
Implementation of Bedside Shift Change Handoff
on a Cardiac-Surgical Intensive Care Unit

Item Type DNP Project

Authors Cataldi, Shannon N.

Publication Date 2022-05

Abstract Problem: Medication errors are a significant cause of patient
morbidity and mortality, often resulting in serious injuries,
prolonged length of stays, and incurred medical costs. In 2019, a
Cardiac Surgical Intensive Care Unit (CSICU) at a large ac...

Keywords Patient Handoff; Critical Care; Medication Errors; Quality
Improvement; Infusion Pumps

Rights Attribution-NonCommercial-NoDerivatives 4.0 International

Download date 19/05/2023 15:17:47

Item License http://creativecommons.org/licenses/by-nc-nd/4.0/

Link to Item http://hdl.handle.net/10713/18919

http://creativecommons.org/licenses/by-nc-nd/4.0/
http://hdl.handle.net/10713/18919


IMPLEMENTATION OF BEDSIDE SHIFT CHANGE HANDOFF 1 

 
 
 
 
 

 
 

Implementation of Bedside Shift Change Handoff on a Cardiac-Surgical  

Intensive Care Unit  

 
Shannon N. Cataldi  

 
Under Supervision of  

 
Maranda Jackson-Parkin 

 
Second Reader 

 
Renee Franquiz 

 
 
 

A DNP Project Manuscript 
Submitted in Partial Fulfillment of the Requirements for the 

Doctor of Nursing Practice Degree 
 
 
 

 
School of Nursing, University of Maryland at Baltimore  

May 2022 
 

 

 

 

 

 

 



IMPLEMENTATION OF BEDSIDE SHIFT CHANGE HANDOFF  2 

Abstract 

Problem: Medication errors are a significant cause of patient morbidity and mortality, 

often resulting in serious injuries, prolonged length of stays, and incurred medical costs. In 2019, 

a Cardiac Surgical Intensive Care Unit (CSICU) at a large academic hospital identified 40 

medication errors through a hospital incident reporting system. Reviews of error reports 

identified that 70% (n=28) involved medications administered through intravenous infusion 

pumps and estimated that one third could have been detected much earlier if a standardized shift 

handoff method such as bedside shift-change handoff (BSCH) had been in place. Purpose: The 

purpose of this quality improvement (QI) project was to implement BSCH with the guidance of a 

BSCH tool on a CSICU to reduce pump related medication errors. Methods: This QI project 

took place from August 30 until December 12, 2021. The initial BSCH process incorporated 

nursing handoff start to finish inside patient rooms; however, observational audits identified 

inconsistent participation and barriers to this process. At the halfway point of implementation, a 

rapid cycle Plan Do Study Act (PDSA) change was required to address barriers to 

implementation. This change allowed nurses to enter rooms at the end of handoff and perform 

aspects on the BSCH tool, which improved nursing adherence to the practice change. Chart and 

observation audits collected throughout implementation identified trends in BSCH adherence and 

duo verification of high alert infusions. Results: One hundred percent of nursing staff (n=103) 

were educated on the initial process change of BSCH as well as the rapid cycle PDSA change 

(n=88). Staff adherence to BSCH ranged from 20-51% during the initial phase of the project, and 

then improved during the second half, ranging from 80-96%. Adherence to duo verification of 

high-alert infusions doubled, increasing from 41-49% to a range of 82-96% during the last four 

weeks. Pump related medication errors decreased by 75% (n=2) from the first quarter of 2021 
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(n=8) and staff identified 13 potential errors, or “good catches”, during BSCH. Conclusion: 

Implementing BSCH results in many good catches, improving safety and preventing patient 

harm. Findings support the implementation of BSCH to decrease pump related medication errors. 
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Implementation of Bedside Shift Change Handoff on a Cardiac-Surgical ICU 

Medication errors are a significant cause of patient morbidity and mortality, often 

resulting in serious injuries, prolonged length of stays, additional medical costs, and increased 

mortality (World Health Organization [WHO], 2017; Chen et al., 2017). In the United States, 

medication errors injure approximately 1.5 million people annually and increase expenditures by 

at least $3.5 billion a year (Academy of Managed Care Pharmacy [ACMP], 2019; WHO, 2017).  

In 2019, a Cardiac Surgical Intensive Care Unit (CSICU) in a large academic hospital identified 

40 medication errors through the incident reporting system. A review of electronic data reports 

identified that 70% (n= 28) involved medications administered through intravenous infusion 

pumps. Infusion concentration discrepancies, incorrect dosages, and tubing expirations were the 

three types of medication errors most frequently identified. Additional reports estimated that 

approximately one third of these errors could have been detected much earlier, or in some cases, 

even prevented, if a standardized “shift handoff” method had been in place. The year 2020 

revealed similar results; 55 medication errors were reported; of those 30% were related to 

infusion pumps, and even more, two thirds could have been detected much earlier, or prevented.  

As reflected within societal trends, patients who are elderly and of color are 

disproportionately affected by cardiovascular disease, may undergo more frequent surgical 

intervention, and are disproportionately admitted to CSICUs, making them more vulnerable to 

medication errors (Centers for Disease Control and Prevention, 2019). Concrete data are lacking 

on how the errors identified on the CSICU have affected patients; however, given the significant 

impact medication errors can have, the ultimate goal is to make changes in order to prevent their 

recurrence, which may help to reduce these disparities and improve the quality of care provided.   
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The Agency for Healthcare Quality and Safety (AHRQ) recommends the use of bedside 

shift change handoff as a viable solution for decreasing the incidence of medication errors 

(AHRQ, 2017). The majority of shift handoffs on the CSICU were performed at a nursing station 

or alcove outside of the patient’s room, without interaction with the patient (Refer to Appendix 

Figure B1 for a process map). Performing a portion of shift change handoff at the bedside allows 

the oncoming nurse to engage in a face-to-face interaction with the patient, giving nurses the 

opportunity to visually assess the patient’s current condition, needs or concerns, including 

continuous IV infusion apparatus’ (Ofori-Atta et al., 2015). The purpose of this quality 

improvement project was 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 at a large academic medical center (refer to Appendix Figure C1 for the BSCH 

tool).  

Evidence Review  

The literature was reviewed to provide a synthesis of evidence surrounding the impact of 

bedside handoff on nursing errors, followed by a review of its impact on other outcome 

measures. The studies were evaluated using Newhouse’s (2005) quality of evidence rating 

system demonstrating levels of II or III and grades of B or C (Appendix Tables A1 and A2).  

Among the five research studies selected for evidence review, several similarities and 

differences were found with regards to design, sample, methods, and outcomes. All five research 

studies were of a quasi-experimental pretest posttest design, with sample sizes including less 

than 200 registered nursing (RN) staff. Further, all of the studies were performed on only one 

medical or surgical nursing unit aside from one study by Mcallen et al. (2018), which was 

performed on three step-down units. The differences in these studies existed with regards to the 
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methods utilized. All of the studies implemented bedside handoff, where both the oncoming and 

off-going nurses entered the patient’s room during or at the end of handoff; however, each study 

utilized a different bedside handoff tool. Mcallen et al. (2018) and Wollenhaup et al. (2017) 

provided script cards with an introduction, situation, background, assessment, recommendation 

and question (ISBARQ) format for nurses to complete at the bedside, while Zou and Zhang 

(2018) developed a unit specific nursing handoff form. 

With regards to outcomes; the study by Zou and Zhang (2015) aimed to evaluate the 

impact of bedside handoff implementation on nursing errors. During change of shift, nurses 

entered patient rooms following handoff and checked off various aspects of patient care on a 

bedside handoff tool. Nursing errors were observed by charge nurses, voluntarily reported, or 

noticed during chart audits. Implementation was associated with a statistically significant 

reduction in not only medication errors and test delays, but also in pressure ulcers, patient falls, 

and inappropriate line care. A systematic review performed by Mardis et al. (2016) revealed 

similar results, identifying one study that demonstrated a decrease in clinical incidents 

(medication and blood administration, and breaches of infection control) and 5 studies that 

demonstrated improvements in other patient outcomes, including a reduction in falls, restraint 

use, and catheter associated infections.  

Although a few studies revealed a decrease in errors with the implementation of bedside 

handoff, the primary outcome measures obtained in most studies centered around self-report 

measures. Mcallen (2018), Wollenhaup et al. (2017), and Maxson et al. (2012) found that the 

implementation of bedside handoff was associated with statistically significant improvements in 

patient and staff satisfaction. These findings were obtained from short Likert style item scale 

surveys, Press Ganey or HCAHPS surveys and analyzed one to four months post 
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implementation. Furthermore, the systematic review by Mardis et al. (2016) identified that the 

majority of studies (n=40) surrounding the implementation of bedside handoff focused on and 

found improvements in patient and staff satisfaction. 

The evidence indicates that the implementation of bedside handoff not only reduces 

nursing errors and clinical incidents, but also leads to increases in patient and staff satisfaction, 

and improvements in several patient outcome measures, including falls, pressure ulcers, restraint 

use, and catheter associated infections.  

Theoretical Frameworks 

The Patient Safety Goal Priming theory by Groves and Bunch (2018), is a middle range  

theory relevant in understanding the goals of bedside handoff (Figure 1). According to this 

theory, patient safety communication serves to prime RNs to engage in an intervention (Grove & 

Bunch, 2018). Reminding RNs of the proven safety benefits of bedside handoff increased the 

likelihood of nurse participation in the intervention. In accordance with the theory, nurses are 

expected to also know the actions required to achieve patient safety goals, serving to prepare 

them for action (Groves & Bunch, 2018). Tailoring this intervention to include a tool served to 

prepare nurses to better integrate bedside handoff into their workflow. As nurses are prepared to 

act, they are expected to engage in actions to pursue the goal, including safety tasks. Engaging in 

open discussions surrounding “good catch” stories experienced while implementing bedside 

handoff motivated nurses to act on the safety tasks outlined on the BSCH tool.   

The Implementation Process Framework (IPF) by Helfrich et al. (2007) in addition to 

numerous strategies and tactics guided planning and implementation of the project (Figure 2). 

The IPF states that the innovation values must fit with the organizational values in order to 

achieve implementation effectiveness. The organization’s vision centers on high quality patient-
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centered care; which aligned well with the proven benefits of bedside handoff. Ensuring the 

proper implementation climate for the innovation in which it was perceived as an organizational 

priority contributed to achievement of implementation success. Management and hospital 

leadership support is critical and was achieved early in the planning phase. The IPF identifies 

champions as contributors to promote the innovation and three project champions were recruited 

to work collaboratively on the initiative (Helfrich et al., 2007). The framework also identifies 

training, barrier reduction, and incentives as concepts that contribute to success, which were 

incorporated into this project’s implementation phase (Helfrich et al., 2007).   

Methods 

 This QI project took place on a 30-bed CSICU within a large urban academic medical  

center over a 15-week period (August 30 until December 12, 2021). The patient population 

included all adult postoperative cardiac surgical patients admitted to the CSICU except those 

who were sleeping during handoff with no active infusions. The project implementation team 

consisted of the unit nurse manager, the assistant nurse manager, the project lead, and three 

project champions. Approximately 103 RNs were employed on the unit and implemented BSCH 

during shift change (Refer to Appendix Figure B2 for a process map).  

 During the pre-implementation phase of the project, a team was mobilized at the project 

site, organizational context was assessed, and the evidence-based-hand-off intervention was 

planned with the team. The project was designated as Non-Human Subjects Research by the 

University of Maryland Human Research Protections Office. The project posed no risk of harm 

and each patient participant was assigned a code corresponding to their name for future chart 

audits to protect confidentiality. Retrieved project chart audit data was stored on a secure 

password protected computer with a privacy screen accessible only by the project lead.  
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 During the first three weeks of the initiative, nursing staff received one-on-one education 

from either the project lead or project champions with the guidance of a four-slide printed 

power-point (Appendix Figures C2 and C3). During the first round of education, nurses were 

educated to complete handoff start to finish inside patient rooms, using the BSCH tool (attached 

to computers inside patient rooms) as a guide. Education was the primary structure measure and 

was determined by attendance sign off (Appendix Tables D1 and D2).  

Following training, all nurses were directed to conduct handoffs using the BSCH tool on 

all eligible patients, and nurse adherence to BSCH was the primary process measure. The project 

lead engaged in four times weekly observation audits during shift change, observing where 

handoff was performed. Flowsheets within the electronic health record were used to document 

the desired process and chart audits were conducted to determine the location of handoff 

occurrence during every shift change. Both observation and chart audit data were recorded on 

data collection forms in Excel (Appendix Tables D3 and D5) transcribed to data management 

forms (Table D4 and D6). A separate code key form (Table D7) contained the patient’s protected 

health information and was also stored on an Excel spreadsheet.  

Pump related medication errors was an outcome measure of interest, measured as error 

frequency counts obtained from reviews of hospital incident reports. Pre-project data was 

compared to post-implementation data (Appendix Table D10). An additional outcome measure 

were “good catches”, verbalized error catches verbalized by nursing staff while engaging in 

BSCH, which were recorded by the project lead.   

Strategies and tactics used during implementation included gaining buy-in and 

commitment to advance the project, team planning, education, adherence tracking, use of project 

champions, incentives, frequent reminders and feedback. Nurses who missed documentation 



IMPLEMENTATION OF BEDSIDE SHIFT CHANGE HANDOFF  10 

were provided frequent email or secure text reminders. Additionally, progress reports depicting 

run charts were emailed weekly to nursing staff to further promote adherence.  

Results 

 Data were collected from 300 patients during the 15-week implementation period. During 

the first three weeks of the project’s implementation, 100% (n=103) of nursing staff received 

education on the BSCH process (Figure 3). Baseline nurse adherence obtained during the first 

three weeks (via observation audits) revealed that only 7-12% of nursing staff engaged in BSCH 

(Figure 5). Nurse adherence increased within 2 weeks of kickoff to 51.6%; however, dropped to 

20%, due to several barriers. Nurses stated concerns about violating patient privacy during 

handoff in double occupancy rooms and among family members, with writing in isolation rooms, 

and with waking or worsening the condition of patients who were sleeping, had anxiety and/or 

delirium. There were also concerns that delivering medical jargon around patients, especially 

those with language barriers, would add to their confusion. After identifying these barriers, a 

meeting was convened to reexamine implementation, and the decision was made to engage in a 

rapid cycle Plan-Do-Study-Act (PDSA) change. The BSCH process was modified, allowing 

nurses to enter patient rooms at the end of handoff and perform aspects of the BSCH tool. During 

Weeks 8 through 12 of the project’s duration, the project lead provided reeducation to 100% of 

nursing staff (n=88) on the new process with the use of an updated BSCH protocol sheet 

(Appendix Figure C4), and nurse education was tracked a second time. Additionally, the new 

process incorporated adherence tracking of high alert PINCH infusion “duo-verifications” from 

October 11 through December 12, 2021 (Appendix Tables D8 and D9). After reeducation 

surrounding the process change, there was a dramatic increase in adherence within 2 weeks up to 

79% with 5 weeks of sustained adherence at 84-96% for the rest of the project’s duration.  



IMPLEMENTATION OF BEDSIDE SHIFT CHANGE HANDOFF  11 

Baseline nurse adherence to BSCH obtained during the first three weeks (via chart audits) 

was notably higher; between 44-57% (Figure 6). Prior to the rapid cycle change, nursing 

adherence ranged from 69-78%. Following the rapid cycle change, adherence increased to 94%- 

100% for the remainder of the project’s duration. With regards to PINCH med duo verifications, 

a baseline was collected prior to staff education on the process change, which revealed initial 

staff adherence of 41-49% to duo verifications (Figure 7). After staff education, adherence rose 

quickly, achieving 4 weeks of sustained adherence from 88-96% towards the end of the project. 

Facilitators included consideration of nursing feedback leading to the rapid cycle change, one-

on-one staff education, management support, provision of incentives, and frequent email 

reminders.   

Pump related medication errors, as reported in the hospital incident reporting system, 

decreased by 75% (n=2) from the first quarter of 2021 (January through March) (n=8). Also, 

staff identified 13 “good catches” verbalized from members of nursing staff while engaging in 

BSCH, including expired blood bands (38%, n=5), two of which were on actively bleeding 

patients, incorrectly programmed weights or concentrations of infusions (30%, n=4), expired 

infusion tubing (15%, n=2), a controlled substance found in a patient room (7%, n=1), and an 

ambu bag found without a mask (7%, n=1).  

Discussion 

 The data demonstrates that the purpose of the initiative was achieved. Bedside shift 

change handoff is a highly effective process used to promote communication, improve safety and 

the quality of patient care. The creation of a BSCH tool provided a systematic method for 

nursing staff to use within their practice. Following staff feedback, a rapid cycle Plan-Do-Study-

Act (PDSA) change was used which successfully removed barriers to process implementation. 
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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%. The outcomes of this project 

compare with results from other studies that the implementation of BSCH can decrease 

medication errors and clinical incidents (Zou & Zhang, 2015; Mardis et al., 2016).  

Limitations within this QI project may have influenced structure, process, and outcome 

measures. With regards to the structure measure, although a script was provided to project 

champions for staff education, the champions were affected by time constraints during their 

scheduled shifts, which could have led to a variability in staff education. Efforts were made to 

minimize this, in which the project lead engaged in one-on-one nursing staff reeducation on the 

process change. With regards to the process measures, adherence via chart audits were 

consistently higher than those obtained via observation audits, introducing a threat to the 

reliability of nursing documentation. To combat this, the project lead engaged in weekly 

observation audits four times a week to achieve a more accurate set of data. Variability between 

nursing staff and their use of the BSCH tools may have existed due to time constraints, 

introducing a threat to internal validity. With regards to the outcome measure of pump related 

medication errors, it is possible that these results were affected by nursing staff underreporting 

via the hospital incident reporting system. To combat this, the project lead obtained “good 

catches” verbalized from members of nursing staff. Lastly, the design of the project was specific 

to the unit of implementation and cannot be considered generalizable to other units or 

organizations.   

Conclusion 

Bedside shift change handoff is essential to promote patient safety. It provides an 

opportunity to assess the patient, equipment, active infusions, and environment for safety 
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concerns and serves to improve accountability between nurses. Implementation also has the 

potential to improve the detection of errors, preventing adverse events (Ofori-Atta et al., 2015; 

AHRQ, 2017). Further, findings support the implementation of BSCH to decrease pump related 

medication errors.  

Several strategies will help to promote sustainability and spread of the BSCH practice 

change. Continued leadership support and engagement will serve to remind staff long after 

implementation to engage in the intervention. Collaboration with a unit educator to continue 

BSCH education with new hires will remain a crucial factor in ensuring sustainability. 

Presentation of data findings to hospital leadership, state and national conferences will ensure 

dissemination and spread of BSCH.  

Future QI projects should incorporate BSCH at the end of handoff as this process is more 

well received and valued by nursing staff and has demonstrated strong adherence. Further, 

individualized one-on-one staff education is important to communicate the significance of 

BSCH, outline the process change clearly, individualize teaching to learning needs, and clarify 

any questions or concerns. Future QI projects should also incorporate observation audits and unit 

specific BSCH tools into their implementation plan. These strategies serve to hold staff 

accountable and reminds them in real time to engage in the intervention. The success of this QI 

project demonstrates that implementation of bedside handoff using similar methods has the 

potential to improve multiple aspects of quality and safety.  
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Figures 

Figure 1 

Groves and Bunch’s “Patient Safety Goal Priming Theory”  

 

Note: Obtained from Groves & Bunch (2018).  
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Figure 2  

Helfrich et al. Implementation Process Framework  

 

Note: Obtained from Helfrich et al. (2007).  
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Figure 3 

First Bedside Shift Change Handoff Education Run Chart 
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Figure 4 

Second Bedside Shift Change Handoff Run Chart 
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Figure 5  

Staff Adherence to Bedside Shift Change Handoff (Observations) Run Chart 

 

 

 

 

 

 

 

 

 

 

 



IMPLEMENTATION OF BEDSIDE SHIFT CHANGE HANDOFF  22 

Figure 6 

Staff Adherence to Bedside Shift Change Handoff (based off Chart Audits) Run Chart 
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Figure 7 

PINCH Med Duo Verification Run Chart 
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Appendix A 

Evidence Review and Synthesis Tables 

Table A1 

Evidence Review Table 
 

Citation: Mardis, T., Mardis, M., Davis, J., Justice, E.M., Holdinsky, S.R…….Reisenberg, L.A. (2016). Bedside shift-to-shift 
handoffs: A systematic review of the literature. Journal of Nursing Care Quality, 31(1), 54-60. 
https://doi.org/10.1097/NCQ.0000000000000142 
 

Level  III 

Purpose/ 
Hypothesis 

Design Sample Intervention Outcomes Results 

The study’s 
purpose was to 
design a 
“systematic 
review of the 
research literature 
on the impact of a 
bedside shift-to-
shift handoff on 
patients and 
providers.” 

 
 
 
 

Systematic review 
of qualitative and 
quantitative quasi 
experimental 
studies.  

Search Strategy: A 
systematic literature search 
was conducted using Ovid 
MEDLINE, EBSCOhost 
CINAHL, and 
Journals@Ovid. Controlled 
vocabulary and key words 
to capture the concepts of 
handoff and bedside. All 
titles were independently 
reviewed for inclusion by 
at least 2 trained reviewers. 
An abstraction form was 
designed to confirm final 
eligibility. Independent 
abstractions were reviewed 
by a third reviewer and 
combined into a final 
abstraction document. 
 
Inclusion Criteria: 
Articles eligible for review 
focused on shift-to-shift 
handoffs, had either 
quantitative or qualitative 

Control: No control 
groups were in the one 
group studies included. 
 
Intervention: 
Interventions in the 
studies included were 
specific to nursing 
implementation of 
bedside shift-to shift 
handoff during shift 
change.  
 
Intervention Fidelity: 
Not applicable. 

Dependent Variables: 
Outcomes were divided into 
three categories: self-report 
measures (including nurse 
and patient perceptions and 
satisfaction), process 
measures (evaluating nurse 
actions performed), and 
outcome measures (patient 
falls, pressure ulcers, clinical 
incidents, restraint use, and 
catheter associated urinary 
tract infections (CAUTI).  
 

Measurement Tools: 
Measurement tools of 
selected articles were not 
discussed in systematic 
review.  

The majority of studies 
(40) used self-report 
measures, indicating 
increased patient and 
staff satisfaction, 
perceived better care, 
and improved 
perceptions about 
bedside handoff.  
 
There were 6 articles 
with process measures 
that revealed decreased 
time spent in handoff, 5 
that found decreased 
overtime hours, 1 found 
decreased call light 
activations and 
response time, and 1 
showed decreased call 
light usage during shift 
change.  
 
There were 6 studies 
that assessed patient 
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research data, and focused 
specifically on bedside 
handoffs.  
 
Exclusion Criteria: 
Articles that were not shift 
to shift handoff specific, 
anecdotal or had no data, 
or letters to the editor, 
commentaries, editorials, 
or newsletter articles.  
 
Included: 39 relevant 
articles were identified by 
the literature search, and 2 
more were identified 
during review of reference 
sections in articles, so 41 
articles were included in in 
the systematic review. 
 
PRISMA: Included 
detailed decision making 
criteria for 
inclusion/exclusion of 
studies. 
 
Power Analysis: Not 
applicable to a systematic 
review. 
 

outcomes. Three of the 
studies noted a 
statistically significant 
decrease in patient falls, 
1 study also found a 
decrease in restraint 
use, and CAUTIs, and 
one found a decrease in 
clinical incidents 
(involving medication, 
blood administration, 
breach of infection 
control, clinical 
handover or 
management.  
Limitations: Excluded 
non-English articles. 
May not have included 
other quality 
improvement and 
research studies that 
were not published. 
Human error and bias is 
always a factor that 
plays into the search 
and selection process, 
but mitigation was 
attempted with the use 
of two independent 
reviewers.  

Citation: Maxson, P.M., Derby, K.M., Wrobleski, D.M., & Foss, D.M. (2012). Bedside Nurse-to-Nurse handoff promotes patient 
safety. Med Surg Nursing, 21(3), 140-145. No doi. 
 

Level II 

Purpose/ 
Hypothesis 

Design Sample Intervention Outcomes Results 
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The purpose of 
the study was to 
“determine is 
bedside nurse to 
nurse handoff 
increases patient 
satisfaction with 
the plan of care 
and staff 
satisfaction with 
communication 
and 
accountability”. 

Quasi 
experimental, one 
group pretest 
posttest design 

Sampling Technique: 
Convenience Sampling 
 
Sample Sizes: The study 
involved registered nurses 
(n=15) who completed 
surveys before and after 
implementation on an 11-
bed surgical unit. 
 
Several patients were 
surveyed, before and after 
implementation (n=60).  
 
Eligible: Patients aged 18 
and older, no cognitive 
impairment, and the ability 
to understand and speak 
English.  
 
Power Analysis: No 
power analysis was 
conducted to determine 
sample size adequacy. 
 
Group Homogeneity: No 
statistical differences were 
found between the two 
groups of patients in sex, 
diagnosis, operations, or 
length of stay.  
 

Bedside nurse-to-nurse 
handoff was 
implemented on one 
unit.  
 
There was no discussion 
surrounding the specifics 
of the intervention, 
including where, when, 
and how it was 
implemented. 
 
Intervention Fidelity: 
There was no discussion 
of the protocol or 
education provided to 
nursing staff.  

Dependent Variables: 
Patient and staff satisfaction. 
 
Measurement Tools: 
Patients and staff nurses 
given different 5 question 5-
item Likert Style investigator 
developed survey scales 
before and 1-month post 
implementation,  

Statistical Results: 
Both patient and staff 
satisfaction were 
analyzed using the 
Wilcoxon rank-sum 
test.  
 
Patients noted a 
significant increase 
(p=0.02) in their 
perception of being 
informed of the plan of 
care for the day.  
 
Nurse’s scores 
increased decreased 
significantly with every 
scale compared to pre-
implementation 
(1=best, 5=Strongly 
disagree) (p<0.05) with 
the exception of one: 
Nurse-nurse shift report 
helps me prioritize my 
workload. Nurses’ 
perception improved 
significantly regarding 
nurse-to-nurse 
accountability 
(p=0.0005), medication 
reconciliation 
(p=0.0003), and ability 
to communicate 
immediately regarding 
patient care after shift 
handoff (p=0.0008).  
 
Limitations: The use 
of convenience 
sampling on only one 
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surgical unit and the 
lack of a power analysis 
threatens external 
validity.  

Citation: Mcallen, E.R, Stephens, K., Swanson-Biearman, B., Kerr, K., & Whiteman, K. (2018). Moving shift report to the 
bedside: An evidence-based quality improvement project. Online Journal of Issues in Nursing, 23(2), 1. 
https://ojin.nursingworld.org/MainMenuCategories/ANAMarketplace/ANAPeriodicals/OJIN/TableofContents/Vol-23-2018/No2-
May-2018/Articles-Previous-Topics/Moving-Shift-Report-to-the-Bedside.html 
 

Level II 

Purpose/ 
Hypothesis 

Design Sample Intervention Outcomes Results 

The purpose of 
the study was “To 
determine 
evidence-based 
best practices for 
shift report as 
compared to the 
current practice” 
 

Quasi 
Experimental, one 
group pretest-
posttest design 

Sampling Technique: 
Convenience Sampling  
 
Sample Size: Several 
nursing staff members 
completed education prior 
to implementation of 
bedside shift report (n=67) 
on three nursing units 
(orthopedic, general 
surgery, and neuro acute 
care units).  
 
Audits revealed that nurses 
were compliant and 
participated in the 
intervention (n=157).  
 
Nurses completed a pre-
implementation survey 
(n=64) and post 
implementation survey 
(n=57) 
 
Power analysis: No power 
analysis was completed to 
determine sample size 
adequacy. 

Bedside shift report 
(BSR) was implemented 
on three nursing units 
during every shift 
change handoff 
(timeframe not 
included). BSR began 
with both nurses entering 
the patient’s room and 
introducing themselves, 
followed by an 
assessment of the patient 
and the environment, and 
safety checks.  
 
Staff members were 
given script cards to use 
during report with the 
introduction, situation, 
background, assessment, 
recommendation, and 
question (ISBARQ) 
format.  
 
Intervention fidelity: 
Staff education included 
reading two journal 
articles and watching a 

Dependent Variables: Fall 
rates, patient satisfaction, and 
nurse satisfaction 
 
Process Measure: 
Compliance and report times.  

Measurement tools:  
Fall rates were obtained 
through the hospital incident 
reporting system. Patient 
satisfaction was measured by 
both Press Ganey and 
Hospital Consumer 
Assessment of Health Care 
Providers and Systems 
(HCAHPS) surveys. Nurse 
satisfaction was measured 
using a six-question survey 
from previously published 
tools that employed a 5-item 
Likert Scale. All data was 
obtained prior to 
implementation and then 4 
months post BSR 
implementation. No 
reliability data was discussed.  
 

Statistical Results: 
Patient falls were 
analyzed using the Chi-
square test and were 
found to have decreased 
by 24% 4 months post 
implementation (no 
statistical data 
reported).  
 
Patient satisfaction data 
was analyzed using an 
independent samples t-
test. All three units 
improved in Press 
Ganey scores; however, 
only one unit 
demonstrated a 
statistically significant 
improvement in patient 
satisfaction producing a 
result that increased 
from average 87.7% to 
91.6% (p=0.03). 
HCAHPs showed 
improvement, but the 
changes were not 
statistically significant. 
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                                                                                      recorded clip on BSR 
created by the team that 
demonstrated the BSR 
process.  

Compliance and report times 
were measured through 
observational audits and a 
BSR audit tool was utilized 
for tracking.  

 
Nurse satisfaction data 
was analyzed using the 
Mann-Whitney Utest. 
The number of nurses 
who reported having 
enough time for report 
significantly decreased 
from 80% to 59.6% 
after implementation 
(p=0.008). 70% (n=45) 
nurses believed that 
BSR increased report 
times and 44% 
responded that BSR 
was inconvenient due to 
several factors 
(multiple nurses 
needing report, patient 
requests delaying 
report, nurses preferring 
the status quo); 
however, these results 
were not statistically 
significant.  
 
Performance audits of 
staff adherence 
revealed a combined 
compliance rate of 94% 
(n=157). A total of 94 
shift reports were 
observed and timed 
over 4 months. Using 
the Mann Whitney U 
test, researchers found 
there was no 
statistically significant 
difference between 
overall time for shift 
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reports pre and post 
implementation.  
 
Limitations: Design 
prevents generalization 
to other settings, small 
sample size with no 
power analysis. 
Convenience sampling 
may affect the external 
validity.  
 

Citation: Wollenhaup, C.A., Stevenson, E.L., Thompson, J., Gordon, H.A., & Nunn, G. (2017). Implementation of a modified 
bedside handoff for a postpartum unit. The Journal of Nursing Administration, 47(6), 320-326. 
https://doi.org/10.1097/NNA.0000000000000487 
 

Level II 

Purpose/ 
Hypothesis 

Design Sample Intervention Outcomes Results 

The purpose of 
this study was to 
“increase the 
compliance of all 
7 components of 
the modified 
bedside handoff 
as indicated on 
the Modified 
Bedside Handoff 
Tool”.  
 
The secondary 
aim was to 
“improve patient 
and nurse 
satisfaction with 
bedside 
reporting”. 

Quasi experimental 
one group pretest 
post-test design.  

Sampling Technique: 
Convenience sample  
 
Sample Size:  The study 
included all nurses (n=28) 
on a postpartum unit that 
were selected and eligible 
to participate in the 
training and 
implementation of bedside 
handoff (BSH).  
 
A sample of 50 postpartum 
patients (n=50) was used to 
assess patient satisfaction.  
 
Eligible: Being a female of 
childbearing age, in the 
first few days postpartum, 
and having delivered a 
viable infant 
 

BSH was implemented 
on the postpartum unit, 
using components of the 
SBAR method and a 
modified bedside 
handoff tool added to 
mobile computer 
workstations for nurses 
to use as a guideline 
during report. The 
Situation and 
Background components 
occurred privately 
between the 2 nurses, 
and the remainder of the 
report (Assessment and 
Recommendations) 
occurred at the bedside. 
After recommendations, 
the final component 
allowed the patient and 
family to ask questions. 

Dependent Variables: 
Patient and staff satisfaction, 
and compliance.  
 
Measurement Tools:  
Patient satisfaction was 
measured via a 5-item 7-
point Likert Style patient 
satisfaction questionnaire 
collected before 
implementation of BSH and 
2 months post 
implementation.  
 
Staff satisfaction was 
measured via a Likert Style 
pencil and paper satisfaction 
questionnaire before and 2 
months post implementation.  
 
Both the patient and staff 
satisfaction questionnaires 

Statistical Results: Pre 
and post 
implementation patient 
and nurse satisfaction 
scores were compared 
using a series of 
independent sample t 
tests conducted for each 
individual item. Patient 
satisfaction scores 
increased by 28.01% 
(p<0.001) and staff 
satisfaction scores 
increased by 40.34% 
(P<0.001).  
 
Compliance was 
evaluated using 
Fisher’s exact tests 
evaluating the 
percentage of 
completed checklist 
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Excluded: Mothers with 
babies in the special care 
nursery and patients 
requiring an interpreter for 
communication. 
 
Power Analysis: No 
power analysis was 
completed to determine 
sample size adequacy.  
 
 

 
Intervention Fidelity: 
Implementation included 
a formal education 
program conducted over 
2 weeks that included the 
structure of handoff and 
benefits reported.  

were developed by the lead 
author based on information 
collected during the literature 
review. 
 
Compliance measures were 
obtained through 
observational audits in which 
the lead author and project 
champions completed an 
audit tool for tracking.   

items pre and post 
implementation. 
Compliance increased 
from 26% to 84% 
(p<0.001).  
 
Limitations: 
Convenience sampling 
and lack of a power 
analysis introduces a 
threat to external 
validity.  

 
Citation: Zou, X. & Zhang, Y. (2015). Rates of nursing errors and handoffs related-errors in a medical unit following 
implementation of a standardized nursing handoff form. Journal of Nursing Care Quality, 31(1), 61-67. 
https://doi.org/10.1097/NCQ.0000000000000133 
 

Level II 

Purpose/ 
Hypothesis 

Design Sample Intervention Outcomes Results 

The study’s purpose 
was to “improve patient 
safety and provide 
evidence on the 
effectiveness of a 
standardized nursing 
handoff form (NHF)”. 

Quasi experimental, 
one group pretest-
posttest design.  

Sampling Technique: 
Convenience Sampling 
 
Sample Sizes: Bedside 
handoff was 
implemented on a large 
80-bed inpatient 
medical unit with 
nursing staff (n=45).  
 
The study involved 
almost 2,000 
admissions to the unit 
during the pre and post 
intervention period 
(n=1963,1970).  
 
Power Analysis: No 
power analysis was 
conducted to determine 
sample size adequacy. 

A standardized NHF 
was implemented on 
the unit for a period of 
11 months. All nurses 
listened to an oral 
report first at the 
nursing station made by 
the outgoing nurses and 
took notes on the first 
part of the NHF form, 
item by item. After, 
both nurses went into 
patient rooms to do 
bedside handoffs, 
assessing fall risk and 
safety precautions, 
oxygen flow rate, 
monitors, catheters, 
lines and tubes, along 
with patient’s skin and 
position, taking notes 

Dependent Variable: 
Nursing Errors – 
defined as  delay or 
omission of medication 
or tests, pressure ulcers, 
errors in care of lines, 
and patients falls.  
 
Measurement Tools: 
Nursing errors were 
identified by charge 
nurses who observed 
nursing errors and 
reported them, 
voluntary reported by 
nurses themselves, or 
by two senior staff 
nurses who reported 
errors in documentation 
while doing medical 
record reviews. All of 

Statistical Results: 
Nursing errors pre and 
post implementation 
were analyzed using the 
Chi Square Test, which 
found that the 
implementation of 
bedside handoff and the 
NHF was associated 
with a reduction in 
overall nursing error 
rates from 2.7 to 0.3 per 
100 admissions 
(P<0.001).  
 
Rates of delayed or 
omission of 
medications/tests 
decreased from 0.5 to 0 
(P<0.002), pressure 
ulcer rates decreased 
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Group Homogeneity: 
There were no 
significant differences 
in length of stay, age, 
gender, and APACHE 
scores of the groups of 
patients before after the 
intervention.  
 
 
 

on the second part of 
the NHF.  
 
Intervention Fidelity: 
The advantages were 
discussed with the 
nurses and they 
demonstrated how to 
use the NHF form to 
each nurse individually.  

the nursing errors were 
reported into the 
hospital incidence 
information 
management system.  

from 0.7 to 0.3 
(P=0.03), inappropriate 
care of lines decreased 
from 1.3 to 0 
(P<0.001), and the rates 
of falls decreased from 
0.2 to 0 per 100 
admissions (P<0.04).  
 
Limitations: May lack 
generalizability to other 
settings as it was only 
one-unit, one center 
study. Voluntary 
reporting may lead to 
an underestimated 
nursing error rate, as 
there still might be 
unreported nursing 
errors, biasing the study 
results.  
 

*Strength Ratings based on Newhouse et al. (2005).  
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Appendix A 

Table A2 

Evidence Synthesis Table 
 

*Quality Ratings of Research studies obtained from Newhouse et al. (2005).  
*Quality Assessment of Systematic Review obtained from Coeytaux et al. (2014).

Evidence Based Practice Question (PICO):  In adult cardiac surgical patients, is the implementation of bedside handoff effective in decreasing pump related medication 
errors?  
 

Level of 
Evidence 

# of 
Studies Summary of Findings Overall Quality 

 
II 

 
4 

Mcallen et al. (2018), Wollenhaup et al. (2017), and Maxson et 
al. (2012) found that the implementation of bedside handoff 
was associated with a statistically significant improvement in 
patient and staff satisfaction. Patient and staff satisfaction were 
measured via short Likert style item scale surveys 1-4 months 
post implementation in all studies except Mcallen et al. (2018), 
which obtained measures of patient satisfaction from Press 
Ganey and HCAHPS surveys.  
 
Zou and Zhang (2015) noted a statistically significant reduction 
in overall nursing error rates per 100 admissions. Mcallen et al. 
(2018) noted a decrease in patient falls; however, these results 
were not statistically significant. Both measures were obtained 
from the hospital incident reporting system. 

C-All four studies utilized a quasi-experimental one group pretest posttest design. 
No randomization and no control groups were incorporated into the studies, which 
introduces threats to external validity. No power analyses were performed to 
determine sample size adequacy. Convenience sampling was used to determine 
the sample in all studies, a weak sampling method, introducing a threat to external 
validity. The majority of the studies had small sample sizes and were performed 
on only one type of unit, decreasing study generalizability and power. Mcallen 
(2018) failed to report statistical data for two of the outcome measures. Maxson et 
al. (2012) failed to describe their intervention and any type of intervention fidelity. 
No assessments of reliability were described for their measurement tools. 
Limitations were discussed in the majority of the studies but were short and 
nondescriptive. Results were consistent across the studies in support of bedside 
handoff; however, based on the quality rating and review, the results contain 
multiple threats to validity and are not especially reliable. Recommendations were 
made for all studies regarding engagement in further research.  
 
 

III 1 

Mardis et al. (2016) found that the majority of studies (n=40) 
surrounding the implementation of bedside handoff used self-
report measures, indicating increased patient and staff 
satisfaction. Three studies noted a decrease in patient falls, one 
study found a decrease in restraint use and CAUTI, and one 
found a decrease in clinical incidents. A literature search was 
conducted using three widely recognized databases, and all 
titles were independently reviewed by at least 2 trained 
reviewers.  

B- The systematic review had a focused clinical question. Search methods were 
adequately described, including search terms utilized, date, and databases 
searched to enable replication. More than two databases were searched.  Duplicate 
study selection and extraction was utilized. Certain characteristics of the studies 
were not reported, including study design, quality ratings, and measurement tools. 
There was no description of whether or not the results extrapolated were 
statistically significant. Further, quality of the studies was not used correctly in the 
generation of conclusions.  
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Appendix B 

Figure B1 

Current Bedside Shift Change Handoff Process 
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Appendix B  

Figure B2  

Desired Bedside Shift Change Handoff Process  
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Appendix C 

Figure C1  

Bedside Shift Change Handoff (BSCH) Tool  

 

 

 

 

 

 

 
 
*Modified from: Ofori-Atta, J., Binienda, M., & Chalupka, S. (2015). Bedside shift report: Implications 
for patient safety and quality of care. Nursing2021, 45(8), 1-4. 
https://doi.org/10.1097/01.NURSE.0000469252.96846.1a 
 
*Other aspects are based on a panel including the project lead, nursing management and the nurse 
educator 

 

 

 

 

 

 

 

 

 

 

 

 
CSICU Bedside Shift Change Handoff Tool 

 
o Introductions: Update white board 
o √ patient wrist: ID, Blood Band Date ______ 
o Review MAR-Scan Drips-Drip Check w/6 √ 

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

o Inspect lines/WDA's 
o Safety √, Lock Box √ for Meds, Verify SCDs  
o Bed in ↓ position, locked, side rails ↑, bed/chair alarm 

on, call bell, suction within reach  
o Document “BSH’ in RN/Tech Handoff 
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Appendix C 

Figure C2 

BSCH Education (Slides 1-2) 
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Appendix C 

Figure C3  

BSCH Education (Slides 3-4)  

 

 



IMPLEMENTATION OF BEDSIDE SHIFT CHANGE HANDOFF  38 

 
Appendix C 

 
Figure C4 
 
Educational One-Pager of the New Process of BSCH  

 

 
 

UMMC CSICU  
Bedside Shift Change Handoff Practice Change 

 
  

 
 
 

 
 
 
 
 
 
 

After discussions surrounding how to overcome barriers, the decision was made to make changes to ensure 
integration and sustainability of bedside handoff.  
 

• Handoff can now be performed at the nursing station or alcove, unless nurses prefer to complete handoff at 
the bedside (if the patient is unstable, etc).  

 
• Both nurses will enter rooms at the end of handoff, and complete an abbreviated version of handoff at the 

bedside (using the CSICU bedside handoff tool as a guide).  
 

 

 

Perform drip checks of all active 
infusions and then Rate Verify- 
Dual Sign ALL of the PINCH 
Meds in the room always (no 
exceptions!).   

 
 

Document “BSH” in the 
RN/Tech Handoff tab if you 
entered the room at any point 
during/at the end of handoff and 
engaged in aspects on the tool. 

If your patient is sleeping and has NO active infusions, this is the ONLY EXCLUSION to bedside handoff, and 
you can document “Patient Sleeping” in the RN/Tech Handoff Comments.  

 

UMMC Hospital Wide Bedside 
Shift Change Handoff Tool; 
helpful as a guide! 
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Appendix D 
 

Table D1 
                   Form 1/# 
Code Key: Educational Sign-Off Sheet  
Name of the Learning Activity:     Name of the Learning Activity:  
Bedside Shift Change Handoff     Bedside Shift Change Handoff  
Training Sign-Off Code Key    Training Sign-Off Data Collection Form  
Facilitator Code: F001     Facilitator Name: Project Lead 

 
Bedside Shift Change Handoff Training Sign-Off Data Collection Form and Code Key 

 
Date of 
Education 

Provider Code 
#  

Cut Line  Nurse Name Date of 
Education 

Signature of 
RN 

 RN001     

 RN002     

 RN003     

 RN004     

 RN005     

 RN006     

 RN007     

 RN008     

 RN009     

 RN010     

 RN011     

 RN012     

 RN013     

 RN014     

 RN015     

 RN016     

 RN017     

 RN018     
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Appendix D 

Table D2 

BSCH Training Data Management Form 

Week # (MM/DD/YYYY-
MM/DD/YYYY) 

# of RNs 
Educated on 
BSCH and 
Use of the 
BSCH Tool  
(Continuous 
Level) 

Total Nurses on 
the Unit (n=#) 
(Continuous Level) 

% Nurses Educated on 
the Implementation of 
BSCH and Use of the 
BSCH Tool 
(Continuous Level) 

Week 1 (08/30/2021-09/5/2021)    
Week 2 (09/06/2021- 09/12/2021)    
Week 3 (09/13/2021-09/19/2021)    
Week 4 (09/20/2021-09/26/2021)    
Week 5 (09/27/2021-10/03/2021)    
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Appendix D 
 
Table D3 

 
Observation Audit Data Collection Form  

 

Date (AM or PM Shift) 
# Nurses 
Present during 
Shift Change 

# Nurses 
Engaging in 
BSCH 

% Nurse 
Participation in 
BSCH 

Encouragement 
Given? Y/N 

Week 1- August 30-Sept 4, 2021  
Sept 1, 2021 (AM Shift)      
Sept 3, 2021 (PM Shift)      

     
     

Week 2-Sept 6-Sept 12,2021  
     
     
     
     

Week 3-Sept 13-Sept 19, 2021  
     
     
     
     

Week 4- Sept 20-Sept 26, 2021  
     
     
     
     

Week 5-Sept 27-Oct 3, 2021  
     
     
     
     

Week 6-Oct 4-Oct 10, 2021  
  
  
     
     

Week 7- Oct 11-Oct 17, 2021  
     
     
     
     

Week 8-Oct 18-Oct 24, 2021  
     
     
     
     

Week 9-Oct 25-Oct 51, 2021  
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Week 10-Nov 1-Nov 7, 2021  

     
     
     
     

Week 11-Nov 8-Nov 14, 2021  
     
     
     
     

Week 12-Nov 15-Nov 21, 2021  
     
     
     
     

Week 13- Nov 22- Nov 28, 2021 
     
     
     
     
Week 14-Nov 29-Dec 5, 2021 
     
     
     
     
Week 15-Dec 6- Dec 12, 2021 
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Appendix D 
 

Table D4  
 

Observation Audit Data Management Form  
 

Week # (MM/DD/YYYY-
MM/DD/YYYY) 

# Nurses on the 
Unit 
Participating in 
BSCH/Week 
(Continuous 
Level) 

Total # of Nurses 
Present during Shift 
Change/Week 
(Continuous Level) 

 

% Nurses who 
participated in BSCH 
(Continuous Level) 

 
 

Week 1 (08/30/2021-09/05/2021)    
Week 2 (09/06/2021-09/12/2021)    
Week 3 (09/13/2021-09/19/2021)    
Week 4 (09/20/2021-09/26/2021)    
Week 5 (09/27/2021-10/03/2021)    
Week 6 (10/04/2021-10/10/2021)    
Week 7 (10/11/2021-10/17/2021)    
Week 8 (10/18/2021-10/24/2021)    
Week 9 (10/25/2021-10/31/2021)    
Week 10 (11/01/2021-11/07/2021)    
Week 11 (11/08/2021-11/14/2021)    
Week 12 (11/15/2021-11/21/2021)    
Week 13 (11/22/2021-11/28/2021)    
Week 14 (11/29/2021-12/05/2021)    
Week 15 (12/06/2021-12/12/2021)    
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      Appendix D       Form 1/# 

Table D5 

Bedside Shift Change Handoff (BSCH) Audit Data Collection Form 

 Bedside Shift Change Handoff Audit Form 
Week # 
(mm/dd/yyyy-
mm/dd/yyyy)  

Mon (date) Tues (date) Wed (date) Thur (date) Fri (date) Sat (date)  Sun (date)  # of BSCH 
completed 
per patient 
for the Week 

Expected 
# BSCH 
per 
patient 
for the 
week 

# IV 
infusion 
Meds 
per week Patient Code # BSCH  

(y=1/n=0)  
AM/PM 

BSCH  
(y=1/n=0)  
AM/PM 

BSCH  
(y=1/n=0)  
AM/PM 

BSCH 
 (y=1/n=0)  
AM/PM 

BSCH 
 (y=1/n=0)  
AM/PM 

BSCH  
(y=1/n=0)  
AM/PM 

BSCH 
 (y=1/n=0)  
AM/PM 

P001  
 

                  

P002  
 

                  

P003 
 

 
 

                 
 

 
 

P004 
 

 
 

                  

P005 
 

 
 

                  

P006 
 

 
 

                 
 

 
 

P007 
 

 
 

                  

P008 
 

 
 

                  

P009 
 

 
 

                  

P010 
 

 
 

                  

P011 
 

 
 

                 
 

 
 



IMPLEMENTATION OF BEDSIDE SHIFT CHANGE HANDOFF 45 

Appendix D 

Table D6 

Data Management Form for BSCH Adherence 

Week # (MM/DD/YYYY-
MM/DD/YYYY) 

# of BSCH 
completed for the 
Week 
(Continuous 
Level) 

Expected # of BSCH 
that should have 
been completed for 
the week 
(Continuous Level) 

 

% of All 
Handoffs for 
the Week that 
were BSCH 
(Continuous 
Level) 

 
 

# of IV Infusion 
meds per week 
(Continuous 
level) 

 
 
 

Week 1 (08/30/2021-09/05/2021)     
Week 2 (09/06/2021-09/12/2021)     
Week 3 (09/13/2021-09/19/2021)     
Week 4 (09/20/2021-09/26/2021)     
Week 5 (09/27/2021-10/03/2021)     
Week 6 (10/04/2021-10/10/2021)     
Week 7 (10/11/2021-10/17/2021)     
Week 8 (10/18/2021-10/24/2021)     
Week 9 (10/25/2021-10/31/2021)     
Week 10 (11/01/202111/07/2021)     
Week 11 (11/08/2021-11/14/202)     
Week 12 (11/15/2021-11/21/2021)     
Week 13 (11/22/2021-11/28/2021)     
Week 14 (11/29/2021-12/05/2021)     
Week 15 (12/06/2021-12/12/2021)     
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Table D7 

BSCH Audit Code Key Form 

BSCH Audit Code Key Form 
Pseudo 
Identifier # 

Patient Name Medical Record 
Number 

Room # Admission 
Date  

Discharge 
Date 

P001 Jane Doe 123456789    
P002      
P003      
P004      
P005      
P006      
P007      
P008      
P009      
P010      
P011      
P012      
P013      
P014      
P015      
P016      
P017      
P018      
P019      
P020      
P021      
P022      
P023      
P024      
P025      
P026      
P027      
P028      
P029      
P030      
P031      
P032      
P033      
P034      
P035      
P036      
P037      
P038      
P039      
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Appendix D 

Table D8  

Continuous Infusion Double Verification Data Collection Form 

Week # 
(mm/dd/yyyy-
mm/dd/yyyy)  

Mon (date) 
 

Tues (date) Wed (date) Thur (date) Fri (date) Sat (date)  Sun (date)  # of Drips Duo 
Signed Per Patient 
Per Week 

Expected # of Times 
Drips Duo 
Signed/Pt/Week 

Patient Code # Drips Duo 
Signed (y=1, 
n=0, No 
gtt=N/a) 
AM/PM 

Drips Duo 
Signed (y=1, 
n=0, No 
gtt=N/a) 
AM/PM 

Drips Duo 
Signed (y=1, 
n=0, No 
gtt=N/a) 
AM/PM 

Drips Duo 
Signed (y=1, 
n=0, No 
gtt=N/a) 
AM/PM 

Drips Duo 
Signed (y=1, 
n=0, No 
gtt=N/a) 
AM/PM 

Drips Duo 
Signed (y=1, 
n=0, No 
gtt=N/a) 
AM/PM 

Drips Duo 
Signed (y=1, 
n=0, No 
gtt=N/a) 
AM/PM 

P001  
 

                 

P002  
 

                 

P003 
 

 
 

                 
 

P004 
 

 
 

                 

P005 
 

 
 

                 

P006 
 

 
 

                 
 

P007 
 

 
 

                 

P008 
 

 
 

                 

P009 
 

 
 

                 

P010 
 

 
 

                 

P011 
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Appendix D 

Table D9 

Continuous Infusion Double Verification Data Management Form 

Week # (MM/DD/YYYY-
MM/DD/YYYY) 

# of Times Drips 
Duo Signed Per 
Patient Per Week 
(Continuous 
Level) 

Expected # of Times Drips 
Duo Signed/Pt/Week 
(Continuous Level) 

 

% of Times Drips Duo 
Signed Per Week 
(Continuous Level) 

 
 

Week 9 (10/25/2021-10/31/2021)    
Week 10 (11/01/2021-11/07/2021)    
Week 11 (11/08/2021-11/14/2021)    
Week 12 (11/15/2021-11/21/2021)    
Week 13 (11/22/2021-11/28/2021)    
Week 14 (11/29/2021-12/05/2021)    
Week 15 (12/06/2021-12/12/2021)    

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



IMPLEMENTATION OF BEDSIDE SHIFT CHANGE HANDOFF  49 

Appendix D 

Table D10 

Pump Related Medication Errors Data Management Time 1 

Time Period 1 (Collected Sept 1, 2021-Prior to Implementation) 

Week # (MM/DD/YYYY-MM/DD/YYYY)  
# Pump Related Medication Errors Reported 
(Continuous Level Data) 

Week 1 (01/04/2021-01/10/2021)   
Week 2 (01/11/2021-01/17/2021)   
Week 3 (01/18/2021-01/24/2021)   
Week 4 (01/25/2021-01/31/2021)   
Week 5 (02/01/2021-02/07/2021)   
Week 6 (02/08/2021-02/14/2021)   
Week 7 (02/15/2021-02/21/2021)   
Week 8 (02/22/2021-02/28/2021)   
Week 9 (03/01/2021-03/07/2021)   
Week 10 (03/08/2021-03/14/2021)   
Week 11 (03/15/2021-03/21/2021)   
Week 12 (03/22/2021-03/28/2021)   
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Appendix D 
 
Table D10 
 
Pump Related Medication Errors Data Management Time 2 

 
Time Period 2 (Collected Dec 12-End of Project) 

Week # (MM/DD/YYYY-MM/DD/YYYY)  
# Pump Related Medication Errors Reported 
(Continuous Level Data) 

Week 4 (09/20/2021-09/26/2021)   
Week 5 (09/27/2021-10/03/2021)   
Week 6 (10/04/2021-10/10/2021)   
Week 7 (10/11/2021-10/17/2021)   
Week 8 (10/18/2021-10/24/2021)   
Week 9 (10/25/2021-10/31/2021)   
Week 10 (11/01/2021-11/07/2021)   
Week 11 (11/08/2021-11/14/2021)   
Week 12 (11/15/2021-11/21/2021)   
Week 13 (11/22/2021-11/28/2021)   
Week 14 (11/29/2021-12/05/2021)   
Week 15 (12/06/2021-12/12/2021)   

 


