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Abstract
Background: Clinical handover is an important process for the transition of patient-care responsibility to the next
healthcare provider, but it may divert the attention of the team away from active patients. This is challenging in the
Emergency Department (ED) because of highly dynamic patient conditions and is likely relevant in conditions that
requires time-sensitive therapies, such as sepsis. We aimed to examine the management and outcomes of patients
presenting with sepsis and septic shock to the ED during nursing handover.
Methods: This retrospective cohort study was conducted at a 115-bed ED and more than 200,000 annual ED visits,
within a 900-bed academic tertiary care center. Data on Surviving Sepsis Campaign (SSC) bundle elements and
hospital mortality were collected for all ≥14-year-old patients who presented to the ED with a diagnosis of sepsis
and septic shock between January 1, 2011 and October 30, 2013. Our primary outcome was time to antibiotics,
were other SSC bundle elements and mortality counted as secondary outcomes. Patients were divided into two
groups: 1) handover time group, comprising patients who presented an hour before or after the start of handover
time (6–8 AM/PM), and 2) non-handover time group, comprising patients who presented over the remaining 20 h.
Results: During the study period, 1330 patients presented with sepsis or septic shock (228, handover time
group; 1102, non-handover time group). No significant differences were found between the handover time and
non-handover time groups, respectively, in median time to antibiotic administration (100 [interquartile range
(IQR) 57–172] vs. 95 [IQR 50–190] minutes; P = 0.07), median time to serum lactate result (162 [IQR 108–246] vs.
156 [IQR 180–246] minutes; P = 0.33) and median time to obtain blood culture (54 [IQR 36–119] vs. 52 [IQR 28–103]
minutes; P = 0.52), and hospital mortality rate (29.4% vs. 28.9%; P = 0.89).
Conclusion: No significant differences were found in median time of SSC bundle elements or hospital mortality
between patients who presented during the handover and non-handover times.
Keywords: Sepsis, Handover, Nursing

* Correspondence: arabi@ngha.med.sa
3
Intensive Care Department, King Abdulaziz Medical City, Riyadh, Kingdom of
Saudi Arabia
4
King Saud Bin Abdulaziz University for Health Sciences, King Abdullah
International Medical Research Center, Riyadh, Kingdom of Saudi Arabia
Full list of author information is available at the end of the article
© The Author(s). 2018 Open Access This article is distributed under the terms of the Creative Commons Attribution 4.0
International License (http://creativecommons.org/licenses/by/4.0/), which permits unrestricted use, distribution, and
reproduction in any medium, provided you give appropriate credit to the original author(s) and the source, provide a link to
the Creative Commons license, and indicate if changes were made. The Creative Commons Public Domain Dedication waiver
(http://creativecommons.org/publicdomain/zero/1.0/) applies to the data made available in this article, unless otherwise stated.

Alsolamy et al. BMC Emergency Medicine (2018) 18:3

Background
Handover is an essential process in the Emergency Department (ED), as patient care is provided in a continuum
around the clock manner; it follows, staff must work in
shifts [1]. Handover is defined as a transition of care, responsibility, and future management or disposition plans
to the next healthcare provider [2]. This definition applies
to all health care workers, including physicians, nurses,
and care assistants.
Nursing handover is a complex process that requires
effective transfer of all required patient information in
the most time-efficient manner. This process needs good
communication skills and time management. Trivial miscommunication may lead to delivery of inaccurate or incomplete data, resulting in delayed care or other adverse
effects [3, 4]. Nursing handover time has been recognized
as a time where adverse events are more likely to occur
[4]. In addition, the quality of handover has a direct effect
on the quality of patient care over the following shift [5].
In the ED, this complexity is further increased because
new patients, in stable or unstable condition, can arrive at
any time, regardless of the handover time. A prospective
observational study addressing ED handover problems
revealed deficiencies in the handover processes [4]. These
deficiencies were mainly noted in communication and disposition of information [4]. In another study that assessed
the differences in information retention between various
handover styles, the authors concluded that purely verbal
handover processes are even more prone to serious data
loss [6]. The lack of transfer of some information during
the handover process may significantly reduce the overall
quality of patient care [4, 7]. Therefore, it is crucial to
investigate delays in treating patients arriving at the ED
during handover time.
Reviewing the literature, we found ED handover studies that focused on evaluating the quality of care transfer,
the need to initiate a standardized tool to aid the process,
and on reporting handover-related errors and adverse
events. Interestingly, we did not find any studies that
investigated the effect of handover time on the patients
with time-sensitive disorders who visited the ED during
the nursing handover time. Sepsis is an important timesensitive condition in which delays in providing care,
such as delays in antibiotic administration, are associated
with adverse outcomes. In particular, delays in antibiotic
administration have been shown to be associated with a
7.6% decrease in survival for each hour of delay in antimicrobial administration during the 6 h after the first hour
of documented hypotension [8]. In this study, we aimed to
evaluate the direct impact of handover time on the
management of sepsis. We compared different processes
measurements to reflect the quality of sepsis care, including the time to intravenous antibiotic administration, time
to serum lactate result and time to obtain blood culture
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among patients who arrived at the ED during the nursing
handover time in comparison to those who arrived at
other times. We hypothesized that arrival at the ED during
the nursing handover period is associated with delay in
management of septic patients, and with worse outcomes.

Methods
Study design and setting

The study was performed in a large, urban, tertiary-care
ED with an Emergency Medicine Residency Program.
The ED is staffed with board-certified emergency medicine
physicians, and has 115 beds. The number of annual ED
visits range from approximately 200,000 to 214,000 per
year at this 900-bed academic tertiary care center. In this
study, we used data from the Sepsis Database, collected as
part of a quality improvement project conducted by the
Intensive Care and Emergency Medicine Departments.
The Sepsis Database used the 2008 and 2012 Surviving
Sepsis Campaign (SSC) tools.
Selection of participants

We included all patients aged ≥14 years who were admitted to the ED with a diagnosis of sepsis and septic shock
between January 1, 2011 and October 30, 2013. In our institution, nursing shifts are 12-h based in all departments.
Nursing handover process is done at the bedside using
both verbal and written forms. The form used in our institution is SBAR (Situation, Background, Assessment,
Recommendation) [9], which must be filled by the endorsing nurse to the receiving nurse. For operative purposes,
sepsis was defined as systemic inflammatory response syndrome with acute organ dysfunction secondary to documented or suspected infection. Septic shock was defined
as sepsis with persistent hypotension after fluid resuscitation with at least 20 mL/kg of crystalloid (or equivalent)
[10]. Patients were identified as having sepsis or septic
shock based on clinical assessments performed by the ED
physicians. We divided these patients into two groups: 1)
a handover time group that included patients who visited
the ED an hour before or an hour after the handover time
(6–8 AM and PM), and 2) a non-handover time group
that included patients who arrived at the ED over the
remaining 20 h. We chose the 2-h duration to study the
effect of the handover because nurses typically start to
prepare for the handover one hour prior to the handover
time, and handover sessions can last almost an hour after
their initiation.
Methods and measurements

We extracted the following data from the Sepsis Database:
ED arrival time, source of infection, physical examination
findings, laboratory findings, time-to-antibiotic administration (from arrival to ED), time-to-lactate results and
time-to-obtaining blood culture, mechanical ventilation
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requirement, and hospital mortality [10]. The primary
study outcome was the time-to-antibiotic administration,
time-to-lactate results and time-to-obtaining blood culture. The study was approved by the Institutional Review
Board of Ministry of National Guard-Health affairs, and
the informed consent requirement was waived.
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Table 1 The presenting characteristics of patients who arrived
during the handover time and those who arrived during the
non-handover time

All patients

Handover
time

Non-Handover
time

N = 228

N = 1102

P-value

Source of sepsis, no. (%)

Data analysis

Because of the skewed data distribution, we have presented
data as median and inter-quartile range for continuous
variables, and frequency and proportion for categorical
variables. Continuous variables were compared between
two groups using the t-test, and categorical values were
compared using the chi-square test. All data management
and analysis was performed with SAS (version 9.1; SAS
Institute, Inc., Cary, NC).

Results
Baseline characteristics

Over the study period, 1330 patients fulfilled the diagnostic criteria for sepsis and septic shock, and were included
in the final analysis: 228 patients in the handover time
group and 1102 patients in the non-handover time group.
The presenting characteristics of patients who arrived
during the handover time and those who arrived during
the non-handover time are presented in Table 1. The
predominant sources of infection in both groups were
pneumonia and urinary tract infection. Patients presenting with septic shock made up 38.6% of patients in the
handover time group and 40.9% of patients in the nonhandover time group. The proportion of patients requiring mechanical ventilation was similar in both groups
(29%). Lastly, non-handover group did not differ from
handover group patients in terms of initial signs and
symptoms nor lab results (Table 1).
Processes of care and outcomes

All patients received antibiotics, and median time-toantibiotic administration showed a tendency of being
longer in the handover time group (100 [IQR 57–172]
minutes) as compared to the non-handover time group
(95 [IQR 50–190] minutes; P = 0.07). The distribution of
median time-to-antibiotic administration by hour of day
is presented in Fig. 1. The median time-to-lactate results
in the handover time group (162 [IQR 108–246] minutes)
was not significantly different from that in the nonhandover time group (156 [IQR 180–246] minutes; P =
0.33). The median time-to-obtaining blood cultures in the
handover time group (54 [IQR 36–119] minutes) was not
significantly different from that in the non-handover time
group (52 [IQR 28–103] minutes; P = 0.52). The hospital
mortality rate in the handover time group (29.4%) was not
significantly different from that in the non-handover time
group (28.9%; P = 0.89).

Pneumonia

103 (45.2)

499 (45.3)

0.98

Urinary tract infection

32 (14)

173 (15.7)

0.53

Acute abdominal infection

15 (6.6)

80 (7.3)

0.72

Soft tissue infection

6 (2.6)

42 (3.8)

0.38

Other infections

84 (36.8)

376 (34.1)

0.43

Signs and Symptoms, no. (%)
Temperature > 38 °C

57 (25)

281 (25.5)

0.87

Temperature < 36 °C

6 (2.6)

41 (3.7)

0.42

Acutely altered mental status

47 (20.6)

217 (19.7)

0.75

Chills and rigors

2 (0.9)

18 (1.6)

0.39

Heart Rate > 90/min

201 (88.2)

945 (85.8)

0.34

Respiratory Rate > 20/min

197 (86.4)

928 (84.2)

0.40

Hypotension*

75 (32.9)

332 (30.1)

0.41

Hypoxia*

75 (32.9)

332 (30.1)

0.41

Leukocytosis*

99 (43.4)

452 (41)

0.50

Leukopenia*

14 (6.1)

49 (4.5)

0.27

Increased creatinine*

13 (5.7)

99 (9)

0.10

Laboratory Findings, no. (%)

Thrombocytopenia*

8 (3.5)

33 (3)

0.68

Hyperbilirubinemia*

5 (2.2)

41 (3.7)

0.25

Hyperlactatemia*

100 (43.9)

458 (41.6)

0.52

Coagulopathy*

13 (5.7)

57 (5.2)

0.74

*Hypotension: systolic blood pressure < 90, mean arterial pressure < 65 or systolic
blood pressure decrease > 40 mmHg from baseline, *Hypoxia: oxygen requirement
to maintain oxygen saturation > 90%, *Leukocytosis: WBC count > 12 Å~ 109/L,
*Leucopenia: white blood cell count < 4 Å~ 109/L, *Increased creatinine: creatinine
increase > 176.8 mmol/L, *Thrombocytopenia: platelet count < 100 Å~ 109/L,
*Hyperbilirubinemia: bilirubin > 34.2 mmol/L, *Hyperlactatemia: lactate > 2 mmol/L,
*Coagulopathy: international normalized ratio (INR) > 1

Discussion
Handovers are pivotal junctures and integral process in
the continuity of care in every patient’s clinical course.
To the best of our knowledge, the idea of handover time
as a possible distractor that might delay urgent patient
care is not addressed in current literature. We aim to shed
light on the duration of handover process as a possible
time where patient care is affected. In this study, we
evaluated the direct effect of nursing handover process
on patient care. We used a sepsis database to compare
ED processes and outcomes between patients who arrived
at the ED during nursing handover time and those who
arrived during non-handover time.
Our results showed a trend of longer time-to-antibiotic
administration in handover group, however this was not
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Fig. 1 The distribution of median time-to-antibiotic administration by hour of day with the arrival in ED

clinically nor statistically significant. Nonetheless, the
clinical value is unconvincing; as 5 min’ difference, might
be minor when it comes to antibiotic delivery. It follows,
additional studies with another time sensitive assessment
tools are needed to address the clinical outcome of this
delay, and how to prevent it. We found no significant association between ED nursing handover and time-to- lactate results or time-to-obtaining blood culture, or hospital
mortality in patients admitted with a diagnosis of sepsis
and septic shock. This could be explained by our ED
nurses are vigilant with alerts and our institution was
conducting SSC with constant reminders of early management and septic alerts [11]. Consequently, our results may not reflect the situation in institutions with
different methods of handover.
A prospective observational study addressing ED handover problems revealed deficiencies in the handover
processes [4]. These deficiencies were mainly noted in
communication and disposition of information [4]. In
another study that assessed the differences in information retention between various handover styles, the authors concluded that purely verbal handover processes
are even more prone to serious data loss [6]. In light of
that, researchers have been developing new tools to ease
the process and grant adequate transfer of information
[9]. These tools have been shown to improve nursing
handover [12–19].
The main strengths of our study include the numbers
of patients included, detailed data collection, the tertiary
academic setting with numerous complex and critically
ill patients, and standardized data collection using the
SSC tools. As a retrospective cohort study, the present
study has some important limitations. Foremost, the study
aimed to evaluate the direct impact of handover time on
time to time-to-antibiotic administration, time-to-lactate
results, and time-to-obtaining blood culture, as surrogate
indicators of the quality of sepsis and septic shock

management. Nonetheless, other important measures in
sepsis management were not investigated such as time to
effective fluid resuscitation. Additionally, there is inherent
variation and subjectivity in the handover process among
ED nursing staff might have underpowered our results.
Lastly, because of the retrospective nature of this study
and the fact that it was conducted in a busy ED, others
factors, such as ED overcrowding and boarding patients in
ED, could have affected the study results.

Conclusion
This is one of the first reports of the impact of ED nursing
handover on time-sensitive interventions that involve
multiple tasks performed by ED nurses. Due to the retrospective nature, patient population with single pathology,
and our structured handover process that might have
reflected on the results of this study. Future studies are
still needed to explore ED functionality during the
handover time.
Abbreviations
ED: Emergency department; IQR: Interquartile range; SAS: Statistical analysis
software; SSC: Surviving sepsis campaign
Acknowledgements
None
Funding
None
Availability of data and materials
The data generated or analyzed during the current study will be available
from the corresponding author on reasonable request.
Authors’ contributions
SS: conception, acquisition of data, design, analytical plan, drafting of the
manuscript and critical revision of the manuscript for important intellectual
content, approval of the final version to be published. AA, MS and YA: Drafting of
the manuscript and critical revision of the manuscript for important intellectual
content, approval of the final version to be published. NA and EQ: Drafting of the
manuscript, data acquisition and critical revision of the manuscript for important
intellectual content, approval of the final version to be published. HT: Statistical

Alsolamy et al. BMC Emergency Medicine (2018) 18:3

Page 5 of 5

analysis and critical revision of the manuscript for important intellectual content,
approval of the final version to be published.
12.
Ethics approval and consent to participate
The study was approved by the Institutional Review Board of Ministry of
National Guard-Health affairs, and given this study does not disclose patient
identity and pose no risk to the patients the informed consent requirement
was waived.

13.

Consent for publication
Not applicable

14.

Competing interests
The authors declare that they have no competing interests.

15.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.
Author details
1
Emergency Medicine and Intensive Care Department, College of Medicine,
King Saud Bin Abdulaziz University for Health Sciences, King Abdulaziz
Medical City, Riyadh, Kingdom of Saudi Arabia. 2Emergency Medicine
Department, King Abdulaziz Medical City, Riyadh, Kingdom of Saudi Arabia.
3
Intensive Care Department, King Abdulaziz Medical City, Riyadh, Kingdom of
Saudi Arabia. 4King Saud Bin Abdulaziz University for Health Sciences, King
Abdullah International Medical Research Center, Riyadh, Kingdom of Saudi
Arabia. 5Department of Internal Medicine, American University of BeirutMedical Center, Beirut, Lebanon. 6College of Medicine, King Saud Bin
Abdulaziz University for Health Sciences, Riyadh, Kingdom of Saudi Arabia.
7
Respiratory Services, King Abdulaziz Medical City, Riyadh, Kingdom of Saudi
Arabia.

16.

17.

18.

19.

sepsis and septic shock in the emergency department. BMC medical
informatics and decision making. 2014;14(105)
Bergs J, Lambrechts F, Mulleneers I, Lenaerts K, Hauquier C, Proesmans G,
et al. A tailored intervention to improving the quality of intrahospital
nursing handover. International emergency nursing. 2017;
Breuer RK, Taicher B, Turner DA, Cheifetz IM, Rehder KJ. Standardizing
postoperative PICU handovers improves handover metrics and patient
outcomes. Pediatric critical care medicine : a journal of the Society of
Critical Care Medicine and the World Federation of Pediatric Intensive and
Critical Care Societies. 2015;16(3):256–63.
Agarwal HS, Saville BR, Slayton JM, Donahue BS, Daves S, Christian KG, et al.
Standardized postoperative handover process improves outcomes in the
intensive care unit: a model for operational sustainability and improved
team performance*. Crit Care Med. 2012;40(7):2109–15.
Ting WH, Peng FS, Lin HH, Hsiao SM. The impact of situation-backgroundassessment-recommendation (SBAR) on safety attitudes in the obstetrics
department. Taiwanese journal of obstetrics & gynecology. 2017;56(2):171–4.
Martin HA, Ciurzynski SM. Situation, Background, Assessment, and
Recommendation-Guided Huddles Improve Communication and Teamwork
in the emergency department. Journal of emergency nursing: JEN : official
publication of the Emergency Department Nurses Association. 2015;41(6):484–8.
Graan SM, Botti M, Wood B, Redley B. Nursing Handover from ICU to
cardiac ward: standardised tools to reduce safety risks. Australian critical
care : official journal of the Confederation of Australian Critical Care Nurses.
2016;29(3):165–71.
Achrekar MS, Murthy V, Kanan S, Shetty R, Nair M, Khattry N. Introduction of
situation, background, assessment, recommendation into nursing practice: a
prospective study. Asia-Pacific journal of oncology nursing. 2016;3(1):45–50.
Marmor GO, Li MY. Improving Emergency department medical clinical
handover: barriers at the bedside. Emergency medicine Australasia : EMA.
2017;29(3):297–302.

Received: 26 July 2017 Accepted: 10 January 2018

References
1. Krogstad U, Hofoss D, Hjortdahl P. Continuity Of hospital care: beyond the
question of personal contact. BMJ. 2002;324:36–8. https://doi.org/10.1136/
bmj.324.7328.0a.
2. Odell A. Communication theory and the shift handover report. Br J Nurs.
1996;5:1323–6. https://doi.org/10.12968/bjon.1996.5.21.1323.
3. Thomas EJ, Studdert DM, Burstin HR, et al. Incidence and types of adverse
events and negligent care in Utah and Colorado. Med Care. 2000;38:261–71.
https://doi.org/10.1097/00005650-200003000-00003.
4. Ye K, McD Taylor D, Knott JC, Dent A, MacBean CE. Handover in the
emergency department: deficiencies and adverse effects. Emerg Med
Australas. 2007;19:433–41. https://doi.org/10.1111/j.1742-6723.2007.00984.x.
5. Gage W. Evaluating handover practice in an acute NHS trust. Nurs Stand.
2013;27:43–50. https://doi.org/10.7748/ns2013.07.27.48.43.e7753.
6. McFetridge B, Gillespie M, Goode D, Melby V. An exploration of the handover
process of critically ill patients between nursing staff from the emergency
department and the intensive care unit. Nurs Crit Care. 2007;12:261–9. https://
doi.org/10.1111/j.1478-5153.2007.00244.x.
7. Spoelstra-de Man AME, Girbes ARJ. Comment on “surviving sepsis campaign:
international guidelines for management of severe sepsis and septic shock:
2008” by Dellinger et al. Intensive Care Med 2008;34:1160–1162; author reply
1163-1164. doi:https://doi.org/10.1007/s00134-008-1089-5.
8. Kumar A, Roberts D, Wood KE, et al. Duration of hypotension before
initiation of effective antimicrobial therapy is the critical determinant of
survival in human septic shock*. Crit Care Med. 2006;34:1589–96. https://doi.
org/10.1097/01.CCM.0000217961.75225.E9.
9. Thomas CM, Bertram E, Johnson D. The SBAR communication technique:
teaching nursing students professional communication skills. Nurse Educ.
2009;34(4):176–80.
10. Rhodes A, Evans LE, Alhazzani W, et al. Surviving sepsis campaign: international
guidelines for Management of Sepsis and Septic Shock: 2016. Crit Care Med.
2017;45:486–552. https://doi.org/10.1097/CCM.0000000000002255.
11. Alsolamy S, Al Salamah M, Al Thagafi M, Al-Dorzi HM, Marini AM, Aljerian N,
et al. Diagnostic accuracy of a screening electronic alert tool for severe

Submit your next manuscript to BioMed Central
and we will help you at every step:
• We accept pre-submission inquiries
• Our selector tool helps you to find the most relevant journal
• We provide round the clock customer support
• Convenient online submission
• Thorough peer review
• Inclusion in PubMed and all major indexing services
• Maximum visibility for your research
Submit your manuscript at
www.biomedcentral.com/submit

