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Abstract Text: 
 
In January 2005, American Association of Critical-Care Nurses published the Healthy Work Environment 
Standards in response to the concerns of acute and critical care nurses about the deterioration of 
healthcare work environments.  In this report six standards were identified: skilled communication, true 
collaboration, effective decision-making, appropriate staffing, meaningful recognition and authentic 
leadership.  In numerous studies, ineffective communication between nurses and physicians was the 
single factor most significantly associated with increased hospital mortality. In addition, during the 
transitions of care such as postoperative handover process, inadequate communication was implicated in 
nearly 70% of all errors and adverse events.  These findings prompted the Joint Commission to introduce 
national patient safety goals, which require health care organizations to implement standardized 
handover protocols and facilitate communication between providers.  

The purpose of this project was to design an evidence-based guideline and create a standardized 
handover tool for the postoperative handover from the Operating Room to the Cardiothoracic Intensive 
Care Unit.  Using an evidence-based practice model the levels of evidence ranging from systematic 
review, observational studies and expert opinion were synthesized to formulate an evidence-based 
guideline and a handover tool.  All members of the multidisciplinary team who were involved with the care 



of the patient were asked to be part of the process.  Results indicate that the structured handover tool and 
process improves accuracy and completeness of information shared during the handover, thus 
decreasing omission of any critical information.  In addition, the standardized tool alters the handover 
report environment from one that is noisy with multiple parallel conversations to an orderly exchange of 
information. In conclusion, during the critical period of a patient handover report the standardized tool and 
process enhanced communication, collaboration and decision-making among health care providers, 
which are critical components of a healthy work environment. 

 


