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1. Executive summary 

The discharge, transfer and transitions of care cluster was set up in June 2015 and began 

as a result of the sharing of priority areas exercise and a willingness to explore how we 

could work together. Our aim was to share information, learn from each other and connect 

with others who are working on this priority area but outside of the AHSN environment. 

The work focused primarily on responding to the NHS Alert 2014: Stage One: Warning 
Risks arising from breakdown and failure to act on communication during handover at the time of discharge 
from secondary care (29 August 2014). 
 

As a result we worked closely with NHSE (now NHSI) on developing case studies and a 

repository of information and resources to support improvement. 

The East Midlands AHSN was nominated to lead on the Discharge, Transfers and 

Transitions cluster on behalf of all other AHSNs listed below within EMAHSN PSC 

resources. 

Membership: 
Name Organisation 

Joan Russell,  

David Gerrett 

Leann Johnson (clinical fellow and consultant 

Innovation Agency NWAHSN) 

NHS England 

 

Sarah Tilford 

Ian Snelling 

NHS Improvement 

 

Prof Justin Waring (The University of Nottingham) 

Sarah Kirkwood 

East Midlands AHSN 

 

Sue Wales 

Tony Kelly 

Kent, Surrey, Sussex AHSN 

 

Tracy Broom Wessex AHSN  

Susan Went Eastern AHSN  

Peter McCulloch  Oxford AHSN 

Jane McDonald Greater Manchester AHSN  

Bettina Kluettgens South West AHSN    

Anita Logendra Imperial College 

Paul MacKenzie Innovation Agency 

Deborah O’Callaghan (implementation Consultant) NICE  

Samragi Madden Healthwatch (Derby) 

Liz Sergeant ECIST 

Carol Nevison Royal Voluntary Service 

Christine Ives Patient Representative 
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2. Background and evidence scanning 

2.1 Literature review: Transfers of Care 

Summary 

For the elderly patient, care transitions are risky episodes, when they are most likely to suffer 
adverse events. Locally adapted assessment tools result in better outcomes in terms of both 
patient safety and economic efficiency. However, these protocols should have good ‘fit’ with 
standard national reporting mechanisms and guidelines. In USA, patients receive only about 55% 
of guideline recommended care for their conditions. No comparable figures could be found for UK 
care; however UK guidelines impose no mandatory requirements for NHS providers. However, risk 
assessment tools are only half the picture; ward level skills, knowledge of specific conditions, and if 
necessary, the development of further training opportunities are equally important. Taking 
responsibility for championing elderly patients’ needs requires people (groups or individuals) with 
the specialist knowledge and interpersonal skills to work collaboratively, to identify locally existing 
good practices and to look at what works well elsewhere. There are increasing calls for seamless 
care and of the need to improve inter-agency working.  

Although new services are rarely commissioned unless they can demonstrate real benefits in 
terms of quality of care and cost reduction, three interventions offer promise:  

1) Combined pre and post discharge interventions are most successful in reducing length of 
stay and increasing patient satisfaction. The more comprehensive the intervention, the 
greater the range of benefits, psychosocial and medical, in terms of increasing patient 
wellbeing and minimising incidence of adverse events AEs in hospital or post discharge 
medication errors.  

2) The establishment of emergency frailty units in Emergency Departments are less costly and 
already established in NHS.  

3) A lower cost intervention that has been shown to be effective is the Comprehensive Geriatric 
Assessment. This should be carried out soon after arrival in hospital ideally administered 
upon admission in order to determine which predetermined pathway might be of greatest 
benefit to the patient.  

 

There is a gap in the existing evidence that relates to evaluations of system level interventions 

aimed specifically at improvements in transitions of care for the elderly. We produced a 

SPARKLER (Spreading Applied Research and Knowledge – Longer Evidence Reviews) regarding 

this which can be accessed here: http://emahsn.org.uk/images/Section%208%20-

%20Resource%20hub/Sparks%20and%20Sparklers/Sparkler_1_v6_SP1V1_FINAL_pdf_01-08-

14.pdf. 

For further information on SPARKLERS And SPARKs visit: www.emahsn.org.uk/sparks&sparklers.  

 

http://emahsn.org.uk/images/Section%208%20-%20Resource%20hub/Sparks%20and%20Sparklers/Sparkler_1_v6_SP1V1_FINAL_pdf_01-08-14.pdf
http://emahsn.org.uk/images/Section%208%20-%20Resource%20hub/Sparks%20and%20Sparklers/Sparkler_1_v6_SP1V1_FINAL_pdf_01-08-14.pdf
http://emahsn.org.uk/images/Section%208%20-%20Resource%20hub/Sparks%20and%20Sparklers/Sparkler_1_v6_SP1V1_FINAL_pdf_01-08-14.pdf
http://www.emahsn.org.uk/sparks&sparklers
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2.2 Waring J, Marshall F & Bishop S.  Understanding the occupational 

and organizational boundaries to safe hospital discharge, J Health Serv 

Res Policy 2015 20: 35 

Objective of the study:  Safe hospital discharge relies upon communication and coordination 

across multiple occupational and organizational boundaries. The aim was to understand how these 

boundaries can exacerbate health system complexity and represent latent sociocultural threats to 

safe discharge. 

Results showed hospital discharge involves a dynamic network of interactions between 

heterogeneous health and social care actors, each characterized by divergent ways of organizing 

discharge activities; cultures of collaboration and interaction and understanding of what discharge 

involves and how it contributes to patient recovery. These interrelated dimensions elaborate the 

occupational and organisational boundaries that can influence communication and coordination in 

hospital discharge. 

Hospital discharge relies upon the coordination of multiple actors working across occupational and 

organizational boundaries. Attention to the sociocultural boundaries that influence communication 

and coordination can help inform interventions that might support enhanced discharge safety. 

 

2.3 Royal College of Physicians: April 2013, Consistent structure and 

content standards for admission, handover, discharge, outpatient and 

referral records and communications  

https://www.rcplondon.ac.uk/resources/standards-admission-handover-discharge-

outpatient-and-referral.The project delivers a set of national standard headings for the 

structure and content of clinical records.  

 

2.4 NHS England Patient Safety Domain 

Patient Safety Domain at NHS England is leading a national programme of work to support 

organisations in improving the communication and management of information at handover by 

building on successful local and national initiatives already in place. 

On 29 August 2014 the Patient Safety Domain at NHS England issued a stage 1 patient safety 

alert:  ‘Risks arising from breakdown and failure to act on communication during handover at the 

time of discharge from secondary care’. 

http://www.england.nhs.uk/2014/08/29/psa-communication/. 

https://www.rcplondon.ac.uk/resources/standards-admission-handover-discharge-outpatient-and-referral
https://www.rcplondon.ac.uk/resources/standards-admission-handover-discharge-outpatient-and-referral
http://www.england.nhs.uk/2014/08/29/psa-communication/
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To collect the required information local sector specific questionnaires and a best practice template 

was developed. The responses have been analysed and the following themes have been 

identified. 

 Discharge Liaison Service 

 Electronic Systems & Records 

 Medicines Reconciliation 

 Systems Linking Community 

 Systems that involve patients 

 Systems for high quality info 

 Action upon discharge 

 

2.5 Healthwatch England (July 2015): ‘Safely Home’, what happens 

when people leave hospital and care settings? 

http://www.healthwatch.co.uk/sites/healthwatch.co.uk/files/170715_healthwatch_special_in

quiry_2015_1.pdf 

The inquiry focuses on the experiences of older people, homeless people and people with mental 

health conditions; three groups for whom the consequences of failed discharge processes were 

particularly detrimental. When discharge goes wrong, it comes at significant cost, both to 

individuals and to the health and social care system. In 2012-13 there were more than one million 

emergency readmissions within 30 days of discharge costing an estimated £2.4 billion. The report 

identified five reasons why things go wrong: 

1. People experience delays and a lack of co-ordination between different services 

2. People are feeling left without the services and support they need after discharge 

3. People feel stigmatised and discriminated against and feel they are not treated with 

appropriate respect and dignity because of their conditions and circumstances 

4. People feel they are not involved in decisions about their care or given the 

information they need 

5. People feel that their full range of needs is not considered 

 

2.6 NICE guideline Dec 2015: Transition between inpatient hospital 

settings and community or care home settings for adults with social 

care needs 

https://www.nice.org.uk/guidance/ng27 

 

NHS England figures show that on one day in February, 3342 people were delayed in hospital. 

This guidance does not cover transitions between mental health settings and community and care 

home settings (separate guidance is available for this). 

http://www.healthwatch.co.uk/sites/healthwatch.co.uk/files/170715_healthwatch_special_inquiry_2015_1.pdf
http://www.healthwatch.co.uk/sites/healthwatch.co.uk/files/170715_healthwatch_special_inquiry_2015_1.pdf
https://www.nice.org.uk/guidance/ng27
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Recommendations are divided into 7 key areas: 

1. Overarching principles 

2. Before hospital admission 

3. Hospital admission 

4. During hospital stay 

5. Discharge from hospital 

6. Supporting infrastructure 

7. Training and development 

 

2.7 PHSO (May 2016) ‘A Report of Investigations into unsafe 

discharge from Hospital’ 
Identified 4 issues: 

1. Patients being discharged before they are clinically ready  

2. Patients not being assessed or consulted properly before discharge 

3. Relatives and carers not being told their loved one has been discharged 

4. Patients being discharged with no home care plan or kept in hospital due to poor 

coordination across services 

And three key areas that warrant attention: 

1. Failure to check people’s mental capacity 

2. Carers and relatives not being treated as partners in discharge planning 

3. Poor coordination between services 

National Audit Office 9DH, May 2016 Discharging Older patients from hospital: 

https://www.nao.org.uk/wp-content/uploads/2015/12/Discharging-older-patients-from-hospital.pdf  

This report identifies the rising demand for services at a time of restricted resources, the rising 

number of delayed discharges and the consequences of these delays for patients and their 

families. The report outlines the lack of progress from health and social care at adopting best 

practice and the financial costs of delays. 

 

2.8 Evidence of harm to patients as a result of delayed transfers or 

unsafe discharges 

Whilst the number of reported incidents is not an accurate measure of safety it is a proxy by which 
we can begin to understand some of the main themes where harm occurs. The following 
publications were used to identify main themes and trends and top provide a baseline. 
 
A review of the publication below: Review of National Reporting and Learning System (NRLS) 
incident data relating to discharge from acute and mental health trusts – August 2014’ has 
highlighted a number of themes and provided the basis of an infographic. 

https://www.nao.org.uk/report/discharging-older-patients-from-hospital/
https://www.nao.org.uk/wp-content/uploads/2015/12/Discharging-older-patients-from-hospital.pdf
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https://www.england.nhs.uk/wp-content/uploads/2014/08/nrls-summary.pdf 
 
Whilst this measurement plan looks to measure impact and not count the number of reported 
incidents it nevertheless indicates the size of the ‘problem’. In one year (1 October 2012 and 30 
September 2013) there were over 10,000 incidents reported, 2000 of these resulted in harm with 
16 resulting in death. Key themes are described in detail in the report but brief headlines here:  
Of those reported in severe harm or death: 
 

 Breakdown or failure with communication was a key factor in 12 incidents and an 

additional factor in 7 incidents 

 Problem related to medication was a key factor in one incident and an additional factor in 

four incidents 

 Inappropriate discharge (e.g. discharged late/ incomplete treatment/ incomplete 

assessment) was a key factor in nine incidents and an additional factor in six incidents 

 Unexpected deterioration post discharge was a key factor in 17 incidents and an 

additional factor in 6 incidents. 

This data was used to produce an infographic (below) and led to an agreement to focus on the 

theme of communication. 

 

 

 

 

 

 

 

 

 

 

 

https://www.england.nhs.uk/wp-content/uploads/2014/08/nrls-summary.pdf
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2.9 Summary of evidence: 

The initial purpose of the cluster was to respond to the NHS alert of 2014 and to produce a 

repository of resources and case studies. The next stage was to identify one area of focus for the 

cluster. This was identified from the literature as a failure of ‘communication’. Communication is a 

major cause of delayed discharges and failure of effective communication a cause of harm. The 

AHSN members were asked to share their projects. The NHSE standards on Communication of 

Test Results were developed to support this theme. 
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3. Aims and objectives of the cluster 

The cluster agreed the following aims and objectives: 

Aim:  

1. Create the environment for improvements in the safety of discharges and transfers of care. 

Objectives: The cluster will: 

1. Short term: Establish the cluster and develop a programme of work (collection of case 
studies). 

2. Medium term: Collate work from individual AHSN PSC and develop these with a view of 
sharing and potential scale up. 

3. Long Term: Develop a theme of work which will identify key areas for improvement, 
linking with other partners with the aim of identifying focused areas where discharge 
can be made safer. 

 

In addition each AHSN PSC has developed specific areas of interest as determined by their 

stakeholders: we will develop a composite document when all scoping docs are received. 

AHSN Area of Work Status 
KSS Concentrating in the initial 1-2 

years on discharge from 

hospital to usual place of 

residence for adults. 

Have task & finish groups now established that are looking at 
the following issues with discharge from hospital as priorities: 
 
Measurement of discharge; what metrics and sources of data 
to monitor progress and benchmark to facilitate sharing of best 
practice between our organisations in KSS.  Will work with 
the NRLS to be a testbed for the national cluster on using 
incident reporting data for monitoring relevant discharge 
issues. 

 
Transport; establishing a pilot with one of our PTS providers 
and an acute trust to determine methods for reducing the 
volume/proportion of on-day bookings for hospital transport 
home, as this leads to capacity issues within the PTS and can 
result in unsafe discharges done in haste.  Once lessons 
learned from the pilot, will share with the rest of KSS and 
determine how we can do the same improvements across the 
patch 
 
Communications with patients/families/carers: establishing a 
pilot of a new discharge passport that is a patient/carer held 
booklet for families and patients to plan and track their own 
discharge preparations and provide information that is relevant 
for them to feel safe and in control when they get home 
 
Discharge medications: we are hooked up with the Safe 
Medicines workstream of the PSC to map out the many 
processes for prescribing and dispensing and giving discharge 
meds to patients, in terms of meds reconciliation and 
communications etc….. From this will work up how to improve 
the safety of discharge meds. 

EMAHSN Following the completion of Researcher in Residence situated in Leicester hospitals 
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case studies we will review 
through our ‘researcher in 
residence’ key areas to enable 
us to adopt and diffuse. 
 
SBARD in mental health. 
 
 
Community discharge: 
understanding the Human 
Factors approach. 

evaluating IT solution. 
 
First of 2 projects completed in mental health/community 
settings in Derbyshire. 
 
Joint funded programme with HEEM Human Factors 
Exchange. Results Dec 2016. 

Wessex Handovers Scoping exercise underway. 

Eastern Work with Eastern Citizens 
Senate to explore ways in 
which the Eastern PSC can 
support user led agendas 
around Frailty. 
 
Targeted Research project 
with CLAHRC East and other 
partners.  
 
 
 
 
Collation of learning from 
Discharge projects across 
region. 
 
 
 
Targeted Medicines safety 
work with Care homes. 

Workshop 1 delivered, pending initial Citizens Senate 
responses and workshop report.  
 
Co-design meetings established, Applied health research draft 
in preparation. 
 
Case studies in preparation. For review to identify common 
themes and for show-casing and spread via PSC learning 
events.  
 
Considering supported spread of “Medications in Care homes” 
tools. 
 

 EAHSN has clearly repositioned this work as 
discharge and transfers, one of the three areas of 
focus within our Improving care for frail older people 
PSC. 

 We have incorporated safer discharges and transfers 
into our PSC Learning Events and are working to 
have a breakout session on this topic scheduled for 
the next event on 26th/27th April. 

 Forms part of the EAHSN PSC Measurement 
framework with a masterclass scheduled for 18 
February. 

 We have made contact with several teams identified 
from the national Discharge workstream, so that we 
can collate case studies of their work. Although we 
have experienced difficulties making contact with 
some teams identified, possibly due to system and/or 
post holder changes, we now have two case studies 
from Ipswich Hospital and Bungay Medical Practice. 

 Have been researching and collating tools and 
exemplars which may be useful to incorporate into 
the EAHSN PSC change package. 

Oxford Scoping priorities  

Greater 
Manchester 

Safety at the point of handover 
Offender health and mental 
health (safe medicines) 

 

North West   

South West   

ICHP    
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4. Measurement plan 

The measurement plan utilised a logic framework or logframe.  

Impact is defined as: ‘Changes in practice, service or policy that make a distinct and 

material contribution that would not have occurred, or would have been significantly 

reduced without the contribution of the CLUSTER’. 

This may be an effect or change to the activity, attitude, awareness, behaviour, capacity, 

opportunity, performance, policy, practice or understanding of an audience, beneficiary, 

community, constituency, organisation or individual’. 

A logical framework (logframe) model or matrix approach is commonly used to guide the 

planning, implementation and evaluation of the programme of work or individual projects. 

In the planning phase the logframe is an expression of the ‘results chain’ – the results the 

project is expected to achieve. The logframe approach is shown below: 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Inputs Activities Outputs Outcomes Impact 
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SITUATION 
Patient journeys are full of transitions. Arguably, the most obvious transition is what 
we often call 'discharge' where the patient leaves hospital and returns to a community 
setting. But transitions are much more common than this. During a hospital admission 
patients will transition between different clinical teams, wards and departments each 
requiring a form of handover. As patients age they also transition between care 
providers such as the move from adolescent to adult care services, which can raise 
problems for the continuity of care.   Focusing on these transitions is long overdue in 
the field of patient safety. Many of the improvements in patient safety have been 
made 'within' care settings, such as operating departments, wards or GP surgeries, 
but not 'between' these settings. 
 
NHS England issued a Patient Safety Alert in 2014 with the objective to improve 
communication at the time of handover during the discharge transition process. The 
priorities identified in the Alert were to provide a national overview of current practice 
and the priority areas where focussed effort can improve safety. Also to share local 
examples of best practice which could then be further developed and promoted 
through the NHS Institute website. 

GOAL 
Create the environment for improvements to the safety of discharges and transfers of 
care by sharing learning and experience of best practice across the Cluster PSCs. 
 
Three aims: 

4. Short term: Establish the cluster and develop a programme of work 
(collection of case studies). 

5. Medium term: Collate work from individual AHSN PSC and develop these 
with a view of sharing and potential scale up. 

6. Long Term: Develop a theme of work which will identify key areas for 
improvement, linking with other partners with the aim of identifying 
focussed areas where discharge can be made safer. 

 
 
 
 
 

 Aim/Measure Input/Resources 
 
Activities 

 
Outputs 

 
Outcomes 

 
Impact 

 
Assumptions 

 
Questions/comments 

Establish 
Cluster and 
associated 
activity. 

Recruit to the 
membership of the 
national cluster 
group. 
 
Engagement with 
stakeholder 
organisations 
through individual 
PSC, NHSE and 
NHSIQ. 

Meetings, minutes, 
documentation 
(measurement 
plan). 
 
Recruitment to 
cluster. 

Terms of Reference 
developed. 
Minutes of meetings. 
Infographics 
developed. 
Video of patient and 
carer story 
developed. 

 Number of case 
studies generated 
Number of 
downloads 
Number of teams 
acting on resources 
Number of projects 
initiated as a result 
of resources 
Number of patients 
impacted. 

Membership 
remains constant. 
Members actively 
sharing and 
contributing to the 
cluster 
programmes of 
work. 

 

 NHSE 
questionnaire and 
collation of results. 
Identification of 
cases studies. 

Collection of case 
studies. 
 
Development of a 
website.  
 
Development of 
resources and 
information to 

22 case studies 
developed.  
Repository of 
resources and 
information 
developed. 
 
NHSE website 
developed. 

Case studies 
shared with wider 
community 
Posted on NHSE 
website. 
 
Linked to AHSN 
PSC websites. 
 

Web statistics Organisations are 
willing to share 
information. 
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support best 
practice. 

https://www.england.
nhs.uk/patientsafety/
discharge/  
 
http://emahsn.org.uk/
patient-safety-
collaborative/resourc
es-and-links/  

Work of cluster 
shared through 
SU2S webinar. 
 
https://www.engla
nd.nhs.uk/signupt
osafety/webinars/
human-factors/  

  Scoping template 
developed and 
circulated. 

Individual AHSNs 
scoping work. 

Stakeholders 
identify areas of 
focus. 

 Areas of focus 
come together as 
a cluster. 

Only 2 organisations 
responded, others 
still at stage of 
scoping. 

 Identify baseline 
(size of the 
problem). 

Infographics 
developed to 
illustrate baseline 
statistics.  

Infographics shared 
across cluster AHSN. 
http://emahsn.org.uk/
psc-priority-
areas/transfers-of-
care/  

   This used NRLS data 
and Healthwatch 
which is limited what 
other info do we 
want. 

Identify focus of 
work for the 
cluster. 

Identification of 
individual PSC 
focus areas. 
 
Communication 
agreed as theme.   

Scope 
communication and 
discharge/transfer 
theme across other 
areas of work (such 
as Meds Op, Frailty 
etc). 

    We agreed 
communication as a 
themes: how do we 
take this forward. 

Share learning 
and experience 
of best practice 
for discharge 
transfers and 
transitions of 
care across the 
PSC regions. 

PSC leads / PMs 
MDT Staff / Sites 
Partner orgs 
Patients carers 
Website 
Social Media 
NRLS 
Content experts. 

Collate and review 
relevant case 
studies from region 
/ PSCs. 
Theme case 
studies. 
Maintain database. 
Upload case 
studies and 
maintain website. 
Promote content 
via social media 
and PSCs. 
 

Level 2 Safety Alert  
Resource hub on PS 
website. 
Active 
communications 
campaign promoting 
the hub. 
WebEx. 
 

PSCs promote / 
encourage use of 
case studies to 
develop  QI 
projects relating to 
safer discharge 
within the health 
economy 
Produce further 
case studies, 
which are shared 
via this aim. 
Publications / 
presentations 
nationally. 

Spread of 
innovative QI 
projects, improving 
the discharge 
process for 
patients. 
Adoption and 
Spread of notable 
practice. 

PSC leads 
actively share and 
promote 
resources with 
project sites 
/networks. 
Sites can access 
resources via web 
platforms/ social 
media. 
Sites have 
capacity and 
capability to make 
best use.  
 

Metrics Options;  
Number of case 
studies generated 
Number of 
downloads. 
Number of teams 
acting on resources 
Number of projects 
initiated as a result of 
resources. 
Number of patients 
impacted. 

 

https://www.england.nhs.uk/patientsafety/discharge/
https://www.england.nhs.uk/patientsafety/discharge/
https://www.england.nhs.uk/patientsafety/discharge/
http://emahsn.org.uk/patient-safety-collaborative/resources-and-links/
http://emahsn.org.uk/patient-safety-collaborative/resources-and-links/
http://emahsn.org.uk/patient-safety-collaborative/resources-and-links/
http://emahsn.org.uk/patient-safety-collaborative/resources-and-links/
https://www.england.nhs.uk/signuptosafety/webinars/human-factors/
https://www.england.nhs.uk/signuptosafety/webinars/human-factors/
https://www.england.nhs.uk/signuptosafety/webinars/human-factors/
https://www.england.nhs.uk/signuptosafety/webinars/human-factors/
http://emahsn.org.uk/psc-priority-areas/transfers-of-care/
http://emahsn.org.uk/psc-priority-areas/transfers-of-care/
http://emahsn.org.uk/psc-priority-areas/transfers-of-care/
http://emahsn.org.uk/psc-priority-areas/transfers-of-care/
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5. Communications plan 

Creating awareness 

It was originally planned for a Stage 2 - Resources Patient Safety Alert to be issued to 

raise awareness of the best practice resources available on the NHS England website and 

encourage organisations to utilise as appropriate. It has now been recognised that other 

methods of communication and engagement will be more appropriate and far reaching. 

This also reflects that the best practice resources will be promoted as examples of local 

practice that other organisations may find of interest rather than evidence based cased 

studies. 

The following methods of communication have been identified: 

NHS England 

 Development of dedicated section on website 

 Use of NHS England bulletins, such as the ‘Informed’, CCG bulletin etc. 

 Social media networks 

 Email to all contacts provided as a requirement of the Alert 

 NHS England press release targeting medical publications 

 

AHSNs / Patient Safety Collaboratives   

 Updates and briefings for AHSN and Patient Safety Collaboratives leads 

 National learning events or learning events at AHSN level 

 Mailshots through AHSN membership 

 Linkage to NHS England website from  individual AHSN websites 

 

Sign up to Safety 

 Use of Sign up to Safety social media networks 

 Sign up to Safety email newsletter 

 Link from Sign up to Safety website 

 

NICE 

 Linkages to NICE Guideline where appropriate 

 

Voluntary organisations on cluster  

 Promotion through voluntary sector websites 
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6. Next steps 

Whilst the Cluster does not conform to the principles of working set out in the original NHE 

paper the members have agreed that there was value in staying connected in order to 

share information, at least in the short term. EMAHSN will continue to host 

teleconferences to bring members together to form a community of practice. By sharing 

information and staying in touch it leaves the group an option of re-convening if and when 

a focused areas emerges. 
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8. Contact us 

Email 

emahsn@nottingham.ac.uk 

Phone 

0115 74 84244  

You can also contact Cheryl Crocker directly at cheryl.crocker@nottingham.ac.uk  
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