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Introduction

Clinical handover occurs between working shifts, between 
clinical settings, between different health care institutions 
and between various health professions.1 The term ‘clinical 
handover’ has been defined as ‘the transfer of professional 
responsibility and accountability for some or all aspects of 
care for a patient, or group of patients, to another person  
or professional group on a temporary or permanent basis’  
(p. 7).2 The emergency department (ED) is at risk of com-
munication failures due to the urgency and critical nature of 
patients’ conditions, as well as the changing and unpredicta-
ble nature of care provision.3 We present a case report iden-
tifying the complexities of how various factors interact to 
produce communication failures at multiple points of clini-
cal handover, leading to a poor patient outcome.

Case report

An ambulance brought in a female patient aged 25 years to 
the ED of a public, teaching hospital. She was assaulted in 

the face with a rock. Full examination was performed and 
she was kept in a hard-collar until a spinal injury could be 
ruled out with a head and cervical computerised tomography 
(CT) scan. Her facial wound was cleaned and left open. The 
CT scan was performed just before the morning medical 
shift handover and results had not been processed at the time 
of handover.
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Handover was conducted at the bedside comprising a 
multidisciplinary team of clinicians. A senior medical con-
sultant conducted the handover, and junior clinicians posi-
tioned themselves at the peripheries. The junior doctor taking 
over patient care from the night-time doctor could not hear 
the handover clearly and did not attempt to clarify informa-
tion. Instead, he read the medical notes and assumed that the 
wound had been explored and cleaned. He also believed that 
the wound could be safely sutured if the CT scan was 
reported as normal. Unfortunately, the medical consultant 
stated that the wound was explored only superficially and 
recommended careful exploration and possible referral to the 
plastics team. After the junior doctor obtained a verbal report 
of the CT scan over the phone, he removed the hard-collar 
and cleared the patient of a spinal injury. He then cleaned and 
sutured the wound.

In preparing for discharge, the junior doctor wrote the dis-
charge letter for the patient’s general practitioner (GP), 
detailing the plan of care. He told the patient to see her GP in 
3 days and then again in 7 days for wound review, suture 
removal and confirmation that the formal CT report was nor-
mal. He gave a copy of the letter to the patient, faxed a copy 
to the GP and placed another copy in the medical record. The 
letter requested that the GP seek out the formal CT report. 
The fax was not received by the GP and the GP did not have 
access to the patient’s medical record. The patient forgot the 
advice she was given, and aside from the discharge letter, she 
was not provided with any additional written discharge 
instructions. In addition, the patient did not give her dis-
charge letter to her GP. Nevertheless, the patient managed to 
see her GP on three occasions over the next 10 days.

In reviewing the wound, the GP observed that it appeared 
red, slightly swollen and painful to touch. There was also 
some tissue discolouration at the wound margins. As a result, 
she believed that it may have become infected and she pre-
scribed a course of antibiotics. No wound culture was taken 
of the wound. The GP also removed the sutures. Unfortunately, 
the GP did not request the formal CT report, nor was it sent 
to the GP. As the GP did not receive the letter from the 
patient, she saw no reason to check the CT report. On the day 
following the patient’s discharge, a consultant radiologist 
reviewed the CT scan. He amended the original report to 
indicate that he located a foreign body in one of the jaw mus-
cles. He noted that it looked like a piece of rock, but he could 
not see a fracture. The amended report was sent to the senior 
ED consultant, but it was misplaced once the report arrived 
in the department.

After the senior ED consultant eventually received the 
amended report 2 weeks later, he spoke to the junior doctor 
involved with the patient’s care. They attempted to clarify 
whether the GP knew about the results of the CT report by 
checking with the patient and the GP. The senior consultant 
rang the GP and the GP informed the consultant that she was 
unaware of the situation relating to the CT scan. Furthermore, 
after the senior consultant called the patient at home, the 

patient stated that she had been off work for 2 weeks, was 
unable to eat, had lost 6 kg since the incident and was taking 
opioid analgesics, which had been prescribed by her GP. In 
addition, the patient had chronic facial inflammation, lead-
ing to problems with salivation, facial numbness and severe 
pain. The amended results of the CT were discussed with the 
patient, and she was asked to attend the ED.

As the senior ED consultant was about to finish his shift, 
he informed the oncoming ED doctor about the patient, and 
he called the plastics registrar to organise a review. He wrote 
a detailed entry in the medical record, requesting an admis-
sion under plastic surgery for removal of the rock. The sec-
ond ED doctor examined the patient’s cheek with a bedside 
ultrasound machine. She easily recognised a piece of rock in 
the masseter muscle with a collection of fluid involving the 
parotid gland and facial nerves just below the well-healing 
scar. She wrote this observation in the patient’s notes and 
told the triage nurse who called the plastics registrar.

An oncoming plastics registrar had just commenced his 
shift and was not informed about the patient at his handover 
meeting. The oncoming plastics registrar saw the patient 6 h 
after the patient’s arrival. By this time, the patient was angry, 
in pain and wanted to go home. The plastics registrar was 
also unwilling to admit the patient without a formal ultra-
sound. The patient was sent home.

Subsequently, the patient visited her GP 1 week later, who 
organised the formal ultrasound to be performed. The patient 
underwent surgery where the rock was removed from her 
masseter muscle. It took several weeks before she was able 
to eat normally and have normal facial sensation.

Discussion

In this particular ED, senior medical consultants delivering 
bedside handovers spoke quietly and directed their speech to 
other senior clinicians. Highly sensitive information was dis-
cussed with curtains dividing cubicles. Handovers tended to 
be rushed, disorganised and lengthy, and the environment 
was often noisy. Clinicians jostled for position while walk-
ing quickly between patients so they could hear what was 
being said. While senior doctors moved close to where 
patients were located, junior doctors gravitated around the 
periphery of cubicles because of feelings of discomfort and 
fear in speaking up and experiences of power imbalances. 
Junior doctors felt overwhelmed by the work environment of 
the ED, where staff interruptions, time pressures and routine 
chaos commonly occurred. They preferred to take a role of 
deference when attention was directed to clinical handover. 
The observation that junior doctors were not ideally located 
also added to the chaos because important information could 
not be accurately conveyed.4,5 Important results were not 
checked during handover. Previous research has shown that 
while ED clinicians and patients value bedside handovers,3 
this format creates problems in terms of interruptions, noise 
and confidentiality concerns.6–8
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Power issues may have affected junior doctors who strug-
gled to assert themselves. As they were situated away from 
the medical consultant delivering handover, they were una-
ble to hear properly, were reluctant to speak out and were 
concerned that posing questions would slow down proceed-
ings. In a national survey of handover practices, Fassett 
et al.9 found that in 96% of hospital settings, clinical hando-
ver tended to be solely conducted by senior medical staff 
rather than junior doctors. Clinical handover appears to be 
largely dominated by medical consultants. This dominance 
could contribute to junior doctors’ lack of confidence in 
speaking out, lack of opportunities in playing an active role 
and perceptions that communication during clinical hando-
ver lies within the domain of medical consultants.

Communication problems with clinical handover also 
happened with medical specialists. Medical specialists focus 
on the management of specific aspects of patient care. As 

such, they may experience cognitive bias, where their pro-
cessing lens is heavily influenced by distinctive patterns of 
training and experience.4,5 Their decision to follow certain 
guidelines of care can lead to disruptions in communication, 
as found in this case when the plastics registrar was unwill-
ing to admit the patient without a formal ultrasound. The ten-
dency to rely too heavily on one piece of information or trait 
could lead to breakdowns in communication and possible 
adverse outcomes. Another potential communication prob-
lem with medical specialists is the presence of patients who 
are situated in diverse ward settings. As a result, medical 
specialists are required to move from one setting to another, 
which potentially can lead to fractured and disorganised 
handovers.

Various strategies should be considered to improve hand-
over communication (Table 1). Owing to contextual chal-
lenges associated with EDs, it may be more feasible to 

Table 1. Deficits in communication and possible strategies for improvement.

Deficits in communication Possible strategies for improvement

End-of-shift medical handover 
produced misunderstandings during 
verbal exchange of information

Conduct part of the handover in a quiet room to minimise distractions, ensure patient 
privacy and encourage participation from junior clinicians.
Encourage junior doctors to deliver handover in the quiet room under supervision from 
senior staff, who can provide feedback and role-modelling.
Encourage contributions from other members of the health care team in the quiet room 
to ensure multidisciplinary perspectives are obtained.
Conduct remaining part of handover at the patient bedside to facilitate patient engagement 
and confirm shared understandings of all stakeholders relating to the patient’s current 
status and treatment plan.

 Senior doctors should encourage junior doctors to be empowered and actively query 
anything they do not understand.

Failure in adequately informing the 
general practitioner and the patient 
relating to follow-up care after 
discharge 

Submit more than one format of discharge letter to the general practitioner, such as a 
faxed letter, a letter through a secure electronic transmission system and a posted letter. 
Make use of electronic communication and integrated report systems to inform the 
general practitioner and ensure receipt of this information has been acknowledged.
Structured discharge counselling should be organised with the patient before discharge 
home to discuss follow-up care and to clarify concerns.

Failure with conveying the amended 
abnormal CT report to treating 
doctors and the patient’s general 
practitioner 

Amended CT report should be sent by internal postal mail and also by secure electronic 
transmission. A phone call should be directed from the radiologist to the emergency 
department doctor.
Amended CT report should be sent as a faxed report, as a posted letter and by an 
electronic, integrated reporting system to the general practitioner. A phone call should be 
directed from the emergency department doctor to the general practitioner to ensure the 
amended CT report has been received.

Failure with conveying information 
between the plastic registrar who 
was commencing his shift and his 
colleague who provided handover 

Recommended use of standardised tools, such as iSoBAR (identify, situation, observations, 
background, agreed plan and read-back), is needed to ensure relevant and important 
information is covered between the offcoming and incoming plastic medical registrars.
Clear documentation is needed about the patient’s situation in the emergency department 
referral notes to the plastics unit.

Inadequate handover also occurred 
between the offcoming and incoming 
emergency department doctors and 
between emergency department 
medical staff and plastics team 

Use of standardised tools is needed to ensure relevant and important information is 
covered between the offcoming and incoming emergency department doctors, and with 
the plastics team.
Clear documentation is needed about the changes in the patient’s situation in the progress 
notes.

Inadequate handover also occurred 
between emergency department 
medical staff and plastics team. 

Use of standardised tools is needed to ensure relevant and important information is 
covered between the emergency department doctors and plastics registrar.
Clear documentation is needed about the changes in the patient’s situation in the 
emergency department progress notes and referral notes to the plastics unit.
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conduct the greater portion of handovers in quiet rooms. 
Junior doctors should be encouraged to deliver handover 
under supervision from senior staff, who can provide feed-
back and role-modelling. The handover team can subse-
quently proceed to the bedside where clinicians review the 
patient’s current status and discuss treatment goals with 
patients and family members as a confirmatory forcing 
function. With increased complexity of patients’ medical 
conditions, there is a need to involve several medical spe-
cialists. Use of standardised handover tools and a focus on 
ensuring careful documentation in patients’ medical records 
can prevent communication failures.10–12 The use of written 
aids can assist in improving communication during hando-
ver. This strategy goes beyond the offcoming clinician pro-
viding a verbal handover while the incoming clinician 
listens. Instead, the offcoming clinician documents the key 
elements of each patient’s progress, goals and management 
plan. This documentation can be easily accessed and 
checked during the course of the following working shift.13,14

Emphasis should be placed on informing GPs and patients 
about follow-up care and in conveying updated results of 
investigations. Three separate modes of communication 
were attempted with the GP: provision of a discharge letter 
that was given to the patient, a faxed copy of the discharge 
letter and interacting with the patient. All these modes failed 
to ensure the GP was aware of the patient’s situation and plan 
of care. GP liaison officers employed in hospitals or in the 
community can be used to relay concerns about patients with 
complex health care needs to GPs. Alternatively, greater use 
should be made of electronic, web-based means that alert 
GPs about hospital discharges associated with patients in 
their care and specific aspects of clinical management that 
need to be addressed.

Conclusion

This case report raises the importance of ensuring accurate, 
current and relevant handovers. Clinicians who are partici-
pating in a given patient’s care need to be fully aware of the 
patient’s situation, background and assessment and the plan 
of care. Communication failure at any point in the communi-
cation chain can produce dire patient consequences.
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