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Background 

u  Post surgical handoffs to Intensive Care Unit (ICU) are high risk 

u  Providers of different disciplines communicating with each other 

u  Incapacitated patients 

u  Preventable harm caused to patient from loss of information 

u  What’s in the literature? 

u  Handoff standardizations of pediatric cardiac ICUs 



Goals 

u  See what is going on during handoffs right now in two Philadelphia 
hospitals 

u  Develop and introduce a tool which will be used to make handoffs 
the most efficient and effective as possible for a diverse surgical 
population 

u  Improve patient safety and care 



Project Overview 



Phase 1 
 
Current Handoff Assessment 



Sample Size 

u  Thematic saturation is the point at which additional observations 
add little or no additional information about the phenomenon of 
interest. 

u  In ethnographic studies, thematic saturation is typically observed 
after 12-15 observations. 

u  12-15 handoffs during day and night   

u  12-15 handoffs of expected/planned and unplanned/unexpected   

u  Spread evenly between Hospital of the University of Pennsylvania and 
Presbyterian 



Mixed-Methods Observations 

u  Quantitative 

u  Topics discussed (i.e. past medical history, airway, circulation, surgical 
complications, etc.) 

u  Duration of handoff 

u  Number of people in the room 

u  Quality of receiving provider (i.e. eye contact, asking questions, taking 
notes, etc.) 

u  Audio Recording 

u  Inter-rater reliability 







Chart Reviews 
 

u  Abstraction of the pre-, intra-, and postoperative records of each 
patient whose handoff is observed to enable the research team to 
determine the accuracy of:  

u  Past medical history  

u  Allergies 

u  Airway management  

u  Medication infusions  

u  Intraoperative fluid balance  



Mixed Methods Observations 

u  Qualitative 

u  Communication skills between providers 

u  Quality of Teamwork 

u  Quality of Professionalism 

u  Notebook 

u  Detailed field notes of observation 

u  Open ended questions 

u  Coded and analyzed 





Clinician Survey 

u  All clinicians who participate in OR-to-ICU handoffs were invited to 
take a survey asking about current handoff practices.  

u  700 invited 

u  n = 126 

u  Physician (Attending, Fellow, Resident) (76, 60.3%),  

u  Nurse (CNA, RN) (35, 27.8%),  

u  Advanced practitioner (CRNA, NP, PA) (15, 11.9%) 



 
 
 
Preliminary Results 



“I am happy with the current way that handoffs are 
conducted” 

# of people 

n = 126 



“During handoff I forget to mention something 
important” 

# of people 

n = 123 



“I have to find other clinicians for information that 
should have been transmitted in a handoff” 
 

# of people 

n = 81 



 
 
 
Moving Forward 



Hypotheses 

u  Implementation hypothesis (Stage 2): Clinician acceptance of a 
new standardized OR to ICU handoff process will be high as 
assessed by qualitative data. 

u  Intervention hypothesis (Stage 3): After implementing a standard 
handoff process, the number of information omissions per handoff 
will decrease by 50%. 



Focus Groups and Interviews 
u  Ten focus groups will be held in total; these will be evenly split 

between the needs assessment and evaluation phases. The focus 
groups will be split up as nurses and residents.  

u  Led by a trained moderator from the Mixed Methods Research 
Laboratory at the University of Pennsylvania.   

u  Will discuss handoff situation and standardization while a team member 
takes notes.   

u  Audio recorded and professionally transcribed. 

u  Nurse practitioners and physician assistants in the study ICUs will be 
individually interviewed by Dr. Meghan Lane-Fall (relatively few and 
difficult to get together) 



Event Report Review 

u  With permission from hospital administration, the voluntary event 
reports of each ICU will be reviewed on a weekly basis to determine 
whether any reported adverse events were attributed to handoffs. 

u  Length of stay 

u  Mortality 



What I’ve Learned 

u  Importance of quality communication and teamwork in a clinical 
environment 

u  Many hours in an intensive care environment 

u  Observation skills 

u  Dire need for quality improvement research 
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