Hand-off Communications
Policy Guidance for Handoffs

The information transfer problem has plagued patient care for decades. The requirement of the
Joint Commission, formerly the Joint Commission on Accreditation of Healthcare Organizations,
to implement a standardized approach to “hand-off” communications and transitions in health
care creates an unrivaled opportunity to improve healthcare quality and safety. AORN is
confident that its membership can be part of the solution to improve dramatically the transfer of
information and reduce communication breakdowns, the top contributing factor identified in
70% of sentinel events reported to The Joint Commission in 2005.

AORN, Inc. formed a relationship with the Department of Defense Patient Safety Program (DoD
PSP) to develop guidance for perioperative nurses in meeting the challenge put forth by both the
Institute of Medicine’s (IOM) request to prevent medical errors through the optimization of team
performance and patient outcomes across health care, as well as The Joint Commission
requirement to improve patient “hand offs.”3,4 AORN has modeled a hand-off toolkit for use
within the perioperative environment from the resource developed by the DoD PSP titled
Healthcare Communications Toolkit to Improve Transitions in Care, derived from the evidencebased team training curriculum used by the DoD called TeamSTEPPS™ (Team Strategies and
Tools to Enhance Performance and Patient Safety).

The development of a standardized hand-off communications tool is a dynamic process that
allows continued opportunities to improve the delivery of patient care for the perioperative
patient. The AORN Hand-off Communications Tool Kit is developed specific to the
perioperative environment. It is intended to be used as a resource and a general guide for
facilities developing a comprehensive, standardized approach to patient hand-off
communications throughout the perioperative phase of care.

This resource provides research-based implementation strategies, samples of hand-off
communications tools, PowerPoint presentations, and other supporting materials to assist in
standardizing the information exchanged during patient transitions throughout the perioperative
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continuum. AORN does not endorse any one tool because each perioperative setting is unique
and should address the specific needs of the institution, the staff, and patient population.

Each healthcare facility should adopt, develop, and implement a tool that promotes
standardization of the hand-off process, with the ultimate goal of improving patient care and
enhancing patient safety.

Recommendations for policy development include:

Recommendation One:
Leadership should respond to The Joint Commission mandate to improve hand-offs
by initiating a program within each facility, setting the priority, and identifying the
timeline
.
Recommendation Two:
Consider use of structured tools that can facilitate consistency in communication
exchanges. Examples include but are not limited to the “I PASS THE BATON,”
”I-SBAR,” “PACE,” or the “Five-Ps.” Each mnemonic is developed to guide
medical hand offs and optimize information transfer.
Recommendation Three:
When implementing training and process changes, use a broad definition for hand
offs, to include most care transitions and information handling across the
continuum of care.
Recommendation Four:
Use a system, checklist, template, or mnemonic that includes updated information,
recent changes in condition or circumstances, and any anticipated changes or
aspects of care that need to be observed or watched closely.
Recommendation Five:
Redesign the hand-off and shift change processes to protect against unnecessary
interruptions, and allocate sufficient time to the process.
Recommendation Six:
Design methods that facilitate instruction on and implementation of effective
communication and teamwork skills, as provided in TeamSTEPPS, which verify
information transfer with closed-loop communication tools, including check-back,
read-back, call-out, etc, for transferring important information, such as critical
actions, medication doses, and urgent actions.

Hand-off Communications
Recommendation Seven:
To meet this requirement, charts, written information, and reports/results should be
available for review (as appropriate) by the oncoming provider(s).
Recommendation Eight:
While developing hand-off policies and protocols, include a clear statement of how
and when responsibility is transferred during health care transitions.
Recommendation Nine:
Teach and practice communication using established clear, common language
among care providers during hand offs.

This information is provided to facilitate continuity of the hand-off communication process
within perioperative practice settings. These recommendations for policy development are not to
be considered formal AORN Recommended Practices but interim guidance for the user to
collaboratively establish continuity during transfer communications for perioperative patient
care.

