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Abstract: Hand off refers to transfer of heath care form one provider to the other. The transfer could mean transfer of information,

responsibility or authority from one clinician to the other.Burton and Eaton et al have defined Hand off as verbal and written
communication between health care professionals as they transition between work shifts or transfer of primary responsibility of care
from one person to other. In the present era of exploding technologyand super specialization, it is not only inescapable but also
necessary to give the patient the best in health care that is available.This involves frequent transfers. These transfers can involve hand
off within a health care set up from one clinician to the other, during duty shift changes ortransfers from one institute to the other.
Communication is particularly important but vulnerable to error during times of transition or a ‘‘hand-off’’ from one healthcare
professional to another.Several studies conducted so far have highlighted failure of communication between health care personnel as a
major threat to patient safety.These failures also account for over 60% of root causes of sentinel events as reported to the Joint
Commission on Accreditation of Healthcare Organizations.The unaware patient is exposed to a complex health care environment which
has been undergoing a dynamic change. Adding on to this are variations in clinical practice in various departments within the same
health care set up. To provide seamless and uninterrupted health care there should be continuity of information, management and also
relations. Previous studies have aimed to define the characteristics of a ‘‘hand-off’’ in a variety of settings and contexts such as nursing
shift report, ambulance to hospital transfer, and emergency medicine shift changes. Despite all efforts there is a lot that needs to be
achieved. To overcome the hand off barrier certain key strategies have been proposed.They include incorporation, standardization and
universal implementation of hand off tools,holding frequent education sessions for health care providers as well other stake holders so
that hand off becomes smooth and error free. Computer technology can be utilized to incorporate online forms,check lists. It can also
provide a structure to guide health care providers when it comes to sharing relevant and critical information.
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1. Introduction
Health care delivery in the developed and developing
countries is undergoing a paradigm shift. The concept of the
good old family doctor who was the”be all and end all”, has
taken a severe beating. The level of comfort, care and
relationship shared between the doctor and his patient have
been slowly been fragmented and transformed into an era of
modern medicine where patient and his family can no longer
be treated by a single family physician.This has been
coupled with a seady rise in litigation against the healt care
providers.The growing challenge of understanding and
treating a disease requires an equally potent technology and
expertise which the health care providers needs to possess.
Patients are increasingly seen by an array of providers in a
wide variety of organisations and places, raising concerns
about fragmentation of care. Policy reports and charters
worldwide urge a concerted effort to enhance continuity.[1,2
].
This transfer of patient care from one individual to another
require precise and unambiguous communication.Failurein
communication can seriously jeopardize patients safety[
3,4,5,6 ]

2. Magnitude of the problem
Sentinel and event statistics report of Joint Commission on
Accreditation of Health Care Organizations have come up
with the fact that communication failure is the root cause of
sentinel events in 60% of cases [7 ].Investigations into the
nature of human errors in hospital are rare. Hence there is a
paucity of literature in this regard. The reason can be partly

attributed to the fear of legal liability.Observations during
routine daily activities in the intensive care unit (ICU)
demonstrated that mistakes do occur, sometimes with severe
consequences. [ 8,9 ]. Reducing incidence of these events
will require identiﬁcation of their causes and developing
methods to prevent errors or reduce their effect.
Donchin et al conducted a prospective study in the Intensive
care Unit(ICU) of a tertiary care hospital and reported that
178 activities were carried out on each ICU patient every
day.Out of these 0.95% were erroneous. Twenty-nine
percent of the errors were graded as severe or potentially
detrimental to the patients if not discovered in time.
Compared with nurses, physicians had a much higher rate of
error. While nurses are mainly involved in routine and
repetitive activities, physicians’ activities comprise a much
higher percentage of reactive and initiated interventions.
Initiated and reactive activities are, by default, less
predictable and more susceptible to stress, and hence they
also have increased probability for error. Also, each
physician is expected to keep track of a larger number of
patients in the ICU as compared with nurses [10].
Jeannie and colleagues identified three types of continuity in
every discipline of health care—informational, management,
and relational. The importance attached to each type differs
according to the providers and the context of care, and each
can be viewed from either a person focused or disease
focused perspective [11 ].
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3. Importance of
transference

Hand
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Handoffs are referred to as a transfer of care involving a
transfer of information, responsibility, and authority between
clinicians [12, 13]. Effective handoffs are instrumental for
successful patient care management activities such as
communication [14,15]Coordination[16] and sense making,
thus contributing to better quality of care.[17,18]

4. Factors Affecting Hand off
The quality of handoffs, however, is adversely affected by
several factors: The important ones include
1) Lack of standardized handoff tools [19]
2) Iinformation omissions and inaccuracies [20]
3) Communication breakdowns related to language, social,
and skill issues [21, 22, 23]
4) Lack of training [24]
5) Contextual constraints [25]
6) These factors are usually exacerbated in academic
settings by restrictions on resident workhours that
increase the frequency of transitions [26,27].
Communication is particularly important but vulnerable to
error during times of transition or a ‘‘hand-off’’ from one
healthcare professional to another. Previous studies have
aimed to define the characteristics of a ‘‘hand-off’’ in a
variety of settings and contexts such as nursing shift report,
ambulance to hospital transfer, and emergency medicine
shift changes[28,29,30,31]Another time of transition that
requires effective communication is the transfer of care for
hospitalized patients from one physician to another during
shift changes. This transfer or ‘‘sign-out’’ can refer to either
the verbal or written communication of patient information
which is designed to familiarize oncoming or covering
physicians with patients for whom they will be responsible.
Effective verbal communication is still important to ensure
proper transmission of information. For instance, the
replacement of a telephone call for reporting critical
laboratory values in an emergency room with an electronic
results reporting system with no verbal communication
resulted in 45% of emergency laboratory results going
unchecked.[32]

5. Remedial Measures
To address these challenges, the Joint Commission has
suggested the adoption of strategies for standardized and
systematic communication [33, 34].
These standardization efforts have resulted in the
widespread development and implementation of handoff
strategies, with varying degrees of success [35].
The unaware patient is exposed to a complex health care
environment which has been undergoing a dynamic change.
Adding on to this are variations in clinical practice in
various departments within the same health care set up.
Regardless of the early successes in handoff
implementations[ 36], broader issues of handoff tool

sustainability and consistency, and its ability to maintain
seamless transitions across providers and settings, still
persist. The standardized information transfer and
communication requires further refining and scrutiny.
It is also important to recognize that a technological solution
cannot alone substitute for a successful ‘‘communication
act’’[37].The use of more structured verbal communication
such as ‘‘read-backs’’ during telephone calls of critical
laboratory results has been shown to decrease errors in
telephone laboratory reporting[38].Lack of or ineffective
verbal communication at the time of hand-offs has emerged
as a common theme surrounding adverse event and near
miss situations in nursing [39].These findings, suggest that
proper verbal communication during sign-out is important
for safe patient care. For this reason, standard educational
programs should be considered to train residents to
communicate effectively at the time of hand-offs. The
richness and effectiveness of faceto-face communication in
the context of hand-offs in medicine and other industries
should be emphasized [40]. The need for complete but
relevant sign-outs reflects the delicate balance between
delivering too much or too little information, a sentiment
also expressed by nurses for their verbal communication
during ‘‘report’’ or shift change [41].Achievement of this
skillful verbal communication during sign-out may require
adoption of standard language [42].One possible tool to
facilitate this is the Situational Debriefing Model, otherwise
known as ‘‘SBAR’’ (situation, background, assessment, and
recommendation). This model, having its origin in the Navy,
can be used in health care to improve communication of
critical information in a timely and orderly fashion[43]. The
use of critical incident analysis and peer evaluations, as
described in one study, is a potential way for teaching and
improving resident sign-out [44].
To overcome these handoff barriers, some key strategies
have been proposed such as (a) the incorporation of
standardization methods for instance, with the use of
templates, heuristics and communication mnemonics (e.gs.
including SBAR (Situation, Background, Assessment and
Recommendation)(b) the incorporation of education sessions
to better train care providers perform effective handoffs, for
instance, with the use of simulated clinical exercises, and
finally (c) the incorporation of tools such as online forms,
checklists and other computerized technologies that can
provide a structure to guide healthcare providers to share
relevant and critical information [46].

6. Conclusion
Great efforts have been invested in the industrial sector
intheanalysisofjobrequirementsandthedesignofworkplaces,
equipment, and the physical environment for the beneﬁt of
workers.Inairtrafﬁccontrol,forinstance,humanfactorshave
been studied extensively[47]In contrast,not much attention
has been given to human factor considerations in the
hospital setting. As malpractice premiums have increased,
hospitals tend to spend more time preparing themselves
against liability claims rather than actively trying to avoid
errors.We have reached a state where it would be wiser to
identify the weakest link in health care and take remedial
measures to prevent or reduce them.A significant number of
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dangerous human errors occur in the ICU of any Hospital.
Many of these errors
Could be attributed to problems of communication between
the physicians and nurses. Applying human factor
engineering concepts to the study of the weak points of a
specific health care set up may help to reduce the number of
errors. We must realize that no two human being s are
identical, therefore there is bound to be some mismatch in
transference of health information .Human error factor
cannot be totally eliminated.Errors should not be considered
as an incurable disease, but rather as preventable
phenomenon[10 ].A rule of thumb cannot be applied across
the board as there are various factors that need to be
considered.The health care providersof each set up mustsit
and device an own protocol suiting their clientele. The
remedial measures suggested so far provide the basic
infrastructural guidelines upon which standard protocols can
be built. The earlier done the better
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