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TRANSITION OF CARE (Program Requirement for Family Medicine VI.B)

Purpose
To establish a policy for the Alliance Health Durant Family Medicine Program that facilitates the provision of  continuity of care and patient safety, 

The primary objective of a “hand-off” is to provide accurate information about a patient’s care from one physician to another physician who is assuming responsibility for the care of the patient to ensure safe continuity of care. Information transmitted in the handoff includes treatments, services, current condition, any recent or anticipated changes, and a to-do list for tasks that should be completed during the time that the resident will be caring for the patient. The information communicated during a hand-off must be accurate in order to ensure patient safety goals. Physicians, including residents, at Alliance Health Durant design clinical assignments to minimize the number of transitions in patient care. (Program Requirement for Family Medicine VI.B.1).  The handoff process is monitored by the attending physician for the service to facilitate both continuity of care and patient safety. (Program Requirement for Family Medicine VI.B.2)
Scope
This policy applies to the Alliance Health Durant Family Medicine Program. Hand-offs/transitions of care as described in this policy shall be the absolute criteria used for hand-offs and transitions of care.  
Definitions
Hand-offs/Transitions of Care: The relaying of complete and accurate patient information between individuals or teams in transferring responsibility for patient care in any healthcare setting to another qualified provider. Hand-offs/Transitions of Care may occur at scheduled and unscheduled changes of assignments, at the conclusion and the commencement of assigned duty periods or call, when the patient is transferred to another site or another team of providers (e.g. transfer within in-patient settings and out-patient settings), when it is in the best interest of the patient to transfer the care to another qualified or rested provider (e.g. duty hours or fatigue), or at time of discharge.
Resident: refers to training physicians within the family medicine program but this policy also applies to any learner participating in the environment along-side the family medicine resident.
Program: refers to the educational program, Alliance Health Durant Family Medicine Residency, accredited by the AOA and seeking ACGME accreditation that is sponsored by Oklahoma State University College for Health Sciences

Program Director: refers to the single program leader recognized by the accrediting body and sponsoring institution with responsibility for assuring full compliance with this policy.

Responsibility
The Program Director and teaching staff/faculty are responsible for developing and implementing processes. 
Training Methods and Tools
The Program Director has defined the following methods of training for and tools for use by Program Residents to ensure that hand-off processes facilitate both continuity of care and patient safety:

· Hand-off form  
· Scheduled face-to-face hand-off meetings
· Direct on site faculty and/or senior resident supervision of hand-off
· Indirect  hand-off supervision via phone
· Senior Resident supervision of junior residents
· Hand-off education program that is lecture-based 
· Simulation

Approach To and Required Information for Hand-Offs
[bookmark: OLE_LINK1][bookmark: OLE_LINK2]The Program Director recognizes that hand-off policies and approaches vary within the context of patient care and takes steps to assure that the each hand-off is provided in a manner and in a setting consistent with protecting patient confidentiality and in an environment that minimizes interruptions. The Program Director has established the following minimum information requirements to facilitate an effective hand-off of patient care:

· Identifying Information: Patient name, MRN Location, Allergies, Code Status;
· Current Patient Condition (e.g., mental status, examination findings, diagnosis)
· Active Clinical Issues
· Anticipated issues and recommendations for what to do
· To Do List and To Follow-Up List
· Names of and Contact Information for Responsible Parties involved in Hand-Off  (e.g., resident, attending physician, back-up team after hand-off and their phone or pager number)
· Read back to ensure accuracy and greater clarity
· Opportunity for Questions and Answers between the giver and receiver
· Family Contact Information for Patient
· Patient Record that is up to date and 
Evaluation and Assessment of Hand-Off Approaches
The Program Director utilizes the following methods to formally assess the effectiveness of the hand-off processes to ensure that residents are competent in communication with team members during hand-offs:

· Formal written evaluation of hand-off
· Direct observation
· Verbal Self-assessment by Resident
· Faculty assessment of Resident
· Interview of receiving Resident or team member

The Attending or senior resident (Team Leader) will directly instruct and observe at least two change of shift handoffs.  Each resident is evaluated based on meeting hand-off expectations in the following areas: environment, standard handoff time, use of the SIGNOUT transition of care format, appropriately identifying patient details requiring special attention by the receiving resident, and confirmation that receiving resident understands the SIGNOUT content on all patients by presenting back.

The Attending and/or senior resident is expected to give immediate informal feedback on the witnessed handoffs and to complete the formal evaluation tool. The program director will determine if the resident is competent to complete/receive handoffs independently.  If the resident is not considered to be competent to give or receive handoff after the required minimum number of observed handoffs, then that resident must receive additional education by the chief resident and/or program director until competency is achieved.  The attending and/or senior resident must continue to observe handoffs until the resident is determined to be able to give hand off competently. 

Program Director and GMEC Oversight
The Program Director documents the effectiveness of the hand-off processes that have been established during the program’s annual self-assessment. If deficiencies are found, the Program Director prepares a written plan of action to document initiatives to improve the effectiveness of the hand-off processes. The corrective action is reviewed and approved by the teaching faculty and documented in meeting minutes that are submitted annually to the Graduate Medical Education Committee.

Alliance Health Durant Family Medicine Hand-Off Communication Procedure
The following conditions are affected by this policy:

1. Assignment of the newly admitted patient to the Adult Inpatient Medicine service.
2. Transition of patient from Adult Inpatient Medicine service that is moved to a higher level of care including the Intensive Care Unit.
3. Transition of care of the Adult Inpatient Medicine patient to the Night Float resident.
4. Transition of care of the Adult Inpatient Medicine patient to the on call resident for weekend coverage.
5. Transition of care of the Adult Inpatient Medicine patient at the end of the month when residents are changing services.
6. Transition of care of the continuity clinic patient as the senior resident is graduating and assigning the patient to another resident for continued care.
7. Discharges from the hospital
8. Any other condition that may arise resulting in the transition of care of a patient.

 When a patient is admitted to the Adult Inpatient Service, the Emergency Department (ED) attending contacts the Adult Inpatient Medicine Team to provide handoff. In most instances, this is accomplished via written submission over Tiger Text.  The SIGNOUT technique is the standard process for transition of care at Alliance Health Durant.  If the attending accepts the patient to the service from the ED physician, he/she assigns the team leader to make patient assignments.  Once the team leader assigns the patient to a particular resident, then that resident will be primarily responsible for the care of that patient in conjunction with the attending physician.  That resident will present to evaluate and admit the patient. 

On Monday to Friday, between 7:00 a.m. and 7:00 p.m. the team leader referenced above on the Adult Inpatient Service designates which resident will admit the next patient. On Monday to Friday between 7:00 p.m. and 7:00 a.m., this will be the night float resident when on service.

Transfer of patients between the daytime team and night float resident.
Hand-off communication begins at 6:30 p.m. and at 6:30 a.m. between the daytime and night float teams (daytime team signs off to the night resident at 6:30 pm and vice versa at 6:30am). Both verbal and written communication is conducted. All patients are documented on the sign-out list and distributed to the covering team. This will also be an opportunity to ask and respond to questions.  The Night Float resident will provide care for the patient from 7:00pm to 7:00am.  The resident would be responsible for any conditions that arise overnight and/or follow up on any pending diagnostics/interventions, etc.  However, any worsening of condition, transition to higher level of care, significant changes to vital signs, critical findings on diagnostics should be relayed immediately to both the attending as well as the daytime Adult Medicine Service resident that is assigned to the case.  Again, this may be accomplished with the use of Tiger Text. 

For Intensive Care or Critically Ill patients, BEDSIDE report occurs. This will ideally be in conjunction with nursing hand off as well.  This is important to limit errors and fully understand the scope of care on the critically ill patients. 



Transfer of patients to new rotating residents.
On the last day of the rotation, the inpatient team provides “off service notes” on all patients. This includes each patient’s initial presentation, hospital course, pertinent lab and study results, and current status including any pending results or consults.  A verbal sign-out is also given the night before the new team begins.  Attendings for the patients on service do not occur at the same time that residents change.  This design is intentional to provide a safety net for patient care and continued continuity. 

The outgoing senior (Team Leader) resident signs out all patients to the oncoming senior (Team Leader) resident and highlights the patients that he or she is following. The PGY-2 or PGY-1 also signs out his or her patients to the oncoming PGY-2 or PGY-1.  Typically there are two residents on Adult Inpatient Medicine Service, one upper level and one lower level resident.  Any changes that occur overnight will be communicated by the night float resident to the oncoming day team as previously described.

Discharges
The discharging resident must ensure that prescriptions for discharge medications are written and available at the time of discharge. 

The discharging resident is responsible for ensuring that information about clinically important laboratory, radiologic, or other results that come to a prescriber after a patient leaves the hospital is conveyed either to the patient or his/her primary care provider.  

Residents should report breakdowns/problems in the handoff process for continued improvement.


















Appendix A:
Handoff mnemonic

· SIGNOUT
· Sick or DNR? (highlight sick or unstable patients, identify DNR/DNI patients)
· Identifying data (name, age, gender, diagnosis)
· General hospital course
· New events of the day
· Overall health status/clinical condition
· Upcoming possibilities with plan, rationale
· Tasks to complete overnight with plan, rationale
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