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. Communication has been cited as a leading factor in medical errors o For patient transfer from the ICU to the O.R., the ICU RN completes the form and reviews it with the O.R. circulating RN and anesthesiologist or CRNA at the o Effective communication and the utilization of handoff tools serve to
and adverse patient outcomes, especially during transitions of care. bedside before transport of the patient to the O.R. prevent safety events that may result in patient harm by preventing
. In the Fall of 2023, there were several incidents where critical e There is a two-step process when transferring care from the O.R. to the ICU: errors due to communication gaps of essential information.
information was not communicated during the handoff process. o First, a brief report, called from the circulating RN in the O.R. to the receiving ICU RN as the procedure is concluding in the O.R. This allows the ICU team to o Staff were overwhelmingly satisfied with the process and the quality
These occurred during the transition of care, either when bringing a prepare for patient arrival and transfer of care. of information communicated during the transition of care when the
patient from the Critical Care Unit to the operating room or returning o Second, a more detailed and complete report at the bedside in the ICU from the Anesthesia provider to the receiving ICU nurse, reviewing the operative tool and process were utilized.
the patient from the operating room to the Critical Care Unit. course, anesthetic management, and postoperative plan. o We plan to address compliance through education of the staff and
 When queried, a significant percentage of Anesthesia personnel, o The Anesthesia provider should complete the form intraop and review with the ICU receiving team. The form will remain with the patient so that subsequent sharing of data to support the importance of this handoff tool and
Critical Care nurses and physicians, and Post-Anesthesia Care Unit hand-offs and transfers of care have information about the operative course and postanesthesia plan. process during transitions of care.
o The process will be expanded to include transitions of care from the

nurses raised concerns over the variability of information and
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o A multidisciplinary task force was convened and developed a e e _ —— _ OR/6487 3#.~:text=Participate%20in%20hospital%20committees %2
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Care units. B — « Segall, N., Bonifacio, A. S., Schroeder, R. A., Barbeito, A., Rogers,

e The form is completed by the provider caring for the patient and D., Thornlow, D. K., Emery, J., Kellum, S., Wright, M. C., Mark, J. B.,
serves as a template for essential information that is communicated & Durham VA Patient Safety Center of Inquiry (2012). Can we make
to the accepting provider during the handoff process. POST-INTERVENTION RESULTS postoperative patient handovers safer? A systematic review of the

o Each unit was responsible for educating their respective staff about literature. Anesthesia and analgesia, 115(1), 102—115.
the form and the process. » Compliance with the use of the form was only 50%. https://doi.org/10.1213/ANE.0b013e318253af4b

« The use of the form was audited for compliance. o When the form was utilized, it served as a template for communicating essential information during the transition of care with fewer gaps in communication and . Shah AC, Oh DC, Xue AH, Lang JD, Nair BG. An electronic handoff

o Staff satisfaction with the process and information transfer was fewer perceived adverse events as a result of information gaps. tool to facilitate transfer of care from anesthesia to nursing in
measured. o Staff were overwhelmingly satisfied with the form and the process when it took place. intensive care units. Health Informatics Journal. 2019;25(1):3-16.

o Staff were encouraged to report noncompliance through our o Staff felt that the process enhanced communication and team building. doi-10.1177/1460458216681180
confidential One Link Incident Reporting system.
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