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Final Report Abstract

Phase Il Site: Fort Belvoir Community Hospital, Fort Belvoir, VA

Project Title: Implementation of a Standardized Intraoperative Handoff Tool for Anesthesia
Providers

Authors: DeBarros, S. L.; Wilhoit, A.

Background: The Institute of Medicine identified poor quality of communication in healthcare as a
contributing factor to poor patient outcomes. The handoff of care between anesthesia providers in
the intraoperative environment is a critical period for thorough and accurate communication of
patient information. Implementation of a standardized handoff tool can increase the quality of
communication with a subsequent provision of safer patient care and decreased adverse outcomes.
Purpose: To implement and evaluate the use of a standardized intraoperative handoff tool for
anesthesia providers to improve communication and patient safety during transitions of care.
Project Design: Prior to introducing the PATIENT tool, handoffs between anesthesia providers
were observed to assess the current practice and the presence of any standardized process. Next,
department-wide education and training was conducted on using the tool. Lastly, data was collected
through direct observation and self-report on the use of the tool and the critical elements of the tool
communicated during the handoff.

Analysis of the Results: An estimated 288 intraoperative transfers of care occurred during the
observation period. The PATIENT tool was used for 61 intraoperative handoffs (21%): 35 direct
observation and 26 self-reported. The most frequently communicated essential elements of the
handoff tool: patient, procedure, history, anesthetic, narcotics: 100%; antibiotic, airway, allergies:

96%; 1V: 95%. Least frequently reported: twitches 85%; other invasive devices 85%; temperature
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80%; and ETCO2 ventilation 78%. The least frequently reported elements were similar between

observed and self-reported groups.

Organizational Impact/Implications for Practice: Using an anesthesia-specific handoff tool
enhances inter-provider communication during anesthetic transfers of care, and positively impacts
patient safety by reducing the risk for miscommunication contributing to medical errors.
Organizational Impact/Implications for Practice: Implement the use of an anesthesia handoff
tool at FBCH to enhance inter-provider communication during anesthetic transfers of care, reduce

the risk of medical errors, and ultimately improve patient outcomes.
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Introduction

Rising health care costs and increased frequency of surgical procedures and anesthetics
administered each year prompted advisory organizations such as the Joint Commission and Institute
of Medicine to examine communication processes during transitions of care as a means of improving
the quality of care, containing costs, and preventing adverse patient events (The Joint Commission,
2007; Institute of Medicine, 2000). In 2007, the Joint Commission reported that 80% of medical
errors were due to an inaccurate or incomplete transfer of information during patient handoffs
(The Joint Commission). Miscommunication during patient handoffs is a pervasive problem in
military and civilian health care environments alike. To address this issue, the Joint Commission
and the World Health Organization launched multiple initiatives urging healthcare facilities to
implement standardized handoff models designed to improve communication for patient safety
(The Joint Commission, 2012). During the intraoperative course, a transfer of care, otherwise
known as a "patient handoff", may take place to relieve anesthesia providers for breaks or shift
change (Agarwala, Firth, Albrecht, Warren & Musch, 2015). A patient handoff is defined as
"the transfer of professional responsibility and accountability for some or all aspects of care for
patient or group of patients to another person or professional group on a temporary or permanent
basis" (Hu, Yu, Wright, Fallacaro, & Ruan, 2016). Anesthesia providers need complete and
accurate knowledge of the patient's demographics, anesthetic course, and postoperative plan to
provide safe and effective anesthesia care. This information is obtained through a review of the
patient's chart, one-on-one preoperative interview and physical exam, and close observation

throughout the intraoperative period.
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Conducting a safe patient handoff can be challenging in the dynamic perioperative environment

because of simultaneous competing demands and distractions (Agarwala et al., 2015). Therefore,

it is crucial that the handoff is clear and concise for effective communication (Agarwala et. al,

2015; Wright, 2013; Tan & Helsten, 2013). For the purpose of this review, we will focus solely

on the quality of communication during transfers of care between anesthesia providers.
Significance of the Problem

The quality of communication during intraoperative transitions in care has wide-reaching
implications within all health care systems. The scope of this problem impacts all patients who
undergo surgery in the in-patient and out-patient settings within the military, federal, and civilian
hospital. The quality of communication during anesthesia handoffs is defined by Saager et al. as
having two essential components: transmission and retention (2014). Specifically, were all
critical elements of the handoff accurately transmitted by the off-going staff, and was the on-
coming staff able to accurately recall all the critical elements discussed (Saager et al., 2014).
Similarly, Boat and Spaeth (2013) used accuracy and completeness of critical elements to
measure the quality of communication. In their study, the quality of communication was
distinguished by both anesthesia providers accurately addressing all the critical elements during
anesthesia transitions of care. These studies provide a basis for objectively measuring the quality
of communication as an essential aspect of patient safety.

The scope of this problem impacts all patients who undergo surgery in the in-patient and
out-patient settings within the military, federal, and civilian hospital environments. Many surgical
procedures require anesthesia. The National Institutes of Health estimates that over 60,000 people
daily undergo general anesthesia for surgery (Wein & Contie, 2011). Rising health care costs and

increased frequency of surgical procedures and anesthetics administered each year prompted
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advisory organizations such as the Joint Commission and Institute of Medicine to examine

communication processes during transitions of care as a means of improving the quality of care,
containing costs, and preventing adverse patient events (The Joint Commission, 2007; Institute of
Medicine, 2000).

Adverse outcomes can result in omissions of care, medication errors, delayed or
inappropriate treatments, prolonged PACU stays, increased hospital days, and inefficient
reworking (Robins & Dai, 2015). These adverse outcomes negatively impact a patient's
morbidity and mortality by creating prolonged hospital stays that expose them to the increased
risk of developing hospital-acquired infections, postoperative deep venous thrombosis, and
delayed healing of the surgical site (Rosman, Rochminov, Segal, & Segal, 2015). Financially,
preventable adverse outcomes place a significant burden not only on the health care facility in
the civilian sector but military health care expenditures as well. A 2011 report from the Society
of Actuaries estimated that over 17.1 billion dollars of healthcare costs are due to medical errors
(Shreve, Van Den Bos, Gray, Halford, Rustagi, & Ziemkiewicz, 2010). These studies highlight
the importance of improving intraoperative safety. One means of improving intraoperative safety
is by enhancing the quality of communication during intraoperative transfers of care.

In the military health care system, effective communication during patient handoff is
neither less essential nor less vulnerable to error. In a recent Patient Safety Culture Survey
conducted in the National Capital Region, healthcare providers across all disciplines identified
handoffs and transitions in care as an area of patient safety that needed improvement (Hurley,
2017). The results from this survey illustrate the global need for improvement in handoffs in all

areas of patient care, including the intraoperative environment.
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Patient handoffs are vulnerable periods during a patient's course of care because
miscommunication during patient handoff is one of the leading causes of medical error (Hyder,
et al, 2016; Saager et al., 2014). The occurrences and frequencies of handoffs have real-world
implications for patients' health. One retrospective study examines the effect of multiple
anesthesia handoffs and the frequency of adverse events. The study includes all patients
classified as less than an American Society Anesthesiologists physical status classification V
(ASA classification) undergoing elective colorectal surgeries under general anesthesia who
present with postoperative adverse outcomes (Hyder et al., 2016). Adverse events are
specifically defined as cardiac arrest, coma greater than 24 hours, unplanned intubation,
ventilator use >24 hours, pneumonia, stroke, wound disruption, surgical site infection, sepsis,
and systemic inflammatory response (Hyder et al., 2016). The authors report that with higher
intensity surgery and an increase in transitions, the odds for a postoperative complication double
(Hyder et al., 2016). In a separate study, Saager et al., (2014) retrospectively examined the
incidence of postoperative adverse outcomes in all non-cardiac surgical patients at the Mayo
Clinic. Similarly, this study illustrates that the risk of having a postoperative adverse patient
outcome increases by 8% with each intraoperative handoff between anesthesia providers.

It would be ideal if one assigned anesthesia provider remained with their patient for the
entirety of the surgical case (Saager et al., 2014). However, the duration of surgery, the
unpredictability of the perioperative environment, the need for meal breaks, and shift schedules
often necessitate a transfer of care between anesthesia providers (Saager et al., 2014; Wright,
2013). If critical information is not transferred along with the patient to the receiving provider,
then continuity of care degrades. As a result, this unnecessarily exposes the patient to increased

risk for an adverse outcome (Nagpal, Arora, Wong, Sevdalis, Vincent, & Moorthy, 2012). To
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reduce the risk of medical errors during transitions of care, standardized checklists and protocols
have been used to improve accuracy and completeness of information (Pucher, Johnston,
Aggarwal, Arora & Darzi, 2015). Findings from studies support the use of a standardized
handoff protocol as a means of reducing medical errors and improving patient safety during
transfers of care (Wright, 2013; Boat et al., 2013). Appropriate tool development is imperative to
avoid pitfalls in communication that can lead to adverse outcomes.

The first step in standardizing a handoff protocol is to identify the critical elements of the
patient's history, intraoperative course, and postoperative plan that must be communicated to the
receiving provider. A patient handoff should contain critical elements that give the oncoming
anesthesia provider a succinct, yet thorough picture of the patient (Wright, 2013; Boat et al.,
2013). The handoff elements should include information for the oncoming provider to fully
assume care without risk of harm to the patient. In the literature there are multiple variations of
handoff tools and their respective critical elements (Wright, 2013; Boat et al., 2013; Gillikin &
Apatov, 2016; Agarwala et al., 2015). Many of the elements of these checklists originate from
large-scale survey results compiled from anesthesia providers nationwide. The most common
checklist elements include patient demographics, medical history, procedure, position,
anesthesia, antibiotic, airway, allergies, invasive lines, input and output of fluids, medications,
and postoperative plan disposition (Wright, 2013; Boat et al., 2013; Gillikin et al., 2016;
Agarwala et al., 2015). Although there is variability between checklists, the outcomes of each
study consistently show improvement of communication between anesthesia providers when
checkilists are utilized. The implementation of a standardized handoff tool demonstrates
improved provider-to-provider communication, thus preventing communication errors that

potentially lead to adverse outcomes.
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Clinical Question

Does utilizing a standardized anesthesia handoff tool during intraoperative transfer of
care between anesthesia providers impact the quality of communication, defined as the transfer
of essential components of patient information, between anesthesia providers?

Focus Areas
This project was comprised of three focus areas. The first focus area assessed the baseline
practice of intraoperative handoffs between providers before implementation of the PATIENT
handoff tool. The second focus area was training anesthesia providers on use of the handoff tool
to produce a cohesiveness for standardized handoff communication across the department. The
third focus area directly assessed for any changes in communication and the extent of the
implementation of the anesthesia handoff tool.
Relevance to Military Nursing

This problem impacts all patients undergoing surgical procedures requiring anesthesia
services within the civilian and military health care systems. Decreasing errors during patient
handoffs relate to two of the four goals of the Military Healthcare System's "Quadruple Aim"
initiative; specifically, the goals to provide a better experience of care and decrease per capita
healthcare costs (Defense Health Agency & Military Health System, 2014). Whether in a
deployed austere setting or a major medical center, conducting a structured anesthesia provider
handoff has the potential to reduce patient morbidity and mortality, leading to enhanced patient
satisfaction and reduced health care costs (Russ, Rout, Sevdalis, Moorthy, Darzi, & Vincent,
2013). From a financial perspective, implementing a standardized handoff tool may be a cost-

effective method for mitigating untoward and costly adverse medical errors. The application of
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safety tools such as surgical checklists and anesthesia machine checklists have been shown to

improve safety and patient outcomes (Thomassen, Storesund, Sgfteland, & Brattebg, 2013; Russ
et al., 2013; Robins et al., 2015; Pucher et al., 2015). Similarly, anesthesia-specific handoff tools
have been shown to enhance inter-provider communication during anesthetic transfers of care,
thereby reducing the risk of medical errors and ultimately improving patient outcomes (Wright,
2013; Boat & Spaeth, 2013; Canale, 2018). Lastly, employing a standardized patient handoff tool
aligns with the Military Healthcare System's mission to develop common standards and
processes to improve the quality of care and patient safety across all environments (DHA &
MHS, 2014).

As one of the primary anesthesia providers in the country, nurse anesthetists have an
integral role in ensuring effective communication during transfer of care between anesthesia
providers. As stated by the "Standards of Nurse Anesthesia Practice”, it is the nurse anesthetist’s
duty to "evaluate the patient's status and determine when it is safe to transfer the responsibility of
care” (American Association of Nurse Anesthetists, 2013). This includes "accurately reporting
the patient's condition, including all essential information, and transfer the responsibility of care
to another qualified health care provider in a manner that assures continuity of care and patient
safety” (AANA, 2013). Accordingly, implementing a standard communication tool not only
assists anesthesia providers in adhering to the standard of care, but can also reduce unnecessary
variance in communication (Wright, 2013). Ultimately, standardizing handoff processes may

result in reducing medical errors and improve patient safety.
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Organizing Framework
For this quality improvement project the authors used the lowa Model for Evidenced-Based
Practice as the framework to develop and implement an anesthesia-specific handoff tool (Titler,

Kleiber, Steelman, Rakel, Budreau, Everett, & Buckwalter, 2001).

Project Design

General Approach

This quality improvement project’s aim was to improve the quality of communication
between anesthesia providers during intraoperative transitions in care. Guided by the lowa
Model framework and results from our literature search, we initially addressed the problem by
evaluating current local handover practices and provided education and training on standardized
communication with the use of an anesthesia-specific handoff tool. Then we measured for
changes in the quality of communication after introducing the handoff tool and its influence on
creating a standardized method for conducting anesthetic handoffs. Implementing the PATIENT
handoff tool coupled with staff education on safe communication practices provided a provision
of safer patient care and decreased adverse outcomes.
Evidence Evaluation

A literature review was conducted based on our PICOT question utilizing databases
MEDLINE, Web of Science, ProQuest, CINAHL, EMBASE and Google Scholar. We conducted
a Boolean search string with the following terms: “anesthesia provider”, “CRNA”,

“anesthesiologist”, “nurse anesthetist”, “intraoperative”, “patient handoff protocol”, “patient

handoff tool”, “communication”, “transfer of care”, “handover”, “continuity of patient care”, and

“safety”. Our search was limited to include articles published after 2007 in the English language
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and only included human subjects. We specifically chose this publication year because in 2007

the Joint Commission required hospitals to implement a standardized handoff communication
approach during transitions of care (The Joint Commission, 2007). As a result, more research
and information was generated in developing protocols and handoff tools. As of January 2018,
our search strategy yielded 1,256 articles. We screened all of the articles for titles and abstracts
that related to our inclusion criteria. Our inclusion criteria consisted of studies that examined the
utilization of handoff tools or protocols and their effect on communication outcomes between
anesthesia providers in the intraoperative environment and included all patient populations,
surgical procedures, and forms of communication, such as verbal, electronic, and handwritten.
We excluded articles that examined patient transfers that were not solely between anesthesia
providers, or took place outside of the intraoperative environment i.e. postoperative care unit,
intensive care unit.

This yielded 27 articles that are relevant to our PICO question that met our inclusion
criteria. Next, we appraised the remaining four articles using the STROBE and SQUIRE 2.0
guidelines published on EQUATOR Network (UK EQUATOR Centre, n.d.), as appropriate,
based on the study design. In addition, we also used the Critical Appraisal of Cross-Sectional
Survey Study Checklist published by the Center for Evidenced-Based Management to evaluate
Wright’s descriptive survey study (2013). Upon evaluating these articles, we cataloged the
research data into a matrix to compare and contrast the findings, and determine the implications
for our PICO.

Evidence Synthesis and Analysis
For the given level of evidence, we deemed the overall quality of these articles to be

adequate for their study design. Each article clearly and concisely stated the purpose and design
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of their study. Additionally, they used an appropriate design and methodology to evaluate their
hypothesis and answer their clinical question. However, because two of our articles lacked
sufficient detail in certain critical elements the overall quality suffered. Specifically, the study by
Wright (2013) had failed to discuss limitations and the impact of the results of the study.
Similarly, the study by Boat et al. (2013) lacked specifics in their results analysis and how they
compiled and measured their data. Comparatively, the articles by Gillikin et al. (2016) and
articles by Agarwala et al. (2015) were stronger in that these studies comprehensively discussed
their methodology and results. Additionally, the authors also identified several limitations within
each study and their efforts to minimize their impact.

While many authors have highlighted the association between intraoperative handoffs
and adverse patient outcomes, only four articles specifically encompassed our clinical question.
Although there were not many articles that specifically examined anesthesia handoff tools, the
consistency of their results provides our group with sufficient evidence to support the use of a
standardized handoff tool among anesthesia providers. Additionally, the articles provided a
common framework for universal critical elements that should be incorporated into the handoff
tool.

While there are no research studies that conclusively suggest that using an anesthesia
handoff tool reduces adverse patient outcomes, there are numerous studies that consistently
identify poor communication during transfers of care as one of the leading risk factors for
sentinel events (Gillikin et al., 2016; Institute of Medicine, 2000; Joint Commission, 2007). This
highlights an existing gap in the literature, identifying whether or not the lack of a standardized
transfer of care protocol, such as a patient handoff tool, could lead to patient harm. To bridge the

gap between handoff tools and adverse outcomes, these studies use a standardized anesthesia
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handoff tool as a means to improve communication during intraoperative patient transfers of care
(Gillikin et al., 2016; Boat et al., 2013; Agarwala et al. 2015; Wright, 2013). Although all four
articles have varied study designs, the anesthesia handoff tools within each study shared similar
formatting and critical elements. These studies uniformly demonstrate that using a standardized
anesthesia handoff tool preserves continuity of care by reducing variance, and reduces omissions
and inaccuracies during anesthesia transfers of care (Wright, 2013; Gillikin et al., 2016; Boat et
al., 2013; Agarwala et al., 2015). Furthermore, the results consistently showed improved quality
of communication between anesthesia providers when using an anesthesia handoff tool (Gillikin
et al., 2016; Boat et al., 2013; Agarwala et al. 2015; Wright, 2013). Therefore, a standardized
anesthesia handoff tool can be used as means of improving communication during transfers of
care. As a result of improved communication, anesthesia providers can reduce anesthesia-related
adverse outcomes and enhance patient safety during intraoperative transfers of care.
Setting

The quality improvement project was conducted at Fort Belvoir Community Hospital in
northern Virginia, which consisted of ten main operating rooms and two satellite surgical sites
within the facility to include urology and labor and delivery. There were approximately 30
providers in the anesthesia department, consisting of both anesthesiologists (MDA) and certified
nurse anesthetists (CRNA). We implemented observation of the handoff tool use solely within
the main operating rooms where the majority of turnovers occurred. This allowed for a greater
likelihood of observations due to the closer proximity of rooms and higher volume of surgical

Cases.
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Procedural Steps

Phase I: Pre-Implementation Phase. The pre-implementation phase of this
project focused on gaining a baseline understanding of current handoff practices utilized
within the facility and gauging provider attitudes towards standardized anesthesia handoff
protocols. To evaluate current intraoperative handoff practices, we directly observed
anesthesia transfers of care, specifically noting if 1) a handoff occurred and 2) if a
protocol such as IPASS or another standardized handoff protocol was utilized. This
measurement consisted of 60 unannounced observations without the use of a formal audit
evaluation tool.

Phase Il: Staff Education and Acclimation. The second phase focused on
increasing anesthesia staff awareness of the patient safety consequences of poor
communication, and increasing staff knowledge of the PATIENT protocol. This phase
occurred over a four-week period. The first two weeks consisted of department-wide staff
education and training on the handoff tool via weekly staff meetings, email distribution of
training materials, and one-on-one training as needed. The training was presented in
PowerPoint format and lasted approximately 15 minutes. The focus of this presentation
was to raise awareness of the safety risks associated with inadequate patient care
transfers, and educate staff on the PATIENT protocol as a means to standardize
communication during anesthesia handoffs to improve patient safety. To garner support
from key stakeholders, including the departmental head, assistant, and anesthesia staff
providers, the presentation included support from literature and from the author of the
PATIENT protocol. After formal staff education, there was a two-week transition period

to allow staff to acclimate to this new handoff process, and to practice incorporating it
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within their anesthesia practice. To facilitate this process, we distributed laminated
anesthesia handoff badge cards and posted the handoff tool checklist next to the
anesthesia machine to serve as a visual prompt during handoffs.

Phase I11: Implementation and Data Collection. The implementation phase
consisted of data collection through direct and indirect observations of anesthesia
transitions in care utilizing the PATIENT tool. The purpose of direct observation was to
assess the quality of communication with the use of the tool during anesthesia handoffs.
The purpose of incorporating indirect observations into our data analysis metrics was to
have form completion serve as a proxy for knowledge transfer during the handoff
process. By utilizing both direct and indirect observations we were able to measure both
the actual knowledge transfer (direct) and form completion (indirect) to achieve our
overall outcome: to educate anesthesia providers on methods to improve handoff
communication through the use of an anesthesia handoff checklist tool. Data collection
began after the two-week acclimation period. Over a four-week period we directly
observed handoffs between anesthesia providers during breaks, lunch breaks, and change
of shift. Direct observations were unannounced and randomized according to a coin flip:
heads will be odd numbered operating rooms, tails will be even number operating rooms.
Observers used a checklist audit tool containing all the critical elements of the handoff
tool, assessing for its frequency of use and completeness of the tool (see Appendix A).
For indirect observation, participating off-going staff completed an anonymous paper
self-audit tool (see Appendix B). To maintain anesthesia provider anonymity the self-

audit tools did not contain any personally identifying information. Participants deposited
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their self-audits in a discrete central location. The self-audit tool was identical to the
observers audit tool to ensure valid and consistent measurement.
Data Collection and Analysis. Our sample size consisted of approximately 30
anesthesia providers including anesthesiologists and nurse anesthetists with a range of 2-
34 years’ experience. Our outcome (dependent) variables included the PATIENT handoff
tool and their individual critical elements: procedure, patient, pertinent history, position,
anesthesia, antibiotics, airway, allergies, temperature, 1V, invasive devices, end tidal CO2
(ventilation), narcotics, and twitches. The dependent variables included the use of the
PATIENT handoff tool, and the quality of communication between anesthesia providers
during transitions in care. Data analysis methods included compiling results for direct and
indirect observations and comparing the frequency of use of the PATIENT tool and
communication of all 14 critical elements. We utilized basic descriptive statistics to
analyze the collected data.
HIPAA Concerns
In regards to protection of patient privacy and information, this project’s procedural steps
were designed to minimize HIPAA concerns while still gathering meaningful data to evaluate the
use of the handoff tool between anesthesia providers. Although observation sessions took place
during patient care, observers strictly monitored for the essential elements of the handoff tool.
Observers did not record any patient specific data, or access patient chart information. In an
effort to protect the privacy of anesthesia provider participants and mitigate fear of reprisal or
punishment for poor communication practices, observers did not record any demographic or

identifiable provider data during observation sessions. To further maintain anesthesia provider
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anonymity, self-audit tools utilized for indirect observations did not contain any identifying
information.

To simultaneously protect the fidelity of the observations while ensuring patient safety,
observers planned on only intervening during turnover if they witnessed an unsafe act that puts
the patient in imminent danger i.e. failing to communicate difficult airway/intubation, history of
malignant hyperthermia, true allergy to opioids, etc. This never occurred, and the observers
maintained their discrete role.

Project Results

Through retrospective review of the operating room schedule, it was calculated that 288
possible intraoperative transfers of care occurred during the data collection period. This
approximated two handoff possibilities (morning break and lunch) per day, accounting for one
inclement weather day that lead to the closure of the operating rooms. During this period, the
PATIENT handoff tool was used 21% of the time (n=61). Of the assessed handoffs, there were
35 direct observations, 29 handoffs (90%) used the PATIENT tool, and 6 (10%) did not. Indirect
observation (self-report form of handoff tool) yielded a total of 26 uses. The authors omitted the
total percentage of use (n=288) from the self-report because our numerator was derived.

The authors also analyzed the individual components discussed for both observed and
self-reported intraoperative handoffs when participants utilized the handoff tool. The most
frequently reported components were patient (100%), procedure (100%), history (100%),
anesthetic (100%), antibiotic (96%), airway (96%), allergies (96%), 1V (95%), and position
(93%). The least frequently reported critical components were twitches (85%), other invasive
devices (85%), temperature (80%), ETCO2 ventilation (78%). When comparing the critical

components, the items least frequently reported were similar between the observed and self-
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reported: twitches (86% vs 84%); temperature (86% vs 73%), ETCO?2 ventilation (83% vs 73%)
and other invasive devices (78% vs 69%).
Analysis of Results

Since 2007, the implementation of innovative patient safety solutions and prevention of
handover error has been an established goal of healthcare regulatory organizations including the
World Health Organization, the Joint Commission, and the Commonwealth Fund (Manser &
Foster, 2011; The Joint Commission, 2012). Similarly, the Military Healthcare System’s
Quadruple Aim Initiative aligns with these patient safety goals supporting the use of
standardized checklists for improving communication and reducing medical errors (Defense
Health Agency &amp; Military Health System, 2014). In recognizing these goals and the lack of
standardization during intraoperative anesthesia handoffs, the authors sought to enhance
communication during intraoperative handoffs by educating and implementing a standardized
intraoperative handoff checklist tool.

In the study published by Boat and Spaeth, the authors found that anesthesia providers
perceived that their handoffs were “excellent” prior to the implementation of a handoff tool,
despite the lack of standardized communication and variation between each provider’s
communication style (2013). Comparatively, anesthesia providers at Fort Belvoir consistently
conducted intraoperative handoffs, however there was no reported or observed utilization of a
standardized handoff checklist and techniques varied widely between anesthesia providers. We
observed variation in the communication of information during handoffs related to the
personality of the anesthesia provider, type of surgery, presence of interruptions, level of noise,
level of light, and time constraints. The majority of providers practiced a verbal handoff

technique with the open electronic anesthesia record visible between providers, while other
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providers utilized a note-taking technique. After one month of direct observation and indirect

data collection via a self-report tool, our results demonstrated that standardized communication
increased by 21%, and thereby reduced the risk of inadvertent error and adverse patient outcome
associated with patient transfers of care. According to a study published by Saager et al,
morbidity and mortality increased by 8% with each intraoperative handover (2014).
Additionally, Hyder et al. discovered an increase in patient adverse outcomes when an increase
in number of anesthesia provider handoffs occurred during a single surgery (2016). An increase
in standardized checklist use within the one-month period at our facility lead to decreased gaps
in communication and, although not directly measured, an overall decrease in the risk of
morbidity and mortality for surgical patients.

In reviewing the individual critical elements not reported during handoff, both the self-
report and direct observation data yielded similar results. The authors believe recurrent omission
of the critical elements’ twitches, temperature, ETCO, and other invasive devices was
multifactorial. Firstly, the common omission of temperature and end-tidal CO2 may have been
the result of an assumption by the communicating provider that the elements did not require
verbal communication because they were displayed on the monitor in close proximity during the
handover. Secondly, omission of the checklist elements twitches and other invasive devices may
have occurred during monitored anesthesia cases. Despite inconsistent tool use, the overall
feedback on the handoff tool from the anesthesia department was positive. It reflected the need to
consider integration of the tool within the anesthesia electronic healthcare record and to further
customize the tool with feedback from the department in conjunction with evidence-based

literature.
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Limitations

Several limitations for this study were identified. Some of the limitations in this project
were inherent to the project design itself, including the Hawthorne effect/observer effect during
direct observation sessions as well as volunteer bias in using self-report forms to measure non-
observed handoffs. Given the variability of checklist use and critical components communicated
during both observed and unobserved sessions, it is unlikely that these biases strongly influenced
the outcome of this project. Thereby, results of this project can provide a foundation for future
projects in providing guidance for adopting the handoff checklist tool for local use, as well as
integrating its standardization into formal permanent department protocol.

Furthermore, the specific critical elements of observed handoffs were not collected
during the pre-implementation observation phase, and therefore making it difficult to compare
the content of handoffs pre and post-implementation. Because the focus of this project was to
provide a systematic handoff process in the form of a checklist tool, the authors specifically
chose a checklist tool with critical elements that had 1) already been validated 2) contained the
required critical elements per the literature. Therefore, gathering data on the content of handoffs
pre-checklist tool implementation was not entirely pertinent to the aim of this project and only
provided redundant information. Certainly, providers may have relayed the same critical
components as the PATIENT handoff tool, albeit it was not in a systematic format. Measuring
and correlating the content of anesthesia handoffs before and after handoff checklist tool
implementation certainly is a helpful technique, and may be used in future extensions of this
project to create an anesthesia handoff checklist, or further customize the PATIENT handoff

tool.
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Organizational Impact

As recommended by various patient safety organizations, including the Joint
Commission, the Anesthesia Patient Safety Foundation, and the US Department of Defense
Patient Safety Program (PSP), all transfers of care should be conducted in a standardized fashion
to reduce medical errors caused by communication breakdown and to improve patient safety
(Joint Commission, 2012; Greenberg, 2017; DoD Patient Safety Program, n.d.). Although the
Fort Belvoir transfer of care policy aligned with DoD PSP policy by employing the IPASS
format, there was no observed use of a standardized process during intraoperative handoffs.
Furthermore, feedback from current anesthesia literature suggests that utilizing an anesthesia-
specific handoff checklist during intraoperative transfers of care enhances the quality of
communication by providing a more comprehensive and specific assessment of the patient’s
anesthetic course and future disposition (Wright, 2013; Argwala et al., 2015; Boat et al., 2013;
Gilikin et al., 2016; Gibney, Lee, Aquino, & Feczko, 2017). In an effort to improve
communication during anesthestic transfers in care at Fort Belvoir, this project introduced an
anesthesia-specific communication tool as a guide for standardizing the handoff process. The
implementation of this project impacted the local organization on several levels. Firstly, it
provided baseline data for handover practices, and identified the need for a communication tool
to standardize the handoff process. Secondly, it provided an opportunity to raise awareness of the
impact poor handovers have on patient safety, and educate anesthesia providers on the PATIENT
handoff tool as a means to mitigate gaps in communication during transitions in care. Thirdly,
the use of a standardized handoff tool during intraoperative transfers of care increased from zero
to 21% after introducing the handoff tool. The increased use of the handoff tool enhanced

communication between providers by providing a structured process for complete and accurate
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transfer of critical patient information. The reduced variance between providers enhanced
continuity of care and improved patient safety by reducing the risk for medical errors resulting
from misinformation. Lastly, the post implementation results provided insight into optimizing
communication tool content for local use, improving staff adherence, and guidance for future
implementation strategies.
Implications to Practice & Policy

Since the implementation of this project, several new articles have been published on the
topic of communication during intraoperative transfers of care. Their implications for practice
and policy are discussed briefly, and have been included as recommendations for future project
development.

Discerning the ideal implementation strategy is challenging as there is little published
literature that examines the effectiveness of specific implementation techniques that best
facilitate user adoption and adherence (Agarwala & Lane-Fall, 2017). The Joint Commission
offers a framework that provides guidance and recommendations for implementation strategies
for standardized handoffs within their Targeted Solutions Toolkit. (Joint Commission, n.d.). This
toolkit has been successfully used to implement standardized handoffs procedures in a variety of
patient care environments, however, its broad framework should be tailored for the needs of the
facility and the intraoperative environment. Specifically, their recommendations include
standardizing the content, educating and coaching awareness of the issue, allowing the
opportunity to ask questions, hardwiring the process within the system, and reinforcing through
quality and measurement (Joint Commission, n.d.). This project did accomplish several of the
aforementioned objectives including providing staff education and awareness of the issue,

introduced a standardized handoff tool, and provided an opportunity for staff to ask questions
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and give feedback through informal query. This laid the groundwork to further strategy
implementation in areas including tailoring the handoff tool to local use, hardwiring the handoff
process, and developing a system for quality assurance and measurement.

While this project introduced a tool that standardized critical content, the results
suggested that further tool customization may be warranted. Feedback from staff in the form of a
formal survey can accomplish several aims proposed by the Joint Commission Targeted
Solutions Toolkit. A formal survey provides an opportunity for staff to ask questions, and
contribute suggestions for handoff tool customization and strategy implementation within the
electronic healthcare record. Furthermore, the survey can also act as vehicle for garnering
support and buy-in from key stakeholders. Once tool customization is completed, a formal policy
for its use during intraoperative handoffs can be developed and integrated into standard local
practice. In combination with policy development, providing training and education sessions at
regular intervals for new staff can help maintain vigilance of the issue and sustain a culture of
safety.

In conjunction with developing the ideal checklist tool, it is equally important to adopt a
strategy for the hardwiring process so that it is provider-friendly and augments anesthesia
workflow. Having the perfect checklist tool is useless if the end-user feels that it is too
cumbersome to integrate within their practice. Because the on-coming anesthesia provider
routinely signs into the electronic healthcare record during transfers of care, we recommend
integrating the handoff checklist tool into this portion of the electronic anesthesia record.
Configuring the checklist within the electronic record at this juncture serves as a visual aid
prompt for the off-going provider and can reduce the potential for omitting critical elements.

Furthermore, there are several studies that support the integration of an anesthesia handoff tool
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into the anesthesia electronic record. Apatov and Gilikin observed a significant decrease in the
number of inaccurate and omitted critical elements after introducing an electronic version of
their anesthesia handoff tool (2016). Agarwala et al. (2015) reported increased frequency of
anesthesia handoff tool use (35%-74%) and improved transfer and retention of critical patient
information in all categories (from an average 50% to 85%) after integrating an anesthesia
handoff checklist into their anesthesia information management system (AIMS). Furthermore,
75% of anesthesia providers felt that the introduction of the electronic checklist improved the
quality of their communication and reported higher satisfaction with their handoff practice
(Agarwala et al., 2015). Another interesting aspect to this study was their AIMS system was able
to derive the checklist critical elements and auto populate these items on their signout page,
thereby enhancing the accuracy and smoothness of the transition. In summary, imbedding an
electronic version of the checklist on the signout page has shown to improve adherence and the
quality of communication, and warrants consultation with the local vendor for optimal
configuration into Fort Belvoir’s electronic anesthesia record.

Finally, developing a system for quality assurance and measurement supplements
hardwiring the process and facilitates accountability and sustainability for policy and practice.
Performance measures for continuous quality improvement can be accomplished by including a
“transfer of care” item on the quarterly peer review evaluation forms. Several studies suggest
peer evaluation as a strategy for assessing and improving provider transfer of care performance.
Survey results from studies conducted by Canale, Wright, and Gibney convey that anesthesia
providers acknowledge the importance of this topic, and that conducting safe intraoperative
handoffs it is an important aspect of one's quality of anesthesia care (Wright 2013; Canale, 2018;

Gibney et al., 2017). However, as described by Boat and Spaeth, it can be challenging for
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providers to acknowledge areas of self-improvement, and “our perception of how we perform is
not always supported by the data” (2016). In fact, their pre-implementation survey reported that a
large majority of anesthesia providers felt that their handoffs were excellent prior to
implementing their standardized handoff tool (Boat and Spaeth, 2013). Formal audit of checklist
use on the peer review evaluation form can provide objective feedback to individual anesthesia
providers on areas for improvement in their transfer of care practices, as well as reinforce
handoff protocol adherence. Another option for measuring continuous quality assurance would
be to conduct random direct observation for checklist tool use and completeness while awaiting
integration of the handoff tool into the electronic anesthesia record.
Future Directions for Research and Practice

Optimizing communication during intraoperative transfers of care continues to be a topic
of interest in the anesthesia community. Current literature has made it clear that the use of a
communication checklist tool compared to the use of no tool improves the quality of
communication during the handoff process. Yet, there are no studies comparing one tool versus
another. Future studies comparing standardized handoff tools can aid in teasing out the optimal
format and criterion for anesthesia-specific handoff tools (Argwala & Lane-Fall, 2017).
Furthermore, discerning the ideal implementation strategy is challenging as there is little
published literature that examines the effectiveness of specific implementation techniques that
best facilitate user adoption and adherence (Argwala & Lane-Fall, 2017). Future studies testing
the different types of implementation strategies can provide insight into various frameworks for

successful integration into practice.
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Conclusion

Implementing change in communication practices during anesthetic transfers of care
continues to be a challenging issue. With current evidence-based literature supporting the use of
standardized handoff tools, optimizing implementation and sustainment of an anesthesia-specific
handoff process can be an inexpensive and effective means for improving patient safety in the
perioperative environment. As stewards of patient safety, it is important to continually strive to
work towards improving the handoff process to reduce the risk of inadvertent patient harm.
Enhancing communication through the use of an anesthesia handoff tool reinforces appropriate
handoff practices and can positively impact the military healthcare system by reducing the risk of

adverse patient outcome, increasing workflow productivity, and reducing healthcare costs.
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Appendix A-Observer Audit Tool for Direct Observation
Critical elements of PATIENT
P: [ procedure, [] patient, [1 pertinent history, [ position
A: [] anesthesia, [ antibiotic, [1 airway, [ allergies
T: [1 temperature
I: [1 1V, [ other invasive devices
E: [J E-end tidal CO2 (ventilation)
N: O narcotics
T: O twitches

Total: 14/
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Appendix B-Self Audit Tool for Indirect Observation

Instructions for use: Thank you for using PATIENT during your handoff! Please review the
critical elements of the PATIENT tool and check the block next to each element that you
discussed during handoff. Please be honest when filling this form out, there is no penalty for
failing to mention a critical element. To protect all participants privacy please DO NOT write
your name on this form. Once completed, please deposit in the collecting box in the anesthesia
medication room. Thank you for participating in this project!

Critical Elements of PATIENT

P: [ procedure, [] patient, [1 pertinent history, [ position
A: [] anesthesia, [ antibiotic, [1 airway, [ allergies

T: [1 temperature

I: [1 1V, [ other invasive devices

E: [J E-end tidal CO2 (ventilation)

N: O narcotics

T: O twitches

Total: 14/
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Appendix C Project Timeline
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Project Timeline: FBCH Implementing Anesthesia Handoff Tool

Project Year 1: 2018

JIFIM|A|M|J]|J|A|S|OIN|D
Activity AlE|A|P|A|J]U|IU|JU|E|C|O|E
N|IB|R|R|Y|N|L|G|P|T|V]|C
USUHS VPR Approval (pending IRB approval) X
Site IRB Submission and Approval X
Project Implementation/Data Collection
. . X
e Phase I: Pre Intervention Observation
Project Implementation/Data Collection X
e Phase Il: Education and Acclimation
Project Implementation/Data Collection
e Phase Ill: Post Intervention Observation
Data Analysis X X
AANA Poster Submission
AANA Poster Presentation X
Dissemination: PPT and Project Report
e Present to FBCH Leadership
Project Year 2: 2019
JIFIM|AM|J|J|A|S|O|N|D
Activity AlE|IA|P|A|JU|U|U|E|C|O|E
NIB|R|R|Y|N]|L|G|P|T|V]|C
Dissemination: PPT and Project Report
e Present to DNP Committee X
Research Week Poster Submission X | X
Research Week Poster/Project Presentation X
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Appendix D: CITI Certificate

COLLABORATIVE INSTITUTTIONAL TRAINING INITIATIVE (CITI PROGER AR )
COMELETION REFORT - FART1 OF 2
€ 0OURSEWORE REQUIREN ENTS *

*NOTE:Scoks o ik Requirementr Report etk ctquiz comp b ons 3t the tme all requ e me vtz for the con e were met See ktbe bw brdedli.
Seezepac® Towcrpt Repotbrmonr ecevtqiizscors, cindieg toee on optoral gappeme s@) conrze ekmerts.

= Mame: Shayea De Barme OD:5741957)
= Emall: £y ha gt b moS@ b pdy
= miituton amiaton:  OfEe orthe Usder Secreny of De ke sse f erzon ke 12nd Readiess) Q003
= Phone: A1-2s-am
= Curmcuum Group: OUSD P&R Himaw Reseanch
= Courmss Leamer Group: Blomedical lwesthators avd Rezeach Stody Team
= §tage: Stage 1 - Blomedcal huestgaoe
= Roport I0: AE2AOF
= Completion Cata ZB-00g-2016
= Etplration Cak: ZB-00g-2019
= Minimum Fannng: =
= Roported §eore#: @«
DL TE
REQUIREDANDELECTR E MODULES OMLY COMPLETED ICORE
Puo kNG Gonp Ham £ - WS, Regeanch Perpectues (0: 1030 I -ag-2016 a3
(0mE;
Recogs Elvgaed Reporting Uaas tcpakd Probkms iuoliig REKs toSibk ol of Oterz o B bmedical Feseanh 27 -pag-2016 55
a0 AETT oo
Popn BHors n Reseach Requirkg ddEDaal Cons ke @oes andhor P okctbis (0 16630 7 -pag-2016 =5
100y
Moduk 1or Nok-DoD Perzow ke ICobdicth] Rezearh huoblvy Himaw Sibjects Sippored by the DoD (0: I -aag-2016 HolkE
16765
HEtny 3ud Eth B2 of Himan Sibject Refearch (0: 455 I -mg-2016 It
(0]
Bask: hstbvional Reukw Board RE) Re g Btors and Reukw Process Q0: 2 T -pag-2016 =5
(i0msy
hbmed Cowse it 40 3 I -ag-2016 505
(100%)
SocBlavd Belatb@l Reseaeh SR BrBkomedical Reseancie & q00 O I -oag-201e Wi
(0mE]
Recors-are d Research (S I7-pag-2016 a3
(omE]
Ge ke e Rezearch n Himan PopaBtons q0: 6 F-eg-2016 w5
(100
Walwerabk Sibkck - Rezearch uobkg Chide s q0: 35 Z-mag-2016 a3
(0mE]
W lier@bk Sibk ot - Reseanch huobkg Pregeastilome s, Himas Fetizes, and Beovates Q0 10 F-mg-2016 33
(10mE;
FDE-~Fs g1 e d Re gearch 40 12 ZE-pag-2016 =5
(A00)
ConTbts of Iiterezt b Refearch huoukg Himas SabkcE (D453 Z-mg-201G )
100y
OE: atthe Uk rSechetn of Dok ise @erzon ke |3nd Readh ez q0: 912 Z2-0g-2016 Mok
Stem Cell Refe anch Oue bt @arth q0: 1323870 Z2-0g-2016 W5 0%

For i Beport o be valid, 116 leamer 1dentifed abow murtiaw had a valld amiaton with e M1 Program wbenoing Inetrtution
Ide ritfle d abowe or 13 w bean @ pald Ndependent Leamer.

CITI Program
Emall:
Phone: BR-529-5029
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COLLABORATIVE INSTITUTIONAL TRAINING INITIATIVE (CITI PROGRAM)

COMPLETION REPORT - PART 1 OF 2
COURSEWORK REQUIREMENTS*

*NOTE: Scores on this Requirements Report reflect quiz completions at the time all requirements for the course were met. See list below for details.
See separate Transcript Report for more recent quiz scores, including those on optional (supplemental) course elements.

Name:

Email:

Institution Affiliation:
Institution Unit:
Phone:

Curriculum Group:

Course Learner Group:

Angela Wilhoit (ID: 5751364)

angela.wilhoit@usuhs.edu

Office of the Under Secretary of Defense (Personnel and Readiness) (ID: 603)
USArmy

3012959561

OUSD P&R Human Research
Biomedical Investigators and Research Study Team

« Stage: Stage 1 - Biomedical Investigators
* Report ID: 20649099
« Completion Date: 29-Aug-2016
« Expiration Date: 29-Aug-2019
* Minimum Passing: 80
* Reported Score*: 84
REQUIRED AND ELECTIVE MODULES ONLY RAE SCORE
COMPLETED
Avoiding Group Harms - U.S. Research Perspectives (ID: 14080) 29-Aug-2016 3/3
(100%)
Recognizing and Reporting Unanticipated Problems Involving Risks to Subjects or Others in Biomedical Research 29-Aug-2016 5/5
(ID: 14777) (100%)
Populations in Research Requiring Additional Considerations and/or Protections (ID: 16680) 29-Aug-2016 3/5 (60%)
Module for Non-DoD Personnel Conducting Research Involving Human Subjects Supported by the DoD (ID: 29-Aug-2016 No Quiz
16769)
History and Ethics of Human Subjects Research (ID: 498) 29-Aug-2016 6/7 (86%)
Basic Institutional Review Board (IRB) Regulations and Review Process (ID: 2) 29-Aug-2016 4/5 (80%)
Informed Consent (ID: 3) 29-Aug-2016 4/5 (80%)
Social and Behavioral Research (SBR) for Biomedical Researchers (ID: 4) 29-Aug-2016 4/4
(100%)
Records-Based Research (ID: 5) 29-Aug-2016 3/3
(100%)
Genetic Research in Human Populations (ID: 6) 29-Aug-2016 4/5 (80%)
Vulnerable Subjects - Research Involving Children (ID: 9) 29-Aug-2016 3/3
(100%)
Vulnerable Subjects - Research Involving Pregnant Women, Human Fetuses, and Neonates (ID: 10) 29-Aug-2016 3/3
(100%)
FDA-Regulated Research (ID: 12) 29-Aug-2016 5/5)
(100%)
Conflicts of Interest in Research Involving Human Subjects (ID: 488) 29-Aug-2016 4/5 (80%)
Office of the Under Secretary of Defense (Personnel and Readiness) (ID: 912) 29-Aug-2016 No Quiz
The Federal Regulations - SBE (ID: 502) 29-Aug-2016 2/5 (40%)

For this Report to be valid, the learner identified above must have had a valid affiliation with the CITI Program subscribing institution

identified above or have been a paid Independent Learner.

Verify at: https://www.citiprogram.ora/verify/?29c5e7e8-8922-476d-8053-fc542cfed 72

CITI Program

Email: support@citiprogram.org
Phone: 888-529-5929

Web: https://www.citiprogram.org
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WUSU

Unitormed Services University

VPR Site Number:
Principal Investigator:
Department:

Project Type:

Project Title:

Project Period:

Appendix E: NOPA

OFFICE OF RESEARCH
4301 JONES BRIDGE ROAD

BETHESDA, MAYLAND 20814
PHONE: (301) 295-3303; FAX: (301) 2956771

NOTICE OF PROJECT APPROVAL
Change Number: Original
GSN-61-10261
Wilhoit, A. Noel
Graduate School of Nursing

Student

Implementional of an Intraoperative Handoff Tool for Anesthesia Providers

12/12/2018 to 5/1/2019

Assurance and Progress Report Information:

% Name Sup
| Progress Report O

Approval Type Status Approved On Forms Received
Final To be Submitted N/A

Remarks:

This Notice of Project Approval has been reviewed and approved. Please remember that you must submit a final
Progress Report {(Form 3210) upon completion of this project.

Questions regarding this approval should be directed to the following person in the Office of Research:
Sharon Mclver, (301) 295-9814.

cc: Wilhoit, A. Noel
File

b Lee Jol¢

E— v
Yvonné/T. Maddox, Ph.D. Date
Vice President for Research

Uniformed Services University of the Health Sciences
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Appendix F: IRB Exemption

DEFENSE HEALTH AGENCY
FORT BELVOIR COMMUNITY HOSPTTAL
9300 DEWITT LOOP
FORT BELVOIR, VIRGINIA 220808801

FBCH-RPCI 20 December 2017

FROM: Fort Belvoir Community Hospital (FBCIH) Department of Research Programs (DRP)
Determinations

TO: CPT Shayna DeBarros, AN, USA, RN, BSN, CCRN
SUBJECT: FBCH DRP Determinations Review of Project #900034; Reference #896791

PROJECT TITLE: Implementation of a Standardized Intraoperative Hand-Off Tool for
Anesthesia Providers

SUBMISSION TYPE: New Project
ACTION: Determination of Not Research—Evidence Based Practice (EBP)

DECISION DATE: 20 December 2017

1. Thank you for your submission of the plan and supporting materials for this project. A FBCH
DRP Determinations Official has determined the activity as described is an EBP Project and does
not meet the full definition of research as defined in 32 Code of Federal Regulations 219.102(d).
Submission of an IRB research application is not required.

2. This project 1s an Anesthesia initiative to implement and evaluate the use of a standardized
handoff tool for anesthesia providers within the intraoperative environment of this organization
(FBCH).

3. Your Departmental support is noted.

4. Any changes to your project must be reviewed by a FBCH DRP Determinations Official to
ensure that the changes do not impact this Determination.

5. Any publication(s) or manuseripts arising from this work must be submitted and cleared
through the publication clearance process. Many journals are interested in publishing EBP
projects. If you do decide to publish your EBP findings, please use paragraph headings such as
“issue”, “procedures for collecting and evaluating information”, “information found”, “lessons
learned”, ete. and avoid using terminology such as “research questions”, “methods™, “results™,
“study limitations”, etc.
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Appendix G: PAO Clearance

REQUEST FOR PUBLIC RELEASE

(This formis to be used at Fort Bevoir Community Hospital in requesting review and clearance of Dol information for public release in accordance with DoDD 5230.09)
1. DOCUMENT DESCRIPTION

a. TYPE b TITLE

DMP project final report Implementation of a Standardized Intraoperative Handoff Tool for Anesthesia
c. DATE OF SUBMISSION d. PAGE COUNT & RESEARCH OR PUBLIC CLEARANCE?

20190412 43 IRE exempt

f. CLEARANCE REQUESTED BY (YYYYMMDD) (All submissions require o rainirnum of 10 days for review)

20120506

2. AUTHOR/SPEAKER (If rore than ane author, include names of additional authors on separate sheet)

a. NAME (Last, First, Middle Initial) b AFFILIATION (Armed service, civilian, confractor) c. RANK

DeBarros, Shayna US Army MAJ

d. DEPARTMENT/CLINIC

Anesthesia

3. PRESENTATION/PUELICATION DATA (Date, Place, Fvent]

May 14, 2019
Uniform Services University Research Week
Bethesda MD

4, POINT OF CONTACT

a. MAME {Last, First, Middle Initiaf) b. EMAIL €. TELEPHONE NO.
DeBarros, Shayna shayna.debarros@usuhs.edu 954-204-0977

5.5TAFF JUDGE ADVOCATE (SJA) COORDINATION

a. NAME (L ast, First, Middle initial)

b. REMARKS

Should not display or publish various individuals' written/signed signatures;

Accept/incorporate tool brand name ("PATIENT") deletions made in manuscript - other than to identify it as the tool used in project
(approx. mentioned not more than 3 times throughout manuscript).

. SUBMISSION 15: O APPROVED @ APPROVED WITH QUALIFICATIONS (See REMARKS, block 5b) O MNOT APPROVED

6. PUBLIC AFFAIRS OFFICER (PAQ) COORDINATION

a. NAME (Last, First, Middle Initial)

Lombardi, Autumn M.

b. REMARKS

noneg

c. SUBMISSION 15: @ APPROVED O APPROVED WITH QUALIFICATIONS (See REMARKS, block 6b) O NOT APPROVED

d. SIGNATURE & DATE SIGNED (YYYYMMDD)
20190501

aff Judge Advocate (SIA) ai Affairs Officer (PAQ) approval in blocks S¢ and 6¢ above before public release, Please note any
ich will be included in the REMARKS blo If approved by both SJA and Fi e material is approved for

and clearance for open publication is recornmended under the provisions of DoDD 5230.09

¢ (if applicab

publicr

FBCH STRATCOM FORM 1910, OCT 2015
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Appendix H: DNP Project Completion Form

Appendix G:  Daniel K. Inouye Graduate School of Nursing
DNP Project Completion Verification Form

DOCTOR OF NURSING PRACTICE PROJECT
Completion Verification Form

The DNF Project titled:

“Implementation of a Standardized Iniracperative Handoff Tool for Anesthesia Providers”
was completed at Fort Belovir Community Hospilal, by the following student(s):

(twpe stndent name) (signature) (date)

Shayna DeBarros _‘ 15APR2019

The DNP Practice Project Team verifies that the following components of the DNP project, accomplished
by the above students, is of sufficient rigor and demonstrates doctoral level scholarship to meet the
requiremenis for USUHS GSN graduation:

+ Presentation of DMP project to the leadership/stakeholders at the Phase I1 Site,
« Abstract/Tmpact Statement (4ppendix F), and
« DNP Project written report.

Verified by:

forpe name) (sigmature) i)

L9 Apr2ol Senior Mentor

Sandra Bruner
Lo LTC Thom Sellers 191019 Team Mentor

& Phase [l Site Direclor

For RNA Smdents only - add the following additional signeture for final verification of project completion:

con kenpet vaitord T ;o

RMNA Project Director (Signature) {Daie)

Form Version: 26 Aug 2017





