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4.08 HANDOFFS AND TRANSITIONS OF CARE

Introduction
Transitions of care are patient-centered events. They therefore 
describe when a patient moves from one level of care to an-
other, from one institution to another, or from one system to 
another as occurs with pediatric to adult care transitions. One 
component of transitions of care is the patient handoff, which 
is a provider-centered event that also occurs outside of a pa-
tient transition, such as during shift change. Handoffs refer to 
the interaction between providers when responsibility for pa-
tient care is transferred from one provider to another. Ineffec-
tive transitions of care and handoffs jeopardize patient safety 
and may result in adverse events, increased healthcare utili-
zation, and stress for patients or the family/caregivers. Thus, 
every transition of care and handoff should involve a set of ac-
tions designed to ensure that the transfer is safe, efficient, and 
effective. Pediatric hospitalists routinely utilize handoffs in daily 
work, are integral in patient transitions of care, and should be 
competent in both. 

Knowledge
Pediatric hospitalists should be able to:
•	 Compare and contrast patient handoffs with transitions of 

care.
•	 Discuss the critical elements that should be communicated 

between providers at the time of a patient handoff and how 
these elements may vary depending on characteristics of 
the patient or the provider.

•	 Discuss the value of using available handoff aides such as 
communication patient safety acronyms, handoff tools, and 
checklists.

•	 Describe the benefits and risks of automated electronic 
medical record data integration into handoff aides.

•	 Discuss the value of using available discharge toolkits to in-
tegrate processes, checklists, education, and assessment of 
quality outcome metrics related to discharge transition of 
care.

•	 Compare and contrast the value of potential discharge tran-
sition of care metrics, such as patient experience, unplanned 
returns for care, post discharge planned visit adherence, re-
tained understanding of medication and treatment plans, 
and others.

•	 List the relevant information that should be communicated 
during each transition of care to ensure patient safety and 
promote the continuum of care.

•	 Explain the benefits and risks of different modes of communi-
cation in the context of the various types of patient transfers.

•	 Differentiate between the available levels of care and deter-
mine the most appropriate option for each patient.

•	 Describe the impact of the Emergency Medical Treatment 
and Active Labor Act (EMTALA) on patient transfers.

•	 Summarize the care commonly available for children at post-
acute care facilities, such as rehabilitation facilities.

•	 Review the steps needed to ensure safe hospital discharge 
transition of care for patients who will receive home care 

services, including collaborating with discharge planning 
staff, placing appropriate orders, securing a post-discharge 
responsible provider, and other steps.

•	 Discuss elements important to the safe transition of care 
at hospital discharge for the patient and family/caregivers, 
including use of teach-back, handouts, and other tools for 
patient and family/caregivers’ engagement and empower-
ment in care planning for the home environment.

•	 Cite the benefits of and barriers to ongoing discharge tran-
sition of care education from the time of admission for pa-
tients and the family/caregivers.

•	 Summarize the approach toward initiating transition of care 
discussions with the family/caregivers of adolescent patients 
with chronic conditions, attending to patient age, develop-
mental status, empowerment, healthcare system barriers, 
and others within the local context.

Skills
Pediatric hospitalists should be able to:
•	 Prepare concise clinical summaries in preparation for patient 

handoffs or transitions of care, incorporating key elements 
as appropriate.

•	 Standardize handoffs to ensure accuracy and concise and 
complete transfer of information.

•	 Demonstrate skills in utilizing local handoff tools, acronyms, 
and checklists.

•	 Educate trainees on proper handoff communications.
•	 Utilize the most efficient and reliable mode of communica-

tion for each transition of care.
•	 Arrange safe and efficient transfers to, from, and within the 

hospital setting. 
•	 Review the medical information received from referring pro-

viders and clarify any discrepancies when accepting a new 
patient.

•	 Anticipate needs prior to the time of discharge to begin dis-
charge planning early in the hospitalization.

•	 Provide clear discharge instructions that consider the pri-
mary language and reading level of patients and the family/
caregivers and include key components (such as diagnosis 
specific instructions, contingency plan, medications, follow 
up recommendations/appointments, information about 
available resources, and others). 

•	 Communicate effectively with the primary care and other 
providers as necessary at the time of admission, discharge, 
and other transitions of care.

•	 Select and order appropriate post-acute care facilities and 
services within the local context.

•	 Accurately and completely reconcile medications during 
transitions of care. 

•	 Coordinate care that ensures the future comprehensive re-
view of patient data that was pending at the time of dis-
charge.

Attitudes
Pediatric hospitalists should be able to:
•	 Recognize the impact of ineffective handoffs and transitions 
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of care on patient safety and quality of care.
•	 Demonstrate respect for referring physicians and seek their 

input when developing protocols for communication during 
transitions of care.

•	 Recognize the impact of the transfer on patients and the 
family/caregivers and the importance of ensuring their goals 
and preferences are incorporated into the care plan at all 
stages of the transition of care. 

•	 Exemplify responsible coordination of a multidisciplinary 
approach to patient and the family/caregiver education in 
preparation for the transition of care.

•	 Realize the need to provide support for patients, the family/
caregivers, and healthcare providers after transitions of care 
should questions arise.

Systems Organization and Improvement
In order to improve efficiency and quality within their organiza-
tions, pediatric hospitalists should:
•	 Lead, coordinate, or participate with key stakeholders in the 

ongoing evaluation and improvement of the referral, admis-
sion, and discharge processes.

•	 Lead, coordinate, or participate in initiatives to develop and 
implement systems that promote timely and effective com-
munication between providers during handoffs and transi-
tions of care.

•	 Collaborate with hospital administration and community 
partners to develop and sustain referral networks between 
local facilities and referral centers for hospitalized patients 
and for those transitioning to adult healthcare systems. 

References
1.	 Rauch DA, and the AAP Committee on Hospital Care and the AAP Section 

on Hospital Care. Physician’s role in coordinating care of hospitalized chil-
dren. Pediatrics. 2018;142(2): e20181503. https://pediatrics.aappublications.
org/content/pediatrics/early/2018/07/26/peds.2018-1503.full.pdf. Accessed 
August 28, 2019.

2.	 Starmer AJ, Spector ND, West DC, et al. Integrating research, quali-
ty improvement, and medical education for better handoffs and safer 
care:  Disseminating, adapting, and implementing the I-PASS Program. Jt 
Comm J Qual Patient Saf. 2017; 43(7):319-329. https://doi.org/10.1016/j.
jcjq.2017.04.001.

3.	 Fisher E, Rosenbluth G, Shaikh U, and the Society of Hospital Medicine and 
University of California Quality Improvement Network. Ped-BOOST: Pediat-
ric Effective Discharge: Better Handoff to Home through Safer Transitions 
Implementation Guide. https://www.hospitalmedicine.org/clinical-topics/
care-transitions/. Accessed August 21, 2019.


