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Handoffs and Transitions in Care: An Inpatient Perspective
By Stephen A. Knych, MD, MBA
The Hard Facts
The 1999 Institute of Medicine (IOM)
report, To Err Is Human, estimated that
98,000 people die from medical errors
each year. The Institute for Healthcare
Improvement’s (IHI) 5 Million Lives
Campaign calculated an approximate
15 million adverse medical events each
year, 6 million of which cause harm to
the patient that results in a significant
deviation in the patient care process.1

failure in transitions in care are direct or of The Joint Commission ( JC). In fact,
contributing causes of medical errors and breakdowns in communication are the
patient harm in the inpatient setting.
leading cause of sentinel events reported
to the JC and are identified as a root
Scope of the Problem
cause for two thirds of sentinel events.6
How many times is the responsibility for
a hospitalized patient’s care transferred
The Pennsylvania Patient Safety
from 1 provider to another, or from one
Authority, another prominent oversight
unit to another, in a given day? In his
organization, receives frequent reports
study of a teaching hospital environment, of communication breakdowns
Vidyarthi calculated that as many as 4000 during transitions in care to ancillary
provider-to-provider handoffs occur
departments.7
3
A study commissioned by the Society
daily. Patient care is handed off among
of Actuaries reviewed inpatient claims care providers or transitioned from one
The Agency for Healthcare Research
data (for the year 2008) for 24 million unit to another during shift changes,
and Quality (AHRQ) has designed
Americans and revealed that:2
surgical procedures, imaging tests, and
and implemented the Hospital Survey
therapy treatments. In fact, a patient
on Patient Safety Culture (HSOPSC)
• 6.3 million medical injuries occurred experiences a transition in care even
to measure health care staff and
including 1.5 million resulting from upon admission (ie, from the emergency physicians’ perception of safety over 12
medical error
department [ED] or surgical suite to an hospital domains. From 2007 through
inpatient unit).
2009, 108,000-196,000 health care
• 7% of inpatient admissions resulted
providers in over 800 hospitals across
in some type of medical injury
When surveyed, ED physicians reported the United States responded to this
that 29% of their patients experienced
survey. The results indicate that if
• Collectively, errors cost the US health an adverse event or near miss when
a mere 61% of respondents answer
care system roughly $19.5 billion in
transferred from the ED to an inpatient positively to questions regarding the
inpatient, outpatient, prescription
unit.4 In a study concerning surgical
processes of handoffs and transitions
drug, and other services and resulted errors, Riesenberg discovered that
in care, their hospital ranks in the 90th
in more than 2500 excess fatalities and communication breakdowns contributed percentile nationally (Figure 1). Sadly,
10 million excess days of work missed. to 43% of the errors observed, and that where handoffs and transitions in care
poor handoffs contributed to 66% of
are concerned, our hospitals can receive
As the foregoing statistics attest, medical these communication breakdowns.5
an “A” ranking (90th percentile) with a
error resulting in patient harm is a real
score of “D” (61% positive).
and present danger that is endemic to
The handoff and transition in care
the current health care system. This
processes are clearly vulnerable to
In 2005, Solet et al reported that only 8%
article reviews the evidence suggesting
communication failures as illustrated by of US medical schools taught a formal,
that failure of communication and/or
published reports and the experiences
didactic session on how to perform
(continued on page 2)
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Figure 1. 2007-2009 Patient Safety Survey: AHRQ Handoff & Transitions
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AHRQ
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intensive care unit (ICU). Similarly, the
process for moving an ICU patient to
the imaging department is likely to be
designed differently than the process for
taking a med/surg patient to the imaging
department.
Recognizing the complexity of this
dilemma, the IHI in 2010 recommended
designing workflows to minimize the
number of handoffs and transitions in care
that a patient experiences.10
What are the key design components for
handoff communication and transitions
in care? Generally speaking, the essential
design elements to improve handoff
communication and facilitate more
effective, safe transitions in care include:
•


Physical Setting: a location reasonably
free from distractions, noise,
interruptions (“sterile cockpit”)

•


Safe Culture: flattened hierarchy
capable of open exchange of
information and discussion of
patient treatment issues

•

F
unctional Diversity: enable
effective exchanges between
team members of different ethnic
backgrounds and languages

•


Communications Mode: face-toface whenever possible (eye contact,
facial expressions, body language)

Source: Agency for Healthcare Research and Quality (AHRQ). Overall results. In: Hospital Survey on Patient Safety Culture: 2010 User
Comparative Database Report. http://www.ahrq.gov/qual/hospsurvey10/hosp10ch5.htm. Accessed July 29, 2010.

patient handoffs. Physicians’ opinions as to Potential Solutions
what information should be communicated In 2006, the JC established National
in handoffs varied greatly.8
Patient Safety Goal (NPSG) 02.05.01
that required all heath care organizations
Impact of the Problem
to develop and implement a standardized
The economic public health impact
approach to handoff communication.
of faulty handoff communication and
This goal does not specifically address
transitions in care has been demonstrated, standardizing a process for inhospital
but how is the impact felt in the medical
transitions in care.
liability community? Likewise, how do
we measure the adverse impact of faulty
In 2010, NPSG 02.05.01 was retired as a
transitions that have led to medical errors NPSG and became a part of the Provision
and harm to the population at large?
of Care chapter of the Accreditation
Manual for Health Care Organizations.
Reviews of malpractice claims showed
Should the JC consider a NPSG to
that inadequate handoffs were a
address a process for inpatient transitions
contributing factor in 20% of errors
in care?
leading to claims in the ambulatory
setting, and in 24% of errors leading to
Some researchers argue against
claims in the ED setting.7
standardization or “one size fits all” in the
belief that, because the process of health
In her article, “Patient Safety: A Patient
care is often disparate among departments
Perspective,” Linda Kenney conservatively and caregivers, transitions in care should be
estimated that, in the hospital setting,
approached in a customized fashion. 9
the IOM report of 98,000 deaths due to
medical error each year would emotionally In this sense, going from the ED to a
impact 12 million family members and 12 medical/surgical unit (med/surg) is likely
million health care providers.1
to differ from going from the ED to the

A Case Study
In 2009, a large integrated health care
system in southeastern United States began
a comprehensive overhaul of handoffs and
transitions in care practices, keeping in
mind the core components listed above.
A common nurse (RN)-physician (MD)
and MD-MD communications tab was
created in the electronic health record.
Communication processes were redesigned
and are being implemented between the
following core groups: MD-MD, MDRN, RN-RN, RN-patient, and RNpatient transporter. RN care guidelines
were embedded into a new “ticket-to(continued on page 3)
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Figure 2 displays the recently published
results of the initial research on team
training in the operating room setting in
one of our facilities.11 One of the study’s
aims was to use team training techniques
to promote a flattened hierarchy and
to facilitate more open exchange of
information among all care providers.
This large integrated health care
delivery system demonstrated an 11%
improvement in the HSOPSC domain
of handoffs and transitions in care on the
2009 AHRQ survey. AHRQ considers
any improvement greater than 5% to
be significant and meaningful per their
established standards of measurement.

Figure 2. Optimizing Safe, Effective Care through Teamwork:
Interim Results of an Evaluation of TeamSTEPPS in the OR
Optimizing Safe, Effective Care through Teamwork: Interim Results of
an Evaluation of TeamSTEPPS in the OR
T
M

Aiming to foster safe patient care through teamwork, Florida Hospital-Celebration Health (Celebration, FL, USA) began implementation of TeamSTEPPS training among a subset of
Operating Room providers. Interim results indicate multi-level positive impact, including positive trainee reactions to the training program, achievement of learning benchmarks,
improved teamwork behavior during surgical cases, and improvement on several dimensions of the AHRQ HSOPS.
Purpose & Driving Questions
The purpose of this project is to increase the quality of teamwork behaviors by a
meaningfully significant amount within a 9 - 12 month period in the operating room
(OR).
Does TeamSTEPPS training meaningfully affect teamwork in Florida Hospital
ORs?
Timeline & Participants
Number of
Average Average Number of
Percentage of Participants
Participants
Age
Years in Current Position Working Over 40 Hours per Week

Lessons Learned

Percentage of Participants with Previous
Team Training Experience

Does this teamwork positively impact patient care and other organizational critical
outcomes?
Treatment
(Trained)

Control
(Non-Trained)

Surgeon
CRNA
Nurse
Surgical Tech
Anesthesiologist
Physician
Assistant

3
6
3
3
12

41
42
45.3
50
42.1

3.5
6.3
5.3
7.5
7.1

66%
66%
33%
33%
83%

33%
0%
0%
0%
0%

2

36

4

50%

0%

Surgeon
CRNA
Nurse
Surgical Tech
Anesthesiologist

2
5
13
3
3

53.5
40.7
48
55.5
48

12
6.2
16.5
11
17

1 mth before

Trained
Campus

Non-Trained
Campus

4-hr TS Training

Baseline Surveys &
Observations

Baseline Surveys &
Observations

1 mth after

Phase 2: Surveys &
Observations

Phase 2: Surveys &
Observations

100%
60%
23%
0%
66%

Underscore them as an integral part of the team (not ‘separate’ from the
hospital staff team) and helping them champion the initiative

0%
0%
0%
0%
0%

Coaching

Phase 3: Observations

Phase 4: Surveys &
Observations

Phase 4: Surveys &
Observations

Evaluation Strategy

Level 5 – Return on Investment

Kirkpatrick’s (1994) Was
Training
Evaluation
the training
worthFramework
the cost?

Level 4 – Results
Did the change in behavior positively affect the
organization?
Level 3 – Behavior / Training Transfer
Did the participants change their behavior on-the-job based on
what they learned?
Level 2 – Learning
What skills, knowledge, or attitudes changed after training? By how
much?
Level 1 – Reaction
Did the participants like the training?
What do they plan to do with what they learned?

Level 4: Four specific dimensions of the HSOPS: teamwork within units,
communication openness, feedback and communication, and overall patient
safety grade. Team members were survey approximately 1 month prior to
training and approximately 3 months after training.
Level 3: Behavior in the OR was assessed via completion of 10 baseline and 10
post training case observations per team (i.e. 30 observations each time period).
Trained clinical observers rated quantity and quality of teamwork behaviors using
the UCF/FLH observation tool.
Level 2: Trainee learning was assessed via a 23 question learning benchmark
test completed immediately after completion of training.
Level 1: Trainee reactions were measured immediately after the four-hour
TeamSTEPPS training session via a 23 question survey comprised of both
multiple-choice and open-ended questions.

AHRQ HSOPS Results

Florida Hospital-Celebration Health
Celebration, Floria USA

100%
90%
75%

60%
51%

40%
20%

Stephen A. Knych, MD, MBA, is System
Patient Safety Officer and Florida Hospital
Division Chief for Patient Safety and
Clinical Excellence at Florida Hospital,
Celebration Health System. He can be
reached at: Stephen.knychMD@flhosp.org.

73%
63%

50%
30%

Demonstrate upper level management support

88%

80%
70%

Baseline
Post Training

42%
31%

31%

10%
0%
Communication
Openness

Feedback and
Communication

Teamwork Within
Unit

Overal Patient
Safety Grade

Dimension

Results
 AHRQ HSOPS
Improvements on all four dimensions in the
percentage of positive responses
Communication openness improved 20%,
Teamwork within unit improved 13%,
Feedback and communication improved 11%
& Safety grade improved 10%
 Behavior in the OR
Percentage of cases in which briefs & debriefs
occurred
Quality of pre-case briefings
Greater participation, more contingency planning

Quality communication
SBAR, callouts, check backs

Mutual support
Feedback, task assistance

Situation monitoring
Cross monitoring

Face-time and direct participation of the CEO, CMO, and so forth emphasizes
that
teamwork is integral to “how this hospital approaches patient care”

Provider & Administration enthusiasm wanes over time if
teamwork is not built into evaluation or reward
Provide resources that show team training and teamwork is valued (e.g. paid
time for training, CMEs, time to participate in evaluation)
Ultimately, however, in order for Administration to provide resources such as
paid time for training etc. team training and teamwork must show value

Team training initiatives should strive to go beyond awareness,
they must be practice based
Incorporate opportunities for practice into training time and use guided
practice (i.e. script scenarios to elicit desired behavior, provide timely
feedback, reward and reinforce
positive behaviors)

Team training initiatives work when they focus on the three C’s:
Communication, Coordination, and Cooperation

Improvement in...

Communication: Accurate, precise information exchange
Coordination: Behavioral and cognitions, task strategies for teamwork
Cooperation: Motivation to act as a team, cohesion, collective efficacy

Implement coaching shortly after training to reap maximal
transfer to the operating environment
Coaches can be surgeons, nurses, or other staff who provide on-the-spot
feedback and guidance for optimizing team performance after training

Recognize that some indicators take a longer period of time
demonstrate change
For example, measures of behavior on the job may show improvement
compared to changes in culture or attitudes

to
faster

Emphasize rigor in evaluation of team training
Evaluation of such initiatives must be multi-level and robust to fully
demonstrate returns

Is this a blueprint for success?
Conclusion
In reference to health care systems,
Jim Conway, IHI Senior Fellow and
the former Vice President and Chief
Operating Officer of the Dana-Farber
Cancer Institute, has been quoted as
saying, “Our systems are too complex
to expect merely extraordinary people to
perform perfectly 100 percent of the time.
We as leaders have a responsibility to put
in place systems to support safe practice.”12
It is our responsibility to our patients, to
our staff, and to the US health care system
to use the foundational elements listed
above to create handoff communication
processes that facilitate safer, more
effective inpatient transitions in care.

Emphasize that the goal of team training such as TeamSTEPPS is to create
‘virtual roster stability,’ enabling them to work seamlessly with all hospital staff
and decreasing issues when they are working with staff other than their usual
surgical team

9-10 mths after

4-5 mths after

Phase 3: Observations

Maximize physician (Surgeon and Anesthesia) buy-in early

Percentage of Positive Responses

ride” transport handoff process that
included closed-loop communication
and documentation thereof upon return
of a patient from a diagnostic or surgical
procedure to the inpatient unit.

3

Use quasi-experimental designs and measure impact at multiple levels

For more information, see: Weaver SJ, Rosen MA, DiazGranados D, et al. Does teamwork improve performance in the operating room?
A multilevel evaluation. Jt Comm J Qual Patient Saf. 2010;36(3):133-142.
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