Safer Practices Start Here: Standardizing ICU Transfer Process
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To assess communication methods that improve adherence to
standard procedures designed to improve safety of intrahospital
intensive care unit transfers (ICU).

Standardization Process
Transfer Note Example

- - H Critical Care Transfer Note
ICU patlent IS \ ICU reSIdent Date of Admit:
mEdica"y Stable | messages Date of Transfer:
| Level of Care:

for transferto hospital team
floors attending via

ICU resident places Code Status: |
transfer order, completes Synopsis/Perpetual Assessment/Active Diagnosis

Background

Standardizing the ICU transfer process improves communication ‘ EPIC chat
and reduces medical errors. However, communication errors are ]
not uncommon as evidence by Tully et al. (2019) who reported
medication errors in nearly 50% of patients transferring from ICU . | §

to non-ICU settings. To address this, many institutions have Discuss with ICU ) Did the

transfer medication | | (Brief summary)
reconciliation (including
discontinuation of ICU
orders), and writes

Accepting team sees Active Diagnosis/Recommendations:
. A (List of diagnoses)
patient within an
hour of acceptance Critical Care Checklist

adopted structured handoff programs such as I-PASS. In a

transfer note

: . i : : ' i : Steroids: (Yes/No; Plan?
multicenter study, implementation of I-PASS was associated with fellow or ICU attending . and reviews orders, ppionedinats 5L
a 47% reduction in major and minor handoff-related adverse attending ~ accept the (-dhicutransfernew or completes home Delirium adjuncts: (Yes/No; Plan?)
. . . ’ . ags g8 Midodrine: (Yes/No)
events (Starmer et al., 2022). Professional organizations, — transfer? .dhicutransferr) med reconciliation, e T
including the American College of Critical Care Medicine, . and places consult R S
underscore the importance of effective communication between s
referring and receiving providers during both inter- and Emergency Contact:
Intra hospltal tra nSfe 'S. Addlthnal SDECiﬁCS This patient was cared for by the ICU team today, and has been transferred to the floor. The

hospital team (accepting physician) has been notified via (communication method) and | have

* Message to hospital attending contains short
g p g discussed the transfer of the patient, (name) with Dr. (attending physician) who accepted the

Methods summary Of ICU course Patient | patient. The above is a summary of their hospital stay. If there are any question regarding the
. . ‘ ‘ tient’s ord | the ICU i t the followi ber:
. QUESthﬂS around apprOprlatenESS of transfer tranSferS to | :3metr)\er;.or ers or care please contact the ICU intern at the following pager number: (pager

directed to the fellow or attending new hospital
. . e ey (med credentials)
ED admissions prioritized over ICU transfers room ‘ (time and date)

Study Design: IRB approved Quality Improvement .

Setting: 17-bed closed ICU at a community hospital staffed by

residents from multiple specialties under critical care fellow and
attending supervision Results

Conclusions

Process Metric: Utilization of the standard transfer note dot ICU Transfer Note Utilization by Month Relying solely on passive communication, such as signage and

peer-to-peer communication, is insufficient to ensure

phrase. 100.00% . : , : )
compliance with safety protocols in settings characterized by

C o% N 7.41% . .
Interventions: 20,009 mm f‘“ﬁ” 94.729% frequent staff turnover, such as resident-staffed ICUs. Active
Passive interventions: This represented the conventional | 9.29% 88 .79% aso% 91.59% 89.81% communication strategies shquld be mc;orporated to promote
approach to information dissemination W|th|n the |CU’ Wh|Ch 20.00% 5.06 LT 3.67 A SUSta|ned adherence, as consistent Ut|||Zat|On Of Standard|ZEd
. : : . : .00% ' verage :
consisted of posted signage in workstations and direct peer-to- 79.00% 79.61% U il i protocols is expected to reduce handoff-related adverse events.
peer communication. ) LS . dicl .
o, O00% Passive Intervention 85.1%% Assumptions:
Active interventions: Prior to the start of the academic block, @ P Active Intervention 93.20% * Increased adherence to standard protocols results in less
each ICU team member received an email containing reference g O Post-Intervention adverse safety events. |
materials that outlined the details of the transfer process. 5 Surveillance 94.30% * Utilizing the transfer note equated to adherence to the entire
o 50.00% = i 90'50(y transfer process
. . . vera .50%
Passive interventions were implemented from October 2023 to 2 + 1,433 ICU Transfers were analyzed
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