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Abstract 

Transferring essential information and responsibility for patient care from one health care 
provider to another is an integral component of patient safety in a hospital. This study aims to 
collect physician interests and needs about handover before introduction of a standardized 
tool in a North Eastern Italian Academic Hospital (AH). From October 2014 to December 
2014 all physicians working in the AH were asked to fill a web-based questionnaire 
concerning currently adopted methods to clinical handover and their perception on its. 
Response rate was 10.5% (90/853). 63.3% (57/90) of physicians showed maximal agreement 
with the statement “communication failures are related to adverse events” and 40% (36/90) of 
them completely agreed that “improving handover makes work safer”. Among actually used 
handover methods (total answers: 157), verbal communication was referred 45.2% times, 
written notes 26.1%, electronic supports 21.7%. The most frequently reported obstacles to an 
effective handover (107 answers) were interruptions (27.1%), absence of hospital written 
protocols (25.2%) and colleague’s inability to provide further information when required 
(17.7%). Respondents interested to test a new handover procedure were 48.9% (44/90). The 
low response rate and the fact that only half of respondents were interested in experimenting 
a new procedure stress the little relevance given by physicians to handover as a key process 
for patient safety. Furthermore, hazardous methods of transferring information such as verbal 
communication and non-structured text, combined with referred handover obstacles, suggest 
the necessity of developing a hospital policy for clinical handover among physicians. 

Keywords: Clinical handover, Physicians, Survey 

1. Introduction 

In hospital communication is very important and also the way in which information is 
conveyed plays its role, especially if we consider that this aspect is often left behind in the 
hierarchy of values of the healthcare workers. There are many studies on communication in 
the health care setting. Professional communication practices or strategies and team 
collaboration have a relationship with improved patient outcomes and patient safety and there 
is strong evidence that improving communication also increases staff satisfaction (Clark & 
Greenawald, 2013; Siedlecki & Hixson, 2015). 

To transfer essential information and responsibility for patient care from one health care 
provider to another (a practice commonly referred as handover) is an integral component of 
communication in healthcare setting (ACSQHC, 2005; Ong & Coiera, 2011; Mardis et al., 
2015). Clinical handover is the transfer of 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 basis (ACSQHC, 2009; ACSQHC, 2011). 

An efficacious handover supports transition of critical information and continuity of care and 
treatment. Clinical environments are dynamic and complex, presenting many challenges for 
effective communication. The literature highlights the effects of ineffective handover such as 
wrong patients identification, wrong site surgery and, sometimes, patient death (Rabøl et al., 
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2011; Thomas et al., 2013). The communication methods impact on the effectiveness and 
efficiency of handover as well as patient safety.  

In 2006 Joint Commission International (JCI) introduced a national patient safety goal to 
develop procedures for the handover of patients among clinicians. The input came from the 
Sentinel Event Advisory Group based on data collected in accredited hospitals which 
identified goals with the potential to protect patient safety (JCI, 2014). 

This study aims to collect physician interests and needs regards to handover before 
introduction of a hospital standardised tool in an Academic Hospital (AH). 

2. Methods  

The survey was carried out from October 2014 to December 2014. It consisted in 
administering to all physicians, working in a North Eastern Italian AH, an anonymous 
web-based questionnaire concerning currently adopted methods to transition of care and their 
perception on handover issues. 

The questionnaire (available on request) was developed on the basis of a pertinent literature 
review about handover topic by focusing on published audit and root cause analysis (Rabøl et 
al., 2011) and models for building a standardised handover protocols used in other countries 
(Quattrin et al., 2014). It included 13 items regarding physician general characteristics (n.3), 
actually used patients information transition of care methods (n.4), obstacles to correct 
shift-to-shift handover (n.1), perception and interests on handover issue (n.5). Multiple 
answers were allowed when inquiring the methods and obstacles to handover, while 
perceptions and interests in the topic required a single answer or an expression of agreement 
to certain statements through a Likert scale from 1 to 5. 

Data collected from the questionnaires were entered in an Excel spreadsheet and were 
analysed using the statistical software SPSS, version 20. 

3. Results 

Response rate was 10.5% (90/853). Among these, 76.7% (69/90) was physicians and 23.3% 
(21/90) residents. In regard to occupational area, 52.2% (47/90) of respondents worked in 
surgical operative units (OUs), 26.7% (24/90) in services OUs and 21.1% (19/90) in medical 
OUs. 

Table 1 shows actually used handover methods and settings actually where they took place 
during the day. 24.4% (22/90) of physicians referred that they transfer patient information 
only verbally, 94% (85/90) of respondents reported that they often have the opportunity to 
share opinions face-to-face on elements considered important. 42.2% (38/90) of physicians 
referred that in their units nursing staff shares handover with medical equip and vice versa, 
36.7% (33/90). 

Table 2 shows reasons about physicians’ experienced obstacles to an effective handover. 
22.2% (20/90) of respondents declared that “there are not obstacles and the handover is 
excellent”. 
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Physicians were also asked to express their perception of relevance to the topic of risk 
management and effects on daily routine. The statement “a poor shift-to-shift handover may 
lead to clinical errors, even major ones” met maximal agreement (5 on the Likert scale) in 
63.3% (57/90) of cases, while only 9 subjects (10%) gave a score of 3 or less. The other 
statements however provided a more mixed distribution of agreement. “I think that an easier 
management of handover would make my work safer” reached a score of 5 in 40% (36/90) of 
the responses, 4 in 25.6% (23/90), 3 in 23.3% (21/90). The frequency of total disagreement 
with this statement (1 on the Likert scale) was 6.7% (6/90). The declaration “important 
patient information are lost during shift change” showed a maximal agreement in 12.2% 
(11/90) cases, which is inferior to the frequency of minimal agreement [14.4% (13/90)]. 

To the question “which instrument would be more useful (reliable) to simplify the handover 
among colleagues?”, physicians reported “to promote opportunities for direct transfer of 
information” in 34.1% (46/135) of answers [multiple choice], “electronic tools with pre-filled 
form” in 23.7% (32/135), “word document with free entry” in 17.8% (24/135), “checklist 
paper form with tick” in 11.1% (15/135), “not need any of these” in 4.4% (6/135) and “other” 
in the remaining cases. 

48.9% (44/90) of respondents reported to be interested in testing for a period with their 
colleagues a different way of patient information transfer to evaluate its effectiveness. In 
surgical area physicians showed a higher percentage of engagement [63.2% (12/19)]. 26.7% 
(24/90) of all respondents did not interest in testing but they wanted to be more informed on 
handover issue and 22.2% (20/90) referred that the current situation was optimal. In surgical 
area physicians showed a higher percentage of interest [63.2% (12/19)]. 

Analysing the database of hospital incident reporting system, the adverse events/near misses 
number in the area of management information and in particularly regards to an ineffective 
handover among healthcare workers was 92 in 2014 equal to 12.5% (92/736) of all reported 
and to 0.22 per 100 admissions. 

4. Discussion 

The low response rate and the fact that only half of respondents were interested in 
experimenting a new procedure stress the little relevance given by physicians to handover as 
a key process for patient safety. Furthermore, hazardous methods of transferring information 
such as verbal communication and non-structured text, combined with referred handover 
obstacles, and the percentage of incident reporting linked to an ineffective transmission of 
clinical information among healthcare personnel suggest the necessity of a hospital 
standardized approach to handover communication in the hospital. 

The National Transition of Care Coalition defines “transitions of care” (handover) as “the 
movement of patients between health care location, providers or different levels of care 
within the same locations as their conditions and care needs change” (NTOCC, 2015). 

The first comment regards to verbal communication used more frequently for the handover. It 
was a hazardous methods of transferring information. A verbal report has the potential 
weakness of poor retention of information by the receiver, and there may be discrepancies 
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between the reported status and the actual patient status because of memory failure on the 
part of the reporter (Frankel, 2012). Literature shows that after five handover cycles, only 
2.5% of patient information was retained using the verbal-only handover method while 
85.5% was retained when using the verbal with note taking method and 99% was retained 
when a printed handout containing all patient information was used (Bhabra et al., 2007). 

Standardised checklist was a rare method reported by the respondents even if a structured 
pre-printed form had already been shown in literature to be the most effective (ACSQHC, 
2009; ACSQHC, 2011; Quattrin et al.; 2014). Checklists help in managing information 
without missing important patient data (Salzwedel et al., 2013), improve the quality of 
handover process and enhance quality of care and patient safety (WHO, 2007; Wong et al., 
2008; Matic et al, 2011). A study (Pothier, 2005), examining three different methods of 
handoff, found that the one demonstrating the greatest amount of information retention 
involved utilisation of a pre-printed sheet containing patient information with verbal report 
(96%-100%), followed by note taking and verbal report method (31%-58%), and lastly, only 
verbal report (0-58%). The insertion of incorrect information was observed in the verbal-only 
method.  

In this study a high percentage of physicians reported that handover took place at shift 
changes making presuppose that, for the respondents, the primary purpose of the handover 
was to convey essential patient care information, to promote continuity of care, to meet 
therapeutic goals and to assure the safe transfer care of the patient to a colleague. 

In line with the literature, physicians referred that their experienced obstacles to an effective 
handover were, in order of frequency, interruptions and distractions [20], lack of structured 
policies and procedures about handover (Malekzadeh et al., 2013; Quattrin et al., 2014) and 
colleague’s inability to provide further information when required. Interruptions are accepted 
in healthcare setting even if several studies suggest that they origin human error (McGillis 
Hall, 2010; Brixey et al., 2010) because they can trigger cognitive failures such as lapses in 
attention, memory or perception. Therefore, during handover critical information could be 
lost and to complete or to initiate clinical tasks could failure (Wong et al., 2008; Westbrook et 
al., 2010).  

A peculiar finding of the present research was that none of the respondents reported the 
incomplete and illegible information contributing to failed communication process. It is very 
strange because in the hospital there was not electronic medical record and the Authors 
supposed that the unclear handwriting in the clinical documents could be a problem. 
Interesting is the fact that a quarter of the sample declared that handover in his ward was 
excellent.  

Answers regards to perceptions on handover show that most of the respondents are aware that 
a poor transferring of information among physicians may lead to serious clinical errors and an 
easier management of handover would make their work safer. This knowledge could be a 
“picklock” to make participative the physicians in the standardization of the handover process 
because they believe that the primary purpose of the shift handover is to provide a safe and 
high-quality care (Wong et al., 2008). 
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About instruments more useful to simplify the handover, the respondents reported as the first 
the necessity to promote opportunities for direct transfer of information. This answer reveals 
the need of social interaction to debrief, clarify information and update knowledge. Literature 
reports that face to face communication is the best means for ensuring responsibility for 
patient care and it assists handover to be an interactive process, where opportunity for 
questioning and verifying is enabled between the giver and receiver of the information 
(ACSQHC, 2009). Some studies found that face-to-face handoffs were preferable to those 
that exclude a face-to-face conversation (Arora et al., 2008; Friesen et al., 2008). In fact many 
other modalities, besides the written ones, are involved in the handover communication such 
as paralinguistic features (pitch, pace, intonation, hesitations) and non verbal behaviour 
including information delivered throughout gesture, posture, bodily orientation, facial 
expression, eye contact and physical distance (Frankel et al., 2012).  

In this study electronics tools were considered more useful than word document and checklist. 
Computerised tools should be designed to aid communication between doctors, during 
handover preparation, as well as the handover itself and subsequent activities. These 
electronic solutions are designed to improve the accuracy of information transfer, but do not 
take into consideration the behavioural aspects and, therefore, do not always assess all the 
functions of handover (Frankel et al., 2012). 

Surgical area physicians demonstrated an interest to implement a new standardized methods 
for clinical handoff while a third of the sample did not show this interest but it wanted only to 
be more informed on handover issue. 

In conclusion many suggestions derived by the results. First, the safety culture in regards to 
handover proved to be immature, therefore it is essential to spread the culture that a poor shift 
report, with essential information not documented properly, may contribute to an adverse 
outcome. Second, the heterogeneity of methods and tools used for handover in the hospital 
determines the priority to standardize the process of conveying essential patient information. 
Third, the approach to implement a standardized handover communication will be 
participative, not top-down, that is each handover will be designed to fit the workload and 
users will be included in the design process. Remarkably, the same tool may not be perfectly 
suitable for every discipline and organization, and every team can adjust it to its own needs 
(Quattrin et al., 2014). 

5. Conclusion 

This study represents a primary level of analysis of the context and early involvement of the 
handover users in a hospital. It gave significant recommendations to orienting the 
organization to the adoption of methods that increased the effectiveness of handover among 
healthcare workers at several patient’s care levels. 
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Table 1. Distribution of used shift-to-shift methods and actually setting to transmit patient 
information among respondent physicians (multiple choice) 

Shift-to-shift methods actually used N° % 

Verbal communication 71/157 45.2 

Written note 41/157 26.1 

Electronic support 34/157 21.7 

Standardized checklist 4/157 2.5 

Instant messaging 4/157 2.5 

None 3/157 1.9 

Handover setting N° % 

When my colleague takes over on duty 64/157 40.0 

When I finish my ward shift 54/157 33.8 

During informal breaks 14/157 8.8 

At the end of the round ward 12/157 7.5 

Morning report/ward meeting 5/157 3.1 

Never 3/157 1.9 

Other 8/157 5.0 
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Table 2. Reasons of physicians’ experienced obstacles to an effective handover (multiple 
choice) and some single reason 

Obstacles to an effective handover N° % 

Frequent interruptions and distractions 29/107 27.1 

Lack of structured policies and procedures about handover 27/107 25.2 

Colleague’s inability to provide further information when required 19/107 17.7 

Handover takes time to other activities 9/107 8.4 

“My colleague is not easily accessible when I end my shift” 6/107 5.6 

“I finish the shift soon after surgery” 3/107 2.8 

Single reasons 

Interpersonal communication problems 

Transmission not of objective data but of their interpretation 

Fatigue at the end of the shift 

Lack of written tools for handover 

Lack of electronic support for handover 

Shift to shift handover are sometimes quick due to the turnover of surgery or other tasks 
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