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ABSTRACT
The current challenge in surgical residency education,
preserving a sense of accountability in an era of limited
work hours and multiple transitions of care, can be
accomplished through the promotion of effective
handovers. Approaches include increasing the
transparency of handovers, enhancing the 'situational
awareness' of individuals involved, and incorporating
narratives and social interactions, and expanding
common ground among professionals who collectively
have responsibility for patient care. Done well,
handovers can preserve the physician-patient
relationship and provide a continuity bridge during a
vulnerable time for patients.

As a surgical resident in the era of duty hour
limits (in my case the US Accreditation
Council for Graduate Medical Education’s
2011 duty hour standards), I have seen the
changes in the healthcare system and bear
witness to the importance of effective hand-
overs. In an era when healthcare depends on
the effective exchange of information among
individuals and teams who collectively
provide care for patients across time and dif-
ferent healthcare settings, the importance of
the handover is growing. In the European
Community, which has work hour restrictions
for all healthcare professionals, and where
the healthcare system separates primary care
and the hospital setting, handover skills are
of paramount importance. Taking pride in
continuity of care expressed by an effective
handover elevates patients above their
disease processes and considers their indi-
viduality, despite multiple professionals and
settings involved and the increasing reliance
on technology.
While standardisation can be an effective

way to deal with the increasingly complex hos-
pital environment, adopting checklists and
tools without teaching residents the principles
of risk management, systems thinking and
effective handovers does not solve the

problem.1 Impressing the importance of hand-
overs by making them part of the explicit edu-
cational curriculum is the answer.

PRINCIPLES OF EFFECTIVE HANDOVERS

Handovers are complex and multifaceted
events that occur daily in the inpatient
setting and between the hospital and the
patient’s primary care setting.2 3 Handovers
within the hospital span a variety of settings,
including transitions from the emergency
department to the operating room, the oper-
ating room to the intensive care unit, and
the intensive care unit to the inpatient floor.
In all of these contexts, the purpose of the
handover is to safely effect a transition of
care; promoting patient continuity and safety
in a specific physical and cultural environ-
ment. A handover is more than the passive
transfer of information; a decisive feature is the
transfer of responsibility for the patient’s care
among the participants.4 Data elements
important to effective handovers include
patient identification, a diagnostic summary,
current condition and disease trajectory, plan
of care, a list of care task (the to-do list), and
a plan for anticipated events and contingen-
cies.5 An effective handover is a bidirectional
conversation whatever the setting or context,
and includes active involvement of the
sender and the receiver.6–8

FRAGMENTATION OF CARE: THE UNINTENDED
CONSEQUENCE OF SHIFT WORK AND
DISTRIBUTION OF MEDICAL SERVICES

Physicians several decades ago often cared
for their patients across the different settings,
following them through the acute care admis-
sion, to home and upon return to the ambu-
latory clinic for follow-up. The growing

i16 BMJ Qual Saf 2012;21:i16–i18. doi:10.1136/bmjqs-2012-001218

Viewpoint

 on A
pril 10, 2024 by guest. P

rotected by copyright.
http://qualitysafety.bm

j.com
/

B
M

J Q
ual S

af: first published as 10.1136/bm
jqs-2012-001218 on 21 N

ovem
ber 2012. D

ow
nloaded from

 

http://qualitysafety.bmj.com/


boundaries between specialisation and the separation of
primary care and hospital services have resulted in the
responsibility for continuity of care being shared by
many professionals. Work hour restrictions, designed to
improve patient care, have resulted in less time with the
patients, shorter shifts and successive transfers of respon-
sibility for the patient among multiple professionals,
further contributing to fragmented patient care.9 When
a patient presents to the hospital with an illness, it takes
time for physicians to understand the precipitating
events, gather medical records, order tests, etc. This
process is called sensemaking, the activity of gathering
information to accomplish a task.10 In the hospital
setting sensemaking involves bringing the incoming pro-
vider up to speed to facilitate a smooth transition of
care at admission or during shift change.11

The initial investment to ‘process’ the patient in the
inpatient context can be a substantial one. Understanding
a patient’s disease trajectory helps his or her physicians
anticipate likely and less expected contingent events and
deal with the inherent uncertainty of taking care of an ill
patient. If the initial time and effort spent can be consid-
ered the investment, then establishing a plan of care is the
return on investment. This may be a reason why some physi-
cians who trained in the era before work hour restrictions
look fondly upon these experiences. They feel that the
time invested getting to know a patient was time well spent.
Conversely, a frequent complaint is that junior residents
trained in the current work-restricted era do not know
their patients. A similar complaint emerged from the
healthcare professionals participating in qualitative studies
conducted as part of the European HANDOVER Project.12

Primary care physicians lamented that time constraints and
disconnectedness between the hospital and the primary
care settings that cared for patients following discharge
resulted in haphazard information exchanges that did not
allow them to know their patients. Healthcare professionals
in the hospital cited time constraints as reasons they were
not able to make a full ‘investment’ in their patient at dis-
charge, such as a consultation that assesses the patients’
preparedness for discharge, and the provision of timely
and detailed information to the primary care physician.
Another study found that transfers between intensive care
and a regular nursing floor were haphazard, and critical
personnel were routinely absent during this important
exchange.13 The root causes of these common complaints
about discontinuity of care are threefold: the investment of
getting to know the patient is perceived to be too great;
time constraints prevent a meaningful exchange of infor-
mation that allows for sensemaking; and/or the relatively
short exposure contributes to a lack of emotional connec-
tion with the patient, leading to a relative disinterest on the
part of the healthcare professional in gaining more
detailed knowledge and building trust.

IMPORTANCE OF SURGICAL HANDOVERS IN THE
TWENTY-FIRST CENTURY

Traditionally, surgical care continuity has involved mini-
mising handovers, often at the cost of prolonging hours
at work in the name of professionalism.14 Generations of
surgical trainees have provided continuity irrespective of
hours worked. However, in an era of limits on residents’
duty hours, sick patients can be very inconvenient to a
resident nearing the end of a shift. The issue is continu-
ity of care, and experts on the topic argue that even a
fatigued intern with detailed knowledge about a patient
may be able to render more appropriate care than a
well rested one who is less familiar with the patient
and also busy admitting other patients to the hospital.15

How can this be possible? Transitions of care create vul-
nerability, and these moments of vulnerability may con-
tribute to patient adverse events, near misses and
duplicative work by healthcare providers.16 However, the
benefits of effective handovers are plentiful, including
providing a fresh perspective when insight is greatly
needed and more humanistic and supportive learning
conditions.17

In spite of their proven importance and ubiquity, most
surgery residency programmes lack an explicit handover
curriculum. I learnt how to perform handovers from a
chief resident who understood their importance and
taught me an implicitly effective method. While this
approach worked on an individual basis, the approach
to handover education in residency training is hit or
miss and unreliable. Had I been on service with a differ-
ent chief resident, I might have learned a less effective
technique or received no guidance at all. Rather than
accepting a haphazard approach to educating physicians
about handovers, this fundamental skill in the twenty-
first century should be formally integrated into the resi-
dency programme curriculum and assessed, potentially
using entrustable professional activities.18

Learning about shift changes when patients are at
high risk offers insight into improving transitions of
care. One approach involves increasing the transparency
of handovers, and enhancing the ‘situational awareness’
of the individuals involved.19 Recent research has shown
that incorporating narratives, social interactions, and cul-
tural norms can be enabling factors in designing an
effective handover, and a growing body of literature aims
to improve communication.20 As the vast majority of
communication breakdowns are verbal rather than
written, a computerised sign-out list is a valuable adjunct
to the process.21–23 Other options to increase the reli-
ability of handovers include overlapping shifts and
expanding common ground by formally including other
caregivers into the exchange of handover information,10

or by reducing abbreviated ‘coded’ communication
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terms when third parties may become unintended reci-
pients of handover information shared with data systems
or the electronic health record.24 We also understand
more and need to be prepared for addressing how
various factors such as personality and experience of
incoming or outgoing provider could impact the effect-
iveness of communication during handover.7

In conclusion, if a Spartan ethos enabled the twentieth
century resident to live at the hospital and provide
uninterrupted patient care, then team work and effective
handovers are the modern tools empowering the twenty-
first century resident to maintain a sense of accountability
and patient ownership in an era of increasingly fragmen-
ted care.25 Handovers preserve the physician–patient
relationship and provide a continuity bridge during a vul-
nerable time for patients. It is time for physician training
programmes and education programmes for other health
professions with responsibility for patient care to make
training in handovers an explicit part of their curriculum,
elevating this essential twenty-first century skill to the
heightened status to which it belongs.

Competing interests None.

Provenance and peer review Commissioned; externally peer reviewed.

Open Access This is an Open Access article distributed in accordance with the
Creative Commons Attribution Non Commercial (CC BY-NC 3.0) license, which
permits others to distribute, remix, adapt, build upon this work non-
commercially, and license their derivative works on different terms, provided
the original work is properly cited and the use is non-commercial. See: http://
creativecommons.org/licenses/by-nc/3.0/

REFERENCES
1. Symons NR, Wong HW, Manser T, et al. An observational study of

teamwork skills in shift handover. Int J Surg 2012;10:355–9.
2. Horwitz LI, Krumholz HM, Green ML, et al. Transfers of patient care

between house staff on internal medicine wards: a national survey.
Arch Intern Med 2006;166:1173–7.

3. Hesselink G, Schoonhoven L, Barach P, et al. Improving patient
handovers from hospital to primary care: a systematic review. Ann
Intern Med 2012;157:417–28.

4. Cohen MD, Hilligoss PB. The published literature on handoffs in
hospitals: deficiencies identified in an extensive review. Qual Saf
Health Care 2010;19:493–7.

5. Borowitz SM, Waggoner-Fountain LA, Bass EJ, et al. Adequacy of
information transferred at resident sign-out (in-hospital handover of
care): a prospective survey. Qual Saf Health Care 2008;17:6–10.

6. Philibert I. Use of strategies from high-reliability organisations to the
patient hand-off by resident physicians: practical implications. Qual
Saf Health Care 2009;18:261–6.

7. Gibson SC, Ham JJ, Apker J, et al. Communication, communication,
communication: the art of the handoff. Ann Emerg Med
2010;55:181–3.

8. Sharit J, McCane L, Thevenin DM, et al. Examining links between
sign-out reporting during shift changeovers and patient management
risks. Risk Anal 2008;28:983–1001.

9. Laine C, Goldman L, Soukup JR, et al. The impact of a regulation
restricting medical house staff working hours on the quality of patient
care. JAMA 1993;269:374–8.

10. Weick KE, Sutcliffe KM, Obstfeld D. Organizing for high reliability:
processes of collective mindfulness In Research in Organizational
Behavior; R. Sutton and B. Staw (Eds.); 1999; Greenwich, CT: JAI,
81–124.

11. Sharma N. Sensemaking handoff: when and how? Proc Am Soc Inf
Sci Technol 2008;45:1–12.

12. Hesselink G, Flink M, Olsson M, et al. Are patients discharged with
care? A qualitative study of perceptions and experiences of
patients, family members and care providers. BMJ Qual Saf,
December 2012.

13. Toccafondi G, Albolino S, Tartaglia R, et al. Analysis of the interface
between high acuity and low acuity care: the collaborative
communication model for patient handover. BMJ Qual Saf, December
2012.

14. Philibert I, Leach DC. Re-framing continuity of care for this century.
Qual Saf Health Care 2005;14:394–6.

15. Petersen LA, Brennan TA, O’Neil AC, et al. Does housestaff
discontinuity of care increase the risk for preventable adverse
events? Ann Intern Med 1994;121:866–72.

16. Horwitz L, Moin T, Krumholz H, et al. Consequences of inadequate
sign-out for patient care. Arch Intern Med 2008;168:1755–60.

17. Patterson ES, Roth EM, Woods DD, et al. Handoff strategies in
settings with high consequences for failure: lessons for health care
operations. Int J Qual Health Care. 2004;16:125–32.

18. ten Cate Th J O, Young J. The patient handover as an entrustable
professional activity: adding meaning in teaching and practice. BMJ
Qual Saf, December 2012.

19. Patterson ES. Communication strategies from high-reliability
organizations: translation is hard work. Ann Surg 2007;245:
170–2.

20. Patterson ES, Wears RL. Patient handoffs: standardized and reliable
measurement tools remain elusive. Jt Comm J Qual Patient Saf
2010;36:52–61.

21. Greenberg CC, Regenbogen SE, Studdert DM, et al. Patterns of
communication breakdowns resulting in injury to surgical patients.
J Am Coll Surg 2007;204:533–40.

22. Van Eaton EG, Horvath KD, Lober WB, et al. Organizing the transfer
of patient care information: the development of a computerized
resident sign-out system. Surgery 2004;136:5–13.

23. Wohlauer MV, Rove KO, Pshak TJ, et al. The computerized
rounding report: implementation of a model system to support
transitions of care. J Surg Res 2012;172:11–7.

24. Patterson E. Technology support of the handover: promoting
observability, flexibility and efficiency. BMJ Qual Saf, December
2012.

25. Van Eaton EG, Horvath KD, Pellegrini CA. Professionalism and the
shift mentality: how to reconcile patient ownership with limited work
hours. Arch Surg 2005;140:230–5.

i18 BMJ Qual Saf 2012;21:i16–i18. doi:10.1136/bmjqs-2012-001218

Viewpoint

 on A
pril 10, 2024 by guest. P

rotected by copyright.
http://qualitysafety.bm

j.com
/

B
M

J Q
ual S

af: first published as 10.1136/bm
jqs-2012-001218 on 21 N

ovem
ber 2012. D

ow
nloaded from

 

http://qualitysafety.bmj.com/

