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The Issue

• Information transfer can be problematic in High Risk 

Organisations
• Airline industry: Air Traffic Control and Cockpit communication

• Nuclear industry

• Health Care

•How can IT help in this process?

Why is this a problem?

• Institute of Medicine estimates up to 100,000 patients die in U.S. 
hospitals annually due to errors in their care.

• Failures in communication a leading cause of adverse events in 
healthcare.

• Issues around communication, continuity of care, or care planning cited 
as root cause in >80% of reported sentinel events.

• Australian review of 28 hospitals found communication errors 
associated with twice as many deaths as clinical inadequacy.

• Coverage by a second team of residents one of strongest predictors of 
adverse outcome
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Communication Failures

Joint Commission. (2011). Sentinel Event Statistics Data - Root Causes by Event 
Type (2004 - Third Quarter 2011)

Change in Medical Models

• Highly specialized care teams

• Leads to fragmentation

• “from a cardiology point of view patient is fine”

• “not my patient”

• “the regular nurse is on break, I’m just covering”

• Decreased length of stay and higher turnover of patients

• Decreased primary care involvement in hospitals

• Shorter shift hours

Greg Price

Intern Sleep and Patient Safety Study
Randomized Controlled Trial of extended shifts 

(24-30h) vs. 16h limit

Landrigan. NEJM 2004; 351: 1838-1848
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Consequences of Shorter Shifts

Shorter shifts Increased frequency of 
handoffs

Recent Media Attention

Globe and Mail: May 20, 2014 Globe and Mail: May 23, 2014

Extensive Literature on Handoffs and Communication

Sender

Receiver

The The Handoff PlayersPlayers

Sender

Receiver
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Common theme

• Handoffs are important

• Source of potential error

• Standardized approach is valuable

• Importance of:

-Physical Setting

-Social Setting

-Language barriers

-Communication skills

Components of Ideal Handoff

• Systematic approach to communicating needed information.  
Use one consistently so receiver knows what to expect.

• --Systems --IPASS the BATON
• --SIGNOUT --SBAR
• --SAFE-IR --Problems

• Contingency planning – i.e. anticipated problems, results, 
procedures and what to do about them: BE SPECIFIC

• “Read back” to verify a shared mental model

What interventions can improve communication?

Boston Childrens Hospital
• Interns and Residents

• Decreased medical errors 

• Decreased preventable 

adverse events

• No change in workflow

• Increased time at bedside

Resident Handoff Bundle 
Pilot Study

Computerized 
Handoff Tool

Communication
training

+ = 
Resident 
Handoff 
Bundle
(RHB) 

Standardization 
of Verbal 
Handoffs

+
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The I-PASS Study

I-PASS Study Plan
Assessment of effectiveness of I-PASS resident handoff 
bundle (RHB)

• TeamSTEPPSTM communication training
• Verbal and written handoff skills curriculum
• Implementation of I-PASS mnemonic
• Revision of computerized / written handoff tools

Collect baseline data
Conduct training and roll out intervention
Collect post-intervention data

© 2013 I-PASS Study Group/Boston Children’s Hospital. 
All Rights Reserved. For Permissions contact ipass.study@childrens.harvard.edu

I-PASS Study Handoff Bundle Components

I-PASS 
Handoff 
Bundle

I-PASS 
Mnemonic

I-PASS 
Mnemonic

Core Resident 
Workshop

Core Resident 
Workshop

I-PASS 
Campaign

I-PASS 
Campaign

Simulation 
Exercises
Simulation 
Exercises

I-PASS Printed 
Handoff 

Document

I-PASS Printed 
Handoff 

Document

Evaluation & 
Feedback

Evaluation & 
Feedback

Faculty 
Development

Faculty 
Development

TeamSTEPPS 
Training

TeamSTEPPS 
Training



Slide 6

The I-PASS Mnemonic
I Illness Severity

Stable, “watcher,” unstable

P Patient Summary
Summary statement; events leading up to admission; hospital 
course; ongoing assessment, plan

A Action List
To do list; timeline and ownership

S Situation Awareness & Contingency Planning
Know what’s going on; plan for what might happen

S Synthesis by Receiver
Receiver summarizes what was heard, asks questions; restates 
key action/to do items 

© 2013 I‐PASS Study Group/Boston Children’s Hospital. 
All Rights Reserved. For Permissions contact ipass.study@childrens.harvard.edu

The Printed Handoff Document

 Supplements the verbal handoff

• Allows receiver to follow

• Comprehensive information

Efficient information transfer

 Requires daily updates

• High-quality information

• Senior/supervising resident should 
edit and ensure quality

At Sickkids

Worked with IS to incorporate elements of the I-PASS model and content to create 

an electronic handoff tool using our HIS (Allscripts- Sunrise Clinical Manager)

Housestaff were already accustomed to completing our discharge planning 

document

Requirements

• Simple

• Iterative

• Efficient

• Scalable

Document creation
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Choose iPass MD Handover note

Document report
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Demographics

Medications

Patient 
Summary

Action List

Illness 
severity

Feedback and Issues

• Residents liked the format of the structured note following the verbal 

handoff

• Potential for information overload: related to seniority of the housestaff

• Usability and timely resolution of issues were critical success factors

• Medicolegal implications of the note being considered part of the legal 

record

Future goals

• Expand across all of Peds Medicine 

• Use for non physicians

• Surgical specialities

• Structure the progress note so that documentation is 

efficient

• Avoid double documentation

• Make available on mobile devices


