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Abstract

Background: To explore the effect of applying a comprehensive unit-based safety program (CUSP) in the
intrahospital transfer of patients with critical diseases.

Methods: A total of 426 critically ill patients in the first affiliated Hospital of Anhui Medical University from August
2018 to February 2019 were divided into two groups according to the time of admission. Overall, 202 patients in
the control group were treated with the routine transfer method, and 224 patients in the observational group were
treated with the transfer method based on the CUSP model. The safety culture assessment data of medical staff,
the occurrence rate of adverse events and related causes, the time of transfer, and the satisfaction of patients’
relatives to the transfer process were compared before and after implementation of the transfer model between
the two groups.

Results: Before and after the implementation of the CUSP mode transfer program, there were significant
differences in the scores of all dimensions of the safety culture assessment of medical staff (P < 0.05), and the
occurrence rate of adverse events and the causes in the observational group were significantly lower than those in
the control group (disease-related, staff-related, equipment-related, environment-related) (P < 0.05). The transfer time
for Computed Tomography (CT), Magnetic Resonance Imaging (MRI), operating room, and the interventional room
was significantly shorter in the observational group than that in the control group (P < 0.05), while the satisfaction
of relatives to the transfer process was significantly higher than those in the control group (P < 0.05).

Conclusion: The implementation of CUSP model for the intrahospital transfer of critically ill patients can
significantly shorten the in-hospital transfer time, improve the attitude of medical staff towards safety, reduce the
occurrence rate of adverse events, and improve the satisfaction of patients’ relatives to the transfer process.

Keywords: Comprehensive unit-based safety program, Safety culture, Emergency intensive care unit, Inter-hospital
transfer, Satisfaction
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Background
Intrahospital transport (IHT) is the transfer between dif-
ferent departments of the same hospital [1]. The Emer-
gency Intensive Care Unit (EICU) is for critically ill
patients who are often transferred between EICU and
other departments of the hospital for diagnosis or treat-
ment interventions. In the current study, intrahospital
transport mean patients going to Radiology Department,
Catheter Laboratory, operating room, and other depart-
ments for examination and treatment. Knight et al. [2]
found that during transport in the hospital, patients are
at a risk for significant adverse events, such as airway/
pulmonary complications, hemodynamic perturbations,
nosocomial infections, acid/base disturbances, and glu-
cose abnormalities. A retrospective cohort study of 1559
IHT by Veiga et al. [3] showed that the adverse events
related to the clinical situations occurred in 117 (7.5%)
transports, among which the incidence of hemodynamic
instability was the highest (43). Non-clinical events oc-
curred in 125 (8.0%) transports, while communication
failures were the most frequent non-clinical events (99).
The comprehensive unit-based safety program (CUSP) is
a measure implemented at the unit (ward or institution)
level to identify and eliminate patients safety problems
and establish a safety culture within the unit [4]. This
method was initially piloted at Johns Hopkins Hospital
in 2001 [5]. In the medical field, CUSP aimed to improve
the ability of teamwork and create a safety culture. The
core of the method was to excavate the wisdom of front-
line clinical staff, identify clinical problems, find the
causes, and establish collaborative relationships with se-
nior executives to resolve the issues, reduce risks, and
improve the safety culture. Literature search retrieved a
large number of studies on CUSP conducted worldwide;
however, only a few studies had focused on the differ-
ences in cultural background. CUSP had been used in
many medical institutions to improve the quality and
safety of health care. For example, the program has been
proven to be effective in reducing catheter-related urin-
ary tract infections [6], surgical complications [7], noso-
comial infection rates [8], and medication errors [9].
The application in the field of intensive care unit (ICU)
was mainly focused on improving the management of
mechanically ventilated patients [10] and reducing
catheter-related blood flow infections [11]. None of the
previous studies have introduced the CUSP program
into the IHT transfer of critically ill patients. Thus, the
present study introduced the CUSP program into the
study of the IHT of critically ill patients in order to
analyze the application effect of the method, the safety
culture awareness of the medical and technical staff, the
transfer time, the incidence and causes of adverse events,
and the satisfaction of patients’ relatives with the

transfer process that would form the basis of the clinical
research.

Methods
Study participants
A total of 426 critically ill patients, from August 2018 to
February 2019, were selected as the research subjects in
the Department of Emergency Medicine, the first affili-
ated Hospital of Anhui Medical University. The patients
were divided into two groups according to the time of
admission. Among them, 202 critically ill patients from
August to November 2018 comprised the control group
that was treated with routine transfer methods, and 224
critically ill patients from December 2018 to February
2019 constituted the observational group that was
treated with inter-hospital transfer based on the CUSP
model. The inclusion criteria of the patients were as fol-
lows: (1) patients in EICU who needed IHT due to Com-
puted Tomography (CT), Magnetic Resonance Imaging
(MRI), interventional therapy, and operation; (2) age >
18-years-old; (3) signed informed consent form. How-
ever, since patients were in critical condition, all in-
formed consents were signed by family members. Based
on the exclusion criteria, those who were transferred
from other Departments (Emergency, Ward, Operating
room) to the EICU .

Study design and implementation
This retrospective controlled study on the quality im-
provement and patient’s safety described the impact of
the CUSP transfer program in our critically-ill cohort
with respect to the safety culture assessment results of
healthcare staff, factors related to adverse events due to
the transfer, incidence and grade of adverse events,
transfer time, and satisfaction of patients’ relatives to the
transfer process.
CUSP mainly included the following processes: (1)

The application process of CUSP model: ① downloading
CUSP toolkit to understand the CUSP model; ② setting
up a multidisciplinary team; ③ participation of adminis-
trative staff; ④ investigation of the current status of
safety culture; ⑤ investigation of current status of ad-
verse events in the IHT of critically ill patients. (2) Five
steps of the CUSP model: ① safety knowledge training;
② safety risk; ③ administrative staff participation; ④

learning from defects; ⑤ communication and teamwork.
(3) Follow-up work of CUSP model: ① assessment of
safety culture status; ② safety quality assessment of IHT
transfer of critically ill patients; ③ sharing the applica-
tion effect of the CUSP model. All medical staff needed
to be trained and qualified before they could participate
in IHT of critically ill patients. The main contents in-
cluded theoretical training and operation demonstration.
The medical staff participated in objective structured
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assessment (theory test, cardiopulmonary resuscitation
operation test, and simulation test for inter-hospital
transfer of critically ill patients).
The control group received traditional IHT, and the

observation group received CUSP mode. The measures
of IHT in the two groups are shown in Table 1.
In addition to the above content, the observational

group also established a standardized grading transfer
process according to the characteristics of the critically
ill patients and the actual situation of the clinical work.
The specific content was as follows: (1) Evaluation and
grading: it was the responsibility of the transfer decision-
maker (main class and above physicians in the emer-
gency room) to assess the patient’s condition (including
vital signs, awareness, respiratory support, circulatory
support, and major clinical problems) and expected
transfer time to determine the transfer grade. The grad-
ing criteria were divided into grade I, II, and III accord-
ing to the transfer risk from high to low, and the grade

was determined according to the highest risk level corre-
sponding to all the assessment items (for example: the
patient’s vital sign, respiratory support was grade I, con-
sciousness was grade III, and the patient’s transfer grade
was determined as grade I). (2) Communication and ex-
planation: a. communicating with the patient’s family to
obtain informed consent, each IHT needs to be accom-
panied by the patient’s relatives; b. communicating with
the receiving department to make the preparations ac-
cordingly. (3) Adequate preparation: includes the prepar-
ation of the transfer personnel, transfer equipment, and
recipients. ① Transfer personnel preparation: the first
was to select the corresponding medical staff in accord-
ance with the requirements of the staffing standards for
transfer classification; the second was to divide the
transfer staff adequately and clarify their responsibilities.
② Transfer equipment preparation: one was to be
equipped with the corresponding instruments and drugs
in accordance with the requirements of the transfer

Table 1 Concrete measure of IHT of critically ill patients between control group and observational group

control group (August 2018 to Novomber 2018)
Traditional mode

observational group (December 2018 to February 2019)
CUSP mode

Safety training Three theoretical lectures, including the “Chinese guidelines for
the transport of critically ill patients, 2010” (draft) [12];
maintenance of instruments and equipment related to transfer;
emergency programs for sudden cardiac arrest, accidental
extubation of artificial airway, failure of transfer ventilator, and
insufficient oxygen source; demonstration of cardiopulmonary
resuscitation operation and team first-aid during transfer. The
nurses were required to work in the ICU for more than 1 year,
the doctors needed to work in the ICU for > 6 months, partici-
pate in training, and pass the theory test, cardiopulmonary re-
suscitation test, and inter-hospital transfer simulation test for
critically ill patients before they can independently carry out
inter-hospital transfer for critically ill patients

① In addition to the traditional training methods, special safety
inspection training modules, such as MRI safety instruction,
enhanced CT safety instruction, and hyperbaric oxygen safety
instruction, were added. ② Training needs attention with
respect to the rescue vehicle and the use of drugs, and all the
participating personnel is required to pass the examination. ③
Emphasis on the transfer model in the current situation,
background, assessment, and recommendations (SBAR) [13]

Safety risks clustered transfer list optimizing and improving the clustered transfer list

Administrative
staff
participation

a special transfer elevator with a built-in telephone extension
was set up in Building 1. b. Elevator workers go to work from 8:
00 to 18:00

① Increasing transfer elevators (transfer-specific elevators were
installed in each building). Eye-catching transfer elevator signs
were pasted. Elevator workers wore chest card, and the service
attitude was emphasized. ② Adding transfer goods and mate-
rials (adding 1 portable invasive ventilator, 2 portable monitors,
and 1 transfer bed). ③ Unifying the items, drug types, quantity,
and location of the materials in rescue vehicles of the whole
hospital to facilitate the use of the second-level first aid site dur-
ing the rescue. ④ Organizing safe transfer training in the
hospital

Communication
and cooperation

routine transfer ①Doctors should strengthen communication with the
examination department and reduce the waiting time. ②
Nurses should focus on health education and psychological
nursing to appease the anxiety of the relatives. ③ Arranging for
experienced medical technicians to perform the operation. ④
Reports of radiological examination should be obtained within
30 min. ⑤ SBAR model was used when patients were handover
to the other departments

Learning from
defects

quality control analysis of problems was performed every
quarter, implementation of planning, implementation,
inspection, adjustment, and improvement (plan, do, check,
action, and PDCA) [14]

① Training medical staff to understand the root cause of the
condition via lectures. ② Transfer defect analysis of critically ill
patients was performed once a month, and simple root cause
analysis was used to analyze the defects, including what
happened, why, what should be done to reduce the risk, and
how to confirm that the risk had been reduced
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grading equipment standard; the other was to debug and
trial run the transfer instruments and equipment to find
and resolve the issues promptly. ③ Patient preparation:
evaluating the patient’s condition according to the trans-
fer grade before departure, and carry out the transfer
when the patient’s condition was stable, if possible. ④
Receiver preparation: informing the receiver of the pa-
tient’s condition and vital signs, the instruments and
equipment used, the medication, and the time of arrival,
in order to make the facility conducive to receive the pa-
tient. (4) Normal transfer: normal transfer should ensure
the safety of the patients and medical personnel. ① In
order to ensure the safety of the patients, healthcare
workers must perform their respective duties and strive
to complete the transfer work in the minimal duration.
② In order to ensure the safety of the healthcare
personnel, transfer equipment should be placed in a
standardized manner to avoid unnecessary accidents. (5)
Response and management standardization: it primarily
addresses the response and control of emergencies in
the process of transfer. ① The aggravation of the pa-
tient’s condition should be treated by different transfer
grade according to the following principles: the patients
with grade I transfer should be rescued on the spot; the
patients with grade II could continue to be transferred if
their condition stabilized after preliminary treatment,
otherwise they should return to the ward for rescue as
soon as possible; the patients with grade III should re-
turn to the ward for treatment as soon as possible. ②
For patients who cannot be examined and needed to
wait, the general treatment principles were as follows:
the allowable waiting time of patients with grade I
should not exceed 5min, that of patients with grade II
should not exceed 10 min, and that of patients with
grade III should not exceed 20 min. (6) Summary and
evaluation: after the completion of the transfer, a com-
prehensive evaluation of the overall transfer work was
carried out to provide a basis for the follow-up improve-
ment of the transfer program and decision-making re-
garding the treatment of the patients. Moreover, the
benefits and risks of patient transfer were evaluated, the
stable condition, the rationality of the composition of
transfer staff, the pertinence and predictability of
planned measures, and the efficiency of communication
were evaluated.

Outcome measures
The transfer time, the assessment data of the safety cul-
ture of the medical staff, the analysis of factors related to
adverse events, the incidence and grade of adverse
events, and the satisfaction of patients’ relatives to the
transfer process between the two groups before and after
the application of the transfer model were compared.

Safety Attitude Questionnaire (SAQ) [15]: The safety
culture of the medical staff in the emergency ICU was
assessed using SAQ. A total of 4 surveys were conducted
in August, November, December 2018 and February
2019, respectively. SAQ was a self-rating questionnaire,
which was divided into six dimensions: job satisfaction,
teamwork, working conditions, safety atmosphere, man-
agement perception, and stress perception. Likert 5 rat-
ing scale method (1 point indicated very disagree, 2
points indicated somewhat disagree; 3 points indicated
neutral; 4 points indicated somewhat approbate, 5 points
indicated very approbate) was used, with a total of 31
items. The higher the score, the more positive the safety
attitude. The questionnaire was collected and checked
on the spot, and the questionnaires with missing items
> 3 were classified as invalid and excluded from the data
analysis.
Criteria for the classification of transfer adverse events:

According to the criteria proposed by Quenot et al. [16],
the adverse events were divided into serious adverse
events (such as cardiac arrest and re-intubation immedi-
ately after accidental extubation of the endotracheal
tube), high-risk adverse events (such as increasing oxy-
gen concentration or regulating ventilator parameters
after the decrease of oxygen saturation, decreased blood
pressure needed treatment, irritability of patients or
man-machine antagonism, and pipe slippage), and events
with hidden danger (mainly the events with the exist-
ence of hidden dangers, but no consequences). A regis-
tration book recorded the adverse events for inter-
hospital transfer of critically ill patients.
Transfer time: It was the duration from when the pa-

tient was escorted out of his bed unit by medical staff
until the return to the bed unit after examination or
treatment was completed, which only included the time
spent during the transfer and did not include the exam-
ination process, treatment process, and patient handover
time (the handover was in accordance with the SBAR
model specification). Some patients had multiple inter-
hospital transfers (≥ 2) during the treatment and were
treated with repeated registration in this study.
Satisfaction of patients’ relatives to the transfer

process: The nurse in charge of the bed conducted a
one-to-one face-to-face or telephone survey on the pa-
tient’s relatives within 48 h after the end of the inter-
hospital transfer. A self-made satisfaction survey tool
was used. It included 10 aspects: transfer staff, transfer
process, transfer time, transfer goods, transfer route,
transfer handover, medical cooperation, communication,
and humanistic care. The full score was 100 points.
Among them, 91–100 points indicated very satisfied,
81–90 points indicated satisfied, 71–80 points indicated
general, 61–70 points indicated dissatisfied, < 60 points
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indicated very dissatisfied. Satisfaction = (satisfied + very
satisfied) / total number of cases × 100%.

Statistical analysis
IBM SPSS16.0 was used to analyze the data. The meas-
urement data with normal distribution were expressed
by mean ± standard deviation (�x ± SD). The independent
sample t-test was used for the comparison between the
two groups of means. The enumeration data were
expressed as a percentage, and the chi-square test was
used for the comparison of the two rates or constituent
ratios, and rank sum test was used for the comparison of
the ranked data of multiple rates or constituent ratios.
P < 0.05 was considered a significant difference.

Results
Baseline data of patients in the two groups
The observational group consisted of 122 males and 102
females, aged 24–78 (average: 60.64 ± 6.23)-years-old. A
total of 112 patients did not use a ventilator, 26 patients
used non-invasive ventilation, 89 patients received inva-
sive ventilation, and 48 patients used vasoactive drugs.
The control groups consisted of 102 males and 100 fe-
males, aged 28–76 (mean: 59.76 ± 6.48)-years-old. Of
these, 98 patients did not use a ventilator, 23 patients
were treated with non-invasive ventilation, 85 patients
received invasive ventilation, and 45 patients used vaso-
active drugs. However, no significant difference was de-
tected in the general data between the two groups.

Comparison of SAQ results between the two groups
before and after the implementation of the model
The cohort comprised of 26 doctors, 78 nurses, and 8
medical technicians with a total of 112 subjects in the
Emergency Department. The observational group sent
out 112 questionnaires, including 108 valid question-
naires, and the effective rate was 96.43%, while the con-
trol group distributed 112 questionnaires, including 106
valid questionnaires, and the effective rate was 94.64%;
no significant difference was detected in the effective
rate between the two groups (P > 0.05). Before

implementation, no significant difference in the SAQ re-
sults between the two groups of medical staff (P > 0.05).
After implementation, the SAQ scores of each dimen-
sion of the medical staff in the observational group were
significantly higher than those before implementation,
the scores of SAQ of each dimension in the observa-
tional group were significantly higher than those in the
control group, while the scores of SAQ of each dimen-
sion in the control group were not significantly different
from those before implementation (P > 0.05) (Table 2).

Comparison of the occurrence rate and causes of adverse
events between the observational and control groups
The occurrence rate of adverse events in the observa-
tional group was 18.30% (41/224), which was signifi-
cantly lower than 37.62% (76/202) in the control group.
The control group consisted of 12 cases of serious ad-
verse events, 41 cases of high-risk adverse events, and 23
cases of events with hidden danger. The observational
group comprised of 6 cases of serious adverse events, 30
cases of high-risk adverse events, and 5 cases of events
with hidden danger. (Table 3). The grade of adverse
events in the experimental and control groups was sig-
nificantly lower than that in the control group, and a sig-
nificant difference was noted between the two groups
(P < 0.05). The analysis of the causes of adverse events
showed that the occurrence rate of adverse events re-
lated to staff, equipment, and environment in the obser-
vational group was significantly lower than that in the
control group (P < 0.05) (Table 4).

Comparison of transfer time between the two groups
No significant difference was detected in the number of
patients transferred between the two groups (P > 0.05).
The transfer time in CT, MRI, operating room, and
interventional room was significantly shorter in the ob-
servational group than that in the control group (P <
0.05) (Table 5).

Table 2 Comparison of SAQ results of medical staff of the two group (mean ± SD)

SAQ domain scores Groups

Observational group (n = 108) Control group (n = 106)

Before implementation After implementation Before implementation After implementation

Job satisfaction 3.91 ± 0.26 4.27 ± 0.31*# 3.96 ± 0.31 4.05 ± 0.34

Teamwork climate 4.06 ± 0.34 4.36 ± 0.46*# 4.09 ± 0.36 4.15 ± 0.41

Working conditions 3.97 ± 0.27 4.32 ± 0.36*# 4.02 ± 0.31 4.15 ± 0.28

Stress recognition 4.15 ± 0.33 4.45 ± 0.41*# 4.11 ± 0.29 4.24 ± 0.35

Safety climate 3.43 ± 0.88 4.78 ± 1.31*# 3.54 ± 0.91 4.24 ± 1.12

Perception of management 3.96 ± 0.34 4.29 ± 0.36*# 4.03 ± 0.31 4.12 ± 0.34

Footnote:*compared to the same group before-implementation P < 0.05, #compared to control group after-implementation P < 0.05
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Comparison of the satisfaction of the patients’ relatives
during the transfer process between the two groups
During the transfer process of the observational group,
32 cases of the patients’ relatives were very satisfied, 168
cases were satisfied, 21 cases were generally satisfied, 3
cases were dissatisfied, and 0 cases were very dissatisfied.
The final overall satisfaction rate was 89.28% (200/224).
During the transfer process of the control group, the rel-
atives of the patients were very satisfied in 25 cases, sat-
isfied in 140 cases, generally satisfied in 30 cases,
dissatisfied in 8 cases, very dissatisfied in 0 cases, and
the overall satisfaction rate was 81.68% (165/202). Strik-
ingly, a significant difference was observed in the trans-
fer satisfaction between the patients’ relatives in the two
groups (Z = 4.992, P = 0.025).

Discussion
Previous studies have shown that the occurrence rate of
adverse events in the hospital was related to the safety
culture of patients, and a positive safety culture reduces
the occurrence rate of adverse events [17]. Beckmann
et al. [18] pointed out that among the 900 factors related
to adverse events of IHT of critically ill patients, system-
related factors accounted for 46%, and personnel-related
factors accounted for 54%, and both types were associ-
ated with the hospital safety culture. Adverse events of
IHT of critically ill patients can be avoided or reduced
by modifying the hospital safety culture. CUSP model
promotes a safety culture and has been proven to be ef-
fective in many fields [19]. Therefore, it was necessary to
apply the CUSP model to alter the hospital safety culture
to reduce the adverse events of the IHT of critically ill
patients.
The results of this study showed that the scores of

SAQ of each dimension in the observational group were
significantly higher than those in the control group,
while the scores of SAQ of each dimension in the

control group had no significant change as compared to
those before implementation. The dimension of safety
climate of control groups SAQ was positively improved
at post-intervention (4.78 ± 1.31 in the intervention vs.
3.43 ± 0.88 in the control), indicating that CUSP training
significantly improved the safety climate of ICU and the
safety attitude of medical staff, in order to ensure the
safety of patients. These phenomena were consistent
with those in the study by Hsu et al. [20], wherein SAQ
was used to investigate the ICU medical staff that imple-
mented CUSP mode for 2 years, and the results showed
that the dimension of the safety climate improved rap-
idly. A large-scale survey of 103 ICUs in the Michigan
Keystone Project [21] confirmed that after multifaceted
intervention by applying the CUSP model, the ICU med-
ical staff had significantly improved with respect to
teamwork, communication, and identifying and reducing
risk. In another study, the safety culture of the surgical
staff was improved. Hill et al. [22] pointed out thatthe
training and management of the safety culture did not
focus on completing every specific step but needed to
connect each link together, starting from each link that
might be risky; also, adaptive and corresponding changes
were made that encouraged the members to find and
raise problems. Based on the participation and emphasis,
combined with the support of the leadership, the overall
promotion of the safety culture and work, can be
realized.
In a retrospective study of IHT in patients with acute

myocardial infarction, Mueller et al. [23] pointed out
that medical transfer often occurred in the hospital,
which made patients face the potential risk of nursing
interruption. Thus, patients and medical staff experi-
enced some pressure. In a multicenter study in the ICUs
in the USA, the positive awareness of the safety culture
was related to the reduced occurrence rate of adverse
events [24]. The results of this study showed that the

Table 3 Comparison of the incidence of adverse events in the two groups

adverse eventsn [n(%)] Control group(n = 202) Observational group(n = 224) χ2/Z P

Number of cases of adverse events 76 (37.62) 41 (18.30) 19.854 <0.001

Number of cases of adverse events 12 (5.94) 6 (2.68) −3.007 0.003

High-risk adverse events 41 (20.30) 30 (13.40)

Events with hidden danger 23 (11.39) 5 (2.23)

Table 4 Analysis of the causes of adverse events in the observational and control groups [n (%)]

causes of adverse events [n (%)] Control group(n = 202) Observational group(n = 224) χ2 P

Disease-related 40 (19.80) 28 (12.5) 4.222 0.040

Staff-related 18 (8.91) 9 (4.02) 4.284 0.038

Equipment-related 6 (2.97) 0 4.779# 0.029

Environment-related 12 (5.94) 4 (1.79) 5.073 0.024

Footnote: #4.77 was continuous correction
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occurrence rate of adverse events in the observational
group was 18.30%, which was significantly lower than
that in the control group (37.62%). The analysis of the
reasons indicated that it might be related to the follow-
ing aspects: Firstly, the CUSP model emphasized the im-
portance of multidisciplinary teams and required
stakeholders to participate and discuss the importance
of inter-hospital transfer safety of critically ill patients,
identify potential risks, and integrate these elements into
a list for routine work. Secondly, patient safety was the
responsibility of the whole medical system, and the ob-
servational group was allocated additional transfer
equipment, and the transfer process was improved. Fi-
nally, the CUSP model involved medical, technical, and
logistics administrators, who focused on the details of
the transfer process, manpower and material resources
invested in the program, and provided policy support. In
the cause analysis, the occurrence rates of adverse events
or hidden dangers caused by personnel-related,
equipment-related, and environment-related events in
the observational group were significantly lower than
those in the control group. The analysis of the reasons
indicated that these phenomena might be related to the
following aspects. First, after the definition and classifi-
cation of adverse events were determined in this study,
the team discussed and studied, and the concept of med-
ical and technical personnel changed. After realizing the
importance of the safety of IHT of critically ill patients,
the medical staff evaluated the patients carefully before
the transfer, paid attention to the details, strengthened
the evaluation of each link, and reduced the adverse
events caused by the patient’s condition. Second, opti-
mizing and using the cluster transfer list greatly reduced
the situation of missing materials before transfer. In
addition, after theoretical training, operation training,
and objective structured examination, the staff was calm
and skilled in the face of emergencies, could deal with
the changes in the disease conditions appropriately and
in a timely manner, and reduce the adverse events of

transfer caused by personnel-related factors. Third, after
each building was equipped with transfer elevators and
full-time elevator workers, the patients did not have to
wait for the elevator, which shortened the transfer time
and avoided the lack of oxygen and the electricity of
monitors and ventilators. Thus, the adverse events of
transfer caused by environmental factors and equipment
factors were also reduced.
The results of the study showed that the time spent in

transferring patients to CT room, MRI, operating room,
and interventional room in the observational group was
22.52 ± 4.41 min, 8.02 ± 2.31 min, 16.44 ± 3.25 min,
8.02 ± 2.3 min, respectively, which was significantly lower
than that in the control group (27.54 ± 3.18 min, 39.23 ±
5.92 min, 19.33 ± 3.69 min, and 11.53 ± 2.63min, respect-
ively. Tabriz et al. showed that doctors’ participation in
triage significantly reduces the patients’ waiting time for
treatment [25]. The analysis of the reasons for the short-
ening of transfer time indicated that it might be related
to the following aspects. First, after the setting up of spe-
cial transfer elevators and full-time elevator workers, the
waiting time for elevators during the transfer was re-
duced. Second, the optimized cluster transfer list was
used to enable medical staff to prepare the supplies rap-
idly and reduce omissions. Third, communication with
medical technology departments before the transfer was
improved, which reduced unnecessary waiting. Fourth,
the concept of medical and technical personnel had
changed. The examination department arranged a tech-
nician with senior title, and the experienced technical
personnel was skilled in the examination of critically ill
patients, thereby shortening the duration of the process.
After shortening the transfer time, not only the tension
and anxiety of the patients and their relatives were alle-
viated, but also the time of the medical staff was saved.
Also, insufficient oxygen storage caused by the long
waiting time was reduced, and adverse events caused by
insufficient electricity of monitors and ventilators were
reduced. Therefore, shortening the transfer time had

Table 5 Comparison of transport time between the two groups of patients [n (%)]

Examination
items

N/
Time
(min)

Group χ2/t P

Observational group (n = 224) Control group (n = 202)

CT n 203 (90.63) 189 (93.56) 1.246 0.264

T 22.52 ± 4.41 27.54 ± 3.18 13.348 < 0.001

MRI n 12 (5.36) 9 (4.46) 0.183 0.668

T 34.43 ± 5.35 39.23 ± 5.92 8.79 < 0.001

Operation room n 15 (6.70) 11 (5.45) 2.851 0.091

T 16.44 ± 3.25 19.33 ± 3.69 8.594 < 0.001

Interventional room n 12 (5.36) 10 (4.95) 2.719 0.099

T 8.02 ± 2.33 11.53 ± 2.63 14.606 0

Footnote:Some patients had multiple examinations that need to be calculated repeatedly
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important clinical significance in reducing the adverse
events of IHT of critically ill patients.
This study showed that positive safety culture not only

promotes the patients’ safety [26] and increases satisfac-
tion. The results of this study found that the satisfaction
of the patients’ relatives in the observational group was
89.28%, while that in the control group was only 81.68%.
The reasons were as follows: the improvement of the
system, the addition of equipment, and the participation
of multidisciplinary teams eliminated the hidden dangers
for the transfer of critically ill patients and reduced the
occurrence rate of adverse events. On the other hand, a
positive safety culture [27] improved the safety and team
environment in the medical unit. After the application
of the CUSP model, doctors focused on the communica-
tion with the patients’ relatives, explaining the time, eco-
nomics, and the physical cost while going to and from
the hospital. Furthermore, the hospital made the overall
arrangements, centralized the necessary examinations,
and reduced the time spent on waiting for the examin-
ation. The nurses paid attention to health education and
psychological nursing before the transfer, which relieved
the anxiety and tension of patients. While arranging the
examination of critically ill patients, medical technology
departments provided senior medical and technical
personnel as possible. These parameters rendered the
technique and communication effective, which made the
patients and their relatives feel safe.

Conclusions
Herein, the CUSP program was introduced into the
study of hospital transfer of critically ill patients, which
optimized the preparation and process at each stage of
transfer while improving the attitude of medical staff to-
wards safety culture. The results showed that the effect
was obvious in the occurrence rate of adverse events,
transfer time, and satisfaction of patients’ relatives to the
transfer process. It had a significant clinical application
in promoting patients’ safety. Nevertheless, the present
study also had some limitations: (1) the sample size was
small, and the research duration was relatively short; (2)
because of the time constraint, only quantitative re-
search was conducted in this study. Thus, it was sug-
gested to expand the sample size in the future studies
and combine the quantitative and qualitative research to
further understand the degree and inner thoughts of
medical staff in the application of the CUSP model; (3)
This study failed to track and evaluate the long-term ef-
fect of inter-hospital transfer program based on the
CUSP model. Additional studies should further expand
the sample size and develop large-sample, multicenter
randomized controlled trials to track the effect of the
intervention for a prolonged period, in order to better
evaluate the effectiveness of the intervention program. It

can also be used to resolve the safety concerns of the pa-
tients, such as reducing nosocomial infection, accidental
extubation rate, fall incidence, and pressure sore
incidence.

Abbreviations
CUSP: Comprehensive unit-based safety program; CT: Computed
tomography; MRI: Magnetic resonance imaging; IHT: Inter-hospital transfer;
EICU: Emergency intensive care unit; SBAR: Situation background assessment
recommendation; SAQ: Safety attitude questionnaire

Supplementary Information
The online version contains supplementary material available at https://doi.
org/10.1186/s12913-021-06650-7.

Additional file 1.

Acknowledgements
This study was supported by the Emergency intensive care unit (EICU), The
First Affiliated Hospital of Anhui Medical University. We appreciated the
critically ill patients and their relatives for their willingness to participate and
cooperate with the present study. The authors confirmed that there was no
conflict of interest.

Authors’ contributions
GYM and LLN carried out the studies, participated in collecting data, and
drafted the manuscript. GLN and JL performed the statistical analysis and
participated in its design. HXL, XJ, CY, and FXT helped to draft the
manuscript. All authors read and approved the final manuscript.

Funding
None..

Availability of data and materials
The datasets used and analyzed during the current study are available from
the corresponding author.

Declarations

Ethics approval and consent to participate
The study was approved by the Medical Ethics Committee of the Anhui
Medical University. Written informed consent was obtained from all the
patients’ relatives.

Consent for publication
Not Applicable.

Competing interests
The authors declare that they have no competing interests.

Received: 28 October 2020 Accepted: 18 June 2021

References
1. Zhang WY, Xiao SM, Zhou R, et al. Research Progress on adverse events of

intrahospital transport in critically ill patients. Nurs J Chin PLA. 2019;36(1):
51–4.

2. Knight PH, Maheshwari N, Hussain J, et al. Complications during
intrahospital transport of critically ill patients: focus on risk identification and
prevention. Int J Crit Illn Inj. 2015;5(4):256–64.

3. Veiga VC, Postalli NF, Alvarisa TK, Travassos PP, Vale RTDS, Oliveira CZ, et al.
Adverse events during intrahospital transport of critically ill patients in a
large hospital. Rev Bras Ter Intensiva. 2019;31(1):15–20. https://doi.org/10.593
5/0103-507X.20190003.

4. Caitlin C, Joseph S, Husein M. Strategic change in surgical quality
improvement: the Ottawa Hospital (TOH) comprehensive unit-based safety
program (CUSP) Experienc. Healthc Q. 2017;20(2):69–71.

Gu et al. BMC Health Services Research          (2021) 21:690 Page 8 of 9

https://doi.org/10.1186/s12913-021-06650-7
https://doi.org/10.1186/s12913-021-06650-7
https://doi.org/10.5935/0103-507X.20190003
https://doi.org/10.5935/0103-507X.20190003


5. Agency for Healthcare Research and Quailty. Comprehensive unitbased
safety programt (CUSP) Tooklist [EB/OL]. [2019-01-10]. http//www.ahrq.gov/
professionals/education/curriculmtools/cusptoolkitl/index.html.

6. Underwood L. The effect of implementing a comprehensive unit-based
safety program on urinary catheter use. Urol Nurs. 2015;35(6):271–9. https://
doi.org/10.7257/1053-816X.2015.35.6.271.

7. Dieplinger B, Egger M, Jezek C, Heinisch-Finke C, Altendorfer C, Pernerstorfer
T, et al. Implementation of a comprehensive unit-based safety program to
reduce surgical site infections in cesarean delivery. Am J Infect Control.
2020;48(4):386–90. https://doi.org/10.1016/j.ajic.2020.01.016.

8. Miller K, Briody C, Casey D, Kane JK, Mitchell D, Patel B, et al. Using the
comprehensive unit-based safety program model for sustained reduction in
hospital infections. Am J Infect Control. 2016;44(9):969–76. https://doi.org/1
0.1016/j.ajic.2016.02.038.

9. Ganaden RE, Mitchell L. Implementing a comprehensive unit-based safety
program (CUSP) to enhance a culture of patient safety and improve
medication safety in a regional home care program. Quality Management
in Healthcare. 2018;27(3):130–5. https://doi.org/10.1097/QMH.
0000000000000180.

10. Khan RM, Al-Juaid M, Al-Mutairi H, et al. Implementing the comprehensive
unit-based safety program model to improve the management of
mechanically ventilated patients in Saudi Arabia. Am J Infect Control. 2019;
47(1):51–8. https://doi.org/10.1016/j.ajic.2018.06.022.

11. Richter JP, McAlearney AS. Targeted implementation of the comprehensive
unit-based safety program through an assessment of safety culture to
minimize central line-associated bloodstream infections. Health Care Manag
Rev. 2018;43(1):42–9. https://doi.org/10.1097/HMR.0000000000000119.

12. Chinese Society of Critical Care Medicine, Chinese Medical Association.
Guidelines for the transport of critical patients in China (2010) (draft). Chin
Crit Care Emergncy Med 2010;22(6):328–330.

13. Ting WH, Peng FS, Lin HH, Hsiao SM. The impact of situation-background-
assessment-recommendation (SBAR) on safety attitudes in the obstetrics
department. Taiwan J Obstet Gynecol. 2017;56(2):171–4. https://doi.org/10.1
016/j.tjog.2016.06.021.

14. Jiang Q, Zhang D, Majaw J, Zhao C, Chai Y, Xu Z, et al. Minimization of the
perianal infection rate of hematological malignancies with agranulocytosis
by quality control circle activity and patient–hospital–student win–win
concept. J Int Med Res. 2018;46(6):2338–45. https://doi.org/10.1177/03
00060517726863.

15. Zenere A, Zanolin ME, Negri R, Moretti F, Grassi M, Tardivo S. Assessing
safety culture in NICU: psychometric properties of the Italian version of
safety attitude questionnaire and result implications. J Evalua Clin Pract.
2016;22(2):275–82. https://doi.org/10.1111/jep.12472.

16. Quenot JP, Mentec H, Feihl F, Annane D, Melot C, Vignon P, et al. Bedside
adherence to clinical practice guidelines in the intensive care unit: the
TECLA study. Intensive Care Med. 2008;34(8):1393–400. https://doi.org/10.1
007/s00134-008-1059-y.

17. Wang X, Liu K, You LM, Xiang JG, Hu HG, Zhang LF, et al. The relationship
between patient safety culture and adverse events: a questionnaire survey.
Int J Nurs Stud. 2014;51(8):1114–22. https://doi.org/10.1016/j.ijnurstu.2013.12.
007.

18. Beckmann U, Gillies DM, Berenholtz SM, Wu AW, Pronovost P. Incidents
relating to the intra-hospital transfer of critically ill patients, an analysis of
the reports submitted to the Austra incident monitoring study in intensive
care. Intensive Care Med. 2004;30(8):1579–85. https://doi.org/10.1007/
s00134-004-2177-9.

19. Ling L, Gomersall CD, Samy W, Joynt GM, Leung CC, Wong WT, et al. The
effect of a freely available flipped classroom course on health care worker
patient safety culture: a prospective controlled study. J Med Internet Res.
2016;18(7):e180. https://doi.org/10.2196/jmir.5378.

20. Hsu YJ, Marsteller JA. Influence of the comprehensive unit-based safety
program in ICUs: evidence from the keystone ICU project. Am J Med Qual.
2016;31(4):349–57. https://doi.org/10.1177/1062860615571963.

21. Bellini S. Postresuscitation care and pretransport stabilization of newborns
using the principles of STABLE transport. Nurs Womens Health. 2015;19(6):
533–6. https://doi.org/10.1111/1751-486X.12248.

22. Hill MR, Roberts MJ, Alderson ML, et al. Safety culture and the 5 steps to
safer surgery: an intervention study. Br J Anaesth. 2015;6:958–62.

23. Mueller S. K, et al. Interhospital transfer and receipt of specialty procedures.
J Hosp Med. 2018;13(6):383–7. https://doi.org/10.12788/jhm.2875.

24. Huang DT, Clermont G, Kong L, Weissfeld LA, Sexton JB, Rowan KM, et al.
Intensive care unit safety culture and outcomes: a US multicenter study. Int
J Qual Health Care. 2010;22(3):151–61. https://doi.org/10.1093/intqhc/mzq01
7.

25. Aat AB, Jgt B, Bjf B. Association between adopting emergency department
crowding interventions and emergency departments' core performance
measures -science direct. Am J Emerg Med. 2020;38(2):258–65.

26. The Intensive Care Society. Guidelines for the transport of the critically ill
adult (3rd Edition 2011). http://www.ics.ac.uk/ics-homepage/guidelines-and
standards/.

27. Dodek PM, Wong H, Heyland DK, Cook DJ, Rocker GM, Kutsogiannis DJ,
et al. The relationship between organizational culture and family satisfaction
in critical care. Crit Care Med. 2012;40(5):1506–12. https://doi.org/10.1097/
CCM.0b013e318241e368.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

Gu et al. BMC Health Services Research          (2021) 21:690 Page 9 of 9

http://www.ahrq.gov/professionals/education/curriculmtools/cusptoolkitl/index.html
http://www.ahrq.gov/professionals/education/curriculmtools/cusptoolkitl/index.html
https://doi.org/10.7257/1053-816X.2015.35.6.271
https://doi.org/10.7257/1053-816X.2015.35.6.271
https://doi.org/10.1016/j.ajic.2020.01.016
https://doi.org/10.1016/j.ajic.2016.02.038
https://doi.org/10.1016/j.ajic.2016.02.038
https://doi.org/10.1097/QMH.0000000000000180
https://doi.org/10.1097/QMH.0000000000000180
https://doi.org/10.1016/j.ajic.2018.06.022
https://doi.org/10.1097/HMR.0000000000000119
https://doi.org/10.1016/j.tjog.2016.06.021
https://doi.org/10.1016/j.tjog.2016.06.021
https://doi.org/10.1177/0300060517726863
https://doi.org/10.1177/0300060517726863
https://doi.org/10.1111/jep.12472
https://doi.org/10.1007/s00134-008-1059-y
https://doi.org/10.1007/s00134-008-1059-y
https://doi.org/10.1016/j.ijnurstu.2013.12.007
https://doi.org/10.1016/j.ijnurstu.2013.12.007
https://doi.org/10.1007/s00134-004-2177-9
https://doi.org/10.1007/s00134-004-2177-9
https://doi.org/10.2196/jmir.5378
https://doi.org/10.1177/1062860615571963
https://doi.org/10.1111/1751-486X.12248
https://doi.org/10.12788/jhm.2875
https://doi.org/10.1093/intqhc/mzq017
https://doi.org/10.1093/intqhc/mzq017
http://www.ics.ac.uk/ics-homepage/guidelines-and
https://doi.org/10.1097/CCM.0b013e318241e368
https://doi.org/10.1097/CCM.0b013e318241e368

	Abstract
	Background
	Methods
	Results
	Conclusion

	Background
	Methods
	Study participants
	Study design and implementation
	Outcome measures
	Statistical analysis

	Results
	Baseline data of patients in the two groups
	Comparison of SAQ results between the two groups before and after the implementation of the model
	Comparison of the occurrence rate and causes of adverse events between the observational and control groups
	Comparison of transfer time between the two groups
	Comparison of the satisfaction of the patients’ relatives during the transfer process between the two groups

	Discussion
	Conclusions
	Abbreviations
	Supplementary Information
	Acknowledgements
	Authors’ contributions
	Funding
	Availability of data and materials
	Declarations
	Ethics approval and consent to participate
	Consent for publication
	Competing interests
	References
	Publisher’s Note

