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TITLE 
A guideline for the multidisciplinary handover of patients discharged from critical care to ward settings 





1. The purpose/objective of the standard/guideline
This guideline aims to provide the multidisciplinary team with a set of principles and a systematic approach to enhance handover of patient related information at the time of discharge from a critical care unit


2. Intended target population
Critical Care staff sharing patient related information with healthcare staff working in other clinical settings e.g. wards 


3. Timescale for implementation 
Immediate 


4. Resource implications
No financial implications 

If using electronic version will need support from Clinical Information System team to ensure electronic templates reflect minimum dataset contained within Appendix 1


5. Financial disclosures/conflicts of interest
Nil

This guideline was developed by a Critical Care Network Northern Ireland MDT chaired by Brian McFetridge, Senior Nurse 
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1.0 Background
Handover has been identified as being an area of risk within all healthcare settings.  The National Patient Safety Agency (2005) and the Royal Pharmaceutical Society (2011) have identified handover of patient care as an element of care having many factors which pose risk to patients.  Within critical care, patients have traditionally been seen to be at risk when they are moving from the ICU/HDU to ward settings when the ratio of nursing staff to patient is less and when the patient is recovering from a period of critical illness.  It is recognized that when the decision is made to transfer a patient to another critical care unit or to discharge a patient from critical care to the ward setting, patient handover will occur at many levels, in many ways and by many different healthcare professionals.  This guideline aims to provide the multidisciplinary team with a systematic approach to enhance handover of patient related information at the time of discharge from a critical care unit.  A minimum data set of the information to provide at the time of this handover (Appendix 1) is provided as well as an optional handover form containing all elements of the minimum dataset (Appendix 2).          

2.1 Defining Handover and its key components
Definitions of handover refer to healthcare staff sharing patient related information to colleagues within their team or to healthcare staff working in other clinical settings.  Many definitions refer to the handing over of responsibility for patient care from one individual or team to another.   
	‘A patient hand-off is the transferring of patient care responsibility from one 	health-care professional to another.’
	(Dunn and Murphy 2008, p 9)	

	‘Handovers aim to convey high-quality and appropriate clinical information to 	oncoming healthcare professionals to allow for the safe transfer of responsibility for 	patients.’
	(Royal College of Surgeons of England 2007, p3)

An important safety element of patient handover is the influence it has upon the continuity of care.  This is achieved through ensuring all relevant patient information is shared with the next team.
	‘Continuity of information underlies continuity of care’
	(British Medical Association 2004)

The NICE (2007) Clinical Guideline 50 recommends that patient handover from critical care to the ward should include:
· a summary of critical care stay, including diagnosis and treatment 
· a monitoring and investigation plan
· a plan for ongoing treatment, including drugs and therapies, nutrition plan, infection status and any agreed limitations of treatment 
· physical and rehabilitation needs 
· psychological and emotional needs 
· specific communication or language needs.

This CCaNNI guideline supports the NICE (2007) recommendations and also reflects key principles of the NICE (2009) Rehabilitation after Critical Illness guideline.  This guideline also reflects the standards within the Faculty of Intensive Care Medicine (2016) Guidelines for the Provision of Intensive Care Services; 
· There must be a standardised handover procedure for medical, nursing and AHP staff for patients discharged from Critical Care Units
· Transfer from Critical Care to Ward must be formalized

2.2 Definition of ‘patient handover’ for the purpose of this document
While patient handovers occur on a frequent basis during the patient’s stay in critical care, for the purpose of this document, patient handover refers to;

‘the patient related communication between multidisciplinary team members when a patient is transferred from critical care to the ward setting to ensure ongoing safe and effective care management.  This includes both written and verbal communication.’

.






3.0 The Process of Patient Handover at Discharge from Critical Care
Patient handover from critical care will predominantly focus upon the verbal handover of patient related information.  Often this verbal handover will be supported by a written handover proforma.  However, handover is often based upon an unstructured approach which increases the risk of omissions and inaccuracies in information being shared.  NICE (2007) emphasise the importance of having a formal structure to the handover which is supported by a written plan.  This formal structure furthers enhances the continuity of care.  It must be emphasized that the patient handover documentation does not replace the content within existing patient notes.  Rather it identifies the important patient related information at the time of discharge from critical care.  To improve the process of patient handover and to enhance the experience for staff and patients, the handover should not only occur when the patient arrives at the receiving ward.  Patient handover can be divided into two distinct phases; the pre discharge phase and the handover phase.  

3.1 Pre discharge phase
The ‘pre discharge phase’ involves the period of time before the actual discharge of a patient when staff in critical care prepare their patient handover documentation, prepare the patient and family for discharge and make initial contact with relevant staff within the ward setting.  Some key principles should be considered within this phase.  
· Make early contact with individuals who will be taking responsibility for patient care within ward setting.  Sharing key information during this time will provide time for ward based staff to make any necessary arrangements for the arrival of the patient (bariatric equipment, specific isolation requirements, pressure relieving devices etc).    
· Preparation of the patient and family is paramount to assist in minimising the risk of transfer anxiety while a patient and relative are moving from an area of high nurse to patient ratios.  For patients who have had a long stay within critical care, it is often useful for ward staff to come to ICU and meet the patient and family, and staff to assist in the smooth transition form critical care to ward care.  
· Early contact with Critical Care Outreach Services (if available) to assist with their work plans to ensure patients receive appropriate follow-up when they are transferred to the ward
· Completing a relevant handover and transfer document e.g. Optional Transfer Form (Appendix 2), provides a record of information shared at the time of handover.  All patient handovers should have a minimum dataset which is found in Appendix 1.  Information relating to specific safety requirements should be highlighted including infection status, allergies and presence of a tracheostomy.
· The list of medicines (NOT prescription) should be included in the written documentation.  This list should only include medicines which the patient requires, not a retrospective list of all medicines prescribed during the patient’s critical care stay.  Details of medicines reconciliation should be included as per Trust policy.  


3.2 The patient handover phase
Staff involved in patient handover and transfer must have knowledge of the patient, their history, current condition, pending investigations, treatments and results (including results which are awaited), and planned care
· As far as possible, staff engaged in face-to-face handover should have uninterrupted time to carry out this important process
· Verbal handover should follow the flow of content contained within the written handover documents to ensure no core elements are omitted
· All patient notes must be transferred with the patient as per HSC policy and referred to as necessary during the verbal handover.
·  A verbal handover is a two way communication process.  Staff receiving handover should have the opportunity to seek clarification or seek further information if required
· The handover should not only focus on the care provided but importantly contain details of current patient care plan, priorities and pending tests and/or investigations
· Highlighting results from tests which have already been performed must be clearly highlighted to ensure appropriate follow-up and action e.g. blood culture results which may not be available at time of transfer but which may require review of anti-microbial prescription when available
· Handover documentation should be signed by staff giving and receiving handover and filed in the patient’s notes.  At times, it may be necessary for the verbal handover of patients to occur by telephone.  If this occurs, the name of the individual giving and receiving handover must be recorded in the written handover documentation.
· As electronic Clinical Information Systems are now used within the majority of critical care units in the region, it is important that printed handover materials are clear and easy to follow for teams outside of critical care.  These electronic transfer and handover forms must contain the minimum dataset contained within Appendix 1  

4.0 Audit of patient handover practices
Given the key role handover plays in supporting safe and seamless patient care, it is important that the multidisciplinary team consider ways of auditing the verbal and written handover practices.  The results of such audits should inform quality improvements and care developments.  
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	Appendix 2
Optional Patient Handover Form

Appendix 2 is an optional Patient Handover Form which contains all elements within Appendix 1.  This form facilitates completion electronically.  It is possible for this form to be used in conjunction with the Patient Centre Software available in most Trusts.  This software package will allow the form to be securely stored and will also be accessible by General Practitioners (GP).  Access by GPs will provide them within insight into the patient’s time in critical care and inform how they support the patient long term recovery from critical illness.  
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