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Medication errors are a significant cause of patient morbidity and 
mortality, often resulting in serious injuries, prolonged length of 
stays, and additional incurred medical costs.

The Agency for Healthcare Research and Quality recommends the 
use of bedside shift change handoff as a solution to improve quality 
of care and patient safety. 

• In 2019, the Cardiac Surgical Intensive Care Unit (CSICU) identified 40 
medication errors through a hospital incident reporting system

• Approximately 70% involved medications administered through 
infusion pumps 
• One-third could have been detected earlier if a standardized 

handoff method was utilized

To implement and evaluate bedside shift change handoff (BSCH) with 
the guidance of a modified BSCH tool in a CSICU to reduce intravenous 
pump related medication errors. 

• Process Goals: 
• All the nurses performed BSCH and utilized the BSCH tool for 

all patients during every shift change.
• PINCH infusions were duo signed at the bedside

• Outcome Goals: Reduced intravenous pump related medication 
errors

Setting
• A 30-bed CSICU in an urban academic medical center

Inclusion Criteria:
• All patients admitted during project period except those sleeping 

during handoff with no active infusions
• Registered nurses in the CSICU (N=103)

Intervention: 
• First Process- BSCH, start to finish, inside the patient’s room
• Rapid Cycle PDSA Change and re-education (N=88) October 22;  

Both nurses enter rooms at the end of handoff, performing aspects 
of the BSCH tool 

Implementation Strategies: 
• Development of change hand-off tool, nursing education,

project champions, adherence tracking, incentives, frequent 
email reminders and feedback

Measures
• Staff adherence to BSCH (through chart, observation audits), 

PINCH med duo signoffs, pump related medication errors, and 
“good catches” verbalized from members of nursing staff

Bedside shift change handoff is a highly effective process used to 
promote communication, improve patient safety, and improve quality of 
care. The creation of a BSCH tool provided a systematic method for 
nursing staff to use within their nursing practice. Following staff feedback, 
a Rapid Cycle process improvement strategy was used to remove 
barriers to this process implementation. The result was an increased 
number of good catches improving patient safety and preventing harm 
and a decrease in pump-related medication errors by 75%. 

Barriers: 
• Patients in double occupancy rooms, sleeping, anxious, or delirious 

patients, contact isolation
Facilitators:
• Implementation strategies, staff adherence (Figures 1 and 2), 

management support, and nursing feedback leading to rapid cycle 
change

Limitations: 
• Potential nursing staff underreporting and time constraints leading to 

user variability of the BSCH tool by nurses.  

Implications for practice
• BSCH is effective when implemented effectively into their workflow
• Utilizing a unit-specific BSCH tool may improve adherence
• Audits and one-on-one staff education are vital for success
• Bedside shift change handoff is essential to ensure patient safety

Sustainability and Spread: 
• Incorporation of BSCH education into staff orientation 
• Development of an educational “BSCH 1-Pager” for the unit
• Multidisciplinary hospital-wide implementation of BSCH with the 

“Bedside Shift Change Handoff 2.0” initiative.
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Pump Related Medication Errors 
• During implementation, 2 pump related medication errors 

occurred; a 75% (n=8) decrease from the first quarter of 
2021 

Staff Identified 13 “Good Catches” during BSCH
• Expired blood bands (38%, n=5), two on actively bleeding 

patients 
• Incorrectly programmed weights on weight based infusions 

(23%, n=3) 
• Expired infusion tubing (15%, n=2) 
• Incorrectly programmed infusion concentrations (7%, n=1) 
• Controlled substance found in patient room (7%, n=1)
• Ambu bag found without a mask (7%, n=1)

CSICU Bedside Shift Change Handoff Tool

• Introductions: Update white board
• ✓ Patient Wrist: ID, Blood Band Date ____
• Review MAR- Drip Check w/6 ✓

• Inspect lines/WDA’s
• Safety ✓, Lock Box ✓ for Meds, Verify SCDs
• Bed on ↓ position, locked, side rails ↑, 

bed/chair alarm on, call bell, suction within 
reach

• Document “BSH” in RN/Tech Handoff  

• Concentration/Weight/Dose/Labeled/
Tubing Exp/Connected
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