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1. INTRODUCTION
The Quality Improvement Network was established by the RCN’s Quality Improvement Programme in 1989 to contribute to the quality of patient care through the sharing of knowledge, skills and information on quality improvement, patient safety, clinical governance and leadership.  The safe transfer of care is a vital component of the quality of care and safe practice (Pothier, et al., 2005).  When the process of transfer of care is inadequately undertaken risks to the patient are increased and may subsequently lead to harm (BMA, 2005; Joint Commission, 2007).  The Network organised a series of patient safety road shows which were specifically designed to build consensus and concentrate activities on the key topic of transfer of care, to facilitate networking between members of the Network’s regional groups and a range of colleagues working across all care sectors, and to identify the actions required to improve the patients’ experience of transfer of care across all health and social settings. 

1.1 Literature Review

“A good…handover process is a crucial part of providing quality…care…The conservation of patient data during the handover process is vital to ensure good continuity of care and safe practice.  Any errors or omissions made during the handover process may have dangerous consequences…”

(Pothier, et al., 2005)

Delays in transferring or discharging patients can result in a range of problems for both patients and organisations (Bryan, et al., 2005).  For patients these problems include: increased dependency; depression; loss of choice, control and confidence; and being placed at risk of exposure to hospital acquired infection.  For organisations delays in the transfer or discharge of patients may result in bed blocking, leading to the possibility of greater waiting times for patients needing hospital care and treatment.  In addition, transitions of care have been identified as a major quality improvement challenge (Cotter, et al., 2002).
Research evidence suggests that patients are more likely to be vulnerable to adverse events during discharge, and that this may be because patients now experience much shorter stays in hospital (Forster, et al., 2003).  Three main type of adverse events that patients may experience during discharge or transfer have been identified as: communication breakdown (Forster, et al., 2004; Elwyn, et al., 2005); medication error (Forster, et al., 2003; 2004; Elwyn, et al., 2005); and wound infection (Elwyn, 2005).
In healthcare settings patient transfers have been identified as ‘error hotspots’.  All handovers may be error prone including those between individuals from the same or different professional groups, between departments and between sectors of care (Bruce Bayley, et al., 2005).

Multiple health professionals and teams now contribute to the care of each patient and this increases the need for robust mechanisms for safer transfer of care.  Continuity of care now means team responsibility for care as well as individual responsibility (BMA, 2004).

However, there a number of barriers to developing a whole system approach to handover, including the cultural issue of narrow role definition.  Providers tend to be overly focused on the immediate situation and are therefore unlikely to ask key questions necessary for effective transition (Bruce Bayley, et al., 2005).
Studies observing handovers often describe a process that is unstructured, informal and error prone (Sexton, et al., 2004).  They are also highly varied, complex and context dependent.  They are not just communication exercises they also serve training, team development and socialisation needs (Behara, et al., 2005).

Handover practices in high risk industries might prove useful in healthcare settings (Patterson, et al., 2004).  For example, simple ‘error proofing’ devices such as checklists and taped handovers are being used to positive effect (RCN, 2004).  The BMA describe several cases of multidisciplinary handovers and system approaches to hospital at night (BMA, 2004).

What follows is an overview of some of the terms and definitions related to transfer of care prior to an outline of the aims, objectives and findings of the project.  The concluding section discusses the key ideas emanating from the road shows and includes recommendations for action.
1.2 Terminology and definitions

Several definitions exist in relation to transferring the care of patients across different care settings including: shift-to-shift; hospital-to-home; and hospital-to-community.  The latter encompasses the transfer of a patient to a nursing or a residential home.  This movement of patients is described using various terms, including: discharge planning; handover; transfer; and transition.

1.2.1. Discharge planning


Increasing emphasis has been placed on discharge planning since the publication of the NHS Plan (DH, 2000), advocated the freeing up of acute beds by considering improvements in the way patients could be moved into intermediate or community care settings. Discharge planning has been identified as requiring greater collaboration between hospital and community professionals, since problems associated with discharge are often the result of poor communication and co-ordination between professional groups (McKenna, et al., 2000; Bull and Roberts, 2001).
Discharge planning has been identified as a process aimed at attaining continuity of care (Smith, 1998), and as such it should be prompt, well organised and it should ensure that care is provided as needed, either in the patient’s home or in a residential or a nursing home (Audit Commission, 1992).  Discharge planning is both complex and challenging, requiring nurses to act as the co-ordinators of care, with the right level of skills and competencies to be able to work in partnership and communicate effectively across a range of agencies and professionals (Atwal, 2002).  The purpose of discharge planning has been defined as the smooth facilitation of the transition of patients from one level of care to another as they cross the boundaries between different care sectors (Huber, et al., 2003).  Effective discharge planning is a key factor in achieving continuity of care, and if it is carried out ineffectively it may lead to hospital readmission, lack of adherence to treatment regimes, failure to recognise complications, and patient distress (McKenna, et al., 2000; Bowles, et al, 2003; Huber and McClelland., 2003). There are a number of impact factors associated with the discharge planning process including: demographic changes in the population; organisational and policy changes; clashes of culture (Lundh and Williams, 1997; Nazarko, 1997); technological advances in the treatment of the older adult (Nazarko, 1997); and increased focus on patient participation, preferences, and desire for information (Huber and McClelland, 2003).
1.2.2. Handover of Care

Handover, or what is sometimes referred to as handoff can be viewed as a highly complex communication method which is usually employed during nursing shift changes to transfer knowledge between staff that is vital in the provision of continuous safe  care to patients (Lally, 1999; Kerr, 2001).  Most handovers include a combination of written and verbal information, but they may also be audio-taped (Kerr, 2001). In addition, handovers may take place either at, or away from the patient’s bedside (Kerr, 2001).

Handovers are formally augmented by nursing documentation including nursing plans and the Kardex, and informally by the use of ‘scraps’ (Hardey, et al., 2000).  Scraps have been identified as highly significant personalised recordings of information that are routinely written down on any available piece of paper and they are seen as a unique combination of personal and professional knowledge that informs the delivery of care (Hardey, et al., 2000: 208-209). 

Whilst the principal intention of the handover is about communicating the transfer of patient information, which in turn is underpinned by concerns to ensure continuity of care, the purpose of handovers are multi-faceted.  Other purposes they serve include: elements of teaching; team building; group cohesion; solidarity; socialisation; and emotional support for nurses (Lally, 1999; Kerr, 2001; Hopkinson, 2002; Hays, 2003; Coleman and Fox, 2004; Davis, et al., 2005; Kassean and Jagoo, 2005; Philpin, 2005).  Conversely however, handovers have also been identified as ritualistic, self-serving, duplicative and repetitive (Hays, 2003; Sexton, et al., 2004; Davies and Priestly, 2006).

It is worth noting that much of literature on handover describes how these are undertaken in the hospital setting, and there is little evidence describing the practice of handovers in other care settings.

1.2.3 Transfer/transition of Care

The terms transition and transfer are usually used in circumstances where patients are being transferred from acute care either to immediate or long term nursing or residential care (Davis, et al., 2005).   For example, transfer from paediatric to adult services (Por, et al., 2004), from health services to social care (Payne, et al., 2002), or from NHS care to independent care (Nazarko, 1998).  Transfer and/or transition can be defined as the purposeful planned movement of patients with chronic physical of medical conditions from one health service to another, or from hospital care to residential care, and as such would include all those elements described above in relation to handovers.
The term used throughout the remainder of this report is transfer of care.

2. 
QUALITY IMPROVEMENT PROJECT
2.1 Aim

To draw on the experience and knowledge of key professionals in order to develop a consensus around best practice and to identify the actions needed to improve the safe transfer of patient care across a range of settings.

2.2 Objectives

1. To identify best practice on transfer of care

2. To identify critical points in the processes of transfer of care

3. To identify impact factors related to transfer of care

4. To identify further work/actions to address the issues raised

2.3 Form and Content

Although the original intention had been to undertake 12 road shows across the United Kingdom, due to a combination of sponsorship constraints and limited availability of Network members as a result of the NHS regional restructuring we undertook only  5. These road shows took place in Belfast, Birmingham Cardiff, Edinburgh, and Wigan, which we believe demonstrates a good geographical spread in light of the resources that were available.

Whilst four of the road shows followed a very similar format of a series of short presentations given by the regional Patient Safety Managers followed by a period of intensive facilitated group work, the Cardiff event took the form of a conference with a number of keynote presentations with time for discussion.  As such, the findings reported here are a summary of the information gleaned from participants attending the road shows in Belfast, Birmingham, Edinburgh and Wigan.

Participation was by invitation and nursing, professionals allied to medicine, and social work were represented as was the acute, primary and independent care sectors.  All participants were sent a paper prior to the road show asking them to consider issues related to the safe transfer of care from their own personal and/or professional perspective.  During the facilitated group work participants were then invited to reach consensus around statements of best practice, as well as a consideration of the critical points and impact factors related to the processes of transferring patients, and the actions needed in order to improve the safety of these transfers.
3. FINDINGS
3.1 Statement(s) of best practice

From the lively discussions that took place at each of the roadshows a consensus statement of best practice in transfer of care was developed – see Box 1.  This best practice statement is an amalgam of the consensus statements agreed at three of the four roadshows – see Box 2.  Participants attending the Edinburgh road show decided not to spend any time on agreeing an overall statement of best practice, and instead they used the facilitated group work sessions to reach consensus around critical points and the reasons why some transfers were less effective than others.
Box 1: Consensus statement of best practice in transfer of care

“A whole systems approach with all concerned working in partnership to deliver a transfer that is relevant, timely and appropriate to the needs of the people involved.  The safe transfer of care requires the accurate exchange of information, delivered in a standard format, across a variety of care settings throughout the patient’s journey”

Box 2: The best practice statements from Belfast, Birmingham and Edinburgh
Belfast:

“Transfer of care is the accurate exchange of information in a standardised format and is relevant, timely and appropriate to the needs of the people involved”

Birmingham:

“A whole systems approach ensuring a safe appropriate patient journey through care settings”

Wigan:

“Working in partnership to ensure safe transfers of care throughout the patient’s journey”

3.2 Critical points and impact factors

All participants expressed consensus around a number of critical points and impact factors which highlighted a range of common problems relating to the safe transfer of care across different settings – see Table 1.  
Table 1: Critical points, statement, impact factors

Critical Point


Statement


Impact Factor
	Partnership
	All  healthcare professionals work in partnership to ensure safe transfer of care across different care sectors and agencies
	Effective team working
Communication between patients and professionals

Negotiation

Information

Informed consent

Budgets

Boundaries

	Patient Journey
	The patient’s journey is a negotiated process between the patient, the family and the healthcare team
	Patient values and beliefs
Informed choice and decision-making

Advocacy

Dignity and respect

Patient education

Planning

	Politics and resources
	An environment is created in which patients, carers and health professionals have access to knowledge and opportunities to influence care and practice
	None identified

	Processes
	Knowledge and competencies of the processes are in place and support the transfer of care
	Policies and procedures
Benchmarking

Audit

Education and training

Raising awareness

Ownership

Leadership

	Communication
	Effective communication is achieved through a combination of methods which are appropriate for each individual transfer of care, and is evident throughout the process
	Access to knowledge and a range of available resources
Key people

Induction programmes for staff
Performance review

Staff appraisal

Clinical audits

Assessments

Benchmarks

Education and training

Resources

Policies and procedures

Interpreters

Standards
Evaluation

	Information
	Accurate and appropriate information is shared with all stakeholders in a format that meets their individual needs
	Standard documentation of care
Single assessment process

All transfer of care information is shared with stakeholders in a timely manner

Patient information follows standardised format (DH Guidance)

Standard format for sharing on transfer of care

Processes are in place that have been developed through multi-agency collaboration with patients

	Safety
	All patient transfers minimise risk and maximise safety
	Is the transfer necessary
Is an escort required

Mode of transport

What equipment and/or devices are needed

Personal/individual needs

Personal/clinical information

Question it, ignore peer pressure if it doesn’t feel right

	Governance
	Integrated shared governance provides quality assured systems and processes for safe, evidence-based, cost-effective care, and includes an effective management framework
	None identified

	Nursing competencies
	Competency based learning should be viewed as part of staff induction, linked to staff development, and should identify whether staff will be dealing with transfers of care
	Clinical supervision
Supervisor training

Opportunities for shadowing

Effective induction programme

Time-bound preceptorship

Supernumerary staff training and education

Ongoing training needs assessment

Ongoing nursing staff development


3.3 Commonalities

The commonalities were clustered around four key elements in the process of transferring or discharging patients, and these are: patient and carer involvement and participation; communication and documentation; information; and overall co-ordination of discharge/transfer – see Figure 1.  They identification of these four elements by participants reinforces many of the themes reported in the literature review, and these are discussed in the next section.  
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4. DISCUSSION
4.1 Involvement and Participation

“…the family’s role is particularly crucial when the patient’s level of dependency requires active caretaking after discharge [and as such] the views of both patients and families need to be assessed and compared”
(Huber and McClelland, 2003)

The importance of maintaining a patient-centred focus, one that acknowledges the expertise of both the patient and their carer/family at all times during the process was emphasised by all participants.  They identified a range of impact related to effective involvement and participation, which are listed in Box 3.  The definition of patient-centredness within the context of this report includes the notion of full participation on the part of patients, their carers and their families in all decisions related to transfer of care, and is herein referred to in this report as ‘patient participation’.

Box 3: Patient/Family Involvement Impact Factors
Robust communication (documented and made accessible by all professional groups)

Accountability (responsibility, duty of care)

Choice

Resources

Education and training

Standards (information, guidance, documentation)

Defining safe practice

Implementation

Audit

Evaluation

Many participants attending the road shows emphasised that patients and their carers and families will have knowledge and information that will be of use of healthcare professionals when they are co-ordinating the transfer or discharge of patients.  Ensuring full patient participation and the provision of appropriate and timely information was viewed as important and is identified in the literature as a solution to improving the discharge planning process (McKenna, et al., 2000).  However, recent literature exploring patient participation identified that patients still feel uninvolved in decisions about their care, and even though their expectations in this area continue to rise many healthcare professionals are failing to make the necessary adjustments to their practice (Coulter, 2006).   Some participants likened this to “working in tribes”, which they argued reinforced ineffective communication and information sharing which leads to patients falling through the gaps in provision between different care sectors.
Coulter (2006) argues that patients continue to believe that healthcare is still delivered in a paternalistic way, and whilst many are treated with dignity and respect, they nevertheless believe they are offered little opportunity to express their preferences or influence decisions about their care.  In particular, patients reported that transitions between different settings were not effectively co-ordinated and this was identified as especially problematic for people suffering from cancer and mental illness (Coulter, 2006).  As such, there is a need to work in partnership with patients and their carers and families in the decision making process, especially during those times when the patient’s level of dependency means they will require a great deal of care following discharge (Huber and McClelland, 2003).  Again many participants recognised these problems and discussed the importance of delivering a quality service through ensuring the discharge or the transfer process took account of the patient’s psychical, psychological, social and spiritual preferences.  In addition, participants suggested that staff responsible for co-ordinating discharge and/or transfer need to both sensitive and responsible in terms of managing the transition, balancing the patient’s needs and expectations against the available service resources.
The key issues identified by participants bear out some of the concerns expressed by Coulter (2006) and others (Reed and Morgan, 1999).  There appears to be a lack of clarity around roles and responsibilities and many participants identified fragmented processes which contribute to ineffective transfers of care.  Practice was seen as effective where clear standard underpinned the processes and there was clarity around roles and responsibilities.  The importance of good documentation was stressed as was the need to review processes through audit and evaluation, which should include feedback to staff.
Numerous barriers have been identified that preclude active patient participation in decisions about their care, including: use of technical language and jargon (Cahill, 1998; Helleso, 2006); a belief that patients are either too sick or not confident enough to participate (Cahill, 1998); and issues surrounding patient confidentiality (Hopkinson, 2002).   A study exploring the discharge of older people from hospital to care homes found that few patients were offered opportunities to discuss their transfer with nurses and in light of this they tended to adopt a stoical attitude (Reed and Morgan, 1999).  Research by Huber and McClelland, (2003) has identified differences in what patients want in terms of discharge and what professionals think they want, and that a failure to ensure patient participation in decisions about transfer or discharge will result in diminished quality of care and increased patient dissatisfaction with the service.  
Research undertaken by Jackson (1994) found that while three assumptions are often made about the discharge planning process (1) that it is cost-effective; (2) that it enhances the patient’s quality of life; and (3) that it ensures continuity of care, they found little evidence to support any of these contentions.    
4.2 Communication and documentation

“Safe transfer of care or discharge centres on communication; the ability to pass accurate information through the right channels that is timely, accurate and complete”
(Elwyn, et al., 2005)

Throughout the road shows a clear need was voiced for acute information to accompany patients as they moved through their care journey (Box 4).  However, it was also acknowledged that this does not always happen.  A patient representative spoke eloquently of the problems that ensued as her case notes failed to accompany her to different outpatient appointments.  Representatives from nursing homes related their difficulties in gaining accurate information about changes to an individual’s mobility or dependence prior to their return from acute care, and nurses in acute care recalled experiences of similar difficulties as patients were admitted.  Ineffective communication has been identified as a key problem in relation to discharge planning for the last thirty years (Skeet, 1975; Audit Commission, 1993; Sherry, 1996; Closs, 1997; Nazarko, 1998; Atwal, 2003; Payne, et al., 2002; Dunnion and Kelly, 2005; Watts and Gardner, 2005; Joint Commission, 2007). 

Participants identified a number of possible solutions to the problems associated with communication and documentation, as these included:

· establishing a more formal, structured handover process, that is time protected and regularly evaluated in terms of its effectiveness

· establishing more face-to-face communication which would also support greater understanding around the roles and responsibilities of different professionals

· ensuring that all verbal communications were reflected in the patient documentation

· ensuring that were care pathways are used they follow the patient journey

Box 4: Communication and Documentation Impact Factors

Listening

Sharing

Format

Responsiveness

Interface

Accuracy

Timeliness

Relevance

Competence

Accountability

Record keeping

Appropriateness

Completeness

Research undertaken by Atwal (2002) has shown that whilst the nursing handover is seen as an important aspect of the discharge or transfer process, this was identified as the key area where information was mis-communicated (Atwal, 2002: 456).

Discussions at some of the road shows included the perception that approaches to communication and documentation varied between difference healthcare settings and this led to problems in ensuring information travelled consistently between each environment.  Some discussion centred on the relative importance given to handover by staff in different locations and the problems encountered when transfer is seen as important but where there are no sufficiently experienced staff available to co-ordinate the transfer process.

Other commentators have suggested that communication is affected by the attitudes and beliefs of nurses, as well as through their knowledge and understanding of discharge procedures (Armitage and Williams, 1990).  These authors suggest that effective communication is likely to be enhanced through personal contract between hospital and community staff, and they argue that such contact is also likely to enhance their knowledge of each others’ role in the discharge process. 

Research has also shown that there are differing perceptions between hospital and district nurses in relation to communication and documentation (McKenna, et al., 2000).  Essentially, district nurses were less inclined to the view that documentation and communication were good, whereas hospital nurses were more inclined towards such a view.  However, both groups of nurses identified a number of solutions aimed at improving communication and documentation, many of which were also identified by participants at the road shows.  These solutions include: standardised policies and procedures; education and training, and greater partnership and collaborative working (McKenna, et al., 2000).
4.3 Information
The fundamental importance of providing timely and relevant information was highlighted by many participants (Box 5), and resonates with findings from research which suggests that any failure to meet the information needs of patients can have numerous effects (Suhonen, et al., 2005).  Failure to provide timely and relevant information can result in a major source of patient dissatisfaction with care (Tierney, et al., 2000); can greatly increase patient anxiety and raise the possibility of the patient encountering problems post-discharge (Driscoll, 2000).  Furthermore, it could be argued that the type of information that patients seek may influence the way they participate in decisions about their care, and may also reflect their coping mechanisms as well as their level of education.  Research indicates that the information needs of elderly post surgical cancer patients during the transition between hospital and home are considerable (Hughes, et al, 2000); whereas the information needs of patients being transferred from intensive care were met more effectively when they were provided with written information (Paul, et al., 2004)
Box 5: Information Impact Factors
Focused on patient and family information needs

Right format

Documented

Responsive

Accurate

Timely

Relevant

Completed

Audited 

Evaluated

The transfer of information between and across care sectors has been associated with less than optimal communication between healthcare professionals (Audit Commission, 1993), and was clearly identified by participants attending the road shows.  Participants also identified how it was crucial to ensure that those with the responsibility for co-ordinating transfer or discharge were invested with the skills and competencies in order to fully assess the information needs of patients and their carers and families and that they were also invested with the necessary skills to be able to communicate effectively with a range of key stakeholders and agencies.  Huber and McClelland, (2003) have identified this ability as a key factor in facilitating improved treatment outcomes (Huber and McClelland, 2003).

Participants were particularly forceful in suggesting that the challenges in relation to communication, documentation and information would be greatly enhanced where staff ensured the continuity of care along a continuum of pre-admission through to discharge or transfer of care.  Actions at the pre-admission stage could include offer patients a pre-admission tour of the ward or the unit they would be admitted to; taking account of any cultural or language sensitivities and the need for interpreters; ensuring the involvement of all the relevant agencies and stakeholders at the beginning of the patient journey.

4.4 Co-ordination
In discussing the role of the transfer of care/discharge co-ordinator, participants identified a range of impact factors linked to this role (Box 6).  They felt it was imperative that transfer of care co-ordinators are equipped with a range of skills and competencies to be able to operate effectively in relation to collaborating and working in partnership with a range of external agencies and community healthcare professionals.  Furthermore it could be argued that such a role should be viewed as a particular specialist role as it is in the USA (Watts and Gardner, 2005), Australia (Armitage and Kavanagh, 1996) and the Netherlands (Peters. Et al., 1997; van Emden, et al., 1999).  The skills and competencies required for effective discharge co-ordinaters have been described in research undertaken by Atwal (2002) who argues that nurse co-ordinators must understand how health and social agencies function, and they must be committed to the principles of team-working and allow sufficient time for effective communication to take place.
Research has identified that nurses are the professional group best placed to act as the co-ordinators of transfer of care and/or discharge planning, describing how many healthcare organisations use nurses in this way (Watts and Gardner, 2005).  Such nursing roles appear to carrying a number of different job titles including: discharge planning nurse; discharge liaison nurse; discharge co-ordinator; and transfer of care co-ordinator.  The benefits of such roles have been identified as improved communication and the provision of expertise on community needs and resources (Armitage and Kavanagh, 1996). It can be argued that the nursing co-ordinator role should be effectively supported by a team of staff and through the development of a range of discharge planning and/or transfer assessment tools.  Such tools have been shown to support improvements in the quality of the discharge planning process (Grimmer and Moss, 2001). 

Box 6: Co-ordination Impact Factors

Competencies

Skills

Knowledge

Ongoing training and development

Leadership

Accountability

Networking

Time

Responsibility

Authority

Supervision

Impact and evaluation of role

Participants identified a range of solutions that could be implemented to support the co-ordinator role, including:

· competency based learning that links with staff appraisal and performance review

· the provision of formal, structured clinical supervision and/or coaching

· the provision of a formal, structured induction programme

· the provision on ongoing needs analysis

· the provision of more out-of-hours discharge response teams

· the provision of clear guidance, protocols, policies and procedures

Routine evaluations of transfer of care and/or discharge processes were also identified as important by participants, in particular the implementation of routine audits, and the use of patient stories.  Researchers have identified Donabedian’s structure, process and outcome model as a framework for auditing the discharge or transfer of care process (Closs and Tierney, 1993), which might usefully be deployed as a mechanism for routinely evaluating the effectiveness of the transfer of care and/or discharge planning in meeting the needs of patients, staff and the organisation.  Audit in particular has been shown to be effective in evaluating the continuity of care from admission to discharge and/or transfer from acute to community services (Slater and Cornforth, (1996). A further solution to ensuring safe transfer of care has been identified as the development of an electronic patient handover (Cheah, et al., 2005), and whilst participants highlighted this as a potential solution, they also identified significant challenges in the establishment of the NHS electronic patient record given the fragmentary, uncoordinated and patchy implementation of the NHS IT strategy. 
4.5 Recommendations for action
The recommendations that follow are presented in light of the issues identified by participants attending the workshops as well as the review and comments received from the Quality Improvement Network Steering Committee.  Whilst the recommendations listed are clearly aimed at organisations, individual nurses do have a pivotal role to play in ensuring that patients experience a safe transfer of care.
1. An organisational commitment to ensure that transfer of care is developed, planned, implemented and evaluated in partnership and collaboration with patients, their families and their carers.
2. The Royal College of Nursing collates standards of best practice around effective transfer of care and identifies any gaps in care provision.

3. Organisations should clarify the individual roles and responsibilities required in delivering a safer transfer to care to patients.
4. Organisations should take steps to ensure that the information provided to patients and their families/carers is accessible, relevant and timely.
5. An undertaking from the Nursing and Midwifery Council (NMC) that Essential Skills Clusters that include safe transfer of care principles are incorporated into student nurse training.

6. An organisational commitment to ensure that all nursing staff are provided with professional development opportunities, either through formal clinical supervision, or other forms of reflexive practice, to enable them to continuously reflect on and improve their skills on safe transfer of care.
7. A commitment from organisations and education providers to collaborate to ensure that all aspects of the safe transfer of care are the focus on learning.

8. Organisations should ensure that feedback from regular audit and evaluation of the transfer of care process drives continuous quality improvements and maintains patient safety.

9. The Royal College of Nursing to collate and signpost all currently available tools relevant to the safe transfer of care.
10. Organisational commitment to verifying and strengthening nurse competencies that are linked to existing RCN skills for health for healthcare providers and healthcare professionals.

11. Organisational commitment to identifying the resources required to ensure that patient stories became an integral part of regular audit and evaluation activities aimed at improving the quality and safety of transfer of care.
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