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ST. JOSEPH'S MEDICAL CENTER


BRAINERD, MINNESOTA


Patient Services
SUBJECT:
 Hand-Off Communication


THIS POLICY DELETES/REPLACES POLICY #761-012, 775-017, 785-008 – MARCH 1999.

POLICY

1. Patient information is communicated during patient transfers of care from one provider to another to assure continuity of patient care.  

2. The Hand Off Communication Worksheet will be used during the hand off of care discussion for all inpatient, or observation patient department transfers within the Medical Center.

3. The Hand Off Communication Worksheet will not be kept as a permanent part of the patient record, but will be removed from the patient chart at discharge.

PURPOSE

To provide consistent communication between staff (“hand-off”), including the opportunity to ask and respond to questions, when a patient leaves one department/unit to go to another, or when caregivers change.

DEFINITION

Hand off of care:  Interactive communication allowing the opportunity for questions between the giver and receiver of patient information.  This will include the accurate information about the patient’s care, treatment and services, current condition, and any recent or anticipated changes

SBAR – The SBAR (Situation-Background-Assessment-Recommendation) technique provides a framework for communication between members of the health care team about a patient's condition
BACKGROUND INFORMATION

The advantages of having a standardized format are:

· Clearer, more concise report will be used throughout the hospital.

· Prompts all staff on pertinent information to obtain during the report.

· Enhances the ability of nurses to take reports on patients other than their own that will enable transfer/transport of patients form other care areas of the hospital in a more timely fashion.

· Enhances patient safety by providing vital information at a glance to all staff members responsible for them throughout the day.

Enhances the ability of any staff member responsible for the patient to identify potential sources of problems that might arise while the patient is under their care.  

IMPLEMENTATION EXPECTATIONS
Interruptions during hand-offs should be limited to minimize the possibility that patient information would fail to be conveyed, misunderstood or forgotten.

Hand-off requires a systematic process for verification of the received information, including the opportunity to ask and have questions answered.

The receiver of the Hand-off has an opportunity to review relevant patient historical data, which may include previous care, treatment and services.  

Communication will occur between the staff providing care during the following activity:

1. Change of shift;

2. Coverage during staff breaks;

3. Initiation of new services such as OT, RT or PT;

4. Transfer of care from one physician to another;

5. Transfer between nursing units and patient care units;

6. Transfer to other hospital or care facility; and

7. Discharge to home or to home-based or community-based care.

PROCEDURE

I.
INPATIENT HAND-OFF 

A. The Hand-off communication worksheet will be used to facilitate communication of the hand off process between units.  

B. The kardex is the written communication tool used for shift change and to accompany the patient when having procedures in other departments (e.g. Radiology, Special Diagnostics, Endoscopy.

1. Every nurse is expected to use the hand off communication worksheet when giving report to the next caregiver.

2. Every nurse is expected to keep the patient kardex updated.

3. The kardex should be placed on the front pocket of the chart to accompany the patient wherever they are transported/transferred so that the caregivers in those areas can see at a glance what is happening with that patient. 

C. For coverage on staff breaks and prior to leaving the unit: the primary nurse reviews the current status of the patient with his/her buddy or the charge nurse.

D. For ongoing shift-to-shift handoff of care: the kardex tool is used as the communication tool for the handoff of care.  The kardex is kept updated with current patient information.  The charge nurse or the primary nurse will give report to the next shift of staff caring for the patient.   The new shift staff will be able to ask specific questions about the care of the patient with the previous caregivers.  

E. For patients transferred to and between nursing units, documentation of the patient condition on transfer will be placed on the medical record by the transferring and receiving unit caregivers.

II.
OUTPATIENT HAND-OFF

1.
The hand-off communication worksheet will be used to facilitate communication of the hand-off process between units.  Accepting unit completes and retains worksheet until patient is discharged from the hospital.

2.
For coverage of staff breaks, change of shift, and prior to leaving the unit; the primary nurse reviews the current status of the patient with the nurse accepting patient care in his/her absence or with the charge nurse.

The new shift staff will be able to ask specific questions about the care of the patient with the previous caregivers.

3.
For patients transferred to and between nursing units, documentation of the patient condition on transfer will be placed on the medical record by the transferring and receiving unit caregivers.

III.
USE OF THE HANDOFF OF CARE FORM (SEE APPENDIX A FOR FORM)

The form provides for a standardized exchange of verbal information.  

A. Familiarize yourself with the patient’s information before initiating the communication.

B. Identify yourself, your position, the patient’s name, room number, and primary physician.

C. Review chief complaint/diagnosis, any relevant history, assessment and any changes pertinent to the problems and/or the treatment/clinical course summary, such as:  

· Summary of current medical status- focus on significant symptoms or changes in the patient’s condition – for example - Vital signs, pain level, IV fluids, diet, activity, other assessments as applicable for the patient and unit.

· DNR or DNI status (if applicable)

· Recent critical test results (laboratory values/pertinent radiology tests) – if applicable
· Allergies

· Family concerns 

· Priority list of patient needs

· Upcoming tests or treatments

· Medication Reconciliation

· Medication needs

· Run Risk (Grace Unit)

· Suicide Precaution level (Grace Unit)

· 72-hour hold status (ED and Grace Unit)

D. R-Recommendations –Discuss what needs to be done, what the patient needs and when.

E. Conclude by giving the receiving staff person the opportunity to ask any questions or clarify information.  

IV.
TRANSFERRING CARE

A. Person-to-person contact is preferred when transferring care.  

B. When this is not possible, it is acceptable to provide this information via phone, allowing for appropriate feedback and opportunity to ask questions, between and among caregivers.

V.
FAMILY DIALOGUE

A. When possible and appropriate, include the patient and family in the dialogue at the time of the transfer.  

B. At a minimum, the transferring caregiver makes the patient/family aware of the hand-off and provides the name and the title of the person or agency that will be assuming responsibility for their continued care. 
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