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ABSTRACT 

Hand-off communication from the emergency department (ED) to inpatient nurses is an 

important process for transfer of safe and quality patient care from one department to another. 

Annually, there are130.4 million ED visits with 12.2 million of those visits resulting in hospital 

admission, providing ample opportunities for poor communication (Rui, Kang, & Albert, 2013). 

Miscommunications during patient hand-off are estimated to contribute to 80% of adverse events 

(The Joint Commission, 2012). This theory-driven, quality improvement project sought to 

evaluate the hand-off communication process between nurses from the ED and nurses in the 

inpatient Medical/Surgical units using human factors System Engineering Initiative for Patient 

Safety (SEIPS) approach, originally created by Pasqual Carayon in 2006.  

An online survey was created using an adapted SEIPS Model evaluating the interactive 

concepts of person, tools and technologies, tasks, organization, and environment and their impact 

on staff and patient outcomes. The survey was distributed to both the ED and Medical/Surgical 

nurses to gain their perspective on the interdepartmental hand-off communication process and 

how it impacts the staff and patient outcomes. There as an included option for the bedside nurses 

to provide recommendations on how to improve the hand-off communication process. Data was 

collected, anonymously, through an online database and descriptive statistics were used to 

analyze the results. 

The quality improvement project found that majority of nurses prefer verbal hand-off 

communication with a structured standard format of delivery in conjunction with the electronic 

health record. The project found that nurses perceive that the nurse-to-patient ratio and 

surrounding tasks impact the effectiveness and quality of hand-off communication. The most 
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common suggested hand-off communication improvements were to not allow hand-off 

communication or transfer of the patient from the ED to the Medical/Surgical unit during peak 

times, such as shift change, and to follow up on tools and technology compliance. Overall, the 

person, the tools and technologies, the tasks, and the environment are contributing to ineffective 

hand-off, while the organization has adequately provided the resources the staff needs to perform 

an effective hand-off communication. All of which were concluded to have an impact on the 

staff and patient outcomes. 
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INTRODUCTION 

Communication in healthcare is defined as the exchange of pertinent and accurate patient 

health information (PHI) and is essential to provide safe, high quality care (Barry, 2014; The 

Joint Commission [TJC], 2012; Riesenberg, Leitzch, & Cunningham, 2010). Miscommunication 

has been attributed to nearly 100,000 patient deaths per year in the United States’ hospitals, with 

associated costs of nearly $29 billion (Kohn, Corrigan, & Donaldson, 2000; Pham et al., 2012; 

Starmer et al., 2014). Nurses communicate using both electronic (electronic health record or 

EHR) and verbal (hand-off) systems (Carrington, 2012). Nurse-to-nurse communication or 

“hand-off”, is the effective exchange of PHI which signifies responsibility acceptance and 

transfer from one nurse to another (Friesen, White, & Byers, 2011; Ong & Coiera, 2011; Joint 

Commission Center for Transforming Healthcare [JCCTH], 2012). Hand-off communication 

(HOC) occurs most often during two transitions of care, one at change of shift and second, with 

patient transfer between nursing units. Both versions of the hand-off include the sharing of 

pertinent patient information with the intent of continuing care. However, nurse hand-off is 

fraught with error, increasing the potential to compromise patient safety and outcomes 

(Abraham, Kannampallil, & Patel, 2012). This quality improvement project seeks to evaluate the 

current HOC process at a teaching medical center. The background for the project, impact on the 

local community, the project purpose and questions will be presented below. 

Background 

The hand-off from the emergency department (ED) to inpatient nurses is an important 

process for between-unit, or interdepartmental, transfers of patient care. In the United States, 

there are 130.4 million ED visits annually with 12.2 million, or 9.3%, of those visits resulting in 
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hospital admission (Rui, Kang, & Albert, 2013). Interdepartmental (from one unit to another) 

transfer communication has an increased opportunity for information breakdown and risks 

preventable adverse events (AE), such as medication errors, patient falls, infections, and pressure 

ulcer development (Barry, 2014; Hilligoss & Cohen, 2012).  

In addition to the direct patient impact, ineffective hand-off contributes to increased 

costs, delays in care, and dissatisfaction of patient, families, and staff (JCCTH, 2012). The Joint 

Commission estimates as high as 80% of adverse events are caused by poor or ineffective 

communication, with half of those occurring during hand-off and 75% of total AEs leading to 

death (Barry, 2014; Dingley, Daugherty, Derieg, & Persing, n.d.; Murphy & Dunn, 2010; TJC, 

2010).  

The Joint Commission has identified miscommunication as a leading threat to patient 

safety and initiated a National Patient Safety Goal. Hospitals were charged to implement “a 

standardized approach to ‘hand-off’, including an opportunity to ask and respond to questions.” 

(Barry, 2014; Ong & Coiera, 2011; Arizona Hospital and Health Association [AzHHA], 2007, p. 

19).  

Attempts to address these preventable threats to patient safety led to the creation and 

implementation of hand-off tools, such as the situation, background, assessment, 

recommendation (SBAR) hand-off tool. The SBAR is a shared mental model that facilitates a 

predictable guideline for organizing relevant, concise, and factual patient information among 

clinicians (AzHHA, 2007; Dingley et al., n.d.). Demonstrating its flexibility, the SBAR can be 

used for interdepartmental (between units), interfacility (between healthcare facilities), and 

intradepartmental (between healthcare providers at change of shift) hand-offs. Research suggests 
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that while SBAR structure is the preferred format for communication among clinicians, little is 

known about its direct influence towards patient safety and outcomes (Hilligoss & Cohen, 2012).  

Another attempt to address miscommunication during HOC is to move the template to an 

electronic format and use the electronic health record (EHR) to facilitate this communication. 

Information technology advancements provide the ability to integrate the SBAR into the EHR 

through automatically populating PHI from the chart into one template. This template is 

accessible by clinicians caring for the patient. Information technology and HOC integration 

reduce the potential threats arising from coordinating between-unit transitions (Hilligoss & 

Cohen, 2012).  

Despite these attempts, HOC remains a significant threat to patient safety. Here, the focus 

will be on the evaluation of a recently implemented hand-off process in an urban acute care 

medical center. This quality improvement project will explore nurses’ perceptions of the 

implemented HOC process in place with focus on emergency department to Medical/Surgical 

nursing units.  

Local Problem 

Arizona Hospital and Healthcare Association (AzHHA) (2013) reports that interpersonal 

interaction issues are the cause of medical errors in between 70-80% of the cases reported, with 

63% of sentinel events revealing ineffective communication as root cause. In 2007, the AzHHA 

sent out SBAR (situation, background, assessment, and recommendations) implementation tool 

kits to hospitals statewide with the belief that adoption of the SBAR communication method 

would make a tremendous, positive impact on patient safety and professional-to-professional 

communication (AzHHA, 2007). Although there have been marked improvements in patient 
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outcomes since statewide SBAR adoption and implementation, HOC continues to be an issue 

due to lack of communication, collaboration, and disruptive behavior conflict among nurses 

(TJC, 2012).  

The acute care hospital in which this Doctor of Nursing Practice (DNP) project will take 

place has over 90,000 ED visits per year with approximately 31,000 of those visits resulting in an 

admission to the hospital (US News, 2017; Tucson Medical Center [TMC], 2017). In August of 

2017, the hospital implemented a new nurse-to-nurse hand-off communication (HOC) process 

using a verbal the I-PASS hand-off mnemonic. Originally introduced in the pediatric population 

by Starmer et al. (2012), the I-PASS mnemonic was shown to provide an improved, standardized 

format for the verbal hand-off by including information on (I) illness severity, (P) patient 

summary, (A) action summary, (S) situation awareness and contingency planning, and (S) 

synthesis by the receiver. This mnemonic is used as a logical guide for the verbal HOC between 

caregivers providing information on the above-mentioned patient information. Starmer et al. 

(2014) reported after implementation of this mnemonic in a resident physician hand-off, there 

was an over 30% decrease in preventable adverse events. In addition to the I-PASS mnemonic 

guided verbal HOC, a written narrative note following the SBAR format in the EHR still 

accompany the interdepartmental transfer report. More details on current process will be 

explained in the methods section.  

However, despite all the attempts to improve HOC, nurses’ attitudes, care goals, 

interprofessional differences and organizational boundaries play a role in ineffective ED to 

inpatient nurse-to-nurse HOC (Hilligoss & Cohen, 2012). Literature has identified that conflict is 

inevitable in any organization because of incompatible goals, values, responsibilities, and 
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perceptions (Kim, Nicotera, & McNulty, 2015), thus it is recommended to further explore both 

the ED and Medical/Surgical nurses’ perceptions as a factor in HOC quality improvement.  

Purpose 

The purpose of this quality improvement project is to evaluate nurse-to-nurse hand-off 

communication (HOC) process between the Emergency Department (ED) and the inpatient 

Medical/Surgical units. The project is guided by principles of human factors (HF) or technology-

user interface at a large urban teaching healthcare organization in southwest Arizona. It is well 

known that hand-off communication is complex and multifactorial (Schultz, Carayon, Hundt, & 

Springman, 2007). Transitions from one area of care to another are at an increased risk for poor 

communication and inconsistency in care due to influencing factors, thus threatening patient 

safety and quality of care (Schultz, Carayon, Hundt, & Springman, 2007). Therefore, the first 

aim is to identify strengths and weaknesses in the transition from the ED to Medical/Surgical 

nursing units using a HF approach. The second aim is to identify needed improvements in the 

HOC process between the ED-Medical/Surgical nursing units’ transitional care communication 

nurses. The information collected will then be disseminated to key stakeholders, such as the 

bedside nurses, nurse managers, risk management, and administrative staff, for continued facility 

HOC quality improvement initiatives. 

Project Questions 

The following questions guide this evaluation quality improvement project: 

1. What are the identified strengths and weaknesses of the current ED-Medical/Surgical 

units’ hand-off process?  
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2. What suggestions for improvement do nurses recommend for ED-Medical/Surgical 

HOC? 

THEORETICAL FRAMEWORK 

Theory-guided, as opposed to problem-driven, quality improvement research allows for 

underlying factors to be the focus of a phenomenon (Verran, 1997). The theory guiding this 

quality improvement evaluation project is the Effective Nurse-to-Nurse Communication 

Framework (Carrington, 2012). Carrington (2012) developed this framework through theory 

derivation after she identified limited empirical evidence supporting the effectiveness of EHR on 

nurse-to-nurse communication. The purpose of Carrington’s communication theory is to provide 

a suitable guide for research investigating nurse-to-nurse communication (Carrington, 2012).  

According to the Effective Nurse-to-Nurse Communication Framework, communication 

is initiated by a clinical event and the responding nurse uses electronic and verbal 

communication to send the message to the receiving nurse, who continues patient care. This 

framework is constructed based on the following theories (Carrington, 2012). 

Effective nurse-to-nurse framework was developed through the integration of constructs 

from Symbolic Interaction Theory and Information Theory (Carrington, 2012). Symbolic 

Interaction Theory, originally described by Mead (1967) and further developed by Blumer 

(1969), was chosen by Carrington (2012) to facilitate the interaction of the user with the 

communication system. Symbolic Interaction Theory, or Symbolic Interactionism, consists of 

three elements needed to process and comprehend communication are mind, self, and society 

(Mead, 1967; Blumer, 1969). The concept of “mind” suggests that meanings are processed and 

modified based on objects and people in the physical world, thus referring to one’s interpretative 
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process of their environment (Blumer, 1969). The element of “self” suggests that humans define 

themselves and respond to things based on influences from cognition, social standing, personal 

pressures and group affiliations (Blumer, 1969). Social interactions with peers influence one’s 

meanings and interpretations as describes in the concept of “society” (Blumer, 1969). The 

combination of the mind, self, and society describe how humans interpret events based on the 

affiliations, peers, and environments; how one interprets these influence communication 

strategies (Blumer, 1969).  

Communication is the basis of the Effective Nurse-to-Nurse Communication Framework, 

therefore, Carrington (2012) chose Information Theory, developed by Shannon and Weaver 

(1967), which includes a sender, a transmitting device, and a receiver. The sender initiates the 

message and transmits it to the receiver through the communication device. Information Theory 

further states that entropy, negentropy, redundancy, probability and noise are factors of 

communication process from the sender to the receiver (Shannon & Weaver, 1967). Entropy is 

message content uncertainty, meaning there is decreased clarity due to less information present 

in the message (Shannon and Weaver, 1967). In contrast, negentropy refers to increased 

information in the message content, thus providing a clear message (Shannon and Weaver, 

1967). A goal to effective hand-off is to reduce entropy and increase negentropy from the 

sending nurse to the receiving nurse by providing relevant, clinical event specific information. 

Nurses’, inherently redundant, communication is done through both verbal and electronic means 

(Carrington, 2012). Redundancy increases negentropy because of the repetitious information 

delivered from the sender to the receiver (Carrington, 2012). The transmitted information is 

impacted by noise, which creates a distorted or inaccurately interpreted message by the receiver, 
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thus increasing entropy (Shannon and Weaver, 1967).  

Noise is a result of the receiver either not understanding or not receiving the message 

(Reza, 1994). The likelihood of the message being constructed and with specific subject matter is 

the probability aspect of information theory (Carrington, 2012). Probability is influenced by the 

reason for initiating the message. For example, if the message is being created in response to a 

clinical event or change in patient status, the probability of message development, with event 

specific information, increases (Carrington, 2012). The receiver can more accurately predict the 

message, thus decreasing entropy. Whereas, the probability of message development, with event 

specific information, decreases when the patient has not had a change in status or clinical event 

(Carrington, 2012). The probability of the message being created is still existent; however, the 

information may include varied subject matter, thus increasing entropy (Carrington, 2012). 

Carrington (2012) uses Gerbner’s (1956) model of Communication to synthesize 

concepts of Symbolic Interaction Theory and Information theory for development of Effective 

Nurse-to-Nurse communication framework. Carrington’s (2012), like Gerbner’s (1956) 

framework, is initiated by a clinical event, or stimulus. The subsequent concepts are responder 

analysis, spectrum of effective communication, receiver analysis, and finalizing with the 

stimulus outcome (Carrington, 2012). Carrington (2012) explains the responding analysis as the 

responding nurse’s perceptions of the communication system and the stimulus. The spectrum of 

effective communication refers to the aspects of the communication system, including verbal and 

non-verbal means (Carrington, 2012). Perceptions of the clinical event and communication 

system by the receiving nurse define the receiver analysis (Carrington, 2012). This 

communication then leads to the stimulus outcome, or patient safety (Carrington, 2012).  
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This quality improvement project seeks to evaluate the current interdepartmental, ED to 

Medical/Surgical nursing units, communication process. The Effective Nurse-Nurse 

Communication Framework is suitable to guide this project. The clinical event is defined in 

Carrington’s work as initiating the communication. Here, the clinical event is the impetus for 

admission from the ED to Medical/Surgical nursing units. The responding nurse is then defined 

as the ED (sending) nurse who is preparing to transfer care to the receiving nurse at the 

Medical/Surgical nursing unit, who will continue the patient’s care. The transfer of care can be 

communicated using verbal, written, and electronic systems. Arrows connecting the ED nurse 

and Medical/Surgical nurse represents the Joint Commission’s two-way HOC philosophy 

allowing the opportunity for statements, questions and answers (Figure 1). 

In addition to Carrington’s Effective Nurse-to-Nurse Communication Framework, the 

principles of human factors (HF), or technology-user interface, will further guide this project. 

Here, technology is defined as the hand-off reporting process that occurs between the ED and the 

in-patient Medical/Surgical units. The user is the nurse both giving report and receiving report. 

HF emphasizes the interaction between the user and their environment and its contribution to 

their performance and services produced (Wilson, 2000) The HF principles that are especially 

relevant for this project are systems orientation, person-centeredness, and design-driven 

improvements (Holden et al., 2013). Systems orientation is defined as the result of the interaction 

between a user and a sociotechnical system in which the user is just one component (Holden et 

al., 2013). Person-centeredness refers to the efforts taken to support the user through the design 

of the technology with needs of the central person in a healthcare work system in mind (Holden 

et a., 2013). Design-driven improvements refer to the person-centered design of work processes 
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and structures ability to improve provider, patient, and organizational outcomes (Holden et al., 

2013). Combining the Effective Nurse-to-Nurse Communication Framework with the relevant 

HF principles, the Nurse-to-Nurse Interdepartmental Framework was developed. These 

principles in HF science are relative to the function and safety outcomes of technology 

development and improvements.  

 

 

 

   

  

 

 

 

  

 

(Adapted from Carrington, 2012) 

FIGURE 1. Nurse-to-Nurse Interdepartmental Communication Framework  

Figure 1 illustrates the patient interdepartmental communication process that guides this 

quality improvement project. For this project, the event is defined as the decision to admit the 

patient from to the emergency department (ED). The ED nurse is the first unit of care nurse and 

will communicate patient information using both verbal and electronic systems to the second 

care unit nurse. The focus of this project is HOC between 1st and 2nd care unit nurses for a 
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patient transfer from ED to Medical/Surgical care units. During this HOC process, the Effective 

Nurse-to-Nurse Framework concepts are occurring.  

Synthesis of Evidence 

Efforts to better understand current hand-off communication (HOC) practices along with 

improvement strategies lead to an in-depth literature search and review. Databases used for this 

literature review were Emergency Based Medicine (EBM), PubMed, Ovid, and CINAHL. Initial 

search terms included handoff, communication, and nursing, which yielded 2,287 results. The 

terms ‘emergency,’ ‘interdepartmental,’ ‘transfer,’ ‘interunit,’ ‘handover,’ ‘inpatient,’ ‘SBAR,’ 

and ‘ticket to ride,’ were added to narrow the yielded literature for a more relevant article 

selection. Inclusion criteria were papers written in the English language published between the 

year 2006 and 2016, and involving the adult patient population in an acute care setting. After the 

initial search, more specific inclusion criteria were employed: Interdepartmental transfers, nurse 

to nurse, and use of both electronic and traditional HOC tools, bedside shift report, and providers 

beyond nurses. Papers describing research with focus on intensive care units, hospital to outside 

facility, and operating room to post-anesthesia care unit were excluded.  

Results of the literature review were as follows. Approximately 75 papers emerged using 

the initial and updated inclusion criteria, however only ten were most relevant to the project 

purpose. Relevancy was determined by interdepartmental transfers, nurse-to-nurse 

communications, non-critical care areas, and purpose of the study. Therefore, ten (N=10) of 

these articles were used for the review and are presented in Appendix A. Research methods used 

in these selected papers are as follows: 7 qualitative, 1 quantitative, and 2 mixed methods.  
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The papers were then analyzed for themes that emerged to broaden our understanding of 

this clinical problem: current practices, nurses’ perceptions and attitudes, barriers, and 

recommendations. Each is presented below. 

Current Practices 

Traditionally, forms of HOC include a phone call, face-to-face verbal report at either 

beside or nurses’ station, a faxed report form to the inpatient unit from the ED, or tape-recorded 

shift-to-shift HOC. Since the implementation of electronic health records (EHR), HOC strategies 

have been focused on tools used within the EHR for improved HOC. Integrated EHR 

information with patient demographics, diagnosis and other pertinent patient information is 

pulled from various sections of the EHR to create what is called a patient summary, Situation 

Background, Assessment, Recommendations (SBAR) form, or nursing summary report, which is 

then used by staff to guide their verbal face-to-face shift communication (Staggers, Clark, Blaz, 

& Kapsandoy, 2012; Popovici et al., 2015). Some nurses create their own report sheet for a more 

personalized approach because they can tailor it to how they think or schedule their shift 

(Staggers et al., 2012). Stagger et al (2012) found that 65% of nurses studied used a personalized 

hand-written form for better shift and HOC organization while using the EHR as a guide or 

reference to confirm the relayed information. In a qualitative study, done by Benham-Hutchins 

and Effken (2009), current observed patterns revealed there was no centralized provider 

coordinating the information exchange, but instead there were tiers of providers from the ED 

physician and the ED nurse to the inpatient team and others who act as gatekeepers. These roles 

were considered “shadow” providers, which included other professionals such as social workers, 

respiratory therapists, specialist physicians and case mangers (Benham-Hutchins & Effken, 
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2009). Current practices in network exchange dynamics are complex, interactional, 

nonsynchronous, non-linear, unpredictable, and shaped by the information needs of the providers 

(Benham-Hutchins & Effken, 2009; O’Brien, Flanagan, Bergman, Ebright, & Frankel, 2015; 

Popovici et al., 2015). 

Nurses’ Perceptions and Attitudes 

Verbal and face-to-face communication with a guidance form or tool is the HOC of 

choice among nurses because it provides the opportunity for two-way communication, team 

cohesion, teaching, and reflection on what was done during the sending nurse’s shift with the 

patient (Randell, Wilson, and Woodward, 2011; Welsh, Flanagan, & Ebright, 2010). 

Furthermore, clinicians prefer synchronous communication as it allows for the delivery of the 

story a context along with immediate clarification (Popovici et al., 2015). Welsh, Flanagan, and 

Ebright (2010) determined that 50% to 80% of nurses believed HOC was impacted by too much 

information or not enough (respectively) with others stating that HOC is inconsistent in quality 

with limited time to ask questions. Nurses prefer HOC tools consisting of only pertinent 

information, a printed or hand written HOC sheet, information easily accessible through a 

portable device (Staggers et al., 2012). Despite the traditional theory of resistance to change, 

nurses studied in Staggers et al. (2012) perceived new methods of handoffs positively and were 

accepting to the changes in practice with an increase in nurse satisfaction. 

Barriers 

Barriers in hand-off communication are a continuous finding within the literature. 

Popovici et al (2015) found the most common barrier to be the high prevalence of interruptions 

in communications with the main cause being the use of tools that are not integrated. The mixed 
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approach of both paper and EHR for orders and charting with use of other communication 

devices, such as portable handheld devices, pagers, and portable work phones and other patient 

immediate needs were also identified as barriers causing interruptions in synchronous HOC 

(Popovici et al., 2015). Welsh et al. (2010) revealed barriers as identified by the nurses’ 

perceptions which included inadequate quality of HOC and lack of relayed information during 

HOC. Other barriers include lack of education and training of HOC tools, lack of education 

about the importance of effective HOC, as well as, nurses’ computer skills, personal factors, unit 

culture, and other organizational influences (Peterson et al., 2013; Popovici et al., 2015; Staggers 

et al., 2012). 

Recommendations 

The presence of technology will not result in improvements in safety and productivity or 

even result in its use in practice (Staggers et al., 2012). Developer planning to address 

shortcomings of HOC tools should first acknowledge that there is no “right answer;” however, 

ideal technological HOC tools are recommended to accommodate specific use case scenarios, 

hospital culture, and personal preferences (Popovici et al., 2015). HOC tools should satisfy 

interconnectivity, accessibility, reduction in redundancy, context awareness, user customization, 

intuitive user interface, and security (Popovici et al., 2015; Staggers et al., 2012). The main 

emphasis is on consecutiveness between departments and the implementation should happen 

consistently throughout the hospital (Popovici et al., 2015). The most thorough handovers 

between providers involve face-to-face communication, however, that would mean the ED nurse 

would have to travel with the patient to the admitting unit, which provides synchronous 

communication, but that can be time consuming (Popovici et al., 2015). An alternative to this is a 
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current practice at some hospitals involving a handover printout or EHR form that the ED nurse 

fills out for the inpatient nurse to view, but this lacks synchronous communication (Popovici et 

al., 2015). An effort to meet in between, Popovici et al. (2015) recommend a compromise 

between the two approaches which would allow synchronous communication with a brief phone 

handover allowing for confirmation of information and a HOC form to send with the patient. 

Benham-Hutchins and Effken (2009) recommend policies, procedures, workflow, and health 

information technology designs that support patient care coordination among multiple 

professionals from various work units. The Joint Commission determined that poor 

communication was the primary cause of sentinel events between 2011 and 2013 and requires 

organizations to adopt a standardized HOC process with intent to improve healthcare provider 

communication (Popovici et al., 2015; Peterson, Blackmer, McNeal, & Hill, 2013; Benjamin, 

Hargrave, & Nether, 2016; Welsh, Flanagan, & Ebright, 2010; O’Brien, Flanagan, Bergman, 

Ebright, & Frankel, 2015). Benjamin et al. (2016) recommends the use of the Targeted Solutions 

Tool® (TST) (created by JCAHO) to provide targeted solutions to specific identifiable defective 

communication contributing factors and Johnson et al. (2015) recommends the use of an 

integrated nursing handover system for improvement of comprehensive, logical and standardized 

information transfer during hand-off. 

Implications for Practice 

Transitions of care are understudied with most of the research to date focusing on shift 

handoff within a specialty despite the continuous need for improvement in HOC between units 

(Popovici et al., 2015). There is little evidence about nurses’ use of EHR for HOC between units 

and no recent studies indicating a link between recently implemented HOC tools and outcomes 
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(Benjamin et al., 2016; Staggers, Clark, Blaz, & Kapsandoy, 2012). Johnson et al. (2015) 

recommends further research into computer skills of HCPs, which may reduce electronic HOC 

adaption times. Future research should focus on nursing HOC transfers from the ED to medicine 

inpatient units and the impact on patient outcomes since high risks are involved from such a 

transition (Popovici et al., 2015; Benjamin et al., 2016). The gap in research suggests that more 

work is needed to determine best evidence to implement into practice. Therefore, this DNP 

project focuses on nurse-to-nurse HOC between the ED and inpatient units. 

METHODS 

Project Design 

The purpose of this quality improvement project is to evaluate nurse-to-nurse hand-off 

communication process between the Emergency Department and the inpatient Medical/Surgical 

nursing units. Using a human factors (HF) perspective or user-technology interface, the 

evaluation will seek to determine how the components surrounding the sending and receiving 

nurse impacts the HOC process and outcomes (patient and staff) (Carayon et al., 2006). HF are 

defined as interactions between the nurse and their surrounding environment which contributes 

to their performance, safety, quality of work, and the influence it has on the services produced 

(Carayon et al., 2006). It is estimated that 60-80% of accidents involve human error from a 

combination of expected and unexpected reasons (Kohn, Corrigan, & Donaldson, 2000). 

Although human error is inevitable, creating a well-structured work system that decreases the 

probability for human error is needed to reduce adverse events in healthcare. Therefore, HF is an 

appropriate approach to achieve this projects purpose. The project will investigate the current 

HOC process through the evaluation of nurses’ perceptions on the strengths and weaknesses, 
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influencing factors, and identify improvement needs between ED and the Medical/Surgical 

nurses. This was accomplished with the guidance of the following project questions: 

1. What are the identified strengths and weaknesses of the current ED-Medical/Surgical 

units’ hand-off process?  

2. What suggestions for improvement do nurses recommend for ED-Medical/Surgical 

HOC? 

This quality improvement project uses a survey to obtain the nurses’ perceptions of the HOC 

process when a patient is transferred from the ED to inpatient Medical/Surgical nursing units. 

The surveys use self-reporting to learn the nurses’ perspectives of the hand-off process currently 

used in a large teaching health care setting (Polit & Beck, 2012). The survey questions were 

developed and administered through Qualtrics Experience Management™ (Qualtrics™) online 

application. Questions were developed based on the key elements of the adapted Systems 

Engineering Initiative for Patient Safety (SEIPS) model: person, organization, technologies and 

tools, environment, and outcomes (staff and patient). This SEIPS model builds on Donabedian’s 

(1978) linear Structure-Process-Outcome (SPO) model (Carayon, Xie, & Kianfar, 2014). The 

SEIPS model, Qualtrics™ survey, and detailed methods are explained further below in the 

methods section below. Definitions of terms used for this project can be found in Appendix B. 

Setting 

The setting for this quality improvement project was a large 600-bed acute care teaching 

hospital in urban southwestern Arizona. The facility has a 40-bed adult emergency department 

(TMC, 2017). The adult ED is separated into a 10-bed high acuity area, with four adjacent 

general acute care sections. The nurse-to-patient ratio is one nurse to two, three, or four patients, 
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dependent on patient acuity. Each section has a designated nurse’s station with available 

stationary and mobile computers. There are computers available in one-third of the patient rooms 

to access the electronic health record (EHR) at the bedside.  

The inpatient unit setting will include three Medical/Surgical units with an average of 30-

beds occupied by patients of various medical conditions. The inpatient Medical/Surgical nurse-

to-patient ratio is one to six or seven, respectively. The Medical/Surgical nursing units have a 

centralized nursing station with computers and two or three stationary computer workstations 

near patient rooms for ease of access to EHR. There is a computer in each patient room for EHR 

access at the patient bedside.  

There was a recently implemented I-PASS verbal mnemonic for HOC that provides a 

standardized HOC format of communication for every patient transfer. The I-PASS mnemonic 

stands for illness severity, patient summary, action list, situation awareness, and synthesis. 

Illness severity includes information on stable, “watcher” or unstable. The patient summary 

includes a brief` statement of the situation, events leading up to admission, hospital course, 

ongoing assessment, and plan. The action list includes a ‘to do’ list (pending labs, diagnostics, 

medications, etc.) with timeline and who is accountable for needed actions. The situational 

awareness includes information about being aware of what is going on and the plan for what 

might happen. Synthesis provides the opportunity for the receiver to summarize what was heard, 

ask questions, and restates key action and to do items. The I-PASS accompanies the sending 

nurse’s HER narrative note and the electronic SBAR form. The nurse’s note is a brief subjective 

account of non-detailed information, such as nurse HOC was called to, the mental status of the 

patient, and extension to contact the nurse in the ED. The SBAR is a form found in the EHR with 
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auto-populated information based on the EHR documentation. Information found on here 

includes past medical history, diagnosis, vital signs, labs, and other patient health information. 

The SBAR and narrative note are available for viewing, by the sending and receiving nurse. The 

I-PASS mnemonic is used for the verbal HOC communication between the sending and 

receiving unit.  

The current process for nurse-to-nurse HOC starts when the admitted patient is assigned a 

bed on the Medical/Surgical unit. This starts the clock for the patient to be physically transferred 

from the ED to the inpatient Medical/Surgical unit. Both the sending and receiving nurse have 

the tasks to complete for a successful HOC. Once the bed is assigned, the sending nurse 

completes the EHR narrative SBAR note while the receiving nurse has 10 minutes to be assigned 

to the treatment team and review the SBAR report. The sending nurse then views the treatment 

team to identify the receiving nurse and contacts him/her to give above mentioned I-PASS verbal 

report. If the receiving nurse is unavailable to take verbal I-PASS report, the charge nurse or a 

designated nurse in the receiving unit will accept report within 10 minutes of contact attempt 

from sending nurse. If the admission occurs around shift change, the off-going sending nurse will 

give hand-off report to the oncoming receiving nurse. The patient is then expected to be 

transferred from ED to the Medical/Surgical unit within 30 minutes of being assigned to a bed. 

During this 30-minute window, it is expected that the receiving unit has received the verbal I-

PASS and have had the opportunity to review the EHR documentation and/or review the SBAR 

form in the EHR. Once the transfer is complete and the patient is present on the inpatient 

Medical/Surgical unit, the nurse has admission tasks to complete such as completion of the 

admission flowsheet in the EHR and patient assessment  
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Participants 

The participants for this quality improvement project were nurses working in the ED and 

Medical/Surgical nursing units who take part in the transfer hand-off process. Inclusion criteria 

for this project are: 1) licensed registered nurses; 2) work in the units of interest; 3) read and 

understand English; the non-permanent nurses, such as the travelers, seasonal, and resource pool 

staff were excluded. Of the permanent employees, the new graduate nurses still on orientation 

would be excluded as well. Years of experience, shift worked, highest nursing degree earned, 

ethnicity, or gender are not grounds for exclusion.  

Stakeholders 

The Emergency Department Nursing Manager at the facility will assist in assembling the 

stakeholders. Following human subjects exempt or approval for this project, The ED manager 

will inform the education and quality improvement teams of the project. She will introduce these 

stakeholders to me. I anticipate the following will serve as stakeholders for this project: 

Medical/Surgical and ED nurse managers, unit quality improvement team members, bedside 

communication nurses on units of interest, and the nurse educators.  

Qualtrics™ Survey Development 

The survey has been developed based on key elements of the HF Systems Engineering 

Initiative for Patient Safety (SEIPS) model. Principles of HF or technology-user interface are 

essential for successful system design and processes for improved patient safety (Carayon, Xie, 

& Kianfar, 2014).  

The science of HF and ergonomics emphasize that a person’s performance is a result of 

one’s interactions with others and their environment (Carayon et al, 2006; Carayon et al., 2014). 
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HF interventions alone cannot have a significant, sustainable impact on patient quality and safety 

of care (Carayon et al., 2014). However, combining HF with organizational factors is suggested 

as an effective approach to healthcare quality and patient safety improvement (Carayon et al., 

2014). The process of hand-off communication (HOC) between acute care units is susceptible to 

miscommunication and risk poor care coordination and incomplete information transfer, thus 

very appropriate for the application of HF (Carayon et al. (2014). 

The SEIPS model, developed by Carayon and colleagues (2014), uses HF and systems 

engineering for approaching patient safety research, analysis, and improvement by evaluating 

how work systems and process can impact patient safety, the employees, and healthcare 

outcomes (Carayon et al., 2006).  

The SEIPS model is beneficial in providing a view of the whole system as it places focus 

on system design and its impact on processes and outcomes using a description of the interaction 

between components (Carayon et al., 2006) and is suitable to guide the development of the 

survey. Therefore, an adapted SEIPS model was used to guide the survey questions for this 

quality improvement project. The key elements of the model are: person, organization, tools and 

technologies, tasks, and environment and each will be described and defined below in Table 1 

(Carayon et al., 2014; Carayon et al., 2006). 
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TABLE 1. Key Elements of the SEIPS Model 

Key Elements Defined 
Person The individual at the center of the system; either single 

individual (e.g., nurse or physician) or group of 

individuals (e.g., healthcare team)  

Organization Informal and formal organization through culture, 

rules, procedures, structure, and management 

Tools and technologies Medical devices and health information technologies 

(paper and electronic) 

Tasks Characteristics and description of responsibilities 

including physical and psychological demands 

Environment Physical surroundings, layout, workstation designs and 

ambiance  

The work system component of SEIPS categorizes the person, organization, tools and 

technologies, tasks, and the environment as interacting and influencing factors to clinical practice 

(Carayon et al., 2014; Carayon et al., 2006). Person refers to the individual at the center of the 

system (Carayon et al., 2014). Organization refers to the informal and formal organizational 

factors, such as structure, procedures and policies (Carayon et al., 2006; Carayon et al., 2014). 

Tools and technologies are the health information devices (electronic, verbal, and written) and 

medical devices used for healthcare delivery (Carayon et al., 2006; Carayon et al., 2014). Tasks 

refer to the characteristics of psychological and physical demands (Carayon et al., 2014). The 

environment refers to the physical layout, workstation design, and ambiance (Carayon et al., 

2014).  

In the adapted SEIPS model (Figure 2) and building on Britton’s work (2016), the work 

system is defined as the ED-Medical/Surgical nurse-to-nurse HOC process. The HOC process, as 

previously stated, is the transfer of patient information, accountability, and responsibility from 

one care provider to another (Abraham, Kamnampallil, Almonsa, Patel, & Patel, 2014; 

Riesenberg, Leitzch, & Cunningham, 2010). The purpose of this project is to evaluate the 

effectiveness of the communication through the perception of the nurse. 
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Work System of HOC       Outcomes 

 

 

 

 

 

 

 

 

 (Adapted from Carayon et al, 2006) 

FIGURE 2. Hand-off Communication SEIPS Questionnaire Model  

Figure 2 depicts the adapted SEIPS model that guided the development of the HOC 

questionnaire. The work system represents the HOC process with the responsible person (nurse) 

in the center. For the project, the surrounding, interacting factors involved in HOC include the 

tools and technologies, the tasks, the organization and the environment. The large arrow 

represents how the interacting, influential factors in the work system collectively affects the staff 

and patient outcomes. 

The person in the center of the work system focuses on the sending ED or receiving 

Medical/Surgical nurse. The nurse is the bridge for coordination and continuity of care between 

units, thus the need to consider how physical and psychological characteristics affect the 

previously mentioned influencing factors impact his/her HOC quality. The organization in the 

adapted SEIPS will include both informal and formal aspects of HOC. The formal organizational 
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factors focus on the policies and protocols surrounding the HOC process. The informal 

organizational factors include available resources, coordination, teamwork, and organizational 

culture. The technologies and tools are defined as the written, verbal and electronic information 

devices used to perform HOC. Such tools include the Electronic Health Record (EHR), the 

SBAR, and the I-PASS mnemonic for verbal RN hand-off. Tasks in the work system refer to the 

work demands, time pressures, patient load, and other requirements on the nurses’ behalf that 

surround the HOC. The environment refers to the nurses’ physical external surroundings, such as 

lighting, computer access, works station design, and unit layout. The concept of process, as 

described in the original SEIPS model, was eliminated for the purpose of the project as it refers 

to care processes. Instead, the adapted SEIPS refers to the work system as the HOC process to 

evaluate how it impacts the outcomes for the patients and the staff (Figure 2). The staff outcomes 

include employee perception, burnout, satisfaction, and safety. The patient outcomes look at the 

perspectives about patient safety and quality of care. The adapted SEIPS can be further 

understood through Table 2. 

TABLE 2. Adapted SEIPS Model 

Concept Component Defined Elements Related to HOC 
Work 

System 

Person: The healthcare worker performing HOC 

to include their physical and psychological 

characteristics 

 

Organization: Healthcare facility policies, 
procedures, structure and management 

 

 

Tools and Technologies:  

Health information devices, written, electronic, 

verbal 

 

 

The ED-Med/Surg nurse, education, motivation, 

attitude, and experience 

 

 

HOC policy, hand-off structure, available 
resources, teamwork, coordination, collaboration, 

and support from management 

 

Electronic Health Record, SBAR, I-PASS 

mnemonic, and phone 
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TABLE 2. – Continued  

Concept Component Defined Elements Related to HOC 
Work 

System 

Tasks: The required responsibilities expected of 

the person performing the HOC or care 

coordination 

 

Environment: The physical layout and 

surroundings of the person, the ambiance in 

which the person performs tasks 

Documentation, patient and family needs, 

“courtesy call”, printing of tools, workload, 

patient care, and time expectations 

 

Workstation design, lighting, noise levels, unit 

layout, and computer accessibility 

Outcomes Staff: The person at the center of the work 
system, ED-Med/Surg nurse, perception of 

employee-centered HOC results 

 

Patient: The person at the center of the work 

system, ED-Med/Surg nurse, perception of 

patient-centered HOC results  

Staff satisfaction, burnout, safety, stress, and 
performance quality 

 

 

Patient safety, quality of care, patient satisfaction 

The survey was developed based on the key elements of the SEIPS model (Table 2). Five 

questions, using a Likert scale, were chosen for each SEIPS component. The Likert scale 

contains seven declarative items, ranging from one to five, or strongly disagree to strongly agree, 

respectively, expressing the participant’s perspective on each aspect of the HOC process (Polit & 

Beck, 2012). An equal number of questions for each SEIPS component was chosen to enhance 

the validity of the survey through reduction of bias in data collection. The questions are written 

clearly and simply to minimize misinterpretation and to accommodate the various reading levels 

of the participants. There are two optional narrative questions at the end of the Likert scale 

questions allowing the nurse to provide feedback on the HOC process, if not addressed in the 

SEIPS model questions. 

This quality improvement project will use Qualtrics Experience Management™ 

(Qualtrics™) with permission from the University of Arizona. Qualtrics™ is a cloud-based 

platform for creating online surveys to collect and analyze participant responses (University of 

Arizona Information Technology Department, n.d.). Qualtrics™ is only accessible with a secure 
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student login, thus providing the appropriate information security needed to protect the 

anonymous participants’ responses. The survey questions are available for viewing in Appendix 

C. 

The HOC survey was reviewed and approved by the DNP project committee and the 

intuitional review board (IRB). Following approval, the survey was introduced to the ED and 

Medical/Surgical nursing managers and a meeting was set for formal introduction. During this 

meeting, the ED and Medical/Surgical nurse managers’ questions and concerns were addressed. 

Next, the survey link was disseminated to the ED and Medical/Surgical nurses via departmental 

electronic mail (e-mail), survey. The e-mail includes an introduction, brief information on the 

DNP project purpose and an invitation to participate to those who meet inclusion and exclusion 

criteria (Appendix D). Participation is voluntary, and all responses are kept de-identified and 

organized using an alphanumeric code. On the same day of the first e-mail, an in-person 

introduction was completed in the ED during the group, change of shift report and on each 

Medical/ Surgical unit, shortly after the shift report, or at the convenience of the nurses on the 

unit. This was done to reduce any interruption in unit workflow or patient care. In summary, the 

e-mail was sent out following the introductions and communications with stakeholders. The 

survey was open for two weeks allowing a greater opportunity to participate and complete the 

survey. A reminder e-mail was sent out via email at the end of the first week and then the day 

before the survey closes. The final data collection and analysis will take place after the survey 

closed (Figure 3). 
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Process 

An email containing a description of the project and directions for completion of the 

survey was sent to the ED and Medical/Surgical nurse managers and/or educators. They will then 

send the email to nurses who work in the ED and Medical/Surgical nursing units. The HOC 

nurses will have two weeks to complete the survey. Once the survey closes, data was collected 

electronically through the Qualtrics™ software and analyzed using descriptive statistics.  

Sample 

The survey was sent to nurses who meet criteria, an estimated 100 nurses. Of these, I 

anticipate a response rate of about a third to a half or 30 to 50 nurses. According to Polit and 

Beck (2012), the average response rate for online questionnaires is less than 50%. Nulty (2008) 

found an average of 30 percent response rate in online surveys without the use of incentives. 

There were no incentives provided to those who volunteer to participate. 
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FIGURE 3. DNP Project Flowchart 
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Figure 3 illustrates the progression of the data collection steps as they occurred following 

IRB approval. The Qualtrics™ HOC survey sent out via e-mail and an in-person introduction 

occurred. This was repeated three times prior to survey close. Once survey closed, final data 

collection and analysis took place.  

Data Analysis 

Data analysis involved the following strategies. First, responses to the survey were 

reviewed for completeness (Polit & Beck, 2012). This was done before the survey closed and 

again afterwards. Then all quantitative responses were analyzed using descriptive statistics 

through Qualtrics™. The demographic data was analyzed separately from the rest of the survey, 

with the exception of which department the nurse practices. The demographic data (i.e. gender, 

years of experience, and education) were used to describe the nurse population that responded to 

the survey. The adapted SEIPS model concept responses were analyzed using descriptive 

statistics through Qualtrics™ and used to better understand the nurses’ perceptions.  

Open-ended responses were analyzed using organization of text data similar to content 

analysis (Polit & Beck, 2012). Here, text data was organized by common themes and categories 

and categorized to align with the SEIPS model concepts. Both the open-ended text and 

quantitative data were used to learn the nurses’ perceptions of the patient transition hand-off 

process.  

Ethical Considerations 

According to the Belmont Report (Department of Health, Education, and Welfare 

[DHEW], 1979), three principles are relevant to projects involving human subjects: respect for 

persons, justice, and beneficence. Respect for others refers to the participant autonomy, the 
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individual is capable of self-determination given that adequate project information is provided 

(Polit & Beck, 2012). As mentioned in the methods section, the survey responses are anonymous 

and voluntary allowing for respect for person and freedom of choice. The e-mail sent out is clear 

and informative allowing the individual the opportunity to understand the project prior to 

volunteering. There were no incentives, nor coercions, used when inviting participants to 

complete the survey. Beneficence ensures that the participant is treated in an ethical manner 

through respecting their decisions and protecting them from harm (DHEW, 1979). Beneficence 

further asserts that benefits are maximized, and harms are minimized (DHEW, 1969). The 

participants’ identity is not collected or revealed, therefore, privacy is protected and concern for 

retaliation is eliminated. The anticipated benefit of the DNP project is quality improvement in 

HOC through exploration of human factors. This will not provide any immediate benefit to 

participants. Justice asserts that all participants be treated equal (DHEW, 1979). One participant 

shall not be provided advantages or disadvantages over another. The project provides that all 

participating volunteers are chosen and treated with equality. 

RESULTS 

The purpose of this quality improvement project was to evaluate nurse-to-nurse hand-off 

communication (HOC) process between the Emergency Department (ED) and the inpatient 

Medical/Surgical units. The project sought to answer two questions: 

1. What are the identified strengths and weaknesses of the current ED-Medical/Surgical 

units’ hand-off process?  

2. What suggestions for improvement do nurses recommend for ED-Medical/Surgical 

HOC? 
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This quality improvement project used a survey that was organized by the human factors SEIPS 

model (Carayon et al., 2006), which sought to obtain the nurses’ perspectives on the current 

hand-off communication process. The data collected included participant demographic 

information to better understand the responding population’s education and experience 

(Appendix D).  

The survey was distributed to the nurses of the ED and two Medical/Surgical Units 

Twenty-eight responses were started with twenty-six (N=26) completed. The two incomplete 

surveys were excluded from the data analysis, as they did not contribute data to the purpose or 

aims of this quality improvement project. Fifteen ED nurses (n=15) and eleven Medical/Surgical 

nurses (n=11) participated in the survey (N26). 

Demographics 

The sample comprised of 15 (n=15) participants from the Emergency Department and 11 

(n=11) participants from the Medical/Surgical units, or 57.69% and 42.31% respectively as 

depicted in Table 3. 

TABLE 3. Participant Unit 

Unit  Percent Count 

Emergency Department 57.69% 15 

Medical/Surgical nursing unit 42.31% 11 

Total 100% 26 

An equal number of respondents from the ED and the Medical/Surgical units work either 

first shift (46.15%, n=12) or third shift (46.15%, n=12) and other shifts followed at 7.70% (n=2). 

The average nursing education fell under either associate or bachelor degree at an equal 42.31% 

each (n=11 each) with all other degrees at 15.39% (n=4). Experience in any healthcare setting 

was variable with the most responses from nurses that have worked between two to five years in 
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healthcare (34.62%), at the facility (46.15%) and employment on current unit (42.31%) (Table 

4). 

TABLE 4. Demographics 

Demographics 

ED-

Sample 
ED % 

Medical/Surgical 

Sample 

Medical/Surgical 

% 

Total 

Sample 

Total 

% 

Shift             

First shift (7A-7P) 7 46.67% 5 45.45% 12 46.15% 

Mid-shift (11A-11P, 
3P-3A, etc.) 1 6.67% 0 0.00% 1 3.85% 

Third shift (7P-7A) 6 40.00% 6 54.55% 12 46.15% 

Other 1 6.67% 0 0.00% 1 3.85% 

Total 15 100% 11 100% 26 100% 

Nursing Education             

Diploma 1 6.67% 0 0.00% 1 3.85% 

Associate Degree 4 26.67% 7 63.64% 11 42.31% 

Bachelor of Science in 

Nursing (BSN) 7 46.67% 4 36.36% 11 42.31% 

Masters of Science in 

Nursing (MSN or 

equivalent) 2 13.33% 0 0.00% 2 7.69% 

Doctorate (PhD or 

DNP) 1 6.67% 0 0.00% 1 3.85% 

Total 15 100% 11 100% 26 100% 

Years in Any Acute 

Care Setting             

≤ 1 year 4 26.67% 1 9.09% 5 19.23% 

2-5 years 4 26.67% 5 45.45% 9 34.62% 

6-10 years 2 13.33% 3 27.27% 5 19.23% 

> 10 years 5 33.33% 2 18.18% 7 26.92% 

Total 15 100% 11 100% 26 100% 

Years at Current 

Hospital             

≤ 1 year 4 26.67% 2 18.18% 6 23.08% 

2-5 years 6 40.00% 6 54.55% 12 46.15% 

6-10 years 3 20.00% 0 0.00% 3 11.54% 

>10 years 2 13.33% 3 27.27% 5 19.23% 

Total 15 100% 11 100% 26 100% 

Years in Current Unit             

≤1 year 5 33.33% 3 27.27% 8 30.77% 

2-5 years 6 40.00% 5 45.45% 11 42.31% 

6-10 years 3 20.00% 0 0.00% 3 11.54% 

>10 years 1 6.67% 3 27.27% 4 15.38% 

Total 15 100% 11 100% 26 100% 

 



 

 

 

 

45 

The survey also collected data on the adapted SEIPS model concepts, which include the 

following: Person, Organization, Tools and Technologies, Tasks, Environment, Patient 

outcomes, and Staff outcomes. The responses were scored using a Likert scale ranging from one 

to five, or strongly disagree to strongly agree, respectively, with a mean of three (neither agree or 

disagree). The scores were averaged to find the mean and percentage of each concept. The open-

ended questions were reviewed and categorized by SEIPS concept. Each concept will be 

presented as a total and separated to compare the ED results with the Medical/Surgical results.  

Person 

The concept of person in the SEIPS model is defined as the individual in the center of the 

system and their HOC specific education, experience, motivation, and attitudes. In this case, the 

person is the ED (giving) or Medical/Surgical (receiving) nurse participating in the HOC 

process. This section sought to understand how the nurse perceives their HOC education and 

their source of information to carry out their role in the process.  

Overall, 70.77% of nurses believe they have an important role in the process of HOC and 

that they have received sufficient education and information. The ED agreed at 72% and 

Medical/Surgical agreed at 71.14% to the concepts in person. On the scale of one to five, the 

overall mean for person was 3.74 with a standard deviation of 0.76. The mean for ED nurses was 

3.8 with a standard deviation of 0.72 and Medical/Surgical was 3.67 with a standard deviation of 

0.72. Two questions in this section were contrary to each other. One question stated information 

between verbal HOC and EHR is different, which resulted in an overall 31% nurse agreement. 

Whereas, the following question stated that the information given during verbal HOC is the same 

and the EHR with an overall 50% nurse agreement. The questions specific results between the 
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ED and the Medical/Surgical nurses were consistent, therefore, the overall, the ED, and the 

Medical/Surgical results can be found in Table 5.  

TABLE 5. Person Results 

SEIPS Person Concept 

questions 
Mean (±) 

Agree/ Strongly Agree 

total % 

Disagree/ Strongly 

Disagree total % 

Q7 I have received sufficient training on HOC 

ED* 4.00 (0.73) 86.67 6.67 

Med/Surg**  3.73 (0.86) 81.82 18.18 

Overall 3.88 (0.8) 84.61 11.54 

Q8 During HOC, information I give/receive is important for continuity of care 

ED* 4.40 (0.49) 100 0 

Med/Surg** 4.45 (0.50) 100 0 

Overall 4.42 (0.49) 100 0 

Q9 Information I give/receive during verbal HOC is different than in HER 

ED* 3.00 (0.82) 33.33 33.33 

Med/Surg** 2.73 (0.86) 27.27 54.55 

Overall 2.88 (0.85) 30.77 42.31 

Q10 Information I give/receive during HOC is same as that in HER 

ED* 3.60 (0.71) 60.00 6.67 

Med/Surg** 3.09 (1.00) 36.36 36.36 

Overall 3.38 (0.88) 50.00 19.23 

Q11 I have clear understanding of nurse HOC process as related to my setting 

ED* 4.00 (0.82) 80.00 6.67 

Med/Surg** 4.36 (0.48) 100 0 

Overall 4.15 (0.72) 88.46 3.85 

Totals 
   

ED* 3.80 (0.72) 72.000 10.67 

Med/Surg** 3.67 (0.74) 71.14 21.82 

Overall 3.742 70.77 15.19 

Note: Medical/Surgical abbreviated Med/Surg; ± =Standard Deviation; Question (Q); Hand-off Communication 

(HOC), Electronic Health Record (EHR); remaining percentages were neither agree nor disagree; *n=15; **n=11.  

Organization 

The concept of organization is defined as the healthcare facility policies, procedures, 

structure and management support. The questions asked sought to understand the nurses’ 

perceptive on the organization’s contribution to the HOC process.  

Overall, 70.39% of nurses agree that the policies are clear and understandable, the 

process is well organized, the management team is supportive, the HOC is influenced by setting 

culture, and there are available resources for staff to comfortably perform their role in the HOC 
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process. The ED nurses agree to the above mentioned a rate of 64.42% while 76.36% of the 

Medical/Surgical nurses agreed. The overall mean was 3.72 with a standard deviation of 0.92. 

The ED had a mean of 3.64 with a standard deviation of 0.89 while Medical/Surgical had a mean 

of 3.85 with a standard deviation of 0.86. The results were comparable between departments and 

are depicted in Table 6. 

TABLE 6. Organization Results 

SEIPS Organization Concept 

Questions 
Mean (±) 

Agree/ Strongly 

Agree Total % 

Disagree/ Strongly 

Disagree Total % 

Q12 The HOC policy is a clear, understandable resource  

ED* 3.73 (0.68) 73.33 6.67 

Med/Surg** 4.27 (0.45) 100 0 

Overall 3.96 (0.65) 84.61 3.38 

Q13 HOC process is well organized in knowing nurse role, when HOC is given, and what to include 

ED* 3.67 (0.7) 66.67 6.67 

Med/Surg** 3.82 (1.19 81.82 9.09 

Overall 3.73 (0.94) 73.07 11.54 

Q14 Management team is supportive in providing assistance with HOC when I am unavailable  

ED* 3.07 (1.18) 46.67 33.33 

Med/Surg** 3.45 (0.78) 45.45 9.09 

Overall 3.23 (1.05) 46.15 23.07 

Q15 The unit’s culture influences effectiveness of HOC during transition of care 

ED* 4 (1.03) 68.75 13.33 

Med/Surg** 4 (0.85) 81.81 9.09 

Overall 4 (0.96) 76.75 11.54 

Q16 Organization has provided all necessary resources for me to comfortably in HOC 

ED* 3.67 (0.87) 66.67 13.33 

Med/Surg** 3.73 (1.05) 72.72 9.09 

Overall 3.69 (0.95) 69.70 11.54 

Total    

ED* 3.64 (0.89) 64.42 26.54 

Med/Surg** 3.85 (0.86) 76.36 7.27 

Total 3.72 (0.92) 70.39 16.91 

Note: Medical/Surgical abbreviated Med/Surg; ± =Standard Deviation; Question (Q); Hand-off Communication 

(HOC). The remaining percentages were neither agree nor disagree; *n=15; **n=11. 

Tools and Technologies 

The concept of tools and technologies is defined as the health information devices, 

written, verbal, and electronic. In this case, they are the SBAR form, the I-PASS verbal 

mnemonic, and the EHR. This section sought to better understand the nurses’ perception of the 
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tools and technologies used for HOC. Overall, 57.75% of nurses agreed that the SBAR, the I-

PASS, and the EHR are effective for providing HOC from the ED to the Medical/Surgical Units. 

The results of the mean for the section was 3.54 with a standard deviation of 0.973. The ED 

nurses’ mean was 3.49 with a standard deviation of 0.99 and the Medical/Surgical nurses’ mean 

was 3.56 with a standard deviation of 0.78. The results between the ED and the Medical/ 

Surgical were inconsistent; therefore, the detailed variation will be compared below.  

The ED nurses agreed at 40% and the Medical/Surgical at 46.67% that the SBAR in the 

EHR is thorough enough to provide an effective HOC report the first statement of this section 

addressed whether the I-PASS verbal mnemonic tool provided an improvement to the HOC 

process; 73.33% of ED nurses agreed, while only 27.77% of Medical/Surgical nurses agreed. 

There were 53.33% ED and 63.64% Medical/Surgical nurses that prefer to use I-PASS for verbal 

report. Nurses that believe the I-PASS is as effective as using the EHR for HOC reached 46.67% 

from the ED, whereas, 26.67% from the Medical/Surgical nurses. There was a unanimous 

(100%) agreement from all participants (N26) that there is an opportunity to ask and answer 

questions with the current HOC process. The comparable results for overall, ED, and 

Medical/Surgical can be found in Table 7. 
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TABLE 7. Tools and Technologies Results  

SEIPS Tools & 

Technologies Concept 

Questions 

Mean (±) 
Agree/ Strongly Agree 

Total % 

Disagree/ Strongly 

Disagree Total % 

Q17 SBAR in EHR is thorough enough to provide effective HOC 

ED* 3.13 (1.20) 40.00 45.45 

Med/Surg** 3.00 (1.04) 46.67 27.27 

Overall 3.08 (1.14) 42.31 42.31 

Q18 I-PASS mnemonic provides improvement to HOC between sending and receiving units 

ED* 3.73 (1.00) 73.33 20.00 

Med/Surg** 3.36 (0.64) 27.27 0 

Overall 3.58 (0.88) 53.84 11.54 

Q19 Prefer to give/receive I-PASS verbal report than using EHR alone 

ED* 3 (1.31) 53.333 20.00 

Med/Surg** 3.91 (0.79) 63.64 0 

Overall 3.38 (1.21) 57.69 23.08 

Q20 I-PASS verbal is as effective as using the EHR 

ED* 3.33 (1.01 46.67 36.36 

Med/Surg** 3.18 (0.94) 26.67 27.27 

Overall 3.27 (0.98) 42.31 26.92 

Q21 There is an opportunity to ask and answer questions with current HOC process 

ED* 4.27 (0.44) 100 0 

Med/Surg** 4.36 (0.48) 100 0 

Overall 4.31 (0.46) 100 0 

Totals    

ED* 3.49 (0.99) 62.67 24.36 

Med/Surg** 3.56 (0.78) 52.85 10.91 

Overall 3.54 (0.973) 57.76 17.64 

Note: Medical/Surgical abbreviated Med/Surg; ± =Standard Deviation; Question (Q); Hand-off Communication 

(HOC), Electronic Health Record (EHR); Situation Background Assessment Background (SBAR), Illness severity, 

Patient Summary, Action Summary, Situational Awareness, Synthesis (I-PASS). The remaining percentages were 

neither agree nor disagree; *n=15; **n=11 

Tasks 

The tasks portion of the SEIPS model is defined as the required responsibilities expected 

of the person performing the HOC. In this case the section sought to evaluate the current policy, 

or “standard of work,” including time expectations to complete tasks for HOC, the nurses’ 

workload, and the need to complete tasks for other patients. Overall, 52.43% of nurses from 

combined ED and Medical/Surgical agreed to the statements made about the tasks surrounding 

HOC. The ED had a mean of 3.54 with a standard deviation of 1.02 while the Medical/Surgical 
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had a mean of 3.22 with a standard deviation of 1.05. The ED and the Medical/Surgical results 

were inconsistent and will be compared here. 

Overall, 60% of ED nurses agreed to the statements in the SEIPS tasks concept questions, 

whereas, only 27.51% of Medical/Surgical nurses agreed. The first statement addressed the 30-

minute timeframe expected for the HOC and patient transfer to occur. A total of 60% ED nurses 

agreed that this was sufficient time to complete the process, whereas, only 13.33% of 

Medical/Surgical nurses thought this was enough time. The second statement addressed the 10-

minute timeframe expected for the receiving nurse to be assigned to the patient and for the 

sending/receiving nurse to have preliminary tasks completed. A total of 46.67% ED nurses 

agreed that this was enough time, whereas, only 20% of Medical/Surgical nurses agreed. The 

next statement addressed whether the nurse likes the expectation of the off-going ED nurse to 

give the on-coming Medical/Surgical nurse HOC. The ED nurses agreed at 60%, whereas only 

36.36% of Medical/Surgical nurses thought this was a good practice. Next, the nurses were asked 

if they think the patient-to-nurse ratio impacted their HOC. In the ED, 86.67% and 100% 

Medical/Surgical nurses agreed that this played a factor in their ability to effectively give or 

receive HOC. The final statement of the tasks concept addressed was whether the nurses 

believed there were too many tasks surrounding HOC, including care for other patients’ needs. 

This resulted in 46.67% ED nurses and 54.55 Medical/Surgical nurses believing this to be true. 

The full results for overall, ED, and Medical/Surgical can be found in Table 8. 
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TABLE 8. Tasks Results 

SEIPS Tasks Concept 

Questions 
Mean (±) 

Agree/ Strongly Agree 

Total % 

Disagree/ Strongly 

Disagree % 

Q22 30-minute timeframe is sufficient to complete my HOC tasks 

ED* 3.60 (0.88) 60 18.18 

Med/Surg** 2.55 (0.89) 13.33 54.55 

Overall 3.15 (1.03) 42.31 30.77 

Q23 10-minute timeframe for nurse to be assigned is adequate to perform tasks prior to HOC  

ED* 3.40 (0.95) 46.67 18.18 

Med/Surg** 2.55 (1.16) 20 54.55 

Overall 3.04 (1.13) 34.62 34.61 

Q24 I like that the off-going nurse gives HOC to on-coming nurse 

ED* 3.40 (1.31) 60 26.67 

Med/Surg** 2.73 (1.21) 36.36 36.36 

Overall 3.12 (1.31) 50 30.77 

Q25 I feel like my nurse to patient ratio impacts my ability to effectively give/receive HOC 

ED* 4 (0.89) 86.67 13.33 

Med/Surg** 4.91 (0.29) 100.00 0 

Overall 4.38 (0.84) 92.31 7.69 

Q26 There are too many tasks surrounding HOC when patient is admitted 

ED* 3.27 (1.06) 46.67 33.33 

Med/Surg** 3.36 (0.77) 54.55 18.18 

Overall 3.31 (0.95) 50 26.92 

Totals    

ED* 3.54 (1.02) 60.00 39.27 

Med/Surg** 3.22 (1.05) 44.85 32.73 

Overall 3.4 (1.06) 52.43 36 

Note: Medical/Surgical abbreviated Med/Surg; ± =Standard Deviation; Question (Q); Hand-off Communication 

(HOC). The remaining percentages were neither agree nor disagree; *n=15; **n=11. 

Environment 

The environment concept of the SEIPS model refers to the physical layout and 

surrounding of the person performing HOC. In this case, unit layout, access to computers, and 

noise were evaluated. Overall, 61.63% of nurses agreed that the unit layout, computer access, 

surrounding noise and distractions impact their ability to effectively perform HOC. The mean for 

the concept of environment among N26 was 3.57 with a standard deviation of 1.06. The mean of 

the ED nurses was 3.81 with a standard deviation of 1 and the mean of the Medical/Surgical 

nurses was 3.24 with a standard deviation of 1.00 on the one to five Likert scale. 
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The ED nurses agree at 75.99% while only 47.27% of Medical surgical nurses agreed that 

their environment interrupts the HOC process. The first statement asked if the nurse believes that 

the physical environment influences the effectiveness of HOC, 80% of ED and 54.55% of 

Medical/Surgical nurses agreed. The second statement addressed whether there was always a 

computer available for the nurse to complete their HOC tasks, 73.33% of ED and 45.45% of 

Medical surgical nurses agreed that they have access to computers for HOC. On the other hand, 

an equal 45.45% of Medical surgical nurses disagreed to having computer access with the 

remaining 9.1% neither agreeing nor disagreeing. The next statement addressed distractions from 

the environment, 80% of ED and 63.64% of Medical/Surgical nurses agreed that they are often 

interrupted with environmental distractions. The unit’s layout was addressed next with 73.33% 

of ED and 45.45% of Medical/Surgical nurses agreeing to the location of supplies, patient rooms, 

and nurse’s station impact the HOC process. The final statement addressed the noise on the unit 

with 73.33% of ED and 45.45% of Medical/Surgical nurses agreeing that the noise on the 

nursing unit is distracting during the HOC process. The detailed, comparable results are available 

in Table 9. 



 

 

 

 

53 

TABLE 9. Environment Results 

SEIPS Environment 

Concept Questions 
Mean (±) 

Agree/ Strongly Agree 

Total % 

Disagree/ Strongly 

Disagree Total % 

Q27 Unit’s physical environment influences HOC during transition of care 

ED* 3.87 (0.88) 80 13.33 

Med/Surg** 3.45 (.089) 54.55 18.18 

Overall 3.69 (0.91) 69.23 15.38 

Q28 Always a computer available for me to adequately complete my role in HOC 

ED* 3.67 (1.07) 73.33 26.67 

Med/Surg** 3.00 (1.21) 45.45 45.45 

Overall 3.38 (1.18) 61.53 34.62 

Q29 I am often distracted during HOC by interruptions 

ED* 3.93 (1.06) 80 20 

Med/Surg** 3.64 (1.15) 63.64 27.27 

Overall 3.81 (1.11) 73.08 23.08 

Q30 The unit’s layout has impact on my ability to carry out role in HOC 

ED* 3.67 (1.01) 73.33 6.67 

Med/Surg** 3.27 (0.96) 45.45 27.27 

Overall 3.5 (1.01) 61.54 19.23 

Q31 The noise of the nursing unit is distracting during HOC  

ED* 3.93 (1.00) 73.33 13.33 

Med/Surg** 2.82 (0.830 27.27 45.45 

Overall 3.46 (1.08) 50.30 26.92 

Totals       

ED* 3.81 (1.00) 75.99 28.32 

Med/Surg** 3.24 (1.00) 47.27 32.72 

Overall 3.57 (1.06) 61.63 30.52 

Note: Medical/Surgical abbreviated Med/Surg; ± =Standard Deviation; Question (Q); Hand-off Communication 

(HOC). The remaining percentages were neither agree nor disagree; *n=15; **n=11. 

Patient Outcomes 

The patient outcomes portion of the SEIPS refers to the safety, quality of care, and 

satisfaction of the patient during and after the HOC and process. The statements in this portion 

sought to evaluate how the HOC process impacts the patient as perceived by the sending and 

receiving nurse. The overall mean on a scale of one (strongly disagree) to five (strongly agree) 

was 4.34 with a standard deviation of 0.75. Majority of the nurses believe that the HOC impacts 

the patient safety, satisfactions, quality of care, and outcomes with the overall rate of 91.94%. 

The ED sample mean was 4.16 with a standard deviation of 0.78 and the Medical/Surgical 
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sample mean was 4.58 with a standard deviation of 0.60. The individual statement results 

between the ED and the Medical/Surgical unit were consistent and can be found in Table 10.  

TABLE 10. Patient Outcomes Results 

SEIPS Patient Outcomes 

Questions 
Mean (±) 

Agree/ Strongly 

Agree Total % 

Disagree/ Strongly 

Disagree Total % 

Q32 HOC for transition of care plays important role in patient continuity of care 

ED* 4.33 (0.60) 93.33 0 

Med/Surg** 4.82 (0.39) 100 0 

Overall 4.54 (0.57) 96.15 0 

Q33 HOC plays important role in how patient is treated during transition 

ED* 4 (0.97) 86.67 6.67 

Med/Surg** 4.27 (0.86) 90.9 9.09 

Overall 4.12 (0.93) 88.47 7.7 

Q34 HOC for transition of care impacts patient outcomes 

ED* 4.13 (0.81) 86.67 6.67 

Med/Surg** 4.45 (0.66) 90.9 0 

Overall 4.27 (0.76) 88.46 3.85 

Q35 HOC for transition of care impacts patient safety 

ED* 4.33 (0.79) 93.33 6.67 

Med/Surg** 4.73 (0.45) 100 0 

Overall 4.5 (0.69) 96.15 3.85 

Q36 HOC for transition of care impacts patient satisfaction 

ED* 4 (0.75) 86.67 6.67 

Med/Surg** 4.64 (0.64) 90.9 0 

Overall 4.27 (0.76) 88.46 3.85 

Totals       

ED 4.16 (0.78) 89.33 5.34 

Med/Surg 4.58 (0.60) 94.54 1.82 

Overall 4.34 (0.75) 91.94 3.58 

Note: Medical/Surgical abbreviated Med/Surg; ± =Standard Deviation; Question (Q); Hand-off Communication 

(HOC). The remaining percentages were neither agree nor disagree; *n=15; **n=11. 

Staff Outcomes 

Staff outcomes are defined as the person at the center of the HOC (nurse) and their 

outcomes including safety, satisfaction, job performance, and care delivery. The statements in 

this portion of the survey sought to evaluate the nurses’ perceptive on whether the HOC process 

plays an important role in the nurses’ patient care delivery satisfaction, their job performance, 

their safety, and their satisfaction.  
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Overall, 75% of nurses agreed that the HOC process impacts their satisfaction, quality of 

care delivery, and safety. A total of 71.67 % ED nurses and 78.17% Medical/Surgical nurses 

believed this to be true. The mean of the sample was 3.79 with a standard deviation of 0.83. The 

ED mean was 3.68 with a standard deviation of 0.77 and the Medical/Surgical mean being 3.95 

with a standard deviation of 0.83. The full, comparable results are available in Table 11. 

TABLE 11. Staff Outcomes Results 

SEIPS Staff Outcomes Concept 

Questions 
Mean (±) 

Agree/ Strongly 

Agree Total % 

Disagree/ Strongly 

Disagree Total % 

Q37 HOC for transition of care plays a role in my patient care delivery satisfaction 

ED* 3.73 (0.85) 73.33 13.3 

Med/Surg** 4.18 (0.83) 90.9 9.09 

Overall 3.92 (0.87) 80.77 11.54 

Q38 HOC for transition of care plays an important role in the nurse’s job performance  

ED* 3.53 (1.02) 60 6.67 

Med/Surg** 3.73 (0.86) 81.81 18.18 

Overall 3.62 (0.96) 69.23 15.39 

Q39 HOC for transition of care plays a role in staff satisfaction  

ED* 3.47 (0.72) 46,67 6.67 

Med/Surg** 3.55 (0.99) 54.54 18.18 

Overall 3.50 (0.84) 50 11.54 

Q40 HOC for transition of care impacts staff safety 

ED* 3.87 (0.50) 80 0 

Med/Surg** 4 (0.74) 72.72 0 

Overall 3.92 (0.62) 76.92 0 

Q41 HOC for transition of care impacts staff satisfaction 

ED* 3.80 (0.75) 73.33 6.67 

Med/Surg** 4.27 (0.86) 90.90 18.18 

Overall 4 (0.83) 80.77 7.69 

Totals       

ED 3.68 (0.77) 71.67 23.51 

Med/Surg 3.95 (0.86) 78.17 12.73 

Overall 3.79 (0.83) 74.92 18.12 

Note: Medical/Surgical abbreviated Med/Surg; ± =Standard Deviation; Question (Q); Hand-off Communication 

(HOC). The remaining percentages were neither agree nor disagree; *n=15; **n=11. 

Open-ended Questions 

The two open-ended questions at the end of the survey sought to get perspectives from 

the nurses on the HOC process using their own words. The first question addressed the nurses’ 

perception on which information is most important to include in the between unit hand-off. The 
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most common mentioned among both ED and Medical/Surgical nurses were the patient’s 

diagnosis, status (stable versus unstable, vital signs, mental state, activity level, and code status), 

interventions (medications given and pending), and abnormal laboratory results (Table 12). All 

the statements made by the nurses were placed in the tools and technologies concept of the 

SEIPS model as they provided data on what should be included in the HOC regardless of written, 

electronic, or verbal delivery. 

TABLE 12. HOC Suggested Important Information  

42. What patient information do you think is the most important to be included in hand-off 

communication from nurse to nurse between departments? 

ED responses Medical/Surgical responses 

Medications (given, running, and pending) (n=5) Diagnosis (n=2) 

Vital signs (n=4) Patient History (n=2) 

Patient Status (orientation, impulsiveness) (n=4) 
Patient Status (condition, Intravenous line status, 

language, isolation, & code status) (n=6) 

Patient History (n=3) Vital Signs (n=1) 

Diagnosis (n=3) Patient Behaviors (n=2) 

Family dynamics (n=3) Medications (given, running, and pending) (n=2) 

Critical Lab Results (n= 2) Critical Lab Results (n=2) 

Events while in ED (n=2) Skin issues (n=2) 

Information pertinent to safety (n=2) Test Results (n=1) 

Only information that cannot be found in EHR 
(n=1) 

Family dynamics (n=1) 

Full Review of Symptoms (n=1) Substance Abuse (n=1) 

 
Urinary status (n=1) 

 
Potential patient problems (n=1) 

Note: The respondents were able to provide multiple suggestions 

The second open-ended question asked for feedback from the nurses on what they believe 

could be done to improve the HOC and the answers were categorized into the SEIPS concepts. 

There were 38.46% (n=10) nurses that did not respond to the questions. Of the ones that 

responded (n=16), 50% of the suggestions were placed into the concept of HOC tasks showing 

this to be an area needing the most improvements (Table 13). The most common suggestions 

from the ED was to have the Medical/Surgical nurse answer the call from ED or call back in a 

timelier manner. The most common suggestion from the Medical/Surgical unit was to not 



 

 

 

 

57 

perform HOC or transfer the patient during change of shift. Other suggestions included having 

private patient rooms and for the organization to follow up on the compliance of the ED nurses’ 

report delivery to ensure he/she is completing a full SBAR or I-PASS report to the 

Medical/Surgical nurse (Table 14).  

TABLE 13: SEIPS Suggestions Category Percentage Rates 

SEIPS Concept Percent Sample 

Person 6.25% 1 

Environment 12.50% 2 

Tasks 50.00% 8 

Organization 18.75% 3 

Tools and Technologies 12.50% 2 

Total 100% 16 
Note: 38.46% (n=10) of the total sample (N=26) did not respond to the question 

TABLE 14. Suggestions for HOC Improvements 

43. What suggestions do you have to improve the current hand-off communication process? 

ED Responses Medical/Surgical Responses 

Inpatient nurse to be available for HOC from ED 

(n=3) 

Do not perform HOC or transfer at shift change or peak 

times (n= 4) 

Private rooms (n=2) 
Allow time for inpatient nurse to complete current 

patients care prior to receiving a new admit (n=2) 

Create and ICU type of Report (n=1) 

Prioritize safety and satisfaction among patients and 

staff rather than focus on the patient throughput times 

(n=1) 

Return to written report (n=1) 
Decrease call from ED before patient assigned to bed 

(n=1) 

Change the fact transport arrives to ED prior to HOC 

given to inpatient nurse (n=1) 

Decrease transport set-up before inpatient nurse gets ED 

report (n=1) 

 

Note: Respondents had the opportunity to provide more than one suggestion 

Answers to Project Questions 

Based on the above, the answers to the questions guiding this quality improvement 

project are as follows. First, what are the identified strengths and weaknesses of the current ED-

Medical/Surgical units’ hand-off process? The identified strengths of the HOC process are that 

the nurses believe they have received sufficient education and have a solid understanding that 
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they play an important role in the process in order to provide safe, quality care to the patient. The 

organization’s policy, or standard of work, is well laid out and there are sufficient resources 

available for staff to reference when needed for HOC clarification. The nurses believe I-PASS 

mnemonic, when adhered to, provides an improvement to the HOC process with 100% agreeing 

there is an opportunity to ask and answer questions. Thus, increasing negentropy maintaining 

consistency with the literature recommendation of allowing synchronous communication 

(Popovici et al., 2015). Another strength identified would be the organization’s policy and staff 

training on HOC process and standards of work as both he ED and Medical/Surgical nurses as 

84.61% agreed that the policy is clearly written and understandable and they received sufficient 

training  

The identified weaknesses found in the tools and technologies concept of the HOC 

process, the SBAR is not believed to be thorough enough to provide sufficient information for 

HOC from the ED to the Medical/Surgical Unit. Although the I-PASS provides an improvement 

to HOC, compliance from the ED is perceived to be low by the Medical/Surgical nurses, 

therefore, causing a gap in effectiveness and creating a weakness in the HOC process. The 

concept of tasks was weak in that the survey revealed there are too many tasks surrounding the 

HOC process for both the ED and Medical/Surgical nurses, including care for their other 

patients, which impacts the patient and staff safety. The Medical/surgical nurses believe that the 

ten-minute timeframe to be assigned the patient and ready to get HOC from ED is not enough 

time. The ED nurses expressed the lack of privacy to deliver HOC in the environment. Both the 

ED and the Medical/Surgical nurses expressed the increased interruptions during HOC. All of 

which are identified as weaknesses in the HOC process.  
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Second, what suggestions for improvement do nurses recommend for ED 

Medical/Surgical HOC? The Medical/Surgical nurses suggests that there be a follow up process 

to ensure the compliance of the ED staff on using the I-PASS mnemonic to improve the HOC 

between the departments. ED suggested that the inpatient nurse should be available quicker to 

receive HOC when the ED nurse call or call back in a timelier manner. The Medical/Surgical 

nurses suggest stopping HOC during peak times, such as shift change because of its impact on 

patient safety. Recommendations will be further explained in the recommendations section.  

Summary 

Overall, the HOC process from the ED to the Medical/Surgical is an organized process 

that continues to need improvements. The results reveal that the organization’s contribution to 

the process regarding the policy, the training, and the management are strong. Furthermore, the 

nurses agreed to understanding how important their role in the process is, thus increasing the 

strength of the concept of person. However, the concept of tools and technologies, tasks, and 

environment have areas of needed improvements.  

DISCUSSION 

Hand-off communication from the ED nurses to the Medical/Surgical nurses is an 

important process for between-unit, or interdepartmental, transfer of patient care. Each year, 

miscommunications contribute to up to 80% of adverse events (TJC, 2010). A literature review 

found that current practices include the use of tools, such as SBAR, and technologies, such as the 

Electronic Health Record (EHR). This was consistent with the HOC process evaluated, which 

uses SBAR, I-PASS mnemonic, and the EHR for HOC. Literature further revealed nurses prefer 

a verbal or face to face communication with the guidance of a tool or form (Randell et al., 2011) 
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This was consistent with the evaluation of the HOC process, as 57.69% of nurses prefer a verbal 

HOC with guidance from the I-PASS mnemonic. Despite continued quality improvement 

initiative, barriers to effective HOC were identified. This Quality Improvement project revealed 

the barrier to timely HOC due to unavailability of the inpatient nurse when the ED nurse 

attempts to call report. Popovici et al (2015) identified multiple interruptions during HOC as a 

barrier in the effective exchange of information. This too was consistent with the evaluation as 

the amount of interruptions (call lights, phone calls, and noise) during HOC was perceived by 

nurses to be a distraction in their HOC. Nurses believe there is a lack of information relayed 

from the ED to the Medical/Surgical unit due to lack of compliance to I-PASS, consistent with 

Welsh et al (201). Overall, the quality improvement project was consistent with the previously 

presented literature review. In addition, this quality improvement project contributes to literature 

the success of evaluating the HOC using the SEIPS model, which provides human factors 

combined systems approach to determine needed improvements based on their place in the work 

system.  

Project Theory Connection 

The quality improvement project was guided by the Effective Nurse to Nurse 

Communication Framework (Carrington, 2012). As per Carrington (2012) there is a clinical 

event, the responding nurse, and the receiving nurse. Carrington’s (2012) Framework lead to the 

creation of the adapted Nurse-to-Nurse Interdepartmental Communication Framework (Figure 

1). This was further informed by the proven HOC process. The HOC is initiated by the impeding 

admission, then the sending nurse uses electronic and verbal communication to send the message 

to the receiving nurse, who continues patient care as discussed in Carrington (2012). This 
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emphasizes that when the admission is requested, the first unit of care (ED) initiates the HOC via 

verbal, written, and electronic means to the second care unit (Medical/Surgical) of care. During 

this process, there is an opportunity for exchange of information (synchronous communication) 

between the two care units. This process, in turn, impacts the patient and staff outcomes. This 

quality improvement project was consistent with and strengthened the Nurse-to-Nurse 

Interdepartmental Communication Framework. 

Project Strengths 

The most significant strength to the quality improvement is the Systems Engineering 

Initiative for Patient Safety (SEIPS) human factors approach as it evaluated the HOC regarding 

each component. Thus, contributing to the evaluation of the person, the organization, the tools 

and technologies, tasks, and the environment as they interact with each other to complete the 

HOC process. This approach allows the stakeholders to identify where the highest improvements 

needs are to increase the patient and staff quality and safety. Another identified strength was the 

stakeholders involved in the DNP project implementation. The unit managers and the quality 

improvement team were enthusiastic about the evaluation, thus increasing the nurses’ enthusiasm 

and interest to participate. Although no incentives were given, this potentially strengthened the 

sample size. 

Project Limitations 

The survey was validated prior to implementation, however, in the person concept section 

of the SEIPS survey, two questions (question 9 and 10) contradicted each other. Although this 

provided validation to the information provided by the questions, it created a discrepancy in the 

overall percentage result. Originally, the project was meant to be implemented on three 
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Medical/Surgical units, however, due to scheduling conflicts, one of the units’ managers was 

unavailable prior to the survey distribution date. Therefore, the third unit was not included. This 

reduced the overall potential participant sample size. Once the survey was distributed to the staff, 

it was discovered that there were changes being made in the HOC process within the first few 

days of implementation. The new change resulted in ED to Medical/Surgical patient transport 

being set-up prior to the ED nurse calling to give HOC to the inpatient Medical/Surgical nurse. 

This resulted in suggestions from participants about that change, which as not previously 

identified as part of the process. Having changes made while the survey was open, created 

opportunity for misinterpretation in the survey statements.  

After the survey was implemented, it was discovered that the facility has an “admission 

team,” which includes nurses between 11:00 am to 11:00 pm whose only duty is to complete the 

admission tasks on the inpatient units. This created the opportunity for variable perspectives 

between the first shift nurses who benefit from the service regularly, whereas, the third shift 

nurse does not since the admission nurse leaves four hours into third shift.  

Impact to Patient Safety 

It is known that the HOC process from the ED to the inpatient Medical/Surgical nursing 

unit creates an opportunity for miscommunication, thus causing preventable adverse events. 

When information is not relayed from the sending nurse to the receiving nurse, the patient care is 

compromised, which can lead to adverse events and even death (TJC, 2012). This quality 

improvement project sought to evaluate needed improvements in the SEIPS work system to 

contribute to patient safety initiatives. Identifying the gaps in communication using the SEIPS 

model allowed to breakdown the HOC process and evaluate more than just the system, but how 
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various components interact and impact each other. The identified weakness of the HOC work 

system, such as decreased compliance to I-PASS, non-HOC tasks such as immediate needs of 

other patients, delaying the ED to Medical/Surgical HOC, and environmental interruptions can 

be addressed. Once the weaknesses have been determined, the collected data can be distributed, 

and solutions can be tested to increase HOC effectiveness, thus increasing positive patient 

outcomes, such as patient safety.  

Future Recommendations 

Based on the above findings, it is recommended that a follow up process on I-PASS 

mnemonic be created to ensure compliance. This may be done through a verification note and 

chart audit, or have quarterly monitors walk around, similar to what is done for monitoring hand-

hygiene compliance. Another recommendation to improve compliance is to have regular review 

training through the computer based training modules as Peterson et al. (2013), Popovici et al. 

(2015), and Staggers et al. (2012) revealed that lack of education and training of HOC tools and 

lack of education about the importance of effective HOC is an influencing factor. Another option 

would be to create a “smart phrase” in the EHR for the staff which provides a time efficient, 

detailed, auto populated, narrative note providing the inpatient nurse with the most pertinent PHI 

for them to continue safe quality patient care at a glance, similar to the progress notes written by 

the providers.  

Based on the suggestions and survey results, it is recommended that noise be reduced in 

the ED to decrease distractions and interruptions while HOC is being performed. Currently, if the 

Medical/Surgical nurse is unavailable to take HOC from the ED, the charge nurse or a designated 

nurse receives the verbal report. This adds another person to relay a message, which contributes 
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to entropy. In order to reduce delays in HOC from the ED to the Medical/Surgical nurse while 

still allowing the inpatient nurse to talk directly to the ED nurse, it is recommended that the 

designated or charge nurse takeover the occupied nurses’ other patient tasks while the receiving 

nurse takes the I-PASS verbal report from the ED. This will contribute to negentropy by 

allowing for the assigned receiving nurse to ask the questions she/he needs to effectively 

continue the patient’s care, while the nurse’s already admitted patient is still receiving the care 

he/she deserves.  

Randell, Wilson, and Woodward (2011) revealed that technology should not replace 

verbal HOC, it should be used to support it instead while allowing a flexible solution for access 

to greater detail as needed by the provider. Although Randell, Wilson, and Woodward (2011) 

revealed the above, a final recommendation for further quality improvement would be to 

evaluate whether the use of the SBAR tool and the I-PASS tool simultaneously creates a work 

burden or contributes to miscommunication among the staff. Popovici et al. (2015) identified that 

the mixed approach of both paper and EHR for orders and charting with use of other 

communication devices as barriers causing interruptions in synchronous HOC. This was not 

specifically evaluated in the current quality improvement project; therefore, it is recommended to 

evaluate the how using the I-PASS verbal mnemonic in conjunction with the narrative note and 

the SBAR form in the HER impact the effectiveness of HOC.  

Dissemination of Information 

The results and recommendations will be disseminated to the key stakeholders through a 

formal individual or group meeting. The participant’s identities will be protected when results 

are released to the organization as there were a few outliers in the demographic data. This will be 
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done through providing summarized results the facility rather than releasing the detailed raw 

data. The information will then be used to continue hand-off communication improvement 

initiatives. 

Conclusions 

This quality improvement project evaluated the HOC process from the ED to the 

Medical/Surgical nurses using a the SEIPS human factors model. The model brought an 

advanced and successful guide to the project. It was concluded that the breakdown of the work 

system contributed more specific gaps in the HOC process, rather than using the traditional 

System-Process-Outcomes (Carayon, Xie, & Kianfar, 2014) model. The SEIPS model will be 

used again in future quality improvement initiative in my clinical profession. The use of this 

model for patient safety initiative evaluations can also be of benefit for other medical 

professionals. 
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APPENDIX A: 

HAND-OFF COMMUNICATION LITERATURE EVALUATION TABLE 
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Project Question: How can nurse-to-nurse handoff communication be improved between the emergency department and the 

admitting non-critical inpatient ward? 
Author / Article Qualitative or 

Quantitative 

Research quest 

Design Setting and 

Sample (N) 

Data Collection 

(Instruments/tools) 

Findings Limitations & 

Recommendations 

(Popovici et al., 
2015) 

Qualitative: cognitive 
ethnography 
 
To describe the 
communication 
patterns and tools 
inside the modern 
hospital used for 
patient transfers from 

ED to general 
medicine (GM)  

Multi-site direct 
observation 
 
Well-established 
ethnography 
method for 
shadowing and 
interviewing 
HCPs was used 

3 large teaching 
hospitals in 
Toronto 
 
ED Physicians and 
nurses 
N=15 total patient 
transfers from ED 
to GM 

  
 

123 hours of observation 
MD HOC: observation 
started when GM MD was 
assigned ED patient; 
RN HOC: observation 
began when the whiteboard 
signaled a patient was 
assigned a GM bed; 
2 observers: 1 with ED 

nurse and 1 with GM nurse; 
Observed transfers at 
various times at each site. 
Days, nights, weekends, 
holidays; 
Observer took structured 
notes, used contextual 
inquiry, structured data 

collection process with 
unstructured qualitative 
notes, 3 semi-structured 
interviews (30-60minutes) 
transcribed using 
professional transcriptionist. 
 

Communication issues: 

• High reliance on 

interruptive 

communication 

• Severe workflow 

influences and delays due 

to pagers 

• Multiple unintegrated tools 

• Lack of awareness of 

patient tests & 

consultations 

• Ineffectiveness of paper 

chart 

• Unintentional user 

interfaces for software 

tools 

• Delays and errors 

stemming from mixed use 

of EHR and paper ordering 

• Lack of timely and 

accurate contact 

information for clinicians 

Clinicians prefer synchronous 
communication 

Solutions: should satisfy 
broad principles: context 
awareness, redundancy, 
interconnectivity, 
accessibility, user 
customization, security and 

Did not evaluate long 
term impact on patient 
safety 
 
Recommend 
Solutions to satisfy 
interconnectivity, 
context awareness, 
accessibility, 

redundancy, user 
customization, security, 
and intuitive user 
interface  
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Author / Article Qualitative or 

Quantitative 

Research quest 

Design Setting and 

Sample (N) 

Data Collection 

(Instruments/tools) 

Findings Limitations & 

Recommendations 

intuitive user interfaces 

(Staggers, Clark, 
Blaz, & 
Kapsandoy, 2012) 

Qualitative: 
To explore how 
nurses, manage 
information before 
and during handoffs 
on medical-surgical 
not in settings with 

computerized 
provider entry and 
electronic nursing in 
place 

Interpretive 
descriptive 
exploratory 

5 medical-surgical 
units in 425 bed 
Tertiary care 
facility in Western 
United States.  
 
Purpose sampling: 

N=26 (23 female, 3 
male nurses) report 
on 93 patients 

Direct observations of 
activity on unit and patient 
handoff was transcribed and 
analyzed (field notes 
integrated into handoff 
report transcript); 
Audio recorded end of shift 

nurse handoffs; 
Audio recorded debriefing 
semi-structured Interview 
with nurses giving report 
about handoff practice and 
tools (used descriptive 
coding); 
Collected nurses’ handoff 

form after they were 
received. 
 
 

Average length of handoff 
was 40 minutes 
 
Nurses want pertinent 
information: contextual 
information (demographics & 
treating team), plan of care 

(nursing clinical events, MD 
orders), current patient status 
(vital signs, progression 
through shift). 
Information tools that work: 
35% printed nurse report 
summary provided by 
hospital and still wrote 

additional information onto 
form or 65% used a 
personalized handwritten 
form (Their “brain”). None 
used the EHR for source of 
information 
Paper forms are best: all 26 
nurses relied on paper form 

called their “brains” to give 
report despite the availability 
of nursing summary report in 
EHR. 
Nurses need information at a 
glance: personalized papers 
tailored to how the nurse 
individually does work 
making information “in one 

spot” easily retrievable. 
Ability to personalize flow of 
shift for better handoff, 
portable and accessible. 
 
 

Only investigated units 
with synchronous verbal 
shift handoffs, therefore 
may not be generalized 
Recommend 
 Tools to have 
contextually based 

information, 
information integrated 
across traditional EHR 
modules are portable, & 
electronic support 
(mobile tool) 
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Author / Article Qualitative or 

Quantitative 

Research quest 

Design Setting and 

Sample (N) 

Data Collection 

(Instruments/tools) 

Findings Limitations & 

Recommendations 

(Peterson, 
Blackmer, 
McNeal, & Hill, 
2013) 

Qualitative: 
Nurses perceived 
strengths, weakness, 
and suggestions of 
improvements for 
current HOC  
 
Quantitative: 

Compare nurses’ 
satisfaction scores 
before and after an 
education 
intervention 
regarding HOC  

Queries and 
Pre-test/ post-
test  
Intervention: 
Educational 
program about 
HOC 

A behavioral 
health unit in a 
hospital in the 
Midwest 
N=unknown; all 
staff nurses on the 
unit  

Clinical handover survey 
(CHS) using Likert scale 
with 20 statements strongly 
agree to strongly disagree. 
 
Pre-intervention: 2-3-week 
period, CHS given 3 
different times 

 
Post-intervention: Same 
CHS 2-3 weeks given 3 
different times  
 
 

Pre-intervention: 
Positive perceptions related to 
having opportunity to discuss 
confidential information, 
ability to clarify information, 
& having opportunity to 
discuss clinical situations 
experienced 

Post-intervention 
Highest level of agreeance: 
ability to clarify information, 
being able to keep focused, 
being educated about 
different aspects in nursing 
care. 
(Pre-intervention/post-
intervention)  

HOC takes too much time 
(85.7%/78.9%) 
HOC with non-pertinent 
information (77.3%/73.3%) 
Could obtain information 
from chart (64%/50%) 

Setting in a behavioral 
health unit (specialty 
care) with 
nonprobability 
convenience sampling 
with shift to shift HOC, 
cannot be generalized 
Recommend 

Involve the patient in 
process and give report 
at bedside, unless 
specific patient situation 
does not allow  
 
 

(Benjamin, 

Hargrave, & 
Nether, 2016) 

Quantitative: 

How the use of 
Targeted Solutions 
Tool (TST) is 
associated with 
improvement of HOC 
from ED to inpatient 

Correlational Bartlett Regional 

Hospital, 73-beds, 
Level 4 trauma 
center 
 
Community 
hospital 
 
N=211 total 
handoff (107 

baseline, 104 
improvement 
phase) Random 
sampling 

10 ED sending doctors; 15 

inpatient receiving doctors 
as data collectors using and 
anonymously submitting 
into Targeted solutions tool; 
2-portion t-test; 
 
Monthly meeting and 
review of data collected by 
observers; 

 
Post improvement survey. 

Baseline results: 29.9% HOC 

defective rate & 12.5% HOC 
defective rate in improvement 
phase after using the TST to 
identify & address 
contributing factors. Total 
58.2% defective HOC 
significant (p = 0.002) 
reduction  
 

Post improvement survey: 
12/14 respondents (85.7%) 
say there was an 
improvement in HOC after 
project completion  
 

Random sample 

collection, which means 
cannot be certain all 
HOC were captured 
 
Cannot be certain which 
implemented solutions 
were responsible for the 
improvement 
 

Recommend 
Use TST for HOC 
solution in other aspects 
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Author / Article Qualitative or 

Quantitative 

Research quest 

Design Setting and 

Sample (N) 

Data Collection 

(Instruments/tools) 

Findings Limitations & 

Recommendations 

(Welsh, Flanagan, 
& Ebright, 2010) 

Qualitative: 
Characterize written 
and taped end-of-shift 
report 

Descriptive Large Midwestern 
Veterans 
administration 
center 
N=20 nurses 
(convenience 
sample of LPN and 
RNs)  

15-minute Interviews 
conducted while nurses on 
shift, more than one nurse 
in room at a time (if needed 
to accommodate shift 
needs) 8 alone, 12 with 
others present. Tape-
recorded and transcribed. 

Grounded theory approach-
coding into 3 categories: 
barriers, facilitators, & 
others.  

Barriers: 
80% Too little information; 
50% Too much information; 
50% Inconsistent quality; 
35% Limited opportunity to 
ask questions;  
5% Equipment malfunction 
(tape-recordings);  

20% Interruptions 
Facilitators: 
50% “pertinent” information; 
45% Notes and space for 
notes; 30% Face-to-face 
interaction w/ongoing nurse; 
25% structured form/checklist 
Other:  
Accessed electronic health 

record taking more time to 
augment report; 55% 
effective end-of-shift report 
helped plan their shift work  

End-of-shift tape 
recorded or written 
report, small sample, 
cannot be generalized; 
Convenience sampling; 
Mixed individual and 
paired interview; 
Bias in interpreting data 

Recommend 
Organized, standardized 
(to area/unit), focused, 
and relevant HOC for 
improved patient safety 
and continuity of care.  
Training, practice, 
evaluation, and 
feedback for effective 

reporting 
 
 

(Benham-Hutchins 
& Effken, 2009) 

Qualitative 
How healthcare 
providers (HCP) 

communicate and 
exchange patient 
clinical information 
during HOC between 
units 
 
What communication 
patterns are exhibited 
by HCP from 

multiple professions 
during patient HOC 
between units? 
 
Are HCPs satisfied 
with the effectiveness 

Exploratory 355 bed urban 
university based 
hospital southwest 

US 
N=5 patient 
handoffs with 25 
healthcare 
providers 

Investigator designed 
survey 
Network analysis: 

Organizational risk analyzer 
(OSA) developed by the 
center of computational 
analysis of social 
organizations system; 
Social network analysis 
(SNA)- exam 
communication networks  
 

HCPs used non-linear 
strategies (incorporating 
multiple methods of 

communication to multiple 
providers simultaneously); 
Network information 
exchange is not linear, is 
unpredictable and shaped by 
the providers; 
HOC networks are not 
depicted in an organizational 
chart, instead they emerge in 

response to the information 
needs of the individual 
provider 
67% of HCPs who 
participated in study were 
satisfied with the clinical 

Not generalizable due to 
only 5 handoffs 
providing single 

snapshot of patient 
transfer; 
Informant bias; 
Possible discrepancy 
between recall and self-
report and/or actual 
behaviors 
Recommend 
Additional research to 

examine network 
structure and 
communication 
principles use in design 
of HIT complimentary 
to nonlinear multi-
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Author / Article Qualitative or 

Quantitative 

Research quest 

Design Setting and 

Sample (N) 

Data Collection 

(Instruments/tools) 

Findings Limitations & 

Recommendations 

of current 
communication 
methods? 

information obtained during 
HOC between units 
ED HCP satisfied with HOC 
in department, but reported 
difficulties with HOC with 
inter-unit HOC 
 

professional behaviors 
in HOC 
 

(O’Brien, 

Flanagan, 
Bergman, Ebright, 
& Frankel, 2015) 

Qualitative 

 
To investigate 
questions and the 
functions they serve 
in nursing and 
medicine handoffs 

Qualitative 

thematic analysis  

Medical and 

surgical units at 
Midwestern 
Veterans 
Administration 
Medical Center 
 
N= 18 (5 18 
residents, interns, 

NPs and 20 nurses) 
 
N=50 handoffs 

Audio recordings of nurse-

to-nurse, medical resident-
to-resident and surgical 
intern-to-intern handoff 
transcribed, reviewed for 
questions, coded in (Excel 
spreadsheet) 

Coding results were 

questions:  
47% Confirming patient 
status (i.e. patient diagnosis, 
psychological issues) 
38% Planning tasks, 
workflow, & timing (i.e. 
assist, no assist) 
12% Consensus about clinical 

reasoning (i.e. rationale 
behind care plan) 
11% framing and alignment 
(i.e. mechanics of handoff, 
“what else do you want to 
know?”) 
Majority of questions are 
asked by receiving HCP for 

planning of their day; 
Unclear if the information is 
represented as “missing” by 
the outgoing HCP 

Single site qualitative 

study thus 
generalizability is 
limited 
 
Possible bias during 
videotaping procedure 
(change of behavior 
when knowledge of 

being recorded) 
 
Self-selection bias 
(decline to participate 
knowing day to day 
work is scrutinized)  

(Farhan, Brown, & 
Woloshynowych, 
2012) 

Qualitative 
 
What are current 
practices, flaws, and 

way to improve HOC 
as perceived by the 
ED staff? 

Mixed methods  
 
(Exploratory 
observational) 

St. Mary’s adult 
Emergency 
Department (ED) 
at inner city 

London teaching 
hospital 
 
N=15 ED staff (6 
ED consultants, 7 
middles grade 
doctors, senior 

Semi-structured interviews, 
recorded and transcribed, 
analyzed using grounded 
theory, themes identified; 

Observations of current 
practices handover; 
ABC handover tool created: 
A: areas, allocation 
B: Beds, bugs, breaches 
C: colleagues, consultant on 
call 

Wide variation in 
understanding of what 
handover is and what should 
be involved; 

All participants believed it 
should involve the consultant, 
the middle grade in charge, 
junior doctors, nurse in 
charge, admissions ward 

physician, occupational 
therapists, and elderly falls 

Observations may have 
resulted in Hawthorne 
affect (changed 
behavior during 

observation) 
Potential for bias during 
interviews 
Non-generalizable 
because of small sample 
size 
Recommend 
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Author / Article Qualitative or 

Quantitative 

Research quest 

Design Setting and 

Sample (N) 

Data Collection 

(Instruments/tools) 

Findings Limitations & 

Recommendations 

nurse and nurse 
consultant)  

D: deaths, disasters, 
deserters 
E: equipment, external 
events 

service; it should occur at 
0800, 1200, and 2200 hours 
in a dedicated area with 
privacy and confidentiality; 

Delays in care due to poor 
HOC, some reported 1-3 hour 

wasted time catching up after 
poor HOC; 
Believed reasons for poor 
HOC were poor presentation 
skills, lack of clarity of 
thought, lack of clear 
diagnosis, poor personal skill, 
poor prep for HOC, & poor 

knowledge of patient;  
Improve views of participants 
by standardizing the HOC 
with a tool consisting of 
organizational factors  

The use of ABCDE 
mnemonic for HOC 
between shifts 

(Johnson, 
Sanchez, & Zheng, 
2015) 

Qualitative & 
Quantitative 
What are the nurses’ 

perceptions of HOC 
with their current 
practices as compared 
to HOC after the 
implementation of an 
integrated handover 
system? 
 

 

Mixed methods 
pre-post 
evaluation 

Large metropolitan 
teaching hospital in 
Sydney, Australia 

N=126 (pre) 
N=132 (post) 
 All nurses on 
various units asked 
to participate 

Observation of nursing 
HOC 
Nurse Satisfaction survey: 

Bradley Clinical Handover 
Survey 
Focus groups with 
clinicians, Nurse unit 
managers, and clinical nurse 
educators 
Integrated nursing 
Handover system (INHS) 

 Educational material: 
scripted video 
Analysis procedures: 
Wilcoxon rank sum test 
with R version 
 

Quantitative: 
Significant difference 
between pre- and post- nurse 

satisfaction survey with post 
having higher scores from 
32% to 61% 
Qualitative 
Implementation a transition: 
rapid and appropriate, 
resistance to change 
Improved work practice and 

bedside handover 
Accessible and standardized 
patient information 
Accountability for 
information transfer 
A central repository of patient 
information 

System designed for 
medial surgical units so 
other approached 

required for critical 
care, mental health and 
other areas 
 
No long-term evaluation 
 
Focused on nurses’ 
perception, unknown 

impact on patient 
outcomes 
 
Recommend 
The use of INHS as a 
central repository of 
patient information for 
all HCPs 
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Author / Article Qualitative or 

Quantitative 

Research quest 

Design Setting and 

Sample (N) 

Data Collection 

(Instruments/tools) 

Findings Limitations & 

Recommendations 

(Randell, Wilson, 
& Woodward, 
2011) 

Qualitative  
What is role can 
technology in 
supporting verbal 
HOC? 

Multi-site case 
study as part of a 
larger study of 
clinical handover 

Case 1: 20 bed 
general medical 
ward in District 
General Hospital 
(DGH) with 
majority elderly 
and palliative care 
patients 

Case 2: 28 bed 
EAU in DGH is a 
short stay ward 
Case 3: 11 bed 
pediatric surgical 
ward in inner city 
teaching hospital 
with elective and 
emergency surgical 

pediatric patients  
N=96 total 
handovers between 
the 3 case sites 

Observation (researchers 
took field notes) and audio 
recording of nurse HOC 
Coded to gather different 
aspects of HOC 
Codes applied to Atlas.ti to 
index the data for 
similarities and differences.  

Practically focused: task to be 
done, events that occurred 
during shift relevant to next 
shift, whether family is 
present/involved  
Problem focused: variant of 
information depending on 
patient situation, info on 

aspects of patient state and 
changes in patient that were 
concerning. 
Summarizing of patient 
specific information  
Handover as two-way 
communication: ability to 
clarify information, verbal is 
favored 

What handover achieves: 
provides social role, 
opportunity for teaching, 
identify errors, oncoming 
staff to meet patients with 
bedside, Technology should 
not replace verbal handover 
communication, but support it 

instead.  

Possible bias from HOC 
observers 
 
Recommend 
Technology should 
focus on supporting 
verbal HOC rather than 
trying to replace is 
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APPENDIX B: 

DEFINITION OF TERMS 
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Definition of Terms 

 

Design-driven improvements- A human factors principle referring to the person-centered design 

of work processes and structures ability to improve provider, patient, and organizational 

outcomes (Holden et al., 2013). 

 

Environment- A component of the work system that includes physical surroundings, layout, 

workstation designs and ambiance  

 

Hand-off Communication (HOC)- The effective transfer of responsibility and patient health 

information (PHI) is from one nurse to another (Abraham et al., 2012; Riesenberg et al., 2010) 

 

Human Factors (HF)- The interaction of the nurse and their surrounding environment which 

contributes to their performance, safety, quality of work, and the influence it has on the services 

produced and outcomes (Carayon et al., 2006) 

 

Human factors technology- The hand-off reporting process that occurs between the ED and the 

inpatient Medical/Surgical units 

 

Human Factors user- The nurse, both giving report from the ED and receiving report on the 

Medical/Surgical unit 

 

I-PASS: Stands for Illness severity, Patient summary, Action list, Situational awareness, 

Synthesis. The mnemonic used to give verbal hand-off communication from one provider to 

another.  

 

Intradepartmental- Between healthcare providers within one department 

 

Interdepartmental- From one department to another within a facility; between departments within 

an organization 

 

Interfacility- From one facility to another; between facilities 

 

Organization- A component of the work system that includes the informal and formal 

organization through culture, policies, procedures, structure, and management 

 

Person- The individual at the center of the system; either single individual (e.g., nurse or 

physician) or group of individuals (e.g., healthcare team)  

 

Person-centeredness- A human factors principle referring to the efforts taken to support the user 

through the design of the technology with needs of the central person in a healthcare work 

system in mind (Holden et a., 2013).  
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Receiver Analysis- The receiving nurse’s interpretation or perception of the stimulus and 

communication process; the Medical/Surgical nurse accepting the patient from ED 

 

Responder Analysis- The sending nurse’s interpretation or perception of the stimulus and 

communication process; the ED nurse transferring the patient from the ED to Med/Surg unit 

 

SBAR: Stands for Situation, Background, Assessment, Recommendations. The mnemonic used 

for the hand-off communication incorporated in the electronic health record.  

  

Sending Nurse- The ED nurse responsible of care for the patient to be admitted through events 

leading to admission. The nurse responsible for initiating HOC from the ED to the 

Medical/Surgical unit. 

 

Stimulus- The clinical event that initiates the HOC process; patient’s requirement for admission 

from the ED to Medical/Surgical unit 

 

Systems Engineering Initiative for Patient Safety (SEIPS) model- Systems engineering using 

human factors approach which emphasizes the concept of people’s interaction with their 

environment impacts the performance, safety, and quality of care delivered.  

 

Systems orientation- A human factors principle that results from the interaction between a user 

and a sociotechnical system in which the user is just one component (Holden et al., 2013). 

 

Receiving Nurse- The Medical/Surgical nurse responsible for accepting and reviewing HOC 

PHI. The nurse responsible for continuing patient care for admitted patient after patient transfer 

from the ED 

 

Tasks- Characteristics and description of responsibilities including physical and psychological 

demands needed to be completed by the nurse (sending and receiving) surrounding the HOC 

process 

 

Tools and Technologies- Medical devices and health information technologies used for HOC 

(verbal, written, and electronic) 

 

Transport- The physical movement of the patient from the ED to the Medical/Surgical unit when 

being admitted to the hospital 

 

Work System- The hand-off communication process that occurs during transition of care 

between the ED and Medical/Surgical units. The work system includes the person, organization, 

tools and technologies, tasks, and environment.  
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APPENDIX C: 

HAND-OFF COMMUNICATION SURVEY QUESTIONS 
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Hand-off Communication Survey Questions  

 

Purpose: The purpose of this quality improvement project is to evaluate nurse-to-nurse HOC 

between the Emergency Department and the inpatient Medical/Surgical units. 

 

Demographics  

1. I am a nurse who works in the 
A. Emergency Department 

B. Medical/Surgical Unit 

2. The shift I typically work is 
A. First shift (7A-7P) 

B. Mid-shift (e.g. 11A-11P, 3P-3A, etc.) 

C. Third shift (7P-7A) 

D. Other  

3. What is your highest level of nursing education? 
A. Diploma 

B. Associate Degree 

C. Bachelor of Science 

D. Masters of Science 

E. Doctorate or PhD 

F. Doctorate or DNP 

4. How long have you been practicing as a bedside nurse in any acute care setting? 
A. ≤1 years 

B. 2-5 years 

C. 6-10 years 

D. >10 years 

5. How long have you worked in the current organization? 
A. ≤1 year 

B. 2-5 years 

C. 6-10 years 

D. >10 years 

6. How long have you worked on your current nursing unit? 
A. ≤1 year 

B. 2-5 years 

C. 6-10 years 

D. >10 years 

 

Person: 
7. I have received sufficient training on the hand-off communication process for transfer of care from 

ED to Medical/Surgical nursing units. 

A. Strongly agree 
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B. Somewhat agree 

C. Neither agree nor disagree 

D. Somewhat disagree 

E. Strongly disagree 

 

8. During the hand-off process from the ED to Medical/Surgical nursing units, the patient information 

that I give or receive is important for successfully continuing the patient’s care 

A. Strongly agree 

B. Somewhat agree 

C. Neither agree nor disagree 

D. Somewhat disagree 

E. Strongly disagree 

 

9. The information that I give or receive during verbal hand-off from ED to Medical/Surgical nursing 

unit is different than that found in the electronic health record 

A. Strongly agree 

B. Somewhat agree 

C. Neither agree nor disagree 

D. Somewhat disagree 

E. Strongly disagree 

 

10. The information that I give or receive during verbal hand-off from ED to Medical/Surgical nursing 

unit is the same than that in the electronic health record. 

A. Strongly agree 

B. Somewhat agree 

C. Neither agree nor disagree 

D. Somewhat disagree 

E. Strongly disagree 

 

11. I have a clear understanding of the RN hand-off communication process as it relates to my patient 

care setting 

A. Strongly agree 

B. Somewhat agree 

C. Neither agree nor disagree 

D. Somewhat disagree 

E. Strongly disagree 

 

Organization: 
12. The policy on RN hand-off communication provides a clear, understandable resource for me on the 

transition of care hand-off process 

A. Strongly agree 

B. Somewhat agree 

C. Neither agree nor disagree 

D. Somewhat disagree 
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E. Strongly disagree 

 

13. The patient hand-off communication process is well organized in that it includes: knowing what 

role the nurse plays, to when hand-off report is given and what to include in the patient hand-off. 

A. Strongly agree 

B. Somewhat agree 

C. Neither agree nor disagree 

D. Somewhat disagree 

E. Strongly disagree 

 

14. The management team is supportive in providing assistance with RN hand-off when I am 

unavailable to give/receive it myself. 

A. Strongly agree 

B. Somewhat agree 

C. Neither agree nor disagree 

D. Somewhat disagree 

E. Strongly disagree 

 

15. Both the ED and the Medical/Surgical unit’s culture influences the effectiveness of hand-off 

communication during transfer of care 

A. Strongly agree 

B. Somewhat agree 

C. Neither agree nor disagree 

D. Somewhat disagree 

E. Strongly disagree 

 

16. The organization has provided all necessary resources for me to comfortably take part in the RN 

hand-off process.  

A. Strongly agree 

B. Somewhat agree 

C. Neither agree nor disagree 

D. Somewhat disagree 

E. Strongly disagree 

 

Tools and Technologies:  
17. The SBAR in the electronic health record is thorough enough to provide an effective hand-off 

report for giving and receiving pertinent patient information 

A. Strongly agree 

B. Somewhat agree 

C. Neither agree nor disagree 

D. Somewhat disagree 

E. Strongly disagree 
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18. The I-PASS mnemonic tool provides an improvement to RN hand-off communication between the 

sending and receiving units 

A. Strongly agree 

B. Somewhat agree 

C. Neither agree nor disagree 

D. Somewhat disagree 

E. Strongly disagree 

 

19. I prefer to give or receive the I-PASS verbal report rather than using the electronic health record 

alone 

A. Strongly agree 

B. Somewhat agree 

C. Neither agree nor disagree 

D. Somewhat disagree 

E. Strongly disagree 

 

20. I-PASS Verbal hand-off report is as effective as using the electronic health record 

A. Strongly agree 

B. Somewhat agree 

C. Neither agree nor disagree 

D. Somewhat disagree 

E. Strongly disagree 

 

21. There is an opportunity for the sending and receiving nurse to ask and answer questions with the 

current hand-off communication process 

A. Strongly agree 

B. Somewhat agree 

C. Neither agree nor disagree 

D. Somewhat disagree 

E. Strongly disagree 

 

Tasks: 
22. The 30-minute timeframe from the time the bed is assigned to time of patient physical transfer is 

sufficient enough to complete my hand-off communication tasks allowing me to be prepared for a 

seamless care transition from the ED to the Medical/Surgical unit 

A. Strongly agree 

B. Somewhat agree 

C. Neither agree nor disagree 

D. Somewhat disagree 

E. Strongly disagree 

 

23. The 10-minute timeframe for the receiving nurse to be assigned to the treatment team is an 

adequate amount of time for me to perform my surrounding hand-off tasks 

A. Strongly agree 
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B. Somewhat agree 

C. Neither agree nor disagree 

D. Somewhat disagree 

E. Strongly disagree 

 

24. I like that the hand-off communication tasks occur directly between the off-going ED (sending) 

nurse to the oncoming Medical/Surgical (receiving) nurse when admission happens at shift change.  

A. Strongly agree 

B. Somewhat agree 

C. Neither agree nor disagree 

D. Somewhat disagree 

E. Strongly disagree 

 

25.  I feel like my nurse-to-patient ratio impacts my ability to effectively give/receive patient hand-off 

communication 

A. Strongly agree 

B. Somewhat agree 

C. Neither agree nor disagree 

D. Somewhat disagree 

E. Strongly disagree 

 

26. There are too many tasks surrounding hand-off communication when a patient is admitted, 

including the need to care for my other patients and families’ needs. 

A. Strongly agree 

B. Somewhat agree 

C. Neither agree nor disagree 

D. Somewhat disagree 

E. Strongly disagree 

 

Environment: 
27. My unit’s physical environment influences the effectiveness of hand-off communication during 

transfer of care 

A. Strongly agree 

B. Somewhat agree 

C. Neither agree nor disagree 

D. Somewhat disagree 

E. Strongly disagree 

 

28. There is always a computer available for me to adequately complete my role in the hand-off 

communication process (e.g. ED nurse can update and complete my patient’s documentation or 

Medical/Surgical nurse can look up information prior to patient arrival) 

A. Strongly agree 

B. Somewhat agree 

C. Neither agree nor disagree 
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D. Somewhat disagree 

E. Strongly disagree 

 

29. I am often distracted during hand-off by interruptions (call lights, other tasks, phone calls, patient 

and family needs, etc.) that interfere with giving/receiving hand-off communication in timely 

manner 

A. Strongly agree 

B. Somewhat agree 

C. Neither agree nor disagree 

D. Somewhat disagree 

E. Strongly disagree 

 

30. The unit’s layout (nurse’s station, patient rooms, supply storage, etc.) has an impact on my ability 

to carry out my role in patient hand-off communication 

A. Strongly agree 

B. Somewhat agree 

C. Neither agree nor disagree 

D. Somewhat disagree 

E. Strongly disagree 

 

31. The noise of the nursing unit (call lights, phone’s ringing, staff volume, etc.) is distracting during 

the hand-off process 

A. Strongly agree 

B. Somewhat agree 

C. Neither agree nor disagree 

D. Somewhat disagree 

E. Strongly disagree 

 

Outcomes: Patient 
32. The hand-off process for transition of care between ED and Medical/Surgical units plays an 

important role in continuity of patient care 

A. Strongly agree 

B. Somewhat agree 

C. Neither agree nor disagree 

D. Somewhat disagree 

E. Strongly disagree 

 

33. The hand-off process for transition of care between ED and Medical/Surgical units plays an 

important role in the how the patient is treated during the transition 

A. Strongly agree 

B. Somewhat agree 

C. Neither agree nor disagree 

D. Somewhat disagree 

E. Strongly disagree 
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34. The hand-off process for transition of care between ED and Medical/Surgical units impacts patient 

outcomes 

A. Strongly agree 

B. Somewhat agree 

C. Neither agree nor disagree 

D. Somewhat disagree 

E. Strongly disagree 

 

35. The hand-off process for transition of care between ED and Medical/Surgical units impacts patient 

safety 

A. Strongly agree 

B. Somewhat agree 

C. Neither agree nor disagree 

D. Somewhat disagree 

E. Strongly disagree 

 

36. The hand-off process for transition of care between ED and Medical/Surgical units impacts patient 

satisfaction 

A. Strongly agree 

B. Somewhat agree 

C. Neither agree nor disagree 

D. Somewhat disagree 

E. Strongly disagree 

 

Outcomes: Staff 
37. The hand-off process for transition of care between ED and Medical/Surgical units plays an 

important role in my patient care delivery satisfaction 

A. Strongly agree 

B. Somewhat agree 

C. Neither agree nor disagree 

D. Somewhat disagree 

E. Strongly disagree 

 

38. The hand-off process for transition of care between ED and Medical/Surgical units plays an 

important role in the nurses’ job performance 

A. Strongly agree 

B. Somewhat agree 

C. Neither agree nor disagree 

D. Somewhat disagree 

E. Strongly disagree 

 

39. The hand-off process for transition of care between ED and Medical/Surgical units impacts staff 

outcomes 

A. Strongly agree 
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B. Somewhat agree 

C. Neither agree nor disagree 

D. Somewhat disagree 

E. Strongly disagree 

 

40. The hand-off process for transition of care between ED and Medical/Surgical units impacts staff 

safety 

A. Strongly agree 

B. Somewhat agree 

C. Neither agree nor disagree 

D. Somewhat disagree 

E. Strongly disagree 

 

41. The hand-off process for transition of care between ED and Medical/Surgical units impacts staff 

satisfaction 

A. Strongly agree 

B. Somewhat agree 

C. Neither agree nor disagree 

D. Somewhat disagree 

E. Strongly disagree 

 

 

Open-Ended Questions (Narrative) 

 
42. What patient information do you think is the most important to be included in hand-off 

communication from nurse to nurse between departments? 

 

43. What suggestions do you have to improve the current hand-off communication process?  

 

 



 

 

 

 

86 

APPENDIX D: 

RECRUITMENT E-MAIL TO NURSES 
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Recruitment E-mail to Nurses 

 

Good morning,  

 

Below is an invitation from Michelle Naour BSN, RN to participate in a project she is 

conducting at Tucson Medical Center. Please read the information below for details.  

 

Thank you, 

 Unit Manager's Name 

  

Dear Recipient, 

 

You have received this e-mail because you are a registered nurse employed by Tucson 

Medical Center and work in either the Emergency Department or the selected Medical/Surgical 

Units. I am inviting you to participate in my quality improvement project which serves as a 

partial requirement to fulfill my Doctor of Nursing Practice Degree at the University of Arizona. 

The project title is “The Evaluation of Hand-off Communication between Emergency 

Department and Medical/Surgical Units”. The purpose of this quality improvement project is to 

obtain the nurses’ perspective on the current hand-off process from the ED to the 

Medical/Surgical unit. If you choose to participate in the project you will be asked to complete a 

brief online survey. 

The survey is being distributed through Qualtrics Experience Management ™ online system with 

permission of the University of Arizona. There is a total of 43 questions, and it should take 

approximately 10 minutes to complete. If you choose to participate in the project, participation is 

voluntary, refusal to participate will involve no penalty, loss of benefits you are otherwise 

entitled to, or impact your employment with Tucson Medical Center. There are no foreseeable 

risks or immediate benefits from participation. Your responses are anonymous. The survey will 

be open from 7:00 am on November 22, 2017 until 7:00 am on December 6, 2017. This provides 

a two-week opportunity for completing the survey. 

To participate in the project, please click HERE 

By participating, you do not give up any personal legal rights you may have as a participant in 

this project. For questions about your rights as a participant in this project or to discuss other 

project-related concerns or complaints with someone who is not part of the project team, you 

may contact the Human Subjects Protection Program online 

at http://rgw.arizona.edu/compliance/human-subjects-protection-program. 

 

Thank you for your participation, your feedback is important! 

 

If you have any questions about this survey, you may call Michelle Naour BSN, RN, CCRN at 

520-389-0538 or e-mail at mnaour@email.arizona.edu. 

https://access.tmcaz.com/f5-w-68747470733a2f2f756172697a6f6e612e636f312e7175616c74726963732e636f6d$$/jfe/form/SV_cvFmv2ZtpsK7zJH
https://access.tmcaz.com/f5-w-68747470733a2f2f7765626d61696c2e746d632e746d63617a2e636f6d$$/owa/redir.aspx?REF=VP66NyaGQ16Bh84rEKWCshQdh-C-sbfWEdVZVeDIpf7jhBaz-DvVCAFodHRwOi8vcmd3LmFyaXpvbmEuZWR1L2NvbXBsaWFuY2UvaHVtYW4tc3ViamVjdHMtcHJvdGVjdGlvbi1wcm9ncmFt
https://access.tmcaz.com/f5-w-68747470733a2f2f7765626d61696c2e746d632e746d63617a2e636f6d$$/owa/redir.aspx?REF=11WMkm2x4rhyIHpxb6r1CtH8HuHD-9Zy0rWALE6ENTLjhBaz-DvVCAFtYWlsdG86bW5hb3VyQGVtYWlsLmFyaXpvbmEuZWR1
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This quality improvement project was reviewed by the University of Arizona Institution Review 

Board on November 17, 2017 and approved by Tucson Medical Center on November 17, 2017. 

 

Thank you, 

Michelle Naour BSN, RN, CCRN 

Doctoral Nursing Practice Student 

mnaour@email.arizona.edu 

 

https://access.tmcaz.com/f5-w-68747470733a2f2f7765626d61696c2e746d632e746d63617a2e636f6d$$/owa/redir.aspx?REF=11WMkm2x4rhyIHpxb6r1CtH8HuHD-9Zy0rWALE6ENTLjhBaz-DvVCAFtYWlsdG86bW5hb3VyQGVtYWlsLmFyaXpvbmEuZWR1
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APPENDIX E: 

HAND-OFF COMMUNICATION SURVEY RESULTS 
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Hand-off Communication Survey Results 

Demographics 

1 - I am a nurse who works in the 
  

Answer Percent Sample 

Emergency Department 57.69% 15 

Medical/Surgical Unit 42.31% 11 

Total 100% 26 

 
  

2 - The shift I typically work is 
  

Answer Percent Sample 

First shift (7A-7P) 46.15% 12 

Mid-shift (11A-11P, 3P-3A, etc.) 3.85% 1 

Third shift (7P-7A) 46.15% 12 

Other 3.85% 1 

Total 100% 26 

 
  

3 - What is your highest level of nursing education? 
 

Answer Percent Sample 

Diploma 3.85% 1 

Associate Degree 42.31% 11 

Bachelor of Science in Nursing (BSN) 42.31% 11 

Masters of Science in Nursing (MSN or 
equivalent) 

7.69% 2 

Doctorate (PhD or DNP) 3.85% 1 

Total 100% 26 

 
  

4 - How long have you been practicing as a bedside nurse in ANY acute care setting? 

Answer Percent Sample 

≤1 year 19.23% 5 

2-5 years 34.62% 9 

6-10 years 19.23% 5 

> 10 years 26.92% 7 

Total 100% 26 

 
  

 

5 - How long have you worked in the current organization?  

Answer Percent Sample 

≤1 year 23.08% 6 

2-5 years 46.15% 12 



 

 

 

 

91 

6-10 years 11.54% 3 

>10 years 19.23% 5 

Total 100% 26 

 
  

6 - How long have you worked on your current nursing unit? 
 

Answer Percent Sample 

≤1 year 30.77% 8 

2-5 years 42.31% 11 

6-10 years 11.54% 3 

>10 years 15.38% 4 

Total 100% 26 
 

  
Person 

 

7 - I have received sufficient training on the hand-off communication process for 

transfer of care from ED to Medical/Surgical nursing units 

Answer Percent Sample 

Strongly agree 15.38% 4 

Agree 69.23% 18 

Neither agree nor disagree 3.85% 1 

Disagree 11.54% 3 

Strongly disagree 0.00% 0 

Total 100% 26 

 
  

8 - During the hand-off process from the ED to Medical/Surgical nursing units, the 

patient information that I give or receive is important for successfully continuing the 

patient's care. 

Answer Percent Sample 

Strongly agree 42.31% 11 

Agree 57.69% 15 

Neither agree nor disagree 0.00% 0 

Disagree 0.00% 0 

Strongly disagree 0.00% 0 

Total 100% 26 

 
  

9 - The information that I give or receive during verbal hand-off from ED to 

Medical/Surgical nursing unit is different than that found in the electronic health 

record. 
Answer Percent Sample 

Strongly agree 0.00% 0 
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Agree 30.77% 8 

Neither agree nor disagree 26.92% 7 

Disagree 42.31% 11 

Strongly disagree 0.00% 0 

Total 100% 26 

 
  

10 - The information that I give or receive during verbal hand-off from ED to 

Medical/Surgical nursing unit is the same as that found in the electronic health record. 
Answer Percent Sample 

Strongly agree 7.69% 2 

Agree 42.31% 11 

Neither agree nor disagree 30.77% 8 

Disagree 19.23% 5 

Strongly disagree 0.00% 0 

Total 100% 26 

 
  

11 - I have a clear understanding of the RN hand-off communication process as it relates 

to my patient care setting. 
Answer Percent Sample 

Strongly agree 30.77% 8 

Agree 57.69% 15 

Neither agree nor disagree 7.69% 2 

Disagree 3.85% 1 

Strongly disagree 0.00% 0 

Total 100% 26 

 
  

Organization 

 

12 - The policy on RN hand-off communication provides a clear, understandable 

resource for me on the transition of care hand-off process. 

Answer Percent Sample 

Strongly agree 15.38% 4 

Agree 69.23% 18 

Neither agree nor disagree 11.54% 3 

Disagree 3.85% 1 

Strongly disagree 0.00% 0 

Total 100% 26 

 
  

13 - The patient hand-off communication process is well organized in that it includes: 

knowing what role the nurse plays, to when hand-off report is given and what to include 
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in the patient hand-off. 

Answer Percent Sample 

Strongly agree 15.38% 4 

Agree 57.69% 15 

Neither agree nor disagree 15.38% 4 

Disagree 7.69% 2 

Strongly disagree 3.85% 1 

Total 100% 26 

 
  

14 - The management team is supportive in providing assistance with RN hand-off when 

I am unavailable to give/receive it myself. 
Answer Percent Sample 

Strongly agree 7.69% 2 

Agree 38.46% 10 

Neither agree nor disagree 30.77% 8 

Disagree 15.38% 4 

Strongly disagree 7.69% 2 

Total 100% 26 

 
  

15 - Both the ED and the Medical/Surgical unit's culture influences the effectiveness of 

hand-off communication during transfer of care. 

Answer Percent Sample 

Strongly agree 34.62% 9 

Agree 42.31% 11 

Neither agree nor disagree 11.54% 3 

Disagree 11.54% 3 

Strongly disagree 0.00% 0 

Total 100% 26 

 
  

16 - The organization has provided all necessary resources for me to comfortably take 

part in the RN hand-off process. 
Answer Percent Sample 

Strongly agree 15.38% 4 

Agree 53.85% 14 

Neither agree nor disagree 19.23% 5 

Disagree 7.69% 2 

Strongly disagree 3.85% 1 

Total 100% 26 

 
  

Tools and Technologies 
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17 - The SBAR in the electronic health record is thorough enough to provide an effective 

hand-off report for giving and receiving pertinent patient information. 
Answer Percent Sample 

Strongly agree 11.54% 3 

Agree 30.77% 8 

Neither agree nor disagree 15.38% 4 

Disagree 38.46% 10 

Strongly disagree 3.85% 1 

Total 100% 26 

 
  

18 - The I-PASS mnemonic tool provides an improvement to RN hand-off 

communication between the sending and receiving units. 
Answer Percent Sample 

Strongly agree 15.38% 4 

Agree 38.46% 10 

Neither agree nor disagree 34.62% 9 

Disagree 11.54% 3 

Strongly disagree 0.00% 0 

Total 100% 26 

 
  

19 - I prefer to give or receive the I-PASS verbal report rather than using the electronic 

health record alone 

Answer Percent Sample 

Strongly agree 15.38% 4 

Agree 42.31% 11 

Neither agree nor disagree 19.23% 5 

Disagree 11.54% 3 

Strongly disagree 11.54% 3 

Total 100% 26 

 
  

20 - I-PASS Verbal hand-off report is as effective as using the electronic health record. 

Answer Percent Sample 

Strongly agree 11.54% 3 

Agree 30.77% 8 

Neither agree nor disagree 30.77% 8 

Disagree 26.92% 7 

Strongly disagree 0.00% 0 

Total 100% 26 
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21 - There is an opportunity for the sending and receiving nurse to ask and answer 

questions during the current hand-off communication process 

Answer Percent Sample 

Strongly agree 30.77% 8 

Agree 69.23% 18 

Neither agree nor disagree 0.00% 0 

Disagree 0.00% 0 

Strongly disagree 0.00% 0 

Total 100% 26 

 
  

 

Tasks 

 

22 - The 30-minute time-frame from the time the bed is assigned to the time of patient 

physical transfer is sufficient enough to complete my hand-off communication tasks 

allowing me to be prepared for a seamless care transition from the ED to the 

Medical/Surgical unit. 
Answer Percent Sample 

Strongly agree 7.69% 2 

Agree 34.62% 9 

Neither agree nor disagree 26.92% 7 

Disagree 26.92% 7 

Strongly disagree 3.85% 1 

Total 100% 26 

 
  

23 - The 10-minute time-frame for the receiving nurse (or me) to be assigned to the 

treatment team is an adequate amount of time for me to perform my surrounding hand-

off tasks prior to calling/receiving I-PASS verbal. 
Answer Percent Sample 

Strongly agree 11.54% 3 

Agree 23.08% 6 

Neither agree nor disagree 30.77% 8 

Disagree 26.92% 7 

Strongly disagree 7.69% 2 

Total 100% 26 

 
  

24 - I like that the hand-off communication tasks occur directly between the off-going 

ED (sending) nurse to the oncoming Medical/Surgical (receiving) nurse when admission 

happens at shift change. 
Answer Percent Sample 

Strongly agree 11.54% 3 
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Agree 38.46% 10 

Neither agree nor disagree 19.23% 5 

Disagree 11.54% 3 

Strongly disagree 19.23% 5 

Total 100% 26 

 
  

25 - I feel like my nurse-to-patient ratio impacts my ability to effectively give/receive 

patient hand-off communication 
Answer Percent Sample 

Strongly agree 53.85% 14 

Agree 38.46% 10 

Neither agree nor disagree 0.00% 0 

Disagree 7.69% 2 

Strongly disagree 0.00% 0 

Total 100% 26 

 
  

26 - There are too many tasks surrounding hand-off communication when a patient is 

admitted, including the need to care for my other patients and families' needs. 
Answer Percent Sample 

Strongly agree 7.69% 2 

Agree 42.31% 11 

Neither agree nor disagree 23.08% 6 

Disagree 26.92% 7 

Strongly disagree 0.00% 0 

Total 100% 26 

 
  

Environment  

 

27 - My unit's physical environment influences the effectiveness of hand-off 

communication during transfer of care. 

Answer Percent Sample 

Strongly agree 15.38% 4 

Agree 53.85% 14 

Neither agree nor disagree 15.38% 4 

Disagree 15.38% 4 

Strongly disagree 0.00% 0 

Total 100% 26 
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28 - There is always a computer available for me to adequately complete my role in the 

hand-off communication process (e.g. ED nurse can update and complete my patient's 

documentation or Medical/Surgical nurse can look up information prior to patient 

arrival). 

Answer Percent Sample 

Strongly agree 15.38% 4 

Agree 46.15% 12 

Neither agree nor disagree 3.85% 1 

Disagree 30.77% 8 

Strongly disagree 3.85% 1 

Total 100% 26 

 
  

29 - I am often distracted during hand-off by interruptions (call lights, other tasks, 

phone calls, patient and family needs, etc.) that interfere with giving/receiving hand-off 

communication in timely manner. 
Answer Percent Sample 

Strongly agree 30.77% 8 

Agree 42.31% 11 

Neither agree nor disagree 3.85% 1 

Disagree 23.08% 6 

Strongly disagree 0.00% 0 

Total 100% 26 

 
  

30 - The unit's layout (nurse's station, patient rooms, supply storage, etc.) has an impact 

on my ability to carry out my role in patient hand-off communication process 

Answer Percent Sample 

Strongly agree 11.54% 3 

Agree 50.00% 13 

Neither agree nor disagree 19.23% 5 

Disagree 15.38% 4 

Strongly disagree 3.85% 1 

Total 100% 26% 

 
  

31 - The noise of the nursing unit (call lights, phones ringing, staff volume, etc.) is 

distracting during the hand-off communication process. 
Answer Percent Sample 

Strongly agree 19.23% 5 

Agree 34.62% 9 

Neither agree nor disagree 19.23% 5 

Disagree 26.92% 7 
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Strongly disagree 0.00% 0 

Total 100% 26 
 

  
 

Patient Outcomes 

 

32 - The hand-off process for transition of care between ED and Medical/Surgical units 

plays an important role in continuity of patient care. 
Answer Percent Sample 

Strongly agree 57.69% 15 

Agree 38.46% 10 

Neither agree nor disagree 3.85% 1 

Disagree 0.00% 0 

Strongly disagree 0.00% 0 

Total 100% 26 

 
  

33 - The hand-off process for transition of care between ED and Medical/Surgical units 

plays an important role in the how the patient is treated during the transition. 

Answer Percent Sample 

Strongly agree 34.62% 9 

Agree 53.85% 14 

Neither agree nor disagree 3.85% 1 

Disagree 3.85% 1 

Strongly disagree 3.85% 1 

Total 100% 26 
 

  
34 - The hand-off process for transition of care between ED and Medical/Surgical units 

impacts patient outcomes. 
Answer Percent Sample 

Strongly agree 42.31% 11 

Agree 46.15% 12 

Neither agree nor disagree 7.69% 2 

Disagree 3.85% 1 

Strongly disagree 0.00% 0 

Total 100% 26 
 

  
35 - The hand-off process for transition of care between ED and Medical/Surgical units 

impacts patient safety. 
Answer Percent Sample 

Strongly agree 57.69% 15 
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Agree 38.46% 10 

Neither agree nor disagree 0.00% 0 

Disagree 3.85% 1 

Strongly disagree 0.00% 0 

Total 100% 26 
 

  
36 - The hand-off process for transition of care between ED and Medical/Surgical units 

impacts patient satisfaction. 
Answer Percent Sample 

Strongly agree 42.31% 11 

Agree 46.15% 12 

Neither agree nor disagree 7.69% 2 

Disagree 3.85% 1 

Strongly disagree 0.00% 0 

Total 100% 26 
 

  
Staff Outcomes 

 

37 - The hand-off process for transition of care between ED and Medical/Surgical units 

plays an important role in my patient care delivery satisfaction. 
Answer Percent Sample 

Strongly agree 23.08% 6 

Agree 57.69% 15 

Neither agree nor disagree 7.69% 2 

Disagree 11.54% 3 

Strongly disagree 0.00% 0 

Total 100% 26 
 

  
38 - The hand-off process for transition of care between ED and Medical/Surgical units 

plays an important role in the nurses's job performance. 
Answer Percent Sample 

Strongly agree 11.54% 3 

Agree 57.69% 15 

Neither agree nor disagree 15.38% 4 

Disagree 11.54% 3 

Strongly disagree 3.85% 1 

Total 100% 26 
 

  
39 - The hand-off process for transition of care between ED and Medical/Surgical units 

impacts staff outcomes. 



 

 

 

 

100 

Answer Percent Sample 

Strongly agree 11.54% 3 

Agree 38.46% 10 

Neither agree nor disagree 38.46% 10 

Disagree 11.54% 3 

Strongly disagree 0.00% 0 

Total 100% 26 

 
  

40 - The hand-off process for transition of care between ED and Medical/Surgical units 

impacts staff safety. 

Answer Percent Sample 

Strongly agree 15.38% 4 

Agree 61.54% 16 

Neither agree nor disagree 23.08% 6 

Disagree 0.00% 0 

Strongly disagree 0.00% 0 

Total 100% 26 
 

  
41 - The hand-off process for transition of care between ED and Medical/Surgical units 

impacts staff satisfaction. 
Answer Percent Sample 

Strongly agree 26.92% 7 

Agree 53.85% 14 

Neither agree nor disagree 11.54% 3 

Disagree 7.69% 2 

Strongly disagree 0.00% 0 

Total 100 26 
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APPENDIX F: 

HUMAN SUBJECTS DETERMINATION LETTER 
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Determination: 

         1618 E. Helen St. 
          P.O. Box 245137 
Human Subjects         Tucson, AZ 85724-5137 
Protection Program                Tel: (520) 626-6721 

http://rgw.arizona.edu/compliance/home 
 

Date:  November 17, 2017 

Principal Investigator: Michelle G Naour 

 

Protocol Number: 1711016808 

Protocol Title: The Evaluation of Hand-off Communication Between 

Emergency 

Department and Medical/Surgical Nursing Units 

 

Human Subjects Review not Required 

The project listed above does not require oversight by the University of Arizona because 

the project does not meet the definition of 'research' and/or 'human subject'. 

• Not Research as defined by 45 CFR 46.102(d): As presented, the activities described 

above do not meet the definition of research as cited in the regulations issued by the U.S. 

Department of Health and Human Services which state that "research means a systematic 

investigation, including research development, testing and evaluation, designed to contribute 

to generalizable knowledge". 

• Not Human Subjects Research as defined by 45 CFR 46.102(f): As presented, the 

activities described above do not meet the definition of research involving human subjects 

as cited in the regulations issued by the U.S. Department of Health and Human Services 

which state that "human subject means a living individual about whom an investigator 

(whether professional or student) conducting research obtains data through intervention or 

interaction with the individual, or identifiable private information". 

Note: Modifications to projects not requiring human subjects review that change the nature of 

the project should be submitted to the Human Subjects Protection Program (HSPP) for a new 

determination (e.g. addition of research with children, specimen collection, participant 

observation, prospective collection of data when the study was previously retrospective in 

nature, and broadening the scope or nature of the research question). Please contact the HSPP 

to consult on whether the proposed changes need further review. 

The University of Arizona maintains a Federalwide Assurance with the Office for Human 

Research Protections (FWA #00004218). 
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APPENDIX G: 

TUCSON MEDICAL CENTER APPROVAL COMMUNICATION 
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Tucson Medical Center Approval Communication 

Elle Box 

Fri 11/17/2017 10:03 AM 

To: Michelle Naour <Michelle.Naour@tmcaz.com>; 

Michelle, 

Yes. Please keep this email as documentation of TMC’s approval for you to begin data collection. 

Best, 

Elle 

  
Elle Box, CHC® | Manager of Compliance 
Compliance & Privacy Department | TMC HealthCare 
5301 East Grant Road 
Tucson, AZ 85712 

 Office: 520-324-4934 l Mobile: 615-975-1106 

  elle.box@tmcaz.com 
 

 
From: Michelle Naour  
Sent: Friday, November 17, 2017 9:57 AM  
To: Elle Box  

 

Hi Ms. Box, 
 At this point, am I approved by Corporate Compliance to go on with data collection?  
  
Thank you,  
  
 Michelle Naour, BSN, RN, CCRN 

 Emergency Department 
 Cell: 520-389-0538 
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