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Conclusions

Nursing handoffs involving
miscommunication contribute to patient

Survey Results continued safety events within the department of

surgery.
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Standardization cannot address all of the barriers
to nursing handoffs, but it can address issues
related to communication and inaccuracy. When

Foster, 2011). With this in mind, the Joint Commission as
well as the Institute of Medicine have established a
requirement for standardization of this error-prone each nurse looks at the same tool and speaks
proce)s(s, since it is; ?uch a high risk event (Go)lczsmith, nursing unit ;c.r:(e Isa:[mfe II?Phguagre]—tri]nformaktion rr;aglhbe less
2010) (Blaz, 2012) (Manser and Foster, 2011) (Halm, ' Ikely to fall through the cracks, and the process
2013). The literature highlights the many barriers to can become more organized and efficient.
standardization for inter-unit handoff. It is important to

patient is transferred from one unit to another (Manser and
when transferring a patient to another
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With the literature in mind, a team of surgical nurses
committed to evidenced-based practice concluded the
following:

-Within the department of surgery, a consistent approach
to nursing handoffs needs to be developed which will
result in a standardized, yet unit-specific process in which
information about patient care is consistently and reliably
communicated.

-The team determined to find out if this was a widely
recognized problem and whether nurses would be open to
standardization.

Methods

A literature review was conducted which consisted of
many recommendations, but little evidence-based
practice. As a result, an online survey was developed
using Survey Monkey and distributed to the nursing units
within the department of surgery to gather more
information on current practices.There were 13 closed
ended selection questions and there was one open
ended suggestions section where qualitative data was
collected from the nurses regarding the quality of nursing

collaborating with a team from Bloomberg to
further revise and evaluate the nursing handoft
in an effort to produce a tool that may be
incorporated into EPIC in the future.
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*87% of handoffs take place over the phone
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