
Intra-hospital handover

• Is a high risk communication process

• 60-80% of communication failures (including 

handover) contribute to clinical incidents (1)

• Is a risky scenario because (2):

• Differing health professional from differing 

contexts require coordination  

• Organisational pressures 

• Logistical arrangements of transferring 

patients 

Aims

• To identify the barriers and enablers to effective 

emergency department (ED) to inpatient unit 

(IPU) nursing handover 

• To identify the barriers and facilitators to using a 

standardised handover form for ED to IPU 

handover 
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Study design

• We undertook an integrated knowledge 

translation approach, where end users were 

involved in all phases of the research

Methods 

• Focus groups were conducted with n=50 nurses, 

using semi-structured interview guides 

• 4 focus groups were conducted on IPUS, 2 

focus groups were conducted in ED 

• The theoretical domains framework (TDF) (3) 

was used to explore nurses perceived barriers 

and facilitators to effective ED to IPU handovers, 

and to using standardised forms for ED to IPU

handover

2. Collaborating across settings 

• Understanding the receiver’s needs 

• Understanding the giver’s contextual pressures 

• Desiring better relationships 

3.  Using standardized forms

• Creating forms that allow both parties to work together

• Using forms can enhance accountability and information 

quality 

• Implementing the form requires tailored strategies for each 

unit 

Conclusions 

• ED to IPU handover is a complex process (multiple people, 

documents and strategies to enhance information continuity)

• IPU nurses have information expectations, but they need to be 

realistic for ED nurses 

• Forms may benefit handover, but consideration needs to be given 

to their implementation

• Patients were not involved in the process; suggesting an area for 

further investigation  

The standardized form

• Nurses from ED and IPU settings formed a working 

group to develop a standardised handover form, over 

the period of 12 months. Forms were used to guide 

focus group discussions

Analysis 

• Inductive qualitative content analysis was used to 

analyse interview transcripts 

Normally, we've got the Electronic 

Medical Record (EMR) open and 

they've got the EMR open, that's 

what we're getting.

the important stuff in ED is to do 

things quickly and find out what's 

wrong.  But the important stuff for us 

is to know the plan and how they 

mobilise…, which often isn't the 

priority downstairs.

Results

Nurses described the handover process as follows:

3 themes emerged from analysis 

1. Strategies to ensure continuity of information:

• Analyzing charts to inform handover 

• IPU  nurses prompted information they need

• Involving ED bedside nurse in at least 1 handover 

• Clarifying roles during transfer and handover 2 

So it's just a matter of both sides of the 

party coming together and going, right, 

do you have the form in front of you? 

Let's run it from top to bottom. Because 

then you're not going to get lost and be 

like, oh…I'll just got back to writing it on 

this Post-it note. 


