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Project No: 263 – Implementation of verbal handover at Maternity St Luke’s Kilkenny  

Address: St Lukes Hospital Kilkenny  

Location: Ireland East Hospital Group  

 

Brief Description (up to 200 words)  

As as new staff member and Shift Leader in Maternity St Luke’s Kilkenny I was asked to undertake a 

project that I felt would benefit and improve our unit. At that time taped handover was still ongoing 

in the unit which is not recommended best practice (Royal College of Obstetricians & Gynaecologist 

2010). It was decided as a group at our weekly management meeting that verbal clinical handover 

needed to be implemented in the unit. For this to occur successfully a change initative had to be 

developed to implement this change. It was felt that this initiative should encompass the Health 

Service Executive (HSE) values of care, compassion, trust and learning outlined in the HSE Corporate 

Plan 2015-2017. The use of these values could lead to an improved service and care being provided 

to the women and their families attending the Maternity Unit in St Luke’s Kilkenny.  

Main goal(s) and aims of the Project  

The main aim of the project was to improve the services and care which women attending Maternity 

St Luke’s Kilkenny receive.  

Outline of Approach – main steps taken to implement the Project  

It was decided on commencement of this change initiative that the HSE change model (2008) was an 

appropriate guide and aid for the implementation and planning of this change. The steps of the HSE 

Change Model are initiation, planning, implementation and mainstreaming which work in a cyclical 

format. The first steps of initiating this change was education which encompassed the HSE value of 

learning. This involved PowerPoint presentation of handover guidelines and explanation of the ISBAR 

communication tool to the staff. New handover sheets were then developed with liaising with the 

staff and taking on their recommendations and experience. This step of the initiative incorporated 

the HSE value of compassion recognising the staff’s fundamental worth in this change initiative. 

Secondly, a multidisciplinary team involvement approach occurred in this change initiative. Ciara 

Purcell our Clinical Facilitator / Practice Development Midwife on the unit and I developed a new 

verbal handover policy which was released in 2015. This policy aided in providing clear, evidence 

based guidance for the practice of verbal patient handovers for midwives in St. Luke’s General 

Hospital Kilkenny which integrates the HSE value of care. Furthermore, the HSE value of trust was 

also taken into account when developing this new policy. Consistent and accountability decisions 

could be made daily during handover by using this policy which in turn promoted an open and 

transparent service. Additionally, all members of the multidisciplinary were also advised regarding 

protective handover time to reduce interruption during handover. New signs were erected by our 

CNM2 Anne Flynn on the office doors were handover took place to advise individuals that handover 



was occurring. These signs aided in reducing the level of interruption that was occurring on the unit 

during handover. Minimising interruptions during clinical handover has been associated with 

improved staff perceptions of clinical handover quality (McCann et al. 2007). Furthermore, a new 

clinical board which had been placed in Labour Ward began to be used for handover by midwifery 

staff. The use of such boards as advocated by the HSE in the publication Shift Handover: A Training 

Programme for Nurses and Health Care Assistants (2014). Additional, ISBAR posters where erected 

around the board and the unit were handovers took place to further prompt staff to undertake 

efficient and effective handovers. Lastly, the safety phase pause was implemented at handover to 

further aid clinical handover and reduce incidents and errors occurring on the unit. The aim of the 

safety pause is to focus issues on the unit that every staff member needs to know to maintain safety. 

These issues can focus around patients, professionals, processes and patterns otherwise known as 

the four P’s.  


