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of the importance of evidence-based practice in the clinical setting. One of the nurses in
the ED had just begun the DNP program at Valpo. She was an innovator and
instrumental in getting the ED nurses to “buy in” to the standardized handoff. Similarly,
there were numerous nurses in ICU that were doing similar projects for their advanced
degrees. Therefore, the nurses were very supportive and interested in the research and
intervention of this EBP project.

The implementation of a standardized handoff was strengthened by the tool
itself. Six specific, simple to understand steps were a part of this implementation. Each
nurse was given a laminated card they attached to their nurse’s badge. This made the
steps easily accessible. The strength of the design came from the review of literature
that highlighted the steps. Nursing communication improvements were found the first
week of implementation because of one of the steps. Nurses knew that if anything was
unclear or unknown there needed to be clarification. This one step forced nurses to
ensure all information given and received regarding the patient’s status was understood.
Nursing communication continued to improve as each step became habit to refer to
during handoff. The steps’ validity is proven because each step can be found repeatedly
in the literature.

Limitations included having the intervention implemented on two separate and
unique departments in the hospital. The ED was a fast-paced, chaotic environment.
Getting the nurses to understand and realize the importance of focusing on the handoff
was a challenge with all the interruptions and disorder. The ICU was a solemn critical
care mecca. Nurses often did not leave the bedside of such gravely ill patients.

Therefore, getting the ICU nurses to realize the importance of staying equally focused
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on ensuring each step of the handoff was completed was another challenge. Each unit
was its own specific environment with clear behaviors and taboos adopted by the
nurses.

Another challenge with this EBP project was collecting all the pre- and post-
implementation questionnaires. Many of the nurses would take them and say they
would turn them in later. There were 80 nurses on both units. Tracking down nurses
was labor intensive. Then when found, the nurses usually still had not filled out the
guestionnaires. If this project were repeated, collecting data forms at time of distribution
would be strongly encouraged. Another limitation was finding all the nurses in order to
educate them prior to implementation. The ED and ICU managers wanted education to
occur during the “mandatory” staff meetings. Six ED nurses and 17 ICU nurses
attended these “mandatory” meetings. Therefore, a lot of time was spent traveling back
and forth to the hospital to educated night ED nurses, day ICU nurse, day ED nurses,
and night ICU nurses. Having one meeting with everyone would have been ideal.

Management was another huge limitation with the implementation of this project.
The ICU manager was supportive and on board for the six months leading up to
implementation. She was instrumental in coming up with measurable goals and
outcomes. Unfortunately, two weeks prior to implementation, she resigned. Therefore,
there was no manager/leader in the ICU during this project. This loss made
implementation more challenging as she was one of the innovators of the standardized
process. The ED manager was new to her role. She was a charge nurse in the ED, but
she was the manager for one month when the project began. Therefore, she was not as

able to be a key stakeholder in this project. Staffing was another issue for both the ED
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and ICU. Numerous times during this project each unit was short staffed. Nurses
worried who was going to get mandated overtime. This concern oftentimes trumped the
implementation of the standardized handoff.

Implications for the Future

Practice

The findings from this EBP project suggest that the implementation of a
standardized handoff improves nursing communication and patient safety. Therefore, all
nurses, not only ED and ICU nurses, should be educated about handoff as a safety
measure, including the IOM and Joint Commission recommendations. Standardized
handoff should be implemented using a patient specific tool during transition of care for
all patients, hospital-wide. Nursing feedback should be collected and analyzed
regarding this standardized handoff protocol. Descriptive analysis supported both ED
and ICU nurses reporting improved nursing communication. Statistical analysis
indicated an improvement in patient safety. This finding was confirmed with improved
results from the pre- and post-implementation of standardized handoff questionnaires
filled out by the ED and ICU nurses. Statistical analysis also demonstrated patient
transfer times decreased significantly.

For this EBP project to segue from implementation into sustained clinical practice
at a healthcare facility certain aspects would have to develop. The first step of the
intervention would be to use a patient specific tool. Therefore, each unit would have to
develop a specific handoff tool, highlighting the needs of that specific patient population.
Once a tool was specified and developed, IT would need to be involved. Getting the

handoff tool along with all the specific steps of the handoff into EPIC would be
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necessary. Once the facility adopts the standardized handoff, nurses would need
education on each step. Then when the standardized handoff was available in EPIC for
nursing documentation, sustained clinical practice would be achieved.

Most the evidence upon which this intervention was based occurred over a
longer span of time, ranging anywhere from six months to several years. To
successfully put this standardized handoff into practice, more time would be beneficial
for the nurses to adequately change and experience the five phases of Rogers’ DOI
theory. For change to be uninterrupted managers of the ED and ICU would need to take
on a stronger and more hands-on role. Any change in practice would also need the
support of administration. Fortunately, this standardized handoff has been adopted at
this clinical site. The handoff tool is being evaluated in order to be patient specific for all
handoffs between ED and the other units. The CNO was integral in helping this project
become adopted in ED to ICU handoffs. She clearly was the champion and a change
agent. She was in a position of power in the hospital to ensure such a change.
Unfortunately, the CNO has recently submitted her resignation. Hopefully, the next CNO
will continue to work towards ensuring the standardized handoff is used not only for ED
to ICU transfers, but hospital-wide.

Theory

The encouraging results from this EBP project should serve as a positive
influence on theory development in the future. This project was supported by the
evidence found in the literature. The Stetler model provided an effective method to
formulate the PICOT question, discover current evidence, and level and appraise such

evidence. After development and implementation of a standardized handoff, both the
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ED and ICU nurses were comfortable continuing the process and adopting the practice
change at the clinical site.

Rogers’ DOI theory was also an appropriate and beneficial tool to use for
implementation. Knowledge, the first stage, occurred when the nurses learned about the
intervention and the importance of using a standardized handoff. Nurses were educated
on the Joint Commissions’ recommendations stating handoff is a patient safety measure
(Joint Commission Center for Transforming Healthcare, 2014). The ED and ICU nurses
formed opinions about the handoff during the persuasion stage. During persuasion, the
project leader recruited individuals who were innovators of the change. The third step,
decision, was strengthened by having the intervention occur on a trial basis on the
nurses’ units. Adoption occurs quicker during shorter periods in familiar settings.
Implementation was the fourth stage and that is where uncertainty about the outcomes
of the intervention were often found. Reinvention also occurred during this phase.
Confirmation, the last step, occurred when intervention was no longer needed from the
project leader or the other innovators. At this final step, nurses relied on one another for
support of the handoff implementation.

Future Research

The suggestions for research in nursing based on results from this EBP project
highlight a lack of evidence pertaining to the unique nursing handoff from the ED to the
ICU. The majority of research emphasized bedside or shift handoffs. Much of the
research pertaining to ED to ICU handoffs were between individual physicians and
hospitalists. More research is warranted for nursing handoff between these two

specialty units. This gap in evidence has been revealed and highlighted with this EBP
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project. Future research is required to close this gap. Current recommendations found
in the literature repeatedly state the importance of using a patient specific tool. Current
recommendations in the literature also support the steps used in this EBP project for
best outcomes such as nursing communication and patient safety. Continued research
is essential to continue to improve both nursing communication and patient safety
regarding handoff from ED to ICU.

Education

Nurses need to be educated and knowledgeable regarding the Institute of
Medicine’s two groundbreaking publications that highlight handoff as a safety measure.
Understanding the Joint Commission’s National Patient Safety Goal 2E and the
relationship between handoff and patient safety is also necessary. This education can
occur in the hospital setting with the ED and ICU nurses. However, ideally this
education would start in academia when nurses are still students prior to clinical
rotations. This education would then be incorporated into the orientation process once a
nursing position has been accepted.

This specific handoff implementation needs to be adopted by all units at this site
to ensure nursing communication and patient safety are improved. Nurses need to be
recruited to help create the patient specific handoff tool. Nurses need to be asked what
information is pertinent to a safe handoff. Each step needs to be discussed and
implemented by each nurse with every patient handoff. The handoff has been discussed
by the CNOs at the two other sister hospitals. The discussion has only included ED to
ICU handoff. However, once that implementation occurs, this standardized handoff

needs to be implemented throughout every unit of the other two hospitals. This handoff
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needs to be adopted by nursing administrators at the other two hospitals in a similar
way in which it was received at this site. Handoff is a safety issue. The moral of the

nurses, the scores on the Culture of Patient Safety Survey, and the beloved patient

satisfaction surveys should all result in improved outcomes.

Also, nurses need to be educated on the specific types of research that has been
published regarding implementation of a standardized handoff during transition of care
from the emergency department to the intensive care unit. Nurses need to be educated
to the fact that the current literature has been appraised at lower levels, such as Levels
[l to Level VII. Nurses must understand the low levels directly correlate to there not
being randomized control trials (RCTs). Nurses must be educated to understand what
this means for future practice. Nurses must be champions as change agents to change
the practice of handoffs, not only from ED to ICU, but throughout the hospital.
Conclusion

The outcomes of this EBP project following implementation of a standardized
handoff supported assertions from the literature review and research evidence.
Descriptive statistical data completed by ED and ICU nurses confirmed nursing
communication improved when a standardized handoff was implemented and used.
Paired t-test data confirmed patient safety improved when two identical questions
completed by the nurses were filled out pre- and post-implementation. Also, an
independent t-test confirmed improvements in patient safety regarding patient transfer
times.

These results confirm that implementation of a standardized handoff during

transition of care from the emergency department to the intensive care unit improves



STANDARDIZED HANDOFF DURING TRANSITION 130

nursing communication and patient safety. A standardized handoff must be adopted and

executed in all ED to ICU transfers. Tools must be patient specific in order to have

positive outcomes. A standardized nursing handoff must be adopted and executed in all
patient transfers. Future handoff EBP projects must use appropriate EBP models and
frameworks. A focus on handoff, specifically between ED and ICU will help to close the
gap found during the review of literature. This evidence based practice project has
proven that implementation of a standardized handoff from ED to ICU does improve
nursing communication and patient safety!
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Appendix A Last 4 digits of Employee ID

Pre- Implementation of Standardized Handoff Questionnaire (ED Nurses)

Please answer questions specific for patient handoff regarding my Valparaiso University EBP Project.

Thank You, Mindy Abbring, Principal Investigator

1. What type of medical information do you currently give to the ICU from the ED?

2. What type of medical information would you like to give to the ICU from the ED?

3. What are the strong points of the handoff practice currently in use?

4. What are the weak points of the handoff practice currently in use?

5. Things “fall between the cracks” when transferring patients from one unit to another.
Never Almost Never Sometimes Almost Always Always

If so, what falls through the cracks? Please explain.

6. Problems often occur in the exchange of information across hospital units.
Never Almost Never Sometimes Almost Always Always

If so, what problems occur? Please explain.
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Appendix B Last 4 digits of Employee ID
Pre- Implementation of Standardized Handoff Questionnaire (ICU Nurses)
Please answer questions specific for patient handoff regarding my Valparaiso University EBP Project.

Thank You, Mindy Abbring, Principal Investigator

1. What type of medical information do you currently receive from the emergency department
nurses?

2. What type of medical information would you like to receive from the emergency department
nurses?

3. What are the strong points of the handoff practice currently in use?

4. What are the weak points of the handoff practice currently in use?

5. Things “fall between the cracks” when transferring patients from one unit to another.
Never Almost Never Sometimes Almost Always Always

If so, what falls through the cracks? Please explain.
6. Problems often occur in the exchange of information across hospital units.
Never Almost Never Sometimes Almost Always Always

If so, what problems occur? Please explain.



STANDARDIZED HANDOFF DURING TRANSITION 142

Appendix C Last 4 digits of Employee ID
Post-Implementation of Standardized Handoff Questionnaire (ED Nurses)
Please answer questions specific for patient handoff regarding my Valparaiso University EBP Project.

Thank You, Mindy Abbring, Principal Investigator

1. Was the patient specific handoff tool utilized?
Never Almost Never Sometimes Almost Always Always

Please explain.

2. Were interruptions and multitasking minimized during handoff?
Never Almost Never Sometimes Almost Always Always

Please explain.
3. Were questions asked regarding unclear or unknown patient information?
Never Almost Never Sometimes Almost Always Always
Please explain.
4. Was anticipatory guidance included in the handoff (i.e. current vital signs, current patient
condition, warning signs, and what to monitor)?
Never Almost Never Sometimes Almost Always Always
Please explain.
5. Was the timing of transfer agreed upon and appropriate for both units?
Never Almost Never Sometimes Almost Always Always

Please explain.
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6. Was ancillary staff notified and available (i.e. respiratory therapists have ventilator/bi-pap)?
Never Almost Never Sometimes Almost Always Always

Please explain.

7. Things “fall between the cracks” when transferring patients from one unit to another.
Never Almost Never Sometimes Almost Always Always

If so, what falls through the cracks? Please explain.

8. Problems often occur in the exchange of information across hospital units.

Never Almost Never Sometimes Almost Always Always

If so, what problems occur? Please explain.

Please add any additional comments regarding the implementation of a standardized handoff.
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Appendix D Last 4 digits of Employee ID
Post-Implementation of Standardized Handoff Questionnaire (ICU Nurses)
Please answer questions specific for patient handoff regarding my Valparaiso University EBP Project.

Thank You, Mindy Abbring, Principal Investigator

1. Was the patient specific handoff tool utilized?
Never Almost Never Sometimes Almost Always Always

Please explain.

2. Were interruptions and multitasking minimized during handoff?

Never Almost Never Sometimes Almost Always Always
Please explain.

3. Were questions asked regarding unclear or unknown patient information?
Never Almost Never Sometimes Almost Always Always
Please explain.

4. Was anticipatory guidance included in the handoff (i.e. current vital signs, current patient
condition, warning signs, and what to monitor)?

Never Almost Never Sometimes Almost Always Always
Please explain.

5. Was the timing of transfer agreed upon and appropriate for both units?

Never Almost Never Sometimes Almost Always Always

Please explain.
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6.

7.

Was ancillary staff notified and available (i.e. respiratory therapists have ventilator/bi-pap)?
Never Almost Never Sometimes Almost Always Always

Please explain.

Things “fall between the cracks” when transferring patients from one unit to another.

Never Almost Never Sometimes Almost Always Always

If so, what falls through the cracks? Be specific.

Problems often occur in the exchange of information across hospital units.

Never Almost Never Sometimes Almost Always Always

If so, what problems occur? Be specific.

Please add any additional comments regarding the implementation of a standardized handoff.
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Appendix E

Implementation of a Standardized Handoff During Transition
of Care from the ED to the ICU

1. Utilize patient specific handoff

2. Minimalize interruptions and multi-tasking

3. Include anticipatory guidance: predictable changes, warning signs, what to monitor

4. Ask questions if unclear or unknown

5. Timing of patient transfer appropriate for both units

6. Ancillary staff available and notified
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Appendix F

147

Last 4 digits of Employee ID

ED and ICU Nurse Demographics Form

Please provide the following information:

1. Age

2. Sex M F

3. Race African American Asian
Hispanic Indian

4. Highest Level

Caucasian

Native American

of Nursing Education Diploma/Associate’s Degree

Master’s Degree

5. Current Employment
Status/ FTE 1.0 0.9

6. Years Working as an RN

7. Unit Currently Working ED

8. Years Working in this Unit

9. Length of Shift 8 Hours

10. Primary Shift Work Days

0.75

ICU

12 Hours

Evenings

0.3

Nights

Other

Bachelor of Science
Ph.D./DNP

Other

Other




