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Abstract 

Problem: Poor communication within a health care organization was cited as a main cause of 

error and poor patient outcomes especially during transition of care. An estimated 80% of 

medical errors in patient care are related to miscommunication in handoff. Inadequate patient 

handoff communication can lead to delay in treatment or hospital discharge. Improved 

communication with standardized handoff has shown to have a positive correlation to conveying 

necessary information, preventing errors, and improve patient safety. The Report and Learn (RL) 

is an incident reporting system that monitors patient safety events at a community hospital. 

Approximately one to six safety incidents were reported weekly by the inpatient medical/surgical 

unit. Communication delivery may have accounted for two to six incidents of error or near error 

in monthly safety reports. Evidenced reviewed showed that a structured handoff tool can help to 

promote sufficient input from the nurse to communicate pertinent patient care information at 

change of shift to improve giver to receiver communication and prevent error. 

Purpose: The purpose of this project was to implement and evaluate the effectiveness of a 

standardized handoff tool for nursing shift report to improve communication and reduce medical 

errors. Evidence reviewed supports the I-PASS (Illness severity, patient summary, action list, 

situation awareness and contingency plan, and synthesis by the receiver) handoff tool for this 

implementation. 

Methods: This was a quality improvement (QI) project that measured percent errors related to 

poor handoff on the medical/surgical unit. The medical/surgical unit has 36 beds with 35 full 

time nursing staff. The QI project collected data on communication with use of I-PASS over a 

15-week period. 
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Results: Findings indicated a 69% staff education of use with the I-PASS tool. There was a 23% 

decrease in error over the course of project implementation and a 50% decrease from start of 

project to completion. 

Conclusion: The I-PASS tool was useful and relevant to decreasing communication error and 

patient safety events. Opportunity to further expand use of the I-PASS tool to other units would 

further validate the tool’s effectiveness. 
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Patient hand-off is a transfer and acceptance of care responsibility achieved through 

communication of specific information from one healthcare provider to another for the purpose 

of ensuring continuity and safety in patient care (The Joint Commission, 2017).  The Joint 

Commission conducted a study in 2016 which estimated 30% of malpractice claims were a result 

of communication failures. The researchers also assessed those who participated in handoffs. 

Those who received handoff perceived 37% as unsuccessful and those who were senders of 

handoff perceived 21% as unsuccessful. The bedside nurse plays a central role in ensuring timely 

and accurate conveyance of patient information and the development of an appropriate plan of 

care. Communication failures among healthcare providers is a common root cause to medical 

errors and preventable patient harm (Blazin et al., 2020). One measure that provides reporting of 

structure, process, and outcome of nursing care is the RL Incident Reporting System. Through 

the RL reporting system, safety events are reported, and trends and patterns are identified to 

allow corrective action to improve care and patient safety. The medical surgical unit in which the 

QI project was conducted had an average of one to six safety incidents reported on a weekly 

basis. The safety events identify gaps specifically within the health care system that allow 

evaluation of errors which impact patient care.  

Current practice for handoff at the hospital was the use of an escalation tool based on the 

acronym SBAR (see Appendix A), which stands for Situation, Background, Assessment, and 

Recommendation (Clements, 2017). Although the SBAR was being used as recommended, nurse 

communication continued to underperform on the medical surgical unit as evidence by the RL 

reporting system. Communication errors for the unit were reported 2-6 times a month, resulting 

in delayed patient care, delayed medication administration, missed physical assessments for 

pressure ulcers, and delay in discharge. The format of SBAR was sufficient for handoff summary 
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but missed important tasks to be performed during the next shift. Staff reporting missed details 

related to procedures, wound assessment, medications, and discharge when receiving report. The 

I-PASS mnemonic is defined as (I) illness severity, (P) patient summary, (A) action list, (S) 

situation awareness and contingency planning, and (S) synthesis by receiver (Blazin et al., 2020). 

The I-PASS format provides more detail to the program of care and ensures understanding by the 

person receiving handoff with the synthesis by the receiver. The purpose of this project was to 

implement and evaluate the effectiveness of a standardized handoff tool for nursing shift report 

to improve communication and reduce medical errors. 

Evidence Review 

The need for a standardized patient handoff for nurse report was the focus for this 

evidence review. The review began broadly with the evidence supporting the uses of a 

standardized tool, specifically I-PASS, and the effectiveness of standardized reporting in 

reducing communication errors. Fifteen articles supported this change, five were selected. These 

five include quasi experimental, mixed method, and quality improvement studies. The articles 

selected were of the highest quality (Table 1).   

Starmer et al. (2017) conducted a pre and post intervention pilot study of the effects of 

the I-PASS handoff tool among nurses on a pediatric intensive care unit. Implementation of the 

tool was associated with significant increase in the opportunity to ask questions (73%, p=0.001), 

formulating a to do list (100%, p<0.001), and identifying abnormal exam findings (91%, 

p<0.001). There was no significant change in timeframe of reporting and use of the tool was 

related to a 40% reduction in rates of interruptions.  

Blazin et al. (2020), conducted a quality improvement study of the implementation of the 

I-PASS handoff across multiple settings. The results were significant for intervention adherence 
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with a mean of 87%. Seventy-five percent of inpatient nurses and 46% of procedure nurses 

reported improvement with overall handoff. The nurses’ ability to set priorities for tasks and 

assessments, based on professional expertise and knowledge, was improved through good 

communication and was important for overall error prevention.  

Heilman et al. (2016) conducted a mixed method study in the emergency department 

demonstrating a reduction in medical errors from the use of the I-PASS handoff. They utilized 

focus group participants including residents, attending, nurses, and other healthcare providers. 

The facility had a preexisting handoff process with SBAR and a primary aim of adapting the I-

PASS mnemonic. Data analysis showed that participants agreed that an action list helped frame 

the role of the oncoming team and the summary suggested modification of application. A survey 

was conducted and completed by 71% of the residents and 68% of the attendings to compare 

understanding of the handoff process. The study incorporated I-PASS handoff and demonstrated 

a 26% reduction in medical errors after implementation. 

Malekzadeh et al. (2013) conducted a pre and posttest quasi-experimental study of shift 

handoff to improve nurses’ practice in the intensive care unit. Nurses were educated on the 

handoff protocol and evaluated on the standardized practice. The researchers found a 

significance increase in safer practice post intervention with mean score of 46.5%. The 

standardized handoff improved nursing safe practice and communication of patient needs.  

The studies conducted by Starmer et al. (2017), Blazin et al. (2020), Heilman et al. 

(2016), and Malekzadeh et al. (2013) demonstrated statistically significant improvement in 

communication between nurses at handoff with the use of the I-PASS tool.  The studies were 

convienence samples conducted across hospital and clinical settings. There was an increase in 

verbal and written handoff with use of I-PASS with no change in duration of communication. 
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Staff observed an overall improvement in the quality of their handoff. Educational training, 

implementation, and reinforcement material for sustainability were well perceived. The use if the 

I-PASS tool is supported to reduce comminucation errors, safety error,  and improve staff 

satisfaction and patient care outcomes.  

Theoretical Framework 

The Self-Determination Theory (SDT), developed by psychologists Edward Deci and 

Richard Ryan, was used to help guide an understanding and implementation of the practice 

change. The SDT encompasses three psychological needs for autonomous motivation which 

include autonomy, competence, and relatedness. Human nature and psychological need for 

autonomy, competence, and relatedness involve intrinsic and extrinsic motivation within one’s 

environment (Patrick & Williams, 2012). Humans are rarely driven by one type of motivation, 

they are complex beings with different goals, desires, and ideas (Patrick & Williams, 2012). The 

SDT differentiates the individual’s autonomous motivation and controlled motivation (see Figure 

1). Self-directed motivation is driven by intrinsic factors that inspire one’s core values and 

morality. Whereas extrinsic motivation is driven by external sources such as awards, accolades, 

or respect and admiration of others (Patrick & Williams, 2012). The SDT looks at how 

autonomous-supportive environments impact function, performance, and persistence in one’s 

behavior. These factors were key concepts to be utilized in the practice change and promote a 

standard in nurse communication to reduce error. At the project site, staff were informed of the 

errors that have occurred on the unit due to miscommunication. They were given the I-PASS tool 

with explanation as to how it improves communication in handoff, promotes patient safety and 

reduces error, engaging the intrinsic motivation for change. The unit was rewarded with candy, 

donuts, and accolades, engaging the extrinsic motivation to promote compliance with practice 
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change.  This theory was selected for the QI project to promote the nurses’ adaptation of the I-

PASS handoff tool, because it focused on the contextual factors that influence behavior. 

  The Framework for Complex Innovations (Helfrich et al., 2007) supports the ability of 

the implementation plan of standardized nurse handoff in the structure, process, and outcome 

goals. The framework’s first characteristic is effective innovation. The hospital strives for 

excellence in their services provided to the patients and dedicated to high standards of quality 

patient centered care. Communication is key in support of quality care. Improving the current 

practice of communication by implementing a standardized nurse hand off tool at change of shift 

facilitates a culture remodeling. The support of nursing management can set and maintain the 

climate to motivate staff. The nursing staff has established rapport with management. Buy-in for 

the tool will improve nurse communication with care for their assigned patients allowing 

sufficient input in the plan of care. The second characteristic of the framework is outcome and 

implementation effectiveness. Data collected over the course of the implementation process will 

determine the effectiveness of the practice change, showing improved communication and 

decrease error. 

Methods 

 The I-PASS tool was implemented at a large community hospital on a medical/surgical 

unit with a patient population of adults with chronic and acute conditions. The staff educated on 

the tool were the 35 fulltime nursing staff members. Ethical considerations were included to 

protect patients and staff. All participants both patients and staff were adults 18 years old and 

older.  Patient information was removed by the change champion or charge nurse prior to storage 

in a locked file on the medical unit. To protect patients and staff, forms were de-identified and 

stored in a locked file on the medical unit. Weekly the data collected was uploaded by the project 
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lead to a password protected computer to keep information confidential and the paper copy was 

shredded. 

 The first step in implementing the quality improvement project was to identify unit 

change champions for the I-PASS handoff tool. The nurses selected were recommended by the 

unit manager and provided feedback with initial use. One-on-one education and training were 

given by the project leader. Feedback was given to the charge nurse or directly to the project 

leader for ease of tool use.  

 Following selection of change champions, education was given to all nursing staff. A 

total of 35 fulltime nursing staff were eligible to participate, 24 nurses on night and day shift 

were educated on the I-PASS tool. Factors that affected 100% of staff education include 

maternity leave, terminal leave, float to other units, and travel nurse assignments. The I-PASS 

handoff tool was kept at the central nursing station for staff use. Additionally, a poster was 

presented and displayed for informational purposes with examples and definitions of I-PASS 

(Appendix C). Each workstation on wheels (WOW) received an I-PASS handoff card listing the 

criteria for reporting as reference (Appendix D). Nursing staff received immediate feedback on 

shift report following randomized audits. Permission for use of I-PASS material was granted by 

the I-PASS study group.  

 Measurement was analyzed and tracked on structure, process, and outcome. Structure 

was identified as nurse education on the I-PASS tool and measured by how many nurses were 

eligible for education and the total number who were educated (Figure 2). The process measure 

was the utilization of the I-PASS tool and measured by how often the tool was used (Figure 3). 

The outcome measure was percent error related to poor handoff on the medical/surgical unit 

(Figure 4). The operational definition was the relationship between error and poor 
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communication affecting patient care. Methods employed for assessing completeness and 

accuracy of data were conducted with daily audits by the charge nurse and weekly audits by the 

project lead. 

 Run charts were used to track utilization of tool and trends in reported error. Data was 

examined on a weekly basis with written I-PASS handoff tool utilization and audit of verbal I-

PASS handoff. Monthly the RL reporting system was appraised for reported communication 

error and analyzed for decrease in reported events. The chart results were shared with the unit 

management and clinical site representative monthly throughout implementation to view tracked 

changes. Permissions were granted by the organization’s Institutional Review Board to affirm 

that the project design was non-human subject research.  

Results 

Through the 15-week period, 24 staff members were educated and utilized the I-PASS 

tool consistently. A total of 35 staff members were eligible for education. Sixty-nine percent of 

the staff participated in the quality improvement project. Education sessions were conducted 

throughout implementation due to staff scheduling and inclusion of night and day shift nursing 

staff. Observation was done by the project lead to analyze handoff process and compliance with 

I-PASS.  The QI project goal was to reduce error in communication with nurse-to-nurse shift 

report by utilizing I-PASS. Pre-implementation, a total of 13 communication errors were 

reported. Post-implementation the report error decreased to 10. The mean score of reported error 

pre-implementation was 4 (SD= 2.08). The mean score post-implementation was 3 (SD=1.53). 

An independent t test was performed to determine if there was a statistical difference between 

the mean of pre and post implementation (p=.539). The run chart trend shows association 

between use of the I-PASS handoff tool and decrease communication error reported. As with 



STANDARDIZED PATIENT HANDOFF                                          11 

other studies, verbal communication improved during the QI project as evidenced by the 23% 

decrease in reported error. 

Antidotal observations and feedback from staff regarding use of I-PASS included 

statements such as there was “too much extra documentation and paperwork”. Alteration was 

made in the documentation to checkoff verbalization of I-PASS communication at change of 

shift nurse reporting, thus limiting double charting for the collection of data. The written I-PASS 

handoff tool domains of “situational awareness/contingency planning” and “synthesis by 

receiver” were not well utilized on the handoff tool but were applied effectively during verbal 

handoffs. Some senior staff felt that they effectively communicated in handoff, whereas more 

novice staff and nurse residencies were more receptive. A barrier to this project was staffing 

challenges, shortages related to COVID, and other QI projects. The nurses reported feeling 

overwhelmed with these changes.  

Discussion  

The purpose of the QI project was to implement and evaluate the effectiveness of the I-

PASS handoff tool with nurse-to-nurse shift report. Data collected over the course of the 

implementation process determined the effectiveness of the practice change by showing 

improved communication and decrease in error. Structure was measured on nurse education to 

the I-PASS tool. Education was impacted by changes in staffing due to the COVID pandemic, 

which included contractors, float pool nursing staff, voluntary and involuntary termination, and 

new hires.  Additional educational sessions on the I-PASS were not anticipated. Nursing staff 

floating from other units and contracted travel nurses were not anticipated during the project. 

Crossover of staff and contracted employees presented a potential barrier as well as newly hired 
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nurse resident program candidates. Newly hired nursing staff were more open to unit structure 

change than senior nurses.  

The process was measured on the utilization of I-PASS in shift report. Nursing staff 

adhered to all five components of I-PASS but were inconsistent with using the form. Over the 

15-week project implementation, use of I-PASS varied from a minimum of 2 times during a 

week to a maximum of 32 times of use during a week. More night shift nurses utilized the tool 

than day shift. This could have been due to when reminders were given at the daily nurse huddle 

at morning change of shift, which was right before night shift handed off report to the day shift.  

The anticipated outcome measure was a decrease in percent errors related to poor handoff 

communication. The outcome on this unit was consistent with the findings in the literature. The 

tool was helpful to new staff in guiding consistency in shift reporting. There was improvement in 

verbal and written handoff. Apprehension was perceived with additional documentation, project 

design shifted to accommodate staff concern. Efforts to minimize and adjust for limitations 

included project lead making weekly visits to interact with staff, observe I-PASS process during 

change of shift, and effort to educate the variety of staff (dayshift, nightshift, new, and travel 

nurses). 

Conclusion 
 
 Overall, the quality improvement project was useful and relevant to decreasing 

communication error and patient safety events. Pre-implementation there were a total of 13 

incidents reported that were related to errors in communication over 3 months. Post-

implementation there was a total of 10 in 3 months. There was a 23% decrease in error over the 

course of the project implementation and a 50% decrease from start of the project to completion. 

Project sustainability would include: (1) I-PASS training incorporated in new staff unit-based 
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orientation; (2) Incorporation of I-PASS on other inpatient units; (3) Inclusion of I-PASS into the 

electronic medical records system; (4) Ongoing monitoring of the report learning system to 

provide data to nursing management and leadership on communication and patient safety. 

 Strengths of the project included leadership and key stakeholder buy-in and support, 

continuous involvement of change champions, and staff engagement. Staff were welcoming of 

the QI project. Staff member ranged from novice/new graduates to experienced nurses. Staff 

engaged in the QI project and gave feedback to barriers that may prevent compliance. 

Adjustments were made based on the staff process review. This was an opportunity to improve 

handoff and include staff input in the project. For future QI projects, it would be ideal to extend 

the time frame of implementation. Longer time would provide the project lead and stakeholders 

more ability to adjust to changes in the event of national emergencies and pandemics, staffing 

shortages, and vaccine mandates that affect the employment of healthcare providers, especially 

nurses.  The educational tools and training developed by I-PASS and utilized for this project can 

be used for ongoing implementation. As a result of the success with this project, it is possible to 

expand to the other units in this hospital.  
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Table 1 

Evidence Review 

Citation: Blazin, Lindsay J. MD*; Sitthi-Amorn, Jitsuda MD*,†; Hoffman, James M. PharmD‡,§; Burlison, Jonathan D. PhD‡; for 
the I-PASS Working Group Improving Patient Handoffs and Transitions through Adaptation and Implementation of I-PASS 
Across Multiple Handoff Settings, Pediatric Quality and Safety: July/August 2020 - Volume 5 - Issue 4 - p e323 doi: 
10.1097/pq9.0000000000000323 

Level VI 

Purpose/ 
Hypothesis 

Design Sample Intervention Outcomes Results 

Standardized, 
structured handoffs 
improve 
communication and 
patient safety. 
 

Quality 
improvement 

Eligible: All oncology fellows and 
hospitalists, all registered nurses in the 
inpatient setting, and personnel in 
imaging/procedures  
 
Accepted: Inpatient nurses (n=180) 
Physicians (n=15) 
Diagnostic imaging technologists (n=15) 
Sedation or procedure nurses (n=24) 
 

Control: N/A 
  
Intervention: 
Implement I-
PASS handoff 
of evening shift 
to shift 
physician 
signout, 
morning and 
evening 
inpatient nurse 
bedside report, 
and handoffs 
when admitted 
patients were 
temporarily 
transferred  
 

DV: 
Communication 
and patient safety 

 

Measure tool, 
time, procedure: 
Tracked 
performance via 
observed adherence 
to I-PASS model, 
self-reported 
change to overall 
and personal 
handoff 
performance 
following 
implementation. 

 

Analyzed pre- and 
postimplementation 
differences in 
nursing perceived 
handoff errors 

 

Measurements done 

Statistical 
Procedures(s) and 
Results: 
 
Statistical process 
control (SPC) charts 
(p-charts) 
 
The mean number 
of perceived 
handoff errors per 
handoff encounter 
for inpatient nursing 
was 0.42 errors per 
handoff. 
 
Seventy-five 
percent of inpatient 
nurses, 80% of 
physicians, 94% of 
diagnostic imaging 
technologists, and 
46% of procedures 
nurses reported that 
I-PASS improved 
or greatly improved 
overall handoff 
quality. 
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at 8, 16, and 24 
weeks 
postimplementation 

 

Inpatient nursing 
and 
imaging/procedures, 
adherence to all 5 I-
PASS components 
was strong and 
consistent (mean= 
87% and 89% 
 
Paired samples t 
tests 
comparing means of 
personal 
perceptions of 
handoff 
effectiveness pre- 
and post-I-PASS 
revealed statistically 
significant 
improvements for 
inpatient nurses, 
physicians, and 
diagnostic imaging 
technologists 
(P < 0.001) 

Citation: Heilman, J. A., Flanigan, M., Nelson, A., Johnson, T., & Yarris, L. M. (2016). Adapting the I-PASS Handoff Program 
for Emergency Department Inter-Shift Handoffs. The western journal of emergency medicine, 17(6), 756–761. 
https://doi.org/10.5811/westjem.2016.9.30574 

Level V 

Purpose/ 
Hypothesis 

Design Sample Intervention Outcomes Results 

Aim to explore what 
modifications the I-
PASS handoff 
system requires to 
be effectively 
modified in 
emergency 
department (ED) 
inter-shift handoff. 

 

Mixed Method Sampling Technique: theoretical 
sampling 
 
Eligible: Residents and attendings 
N=63 
4 not included due to conducting the 
survey 
 
Control: 22/31 (71%) residents and 22/32 
(68%) attendings  

Control: N/A 
  
Intervention: 
Literature 
review of 
previous 
surveys and 
open-ended 
questions on I-
PASS system in 

DV: Handoff, 
communication, 
medial error, user 
satisfaction, 
improvement in 
time of handoff 

Measurement tool, 
time, procedure:  
Survey Monkey 

Statistical 
Procedures(s) and 
Results: 
I-PASS system 
may be well suited 
for application to 
the ED setting. 
 
Studies have 
demonstrated a 
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the ED 
 
 

and review of notes 
taken from focus 
group sessions. 
Participant data was 
de-identified 

reduction in 
medical errors. 

Citation: Malekzadeh, J., Mazluom, S. R., Etezadi, T., & Tasseri, A. (2013). A standardized shift handover protocol: improving 
nurses' safe practice in intensive care units. Journal of caring sciences, 2(3), 177–185. https://doi.org/10.5681/jcs.2013.022 

Level VI 

Purpose/ 
Hypothesis 

Design Sample Intervention Outcomes Results 

The aim of the study 
was to investigate 
the effects of 
standardized shift 
handover on the 
nurses’ safe practice 
in the intensive care 
unit. 
 

Pre- and posttest 
quasi-
experimental 

Sampling Technique: Convenience 
sample 
 
Eligible: 56 nurses; inclusion criteria: 
Master or baccalaureate degree in nursing, 
at least 6-month work experience in ICUs, 
participating in at least 90% of education 
classes  
 
Accepted: n= 55 
 
Control: N/A 
 
Intervention: N/A 
 
Power analysis:  confidence level of 95% 
and a power of 80% 
N=((Z1– α /2 + Z1– β) 2×(S1 2+S2 2 
))/(Mean1–Mean2) 
                                                                                     
Group Homogeneity: no statistical 
significance 
 

Intervention:  
Educated nurses 
on the 
developed 
handover 
protocol in two 
90-minute 
sessions 
 
 

DV: patient safety, 
continuity of care, 
inter-shift 
communication 

 

Measurement tool, 
time, procedure: 
McNemar and 
Paired-samples t 
test  

To determine the 
validity of Shift 
Handover 
Evaluation 
Checklist (SHEC) 
and Nurses’ Safe 
Practice Evaluation 
Checklist (NSPEC), 
the Content 
Validity Index 
(CVI) was 
calculated for each 
item of the 
checklist; 0.94 and 
0.92 
  

Statistical 
Procedures(s) and 
Results: 
Study findings 
revealed that 
nurses’ mean score 
on the Safe Practice 
Evaluation 
Checklist increased 
significantly from 
11.6 (2.7) to 17.0 
(1.8) (P < 0.001) 
 
Using shift 
handover protocols 
result in effective 
and regular inter-
shift information 
communication 
which in turn, 
promotes the 
continuity of care. 
 

Citation: Starmer, A. J., Schnock, K. O., Lyons, A., Hehn, R. S., Graham, D. A., Keohane, C., & Landrigan, C. P. (2017). 
Effects of the I-PASS Nursing Handoff Bundle on communication quality and workflow. BMJ quality & safety, 26(12), 949–957. 

Level VI 
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https://doi.org/10.1136/bmjqs-2016-006224 
Purpose/ 

Hypothesis 
Design Sample Intervention Outcomes Results 

Implementation of a 
modified I-PASS 
Handoff Bundle for 
nurses working in an 
ICU would lead to 
improvements in 
verbal 
communication and 
a reduction in 
handoff 
interruptions, 
without a negative 
impact on nursing 
workflow 
 

Prospective pre-
post intervention 
pilot study 
 

Sampling Technique: Convenience 
sampling 
 
Eligible: All nurses working on the study 
unit 
 
Accepted: only nurses who provided 
informed consent 
 
Intervention: 126 handoffs observed 
(n=81preintervention, n=45 
postintervention) 
 
Power analysis:  N/A 
                                                                                      
Group Homogeneity: N/A 
 

Control: no 
standardized 
nursing handoff  
  
Intervention:  
Educational 
training, verbal 
handoff I-PASS 
mnemonic 
implementation, 
and visual 
material to 
provide 
reinforcement 
and 
sustainability. 
Prospective 
intervention 
study to 
evaluate the 
effects of I-
PASS Nursing 
Handoff Bundle 
 
Intervention 
fidelity: 
Educational 
training, verbal 
handoff I-PAS 
mnemonic 
implementation, 
and visual 
materials to 
provide 
reinforcement 
and 
sustainability. 

DV: patient safety, 
communication in 
verbal handoff  

 

Measurement tool, 
time, procedure: χ2 

tests to compare the 
percentage of 
verbal handoffs 
with any 
interruptions in the 
preintervention 
versus 
postintervention 
periods and Poisson 
tests to compare the 
number of 
interruptions per 
100 handoffs. 
5-point Likert scale 
 

June 2011- March 
2012, with 6-month 
wash in period 

 

 

Statistical 
Procedures(s) and 
Results: 
Improvements in 
verbal handoff 
communications, 
including inclusion 
of illness severity 
assessment (37% 
preintervention vs 
67% 
postintervention, 
p=0.001), patient 
summary (81% vs 
95%, p=0.05), to do 
list (35% vs 100%, 
p<0.001) and an 
opportunity for the 
receiving nurse to 
ask questions (34% 
vs 73%, p<0.001) 
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Citation: Starmer, A. J., Spector, N. D., West, D. C., Srivastava, R., Sectish, T. C., Landrigan, C. P., & I-PASS Study Group 
(2017). Integrating Research, Quality Improvement, and Medical Education for Better Handoffs and Safer Care: Disseminating, 
Adapting, and Implementing the I-PASS Program. Joint Commission journal on quality and patient safety, 43(7), 319–329. 
https://doi.org/10.1016/j.jcjq.2017.04.001 

Level V 

Purpose/ 
Hypothesis 

Design Sample Intervention Outcomes Results 

Standardized, 
structured handoffs 

improve 
communication and 

patient safety. I-
PASS is a handoff 

program that 
decreases medical 

errors. 

Mixed method 
quality 

improvement 

Sampling Technique: Convenience 
sampling 
 
Eligible: 35 hospitals in the United States 
 
Accepted: Community hospital (n=13) 
Academic hospital (n=22) 
[internal medicine (n=12), pediatrics 
(n=12), other/mixed (n=11)] 
 
Control: N/A 
 
Intervention: 16 hospitals 
 
Power analysis:  N/A 
                                                                                      
Group Homogeneity: N/A 
 

Intervention: 
Innovative 
patient safety 
concept of a 
“bundled 
intervention” 
handoff 
communication 
with large 
dissemination 
of across 
hospital and 
clinical settings.   
 
 

DV: patient safety, 
communication, 
medical errors, 
adverse events 

 

Measurement tool, 
time, procedure:  

Data tracking 
through the launch 
of the website in 
2011 

 

 

Statistical 
Procedures(s) and 
Results: 
Medical errors 
decreased by 23%, 
and preventable 
adverse events— 
injuries due to 
medical errors—
decreased by 30%. 
 
Significant 
increases in 
the proportion of 
both verbal 
handoffs and 
written handoff 
documents that 
included key 
elements that the 
literature suggests 
should be included 
to optimize patient 
safety (and around 
which our 
mnemonic was 
built). 
 
There was no 
change in 
the time it took to 
hand off patients. 
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Table 2 
 
Synthesis of research 
 

Evidence Based Practice Question (PICO): In patients admitted to a medical surgical unit, does structured nurse-led multidisciplinary rounds when 
compared to physician led rounds improve nurse and patient satisfaction? 
 
Level of 
Evidence 

# of 
Studies Summary of Findings Overall Quality 

IV 2 

Blazin et al. (2020) found that the utilization of 
standardized structed handoffs improved commination 
and patient safety. Adherence to use of the tool was 
strong and consistent. There was significant improvement 
to error with handoff. 
 
Malekzadeh et al. (2011) found that the effect of a 
standardized shift report promoted safe continuity of care 
and reduced error. There was significant statistical 
finding to the mean score of safety. 
 

C, Non-randomized, small sample size, reduced generalizability of 
results, unable to conclude findings 
 
 
 
 
C, Non-randomized, small sample size, measured pre and post, unable to 
conclude if findings are generalizable to other care settings 

V 2 

Stramer et al. (2017) conducted a pre and post 
intervention pilot study with nurse handoff. The study 
was found to have improvement on verbal 
communication including pertinent information such as 
illness severity and assessment. The implementation had 
no negative change on workflow. 
 
Stramer et al. (2017) conducted a mixed method quality 
improvement at multiple hospital facilities. The results 
showed significant improvement with medical error, 
preventable adverse events and decrease in injury related 
to medical error. 

B, Small sample size, 1 hospital with a small subset of employees, 
however reasonable reproduceable for a larger change or larger 
population 
 
 
 
 
B, Reasonably consistent results, potential for bias associated with 
convenience sampling, mixed-method data provided insight to potential 
benefits, tool is fairly definitive 
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Table 3 

Reporting and Learning Incident Reporting System Communication Error 

 Pre-Implementation Post- Implementation 
Mean 4.33 3.33 
Standard Deviation 2.08 1.53 
Standard of error mean 1.20 0.88 
Sample size (n) 3 3 
df 4  
t 0.6708  
P two tail 0.5391  
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Figure 1 

Theoretical Framework 
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Figure 2 

Structure chart: Education 
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Figure 3 

Process chart: Use of tool 
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Figure 4 

Outcome chart: Error reported 
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Appendix A 

Pre-Implementation Practice Flow Map 
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Appendix B 

Permissions 

Dear Jamie, 
You are welcome to use any of the published I-PASS materials for academic purposes.  We have 

copyright restrictions in place for commercial uses (e.g., if you wanted to develop a commercial 

application or partner with a company to build something that includes I-PASS), but there are not 

restrictions on using any of the materials for internal hospital use, research, QI, etc. 
  
If I can be of any further help, I’d be glad to set up a time to speak.  Very glad you are interested in I-

PASS and sorry for the ironically terrible communication….. 
  
Best, 

Chris 
_______________________________________________________ 
Christopher P. Landrigan, MD, MPH  
Chief, Division of General Pediatrics, Boston Children’s Hospital 
William Berenberg Professor of Pediatrics, Harvard Medical School 
Boston Children's Hospital, Enders 1 
300 Longwood Ave.  
Boston, MA 02115  
617-355-2568 (phone)  
617-730-0531 (fax) 
christopher.landrigan@childrens.harvard.edu 
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Appendix C 

Educational Board   

I-Illness Severity 

(ie., Stable, Watcher, Unstable) 

Illness Severity clearly identifies the patient being handed over as either stable, unstable, or a “watcher.” 
This tells the oncoming clinician the overall status of the patient relative to their condition. For COVID-19 
patients, you may indicate that a patient is “unstable” if they required a transfer to the ICU during the 
most recent shift. 

• Stable: Patients you are not worried about 
• Improving: Not acutely unstable but have the potential to worsen. A good example is a 

patient that looks comfortable on a high level of oxygen support. They are stable now, but 
given the degree of support, they have the potential to worsen. 

• Watch Closely: patients that are acutely ill/unstable. 

• Code Status 

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

The Patient Summary section provides a summary statement, or one-liner, that contains key identifying 
information, clinical context, a concise description, and synthesizes key elements of patient illness. It 
should also include a summary of events leading to admission, and a brief summary of the hospital 
course. Additional information on the patient’s care can be formatted in a problem- or system-based 
assessment and should be adapted to your internal workflow. 

• A summary statement or “one-liner” 

• Identification Statement, weight, allergies, code status 
• Events leading to admission: Surgery, Surgeon, Date, Intra-Op complications 
• Hospital course by systems, including: 

o Cardiac 
o Respiratory 
o Fluid, Electrolyte, Nutrition/GI 

o Neuro 
o Genetics 
o Scheduled Medications 
o Access/Vascular 

o Consultations 

o Social: Language, Support, Concerns 

A-Action List 
(To-do list, timeline, and ownership) 

In an Action List, the off-going clinician provides key action items that need to be accomplished 
during the next shift. 



STANDARDIZED PATIENT HANDOFF                                          31 

• This will specify actions to be completed during the shift which are distinct from the broader 
hospital plan and contingency plans. 

• What needs to be done? 
• When to do it/What time? 

• What to do about it? 

• Pending results/studies to follow up 

S-Situation Awareness 

(Know what’s going on, plan for what might happen) 

The Situation Awareness and Contingency Planning element allow the off-going clinician to highlight 
potential situations that may arise with the patient’s care and how to address them. This provides the 
opportunity to develop and communicate solutions to problems before they happen. 

Clear contingency plans will help to develop a shared mental model between the giver and receiver of 
potential problems that may occur; these should be structured in an “If, then” format. If caring for a 
patient who cannot receive visitors, then your situational awareness may include whether the patient’s 
family needs to be updated and at what interval or based on what criteria. 

• Provides the receiver with specific instructions for what might go wrong 

• List interventions that HAVE/HAVE NOT worked 
• Contingency Planning – Problem-solving before things go wrong: 
• “If this happens, then…” 
• Provides the receiver with specific instructions for what might go wrong 
• Ensures accepting team is prepared to anticipate changes in patient status and respond 

accordingly 
• Identify resources and chain of command 

• For stable patients: “I don’t anticipate that anything will go wrong.” 

S- Synthesis by the receiver  
(Receiver summarizes what was heard, asks questions, restates key action/to-do items) 

Synthesis by Receiver is a verbal statement from the receiver that tells the giver the receiver has a 
clear understanding of the handoff. A good synthesis is not a restating of the handoff, but rather is a 
brief, condensed and prioritized summary of the most important elements of the handoff. A good 
synthesis includes a brief summary of the action items and contingency plans. 

• The receiver should allow the person giving the handoff to get through the first 4 elements 
(IPAS) first without interruptions. 

• Opportunity for the receiver to ask questions, clarify and then synthesize what they heard 
• Brief re-statement/summary of essential information and written documentation 
• Demonstrates information is received and understood 

• The receiver may synthesize the facts differently 

• Keeps the receiver more engaged 
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Appendix D 

I-PASS Pocket card for workstation 

 


