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Or…. 

Dickens Disasters & 

Doctors 



 

 

 “Electric communication will never be a 

substitute for the face of someone who with their 

soul encourages another person to be brave and 

true.” 

From The Wreck of the Golden Mary 

Charles Dickens (1812-1870) British novelist  



 …I admire machinery as much as any man, and 

am as thankful to it as any man can be for what 

it does for us.  But, it will never be a substitute 

for the face of a man, with his soul in it, 

encouraging another man to be brave and 

true… 

From The Wreck of the Golden Mary 

Charles Dickens (1812-1870) British novelist  



Research has identified that: 

 Ineffective communication is a major cause of critical incidents   

 The financial cost of critical incidents in Australia resulting from 

communication breakdowns or misunderstandings is estimated to 

be over $600 million pa 

  Poor clinical handover communication contributes to discontinuity 

of care, adverse events and malpractice claims 

 Communication errors found too be responsible for twice as many 

deaths as clinical inadequacy.  

 

 

 

Why does clinical handover matter? 

Or… 

Ongoing communication disasters? 





“unstructured, informal and error prone, with 

the majority of doctors noting that there is no 

standard or formal procedure for clinical 

handover” 
 

* Bomba DTPR. A description of handover processes in an Australian public hospital, 

Australian Health Review (2005)  

Australian doctor 

describing handovers 

in his hospital, 2005* 

 
 

Is this your handover experience? 



National Standards & Guidelines 



30.07.2010 



How important is handover elsewhere? 

 World Health Organisation - one of 

the ‘High 5’ patient safety initiatives* 

 Australian Commission on Safety & 

Quality in Healthcare – clinical 

handover has been one of their key 

priorities since 2007 

 National Clinical Handover Initiative 

Pilot Program 

 National Safety & Quality Health 

Service Standards 

* World Health Organization Collaborating Centre for Patient Safety Solutions. Communication 

during Patient Handovers. Geneva, Switzerland: WHO Press. 2007. 



 

Improving patient safety,  

experience and outcomes 

 



1. Investigate the range and complexity of clinical 
handovers nationally. 

2. Identify features of effective spoken and written 
handovers.  

3. Work collaboratively with healthcare professionals to 
evaluate, reflect on  and develop their own clinical 
handover practices. 

 

 

ECCHo project aims 
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ECCHo project research partners 

A national interprofessional collaboration 



Pilot Studies 



NSW 
 Handovers (electronic, phone, written) when patients are transferred from 

the Emergency Department (ED)  to a ward. 

 Up to three longitudinal case studies following single patient journeys from 
triage in the ED to their transfer to the High Dependency Unit. 

ACT  

 Handovers when patients are transferred from the ED to a general medical 
ward and when they are transferred out to another ward,  to the community 
or to another hospital.  

WA  

 Handovers (Teleconference  & written) of patient emergency transfers from 
two regional EDs to a metropolitan public hospital.  

SA 

 Clinician-to-clinician handovers in mental health and the journey of mental 
health clients from entry to the ED onwards. 

 

Each state’s research focus 



Qualitative mixed methods 

 Ethnographic observations on site 

 Interviews with clinicians and managers 

 Linguistic analysis of Audio and video recording of 
handovers and associated communication 

 Participatory redesign of handover to improve practice 

 Provide video-reflective feedback to participants 

 Chart review of medical records across patient 
journey’s 

 

Methodology 



WA - iSoBAR for Inter Hospital Transfer 

identify    

Situation    

observations    

Background   

Agreed Plan  

Read Back  



Handover is important for: 

 Patients 

 Clinicians 

 Accreditation 

 

We know how and why this process can 

fail… 

We know why we need to improve this 

process... 

We need to ensure this knowledge guides 

our practice… 

Every Patient Every Time 



 "Take nothing on its looks; take everything 

on evidence. There's no better rule."  

- Charles Dickens, Great Expectations 

 

 

 

http://classiclit.about.com/od/dickenscharles2/a/Charles-Dickens.htm


Thank you 


