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SBAR
• SITUATION

• Michigan Medicine lacked a standardized tool for communication and handoff of ICU 
patients transferring to and from the OR. 

• BACKGROUND
• Poor handoff between medical teams during transfers of care has led to sentinel 

events.
• ASSESSMENT

• Handoff programs improve communication and decrease preventable medical errors 
and adverse effects.

• RECOMMENDATION
• Assemble a task force to develop and implement a standardized communication 

handoff tool to be utilized for transfers to and from the OR. 



Why are handoffs important?
• Patient safety
• Critical information can be lost in transfers of care

• Poor communication leads to adverse events
• Provides structure and consistency
• Time savings 

• 2 minute handoff can save 20 min in chart digging



Why handoffs fail?

• Human factors 
• fatigue, info overload

• Systemic factors 
• lack of standardization
• lack of reinforcement

• Communication errors
• Incorrect information
• Varying clinical knowledge between providers

• Clinical factors
• Complexity in care

Source: Lane-fall. Handoff from OR to ICU



Swiss Cheese Model of Adverse Events

Communication issues 
commonly represent 
holes in the cheese



Review of Evidence

• The Joint Commission reports: 
• Typical teaching hospital has 4,000 patient handoffs every day (1.6 million per year)
• 70% of sentinel events were caused by communication breakdowns 
• Handoffs (incomplete or poor quality) play a role in 80% of preventable adverse events 

• TJC requires healthcare organizations to implement a standardized approach to 
handoff communications, including 

• face-to-face report with opportunity to ask and respond to questions
• verification process

O’Reilly et al. AMedNews
2010



Review of Evidence
• Starmer et.al. (Boston Children’s Hospital/Harvard) –

New England Journal of Medicine 2014
• I-PASS Handoff Bundle - 7 elements: 

• I-PASS mnemonic for oral and written handoffs 
• 2-hour workshop (TeamSTEPPS teamwork, communication skills, 

handoff techniques)
• 1-hour role-playing and simulation session 
• Computer module 
• Faculty development program 
• Direct-observation tools to provide feedback 
• Process/culture-change campaign (logo, posters)

• Reviewed 10,740 patient admissions (5516 preintervention 
and 5224 postintervention)

• Medical-error rate decreased by 23% (P<0.001)
• Rate of preventable adverse events decreased by 30% (P<0.001)
• no significant changes in duration of oral handoffs or resident 

workflow
Source: Wolinska et al. JPedSurg 2022



Review of Evidence
•Starmer et.al. (Boston Children’s Hospital/Harvard) -

Journal of Hospital Medicine 2022
• Prospective Type 2 Hybrid effectiveness implementation study

• Participation: 
• 32 hospitals
• 2735 resident physicians, 760 faculty champions
• Multiple specialties (16 internal medicine, 13 pediatric, 3 other)

• Results: 
• Collected 1942 error surveillance reports 
• Major and minor handoff-related reported adverse events decreased 47% following 

implementation 
• 1.7 to 0.9 major events/person-year (p < .05)
• 17.5 to 9.3 minor events/person-year (p < .001)



High Reliability Organizations 
(HROs)

“operate under very trying conditions all the 
time and yet manage to have fewer than their 

fair share of accidents.”
Managing the unexpected (Weick & Sutcliffe)

HROs operate as to make systems ultra-safe 
despite massive complexity and high risk. 

Examples: FAA Air Traffic Control system, nuclear power plants, 
aircraft carriers, NASA





Examples of Standardized Framework
• All handoffs must involve face to face communication (oral & written)

• SBAR
• I PASS the BATON
• Talk back/Teach back method – closed loop communication
• Electronic health record (EHR) technology 

• greater efficiency, accountability, data completeness
• create a standardized report sheet from preselected, relevant data already in the record    

• Formula 1 racing team approach - What can we learn from Formula 1 pit 
stops and aviation? 

• “The hand- off is like a pit stop: You have to do lots of different things under time 
pressure, and if you make a mistake, it can have consequences down the road.”

• An effective handoff protocol includes:
• Minimal variability
• Identifying tasks and assigning responsibility 

• If it’s not someone’s responsibility, it’s no one’s responsibility
• Providing education and easy-to use resources
• Measuring results

Catchpole et al. PedAnes 2007





HATRICC-US study (Penn)
* Handoffs and transitions in critical care 
– understanding scalability

• 4 year data collection

• Studying effectiveness of an 
intervention and how to get it into 
practice

OUTCOMES
- Implementation 

- Acceptability
- Appropriateness
- Sustainability

- Intervention 
- handoff and teamwork quality
- information omissions
- patient outcomes



Michigan Medicine QI Project 
Transitions of Care – ICU to OR & OR to ICU

• Anesthesia led initiative with multidisciplinary involvement
• ICU providers (intensivists, surgeons)
• Nurse leadership
• OR leadership

• PHASE 1 – Report Build – 12/2015 through 8/2016
• Initially paper document  EMR document  currently paper document

• PHASE 2 – Pilot Site Implementation in TBICU – 8/2016
• PHASE 3 – Pilot roll-out to remaining ICUs – 9/2016
• PHASE 4 – Monitoring and process review – ongoing
• 2020-2021????
• 2022 – Breathe, Reboot, Revise, Reteach



COMMUNICATION
- Global clinical email alerts
- Posters
- Orientation of nursing and providers on each unit



ICU to OR Workflow

Anesthesia places 
patient on call for 
OR. Auto-page ICU 

providers. 

ICU team 
completes handoff 

form

All team members 
present at bedside 

for handoff
- Anesthesia

- ICU provider
- Bedside nurse
- RT (if needed)

Patient transport 
to ICU

30 min before 
transport



Detailed, systems-based 
checklist to support the 
needs of different ICUs



OR to ICU Workflow

Anesthesia + 
surgical service 
completes SBAR 

handoff.

Anesthesia calls ICU 
bedside RN to give 

initial handoff.
Page sent to ICU 

team to anticipate 
patient return to 

ICU. 

Surgical Service and 
Anesthesia 

transport to ICU

SBAR handoff 
performed at 

bedside with all 
team members 

present:
- Anesthesia

- Surgical provider
- Bedside RN

- ICU provider
- RT (if needed)

30 min before 
transport





Avoiding Pitfalls and Major Barriers
• FOSTER LEADERSHIP SUPPORT

• Leaders must hold people accountable or non-adherence becomes major issue

• RESPECT THE STAKEHOLDERS AND THE TEAM
• Consider viewpoints of everyone who is involved

• ENCOURAGE A FEELING OF “ENTITLEMENT”
• We have a right to good handoff during transitions of care
• Recognize it’s a two-way street – quarterback and the receiver must both take responsibility

• CHAMPION STANDARDIZATION
• ADAPT FROM OTHER INSTITUTIONS
• START SMALL

• Look for innovators and early adopters

• RE-EVALUTE AND MEASURE OUTCOMES FREQUENTLY (Quarterly)
Source: Anders- Avoiding Pitfalls in Patient Safety: Starting with Quality Assessment and Improvement



Source: Anders - Avoiding Pitfalls in Patient Safety: Starting with Quality Assessment and Improvement

Diffusion of Innovation



Need some inspiration? 

Dr. Megan Lane-Fall - Anesthesiology and Critical Care at U Penn

“Handoffs from operating room to intensive care unit: 
figuring out how to spread and scale an intervention” 

*HATRICC-US study 

https://www.youtube.com/watch?v=2hYI9M70gN0

https://www.youtube.com/watch?v=2hYI9M70gN0
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