 


discharge coordinator in liaising with community teams and arranging follow-up 


post-discharge. Self-care and the significance of carers are also highlighted as 


valuable in facilitating safe discharge and reducing readmissions. It is clear that 


in older people with complex needs, safe appropriate transition between hospital 


and community settings has a positive impact on patients and their carers. Given 


the financial and capacity pressures facing the NHS, strategies to reduce 


readmissions and prevent delays in discharge are increasingly important. These 


guidelines are therefore both timely and advocated to improve care for older 


people. (© The Author 2016. Published by Oxford University Press on behalf of 


the British Geriatrics Society. All rights reserved. For Permissions, please email: 


journals.permissions@oup.com.) DOI: https://libkey.io/10.1093/ageing/afw151  


URL: https://search.ebscohost.com/login.aspx?direct=true&AuthType=sso&db= 
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Abstract: Objective To describe and compare characteristics and outcomes of 


patients who arrive by ambulance to the ED. We aimed to (i) compare patients 


with a delayed ambulance offload time (AOT) >30 min with those who were not 


delayed; and (ii) identify predictors of an ED length of stay (LOS) of >4 h for 


ambulance‐arriving patients. Methods A retrospective, multi‐site cohort study 


was undertaken in Australia using 12 months of linked health data (September 


2007–2008). Outcomes of AOT delayed and non‐delayed presentations were 


compared. Logistic regression analysis was undertaken to identify predictors of 


an ED LOS of >4 h. Results Of the 40 783 linked, analysable ambulance 


presentations, AOT delay of >30 min was experienced by 15%, and 63% had an 


ED LOS of >4 h. Patients with an AOT <30 min had better outcomes for: time to 
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triage; ambulance time at hospital; time to see healthcare professional; 


proportion seen within recommended triage time frame; and ED LOS for both 


admitted and non‐admitted patients. In‐hospital mortality did not differ. Strong 


predictors of an ED LOS >4 h included: hospital admission, older age, triage 


category, and offload delay >30 min. Conclusion Patients arriving to the ED via 


ambulance and offloaded within 30 min experience better outcomes than those 


delayed. Given that offload delay is a modifiable predictor of an ED LOS of >4 h, 


targeted improvements in the ED arrival process for ambulance patients might 


be useful.  
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Abstract: Internationally, the workload of emergency departments (ED) has 


increased, resulting in overcrowding and frequent delays in the offloading of 


patients arriving via ambulance – referred to in Australia as ‘ambulance 


ramping’. Using interpretive phenomenology, this study sought to understand the 


experience of ambulance ramping from the perspective of patients. 


Semistructured interviews were undertaken with seven patients who presented 


to a regional Queensland ED via ambulance and experienced an ambulance 


offload delay of >30min. Ambulance ramping in the ED was described as ‘Being 


a patient, patient’, and three major themes emerged: Understanding the 


emergency healthcare system; Making do within the emergency healthcare 


system; and Being ‘in the dark’ during ambulance ramping. Most participants did 


not understand the antecedents to ambulance ramping, but understood some of 


the consequences. Most were happy to wait with paramedics for a bed and, 


although without privacy, felt safe. However, most participants felt ‘in the dark’ 


during ambulance ramping, due to communication difficulties regarding bed 


availability, and this led to frustration. In light of the Australian Charter of 


Healthcare Rights, service improvement opportunities exist for patients arriving 


to the ED by ambulance to ensure delays are minimised and quality care is 


delivered.  
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Abstract: Hospitals vary widely in the services they offer to care for pediatric 


burn patients. When a hospital does not have the ability or capacity to handle a 


pediatric burn, the decision often is made to transfer the patient to another 


shortterm hospital. Transfers may be based on available specialty coverage for 


children; which adult and non-teaching hospitals may not have available. The 


effect these transfers have on costs and length of stay (LOS) has on pediatric 


burn patients is not well established and is warranted given the prominent view 


that pediatric hospitals are inefficient or more costly. The authors examined 


inpatient admissions for pediatric burn patients in 2003, 2006, and 2009 using 


the Kids' Inpatient Database, which is part of the Healthcare Cost and Utilization 


Project. ICD-9-CM codes 940 to 947 were used to define burn injury. The 


authors tested if transfer status was associated with LOS and total charges for 


pediatric burn patients, while adjusting for traditional risk factors (eg, age, TBSA, 


insurance status, type of hospital pediatric vs adult; teaching vs nonteaching]) by 


using generalized linear mixed-effects modeling. A total of n = 28,777 children 


had a burn injury. Transfer status (P < .001) and TBSA (P < .001) was 


independently associated with LOS, while age, insurance status, and type of 


hospital were not associated with LOS. Similarly, transfer status (P < .001) and 


TBSA (P < .001) was independently associated with total charges, while age, 


insurance status, and type of hospital were not associated with total charges. In 


addition, the data suggest that the more severe pediatric burn patients are being 


transferred from adult and non-teaching hospitals to pediatric and teaching 


hospitals, which may explain the increased costs and LOS seen at pediatric 


hospitals. Larger more severe burns are being transferred to pediatric hospitals 


with the ability or capacity to handle these conditions in the pediatric population, 


which has a dramatic impact on costs and LOS. As a result, unadjusted, 


pediatric hospitals are seen as being inefficient in treating pediatric burns. 


However, since pediatric hospitals see more severe cases, after adjustment, 


type of hospital did not influence costs and LOS. TBSA and transfer status were 


the predictors studied that independently affect costs and LOS.  
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Abstract: BACKGROUND: Delays to the handover of patients from ambulances 


to the emergency department (ED) cause operational challenges for hospitals 


and the ambulance service, and have attracted considerable public and policy 


concern. As part of a wider study of handover delays, we sought to understand 


the perspective of health service staff on their impact and causes, in the ED of a 


large teaching hospital. METHODS: We conducted semi-structured interviews 


with a stratified sample of key staff from the hospital and the ambulance service, 


including doctors (n=5); nurses (n=7); hospital based support staff (n=2); 


paramedics and ambulance technicians (n=12); and other ambulance service 


staff (n=8). All interviews were recorded and transcribed in full, then analysed 


using the framework approach. RESULTS: All staff groups expressed concerns 


about the impact of crowding and handover delays on the quality of patient care, 


with a minority of respondents identifying clinical risk to patients. Handover 


delays were associated with high levels of stress for all staff groups, and in 


particular frustration for ambulance clinicians tied up waiting with patients 


outside the hospital. Delays were felt to have an impact on the relationship 


between professional groups. The negative impact on ambulance service 


performance measures was felt to be substantial. There was a high level of 


consensus that problems of crowding in the ED were complex, with issues right 


through the system. Almost all respondents identified lack of capacity elsewhere 


in the hospital as an immediate cause, and reflected positively on the impact of 


recent initiatives to improve patient flow. Batched arrival of ambulances, 


associated in part with shift patterns, was reported as causing knock-on delays 


from which it was hard to recover. CONCLUSIONS: Handover delays at the ED 


have a negative impact on patients, staff and health service organisations. 


System-wide impacts suggest that system-wide approaches to resolving delays 


are required.  
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Abstract: Background: The transition of care (ToC) from maternity services, 


particularly from midwifery care to child and family health (CFH) nursing 


services, is a critical time in the support of women as they transition into early 


parenting. However significant issues in service provision exist, particularly 


meeting the needs of women with social and emotional health risk factors. 


These include insufficient resources, poor communication and information 
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transfer, limited interface between private and public health systems and tension 


around role boundaries. In response some services are implementing strategies 


to improve the transition of care from maternity to CFH services.; Aim: This 


paper describes a range of innovations developed to improve transition of care 


between maternity and child and family health services and identifies the 


characteristics common to all innovations.; Methods: Data reported were 


collected in phase three of a mixed methods study investigating the feasibility of 


implementing a national approach to child and family health services in Australia 


(CHoRUS study). Data were collected from 33 professionals including midwives, 


child and family health nurses, allied health staff and managers, at seven sites 


across four Australian states. Data were analysed thematically, guided by Braun 


and Clarke's six-step process of thematic analysis.; Findings: The range of 


innovations implemented included those which addressed; information sharing, 


the efficient use of funding and resources, development of new roles to improve 


co-ordination of care, the co-location of services and working together. Four of 


the seven sites implemented innovations that specifically targeted families with 


additional needs. Successful implementation was dependent on the preliminary 


work undertaken which required professionals and/or organisations to work 


collaboratively.; Conclusion: Improving the transition of care requires 


coordination and collaboration to ensure families are adequately supported. 


Collaboration between professionals and services facilitated innovative practice 


and was core to successful change. (Copyright © 2014 Australian College of  


Midwives. Published by Elsevier Ltd. All rights reserved.)  
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Abstract: Background and objectives Handover and communication failures are 


a recognised threat to patient safety. Handover in emergency care is a 


particularly vulnerable activity owing to the high-risk context and overcrowded 


conditions. In addition, handover frequently takes place across the boundaries of 


organisations that have different goals and motivations, and that exhibit different 


local cultures and behaviours. This study aimed to explore the risks associated 


with handover failure in the emergency care pathway, and to identify 


organisational factors that impact on the quality of handover.  


Methods Three NHS emergency care pathways were studied. The study used a 


qualitative design. Risks were explored in nine focus group-based risk analysis 


sessions using failure mode and effects analysis (FMEA). A total of 270 
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handovers between ambulance and the emergency department (ED), and the 


ED and acute medicine were audio-recorded, transcribed and analysed using 


conversation analysis. Organisational factors were explored through thematic 


analysis of semistructured interviews with a purposive convenience sample of 39 


staff across the three pathways. Results Handover can serve different functions, 


such as management of capacity and demand, transfer of responsibility and 


delegation of aspects of care, communication of different types of information, 


and the prioritisation of patients or highlighting of specific aspects of their care. 


Many of the identified handover failure modes are linked causally to capacity 


and patient flow issues. Across the sites, resuscitation handovers lasted 


between 38 seconds and 4 minutes, handovers for patients with major injuries 


lasted between 30 seconds and 6 minutes, and referrals to acute medicine 


lasted between 1 minute and approximately 7 minutes. Only between 1.5% and 


5% of handover communication content related to the communication of social 


issues. Interview participants described a range of tensions inherent in handover 


that require dynamic trade-offs. These are related to documentation, the verbal 


communication, the transfer of responsibility and the different goals and 


motivations that a handover may serve. Participants also described the 


management of flow of patients and of information across organisational 


boundaries as one of the most important factors influencing the quality of 


handover. This includes management of patient flows in and out of departments, 


the influence of time-related performance targets, and the collaboration between 


organisations and departments. The two themes are related. The management 


of patient flow influences the way trade-offs around inner tensions are made, 


and, on the other hand, one of the goals of handover is ensuring adequate 


management of patient flows. Conclusions The research findings suggest that 


handover should be understood as a sociotechnical activity embedded in clinical 


and organisational practice. Capacity, patient flow and national targets, and the 


quality of handover are intricately related, and should be addressed together. 


Improvement efforts should focus on providing practitioners with flexibility to 


make trade-offs in order to resolve tensions inherent in handover. Collaborative 


holistic system analysis and greater cultural awareness and collaboration across 


organisations should be pursued. Funding The National Institute for Health 


Research Health Services and Delivery Research programme.  
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Abstract: Highlights ► Varied types of handovers requiring attention in 


computerizing care are discussed. ► Social and technical issues requiring 


attention in computerizing handovers are presented. ► Handovers in care are 


processes which require resolution of several issues to be safe.  
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Abstract: No matter how well resourced, individual hospitals cannot expect to 


meet all peaks in demand for adult general critical care. However, previous 


analyses suggest that patients transferred for non-clinical reasons have worse 


outcomes than those who are not transferred, but these studies were 


underpowered and hampered by residual case-mix differences. The aim of this 


study was to evaluate the effect of transferring adult general critical care patients 


to other hospitals for non-clinical reasons. We carried out a propensity-matched 


cohort analysis comparing critical care patients who underwent a non-clinical 


critical care unit to unit transfer to another hospital with those who were not 


transferred. The primary outcome measure was mortality at ultimate discharge 


from acute hospital. Secondary outcomes were mortality at ultimate discharge 


from critical care, plus length of stay in both critical care and acute hospital. A 


total of 308,323 patients were admitted to one of 198 adult general critical care 


units in England and Wales between January 2008 and September 2011. This 


included 759 patients who underwent a non-clinical transfer within 48 hours of 


admission to the unit and 1,518 propensity-matched patients who were not 


transferred. The relative risk of ultimate acute hospital mortality was 1.01 (95% 


confidence interval = 0.87 to 1.16) for the non-clinical transfer group, compared 


with patients who were not transferred but had a similar propensity for transfer. 


There was no statistically significant difference in ultimate critical care unit 


mortality. Transferred patients received on average three additional days of 
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critical care (P < 0.001) but the difference in length of acute hospital stay was of 


only borderline significance (P = 0.05). In our analysis the difference in mortality 


between non-clinical transferred and nontransferred patients was not statistically 


significant. Nevertheless, non-clinical transfers received, on average, an 


additional 3 days of critical care. This has potential ramifications in terms of 


distress, inconvenience and cost for patients, their families, and the National 


Health Service. We therefore need further evidence, including qualitative data 


from family members and cost-effective analyses, to better understand the 


broader effects of non-clinical transfer.  


DOI: https://libkey.io/10.1186/cc11662  


URL: https://www.ncbi.nlm.nih.gov/pubmed/23034103  


  


33. The key actor: a qualitative study of patient participation in the handover 


process in Europe  


Item Type: Journal Article  


Authors: Flink, Maria;Hesselink, Gijs;Pijnenborg, Loes;Wollersheim,  


Hub;Vernooij-Dassen, Myrra;Dudzik-Urbaniak, Ewa;Orrego, Carola;Toccafondi,  


Giulio;Schoonhoven, Lisette;Gademan, Petra J.;Johnson, Julie K.;Öhlén,  


Gunnar;Hansagi, Helen;Olsson, Mariann and Barach, Paul  


Publication Date: 2012  


Journal: BMJ Quality & Safety , pp. 89  


  


Abstract: BACKGROUND Patient safety experts have postulated that 


increasing patient participation in communications during patient handovers will 


improve the quality of patient transitions, and that this may reduce hospital 


readmissions. Choosing strategies that enhance patient safety through improved 


handovers requires better understanding of patient experiences and preferences 


for participation. OBJECTIVE The aim of this paper is to explore the patients' 


experiences and perspectives related to the handovers between their primary 


care providers and the inpatient hospital. METHODS A qualitative secondary 


analysis was performed, based on individual and focus group patient interviews 


with 90 patients in five European countries. RESULTS The analysis revealed 


three themes: patient positioning in the handover process; prerequisites for 


patient participation and patient preferences for the handover process. Patients' 


participation ranged from being the key actor, to sharing the responsibility with 


healthcare professional(s), to being passive participants. For active participation 


patients required both personal and social resources as well as prerequisites 


such as information and respect. Some patients preferred to be the key actor in 


charge; others preferred their healthcare professionals to be the key actors in 


the handover. CONCLUSIONS Patients' participation is related to the healthcare 


system, the activity of healthcare professionals' and patients' capacity for 


participation. Patients prefer a handover process where the responsibility is clear 


and unambiguous. Healthcare organisations need a clear and well-considered 


system of responsibility for handover processes, that takes into account the 


individual patient's need of clarity, and support in relation to his/hers own 


recourses.  
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Abstract: ABSTRACT Background Drawing on self-prediction theory and the 


positive benefits of increasing health service user participation in risk 


assessments, the Transition Inventory (TI) was developed. It is an aid to the 


assessment of areas that people anticipate will be of difficulty in the next stage 


of transition, for example from open hospital to the community. Aims The aim of 


this paper is to determine reliability and convergent/discriminant validity data for 


the TI and its subscales, including behavioral impulsivity, social pressure, 


substance misuse, financial/employment, leisure, negative affect, interpersonal 


and family concerns and social alienation. Methods Eighty-eight male offenders 


coming towards the end of a period of imprisonment were asked to complete the 


TI. Their results were compared with the staff-rated Measures of Criminal 


Attitudes and Associates (MCAA) scale, alcohol blame and causation of crime 


items. Comparisons with the MCAA's antisocial intent scale, which is a 


futureorientated scale, and the associates scale allowed for 


convergent/discriminant validity to be examined with TI scales. With a 


community offender sample, TI results were used to predict researcher ratings. 


Results The TI scales demonstrated adequate internal consistency. Overall, the 


MCAA's antisocial intent scale had higher correlations with the TI than with a 


nonfuture-orientated scale. TI scales also demonstrated convergent validity with 


other measures and preliminary predictive validity with researcher ratings. 


Conclusions/implications for practice The TI provides a way to increase service 


user involvement in the assessments that determine when and how they transfer 


to settings where they will have more independence. Copyright © 2012 John 


Wiley & Sons, Ltd. ABSTRACT FROM AUTHOR]; Copyright of Criminal 


Behaviour & Mental Health is the property of John Wiley & Sons, Inc. and its 


content may not be copied or emailed to multiple sites or posted to a listserv 


without the copyright holder's express written permission. However, users may 


print, download, or email articles for individual use. This abstract may be 


abridged. No warranty is given about the accuracy of the copy. Users should 


refer to the original published version of the material for the full abstract. 


(Copyright applies to all Abstracts.)  
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Abstract: Recent trends indicate an increasing number of hospital observation  


stays within the Medicare fee-for-service population, and beneficiaries are often 


unaware of the implications of observation status on their discharge options. 


This article describes the development of a community-based transitional care 


program for Medicare beneficiaries, ages 60-plus, in observation care. This 


program was designed to improve patient outcomes by identifying unmet  


observation care transition needs and creating additional supports for individuals 


discharged home to the community. ABSTRACT FROM AUTHOR]; Copyright of 


Generations is the property of American Society on Aging and its content may 


not be copied or emailed to multiple sites or posted to a listserv without the 


copyright holder's express written permission. However, users may print, 
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Abstract: This report analyses the impact of reverse triage, as described by 


Kelen, to rapidly assess the need for continuing inpatient care and to expedite 


patient discharge to create surge capacity for disaster victims. The Royal Darwin 


Hospital was asked to take up to 30 casualties suffering from blast injuries from 


a boat carrying asylum seekers that had exploded 840 km west of Darwin. The 


hospital was full, with a backlog of cases awaiting admission in the emergency 


department. The Disaster Response Team convened at 10:00 to develop the 


surge capacity to admit up to 30 casualties. By 14:00, 56 beds (16% of capacity) 


were predicted to be available by 18:00. The special circumstances of a disaster 


enabled staff to suspend their usual activities and place a priority on triaging 


inpatients' suitability for discharge. The External Disaster Plan was activated and 


response protocols were followed. Normal elective activity was suspended. 


Multidisciplinary teams immediately assessed patients and completed the 


necessary clinical and administrative requirements to discharge them quickly. As 


per the Plan there was increased use of community care options: respite nursing 


home beds and community nursing services. Through a combination of 


cancellation of all planned admissions, discharging 19 patients at least 1 day 


earlier than planned and discharging all patients earlier in the day surge capacity 
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was made available in Royal Darwin Hospital to accommodate blast victims. 


Notably, reverse triage resulted in no increase in clinical risk with only one 


patient who was discharged early returning for further treatment.  
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Abstract: Background Cross-unit handovers transfer responsibility for the 


patient among healthcare teams in different clinical units, with missed 


information, potentially placing patients at risk for adverse events. Objectives We 


analysed the communications between high-acuity and low-acuity units, their 


content and social context, and we explored whether common conceptual 


ground reduced potential threats to patient safety posed by current handover 


practices. Methods We monitored the communication of five content items using 


handover probes for 22 patient transitions of care between high-acuity ‘sender 


units’ and low-acuity ‘recipient units’. Data were analysed and discussed in focus 


groups with healthcare professionals to acquire insights into the characteristics 


of the common conceptual ground. Results High-acuity and low-acuity units 


agreed about the presence of alert signs in the discharge form in 40% of the 


cases. The focus groups identified prehandover practices, particularly for 


anticipatory guidance that relied extensively on verbal phone interactions that 


commonly did not involve all members of the healthcare team, particularly 


nursing. Accessibility of information in the medical records reported by the 


recipient units was significantly lower than reported by sender units. Common 


ground to enable interpretation of the complete handover content items existed 


only among selected members of the healthcare team. Conclusions The limited 


common ground reduced the likelihood of correct interpretation of important 


handover information, which may contribute to adverse events. Collaborative 


design and use of a shared set of handover content items may assist in creating 


common ground to enable clinical teams to communicate effectively to help 


increase the reliability and safety of cross-unit handovers.  
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Abstract: To model how individual violations in routine clinical processes 


cumulatively contribute to the risk of adverse events in hospital using an 


agentbased simulation framework. An agent-based simulation was designed to 


model the cascade of common violations that contribute to the risk of adverse 


events in routine clinical processes. Clinicians and the information systems that 


support them were represented as a group of interacting agents using data from 


direct observations. The model was calibrated using data from 101 patient 


transfers observed in a hospital and results were validated for one of two 


scenarios (a misidentification scenario and an infection control scenario). 


Repeated simulations using the calibrated model were undertaken to create a 


distribution of possible process outcomes. The likelihood of end-of-chain risk is 


the main outcome measure, reported for each of the two scenarios. The 


simulations demonstrate end-of-chain risks of 8% and 24% for the 


misidentification and infection control scenarios, respectively. Over 95% of the 


simulations in both scenarios are unique, indicating that the in-patient transfer 


process diverges from prescribed work practices in a variety of ways. The 


simulation allowed us to model the risk of adverse events in a clinical process, 


by generating the variety of possible work subject to violations, a novel 


prospective risk analysis method. The in-patient transfer process has a high 


proportion of unique trajectories, implying that risk mitigation may benefit from 


focusing on reducing complexity rather than augmenting the process with further 


rule-based protocols.  
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Abstract: The Enhanced Discharge Planning Program (EDPP) at Rush 


University Medical Center is an evidence-based transitions model facilitated by 


master's degree-prepared social workers. The program was created to improve 


health outcomes for at-risk older adults by focusing on non-medical issues that 


contribute to adverse events post-discharge. Recent findings from a study of 


EDPP showed that patients receiving these transitional care services had a 


better understanding of how to manage medications and care after 


hospitalization. Since health outcomes for older adults are impacted by 


medication management and adherence, transitional care models provide a 


pathway to prevent medication errors. ABSTRACT FROM AUTHOR]; Copyright 


of Generations is the property of American Society on Aging and its content may 
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Abstract: Ambulance ramping within the Emergency Department (ED) is a 


common problem both internationally and in Australia. Previous research has 


focused on various issues associated with ambulance ramping such as access 


block, ED overcrowding and ambulance bypass. However, limited research has 


been conducted on ambulance ramping and its effects on patient outcomes. A 


case-control design was used to describe, compare and predict patient 


outcomes of 619 ramped (cases) vs. 1238 non-ramped (control) patients arriving 


to one ED via ambulance from 1 June 2007 to 31 August 2007. Cases and 


controls were matched (on a 1:2 basis) on age, gender and presenting problem.  


Outcome measures included ED length of stay and in-hospital mortality. The 


median ramp time for all 1857 patients was 11 (IQR 6–21) min. Compared to 


non-ramped patients, ramped patients had significantly longer wait time to be 


triaged (10 min). Ramped patients also comprised significantly higher 


proportions of those access blocked (43% vs. 34%). No significant difference in 


the proportion of in-hospital deaths was identified (2% vs. 3%). Multivariate 


analysis revealed that the likelihood of having an ED length of stay greater than 


eight hours was 34% higher among patients who were ramped (OR 1.34, 95% 


CI 1.06–1.70, p=0.014). In relation to in-hospital mortality age was the only 


significant independent predictor of mortality (p<0.0001). Ambulance ramping is 


one factor that contributes to prolonged ED length of stay and adds additional 


strain on ED service provision. The potential for adverse patient outcomes that 


may occur as a result of ramping warrants close attention by health care service 


providers.   
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Abstract: Objective: To determine whether a lack of intensive care unit beds 


was leading to premature patient discharge from the intensive care unit and 


subsequent early readmission or death.; Design: Prospective cohort study.; 


Setting: A single Canadian tertiary care teaching hospital.; Patients: All intensive 


care unit admissions between January 1, 1989 and December 31, 1996 were 


collected prospectively for inclusion in a registry database.; Interventions: None.; 


Measurements and Main Results: There was a positive correlation between  


early readmission or death and average quarterly intensive care unit percent 


occupancy (p = .001). During the study period, 8693 patients experienced 


10,185 admissions to intensive care. Of the 8222 patients remaining under 


active treatment (patients under palliative care were excluded), there were 455 


(5.5%) adverse events (431 intensive care unit readmissions and 24 deaths) in 


the first 7 days post intensive care unit discharge. Patients requiring a new 


surgical intervention with postoperative intensive care unit admission were not 


considered readmissions. In a multivariate analysis, significant risk factors for an 


adverse event included age >35 yrs, particular diagnoses (respiratory 


diagnoses, sepsis, neurosurgery, thoracic surgery, and gastrointestinal 


diagnoses), Acute Physiology and Chronic Health Evaluation II score, and 


intensive care unit length of stay. Discharge from the intensive care unit at a time 


of no vacancy was also a significant risk factor for intensive care unit 


readmission or unexpected death with an adjusted relative risk of 1.56 (95% 


confidence interval 1.05, 2.31).; Conclusions: Increased patient occupancy 


within an intensive care unit is associated with an increased risk of early death 


or intensive care unit readmission post intensive care unit discharge.  


Overloading the capacity of an intensive care unit to care for critically ill patients 


may affect physician decision-making, resulting in premature discharge from the 


intensive care unit.  
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Abstract: Objectives: US hospitals are expected to function without external aid 


for up to 96 hours during a disaster; however, concern exists that there is 


insufficient capacity in hospitals to absorb large numbers of acute casualties. 


The aim of the study was to determine the potential for creation of inpatient bed 


surge capacity from the early discharge (reverse triage) of hospital inpatients at 


low risk of untoward events for up to 96 hours.; Methods: In a health system with 


3 capacity-constrained hospitals that are representative of US facilities  


(academic, teaching affiliate, community), a variety (N = 50) of inpatient units  


were prospectively canvassed in rotation using a blocked randomized design for 


19 weeks ending in February 2006. Intensive care units (ICUs), nurseries, and 


pediatric units were excluded. Assuming a disaster occurred on the day of 


enrollment, patients who did not require any (previously defined) critical 


intervention for 4 days were deemed suitable for early discharge.; Results: Of 


3491 patients, 44% did not require any critical intervention and were suitable for 


early discharge. Accounting for additional routine patient discharges, full use of 


staffed and unstaffed licensed beds, gross surge capacity was estimated at 


77%, 95%, and 103% for the 3 hospitals. Factoring likely continuance of 


nonvictim emergency admissions, net surge capacity available for disaster 


victims was estimated at 66%, 71%, and 81%, respectively. Reverse triage 


made up the majority (50%, 55%, 59%) of surge beds. Most realized capacity 


was available within 24 to 48 hours.; Conclusions: Hospital surge capacity for 


standard inpatient beds may be greater than previously believed. Reverse 


triage, if appropriately harnessed, can be a major contributor to surge capacity.  
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Abstract: Crowding is an increasingly common occurrence in hospital-based 


emergency departments (EDs) across the globe. This 2-article series offers an 


ethical and policy analysis of ED crowding. Part 1 begins with a discussion of 


terms used to describe this situation and proposes that the term “crowding” be 
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preferred to “overcrowding.” The article discusses definitions, measures, and 


causes of ED crowding and concludes that the inability to transfer emergency 


patients to inpatient beds and resultant boarding of admitted patients in the ED 


are among the root causes of ED crowding. Finally, the article identifies and 


describes a variety of adverse moral consequences of ED crowding, including 


increased risks of harm to patients, delays in providing needed care, 


compromised privacy and confidentiality, impaired communication, and 


diminished access to care. Part 2 of the series examines barriers to resolving 


the problem of ED crowding and strategies proposed to overcome those 


barriers.  
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Abstract: Background: Severe pressures on beds in psychiatric services have 


led to the implementation of an early ("crisis") discharge policy in the Western 


Cape, South Africa. The study examined the effect of this policy and length of 


hospital stay (LOS) on readmission rates in one psychiatric hospital in South 


Africa.; Methods: Discharge summaries of adult male patients (n = 438) admitted 


to Stikland Psychiatric Hospital during 2004 were retrospectively examined. 


Each patient's clinical course was then analysed for the period between January 


1st, 2004, and August 31st, 2006.; Results: Although shorter LOS was 


associated with decreased readmission rates, the effect of crisis discharges was 


far more powerful. Patients discharged as usual had a far lower risk of 


readmission than those discharged due to bed pressures (i.e. crisis discharge).; 


Conclusion: Increased risks associated with the early discharge policy 


necessitate the urgent review of the current management of bed shortages in 


this inpatient facility. The strengthening of community initiatives, particularly 


assertive outreach could be a way forward. DOI: https://libkey.io/10.1186/1471-


244X-8-44  
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Abstract: Non-clinical reasons for transfer include the lack of an appropriately 


staffed critical care bed locally, or repatriation to a local hospital. 1 Interhospital 


transfers are often made out of normal working hours, and the patient may be 


accompanied by relatively junior staff, leading to a high rate of critical incidents. 


Table 1 Key to good pretransfer assessment and preparation Patient  


Familiarisation with current condition, investigation results, current treatment and 


further management plan Transfer staff Suitably trained staff, appropriate 


clothing, adequate handover from referring team, return plans arranged and 


insurance Equipment Suitable equipment and drugs, spare batteries and 


sufficient oxygen Organisation Patient notes and investigation results, transfer 


documentation, coordination of transfer vehicle and personnel, relatives 


informed and compliance with relevant regulations Destination Receiving doctor 


name, receiving unit address and telephone number, and directions to receiving 


unit Pre-departure Receiving unit informed of estimated time of arrival, patient 


packaged and secured, equipment secured or stowed, electrical and oxygen 


supplies attached to vehicle outlets if appropriate, transfer staff seated and 


secured if appropriate The patient's resuscitation and stabilisation should follow 


an ***ABCDE approach. 1 If there are any concerns about the integrity of the 


airway or the adequacy of ventilation, the airway must be secured with a 


tracheal tube.  
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Abstract: Background: The ability to provide medical care during sudden 


increases in patient volume during a disaster or other high-consequence event is 


a serious concern for health-care systems. Identification of inpatients for safe 


early discharge (ie, reverse triage) could create additional hospital surge 


capacity. We sought to develop a disposition classification system that 


categorises inpatients according to suitability for immediate discharge on the 


basis of risk tolerance for a subsequent consequential medical event.; Methods: 


We did a warfare analysis laboratory exercise using evidence-based techniques, 


combined with a consensus process of 39 expert panellists. These panellists 


were asked to define the categories of a disposition classification system, assign 


risk tolerance of a consequential medical event to each category, identify critical 


interventions, and rank each (using a scale of 1-10) according to the likelihood of 
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a resultant consequential medical event if a critical intervention is withdrawn or 


withheld because of discharge.; Findings: The panellists unanimously agreed on 


a five-category disposition classification system. The upper limit of risk tolerance 


for a consequential medical event in the lowest risk group if discharged early 


was less than 4%. The next categories had upper limits of risk tolerance of about 


12% (IQR 8-15%), 33% (25-50%), 60% (45-80%) and 100% (95-100%),  


respectively. The expert panellists identified 28 critical interventions with a 


likelihood of association with a consequential medical event if withdrawn, 


ranging from 3 to 10 on the 10-point scale.; Interpretation: The disposition 


classification system allows conceptual classification of patients for suitable 


disposition, including those deemed safe for early discharge home during surges 


in demand. Clinical criteria allowing real-time categorisation of patients are 


awaited.  
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Abstract: This study of intra-hospital patient transfer analyzes the process, time, 


personnel, and cost of the transport procedure. Opportunities exist to increase 


the efficiency of the execution of this discrete process as well as gain overall 


system efficiency in terms of bed utilization and management. The study 


revealed only 12% efficiency in the transfer process. Delays due to 


administrative requirements, unavailable resources, disruptions, and 


communication breakdown were cited as causes of the low productivity in the 


current process. Careful consideration for the three primary reasons for transfer 


- need for additional technology, need for higher skilled staff, and need for higher 


hours per patient day - offer the opportunity to rethink the drivers of transfer 


through technology planning, staff training, and staffing flexibility.  


URL: http://ovidsp.ovid.com/ovidweb.cgi?T=JS&PAGE=reference&D=emed9&N 
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Journal: Health Care Risk Report 2(4), pp. 10-12  


  


Abstract: The author discusses the use of pathways of care as a tool for 


minimising risk. The article states that to improve the quality of the clinical 


process, reduce risk, and appropriately control costs, it is essential to eliminate 


inappropriate variation and document continuous improvement. Pathways are an 


excellent way of improving the integrated care process, which is the key to 


increased quality and productivity and the reduction of risk and unit costs. The 


main triad of a clinical risk modification programme in any health care system is 


guidelines, education and data; pathways of care encompass all three. They 


provide a framework, giving greater quality assurance in a timely way with 


uniform quality, multidisciplinary standards, and with a focus on continuous 


learning from, and improvement of, the care delivery process. 7 refs. SMD]  


  


50. Screening for high social risk: principles and problems  


Item Type: Journal Article  


Authors: Rehr, H.;Berkman, B. and Rosenberg, G.  


Publication Date: 1980  


Journal: Social Work 25(5), pp. 403-406  


  


Abstract: Sound use of hospital social work services is not achieved when 


workers rely on other health personnel for referrals. The authors propose a 


screening mechanism to identify patients at what they term high levels of social 


risk and to restore the initiative to social work staff. Relevant principles and 


problems are also discussed.  


URL: https://search.ebscohost.com/login.aspx?direct=true&AuthType=sso&db= 


mdc&AN=10248422&custid=ns124817  


  


  
You will need your NHS OpenAthens account to access the full text of licenced content. This 


service is provided to the NHS in England by Health Education England.   
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B. Search History  
   


Medline Search Strategy  
  


#  Query  Limiters/Expanders  Last Run Via  Results  


S1  (MH "Risk Assessment") OR (MH  
"Risk") OR "clinical risk" OR "risk 


factors"  


Expanders - Apply 


equivalent subjects 


Search modes - 


Boolean/Phrase  


Interface -  
EBSCOhost  
Research  
Databases  
Search Screen - 


Advanced  
Search  
Database -  
MEDLINE  
Complete  


1,543,249  


S2  (MH "Transitional Care") OR 


"transitional care" OR "transition of 


care" OR "care transition" OR 


"discharge planning" OR "safe 


transition" OR "handoff*" OR  
"handover"  


Expanders - Apply 


equivalent subjects 


Search modes - 


Boolean/Phrase  


Interface -  
EBSCOhost  
Research  
Databases  
Search Screen - 


Advanced  
Search  
Database -  
MEDLINE  
Complete  


31,967  


S3  (MH "Hospital Bed Capacity") OR  
"capacity" OR "crisis capacity" OR 


"surge capacity" OR "contingency 


capacity"  


Expanders - Apply 


equivalent subjects 


Search modes - 


Boolean/Phrase  


Interface -  
EBSCOhost  
Research  
Databases  
Search Screen - 


Advanced  
Search  
Database -  
MEDLINE  
Complete  


671,062  







    


 


S4  S1 AND S2 AND S3  Expanders - Apply 


equivalent subjects 


Search modes - 


Boolean/Phrase  


Interface -  
EBSCOhost  
Research  
Databases  
Search Screen - 


Advanced  
Search  
Database -  
MEDLINE  
Complete  


79  


 


S5  S1 AND S2  Expanders - Apply 


equivalent subjects 


Search modes - 


Boolean/Phrase  


Interface -  
EBSCOhost  
Research  
Databases  
Search Screen - 


Advanced  
Search  
Database -  
MEDLINE  
Complete  


3,646  


S6  "organisations" OR (MH  
"Organizations")  


Expanders - Apply 


equivalent subjects 


Search modes - 


Boolean/Phrase  


Interface -  
EBSCOhost  
Research  
Databases  
Search Screen - 


Advanced  
Search  
Database -  
MEDLINE  
Complete  


33,212  


S7  S1 AND S2 AND S6  Expanders - Apply 


equivalent subjects 


Search modes - 


Boolean/Phrase  


Interface -  
EBSCOhost  
Research  
Databases  
Search Screen - 


Advanced  
Search  
Database -  
MEDLINE  
Complete  


6  







    


 


S8  S2 AND S3 AND S6  Expanders - Apply 


equivalent subjects 


Search modes - 


Boolean/Phrase  


Interface -  
EBSCOhost  
Research  
Databases  
Search Screen - 


Advanced  
Search  
Database -  
MEDLINE  
Complete  


5  


S9  (MH "Transitional Care") OR (MH  
"Patient Transfer") OR (MH "Patient  
Discharge") OR (MH "Hospital to Home  
Transition") OR (MH "Continuity of  
Patient Care")  


Expanders - Apply 


equivalent subjects 


Search modes - 


Boolean/Phrase  


Interface -  
EBSCOhost  
Research  
Databases  
Search Screen - 


Advanced  
Search  


65,663  


   Database -  
MEDLINE  
Complete  


 


S10  S1 AND S3 AND S9  Expanders - Apply 


equivalent subjects 


Search modes - 


Boolean/Phrase  


Interface -  
EBSCOhost  
Research  
Databases  
Search Screen - 


Advanced  
Search  
Database -  
MEDLINE  
Complete  


173  


   
     







    


 


CNAHL Search Strategy  


   


#  Query  Limiters/Expanders  Last Run Via  Results  


S1  (MH "Risk Assessment") OR (MH "Risk")  
OR "clinical risk" OR "risk factors"  


Expanders - Apply 


equivalent subjects 


Search modes - 


Boolean/Phrase  


Interface -  
EBSCOhost  
Research  
Databases  
Search Screen - 


Advanced  
Search  
Database -  
CINAHL  
Complete  


602,322  


S2  (MH "Transitional Care") OR "transitional 


care" OR "transition of care" OR "care 


transition" OR "discharge planning" OR  
"safe transition" OR "handoff*" OR  
"handover"  


Expanders - Apply 


equivalent subjects 


Search modes - 


Boolean/Phrase  


Interface -  
EBSCOhost  
Research  
Databases  
Search Screen - 


Advanced  
Search  
Database -  
CINAHL  
Complete  


15,562  


S3  (MH "Hospital Bed Capacity") OR  
"capacity" OR "crisis capacity" OR "surge 


capacity" OR "contingency capacity"  


Expanders - Apply 


equivalent subjects 


Search modes - 


Boolean/Phrase  


Interface -  
EBSCOhost  
Research  
Databases  
Search Screen - 


Advanced  
Search  
Database -  
CINAHL  
Complete  


90,365  


S4  S1 AND S2 AND S3  Expanders - Apply 


equivalent subjects 


Search modes - 


Boolean/Phrase  


Interface -  
EBSCOhost  
Research  
Databases  
Search Screen - 


Advanced  
Search  
Database -  
CINAHL  
Complete  


13  







    


 


 


S5  S1 AND S2  Expanders - Apply 


equivalent subjects 


Search modes - 


Boolean/Phrase  


Interface -  
EBSCOhost  
Research  
Databases  
Search Screen - 


Advanced  
Search  
Database -  
CINAHL  
Complete  


842  


S6  "organisations" OR (MH "Organizations")  Expanders - Apply 


equivalent subjects 


Search modes - 


Boolean/Phrase  


Interface -  
EBSCOhost  
Research  
Databases  
Search Screen - 


Advanced  
Search  
Database -  
CINAHL  
Complete  


22,005  


S7  S1 AND S2 AND S6  Expanders - Apply 


equivalent subjects 


Search modes - 


Boolean/Phrase  


Interface -  
EBSCOhost  
Research  
Databases  
Search Screen - 


Advanced  
Search  
Database -  
CINAHL  
Complete  


3  


S8  S2 AND S3 AND S6  Expanders - Apply 


equivalent subjects 


Search modes - 


Boolean/Phrase  


Interface -  
EBSCOhost  
Research  
Databases  
Search Screen - 


Advanced  
Search  
Database -  
CINAHL  
Complete  


7  







    


 


S9  (MH "Transitional Care") OR (MH "Patient  
Transfer") OR (MH "Patient Discharge")  
OR (MH "Hospital to Home Transition")  
OR (MH "Continuity of Patient Care") OR  
"integrated care" OR "intra-unit transfer"  


Expanders - Apply 


equivalent subjects 


Search modes - 


Boolean/Phrase  


Interface -  
EBSCOhost  
Research  
Databases  
Search Screen - 


Advanced  
Search  


47,412  


   Database -  
CINAHL  
Complete  


 


S10  S1 AND S3 AND S9  Expanders - Apply 


equivalent subjects 


Search modes - 


Boolean/Phrase  


Interface -  
EBSCOhost  
Research  
Databases  
Search Screen - 


Advanced  
Search  
Database -  
CINAHL  
Complete  


81  


  
  
     







    


 


HMIC Health Management Information Consortium <1979 to  


January 2023>  
  
1 risk assessment.mp. or exp Risk assessment/ 2545  


2 clinical risk.mp. or exp Risks/ 1944  


3 exp Patient transfer/ or exp "Continuity of patient care"/ or transitional care.mp. 


958  


4 discharge planning.mp. or exp Discharge planning/ 486  


5 handoff.mp. 24  


6 handover.mp. 185  


7 bed capacity.mp. or exp Bed provision/ 413  


8 crisis capacity.mp. 0  


9 capacity.mp. 4698  


10 1 or 2 4332  


11 3 or 4 or 5 or 6 1611  


12 8 or 9 4698  


13 7 and 10 and 11 and 12 0  


14 10 and 11 and 12 2  


  
  


Embase <1974 to 2023 March 02>  
  
1 risk assessment.mp. or exp Risk assessment/ 773043  


2 clinical risk.mp. or exp Risks/ 21061  


3 exp Patient transfer/ or exp "Continuity of patient care"/ or transitional care.mp.  


1022494  


4 discharge planning.mp. or exp Discharge planning/ 176687  


5 handoff.mp. 1898  


6 handover.mp. 4582  


7 bed capacity.mp. or exp Bed provision/ 20743  


8 crisis capacity.mp. 30  


9 capacity.mp. 893080  


10 1 or 2 787703  


11 3 or 4 or 5 or 6 1174287  


12 8 or 9 893080  


13 7 and 10 and 11 and 12 78  


14 10 and 11 and 12 1359  


  


     
Disclaimer  
  







    


 


We hope that you find the evidence search service useful. Whilst care has been 


taken in the selection of the materials included in this evidence search, the Library 


and Knowledge Service is not responsible for the content or the accuracy of the 


enclosed research information. Accordingly, whilst every endeavour has been 


undertaken to execute a comprehensive search of the literature, the Library and 


Knowledge Service is not and will not be held responsible or liable for any omissions 


to pertinent research information not included as part of the results of the enclosed 


evidence search. Users are welcome to discuss the evidence search findings with 


the librarian responsible for executing the search. We welcome suggestions on 


additional search strategies / use of other information resources for further 


exploration. You must not use the results of this search for commercial purposes. 


Any usage or reproduction of the search output should acknowledge the Library and 


Knowledge Service that produced it.   
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