
the end, every hospital will have to develop its
internal methodology.” But even though The Joint
Commission is getting pressure to drop them and
despite the challenge of tying them directly to out-
comes, he doesn’t see them going anywhere.

It’s clear that many areas of confusion for what
is coming from The Joint Commission exist. Green
says, “it’s been a difficult year for accredited orga-
nizations to sort of judge where they’re at and sort
of anticipate what your outcome of the survey is
going to be.” Are more changes coming? Green
thinks so. Laughing, he amends his previous state-
ment: “It’s always a tough year to be in health care.
It’s never an easy year to be in health care.”  ■

Raising staff awareness of
patient deterioration, shock
Hospital system drops preventable codes by 70%

It’s when they looked back at what they had
accomplished that they realized they really had

been organized. For every performance improve-
ment project, minute details and myriad elements
make it almost impossible to go from A to B to C.
But in retrospect, and with stops and starts and
rework, the team at Children’s Healthcare of
Atlanta did a good job.

Their focus was early detection of patient deterio-
ration. Amber Cocks, MSHCM, senior quality and
process improvement consultant, and Christiane
Levine, RN, quality and patient safety program
manager, both at the health care system, led the
team. “The first thing we absolutely wanted to do
was to rescue the patients from harm. We had found
several points of failure within our own processes
and abilities to protect patients, and so we started by
addressing those failure points,” Levine says.

Handoff communication

The two started by evaluating and strengthen-
ing handoff communication between providers.
They standardized transfer of care using the
SBAR (Situation-Background-Assessment-
Recommendation) technique. 

They started by asking: What’s often missing
in this transition? Clinicians were pulled together
to discuss this from their point of view, some-
thing Cocks and Levine say is essential — getting
input from those handling the transfer process

day in and day out. The two assembled “transfer
of care champions” in each area and identified
the nurse-to-nurse, shift-to-shift transfer as the
greatest area for evaluation.

The team worked to identify trends in missing
areas of information, and Cocks and Levine sought
to isolate the “minimum set of information, the most
important things they felt needed to be communi-
cated about their patients during transfer of care.”

The list they created could be modified by any
department as needed. When it was first used,
many departments laminated the list and put it
where personnel could see. Now that most staff
are familiar with the elements, there is no form
needed but the hospital system also has the abil-
ity in its electronic health system to populate the
information in real-time on the computer screen. 
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Minimum set for transfer 
of care elements 

Situation
• name;
• age;
• weight;
• current MD;
• chief complaint/problems.
Background
• brief and significant medical history;
• allergies;
• ID and allergy band location;
• labs performed and significant results;
• radiology performed and significant results;
• isolation requirements.
Assessment
• assessment of systems;
• neurological;
• respiratory including 02 and ventilator settings;
• cardiovascular - include last set of VS;
• GI/GU;
• skin;
• muscle/activity;
• pain/fever;
• PEWS;
• social;
• was there information you did not receive;
• list missing information.
Recommend
• recommendation of plan of care for next shift;
• pie note reviewed;
• consults;
• upcoming procedures;
• status of transfer or discharge orders;
• discharge needs;
• comments.

Source: Children’s Healthcare of Atlanta.




