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BACKGROUND

* The transition of hospitalized patients from the intensive care
unit (ICU) to the inpatient ward is a high-risk period due to:

* Medical complexity
* Reduced monitoring
* Diagnostic uncertainty.

* Miscommunication during clinical handoft increases the

likelihood of:

e Medical errors
e Adverse events

* Cognitive errors (e.g. anchoring bias, premature
closure)!

* Standardized handoftf processes are known to reduce medical

errors and adverse outcomes.?

* A standardized approach to the ICU-ward handoff remains

understudied, leaving the transition vulnerable to non-standard
3

and suboptimal practice.

METHODS

1. ICU-PAUSE created using Human-Centered Design methods.*

2. Implemented at academic institutions with the help of faculty
champions

3. Pre- and post-implementation interviews and surveys of
providers to assess: perceptions of the tool and its impact on

the frequency of communication errors and adverse events

during ICU-ward transters

4. Retrospective chart review after a 90-day implementation

period to evaluate uptake of ICU-PAUSE

ICU-PAUSE is an electronic ICU-to-ward
transter tool that explicitly embeds a
diagnostic pause at the time of transfer

ICU to Ward Transfer Summary: ICU-PAUSE Tool
| ICU Admission Reason & Brief ICU Course: ***

C Code Status/DPOA Info/Goals of Care/ACP Note
{ACP Documentation:31370}

U Uncertainty Measure/Diagnostic Pause:

Working diagnosis at the time of transfer ***, though ddx includes ***
Select from the following:

1: High degree of certainty about the clinical diagnosis.

2. Some uncertainty about the clinical diagnosis.

3. Marked uncertainty about the clinical diagnosis.

P Pending Tests at the Time of Transfer

* k%

What 1s a diagnostic
A Active consultants, including Rehab:
'] Subspecialty Consultants: *** Pause?
| PT
] OT
] SLP
] Wound Care

A moment in the
handoftf to
acknowledge and
discuss diagnostic
uncertainty

U Unprescribing & Pertinent High-Risk Medications
Changes to home meds: ***
Anticoagulation; ***

'] VTE Prophylaxis - *** dose

] None - reason:

'] Therapeutic anticoagulation - ***

'] Antibiotics: ™**

] N/A - no current planned antimicrobials

'] *** indication *** start date *** planned duration ***

S Summary of Major Problems and To-Dos:
#***

#***
To-do list prior to transfer:

[] *k*k
[] *k*k

E Exam at the time of transfer, including Lines/Drains/Airways & Data Review:***
[ ] Difficult airway?
[ ] Lines/drains assessed for removal?
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RESULTS

As of March 2023:

R
1.

- 7 academic institutions implemented ICU-PAUSE
- 1 academic institution had an unsuccesstul implementation
- 9 academic institutions plan to implement ICU-PAUSE
- 4 academic institutions deferred ICU-PAUSE

implementation

DISCUSSION

* The ICU-PAUSE ofters a structured ICU-ward template to

synthesize key information, communicate clinical reasoning,

and prevent associated medical errors in the handott

process.”

* ICU-PAUSE explicitly embeds a diagnostic pause at
transition of care to:
* Allow acknowledgement and discussion of
diagnostic uncertainty
* Decrease the risk of communication errors
* Address implicit bias

* Prevent premature closure.
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