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Paediatric team handover: a 
time to learn?

Stephen Bradley, John P Egan, Marcus Henning

Clinical education has traditionally been 
a curriculum dominated by formal 
teaching at an undergraduate level and 

an apprenticeship model at a postgraduate 
level. Today, clinical education embraces a 
complex learning environment utilising the 
principles of adult learning established in 
the educational literature.1 Health profes-
sionals who work in hospitals and other 
complex workplace environments experi-
ence many learning opportunities of varying 
levels of formality.1,2 Eraut (2000) defi ned 
formal learning as learning that occurred 
within a formal situation, such as within 
a prescribed learning framework, as an 
organised learning event or in the context of 
a formal qualifi cation.3 He described aspects 
of informal learning, and included delibera-
tive learning, which occurred in time specif-
ically set aside for the purpose of learning. 
By contrast, he noted that implicit learning 
took place when there was no explicit inten-
tion to learn and no immediate awareness 
of learning as it occurred. Between these 
extremes, he described reactive learning as 

an almost spontaneous, unplanned event, 
in which the learner knows that learning is 
occurring but which might not necessarily 
be intentional.3 

Clinical handover has been defi ned as 
“the exchange between health professionals 
of information about a patient accompa-
nying either a transfer of control over, or of 
responsibility for, the patient”.4 Handover is 
accepted as a critical component of patient 
care within modern health systems, such 
as hospitals.4,5 The requirement for safe, 
effective transfer of patient information is 
driven by the contribution of multiple health 
professionals to individual patients’ care.5 

Within the handover context, medical staff 
and students assimilate previously acquired 
knowledge with new experiences that arise 
from everyday patient contact, and thus 
gain from these educational opportunities.6,7 
Klaber and Macdougall (2009) described 
variable team handover structures in paedi-
atric teams. They proposed that handover 
represents a possible but demanding activity 
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within which educational opportunities 
could occur. Because handover is an activity 
that occurs regularly, they argued that it 
enables planning for learning to occur.7 In 
addition, Nimmo (2014) asserted that uncer-
tainties about patient management voiced 
by team members provided an opportunity 
for learning to occur.8 

The handover setting thus allows an 
opportunity within which learning can 
occur. This literature provoked the following 
research question: to what extent do educa-
tional opportunities occur within paediatric 
team handovers in New Zealand secondary 
hospitals?

Methods
We purposively selected two New Zealand 

paediatric departments located within 
secondary hospitals, which offered 24-hour 
acute medical services. Both departments 
had daily morning team handovers that 
a range of medical staff and students 
attended. Neither hospital’s paediatric 
handovers routinely involved the presence 
of nursing staff. At both sites, weekday 
handovers lasted about 30 minutes and were 
usually attended by between 7 and 12 prac-
titioners: one or more consultants, several 
junior doctors and medical students. At each 
site, the overnight on-duty junior doctor 
presented each patient listed on a handover 
sheet, which was maintained by doctors 
throughout each shift. Inclusion criteria for 
participation were to be a medical doctor 
or medical student who had participated 
in a morning paediatrics team handover 
at either hospital during the recruitment 
period (November 2014–January 2015). An 
administrator at each site offered all current 
paediatric team members the opportunity 
to participate in the study, and participants 
were then enrolled. The interviewer (SB) 
was available for interviews on three days 
at each site between November 2014 and 
January 2015. Participant involvement was 
thus dependent on staff availability on the 
days available.

The principal researcher (SB) has consid-
erable experience as a general paediatrician 
and in team handovers but had never 
worked or had an educational relationship 
within either of the two hospitals studied. 
This decision was purposeful, to avoid any 
recruitment issues around conducting 

research involving colleagues or direct 
reports. This study fulfi lled the research 
component of his Master of Clinical 
Education degree.9 The two supervisors 
are researchers with PhDs in educational 
psychology (MH) and adult education (JE), 
with extensive understanding of qualitative 
research methodology. We acknowledged 
the potential for power imbalance between 
the researcher and those interviewed.10 The 
researcher (SB) attempted to take a stance 
that was non-judgmental, sensitive and 
respectful of the participants. Advantages of 
the researcher (SB) being enmeshed within 
the New Zealand paediatric system included 
his awareness of the processes being 
described, the disease conditions alluded 
to and the health system within which 
handovers occurred. 

The interview schedule employed open-
ended questions regarding the handover 
process, with supplementary structured 
questions regarding education within the 
handover process. The questions were 
developed based on the literature review 
conducted, appropriate to a qualitative study 
design, and based on SB’s expertise in paedi-
atric medicine to allow the development of 
themes within the handover process, but 
also to consider the role of education in this 
setting. (See Appendix 1). For each interview, 
digital audio recordings and fi eld notes were 
made. The notes provided a further lens to 
assist with the interpretation of the inter-
viewee’s transcripts. 

A code was assigned to each participant, 
and each audio-fi le was transcribed and 
subsequently reviewed for accuracy. To add 
a further check on the trustworthiness of 
the data, all participants were offered the 
opportunity to review their transcript and 
withdraw all or part of the transcript data.

We analysed the data inductively and 
reviewed each transcript several times, 
allowing coding of pertinent data. We used 
ATLAS.ti for Mac version 1.5.0 (Scientifi c 
Software, Berlin, Germany) qualitative 
data analytical software, and this resulted 
in the identifi cation of multiple codes. 
These codes were collated into themes; 
further refi nement of the codes and themes 
occurred, which provided understanding 
of the data in relation to the research 
question.11 We undertook a detailed analysis 
of each theme and sub-theme and identifi ed 
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exemplar quotes using a general inductive 
technique.12 To ensure further rigor, two 
participants reviewed their transcripts 
and the preliminary themes13 that these 
raised prior to the detailed study analysis 
stage. Both participants agreed with our 
interpretations. 

The University of Auckland Human 
Participants Ethics Committee approved the 
research (reference number 012436). We 
obtained consent to recruit at the two paedi-
atric departments from the team handover 
members, the Heads of Department and the 
Chief Executive Offi  cers at each hospital. 

Results
Twenty-nine participants were inter-

viewed, of whom 10 were consultants (C1 
to C10), 13 were junior doctors (JD1 to JD13) 
and six were fi nal-year medical students 
(MS1 to MS6). Junior doctors ranged in 
experience from house offi  cers in their 
third postgraduate year of training through 
to senior registrars, who had six or more 
years of paediatric experience. Fourteen 
participants were from Hospital One and 
15 were from Hospital Two; 14 were male 
and 15 were female. The structured inter-
views had a mean duration of 42 minutes. 
Two participants accepted the offer to 
review their transcript; only one made 
minor amendments to the original tran-
script. Data saturation was reached after 29 
interviews were completed, in that few, new, 
rich concepts arose in the interviews.14 Two 
peer reviewers concurred with the inter-
pretation of the data provided to them, and 
agreed with the overall themes considered 
in relation to learning within the handover 
process. 

Themes
Every participant identifi ed that the 

primary function of handover is to ensure 
safe, reliable exchange of pertinent infor-
mation about patients the team provided 
care for. The other key themes that emerged 
from the interviews related to the impor-
tance of learning within handover. The 
thematic structure of the reported learning 
can be described as follows:

1. Informal learning, specifi cally:
 (a)     Opportunistic learning,
 (b)     Implicit learning, and
 (c)     Refl ective learning.

2.     Formal and deliberative learning.

Informal learning within handover
The fi ndings in this study indicate that 

handover contributed to patient safety 
by providing a regular meeting at which 
accurate transfer of information and respon-
sibility occurred between team members. 
Learning was reported as a critical, but 
secondary function of handover. A medical 
student stated: 

“The most important thing [about 
handover] would be making sure everyone’s 
aware of what is happening with the patients, 
who the patients are and what the plan is for 
them, if there is anything that they particu-
larly want done. That’s the most important 
thing, and I guess secondary you could have 
some teaching if there was an interesting 
point.” (MS4)

The majority of participants indicated 
that the principal perceived benefi ciaries 
of the learning were the junior doctors and 
students. A few junior doctors and most 
consultants indicated that consultants also 
experienced learning within handover. 

Participants described most learning 
within handover as informal, which arose in 
relation to specifi c patients discussed during 
team handovers. A junior doctor noted: 

“We’re not saying, “and now I will talk 
about this, and here is [the] introduction, and 
here [are] my points, and then the fi nish.” It’s 
way more informal. It’s just like, “how would 
you have managed that?” “By doing this.” 
And then ... “oh, okay”, and that leads on to 
questions.” (JD13)

Participants portrayed the value of 
learning within handover as being related 
to brief learning moments. A junior doctor 
(JD6) described education within handover 
as “narrow”, but valued because it contained 
otherwise inaccessible practice tips. He 
contrasted this with more formalised 
learning available in textbooks and through 
“didactic teaching” and suggested that 
“there’s a signifi cant teaching component in 
most handovers”. 

Study participants noted the relevance 
of the informal learning within handover 
to patients they had seen clinically or 
discussed. A junior doctor (JD4) found 
“trying to learn … a lot easier when the 
education’s tied to a patient”. Another (JD6) 
described how “relatable” learning was 
within handover “because it’s a patient 
that we’ve seen or it’s an environment that 
we’re all familiar and comfortable with”. He 
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commented that “the learning points that 
you can get in spontaneous teaching in a 
handover, can be much more powerful than 
really structured teaching”. 

A few participants voiced a concern that 
an overemphasis on teaching in handover 
might cause problems with getting the 
handover performed in a timely way, or that 
issues discussed might be of little relevance 
to some members. 

Opportunistic learning
Opportunistic learning represented the 

most commonly described form of learning 
within handover. It was typifi ed by brief, 
opportunistic learning “moments”. A junior 
doctor stated: 

“I personally learn better by fl eshing out a 
patient, discussing a clinical case you’ve got 
in front of you. It’s a spontaneous teaching 
moment, rather than it being someone setting 
out to: “I’m going to teach you about this”.” 
(JD6)

Most participants stressed the opportunity 
handover provided for near-spontaneous 
teaching moments to occur. Uncertainty 
about a case prompted brief discussion 
about a point of diagnosis, management or 
another related issue. 

A student (MS2) commented on the chal-
lenge of ensuring that education occurred 
in the handover. While he described the 
learning as “opportunistic”, he indicated 
that, if team members didn’t consider 
a potentially educative moment, then 
opportunistic teaching might not happen. 
Remembering to provide teaching within 
handover required “active” thinking by 
team members, particularly by those who 
provided leadership within handover. 

Implicit learning
Participants described how clinical expe-

riences, including handover, contributed to 
their understanding about a condition and 
impacted on management of subsequent 
patients. In doing so, they described implicit 
learning occurring.3

A consultant commented in relation to 
educational opportunities: 

“It’s part and parcel of [handover]. People 
may not be aware specifi cally that that 
happens, but every chance to talk about 
something in the end can be viewed as an 
educational opportunity.” (C3)

He understood that learning occurred as 
members handed over patients. Similarly, 
one junior doctor (JD8) stated: “especially 
when you’re just starting out in this job, you 
[are] using every opportunity that you can to 
soak in information”. She saw handover as 
a time when junior doctors could be “soaked 
in” clinical information in order to learn 
how to function more effectively as doctors. 

A junior doctor (JD2) described handover 
as “like a whole lot of mini case discussions 
that you hear a brief bit about the history 
and the diagnosis and treatment”. Their 
description suggested that team members 
learned incrementally from hearing about 
successive cases and internalised the 
knowledge acquired in this way. 

Reflection in handover
Handover allowed participants to consider 

their management of patients, refl ect on 
what they learned from the interactions, and 
plan management of patients they encoun-
tered in the future. 

A junior doctor commented on two 
children presenting with a medical 
condition: 

“[A child] had this, and then we treated him 
with this, because of this. And now [another 
child] comes in with the same thing, and 
you’re like ... for [the fi rst child] we did that … 
because you’re attaching it to memory.” (JD8)

She illustrated that learning from one case 
informed later management of similar cases 
for a team member. Another junior doctor 
stated: 

“I’m always trying to fi gure out, “what 
would I have done if that was me? Would I 
have done it the same?” And then, actually 
using that as an opportunity to either say 
how I would have done it, or to say, “well 
that’s how they’re doing it. Maybe I’ll try that 
next time”.” (JD10)

Another junior doctor (JD9) described 
“[putting] yourself in their shoes” as the 
team listened during handover, “and it 
might be you tomorrow that’s on call.” The 
refl ection allowed her to consider how she 
might respond if she saw a similar patient 
“in the future”. 

Formal and deliberative learning
Many of the study participants were 

undertaking formal university degree or 
diploma courses. However, none of the 
participants described the handover process 
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as part of those formal processes.3 Deliber-
ative learning, where educational time was 
specifi cally set aside adjacent to handover,3 
did not occur overtly within the study partic-
ipants’ usual handovers. A junior doctor 
(JD3) referred to separate “teaching sessions 
fortnightly, or weekly … secure teaching 
sessions for the whole team”, where cases 
could be subsequently discussed.

One junior doctor recounted a particularly 
valuable handover experience in another 
team he had worked with, where:

“… you’d try and get through the aspects of 
handover quickly, and then one of the [junior 
doctors] would present a topic. And it was 
semi-structured … there was a PowerPoint 
presentation … and it would be just fi ve to ten 
minutes, and it could be case-based.” (JD6)

Participants did not routinely report 
deliberative learning of this type within the 
specifi c team handovers immediately prior 
to being interviewed. However, several 
reported having experienced this type of 
learning in earlier handovers. They saw 
value in such sessions, particularly when the 
teaching related to a patient for whom their 
team had recently provided care.

Summary of results
Participants perceived learning as an 

important function of the team handover 
process, provided the issue of patient safety 
remained prioritised. They valued brief, 
opportunistic learning that occurred in 
relation to specifi c patients their team was 
providing medical care for. They particu-
larly valued the opportunity to understand 
diagnostic, management and prognostic 
issues relevant to their patients. Partici-
pants acknowledged that important implicit 
learning occurred within the handover 
meeting. The meeting provided an oppor-
tunity for refl ection on issues that arose 
in the handover, which in turn reportedly 
infl uenced future clinical encounters. Many 
participants acknowledged that delib-
erative learning had been part of other 
team handover experiences and had been 
valuable for them. However, they generally 
described the more informal, opportunistic 
learning as of greater educational value to 
them because it related to specifi c patients.

Discussion
These fi ndings reveal that learning 

opportunities existed within paediatric 
team handovers in New Zealand secondary 
hospitals. In the following analysis, we will 
consider key elements that emerged from 
the fi ndings. 

Participants identifi ed patient safety as 
the primary reason for handover and one 
means by which team members decreased 
the likelihood of missing critical clinical 
issues. These fi ndings reinforce the liter-
ature consensus regarding the primary 
purpose of handover, namely that it allows 
effective continuity of care by trans-
mission of essential information between 
clinicians.4,5

Our study supported the view that team 
handovers provide an excellent oppor-
tunity for workplace learning.6,7,15 The 
fi ndings affi  rm that learning took place 
within a professional setting, and thus 
provided meaning to learning.16 During 
handover, clinical teams gather, commu-
nicate and learn.7 Participants from both 
sites portrayed their handovers as meeting 
these functions, and described learning 
as a secondary, but important function of 
handover. They described the simultaneous 
occurrence of working and learning within 
the handover setting, and that learning 
was infl uenced by the clinical work.17 One 
described signifi cant “teaching compo-
nent[s] in most handovers”, and many 
reported that patients’ clinical problems 
discussed within handover were directly 
relevant to them. For example, clinicians 
involved in the handover often needed 
to leave their handovers to manage the 
actual patient, and this requirement made 
learning within handover meaningful to 
team members, and gave the learning imme-
diacy.6,7 Cohen and Hilligoss (2010) noted 
that health professionals need to maintain 
signifi cant rates of continuous learning, 
and that handovers are an important event 
within which this vital learning can occur.4 

The themes related to learning were 
congruent with those described by Eraut 
(2000),3 but we suggest modifi cations within 
the team handover situation. We believe 

ARTICLE



75 NZMJ 8 June 2018, Vol 131 No 1476
ISSN 1175-8716                 © NZMA
www.nzma.org.nz/journal

that a summary of learning methods within 
handover provides contributors with a 
framework that can inform their own team 
handovers. In Table 1, we consider the key 
concepts depicted in Eraut’s typology and 
apply these to the handover setting by inte-
grating the themes which emerged within 
this study.

Participants did not report that formal 
learning had a signifi cant role within the 
handovers studied. Deliberative learning 
was not a feature of the studied handovers, 
although several participants commented 
on its usefulness in other team handovers. 
Brief, planned teaching relevant to a recent-
ly-treated patient often typifi ed this type 
of deliberative learning, and represents 
one way in which the handover meeting 
can be adapted for learning. The planned 
nature of both formal and deliberative 
learning prompted us to consider these 
types of learning as distinct modes from the 
more informal learning that participants 
described in relation to their handover 
learning experiences.

All participants focused on informal 
learning within handover positively due to 
its relevance to their work. Teaching within 
handover was reported as “narrow”, but 
specifi c to patients’ actual clinical problems. 
Stephenson (2001) noted that learners at 
work incidentally accumulate specialist 
knowledge and skills through experience.18 
The description of informal learning and of 
“teaching moments” within handover reso-
nates with Stephenson’s description. 

Study participants described the recog-
nition of knowledge gaps, and the use of 
questions that allowed brief, spontaneous, 
rich learning opportunities that were 
relevant to the patients discussed and met 
their learning needs. Several participants 
described this type of learning as “oppor-
tunistic”, which resulted in brief teaching 
within handover. They emphasised the 
near-spontaneous nature of learning which 
the handover structure enabled. Eraut 
(2000) suggested within his typology that 
“reactive” learning involves “incidental 
noting of facts, opinions, impressions and 

Table 1: Modes of learning within team handover.

Formality Formal and deliberative learning Informal learning

Modes Formal Deliberative 
learning

Opportunistic 
learning

Reflective 
learning

Implicit 
learning

Relevant 
aspects

In the context 
of a course; 
the pres-
ence of a 
prescribed 
learning 
framework3 

Organised before 
a specific han-
dover; time set 
aside for this3 

Response to 
an opportunity 
within handover; 
directly related 
to patients dis-
cussed

Precipitated 
by handover 
discussions; 
reflection 
centred on 
patients seen 
by clinician 
or described 
by others

O� en not 
explicitly 
recognised at 
the time

Charac-
teristics 
in current 
study

Not reported Experienced by 
participants in 
other team set-
tings; teaching 
precipitated by 
handover topics; 
o� en occurred 
immediately 
a� er handover

Immediate, 
brief; relevant 
to patients and 
learners; o� en 
apparently spon-
taneous; poten-
tial to prepare for 
likely teachable 
moments

Near -simul-
taneous or 
subsequent 
reflection; 
apparent 
e� ect on 
subsequent 
management 
of similar 
patients

Role model-
ing; relevance 
to the hidden 
curriculum. 
A frequently 
unrecognised, 
important 
mode of 
learning with-
in handover.
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ideas”,3 a feature of the handover dialogue 
described in this study. He linked this with 
a recognition of learning opportunities 
and suggested that learners and teachers 
could maximise reactive learning by being 
prepared for these learning opportunities.3 

Active conversation between handover 
team members is important, as it allows 
the opportunity for assumptions to be 
questioned, and areas of uncertainty to 
be raised.8,19 Within this study, the term 
“opportunistic” was used repeatedly by 
participants and appears to refl ect the 
way that teaching and learning usually 
occurred in this context. We prefer to use 
the term “opportunistic learning” rather 
than “reactive learning” in relation to this 
important form of learning within the team 
handover context. The role of opportunistic 
learning in handover has been alluded to 
in previous literature,4,7,19 but this study 
explicitly draws attention to this as a critical 
mode of learning for handover members. 

Implicit learning is “the acquisition of 
knowledge that takes place largely inde-
pendently of conscious attempts to learn”.20 
Participants described handover contrib-
uting to their understanding of patients’ 
conditions, and such learning was “part and 
parcel” of each handover, but team members 
might “not [be] aware specifi cally that that 
happens”. Others described handover as 
an “opportunity that you can soak in infor-
mation”. Overall, participants perceived 
that learning within handover impacted 
positively on their ability to deal with 
subsequent patients with similar clinical 
presentations. Participants’ remarks have 
resonance with Hilligoss and Cohen’s (2011) 
statement that “every [handover] interaction 
is an opportunity for the participants to 
learn, in the sense of altering the skills and 
assumptions that will shape their actions 
beyond their work with the patient at hand”, 
thus creating an opportunity for implicit 
learning.15 This study did not explicitly focus 
on the acquisition of implicit learning in 
handover. However, it seems likely that the 
rich, probing dialogue described by partic-
ipants within typical handovers allowed 
implicit learning to occur. 

The fi ndings reinforce those of Egan and 
Jaye (2009), who considered learning within 
clinical placements for New Zealand medical 
students. They noted that learning depends 

on the opportunities that arise and clinicians’ 
response to these clinical encounters, and 
that medical students learn from applications 
of knowledge in ways that are practical and 
informal.21 Implicit learning was described 
as a key means of learning within this study, 
and this adds to the body of evidence that the 
hidden curriculum forms a major factor in 
students’ and junior doctors’ acquisition of 
knowledge, skills and attitudes.22,23 The impli-
cation of this is that the way the handover 
occurs, including the nature of the interac-
tions, may be critical as to whether the more 
junior members of the team are able to learn. 
In short, the team atmosphere is important, 
and handover leaders may wish to consider 
whether their handovers invite juniors to 
interact within them. 

Handover members discussed patients 
they had just seen and understood that 
they had to either acquire knowledge or 
interpret existing knowledge in this context 
to deal effectively with these patients’ 
presentations, diagnoses or management. 
Participants portrayed this learning as 
refl ective, in that professionals learned 
about something while they were doing it.24 
They described hearing about a patient’s 
management during handover, asking 
whether they would have managed the 
child in the described manner, and then 
deciding, “maybe I’ll try that next time”. 
Handovers thus provided the opportunity 
for participants to refl ect on their and 
others’ management of a patient after the 
clinical event.24 Some participants reported 
“putting [themselves] in [their colleagues’] 
shoes”, understanding that “it might be 
[them] tomorrow”. Because the same or 
similar patients were discussed on a regular 
basis in handovers,7 this allowed rein-
forcement of understanding about specifi c 
patients’ conditions and what management 
steps proved helpful. Refl ection has been 
described as “the engine that shifts surface 
learning to deep learning”.25 

Many opportunities for refl ection within 
clinical practice occur after meaningful 
“teachable moments”.26 Those involved 
in handovers might usefully consider 
specifi c patients about whom it would 
be instructive for participants to spend 
time during handover discussing their 
clinical presentations. An awareness of 
the gaps in understanding of the doctors 
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and students in specifi c handovers might 
allow leaders the opportunity to tailor these 
teachable moments.27 We consider this to 
be an important way in which consultants 
can prepare for handovers. Many condi-
tions are seen frequently, and they can be 
prepared with a 30- to 60-second teachable 
moment relating to a common condition 
or investigation, which in turn may greatly 
assist more junior members of the team 
in understanding their patients. The study 
fi ndings support the importance of refl ective 
learning within the handover process, as 
handover provides a valuable environment 
in which teachable moments and refl ection 
occur. The central role of refl ection that is 
precipitated by the team handover process 
has prompted us to include this as a key 
mode of learning within handover.

The study raised a note of caution about 
an overemphasis on education within 
team handovers. The principal function of 
handover is allowing the handing over of 
essential information,4,5 and several partici-
pants expressed a concern about the need to 
balance education as a brief but important 
component of handover. If handover 
participants can perceive the importance of 
implicit learning and that relatively brief, 
opportunistic teachable moments can be 
powerful means by which learning may 
occur, then concerns about an overemphasis 
on education may abate.

This study has the limitations implicit in 
qualitative research: the fi ndings are not 
generalisable to other team handover situ-
ations.28 Even though this study involved 
handovers in two New Zealand paediatric 
departments, the process of investigation 
and many of the emergent ideas will likely 
have relevance for other medical team 
handovers in other contexts.29 Qualitative 
interviews can provide important insights 
into people’s views and experiences, but 
are limited by individuals’ abilities to recall 
detailed information.30 While study partic-
ipants reported during the interviews that 
they found handovers a rich education 
experience, this study was not focused 
on quantifying measurable changes in 
learning. Nonetheless, it was because of the 
need to reach an understanding of the rich 
complexity of learning within handover 
that a qualitative methodology was adopted. 
Indeed, qualitative research’s emphases 
on rich description of context, natural-
istic inquiry and transferability of fi ndings 
allowed the ability to probe deeply into 
participants’ perceptions of handovers in a 

way that an observational study or a ques-
tionnaire-based study would not have.10

The potential exists for team handovers to 
be potent learning encounters within which 
clinicians and students can actively learn. 
While patient safety remains the critical 
focus of handover, team members value 
brief, opportunistic “teachable moments” 
that are directly relevant to the patients that 
they are discussing and treating. Handover 
leaders might usefully consider whether 
some “teachable moments” are predictable 
and prepare for them. Handover allows 
participants multiple opportunities to refl ect 
on their practice in the context of their own 
and other clinicians’ patient management 
experiences: this process might be 
encouraged by handover leaders, specifi -
cally by the use of appropriate questioning 
within the handover. The role of implicit 
learning within handover needs careful 
consideration by handover participants. 
Leaders might usefully consider the quality 
of interactions within the handover process, 
and whether this could be improved to allow 
a more supportive learning environment.

Future research could explore similar 
themes within other team handover situa-
tions, such as with other specialty groups, 
in larger hospitals, with inter-professional 
teams, and in other countries with different 
medical systems. An observational study 
could be planned in which researchers 
observed actual handovers for potential 
educational and learning moments. 

Conclusion
In summary, the participants viewed team 

handovers as having an essential safety 
function but described learning as repre-
senting a valuable secondary function. Most 
learning represented informal workplace 
learning, with an emphasis on opportu-
nistic learning which arose from discussion 
about specifi c patients. The ability within 
handover to refl ect on the participants’ 
own and others’ clinical practice allowed a 
powerful opportunity to learn from these 
experiences. Within handover, implicit 
learning appeared to be a critical process by 
which participants improved their under-
standing of clinical practice and modelled 
behaviours. It is suggested that handover 
participants refl ect on the ways in which 
their practice enables learning to occur, and 
that senior team leaders consider whether 
brief teachable moments could become inte-
grated into their handovers. Paediatric team 
handover represents a time to learn.
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Appendix 1: Interview schedule
Introduction
Tell me about yourself.
What position, age group & ethnicity do you identify with?
How long have you worked at this DHB? How long have you been in your current position?
How much time have you spent working in paediatrics since graduating?

Handovers
Tell me what you see as positive aspects of the team handover process?
Tell me what you see as negative aspects of the team handover process?
What do you see as the important priorities for paediatric team handover?
In the most recent paediatric team handover which you were part of, what went well? 
Why did it go well?
What went less well? Why?
Tell me about any specifi c issues. 

Education
To what extent do you think that education is an important part of the team handover 
process?
Please identify any educational opportunities that occurred in the most recent paediatric 
team handover which you were part of.
How were the educational opportunities handled? 
Who did you think was involved in the educating? 
To whom was the education directed?
To what extent do you think that the participants’ educational needs were being 
considered?
Who raised any educational issues?
Can you give examples of where you or your paediatric team would turn to in order to 
answer questions raised in a team handover? For example, books, personal knowledge or 
internet sites?
If education has a role in paediatric team handover, what is it?
Can you identify instances of missed educational opportunities within the most recent 
paediatric team handover which you were part of? Explain.
If you identifi ed an educational question you were still uncertain about at the end of a team 
handover, how would you address the question?
What educational areas do you see as important during paediatric team handovers?
To what extent are team issues and/or communication issues important in the paediatric 
team handover?
To what extent does the paediatric team handover allow participants to ask educational 
questions?
Can you describe any barriers to asking questions in a paediatric team handover?
To what extent do you think that junior members of the team can ask educational 
questions?
When questions get asked, who usually provides the answers?
What would enable more education to occur in the paediatric team handover?
What barriers do you identify to education occurring in the team handover?
Within the handover process, is there a confl ict between education and the service 
requirements?

Closing questions
Do you have any other comments?
Do you have any other questions?
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