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	Research Question(s)/Hypotheses:

RQ 1: What factors have been examined regarding doctors’ shift handovers?
RQ 2: How do doctors conduct shift handovers in acute medical units? 
RQ 3: What are the strengths and weaknesses of doctors’ shift handovers in acute medicine?
RQ 4: Is a task analysis such as, a hierarchical task analysis (HTA) and Failure Modes Effect Analysis (FMEA) suitable methods  to investigate idiosyncratic processes like handovers in healthcare?
RQ 5: What general solutions for handover can be recommended for the improvement of information transfer in acute medical units?
RQ 6: Is the difficulty in evaluating the relationship between adverse events and poor handovers related to variations in coding strategies in incident reporting systems?
Project Outline/Methodology:

Phase 1: Describing the shift handover process
1. Literature review- paper under revision (RQ 1, RQ5).
2. Examine doctors’ shift handover process in an acute medical admissions unit (AMAU) via observations and interviews to develop an HTA (RQ 2).
3. Identify aspects/ behaviours of the shift handover processes that may lead to failures and successes in communication as mapped out in the HTA (RQ3) using FMEA.
Phase 2: Replication of Phase 1 
1. Examine doctors’ shift handover process in a second AMAU via observations and interviews to develop an HTA (RQ 2, RQ 4).
2. HTA suitability for examining idiosyncratic shift handover processes (RQ 4).
3. Identifying the use of artefacts such as the whiteboard as a source of communication for information transfer via observations and shadowing (RQ 3).
4. Recommendations for doctors’ shift handovers in AMAU based on both phase 1 and 2 findings (RQ 5).
Phase 3: Incident reporting analysis: Handover problem scope 
1. Review of incident reporting systems to identify the scope of the problem (RQ 6)
2. Identify the types of problems are reported regarding poor handover (RQ 3, RQ 5)
Ethics/Research Governance issues:

Ethical approval was granted by the North of Scotland Research Ethics Committee and the University of Aberdeen, School of Psychology Ethics Committee.
Progress (to include Key Results/Interim Results as appropriate):

Phase 1 was completed in September 2009. Phase 2 commenced in September 2009 and its projected completion is in February 2010. 
What does/will the study add to the field?

1. The study will help identify where communication failures and successes in information transfer occur during handovers, therefore allowing for recommendations to be made in the quest to improve handovers in healthcare.
2. Little research has scoped out ways to effectively study the handover process. This study will be able to test the methodology (i.e. use of HTA and FMEA) and ease of examining the idiosyncratic nature of healthcare handovers.
Implications for practice or policy:
The findings of this study will contribute to a better understanding of how healthcare providers can improve transfer of patient information. The study will also reveal the information doctors expect to get at shift handover and the skills they require to deliver a good and efficient shift handover.
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