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ABSTRACT 

Effective handover within health care setting is vital to patient safety as it 

helps in preventing errors and reducing risks. However, nursing handovers 

appears to be an area that has received limited research focus. This study 

explored handover process and content of communication among registered 

nurses at Cape Coast Teaching Hospital (CCTH). Specifically, it assessed 

handover process among registered nurses using the Nursing and Midwifery 

Council (NMC) of Ghana handing over protocol as a guide, described the 

content of communication in handover from one nurse to the other and 

identified factors influencing the types of information outgoing nurses’ 

handover to incoming nurses. A descriptive qualitative case study design was 

employed. Thirty-three inter-shift handovers were assessed using an 

observational checklist developed from the Nurses and Midwifery Council 

handing over protocol and ten shift ward in-charges were interviewed using a 

semi-structured interview guide developed. The observational checklist was 

analysed using percentages and frequencies, whilst the transcribed data from 

the interview was coded and analyzed thematically which generated three 

categories and eleven subcategories. The study showed there was limited 

adherence to the handover process by the registered nurses as directed by the 

Nurses and Midwifery Council’s protocol on handover. Key content of the 

communication component included patient identification information, 

nursing information, medical information and clinical state. It was 

recommended that the CCTH nursing management will adopt a 

communication tool or checklist such as SBAR to enhance effective 

communication during handover. 
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CHAPTER ONE 

INTRODUCTION 

Handover is one of the key actions in nursing practice. In nursing and 

health literature, handover is argued as important in promoting patients’ 

transfer, continuity of quality of care, and patients safety (Chalke, 2014; 

Scovell, 2010). At the end of every shift nurses who have completed their 

duties or shifts are required to handover the ward to the incoming nurses. The 

term handover has other synonymous words that are used in a variety of 

contexts and clinical settings including; “handoff”, “sign-out”, “sign-over”, 

“signoff”, “cross-coverage”, “shift report”, “end-of-shift report”, “change of 

shift report”, and shift or inter-shift report (Friesen, White, & Byers, 2008; 

Marutyan, 2016; Rolling, Pauley, & Hoyt, 2015&Scovell, 2010).  In Ghana, 

handing over is mostly used hence, for the purpose of this study, the term 

“handover” is used. 

This study assesses the nursing handover process and communication 

content among registered nurses in Cape Coast Teaching Hospital (CCTH). 

This introductory chapter will cover: background information, problem 

statement, purpose of study, specific objectives, research questions, 

significance of the study, delimitation, limitations and organization of the 

thesis. 

 

Background to the Study 

 Shift work in most health facilities globally depends greatly on 

effective information transfer to ensure patient safety. This essential 

information which is communicated during every shift change, offers 

incoming nurses with a ‘picture’ of the ward and thereby impacts the care 
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which is delivered by workers during the entire shift and the overall quality of 

patient care to promote continuity of care (Maxson, Derby, Wrobleski, & 

Foss, 2012; Tang &Carpendale, 2007). The process through which 

information is transferred from outgoing shift workers to incoming group is 

called handover(Ayala, 2017). 

 Clinical handover is the transfer of professional responsibility and 

accountability for some or all aspects of care for a patient, or groups of 

patients, to another person or professional group on a temporary or permanent 

basis (The Australian Commission on Safety and Quality in Health Care 

(ACSQHC), 2010; The Joint Commission, Joint Commission International, 

2007). It is claimed that approximately one in five patients have been 

identified to experience an adverse event as a result of poor clinical handover 

(ACSQHC, 2011; Joint Commission on Accreditation of Healthcare 

Organizations (JCAHO), 2012). Inconsistent communication at clinical 

handover is a key contributing factor to patient harm and one of the five 

priority areas for patient safety improvement worldwide (Spooner, Aitken, 

Corley, Fraser, & Chaboyer, 2016). 

There are three types of clinical handovers namely; interdisciplinary, 

Intradisciplinary and Interfacility clinical handover (Chalke, 2014; Friesen, et 

al., 2008; Marutyan, 2016). Interdisciplinary handover is usually between two 

disciplines; for instance, between a nurse and a doctor, nurse and radiologist, 

nurse and physiotherapist. Intradisciplinary handover is between individuals of 

the same discipline; either among physicians or nurses. Interfacility handover 

is between the acute care environment and the community or another health 

facility.  
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Nursing handover which is a type of intradisciplinary handover has 

traditionally been the method of handing over information about patient care 

from one shift of nurses to the next in an inpatient ward (inter-shift) or nurses 

from one unit to another (interdepartmental handover). The information 

handed over during inter-shift handovers can include patient name, age, 

diagnosis, treatment plan and a variety of information pertaining to the patient 

and families and their care such as signs and symptoms the patient presented, 

laboratory investigations, outcome of care, assessment findings, state of the 

patient and nursing procedures (Wallis, 2010). The main function of nursing 

handover is to ensure communication between nurses regarding patient 

information for the continuity of care (Kerr, Lu, & McKinlay, 2013; 

Marutyan, 2016). Moreover, it serves as an opportunity for nurses’ group 

cohesion, professional socialization, education, interaction, and emotional 

support (Athanasakis, 2013; Griffin, 2010; Marutyan, 2016; Mayor & 

Bangerter, 2015). Poor handover practices results in increased patient harm, 

increased risks of litigation, delays in medical diagnosis, treatment and 

redundant activities such as, additional procedures and tests, reduced job 

satisfaction among nurses, higher costs, longer hospital stays, more hospital 

admissions and less effective training for health care providers (Birmingham, 

Buffum, Blegen, & Lyndon, 2015; Eggins & Slade, 2015; Marutyan, 2016; 

Principe, 2017; Wong, Yee, & Turner, 2008). The Joint Commission (2012) 

estimated that 80% of serious medical errors in the United States involved 

miscommunication between caregivers at the time of handover.  
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Nursing handover comes in various forms such as verbal, written 

reports or audio-taped and can occur at nurses’ office or a designated place or 

at the patient’s bedside (Friesen, et al., 2008; Scovell, 2010; Smeulers, Lucas, 

& Vermeulen, 2014; Wallis, 2010). However, in Ghana, bedside handover is 

the common practice. Internationally, a number of tools have been developed 

to standardized and guide the performance of nursing handover which include 

Situation, Background, Assessment, Recommendation (SBAR)(Cook, 2015), 

Identification of patient, Situation and status, Observations, Background and 

history, Assessment and Action, Responsibility and risk management 

(iSoBAR)(Yee, Wong, & Turner, 2009), Introduce, Story, History, 

Assessment, Plan, Error Prevention, Dialogue (ISHAPED) (Friesen et al., 

2008), Identify, Situation, Background, Assessment and Recommendation 

(ISBAR)(Mannix, Parry, & Roderick, 2017), Introduction, Patient, 

Assessment, Situation, Safety concerns, Background, Actions, Timing, 

Ownership, Next (I PASS the BATON), Patient, Plan, Purpose of plan, 

Problem, Precaution or Patient, Precautions, Plan of care, Problems, Purpose 

(5Ps)(Kear, 2016) and Present patient, Vital signs, Input/output, 

Treatment/diagnosis, Admission/discharge, and Legal/documentation(P-

Vital)(Ewing, 2015). These formats have been seen to improve the quality of 

inter-shift information communication in different hospital units worldwide 

(Malekzadeh, Mazluom, & Etezadi, 2013).In Ghana, there is a standard 

nursing protocol on nursing handing and taking over. Professional nurses are 

taught this protocol per the NMC curriculum for nursing practice for trainees 

and this guide nursing handovers practice. 
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Statement of the Problem 

Effective handover within the health care setting is vital to patient 

safety as it helps in preventing errors and reducing risks by coordinating a 24-

hour cycle of clinical care in which the nursing, medical, and technical 

knowledge relevant to each patient are transferred to incoming nurses as they 

work to maintain safety (Birmingham et al., 2015;Gordon & Findley, 2011).  

However, nursing handovers appears to be an area that has received 

limited research focus internationally and it’s often not part of the official 

education programme in nursing schools (Athanasakis, 2013; Malekzadeh et 

al., 2013; Pace, 2015; Scovell, 2010; Wallis, 2010). Existing research has 

mainly focused on developing and testing standardized tools including 

checklists (Delrue, 2013; Ibrahim, 2014; Kumar, Jithesh, Vij, & Gupta, 2016; 

Malekzadeh et al., 2013; Mannix et al., 2017; Manser, Foster, Gisin, Jaeckel, 

& Ummenhofer, 2010; Smith, 2016). Few research studies have also been 

conducted on  the communication content of handovers (Abraham et al., 2016; 

Chalke, 2014; Cook, 2015) or the process of handover (Adams & Osborne-

McKenzie, 2012; Roslan & Lim, 2016; Wakefield, Ragan, Brandt, & Megan 

Tregnago, 2012). Limited number of research has been conducted on both the 

process and communication in nursing handover in a single study (Pace, 2015; 

Poot, Bruijne, Wouters, Groot, & Wagner, 2014). Most of these researches 

tended to be conducted in single hospital unit or ward rather than multiple 

units or wards (Lawrence, Tomolo, Garlisi, & Aron, 2008; Popovich, 2011; 

Silva, Anders, Rocha, Souza, & Burciaga, 2012). Therefore, there is limited 

knowledge on handovers that are conducted in multiple locations in the same 

institution. Moreover,  several of these research studies have been done on 
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interdepartmental nursing handover (Johnson, 2015; Kowitlawakul et al., 

2015; Lorinc, Roberts, Slagle, Tice, & France, 2014; Marutyan, 2016) with 

few done on inter-shift handovers (Sarvestani, Moattari, Nasrabadi, 

Momennasab, &Yektatalab, 2015).  Furthermore, almost all studies in nursing 

handovers are conducted in developed countries such as United States of 

America, Canada, United Kingdom and Australia (Abraham et al., 2016; 

Birmingham et al., 2015; Bradley & Mott, 2009; Maxson et al., 2012; Poh & 

Parasuram, 2013; Poot et al., 2014). In low and middle income countries 

(LMICs) handover research has only been reported in Iran (Malekzadeh et al., 

2013), South Africa (Mamalelala, 2017), Mauritius (Kassean & Jagoo, 2005), 

Brazil (Silva et al., 2012), India (Kumar, et al, 2016), Egypt (Mekawy & El-

mola, 2016), Turkey (Kilic, Ovayolu, Ovayolu, & Mehmet, 2017) and Ghana 

(Kumah, 2019).   

Few of these studies conducted in Ghana considered improving 

structured communication tool in nursing handover (Kumah, 2019). However, 

the study was limited to nurses working at four surgical blocks of 37 Military 

Hospital and used interventional sequential explanatory mixed-method design. 

Using only the surgical blocks was a limitation because handover practices 

may be different from other wards such as medical wards. Also, the use of 

SBAR communication tool is a limitation because SBAR as a communication 

tool is not taught in the Nurses and Midwives Training Colleges (NMTC) in 

Ghana; hence most Ghanaian nurses are not familiar with it but the NMC 

handover protocol which is rather taught in the schools and is widely available 

for nursing practice in Ghana. 
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The paucity of research in nursing handovers in Ghana has been noted 

by the researcher despite it being a daily activity among nurses and the CCTH 

is no exception. An audit by the pharmacy department at CCTH indicated that 

about 45.9% of patients’ medications doses were missed (Incoom, 2017). Also 

Nursing Unit Head’s at CCTH have raised concerns about poor handover 

practice among nurses in the hospital during their periodic meetings.  

Hence, the present study was limited to assessing handing over 

practice in CCTH to understand the current practices in Ghanaian setting in 

order to contribute in bridging the gaps identified in literature to improve the 

performance of nursing hand over in the facility. 

 

Purpose of the Study 

 The purpose of this study was to explore handover process and content 

of communication among registered nurses at CCTH. 

 

Research Objectives 

1. To assess handover process among registered nurses at CCTH  

2. To describe the content of communication in handover from one nurse 

to the other.  

3. To identify factors that influences the types of information outgoing 

nurses’ handover to incoming nurses  

 

Research Questions 
1. How well do registered nurses at CCTH follow the NMC handover 

protocol? 

2. What is the content of the communication that occurs during nursing 

handover? 
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3. What influences the type of information outgoing nurses handover to 

incoming nurses? 

 

Significance of the Study 

 The findings of this study will provide valuable information on the 

status of nurses’ inter-shift handover at the CCTH. It is hoped that, this 

information will be utilized to design programmes that will improve nurses 

understanding and practices of handover process as well as the information 

needed to be communicated. Furthermore, the findings will be made available 

to the schools of nursing to be utilised to improve teaching of handover in 

nursing schools. Recommendations will be made to the NMC based on the 

findings of the study regarding areas of handover that needs to be amended in 

the existing protocol to improve handover practices in Ghana. The findings 

will again contribute to the international literature on nursing handover 

especially from the perspectives of developing countries. Consequently, it is 

expected that nurses in countries with health systems similar to Ghana may 

utilise the findings of the study to inform the handover practices.  

 

Delimitation 

The work was limited to inter-shift handover between nurses at the end 

of a shift in a ward setting and excludes other types of handovers such as 

interdepartmental handovers, interdisciplinary handovers and interfacility 

handovers. It also included all wards in the hospital except theatre because 

nurses in this unit usually perform interdepartmental handovers which is not 

the focus of this work. Finally, it included all practicing male and female 

nurses who have undergone a three or four-years training to attain either a 
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diploma or degree in nursing and is between 20-60 years of age. The age limit 

was consistent with the age range of staffs available in the institution. It 

excluded nurses working at the Out Patient Department (OPD) and theatres 

because nurses in these departments are mainly involved in interdepartmental 

handover which is not the focus of this study. It also excluded the Health 

Assistant Clinicians (HAC) and the Rotation nurses because the facility does 

not allow these categories of staff to lead handing over and taking up wards. 

The study used qualitative descriptive case study design. 

 

Limitations 

Though due diligence was applied to validate all methods and data, this 

study had some limitations. One limitation was with the tool for the collection 

of data (observation). There is a possibility for Hawthorne effect where 

individuals modify an aspect of their behaviour in response to their awareness 

of being observed. To reduce this effect, the researcher trained two assistants 

to help in the collection of data. Secondly, the presence of the interviewer can 

influence responses of participant. To curtail this, the participants were not 

told the components of the checklist or what would be observed during 

handover, but only the purpose of the study in general. Thirdly to limit biases 

in assessing handover, structured checklist was used. Again, the two trained 

assistants involved in collecting data assessed the handover individually to 

ensure inter-rater reliability with the usage of the checklist.   Lastly, this study 

was a qualitative case study hence the results usually may not be generalised. 

To lessen this, study’s characteristics and processes are clearly written so that 

others can determine whether they are applicable to their setting. 

 



10 
 

Definition of Terms 

Handover: Handover is the transfer of responsibility and accountability from 

one nurse to another temporarily in the same ward at the end of a shift to 

ensure continuity of care. In this study handover is when a nurse transfers the 

care of a patient to an incoming nurse when his or shift ends in a hospital 

ward.  

Handover Process:  The process in this study will be the steps in the NMC of 

Ghana handover protocol.  

Handover Communication: Communication in this study is the transfer of 

any information pertaining to a particular patient or group of patients in an 

inpatient ward. This information may include name, age, diagnosis, bed 

number, changes done on the management, outcome of treatment, and 

procedures etc. 

Registered Nurse: Is a nurse who holds a SRN, Diploma or a Degree in 

nursing  and has completed rotation or intenship. 

 

Organization of the Study 

 The study was organized into three main parts; conceptualization, core 

or Operationalization, and synthesis. 

 

 Conceptualization 

  This section provided the background to the study and gave an 

orientation on the concept understudy (handover). The problem statement 

settled on handover in the study area. Literature review was done to bring out 

the state of knowledge in terms of studies that have been done and identified 
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some gaps that existed in published works. It was captured in chapters one and 

two. 

Operationalization 

 This describes how the study was conducted to achieve the set 

objectives and it comprises the chapter three.  

Synthesis 

 This is the final part and it includes analysis and discussion of results. 

It was captured in the chapters four and five of the study. 
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CHAPTER TWO 

LITERATURE REVIEW 

Introduction 

 The literature review presents and discourses findings of studies that 

explored handover process and communication among nurses. The purpose of 

the review was to examine existing related research to provide a context for 

situating the current study. In addition, this chapter reviews the literature 

related to both the process and content of nursing handover. A search of the 

literature regarding handover process and communication was conducted 

using electronic databases such as CINAHL, Pub-Med, Cochrane Database of 

Systematic Review, HINARI, and Google Scholar. The search was conducted 

through the University of Cape Coast academic online and database library. 

The searches were conducted using key words in the topic being investigated 

such as handover, handover process, handover communication, handover 

tools, patient safety and nursing handover. Both basic and advance searches 

were conducted in the data bases where necessary. Booleans such as ‘AND’ 

and ‘OR’ were used as necessary.  The search was limited to the nursing 

articles and narrowed to only articles in the English language published within 

the past ten years.  

 Other related literature on handover was sought from nursing 

textbooks, protocols and guidelines and grey materials such as hospital reports 

and other health documents as well as personal communication from 

colleagues. Foot note search was also done from other references of related 

articles to seek for additional information. The findings derived from the 

literature was synthesized and written in the narrative based on themes that 
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emerged in the literature. The reference lists from retrieved papers were also 

checked for other relevant studies. Literature review covers 

1. Conceptual Review 

a. Concept of handover and handover communication in nursing 

b. Theoretical foundation and Conceptual framework 

2. Empirical Review 

a. How well nurses follow handover protocol 

b. Content of the communication that occurs during nursing 

handover 

c. Factors that influence handover information among nurses 

 

Conceptual Review 

 This review presents an in-depth analysis of the various concepts that 

are involved in such study. It deals with the concept of handover, process of 

handover, content of communication, barriers to handover, importance and 

problems associated with handover communication. It also examines how the 

concepts in the study are related and connected to each other. 

 

Concept of Handover 

 Handover has become essential part of the health care practice during 

the era of disease where patient is potentially being treated by a number of 

health care practitioners and specialists in multiple setting (WHO, 2007). 

Patients are often move between areas of diagnosis, treatment and care on a 

regular basis and may encounter three shifts of staff each day. This introduces 

a safety risk to the patient at each interval and making handover a crucial 

process in the health care settings. Chaboyer et al., (2009)defined handover as 
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“the transfer of responsibility for patient care from one provider or team of 

providers to another”. Handover has become a repetitive medium of nursing 

communication during change of shifts in which nurses take breaks and 

following patient transfers across ward spaces (Liu, Manias, & Gerdtz, 2012).  

The nurses’ handover has been reported as complex and comprises of process 

and content of communication (Johnson, Jefferies, & Nicholls, 2012a). The 

handover is done at particular times within the shift and staying within the 

allotted time is one of the most challenges for nursing professionals, with an 

average time for shift changes ranging between 15 to 45 minutes, depending 

on the number and condition of the patients(Alberta, Idang, & Jane, 2018). 

 

Handover Process 

The handover process is a fundamental aspect of nurses’ daily clinical 

practice. It is entered into by oncoming and outgoing health care providers to 

communicate patient-related information and transfer responsibility (Ayala, 

2017).  The handover process comprises of the method or format and location 

of the hand over (Johnson et al 2012a).A body of literature reflects five basic 

method of handovers;  the verbal handover which takes place in a designated 

location;  audio-tape recording, written handover in which the incoming 

nurses access existing documentation to ascertain essential information, 

handover at bedside and computerised or electronic handing over system 

(Chaboyer et al., 2010; Johnson &Cowin, 2013; Scovell, 2010;Smeulers et al., 

2014). In practice, the method of handover  relies on the patient, the shift 

(morning, evening, or night shift), and the model of service delivery 

(Sarvestani et al., 2015). The location component refers to where the handover 

takes place, for example, in a  designated room, nurses’ station, in the back 
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hallway or even at the patient bedside (Chalke, 2014). The location of 

handovers varies from country to country and also depends on the needs of 

each specialty. It also has impact on what information is transferred during the 

handover process. Location of handover has a great effect on the accuracy of 

the information that is passed on during this procedure and one of the major 

identified barriers to effective and efficient handover is interruptions (Welsh, 

Flanagan,&Ebright,2010). 

According to Chaboyer et al. (2010) and Aguda (2017), the handover 

process has three phases; the pre-handover, inter-shift handover and post-

handover. During the pre-handover phase, patient information is reviewed 

from patient’s charts, health team members, patient and family. The incoming 

nurse takes note of very important patient’s information then patients are 

informed about the commencement of handover. The nurse may ask visitors to 

wait at the waiting area or remain on request of the patient. The inter-shift 

phase comprises of giving of oral report to the incoming nurse, completing a 

safety checklist or safety assessment at the patient’s bedside, reviewing of 

patient records and receiving of sensitive information away from the bedside. 

The giving of confidential information can be done in the pre-handover phase 

to encourage confidentiality (Chaboyer et al., 2010; Roslan& Lim, 2017; 

Scovell, 2010). The post-handover phase is a planning phase that guides the 

incoming nurses’ action and promotes continued provision of care (Aguda 

,2017; Chaboyer et al., 2010).  At this stage, nurses are assigned to patients, 

handover sheet is used as a guide and new staffs are integrated to work with 

the team (Chaboyer et al., 2010). 
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Content of Handover Communication 

Content of nursing handover is defined by literature as patient data, 

information, and clinical knowledge that is communicated from one nurse to 

another (Galatzan & Carrington, 2018). The content of nursing handover 

addresses the “what and how” aspect of handover (Cowan, Brunero, Luo, 

Bilton, & Lamont, 2018; Smeulers et al., 2014). Current studies reveal that, 

the handover content is irrelevant to patient care and that the content did not 

clarify issues regarding patient care, treatment or management (McCloughen, 

O'brien, Gillies, & McSherry,2008) and it is based on this reason that such 

study is being undertaken. The contents usually included in handover are: 

demographic data (patient name, age, sex and date of birth), previous medical 

and surgical history and allergies, present medical or surgical history. 

Observations such as vital signs input and output, medications administered 

are considered as content in handover. It also comprises of investigations and 

procedures, activities of daily living and discharge planning (Bakon, Wirihana, 

Christensen, & Craft, 2017; Johnson et al., 2012a; McFetridge, Gillespie, 

Goode, & Melby, 2007). According to Vinu (2015) discussion on safety 

related issues during the shift must be included in the handover. Information 

that can be exchanged verbally may  include statement connecting patient 

status, assessments, interventions, and outcome (Matney, Maddox, & 

Staggers, 2014; Matic, Davidson, &Salamonson, 2011). According to 

Alghenaimi, (2012), the main goal of a handover is to provide the incoming 

nurse with accurate, relevant, and up-to-date clinical information about the 

patient such as current condition, anticipated changes, treatments, pending 

procedures, and other services. The content of handover communication 
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between health care professionals  should be accurate, complete, specific, 

relevant, timely, up to date, subjective, and objective (Ahonen, 2017; 

Chaboyer, 2011). Compiling comprehensive information about the patient and 

communicating that information in a way that is clearly understood by the  

incoming staff are two critical steps in any nursing handover process(Poh& 

Parasuram, 2013). 

The handover content can be unstructured or structured by the use of 

checklist and mnemonic (Johnson et al., 2012a; Smeulers et al., 2014) 

depending on the facility’s handover policy. The use of checklists in 

healthcare has been recommended by The Joint Commission and others as a 

means to standardize and organize steps of a process to improve performance 

and safety (Wright, 2013). Several researches have endorsed the use of 

standardised tools for handover (Matic et al, 2011; Royal College of 

Physicians, 2011; Tucker & Fox, 2014). Nurses use several tools such as 

SBAR, isoBAR,5Ps etc. and sources of patient information to support both the 

sending and receiving of patients during the handover process (Elkins, 2009; 

Vinu, 2015). 

 

Barriers to Handover 

 Clinical handover is perceived to be a beneficial form of 

communication among health team members. However, it has been observed 

to be influence by numerous factors. Aguda, (2017) identified five factors that 

are barriers to complete, safe, and effective handover. These factors were 

standardization processes (insufficient training, lack of evidence-based 

research to guide training, staff resistant to change, lack of leadership, poor 

understanding of the tool); communication (omissions, errors, or 
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misunderstandings; documentation errors); system factors (multitasking during 

a report, lack of privacy, time constraints, environmental distractions) ; 

clinical factors (too many patients, change in patient status during handoff) 

and human factors (fatigue, stressful shifts, high staff turnover).Similarly, 

Machaczek, Whietfield, Kilner, &Allmark, (2013) identified three categorized 

factors that influence handover: the performance of individuals; environmental 

factors and system factors. According to Riesenberg (2010), individual 

performance such as lack of communication skills and diligence in completing 

handover or patient records is a serious barrier to handover process. 

Inexperience on the part of the health care provider may play an important role 

in determining handover effectiveness. Bruce and Suserud (2005) noted that a 

less experienced clinician may convey different information during handover 

than more experienced clinicians. 

 Physical environmental factors such as distractions, interruptions like 

phone calls or call lights, (Birmingham, et. al., 2015; Friesen, et. al., 2008), 

not enough time, high background noise level (Dracup & Morris, 2008), 

chaotic environment (Solet, et al., 2005; Riesenberg et al., 2010) arising from 

busy periods in the department have been found to be obstacles encountered 

during handover process. Environmental barriers are often determined by the 

organization and system within which handover is conducted. System related 

factors to handover include a lack of standardization (Riesenberg, Leitzsch& 

Little, 2009; Borowitz, Bass, & Sledd, 2008) and inadequate technological 

support (Pezzolesi et al. 2010; Bomba, & Prakash, 2005). Again as cited by 

Marutyan (2016), lack of supportive infrastructure, work overload, and 

difference in department or ward culture, emotional and physical pressure has 
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become significant barriers hindering the handover process (Siemsen, 

Andersen &Ostergaard, 2012).  

 

Importance of Handover 

 The main function of nursing handover is to ensure communication 

between nurses regarding patient information for the continuity of patient care 

(Kerr, 2013). Other functions of the handover include education, safety briefs 

and debriefing, multidisciplinary team communication, social interaction and 

networking (Gu, Andersen, Madsen, Itoh, &Siemsen, 2012). With nursing 

handover, the nurse/nurses transfer(s) responsibility of patients to other 

colleagues (Friesen, et al., 2008). Good information transfer between nurses 

constitutes the basis for continuity of patient care and security (Kerr et al., 

2013). Furthermore, it has been found that nursing handover gives an 

opportunity to transfer information related to the patient’s condition 

(Chaboyer et al., 2009; McMurray, Chaboyer, Wallis, Johnson, &Gehrke, 

2011). Research has shown that, handover increases patient satisfaction and 

ensures that patients are better informed and enabled to make more 

contribution to their own care; develops the relationship between patient and 

nurse (Sand-Jecklin & Sherman, 2013). This has helped to facilitate patient 

discharge time by improving patient education.  

 

Problems Associated with Patient Handover Communication 

 Issues with patient handover are of international concern and at 

present, there are no best practices for improving handover communication 

(WHO, 2007). Communication breakdown, either by verbal or written, has 

been identified as the root cause of 70% of all sentinel events according to The 
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Joint commission report (Mujumda& Santos, 2014). In recent times, health 

facilities have been bombarded by the public on some of the issues arising 

from their line of work. One of such pressures is the high rate of avoidable 

patient harm in hospitals, which stands at 10% in developed countries and is 

significantly higher in developing nations(WHO, 2014). In some developed 

countries patients are 40 times more likely to die as a result of being admitted 

to an acute care hospital than in a traffic accident(Eggins& Slade, 2015). It is 

anticipated that in Australia alone, 500,000 people per year suffer from 

avoidable harm in hospitals (Australian Institute of Health and Welfare 

(AIHW), 2015).  

 Ineffective communication is now a well-recognised contributor to 

patient harm in hospitals. For some years, research has been suggesting that 

clinical handover is a critical site for communication problems. For example, a 

recent large scale European Commission project has found that, handover 

communication is responsible for 25% to 40% of adverse events(Eggins& 

Slade, 2015). The texts directly link handover to sentinel events. In New South 

Wales, a clinical management root cause analysis of 300 incidents showed that 

many were attributed to poor communication and insufficient handover 

(Australian Resource Centre for Healthcare Innovations (ARCHI), 2010). It 

was recognised that shift to shift handover was one of ten types of handover 

that need to be assessed and evaluated (ARCHI). Another review in Australia 

showed poor communication as a causative factor in approximately 20-25% of 

sentinel events (O'Connell, MacDonald, & Kelly, 2008).  Miscommunication 

or inadequate information during handover can endanger patient’s care 

(Scovell, 2010) and put the patient at risk of errors and unwanted outcomes 
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such as medication errors, falls, increased hospital-acquired infections, delay 

in patient treatment, avoidable readmissions, increased hospital bills, increase 

time of stay in health care facilities or even death (Beckett & Kipnis, 2009; 

Chaboyer et al., 2010; Halm, 2013; Kutney- Lee & Kelly, 2011; Vinu, 2015). 

 Language problems resulting from a heavy reliance on health care 

professionals from other countries can also lead to communication difficulties 

((Mgoqi, 2017; WHO, 2007). The consequences of inadequate handover 

communication include missing information, near miss situations and adverse 

events (Mackaczek et al., 2013). Incompetent handover may result in a 

situation where the nurse taking over the care does not have broad knowledge 

of the episode of care, and hereafter interventions may be missed, 

misinterpreted or not appreciated creating the potential for errors (Gephart, 

McGrath, Effken, Halpern, & Ikuta, 2012). Studies over the years show that 

handover report could threaten patient safety. Patterson & Wears, (2010) state 

that poor communication handovers have ensued in redundancies that 

influence efficiencies and effectiveness, delays in treatment, adverse events, 

low patient and healthcare provider satisfaction, and more admissions. 

 

Theoretical / Conceptual Framework of the Study  

 This study is underpinned by the Osgood-Schramm’s Circular Model 

of Communication (Keepanasseril, 2012).Osgood-Schramm’s model of 

communication is a widely adopted model of communication. It is also known 

as circular model because it shows that messages travel back and forth 

between the sender and the receiver (Mcquail, &Windhall, 2015). In this way, 

the sender can deliver one message and then become the receiver, getting a 

message. Therefore, once an individual decodes a message, then they can 
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encode and send a message back to the sender. The advantage of this model is 

that, it illustrates feedback is cyclical. It also demonstrates that communication 

is complex because it accounts for interpretation. This model also showcases 

the fact that we are active communicators, and we are active in interpreting the 

messages that we receive. The model comprises of sender, message, receiver 

and semantic barriers (Arnold & Boggs, 2011). The sender is the person who 

encodes (converts) and sends the message. The Message is the content being 

shared between the parties. Receiver is the person who decodes (interprets) the 

message. Semantic barriers are the things that influence how the sender 

conveys a message and how the receiver interprets it. 

 

Figure 1: Osgood-Schramm’s Circular Model of Communication 
 

It can be deduced from the model that in this study, there will be a 

sender, receiver, message and barriers. The sender (source of information) in 

this work is the out-going nurse, receiver is the in-coming nurse, message is 

the content of communications and barriers are the factors influencing 
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handover. As the initiator of communication, the out- going nurse who is 

handing over uses verbal and non-verbal language, interpretations and field of 

experience to assure the message is understood by the receiver (in-coming 

nurse). The model stresses the two-way flow of dyadic communication, which 

is as the in-coming nurse receives the information, it is decoded and feedback 

is given; the out-going nurse then encodes the information provided as 

feedback. This is done to resolve ambiguities and to understand the 

management of the patient well. It depicts that communication is a circular 

process and that both nurses are the encoder and decoder. The receiver who is 

the recipient of the information also decodes the information so that it can be 

understandable within her field of experience. The in-coming nurse encodes 

the information provided to them during handover of the patients and in turn 

will decode it according to their educational background, work experiences, 

values, and beliefs. Message which is the content being shared includes 

information on patient’s identification, clinical state, medical and nursing 

information. The sharing of the message (content of communication) between 

the outgoing nurses (sender) and incoming nurses (receiver) was guided by the 

NMC of Ghana handover process. Barriers in this study are things that 

influence effective sending and receiving of information and they include 

human, environmental and organizational factors.  
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Conceptual Framework 
 
 

 

 

 

 

 

 

 

 

 

 

  

 

 

 

 

 

 

Figure 2: A Conceptual framework for assessing the handover process and  
                 communication at the CCTH 

 Figure 1 illustrates the conceptual framework that was used to access 

handover process and communication content at CCTH. The handover process 

was informed by the NMC Ghana handing over standard protocol(Appendix 

G) whilst the  communication content and factors influencing handover was 

informed by seven publications on handover content and communication 
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(Athanasakis, 2013;  Ayala, 2017; Halm, 2013;Nagammal & Nashwan, 2017; 

Randell, Wilson, & Woodward, 2011; Riesenberg, Leitzsch, & 

Cunningham,2010; Wong, 2011). The frame consists of four parts namely 

process, handover, content (communication) and factors affecting handover.  

 

Handover Process 

  Handover process is an integral aspect of nurses’ daily clinical 

practice through which information about patient, client or resident care is 

communicated from one health care provider to another in a consistent 

manner” (Nagammal & Nashwan, 2017). The process is at the left side of the 

frame and it consists of the steps in the NMC Ghana handing over protocol. 

The steps include;  

Step 1: Welcome 

 Welcome the incoming staff. 

Step 2: Reports 

 Gives ward report on patients to incoming nurse to read. 

Step 3: Discussion 

Enquires from incoming nurse if she needs further explanation on 

occurrences on the ward. 

Step 4: Movement 

 Moves around from bed to bed to handover patients. 

Step 5: Sensitive Information 

Handover sensitive information about patient at the nurse’s office e.g. 

condition of patient. 
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Step 6: Rapport 

 Establishes rapport with patients during handing over. 

Step 7: Confirmation 

Checks and confirms information about patient charts and notes. 

Checks with  incoming staff that gadgets on patients are functioning 

e.g. cardiac monitor, intravenous line, oxygen apparatus and suction 

machine, drainage tubes, Ryle’s tubes, urinary catheters, chest tubes 

and intra-abdominal tubes etc. Check and handover-controlled drugs 

and any other relevant resources available.                    

Step 8: Ward annexes 

 Handover ward annexes for incoming nurse to ensure they are clean. 

Step 9: Equipment 

 Report on any defects on equipment and requests made for urgent  

repairs.          

Step 10: Departmental instructions 

 Report on departmental instructions and other important information, 

for example clinical lectures and departmental conferences.    

 

Communication 

 The second component is the communication that nurses use during 

handover. This is at the right side of the frame. Basically, information 

transmitted on handovers focused on what happened in the previous shift, the 

information nurses should know for the current shift and the information that 

needed to be transferred to the nurse of the next shift (Randell et al, 2011). 

Mostly, information transmitted on handovers is grouped into four major 

categories namely patient identification information, clinical state, medical 
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and nursing information (Athanasakis, 2013). The patient identification 

information is made of name, age, bed number of the patient. The clinical state 

gives information on the signs and symptoms the patient presented. The 

medical interventions consist of laboratory investigations, changes in 

medication, primary and secondary diagnosis, and outcome of care which 

could be discharges, referrals or death (Ayala, 2017). Nursing information on 

other hand is compose of assessment findings, nursing procedures such as vital 

signs, fluid monitoring, feeding, and drug administration etc. (Ayala, 2017). 

Nursing information also includes giving information on the state of the 

gadgets used on the patients and also in the line of the nurse’s works such as 

oxygen cylinders, thermometers, feeding tubes and urethral catheter. Lastly 

information about major events in the ward and the hospital is also given to 

the incoming nurse. Other information include; previous shift information, 

current shift information and information about the next shift. 

 

Factors Influencing Handover 

 This is the last part of the framework and it consists of factors that 

influence handover.  It is classified into three main groups namely, 

organisational, individual and environmental factors (Halm, 2013; Riesenberg, 

et. al., 2010; Wong, 2011).Organisational factors are the various factors that 

are associated with the health-care facility in question. It covers issues such as 

high number of patients, lack of standardization, lack of leadership as well as 

lack of education and training for staff. Individual (human) factors are the 

issues that affect handover but are directly related to the particular nurse. They 

may include: fatigue, stress, inexperience, forgetfulness among other factors 

that are solely on the part of the nurse involved. Environmental factors are the 



28 
 

issues that are found in the context of the handover. These factors are normally 

related extraneous events that are not associated with the individuals or the 

organisation. Environmental factors include:  distraction and interruptions 

from others insufficient time for handover and multi-tasking. 

 

Application of the Framework to the Current Study 

 In the current study, the conceptual framework investigates the process 

and content of communication that occurred during nursing inter-shift 

handover at CCTH. The process was described through the stages in the NMC 

of Ghana handing over protocol. This was used to develop a checklist which 

was used to observe the nursing handover process. Nurses were observed 

performing the handover process. The content of information was used to lead 

the development of questions in the semi-structured interview guide to 

conduct nurses’ interview. 

 

Empirical Review 

 This section of the review deals with various empirical studies that 

have been conducted on the research area. The empirical review pulls together 

studies conducted in other jurisdiction and how they are consistent with this 

study. The empirical review examines where researchers are in agreement as 

well as areas where there are inconsistencies in the research findings. The 

empirical review was done in relation to the objective that guided this study. 

 

How well Nurses Follow Handover Protocol 

Nagpal et al. (2010) aimed to identify the information transfer and 

communication problems in postoperative handover and to develop and 

validate a novel protocol for standardizing this communication. A qualitative 
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semi-structured interview study was conducted with 18 healthcare 

professionals to uncover the problems with postoperative handover and to 

identify solutions, including components of a postoperative handover protocol.  

The study identified that the postoperative handover is informal, unstructured 

and inconsistent with often incomplete information transfer. Also, the 

researchers revealed that although nurses practiced some form of handover 

procedure, they hardly follow the laid down protocol. Based on end-user input, 

a handover protocol was successfully developed and validated. Use of this 

may facilitate standardization of this critical activity and thereby improve the 

quality of patient care. 

 Wong (2011) also explored shift-to-shift clinical handover and clinical 

handover improvement using a user-centred approach at the Royal Hobart 

Hospital, Tasmania, Australia in a study. Wong (2011) found that clinical 

handover is a complex, dynamic and evolving clinical system and its status 

needs to be viewed from a contextual, clinical and user perspective. Also, 

Wong (2011) observed that in most circumstances’ nurses follow laid down 

procedures during handover while in some cases nurses do not follow 

handover protocol. The study helps develop a conceptual understanding of 

clinical handover from three perspectives: a contextual perspective, clinical 

perspective and a user perspective. This conceptual understanding of clinical 

handover opens up new areas for future research. 

 A qualitative study to explore the conditions for oral handovers 

between shifts in a hospital setting, compliance to handover protocol and how 

these impact patient safety and quality of care conducted by Giske, Melås 

&Einarsen (2018). The study found that mostly, nurses comply with the 
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various steps that have been outlined for nurses to follow during patient 

handover. The researcher recommended that developing a familiar structure 

for oral handovers and minimising the use of abbreviations and unfamiliar 

medical terms promote clarity and understanding. Limiting disturbances 

during handovers helps nurses focus on the content of the report. Awareness 

of one’s attitudes and the use of verbal and nonverbal communication can 

enhance the quality of a handover. Time allocated for an oral handover should 

allow for professional discussions and student supervision. Involving nurse 

leaders in promoting the quality of oral handovers can impact the quality of 

care (Giske, et al., 2018). 

 In a related study, Malfait, Eeckloo, Van Biesen, Deryckere, Lust and 

Van Hecke (2018) also determine the compliance with a structured bedside 

handover protocol following ISBARR (Introduction, Situation, Background, 

Assessment, Recommendations, Readback) and if there were differences in 

compliance between wards. In their work, individual patient handovers 

between nurses from the morning and afternoon shift in 12 nursing wards in 

seven hospitals in Flanders, Belgium were observed. The tailored and 

structured bedside handover protocol following ISBARR was developed, and 

nurses were trained accordingly. The average compliance rate to the structured 

content protocol during bedside handovers was found to be high (83.63%; SD 

11. 44%). Length of stay, the type of ward and the nursing care model were 

influencing contextual factors identified. Items that were most often omitted 

included identification of the patient (46.27%), the introduction of nurses 

(36.51%), hand hygiene (35.89%), actively involving the patient (34.44%), 

and using the call light (21.37%). Items concerning the exchange of clinical 
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information (e.g., test results, reason for admittance, diagnoses) were omitted 

less (8.09%-1.45%). Absence of the patients (27.29%) and staffing issues 

(26.70%) accounted for more than half of the non-executed bedside 

handovers. On average, a bedside handover took 146 seconds per patients. 

Malfait et al. (2018) concluded that when the bedside handover was delivered, 

compliance to the structured content was high, indicating that the execution of 

a bedside handover is a feasible step for nurses. The compliance rate was 

influenced by the patient’s length of stay, the nursing care model and the type 

of ward, but their influence was limited. However, according to the nurses, 

there was however a high number of situations where bedside handovers could 

not be delivered, perhaps indicating a reluctance in practice to use bedside 

handovers. 

 

Content of the Communication that Occurs During Nursing Handover 

 A study to assess information content of the nurse change of shift 

report was conducted by Lamond (2000). The study examined the role which 

the nursing change of shift report may have in aiding nurses to process 

information and plan care. It also aims to identify whether any of the 

information found in the shift report can be considered as ‘forceful feature’ 

information, the key features of a situation which allow an individual to access 

appropriate knowledge within their long-term memory store. In general, 

Lamond (2000) found that more information was recorded in the patients’ 

notes than communicated during the shift report. However, both the frequency 

data and the MSA plots indicated that particular types of information 

(identified here as global judgments) were often communicated in the shift 

report but not recorded in the patient notes. The results suggest that there is 
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evidence that the change of shift report contains `forceful feature' information. 

The presence of such `forceful features' may facilitate the processing of patient 

information during the shift report communication, leading to more efficient 

care planning (Lamond, 2000). 

 Thompson et al. (2011) assess the effect of the ISBAR handover tool 

on junior medical officer (JMO) handover communication in an Australian 

hospital. The study found that hand over information that was shared included 

all the elements of the ISBAR; thus, showing that detailed information was 

provided. The researcher concluded that the use of the ISBAR tool improves 

JMO perception of handover communication in a time neutral fashion.  

 Braaf, Rixon, Williams, Liew and Manias (2015) also studied 

medication communication during handover interactions in specialty practice 

settings. Because effective communication about patients’ medications 

between health professionals and nurses at handover is vital for the delivery of 

safe continuity of care, the researchers aimed to investigate what and how 

medication information is communicated during handover interactions in 

specialty hospital settings.  Health professionals in the study were found to 

communicate partial details of patients’ medication regimens, by focusing on 

auditing the medication administration record, and through the handover 

approach employed. Gaps in medication information at handover were evident 

as shown by lack of communication about detailed and specific medication 

content. Incoming nurses rarely posed questions about medications at 

handover. In conclusion, the researchers stated that handover interactions 

contained restricted and incomplete medication information. Improving the 

transparency, completeness and accuracy of medication communication is 
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vital for optimising patient safety and quality of care in specialty practice 

settings. Braaf et al. (2015) recommended that for nurses to make informed 

and rapid decisions regarding appropriate patient care, information about all 

types of prescribed medications is essential, which is communicated in an 

explicit and clear way. Disclosure of structured medication information 

supports nurses to perform accurate patient assessments, make knowledgeable 

decisions about the appropriateness of medications and their doses, and 

anticipate possible adverse events associated with medications (Braaf et al., 

2015). 

 

Factors that Influence Handover Information among Nurses 

 The aims of a study by Bost, Crilly, Patterson and Chaboyer (2012) 

were to explore the clinical handover processes between ambulance and ED 

personnel of patients arriving by ambulance at one hospital and identify 

factors that impact on the information transfer to ascertain strategies for 

improvement. The researchers identified two types of clinical handover: for 

non-critical patients and for critical patients. Quality of handover appears to be 

dependent on the personnel’s expectations, prior experience, workload and 

working relationships. Lack of active listening and access to written 

information were identified issues. Bost et al. (2012) concluded that clinical 

handover between two organisations with different cultures and backgrounds 

may be improved through shared training programmes involving the use of 

guidelines, tools such as a whiteboard and a structured communication model 

such as MIST. Bost et al., (2012). Again, a research by Siemsen et al. (2012) 

studied factors that impact on the safety of patient handovers. The primary aim 

of this interview study is to explore healthcare professionals’ attitudes and 
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experiences with critical episodes in patient handover in order to elucidate 

factors that impact on handover from ambulance to hospitals and within and 

between hospitals. The secondary aim is to identify possible solutions to 

optimise handovers. The study found eight central factors to have an impact 

on patient safety in handover situations: communication, information, 

organisation, infrastructure, professionalism, responsibility, team awareness, 

and culture. The eight factors identified indicate that handovers are complex 

situations. The organisation did not see patient handover as a critical safety 

point of hospitalisation, revealing that the safety culture in regard to handover 

was immature. Work was done in silos and many of the handover barriers 

were seen to be related to the fact that only few had a full picture of a patient’s 

complete pathway (Siemen et al., 2012). 

 Machaczek, et al., (2013) in a study also examined doctors’ and 

nurses’ perceptions of barriers to conducting handover in hospitals in the 

Czech Republic. The study was an exploratory study using a researcher-

administered questionnaire survey. The questionnaire evaluated clinicians’ 

perceptions of barriers to handover, including individual performance-related, 

organisational and environmental factors. They found that social relationships 

and hierarchy seemed to have a negative impact on handover. The 

environmental factors negatively influenced handover included: not enough 

time, poor workforce planning, busy periods in the department, and 

interruptions. Handover emerged as a complex process negatively influenced 

by the work environment and social relationships. Nursing handover emerged 

as being conducted in a more standardised manner than handover between 

doctors; however, standardisation did not enhance the quality of information 
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conveyed. Improvements in handover practices require organisational changes 

such as a reduction in workload and training for staff in conducting handover 

(Machaczek et al., 2013). 

 Lee, Phan, Dorman, Weaver and Pronovost (2016) studied handoffs, 

safety culture, and practices. The purpose of the study was to analyze how 

different elements of patient safety culture are associated with clinical 

handoffs and perceptions of patient safety. The researchers examined the 

statistical relationships between perceptions of handoffs and transitions 

practices, patient safety culture, and patient safety. The main findings were 

that the effective handoff of information, responsibility, and accountability 

were necessary to positive perceptions of patient safety. Feedback and 

communication about errors were positively related to the transfer of patient 

information; teamwork within units and the frequency of events reported were 

positively related to the transfer of personal responsibility during shift 

changes; and teamwork across units was positively related to the unit transfers 

of accountability for patients. In summary Lee et al. (2016) stated that staff 

views on the behavioural dimensions of handoffs influenced their perceptions 

of the hospital’s level of patient safety. Given the known psychological links 

between perception, attitude, and behaviour, a potential implication is that 

better patient safety can be achieved by a tight focus on improving handoffs 

through training and monitoring. 

 Finally, Richter, McAlearney and Pennell (2016) conducted a study to 

determine whether perceptions of organizational factors that can influence 

patient safety are positively associated with perceptions of successful patient 

handoffs, to identify organizational factors that have the greatest influence on 
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perceptions of successful handoffs, and to determine whether associations 

between perceptions of these factors and successful handoffs differ for 

management and clinical staff. Richter et al. (2016) found that perceived 

teamwork across units was the most significant predictor of perceived 

successful handoffs. Perceptions of staffing and management support for 

safety were also significantly associated with perceived successful handoffs 

for both management and clinical staff. For management respondents, 

perceptions of organisational learning or continuous improvement had a 

significant positive association with perceived successful handoffs, whereas 

the association was negative for clinical staff. Perceived communication 

openness had a significant association only among clinical staff. The 

researchers recommended that hospitals should prioritize teamwork across 

units and strive to improve communication across the organization in efforts to 

improve handoffs. In addition, hospitals should ensure sufficient staffing and 

management support for patient safety. Different perceptions between 

management and clinical staff with respect to the importance of organizational 

learning are noteworthy and merit additional study (Richter et al., 2016). 

 

Chapter Summary 

 This chapter reviewed related literature on empirical studies, and 

conceptual framework. With the empirical review, handover was seen to be an 

essential component of shift work in health care settings, during which 

patient’s care responsibility and information are transferred to the incoming 

nurse. The main function of clinical handover is to ensure communication 

between nurses regarding patient information for the continuity of patient care. 

In literature, the content of handover which is important in ensuring continuity 
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of care and safety of the patient cannot be over emphasized. Communication 

among health care professionals in handover should be accurate, complete, 

specific, relevant, timely, up to date, subjective, and objective. However, the, 

the exchange of information can be influenced by certain factors which have 

been by categorized into three; namely the performance of individuals; 

environmental factors and system factors.  

 The study used Osgood-schramm’s circular model of communication 

and a conceptual framework developed from NMC of Ghana handing over 

protocol (process) and six articles (content of communication and factors 

influencing) to guide this study.  
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CHAPTER THREE 

RESEARCH METHODS 

Introduction 

 The study explores the handover process and communication among 

registered nurses in the Cape Coast Teaching Hospital; and how well 

registered nurses comply with NMC protocol for the handover process. The 

previous chapter dealt with literature review which primarily focuses on 

theoretical, conceptual and empirical reviews. This chapter presents an 

evaluation of the research methodology that guides this study. It focuses on 

the study design, profile of the study area, study population, sampling 

procedure, data collection instrument, trustworthiness, pretest, ethical 

consideration, data collection procedures and data processing and analysis. 

 

Research Design 

 There are three main research traditions that inform the choice of 

research design. They are the quantitative approach, which deals with numbers 

and statistics, the qualitative approach which covers human experience, and 

are mostly narrative in nature (Creswell, 2013). The third approach is the 

mixed approach which combines both quantitative and qualitative approaches 

in a pragmatic way. 

 A study is classified as qualitative if the purpose of the study is 

primarily to describe a situation, phenomenon, problem or event. According to 

Kumar (2011, p.103 ), the main focus of qualitative research is to understand, 

explain, explore, discover and clarify situations, feelings, perceptions, 

attitudes, values, beliefs and experiences of a group of people. There are four 

main traditional designs of qualitative research which are phenomenology, 
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grounded theory, historical and ethnography research. These traditions are 

being applied all the time more by researchers in the health and social 

sciences, including nursing studies (Hunt, 2009).  In nursing literature, other 

qualitative designs such as descriptive qualitative studies, exploratory 

descriptive, qualitative case study and phenomenological designs are mostly 

used. 

 According to Burns and Grove, (2009), an appropriate design must be 

chosen to  commensurate with the topic investigated in order to answer the 

specific aims and objectives that the research question poses. This study 

employed the use of descriptive qualitative case study approach. A qualitative 

case study is an approach to research that facilitates exploration of a 

phenomenon within its context using a variety of data sources (Baxter & Jack, 

2008). This ensures that the issue is not explored through one lens, but rather a 

variety of lenses which allows for multiple facets of the phenomenon to be 

revealed and understood. As noted by Baxter & Jack, (2008), there are two 

key approaches that guide case study methodology; one proposed by Stake 

(1995) and the second by Yin (2003). Both seek to ensure that the topic of 

interest is well explored, and that the essence of the phenomenon is revealed, 

but the methods that they each employ are quite different and are worthy of 

discussing. According to Yin (2003) a case study design should be considered 

when: the focus of the study is to answer “how” and “why” questions. It is 

also used when the researcher cannot manipulate the behaviour of those 

involved in the study. Again, qualitative case studies are used when there is 

the need to cover contextual conditions because you believe they are relevant 

to the phenomenon under study. Finally, when the boundaries are not clear 
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between the phenomenon and context then qualitative case studies are 

applicable. There are different types of case study designs and the choice of a 

specific type of case study design is guided by the overall study purpose.   Yin 

(2003) categorizes case studies as explanatory, exploratory, or descriptive. He 

also differentiates between single, holistic case studies and multiple-case 

studies. Stake (1995) identifies case studies as intrinsic, instrumental, or 

collective. 

 A descriptive case study design was adopted because the researcher 

wanted to systematically study and describe a phenomenon (nursing 

handover). The collection of data through various methods helped in providing 

more detailed information on nursing handover than what could have been 

obtained via either interviews or observations alone, as the focus was more on 

quality and richness of information.  Generally, case studies are very suitable 

for serving the heuristic purpose of inductively identifying additional variables 

and new hypotheses (Starman, 2013) and it was based on this purpose this 

design was selected.  

 

Study Area 

 The Cape Coast Teaching Hospital is a tertiary health facility and 

provides specialised medical and nursing care to the people mainly of the 

central and western regions of Ghana. Some of the services rendered in the 

facility include paediatric, gynaecological, surgical, medical, and radiological 

and laboratory services. There are twelve wards apart from the Out Patient 

Department (OPD) and the dialysis unit.  It has a 363-bed capacity and 584 

nurses of which the population of registered nurses working there is 476. 

Admissions to the various wards in the hospital were 798 cases in 2016, 943 in 
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2017 and 842 cases in 2018. This facility was used because it is a tertiary 

facility and has different categories of nurses. 

 

Population 

 A population in research refers to those elements that make up the 

focus of the study that fit in the fixed criteria (LoBiondo-Wood & Haber, 

2010). All individuals in a particular research population generally have a 

shared, requisite trait. Study population is fundamentally separated into two: 

the target population and the accessible population. The target population for a 

study is the complete set of elements for which the study data are to be used to 

make inferences. Hence, the target population defines the units which the 

conclusions of the survey are to be generalised (Cohen et al., 2011). The 

accessible population on the other hand is the population in research to which 

the researchers can apply the conclusions of the study. This population is a 

subgroup of the target population (Cohen et al., 2011). It is from the accessible 

population that the sample for the study is obtained. 

 The target population in this study included all professional nurses who 

have undergone three or four years of training to attain State Registered Nurse 

Certificate, diploma or degree. The accessible population includes male or 

female nurses in the Cape Coast Teaching Hospital who are working in wards. 

It also included nurses between 20-60 years of age.  This age limit was 

consistent with the age range of staffs available in the institution. It excluded 

nurses working at the OPD and theatre because the staffs in these units usually 

practice interdepartmental handover.  The study also excluded Rotation nurses 

and Health Assistants Clinicians. These categories of staffs were excluded 

because CCTH does not allow this category of staffs to lead handovers. 
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Sampling Procedure 

 Research requires that if the entire population cannot be studied, some 

members of the accessible population are selected and studied; and 

generalisation and inferences are made to the population. This subset is 

carefully chosen from the accessible population and which is representative of 

the population is known as the sample and the technique for selecting the 

sample is the sampling procedure (Cohen et al., 2011). Creswell (2013) states 

that there are various sampling procedures; however, they have been grouped 

into two basic methods: probability and non-probability sampling methods. In 

probability sampling, all units of the population have an equal chance of being 

chosen in the sample (Creswell, 2013). Widely used probability sampling 

methods include: simple random sampling, systematic sampling, stratified 

sampling and cluster sampling (Kothari, 2004). In non-probability sampling, 

some elements of the population have no chance of selection, or where the 

probability of selection cannot be accurately determined (Creswell, 2013). 

Non-probability sampling involves the selection of elements based on 

expectations concerning the population of interest, which forms the standards 

for selection (Saunders &Thornhill, 2007). Some non-probability sampling 

methods are: convenience sampling, snowballing, quota sampling and 

purposive sampling.  

 Purposive sampling was used to select the wards and handover 

sessions.  The purposive sampling procedure was used because purposive 

sampling is the commonly used sampling method for qualitative research. 

Besides purposive sampling was chosen because the research sought to focus 

on a particular group of people, study them and make conclusion about them. 
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The study purposively focused on registered nurses. Firstly, 11 wards out of 

the 12 wards in the hospital were selected for the study. The theatre was 

excluded in this study because it mainly concerned with interdepartmental 

handover which is not the focus of this study. Secondly, three handover 

sessions (morning, afternoon, evening) were selected purposively on each 

ward for the observation. Finally, a total of 33 nursing handovers were 

observed (three from each of the participating wards). The researcher intended 

to interview 11nurses out of the 33 nurses who led the observed handover. 

Purposive sampling technique was used to select these 11 nurses (one from 

each of the participating wards). Nonetheless the final sample size (10) was 

determined by attaining data saturation which occurred with the 10th 

participants. Data saturation occurred when no new finding was generated 

during the data collection process (Brink, Van der Walt, & van Rensburg, 

2012). Saturation was achieved with the 9th participant and additional one was 

conducted to confirm the saturation. 

 

Data Collection Instruments 

 The development of the data collection tools was informed by the 

research questions. Two data collection tools were used in this study which 

includes a structured observational checklist and a semi-structured interview 

guide. The item on both the observational and the semi-structured interview 

guide was determined by the research objectives. Observations were done 

before interviews in order to ascertain whether nurses are doing the 

appropriate handover procedures according to the NMC guidelines in order to 

answer research question one. The first method which was used to collect the 

data was structured observation. According to Bentley, Boot, Gittelsohn, & 
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Stallings, (1994), structured observation is a process used to quantify or 

measure a behaviour or behaviours. A structured observation is when an 

observation list is used with a fixed number of points to notice, and this list is 

applied in a pre-determined number of situations, or with a pre-determined 

number of people. Structured observations are particularly useful when one 

wants to collect information about the extent to which particular health 

behaviour occur, including information about the frequency, intensity, and 

duration of the behaviour. One advantage of structured observation is that it 

provides information on what people actually do, rather than on what they say 

they do or did. However, one weakness with structured observation is that, 

data generated are usually not detailed and some behaviour the investigator 

records may not be important. An observational checklist was developed from 

the NMC Ghana handover protocol to assess the handover process in all the 

selected wards. The checklist was categorised into two parts: Part A captured 

demographic information of nurses such gender, age, ward, shift, rank, 

educational background, number of years in service, number of years one has 

been on current ward, place of handover, format of handover, number of 

nurses present at the bedside handover, number of patients on the ward and 

time spent at each bedside handover.  Part B enquired about the handover 

procedure. It has the steps in the NMC protocol and “Yes” or “No” options 

were assigned to each step. 

 Secondly a semi-structured interview was used to collect information 

from the nurses. Semi-structured interviews are guided by a list of questions 

that are asked in the exact wording and order as they have been written down. 

The answers, however, are still open-ended, and the respondent is free to give 
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his or her own words, view and insights in answering the questions. The 

advantage is easy coding and analysis of the answers. According to Adams 

(2015), semi-structured interviews allow participants the freedom to express 

their views in their own terms and confirm what is already known but also 

provides the opportunity for learning. Mostly, the information received from 

semi-structured interviews provides not just answers, but the reasons for the 

answers. Nevertheless, it requires interviewing skills and its data analysis 

demands skills and is also time consuming. A semi-structured interview guide 

which was developed out of the concepts in the conceptual framework and the 

research question was used to inquire about the communication contents of the 

handovers. The semi-structured interview guide was only used as a template 

and the participants were not bound to follow exactly how the questions were 

arranged on it. The interview guide was grouped into three sections in order to 

achieve the stated objectives. ‘Section A’ collected data on current handover 

process, ‘Section B’ collected data on content of communication during 

handover, and finally, ‘Section C’ looked at factors influencing nursing 

handover. 

Trustworthiness 

For a qualitative study to ensure quality and methodological rigour, the 

term trustworthiness is often used as an alternative to validity (Kullberg, 

2019). Methodological rigour in qualitative study is ensuring that the study is 

conducted strictly, using acceptable standards and rational interpretation 

(Yang, Chang, & Chung, 2012). Trustworthiness varies according to the 

degree of freedom from biases that are introduced in the research and the 

rigour by which investigators stick to the methodology used to reduce the 
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biases (Hadi & Closs, 2016; Yang et al., 2012). Lincoln and Guba (1985) 

proposed four criteria for determining the rigour of a qualitative  study, these 

are: credibility, dependability, confirmability and transferability (Nowell, 

Norris, White, & Moules, 2017).  

Credibility in research refers to the believability or truth value of a 

study; that is the extent to which the researcher account is faithful to the 

experiences of the respondents (Carnevale, 2016). This implies strategies that 

foster proximity of the researcher to the respondents while taking measures to 

guard against having the researcher inadvertently influence the manner in 

which the participants’ experiences are recorded (Carnevale, 2016).To ensure 

credibility of the study, recruited participants must hold a state registered 

nursing or diploma in nursing certificate because they have an understanding 

of nursing handover. Again, the participants were supposed to have  practiced 

nursing for at least a year since rotational (interns) nurses were not allowed to 

lead handover performance in the wards. Triangulation which involves using 

several methods for data collection was used in this study to ensure credibility; 

data was collected by both observation using a checklist and interview using a 

semi-structured interview guide. The observational checklist was developed 

from the NMC Ghana handover protocol.  The interview questions were 

derived from the conceptual framework of the study and were critically 

studied with both supervisors to ensure the questions were essential for the 

study. The semi-structured interview was transcribed verbatim and peer 

debriefing was done to provide an external check on the research process.  

Dependability refers to how stable the data are and the potential to be 

replicated in other Studies (Houghton, Casey, Shaw, & Murphy, 2013). In 
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order to ensure dependability, the research method, data collection procedures 

and analysis were reported in details. In addition, all interviews were 

performed by the same person, to enhance dependability. Nevertheless, the 

interviewer adapted each interview to the participant depending on the flow of 

the dialogue; hence no interview was exactly like the other.  

Confirmability refers to the assurance that data were collected and 

analysed in a neutral manner, whereby the researcher’s potential distortion of 

participants accounts is minimized (Carnevale, 2016). To check 

confirmability; two research assistants were recruited to collect data on the 

observations. 

 Transferability refers to the generalisability of inquiry (Nowell et al., 

2017). Transferability was assured by giving details of the research setting, 

methodology and background of the sample used in the study. Analysed and 

transcribed data is being kept for reference purposes, this enable other 

researchers transfer the conclusion of this study to other similar contexts 

Pre-test 

 I performed pre-test with nurses at the Female’s ward of Cape Coast 

Metropolitan Hospital which was randomly selected. A pre-test is a trial of the 

tools to verify whether the tools are understood by participants and do not bias 

participants’ contribution (Polit & Beck, 2014). The pre-test was done on the 

24th May, 2018. A total of three handover observations was carried out which 

comprised of morning, afternoon and nightshift handover.  The shift in- 

charges were interviewed after the observations and a total of three nurses 

were interviewed. It was also done to ascertain the interview skills of the 

researcher. The pre-test in this study had objectives that focused on the 



48 
 

research instruments and the processes of using them. The pre-test also 

considered the interview times. The researcher was able to restructure the 

interview guide after the pre-test by including certain issues that respondents 

raised. For example, research questions two which initially sought to describe 

communication in handover, in general, was modified to be the content of the 

communication. 

 

 

Ethical Considerations 

Ethics in research relates to questions about how to formulate and 

clarify a research topic, design research and gain access, collect data, process 

and store data, analyse data and write up research findings morally and 

responsibly (Saunders, Lewis &Thornhill, 2012). An ethical consideration in 

the field is inevitable when the work involves others, whether they are 

colleagues, respondents, assistants, or people in positions of authority 

(Perecman& Curran, 2006). 

In order to comply strictly with ethical standards in research, an 

approval was first sought from the Institutional Review Board (IRB) of 

University of Cape Coast (Appendix D). After this, I obtained permission 

from the hospital authorities to conduct the study (Appendix F).  In view of 

this, ethical approval was sought from the management of CCTH with the aid 

of an introductory letter (Appendix E) from the School of Nursing and 

Midwifery (UCC) and the clearance letter from the University’s IRB, prior to 

data collection at the hospital. The Deputy Director of Nursing Services 

(DDNS) for the Medical, Surgical, Paediatric and Obstetric and 

Gyanaecological wards of the hospital and in-charges in the various wards 

within the departments were also adequately informed and their consent and 
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approval were sought. For both the checklist and the interview the respect of 

the participants was kept through informed consent (Appendix A). Prior to the 

signing of the consent form, the participants were provided with adequate 

information about the research study. They were made to understand their 

rights to accept or refuse to participate in the study and the risk and benefits of 

the study were also explained to them to ensure voluntary participation. 

Confidentiality and anonymity of participants were maintained as they were 

made to understand that their names would not be mentioned in the study.  

 

Data Collection Procedures 

 Data were collected between 29th May, 2018 and 12th June, 2018. 

Throughout the study, the investigator adopted an ‘outsider role’. The 

‘outsider’ researcher stays more physically and emotionally distant from the 

subjects under study. This enables the subjects to feel free and express 

themselves freely and build trusting relationship with the researcher and 

therefore there is less chance of ‘going native’ (Randall et al., 2008). The 

investigator put herself in an unbiased position and never interfered with the 

nurses’ work but rather just observed their working environment and listened 

to what they said. Again she made the effort to distance herself from them and 

not get emotionally involved with them.  

A non-participant observation approach was used to observe the handover 

sessions on each ward using the observational checklist (Appendix B). The 

“Yes” or “No” options were ticked to indicate whether a step in the handover 

process is performed or not performed. After the handover observation, the 

leader of the team (shift nurse in-charge) was interviewed using a semi-

structured interview guide (Appendix C). This was administered through face 
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to face interview to capture communication content. The interviews were 

audio-recorded and lasted between 15-20 minutes. Data collection technique 

which was employed first was observations by the use of observational 

checklist. This was done to allow the researcher to gain an elementary 

understanding of how nursing handover is practiced in its natural setting. As 

cited by Wong (2011), it is vital to explore the variances between what people 

say they do, what they think they do and what they actually do (Nøhr&Botin, 

2007).  Again, Wong (2011) cited Atkinson and Hammersley (1994) who 

differentiated between a participant and non-participant observation by 

creating four classifications: 

1. The complete observer - the researcher remains in the background and 

watches and listens;  

2. The observer as participant - the researcher participates as if an 

organizational member; 

3.  The participant as observer - the researcher participates fully but 

overtly as a researcher;  

4.  The complete participant - the researcher acts as an organizational 

member. 

The investigator took on the role of a complete observer in thirty-three 

handover sessions which included morning handover (8 – 8:30am), afternoon 

handover (1:30pm-2pm) and night handover (9:30 – 10pm). These observation 

sessions were conducted in two weeks.  

 Ten semi-structured interviews with an average duration of fifteen 

minutes were conducted to gather information about the participants’ 

understanding and experiences of nursing handover, what information they 
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usually give when handing over to their colleagues and what factors influence 

the kind of information they give during this procedure. The use of open-

ended questions made it easier for the participants to share their experiences 

well in the area understudy as the intentions of the researcher was to 

encourage participants to discuss issues relating to the research without 

imposing any limitations or constraints as to how the questions may be 

answered. The nurses in charge of the staffs who participated in handover 

sessions in a shift were invited to participate in the semi-structured interviews. 

A fixed time and location were arranged immediately after the handover 

session; however, this did not always happen according to plan as nurses were 

always in a rush to leave the ward after closing. Such interviews were then 

rescheduled at a time that was convenient to the participant. The researcher 

also ensured that she was readily available so as not to miss any opportunity to 

conduct the interviews. At times, the researcher would be contacted at short 

notice to conduct an interview. All interviews were conducted face-to-face, at 

a time and venue convenient for the nurses. In most cases, interviews were 

conducted in the nurses’ room. The researcher started the interview by briefing 

the participants about the aims and objectives of the interview. Permission was 

then sought from the participants to audio record the interview. All 

participants agreed to have the interview recorded. The researcher utilized 

various techniques to extract information from the participants, including 

pauses and probes. Probes were used only at certain points to redirect the 

participants to answer the questions the researcher requires. The researcher 

only moved on to the next question when she was certain that the participants 

had completed their answers. At the conclusion of each interview, the 
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researcher reflected on the interview conducted. The researcher attempted to 

the best of her ability to transcribe all interviews within forty-eight hours of 

data collection in preparation for data analysis. The challenge that was 

encountered during data collection was distractions and interruption created by 

other staffs and emergencies on the ward. To curtail this challenge, interviews 

were conducted when the ward was less busy and it was held in a designated 

room at the hospital. The researcher also adhered strictly to the observational 

checklist. 

 

Data Processing and Analysis 

After data collection was complete, the data was subjected to analysis 

and interpretation in order to unearth the findings of the study. The data 

collected from the observational checklist were coded and simple frequencies 

were generated.  This was done in order to understand which of the stages in 

the handover process were performed more, less or omitted by the nurses. The 

use of quasi-statistics was not to indulge  any statistical testing but to show the 

patterns in the behaviour coded (Kim, Sefcik, & Bradway, 2017; Maxwell, 

2010). 

The audio-taped interviews were transcribed and read several times to 

understand patterns in the data. The primary supervisor read through the 

transcribed data for confirmation. Transcripts were compared with the audio-

taped interviews from which they were prepared to obtain accuracy of data. 

Summative, deductive and inductive content analyses were also used to 

analyse the interviews. The deductive analysis was done using the conceptual 

framework as recommended by(Hsieh & Shannon, 2005). Three categories 

were generated namely: process (e.g. welcoming, Report reading), content of 
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communication (patient identification, clinical state) and factors affecting 

communication (organizational, environmental, and human). To further 

structure the results of the analysis, the categories were classified into 

subcategories. 

 Data on the research questions were analysed qualitatively using the 

thematic analysis approach as suggested by Braun and Clarke (2006). Braun 

and Clarke (2006) define six steps that can be used in thematic analysis. The 

first step dealt with immersing oneself in the data. This stage involved 

transcribing interviews and reading the transcripts repeatedly. Transcribing is 

a time-consuming process was useful since it helped the researcher to become 

familiar with the data and offers the opportunity to begin to think about 

possible codes. While reading transcripts, the researcher actively looked for 

meanings and patterns. At this point, it was useful to make notes on potential 

coding categories that could be developed in subsequent analyses. The second 

stage involved generating initial codes. For example, an initial code generated 

was how nurses perform their handover duties, I am the shift in charge nurse, 

irresponsibility on the part of the Nurses, I establish rapport, interruption, and 

I check controlled drugs. Once the researcher was familiar with the data, the 

researcher identified an initial list of codes. Generating codes enabled 

organisation of the data into meaningful units, but they were not yet in themes, 

which are broader and may capture several codes. It was critical to code for as 

many potential themes as possible, as the value of some codes became 

apparent later in the process and once many code applied to portions of the 

data set. The third stage was where the researcher searched for themes. Once 

the data was coded and material falling under the same codes had been 
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brought together, a search for themes began. This stage involved considering 

how different codes could fit together into one broader theme. Braun and 

Clarke (2013) recommend that the themes can be organised into major themes 

and subthemes. For example, I had major themes such as Process (welcoming, 

report reading, discussions); Content (patients’ identification, clinical state).  

At the fourth stage, the themes that were identified and categorised were 

reviewed. Once a set of potential themes were identified there was the need to 

review and redefine the themes. This is because some themes were no relevant 

to the research questions while others combined into broader ideas or formed 

separate themes. Braun and Clarke (2013) recommend that reading the entire 

data set again help to capture data that fit with themes that were omitted in 

earlier coding. The fifth stage involved defining and naming themes. When a 

thematic map of the data exists, further refinement of the themes may occur. 

The important task here was to identify the central idea in each theme and 

provide a name that concisely captures the idea. Writing detail analysis of 

each single theme and how it fits into the overall picture of the data set was 

important (Braun and Clarke, 2013). For example, a major theme that emerged 

after reviewing and naming of themes was factors affecting handover. Finally, 

sixth stage dealt with producing the report of the analysis. After the themes 

and their relationships are identified fully, the research report was written. The 

report presents the analysis in a way that was meaningful and the reader can 

see as trustworthy. This involved including data extracts that distinctly 

illustrate the themes as well as discussions of the decisions that were made 

during the process of the study. The report of the study needs to go beyond a 
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simple description of the data to develop and argument (Braun and Clarke, 

2013). 

 

Chapter Summary 

 This Chapter focused on methods that undergird this study. The key 

areas discussed in this Chapter were overview of qualitative research methods 

and the study design (descriptive case study design). The next chapter will 

tackle the presentation of results and discussions.  
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CHAPTER FOUR 

RESULTS AND DISCUSSIONS 

Introduction 

This chapter presents results from the analysis of data from the 

observational handover checklist and the audio recorded interview of nurses. 

The purpose was to explore handover process and content of communication 

among registered nurses at CCTH. Descriptive qualitative case study was used 

in the study. Thirty-three inter-shift nursing handovers were assessed using the 

observational checklist and ten shifts nurse in-charges interviews were also 

conducted. Summative, deductive and inductive content analyses were also 

used to explore the process and communication of nursing handover. Data 

obtained from the observational checklist were analyzed using simple 

frequencies and percentages. Audio-taped interviews were transcribed after 

each section of data collection. Codes were organized and grouped into 

meaningful clusters.  

Results commenced with a summary of descriptive information of the 

participants observed using the handover checklist followed by the results 

from the interview analysis. 

 

Descriptive Demographic Information of Participants 

A total of 33 handovers were assessed across the 11 wards which were 

selected purposively. Data was taken during the entire three (3) main shift 

(morning, afternoon and night) in each of the ward. Majority of the 

participants (n=19, 57.6%) were females. The participants’ ages ranged from 

26 to 30 years (n=24, 72.7%). Majority (n=24, 72.7%) of the nurses who led 
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the handover were staff nurses and hold diploma in nursing (n=30, 90.9%). 

Most of them have 1 to 5 years working experience (n=30, 90.9%) and the 

number of years spent on their present ward ranged from 1 to 5 years (n=28, 

84.8%). Majority (n=28, 84.8%) of them perform handover at the bedside and 

the format used often is verbal handing over (n=23, 69.7%). Nurses present at 

a handover were mostly more than five (n=17, 51.5%). Most (n=20, 60.6%) 

wards had more than 10 patients to be handed over and less than 10 minutes 

(n=21, 63.3%) was spent in handing over a patient.  

Table 1: Background characteristics of participants 

Demographic characteristics Frequency (N= 33) Percentage (%) 

Gender  

Male  

Female 

 

14 

19 

 

42.4 

57.6 

Age  

18-25 

26-30 

31-35 

36-40 

 

2 

24 

5 

2 

 

6.1 

72.7 

15.2 

6.1 

Rank  

Staff  Nurse 

Senior Staff  Nurse 

Nursing Officer 

Senior Nursing Officer 

 

24 

5 

2 

2 

 

72.7 

15.2 

6.1 

6.1 

Educational Background 

Diploma  

First Degree 

 

30 

3 

 

90.9 

9.1 

Work Experience  

1-5 years  

6-10 years  

Above 10 years  

 

30 

2 

1 

 

90.9 

6.1 

3.0 
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Table 1 continued  

Time Spent at Present  

Ward 

Below 1 year 

1-5years  

 

 

5 

28 

 

 

15.2 

84.8 

Place of Handover 

Nurses’ Station 

Designated Place 

Bedside 

 

2 

3 

28 

 

6.1 

9.1 

84.8 

Handover Format 

Verbal 

Written  

Both Verbal & Written 

 

23 

1 

9 

 

69.7 

3.0 

27.3 

Nurses Present at 

Handover  

1-5 

More than 5 

 

 

16 

17 

 

 

48.5 

51.5 

No. of Patients on ward 

1-3 

4-6 

7-10 

More than 10 

 

6 

4 

3 

20 

 

18.2 

12.1 

9.1 

60.6 

Time spent on each Patient  

Below 10 mins. 

10-20 mins. 

21-30 mins 

More than 30 

 

21 

6 

5 

1 

 

63.3 

18.2 

15.2 

3.0 

Source: Researcher’s Construct 
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Research question 1: How well do registered nurses at CCTH follow the 

NMC handover protocol? 

The results in Table 2 point out that all the participants (100%, n=33) 

“Move around from bed to bed to handover patients” during handing over. 

Also 72.7% (24) of the nurses allow incoming nurse read ward report on 

patients. Moreover, approximately 91% (30) of the respondents explained 

issues to the incoming staff and answered any questions that arose from the 

reports. Table 2 continues to show that approximately 85% (28) of the 

respondents welcomed the incoming staff and 85% (28) also established 

rapport with patients during handovers.  Furthermore, approximately 82% (27) 

checked and confirmed patient’s information on patients’ chart. Again, 

approximately72.7% (24) of the nurses handed over sensitive information 

about patients at the nurses’ station. Meanwhile, only 42.4% (14) checked 

with staff that gadget on patients is functioning and 39.4 % (13) checked and 

handed over drugs and other relevant resources available. Again, 

approximately 39.4% (13) of nurses’ handover ward annexes for incoming 

nurses to ensure they are clean. Approximately, 27.3% (9) of the nurses 

reported departmental instructions and 33.3% (11) reported on defects on 

equipment and made request for urgent repairs. The results point out that 

though most staff members go through the handover procedure, they do not 

observe all handover protocols. 
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Table 2: Assessment of Handover using Observational Checklist 

 
 Handover Procedure 

Yes No 
Frequency (N= 33) Percentage (%) Frequency Percentage (%) 

Welcome incoming staff 28 84.8% 5 15.2% 

Allow incoming nurse read ward report on 
patients 

24 72.7% 9 27.3% 

Explain issues and answer any questions raised 
 
30 

 
90.9% 

 
3 

 
9.1% 

Move around from bed to bed to handover 
patients 

33 100.0% 0 0.0% 

Handover sensitive info about patients e.g. 
condition of patients 

24 72.7% 9 27.3% 

Establish rapport with patients during handover 
 
28 

 
84.8% 

 
5 

 
15.2% 

Check and confirms info about patients’ charts 
 
27 

 
81.8% 

6 18.2% 

Check with staff that gadget on patients are 
functioning 

14 42.4% 19 57.6% 

Check and handover drugs and any other 
relevant resource available 

13 39.4% 20 60.6% 

Handover ward annexes for incoming nurse to 
ensure they are clean 

13 39.4% 20 60.6% 

Report on any defects on equipment and 
request made for urgent repairs 

11 33.3% 22 66.7% 

Report on departmental instructions and other 
important information 

9 27.3% 24 72.7% 

Source: Researcher’s Construct 
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Results of Interviews 

The data was obtained from the interviews with 10 shift in-charge 

nurses. In all three major categories and eleven subcategories emerged from 

the data (Table Four). 

Table 3: Characteristics of Nurses interviewed 

ID of 
Respondents  

Age  sex Years 
worked 

Rank Years spent  
on current 
ward 

Participant 1 40years F 17years PNO 9 years 

Participant 2 30 years F 4 years SSN 3 years 

Participant  3 26 years F 2 years SN 2 years 

Participant 4 30 years F 4 years SNO 4 years 

Participant 5 28 years M 2 years SN 1 year 

Participant 6 37 years F 13 years SNO 5 years 

Participant 7 27 years F 3 years SSN 3 years 

Participant 8 25 years F 2 years NO 2 years 

Participant 9 30 years F 9 years SNO 5 years 

Participant 10 37 years F 10 years NO 4 years 

Source: Researcher’s Construct 
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Table 4: Categories and Subcategories derived from the interviews 

Categories  Subcategories  

1. Process  1. Welcoming incoming nurses 

2. Report reading and discussing 

the report 

3. Movement 

4. Patients’ charts 

2. Content  1. Patient Identification information 

2. Clinical state 

3. Medical information 

4. Nursing information 

3. Factors 

affecting 

handover 

1. Organisational factors 

2. Human factors 

3. Environmental factors 

 

Interview Question 1A: Please describe your experience with nursing 

handover.  

The nurses shared their experiences with nursing handover. Their opinions 

were expressed in the narrations below: 

“Okay I was posted to this ward not long ago but since I was 

posted here, sometimes the handing over is good and 

sometimes is bad depending on the time you come” 

(Participant 3). 

“Yea, almost every day we hand over, from patient-to-

patient” (Participant 4). 
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“Personally, I’ll say sometimes our handing overs are 

inadequate, sometimes too we adequately do it” (Participant 

6). 

“I recall one incidence when I was a rotational nurse. At my 

unit we normally take up in a group but that day I came for 

morning and the night nurse said she was late for an event so 

I should take up and when the rest come they will join. When 

the in-charge came, she queried me for taking up. I was 

penalized for that and I will never forget it. Since then I 

always wait for the in-charge unless I’m the in-charge for the 

shift, then I will wait for the group before taking up” 

(Participant 8). 

“Sometimes it is bad and sometimes it is good but it depends 

on the workload or the environment” (Participant 10). 

Interview Question 1B: Kindly share with me how you normally conduct 

your handover? (Probe for taking up of the wards). 

In this instance the researcher was interested in knowing from the 

nurses to ascertain how well nurses follow the NMC handover protocol. The 

nursing handover process includes, welcoming incoming nurses, report 

reading, discussing the report of patients, movement, sensitive information, 

rapport, patients’ chart, controlled drugs, equipment, handover of Annexes and 

ward issues. Their narration generated four subcategories. 
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Welcoming incoming Nurses 

In welcoming incoming nurses as a process of the handover process, 

some of the nurses shared their experience in this regard. A female Nurse was 

of the view that:  

“For me when I come to work, I write my name after 

greeting each other and find out how each is doing” 

(Participant 3).  

Another one added that:  

“When I arrive at the ward, I make sure I greet everyone 

including the patients and nurses on duty and ask them 

how they and their families are doing. I then proceed to 

write my name and time of arrival” (Participant 7). 

Another nurse also shared her views on the issue of welcoming nurses to take 

over from the ward. She had this to say: 

“Sometimes when I come, I go around shaking hands with 

everyone as a way of being welcomed into the ward. And as 

you know some of the Nurses on the ward will smile for 

seeing you. Others too hmm” ……. (Participant 9). 

Report reading and discussing the report 

After a nurse has reported on the ward and the necessary protocols 

have been observed, another key issue to look at as far as the handover process 

is concerned is the reading and discussing of report. That is the report being 

handed over to the one taking over which contains information on the patient 

on the ward. The participants mentioned the 24-hour report book, changes 

book, nurse’s notes, and ward state as some of the documents they give to the 
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incoming nurses to read. They added discussions usually are based on the 

general happenings on the ward which includes admissions, discharges, death 

and sensitive issues. I explored from the participants of this study (i.e. Nurses) 

on how the report reading and the discussions are done, they shared their 

views as follows. Excerpt from the participants were captured as 

“…on a typical day, I tell them the number of 

patients we have in the ward so far, the admission 

and discharges and if there is any death. Also, if 

there is any sensitive issue I have to discuss at the 

nurse’s station” (Participant4). 

Another participant said during the discussion, she cross checks the 

information that has been handed over to her for authentication. Clarifications 

of the information is also sought when the need be before accepting what has 

been provided. 

“Well first of all, I cross check the names that have 

been admitted on the computer and the ward state to 

see whether all the information in there have been 

documented in the A & D book. So when everything 

is settled, then I counter sign the report book” 

(Participant 10). 

Another nurse added that she takes the pain to read the report, changes book or 

ward states handed over to her to know where to start or continue with the 

services rendered to patients on admissions. The excerpt below was captured 

from another participant: 
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“I make detail reading of changes book and other 

documents of patients I came to meet to know where to 

start or continue with the service delivered to patients 

on admission” (Participant 9). 

Movement 

 According to all the ten participants interviewed, after reading and 

discussing the report, they begin the handover from the nurses’ station and 

move to the various cubicles within the ward. At the patient’s bedside, they 

move from one bed to another to handover each patient:  

“As I said, the handing over is done from bed-to-bed 

and patient to patient” (Participant 6). 

Another female nurse reiterated: 

“So from the nurses’ station, all of us move to the 

cubicles to do proper handover.  We move from cot to 

cot and one cubicle to the next cubicle to the last 

cubicle” (Participant 10). 

However, none of them was specific with the composition of the team, 

whether it is only the shift in-charges or the entire teams (both outgoing and 

incoming) who move to the bedside to do the handover. 

Patient’s chart 

To further ascertain the handover process, I explored from the 

participants how patients’ charts are handled. The types of charts mentioned 

included vital signs sheet, treatment sheet, partograph, fluid intake and output 

chart and the nurse’s notes. The nurses outlined what they do with the 

patients’ chart as follows:  
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 “We handover the patient’s fluid input and output 

chart, treatment sheet, nurse’s note, billing sheet, 

patient’s valuables and then whatever vital signs that 

you have to handover”(Participant 9) 

Another nurse reiterated that the purpose of handing over the charts 

were to prevent missing information and detect accurateness of the 

information which has been given orally.  

“We check on treatment sheet if medication was given or 

not, nurses note if they were well written or any other 

information that needed to be added and whether there is 

the need for any corrections to be made”(Participant 6). 

 A nurse corroborated what her previous colleague nurses said with regards to 

patients ‘chart. She had this to say: 

“Mostly the patients’ chart is part of the patients’ bedside 

papers. It shows the recovery progress of the patient on 

admission. Once you take over from the nurse on duty you 

need to have a look at it to inform you on how the patient is 

faring” (Participant 7). 

Furthermore, another nurse reiterated that  

“The patient’s folder was so important in that it is the 

official document that contains the patient’s details and 

therefore had to handle with outmost care” (Participant 1).   

Participant 5 added that:  

“The patient folder is one of the things in the ward I 

don’t joke with at all. All the vital information 
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pertaining to the patients are kept in this folder. It 

usually contains the diagnosis, laboratory reports, 

and other information of the patient on the ward so 

we don’t keep it at the bedside”. 

It could be deduced from the above that to a larger extent there was a 

limitation in the performance of handover process as only few of the nurses 

interviewed mention all the various stages in the process. The only exception 

which was noted throughout all those interviewed was that they all discussed 

performing the handover at the bedside of the patient.. Even though most of 

the various steps in the NMC handing over protocol were observed, they had 

their challenges in observing some of them which included establishing 

rapport, handing over of sensitive information, gadget on patients, equipment 

in the ward, controlled drugs and ward instructions.  

 

Research question 2: What is the content of the communication that 

occurs during nursing handover? 

Interview Question 2: What information do you give during the 

handover? 

In this regard researcher was interested in knowing from the nurses 

what information they give to the incoming nurses during the handover 

process. Various experiences were shared by the participants. 

 

Patient identification information 

In this regard the nurses enumerated how they identify their patients 

during handover. Most nurses mentioned name, age, sex and parity of the 
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patient as the socio-demographic information they give during handover. The 

nurses generally mentioned some of the demographic information as follows:  

“When we get to the patient’s bedside, we make sure the 

name on the folder corresponds with the patient on bed. 

We normally call out the name, and we check on the 

parity to identify between two patients” (Participant 7). 

Another participant said she pays particular detailed attention to age, name and 

sex of the patient when she gets to the ward. 

 “When I’m on the ward I check to see that the name of 

patient is well written on her folder and bedside papers 

in order to avoid it been exchanged for another 

patient’s folder which could affect treatment and 

medication of the patient” (Participant 5).  

Clinical state 

Nurses again shared information in relation to the clinical state of 

patients during the interview. Here, I was interested in knowing from the 

nurses how they recognize the condition of the patients as they take over from 

their colleagues. Generally, it was noted that the clinical state identified by the 

nurses was based on either the diagnosis of the patient, stage in the disease 

progress and state of the condition of patient’s health. Concerning the 

diagnosis of the patient, a midwife in the delivery ward explained that: 

“Sometimes we may have two clients in labour with 

one having malaria or eclampsia as additional 

diagnosis. These are very critical conditions that 

make the patient weak. Although all two patients are 
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in labour but one of them because of the malaria, 

eclampsia, or gastroenteritis   might look sick than 

the other. We even have beds like eclamptic beds in 

the ward so when you get there; you know that 

patient is sick” (Participant 7). 

Pertaining to the stage of the disease progress, a nurse used the word 

“chronically ill” to describe the clinical state of the patient. Nurses used words 

such as sick, stable or critically ill to describe the clinical state of the patient.  

“You go to the critically ill patients to hand them 

over first. However, those who are stable or 

discharged, we only take verbal statement very quick. 

Merely, we don’t ignore the critically ill patients 

even if we are in a hurry” (Participant 6). 

Medical information 

Participants’ responses highlighted various medical information nurses 

give during handing over. Their deliberations showed that, most of the 

medical information provided was on medical instructions and medical 

interventions.  Medical instructions include the reviews or plan, investigations 

requested by doctors and medications prescribed for the patient during ward 

rounds. For instance, Participant 3 said:  

“I will ask you about the review for today, what the 

doctor said and how the condition is so far. Whether a 

patient has been put on any new medication or 

treatment”.  
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Medical interventions also include outcome of care and medical 

procedures performed by doctors. Outcome of care include admission, 

discharge, referral, death, diagnosis and re-diagnosis as mentioned by the 

nurses and medical procedures were the special medical or surgical activities 

carried out by doctors on the patient.   A nurse recounted:  

“…And sometimes we inform the incoming nurse a 

patient needs re-suturing or an NG (nasogastric) tube 

to be passed for a special procedure. So that the doctor 

can be called or be remaindered for that particular 

procedure to be carried out” (Participant 6).  

 

Nursing information 

 In this regard I was interested in exploring from the participants the 

kind of nursing information that is given out during the handover process. 

Most nurses interviewed mentioned the information given to incoming nurses 

focused on nursing assessment information, activities of daily living for the 

patient, nursing procedures that have been carried out, pending nursing 

procedures, equipment and logistics, as well as current shift information. 

Assessment information nurses give include; the patient history, mobility 

status of the patient (whether patient is active, passive, or totally dependent on 

nurses): Below are excerpts from the   

“So at the bedside, I seek for the history, the 

diagnoses, the progress or plan of care, review and 

what you have done during the shift for the patient 

such as vital signs, change of diaper or maybe there 
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was change in the condition of the 

patient”(Participant 4).  

Another nurse added that activities of daily living for the patient include 

information on activities such as bathing, toileting, feeding and dressing:  

“We check whether the personal hygiene of the 

patient has been maintained. You have to make sure 

the patient’s bed is well laid. If she is on urethral 

catheter, you have to make sure the urine bag is 

emptied. Her linen, if is dirty has been changed.  

During handing over if all these have not been 

done, we ensure they do it before allowing them to 

leave” (Participant 7). 

Handover of nursing procedures include those procedures that have 

been performed already as well as those pending to be done. Relating to 

nursing procedures such as monitoring of vital signs, fluid intake and output, 

drug administration and wound dressing; a nurse said 

“In handing over, the key things to handover are 

issues of blood transfusion and those on twice daily 

wound dressing, you need to notify your colleague 

because it is very important” (Participant 5). 
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To buttress the views of previous participants on the issue of nursing 

information, a nurse said she include pending procedures that need to be 

performed for the patient to the incoming nurses: 

“Any other procedure that needs to be done, one 

after the other we inform them, and check the 

documentation” (Participant 6). 

Regarding equipment and logistics, most noted they give information 

on equipment and logistics used in the daily running of the wards. They added 

incoming nurses are informed about the availability and condition of these 

items:  

“Then we check on the instruments; if ehmmm they 

have cleaned all the instruments and none has not 

been left in the decontamination solution. We also 

check the sonicaid and thermometers whether they 

are all working, then you   handover all before you 

can leave for the incoming nurses to continue with 

the work” (Participant 7). 

To conclude on the nursing information, a nurse explained that, they give 

information on current shift. They indicated this information summarizes the 

general happenings on the ward during the shift:  

“Then we talk about what went on during the shift” 

(Participant 2). 

It is evident from the responses from the nurses that content of 

communication as a key component of the handover was well documented and 

observed. Key content of the communication component included the nursing 
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information, clinical state as well as patient identification information. 

Nursing information such as patient history and mobility status of patient is 

passed on to their follow colleagues in the handover process. The nurses added 

nursing information that is given during the nursing handover were focused on 

nursing   assessment information, activities of daily living for the patient, 

nursing procedures, equipment and logistics, as well as current shift 

information. Nevertheless, none of the nurses gave the physiological 

indicators for determining the clinical state of a patient except the ones that 

have been listed above.  

Research question 3: What influences the type of information outgoing 

nurses handover to incoming nurses? 

Interview Question 3. What factors make it difficult for your handover on 

a typical day? 

Handover process comes with its challenges and difficulties. These 

challenges in one way or the other affect the quality of information that is 

passed on and invariably affect the care rendered to the patient. In view of this 

the investigator explored from the participants to ascertain the possible factors 

that could impede the handover process. Among the factors that emanated 

from the responses were grouped into three subcategories namely;  

organisational, human and  environmental factors.  

Organisational factors 

These are processes that stem from the facility (organisation) or health 

system that hinders the performance of handover appropriately. Most of the 

nurses mentioned factors such as workload and shortage of staff, handover 

performed by unqualified personnel, patient centered care policy, lack of 
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printed standardized protocol, improvised procedures, inadequate time for 

hand over, inadequate logistics, ward culture, inadequate computers for use 

during handing over and taking up and lack of in-service training as 

organisational factors influencing handover.  The following are some of the 

comments made by the participants: 

“Also, because of the work overload and inadequate 

staff, we handover quickly and leave because we are 

already tired and don't want any trouble” (Participant 

1).  

“Our hospital lacks printed standardized protocols. 

That is strict protocols that could guide the handover 

procedure. I believe if the hospital has printed and 

posted the protocols on the ward in a way to ensure 

handover there would not have been much difficulty” 

(Participant 9). 

“I will also say that there is inadequate logistics in our 

hospital. It hinders the smooth running of our activities 

and the handover process is one of such activities that it 

affect. Inadequate computers for use during handing 

over and taking up and lack of in-service training are 

some of the things that affect the quality of handover I 

do” (Participant 8). 

Human factors 

These are human attitudes that hinder the proper performance of 

handover. Numerous human factors were enumerated by the participants 
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which include forgetfulness, lateness to work, familiarity, irresponsibility 

among staff, improper documentation, misunderstanding between staffs, 

theory practice gap, working experience, knowledge from school, reluctance 

to perform handover, use of phone during working hours, absenteeism, 

experience of nurse taking up, laziness, previous handover information and 

reading habit of nurses. Their views were revealed in some quotations below: 

“The use of phone during working hours by some nurses 

has become the order of the day in our wards. They get 

glued to the phone so much that little or no attention is 

paid to the handover process. Another challenge could be 

irresponsibility on the part of the nurses, no one is willing 

to say I am the charge nurse, I am taking responsibility of 

this, I am doing this, I will handover, so they will do 

anything and handover anyhow and go” (Participant 9).  

 “A large number of the challenges come from us o, some 

of the nurses easily forget to handover well. Some might 

even be in hurry to go home and therefore forget to 

handover properly. Again some of the nurses come in very 

late. Instead of them to come on time so proper handover 

process could be followed, they do not come” (Participant 

3) 

I will say that knowledge from school and the experience 

from work really had impact on how I perform handover 

(Participant 4) 
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“I think the first one is familiarity; we know 

ourselves so you just feel like, ok, pardon the 

person. If the person says I have done everything, 

there is no way you will question the person since 

the person is your friends. Sometimes you want to 

probe something and others will say you scrutinize 

things too much or give you name like ‘madam 

perfectionist’.  So you just move along believing in 

the persons. However after the person has left when 

you check it will be realized that most of the things 

has not been done as discussed” (Participant 8). 

Environmental factors 

These include all the things in the surrounding of the nurse that hinder the 

performance of handover. Distractions and interruptions, nature of ward and 

natural events like rain storms were among the environmental factors narrated 

by the participants. A nurse stated: 

“I’ll say, Errrrr, interruption; sometimes while 

handing over, somebody will just bring an issue up 

and it will just interrupt with what you are saying.  

Issues which in most cases are not even related to the 

patients or sometimes somebody will just mention your 

name and you get destructed from what you are 

supposed to do”(Participant 4). 
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Noise was also an environmental issue that affected handing over process. For 

instance, a nurse mentioned: 

“And then noise, from the ward. Sometimes you are 

handing over and doctors just by you, are rounding 

and discussing things that also distract you” 

(Participant 1). 

The nature of the ward refers to whether the ward is an acute ward or chronic 

ward. The swiftness of activities organized on a particular unit or ward can 

influence the way handovers are performed on that particular unit. A nurse 

who had worked in emergency ward and currently at one of the medical wards 

said ; 

“I worked at the emergency but there… I can say 

this place we take time to handover because in the 

emergency unit you always see incoming patients 

rushing in, so you do not have time to do handover 

properly. Unlike this place, if you have five 

patients, we know that our patients are five so when 

you are handing over, you are handing over five 

and we take our time to go through everything, but 

at the emergency unit because we have other 

patients being rushed into the unit, we hurriedly go 

through handing over in order to receive the others 

coming in” (Participant 2). 
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A participant narrated that: 

“Bedside nursing handovers are constantly 

interrupted by patients, healthcare personnel and 

the environment itself” (Participant 5). 

From the analysis of the factors affecting handover process, it can be deduced 

that organisational, human and environmental factors were basically the 

factors that impeded the smooth running of the handover process. Specific 

organisational factors such as work overload on nurses, inadequate staff, lack 

of printed standardized protocols, logistics constraint were mentioned. 

Irresponsibility on the part of nurses, forgetfulness, the use of mobile phones 

during working hours, and absenteeism were some of the human factors 

purported to be affecting handover process. Noise making, nature of the wards 

among others were narrated by the nurses to be environmental factors that 

affect handover process. 
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DISCUSSIONS 

Discussion of Findings 

The following discussions provided an interpretation of the 

combination of study findings from both the observational checklist and the 

interview. The discussions have been grouped into three thematic areas 

according to the research questions: how well the registered nurses followed 

the NMC handover protocol, the content of communication during handing 

over, and factors affecting nursing handover.  

How well registered nurses at CCTH follow the NMC handover protocol? 

 Table 5 below shows the summary of comparison of commonalities 

and discrepancies between the two data sets results. For the purpose of this 

section I have used “observed” for results of the observational checklist and 

“described” for the interviews. 
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Table 5: Comparison of Commonalities and Discrepancies in the Observations and Interviews 

 Steps in protocol Observational 
checklist(n=33) 

Interview 
(n=10) 

Commonalities 
1. Equal or more than half of the 
response 

Move around from bed to bed to handover patients (Movement) 33 10 
Check and confirms info about patients’ charts (Patient’s Chart) 27 5 

2. Less than half of the response Check and handover drugs and any other relevant resource available (Controlled 
Drugs) 

13 3 

Handover ward annexes for incoming nurse to ensure they are clean(Handover of 
Annex) 

13 2 

Report on any defects on equipment and request made for urgent repairs 
(Equipment) 

11 3 

Report on departmental instructions and other important information (Ward 
issues) 

9 2 

Discrepancies 
 
1.More in observation with less 
response in interview 

Welcome incoming staff (Welcome) 28 3 
Allow incoming nurse read ward report on patients (Report reading) 24 4 
Explain issues and answer any questions raised (Discussion) 30 2 
Handover sensitive information about patients e.g. condition of patients 
(Sensitive information) 

24 3 

Establish rapport with patients during handover (Rapport) 28 4 
2. Less in observation with more 
response in interview 

Check with staff that gadget on patients are functioning (Gadget) 
14 5 
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The result obtained from the table 5 showed that, few (2) steps in the 

protocol were observed and described by more than half of the participants. 

These were movement and patient’s chart. There were discrepancies in most 

areas between the observed and described data gathered as shown by summary 

in Table 5 above. They include welcome, report reading, discussion, sensitive 

information, rapport, and gadget. These discrepancies include areas where 

more of the steps were observed than described and described than observed. 

These discrepancies in both instances described above could be attributed to 

the fact that the nurses knew they were been observed and therefore adhered to 

the strict compliance of the handover process. Observed discrepancies may 

also be the likelihood that, some nurses were just following the handover as a 

ritual and not really doing the actual handover as recommended by NMC. The 

discrepancies in activities observed more than described as shown in this work 

are similar to studies by Elkins (2009) and Wong, (2011) who identified that, 

sequence of transfer components varied in both the observed activities and the 

described activities.  

To answer research question one which sought to seek how well 

registered nurses at CCTH follow the NMC handover protocol, it can be 

deduced that, to a lager extent, there was limited adherence to the handover 

process as indicated by the observed and described datasets. Two out of the 

thirteen steps achieved 100% performance in both data sets while there were 

discrepancies in the performance in the remaining steps. The limited 

compliance to the handover process is similar to work  by Kumar et al.,( 2015) 

who studied clinical handover practices among nurses and doctors in a 

neurosciences center in India. Their report concluded that, there was a 
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relatively inferior handover practice across all categories, in both groups 

(nurses and doctors). 

 

Content of the Communication that Occurs During Nursing Handover 

 To answer research question two which is content of the 

communication that occurs during nursing handover, the findings were derived 

only from the interviews. The study found key components of the handover 

and this was well described by the participants. Most nurses in this study 

shared information on patient’s identification, patient’s charts (nursing 

information) and doctor’s plan (medical information).The finding is in 

agreement with work by Athanasakis, (2013) who identified content of 

handover to include identification of the patient, clinical history, clinical 

status, care plan (tests or diagnostic procedures) and outcomes of care. The 

findings are further echoed in the works of Carroll et al., (2012) who identified  

most common information shared during handover to include the patient’s 

demographics (i.e. age, sex), primary and secondary diagnoses, attending 

physicians, medications, vital signs, and plan of care. Another important 

finding was that, few of the participants in this study described information on 

state of gadget (5), controlled drugs (3), equipment they work (3), 

departmental instructions and other important information in the ward or 

facility (2).The important information on a ward may include pending 

procedures to be done for a client or an instruction to be followed in the 

management of a client. This aspect of the communication was highly 

neglected by nurses as shown by the described data.  According to Halm, 

(2013), bedside rounds at the end of change-of-shift handoffs enable nurses  to 

perform vital quality checks on equipment, alarms, intravenous catheters and 
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infusions. However, in this current study that was not the situation. It may be 

assumed that missing out some of this essential information may be attributed 

to lack of structured communication tool or checklist to guide the type of 

information outgoing nurses are to give to the incoming staffs.  Again, 

according to Salzwedel,  et al., (2013) and Sluisveld et al., (2017), using 

checklists has helped in managing information without missing important 

patient data. Several studies have found that using checklists improves the 

quality of the handover process and enhances quality of care and patient safety 

(ACSQHC, 2010; Burleton, 2013; Matic, Davidson &Salamonson, 2010; 

WHO, 2007; Wong et. al., 2008). This finding has implication for the need to 

consider the introduction of handover checklist in the study area. 

Factors that Influence Handover Information among Nurses 

The results obtained from the interview revealed that, handover 

process is affected by organisational, human and environmental factors. The 

finding support work by Siemsen et al. (2012), who study exposed that 

organizational factor constitutes a fundamental factor on patient safety in 

handover. Regarding organisational factors, majority of the nurses identified 

workload and shortage of staffs as setbacks to the performance of nursing 

handover. Result from this study support the findings  by Alberta et al.,( 2018) 

who stated that workload and stress influences  nurse handover. Nursing staff 

shortage, matched with high workload, can have a negative influence on the 

calibre of care provided to the patients (Bodur&Filiz, 2010; Bost et al., 2012; 

Khater et al., 2015). Therefore in order the improve handover practices, there 

is the need to consider improving the nursing staffing level in the study area. 
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The finding from this work revealed that, lateness to work, 

forgetfulness, and experiences from work were the human factors that mostly 

influence the performance of nursing handover. This finding corroborates a 

study by Okine, (2017) who  identified some behaviour of nurses such as 

lateness to work to affect their continuity of patient care. Another important 

finding in relation to human factor was forgetfulness and experience from 

work. The result obtained from the study support the research by Alyamany, 

(2013) on communication in verbal hand-over reports : which concluded that  

some nurses easily forget things, causing  miscommunication which affects 

the handover quality. According to Segall et al.,(2012), it is possible that 

experienced providers, who handover or receive patients on routine, may 

forget to share or request information or incorrectly assume certain 

information. Hence in order to improve handover practice in the study area, 

ward in-charges should ensure staffs report to work early and  these in-charges 

should join other members of staffs to handover and take up. These may be 

done in addition to adopting a handover checklist as explained above. 

 Among the environmental factors mentioned from the research were; 

interruptions and distractions resulting from emergencies and noise from staffs 

on the ward. This compares favorably with result of Kowitlawakul, et al 

(2015) who identified distractions in handover. According to them, human 

factor is the common cause of interruption.  Furthermore, this result is 

Contrary to the research by Lozano, et al., (2015) who identified distractions 

in the  ward  to include  noise from movement of carts and supplies, clothes 

and food, cleaning machines, the high volume of radios and televisions and 

telephone calls. In view of this, it is imperative for nurses to handover before 
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doctor’s ward rounds begin. Again, chitchatting among staffs during handover 

should be discouraged to minimize distraction and interruptions to improve 

handover performance at the study area. 
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CHAPTER FIVE 

SUMMARY, CONCLUSIONS AND RECOMMENDATIONS 

Introduction 

 This chapter presents an overview of the study, including methods of 

the study, summary of main findings, conclusions, implication for nursing 

practice, recommendations and area for further research. The study assessed 

handover process and communication among registered nurses at CCTH. 

Specifically, the study sought to assess handover process among registered 

nurses using the Nurses’ and Midwives’ Council of Ghana protocol as a guide, 

described the content of communication in handover from one nurse to the 

other, and identified factors influencing the types of information outgoing 

nurses’ handover to incoming nurses.  

To achieve this, a descriptive qualitative case study was conducted at 

the Cape Coast Teaching Hospital.  An observational checklist was first used 

to assess 33 handovers across the 11 wards in the hospital. The wards, shifts 

and nurses were purposively selected. A semi-structured interview guide was 

used and administered through face to face interview; this was audio-taped 

and transcribed. The population for the interview consisted of 10 shift nurse 

in-charges who had earlier participated in the handover assessed by checklist. 

Data obtained from the observational checklist was analysed using percentage 

terms, while interviews were analysed thematically. 

 

Summary of Key Findings 

1. The findings of the study indicate that there was limited adherence to 

the performance of the handover process. This was evident through the 

result as it revealed that there were a lot of discrepancies between the 
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observational checklist and that of the interview data and few items on 

the nursing process was fully followed by all the nurses. 

2. Key content of the communication component identified in the study 

included the patient identification information, nursing information, 

clinical state and medical information. In the context of the 

communication content, it was observed most of the nurses shared 

information centered on patient’s identification, patient’s charts 

(nursing information) and the doctor’s plan (medical interventions). 

However, few information was shared on state of gadget, controlled 

drugs, equipment they work, departmental instructions and other 

important information in the ward or facility. 

3. Another finding that emerged from the study is that handover process 

is affected by organisational, human and environmental factors. 

Organizational factors mentioned among many are work overload on 

nurses, inadequate staff, lack of in-service training or workshop, lack 

of printed standardised protocols, logistics constraint. Human factors 

such as lateness to work, forgetfulness, experiences from work, 

knowledge from school, irresponsibility on the part of nurses, the use 

of mobile phones during working hours, familiarity and absenteeism 

were also numerated. Among the environmental factors mentioned was 

noise making, nature of the wards. Among these three factors, it was 

the organizational factors that all the participants identified as 

influencing handover.  
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Conclusions 

Based on the key findings, it can be concluded that, a significant 

number of registered nurses at CCTH do not adequately perform inter-shift 

handover by following the NMC handover protocol even though they have 

been taught at the pre-service training schools. In addition, most of the 

participants perform handover at the bedside which is the recommended place 

by the NMC. The study further showed that the information which the nurses 

exchange was mainly related to the patient care and ward routines. Limited 

information was found regarding hand over on state of gadget on patient, 

equipment nurses work with and departmental instructions and other important 

information such as information on pending procedures. Finally, a number of 

nurses identified certain organisational, human and environmental factors 

during the interview which influence the quality of inter-shift nursing 

handover. 

 

Recommendations 

As a result of the findings from the study, the following 

recommendations are put forward for consideration to improve the 

performance of nursing handover. This will be discussed under nursing 

practice, nursing education and future research. 

Nursing practice 

1. The Director of Nursing in collaboration with the in-service training 

coordinator may organise refresher training on nursing handover at 

CCTH.  
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2. The content of the training may include the standard handover protocol 

for NMC and a structured communication tool. 

3. CCTH may adopt a structured communication tool or checklist such as 

SBAR to guide the information nurses share during hand over.  

4. Ward in-charges at CCTH must be encouraged to participate in ward 

rounds as it was observed in the study that most of the nurses identified 

to lead handover were staff nurses who are the lowest rank in 

professional nursing in Ghana. 

5.  DDNS in-charge of the departments at CCTH may periodically join 

wards to monitor and encourage nurses to perform handover properly. 

6. All ward in-charges may be encouraged to paste a copy of NMC 

handing over protocol on the wards to serve as a reminder to the 

nurses.  

7. Handing over should be part of the topics discussed during orientation 

for new nurses and rotational nurses at CCTH.   

8. The Ministry of Health must be encouraged to employ more nurses at 

CCTH to reduce workload on nurses for proper handover practice. 

Nursing education 

1. In nursing education, it will be important to add a comprehensive 

communication tool such as SBAR in the curriculum in the Nurses’ 

and Midwives Training Colleges, and nursing students must be made 

to adhere to these protocols that will be inculcated into the nursing 

syllabus. 
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Future research 

1.  The nursing and Midwifery council should conduct similar studies on 

nursing handover in other health institutions to see if similar findings 

will be found so that necessary action can be taken to improve the 

performance of nursing handover. 

2. There is the need for further research to be conducted on interventional 

studies to ascertain the implementation of standardized handover 

protocols in health facilities.  

 

 

 

 

 

 

 

 

 

 

 

 

 

  



92 
 

REFERENCES 

Abraham, J., Kannampallil, T., Brenner, C., Lopez, K. D., Almoosa, K. F., 

Patel, B., & Patel, V. L. (2016). Characterizing the structure and 

content of nurse handoffs : A Sequential Conversational Analysis 

approach. Journal Of Biomedical Informatics, 59, 76–88. 

https://doi.org/10.1016/j.jbi.2015.11.009 

Adams, J. M., & Osborne-McKenzie, T. (2012). Advancing the Evidence Base 

for a Standardized Provider Handover Structure : Using Staff Nurse 

Descriptions of ... Journal of Continuing Education, 43(X), 1–6. 

https://doi.org/10.3928/00220124-20120215-88 

Adams, W. (2015). Conducting Semi-Structured Interviews.In Handbook of 

Practical Program Evaluation: Fourth Edition.Jossey-Bass. 

10.1002/9781119171386.ch19. 

Aguda, E. (2017). Handoff Communication : A Survey Study of what 

Anasthesia Providers need to Know. University of Michigan-Flint, 

Michigan, USA. 

Alberta, D. N., Idang, N. O., & Jane, E. (2018). Nurse Handover and Its 

Implication on Nursing Care in the University of Calabar Teaching 

Hospital, Calabar, Nigeria. Nursing & Primary Care, 2(3), 1–9. 

https://doi.org/10.33425/2639-9474.1069 

Alghenaimi, S. (2012). The Role of Electronic Health Records in Structuring 

Nursing Handoff Communication and Maintaining Situation 

Awareness. University of Missouri.Columbia, USA. 

 

 



93 
 

Alyamany, H. (2013). Communication in Verbal Hand-Over Reports : Nurses 

´ Experiences from In-Patients Hospital Units in Saudi Arabia - 

Qualitative Study. Middle East Journal of Nursing, 7, 15–34.DOI: 

10.5742/MEJN.2013.73295 

Arnold, E. C. & Boggs, K. U. 2011. Interpersonal relationships: Professional 

communication skills for nurses (6th Ed.). St. Louis, London: Elsevier 

Saunders. 

Athanasakis, E. (2013). Synthesizing Knowledge about Nursing Shift 

Handovers :Overview and Reflections from Evidence-Based 

Literature.International Journal of Caring Sciences, 6(3), 300–313. 

Australian Commission On Safety And Quality In Health Care,ACSQHC 

(2010) The OSSIE guide to clinical handover improvement, 

Sydney.p.4 

Australian Commission On Safety And Quality In Health Care,ACSQHC 

(2011) Standard 5: Clinical handover. , Sydney, Australian 

Commission on Safety and Quality in Health Care. 

Australian Institute of Health and Welfare. Emergency department care 2014-

15 Australian hospital statistics. AIHW, 2015. Available from: 

http://www.aihw.gov.au/WorkArea/DownloadAsset.aspx?id 

=60129553618 

Australian Resource Centre for Healthcare Innovations (ARCHI). (2010). 

Clinical handover project. Retrieved from http://www.archi.net.au/e-

library/safety/clinical/nsw-handover. 

 

 



94 
 

Ayala, Wilma Lonzame, "Impact of a Standardized Tool on Handoff Quality 

in Nurse Change-of-Shift Reports" (2017). Walden Dissertations and 

Doctoral Studies. 3860. 

Bakon, S., Wirihana, L., Christensen, M., & Craft, J. (2017). Nursing han- 

dovers: An integrative review of the different models and processes 

available. International Journal of Nursing Practice, 23, e12520. 

https:// doi.org/10.1111/ijn.12520 

Baxter, P., & Susan Jack. (2008). Qualitative Case Study Methodology: Study 

Design and Implementation for Novice Researchers. The Qualitative 

Report Volume, 13(4), 544–559.https://doi.org/10.2174/1874434600 

802010058 

Beckett, C., & Kipnis, G. (2009).  Collaborative communication: integrating 

SBAR to improve quality/patient safety outcomes. Journal for 

healthcare quality: official publication of the National Association for 

Healthcare Quality, 31(5), pp.19–28. Available at: http://www.ncbi. 

nlm.nih.gov/pubmed/19813557 

Bentley, M. E., Boot, M. T., Gittelsohn, J., & Stallings, R. Y. (1994). The Use 

of Structured Observations in the Study of Health Behaviour. Hague, 

The Netherlands: IRC International Water and Sanitation Centre, pp 

1–66.   

Birmingham, P., Buffum, M. D., Blegen, M. A., & Lyndon, A. (2015). 

Handoffs and Patient Safety: Grasping the Story and Painting a Full 

Picture.West J Nurs Res, 37(11), 1458–1478. https://doi.org/10. 

1177/0193945914539052.Handoffs 

 



95 
 

Bodur, S. & Filiz, E. 2010. Validity and reliability of Turkish version of 

"Hospital Survey on Patient Safety Culture" and perception of patient 

safety in public hospitals in Turkey. BMC Health Services Research, 

10(28):1-9.doi: 10.1186/1472-6963-10-28. 

Bomba, D. T., Prakash,R. (2005) A description of handover processes in an 

Australian public hospital. Aust Health Rev. 29(1):68-79. doi: 

10.1071/ah050068. 

Borowitz, S. M., Bass, E. J., & Sledd, R. M. (2008). Adequacy of information 

transferred at resident sign- out ( in hospital handover of care ): a 

prospective survey. BMJ QualIity & Safty Health Care, (17), 6–10. 

https://doi.org/10.1136/qshc.2006.019273 

Bost, N., Crilly, J., Patterson, E., &Chaboyer, W. (2012). Clinical handover of 

patients arriving by ambulance to a hospital emergency department: a 

qualitative study. International Emergency Nursing, 20(3), 133-

141.doi: 10.1016/j.ienj.2011.10.002. 

Braaf, S., Rixon, S., Williams, A., Liew, D., & Manias, E. (2015). Medication 

communication during handover interactions in specialty practice 

settings. Journal of clinical nursing, 24(19-20), 2859-2870.doi: 

10.1111/jocn.12894. 

Bradley, S., & Mott, S. (2009). Handover : Faster and safer ? Australian 

Journal of Advanced Nursing, 30(1), 23–32:1927-1936Retrieved from 

http://www.ajan.com.au/Vol30/Issue1/Bradley.pdf 

Braun, V., & Clarke, V. (2006). Using thematic analysis in Psychology. 

Qualitative research in psychology, 3(2), 77-101, DOI: 10.1191 

/1478088706qp063oa 



96 
 

Braun, V. &Clarke, V., (2013). Successful Qualitative Research: A Practical 

Guide for Beginners. London: Sage 

Brink, H., Van der Walt, C. & van Rensburg, G. 2012. Fundamentals of 

Research Methodology for Healthcare Professionals(3rd Ed.) Cape 

Town: Juta 

Bruce K, &Suserud, B. O. (2005). The handover process and triage of 

ambulance-borne patients: the experiences of emergency nurses. 

Nursing in Critical Care 10(4): 201-219,doi: 10.1111/j.1362-

1017.2005.00124.x. PMID: 15997974. 

Burleton, L. (2013). Developing a community mental health nursing handover 

form. Nursing Standard/RCN, 27(39), 35–40.doi: 10.7748/n 

s2013.05.27.39.35.e7192 

Burns, N., & Grove, S. K. (2009). The practice of nursing research: 

Appraisal, synthesis and generation of evidence (6th Ed.). St. Louis: 

Elsevier. 

Carnevale, F. A. (2016). Authentic Qualitative Research and the Quest for 

Methodological Rigour. Canadian Journal of Nursing Research, 34(2), 

121–128.PMID: 12425004. 

Carroll J. S., Williams M, Gallivan T. M. (2012). The ins and outs of change 

of shift handoffs between nurses: A communication challenge. British 

Medical Journal of Quality and Safety. 21:586– 593.doi:10.1136 

/bmjqs-2011-000614 

Chaboyer, W. (2011). Clinical Handover Why focus on Handover ?Griffith 

University,Queensland, Australiapp. 1–23. 

 



97 
 

Chaboyer, W., McMurray, A., Johnson, J., Hardy, L., Wallis, M., Chu, S., & 

Ying, F. (2009). Bedside handover : quality improvement strategy to " 

transform care at the bedside " Journal of Nursing Care Quality, Apr-

Jun; 24(2):136-42.doi:10.1097/01.NCQ.0000347450.90676.d9. PMID: 

19287252. 

Chaboyer, W., McMurray, A., & Wallis, M. (2010). Bedside nursing 

handover : A case study. International Journal of Nursing Practice, 

16(1), 27–34. Doi: 10.1111/j.1440-172X.2009.01809.x. PMID: 

20158545. 

Chalke, N. J. (2014). Identifying critical information for nursing handover : 

Designing a nurse to nurse handover form. University of British 

Columbia. Retrieved from https://open.library.ubc.ca/collections/ 

ubctheses/24/items/1.0165840 

Cohen, L., Manion, L., & Morrison, K. (2011). Research Methods in 

Education (7th Ed.). London: Routledge 

Cook, R. L. (2015). A Correlational Study Of The Handoff Communication 

Process As a Result Of Variation In Staffing Levels.All Theses. Paper 

2089. 

Cowan, D., Brunero, S., Luo, X., Bilton, D., & Lamont, S. (2018). Developing 

a guideline for structured content and process in mental health nursing 

handover. International journal of mental health nursing, 27(1), 429-

439.doi: 10.1111/inm.12337. 

Creswell, J. W. (2013). Qualitative inquiry and research design: Choosing 

among five approaches. (3rd Ed.). Thousand Oaks, CA: Sage 

 



98 
 

Delrue, K. S. (2013). An evidence based evaluation of the nursing handover 

process for emergency department admissions.Grand Valley State 

University, Kirkhof College of Nursing, Michigan, United States of 

America. 

Dracup K., &Morris P. E.(2008) Passing the torch: the challenge of handoffs. 

American Journal of Critical Care,7(2):95–7.doi:10.1.1.577.4651 

Eggins, S., & Slade, D. (2015). Communication in clinical handover : 

improving the safety and quality of the patient experience. Jornal of 

Public Health Research, 4(3), 197–199. https://doi.org/10.4081/ 

jphr.2015.666. 

Elkins, A. K. (2009). Transfer of Patient Care: An Exploration of the Nurses’ 

Process. The Ohio State University.Columbus, Ohio 

Ewing, N. R.(2015). Best Practice for a Standardized and Safe Registered 

Nurse Shift Handoff. (Doctoral dissertation). Retrieved from 

http://scholarcommons.sc.edu/etd/3178 

Friesen, M.A., White, S.V., & Byers, J.F. (2008). Handoffs: Implications for 

Nurses. In: Hughes RG, (Ed.), Patient Safety and Quality: An 

Evidence-Based Handbook for Nurses. Chapter 34: Agency for 

Healthcare Research and Quality (US), Rockville (MD). Available 

from: http://www.ncbi.nlm.nih.gov/books/NBK2649 

Galatzan, B. J., & Carrington, J. M. (2018). Exploring the State of the Science 

of the Nursing Hand-off Communication. CIN - Computers 

Informatics Nursing, 36(10), 484–493. DOI:10.1097/CIN.0000 

000000000461 

 



99 
 

Gephart, S., McGrath, J., Effken, J., Halpern, M., & Ikuta, L. (2012). 

Necrotizing enterocolitis risk: A state of the science. Advances in 

Neonatal Care, 12(2), 77-87. doi:10.1097/ANC.0b013e31824cee94 

Giske, T., Melås, S. N., & Einarsen, K. A. (2018). The art of oral handovers: 

A participant observational study by undergraduate students in a 

hospital setting. Journal of Clinical Nursing, , 1–9. DOI:10. 

1111/jocn.14177 

Gordon, M., & Findley, R. (2011). Medical education in review educational 

interventions to improve handover in health care : a systematic review. 

Medical Education, 45, 1081–1089. doi:10.1111/j.1365-2923.20 

11.04049.x 

Griffin, T. (2010). Bringing change-of-shift report to the bedside: A patient- 

and family- centered approach. Journal of Perinatal and Neonatal 

Nursing, 24(4), 348-353.doi:10.1097/JPN.0b013e3181f8a6c8 

Gu, X., Andersen, H. B., Madsen, M. D., Itoh, K. & Siemsen, I. M. (2012), 

Nurses’ views of patient handoffs in Japanese hospitals. Journal of 

Nursing Care Quality,27(4): 372-380. doi:10.1097/NC Q.0b013e31 

82573736 

Hadi, M. A., & Closs, S. J. (2016). Ensuring rigour and trustworthiness of 

qualitative research in clinical pharmacy. International journal of 

clinical pharmacy, 38(3), 641646. doi: 10.1007/s11096-015-0237-6 

Halm, M. A. (2013). Nursing Handoffs: Ensuring Safe Passage for Patients. 

American Journal of Critical Care, 22(2), 158–162.PMid:23455866 

https://doi.org/10.4037/ajcc2013454 

 



100 
 

Houghton, C., Casey, D., Shaw, D., & Murphy, K. (2013). Rigour in 

qualitative case-study research. Nurse researcher, 20(4).doi: 

10.7748/nr2013.03.20.4.12.e326. 

Hsieh, H. F., & Shannon, S. E. (2005). Qualitative Health Research. 15(9), 

1277–1288.doi: 10.1177/1049732305276687 

Hunt, M. R. (2009). Strengths and challenges in the use of Interpretative 

Description: Reflections arising from a study of the moral experience 

of Health Professionals in Humanitarian Work. Qual Health Research, 

19(9): 1284-1292. doi:10.1177/1049732309344612 

Ibrahim, M. A. (2014). Improving Nursing Handoff Process in the 

Cardiovascular Intensive Care Unit.Royal College of Surgeons in 

Ireland: Dublin.  pp. 1–77. 

Incoom, R. (2017). Drug therapy issues. Cape Coast Teaching Hospital.Cape 

Coast, Ghana. P.16 

Johnson, T. (2015). The Impact of Implementing Bedside Report to Transition 

 Patients Across Units. Walden University.Minneapolis, Minnesota  

Johnson, M., & Cowin, L. S. (2013). Nurses discuss bedside handover and 

using written handover sheets. Journal of Nursing Management, 21(1), 

121-129.doi: 10.1111/j.1365-2834.2012.01438.x 

Johnson, M., Jefferies, D., & Nicholls, D. (2012a). Developing a minimum 

data set for electronic nursing handover. Journal of clinical nursing, 

21(3- 4), 331-343.doi:10.1111/j.1365-2702.2011. 03891.x 

Joint Commission on Accreditation of Healthcare Organizations (JCAHO), 

2012,http://www.jointcommission.org/assets/1/6/Stds_Rev_Patient_Fl

ow.pdf. 



101 
 

Kassean, H. K., & Jagoo, Z. B. (2005). Managing change in the nursing 

handover from traditional to bedside handover – a case study from 

Mauritius. BMC Nursing, 6(1), 1–6.doi:10.1186/1472- 6955-1184-

1181. 

Kear, T. M. (2016). Patient Handoffs : What They Are and How They 

Contribute to Patient Safety. Continuing Nursing Education, 43(4), 

339–344.  PMID: 30550061. 

Keepanasseril, A. (2012). Summarizing The Theoritical Foundation for 

Hospital Communication Research: A Scoping Review of 

Interdesciplinary Literature. McMaster University. Hamilton, Ontario , 

USA 

Kerr, D., Lu, S., & McKinlay, L. (2013). Bedside handover enhances 

completion of nursing care and documentation. Journal of Nursing Care 

Quality, 28(3), 217–225.doi:10.1097/NCQ.0b013e31828aa6e0 

Khater, A., Akhu-Zaheya, L. M., Al-Mahasneh, S.I., & Khater, R. (2015). 

Nurses' perceptions of patient safety culture in Jordanian hospitals. 

International Nursing Review, 62(1):82-91.doi: 10.1111/inr.12155. 

Kilic, S. P., Ovayolu, N., Ovayolu, O., & Mehmet, H. O. (2017). The 

Approaches and Attitudes of Nurses on Clinical Handover. 

International Journal of Caring Sciences, 10(1), 136–145. 

Kim, H., Sefcik, J. S., & Bradway, C. (2017). Characteristics of Qualitative 

Descriptive Studies: A Systematic Review. Research in Nursing and 

Health, 40(1), 23–42. DOI:10.1002/nur.21768 

Kothari, C. R. (2004). Research Methodology Methods and Techniques (2nd 

Revise). New Delhi: New Age International Publishers. 



102 
 

Kowitlawakul, Y., Leong, B. S. H., Lua, A., Aroos, R., Wong, J. I. E. J. U. N., 

Koh, N., … Mukhopadhyay, A. (2015). Observation of handover 

process in an intensive care unit ( ICU ): barriers and quality 

improvement strategy. Nternational Journal for Quality in Health 

Care,27(2), 99–104. doi: 10.1093/intqhc/mzv002 

Kullberg, A. (2019). Person-Centered Shift Handovers in Oncological 

Inpatient Care. Karolinska Institutet, Stockholm, Sweden 

Kumah, J. (2019). Improving Handing Over Practices among Nures using a 

Structured CommunicationTool ( SBAR ): A Study at 37 Millitary 

Hospital. University of Ghana. Accra, Ghana 

Kumar, P., Jithesh, V., Vij, A., & S. K. Gupta. (2015). Who is More Hands on 

with Hand-offs ? A Comparative Study of Clinical Handovers among 

Doctors and Nurses in a Tertiary Care Center in India. Int J Res 

Foundation Hosp Health Adm, 3(1), 33–40. dio:10.5005/jp-journals-

10035-1034 

Kumar, Parmeshwar, Jithesh, V., Vij, A., & Gupta, S. K. (2016). Need for a 

hands-on approach to hand-offs : A study of nursing handovers in an 

Indian Neurosciences. Asian Journal of Neurosurgery, 11(1), 54–59. 

doi:10.4103/1793-5482.165776 

Kumar, R. (2011). Research Methodlogy: A Step - By- Step Guide for 

Beginners (3rd Ed.). New Delhi: SAGE Publications Inc. 

Kutney-Lee, A., & Kelly, D. (2011). The effect of hospital electronic health 

record adoption on nurse-assessed quality of care and patient safety. 

The Journal of nursing administration, 41(11), 466. doi: 

10.1097/NNA.0b013e3182346e4b 



103 
 

Lamond, D. (2000). The information content of the nurse change of shift 

report: a comparative study. Journal of Advanced Nursing., 31(4), 794-

804DOI: 10.1046/j.1365-2648.2000.01349.x 

Lawrence, R. H., Tomolo, A. M., Garlisi, A. P., & Aron, D. C. (2008). 

Conceptualizing handover strategies at change of shift in the 

emergency department : a grounded theory study. BMC Health 

Services Research, 12, 1–12. doi: 10.1186/1472-6963-8-256 

Lee, S., Phan, P. H., Dorman, T., Weaver, S. J., & Pronovost, P. J. (2016). 

Handoffs , safety culture , and practices : evidence from the hospital 

survey on patient safety culture. BMC Health Services Research, 

16(254), 1–8. doi: 10.1186/s12913-016-1502-7.  

Lincoln, Y., & Guba, E. (1985). Naturalistic inquiry. Thousand Oaks, CA: 

Sage.  

Liu, W., Manias, E., & Gerdtz, M. (2012). Medication communication 

between nurses and patients during nursing handovers on medical 

wards: a critical ethnographic study. International Journal of Nursing 

Studies, 49(8), 941–952.doi: 10.1016/j.ijnurstu.2012.02.008 

LoBiondo-Wood, G., & Haber, J. (2010). Nursing Research: Methods and 

Critical Appraisal for Evidence- Based Practice (7th Ed.). St. Louis: 

Mosby Elsevier. 

Lorinc, A., Roberts, D., Slagle, J., Tice, J., & France, D. (2014). Barriers To 

Effective Preoperative Handover Communication In the Neonatal 

Intensive Care Unit. In Proceedings of the 58th Annual Meeting of the 

Human Factors and Ergonomics Society,Nashville. 1285–1289. 

 



104 
 

Lozano, G., Marles, M. A., & Patricia, L. (2015). The Handover : A Central 

Concept in Nursing Care. Enfermeria Global, 37, 419–434. 

Machaczek, K., Whietfield, M., Kilner, K., &Allmark, P. (2013). Doctors’ and 

nurses’ perceptions of barriers to conducting handover in hospitals in 

the Czech Republic. American Journal of Nursing Research, 1(1), 1-

9.DOI: 10.12691/ajnr-1-1-1 

Malekzadeh, J., Mazluom, S. R., & Etezadi, T. (2013). A Standardized Shift 

Handover Protocol : Improving Nurses ’ Safe Practice in Intensive 

Care Units. Journal of Caring Sciences, 2(3), 177–185. 

doi:10.5681/jcs.2013.022 

Malfait S., Van Hecke A., Van Biesen W.,& Eeckloo K.(2018) Do Bedside 

Handovers Reduce Handover Duration? An Observational Study With 

Implications for Evidence-Based Practice. Worldviews on Evidence-

Based Nursing,15(6):432-9.doi: 10.1111/wvn.12330 

Mamalelala, T. T. (2017). Quality of Handover Assessments by Registered 

Nurses on Transfer of Patients From Emergency. University of the 

Witwatersrand.Johannesburg, South Africa 

Mannix, T., Parry, Y., & Roderick, A. (2017). Improving clinical handover in 

a paediatric ward : implications for nursing management. Journal of 

Nursing Management, 215–222. doi:10.1111/jonm.12462. 

Manser, T., Foster, S., Gisin, S., Jaeckel, D., & Ummenhofer, W. (2010). 

Assessing the quality of patient handoffs at care transitions. Qual Saf 

Health Care, 19(6), 1–6,doi: 10.1136/qshc.2009.038430. 

 

 



105 
 

Marutyan, Y. (2016). Evaluation of the Nursing Handoff Process from 

Emergency Department to In-Patient Unit. Master’s Projects and 

Capstones, 439, 1–60. 

Matic, J., Davidson, P. M., & Salamonson, Y. (2011). Review: Bringing 

patient safety to the forefront through structured computerization 

during clinical handover. Journal of Clinical Nursing, 20(1-2), 184-

189. doi:10.1111/j.1365- 2702.2010.03242.x 

Matney, S., Maddox, L., & Staggers, N. (2014). Nurses as knowledge 

workers: is there evidence of knowledge in patient handoffs? Western 

Journal of Nursing Research, 36(2), 171–190.doi:10.117 

7/0193945913497111 

Maxson, P. M., Derby, K. M., Wrobleski, D. M., & Foss, D. M. (2012). 

Promotes Patient Safety. Journal of MedSurg Nursing, 21(3), 140–144; 

quiz 145. PMID: 22866433. 

Maxwell, J. A. (2010). Using Numbers in Qualitative Research. Qualitative 

Inquiry, 16(6), 475–482. https://doi.org/10.1177/1077800410364740 

Mayor, E., & Bangerter, A. (2015). Managing perturbations during handover 

meetings : A joint activity framework.Nursing Open, 2(3)pp. 130–140. 

https://doi.org/10.1002/nop2.29 

McCloughen, A., O'brien, L., Gillies, D., & McSherry, C. (2008). Nursing 

handover within mental health rehabilitation: An exploratory study of 

practice and perception. International journal of mental health nursing, 

17(4), 287-295. doi:10.1111/j.14470349.2008. 00545.x 

 

 



106 
 

McFetridge, B., Gillespie, M., Goode, D., & Melby, V. (2007). An exploration 

of the handover process of critically ill patients between nursing staff 

from the emergency department and the intensive care unit. Nursing in 

Critical Care, 12(6), 261-269. https://doi.org/10.1111/j.1478-5153.20 

07.00244.x 

McMurray, A., Chaboyer, W., Wallis, M., Johnson, J., & Gehrke, T. (2011). 

Patients’ perspectives of bedside nursing handover. Collegian, 18(1), 

19-26. doi: 10.1016/j.colegn.2010.04.004). 

Mcquail, D. & Windhall, S. (2015). Communication models for the study of 

mass communications. London: Routledge. 

Mekawy, S. H., & El-mola, M. A. (2016). Relationship Between Nursing 

Handoff Quality And Continuity Of Care In Intensive Care Unit. 

IMPACT:International Journal of Research in Applied, Natural and 

Social Sciences, 4(6), 135–146. 

Mgoqi, M. (2017). Nurses ’ experiences on the use of Afrikaans for nursing 

documentation and handovers at a central hospital in the Western Cape. 

Stellenbosch University, Stellenbosch, South  Africa. 

Mujumda, S., & Santos, D. (2014). Teamwork and communication: an 

effective approach to patient safety. World Hosp Health Serv. 50(1), 

19-22. PMID: 24938029. 

Nagammal, S., & Nashwan, A. J. (2017). Nurses ’ perceptions regarding using 

the SBAR tool for handoff communication in a tertiary cancer center in 

Qatar. Journal of Nursing Education and Practice, 7(4), 103–110. 

https://doi.org/10.5430/jnep.v7n4p103. 

 



107 
 

Nagpal, K., Arora, S., Abboudi, M., Vats, A., Wong, H. W., Manchanda, C., . 

&Moorthy, K. (2010). Postoperative handover: problems, pitfalls, and 

prevention of error. Annals of Surgery, 252(1), 171-176. doi: 

10.1097/SLA.0b013e3181dc3656 

Nowell, L. S., Norris, J. M., White, D. E., & Moules, N. J. (2017). Thematic 

Analysis: Striving to Meet the Trustworthiness Criteria. International 

Journal of Qualitative Methods, 16(1), 1–13.https://doi.org/10 

.1177/1609406917733847 

O‘Connell, B., Macdonald, K., & Kelly, C. (2008). Nursing handover: it‘s 

time for a change. Contemporary Nurse, 30(1), 2-11. doi:10.51 

72/conu.673.30.1.2 

Okine, J. (2017). Perspectives of Nurses on Continuity of Patient Care : A 

Study At the Trauma and Specialist Hospital , Winneba. University of 

Ghana. Accra, Ghana. 

Pace, J. (2015). Handover Among Multidiciplines In Obstetrics: A Mixed 

Method Study Of Content And Communication Process. McMaster 

University.Ontario, Canada 

Patterson, E. S., & Wears, R. L. (2010). Patient Handoffs: Standardized and 

Reliable Measurement Tools Remain Elusive. The Joint Commission 

Journal on Quality and Patient Safety, 36(2), 52–61.doi: 

10.1016/s1553-7250(10)36011-9. 

Perecman, E., Curran, S. R. (2006). A Handbook for Social Science Field 

Research: Essays & Bibliographic Sources on Research Design 

andMethods.Thousand Oaks, CA: Sage Publications. 

 



108 
 

Pezzolesi, C., Schifano, F., Pickles, J. Randell, W., Hussain. Z., Muir, H., 

Dhillon, S. l. (2010). Clinical handover incident reporting in one UK 

general hospital. International Journal for Quality in Health Care. 

22(5): 396–401. doi: 10.1093/intqhc/mzq048. 

Poh, L. C., & Parasuram, R. (2013). Nursing inter-shift handover process in 

mental health settings : A best practice implementation project. Int J Evid 

Based Health, 11, 26–32. https://doi.org/10.1111/j.1744-1609.201 

2.00293.x 

Polit, D. F., & Beck, C. T. (2014). Essentials of nursing research (8th Ed.). 

Philadelphia: Wolters Kluwer. 

Poot, E. P., Bruijne, M. C. De, Wouters, M. G. A. J., Groot, C. J. M. De, & 

Wagner, C. (2014). Exploring perinatal shift-to-shift handover 

communication and process : an observational study. Journal of 

Evaluation in Clinical Practice, 20(2), 166–175. doi:10.111 

1/jep.12103 

Popovich, D. (2011). Nursing : Cultivating Safety in Handoff Communication. 

Pediatric Nursing, 37(2), 55–60. 

Principe, I. C. (2017). Examining Nurse Satisfaction with a Bedside Handover 

Report Process. Walden University.Minneapolis, Minnesota 

Randall, D., Harper, R., & Rouncefield, M. (2008). Ethnography and How to 

Do It. Fieldwork for Design: Theory and Practice. London: Springer 

pp. 169-197. 

 

 

 



109 
 

Randell, R., Wilson, S., & Woodward, P. (2011). The importance of the verbal 

shift handover report: a multi-site case study. International Journal of 

Medical Informatics, 80(11), 803-812.https://doi.org/10.1016 

/j.ijmedinf.2011.08.006 

Riesenberg, L. A., Leitzsch, J. & Little, B. W. (2009). Systematic review of 

handoff mnemonics literature. American Journal of Medical Quality: 

24(3): 196-204.doi: 10.1177/1062860609332512 

Riesenberg, L. A., Leisch, J. and Cunningham, J. M.  (2010). Nursing 

handoffs: a systematic review of the literature. The American Journal 

of Nursing, 110(4): 24-34. doi:10.1097/01.naj.0000370154.79857.09 

Richter, J. P., McAlearney, A. S., Pennell, M. L. (2016). The influence of 

organizational factors on patient safety: Examining successful handoffs 

in health care. Health Care Manage Rev. 41(1):32-41. doi: 

10.1097/HMR.0000000000000033.  

Rolling, J., Pauley, J., & Hoyt, J. (2015). In the acute care setting what is the 

effect of bedside nursing report on patient safety when compared with 

traditional reporting methods: An evidence-based project.Nebraska 

Methodist College, Omaha. Nebraska,USA 

Roslan, S. B., & Lim, M. L. (2016). Nurses’ perceptions of bedside clinical 

handover in a medical-surgical unit: An interpretive descriptive study. 

Proceedings of Singapore Healthcare, 26(3), 150–157. doi:10.1177 

/2010105816678423 

Royal College of Physicians., (2011) 'Acute Care Toolkit 1: Handover', 

London: Royal College of Physicians. 



110 
 

Salzwedel C, Bartz H-J, &Kuhnelt I et al. (2013). The effect of a checklist on 

the qual- ity of post-anaesthesia patient handover: a randomized 

controlled trail. Int J Qual Health Care;25(2):176–81.DOI 

:10.1093/intqhc/mzt009 

Sand-Jecklin, K. E., & Sherman, J. M. (2013). Incorporating bedside report 

into nursing handoff: Evaluation of change in practice. Journal of 

Nursing Care Quality April, 28(2), 186–194. doi:10.1097/NCQ.0b0 

13e31827a4795 

Sarvestani, R. S., Moattari, M., Nasrabadi, A. N., Momennasab, M., & 

Yektatalab, S. (2015). Challenges of Nursing Handover : A Qualitative 

Study. Clinical Nursing Research, 24(3), 234–252. doi: 

10.1177/1054773813508134 

Saunders, M., Lewis, P., & Thornhill, A. (2007). Research methods for 

Business Students (4th edition) England: Pearson Education Limited.  

Saunders, M., Lewis, P., & Thornhill, A. (2012) Research Methods for 

Business Students. Harlow: Pearson Education Ltd. 

Scovell, S. (2010). Role of the nurse-to-nurse handover in patient care. 

Nursing Standard, 24(20), 35–39.doi: 10.7748/ns2010.01.24.20. 

35.c7453 

Segall, N., Bonifacio, A. S., Schroeder, R. A., Barbeito, A., Rogers, D., 

Thornlow, D. K., & Mark, J. B. (2012). Can we make postoperative 

patient handovers safer? A systematic review of the 

literature. Anesthesia and analgesia, 115(1), 102. doi:10.1213/ANE. 

0b013e318253af4b 

 



111 
 

Sexton, A., Chan, C., Elliott, M., Stauart, J., Jayasuriya, R., & Crookes, P. 

(2004). Nursing handovers : do we really need them ? Journal of 

Nursing Management, 12(1), 37–42.doi: 10.1111/j.1365-2834.2004. 

00415.x 

Siemsen, M. I. D., Madsen, M. D., Pedersen, L. F., Michaelsen, L., Pedersen, 

A. . ., Andersen, H. B., & Østergaard, D. (2012). Factors that impact 

on the safety of patient handovers : An interview study. Scandinavian 

Journal of Public Health, 40(June), 439–448.  doi: 10.1177/1403 

494812453889 

Silva, M. F. da, Anders, J. C., Rocha, P. K., Souza, A. I. J. de, & Burciaga, V. 

B. (2012). Communication In Nursing Shift Handover : Pediatric 

Patient Safety. Texto Contexto Enferm, 25(3), 1–9. https://doi.org/ 

10.1590/0104-07072016003600015  

Sluisveld, N. V., Oerlemans, A., Westert, G., Hoeven, J. G. V. D., 

Wollersheim, H., & Zegers, M. (2017). Barriers and facilitators to 

improve safety and efficiency of the ICU discharge process : a mixed 

methods study. BMC Health Services Research, 17(251), 1–13.  doi: 

10.1186/s12913-017-2139-x 

Smeulers, M., Lucas, C., & Vermeulen, H. (2014). Effectiveness of different 

nursing handover styles for ensuring continuity of information in 

hospitalised patients ( Review ). Cochrane Database of Systematic 

Review, pp. 1–28. https://doi.org/10.1002/14651858.CD009979. 

Smith, L. D. (2016). Communication Process Improvement among Bedside 

Nursing Staff on a Skilled Nursing Rehabilitation Unit.Kirkhof College 

of Nursing, Grand Valley State University,Grand Rapids, Michigan 



112 
 

Solet, D. J., Norvell, J. M., &Rutan, G. H. et al.  (2005). Lost in translation: 

challenges and opportunities in physician-to-physician communication 

during patient handoffs. Academic Medicine, 80(12): 1094-

1099.doi:10.1097/00001888- 200512000-00005 

Spooner, A. J., Aitken, L. M., Corley, A., Fraser, J. F., & Chaboyer, W. 

(2016). Nursing Team Leader handover in the intensive care unit 

contains diverse information and lacks structure: An observational 

study. International Journal of Nursing Studies, 61, 165–172. 

DOI:10.1016/j.ijnurstu.2016.05.006 

Stake, R. E. (1995). The art of case study research. Thousand Oaks, CA: Sage. 

Starman, A. B. (2013). The Case Study as a Type of Qualitative Research. 

Journal of Contemporary Educational Studies, 1, 28–43. 

Tang, C., & Carpendale, S. (2007). An Observational Study on Information 

Flow during Nurses ’ Shift Change. University of Calgary. Canada 

The  Joint Commission, (2012). Joint commission center for transforming 

healthcare releases targeted solutions tool for hand-off 

communications. Joint Commission Perspectives, 32(8). 

Thompson, J., Collett, L., Langbart, M., Purcell, N., Boyd, S., Yuminaga, Y., 

Ossolinski, G., Susanto, C. & Mccormack, A. (2011). Using the 

ISBAR handover tool in junior medical officer handover: a study in an 

Australian tertiary hospital. Postgrad Med J., 87(1027):340-

344DOI: 10.1136/pgmj.2010.105569 

Tucker, A. & Fox, P. (2014) 'Evaluating nursing handover: the REED model', 

Nursing Standard, 28(20),44-48.doi: 10.7748/ns2014.01.28.20.44. 

e7992 



113 
 

Vinu, M. (2015). Analysis of the Nursing Shift Handover Practice and the 

Development of a Structured Format for Handover to Improve 

Communication and Patient Safety. University of Dublin. Ireland 

Wakefield, D. S., Ragan, R., Brandt, J., & Megan Tregnago. (2012). Making 

the Transition to Nursing Bedside Shift Reports. The Joint Commission 

Journal on Quality and Patient Safety, 38(6), 243–254.doi: 

10.1016/s1553-7250(12)38031-8 

Wallis, S. (2010). Nursing Handover Research Project. Waikato Institute of 

Technology. New Zealand 

Welsh, C. A., Flanagan, M. E., & Ebright, P. (2010). Barriers and facilitators 

to nurs- ing handoffs: Recommendations for redesign. Nursing 

Outlook, 58, 148-154. doi:10.1016/j.outlook.2009.10.005. 

World  Health Organization, (2007). Communication During Patient Hand-

Overs. WHO Collaborating Centre for Patient Safety Solutions, 

1(Solution 3), 1–4. 

World Health Organization. (2014). guidance for national tuberculosis 

programmes on the management of tuberculosis in children (2nd ed.). 

Geneva, Switzerland: WHO Document Production Services. 

Wong, M. C. (2011). An exploration of shift-to-shift clinical handover and 

clinical handover improvement using a user-centred approach at the 

Royal Hobart Hospital , University of Tasmania.Tasmania ,.Australia 

 

 

 

 



114 
 

Wong, M. C., Yee, K. C., Turner, P., (2008). A structured evidence-based 

literature review regarding the effectiveness of improvement 

interventions in clinical handover .University of Tasmania, eHealth 

Services Research Group, & Australian Commission on Safety and 

Quality in Health Care.pp. 1–114. 

Wright, S. M. (2013). Examining Transfer of Care Processes in Nurse 

Anesthesia Practice: Introducing the PATIENT Protocol. AANA 

Journal, 81(3), 225–233.PMID: 23923675 

Wynne-Jones, J. A. (2008). The Development and Implementation of a 

Framework for Best Practice With Regard To Nursing/Midwifery Shift 

Handover. Auckland University of Technology.Auckland, New 

Zealand. 

Yang, L. J., Chang, K. W., & Chung, K. C. (2012). Methodology rigor in 

clinical research. Plastic reconstructive surgery, 129(6), 979-988. doi: 

10.1097/PRS.0b013e31824eccb7 

Yee, K. C., Wong, M. C., & Turner, P. (2009). "HAND ME AN ISOBAR": a 

pilot study of an evidence-based approach to improving shift-to-shift 

clinical handover.  MJA, 190(11), 121–124. PMID: 19485859. 

Yin, R. K. (2003). Case study research: Design and methods (3rd ed.). 

London: SAGE Publication 

 

 

 

 

 



115 
 

APPENDICES 

APPENDIX A: CONSENT FORM 

TITLE OF PROJECT: Assessing Handover Process and Communication 

among Registered Nurses in Cape Coast Teaching Hospital 

You are asked to participate in a study conducted by Charlaine Ama Mensah a 

final year postgraduate student at the University of Cape Coast offering 

Master of Philosophy in Nursing at Department of Nursing and Midwifery.  

Before agreeing to participate in this study, it is important that you read the 

following explanation. This statement describes the purpose, procedures, 

discomforts, benefits, as well as your right to withdraw from the study 

anytime. 

PURPOSE OF THE STUDY 

The aim of this study is to describe handover process and communication 

among registered nurses at Cape Coast Teaching Hospital. 

EXPLANATION OF PROCEDURES 

If you volunteer to participate in this, I would first assess how you perform 

handover using a checklist developed from NMC Ghana protocol, and then 

later invite you for a face to face interview. This will take on average of 

45minutes.  

POTENTIAL RISKS AND DISCOMFORTS 

By participating in this research, you are likely to experience some form of 

discomfort. This includes the discomfort of someone assessing you while 

working and also discomfort of questioning. The team will try to decrease 

your chances of these discomforts from occurring. Again, the checklist and the 
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interviews will be carried out during normal working hours in order not to 

disturb the work in of the unit or department you are working in. 

POTENTIAL BENEFITS 

There is no direct benefit by participating in this project. However, this 

research is expected to provide data on handover process and communication 

which may improve the performance of this procedure. 

PAYMENT FOR PARTICIPATION 

You will not be paid for participating in this research project. Any question 

concerning this project should be directed to Charlaine Ama Mensah 

(0244884380) of the school of nursing and midwifery, university of cape 

coast. 

Questions regarding any rights issues as a person in this project should be 

directed to the chairpersons of internal research board of University of Cape 

Coast and Cape Coast Teaching Hospital.  

CONFIDENTIALITY 

All information gathered from thisstudy will remain confidential. Your 

identity as a participant will not be disclosed to any unauthorized persons but 

will be kept as strictly as confidential. If information from your interview is 

used in publications or reports, I will not referto your identity in any way. 

WITHDRAWAL FROM PARTICIPATION 

Participation in this project is voluntary; refusal to participate will involve no 

penalty. You are free to withdraw consent and discontinue participation in this 

project at any time without prejudice.  
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CONSENT TO PARTICIPATE 

I ………………………………………………………………. 

 Confirm that I have read the written information to the study, assessing 

handover process and communication among registered nurses in 

Cape Coast Teaching Hospital,and that the study procedures have 

been explained to me by study during the consent process for this 

study. 

 Confirm that I have had the opportunity to consider asking questions 

about this study and I am satisfied with the answers and the 

explanations that have been provided. 

 Understand that I grant access to data to authorized persons described 

in the information sheet. 

 Have been given time and opportunity to consider taking part in this 

study. 

Tick as appropriate (this decision will not affect your ability to enter the 

study): 

I consent to participate in the above research study. 

Signature of subject…………………………………………………. 

Date……………………………………. 

Signature of interviewer…………………… 

Date ………………….. 
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CONSENT TO PARTICIPATE IN A RESEARCH PROJECT 

TITLE OF PROJECT: ASSESSING HANDOVER PROCESS AND 

COMMUNICATION AMONG REGISTERED NURSES IN CAPE 

COAST TEACHING HOSPITAL 

You are asked to participate in a study conducted by Charlaine Ama Mensah 

from the School of Nursing and Midwifery, University of Cape Coast.  Before 

agreeing to participate in this study, it is important that you read the following 

explanation. This statement describes the purpose, procedures, discomforts, 

benefits, as well as your right to withdraw from the study anytime. 

PURPOSE OF THE STUDY 

The aim of this study is to describe handover process and communication 

among registered nurses at Cape Coast Teaching Hospital. 

EXPLANATION OF PROCEDURES 

If you volunteer to participate in this, I would first assess how you perform 

handover using a checklist developed from NMC Ghana protocol, and then 

later invite you for a face to face interview. This will take on average of 

45minutes.  

POTENTIAL RISKS AND DISCOMFORTS 

By participating in this research, you are likely to experience some form of 

discomfort. This includes the discomfort of someone assessing you while 

working and also discomfort of questioning. The team will try to decrease 

your chances of these discomforts from occurring. Again the checklist and the 

interviews will be carried out during normal working hours in order not to 

disturb the work in of the unit or department you are working in. 
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APPENDIX B 

OBSERVATIONAL CHECKLIST 

TITLE: Assessing Handover Process and Communication among 

Registered Nurses at CCTH. 

 HANDOVER CHECKLIST 

PART A: DEMOGRAPHIC INFORMATION 

1. Gender:    Female [ ] Male [ ] 

2. Age: ……………………. 

3. Ward:   …………………………. 

4. Work Shift: Morning Shift [ ]       Afternoon Shift [ ]       Night Shift [ ] 

5. Rank:  SN [ ]   SSN [ ]     NO [ ]      SNO [ ]        PNO [ ]   OTHERS [ ]    

6. Educational Background: Diploma, [ ] Post Diploma Specialisation, [  ]  

First degree, [  ]  Masters [   ] 

7. Number of Years of Nursing Experience:  

8. Number of Years Spent on Present Ward:  

9. Place of Handover:  Nurses Station [ ]         Designated Place   [ ]       

Bedside [ ]      

10. Format of Handover: Verbal [ ]         Written [ ]          Audio Taped [ ]      

11. Number of Nurses Present at The Bedside Handover: 

12. Number of patients on the ward: 

13. Time handover started: 

14. Time handover ended: 
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PART B: HANDOVER PROCEDURE 

INSTRUCTIONS: OBSERVE THE HANDOVER KEENLY AND TICK 

( √) APPROPRIATELY 

STEPS PROCEDURE PERFORMANCE 
YES NO 

1 Welcome the incoming staff                                                                           
2 Allow incoming nurse to read the ward report on 

patients                              
  

3 Explain issues and answers any questions that 
may be raised                        

  

4 Moves around from bed to bed to handover 
patients 

  

5 Maintains individuality of patients, handover 
sensitive information about patient at the nurse’s 
office e.g. condition of patient                                                 

  

6 Establishes rapport with patients during handing 
over   

  

7 Checks and confirms information about patient 
charts                                     

  

8 Checks with incoming staff that gadgets on 
patients are functioning e.g. cardiac monitor, 
intravenous line, oxygen apparatus and suction 
machine, drainage tubes, Ryle’s tubes, urinary 
catheters, chest tubes and intra-abdominal tubes 
etc. 

  

9 Check and handover-controlled drugs and any 
other relevant resources available 

  

10 Handover ward annexes for incoming nurse to 
ensure they are clean      

  

11 Report on any defects on equipment and requests 
made for urgent repairs   

  

12 Report on departmental instructions and other 
important information e.g.  clinical lectures and 
departmental                                                                             

  

13 Handover important issues in the ward diary                                                                                    
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APPENDIX C 

SEMI-STRUCTURED INTERVIEW GUIDE 

SEMI-STRUCTURED INTERVIEW GUIDE QUESTIONS 

Section A: Assessing handover process 

A. Please describe your experience with nursing handover. 

B. Kindly share with me how you normally conduct your handover? 

(Probe for taking up of the wards). 

Section B:  Assessing content of communication 

A. What information do you give during the handover? Probe for 

 Patient identification information  

 The clinical state 

 The medical information 

 Nursing information 

Section C: Identifying factors influencing nursing handover 

A. What factors make it difficult for your handover on a typical day? 
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APPENDIX D 

ETHICAL CLEARANCE FROM UCC IRB 
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APPENDIX E 

INTRODUCTORY LETTER 
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APPENDIX F 

ETHICAL CLEARANCE FROM CCTH 
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APPENDIX G 

NMC HANDING OVER PROTOCOL 

 


