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Background

tion is integral to trauma care
can be impacted on by:

umber of people ved
ency of the communication topic

ed research re adequacy of structures and
esses of communication

otal evidence of poor information
transter

= Missing or fragmented patient care information
appears to be a significant challenge



Purpose

iers to meaningful information
I-trauma patients upon
mergency Department to:

nsive Care Unit

Dependency Unit
erative Services

s will be described as discovered in an
ongoing study at one tertiary level hospital in
Queensland.
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lew - 45 research papers, 4
and 1 policy statement

Aud1t ~93 cha
urvey - 58 over 5 staff groups

ional and national chart review - 4
tional, 1 Australian
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mation transfer was variable

complexity

of transfer



‘expectations

ursing staff expectations of:

ation transfer

ed minimum dataset of patient
ation to handover



Handover

es were mostly about
erformance

ver impacted upon by seeing to patient
needs during handover.

® 81% patients had injuries that were likely to
affect physical transfer



ocumentation

ible or difficult to find
edical and nursing notes

some forms for
mentation |

ts transferred from other hospitals are
complex for information transfer

wards received conflicting information
about patients before they arrived from the ED



mentation

were transferred out of the ED
’59 hrs.

ferred on weekend
ssing charts due to

dit time: 8mins to 54mins.



‘Inefficiency

cy for receiving staff

discussed as patients who
via operating theatres:

ese situations ga ‘handed over information
large in particular about the patient’s history,
ent in the ED and pre-operative stability



Relationship of factors affecting information
(ransier . for multi-trauma patien ts to themes
———

Ethical elements

Legal elements
Team factors
Patent facors
Environment factors
Process factors

Individual performance

elements

Resource factors

Organisational factors




Future directions

elopment group have:

Inimum dataset for handover of these
complex and ti cute patients

sed this to form a structure for handover

Iso will trial sequencing of handover for patients
0 are stable enough: handover then transfer

ecommended that some forms be revised for ease
se, relevance and to reflect the minimum dataset
agreed on between wards

= Until forms can be revised run education/awareness
raising in the units about the intervention and
findings
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Intervention

handover structure- IM SO BARF
sing handover

Issemination for awareness-

ISing. '
lal sequence of handing over first then
sferring patient wherever possible.

rsing handover processes: Engage
untability of minimum information recorded
and handed over with both ED and receiving
ward staff, negotiating this with the receiving
ward staff.




Are you he

ation (for T/F to theatre?) & stability/status
ervations (trends, impact in response to treatment)
ground & History (+ management to date)

ding results)
nsibility & Risk Management (acceptance of change of care

sibility, read back/clarification of critical information,
iIcation line if deteriorates/teams to contact)

- Family & Social (Family present? Contacted? Any social or other
Information that may impact, do we know what family has been told
about situation?)

Handover structure - IM SO BARF - Adapted from Australian Commission
on Safety & Quality in Health Care. (2010). The OSSIE guide to clinical
handover improvement. Sydney: ACSQHC.




