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Summary

Introduction. There is a dearth of literature that specifically addresses
the handover reporting process among healthcare staff working in
children’s Emergency Department (ED). Widespread gaps in service
provision, such as gaps in communication in handover reports to
ambulance staff have been noted in the general literature on the topic.
There are also improvements observed in handover when a structured
mnemonic was encouraged. Structured reports improve communica-
tion, safety and may reduce medication errors. Thus, the improvement
of handover reporting in children’s ED has important implications for
children’s healthcare practice. However, little is known about commu-
nication processes during handover reports in Italian children’s ED
or its consequences for errors or risks.

Introduction

Communication with children and their families is the
cornerstone of family centred care [1]. Indeed, commu-
nication is an important skill in a healthcare process that
ensures effectiveness, efficiency, patient satisfaction, and
patient safety, in a system that strives for quality [1, 2].
Although communication is often considered primarily
in the context of nurse/patient relationships, communi-
cation encompasses a wide range of skills and tasks that
contribute to good patient care [3]. This includes patient
assessment; education and information giving; passing
information to other healthcare colleagues and verbal
reporting after shifts [3]. So, it is much more than cre-
ating positive relationships with people or information
passing, rather it is an all encompassing contributory
factor to safety in healthcare [2, 4]. Indeed, when patient
information is not clear or omitted it is “a major cause
of patient dissatisfaction, and... [also] one of the largest
causes of untoward incidents in the health service” [5].
A recent systematic review confirms that good commu-
nication [6] is fundamental to patient safety in ED, and
one legal case study demonstrates that when communi-
cation between healthcare professionals’ is not effective
the consequences on patient safety and outcome can be
very severe [7]. Medication errors, one of the most fre-
quently occurring ED communication errors in the lit-
erature, are more likely to occur in this context [2].
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Methods. A qualitative description methodology was used. Semi-
structured interviews were used to collect data from five children’s
ED nurses. Thematic content analysis was used to identify common
themes.

Results. Emergent themes were: interpersonal influences on
handover, structural issues; and local contextual factors.
Conclusions. The findings of this pilot study prompted the need
for a standardized tool that improves communication during
handover. As such, standardizing the communication process
during handover could be effectively resolved by using a mne-
monic tool adapted for handover in a paediatric emergency
department.

The children’s emergency department (ED) presents an
additional challenge [2]. It is a high paced area where
children and their families are often distressed and/or
critically ill presenting with complex healthcare needs.
In a busy ED, nurses will interact often with 100’s of
patients and families each week [2]. In addition to the
regular ED healthcare team, their responsibilities per-
vade across many hospital areas that they deal with and
also across GP and ambulance services. Clear reporting
(both verbal and written) is a priority in these circum-
stances [8]. Importantly the “risk of making mistakes [in
the ED context] is high” [2].

The ED experience can be divided into distinct phases.
This includes the child’s arrival to ED, assessment, trans-
fer, and discharge [2]. Keeping track of the child’s pro-
gress, while having a variety of in-hospital tests for ex-
ample requires effective traceability communication [2].
A recent prospective observational examination of more
than 400 communication events in one ED in Italy was
revealing [2]. There were more than 22 communication
failure processes. The most recurrent of these was dur-
ing handover reports [2]. The issue of communication
failures within ED handover reports was also recently
highlighted in an American observational study (1,163
patient handovers during 130 ED shifts), which revealed
significant vital sign communication errors, namely “the
failure to communicate an episode of medical-record-
documented hypotension or hypoxia” [9]. In this case,
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errors were not related to ED overcrowding or interrup-
tions.

One further mixed method study arising from some of
the authors’ work in an Italian context explored informa-
tion passing by nurses during ED handover report [10].
While most of the nurses surveyed (74%, n = 54) be-
lieved that they received comprehensive handover, for
many this was limited to medical diagnosis only. This is
similar to Moharari [11] findings. Moharari and Costa
(both found that within handover reports information
that was often limited to medical diagnosis or reason for
hospitalisation (without past history or socio-economic/
vulnerability circumstance information) resulted in
communication deficits and failures [10]. Interestingly,
technology, while usually perceived as facilitating better
communication, often hindered communication in these
circumstances.

Certainly, handover as a key ED facet of communication
has caused issues for nurses in other countries, and the
literature is replete with discussions concerning this pro-
cess and how to improve it. ED handover receives less
attention and Bruce and Suserud’s [12] interviews with
nurses confirm Costa’s findings that “ideal handover”
(from the ambulance nurse to the ED nurse in this case)
needs to be comprehensive and holistic. Conversely the
“non-ideal handover” arose from not being able to form
this holistic picture, due in part to patients’ “ambiguous
mental health”, the difficulty with specific diagnosis of
symptoms or difficult social circumstances [12]. So, bar-
riers to communication arise in the nurse, patient and the
environment [13] and are not always necessarily nurse
mediated. Less research attention has been concentrated
on the communication processes in children’s ED.
Internationally, a reduction in overall ED failures, errors,
and increased mortality rates has been reported with the
implementation of medical emergency teams (MET),
which comprise nurses and doctors working together to
provide early and co-ordinated responses in critical situ-
ations [14]. While neither the ED errors reported within
the literature nor the MET specifically address commu-
nication as an issue, certainly addressing “inadequacies
in hospital organizational systems” was at the heart of
the initiative [14]. Moreover, this closer working team
by default is potentially more likely to avoid lapses and
errors related to patient transfer information for exam-
ple (as they are all working together). Indeed, one recent
Swedish study indicated that “teamwork failure” con-
tributed significantly to ED errors [15]. As communica-
tion is a vital feature of any team, it likely contributes to
these events.

The MET is specifically targeted at the increasingly sick
population presenting to ED, which are often complex
cases with multiple co-morbidity [14]. Certainly, organi-
zational structures, including physical space and the way
that work is organized can have either a positive or det-
rimental effect on communication within the health care
team [16] particularly in those at-risk communication
features previously identified such as tracking patients,
patient handover, and patient transfer [2].

Communication during patient transfer appears to be
a key area where improvement is needed. The use of
standardized patient handover and transfer forms can
assist with this [10, 17] These need to focus on both
core and holistic elements of care such as mental sta-
tus, devices and treatments, risk alerts, diet, and skin
and wound care [17]. Certainly, effective record keeping
and documentation is crucial to good communication
in ED [18]. However, even in the context of advancing
technology, verbal reports are viewed as an important
feature of effective ED transfer [19, 12], particularly to
groups outside the hospital such as ambulance services.
One priority for improvement in these circumstances is
training and education for staff [8, 19]. Indeed, on-going
communication training for all staff in ED is recom-
mended particularly in “closed-loop” systems that allow
for effective closing of the gaps in the complex ED sys-
tem [6].

While there is abundant research concerning nurse-
nurse communications or with other healthcare work-
ers, there is little information available specifically
about nurse handover in the children’s’ ED setting.
Additionally, in the Italian context communication
systems in this regard may be underdeveloped, a
fact which is mirrored in other countries internation-
ally [20]. Structuring the handover process, through
the use of mnemonic tools that prompt comprehensive
reporting (e.g. the SBAR tool) is widely recommended
for ED [20, 21]. However, recent reviews [21] reveal
that even within this context there are uncertainties
about reporting in some areas (e.g. responsibility and
confidentiality) and a lack of consensus regarding the
best tool to use. There is a dearth of literature that spe-
cifically addresses handover in children’s ED. A search
of CINAHL databases using the terms ‘handover’ [or]
‘handoff” and ‘children’, ‘paediatric’ and ‘emergency
department’ yielded only six citations. Only four of
these papers related directly to children in ED and all
revealed widespread gaps in service provision, such
as gaps in communication handover with ambulance
staff [22] but also improvements in handover when
increasing structure was applied [23, 24]. Hsiao and
Shiftman (2009) [25] revealed omissions leading to
errors in their analysis of 353 visits to the children’s
ED by children with asthma. In this study, handover
to community teams following discharge was found to
be substandard, however this study related to written
discharge information rather than directly to the ver-
bal staff-to-staff handovers, which are the focus of this
review. Recently Gopwani [24] noted improvements
in handover and reduction in errors within children’s
ED with the introduction of mnemonic based report-
ing systems (SOUND). Similarly, Mullan implementa-
tion of another structured handover system (with mne-
monic prompt) revealed a high number of reported of
events that threatened the child’s safety but had been
picked up through the use of the structured reporting
system.

Little is known however about communication in hando-
ver processes in children’s ED in Italy. The conceptual
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background of this study is based on the fact that the best
care process is the one that facilitates communication,
collaboration, and integration, not just among health
professionals, but also between health professionals and
patients and their families (Family Centred Care) [26].
Each child should be cared for in a way that leads to
the best possible outcome, with the least possible risk,
and with maximum family satisfaction. The purpose of
this pilot study was therefore to investigate ED nurses’
perceptions of handover in a Children’s ED as a basis
for further research on how to develop future practice in
this area.

Methods

ETHICAL APPROVAL

Ethical approval was obtained from the Local Research
Ethics Committee.

DATA COLLECTION

Data were collected using semi-structured interviews
that asked participants two questions: “Could you tell
me how handover took place today?” and “Could you
talk to me about a handover that you consider com-
plete?”. Interviews were integrally audio-recorded and
then verbatim transcribed. Thematic content analysis
was conducted to identify common themes. Five female
paediatric nurses took part, with an average working ex-
perience of 17.5 years. Participants replied orally and
had all the time they needed to answer. Further questions
were asked in relation to what the interviewees said.

DATA ANALYSIS

The data collected from the interviews were analysed
after listening carefully to the audiotapes several times.
Consistency between the audio-recording and the verba-
tim transcription was confirmed by two researchers, who
separately analysed them. Transcriptions of each inter-
view were repeatedly read, and emergent themes were
identified using content analysis [27].

Results

In this context, the health professionals working in the
department did not identify any issues with the hando-
vers [10]. However, the themes that emerged from the
interviews were: 1) interpersonal influences on hando-
ver; 2) structural issues; and 3) local contextual factors.

1) INTERPERSONAL ASPECTS OF HANDOVER

This highlights how communication during handover
can be influenced by personal aspects, such as emotions,
and mood. Another important aspect of this theme was
the lack of a spirit of collaboration among team mem-
bers.
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Personal aspects

Emotional aspects, the type of relationship with patients
and their families was perceived to influence the health
professional’s mood so much that handover can be posi-
tively or negatively impacted by communication. For
this reason, personality can influence the type of com-
munication and relationships among colleagues:

“... you can make comparisons... if people let you... it
depends on your character and confidence” (Paediatric
Nurse 5).

“... other than providing information about the patients’
treatments, we also have to provide information about
the parents’ behaviours... and the feelings that they
expressed... in a rather exuberant way...” (Paediatric
Nurse 1).

“... during handover some colleagues show their uneasi-
ness due to the stressfulness of their workload... to or-
ganizational problems... and shortage of nurses... but
also and especially when parents show their fear in a
very assertive and sometimes imposing manner” (Pae-
diatric Nurse 1).

Subjectivity prevails over method, no matter how long
a nurse takes to complete handover, you should always
focus on the key points. Atmosphere, one’s own experi-
ence, and emotiveness influence work and therefore on
the health professionals’ mood. As a consequence, ex-
perience in the ward (i.e. working stress, relations with
patients and their families, and excessive workloads) ap-
peared to impact the effectiveness of handover.

Collaboration among professionals

Poor collaboration between nurses and physicians was
revealed by participants and entailed divergent health
plans among the two professions. From our data emerged
also a lack of teamwork and therefore of shared deci-
sions, changes made but not communicated, which were
aspects that created obstacles at work:

“... we are quite far from considering our collaboration
as teamwork ... physicians make decisions and these are
immediately changed... without informing us and some-
times when we realize it is late... and this impacts on
the how, when and what type of treatments we as nurses
should administer...” (Paediatric Nurse 1).

“... the best handovers are in the afternoon... because
physicians have mostly already decided what sort of
treatment patients need and nurses know what to do in
the next few days...” (Paediatric Nurse 2).

“... during handovers sometimes a physician comes in
and takes away a clinical record from our hands...”
(Paediatric Nurse 3).

2) STRUCTURAL ISSUES

This theme highlighted how the quality of handover
communication also depends on the availability of ap-
propriate tools for the classification of patient complex-
ity, and not just limit handover information to the rea-
sons for hospitalization, which are not enough to ensure
patients safety and high-quality care. This theme also
highlighted the need to identify means for handover that
are both easy to use and effective.
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Handover organization

From the interviews emerged the need for a tool that en-
abled to classify patients according to the level of health-
care complexity, and not by numbers. This aspect was
important, because it entailed an uneven distribution of
the workload among nurses:

“... I frequently receive handovers according to the level
of complexity, but the type and the order of the infor-
mation they give me depends on the individual nurse...
however the information is often sufficient so that I know
what to do” (Paediatric Nurse 1).

“... often working in an emergency environment and
with urgent cases, nurses omit to handover important
information... this is due to heavy workload and poor
teamwork” (Paediatric Nurse 1).

“... to avoid being interrupted we often use the medi-
cal room for our handover, but we still get disturbed by
bells, telephones, people who come in and out, physi-
cians who intervene to say their things... with no respect
for our priorities” (Paediatric Nurse 2).

“... handovers need to follow a method... starting
from infusion needed, admission, feeding... because
sometimes important things are mistakenly not con-
sidered... and due to emergency situations not all
nurses give the same importance to things like if a
child prefers solid food or blended food...” (Paediat-
ric Nurse 2).

Handover topics

The handover appeared in many cases to be limited to
the reason for hospitalization:

“... many nurses handover information that regards
only the patients they have cared for and at the wrong
moment, so they get distracted and lose their own con-
centration and that our the group, and either forget to
do things or give the wrong information...” (Paediatric
Nurse 1).

“... I think that the best handovers are when they tell
yvou a little bit about the history of the patient, and
what happened before the patient arrived...” (Paedi-
atric Nurse 2).

Moreover, different health professionals attribute dif-
ferent levels of importance to the content of hando-
ver. Handover was also seen as a time for profession-
als to exchange views on certain healthcare topics.
However, the time used to exchange views was not
considered helpful, but rather a waste of time, be-
cause health professionals preferred to just report the
main points during handover. Sometimes, by dwell-
ing too much on one topic they often ended up omit-
ting important aspects:

“... too many details are sometimes useless and then you
end up forgetting the most important thing... it is impor-
tant to focus on what you should say, see, and on what
you can omit...” (Paediatric Nurse 3).

Missed communication was also perceived as a source
of error:

“... sometimes due to time pressured emergency activi-
ties we do not read all the information on the clinical re-
cord... but on the other hand clinical records sometimes

do not contain all the information you need because we
forget to write some things...” (Paediatric Nurse 1).

“... you omit things that then turn out to be important for
the continuum of care... You forget to say... They were
supposed to...All this means that something is missing
in communication...” (Paediatric Nurse 1).

Ideally the child’s handover should include medical his-
tory, especially if they have a complex condition. The
need to communicate in a concise and methodical way
was deemed preferable as this could serve to avoid for-
getting important aspects of care during handover.

Means used for handover

Verbal communication appeared to be the pivotal mode
of handover:

“I have to write everything, in chronological order, my
notes are my mind... I tick the things as I do them... 1
principally listen to what they tell me during handover
and then I read them, maybe at the end...” (Paediatric
Nurse 3).

The notes nurses wrote in the nursing diary were
very important. Witten handovers enabled nurses to
mentally order their work, also in a chronological se-
quence. The availability of a computerized clinical re-
cord, although it was considered to be very useful, it
however appeared to be less handy than paper clinical
records. The diary was not always read immediately.
First nurses tended to see their patients, even because
due to the heavy workload they did not always man-
age to read the diary at the beginning of their shift.
For this reason, oral handovers were considered to
have more value:

“... Iwrite the things my colleagues tell me during hand-
over on a piece of paper... I pay a lot of attention to what
I write, it is my personal opinion; technology, computers
are very good, but twenty years ago I had everything
clear before my eyes. Now instead you read everything
on a computer, but it is not the same... in my opinion it is
not the same thing” (Paediatric Nurse 5).

What emerged was that oral handover was more practi-
cal and handier that written handover.

3) LOCAL CONTEXTUAL FACTORS

Finally, this theme underlines how contextual factors,
such as the continuously changing rules and standards,
as well as interruptions, make it challenging for nurses
to work well. Sometimes, also excessive bureaucracy
and use of computers are mainly seen as obstacles rather
than facilitators.

Changes

The rapidly changing standards that nurses are required
to meet obliged nurses to think and work differently
from the way they were initially educated:

“All our colleagues’ education is not up-to-date, in the
meantime they have had to continuously change and
adapt to new rules and standards, and this rapidly
changing context makes it even harder to work well”
(Paediatric Nurse 1).
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“... there is often a very disturbing atmosphere, phones
ringing, people asking, physicians that interrupt you to
tell you something they had previously forgotten and
which they consider much more important than what we
are doing...” (Paediatric Nurse 2).

Therefore, every time a change is introduced, it was seen
as a further burden rather than an occasion for profes-
sional development.

Time

Nobody declared exactly how much time was dedicated
to handover, but if someone took “too much” time to
say things, the other person’s level of concentration went
down:

“... too many details are sometimes useless and then you
end up forgetting the most important thing... it is impor-
tant to focus on what you should say, see, and on what
you can omit...” (Paediatric Nurse 3).

“... anyway we often don’t have the time to go and read
written handovers...” (Paediatric Nurse 1).

“... the best time for handover is at the beginning of
the afternoon shift... because this is the time when both
those who leave and those who come are less tired...”
(Paediatric Nurse 2).

“Handover required the time necessary for the things
our colleagues had to tell us... the time was respected’
(Paediatric Nurse 4).

Bureaucracy

Bureaucracy and computers were not seen as facilitators
but rather as obstacles. Charts are filled in only because:
“this has to be done, although it is almost considered
a waste of time”, “... the implementation of the nurs-
ing plan, ...is clear in the minds of nurses...” (Paediatric
Nurse 1).

“... the introduction of the computerized clinical re-
cord hasn’t improved things... on the contrary it often
makes us lose even more time because either there aren’t
enough computers for all, or because they are slow or
for downtime...” (Paediatric Nurse 1).

Discussion

In this first exploration of nurses’ experiences of hando-
ver in children’s ED in Italy, many of the findings are
reflective of international research findings across adult
ED. Communication failures were inherently possible
as was the potential for lapses in healthcare safety and
accuracy [2] Similarly like Costa’s [10] study, all too
often nurses’ verbal reports were found to be verbose,
and spent too much time explaining matters that lost the
attention of others. For the first time it is revealed that
nurses’ personal characteristics and their relationships
with the family and other health professionals, influenc-
es the way they communicate and listen during hando-
ver. Confusion during handover, such as interruptions
and phone calls, presented barriers to effective handover.
Like many other studies there was a tendency, during
handover, for nurses to focus on medical diagnosis only,
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and to omit important details about complex health or
social/mental health history [10, 12, 17]. Sometimes,
health professionals focused their attention entirely on
one critical situation, without reporting the rest of the
case, and thus transmitted incomplete information.
Overall the participants believed that the lack of struc-
ture and availability of a common standardized approach
negatively influenced the quality of handover. The find-
ings revealed that health professionals reported that
standardizing the language of communication would not
just improve the daily planning of their clinical practice
but could prevent them from mentioning irrelevant items
and help them to focus on key points to effective and
efficient care.

conclusions

The strong perceived need to standardize the commu-
nication process during handover in this study led us
to implement a mnemonic prompt tool in this ED to fa-
cilitate a more accurate and rigorous flow of informa-
tion in the children’s ED [28, 29]. Structured handover
tools, which are commonly used means of information
transmission in ED while useful in improving com-
munication of care also entail risks [30]. Their imple-
mentation does not negate the need for good verbal
and written communication skills, and their use might
also be influenced by personal and local factors, as has
been identified in this study. Follow up evaluation is
therefore required to establish the effectiveness of such
tools, perhaps using observation approaches. Addi-
tionally, as many structured tools have been developed
in English speaking countries, they are not necessarily
validated or known to be culturally appropriate for the
Italian setting. Good handover in ED is vital to ensure
quality holistic care and to avoid mistakes and omis-
sions. The findings of this study reveal gaps in cur-
rent local practice and demonstrate that despite wide-
spread use of evidence-based practice internationally;
the best available evidence does not always translate
to into practice. It is important that nurse researchers
and universities continue to commit to research that
explores local problems and develops good practice.
Qualitative and action research are important contribu-
tors to this practice development [31]. Although this
type of research remains low on the perceived hier-
archy of research evidence [32] they both have a vi-
tal contribution to practice development. Modern ap-
proaches to nursing research encourage a shying away
from local based projects in favour of seeking out large
funded research grants, regardless of their importance
for nursing and/or healthcare practice [31]. Projects
such as this one emphasise the need to continuously
explore local practice, in an exploratory and subjective
way, to uncover potential for risks to patients and their
families [31]. It is only by continuously reflecting on
practice in this way that the nursing profession can
progress to an appropriate evidence-based profession,
one that keeps the patients first [33].
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