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Background: Perioperative handoffs are an important aspect of ensuring the safe transition of care amongst critically ill
patients. Handoff failures are common and often occur in a chaotic and busy environment, which can result in the
transfer of incomplete or incorrect patient information. An association between poor quality handoffs and adverse
events has been demonstrated (1). After two sentinel events at our institution, which stemmed from incomplete
communication between anesthesia providers and the intensive care service, a multidisplinary team was assembled to
improve handoffs. 

Methods: A team of attendings and fellows from the pediatric and neonatal intensive care units (ICU) and
anesthesiology developed a tool to standardize pre and post procedure handoffs. The form (figure 1) prompts providers
to relay pertinent clinical data including airway issues, total fluids and sedatives/analgesics, intravascular access,
surgical/anesthetic details, critical intraoperative events and important laboratory data. The receiving team completes it.
After six months of use, a needs assessment survey was sent to various providers to obtain feedback and identify
barriers to effective handoffs. We are also following the use of the tool. 

Results: The first month of the project, usage of the tool in the pediatric intensive care unit was 60% of all cases
returning from the operating room with a peak of 76% three months after project initiation. As identified by the
survey, barriers to teams being present for face-to-face handoffs include lack of knowledge about patient arrival on the
unit, inability to leave bedside of more critical ICU patients, presence of ICU providers in a timely fashion, and overall
poor compliance of the handoff tool. 

Discussion: Though our project is in its infancy, we believe that the creation of a standardized handoff tool, optimizing
the information, and mandating its routine use will improve patient safety and lead to a decrease in adverse events
related to miscommunication. As evidenced by prior studies, we expect that the use of the tool will improve the quality
and reliability of the handoff process as well (2). Potential areas for improvement include improving the usage of the
tool to a goal of 100% involvement and overcoming the barriers identified by the survey. Future goals of development
include evaluating quality of handoffs, measuring patient outcomes, incorporating the handoff tool into the
computerized medical record, and expanding to include other disciplines and areas of the hospital (i.e. operating room
to general floor admissions). 
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