
Improving the quality of medical 
handover on a paediatric ward

I
mproving communication between 
health-care professionals is essential for 
patient safety (Eggins and Slade, 2015). 
Poor communication during handover 
leads to the responsible medical team 

having to manage patients with inadequate 
or inaccurate information. There have been 
multiple attempts at improving handover 
and creating a standardized handover 
protocol in different health systems. One 
of the tools SBAR (situation, background, 
assessment, recommendation) has been 
noted to improve communication and 
has also been successfully used in medical 
handovers (Thompson et al, 2011).

Standards of handovers were discussed 
at the local junior doctors forum monthly 
meeting; it was highlighted that without a 
standardized approach, there was a risk of 

Dr Molla I Ahmed, Registrar in Paediatrics, 
Department of Paediatrics, North West 
Anglia NHS Foundation Trust, 
Peterborough City Hospital, 
Peterborough PE3 9GZ

Dr Neeraj Nirmal, Senior House Officer in 
Paediatrics, Department of Paediatrics, 
North West Anglia NHS Foundation Trust, 
Peterborough City Hospital, Peterborough

Dr Afraa Al-Sabbagh, Consultant 
Paediatrician, Department of Paediatrics, 
North West Anglia NHS Foundation Trust, 
Peterborough City Hospital, Peterborough

Dr Mona Aslam, Consultant Paediatrician, 
Department of Paediatrics, North West 
Anglia NHS Foundation Trust, Peterborough 
City Hospital, Peterborough

Correspondence to: Dr MI Ahmed 
(drahmed38@gmail.com)

significant information regarding patients 
being missed at handover, particularly at the 
end of busy shifts. 

Aims
A quality improvement project was set up 
to improve the quality of medical handover 
in a paediatric ward by incorporating use of 
the SBAR tool into the medical handover 
and use of a job book for outstanding 
jobs. The job book included details of 
the job handed over to the medical team, 
an indication of its urgency and the 
responsible consultant (if required); the 
jobs that were completed were crossed off 
to avoid confusion.

Making a case for change
Following discussions in the junior doctors 
forum, a case for change was identified. The 
proposed changes were discussed with the 
paediatric consultants and were met with 
positive feedback. 

An initial audit was conducted in 
December 2017–January 2018 where the 
medical handovers of 222 patients (89 
new and 133 follow up) over 12 medical 
handovers were reviewed. These handovers 
included four weekday mornings, two 
weekday afternoons, two weekday evenings, 
two weekend mornings and two weekend 
evenings (Table 1). The job book was used 
in four of the 12 handovers (33%).  

Results of the initial audit
The analysed data were presented at the 
departmental audit meeting, and the results 
were disseminated to all the consultant and 

junior doctors. Awareness of the SBAR 
tool and the importance of using the job 
books at handover were discussed at all 
junior doctors forum meetings. Posters were 
designed and placed in the doctor’s office, 
where the handover happened, to remind 
the junior doctors and consultants about 
the need to use the SBAR approach and job 
book at handover. The job book was kept 
in an easily accessible and visible location 
in the doctor’s office and junior doctors 
were reminded by the team to add pending 
jobs to the job book at each handover. The 
reminder could have come from any of the 
junior doctors or consultants – having the 
consultants involved will hopefully ensure 
that the change is sustainable. 

A re-audit of medical handover was 
conducted in June–July 2018. This involved 
audit of 411 patients (248 new and 163 
follow up) in 18 medical handovers. These 
handovers included five weekday mornings, 
two weekday afternoons, five weekday 
evenings, three weekend mornings and three 
weekend evenings. The improvement from 
the initial audit is detailed in Table 1.

Improvements were noted in the handover 
of history of allergies and medications, latest 
observations, relevant investigations and 
handover of priority reviews. On reaudit 
there was also improved use of the job 
book (16 of 18 handovers) to handover 
outstanding jobs.

A limitation of this project was that 
this is a single centre experience and only 
medical handover was assessed. Having 
the consultants involved and inclusion 
of handover in junior doctors’ induction, 
emphasizing the use of the SBAR tool and 
the job book at handover, should help to 
ensure that the change is sustainable.

Learning and next steps
This project showed that a standardized 
approach to medical handover helped to 
ensure continuity of care of paediatric 
patients. The next steps are to improve 
awareness of the SBAR tool among junior 
doctors, involve junior doctors in risk 

ABSTRACT
Improving communication between health-care professionals is essential for patient safety. 
This article outlines a quality improvement project carried out to improve the quality of medical 
handover on a paediatric ward. The project incorporated the use of the SBAR (situation, 
background, assessment, recommendation) tool and use of a job book to highlight outstanding 
jobs in the daily handover. The project showed an improvement in the quality of handover and 
highlighted that a standardized approach to medical handover helped to ensure continuity of care 
of paediatric patients.
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management and reaudit the quality of 
handover in a year’s time.

This quality improvement project 
emphasizes the importance of highlighting 

areas of improvement in patient care, 
having good stakeholder engagement, 
ensuring that the proposed changes can 
be sustained and incorporated into daily 
working, and that team members are 
empowered to achieve and sustain quality 
improvement goals.  BJHM
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Table 1. Improvement in handover data from initial audit to reaudit

Initial audit (December 
2017–January 2018) 
number (percentage)

Reaudit (June–July 
2018) number 
(percentage)

Number of handovers 12 18

Number of patients New 89 248

Follow up 133 163

Total 222 411

Patient background 222 (100) 411 (100)

Past medical history New 84 (94) 248 (100)

Follow up 48 (36) 130 (80)

Allergic history New 45 (50) 203 (82)

Follow up 9 (7) 65 (40)

Medication history New 41 (46) 186 (75)

Follow up 44 (33) 82 (50)

Current management plan 222 (100) 411 (100)

Latest observations New 46 (52) 201 (81)

Follow up 56 (42) 122 (75)

Handover of relevant investigations Follow up 45 (34) 103 (63)

Outstanding jobs 222 (100) 411 (100)

Priority reviews New 46 (52) 186 (75)

Follow up 73 (55) 142 (87)

KEY POINTS
■■ Improving communication between 

health-care professionals is essential for 
patient safety.

■■ Use of the SBAR (situation, background, 
assessment, recommendation) tool helps 
handover pertinent patient information 
effectively.

■■ Use of a job book that highlights 
outstanding jobs in the daily handover 
helps ensure that jobs are not missed.

■■ A standardized approach to medical 
handover helps to ensure continuity of 
care of paediatric patients.
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Quality improvement projects
Quality improvement in perioperative 
medicine: driving the revolution

Quality improvement methodology now 
forms a staple part of medical curricula, 
with teaching programmes and skills in high 
demand (Royal College of Anaesthetists, 
2010). The Academy of Medical Royal 
Colleges (2016) has mandated that quality 
improvement science underpins all levels of 
medical training. 

As a new and evolving field, perioperative 
medicine has already sought to put quality 
improvement at the heart of its mandate for 
improving patient care. This is evidenced in 
the joint consensus statement between the 
American Society for Enhanced Recovery 
and the Perioperative Quality Initiative 
published this year (Moonesinghe et al, 
2017). While perioperative medicine has 
the ability to embed quality improvement 
methodology at an early stage, in anaesthesia 
this process has developed over time. 

In 2000, the Royal College of Anaesthetists 
first attempted to standardize the process 
and output of local audit projects via the 
publication of Raising the Standard, a 
compendium of audit recipes for individual 
institutions (Royal College of Anaesthetists, 
2006). While this gave focus to topics of 
interest, processes and outcomes measured, 
the lack of a central repository for these results 
made it difficult to look across a larger scale. 
The ability to precisely identify, define and 
measure a problem is integral to the process of 
quality improvement. To enable this to take 
place individual institutional audit has evolved 
into the national audit project programme, 
coordinated by the National Clinical 
Audit and Patient Outcomes Programme, 
commissioned by the Healthcare Quality 
Improvement Partnership for NHS England. 

The Healthcare Quality Improvement 
Partnership maintains the National Audit 
Registry, currently comprising 32 separate 
topics (Healthcare Quality Improvement 
Partnership, 2017). 

Currently the success of national audit 
projects is determined by a combination of 
the driving force of the project organizers and 
the engagement of health-care professionals 
on the shop floor. Increasingly, however, 
participation in national audit projects is being 
prioritized by the Department of Health, by 
linking data collection to tariff payments 
and embedding national audit project results 
in policy documents such as The Five Year 
Forward View (NHS, 2014). Completeness 
of data collection is increasingly considered a 
quality metric and there is a suggestion from 
national audit projects that the simple act 
of collecting data may improve practice at 
a local level, potentially through a type of 
‘Hawthorne effect’ (Holden, 2001).

The combination of incentivized 
participation at an executive level and 
increased education and encouragement 
at a grassroots level means that not only is 
quality improvement open to all levels of 
health-care professional, it is increasingly 
seen as a responsibility of all members of 
the perioperative care team. 

Aims
This article presents an overview of three 
ongoing national quality improvement 
initiatives (Healthcare Quality Improvement 
Partnership-commissioned audit projects)
relevant to perioperative medicine. It describes 
the obstacles to implementation of effective 
quality improvement in clinical practice, the 
limitations of these initiatives and potential 
solutions. Finally, it highlights opportunities 
for health-care professionals to engage in and 
contribute to improvement science.

Audit projects
The National Emergency Laparotomy Audit
The National Emergency Laparotomy 
Audit (NELA) is an Healthcare Quality 
Improvement Partnership-commissioned 

ABSTRACT
Perioperative medicine and quality improvement are both emerging fields with the potential to 
contribute to safer and more reliable care for surgical patients. One key component has been 
the evolution of the national audit project programme. This article describes the current state of 
quality improvement within perioperative medicine, the evolution of the national audit project 
programme and the effects it has produced on the quality of patient care. The article also highlights 
opportunities for health-care professionals to engage with this innovative area of medicine.
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P
erioperative medicine and quality are 
terms which are intrinsically linked. 
The Royal College of Anaesthetists’ 
(2015) definition of perioperative 
medicine encompasses reducing 

variation in practice and improving patient 
outcomes. Combine this with the principles 
of safety, efficiency and equity, long implicit 
within the field of anaesthesia, and one arrives 
at the definition of quality improvement 
provided by the Health Foundation (2013). 
The synergy between the two concepts is clear. 
Perioperative medicine provides a structure for 
the care of patients through diagnosis, surgery 
and recovery, and quality metrics provide the 
analysis of how well these aims have been 
achieved. Thus quality improvement allows 
clinicians to measure and improve each facet 
of the patient journey, increasing safety and 
efficiency while limiting variation. 

Quality improvement has existed within 
health care for decades (Chassin and Loeb, 
2011), evolving from domains such as clinical 
governance, local audit, and mortality and 
morbidity meetings. Recently, efforts have 
been made to form these disparate and often 
ineffective tools into a coordinated approach.
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Communication between primary 
and secondary care

E
ffective communication between 
health-care professionals is vital for 
patient care and safety in the NHS 
(General Medical Council, 2013). 
On admission to hospital care is 
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transferred from primary to secondary care. 
Although hospital medical notes remain 
largely paper based, GP records are now 
electronic (Purves, 1996; Chan et al, 2008). 
Access to patient summaries from electronic 
systems, e.g. EMIS, provides vital background 
information, which is especially important 
to reduce error when a patient is unable to 
provide an accurate history. Despite access to 
these methods of communication, telephone 
conversations have remained an important 
method of communication between hospital 
staff and primary care.

Previous studies have shown hospital 
doctors have difficulty contacting GPs via 

telephone, and vice versa (Berendsen et al, 
2009; OnMedica, 2011). EMIS is now the 
most widely used GP system in England 
(EMIS, 2013) and is becoming accessible in 
hospitals. Connecting Care is an electronic 
shared record available in Bristol which 
enables health-care professionals to access 
a wide variety of information including 
past medical history, acute and repeat 
medical prescriptions, allergies and previous 
investigations. This quality improvement 
project assessed the ability to obtain this 
information from GPs via telephone and 
determine if access to Connecting Care 
for secondary care doctors would improve 
efficiency and ultimately patient care and 
safety. 

Methods
A prospective cross-sectional pilot study was 
conducted in a Yorkshire district hospital 
between January and March 2014. Thirty 
GPs were contacted to determine the time 
taken for secondary care doctors to contact 
GPs for information and their views on 
current communication to ascertain the 
benefit of conducting a further study in order 
to improve communication between primary 
and secondary care. 

A prospective cross-sectional study was 
subsequently conducted, with fifty GPs 
contacted between September 2015 and 
February 2016 as part of normal care. 
Outcome measures included date and time 
of the call, time taken for a receptionist 
to answer and whether the practice used 
an automated telephone triage. Transfer 
time to the patient’s usual or duty GP was 
documented. If a GP was unable to take 
a direct call, a message was left and time 
taken for the GP to return the call was 
recorded. To assess efficiency of access to 
electronic records, 100 patient records were 
accessed using Connecting Care between 
October 2015 and February 2016 instead 
of or before phoning GP surgeries. The date 
and time of record access, time taken to 
access information and whether the desired 
information was found were documented.

ABSTRACT
Background

Up to date patient data is a cornerstone of optimal safety and care, so admission to hospital 
requires transfer of data held in the community to secondary care. Despite the advent of electronic 
medical record systems such as Connecting Care and EMIS, the telephone remains the mainstay 
of communication. 

Methods

A prospective cross-sectional quality improvement project was conducted to assess the time 
taken in telephone communication between primary and secondary care doctors and determine 
if access to the electronic shared system, Connecting Care, would improve efficiency. As part of 
normal junior doctor activity, fifty GPs were contacted between September 2015 and February 
2016 to obtain medical data on patients admitted to UH Bristol. Time taken to contact each GP and 
the duration of the conversation was recorded. One hundred patient records were accessed using 
Connecting Care between October 2015 and February 2016 and the length of time taken to access 
information documented. 

Results

Out of 50 phone calls 27 resulted in direct transfer to a GP with time to transfer ranging from 
12 seconds to 19 minutes 51 seconds (mean 8 minutes 10 seconds, median 7 minutes 16 seconds). 
A total of 28 messages were left with the receptionist with 16/28 phone calls being returned and 
time taken for the call to be returned ranged from 34 minutes to 21 hours 3 minutes (mean 5 hours 
50 minutes 4 seconds, median 4 hours). Information was available for 88/100 patient records 
accessed using Connecting Care with a mean duration to access information required of 1 minute 
47 seconds. This was significantly shorter than the mean duration of conversation with GPs (4 minutes 
22 seconds), mean total duration of telephone call and mean total duration of time to achieve aim of 
call with GP practices of 13 minutes 18 seconds and 2 hours 14 minutes 11 seconds respectively.  

Conclusions

This study identifies areas of potential improvement in current methods of communication 
between primary and secondary care. Direct telephone contact will always have an important role 
in sharing information. However, access for secondary care doctors to electronic patient records, 
with patient consent and consideration for confidentiality, would improve efficiency and alleviate 
time pressures on both busy primary and secondary care doctors. This would have a positive 
impact on patient care and safety.
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