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Leading Safe Clinical Handover – the 
Acute Care Taskforce

History 

• Commenced June 2005

• Multi-disciplinary membership

• The acute medical patient journey

Previous work includes

• Avoidable Admissions

• Medical Assessment Units



The platform was burning and the 
time was right
• RCA data

• The Special Commission of Inquiry (Garling)

• Australian Commission on Safety and Quality in Health 
Care – National Clinical Handover Initiative

• World Health Organisation – one of WHO’s top 5 priorities

• Between the Flags – Recognition and management of the deteriorating patient

• MJA supplement, “Clinical Handover : Critical Information” 
– supplement of 14 papers published on 1st June 2009



Special Commission of inquiry into 
Acute Care Services (Garling)

Within 18 months, NSW Health should 
ensure that each hospital designs and 
introduces a mandatory shift handover 
policy…

Government response… Supported.



The NSW Safe Clinical Handover 
Program

- implementing standard key principles for 
clinical handover across the care 
continuum



Distilling the key principles from the 
work of many

Standard Key Principles

Acute Care Taskforce 

Standard key principles + flexible 
standardisation

= System level change



Standard Key Principles 

1. Leadership

2. Valuing handover

3. Handover participants

4. Handover time

5. Handover place

6. Handover process



Flexible standardisation… one size 
does not fit all

Health care target for safe clinical handover

- But health care needs 
are variable.

stan
d

ard

Controlled levels of variability are 
required for local processes to meet 
local needs

The standard permeates each layer 
and is the fundamental element of 
local processes 



Locally appropriate implementation

Standard key 

principles 

+ Flexible 

standardisation

___________________

System level change

Bottom up

Top down

Clinician designed and 
owned, but with 
direction from 
cascading of 
standardisation.



Collective Accountability

Flexible standardisation, but there is 
accountability at multiple layers, e.g.:

• Acute Care Taskforce

• Executive Leaders

• Clinicians



Collective Accountability… 
Acute Care Taskforce

• Implementation monitoring 

• Foster and share innovation in clinical handover



Collective Accountability… 
Executive Leaders

• Develop implementation plans.

• Support local process development.

• Share with peers and generate momentum through 
networking



Collective Accountability…. 
Clinicians

• Value and implement safe clinical handover. 

• Communicate early and effectively. 

• Transfer accountability throughout the patient journey.

• Network and reduce process variability wherever possible.



Collective Accountability… 
what does it look like?

Standard key principles

Local Health Networks

Facilities / Streams

Local units and teams

Individual processes

What can you standardise here?

What can you standardise here?

What can you standardise here?

Health care target for safe clinical handover

stan
d

ard



Implementation Momentum

• 2010 – 11 out of 11 Health Services identified 

implementation governance and strategy

• 2010 – 11 out of 11 Health Service site visits demonstrated 

implementation governance and strategy

• 2011 – transition of governance and strategy to 19 Health 

Networks



Implementation Momentum

• 2011 - Draft results from the Clinical Excellence Commission 
Quality Systems Assessment (2010) show that the NSW Safe 
Clinical Handover Program has improved clinical handover 
implementation most effectively at the facility level 

• i.e. coordinating strategy across the facility, rather than 
independent and individual projects in wards

DATA:

85% at the facility level agreed / strongly agreed that ‘The statewide 
Safe Clinical Handover Program has assisted our department/unit to 

implement and/or improve our clinical handover process. 



System level key principles 
+ foci on 2 specific state-level projects 

2009 2010 2011 2012
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Resources and contacts:

www.archi.net.au/e-library/safety/clinical/nsw-handover

James Dunne

JDUNN@doh.health.nsw.gov.au

Ian Richards

IRICH@doh.health.nsw.gov.au
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