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Objectives of this Talk 

➢ Reveal why transitions in care are crucial 

➢ Understand the importance of handovers 

➢ Apply best practice to your inpatient handoffs

➢ Apply best practice for your discharge processes



Defining Patient Handovers

1. Transitions of Care

o Change in patient location, or provider, or both

o ED, ICU, discharge, shift change, service change

2. Handovers or Handoff

o The exchange of information and transfer of 

responsibility that occurs during a transition of care

Arora AM, Manjarrez E, Dressler DD, et al.  J Hosp Med 2009 



A History of Handoffs

Joint Commission

1996

JC instituted the 
sentinel event 

reporting policy 

2006

National Patient 
Safety Goal 

(NPSG) 
implemented

2010

NPSG became a 
requirement for 
accreditation

2011

ACGME 
mandates 
residency 

competency in 
handover 

communications



Most Frequently Identified Root Causes of 

Sentinel Events Reviewed by the Joint 

Commission (2011-2015)

# of Events with Root Cause
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. . . and Communication Remains an Issue

1,744 deaths 

and $1.7 

billion in 

malpractice 

costs over 5 

years. 



What the Patient Experiences

Vidyarthi et al.  JHM. 2006
Philibert I. QualSaf Health Care.  2009

15 

transitions in 

5 days

3 different 

physicians in 

1st 24 hrs

https://theosophical.wordpress.com



23% reduction in medical-error rate

30% reduction in rate of 

preventable adverse events





Handoffs We Will Review

•End of Shift

•Service Change

•Discharge

Types of 
Handoffs 
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A Case 

➢ Dr. M is an inpatient internist with a patient census 

of 15 patients today. She is updating her sign out 

for the night-time physician: her patients are stable 

but there is a patient w/ a presumed LGIB with a 

follow up CBC to check. 

What information should be included in the sign out 

and how should it be relayed?



Components of a Strong Verbal 

Handover

1. Structured 

Communication

▪ Both users know what 

to expect

2. Dialogue not 

Monologue

3. Close the Loop

Chu et al., JHM 2010; 5: 344-348.



Effectiveness of written hospitalist sign-outs in answering overnight inquiries.

Fogerty RL1, Schoenfeld A, Salim Al-Damluji M, Horwitz LI. J Hosp Med. 2013 Nov;8(11):609-14

• 124 inquiries for 96 

patients 

• Sign out referenced for 

89 inquiries (74%)

• Sufficient to respond to 

27 (30%)

• Primary team did not 

predict 102 (86%) of 

inquiries

https://www-ncbi-nlm-nih-gov.proxy.library.emory.edu/pubmed/?term=Effectiveness+of+written+hospitalist+sign-outs+in+answering+overnight+inquiries.


Face to face or at 

least 

some verbal 

exchange should 

take place

Critical 

information should 

be relayed 

electronically and 

verbally 

Standardized 

tools should be 

employed



What information should be included in the 

sign out and how should it be relayed?

➢ Ms. C is my sickest patient…

➢ She was admitted w/ a LGIB, she is actively bleeding 
but hemodynamically stable…

➢ She is being transfused the 2nd unit of PRBCs

➢ A follow up H/H has been ordered for 9 pm

➢ If her hb<7, please transfuse an additional unit and 
repeat the CBC

➢ If she becomes HD unstable, call the ICU for transfer-
both the ICU and GI services are aware. 

➢ Questions?

Illness Severity/Sickest 

First

Action list  

Situation 

Awareness/Anticipatory 

Guidance 

Patient Summary/Active 

Issues

Synthesis by Receiver
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A service sign out case  

➢ Dr. M has finished her service days and is now signing out to 
the oncoming physician. There are 14 patients listed, all of 
them are stable. She updates her sign out for her colleague 
and leaves for the day. 

➢ What information should be included in the sign out and 
how should it be relayed?



Service Change Handovers:

SHM Guidelines

➢ Decide on a plan

➢ Educate people on that plan 

➢ Prioritize anticipatory guidance during verbal 

communication

➢ Technology or template should be available for 

accessing patient data, should be in a centralized 

location

➢ To-do list is highlighted for the oncoming hospitalist  

Society of Hospital Medicine

Hospitalist Handoffs: A Systematic Review and Task Force Recommendations



Warm Handoffs 

➢ NYU, 99 PGY 2/3 residents trained on warm 

handoffs, 60 responded 

▪ 85% perceived warm handoffs to be safer than 

written/verbal

▪ 87% improved knowledge and comfort on day 1

▪ 75% spent an extra hour or more 

▪ 88% worthwhile – 90% perform warm handoffs some 

of the time compared to 5% pre- intervention

J Gen Intern Med. 2018 Jan;33(1):116-119. 14.

https://www-ncbi-nlm-nih-gov.proxy.library.emory.edu/pubmed/?term=warm+handoffs:+a+novel+strategy+to+improve+end+of+rotation+care+transitions


67% of the scheduled BHOs 

were performed

52% of participants would not

or were unsure they would continue

Healthc (Amst). 2018 Jun;6(2):117-121.

https://www-ncbi-nlm-nih-gov.proxy.library.emory.edu/pubmed/?term=assessing+the+implementation+of+a+bedside+service+handoff+on+an+academic+hospitalist+service


What about the patients?



Wray, et al. A qualitative analysis of patients' experience with hospitalist service 

handovers. J Hosp Med. 2016 Oct;11(10):675-681

Patient 
experience

Physician-
Patient 

Communication

Hospitalist –
Specialist 

Communication 

Bedside 
Manner 

New 

opportunities 
Indifference 

Transparency

https://www-ncbi-nlm-nih-gov.proxy.library.emory.edu/pubmed/?term=A+qualitative+analysis+of+patients'+experience+with+hospitalist+service+handovers


Service Change Handovers

Formal 
introduction 

Sit down with 
the patient 

Clarify team 
member 

roles

Communicate 
with 

subspecialists 



A Case 

➢ Dr. M has finished her service days and is now signing out to 
the oncoming physician. There are 14 patients listed, all of 
them are stable. She updates her sign out for her colleague 
and leaves for the day. 

➢ What information should be included in the sign out and 
how should it be relayed?

➢ Everything that is included in shift change handoff in 
addition to the patients’ concerns. 



Handoffs We Will Review

•End of Shift
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A case  

➢ Mr. S is a 79 yo M w/ hx of mildly elevated PSA and 
HTN who was admitted to the hospital for fatigue and 
decreased appetite. He was diagnosed w/a UTI, & his 
PSA was >100. Urology recommended outpatient 
follow up for possible prostate biopsy after his UTI 
treatment was complete. He was discharged w/ 
outpatient PCP and Urology appointments. He returned 
to the ER a week later asking about his prostate cancer 
workup.

➢ What information should have been given to the patient 
and how should it have been relayed? Could his ER visit 
have been prevented? 



J Gen Intern Med. 2016 Dec; 31(12): 1490–

1495. 



J Grad Med Educ. 2017 Apr; 9(2): 184–189. 



The Impact of Readmissions 

Innovation.cms.gov

1/5 
Medicare 

pts 
readmitted 

w/in 30 
days

Over 
$26 

billion 
per year

2.6 
million 
seniors 





Discharge Handovers

 Medication 

Reconciliation

 Patient/Family 

Education 

 Interdisciplinary team

 Follow Up 

http://www.creativeblueprintmarketing.com/ma

rketing-packages/



Medication Reconciliation 

19% of patients 
experience 

adverse events 
post discharge

30% are 
preventable

66% related to 
adverse drug 

events

Adapted, with permission, from Fernandes OA. Medication 

reconciliation. Pharmacy Practice. 2009;25:26.



Joint Commission journal on quality and patient safety. , 2013, Vol.39(8), p.371-382 



Patient/Family Education 

 Reinhard and 

colleagues revealed 

 40% of caregivers 

perform 

medical/nursing tasks

 78% of caregivers 

manage meds

 58% of caregivers 

serve as care 

coordinators 

 Care Transitions 

Intervention (CTI)

 4-week program that 

reduces readmissions, 

offers costs savings

 Coach visits in the 

hospital

 One home visit

 At least 3 phone calls 

J Healthc Qual. 2015 Jan-Feb;37(1):2-11. 



What should be communicated? 

 Discharge diagnosis

 Red Flags/warning 

signs

 Medication changes

 Follow Up 

appointments

 Identify needed home 

support



Follow Up

 Availability of 
discharge summary at 
1st visit low (12-34%), 
which affects quality 
of care in 25% of 
cases

 CHF f/u should occur 
w/in 7 days

 All other patients 
within 14 days unless 
they have complicated 
comorbidities  

Ibironke et al., JAMA Intern Med, 2013;173 (8): 624-629

Kripalani et al., JAMA, 2007, 297(8): 831-841



JAMA Intern Med. 2018;178(9):1165-1171. 



Recap!

➢ Handoffs are important and affect patient care

➢ Choose a standard sign out method w/ both verbal 

and written components

➢ Update clinical status, to do lists and anticipatory 

guidance daily

➢ During Service change think about the patient’s 

experience 

➢ Remember the discharge bundle 



Resources 

➢ Joint Commission Website

➢ Agency for Healthcare Research and Quality 

(ahrq.gov)

➢ Project Red 

➢ Caretransitions.org

➢ CMS.org 

➢ Project Boost


