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Good Practice Paper No. 12
Implementing Safe and Effective Handover in Maternity and Gynaecology

This is the second edition of this guidance. It replaces the previous edition published in December
2010 under the title Improving Patient Handover.

This guidance is for healthcare professionals who care for women, non-binary and trans people in
maternity and gynaecology.

Within this document we use the terms woman and women’s health. However, it is important to
acknowledge that it is not only women for whom it is necessary to access women’s health and
reproductive services in order to maintain their gynaecological health and reproductive wellbeing.
Obstetric and gynaecological services and care must therefore be appropriate, inclusive and
sensitive to the needs of those individuals whose gender identity does not align with the sex they
were assigned at birth.

1. Purpose

Handover of care is recognised as an area requiring improvement to ensure provision of safe care.!
There is a wide variation in practice among units in the UK, with no general agreed consensus on
what constitutes a gold standard.

This paper aims to provide a framework for.those working innwomen’s health to handover clinical
data and key safety information in an effective.and efficient way.

2. Introduction

Effective handovers form the backbone of continuity of patient care and are crucial for patient
safety: Changing working patterns and rotas have led to an increase in the number of healthcare
professionals involved in the care‘of.each patient. This makes it even more vital that consistent,
accurate, and timely information'is transferred between outgoing and incoming teams. Optimising
this communication is essential to mitigate risk and safeguard patients.

Structured handovers are essential to facilitate appropriate clinical decision making and to plan
future management, resulting in continuity of care across progressive shifts.>* They reduce the
likelihood of clinical errors and, in maternity care, contribute to a decrease in negligence claims and
the associated financial burden on healthcare services.*

While handovers can present valuable opportunities for learning, their primary purpose is the safe
and effective transfer of care. Educational input should therefore be concise and purposeful, so as
not to compromise the safety, efficiency, or clarity of the process.

How handover is undertaken will vary across services, but all women’s health teams are
multiprofessional.> Commonly midwifery, nursing, anaesthesia, obstetric, and gynaecology
handovers occur at different times because of operational differences. Nonetheless, the information
shared across these disciplines must be consistent and integrated to support seamless care.

Several national and international organisations have published guidance on safe handover
practice.®®

RCOG Good Practice Paper No. 12 Page 1 of 16 © 2026 Royal College of Obstetricians and Gynaecologists
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e The British Medical Association Safe Handover: Safe Patients, which advocates for structured
handovers supported by standardised proformas and appropriate information technology (IT)
systems.®

e The National Institute for Health and Care Excellence (NICE) guideline [NG94] Emergency and
acute medical care in over 16s: service delivery and organisation, which highlights that
structured handovers can reduce adverse events such as data omissions and near misses.’

e The World Health Organization (WHO), which includes actions on care transitions, such as
handovers, in its Global Patient Safety Action Plan 2021-30.8

Inadequate handovers compromise patient safety. At-risk patients may be missed, there may be
delayed recognition of deteriorating patients, postoperative and peripartum complications,
medication errors, prolonged admissions, patient dissatisfaction, and missed follow-ups. Senior
clinicians, such as consultants and midwife or nurse in charge, should be directlyinvolved during
formal handovers on labour ward (typically 08:00/13:00/evening) and at the end of gynaecology
shifts in order to mitigate such risks. Informal handovers between staff may not require presence of
senior staff, but the principles of safe and effective communication outlined in this paper should be
followed. Clinicians must also acknowledge concerns expressed.by the women and their families
and ensure that these are noted in the handovers.

Both ‘huddles’ and handovers are recommended to enhance patient safety, but they are different
processes:

e Handover: The purpose is to share clinical information with the aim of transferring clinical
responsibility for ongoing care.’

e Huddle: The purpose is to improve patientsafety.through enhanced situational awareness and
usually involves a broader set of information.>Huddles can be initiated anytime during a shift
when there is a concern about losing'situational'awareness.

3. Key principles of effective handover

For effective handovers local units should develop a set of localised expectations for
multiprofessional team members. This should involve the team deciding on a set of core principles
(for example, RCOG/RCM Each Baby Counts: Learn & Support ‘Team of the Shift’®) to ensure
handover is as efficient and safe as possible.All trusts/health boards should have a policy or standard
operating procedure on effective handover that individual sites can adapt to ensure handover is fit
for purpose in‘each unit.* Table 1 outlines five key elements of effective handover. Table 2 provides
further detail on.the individual components.

Table 1: Elements of effective handover (adapted from Till et al.’©).

WHO should be involved?
WHEN should it take place?
WHERE should it occur?

HOW should it happen?

WHAT needs to be handed over?

RCOG Good Practice Paper No. 12 Page 2 of 16 © 2026 Royal College of Obstetricians and Gynaecologists
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93  Table 2: Maternity and gynaecology considerations for an effective handover.
94
Gynaecology

General guidance

e Agree appropriate multiprofessional
presence.

o Consider a sign in sheet to
document attendance and
create an audit trail.

e The handover leader (designated
clinician) should:

o Start by asking all team
members to introduce
themselves.

o Confirm instructions about how
each member can be contacted
throughout the shift (e.g. check
bleeps are working).

e Should be aware of any new
members of the team and that
adequate arrangements are in place
to familiarise them with local
systems and hospital geography.

Maternity

e Obstetric consultants and residents,
midwives, anaesthetic consultants
and residents, and where appropriate
neonatal doctors and theatre teams.

e Following the Ockenden review,
consultant obstetric presence is
expected twice a day at maternity
handovers and ward rounds.

Where appropriate, key personnel,
including incoming and outgoing
consultants, residents, and gynaecology
nurses.

Consultants must be involved in the care
given to women who have prolonged
admissions, recurrent attendances or
those for whom there is not a clearly
established diagnosis.!? This is in line
with RCOG recommendations that all
patients should be reviewed by a
consultant within 12—14 hours of
admission.*>13

e Handover should have start promptly at specified times (e.g. 08:00/20:00). In many units, there are additional handovers
throughout the day (e.g. morning consultant handing over to afternoon consultant, day registrar handing over to afternoon
registrar, midwifery and nursing staff handovers, handovers for breaks and at the start/end of shift]).

e The time of handover should be known to all staff and interruptions should be minimised, unless in emergency circumstances.

e There should be adequate time set aside for handover (up to 30 minutes depending on list size) and this should be included in

‘working time’.

o Delivering effective and safe
maternity and gynaecology
handover is a clinical governance
issue and trusts/health boards must

e |deally, trusts/health boards should
designate a dedicated room for
maternity handovers located on or
close to area of maternity workload,
such as Delivery Suite.

Ideally, trusts/health boards should
designate a dedicated room for
gynaecology handovers located close to
area of high gynaecology workload, such
as Early Pregnancy Assessment Unit
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mandate an appropriate
environment for this.

A designated room to ensure
patient confidentiality.

Staff should only be called out if
there is an emergency.

The designated location should
have access to laboratory and
imaging results, clinical information,
internet/intranet and telephones.

‘Handover in progress’ sign should be
displayed on room door.”

Midwifery coordinator to give drug
cupboard keys to senior outside staff
and make clear the name of the
member of staff who has the keys.’

(EPAU) or gynaecology triage.
Acknowledging that in smaller units a
single consultant may be responsible for
both obstetrics and gynaecology, if a
dedicated room is not available because
of logistics, the handover should be
conducted in an environment free from
distractions.

Preferably using a standardised electronic handover database accompanied by verbal handover. Clinical information should be
conveyed using a structured communication tool such as SBAR (Situation, Background, Assessment and Recommendation).
When available, an electronic handover database can be used to produce an audit trail. An example of a recommended

handover template for gynaecology can be seen in Appendix I.

14-16

Risk stratifying patients who need
to be seen more urgently to enable
the incoming team to formulate
action plans and task allocations in
priority order.

o Those inpatients whose ‘early
warning scores’ are
deteriorating, as determined by
a traffic light system (NEWS2 or
locally adapted MEWS/MEOWS
to include CTG concerns) — see
Appendices Ill and [V.16718

All women on labour ward using the

structured communication tool.

The following information should be

handed over to allow prioritisation of

activity:

o Inductions of labour awaiting
transfer to labour ward.

o Inductions of labour awaiting
commencement.

o Neonatal unit capacity (open or
closed to admissions).

o Activity in maternity triage and
any women likely to be admitted
or readmitted to labour ward.

o Planned caesarean list activity
(even if a separate team covers
‘elective’ cases, the on call team
should be made aware of any
complexities anticipated).

Accurate location of all women,
especially outliers (as many units now
do not have ringfenced gynaecology
beds).

Accepted and referred women to be
assessed.

Women who are scheduled for planned
emergency Confidential Enquiries into
Perioperative Deaths (CEPOD) theatre
should be discussed in a structured
manner detailing how much of the
preoperative preparation has already
been undertaken to enable smooth
transition of care. The use of checklists
might help in the care of these women.
Women who have attended EPAU or
gynaecology triage who are scheduled
for surgical procedures or further
management. Stable cases presenting
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3.1 Situation, Background, Assessment and Recommendation (SBAR) tool

The SBAR (Situation, Background, Assessment, and Recommendation) tool is used to share critical
clinical information that requires attention and action. Standardised communication improves
efficiency, allow problems to be escalated, promote safety culture and enable expressions of

16
concern.

In the context of handover, SBAR may be applied as follows:

e Situation: this is the ‘headline’ news highlighting the immediate situation. For example, on
labour ward it should answer the question: why is the woman here and what is happening to her
now?

e Background: this comprises the woman’s obstetric/gynaecological and, whenrelevant, medical
history, which may include date of admission, current medications, allergies, investigations,
progress during admission and imaging results.

e Assessment: clinical assessment e.g. observations, recent treatment/management and detailed
expression of concerns.

e Recommendation: this involves the management plan, making suggestions and being specific
about requests and time frame.

4. Documentation and information management

Written or electronic handover tools are essential for documenting information, serving as a reliable
reference for incoming teams and reducing dependence on memory. It is incumbent upon the on-
call team to maintain up-to-date and accurate patient records that reflect current status and care
plans. While printed copies may be provided to team:members for further annotation, storing a
copy in electronic form creates an audittrail of the information handed over.

To maximise efficiency and accuracy,*® it is recommended that if an electronic handover tool is used,
that it should be fully integrated with:other clinical information systems. This enables auto-
population and update of patient locations and important clinical information, eliminating the need
for manual data entry of test results.

5. Training and education

The clinical handover process can provide a learning opportunity for any team member. However,
this should not negatively impact the primary purpose of the handover as previously described, and
the 30 minutes recommended for handover should not substitute formal teaching.

A well-structured handover typically begins with a brief introductory session to enhance situational
awareness among team members. It is the leader's responsibility to foster an environment of open
communication, encouraging interaction and questions from all participants. This enhances
comprehensive information transfer and promotes active learning and critical thinking among
members with training needs.

Identifying learning needs and objectives of every team member at the outset can enhance the

educational value of handovers. The RCOG ‘Team of the Shift’ initiative explores this in greater
detail.® Task allocation should be undertaken using closed-loop communication.
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The importance of handovers in medical training is recognised by regulatory bodies such as the
General Medical Council, which includes questions about handovers in its National Training Survey.
This underscores the significance of handovers as both a clinical and educational tool in the
development of O&G and other residents.

6. Human factors

It is now well recognised that human factors play a crucial role in effective and safe handovers.
While not exhaustive or definitive, handover teams should be aware of the following domains:

e Using closed-loop communication.

e Using a formal handover structure, e.g. SBAR.

e Having a broad ’helicopter view’ to avoid fixation errors.?°

e Fostering a shallow authority gradient work environment,? where all members of the team are
empowered to share their views and seniors to actively listen.

e Rudeness in handovers can make the whole team lose focus and fosters'disrespectful
relationships. Conversely, promoting a civil and collegiate handover ensures that crucial clinical
information can be shared effectively.??

e Managing and prioritising work.

e Minimising distractions (’sterile cockpit approach’). This is.a concept practised by aviation where
during ‘take off’ and ‘landing’, the cockpit is locked to prevent any distractions from other staff
members. A similar approach should be adopted during handover to avoid distractions and
ensure a streamlined transfer of information.

e Use of checklists (rather than relying on'memaory).

e Psychological and physical safety of the outgoingteam: ensure that the outgoing members are
debriefed (if necessary) and can get home safely (e.g-not too exhausted to drive).

7. Quality assurance and improvement

Currently there is wide variation in practice in'relation to clinical handovers in O&G, which this
guidance aims to reduce, while acknowledging the practical challenges of achieving standardisation.

It is important to emphasise that delivering a structured handover is not an innate skill; training is
essential to ensuredits'benefits are fully realised.

To continuously improve the process, regular feedback should be used to identify areas for
enhancement. Atemplate for feedback of a daily handover is included in Appendix I, based on a UK
study by Banerjee et al.>* This could be adapted for both maternity and gynaecology services. A list
of auditable standard is included below.

In order to facilitate sustainable change, there must be support from users and hospital
management boards.

8. Mitigating common challenges

Increased patient list size Consider fluidity with staffing ratio in the on-call team to meet
clinical demands.

In trusts/health boards with no separate consultant rotas for
obstetrics and gynaecology, there must be a risk assessment

RCOG Good Practice Paper No. 12 Page 7 of 16 © 2026 Royal College of Obstetricians and Gynaecologists
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and escalation protocol for periods of competing workload.
This must be agreed at board level.!!

Multiple frequency changes of
lead/on-call consultant

For complex cases, consultant to consultant handover should
be undertaken.

Lack of consultant presence at
handover

In maternity, national recommendations mandate twice daily
consultant-led ward rounds which are better facilitated
following standardised handover models.!

Incorporate gynaecology handover presence into job plans and
ensure discussion in the consultants’ meeting.?

This might be an issue in units where obstetric consultants also
cover gynaecology on-call services, particularly’on weekends,
and hence there should be agreed systems in place to ensure
consultant presence at handover taking this issue into account.

Handing over in theatres

On-call team to regularly update the theatre teams of any
emergencies to ensure timely prioritisation of emergencies
with minimal disruption of elective work.

Individual units should have strategies, e.g., dedicated
resident, to ensure prebooked semi-elective work is carried out
independent of the on-call team ensuring time for handover.

Devise checklist for women awaiting theatre so that night team
complete it before morning handover. This will likely ensure
investigations.and pre<theatre arrangements are up-to-date.

Handing over urgent
outstanding results for those
who are discharged

Thereshould be a local process to hand over urgent
investigations that need to be followed up. These should
include women on the maternity and gynaecology wards,
outlier women admitted under other teams or recently
discharged women with outstanding investigations (e.g.
ultrasound imaging), or urgent results that would inform a
recently discharged patient (e.g. swab results to inform
antibiotic choice). These need to be documented on the
handover list to ensure the incoming team is aware of
outstanding tasks.

9. Conclusion

Effective multiprofessional handovers are integral to women’s healthcare in all settings.
Collaborationacross professional boundaries is essential to develop local tools and processes to
enhance handover of care. Strong senior leadership, constructive behaviours and values respected
across all trusts/health boards are required to embed these practices locally for the benefit of staff,

women, and their families.
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List of auditable standards

Standard

Twice daily
multiprofessional
handover

Timely start of
handover

Documentation
of attendance
Consultant
presence at
handover

Use of structured
format (e.g.
SBAR)
Identification of
women at high
risk

Inclusion of
staffing and
escalation plans
Handover
records

References

Description Target
Multiprofessional team handovers must 2 90%
occur twice daily on labour ward.

Handovers must begin promptly at >90%
scheduled times (e.g. 08:00/20:00),

excluding emergency delays.

A sign-in sheet must be used to document 2 90%
attendance at every formal handover.

A named consultant must lead or be > 90%
present at least twice daily for maternity

and gynaecology handovers.

All clinical handovers must follow a 100%

structured format.

Women at high risk must be clearly flagged. @ >90%
and handed over using the standard

template.

Each handover must include a discussion of | 2 90%
staffing levels, known risks and escalation

plans.

All handovers must be recorded in'an 290%
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auditable system to ensure continuity.and

traceability.

Audit method \
Attendance logs,
handover record

Direct
observation/staff
feedback

Review of
attendance records
Consultant rotas,
handover sheets

Spot-check audit of
handover databases

Template review,
audit of case notes

Review of handover
records or staff
survey

Handover database
audit
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http://www.england.nhs.uk/improvement-hub/wp-content/uploads/sites/44/2017/11/SBAR-Implementation-and-Training-Guide.pdf
http://www.cqc.org.uk/publications/maternity-services-2022-2024/triage
https://obgyn.onlinelibrary.wiley.com/toc/17444667/2021/23/1
https://www.rcog.org.uk/careers-and-training/workforce/improving-workplace-behaviours/workplace-behaviour-toolkit/
https://www.rcog.org.uk/careers-and-training/workforce/improving-workplace-behaviours/workplace-behaviour-toolkit/
https://portal.e-lfh.org.uk/ContentServer/content/MEW_01_001/course/en/assets/National-MEWS-Final-version.pdf
https://portal.e-lfh.org.uk/ContentServer/content/MEW_01_001/course/en/assets/National-MEWS-Final-version.pdf
https://portal.e-lfh.org.uk/ContentServer/content/MEW_01_001/course/en/assets/National-MEWS-Final-version.pdf
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Appendix | Daily handover proforma for quality assurance (reproduced from Banerjee et al. 2024%)
(select appropriate sections for obstetric or gynaecology handover)

Date:
Time:

A. Team presence
1. Day Consultant — Yes/No

Night Registrar — Yes/No
Night SHO — Yes/No
Midwifery or Nursing staff — Yes/No
Day Registrar — Yes/No
Day SHO - Yes/No

7. Anaesthetist for delivery suite — Yes/No
Inpatient handed over in SBAR format — Yes/No
Sick/septic patients handed over — Yes/No
Patient awaiting CEPOD theatre handed over — Yes/No
Maternity outliers handed over- Yes/No
Pending referrals handed over — Yes/No
New admissions handed over — Yes/No
Unit capacity that may influence patient flow handed over - Yes/ No

ok wnN

IOomMMmMoOO®

If No to any answer, the reason behind:
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Appendix Il: Gynaecology inpatient handover template

Gynaecology inpatient handover list DD/MM/YY AM/PM

Location | Patient’s details S B A R
R/ /G Ward | Bed | Name | DOB | Hospital | Working Background/ | Relevant Results | Management
no. no. diagnoses | PMHx investigations | to be plan
chased
Outliers

-+ r rr r [ [ [& ]

A&E Referrals to be seen

- rr [ LT[N]

Ward Referrals to be seen

[ 1 [ LT

On Emergency Operating list
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Appendix IlI: Traffic light triage system to determine urgency of assessment and intervention
(adapted from Hodge et al. 2018Y)

GREEN
NEWS2 0—-4 and does not meet criteria for sepsis
AMBER

NEWS2 > 5 or 2 3 in one parameter and does not meet criteria
for sepsis
Or clinical judgement that green is not appropriate

NEWS2 > 7 or meets criteria for sepsis
Or immediate review is appropriate given presenting complaint
Or due for emergency theatre imminently

NEWS2, National Early Warning Score
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Appendix IV: Maternal Early Obstetric Warning Score (MEOWS) system to facilitate prioritisation of
reviews following maternity handovers.!82

Maternity Early - m
Warning Score | "2

(MEWS)

A score for each vital sign is required at each entry
’—Wl_l_l_l_ﬁ [ DATE
[mme | [ 1T 1 1 1 [ | | [maae |

Respirati =25 | 2 | | »=25
B rations 32.24 1 2224
reathairmii 1821 | | | 53
13-17 ] 1317
FNF] 913
78 1 7E
w=h I 2 I I wmf
Sp0, 2=35 [T =85
0 3.94 1 9354
Cmygen saturation {%:} ) I 5 I I =
t =315 | 2 1 1 =375
;rg e IN3ET4 1 373374
38372 o 368372
362367 361367
3573810 1 357361
<350 | 2 | | ==3i56
=131 | Fl | | »=131
:dse . 122130 | F] | | 122.130)
n [ES P 1 113-121
ERTF] w112
£5-98 ] EZ4E
71-85 TTEE
E3-70 1 6370
] | 2 | | =mbl
N ==108 | 2 | | 2=lDE
Pdnuﬂ;- ‘Ev hours T [ 59.107
post ON =T ]
Beatsrnin 7184 0 7184
- ——— =3-70 5870
Dizita Bt b COMmenos: mmcn Roring: EThE i . Liv: e
=50 | F] | | =50
H press >=175 2 ==175
Syﬂd‘ biood ure 160174 F] 160-174
ot 3] Ta5-159 ) WETEE |
136144 ] TI6- T34
121-135 TITT35
111-120 o -1
101-110 -1
84100 1 24100
7783 2 EEEE]
.76 E1-76
=l 2 ]
Diasto press 2=110 | z | | »=110
lic blood res 57109 | & | | 57-109
FrimiHg EED 1 BE36
E-88 BO-E3
J0-79 1] 7019
&2-58 B2-£9
761 1 5T-&1
=56 | F] | | <=5E
MEWS TOTAL | | | | ] | | | | hﬂ
Additional concerns - Please see overieaf for additioral concermn tablke. if one ar mane additional conosm is present, consder ewcalation and revies:
1 Healthcare prodessional concemed
| ‘Waomangfamily concemed
Sign fficant additional therapies {o.g. Omsgen]
n d pain {analgesic recp |
Sigraficant vaginal bleeding
Reduced uring outgat
Ahwrad kvel of corecouSHSE RSPONEMTELT

Maonitoring frequency
Escalation of came ¥ESMO
Initials

Refer to back page for thresholds and triggers
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Maternity Early
Warning Score (MEWS)

Taking the total MEWS score generated, escalate
according to the threshold and trigger table.

Score
2 1 1] 1 2
?’m <=8 78 521 22.34 w38
Oxy'gensmmlm?ﬁg} ==92 93-94 =95 -
B Temperature | o356 357.36.1 362372 37.337.4 =375
T - lmfln =62 B3-70 -1z 13121 2=122
= !
Sl Fﬁmu“h" =50 5157 53-58 99107 »=108
S sz ; £=03 94-100 101-135 136-144 s=145
Diastolic blood
. Pmbg | <=56 57-61 6288 1996 -
+
Additional concerms

If one or more of these additional

COMCEMS are present, consider:

1. Increasing the frequency of observations
to a rinimum of every 30 minutes

2. Escalate in line with a low-medium level
of concem even if MEWS less than 2

3. Where MEWS is greater than 2 raising
the level of concern to the next categon.

Healthcare professional concerned
‘Waomanyfamily concemed

Significant additional therapies (e.g. Oxygen)
Increased pain (+/-or analgesic requirement)
Significant vaginal bleeding

Reduced wurire output
Decreased level of consciousness/responsivenass.

2

Thresholds and triggers
= The grade of medical team memnber indicated as the prenary contact for each level of dinical concemn is a gude and may need 1o be
atapted depending on the local skill mic within that cane setting or organisation
Level of concern Low Low-medium Medium High
MEWS -1 -4 57 B o mione
FRewiews by michaife Ungent review by nmediate review by
_ _ in charge: michwife in charge mickwife in charge
Pr;m [ s;':x: Requiest review by Urent review by ST+ | Immediste review by
57142 or equivalent of equivalent and ST3+ or equivalent,
framework)
consultant made aware | consulant and
af plan anaesthetc eam
Conaider ansesthatc Consider review by
TERtEw oubreach Beam
Medcal review timirg within 30 minutes ‘Within 15 minutes Enmediate
hinimal vital sigrs Confinue with aurrenit Reassess observations Reassess ohseratiors Continuous
recorohng untl rredacal chservation frequency within 30 mirutes & wathin 15 rrenutes & olbsendations
resiessongoing plan dooumernt ongong plan | document ongoing plan
Secordany contact 5T3+ or equaalent Consultanit or Chinical cutreach
equwvalent tearn o equivalent

prrmary escalation

= When the primary team rembens) contacted is unable 1o attend or fails to attend within the expacted tire for the level of dinica
concem, escalation to the secondany contact s reguired
* The secondany contact woulkd be expectad to attend within the initial medical review trng, calculated from the documented time of

* The section pulse (from 48 hours after birth) out-offs should be used for all women from 48 bours after birthe The tire and date
from which these values should be used should be ertered on the frant of the dhart.
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The review process will comme in 20 less otherwise indicated.

bstetricians and Gynaecologists produces Good Practice Papers as an

id to good practice. They are based on evidence and data available at the time of
publication, far consideration by obstetricians and gynaecologists and other relevant healthcare
professionals. The ultimate judgement regarding a particular clinical procedure or treatment plan
must be made by the doctor or other attendant in light of the evidence, local clinical data and the
diagnostic and treatment options available.

This means that RCOG guidance is unlike protocols or guidelines issued by employers, as it is not
intended to provide prescriptive directions defining a single course of management. Departure from
the local prescriptive protocols or guidelines should be fully documented in the patient’s case notes
at the time the relevant decision is taken.
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