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Background 
Canada’s regionalized healthcare system concentrates specialized 
care in tertiary and quaternary centres, requiring transport of critically 
ill neonatal and pediatric patients to these facilities. Limited access to 
timely, safe transport can exacerbate inequities in access to critical 
care, especially for patients living far from pediatric centres. Delayed, 
missed, or unsafe transports may also expose healthcare providers to 
medico-legal risk and psychological or moral injury.  

Objective 
This study uses medical professional 
liability data to identify and describe 
factors contributing to delayed, 
missed, and unsafe neonatal and 
pediatric inter-facility transports. 

Methods 
We conducted a retrospective descriptive qualitative analysis of 
Canadian Medical Protective Association (CMPA) medico-legal cases 
closed between 2015 and 2024 involving patients under 18 years of age 
who experienced delays in, lack of access to, or safety incidents during or 
while awaiting inter-facility transport. 

We used transport-related keywords to extract cases from CMPA’s 
repository involving physicians practicing in family medicine, emergency 
medicine, critical/intensive care, and pediatrics. We manually reviewed 
case summaries for eligibility and resolved discrepancies by consensus.  

We summarized quantitative variables (patient age, geographic setting, 
and safety outcomes) and qualitatively analyzed case summaries using 
Braun and Clarke’s re˜exive thematic analysis approach. 
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Findings 
Of the 307 extracted medico-legal cases, 
47 (15%) involved transport issues, 
concerning 47 neonatal or pediatric 
patients and 63 physicians. 

Over half of these transport cases 
(55%, n = 26) occurred in rural or small 
population centres. 

 

Patient age was evenly distributed between neonates 
(n = 16, 34%), infants and toddlers (n = 15, 32%), and 
children and adolescents (n = 16, 34%). 

Most cases (n = 39, 83%) involved patient harm due to 
provider, team, or system factors, with severe harm 
or death occurring in 60% (n = 28) of cases. 

Patterns from our thematic analysis   

Delays and safety incidents arose across three frequently co-occurring scenarios due to a complex interplay of 
provider, team, and system-level factors. Recurring, intersecting contributing factors across scenarios included:   

• Lack of sta˛ with the knowledge, skills, or judgment to identify
and manage critically ill pediatric patients

• Inadequate patient assessment, evaluation, and monitoring

• Rigid, unavailable, or underutilized clinical support tools
(e.g. guidelines, protocols, or hospital leadership)

• Resource shortages and operational delays
across settings

• Communication challenges within and between
facilities, and before and during transport

Missed transport 
(n = 23 cases) 

Gaps in situational awareness and 
clinical judgement led to delayed 
or missed recognition of the need 

for transport   

Barriers to transport 
(n = 19 cases) 

Transport was delayed or 
prevented despite recognition 

of need  

Safety incidents 
(n = 18 cases) 

Patients experienced increased risk or 
preventable harm while awaiting or during 

transport, typically due to barriers to accessing 
necessary interventions or medications   

Conclusions 
Enhancing patient safety and equitable 
healthcare access may require system-level 
changes that support providers in 
maintaining situational awareness, managing 
critically ill patients during transport delays, 
and navigating a multi-tiered healthcare 
system under resource constraints. A safer 
transport system may also call for a 
whole-system perspective that utilizes all 
resources, including interprofessional teams, 
to address barriers to patient ˜ow within, 
between, and beyond healthcare facilities.  

Limitations 
Medico-legal cases re˜ect only a small subset of safety incidents. 
Case pursuit is in˜uenced by various factors, and physicians report 
cases to CMPA at their discretion. Relevant team and system-level 
factors may not be fully captured in our data. Additionally, the focus 
on select specialties limits the transferability of ÿndings to broader 
transport contexts.  

The project team would like to thank the Medical Analysts of CMPA’s 
Data Capture team for their contributions to summarizing and coding 
cases, Patricia Finestone, RN, CPPS for her support in facilitating 
case selection, Megan Stanford-Jones of the Graphic Design team, 
and Ben Ladouceur of the Strategic Communications team. 

1Department of Safe Medical Care-Equity Diversity Inclusion, CMPA, Ottawa, Ontario, Canada 
2Department of Medicine, Division of Critical Care, University of British Columbia, Vancouver, British Columbia, Canada   
3Faculty of Medicine, Department of Medicine and the School of Epidemiology and Public Health, University of Ottawa, Ottawa, Ontario, Canada  
4Department of Medicine, University of Toronto, Toronto, Ontario, Canada 

Canadian Medical Protective Association © CMPA 2026 04/24 





Accessibility Report





		Filename: 

		26-CPS-Neonatal-Pediatric-Transfer-handout-en-Final.pdf









		Report created by: 

		



		Organization: 

		







[Enter personal and organization information through the Preferences > Identity dialog.]



Summary



The checker found no problems in this document.





		Needs manual check: 0



		Passed manually: 2



		Failed manually: 0



		Skipped: 1



		Passed: 29



		Failed: 0







Detailed Report





		Document





		Rule Name		Status		Description



		Accessibility permission flag		Passed		Accessibility permission flag must be set



		Image-only PDF		Passed		Document is not image-only PDF



		Tagged PDF		Passed		Document is tagged PDF



		Logical Reading Order		Passed manually		Document structure provides a logical reading order



		Primary language		Passed		Text language is specified



		Title		Passed		Document title is showing in title bar



		Bookmarks		Passed		Bookmarks are present in large documents



		Color contrast		Passed manually		Document has appropriate color contrast



		Page Content





		Rule Name		Status		Description



		Tagged content		Passed		All page content is tagged



		Tagged annotations		Passed		All annotations are tagged



		Tab order		Passed		Tab order is consistent with structure order



		Character encoding		Passed		Reliable character encoding is provided



		Tagged multimedia		Passed		All multimedia objects are tagged



		Screen flicker		Passed		Page will not cause screen flicker



		Scripts		Passed		No inaccessible scripts



		Timed responses		Passed		Page does not require timed responses



		Navigation links		Passed		Navigation links are not repetitive



		Forms





		Rule Name		Status		Description



		Tagged form fields		Passed		All form fields are tagged



		Field descriptions		Passed		All form fields have description



		Alternate Text





		Rule Name		Status		Description



		Figures alternate text		Passed		Figures require alternate text



		Nested alternate text		Passed		Alternate text that will never be read



		Associated with content		Passed		Alternate text must be associated with some content



		Hides annotation		Passed		Alternate text should not hide annotation



		Other elements alternate text		Passed		Other elements that require alternate text



		Tables





		Rule Name		Status		Description



		Rows		Passed		TR must be a child of Table, THead, TBody, or TFoot



		TH and TD		Passed		TH and TD must be children of TR



		Headers		Passed		Tables should have headers



		Regularity		Passed		Tables must contain the same number of columns in each row and rows in each column



		Summary		Skipped		Tables must have a summary



		Lists





		Rule Name		Status		Description



		List items		Passed		LI must be a child of L



		Lbl and LBody		Passed		Lbl and LBody must be children of LI



		Headings





		Rule Name		Status		Description



		Appropriate nesting		Passed		Appropriate nesting










Back to Top



