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Abstract:

BACKGROUND: The patient handover process is in fact a valuable and essential part of the care
processes in the hospitals. This can be a factor in increasing the quality and effectiveness of medical
care. Incorrect and incomplete handover can increase the percentage of errors and cause serious
problems for patients. The aim of this study was to identify the handover challenges concerning
safety and quality of health services.

MATERIALS AND METHODS: A systematic review was conducted according to the Preferred
Reporting Item for Systematic Reviews and Meta-analyses guideline. The key words “challenges
of patient handover” or “challenges of patient handoff” were used in combination with the Boolean
operators OR and AND. The ProQuest, Ovid, Doaj, Magiran, SID, Scopus, Science Direct, PubMed,
and IS| were searched.

RESULTS: A total of 263 articles were extracted, and 20 articles were selected for final review.
The results of selected articles indicated that there are various challenges such as communication,
noncoordination, nonuse of checklist, poor management, time management, and other things. These
studies reported that communication was the main challenge of handover process.

CONCLUSIONS: Hospitals try to provide a lot of services to the patients and other customers in a
safe and healthy environment. Lack of communication among the incoming and outgoing nurses in
handover process is one of the main causes of reduced safety and quality of services and patient

dissatisfaction.
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Introduction

atient safety is an essential component of

the health systems, and it is of a global
concern."' Identification of services provided
is the first step for the improvement of the
quality of services.” Maintaining patient
safety increases, the chances of success in
gaining optimal results in treatments.!"! This
is one of the biggest challenges of providers
of healthcare services. Failure of effective
handover is a major preventable cause
of patient harm, which is also the most
important step in ensuring the patient’s
safe handover. Patient handover is in fact
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a valuable affair and an essential part of
processes and workflows in hospitals.**! In
other words, one of the most important steps
in ensuring the continuity of care for patient
is the transfer of professional responsibility
and accountability for some or all aspects
of patient care or a group of patients to
an individual or a professional group
temporarily or permanently. Safe handover
of patients is a skill. Safe handover involves
the transmission of patient information and
also the transfer of responsibility for patient
care to another shift or other person.’! The
purpose of each handover involves the
effective communication of high-quality
clinical information at any time or when
the responsibility for caring of the patient is
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transferred to the person or another shift or hospital.l”
The accurate transmission of information at the end of
the shifts is one of the main functions of delivering and
evolving with secure and safe transfer of turns./! The
terms used in describing these conditions include the
handover and evolution of patient care, transfer of care
responsibilities, clinical reports, and turnaround.!®

In this article, we want to identify challenges of patient
handover in delivering healthcare services to help
improve quality and patient safety.

Materials and Methods

The present study was a systematic review of publications
and literatures relating to challenges of patient
handover or handoff which was conducted based on
the Preferred Reporting Item for Systematic Reviews
and Meta-analyses guideline.”! The checklists were used
for assessing the methodological quality and to improve
the design and reporting of the study. This study was
conducted during February 2018 to review all published
articles about challenges of patient handover. For this
purpose, we studied 10 electronic databases including
ProQuest, Ovid, Doaj, Magiran, SID, Scopus, Science
Direct, PubMed, and ISI. In addition, for gray literature,
we searched articles in Cochrane. Articles were searched
from 2010 through 2018. The search keywords included
“challenges of patient handover” or “challenges of
patient handoff.”

First, the reviewers screened titles based on the objectives
of the study and in the field of healthcare system. After
that, we reviewed the abstracts. When we understand
these articles and selected the related abstracts to our
study, then full copies of the articles were extracted from
the literature and used for this study.

The inclusion criterion included related articles or
literature published in English, from 2010 till 2018
and used our key words in their title and published in
the area of healthcare and other articles written about
improvement in handover challenges. We found 263
articles. The articles did not have abstract as well as the
duplicated ones were excluded. The first and the second
authors separately read and reviewed the full texts of the
retrieved articles to identify the factors and criteria that
had been used for evaluating challenges of handover
process (20 articles). Figure 1 shows diagram of selection
of articles reviewed.

Results

The initial 10 electronic databases search of the literature
resulted in a total of 263 articles. Duplicate articles were
eliminated, and the number of articles remaining was
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l

Records after duplicates
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l
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l
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l
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Figure 1: Diagram of selection of articles reviewed

totaled to 254 articles. At the next step, we reviewed the
titles to find those related to the purpose of our study and
selected 41 articles. Using systematic screening, abstracts
of the articles were studied and 28 articles were selected
to be fully reviewed, eight of which were removed due to
lack of access to article. All of the selected articles were
completely read and thoroughly reviewed on the basis
of the inclusion criteria.

We used the COSMIN’s criteria to appraise the retrieved.
The main psychometric properties of a challenge
according to the COSMIN are content, criterion, and
construct validity, stability, internal consistency,
responsiveness, and interpretability. Details of each
articles and their features regarding authors, year of
publication, and their finding were more evaluated based
on responsiveness and interpretability. The summaries
of each article related to our purpose are shown in
Table 1. The study results indicated that there are various
challenges in handover processes. The most important
challenge in handover process which leads to reduced
patient safety is the lack of effective communication.

Poor-quality handover communication has some
negative consequences for the patients such as lack of
follow-ups on treatments and medication, poor task
management, and poor time and space management. The
incoming and outgoing nurse have the responsibility to
pay close attention to their patient’ needs and conditions
to exchange all the necessary and appropriate present
and future information about them. So that the patient
in safe hands and could avoid consequent patient
injury , death, and increased costs of healthcare. In
communication the exchange of information such as
patient’s condition, doctor’s order, diagnostic tests,
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Table 1: Summaries of articles
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Article title Authors Source Time Method Finding

The Ins and Outs of Change of Carroll et al. ISI, Scopus, 2012 Multimethod There is tremendous asymmetry between the

Shift Handoffs Between Nurses: PubMed roles of giving and receiving a report

A Communication Challenge

Challenges of Nursing Servestani ISI, Scopus 2015 Descriptive The first theme was a no holistic approach

Handover: A Qualitative Study et al. exploratory and the second one was poor management.

qualitative The subthemes were nontheistic/unstructured

content, low nurses’ ethical and practical
involvement and nonpatient-centered approach.
Poor management have subthemes were poor
task management and poor time and space
management

The Unappreciated Challenges Hilligoss ISI, Scopus, 2013 Review the There are challenges by handoff type in aspect of

of Between-Unit Handoffs: et al. Science Direct literatures and negotiation and coordination

Negotiating and Coordinating observation

Across Boundaries

One size fits all? Challenges Yang etal.  Scopus 2015 Multifaceted This article revealed two major problems, namely

faced by physicians during shift approach poor implementation of nonmodifiable patient

handovers in a hospital with identifiers and inadequate transfer of critical

high sender/recipient ratio information

Factors affecting quality of Thomson PubMed 2017 Quantitative and Poor quality handover communication can

nurse shift handover in the etal cross-sectional result in negative consequences for patients,

emergency department nurses and healthcare organizations. 4 factors
were identified as significant explanatory
variables (smooth flow of patient through triage,
positive relationships between the incoming
and outgoing nurse, positive safety climate
and positive intrusions) in nurse-to-nurse shift
handover quality in the ED

Patient Safety and Showell et al. PubMed 2010 Case study Effective and efficient handover of information,

Sociotechnical Considerations responsibility and accountability is now

for Electronic Handover Tools recognized as crucial for the delivery of safe

in an Australian eHealth high-quality health care. By use of electronic

Landscape system to improve handover

Interhospital Transfer Handoff ~ Herrigal et al. PubMed 2016 Descriptive survey Interhospital transfer practices vary widely

Practices among US Tertiary amongst tertiary care centres. Practices that

Care Centers: A Descriptive lead to improved patient handoffs and reduced

Survey medical errors need additional prospective
evaluation. Standardizing intrahospital handoffs
has been shown to decrease preventable
medical errors and reduce possible near-miss
events

Introduction of a Microsoft Kostelec PubMed 2017 Quasi-experimental It showed the impact of having a standardized,

Excel-based unified electronic et al. before-after design electronic handover tool, on compliance with

weekend handover document documentation. It helps to management

in Acute and General Medicine

in a DGH: Aims, outcomes, and

challenges

Strengthening surgical Din et al. PubMed 2012 Intervention Clinical handover provides a platform to facilitate

handover: Developing and the continuity of patient information transfer and

evaluating the effectiveness helps to identify and anticipate patient problems

of a handover tool to improve for the forthcoming shift

patient safety

Development of a Nursing Goldsmith PubMed 2010 Spiral The single biggest problem in communication is

Handoff Tool: A Web-Based etal. method (focus the illusion that it has taken place. The handoff

Application to Enhance Patient group interviews)  tool will serve to reduce: (1) in accuracy of data

Safety transfer, (2) missing critical information, (3)
funneling, (4) data transcription error, and (5) time
to prepare and give handoff report

Managing competing Sujan etal. PubMed 2015 Observation The problem with handover are frequently linked

organizational priorities in
clinical handover across
organizational boundaries

to organizational factors such as the management
of patient flows and time-related performance
targets
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Table 1: Contd...

Article title Authors Source Time Method Finding

Lost information during Zakrison PubMed 2018 Mixed-method Patient handover from one unite to another

the handover of critically etal. represents a vulnerable time for communication

injured trauma patients: errors that result in the loss of clinical information

A mixed-method study

Optimizing the patient handoff Meisel etal. PubMed 2015 Focus group Ems providers viewed themselves as patient

between emergency medical discussion advocates but often encountered interpersonal,

services and the emergency cultural and structural barriers to advocating

department effectively for their patients

Assessing clinical handover Evans etal. PubMed 2010 Cross- sectional Information handed over but not documented

between paramedics and the and comparative and information documented but not handed over

trauma team were the challenges

Postoperative handover: Meller etal. PubMed 2013 Systematic review Complex work process challenged by interruption,

characteristics and time pressure and a lack of supporting framework.

considerations on improvement: And standardized handover tools in combination

A systematic review with environmental changes, resulting in better
flow of information, better team work in two and
less technical errors

Standardizing postoperative Taicher et al. PubMed 2015 Prospective cohort Postoperative communication and patient

PICU handovers improves study outcomes can be improved and sustained over

handover metrics and patient time with implementation of a standardized

outcomes handover protocol

A multicenter prospective Stelfox et al. Cochrane 2017 Prospective cohort 1CU-to-ward transfer are characterized failures

cohort study of patient transfers study of patient flow and communication, experienced

from the ICU to the hospital differently by patient, ICU/ward physicians and

ward nurses, with distinct suggestions for improvement

Sociotechnical issues and Balka etal.  Science Direct 2013 Ethnographic case The contextual nature of information, ethical

challenges in implementing study and medico-legal issued arising in relation to

safe patient handovers: insights information handover, and issues related to data

from ethnographic case studies standard and system interoperability must be
addressed if computerized health information
systems are to achieve improvements in patient
safety related to handovers in care

The condition of neonatal Nakhshab SID 2010 Descriptive study  The process of current neonatal transport

transport to NICU in etal. needs to be improved in terms of a regionalized

Mazandaran program, communication system, optimal
equipment, skilled personnel, etc.

Effect of applying checkliston ~ Habibzadeh SID 2014 Quasi-experimental The checklist will reduce medical mistakes,

quality of intrahospital transport et al.
of intensive care patient

standardize processes, improve the quality

of safety, reduce the cost of health care and
facilitate careful and systematic care and improve
performance. It is also conducted using a
checklist of nursing interventions according to an
appropriate framework and can be considered

as an effective clinical observation for clinical
activities

ED=Emergency department, ICU=Intensive care unit, PICU=Pediatric intensive care unit, NICU=Neonatal intensive care unit

medicines, follow ups and other steps to be taken in the
next shift. Also, when new incoming nurse got in charge
of the patient, he/she has to introduce himself/herself
to the patient. This causes the patient to be relaxed and
be sure of his/her nurse and improve his/her recovery
process more extensively.

Discussion

Different results and classifications of handover
challenges were given in various studies. Most
studies have focused on handover communication
challenges;!""??l other studies have also stated the
importance of coordination between the incoming and

outgoing nurses. ! Another research showed the
importance of using a checklist in handover process
and suggested that applying checklist could improve
intrahospital transport of intensive care patient to
other floors. It is recommended to use this checklist
for intrahospital transport of intensive care patients to
increase patient safety and reduce the complications
of intrahospital transport.*! Another study expressed
that poor management can cause some challenges for
patient handover process.” Time management was also
reported as a challenge of handover process.?!

Shift report handover requires technical communication,
that is, the transmission of information about the
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patients, relevant to their conditions and needed care
during the next shift. The quality of communication is
not only simply equivalent to transmission of technical
facts but also includes all interpersonal behaviors that
help create an effective conversation and productive
relationships among coworkers.! There was also
information that was written but not transmitted by
the outgoing nurse to the incoming nurse, as well as
the information transmitted but not recorded and often
some information removed or not completed during
transfer which could lead to the patient injury or damage
the care process.'"1718221 Tt is suggested that a standard
protocol or policy and procedure should be used to
ensure that both handover process management and
communication are improved.” Carroll et al. in their
research found that incoming nurse wanted eye contact
and opportunity for question, but these same features
are experienced as interruptions and problems for the
outgoing nurse who wants to transfer care and get to go
home.™! Furthermore, positive relationship between the
incoming and outgoing nurses has led to higher ratings
of handover quality."” In some studies, relationship
between coworkers and teamwork attitude was
identified as influencing communication in handover
process.[3 Stelfox et al. reported that we have to avoid
transfer delays to minimize challenges of the transfer of
patient information and responsibility of care.!!

On the other hand, there are barriers in electronic
tools that prevent proper communication in term of
comprehensiveness and completeness of information,
standardization of data and professional norms,
especially in health information exchange during
interhospital transfers.!>132

Hilligoss and Cohen stated the challenges of handoff
types in two groups: challenges of negotiation,
within-unit handoffs understanding the patient
interpersonal responsibility for clinical tasks and
in-between-unit handoff, understanding of patient
interunit responsibility for clinical tasks, diagnosis
and disposition plans. Furthermore, challenges of
coordination, within-unit handoff, portfolio problem that
is allocating time and attention across multiple patients
and in between-unit handoff are additional actions
required to initiate and complete patient transfer.*!

We conclude that the biggest problem is in communication
and relationship between the incoming and outgoing
nurses. When this problem is solved, other reasons could
be least important and could be improved easily.

Conclusions

Hospitals try to provide a lot of clinical and nonclinical
services to the patients and other customers in a safe

and healthy environment. In-between services such as
patient handover also requires a safe environment. It is
necessary to identify the challenges of this process in
clinical services. Communication between nurses during
the handover process has the highest important among
reported challenges. In this study, lack of communication
among incoming shift nurse and outgoing shift nurse in
handover process is one of the main causes of reduced
safety and quality of services and patient dissatisfaction.
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