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)Handover improvement strategies and solutions must be specific to the context of care in which they are to be used. Multiple methods and sources of data ensure that these strategies and solutions are acceptable and feasible to implement because they incorporate local influences and sensitivities.
Consideration should be given for handover improvement strategies that not only standardise processes and guide clinical handover but also allow ongoing quality monitoring and evaluation to ensure handover practices are both robust and resilient in the workplace.



 (
Handover_doc.indd 
1
) (
15/07/09 12:04 PM
)











References
1. Australian Commission on Safety & Quality in Health Care. Clinical Handover. 2009 [cited 2009 6 March]; Available from: http://www.safetyandquality.org/
2. Entin, E.B., F. Lai, and P. Barach, Training teams for the perioperative environment: a research agenda. Surgical Innovations, 2006. 13(3): p. 170-8.
3. Makary, M.A., et al., Operating room teamwork among physicians and nurses: teamwork in the eye of the beholder. Journal of the American College of Surgeons, 2006. 202(5): p. 746-52.
4. Waring, J., R. McDonald, and S. Harrison, Safety and complexity: inter-departmental relationships as a threat to patient safety in the operating department. Journal of Health Organization and Management, 2006.
20(2-3): p. 227-42.
5. Baker, D.P., R. Day, and E. Salas, Teamwork as an essential component of high- reliability organizations. Health Services Research, 2006. 41(4 Pt 2): p. 1576-98.
6. Finn, R. and J. Waring, Organizational barriers to architectural knowledge and teamwork in operating theatres. Public Money and Management, 2006. April: p. 117-124.
7. Alem, L., et al., Information environments for supporting consistent registrar medical handover. Health Information Management Journal, 2008. 37(1): p. 9-25.
8. Carroll, K., R. Iedema, and R. Kerridge, Reshaping ICU ward round practices using video-reflexive ethnography. Qual Health Res, 2008. 18(3): p. 380-90.
9. Catchpole, K.R., et al., Patient handover from surgery to intensive care: using Formula 1 pit-stop and aviation models to improve safety and quality. Paediatric Anaesthesia, 2007. 17(5): p. 470-8.
10. Broekhuis, M. and C. Veldkamp, The usefulness and feasibility of a reflexivity method to improve clinical handover. Journal of Evaluation in Clinical Practice, 2007. 13(1): p. 109-15.
11. Hamilton, S., S. McLaren, and A. Mulhall, Assessing organisational readiness for change: use of diagnostic analysis prior to the implementation of a multidisciplinary assessment for acute stroke care. Implementation Science, 2007. 2: p. 21.















12. Lyndon, A., Communication and teamwork in patient care: how much can we learn from aviation? Journal of Obstetric, Gynecology and Neonatal Nursing, 2006. 35(4): p. 538-46.
13. Botti, M., et al., Inter-professional communication and team climate in complex clinical handover situations: issues for patient safety in the private sector. 2009, Deakin University, Monash University,: Burwood.
14. Leape, L.L., Error in medicine. JAMA, 1994. 272(23): p. 1851-7.
15. Jeffcott, S., et al., Improving Measurement in Clinical Handover. Quality and Safety inHealth Care, In Press.
16. Hart, G.K., et al., Adverse incident reporting in intensive care. Anaesthesia and Intensive Care, 1994. 22(5): p. 556-61.
17. Nuckols, T.K., et al., Rates and types of events reported to established incident reporting systems in two US hospitals. Quality and Safety in Health Care, 2007. 16(3): p. 164-8.
18. Zingg, U., et al., Evaluation of critical incidents in general surgery. British Journal of Surgery, 2008. 95(11): p. 1420-5.
19. Freestone, L., et al., Voluntary incident reporting by anaesthetic trainees in an Australian hospital. Int J Qual Health Care, 2006. 18(6): p. 452-7.
20. Spigelman, A.D. and J. Swan, Review of the Australian incident monitoring system. Australian and New Zealand Journal of Surgery, 2005. 75(8): p. 657-61.
21. Evans, S.M., et al., Attitudes and barriers to incident reporting: a collaborative hospital study. Quality and Safety in Health Care, 2006. 15(1): p. 39-43.
22. Braithwaite, J., M. Westbrook, and J. Travaglia, Attitudes toward the large-scale implementation of an incident reporting system. International Journal on Quality in Health Care, 2008. 20(3): p. 184-91.
23. Nuckols, T.K., et al., Contributing factors identified by hospital incident report narratives. Quality and Safety in Health Care, 2008. 17(5): p. 368-72.
24. Smith, A.F., et al., Adverse events in anaesthetic practice: qualitative study of definition, discussion and reporting. British Journal of Anaesthesia, 2006. 96(6):
p. 715-21.















25. Vincent, C., et al., How to investigate and analyse clinical incidents: clinical risk unit and association of litigation and risk management protocol. BMJ, 2000. 320(7237): p. 777-81.
26. Woloshynowych, M., et al., The investigation and analysis of critical incidents and adverse events in healthcare. Health Technology Assessment, 2005. 9(19): p. 1-143, iii.
27. Reason, J.T.,Understanding adverse events: human factors. Clinical Risk Management,. in C.A. Vincent. (ed) 1995, BMJ: London. 31-54.
28. Sharma, S., et al., Involving users in the design of a system for sharing lessons from adverse incidents in anaesthesia. Anaesthesia, 2006. 61(4): p. 350-4.
29. Chacko, J., et al., Critical incidents in a multidisciplinary intensive care unit. Anaesthesia and Intensive Care, 2007. 35(3): p. 382-6.
30. Lingard, L., et al., Communication failures in the operating room: an observational classification of recurrent types and effects. Quality and Safety in Health Care, 2004. 13(5): p. 330-4.
31. Smith, A.F., et al., Interprofessional handover and patient safety in anaesthesia: observational study of handovers in
the recovery room. British Journal of Anaesthesia, 2008. 101(3): p. 332-7.
32. Manser, T., Teamwork and patient safety in dynamic domains of healthcare:
a review of the literature. ACTA Anaesthesiology Scandanavia, 2009.
53(2): p. 143-51.
33. Healey, A.N., S. Undre, and C.A. Vincent, Developing observational measures of performance in surgical teams. Quality and Safety in Health Care, 2004. 13 Suppl 1: p. i33-40.
34. Ouwens, M., et al., The Team Climate Inventory: application in hospital teams and methodological considerations. Quality and Safety in Health Care, 2008. 17(4):
p. 275-80.
35. Australian Commission on Safety and Quality in Health Care, Measurement for Improvement toolkit. 2006, Commonwealth of Australia.















36. Sexton, J.B., E.J. Thomas, and R.L. Helmreich, Error, stress, and teamwork in medicine and aviation: cross sectional surveys. British Medical Journal, 2000. 320(7237): p. 745-9.
37. Hutchinson, A., et al., Trends in healthcare incident reporting and relationship to safety and quality data in acute hospitals: results from the National Reporting and Learning System. Qual Saf Health Care, 2009. 18(1): p. 5-10.
38. Gosling, A.S., J.I. Westbrook, and J. Braithwaite, Clinical team functioning and IT innovation: a study of the diffusion of a point-of-care online evidence system. Journal of the American Medical Informatics Association, 2003. 10(3):
p. 244-51.
39. Harris, M.F., et al., Job satisfaction of staff and the team environment in Australian general practice. Medical Journal of Australia, 2007. 186(11): p. 570-3.
40. Proudfoot, J., et al., Team climate for innovation: what difference does it make in general practice? International Journal of Quality in Health Care, 2007. 19(3):
p. 164-9.
41. Bower, P., et al., Team structure, team climate and the quality of care in primary care: an observational study. Quality
and Safety in Health Care, 2003. 12(4): p. 273-9.
42. Sexton, J.B., et al., The Safety Attitudes Questionnaire: psychometric properties, benchmarking data, and emerging research. BMC Health Services Research, 2006. 6: p. 44.
43. Anderson, R. and M.A. West, Measuring climate for work group innovation: Development and validation of the Team Climate Inventory. Journal of Organizational Behaviour, 1998. 19: p. 235-258.
44. McCracken, G., The Long Interview. Vol. 13. 1988, Newbury, California: SAGE University Papers.
45. Patton, M.Q., Qualitative Research and Evaluation Methods. 3rd ed. 2002, Thousand Oaks, California: SAGE.

Safe health care delivery depends on effective communication between health care providers. Developing and implementing consistent and reliable approaches to clinical handover is a key strategy to reduce communication errors.1
Clinical handover (see Figure 1) is a routine task performed many times a day within numerous healthcare settings. Handover is most challenging
in complex situations when patients are particularly vulnerable, handovers are frequent and rapid, patient status is dynamic, the environment can change unexpectedly, and when different professional groups interact.
In these situations handover needs to be comprehensive, specific and time-efficient.

Figure 1. Definition of clinical handover
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This document presents a range of practical tools and strategies that can be used to examine complex clinical handover situations and inform viable improvement solutions. This document
will assist you to:
· select and use different methods for evaluating the quality of clinical handover in your local context using principles that underpin quality improvement
· identify advantages and disadvantages of using different methods for evaluating clinical handover
· develop a multi-method strategy for evaluating practice improvements specific to your clinical environment.
Strategies useful to examine clinical handover include:
1. Analysis of reported critical incidents
2. Measurement of team climate and safety culture
3. Observation of practice
4. Focus group discussions with clinicians
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Background
In complex handover situations, cultural, behavioural and environmental factors associated with team performance2, 3, 4 can impact on patient safety outcomes by undermining the stability of team functioning and the effectiveness of interprofessional communication.5, 6 Attempts to improve clinical handover that have focused on single dimensions have been
less successful7 than those that have considered multifaceted8, 9 ,10 and organisational4 influences. Mixed method approaches use a combination of qualitative and quantitative data to capture the barriers and facilitators to quality improvement. These methods are most effective in informing targeted improvement and implementation strategies.11, 12
The framework of tools and strategies described here was devised and used in a recent quality improvement project that investigated interprofessional communication and team performance during clinical handover in the
Post Anaesthetic Care Unit (PACU).13 The project was conducted in three organisations (one public and two private). The framework reflects the importance of systematic and comprehensive measurement of all aspects of inter- and intra- professional communication during clinical handover and within the context of care delivery if the complex interplay of factors is to
be understood and to inform viable solutions. Underpinning the framework are five concepts commonly used in quality improvement processes
and prominent in the literature of organisational safety, high reliability organisations and change management in healthcare environments. These concepts are illustrated in Figure 2.
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)Figure 2. Framework for quality improvement
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Comprehensive quality assessment of handover

Team climate and safety culture
Teamwork plays an important role in the causation and prevention of adverse

Group reflection and feedback (focus groups)
Focus groups discussions are an effective way to explore the discipline

Three elements that need to be considered when evaluating the quality of handover are:
1) information
2) delegation of responsibility and/or transfer of accountability, and
3) the system and context of the handover, including the composition of the teams and their work environments (Figure 3)(Leape14 as cited in Jeffcott et al.15).
Figure 3. Transfer of care at handover
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Four sources of data useful for examining the quality of clinical handover are: critical incident reports, observation of practice, team climate and safety culture surveys, and group discussion and reflection by stakeholders.

Analysing critical incidents
An incident is any event with the potential to cause harm to the patient.16 Analysis of the characteristics of incident reports and the associated narrative descriptions of incidents can uncover quality and safety issues contributing to error17, 18 as well as providing insight into an organisation’s safety culture related to reporting incidents, reporting culture and clinicians’
awareness of risk in a particular context.19 This information can help to inform recommendations aimed at improving clinical handover processes.20
Identification and analysis of incidents related to clinical handover can be challenging. Mixed attitudes about the value of incident reporting systems,21, 22 clinician competencies in using reporting systems,21 deficiencies in the quality of reporting,17, 23, 24 and the resources required to analyse incident data are common problems.22
Riskman™ classifications may not be sufficiently sensitive to reliably identify handover incidents. It may be necessary therefore, to conduct a manual review of all incidents.
The framework used to classify and analyse incidents related to PACU handover (Figure 4) was informed by a number of incident evaluation protocols.18, 23, 25, 26
· Types of error: slip/lapse, rule based, knowledge based or violations.27
· Contributing Factors: institutional context, organisational or management factors, work environment factors, team factors, individual staff factors, task factors or patient factors25
· Outcome or consequences of incident: near miss or patient harm (delay, injury, infection risk).

Figure 4. Strategy for classification of handover related incident reports
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Limitations of critical incident report analyses to consider:
· Voluntary reporting systems such as RiskMan™ are reliant on recognition and reporting of clinical incidents by clinicians, as well    as clinicians’ knowledge and skill in reporting that supports analyses and action17, 28
· Differences in clinician perceptions about what constitutes a ‘reportable’ incident can result in under reporting.24 (e.g. a number of incidents (e.g. near miss) are not reported)
· Differences exist in reporting practices (e.g. nurses are more likely to use hospital reporting system than doctors)17, 20, 21, 22 and this is likely to result in under reporting of some types of incidents17
· Some clinicians (e.g. anaesthetists) use alternatives to hospital reporting systems to report critical incidents
· Incident classifications systems are typically broad and
non-specific which can make it difficult to identify and examine incidents related to a specific type of error or event29
Observations
Observation methods are considered ‘gold standard’ for measuring aspects of quality and safety. Observation methods are useful to detect communication failures30 and to understand the complex social interactions that underpin clinical practice.31 Observation studies of teamwork behaviors can identify patterns of communication, coordination, and leadership that support effective teamwork and quality patient outcomes.32
During observation of handover there are two foci of observation. These are the tasks performed and accompanying behaviours. For a comprehensive approach to observation of handover, two trained observers can observe two foci independently where one observes clinician behaviors and the other tasks performed.
There are useful tools available that assist observations. For example the “observational teamwork assessment for surgery” (OTAS) tool33 supports assessment of two facets of the surgical process by using two observers, each focusing on different aspects of practice.

events.32 Health care teams are essential for high-quality patient care and positive safety culture and team climate are important characteristic of successful teams.34 Team climate and safety culture are determined by power relationships, group values, attitudes, perceptions and competencies as well as behaviours towards teamwork and safety management.35, 36 Understanding team members’ perceptions of their workplace is an important step in creating work environments where safety is a priority.
Positive safety culture correlates with increased incident reporting and better risk management.32, 37 UK and Australian studies show team climate scores related to team functioning and organisational readiness for change,11, 38 job satisfaction,39, 40 patient care outcomes41 and patient evaluations of their care.40, 41
Surveys have been used extensively to collect data on team climate and safety attitudes and a number of tools exist for his purpose.35 The Safety Attitudes Questionnaire (SAQ)42 and Team Climate Inventory (TCI)43 have been successfully used to examine organisational culture in relation to quality improvement in a number of healthcare settings.
Data collected using these surveys can be used to:
· Benchmark survey findings against data from similar organisations
· Detect differences within and between staff groups (e.g. across different wards, between disciplines)
· Provide information for improvement and inform local unit strategies as well as organisational aspects of a quality improvement framework.
The different dimensions of culture measured by the SAQ and TCI are shown in Figure 5.
The usefulness of survey data can be influenced by:
· Response rate (who did, and did not participate and are they representative of the broader staff group?)
· How the surveys are ‘sold’ to the staff
· Anonymity of participants.
Strategies most useful to enhance response rates include:
· including a support letter from the institutions’ executive
· enlisting support of clinical leaders and champions (medical and nursing)
· personal hand delivery of surveys to individual staff members with an explanation
· distribution of extra survey forms to staff during ‘down times’
· assuring anonymity
· staff incentives when satisfactory response rates are reached
· providing a designated return box in an easy to access location
· professional or discipline endorsement.

Figure 5. Sub-scales of team climate and safety attitudes
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specific perceptions about complex tasks in health organisations.44, 45 They are also a useful way to inform and engage clinicians in the processes of quality improvement.
In relation to clinical handover, focus group discussions can help unpack discipline specific perceptions related to:
· Transfer of responsibility and clarity of accountability for patient care
· Interprofessional expectations of information transfer
· Influences on quality and safety of handover
· Improving handover.
Tools for quality improvement of PACU handover
Examination of the multiple data sources from the three hospital sites informed the development of several tools to improve communication in PACU handover through:
· Risk recognition and minimisation
· Standardisation of processes
· Use of checklists for the delivery of information
Risk recognition and minimisation
Observations of handover revealed three ‘categories’ of patient handover common in the PACU. These three categories fit a visual ‘traffic light’ system (Figure 6) to alert and guide clinicians to:
1. a checklist for the minimum standards for every handover (green)
2. situations associated with increased risk for communication error at handover (amber); and
3. situations of high risk where comprehensive and systematic handover is essential (red).
Figure 6. Matrix for risk minimisation by identification of patient and environmental risks
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A secondary benefit of the approach is the foundation for change management processes by facilitating participation and skill development of clinicians from within the clinical settings. This can be achieved by using reference groups and training local clinical champions to communicate and consult as well as lead, monitor and review the progress of the process.
Standard process
Five distinct steps in the process of clinical handover were identified using a multi-methods approach. These five steps were used to develop a process support tool for safe PACU handover (Figure 7) between inter and intra-professional groups:
1. CONNECT the patient to monitoring and support devices on arrival in the PACU and;
2. OBSERVE the patient and respond to patient care needs;
3. LISTEN to the verbal information provided;
4. DELEGATE care by checking the DOCUMENTS and DISCUSSION to clarify and confirm information.
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