Patient Transfers and Handoffs
Description
The transfer or handoff of pertinent information from one healthcare provider to another is a
fundamental aspect of communication in healthcare.1 Handoff incorporates discussion of patient
specific information, transfer of responsibility for the patient’s care, and release and assumption of the
authority and accountability for treatment and procedures between the caregivers. 2 This transition
occurs countless times, in multiple ways, under various conditions each day across the continuum of
patient care, from prehospital to long term care, but it is likely that more handoffs occur in the
emergency department than anywhere else.2 Vital information shared during the handoff includes the
patient’s chief complaint or diagnosis, diagnostic test results, the care that has been provided, the
patient’s response to treatment, and care that has yet to be performed. 3 The Joint Commission
recognizes that a critical patient safety problem in healthcare is ineffective handoff communication. 4 In
fact, 80% of serious medical errors are associated with high miscommunication rates during patient
handoffs.2,4 As a result, the Joint Commission began requiring that accredited organizations use a
standardized approach to handoff communications.2,4
ENA Position
It is the position of the Emergency Nurses Association (ENA) that:
1. Handoff protocols, to meet the patient’s continuing care requirements, take into consideration the
fact that handoffs occur between caregivers of various levels of knowledge, skills, and clinical
judgement.
2. Organizations use standardized approaches, integrating their unique characteristics to facilitate
safe and effective patient handoffs.
3. Patients, families, and all levels of caregivers, be involved in handoff communication and
information sharing.
4. Emergency nurses and support personnel receive education and training regarding best practices
and the importance of patient handoffs.
Background
The impact of ineffective handoffs includes such adverse events as delays in diagnosis and
treatment, fragmented care, breaches in care, medication errors, conflicting communication,
duplication of procedures and tests, lower provider and patient satisfaction, higher costs, longer

and more frequent hospital stays, and patient deaths. 1,5,6 Recognizing handoffs as a critical patient
safety issue, The Joint Commission teamed with a group of U.S. hospitals and healthcare systems
through its Center for Transforming Healthcare to explore the use of new methods to reduce
dangerous and potentially deadly breakdowns in patient care. 7 Some of the methods used include
SHARE,7 SBAR,8 TeamSTEPPS, 9 and I-PASS.10 These systems and processes were identified in
the literature as standardized patient handoffs and transfers methods that reduce risks to
patients. 10 Others described the benefits of report at the bedside, 10 discussed the use of electronic
medical records to standardize information, 3 and demonstrated that education and the use of
standardized guidelines and processes reduced errors and improved critical care patient
outcomes.6 Additional study is necessary to establish practices that will improve the process of
safely transitioning the patient through the many levels of providers in the healthcare continuum. 2
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This position statement, including the information and recommendations set forth herein, reflects ENA’s current position with
respect to the subject matter discussed herein based on current knowledge at the time of publication. This position statement is
only current as of its publication date and is subject to change without notice as new information and advances emerge. The
positions, information and recommendations discussed herein are not codified into law or regulations. In addition, variations in
practice, which take into account the needs of the individual patient and the resources and limitations unique to the institution,
may warrant approaches, treatments and/or procedures that differ from the recommendations outlined in this position statement.
Therefore, this position statement should not be construed as dictating an exclusive course of management, treatment or care,
nor does adherence to this position statement guarantee a particular outcome. ENA’s position statements are never intended to
replace a practitioner’s best nursing judgment based on the clinical circumstances of a particular patient or patient population.
Position statements are published by ENA for educational and informational purposes only, and ENA does not “approve” or
“endorse” any specific sources of information referenced herein. ENA assumes no liability for any injury and/or damage to persons
or property arising out of or related to the use of or reliance on any position statement.

