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Outline

Transfers of care — increasingly frequent
Examples of handover at Western Health

What i1s needed for Effective Clinical
Handover ?

Current barriers




It's simple — (but not easy !) ----
Appropriate Clinical Decision Making
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Where's the evidence that Formal Clinical handover
makes a significant difference to patient safety?

* Petersen LA, Orav EJ, Teich JM, et al. Using a comput  erized sign-out program to improve continuity of
inpatient care and prevent adverse events. Jt Coma-J Qual Triprev, 1998;24.77-87

* Van Eaton EG, Horvath kd, Lober WB, et al. A randomi  zed control trial e¢valuating the impact of a
computerized rounding and signing-out system ori-ean tinuity of care and resident work hours.
J Am Coll Surg 2005:200:538-545.

* Aurora V, Johnson J, Lovinger D, et al. Communicatio n failures in patient sign-out and suggestions for
improvement: a critical incident analysis. Qual Saf Health Care 2005;14:401-407.

* Lee H, Levine JA, Schultz HJ. Utility of a standard ized sign-out card for new medical interns.
J Gen Intern Med 1996;11:753-755.

* Wilson RM, Harrison BT, Gibberd RW, et al. An analys is of the causes of adverse events from the Quality
in Australian Health Care Study. MJA 1999;170: 411- 415.

» Bates DW, Leape LL, Cullen DJ, et al. Effect of comp  uterized physician order entry and a team
intervention on prevention of serious medication er rors. JAMA 1998;280:1311-1316.

» Bates DW, Gawande AA. Improving safety with informat  ion technology. New Eng J Med. 2003;348:2526-34




Sunshine Footscray
205 Acute, 75 Sub-acute beds + ED 289 Acute, 25 Sub-acute beds + ED
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More transfer of care than 1986

More transfers
between hospitals

More transfers
between wards and
their staff

More transfers
between junior medical staff
within the same unit

More transfers
between units

More transfers
between consultants
within the same unit
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More changes in staff than 1986

Shorter hours for
junior medical staff

More locums
and agency staff

Shorter term rotations

Rotating rosters within
units within the same term

More specialization
- more referrals

More consultants

More frequent Leave —
sick leave, study leave,
conference leave,
annual leave,

+ half days off




“Medical” handovers at Footscray

Each Unit has different process

Medicine — different Units: General Internal Medicine and
subspeciality units

Surgery — general, colorectal, vascular, urology,
orthopaedics, plastics

Departments of ICU, ED

Very low doctor/patient ratio after hours and weekends

At least 3 “shift changes” per day for at least 2 different
levels of seniority among medical staff




ON SITE COVER - DIVISION OF MEDICINE — General Internal Medicine

8/8.30am 1pm 5pm  8/8.30pm, 9.30/10pm
Day Registrars
! Night Reg
Evening
» | Registrar
>
»|  Afternoon off
Day Interns
Night Intern
»| Afternoon off
>

p| +/- Afternoon off

Consultant on-call
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ON SITE COVER - Division of Medicine — Subspecialitie

S

8am lpm

8-8.30pm

Day Registrars
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Afternoon off
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Afternoon off

Day HMOs

>

Afternoon off
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Afternoon off

Evening
HMOs

+/- Registrar on-call

Night HMOs x 2
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+/- Consultant on-call
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On Site cover — Division of Surgery

No formal Unit handover meeting
Predominantly at registrar level
Usually one to one

Face to face or phone handover, may
depend on Unit and location of doctor




Emergency Departments

hree EDs

 One has well developed “in-house”
electronic handover software, tailored to
Its own ED environment

(Not used at other EDSs)




Handover Sheet [/ Division of Medicine _/ Subspecialities
Western Hospital Footscray
Date: / / Handover to be held in Residents Quarters betweend  aily 0800 - 0830 hours, and at end of shift.
Doctor/Unit handing over
This sheet is to cover both new admissions  or transfers , unstable patients , and significant pending results to check

Unit Patient/UR/Ward Main Issues Results to Plan
(or bradma (or bradma) follow up




PATIENT PROBLEM LIST

For use by: General Internal Medicine and Infectious Diseases Unit Interns & Registrars at Western Hospital.
(Print this template onto standard hospital progress notes.)
To be referred to daily, and in conjunction with daily entry in progress notes.

Past Health

1. 5.

2. 6.

3. 7.

4. 8.

Problems this admission Updated problem (date/name)

1.

If insufficient space, use reverse side

Social Issues

NER status (circle whichever is appropriate):

a. Has this been discussed with the patient, or relevant carer? YES / NO
b. Is the patient for resuscitation? YES /NO
c. If answer to "b" is "NO", has NFR form been completed? YES /NO
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“Nursing” handovers - Footscray

e 11 wards, plus ED
and ICU

e 8/ 11 use their
own In-house MS
Word or Excel
hand-over sheets
(all different )

e 3/11 use
"“Homer” sheet




F

™ 1or) FULES G AT Mgy BR MTR | ety A e e E A S

518 ......_.Dr_m - = FREAR ——-— - —a wi—s = aa-ws L VA S T e ML L sl A |
H4N
3 YosonlW ()
oMIaN PpY L HAN  seEEedfausmag g m_u____:m_u_..
wirgnds feaaa fiyyoyy figsayn sweds Ga) g aey 11a' 0o’ dotsyd ey e shps ssau e am onau
AEHE- WIEd BPUE 7O JUsunUoDUrSwBay 30 @ papi=(] -
SO0 i HiY Buobiuo | spaagifufizmouptapis [ jeam alanasaiseydg)|-sab EROUIL] 19r puegsny | +04 (7 s LOHY AN FOIN Y abieg I 628
0Z0EL
omnap
HiN  Sauois|enylH
|Lnwidogan | 25030 oS uaumuoau) ‘ayons JONE Ond=yd ssauyean
00K 0F) [ANOD SEAURYSM PapIE [ TUslayaaul sl 508 S900N [y-Bunmuony  — T 3
L4341 MLE MO NS LY e Hy shiewyied [Eaa OHOA| 034 190 HM Add abeyuowaeysrg [
antouEs
WUEYS o0 4 PUE D94 L eIl [EID ETTET BT EN R LT VR HLYD
OH & Al sy abemoauz Jusunuoom (uwispefa) haspgeae 1E ||B passaupmun [euds -
*mloishyd Buobug | amssaid diy (9 suen 50y BulpuEls "pasnjuony SAEM | yos 12120H | olpez Bxsepdoayurenuay 4 Jon(UE — T
L3 =181} o ™I L m_u__—:.—._u
AUELRSIP [ 9109 o 0 1R -PEYTILY S M HIMIES S8 M L) i
yoaads FEpUOL UEDS SUOGUIEN] 4] spalad BN SpIng a6e noou3g ynding aupn wo) HAN ISEUO0a omapy
I3y ERIpE A oyLD SaEmEnEal | (el 2arismop’ (e wd Joi-¥l 26p 505 guiamed sy usppe eD Wil HA _H_ 3
1133 puk fiel-s diy Buipuadiuas fsie) sheayied jeamnja (R[] fijjeso | ynepuos | |y ssauyeam wie Jwseds baj g -ayong L i ]
A0LE0
HAN Uouag, 4
EEL TR omap
03 MBI\ ENUAWLSR IS OWE "BSESSIp
Buipuad ke 5oy Sy |EI0 104 REE S1ES 20+ fismoug i [ 130 andag =H Bury|ew 3w gL samo) “———
3ol FLSIE Q0 CINAU §2 DM S IEuRUoDy g id = [ W SR URISODUR 0 13 SUD USPRRE — -
" IESY palE 10 sheayied jeanny Wi | d40md| yumauopg | yes paguasalyTpaagg seyagatag [ ik
e 155 sodhy B0 153 Ol | abulelp wWopuog oo
i ? A0ALED
OpUT iy (2000 e BaT) (200 =1t} OHIEpINoYE [ W oue s p
uj anpwe] o yons figep Buissag | yead O LOIHLS EaY an0qe o |EaDwWwal uanay | H oy s KHA omap
THpgleucp wie | daay 'giy/g00s &)y wE 1oy seo)d Snnasel 7 25108 wiyl]

49 anlap] [Elpeid( + apsniagEanE (] 22 SuBllamonys 104 s Buns- 50y 1sissy (RN} qeI0 [ Scaugeam anlssaibony _H_ g K “
sajejdwal [ -
sajejdwal & Skl anfLol

- fi f 3 d !
81 [BiBUaY _ E__uun_.zm o.w_os.u m“.u wu_mumn: i an__n_.j._. a 3
Eeayyed N PTHLSY OHI S o' "X Hd 04 OdN3IN
lwsy Wwoay man uojaaddog [EDIUIG WO JUSIUST EIEEE | e D I ssaulizzIp-55auyeam _H_
i . . ! T . 3 1] o8
OM 35000 mh._ A0 Spasu gy yaaadgeHg | quigt WOI SN LNE'SEMIT 1T H3M0d M'H-500 Ll amd I Baj pq aydan0HLE —
e a4 LEHIATIY aonan
H10p Hyuelg ﬂ_ 1 suanade Bal 0 4 aUSIpEUEJ § [OpEUEd B2l LH Uy e s ¢
e duway Joguow ‘nopgl anoge yaged g yaagshaaoyatsnnearaued'sanoys)| e6 2eyd odnan
N SO0 40y JH 10 fijlwEy 2y o 'A005 01 1845Uel 1510 uiyap 108|680 WIE[JsszauyE M _H_ -
HA0M BUDN m.m £ Waam mau pe i Boobuo | 400 HUoD R UEUEUI0aU) [T e pow Gl -pl-508 Ll pasaind layBnep [E1aE [T uoiEnuoo wmgd -HoO1 e d
JUT 48150y
JSEIpeEaY Jon1ig0
A
Jssipesy e [euosiad (-2 Hn YN odnan
7 doy ydeug UERH 1O fisuapodi | Wi} &) Hn) ukede g eifeydsfipsss iogyoes 590 1L ST LSMON OHN LH X Hd T
om & uadp |Eu0i4 (1-8.L0 =[] I panosa) swodiohs ||B'0gs quiy’ JN'GL-S08 | d4amd auoje Elzeydshp mid -y | —1
P SILON ATV uioneunsa abieyasin jueld |02 asuaunuon ‘Supqow *sqol a1ea brea| 11w g | ewos (861214 24 ) s150ubein SHEIAC] uaNE Y
= : § R
M MSN o | I d @] d 0 N i 3 304 ¥
znusLWap aseA AwolosisAds|oy] eD slejsold Zxdun L and YINYHLSY OHI 3d YWY -XHd a4+ sseuAzzip+sseuyespn O8] ig m/d IHOULS ¥ = 0L

[

— v i = — | e A - s - —— = . i -— —_——



SRS S e e IS © Ui

4

supjueq INOH #7




“Standardised Handover” ?

Handovers need a certain minimum content,
but then must be tailored to match the
unit or department:

 Differing clinical problems and needs

» Differing numbers of staff, rostering
methods, etc

e Differing staff roles




What Is needed ?

1. User-friendly and interfaceable Electronic
handover system

+

2. Face-to-face handover
_|_

3. Dedicated location
_|_

4. Dedicated time
_|_

5. Continuous promotion by dedicated Clinical and
Executive Leadership

+
6. Performance Indicator measurements




Minimum content for handover ?

Medical:

Which patients ?

 New admissions

e Unstable patients

o Patients awaiting critical results

o Other patients

Patient details required _ (point format):
Patient clinical problems ... list detalils
Anticipated problems
Social situation
NFR status
Recent pathology + radiology results
Current medications
Allergies
Admin detalls — which ward, unit, consultant,registrar,
date of admission




Minimum content for handover ?

Nursing

Which patients? =2 All of them

Patient SUMMARY details required :
* Admission diagnosis

Other active clinical diagnoses

Significant Past History / diagnoses

Social situation

NFR status

Admin details — (ward, unit, consultant, registrar, date of admission)

|V antibiotics, other IV meds




Minimum content for handover ?

Nursing (cont.)

Diet

Frequency of, and type of observations required
Pressure care required

Mobility status

Continence status

Plan of management (incl consults, investigations)

Discharge plan, including estimated date of dischar ge




Barriers to Optimal Clinical Handover
1. Organisational / Professional Culture

Failure to have IT regarded as a
Ilgnorance of 210} non-essential commodity

risks of poor transfer form of handover instead of
of clinical information already ! an essential resource

~_1

“DamS” LaCk Of ) ) ]
of PRI o rformance measurement o Ml viewed as a priority
clinical information re Clinical Handover

“Neanderthal”
understanding Perceived inconvenience
of error theory
by many “leaders”
(Berwick 2003)

Resistance to change in
several simultaneous
habitual systems




Barriers to Optimal Clinical Handover
2. Basic logistics

Absence of appropriate

hvsical ? No overlapping shifts
physical space

Appropriate financing
and structure

One doctor may cover
G e A — several units with different

Time constraints — < “start” and “finish” times

usually costs money
in the short_term!)

Omitting important One doctor may cover

details in Handover lllegibility of 2 Oor more sites, or Units

iInpatient notes
or handover sheets




Barriers to Optimal Clinical Handover
3. Non-provision of appropriate Information Technol ogy

Absence of a
usable electronic database Inadequate
which can be shared patient registration
between teams software

No widely Absence of an appropriate Failure of
accepted standards Electronic different software

for software Medical Record o interface

Lack of effective No incorporation

electronic tools of Clinical Handover
to audit Software into typical

Clinical Handover health IT systems




Barriers to Optimal Clinical Handover
4. Individual / Personality / Behavioural factors

Variability in Differing expectations
attention to detail between
between clinicians different clinicians

Language difficulties

Resistance to Other
Information technology

communication barriers
by some
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