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Outline for the talk

• Why transitions, why older people, why 
involvement?

• What we learnt about transitions of care for 
older people (WP1 and 2)

• Developing a measure of quality and safety 
of care at transitions (WP3)

• How we developed and pilot tested our Your 
Care Needs You intervention (WP4)

• Feasibility testing (trial methods) and 
developing our implementation package 
(WP5)

• The cRCT (WP6): A trial within a trial



Ethics –  risk vs autonomy
Equity – and involvement 

Experiences – of older people



Partners at Care Transitions

• An NIHR funded programme grant (five years)

• Understand experiences of older patients and their 
carers from admission to a few weeks post-discharge

• Understand how teams achieve success

• Develop a transitions measure (safety and experience) 

• Develop an intervention to support involvement of 
patients and carers

• Pilot the intervention (Your Care Needs You) and refine

• Test the feasibility of the trial methodology and 
implementation

• Trial the intervention
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What is a ‘transition’? 
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Why focus on safety at transitions of care for 
older people?

Unplanned               Avoidable              Safety events

Readmissions          Readmissions            at transitions

30%15% 1 in 5
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What about more locally? (2019 CQC NIPS data)



Why focus on patient involvement?



Starting position: Existing evidence on 
readmissions interventions and gaps

• Many types of multi-component bridging interventions

• Many just not possible to implement in the current climate

• Patient education and/or patient involvement often cited 
as an important component

• Patient involvement rarely explored as the sole focus 
(except by a few including Karina Aase and team)

• Patients often feel excluded from their care

• How do patients experience the transition to and from 
hospital?

• How do staff and services deliver excellent care at 
transitions?



WP1  Focused ethnographic study exploring: 

experiences of older people during transitions AND
desired and actual involvement of older people in 
their care during transition from hospital to home  

      
  

32 older patients, 18 family members at two large 
hospital Trusts.  Interviewed before, during and after 
discharge (160 field visits; 3-9 per participant) 

Observations of general care, discharge planning and 
discharge
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WP1:Patient experiences 
of the transition of care 

• Analysis – thematic (2 levels)

• Key findings:

• There isn’t a transition, rather an exit

• Patients experience a move from 

being cared for to caring for oneself 

with fewer skills to do so

• Patients often wanted to be, or            

accepted being, passive or 

uninvolved. 

• Patients who wanted to be          

involved found it difficult a



Self care 

needs

Ability to 
self care

Ability to 
self-care 

Self-care 

needs 

Going into 

hospital
In hospital Going 

home

Another way of looking at it

• Shifting risk: Attempts to manage risk in hospital 
(e.g. falls, medication errors)reduced 
independence/autonomy and inadvertently 
increased risks at home



WP2: Understanding excellence at transitions 
from the health professionals perspective

Qualitative study in six general practices (and linked 
community teams) and four hospital specialties 
demonstrating low readmission rates (N=157) 

Pen portrait approach to analysis was used (Sheard 
and Marsh, 2019)

Key findings:
Difficult to 
achieve except 
for complex 
patients

=



So, what do transitions look like?



Using FRAM to understand what the 
intervention needed to do?



Supporting patients to know 
more & do more by ‘reaching 

in’

Supporting staff to help patients 
to know more & do more by 
‘reaching out’ so as to bridge 

gap

Patient-
centred 

care

The intervention target



Measuring patient experience and safety at 
transitions (WP3)

• Unplanned readmissions a blunt instrument (not all 
avoidable, not all an indication that something wasn’t 
right in care)

• Needed an alternative – Coleman et al’s (2005) Care 
Transition Measure (CTM) a good starter for ten. 
Widely used, but focusing on discharge and immediate 
post-discharge period, all ages and US based. Doesn’t 
assess safety

• Forster’s (2003) paper as a basis for adverse events. 
Added to this our understanding from other literature 
and WP1&2

• Developed a framework from review of current 
measures and existing interventions and WP1



WP4: Piloting the intervention 

      Booklet to encourage patients 
        to know and do more

A film about other’s 
experience of going home

A care summary that 
provided advice on what 
to look out for and how to 
escalate care

Patients didn’t 
always receive 
booklet
When they did 
they liked the 
content and 
found it useful
staff didn’t 
often refer to it 
and it got left 
on the side

No way 
of 
showing 
the film 
so staff 
rarely 
bothered

Staff felt uneasy about putting 
complex grey information into 
black and white
Doctors already completing 
discharge summary felt that this 
was an extra job they didn’t have 
time for
Difficulty communicating 
information in a patient friendly 
way

Ward teams to encourage patients to know more and to 
practice in relation to four functions – left to vary 



What we knew going into WP5 (the feasibility 
study)

• Co-design is not a neat linear process. A lot happens 
in between workshops and patients and staff involved 
outside of the co-design process (4 workshops) 

• Some refinement of intervention components 
themselves necessary (going back to patients and 
carers)

• Staff are at capacity so intervention needs to align with 
goals and fit within current practice

• More work needed to raise awareness, generate 
motivation, remind and support staff to deliver 
intervention 

• The PACT-M measure of experience and safety at 
transitions was reliable and had good construct validity



Trust 1 

3 wards

Trust 2 

4 wards

Trust 3 

2 wards

180/200 patients

• Can we recruit Trusts and wards & follow-up patients in 
timely way? 

• Can we collect data (primary outcome – unplanned 
hospital readmissions and patient level)?

• What can we learn about trial set-up? – NEED LONGER
• What can we learn about  the intervention & it’s 

implementation? Move focus from delivering tangible 
components to addressing the functions

Trial feasibility study: ward level randomisation



Then Covid hit!!!

• 8 recruited Trusts paused indefinitely

• Wards reconfigured and Trusts indicated less capacity 
for recruiting 

• Recruited further 3 Trusts – anticipating less 
recruitment at each Trust and drop-out

• Developed bespoke online training for Ward 
Facilitators and staff – our legacy

• Started planning for trial start-up

• First Trust now randomised and due to start recruiting 
in JULY 



Our c-RCT



https://pact.yqsr.org/patient/



YCNY Training package 

• Understanding what is meant by involvement

• Understanding what is looks like in hospital and 
what the staff role is in this

• Discussion of what staff can develop to support 
patient involvement in the four activities

• THEN…introduce the materials (avoid 
taskification)

• Ongoing support



cRCT (2021-2023)

11 NHS acute Hospital Trusts with 39 wards

4947

613

Routine 
readmission data

Follow-up, patient 
experience data



Findings

• Risk (odds) of readmission at 1, 2 & 3 months, not 
significantly different but all IN FAVOUR of intervention

• Total number of readmissions significantly lower in 
intervention group across 3 months (13% lower) 

• Significant reduction in safety events at 1 month (not 
at other times)

• Intervention is cost effective

• Fidelity to intervention – low (pandemic)

• 77%-88% of patients found intervention useful / very 
useful



Learning

• Patient involvement can improve safety of transitions for 
older people

• It needs patients/families and staff 

• We need a different way of thinking in which we plan for a 
safe return home

• Experience – patients experience an exit, not a transition

• Ethics - risk management in hospital (VISIBLE) vs risk 
management at home (INVISIBLE)

• Equity - not all patients want to or can be involved and 
capacity for involvement changes over time



on behalf of the PACT team – Jenni 
Murray, Laura Sheard, Catherine 
Hewitt, Jane O’Hara, Ruth Baxter, 

Robbie Foy……….

Contact me: r.j.Lawton@leeds.ac.uk
Find out more about our work at 

https://yqsr.org/

Thanks for listening

mailto:r.j.Lawton@leeds.ac.uk
https://yqsr.org/
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