
Clinical synthesis,

handover, transitions,

continuity

Clinical synthesis

Current state reconstructable by

another clinician

Record fails without current

danger and change

Uncertainty, expected response, next

owner

Compress without discarding causal

structure

Smallest representation that

preserves decisions

Problem representation and

problem list

Context, tempo, syndrome,

severity, modifiers

Provisional: new findings force

revision

Each item: status, action,

monitoring, threshold

Causal links reduce duplication
Kidney injury alters antibiotic dose

and fluids

Daily status update, remove

resolved items

Observe: define variable,

frequency, range

Single abnormal test joins its

syndrome

Differential, tests, and

therapeutic trials

Differential as ranked prediction

of mechanisms

No discordant data may mean

inadequate testing

Unexpected trajectory prompts

diagnostic pause

Tests chosen for decision impact

Predict result that starts, stops,

escalates

No consequence: false positives,

downstream harm

Timing and specimen quality belong

to order

Trial needs defined target and

timeframe

Fluid challenge: stroke volume, then

congestion

Repetition without response model is

ritual

Ward review and escalation

Begin with trajectory, not generic

ritual

Devices reviewed daily Create infection and immobility

Discharge barriers active from

admission

Lead with urgency and requested

action
Request not buried in chronology

Persistent deterioration: escalate

hierarchy

Record name, time, agreed review,

interim plan

Deterioration: call again with new

information

Handover

Transfers prospective

responsibility

Task: what, why, when, owner,

expected, abnormal

Repeat potassium at eight, call if

outside range

High-risk items transferred

verbally

Lists as clinical tools, not

archives

Remove completed tasks, date

uncertainty

Privacy fear must not block safety

communication

Medication reconciliation and

restart

Pre-admission list from several

sources

Differences intentional,

temporary, or erroneous

Danger: anticoagulants, insulin,

Parkinson therapy

Held medicine: reason, monitoring,

restart decision

Kidney or liver recovery may need

re-escalation

Anticoagulant weighs rebleeding and

thrombosis

Restart needs specific condition

and person

Final list: started, changed,

stopped, why

Documentation and discharge

Separate observation, reported

history, inference
Judgement loses context

Copy-forward text must be

reverified

Safe when care deliverable at

destination

Normal blood test alone is not

safety

Observe transfers, stairs,

injections directly

Confirm services start on

discharge day

Teach-back: patient describes what

they will do

Pending results

Orderer responsible until transfer

accepted

Named reviewer, timing, method,

threshold

Inbox delivery is not ownership

Share pending list with patient

Unreachable patient: several

methods, welfare check

Normal result changing treatment

needs loop

Longitudinal care, decisions,

and safety

Disease-specific plans may

conflict

Tight pressure control can worsen

falls

Coordinating generalist sets

priorities

Shared decision is not choice

without guidance

Absolute benefits, immediate versus

delayed

Resuscitation decision does not

stop ward care

Learn from discrepancies and near

misses

Be more careful is weak prevention
Forcing functions, independent

checks stronger

Continuity

Next person sees beliefs, reasons,

response

Information design and accountable

relationships

Final summary: representation,

ranked problems
Trajectory, thresholds, tasks, goals

Verified when receiver understands

and acts
Patient can also describe the plan


