Standardizing Handoff Communication on the Medical Surgical Units
The Problem
The Nursing Reengineering Committee examined how to facilitate more time at the
bedside for nurses. Using LEAN principles, the group examined the daily workflow of
the nurse. Consensus of the group was that change of shift handoff was inefficient
and thus time consuming. Through a survey of the General Medical Surgical units at
BIDMC, the Nursing Reengineering Committee identified wide variances in the
change of shift handoff process. Through case review, the group identified patient
safety issues related to the handoff. The Joint Commission Safety Goal 2E requires
that a standardized approach to handoff communications, including the opportunity to
ask and respond to questions, be implemented whenever there is a transfer of a
patient’s care between providers.

The Results/Progress to Date
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Specify and standardize the handoff data set to be communicated
Improve patient safety and satisfaction
Improve staff safety in communicating appropriate information through the
redesigned handoff process
Facilitate efficient nursing workflow to increase nursing presence at the
bedside

The Team
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The Nursing Reengineering Committee: Co-Chairs - Jane Foley, RN
and Denise Corbett-Carbonneau, RN
Standardized Report Workgroup: Denise Corbett-Carbonneau RN,
Kerry Carnevale RN, Suzanne Burger RN, Suzanne Swedeen RN,
Lauren Connolly RN, and Nan Zullo I.S.

The Interventions
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Standardized Report Workgroup members redesigned electronic Kardex
with the Information Systems Department and a minimum data set of
information to be included in handoff was developed
Nursing Practice Council Review of handoff policy
Nursing Reengineering Committee reviewed and approved proposed
change of shift handoff plan
Nursing education plan was developed and implemented through the
Shared Governance Councils, Professional Development Group and the
Nurse Manager Council
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Lessons Learned
1.

2.
3.

Complications of a non-standardized handoff structure were contributing to
patient safety issues and the wide variances in the handoff process throughout
the medical center were previously under recognized.
Involving frontline staff helps identify pertinent issues and appropriate
interventions.
Including staff who may be resistant to change in the improvement process
leads to new ideas and innovative redesign.

Next Steps
1.
2.
3.

Implementation of standardized change of shift handoff on February 2, 2009
Change will require intensive monitoring for compliance by the Professional
Development and Nurse Manager Groups
Reevaluation of the process for improvement or need for redesign will include
feedback from frontline staff

For More Information Contact
Kerry Carnevale, RN, MS Clinical Nurse Specialist
kcarneva@bidmc.harvard.edu

