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SUSTAINING IMPROVEMENT 
In recent years, several initiatives have taken place at RBH, co-designed 
with NWAS, including traffic light systems, handover safety checklists and 
processes, escalation action cards, and communication channels to 
improve, and sustain, hospital handover times. Between 2020 and 2022, 
RBH has consistently retained lower numbers of long waits and average 
arrival to handover in comparison to others in the Collaborative Cohort.   

To better understand the factors and processes which have resulted in this 
sustained improvement, the NWAS Evaluation and QI Teams visited 
Blackburn, interviewing six staff members (both RBH and NWAS) in July 
2022. Observation notes were also taken. The interviews used a semi-
structures narrative methodology. They were transcribed and were 
thematically coded. 

The interviews were analysed alongside quantitative baseline data on 
average arrival to handover and long waits. This was to understand the 
factors of this improvement work through collaborative cultures, best 
practice, and QI methods used.  

THE CHALLENGE 
Royal Blackburn Hospital (RBH) ED has 
roughly one third more ambulance 
attendances than any other hospital in the 
North West. In December 2019, just over 
1,000 patients a week were brought by 
ambulance to ED.  

RBH took part in the ‘Every Minute 
Matters’ handover improvement 
collaborative with 5 other North West 
hospitals with an aim at reducing 
handover times.  

Since the collaborative has ended, RBH 
has retained lower handover times, unlike 
other hospitals which were part of phase 1 
of the initiative. 

*A full report on the findings of this work will be available in 2022.   



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

   

 

KEY THEMES 
Across the interviews conducted:  

• The collaboration and relationship between NWAS 
and RBH were cited as key factors in the sustainment 
of the handover times:  

o “Staff are always accommodating. Because 
we come here a lot, we have a good rapport 
with the staff. We know them face to face 
better than the others” – Paramedic, NWAS 

• RBH staff discussed a need to be consistent and not 
giving up, even during COVID pressures:  

o “Things did change, but they didn’t at the same 
time. We had a red door and a green door. It 
took a couple of days for us to adjust but we 
were adamant that we wouldn’t change the 
process and it didn’t” – ED Matron, RBH 

• RBH staff cited the role of driven individuals (both 
NWAS and RBH) who embedded success and 
invested their time into the improvement  

• Staff discussed the requirement to have support from 
a wide array of healthcare representatives across the 
patient journey AND within the hospital itself e.g., 
Wards and clinical staff “on the ground”  

• Interviewees suggested that the ‘big problem’ of 
hospital handover needed to be split into smaller 
“manageable” processes. Examples included:  

o Traffic Light system on patients  
o Corridor Care processes  
o Huddles / Celebration boards 

(communication channels)  
o Handover Safety Checklist  
o Action Cards  
o Alternative patient pathway routes (patient 

journey processes)  

 

 

“Teamwork between RBH/NWAS is a big part of why this has been successful. 
With the introduction of the handover sheet, there is more flexibility within the 
patient journey.”  

RBH Deputy Directorate Manager (ED)  

KEY FACTORS TO SUSTAINING 
SUCCESS  

 
• Communication across services (and within the 

hospital) and good rapport across staff are key  
 

• Corridor Care, whilst has associated risks, is cited 
as a key factor in reducing handover times: 

o “Visual” Monitoring tools can support 
corridor care (e.g., Traffic Light system)  

o Space and size of the hospital were 
frequently referenced   
 

• Paramedics cited familiarity, communication, and 
consistency in processes as key to quick handover 
  

• Building trust across staff and services is vital 
 

• New ideas should be tried and tested regularly 
without upsetting current processes  
 

• The handover checklist was well received once 
implemented and embedded 
 

• The drive and determination of a few individuals 
resulted in wider implementation and success  

3m 37s 
reduction on 
average 

Arrival to Handover times in 2021/22 
in comparison to 2018/19 baseline 
data 

5% reduction 
in average 
arrival data 

RBH has seen a 1m 12s (↓5%) 
reduction in comparison to the other 
cohort which has seen a 16m 25s 
increase (↑84%) in 2022/23 YTD, 
compared to 2018/19 

0.8% of 
handovers 
over 60m 

In comparison to the other cohort 
which experienced 10.4% of 
handovers over 60m for 2021/22 


