Improving the Medical & Surgical Handovers in Hillingdon Hospital
Caoimhe Walsh1 & James Yeomans2
1: FY2 Doctor, Chelsea and Westminster Hospital NHS Foundation Trust; 2: FY2 Doctor, Imperial College Healthcare NHS Trust

Introduction

Aim

Handovers are integral for high standards of care and continuity as
healthcare teams change over. Given their vital importance, there
have been frequent investigations into the quality of handovers and
ways to improve them.1

To ensure a safe and effective handover process in medicine and
surgery at Hillingdon Hospital by evaluating compliance with a series
of criteria identified by the Royal College of Physicians as indicators of
high quality handovers and good patient care.2

Objective 1

Objective 2

Objective 3

To audit a representative number of
handovers across all days of the week
and times of day over a month-long
period on ten predefined criteria
indicative of high quality handovers.2

To implement achievable
interventions to the handovers and
objectively quantify their impact by
re-auditing, and also suggest more
ambitious recommendations.

To conduct a final audit to assess
the resilience of the interventions
made to ensure the safety and
effectiveness of the handovers was
sustained over a prolonged period.

Results

Methods
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be assessed.

Interventions

Recommendations

•

•

•

Education sessions for doctors creating both the medical and
surgical handover lists emphasising the importance of both a
high quality handover list & handover meeting for patient care.
Introduction of a “Do not disturb - handover in progress” sign for
surgical handovers to prevent delayed starts to handover.

•

Adoption of an electronic system in medicine to import patient
details from a computer database to minimise transcription errors.
Moving the location of the surgical handover to a consistent place
to preclude variations in handover location affecting both the
standard of handover and the starting time.

Conclusions
•
•
•

Handover is a vital component in the provision of high quality care for all inpatients. 1
The quality of handovers and the standard of patient care can be rapidly improved by minor, sustainable
interventions that encourage the efficient and precise delivery of accurate patient information.
Further improvements are possible if far-reaching reform of the established handover system is considered.

References:

1. Roughton VJ, Severs MP. The junior doctor handover. J R Coll Physicians Lond. 1996; 30(3): 213-4

Many thanks to Anita
Maudsley and the Clinical
Audit team at Hillingdon
Hospital for their invaluable
assistance with this project.

2. RCP. Handover - The need and the best practice. Available from www.rcplondon.ac.uk (Accessed 01/11/17)

