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Handover is a major preventable cause of patient harm if conducted clearly in an
organised manner Name e 90%
2 identifiers N 22%
Royal Col.leg(-e of Physicians (RCP) handc?ver toolkit (2015.) recomme.n'd-s- Location 94%
standardlsg’-uon of handover process with clear leadership responsibilities and Differential diagnosis I 58%
accountability?! }
Escalation plan N 22%
HRI ward medical handover takes place daily at 17:00 & 21:00 with additional Discharge planning 0%
meeting at 9:00 on weekends Reason for handover e 73%
Task specified " 83%
Last Care Quality Commission (CQC) inspection raised concerns regarding Urgency N 13%
escalation and medical reviews of deteriorating patients?
Handover is a dedicated platform to help identify and prioritise such medical
reviews. Ward roles were discussed in all except one, but CPR team role was identified in only 3
No teaching was delivered during any handover included in this study
Aims
To observe how medical ward hand over process is carried out and measure the
current practice against RCP handover toolkit Conclusions
The trust has defined protected time and space for medical handover for which attendance
We also wished to identify areas in need of change/improvement to ensure safe is recorded.
and effective patient care.
Although well attended by on-call members, ward participation is inconsistent with EAU
under-representation. Moreover, a recurrent theme of non-attendance for 17:00 weekday
handover was observed for medical registrars
Methods Details pertaining to patient’s identification, clinical details, escalation and review immediacy

A prospective data using predesigned questionnaire embedding RCP was patchy and substandard

recommendations was collected by observing 16 medical handovers over 2-week
period in August/September 2018.

This audit covered ward medical handover with a good mix of shifts. Data collector
attended handovers from start to finish time

ACTION
PLAN

Results
A » A ward bleep reminder to improve participation
@ 1 weekend @ » Bring evening handover time forward to 16:30
16 Handovers — » Handover proceeding checklist adopted from RCP handover kit to be followed by team
leader
» Standardised handover sheet for recording patients details
Team carried out introduction in 5 and signing sheet was circulated in 14 » Us handover as a platform to improve leadership and accountability

» Team leader should seek for developmental needs of team members and use handover
as a learning opportunity for all.
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