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Background: Problem - Transfer of Care

Transportation from one 60-80% of serious medical
care area to another is a errors are attributed to
critical point of vulnerability miscommunications during

for hospitalized patients. the transfer process

The Pediatric Emergency
Department - fast paced,
complex environment
presents additional
challenges to the transfer of
care process




Background: Scottish Rite Transfer of Care

Lack of standardized transfer of care
process between ED and PICU

Lack

Lack of standardized patient
information communicated from the
ED to the PICU

Lack of clear understanding of what
should take place during the Safe
Lack Start process when handing over
patient care from the ED nurse to the
PICU nurse.

Consequence:

Event of crucial patient
information not
communicated to PICU by ED
nurses.

Intervention:

Formed a workgroup of nurses
representing the ED, PICU,
Trauma Services and hospital
Nurse Scientist to address the
problem.

Children’s Healthcare of Atlanta



Background: Setting/Sample

Busy, urban Level Il Pediatric Trauma Center

ED with >100,000 patient visits per year

>1200 admitted trauma patients per year

~100 trauma patients admitted to the PICU per year

Convenience samples of ED/PICU nurses

Total 180 PICU and 100 ED nurses invited to participate
Pre-implementation survey 51 PICU respondents, 27 ED respondents
Post-implementation survey 40 PICU respondents, 10 ED respondents

Transfer of care process was tracked for both trauma and medical PICU admissions



Procedures: Evidence-based practice

Workgroup collaborated

with Nurse Scientist to PICO Question Recommendations
| conduct a literature review

e Literature summary table e For nurses caring for e Standardized transfer of
constructed critically ill trauma care process

e Information synthesized patients, what are best e Standardized transfer of

e T e practices for transfer of care reporting tool

care compared to current L llee e S
practice and how does it
impact nurse perception
and ONS reporting

developed
procedure




Standardized transfer of
care SBAR reporting tool
created based on Building
Block theory

Clearly defined bedside Safe
Start process

Procedures: Implementation

Pre-implementation nurse
perception survey
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Tracking x7 months, >400
transfers, Post-
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Standardized ED to PICU Handoff Tool

Whatis it?

‘and keep our patients safel

P4 eniitonir
v ons

How does it work?
« Place patient stcker at top of form
« Use as guide to ensure thorough report
* Upon arrival o ICU, complete safe start and
document by checking box at bottom of

toal

ansfer is complete.

tool?

R are expected to use the SBAR tool with
ALLED to ICU reports

Whats Safe Start?
by both the £0 RN and the PICU RN
The Five W's of Safe Start

« Who:ED and PICU RN

« What: Look at patient’s ID band, solation precautions, VF,
drps, assessment of IV/CVL acces,drans, injries,or skin

« When: Once the patient arrves tothei asigned room in
the iCy

« Where:Ether while patient ison ED stretcher prir to
transfer,or nce patient s transferred onto PICU bed.

« Why: Sofe Strt provides opportuniies for questionsand
prevents patent care errors to keep our patients safel
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ED to PICU Transfer of Care Update

Survey data showed that when the
SBAR tool is used effectively, ED and
PICU nurses agree that report is
complete and crganized.

£D nurses are not required to write paten:
nformaton on the paper form.
Itis intended to be used a5 2 tool for orgarizing
their report.
We 6o ask thatthera be a patient stccer and
checkmark next to Safe Starton each form used
Thisis  uge changel
fepettion and cansstency wl heli
with acisting tohis new forma
Dot forget to complete Safe Start
together at the patient's bedside
This doesnt take long but makes a BIG

impact for patient safety.

Complece the questions below o be entered ino
a drawing for a prizel
(There wilbe 4 winners total)
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Implementation: Building Block theory:

Building Block Information Transfer Information
Theory: blocks

Nurses working in different areas of the

hospital require different blocks of r

information to adequately care for
patients.

It is the responsibility of the nurse
handing off the patient to acquire the
information necessary for the receiving %
nurse to adequately care for the
patient.




Implementation: Building Block theory:

ED nurses may need 2-3
blocks of patient information
to adequately care for a
critically ill trauma patient

Complete patient

information sets are
foundational for pediatric
critical care decision making.

Commonly incomplete
patient information in ED

The Pediatric Critical Care
nurse may need 9-10 blocks
of patient information to
adequately care for a
critically ill trauma patient.

Information
blocks




Implementation: Building Block theory:

SBAR form created based on
the information needed by
the receiving PICU nurse

Form organized onto
systems assessment vs.
timeline format

Form used as guide — ED
nurses not required to fill
out
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Outstanding Items/Orders to be completed:

[ Bedside Safe Start* done with PICU/OR nurse?
*Check lines, drains, pumps, drips, update status changes/meds with receiving nurse )
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Results: Pre-implementation Survey

Pre-implementation PICU
nurse perception

Disorganized
patient care
report

Lack of Safe
Start use

PICU nurses did not
feel adequately
prepared to safely
care for their patient
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ED to PICU Pre-Tool Implementation Survey

Results
N=51

41%

22% 22%

Survey 1 PICU Nurses  Survey 1 Safe Start Use  Survey 1 PICU Nurses
who agreed report was who agreed that report
organized gave them all the
information needed to
adequately prepare to
safely care for their
patient.
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Results: Post-implementation Survey

* Post-implementation PICU
nurse perception

— PICU nurses who agreed
report was organized
increased from 22% to
77%

— Increased use of Safe
Start process from 41%
to 75%

— PICU nurses who agreed
they had adequate
information to care for
their patient increased
from 22% to 58%
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ED to PICU Post-Tool Implementation Survey

Results
N=40

77% 75%
I I 58%

Survey 2 PICU Nurses
who agreed that report
gave them all the
information needed to
adequately prepare to
safely care for their
patient.

Survey 2 PICU Nurses Survey 2 Safe Start Use
who agreed report was

organized

No significant change in ED nurse
perception between pre- and
post-implementation surveys




Results: Post-implementation

* Online Notification System
(ONS) Hospital Events

— 2020

* Six ONS events filed
related to ED to PICU
transfer of care issues

— 2021

°* One ONS event filed
related to ED to PICU
transfer of care issues

— Represents an 83%
decrease in Hospital
Events reported

Online Notification System Hospital Events
Related to ED to PICU Transfers

83% decrease

a1

2020 2021

N=7

Children’s Healthcare of Atlanta
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Conclusions: Implications for Practice

Evidence based project demonstrated implementation of a standardized

transfer of care tool and Safe Start process between the ED and PICU:

e I[ncreases PICU nurse perceptions that transfer of care is organized

e Increases PICU nurse perceptions that all information necessary to care for the
patient was communicated

It was beneficial to tailor the SBAR tool and Safe Start process based on
scientific evidence as well as workgroup feedback

Nurse education prior to tool implementation facilitated a smooth roll-
out

Standardization of handoff tools across other units should be considered
with particular attention given to:

e Information the receiving unit deems necessary

e Format easily assimilated into patient care
Children’s Healthcare of Atlanta 14



Next steps:

Scottish Rite

Continue using SBAR
report form and Safe
Start process

System Project

Trial SBAR report
form and Safe Start
process at other
Children’s Healthcare
of Atlanta system
campuses

Epic Implementation

Incorporate SBAR
report form into EPIC
electronic medical
record system

Children’s Healthcare of Atlanta
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