
17/12/2018

1

Improving Handover in 
Obstetrics and Gynaecology 
Across the Thames Valley

Dr. Meena Bhattia, ST7
Mrs Rebecca Black, Head of School

Health Education England Thames Valley

2014 ‐ 2017

Aims

• Importance of handover

• Quality of handover in O & G in Thames Valley

• Overview of quality improvement project

• Raise awareness and share good practice
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What is clinical handover?

“A process were there is the transfer of 
professional responsibility and 
accountability for all aspects of patient 
care to another person or professional 
group”1
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The importance of good handover

• Pivotal to patient safety 2,3

• Relays important information (especially with 
EWTD, shift working)

• Allows safe continuity of care and improves 
patient experience

• Opportunity for learning and training

Handover 
failure is a 
major 
preventable 
cause of 
patient harm
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Bad handover

• Handover is not always taken seriously

• Potentially dangerous for patients and staff

• Risk missing high risk / sick patients

What can make a handover bad?
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GMC National Training Survey

• Handover is seen as one of twelve 
essential areas of development 
required for all doctors in training 
(GMC)

• GMC national survey asks questions 
about the format of handover in each 
unit

How would you describe handover 
arrangements in your unit?
• Organised meeting of doctors (separate O&G)

• Organised meeting of doctors (joint O&G)

• Organised meeting of doctors and at least 1 midwife / nurse 
(separate O&G)

• Organised meeting of doctors and at least 1 midwife / nurse 
(joint O&G)

• Phone / email handover

• No formal arrangement
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Quality of handover in the Thames Valley

• O&G handover is better than other specialities 
(GMC survey 2014)

• However, HEETV consistently ranks lowest in 
handover nationally (GMC national trainee 
survey 2013 – 2015)

• Handover has not improved despite School 
Board discussions, inclusion in induction 
programmes and regional teaching days
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Regional ranking from GMC National Surveys

Handover in our region needs improvement

Handover quality 
improvement project
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Aims of QIP
• To understand how trainees feel about handover in 
more detail

• To establish main concerns and identify possible 
solutions

• To establish what makes a good handover (based on 
highly scoring units and evidence)

• To implement changes and improvements regionally 
(initially obstetrics)

Methods timeline

2013 201620152014 2017

GMC 
survey

GMC survey
Autumn survey

GMC survey
Autumn survey
School board
Regional teaching

GMC survey
Autumn survey
School board
Induction
Regional Teaching
OXFOG
“Good handover”
Tool kit

GMC survey
Autumn survey
School board
Introduce local 
change
Local audits
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Autumn survey questions (2014 – 2016)

• Which of the following best describes your unit’s 
handover arrangements?

• Are all the medical team members present at your 
handover?

• Is your handover multidisciplinary?

• Is the consultant present?

• Do you use a formal handover tool (SBAR)?

• Do you use printed or electronic sheets?

• Do you feel labour ward, gynae, and antenatal / 
postnatal ward handover promotes patient safety?

• Do you feel handover needs improvement and if so why?

Results
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Demographics
UNIT 2014 2015 2016

Horton 0 1 0

John Radcliffe Hospital 13 27 16

Buckinghamshire NHS Trust 10 9 6

Royal Berkshire Hospital 1 9 9

Wexham Park Hospital 3 9 6

Milton Keynes University Hospital 0 4 8

TOTAL 27 59 45

Percentage of Trainees who considered 
handover unsafe?

Clinical area Labour Ward AN/PNWard Gynaecology

2014 11.5% 21% 14%

2015 14.5% 42.6% 32.5%

2016 12% 37.7% 42%
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Handover Arrangements
TYPE OF HANDOVER

2014 2015 2016

Organised Meeting of Doctors:
Separate Obstetrics and Gynaecology handover

30% 43% 35.5%

Organised Meeting of Doctors:
Joint Obstetrics and Gynaecology handover

9% 18% 11.1%

Organised Meeting of Doctors and at least 1 midwife / nurse:
Separate Obstetrics and Gynaecology handover

19% 15% 15.5%

Organised Meeting of Doctors and at least 1 midwife / nurse:
Joint Obstetrics and Gynaecology handover

42% 24% 37.7%

Phone / email handover  0% 0% 0%

Handover Quality: Trust Specific
Percentage rated good / excellent (promote patient safety)
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Main Issues: often perceived as “unsafe”

• “Obstetrics superior to gynaecology”

• “Often a staff conflab rather than a patient centred”

• Consultant not always present and not MDT

• Frequent interruptions (bleeps, phone, prescriptions, 
chatting)

• Overly length and often not in “working time” for 
staff

• Inappropriate use of language (when describing 
challenging women)

• Lack of formality, seriousness and respect for process

Good practice

• Trainee suggestions (2014 – 2016)

Units / regions deemed “good” or “excellent” 
at handover

• Royal Berkshire NHS Trust trainees

• Wessex Region trainees
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Royal Berkshire Hospital – 1st in HEETV

• Two daily handovers (08:00 and 20:00)

• Prompt start and formal process

• MDT (obstetricians, anaesthetists, midwives)

• Consultant presence mandatory

• High risk / priority patients highlighted

• Printed sheets for gynaecology handover (yellow sheet)

Wessex (4 units) – 2nd position nationally

• Electronic / written sheet 100% (74 – 86%)

• Multidisciplinary 100% (52%)

• Sign sheet and absences at handover recorded 75% (0%)

• Minimal interruptions (phones, bleeps diverted, signs) 87%
(0%)

• High visibility vests / lanyards for on‐call team 100% (0%)

• Formal tool used SBAR 77% (69%)



17/12/2018

14

Good Handover Tool Kit – introduced 2017

• Prompt start time

• Sign in sheet

• Uninterrupted

• Full team: consultant and MDT involvement

• Allocated bleep holder

• Introductions of team

• SBAR or formal tool (key points)

• Clear, concise and appropriate use of 
language

• Traffic light high risk / priority patients

• Identify any issues, critical incidents, need 
for debrief

Local Audit Results 2017
OUH MK WPH BUCKS

Average time 
to handover 

15 mins
(reduced from 30)

23 mins
(reduced from 38)

Not yet recorded
20 mins
(reduced from 30)

Improvements
made

Prompt start time
Consultant and MDT
Improved language

Sign in sheet
Prompt
MDT

Introductions
High-risk
identified
MDT

Prompt start time 
Formalised 
(introductions, 
SBAR, MDT)
Sign in sheet

Improvements 
required

Sign in sheet 
Mimise interruptions
Combine obs & 
anaesthetics

Reduce time to 
handover
Minimise
interruptions

Prompt start time
Lateness
Minimise
interruptions

Gynae handover 
to be  improved

Shared 
learning 

Consultant presence 
and a prompt start 
time made it more 
efficient

Discuss important 
issues affecting 
the team after 
handover 

Antenatal 
workload and high 
risk patients being 
discussed 
Sign in sheet

Encouraged a 
non-urgent 
bleep/phone free 
zone between 8-9
Reduce the
number
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Limitations to implementing certain changes

• Unable to prescriptive

• Unable to standardise process fully as there are 
local unit differences

• Shared MDT handover not practical (different 
working times)

• Electronic or sheets (do not have infrastructure to 
support this)

The future – a need for change of culture

• Raise awareness for the need to improve handover

• Introduce a regional approach to good handover

• Consider common transferable themes to raise standards 
(AHSN SOP)

• Encourage units to individualise their approach (share 
successes)

• Lets continue the conversation and make further 
improvements
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What should good look like?
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Thank you

Questions


