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What is Handover?

t hransfer of Information, professional responsibility and
accountability for some or all aspects of care for a patient, or
group of patients, to another person or professional group on a
temporary or permanent b a s (ANMIA, 2006)




Handover in the spotlight

AEuropean Working Time Directive (2004-09)
AJoint Commission (2006): Patient Safety
Solutions

National and International Initiatives

o |[HI (2005-7):,Heal t h care communication t
sACSQHC( 2007): , The National <clinicé
e(Hospitalatnight* ( 2004 ) ;
* Royal College of Physicians (2008) and Royal College of Surgeons

guidelines for handover (2007)
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Aims, objectives and methods

1 Determine the prevalence of handover
Incidents as reported in the incident

Aims and database of a medium size UK general

objectives hospital

1 Describe common hazardous scenarios by
typology and clinical setting

} review of 36 consecutive months (1st Oct 2005-
30th Sept 2008) of data from the hospital
electronic database of critical incidents

} Handover incidents were abstracted using a
range of key words

} Data analysis:
B SPSS for descriptive statistics
B Content analysis




Results

Search codes and key words

Prevalence of handover incidents used

1 2,729 incidents retrieved through

Mhiandhiannhigumshinninehoncnt
codes and keywords

thiRishensitinnaniehowe
Code 16.3 (quality incidents
related to patient transfer)

——

1 334 incidents identified as

increased over the three years: x?

Responsibility
(df=2) = 15.335 (p< 0.01)

Accountability
Communication

+  Handover
related to handover (2% of total \ Shift
critical incidents reported at the } Information
hospital) ) Oncall

1+ Number of handover incidents i iﬁ)r\:;zr?z:ay

}

}

}




Handover incidents by clinical setting

170 (51%)

98 (29%)

Inter-specialty

13 (4%)

50 (15%) 0
0

® hosp/ community W interhospital

inter-speciality ® ntra-speciality

ambulance to speciality

K=0.991 (95%-ClI, approx value 0.997, 1.00)

Incident categories

Intra-speciality (51%): refers to the transfer of
I P at icerewtittinsthe same speciality

Shift to shift 75% (128)

Intra-units 25% (42)

Inter-speciality (29%): refers to the transfer of
[] pat i earetbétveeen two or more different
specialities

Hospital/Community (15%): refers to the transfer of

J ratient care between hospitals and primary care
or all cases which require continuity of care after
the patient has been discharged

Inter-hospital (4%6): refers to the transfer of patient
B care between two hospitals

Ambulance to speciality (1%0): refers to the transfer
[J of pat i em betwsen the Ambulance crew
and the Accident and Emergency Staff
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Handover incidents by speciality

= 2006
02007
= 2008

AAU CCU Orthop AE ITU Surgery MedicineNeonatal Obs & DME  Paed others
Gynae

Speciality

* Others include specialities that reported no more than to 2 incidents each from 2006 to 2008: High Dependency Unit;
peech Unit; Imaging; Anaesthetic unit; Ambulance; Oncology Unit, Ophthalmic Unit, COBHAM Unit (Private NHS).



Typology of incident scenarios

Poor-incomplete handover:

Incidents where essential elements
of patients care, such as the
presence of a viral disease or of
diabetes were not handed over.
Also include: absence of a clear
diagnosis and care plan for the
patient, missing drug chart.

No handover of the patient:

Incidents where patients were
admitted to the wards without the
staff being informed or were not

) - handed over during the change of
no action takermissing \ incorrect the shift or weekend.
wrong actio 6% patient  jnformation
1% 1% 4%




Some examples...

Poor /incomplete handover

}

}
}
}

Essential info on patient not handed over (50% of cases)

B Patient with diabetes or MRSA + staff receiving patient not informed

Lack of i nformation on patient®s me
No diagnosis/no care plan

Exams not followed up

No handover

}

Patient found in bed unexpected

Patient not followed up

}

ITU critical patient arrived in the afternoon and not reviewed until next morning

Wrong action/no action taken

}
}

pt was given incorrect feed despite clear instruction on regime
Blood ordered but patient did not received transfusion

Incorrect information handed over

}

Handover of wrong patient




Conclusions

} Handover incidents are a reality in hospital settings

A Although they represents 2% of total incidents, it is believed that
under-reporting is present

1 Transfer of patient care within the same speciality and during the
change of the shift is an area of particular concern

}  Majority incidents happens in Obs&Gynae, Medicine and Med for
Elderly

}  Most incidents were poor-incomplete handover or no handover of the
patient at all

+ Future research: standard taxonomy; guideline for reporting handover
Incidents; develop a strategy to ensure high-quality handovers
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