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ABSTRACT
Objectives  High quality handover is critical for patient 
safety and care continuity. Existing practice is based on a 
weak evidence base in which the patient voice is poorly 
captured. The aim of this study was to identify outcomes 
of importance to patients, families and carers regarding 
interventions to improve in-hospital handover between 
healthcare practitioners.
Design  A rapid systematic review of qualitative literature 
was carried out after prospective registration with 
PROSPERO and was reported in accordance with Preferred 
Reporting Items for Systematic Reviews and Meta-
Analyses and Enhancing Transparency in Reporting the 
Synthesis of Qualitative Research guidelines.
Data sources  The Ovid MEDLINE database was searched.
Eligibility criteria  Qualitative or mixed-methods studies 
reporting patient, family or caregiver perspectives on in-
hospital handovers were eligible for inclusion.
Data extraction and synthesis  Synthesis was informed 
by the best-fit framework approach using a published 
taxonomy of handover-related outcomes and the Core 
Outcome Measures in Effectiveness Trials taxonomy. 
Outcomes were reported according to two distinct types of 
handover: bedside (patient-involved) and provider-focused 
(patient-uninvolved).
Results  A total of 34 studies, including 1262 participants 
across a range of specialties and predominantly high-
income settings, were analysed. 53 bedside and 31 
provider-focused handover outcomes were identified 
according to four domains; adverse events, quality of 
patient care, quality of handover and patient/caregiver 
satisfaction. Bedside handover studies frequently 
reported outcomes relating to patient engagement and 
communication with healthcare staff. One study was 
carried out in a low income country; however, outcomes 
identified were broadly similar.
Conclusions  These findings expand the known 
outcomes for evaluating handover interventions and 
highlight the importance of prioritising the patient and 
public perspective in research. This work will contribute 
to developing a core outcome set for trials in surgical 
handover but can also be applied to handover practices for 
any other discipline within the hospital environment.
PROSPERO registration number  CRD42023493367.

INTRODUCTION
Healthcare handover involves exchanging 
information about a patient between health-
care professionals during the transfer of 
responsibility for their care.1 It is a corner-
stone of highly reliable hospital care. 
However, many handovers lead to care fail-
ures2 due to omissions of information,3 and 
staff identify an unacceptable level of risk to 
patients associated with the process.4 Poor 
handovers disrupt patient flow5 and incur 
significant costs. Handover-related errors 
waste staff time, compromise credibility and 
create tension within teams.6 Malpractice 
claims associated with communication fail-
ures and poor handovers are more expen-
sive to defend.7 Dean et al extrapolated cost 
savings of up to £3.8 million per year from an 
improved surgical handover process in one 
419-bedded hospital.5

Handover is a crucial process that is often 
targeted by healthcare improvement initia-
tives. While much guidance exists, high-
quality evidence supporting safe and effective 
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	⇒ Comprehensive search terms were used, guided by 
the SPIDER tool, and developed with an information 
specialist.

	⇒ To identify outcomes, text was extracted verbatim 
from papers, and synthesis was carried out using 
the best-fit framework approach.

	⇒ Identified outcomes were organised under both a 
handover-specific taxonomy and the Core Outcome 
Measures in Effectiveness Trials taxonomy.

	⇒ Rapid review methodology sacrifices the depth and 
comprehensiveness of a full systematic review in 
favour of efficiency.

	⇒ Low- and middle-income setting representation 
was limited, which may impact the generalisability 
of the findings.
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practices remains limited. The most recent systematic 
review of handover found significant methodological 
variation between studies,8 and the only meta-analysis 
of healthcare handover demonstrated a high level of 
publication bias and heterogeneity.9 This heterogeneity 
partly stems from the wide range of outcome and process 
measures used,8 9 reflecting the absence of a core outcome 
set for handover.

A core outcome set (COS) would provide the neces-
sary methodological foundation for improving handover 
research through standardised measurement and 
reporting. A COS is a standardised set of outcomes that 
should be measured and reported, as a minimum, in 
all clinical trials in specific areas of healthcare.10 Stan-
dardising outcome measurement and reporting helps 
to enhance study comparability and reduce publication 
bias. COS development involves identifying an initial 
list of outcomes deemed important to key stakeholders 
through, for example, a systematic review of quantitative 
literature and a review of qualitative literature exploring 
patient perspectives, followed by a consensus process to 
finalise the outcomes for inclusion in the COS.10 11

Unfortunately, current handover research demon-
strates a critical gap in stakeholder engagement, with 
patient perspectives on key outcomes notably absent from 
the literature. Incorporating patient and public perspec-
tives ensures that outcomes of importance to patients are 
captured,12 which are often missing in clinical trials.13 
Handover literature reports outcomes with limited input 
from stakeholders other than healthcare workers.8 9 A 
recent systematic review of provider-focused surgical 
handover identified 55 discrete outcomes, none of which 
were patient-reported.8 Considering the significant risk 
associated with handover failures,4 6 7 future research 
must demonstrate a more comprehensive understanding 
of its impact on all stakeholders.

This rapid review of qualitative literature aims to iden-
tify outcomes valued by patients, families and carers 
regarding interventions to improve in-hospital handover 
between healthcare practitioners (HCPs). This work 
supports the development of a COS for trials in surgical 
handover but can also be applied to any other discipline 
within the hospital environment.

METHODS
Search strategy
A rapid review is an accelerated form of systematic review, 
designed to be completed within a shorter timeframe14 
and has previously been used to inform the development 
of COS.15–17 We prospectively registered this rapid qualita-
tive literature review with PROSPERO (CRD42023493367) 
and reported it in accordance with Preferred Reporting 
Items for Systematic Reviews and Meta-Analyses guide-
lines18 and the Enhancing Transparency in Reporting the 
Synthesis of Qualitative Research statement.19 Method-
ologically, the review was guided by previous qualitative 

syntheses designed to identify patient-reported outcomes 
for COS development.15 20

We searched Ovid MEDLINE from database incep-
tion to June 2025, using a preplanned search strategy 
developed with an information specialist (online supple-
mental Appendix S1). Ovid MEDLINE was chosen as the 
sole database due to its excellent coverage (92.3%)21–23 
and based on previous similar rapid reviews to identify 
patient-reported outcomes, which also used a single data-
base.15–17 To further increase the coverage of our search, 
we screened reference lists of included studies, related 
reviews and the Core Outcome Measures in Effectiveness 
Trials (COMET) database (https://www.comet-initiative.​
org/) for additional relevant studies. These methods are 
recommended when timeframes are restricted.24 25

We developed our review question using the SPIDER 
tool.26 We included qualitative and mixed-methods27 
English language studies reporting qualitative empirical 
findings on the perspectives of patients who had previ-
ously been admitted to the hospital, their families or 
carers, regarding handover between HCPs in-hospital or 
within the same institution (table 1). To ensure alignment 
with contemporary understanding of patient-involved 
care, the review protocol was retrospectively amended to 
only include studies published within the past 20 years.

Study screening and selection
Two independent reviewers (JR and AS) applied inclu-
sion and exclusion criteria to citations and abstracts prior 
to reviewing full texts. Reviewers then met to discuss find-
ings and finalise the list of full texts for inclusion. A third 
reviewer (LB) resolved any disagreements.

Data extraction
We developed a data extraction template in Microsoft 
Excel (16.91, 2024 Microsoft), and two reviewers (JR and 
AS) piloted it. After finalising the template, reviewers 
independently extracted data from five papers chosen 
by purposeful random sampling28 to represent different 
categories of handover identified from full-text reviews, 
including bedside (patient-involved; n=4)29 30 and 
provider-focused (patient-uninvolved; n=3)30–32 handover. 
Inter-reviewer agreement was 82.2%, calculated as the 
ratio of similarly extracted text excerpts to total extracts. 
Reviewers resolved disagreements by reviewing quali-
tative data inclusion criteria. JR and AS then extracted 
data (online supplemental table S2) from 50% of the 
remaining studies each,15 after discussing the initial 
extraction with the third reviewer (LB).

Verbatim text reporting qualitative empirical findings 
on patient and public perspectives regarding in-hospital 
handover between HCPs was extracted from the results 
and discussion sections of included studies. We primarily 
extracted data from the results sections. However, where 
authors provided more detailed elaboration of key find-
ings within the discussion, provided it remained explicitly 
grounded in the results, this content was also included. 
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Any text that reflected author commentary beyond the 
data was not extracted.

Data synthesis
We collated extracted text using Microsoft Word (V.16.92, 
2024 Microsoft). Two reviewers (JR and AS) conducted 
synthesis using the best-fit framework approach33 34 with 
a taxonomy of outcomes specific to handover research.8 
To support future COS development, we re-categorised 
synthesised outcomes using the COMET taxonomy.35 We 
tabulated results in Microsoft Excel (V.16.91, 2024 Micro-
soft) and reported them according to two distinct types 
of handover: bedside (patient-involved) and provider-
focused (patient-uninvolved; see online supplemental 
table S3 for examples).

Quality assessment
The value of critical appraisal for qualitative synthesis 
remains debated.36 Following consultation with our meth-
odological experts (LB and DD), we opted against critical 
appraisal since it would not influence study selection or 
outcome identification.

Statistics
We analysed data with Stata (V.17.0 2021, StataCorp, 
Texas, USA) and present descriptive data as absolute 
values and percentages, and continuous data as medians 
and interquartile ranges. We compared outcome counts 
between bedside and provider-focused handover studies 
using the Wilcoxon rank-sum test. All tests of significance 
were two-tailed, with p value <0.05 indicating statistical 
significance.

Patient and public involvement
Patients or the public were not involved in the design, 
conduct or reporting of this study. However, patient and 
public partners were involved as key stakeholders in the 

development of a COS for surgical handover, which was a 
separate, consensus-based body of work carried out using 
the findings of the current review.

RESULTS
Search results
We identified 34 papers for inclusion,29–32 37–66 screened 
3415 database citations and conducted full-text reviews of 
132 papers (figure 1). The list of reports excluded during 
full text review is available as a supplementary file (online 
supplemental table S4).

Study characteristics
Interviews were the most commonly used method of data 
collection, employed in 85% (n=29) of studies (online 
supplemental table S5). Other data collection methods 
used included handover observations, open-ended survey 
responses, ethnography, field notes, focus groups and 
journaling. Most studies used thematic (n=15) or content 
analysis (n=10).

Setting and population
A total of 1262 patients, parents, guardians, family 
members and caregivers were included across the 34 
studies (online supplemental table S5). The most common 
healthcare specialties included were surgery, medicine, 
the intensive care unit, obstetrics and psychiatry, and 
56% (n=19) of studies evaluated perspectives of nursing 
or midwifery handover only. Studies primarily came from 
high-income countries, including Australia (n=12), the 
USA (n=9) and the UK (n=4), among others. We found 
bedside and provider-focused handover outcomes in 
2529 30 32 38–40 43 46 47 49–53 55–59 61–66 and 1730–32 37 38 41–45 48 50 54 59 60 62 66 
studies, respectively. Studies evaluating patient percep-
tions of bedside handover29 40 46 47 49 51–53 55–58 61 63–65 

Table 1  Inclusion and exclusion criteria

Spider Inclusion criteria Exclusion criteria

Sample Patients who have previously been admitted to 
hospital, their families or carers

	► Healthcare practitioners
	► Researchers
	► Methodologists

Phenomenon of interest Handover between healthcare practitioners in-
hospital or within the same institution (for example, 
shift-to-shift handover within a nursing home)

Handovers between institutions or 
organisations (for example, hospital to general 
practitioner, hospital to nursing home)

Design 	► Interviews
	► Focus groups
	► Free text survey responses
	► Ethnography
	► Journaling

Studies reported in languages other than 
English

Evaluation Studies reporting qualitative empirical findings on 
the perspectives, opinions, experiences, attitudes, 
views, beliefs, etc, of the sample

Quantitative analysis

Research type 	► Qualitative studies
	► Mixed-methods studies

	► Quantitative studies
	► Mixed-methods studies where data 
analysis is purely quantitative

https://dx.doi.org/10.1136/bmjopen-2025-100883
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reported significantly higher numbers of outcomes than 
those only reporting perceptions of provider-focused 
handover31 37 41 42 44 45 48 54 60 62 66 (14 (8-20) vs 6 (4-8), t=−3, 
p=0.0006).

Bedside (patient-involved) handover
A total of 53 bedside handover outcomes were synthesised 
from 25 studies29 30 32 38–40 43 46 47 49–53 55–59 61–66 (table 2) with 
a median of 14 (8–20) outcomes per study. Most studies 
(72%, n=18) reporting bedside handover outcomes eval-
uated the perspectives of nursing or midwifery handover 
only.29 30 40 46 47 49 51–53 55–59 61 63–65 These were reported 
across four domains: adverse events (n=2 outcomes), 
quality of patient care (n=2), quality of handover (n=19) 
and patient/caregiver satisfaction (n=30).

Adverse events and quality of patient care
Two outcomes were reported in relation to adverse 
events, including the occurrence of error46 47 49 55 61 and 
occurrence of near misses.46 49 52 55 The quality of patient 
care domain included staff provision of handover-related 
education to patients46 59 61 64 and bedside manner.58

Quality of handover
All 25 bedside handover studies reported outcomes 
relating to handover quality. This domain was subdi-
vided into two categories: (1) quality of the handover 
process (n=7 outcomes) and (2) quality of the patient-
provider interaction (n=12). Handover process 
outcomes were largely logistical and studies most 
commonly referred to the accuracy of verbal handover 

Figure 1  PRISMA flow diagram. PRISMA, Preferred Reporting Items for Systematic Reviews and Meta-Analyses. From Page 
et al.18
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Table 2  Bedside handover outcomes

Outcome domain and definition Outcome

Adverse events
Outcomes in this area relate to unexpected and 
harmful events that can happen during a patient’s 
hospital stay

Occurrence of error

Occurrence of near misses

Quality of patient care
These outcomes focus on factors relating to the 
quality or standard of patient care delivered

Staff provision of handover-related education to patients

Staff bedside manner

Quality of handover
These outcomes refer to how effectively important 
information about a patient’s care is communicated 
from one healthcare provider to another. A high-
quality handover ensures that all necessary details 
are shared clearly, reducing the risk of errors and 
improving patient safety

Occurrence of bedside handover

Duration of handover

Method of handover

Time of handover

Location of patient-involved handover

Accuracy of verbal handover information

Post-handover staff knowledge of patients

Level of staff distraction associated with patient involvement in bedside handover

Patient interjections during handover

Staff clarity of language/use of jargon

Questions asked by patients/caregivers during handover

Staff inclusion of patients or support people in handover

Staff introduction of other staff members

Providing patients with a choice regarding their own handover involvement

Providing patients with a choice regarding involvement of family members in handover

Staff acknowledgement of patient or support people questions or concerns

Staff use of appropriate non-verbal communication

Patient/caregiver knowledge acquisition during handover

Information shared or clarified by patients/caregivers during handover

Patient/caregiver satisfaction
These outcomes measure how satisfied patients are 
with processes within the hospital during their stay

Patient perceived quality of care

Patient perceived continuity of care

Patient perceived interprofessional collaboration

Patients needing to repeat information with new staff members

Patient perceived staff knowledge of patients

Patient level of confidence in healthcare team

Patient level of familiarity with staff

Patient perceived staff miscommunication

Patient perceived level of staff empathy

Patient feeling of autonomy/empowerment

Patient feeling listened to and valued by staff

Patient feeling treated like an individual

Patient perceived level of involvement in decision-making and care

Patient perceived opportunity for social interaction with staff

Patient/carer satisfaction with bedside handover process

Patient perceived quality of handover

Patient perceived safety of handover

Patient perceived level of involvement in handover

Patient comprehension of information

Patient/caregiver ability to hear handover content

Patient perceived privacy/confidentiality surrounding the handover process

Continued
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information32 40 43 47 49 52 57 59 61 62 65 and the occurrence 
of bedside handover.32 43 47 49 51 53 56 59 61 65 The patient-
provider interaction category focuses on communication 
between patients and staff during bedside handover; in 
this category, inclusion of patients or support persons in 
handover,29 32 38 39 46 47 50–53 56–59 61 63–65 the occurrence of staff 
introductions,29 38 39 46 47 49 50 52 57–59 61 64–66 patient/carer 
knowledge health acquisition29 30 32 39 46 47 49 50 52 53 55 57 61 63 
and sharing or clarifying of information by patients/
caregivers29 32 40 43 46 49 52 55 57 61 63–65 were frequently 
mentioned.

Patient/caregiver satisfaction
A total of 30 outcomes pertained to patient/caregiver 
satisfaction, making this the largest bedside handover 
domain. These outcomes were grouped into two catego-
ries: (1) satisfaction with overall care (n=14 outcomes) 
and (2) satisfaction with the handover process (n=16 
outcomes). The most commonly reported outcomes 
relating to satisfaction with overall care were patient/
caregiver familiarity with staff,29 46 47 49 52 53 57–59 61 64 65 confi-
dence in the healthcare team46 47 51 53 56 57 61 62 64 65 and 
patients feeling listened to and valued.29 47 49 51 57 58 61 64 65 
For satisfaction with the handover process, frequently 
mentioned outcomes included patient-perceived 
handover involvement,29 32 38 39 43 46 47 49–53 55–59 61–65 acqui-
sition of health information,29 30 32 39 46 47 49–53 55 57–59 61–65 
perceived ability to share or clarify information during 
handover,29 32 40 43 46 47 49 51 52 55–58 61 64 65 comprehension of 
information shared,29 30 32 39 46 47 50 52 53 57 59 61 63–65 privacy and 
confidentiality46 47 49 51–53 55–58 61 63 64 and overall satisfaction 
with the bedside handover process.30 40 43 46 47 49 51–53 55 58 63 65

Provider-focused (patient-uninvolved) handover
A total of 31 outcomes were synthesised from 17 
studies30–32 37 38 41–45 48 50 54 59 60 62 66 (table 3) with a median of 
6 (4–8) outcomes per study. More than half (n=9) of these 
solely assessed perspectives of provider-focused handover 
(online supplemental table S5). These were reported 
across four domains: adverse events (n=1 outcome, the 
occurrence of error45 50 60), quality of patient care, quality 
of handover and patient/caregiver satisfaction.

Quality of patient care
11 outcomes were identified in this domain. The most 
frequently reported were patient/caregiver perceptions 
of quality of care,50 54 59 60 66 inadequate or delayed treat-
ment32 50 60 and staff provision of handover-related educa-
tion to patients.59 66

Quality of handover
Of the nine outcomes within this domain, the occur-
rence of handover was the most commonly identi-
fied,30–32 37 38 41 42 44 45 48 50 54 59 followed by post-handover staff 
knowledge of patients30 32 38 41–43 45 59 60 62 and accuracy of 
verbal and written handover documentation.31 32 41 42 45 50 59 60

Patient/caregiver satisfaction
A total of 10 patient/carer satisfaction outcomes were 
identified. Within this domain, perceived staff miscom-
munication,31 32 41–43 45 48 50 54 60 inter-professional 
collaboration32 38 41 43 44 48 50 54 60 and staff knowledge of 
patients30 32 38 42 43 45 60 62 were the most commonly reported.

Studies conducted in low- and middle-income countries
One mixed-methods study67 was carried out in Uganda, 
classified as a low-income country at the time of publica-
tion in 2015 and included 30 patient participants inter-
viewed about their experience of labour ward handover.50

Eight bedside handovers and 13 provider-focused 
handover outcomes were identified in this study. The 
bedside handover outcomes included three of the 
most commonly reported overall: the patient/caregiv-
er’s perceived level of involvement in the handover, the 
perceived acquisition of health information during the 
handover and the staff inclusion of patients or support 
people in the handover. Two of the three most commonly 
reported provider-focused handover outcomes, handover 
occurrence and perceived staff miscommunication, were 
also identified. Two outcomes were unique to this study: 
delayed post-handover patient review and the handover 
method.

DISCUSSION
Of the 3415 qualitative studies of healthcare handover 
screened, 34 studies reported the perspectives of 1262 

Outcome domain and definition Outcome

Patient agreement with information discussed at handover

Patient anxiety surrounding information discussed at handover

Patient perceived staff care discussing sensitive information

Patient perceived ability to ask questions or raise concerns during handover

Patient perceived acknowledgement by staff of questions or concerns during handover

Patient perceived ability to share/clarify information during handover

Patient perceived acquisition of health information during handover

Patient perceived transparency of handover process

Patient comfort level with involvement in bedside handover

Table 2  Continued
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patients, caregivers and family members. Outcomes 
were synthesised and reported according to two distinct 
categories of handover: bedside (patient-involved) and 
provider-focused (patient-uninvolved), comprising 53 
and 31 outcomes, respectively. Studies evaluating bedside 
handovers included text pertaining to a greater number 
of outcomes compared with those evaluating provider-
focused handovers. Patients value their own involvement 
in bedside handover due to the potential for them to 
become familiar with healthcare staff,29 correct inac-
curate information, ask questions52 and be involved in 
decision-making about their care,50 emphasising the 
value of transparency and engagement. For provider-
focused handovers, key concerns included whether the 
handover occurred, its accuracy and the effective transfer 
of information.

The outcomes identified here differ notably from those 
identified in the quantitative handover literature. A recent 
systematic review of provider-focused surgical handover 
identified 55 discrete outcomes8 for developing a COS.68 
An additional 20 outcomes can be added to this list based 
on the findings of the current review, suggesting that the 
patient and public perspective has been largely neglected 
in the handover literature to date. Incorporating this 
perspective is a key step in developing a COS to ensure 
that outcomes of importance to patients and caregivers 
are captured.12 Considering the significant risk associated 
with handover failures,4 6 7 future research must demon-
strate a more comprehensive understanding of its impact 
on all stakeholders.

Despite being considerably less common in practice, 
most included studies examined the patient perspective 
of bedside handovers, resulting in a more significant 
number of identified outcomes in this area. This imbal-
ance suggests a potential bias in the literature, with the 
patient perspective being systematically overlooked. 
Researchers and clinicians may assume that provider-
focused handovers do not require patient input due to 
their interprofessional nature, or that it may be chal-
lenging for patients to articulate their perspectives due 
to a lack of awareness or understanding.59 64 66 However, 
with up to 4000 provider-to-provider handovers occurring 
daily in some institutions,69 this is arguably the predom-
inant method of handover used and presents a more 
significant risk to patient safety. It is therefore critical that 
the patient and public voice is heard when making deci-
sions about this particularly error-prone process.2–4 70

Importantly, qualitative analysis of the patient perspec-
tive should be conducted by researchers with a contem-
porary understanding of patient-centred care. During 

Table 3  Provider-focused handover outcomes

Outcome domain and 
definition Outcome name

Adverse events
Outcomes in this area relate 
to unexpected and harmful 
events that can happen during 
a patient’s hospital stay

Occurrence of error

Quality of patient care
These outcomes focus on 
factors relating to the quality 
or standard of patient care 
delivered

Patient perceived quality of care

Inadequate investigation

Inadequate treatment

Delay in receiving appropriate 
treatment

Delay in receiving appropriate 
investigation

Delayed post-handover patient 
review

Staff compliance with management 
plan

Staff compliance with patient 
preferences

Staff provision of handover-related 
education to patients

Appropriately-timed discharge

Length of hospital stay

Quality of handover
These outcomes refer to 
how effectively important 
information about a patient’s 
care is communicated from 
one healthcare provider 
to another. A high-quality 
handover ensures that all 
necessary details are shared 
clearly, reducing the risk of 
errors and improving patient 
safety

Handover occurrence

Method of handover

Availability of handover 
documentation

Accuracy of verbal handover 
content

Accuracy of written handover 
documentation

Post-handover staff knowledge of 
patients

Staff perceived clarity of transfer of 
patient responsibility

Transfer of handover-related 
Information to nursing staff

Insufficient staff available around 
handover time

Patient/caregiver 
satisfaction
These outcomes measure 
how satisfied patients are with 
processes within the hospital 
during their stay

Patient/carer satisfaction with the 
handover process

Patient perceived interprofessional 
collaboration

Patient level of confidence in the 
healthcare team

Patient level of familiarity with staff

Patient perceived staff knowledge 
of patients

Patient perceived consistency in 
management

Patient perceived continuity of care

Patient perceived staff 
miscommunication

Patient perceived transparency of 
handover process

Continued

Outcome domain and 
definition Outcome name

Patients needing to repeat 
information with new staff members

Table 3  Continued
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reference list screening, we identified two older studies 
from 1998 and 1999 that reflected a tokenistic view of 
patient involvement.71 72 Both demonstrated interpre-
tive bias, likely due to the novelty of patient participation 
in handover at the time. Given their limited relevance 
to current patient perspectives of handover, we retro-
spectively amended our protocol to only include studies 
published within the past 20 years.

Only one study (3%) was conducted in a low- and 
middle-income country (LMIC) which may reflect 
different research priorities. This limits the generalis-
ability of the findings, especially in the context of COS 
development; however, outcomes identified in this paper 
were broadly consistent with those observed in high-
income countries.50 Future COS development in this area 
should prioritise including perspectives from LMICs to 
maximise uptake, as unique contextual factors may reveal 
additional priorities or challenges in these countries.73

There are inherent limitations in rapid review meth-
odology, which prioritises efficiency over the depth and 
comprehensiveness of a full systematic review. To reduce 
the risk of missing relevant studies when searching a 
single database, we used a highly sensitive search strategy 
that returned over 3000 records. This is much higher 
than comparable reviews, which identified between 126 
and 548 records.15–17 Additionally, in similar studies using 
more than one database, the search results and final 
included studies were comparable to those identified 
through MEDLINE alone.74 75 Finally, it is likely that no 
search strategy could identify all possible outcomes of 
importance to patients and the public, which is why the 
process of developing a COS includes the perspectives of 
these stakeholders during the consensus process.12

Rapid reviews have been successfully used to inform the 
development of other COS,15–17 and their shorter time-
lines14 may help to expedite dissemination and uptake. 
Our search strategy was designed for efficiency, in line with 
rapid review methodology. We used one database to limit 
the need for manual deduplication and saved consider-
able time during the data extraction phase. After piloting 
and finalising the extraction template, two reviewers 
extracted data from five purposively sampled studies to 
establish agreement, and then independently extracted 
data from 50% of the remaining studies each. We also 
opted against critical appraisal, as it would not have influ-
enced study inclusion or outcome identification.

CONCLUSION
This rapid review expands the available literature, 
reporting outcomes used to evaluate healthcare handover 
interventions from a patient perspective. This highlights 
the importance of integrating the perspectives of all rele-
vant stakeholders in COS development. In addition to the 
historical focus on provider priorities in the literature, it 
does not adequately represent low- and middle-income 
settings. Future research must ensure equitable repre-
sentation and methodological rigour to create a COS 

that is relevant and applicable across diverse healthcare 
contexts.
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