Question:
I recently read an article that stated that a common cause of medical errors is the
breakdown in communication that can occur between healthcare providers while
transitioning or “handing off” patient care responsibilities. Do you have tools that can
help my organization improve handoff communications?

Answer:
Facilitating an effective transfer of patient care between healthcare providers is an
important strategy for reducing medical errors. Studies suggest that using a
standardized sign-out process, such as structured communication checklists, can
improve handoff communications. 1
Initially, it might be helpful to ask staff to identify (a) situations in which transfers of
care most commonly occur within your organization, and (b) communication barriers
that may hinder handoff communications (so that these barriers can be addressed).
Examples of situations in which handoffs of patient care commonly occur include:
•

Transfer of patients between primary and acute care settings (e.g., office to
hospital, hospital to nursing home, etc.)

•

Transfer of patients between departments (e.g., the emergency department and
the inpatient unit)

•

Transfer of patient care during a shift change

•

Transfer of patient care between on-call providers

•

Transfer of patient care as a result of communicating critical diagnostic results
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Examples of barriers to handoff communication include:
•

Workload responsibilities

•

Information exchange methods and systems

•

Individual preferences regarding what information to share

•

Organizational and cultural differences between healthcare settings

Standardized sign-out checklists can remind healthcare providers about important
patient information to communicate to the next provider. A number of techniques (e.g.,
SBAR 2 and I PASS THE BATON 3) can be used as the basis for developing a checklist.
The Agency for Healthcare Research and Quality (AHRQ) suggests that the
“components of a safe and effective sign-out can be summarized using the acronym
ANTICipate.” 4
•

Administrative data (e.g., patient’s name, medical record number, and location)
must be accurate.

•

New clinical information must be updated.

•

Tasks to be performed by the covering provider must be clearly explained.

•

Illness severity must be communicated.

•

Contingency plans for changes in clinical status must be outlined, to assist crosscoverage in managing the patient overnight.

To learn more about ANTICipate, read AHRQ’s “Triple Handoff” case study and
commentary at http://webmm.ahrq.gov/case.aspx?caseid=134.

Resources:
•

Maryland Patient Safety Center: Strategies to Improve Handoffs —
http://www.marylandpatientsafety.org/html/learning_network/hts/materials/reso
urces/handoffs/HandoffsStrategiesChart.pdf

•

Association of periOperative Registered Nurses: Patient Hand Off Toolkit —
http://www.aorn.org/PracticeResources/ToolKits/PatientHandOffToolKit/
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•

Emergency Medicine Patient Safety Foundation: Safer Sign Out Toolkit —
http://safersignout.com/

•

Institute for Healthcare Improvement: SBAR Technique for Communication: A
Situational Briefing Model — http://www.ihi.org/resources/Pages/Tools/
SBARTechniqueforCommunicationASituationalBriefingModel.aspx
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