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In an age where we have more means of communication than at any time in history, the healthcare 
industry continues to encounter challenges with handoff communications. Safeguarding continuity 
and assurance of clinical care through handoff communication--the art of communicating patient 
information from one caregiver or team to another--remains a contributing factor to preventing 
patient harm. 
 
With this in mind, The Envision Healthcare Center for Quality and Patient Safety has brought 
together clinical leadership from our diverse universe of hospital-based specialists to work just as 
handoffs should work, i.e., across teams.  By getting out of our specialty silos and working 
together, this team of outstanding professionals offers this treatise and set of tools to remake and 
strengthen what is the “weak link” in healthcare. 
 
 
GERALD A. MACCIOLI, M.D., MBA, FCCM, FASA 
Chief Quality Officer 

Medical Director – Clinical Research & Scientific Intelligence, The Envision Healthcare Center 
for Quality and Patient Safety & The Physicians Quality Registry 
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Introduction	
In 2007, an analysis by the Joint Commission (TJC) of 3,548 sentinel events occurring between 1995 and 
2005 concluded that “inadequate communication between care providers is consistently the main root 
cause of sentinel events.”1 The study went on to identify that failures in communication represented greater 
than 60% of all event root causes. In an effort to enhance healthcare provider-to-provider communication, 
TJC initiated National Patient Safety Goal #2 in 2006 to encourage accredited institutions to create 
standardized hand-off procedures. In 2008, Kitch and colleagues reported that 59% of residents felt that 
one or more patients had been harmed during their most recent clinical rotation because of problematic 
handoffs, and 12% reported that this harm had been major. Additionally, 31% of residents rated the quality 
of physician-to-physician hand-offs as “fair or poor.”2 In 2010, Chang et al.3 found that “the most important 
piece of information about a patient was not successfully communicated” in 60% of physician-to-physician 
handoffs. Following these reports, a second TJC analysis of sentinel events was published in 2010, which 
demonstrated that failures in communication were still the number one cause underlying sentinel events. 
Taken together, these data prompted TJC to publish a Sentinel Event Alert regarding the importance of 
communication failure4 and now required institutions seeking TJC accreditation to design and implement 
standardized hand-off procedures. Unfortunately, TJC’s most recent summary of sentinel event root causes 
published in 20155 suggests that healthcare providers have failed in our goal to improve vital 
communication, despite prospective data demonstrating that implementing formalized hand-off programs 
reduces medical errors and preventable adverse events.6  
 
The vast local barriers to structured hand-off design, implementation and use explain healthcare’s 
continued lack of success with hand-off implementation. These barriers include the following: lack of 
problem recognition; negative attitudes towards practice standardization; noisy environments that impede 
clinician communication; information overload; stress; multitasking; time pressures; language barriers; 
frequent interruptions and distractions; lack of vital communication training; poor standardization of hand-
off content; and on occasion, physician hubris.7,8,9 
 
While the benefits of using checklists are well-established, checklists that ensure the transfer of patient 
information exclusively may not significantly reduce “high-risk events or realized errors.”9 Indeed, the most 
recent TJC summary of sentinel event root causes also highlight the importance of human factors in 
assuring safe and comprehensive patient hand-offs. Cited factors known to affect both individual and team 
functioning include the following: provider fatigue; illness; drug, alcohol, or medication side effects; and 
emotional stress.10 
 
In 2017, Envision Healthcare touched the lives of 38 million individuals, many of whom underwent 
transitions of care between service lines. The purpose of this white paper is to highlight our multidisciplinary 
approach to meeting TJC’s recommendations and demonstrate our commitment to enhancing patient 
safety by assuring comprehensive, standardized communication between service line providers at each 
transition of care. 
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Service Line Approach 
Perioperative and Critical Care Medicine 
Nearly 30 years ago, Dr. Jeffrey Cooper prophetically questioned the potential risk to patients when 
anesthesiologists and/or anesthetists transition care from one provider to another. He proposed that “a 
defined protocol at every relief exchange may be a good way to reduce mistakes.”11 In the United States, 
nearly 40 million patients undergo surgery annually and are subsequently transferred to a recovery room 
or an intensive care unit. These transitions of care have recently been characterized as “unstructured,”12 
and given that post-surgical patients are often in compromised states, risk is thus enhanced. Recently, one 
large retrospective analysis of 138,932 surgical patients concluded that “intraoperative anesthesia care 
transitions are strongly associated with worse outcomes.”13 Additionally, according to the American Society 
of Anesthesiology (ASA), a TJC audit of operative and postoperative complications occurring between 2004 
and 2012 implicated poor communication in 54% of these events.14 
 
In 2017, roughly 2.5 million inpatient and outpatient anesthetics were delivered by Envision Physician 
Services anesthesia providers. Considering that patients transition into and out of operating rooms, our 
contribution to the total number of patient transitions is, at a minimum, 5 million. If we consider the number 
of intraoperative provider-to-provider transitions, this number escalates dramatically. In an effort to structure 
all transitions of care within the perioperative space, Envision Physician Services Anesthesiology Services 
has introduced a standard perioperative patient transition-of-care hand-off tool, which is in line with 
recommendations from TJC, ASA and the Anesthesia Patient Safety Foundation,4,15 and which satisfies 
the National Quality Forum’s post-anesthesia transfer-of-care quality measure #42716 (Appendix 1, 2). 
 
Women’s and Children’s 
Envision Physician Services Women’s and Children’s Services consists of multiple medical specialties, 
including office-based obstetrics and gynecology; hospital-based obstetrics and gynecology (OBGYN 
hospitalist medicine); perinatology (high-risk obstetrics); pediatric hospitalist medicine; pediatric intensive 
care; neonatology; universal newborn hearing screening; and pediatric ophthalmology. Together, these 
specialties add up to an estimated 600,000 patient encounters per year. Our providers face many of the 
same obstacles to adequate hand-offs, including, but not limited to frequent interruptions, noisy 
environments, inconsistent hand-off communication methods (verbal vs. written vs. electronic), fatigue, 
language barriers and cultural and team obstacles.  
  
Envision Physician Services Women’s and Children’s Services is committed to investigating and adopting 
tools and processes that will improve patient hand-offs. As suggested above, ineffective organization of the 
information by the sender and lack of attention by the receiver are two significant barriers to the effective 
transfer of vital information.17 There are tools available to providers to improve this process. One 
standardized form of communication, the Situation-Background-Assessment-Recommendation18 
(Appendix 3) (also referred to as SBAR) technique, recently endorsed by the American College of 
Obstetricians and Gynecologists, should be considered. SBAR may include information that is verbal, 
written or both. Another tool is the TeamSTEPPS™ system developed by the Agency for Healthcare 
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Research and Quality and the United States Department of Defense. It is an evidence-based teamwork 
system to improve communication and teamwork skills among healthcare providers and is available to the 
public online.19 Adopting electronic health records should also be considered, as they can potentially 
improve hand-offs and reduce errors by removing some of the human elements such as poor penmanship 
and inconsistencies when duplicating information. 
 
Radiology 
A critical component of diagnostic imaging is timely, effective communication between the radiologist and 
the provider who ordered the imaging study. Providing service to almost 26 million patient across 48 states, 
Envision Physician Services Radiology Services acknowledges the opportunity to set guidelines for 
structured, enhanced communication between providers and is dedicated to the implementation of hand-
off tools that are in line with guidelines published in 2014 by the American College of Radiology.  
 
The American College of Radiology categorizes these guidelines into three categories:  

1. Promote optimal patient care and support the ordering physician/healthcare  
provider in this endeavor. 

2. Be tailored to satisfy the need for timeliness. 
3. Minimize the risk of communication errors.  

 
With the reach of nearly 900 radiologists providing a full spectrum of subspecialist services (Appendix 4), 
the Radiology Quality Committee Council (QC-C) has chosen to publish Nonstandard Communication 
(NSC) guidelines as the best approach to communication and handoff. Published guidelines to determine 
the most appropriate care will be disseminated to the practices to ensure that the highest level of care and 
satisfaction are delivered. Envision Physician Services guidelines are to follow facility policies and shall 
serve as a reference for critical and actionable findings and Nonstandard Communication.  
 
Upon identification of either critical or actionable Category 1 findings (Appendix 5), as defined by the 
American College of Radiology, the timely reporting of these findings by the interpreting physician is 
paramount to ensuring optimal patient care.20,21 The specific form of communication may vary based on the 
clinical setting and/or local infrastructure. However, for the aforementioned Category 1 findings, the outlined 
approach is expected. 
 
Hospital Medicine 
In 2017 Envision Physician Services Hospital Medicine Services, with approximately 1700 physicians and 
mid-level practitioners, cared for over 3.3 million patients within 224 facilities. As a specialty, hospital 
medicine (HM) practices require several different types of hand-offs, generally driven by the varied 
configuration of staffing models. The majority of Envision Physician Services hospitalist models are staffed 
as “7-on, 7-off” — that is, the staff of the entire service line turns over weekly, requiring change of service 
handoffs. Additionally, daily bi-directional handoffs between daytime and nighttime hospitalists, as well as 
between admitters and rounders, occur and are referred to here as routine HM-to-HM handoffs. 
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Most HM patients are admitted from the emergency department (E.D.-to-HM hand-offs), and when patients 
are transferred to higher or lower levels of service or are discharged, hand-offs must occur between ICU 
staff and HM or from HM to the primary care provider. These hand-offs are referred to as cross-disciplinary 
or intradisciplinary.  
 
Hand-offs during hospitalization represent critical transition points in patient care.22  To this point, our 
service line is dedicated to the design and implementation of standard provider-to-provider hand-offs, which 
are known to improve patient safety during care transitions23, 24, 25 (Appendix 6). 
 
Emergency Medicine 
Envision Physician Services handles approximately 15.9 million emergency department (E.D.) visits per 
year. Many of our E.D. visits involve a partial or complete turnover of patient care and follow-up to another 
healthcare provider or service. Each of these hand-offs is part of a structured conversation and nested sets 
of processes, sometimes reliably hard-wired, sometimes loose and ad hoc. As previously stated, transfer 
of care is a labor-intensive process with the associated risk of missing or misunderstanding critical 
information and compromising patient safety. Various contributing factors conspire to hinder effective and 
safe handoffs. These factors can be broken down into four key elements: patient, provider, time and 
environment. We believe that the environment in which the hand-off process occurs is the most important 
element.  
 
Emergency physicians (EPs) are interrupted 30.7 times in every 180-minute patient care cycle and 
experience 20.7 breaks in task per cycle. EPs are interrupted 9.7 times per hour while office-based 
physicians are interrupted 3.9 times per hour.25 Physicians spend two-thirds of their time managing multiple 
patients (three or more), while office-based physicians spend less than one minute per hour managing 
multiple patients.26 
 
Some of these interruptions are culturally driven by workplaces. On May 14, 2010, CNN reported the results 
of a study that showed that “interruptions in the emergency room may exact an unhealthy toll on patient 
care. The researchers, from the University of Sydney and the University of New South Wales, found that 
interruptions led emergency department doctors to spend less time on the tasks they were working on and, 
in nearly a fifth of cases, to give up on the task altogether.”27  
 
Many E.D. staff members have difficulty remembering a time when they could finish a hand-off without 
interruptions either from a nurse, patient, colleague or phone call. The effect of these frequent interruptions 
can also be aggravated by the state of the departing personnel. With long hours, high stress and fast-paced 
environments, caregivers become physically and mentally weary at the end of their shifts, which may cause 
them to omit important information. Compounding this situation is noise. The ability to communicate clear 
messages can be greatly affected by loud or distracting backgrounds, which is one of the inherent qualities 
of many E.D.s. With these considerations in mind, Envision Physician Services is defining, designing and 
implementing standard processes that assure clear, concise patient hand-offs within environments that are 
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conducive to the transfer of information between E.M. providers and to other service line providers 
(Appendix 7,8). 
 
Summary 
Envision Physician Services providers are dedicated to providing a safe healthcare environment for our 
patients. By improving both the processes for communication between clinicians and the transfer of 
information among members of the entire healthcare team, the quality of patient care will be improved. 
Awareness of the importance of effective communication and implementation of effective communication 
processes, especially as it relates to critical information transfer during transitions of patient care, will help 
decrease errors that result in adverse events and provide a safe patient environment. 
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Appendix 1: Envision Physician Services Perioperative Handoff Checklist 
 

Transition and action 

n OR to PACU/ICU 
n Immediate actions that are pending (i.e. blood transfusion, drips, pending consults, etc.) 

 

Evaluation and significant history 

n Allergies 
n Medical co-morbidities and status (PM/AICD) 
n Recent acid-base analysis 
n Assessment of the adequacy of oxygenation and ventilation 
n Review of the most current laboratory values 
n Intravenous and arterial access 
n Airway management plan 
n Code Status 
n Pertinent family history 

 

Medications 

n Drips and medications that have been administered and are currently being administered 
n Sedation, analgesia and PONV plans 

 

Procedure and condition 

n Diagnosis and procedure 
n Condition (hemodynamically stable, acidotic, coagulopathies, intraop labs, etc.) 
n Surgical pathology and performed procedures 
n Hemodynamic status and stability 

 

Overall plan 

n Special recovery orders/ Disposition (ICU, Tele, Floor) 
n Post-op pain management plan, include dosing and effect 
n Post-op orders related to our care/anesthetic plan 
n Other CONCERNS 
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Appendix 2: Inter-professional clinical handover in post-anesthetic care units: 
tools to improve quality and safety.		
	

 
 
Redley B, Bucknall T, Evans S, Botti M. Inter-professional clinical handover in post-anaesthetic care units: tools to improve quality 
and safety. International Journal for Quality in Healthcare. 2016;28(5):573-9. DOI: 10.1093/intqhc/mzw073. 
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Appendix 3: Situation-Background-Assessment-Recommendations Template 
 

S 
Situation 

 
What are you calling about?  

n What is the situation you are calling about? 
n Identify self, unit, patient, room number.  
n Briefly state the problem, what is it, when it happened or started,  

and how severe. 

B 
Background 

 
Pertinent background information related to the situation 
could include the following:  

n The admitting diagnosis and date of admission 
n List of current medications, allergies, IV fluids, and labs 
n Most recent vital signs 
n Lab results: provide the date and time test was done and results of 

previous tests for comparison 
n Other clinical information 
n Code status  

A 
Assessment 

 

What is the reporter's assessment of the situation?   

R 
Recommendation 

 
What is the reporter’s recommendation or what does 
he/she want?  
Examples:  

n Notification that patient has been admitted 
n Patient needs to be seen now 
n Order change 

 
Institute for Healthcare Improvement ∙ ihi.org 
 
This SBAR tool was developed by Kaiser Permanente. Please feel free to use and reproduce these materials in the spirit of patient 
safety, and please retain this footer in the spirit of appropriate recognition. 
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Appendix 4: Radiology Subspecialties Provided 
 

 
1. Abdominal imaging 

2. Breast imaging (mammography)  

3. Cardiac imaging 

4. Computed tomography (CT)  

5. Emergency 

6. General diagnostic radiology  

7. Interventional and vascular radiology 

8. Magnetic resonance imaging (MRI) 

9. Musculoskeletal imaging 

10. Neurointerventional radiology 

11. Neuroradiology 

12. Nuclear medicine 

13. Pediatric imaging 

14. Positron emission tomography/computed tomography 

15. Thoracic imaging 

16. Ultrasound/sonography 

17. Women’s imaging 
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Appendix 5: ACR Category 1 Findings to be Communicated within Minutes 
 

GENERAL 

 
n Suspected nonaccidental trauma 
n Malpositioned line or tube of immediate clinical concern (e.g., ET tube or enteric tube  

in bronchus) 
n Allergic reaction or other adverse event resulting in a code 
n Foreign body with potential immediate and/or severe consequences 
n Any finding that the interpreting radiologist determines requires immediate physician 

notification 

NEUROLOGIC\HAND 
AND NECK 

 
n Intracranial or spinal hemorrhage (parenchymal, subarachnoid, subdural, epidural)  
n Nonhemorrhagic stroke or suspected stroke, thrombolytic candidate 
n Intracranial mass with significant mass effect (midline shift/herniation/hydrocephalus) 
n Brain herniation 
n Symptomatic hydrocephalus (malfunctioning shunt or new diagnosis of any cause) 
n Depressed skull fracture 
n Post-traumatic pneumocephalus 
n Arterial dissection 
n Brain death (nuclear study or other) 
n Severe spinal cord compression of any cause 
n Unstable spine fracture 
n Cord hemorrhage or infarct  
n Airway obstruction or impending obstruction (epiglottis, retropharyngeal abscess, 

tonsillitis, facial fracture, other) 

GI 
 

 
n Unexplained pneumoperitoneum 
n Closed loop intestinal obstruction 
n Intestinal ischemia and/or portal/mesenteric venous gas 
n Pseudoaneurysm or active hemorrhage (post-trauma, GI bleed, other) 
n High-grade intra-abdominal organ injury (liver, spleen, pancreas, other) and/or bowel 

injury post-trauma, acute intervention likely 

GU/OB 

 
n Testicular torsion 
n Ovarian torsion 
n Ectopic pregnancy (high likelihood) 
n Placental abruption 
n Uterine rupture 
n High-grade kidney injury and/or ureteral or bladder injury post-trauma, acute  

intervention likely 
n Absent perfusion post-op kidney 

MSK 
 
n Nonspinal fracture and/or dislocation with risk of vascular compromise 
n Necrotizing fasciitis 

CHEST 

 
n Tension pneumothorax 
n Pulmonary embolus (CT or high probability V/Q scan), hemodynamically unstable, 

central embolus, and/or extensive emboli 
n Lung lesion with high possibility of being active TB 
n Superior vena cava occlusion (including SVC syndrome) 
n Large pericardial effusion and/or suspected tamponade of any cause 
n Active post-traumatic hemorrhage 
n Tracheal obstruction or impending obstruction 

CARDIAC/VASCULAR 

 
n Ruptured/leaking arterial aneurysm (thoracic or abdominal aortic or other) 
n Limb-threatening arterial or venous occlusion or high-grade stenosis 
n Arterial dissection or intramural hematoma (aortic, other) 
n Acute myocardial infarction 
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Appendix 6: Routine Hospital Medicine Handoff 
 
Patient Handoff Tool (SAMPLE) 
 

 
 
 
 
 



	
	

	

16 
	

The Envision Healthcare Center for Quality and Patient Safety 
AHRQ Certified Patient Safety Organization 

This is CONFIDENTIAL PATIENT SAFETY WORK PRODUCT and is protected from disclosure pursuant to applicable Federal 
statutes. Unauthorized disclosure or duplication is absolutely prohibited. 

PATIENT SAFETY WORK PRODUCT 
	

Appendix 7: Questcare iHELPRR© Handoff Tool 
 
Background  
- An estimated 80% of serious medical errors involve miscommunication between caregivers when 

patients are transferred or “handed-off” between providers.  
- Communication errors during hand-offs were the leading cause of sentinel events reported to the 

Joint Commission between 1995 and 2006. 
- Communication errors are responsible for a majority of the root cause factors leading to medical 

malpractice claims in the US.  
- Poor communication during hand-offs may lead to inefficiency, increased costs, treatment delays, 

increased hospital length of stay, and patient morbidity and mortality.   
- Standardized communication models are known to reduce medical errors by as much as 40% and 

improve both patient and provider satisfaction.   
- Other industry examples (e.g., aviation) support the use of standardized checklists to reduce errors. 

 
Goals  
- Create a standardized communication model for handoffs between Questcare providers, utilizing an 

easy to remember mnemonic and visual checklist.   
- Improve accuracy and efficiency of information transfer between providers. 
- Reduce medical errors associated with hand-offs.  

 
Recommendations  
- The iHELPRR checklist should be used to facilitate a standardized flow of medical information 

between providers when transferring patients between EDs and for end of shift hand-offs.   
- The iHELPRR tool should be used between ED providers, admissions to Questcare Hospitalists and 

Intensivists, and transfer of care between these service lines. 
- When using the iHELPRR tool to facilitate hand-offs, please utilize each of the following components: 

 
• i (Identifier) – Describe “who” the patient is, using, name, age, gender, MRN, bed number, etc.     
• H (History) – Describe “what” the patient presents with, where they came from, and pertinent 

information such as last dialysis date and code status 
• E (Exam) – Discuss pertinent vital signs, exam positives and negatives. 
• L (Labs / Imaging) – Describe pertinent lab and/or radiographic findings and any pending 

studies which require follow up. 
• P (Plan) – Describe the anticipated disposition (obs vs. admit) and any specialist consultations 

required or pending. Include the planned bed type (e.g., floor, PCU, ICU, etc.), any medications 
given in the ED such as antibiotics or other drips.  Inform them if you used a specific Bridge 
Order set-this can impact Core Measures. 

• R (Red Flag) – Describe any critical information which cannot be missed by the provider 
assuming care. This includes the patient’s PCP and any family contact specifics that are known. 
This may also include lab or vital sign abnormalities, procedures needed or already performed 
and other immediate action items upon receiving the patient. 

• R (Reflect) – The receiving physician should confirm all pertinent information conveyed in the 
iHELPRR format to verify that he or she understands the communication and required next 
steps. Questions should be encouraged to facilitate transfer or information. 
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Appendix 7: Questcare iHELPRR© Handoff Tool (continued) 
 
Identifier 
Name, Age, Gender 
 
History 
Chief Complaint, Pertinent HPI 
 
Exam 
Vital Signs, Focused PE 
 
Labs / Imaging 
Results, Pending Results 
 
Plan 
Disposition, Unit, Meds, Order set 
 
Red Flag 
PCP/Consultants, Critical Info 
 
Reflect 
Confirm Plan, Verify Information 
 
copyright © 2017 Questcare 
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Appendix 8: Safer Sign Out 
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Appendix 9: Status of Handoff Processes Across Envision Physician Services 
 
Envision PSO completed a survey in August 2018 to assess the current state of handoffs across EVPS. 
251 responses were received (response rate of 33%). The survey noted the following: 
 
• 67% of respondents currently have a handoff process in place 
• 74% of provider handoffs occur face to face 
• 64% had consistent content and processes 

 
Considering Envision Physician Services touches more than 38 million patients each year, these numbers 
may indicate that 12.5 million patients have no handoff; and of the handoffs occurring, 11 million are rated 
as poor, adequate or good. Tables 1 & 2 (below) identify characteristics of the current handoff processes. 
 
 
 
 
 

Table 1 

Table 2 


