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Handoff Definition

• A handoff is a transfer and acceptance of patient care 
responsibility achieved through effective communication.

• It is a real-time process of passing patient specific 
information from one caregiver to another, or from one 
team of caregivers to another for the purpose of ensuring
the continuity and safety of the patient’s care. 

Joint Commission Center for Transforming Healthcare

Update: May 13, 2013 

Sentinel Event Definition

• A sentinel event is an unexpected occurrence 
involving death or serious physical or psychological 
injury, or any event that places the patient at risk of 
these concerns

• Serious injury specifically includes loss of limb or 
function

• Such events are called "sentinel" because they signal 
the need for immediate investigation and response

Joint Commission Center Web Site

Anatomy of a Medical 
Malpractice Lawsuit

• Duty (Provider-Patient Relationship)

• Standard of Care (what would be customary?)

• Breach of the duty

• Harm

Who is legally responsible for the patient during a 
handoff?
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Research

• 100,000 lives per year are lost in the U.S. due to medical errors

• Infant in NICU for 6 months will have over 300 nursing handoffs

• Lack of high quality outcomes research on handoffs

• Lack of quantity of studies

• Makes evidence-based recommendations difficult

• Strategies have evolved from other industries

Boston Children’s Hospital 
Study (JAMA, 12/4/2013)

• Medical errors decreased from 33.8 per 100 admissions (95% CI, 27.3-
40.3) to 18.3 per 100 admissions (95% CI, 14.7-21.9; P < .001), 

• Preventable adverse events decreased from 3.3 per 100 admissions 
(95% CI, 1.7-4.8) to 1.5 (95% CI, 0.51-2.4) per 100 admissions (P = .04) 
following the intervention.

• Even better handoffs with computerized handoff tool.

• Physicians spent a greater percentage of time in a 24-hour period at 
the patient bedside after the intervention 8.3% (95% CI 7.1%-9.8%) vs. 
10.6% (95% CI, 9.2%-12.2%; P = .03). 

• The average duration of verbal handoffs per patient did not change.  
Resident workflow did not significantly increase.

Boston Children’s Hospital Study 
Expanded (NEJM, 11/6/2014)

• Rolled out to several institutions (9 pediatric residency training sites)

• Standardized handoff associated with a 23% relative reduction in the 
overall medical-error rate across all sites combined (24.5 vs. 18.8 errors 
per 100 admissions, P<0.001)

• Also a 30% relative reduction in the rate of preventable adverse events 
(4.7 vs. 3.3 events per 100 admissions, P<0.001). 

• The rate of near misses and nonharmful medical errors decreased by 
21% (19.7 vs. 15.5 near misses and nonharmful errors per 100 
admissions, P<0.001

• The average duration of verbal handoffs per patient did not change.  
Resident workflow did not significantly increase.
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1st Checklist Boeing 299 
or B-17. Locked Elevator

Handoff Handling 
Recommendations 

• Outgoing personnel oversee the incoming personnel's 
work following the update

• Face to face with questioning, receiver can introduce 
other topics

• Limit interruptions and hold other actions during handoff

• Include other supporting personnel in handoff

• Set a stance on a clinical issue so that it is followed even if 
challenged

• Set plan in writing, ‘at a glance’

Lessons learned from industries with high 

consequences for failure (i.e. NASA, aviation, defense, 

nuclear power plants):

Handoff Handling 
Recommendations - continued

• Outgoing person maintains responsibility for 
the position until the handoff is complete

• The two work side by side after handoff for 
one hour to correct any misunderstandings

• Delay handoff if a critical activity arises until 
the crisis is handled

• Distribute work across multiple people with 
specific expertise

• Read back

Paterson, ES et al.
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Communication
• It is estimated that 80% of serious medical errors 
involve miscommunication during the handoff

• Poor communication= the leading root cause of 
sentinel events:  26-31% of cases; of these, 43% 
involved handoffs

• Resident hours restriction, hospitalists: do not know the 
patients as well; decreased continuity of care

• 25,000 to 30,000 preventable adverse events that led 
to permanent disability in Australia, 11% were due to 
communication issues, in contrast to 6% due to 
inadequate skill levels of practitioners

Joint Commission Center for Transforming Healthcare

Update: May 13, 2013 

Case Study #1 – Thrombotic 
Thrombocytopenic Purpura (TTP)

• Surgeon, Dr. X, and Anesthesiologist, Dr. Za, notes are 
boilerplate, VSS throughout OR

• In PACU, Dr. X notes no concerns to PACU nurse. She 
questions why there was an unexpected PACU 
admission. He states he wants a CXR. She states to him 
that he better read it before leaving, knowing it is 
difficult to find an MD for a read. Dr. X leaves without 
reading the film. 

33 year old female patient  presents in the OR with TTP 

and requires recurrent plasmapheresis, and needs a 

semi-permanent central catheter.

Case #1 – TTP - continued 

• Dr. X signs out his practice to his partner Dr. Y.  They pass 
each other in the parking lot.  Dr. X asks Dr. Y to read the 
film.

• Dr. X did not tell his partner Dr. Y of any concerns in the OR

• 30 minutes in the PACU and the VS become unstable with 
severe respiratory distress

• Dr. X is paged, no answer; Dr. Za is paged, and examines 
the patient.  The nurse asks Dr. Za to read the CXR. He 
declines and refers her to Dr. Y. The nurse recurrently 
pages Dr. Za, and then his covering MD for interventions.  
The patient is Rx’d for asthma and anxiety.

• A fellow nurse overheard Dr. X and Dr. Za discuss an air 
embolism occurring in the OR. She relays this to the PACU 
nurse.
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Case #1 – TTP - continued

• The PACU nurse calls Dr. Za who then admits to this 
fact

• The patient goes to the ICU and later dies

• Dr. X had heard air flow into the catheter upon 
insertion, and had to put his finger over a port to 
stop it

• Dr. X states the tech is responsible to make sure while 
setting up the catheter for surgery that all ports are 
closed

The Medical Liability 
Perspective

In Case #1, who is liable?

• Dr. X ___

• Dr. Y ___

• Dr. Za ___

• PACU Nurse ___

• Catheter Tech ___

The Medical Liability 
Perspective
• Comparative negligence/Joint and Several Liability 

• Shoot-out in the Lifeboat

• Undermining the defense

• Boilerplate

• Documentation – “If you didn’t document it, you didn’t do it.”

• The Outgoing Provider (See Surgical Handoff Literature)
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SBAR

• Situation

• Background

• Assessment

• Recommendation

Root Causes of a Poor 
Handoff
• Culture does not promote successful handoff, e.g., 
lack of teamwork and respect

• Ineffective communication methods

• Physical transfer not in sync with handoff

• Lack of standardized procedures for success, e.g., 
SBAR

• Inadequate staffing

Joint Commission Center for Transforming Healthcare

Update: May 13, 2013 

Root Causes of a Poor 
Handoff - continued
• Patient not included in handoff

• Incomplete information, e.g., labs, DNR, x-rays

• Sender/receiver unable to contact each other before or 
after handoff

• Sender/receiver unaware of patient transfer

Joint Commission Center for Transforming Healthcare
update: May 13, 2013 
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Case #2 – Pre-Term 
Labor

• O hr. ROM. APGARS 8 and 9.  The infant has mild 
respiratory distress, placed on CPAP and 25% O2.  Blood 
Cx. and CBC sent at birth by admitting team at change of 
shift – 7AM, but not Rx’d with ABX.  No understanding of 
the maternal history elicited or passed on.

• New team comes on and starts work rounds. No detailed 
history, sign out or effective MD to MD handoff since at 
change of shift. Prior MD is a fellow who then goes home 
post call.

31 2/7 week preterm female patient, 1200 grams to a 

mother with a history of GBS+, pyelonephritis and 

fever/HA/diarrhea on and off for 1 month PTD. Presents 

with preterm labor, and C-section for footling breech.

Case #2 – Pre-Term 
Labor - continued
• No one checks on CBC until after rounds at 1PM.  No 
substantive resident to resident communication to follow 
up labs

• CBC is slightly left shifted, team not educated in using the 
I/T ratio

• 3:30 PM, 8 hrs. old, attending decides, given the mother’s 
history, to order ABX (should have had this Hx at 7AM)  

• The resident writes for the ABX, but does not tell the 
bedside nurse

Case #2 – Pre-Term 
Labor - continued
• At 8:30 PM, 13 hrs. old, the next shift nurse notes that the 
ABX order was never taken off by the prior nurse despite 
computer order entry. She received no sign out of ABX Rx.

• At 14.5 hrs. of life the patient receives her ABX

• At 16 hrs., she is bradycardic, acidotic and intubated

• At 31 hrs., she is dead of GBS sepsis and pneumonia
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The Medical Liability 
Perspective

• Whom will Plaintiff sue?

• Old team vs. New team

• ACOG Committee on Patient Safety and Quality 
Improvement Opinion, No. 517 (Feb 2012)

• “… written communication [alone] lacks the  
subjective interpersonal  aspect of verbal  
communication. The most effective handoff of 
patient information includes both verbal and written 
components.”  

• “Empty Chair” Defense?

• Is this a Systems Problem?

• CPOE?

• CDS?

• Charitable Immunity

• Teamwork breakdown (70% of the problem)

The Medical Liability 
Perspective

Case #3 – The Incidental 
Finding

• The CTA is performed on Day 3 after a delay, the patient is very 
keen about getting home, pushing for discharge.

• The radiologist reads the CTA and dictates that renal artery 
stenosis has been ruled out.  HOWEVER, he detects an incidental 
finding a lung lesion, with request for dedicated chest CT as 
could not be ruled out as malignancy.  He testifies that he puts 
all of this in his dictation.

• The attending, ordering physician testifies that he receives a 
verbal report of “rule out” renal artery stenosis, and on that basis 
discharges the patient.  In this hospital, it was a short stay so no 
typed discharge.

63 year old woman presents with persistent hypertension 

and in congestive heart failure.  A cardiology consult is 

ordered, and a CTA requested to rule out renal artery 

stenosis.
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Case #3 – The Incidental 
Finding

• The cardiologist, listens to the dictation and writes in 
his note “LLL consolidation”, nothing about requested 
dedicated CT or malignancy.

• The preliminary & final radiology reports listed only the 
PCP and not the attending as recipients.

• PCP, who is partner of the attending, claims he never 
received either faxed reports.

• Attending and PCP have 6 am phone calls everyday 
to discuss admitted patients, however no 
documentation of what is discussed.

The Medical Liability 
Perspective
• Expanding the handoff model

• Incidental findings and SMART

• Imputed knowledge

• mHealth Issues

• HIT Solutions – consider remote access 

CLIA Program and HIPAA 
Privacy Rule; Patients' 
Access to Test Reports

• New Rule (effective April 7, 2014) allows patients to 
have access to their lab reports directly from the 
laboratory on request.

• Previously, patient could only request from ordering 
physician.

• Does this put some responsibility on the patient?

• Handoff and the Patient Centric mHealth/EHR model
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SHARE
This is for clinicians and hospital administration

• Standardize critical content

• Hardwire within your system

• Allow opportunity to ask questions

• Reinforce quality and measurement

• Educate and coach

Standardized Critical 
Content

• Consider fabricating a checklist for consistent handoff

• Give patient history and important clinical points

• Include details, labs, x-rays, DNR status

• SBAR: 

– Situation

– Background 

– Assessment

– Recommendation

Joint Commission Center for Transforming Healthcare

update: May 13, 2013

Hardwire Within Your 
System
• The check list or SBAR can be programmed into the 
patient chart (EMR) for handoff

• Can administration provide other tools for handoff, 
e.g., tablets?

• Have patient present during handoff – walk sign out 
rounds

• Computer information systems for all players, including 
post acute clinicians

• Administration to examine clinician workflow to assist in 
handoff

• Zone of silence: a quiet area that is set for 
uninterrupted handoff

Joint Commission Center for Transforming Healthcare
Update: May 13, 2013
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Not To Be Confused With: 

Allow Opportunity to Ask 
Questions
• Engage the patient, nurses, RT’s, OT, PT’s and all 
others available to participate and add to the 
handoff = “pit crew”

• Create multidisciplinary “huddles” 

• Discuss and question the data

• Engage in a give and take on the current mode and 
appropriateness of care

• Exchange contact information if questions arise later

Joint Commission Center for Transforming Healthcare

Update: May 13, 2013

Reinforce Quality and 
Measurement

• Administration should utilize a sound measurement of the 
success of the handoffs, e.g., a clinician satisfaction 
questionnaire, peer review of handoff

• Hold staff responsible for good handoffs, e.g., compliance 
with appropriately filling out a standardized form or tool

• Measure high impact outcomes attributed to handoff, 
e.g., proper limb, proper surgery, proper medication, 
proper patient, proper history, proper antibiotic, proper 
follow up of an untoward event

Joint Commission Center for Transforming Healthcare

update: May 13, 2013
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Educate and Coach

• Teach staff what a proper handoff is

• Standardize this education

• Give real time performance feedback

• Make this an organizational priority

Joint Commission Center for Transforming Healthcare

update: May 13, 2013

How Can We Make This 
Happen?

• It requires leadership to initiate and ‘buy in’ via education 
for everyone else

• All interdisciplinary players need to be on board

• Bring this to:

– The head of your group practice

– The head of your nursing department

– Your Chief Medical Officer

– The head of your Quality Improvement Department

– The CEO of your hospital

Boston Children’s Hospital 
Study (JAMA) -- Interventions

• A 2-hour communication training session that introduced elements of 
an interactive program regarding best practices for verbal and written 
handoffs;

• The introduction of the mnemonic to standardize verbal handoffs; 

• The restructuring of verbal handoffs to include integration of interns’ 
and senior residents’ separate handoffs into a unified team handoff;

• Relocation of handoff to a private and quiet space;

• Periodic handoff oversight by a chief resident or attending physician.
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Boston Children’s Hospital 
Study (JAMA) -- Leveraging 
EHRs

• For one unit , a computerized handoff tool was created that 
was integrated into the electronic medical record. 

• The computerized tool automatically imported patient name, 
sex, age, weight, medical record number, location, admission 
date, diagnosis, allergies, medications, intravenous access, 
code status, laboratories, vital signs, and problem list, with the 
goal of reducing inaccurate and out-of-date information. 

• It also contained structured fields entitled “Patient Summary,” 
“To Do List,” and “Contingency Planning” to prompt entry of key 
handoff information in a free-text format. 

Another Successful 
Handoff
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