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abstractTransitions of care (ToCs), also referred to as handoffs or sign-outs, occur 
when the responsibility for a patient’s care transfers from 1 health care 
provider to another. Transitions are common in the acute care setting and 
have been noted to be vulnerable events with opportunities for error. Health 
care is taking ideas from other high-risk industries, such as aerospace 
and nuclear power, to create models of structured transition processes. 
Although little literature currently exists to establish 1 model as superior, 
multiorganizational consensus groups agree that standardization is 
warranted and that additional work is needed to establish characteristics 
of ToCs that are associated with clinical or practice outcomes. The rationale 
for structuring ToCs, specifi cally those related to the care of children 
in the emergency setting, and a description of identifi ed strategies are 
presented, along with resources for educating health care providers on 
ToCs. Recommendations for development, education, and implementation of 
transition models are included.

INTRODUCTIONPatients who require emergency care for illness or injury may move among several areas of care, including the prehospital setting, the emergency department (ED), inpatient units, and operating rooms or procedure suites, before being transitioned back to the medical home. During transitions between care areas or even during care in a single area, a patient may be cared for by multiple health care personnel. It islikely that transitions of care (ToCs) occur more often in the ED than in any other hospital setting. 1 To provide the highest quality and safety, a patient’s care is supposed to be seamless, despite multiple care providers and potentially multiple care areas.At each patient care transition point, responsibility for the patient’s care passes from 1 care provider to another, requiring accurate and timely transmission of important information. Referred to as a “handoff, ” 
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“handover, ” “report, ” or “sign-out, ” a ToC occurs when ≥2 health care providers exchange information that is a summary of the patient’s situation, specific to the mission of shaping subsequent treatment and decision-making; and the control over, or responsibility for, the patient is transferred from 1 care provider to another. 2,  3 ToC entails the exchange of the following:1. mission-specific information;2. responsibility for patient care; and3. authority for treatment and procedures.ToC can occur between prehospital and ED providers, between ED providers at shift change, between ED and hospital providers when patients are transferred out of the ED or to another facility, and between ED providers and the patient’s medical home when patients are discharged from the ED. All types of health care providers, including but not limited to physicians, nurses, advanced-practice nurses, physician assistants, respiratory therapists, paramedics, emergency medical technicians, social workers, and transporters, can be expected to participate in the transition of a patient’s care. In an environment characterized by high patient volume, variable acuity, shift changes, and inopportune interruptions, maintaining focus on communication is especially challenging; however, intradepartmental, interdepartmental, prehospital, and interfacility processes can be designed to address these challenges systematically. These processes can include creating a structured and consistent ToC procedure that acknowledges human factors, operational procedures, team coordination, and care delivery systems. 4Published evidence is insufficientto define which system is the best approach to transitioning the care 

of patients in emergency and acute care settings. Current ToC practices have been criticized as being highly variable and unreliable. Results of a questionnaire and follow-up observation study revealed that ToC processes were unstructured, informal, and error prone, consistent with findings from other studies. 5 In another analysis of ToC processes, nonstandardized approaches led to adverse clinical consequences, near misses, and inefficient or duplicative care. 6
In other high-risk industries, sign-outs have received considerable research attention, but only recently has the transfer of patient care been studied systematically and findings published in the health care literature. A systematic review of 18 studies that (1) had patient handoffs in hospitals as their explicit research focus and (2) reported at least 1 statistical test of an association between a handoff characteristic and outcome noted that research is highly diverse and quality is preliminary, so drawing general conclusions about ToC strategies is difficult. 7 Similarly, a clinical evidence review of nursing literature noted that ToC practices are in need of rigorous evaluation to determine which features lead to the best outcomes for patients in varied settings. 8 In addition to the need for more evidence gathering, surveys of graduate medical education program directors have concluded that there is a perceived need for emergency medicine and pediatric emergency medicine training programs to provide specific guidance to trainees regarding ToC processes. 9 A new clinical report from the Committee on Hospital Care of the American Academy of Pediatrics, “Standardization of Inpatient Handoff Communication, ” is published simultaneously in this issue of the Journal (http:// www. pediatrics. org/ cgi/ doi/ 10. 1542/ peds. 2016- 2681).

IMPACT OF ToCsCommunication failures have been implicated as the root cause of more than 60% of sentinel events reported to The Joint Commission (formerly Joint Commission on Accreditation of Health Care Organizations). 10 The Institute of Medicine report “To Err Is Human” noted that 84% of treatment delays were later judged to be attributable to miscommunication, and 62% of these were continuum-of-care issues associated with shift changes. 11When care is transitioned, the patient is vulnerable to the cognitive biases of multiple providers. 12 Examples of cognitive biases include the following. 13  –16
 • Framing effect: A decision is influenced by the way the scenario is presented.
 • Diagnosis momentum: A particular diagnosis is established despite other evidence.
 • Confirmation bias/ascertainment effect: Thinking is preshaped by expectations, and providers seek confirmatory data while ignoring data that may lead to the correct diagnosis.
 • Triage cueing: Judgments made early in the patient care process predispose subsequent providers toward a particular decision.

BARRIERS TO EFFECTIVE ToCsNumerous factors predictably lead to errors when humans work in complex systems, including memory, vigilance, and attention to detail. These factors can be exacerbated when people are fatigued or stressed,  17 as happens often when providing emergency care to children. The emergency setting is especially prone to errors because of human as well as environmental factors,  4,  18 – 21 such as the following:
 • simultaneous management of multiple ill patients;
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 • frequent workflow interruptions;
 • wide fluctuations in patient volume;
 • shift work, staff changes;
 • authority gradients;
 • experience gradients within the health care environment;
 • limited knowledge of patients’ history and preexisting conditions;
 • high levels of diagnostic uncertainty; and
 • high decision density.When performed suitably, ToC practice promotes quality of care and protects patient safety by providing “audit points” for the detection and mitigation of failure,  22 for example, when the receiving health care provider may notice something overlooked by current providers. 23 Adequate ToC procedures offer the opportunity for rescue and recovery when situations are unclear or a practitioner’s thinking is incomplete. 1 Allowing patients to be a part of the ToC process by using “bedside” handoffs has been shown to have positive outcomes for patients and the health care team, including increased patient satisfaction and patient involvement in their own care, with the potential for improved patient safety. 24– 26 A physician exchange of information at bedside was shown to be a patient-preferred methodology that encourages patients to participate in their care. 27

WHY STRUCTURE ToCs?Consistently structuring 2-way, open, and concise communication provides a means for ensuring consistent, high-quality ToCs. 4 By using information from other high-risk industries, such as aerospace, nuclear power, and aviation, health care providers may learn the value of scripted, precise, unambiguous, impersonal, and efficient language embedded within a framework that allows opportunity for reassessing 

clinical reasoning and providing read-back of information. Benefits include the following:
 • Memory trigger: Omitted information and faulty communication processes were identified as the root cause of most errors linked to ToCs. 10 Structured and consistent processes and the use of checklists serve as a memory trigger during ToCs.
 • Opportunity to ask and respond to questions: As part of the 2008 National Patient Safety Goals, The Joint Commission published specific recommendations on physician ToCs, including the need for a standardized ToC process involving certain elements and the opportunity to ask and respond to questions. 28
 • Mitigation of authority gradients: Authority gradients in the workplace can stand in the way of communication. 29 Adopting structured and consistent communication strategies helps put all team members on a level playing field while they work together to keep patients safe. 1 One study found that role variability (information provider versus receiver) created conflicts that made quality-improvement efforts challenging, and the research team hypothesized that these challenges would transfer to different contexts and health care professions. 14
 • Mitigation of experience gradients: Experience gradients can also pose challenges because of varying opinions regarding the best method for ToCs. The results of a multimethod study of ToCs during nursing shift changes by Carroll et al 20 showed “considerable variability” in ToC practices originating from novice versus more experienced nurses.
 • Limiting diagnosis momentum: ToCs very frequently transmit judgments about severity of illness, diagnostic considerations, or 

patient prospects. 2 A structured and consistent ToC that explicitly states the severity of illness and cardinal features with diagnostic considerations will prevent transmitting certainty in diagnosis when uncertainty remains. 21 The opportunity to question or discuss these judgments in a structured, nonthreatening ToC setting can prevent bias in the continuation of care. 30
 • Promotion of family-centered care: Because pediatric patients may lack the communication skills, knowledge, and/or intelligence to participate meaningfully in their own care, it is especially important to consider family presence as a standard means to involving patients in their own care. Honoring the context of the patient’s family, culture, values, and goals will result in better health care, safety, and patient satisfaction. 31 Structuring ToC processes to be clear, concise, and nonjudgmental will facilitate patient- and family-centered care in the ED.

IDENTIFIED STRATEGIES FOR ToCsToCs in the ED ought to adhere to Grice’s maxims of quality, quantity, relevance, and clarity. 32 Little evidence supports the superiority of any 1 model of ToC. In general, strategies will define the following components in each setting:
 • who (participants [single, multidisciplinary]), 
 • where (location [central, bedside]), 
 • what (method of information exchange [written, oral]), and
 • how (use of adjuncts [templates, mnemonics, computers]).Recognizing barriers to effective communication at the time of a ToC, such as environmental distractions or interruptions, is crucial to enhancing the process. Mitigating these 
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barriers may include transitioning care in a separate or protected area, performing the ToC in the presence of patients and families, or assigning shift overlap periods to be devoted to ToCs. 18 Allowing multiple concurrent conversations between individuals also is a barrier to effective ToC communication. 33 Other recommendations to improve the ToC process include training sessions, senior supervision, and the use of electronic aids. 34 The following 5 principles reflect effective ToCs 23:
 • assigned accountability for tasks and outcomes;
 • clear and direct communication of treatment plans, follow-up expectations, and contingency plans;
 • timely feedback and feed-forward with read-back of information;
 • involvement of the patient and family members, unless inappropriate; and
 • respect of the hub of coordination of care, which is patient centered and could be the medical home or admitting service, specifically when transitioning care out of the emergency setting.Assigning accountability is important to avoid duplication or omission of care. A structured ToC process will define the point at which 1 provider stops providing care and the next provider begins providing care. One example of a shift-to-shift ToC strategy that has been tested in the pediatric setting is the I-PASS (Illness severity, Patient summary, Action list, Situation awareness and contingency plans, Synthesis by receiver) handoff model. A prospective intervention study on inpatient units at 9 pediatric residency training programs in the United States showed reductions in medical errors, reductions in preventable adverse events, and improvements in communication. 35Increasing the adoption of electronic health records (EHRs) has led to 

further innovation in ToC procedures, and increased ToC accuracy has been shown. 36 Pediatric trainees who were introduced to a ToC bundle, including training, a mnemonic, and a new team structure, were noted to decrease medication errors and preventable adverse events in pediatric patients admitted to the hospital, whereas a computerized ToC tool linked to the EHR was noted to further reduce omissions of key ToC information. 37 Consensus groups suggest that the short-term target of efforts to establish electronic transfers of information will focus on defining some universally, nationally defined set of core transfer information. 23One area in which the EHR may be expected to be used effectively is during the transition from the ED to an inpatient unit. An examination of ToC practices at 1 institution revealed the emerging practice of “chart biopsy.” 38 This phenomenon, which occurs after receiving notification of an admission, entails reviewing information by the receiving provider about the patient from the EHR before the live ToC process begins. Chart biopsy was noted to serve 3 functions:1. provide an overview of the patient;2. prepare for ToC process and subsequent care; and3. defend against potential cognitive biases by allowing independent perspectives to emerge; for instance, reviewing the chart allows the admitting provider to develop his or her own understanding of the patient and may reveal laboratory test data that just became available, which may change the appropriateness of admitting the patient or placing the patient on a particular service.It is postulated that “chart biopsy” may enrich the quality of the ToC by allowing receiving providers to enter the ToC as active participants 

rather than as passive recipients of information.An alternate view is to decrease the number of ToCs altogether, which could be accomplished by allowing a buffer of time between shift changes, either by scheduling overlapping shifts or by protecting the departing provider from acquiring new patients at the end of the shift. 3 Methods to encourage quality ToCs, such as compensation for the time spent signing out or development of incentivized performance-based quality metrics, can be considered.Although standardizing ToC practices is important for quality transitioning of care, individual institutions may need to tailor the recommended techniques to fit their unique settings. Institutions are encouraged to choose a structured and consistent ToC model that can be adopted across the entire enterprise, with location-specific modifications, to further emphasize the benefits of standardization. ED provider groups are encouraged to establish a consensus on near-end-of-shift practices, and outgoing providers would pattern their patient involvement during the pretransition period in a like manner. 39The Supplemental Information contains lists of standardized ToC models. Models that have been developed or studied in the emergency or acute care setting include Safer Sign Out (from the Emergency Medicine Patient Safety Foundation),  40 ASHICE, CUBAN,DeMIST, MIST, ISBARQ, SHARED, and SOAP.
MANAGING SPECIFIC ToC SITUATIONS

Prehospital to EDEmergency medical services (EMS) providers usually have only 1 opportunity to convey information about a patient to ED personnel. If this ToC detailing initial vital signs and the events leading up to the ED 
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visit is not received in real time, ED clinicians track down run sheets or wait for patient care records to be printed or downloaded. 41 ED staff receiving patients from ambulance crews will naturally be focused on their own initial assessment of the patient, which often distracts them from listening carefully to the ambulance crew’s ToC. Any information that was not handed over verbally, not recorded on the patient report form, or not retained by ED staff may be lost forever after the ambulance crew leaves. 33 A review of a quality-improvement database in which ToC from EMS to ED was observed revealed that a significant amount of basic and key clinical information was not passed from EMS to ED staff. 42Information that is strongly encouraged to be included in a ToC from EMS to ED includes the following:
 • vital signs;
 • attempts at procedures;
 • medications administered;
 • clinical status and examination findings, including changes in patient condition during transport;
 • health history and preexisting conditions;
 • allergies; and
 • estimated weight (by length-based tape or parental report).Focus groups of EMS providers have identified 4 potential ways to improve the structure and process of ToCs 43:
 • communicate directly with the ED provider responsible for the patient’s care;
 • increase interdisciplinary feedback, transparency, and shared understanding of scope of practice;
 • standardize some (but not all) aspects of the handoff; and
 • harness technology to close gaps in information exchange.

When transporting a patient from a nonhome setting, such as a school, child care, or medical office, EMS providers may bring consent or health history documents maintained at that location. In the setting of trauma, the mechanism of injury reported to EMS personnel is an important data point. Especially important are pieces of information or visual clues to potential nonaccidental trauma or neglect that may be noted at the scene by prehospital providers. To aid in family reunification, it is important for the ToC from EMS providers to include information about the condition and destination of family members. EMS providers also can serve a valuable role in triage and disaster resource utilization during mass casualty incidents by relaying information regarding scene information and number of potential victims.
Provider to Provider Within the EDHealth care providers working in EDs can be expected to transition the care of all patients under their care frequently, during or at the end of shifts. Maintaining low rates of error and harm in this high-risk environment necessitates that any ToC be accomplished in an effective, orderly, and predictable manner. It is important for a ToC to reflect the multidisciplinary needs of ED patients, and the most favorable environment may include the presence of physician and nursing providers as well as other relevant ancillary staff to discuss ToC information as a team. 44 Recognized models for effective team communication include SHARED (Situation, History, Assessment, Requirements, Evaluation, Documentation), TeamSTEPPS (Team Strategies and Tools to Enhance Performance and Patient Safety), iSoBAR (Identify, Situation, Observations, Background, Agreed Plan & Accountability, Read Back), 

and SBAR (Situation, Background, Assessment, Recommendation) models. 45,  46 An important consideration is that systematic studies have noted that, until further evidence is gathered, no model can be recommended over another, and ToC processes at shift change or change-of-duty will follow the overarching principles discussed throughout this statement.Bedside handoffs respond directly to several of The Joint Commission’s National Patient Safety Goals, which address patient identification, communication among health care providers, and patients’ involvement in their own care. 47,  48 Embedding bedside handoffs into institutional culture and into individual practice has been challenging. 49 A 2007 survey reported that bedside rounds during shift changes took place in only 24% of EDs participating in the Pediatric Emergency Care Applied Research Network. 50An algorithm presented by the Council of Emergency Medicine Residency Directors’ Transitions of Care Task Force describes the execution of the ToC process, based on survey responses from emergency medicine faculty and residents and ED nurses.51 Steps include the following:
 • setting an uninterrupted time and space with access to medical records;
 • presence of as many health care team members as possible;
 • prioritizing discussion of high-risk patients first;
 • structured sign-out to identified receiving provider for each patient; and
 • closing the loop (invitation for questions, documentation of ToC).The Australasian College of Emergency Medicine Guideline also notes that scheduling should allow protected time for ToC rounds to occur during working hours. 45
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ED to ConsultantThe lack of proper and timely communication between the ED and consultants also can place patients at risk. Although there is transfer of information between 2 services regarding patient information as well as shared responsibility for a patient, consultations are distinctly different from patient ToC, in which the responsibility of care is completely transferred. Furthermore, there is no accepted standard of ED provider to consultant communication. This situation has prompted researchers to consider a “taxonomy” of ED consultations and conceptual flow for engaging outside expertise. 52 Because of the implied sharing of responsibility for the patient, structured and consistent ToC processes will delineate the responsibility of each provider for patient care, whether that includes collaborative care, comanagement, or solely recommendations to the ED provider. If patients are transported out of the ED for specialist consultation, evaluation, or testing, another ToC will occur at the time that the patient returns to the ED setting. Communication between ED providers and consultants is an area for future investigation.
Transfer From ED to Receiving 
FacilityTransferring patients from the ED to outside facilities will nearly always preclude face-to-face communication; however, it need not preclude 2-way communication and the opportunity to answer questions. There are aspects of interfacility transfer of patients that are governed by the Emergency Medical Treatment and Labor Act,  53 and hospitals are encouraged to be familiar with these obligations. 54 Safe interfacility transfer of patients out of the ED will be aided by having interfacility transfer guidelines in place. Sample transfer checklists, which could be used to script a transfer ToC that is 

inclusive of information necessary for the EMS transport service, as well as the accepting facility’s service, are available from the EMS for Children National Resource Center. 55
ED to Inpatient SettingThere is a paucity of pediatric specific literature regarding ED to inpatient transitions; however, many of the same challenges existing in general emergency care apply to pediatric patients. In addition, the inability of young pediatric patients to verbalize their condition invites further opportunity for adverse events. The general concepts of transfer of information, responsibility, and authority 56 apply to ToCs from ED to inpatient units as well as intradepartmental ToCs or transfers to outside facilities.An ineffective ToC from the ED is a well-identified source of adverse events and near misses for inpatients 57 and is implicated in nearly one-quarter of ED malpractice claims. 58 Communication defects between the ED and inpatient team are the primary source of faulty ToCs, with up to 50% to 60% of handoffs omitting vital information,  59,  60 regardless of provider experience. Poor communication may occur because of lack of communication and ToC training, 59 – 61 uncertain diagnoses, lack of complete results of testing, discrepancies of expectations, and potentially contradictory goals of the ED and inpatient providers 44,  62, 63 as well as cognitive errors caused by inheriting the thoughts of others about the patient’s condition. 64 Workplace and human factors engineering within the ED and pediatric ED, such as frequency of interruptions,  65 background noise,  66,  67 and the wide variety of patient conditions and unique patient needs, further complicate the ToC from ED to inpatient units.When admitting a patient from the ED to the inpatient setting, information may be shared between 

clinicians, but the patient’s physical location may make it difficult for the clinician who has assumed responsibility for patient care to assume control at the same time. For instance, when admitted patients are boarded in the ED or when the inpatient provider is not free to attend to the patient promptly, confusion may exist as to the actual transfer of responsibility for care. Furthermore, a ToC may occur separately for each provider type (physician, nurse, etc). The lack ofa coordinated transition between health care providers may result in communication of different depth and content of information, which could cause delays in care. Laboratory and imaging results may not be available until after the ToC, and patients may have a continued need for “as needed” medications. 2 Structured and consistent ToC processes that include an unambiguous transfer of authority and responsibility for pending and future care would delineate how to proceed in such cases, thereby avoiding confusion.The American College of Emergency Physicians offers several suggestions to improve ToCs from EDs to inpatient units. These include reducing interruptions and distractions during ToCs, incorporating 2-way communication with read-back to confirm understanding, promoting formal education for trainees and attending physicians, practicing and evaluating department-specific ToCs, and considering standardized ToC procedures specific to the needs of each facility,  12 recognizing that no single ToC method will meet the needs of all departments. 7,  68 A subsequent 2014 survey of 8 teaching hospitals revealed the use of standardized tools in 18% of ToCs from EDs to inpatient units and formal education of less than one-third of physicians. 69
6
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Specific to pediatric patients, Bigham et al 70 used several of these processes when studying pediatric transfers from EDs to inpatient units within a broader handoff project involving 23 children’s hospitals. The study focused on interventions addressing defined ToC intent, content, and process, the latter including the use of standard format, tools, and clear and timely transition of responsibility. Results revealed a significant decrease in ToC-related care failures, from 37.2% to 13.4%, with an accompanying increase in staff satisfaction.
ED to Medical HomeAlthough literature exists on ToCs from the inpatient to the outpatient setting, effective means of transferring care back to the medical home after an acute care visit has not been well studied. Examples of communication from the ED to the medical home include phone calls and automated faxes or e-mails withdetails of the patient visit.Two-way ToC processes may not be feasible for every patient seen in the ED; however, patients discharged with pending studies or consults may warrant such communication, and this ToC is especially important for medically complex patients. Direct provider-to-provider communications may be the expectation based on the complexity or severity of the patient’s condition. If the patient’s status is critical (ie, requiring admission to an ICU or a grave new diagnosis made) or if the patient dies, a phone call between the ED and primary care provider may enable the primary care provider to support the patient or family.It is important for the acute care setting to perform medication reconciliation at the time of discharge and to communicate newly prescribed medications to the medical home. EDs may consider adding the resources necessary to accomplish this. EHRs may be able 

to generate ED visit summaries that provide adequate 1-way ToC information, including date of service, treatments received, study results, diagnosis, and follow-up plan. Institutions are encouraged to inquire about how the use of the EHR for communication with the medical home may qualify as “meaningful use” in the Medicare and Medicaid EHR Incentive Programs.Transferring care back to the medical home is a shared responsibility between the acute care setting and outpatient setting. The American Medical Association published a consensus report on the responsibilities of ambulatory practices in ToCs. 71 This report focused mainly on inpatient teams to ambulatory teams but emphasized the importance of both teams being responsible and accountable for communication that would ensure a safe care transition. The report states that, in most instances, the ambulatory practice is best situated to take lead responsibility for these tasks, because the ambulatory practice will be responsible for providing ongoing care to the patient.
TEACHING ToCsA standardized procedure needs to be developed for trainees within emergency medicine residency and fellowship programs 72 as well as nursing and allied health training programs. With the initiation of resident duty hour limits, more frequent ToCs in academic medicine raise the potential for more safety concerns. 73 A survey of emergency residency programs revealed that 75% had no formal didactic training and 90% had no written policy about ToCs. 9Numerous organizations, including The Joint Commission 74 and the Institute of Medicine,  75 call for formal attention to ToCs involving trainees. The Emergency Medicine Milestones Project, supported by 

the Society for Academic Emergency Medicine and the American Board of Emergency Medicine, along with the Accreditation Council for Graduate Medical Education (ACGME), identifies effective ToCs as a competency of all graduating emergency medicine residents. 76 The ACGME, a professional organization responsible for the accreditation of numerous residency education programs, requires specific attention to ToC procedures in both residency and fellowship training programs, creating common standards for all training programs. 77 The American Association of Colleges of Nursing also includes knowledge of and ability to perform appropriate ToC practices as a competency for graduate nursing.78 Despite the recognized need for standardized tools and procedures at each site, the ACGME recognizes that each site may have different needs and will not use the same templates or tools. 68ToC concepts apply to practitionersbeyond the training period. Withthe use of learner-identified ToCmilestones, a longitudinal education and evaluation curriculum that uses tool- and simulation-based education modules has been developed for all levels of learners, from medical student through faculty. 79 TheAmerican Board of Pediatricsoffers a handoff improvementproject for pediatric emergency physicians within its Maintenance of Certification category 4 program. 80Future professional developmentprograms may offer furtheropportunity to train providers.
ADDRESSING AUTHORITY GRADIENTS 
WITHIN SIMULATIONSThe concept of authority gradients was introduced to the health care community in “To Err Is Human: Building a Safer Health System, ” 11 yet the role of authority gradients in communication breakdowns and in resulting medical error has 
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only recently received attention in the health care literature. 21 In acknowledgment of this concept, research has been conducted that incorporates the authority gradient into simulation exercises. Two such studies showed that when a health care team was presented with an acute situation in which patient safety was at risk, neither nurses nor resident physicians usually were successful in challenging erroneous orders given by the attending physician, even when they recognized the orders as potentially harmful. 81,  82 The results of these studies were consistent with the current literature on the effects of authority gradients and suggest that incorporating the concept into multidisciplinary simulations may be beneficial to building team communication skills and strengthening handoff processes.
RECOMMENDATIONS1. All EDs that care for children are strongly encouraged to implementa structured and consistent approach to ToC communications, spanning the entire continuum of patient acute care, including prehospital care, ED shift changes, consultations with specialists, admitting patients to the hospital, and transferring care back to the medical home.2. ToC communication should attempt to be patient- and family-centered, involving patients and/or caregivers at every transition along the continuum of acute care.3. ED staff members who provide care for children should receive training and education on structured ToC processes as part of the institution’s implementation process.4. Trainees in programs including pediatrics, pediatric emergency medicine, emergency medicine, family medicine, physician assistant, advanced practice 

nursing, paramedicine, respiratory therapy, and nursing should receive formal training and education on structured and consistent ToC practices. ToC training in pediatric emergency medicine education programs should be structured; the use of simulation training should be considered. Nontrainees should be offered training in ToC advancements via maintenance of certification or other continuing education activities.5. EDs that provide care for children are encouraged to work with local EMS agencies to develop a structured and consistent ToC process or script that encompasses vital signs, clinical status, patient care, pertinent history and examination findings, mechanism of injury, and scene safety information.6. EDs that provide care for children should have interfacility transfer guidelines in place.7. Studies comparing ToC models in the ED setting are encouraged. Standardized, validated process and outcome metrics are recommended to evaluate the effectiveness of ToC processes of care.8. Institutions should keep their information technology department included in the planning and implementation of structured and consistent ToC processes and abreast of developments in EHR technologies.
LEAD AUTHORS

Toni K. Gross, MD, MPH, FAAP
Lee S. Benjamin, MD, FAAP, FACEP
Elizabeth Stone, MSN

AMERICAN ACADEMY OF PEDIATRICS, 
COMMITTEE ON PEDIATRIC EMERGENCY 
MEDICINE, 2014–2015

Joan E. Shook, MD, MBA, FAAP, Chairperson
Thomas H. Chun, MD, MPH, FAAP
Gregory P. Conners, MD, MPH, MBA, FAAP

Edward E. Conway Jr, MD, MS, FAAP
Nanette C. Dudley, MD, FAAP
Susan M. Fuchs, MD, FAAP
Natalie E. Lane, MD, FAAP
Charles G. Macias, MD, MPH, FAAP
Brian R. Moore, MD, FAAP
Joseph L. Wright, MD, MPH, FAAP

LIAISONS

Kim Bullock, MD – American Academy of Family 
Physicians
Elizabeth Edgerton, MD, MPH, FAAP – Maternal 
and Child Health Bureau
Toni K. Gross, MD, MPH, FAAP – National 
Association of EMS Physicians
Tamar Magarik Haro – American Academy of 
Pediatrics Department of Federal Affairs
Lee Benjamin, MD, FAAP – American College of 
Emergency Physicians
Angela Mickalide, PhD, MCHES – EMS for Children 
National Resource Center
Paul Sirbaugh, DO, MBA, FAAP – National 
Association of Emergency Medical Technicians
Sally K. Snow, RN, BSN, CPEN, FAEN – Emergency 
Nurses Association
David W. Tuggle, MD, FAAP – American College of 
Surgeons
Cynthia Wright, MSN, RNC – National Association 
of State EMS Of cials

STAFF

Sue Tellez

AMERICAN COLLEGE OF EMERGENCY 
PHYSICIANS, PEDIATRIC EMERGENCY 
MEDICINE COMMITTEE, 2013–2014

Lee S. Benjamin, MD, FACEP, Chairperson
Isabel A. Barata, MD, FACEP, FAAP
Kiyetta Alade, MD
Joseph Arms, MD
Jahn T. Avarello, MD, FACEP
Steven Baldwin, MD
Kathleen Brown, MD, FACEP
Richard M. Cantor, MD, FACEP
Ariel Cohen, MD
Ann Marie Dietrich, MD, FACEP
Paul J. Eakin, MD
Marianne Gausche-Hill, MD, FACEP, FAAP
Michael Gerardi, MD, FACEP, FAAP
Charles J. Graham, MD, FACEP
Doug K. Holtzman, MD, FACEP
Jeffrey Hom, MD, FACEP
Paul Ishimine, MD, FACEP
Hasmig Jinivizian, MD
Madeline Joseph, MD, FACEP
Sanjay Mehta, MD, Med, FACEP
Aderonke Ojo, MD, MBBS
Audrey Z. Paul, MD, PhD
Denis R. Pauze, MD, FACEP
Nadia M. Pearson, DO
Brett Rosen, MD
W. Scott Russell, MD, FACEP
Mohsen Saidinejad, MD
Harold A. Sloas, DO

8
by guest on October 31, 2016Downloaded from 



PEDIATRICS Volume  138 , number  5 ,  November 2016 

Gerald R. Schwartz, MD, FACEP
Orel Swenson, MD
Jonathan H. Valente, MD, FACEP
Muhammad Waseem, MD, MS
Paula J. Whiteman, MD, FACEP
Dale Woolridge, MD, PhD, FACEP

FORMER COMMITTEE MEMBERS

Carrie DeMoor, MD
James M. Dy, MD
Sean Fox, MD
Robert J. Hoffman, MD, FACEP
Mark Hostetler, MD, FACEP
David Markenson, MD, MBA, FACEP
Annalise Sorrentino, MD, FACEP
Michael Witt, MD, MPH, FACEP

STAFF

Dan Sullivan
Stephanie Wauson

EMERGENCY NURSES ASSOCIATION, 
PEDIATRIC COMMITTEE, 2014–2015

Robin L. Goodman, MSN, RN, CPEN – 2014 Chair
Rose M. Johnson, RN – 2015 Chair
Warren D. Frankenberger, MSN, RN, CCNS
Mindi L. Johnson, MSN, RN
Jerri Lynn Zinkan, MPH, BSN, RN, CPEN
Heather Martin, DNP, MS, RN, PNP-BC
Justin Milici, MSN, RN, CEN, CPEN, CFRN, CCRN
Tiffany Young, BSN, RN, CPNP

BOARD LIAISONS

Sally K. Snow, BSN, RN, CPEN, FAEN – 2014
Ellen Encapera, RN, CEN – 2015

STAFF LIAISONS

Marlene Bokholdt, MS, RN, CPEN
Leslie Gates

ABBREVIATIONSACGME:  Accreditation Council for Graduate Medical EducationED:  emergency departmentEHR:  electronic health recordEMS:  emergency medical servicesToC:  transition of care
REFERENCES

  1.  Pruitt CM, Liebelt EL. Enhancing patient 
safety in the pediatric emergency 
department: teams, communication,
and lessons from crew resource 
management. Pediatr Emerg Care. 
2010;26(12):942–948; quiz 949–951

2.  Cohen MD, Hilligoss PB. The published 
literature on handoffs in hospitals: 
defi ciencies identifi ed in an extensive 
review. Qual Saf Health Care. 
2010;19(6):493–497

3.  Cheung DS, Kelly JJ, Beach C, et al; 
Section of Quality Improvement 
and Patient Safety, American 
College of Emergency Physicians. 
Improving handoffs in the emergency 
department. Ann Emerg Med. 
2010;55(2):171–180

4.  Dhingra KR, Elms A, Hobgood C. 
Reducing error in the emergency 
department: a call for standardization 
of the sign-out process. Ann Emerg 
Med. 2010;56(6):637–642

5.  Bomba DT, Prakash R. A description of 
handover processes in an Australian 
public hospital. Aust Health Rev. 
2005;29(1):68–79

6.  Horwitz LI, Moin T, Krumholz HM, 
Wang L, Bradley EH. Consequences 
of inadequate sign-out for 
patient care. Arch Intern Med. 
2008;168(16):1755–1760

7.  Foster S, Manser T. The effects of 
patient handoff characteristics on 
subsequent care: a systematic review 
and areas for future research. Acad 
Med. 2012;87(8):1105–1124

8.  Halm MA. Nursing handoffs: ensuring 
safe passage for patients. Am J Crit 
Care. 2013;22(2):158–162

9.  Sinha M, Shriki J, Salness R, Blackburn 
PA. Need for standardized sign-out in 
the emergency department: a survey 
of emergency medicine residency 
and pediatric emergency medicine 
fellowship program directors. Acad 
Emerg Med. 2007;14(2):192–196

10.  Arora V, Johnson J, Lovinger 
D, Humphrey HJ, Meltzer DO. 
Communication failures in patient 
sign-out and suggestions for 
improvement: a critical incident 
analysis. Qual Saf Health Care. 
2005;14(6):401–407

11.  Institute of Medicine, Committee on 
Quality of Health Care in America. 
In: Kohn LT, Corrigan J, Donaldson 
MS, eds. To Err Is Human: Building a 
Safer Health System. Washington, DC: 
National Academies Press; 2000

12.  American College of Emergency 
Physicians. Available at: www. acep. org/ 

workarea/ DownloadAsset. aspx? id= 
91206. Accessed September 28, 2015

  13.  Croskerry P. From mindless to mindful 
practice--cognitive bias and clinical 
decision making. N Engl J Med. 
2013;368(26):2445–2448

  14.  Croskerry P, Singhal G, Mamede S. 
Cognitive debiasing 1: origins of bias 
and theory of debiasing. BMJ Qual Saf. 
2013;22(suppl 2):ii58–ii64

  15.  Croskerry P, Singhal G, Mamede S. 
Cognitive debiasing 2: impediments to 
and strategies for change. BMJ Qual 
Saf. 2013;22(suppl 2):ii65–ii72

  16.  Beach C, Croskerry P, Shapiro M; 
Center for Safety in Emergency Care. 
Profi les in patient safety: emergency 
care transitions. Acad Emerg Med. 
2003;10(4):364–367

  17.  Reason JT. Human Error. New York, NY: 
Cambridge University Press; 1990

  18.  Krug SE, Frush K; Committee on 
Pediatric Emergency Medicine. 
Patient safety in the pediatric 
emergency care setting. Pediatrics. 
2007;120(6):1367–1375

  19.  Croskerry P, Sinclair D. Emergency 
medicine: a practice prone to error? 
CJEM. 2001;3(4):271–276

  20.  Carroll JS, Williams M, Gallivan 
TM. The ins and outs of change of 
shift handoffs between nurses: a 
communication challenge. BMJ Qual 
Saf. 2012;21(7):586–593

  21.  Cosby KS, Croskerry P. Profi les in 
patient safety: authority gradients 
in medical error. Acad Emerg Med. 
2004;11(12):1341–1345

  22.  Manser T, Foster S, Gisin S, Jaeckel D, 
Ummenhofer W. Assessing the quality 
of patient handoffs at care transitions. 
Qual Saf Health Care. 2010;19(6):e44

  23.  Snow V, Beck D, Budnitz T, et al; 
American College of Physicians; 
Society of General Internal Medicine; 
Society of Hospital Medicine; American 
Geriatrics Society; American College 
of Emergency Physicians; Society 
of Academic Emergency Medicine. 
Transitions of care consensus 
policy statement: American College 
of Physicians-Society of General 
Internal Medicine-Society of Hospital 
Medicine-American Geriatrics Society-
American College of Emergency 
Physicians-Society of Academic 

9
by guest on October 31, 2016Downloaded from 



FROM THE AMERICAN ACADEMY OF PEDIATRICS

Emergency Medicine. J Gen Intern Med. 
2009;24(8):971–976

  24.  Tidwell T, Edwards J, Snider E, et al. 
A nursing pilot study on bedside 
reporting to promote best practice 
and patient/family-centered care. 
J Neurosci Nurs. 2011;43(4):E1–E5

  25.  Maxson PM, Derby KM, Wrobleski 
DM, Foss DM. Bedside nurse-to-nurse 
handoff promotes patient safety. 
Medsurg Nurs. 2012;21(3):140–144; 
quiz 145

  26.  Chaboyer W, McMurray A, Johnson 
J, Hardy L, Wallis M, Sylvia Chu 
FY. Bedside handover: quality 
improvement strategy to “transform 
care at the bedside”. J Nurs Care Qual. 
2009;24(2):136–142

  27.  Lehmann LS, Brancati FL, Chen MC, 
Roter D, Dobs AS. The effect of bedside 
case presentations on patients’ 
perceptions of their medical care. 
N Engl J Med. 1997;336(16):1150–1155

  28.  Revere A, Eldridge N; VA National 
Center for Patient Safety. Joint 
Commission National Patient Safety 
Goals for 2008. Topics in Patient Safety. 
2008: 12(1):1-4. Available at: www. 
patientsafety. va. gov/ docs/ TIPS/ TIPS_ 
JanFeb08. pdf. Accessed September 16, 
2015

  29.  Cosby KS, Roberts R, Palivos L, et al. 
Characteristics of patient care 
management problems identifi ed in 
emergency department morbidity and 
mortality investigations during 15 
years. Ann Emerg Med. 2008;51(3):251–
261, 261.e1

  30.  Angela Munasque. Thinking about 
thinking: heuristics and the emergency 
physician. Emergency Medicine 
News. October 2009. Available at: 
http:// journals. lww. com/ em- news/ 
Documents/ Cognitiveautopsy. pdf. 
Accessed September 16, 2015

  31.  O’Malley PJ, Brown K, Krug SE; 
Committee on Pediatric Emergency 
Medicine. Patient- and family-centered 
care of children in the emergency 
department. Pediatrics. 2008;122(2). 
Available at: www. pediatrics. org/ cgi/ 
content/ full/ 122/ 2/ e511

  32.  Cole P, Morgan J, eds. Logic and 
conversation: syntax and semantics. 
Vol. 3. In: Speech Acts. New York, NY: 
Academic Press; 1975:41–58

33.  Talbot R, Bleetman A. Retention of 
information by emergency department 
staff at ambulance handover: do 
standardised approaches work? 
Emerg Med J. 2007;24(8):539–542

34.  Thompson JE, Collett LW, Langbart 
MJ, et al. Using the ISBAR handover 
tool in junior medical offi cer 
handover: a study in an Australian 
tertiary hospital. Postgrad Med J. 
2011;87(1027):340–344

35.  Starmer AJ, Spector ND, Srivastava R, 
et al; I-PASS Study Group. Changes in 
medical errors after implementation 
of a handoff program. N Engl J Med. 
2014;371(19):1803–1812

36.  Palma JP, Sharek PJ, Longhurst CA. 
Impact of electronic medical record 
integration of a handoff tool on sign-
out in a newborn intensive care unit. 
J Perinatol. 2011;31(5):311–317

37.  Starmer AJ, Sectish TC, Simon DW, 
et al. Rates of medical errors and 
preventable adverse events among 
hospitalized children following 
implementation of a resident handoff 
bundle. JAMA. 2013;310(21):2262–2270

38.  Hilligoss B, Zheng K. Chart biopsy: an 
emerging medical practice enabled 
by electronic health records and its 
impacts on emergency department-
inpatient admission handoffs. J Am 
Med Inform Assoc. 2013;20(2):260–267

39.  Singer JI, Dean J. Emergency physician 
intershift handovers: an analysis of 
our transitional care. Pediatr Emerg 
Care. 2006;22(10):751–754

40.  Emergency Medicine Patient Safety 
Foundation. Safer sign out. Available 
at: http:// safersignout. com/ . Accessed 
September 16, 2015

41.  Landman ABLC, Lee CH, Sasson C, 
Van Gelder CM, Curry LA. Prehospital 
electronic patient care report systems: 
early experiences from emergency 
medical services agency leaders. PLoS 
One. 2012;7(3):e32692

42.  Panchal AR, Gaither JB, Svirsky I, 
Prosser B, Stolz U, Spaite DW. The 
impact of professionalism on transfer 
of care to the emergency department. 
J Emerg Med. 2015;49(1):18–25

43.  Meisel ZF, Shea JA, Peacock NJ, et al. 
Optimizing the patient handoff between 
emergency medical services and the 

emergency department. Ann Emerg 
Med. 2015;65(3):310–317.e1

  44.  Patterson ES, Roth EM, Woods DD, 
Chow R, Gomes JO. Handoff strategies 
in settings with high consequences 
for failure: lessons for health care 
operations. Int J Qual Health Care. 
2004;16(2):125–132

  45.  Australasian College for Emergency 
Medicine. Guideline on Clinical 
Handover in the Emergency 
Department. Melbourne, Australia: 
Australasian College for Emergency 
Medicine; 2010

  46.  Emergency Nurses Association. 
Position Statement: Patient Handoff/
Transfer. Des Plaines, IL: Emergency 
Nurses Association; 2013

  47.  The Joint Commission. 2015 National 
Patient Safety Goals. Available at: 
www. jointcommission. org/ standards_ 
information/ npsgs. aspx. Accessed 
September 16, 2015

  48.  Baker SJ. Bedside shift report 
improves patient safety and nurse 
accountability. J Emerg Nurs. 
2010;36(4):355–358

  49.  Gregory S, Tan D, Tilrico M, Edwardson 
N, Gamm L. Bedside shift reports: what 
does the evidence say? J Nurs Adm. 
2014;44(10):541–545

  50.  Shaw KN, Ruddy RM, Olsen CS, et al; 
Pediatric Emergency Care Applied 
Research Network. Pediatric patient 
safety in emergency departments: unit 
characteristics and staff perceptions. 
Pediatrics. 2009;124(2):485–493

  51.  Kessler C, Shakeel F, Hern HG, et al. An 
algorithm for transition of care in the 
emergency department. Acad Emerg 
Med. 2013;20(6):605–610

  52.  Kessler CS, Asrow A, Beach C, et al. The 
taxonomy of emergency department 
consultations—results of an expert 
consensus panel. Ann Emerg Med. 
2013;61(2):161–166

  53.  Centers for Medicare and Medicaid 
Services. Emergency Medical 
Treatment and Labor Act (EMTALA). 
Available at: https:// www. cms. gov/ 
Regulations- and- Guidance/ Legislation/ 
EMTALA/ index. html. Accessed August 
21, 2015

  54.  Centers for Medicare and Medicaid 
Services. Emergency Medical 
Treatment and Labor Act (EMTALA). 

10
by guest on October 31, 2016Downloaded from 



PEDIATRICS Volume  138 , number  5 ,  November 2016 

Available at: www. acep. org/ Clinical—
Practice - Management/ Focus- On—The- 
Emergency- Medical- Treatment- and- 
Labor- Act/ . Accessed September 16, 
2015

  55.  Emergency Medical Services for 
Children National Resource Center. 
Healthcare provider resources. 
Available at: www. emscnrc. org/ EMSC_ 
Resources/ Interfacility_ Transfer_ 
Toolbox. aspx#resources. Accessed 
September 16, 2015

  56.  Behara R, Wears RL, Perry SJ, et al. 
A conceptual framework for studying 
the safety of transitions in emergency 
care. In: Henriksen K, Battles JB, 
Marks ES, Lewin DI, eds. Advances 
in Patient Safety: From Research to 
Implementation. Volume 2: Concepts 
and Methodology. Rockville, MD: 
Agency for Healthcare Research and 
Quality; 2005

  57.  Horwitz LI, Meredith T, Schuur JD, Shah 
NR, Kulkarni RG, Jenq GY. Dropping the 
baton: a qualitative analysis of failures 
during the transition from emergency 
department to inpatient care. Ann 
Emerg Med. 2009;53(6):701.e4–710.e4

  58.  Kachalia A, Gandhi TK, Puopolo AL, 
et al. Missed and delayed diagnoses in 
the emergency department: a study 
of closed malpractice claims from 
4 liability insurers. Ann Emerg Med. 
2007;49(2):196–205

  59.  Maughan BC, Lei L, Cydulka RK. ED 
handoffs: observed practices and 
communication errors. Am J Emerg 
Med. 2011;29(5):502–511

  60.  Chang VY, Arora VM, Lev-Ari S, D’Arcy 
M, Keysar B. Interns overestimate 
the effectiveness of their hand-
off communication. Pediatrics. 
2010;125(3):491–496

  61.  Farhan M, Brown R, Woloshynowych 
M, Vincent C. The ABC of handover: 
a qualitative study to develop 
a new tool for handover in the 
emergency department. Emerg Med J. 
2012;29(12):941–946

  62.  Beach C, Cheung DS, Apker J, et al. 
Improving interunit transitions of 
care between emergency physicians 
and hospital medicine physicians: a 
conceptual approach. Acad Emerg 
Med. 2012;19(10):1188–1195

63.  Apker J, Mallak LA, Applegate EB III, 
et al. Exploring emergency physician-
hospitalist handoff interactions: 
development of the Handoff 
Communication Assessment. Ann 
Emerg Med. 2010;55(2):161–170

64.  Campbell SG, Croskerry P, Bond WF. 
Profi les in patient safety: a “perfect 
storm” in the emergency department. 
Acad Emerg Med. 2007;14(8):743–749

65.  Chisholm CD, Dornfeld AM, Nelson 
DR, Cordell WH. Work interrupted: a 
comparison of workplace interruptions 
in emergency departments and 
primary care offi ces. Ann Emerg Med. 
2001;38(2):146–151

66.  Buelow M. Noise level measurements 
in four Phoenix emergency 
departments. J Emerg Nurs. 
2001;27(1):23–26

67.  Ratnapalan S, Cieslak P, Mizzi T, 
McEvoy J, Mounstephen W. Physicians’ 
perceptions of background 
noise in a pediatric emergency 
department. Pediatr Emerg Care. 
2011;27(9):826–833

68.  Riesenberg LA, Leitzsch J, Little 
BW. Systematic review of handoff 
mnemonics literature. Am J Med Qual. 
2009;24(3):196–204

69.  Kessler C, Scott NL, Siedsma M, 
Jordan J, Beach C, Coletti CM. 
Interunit handoffs of patients and 
transfers of information: a survey of 
current practices. Ann Emerg Med. 
2014;64(4):343.e5–349.e5

70.  Bigham MT, Logsdon TR, Manicone 
PE, et al. Decreasing handoff-related 
care failures in children’s hospitals. 
Pediatrics. 2014;134(2). Available at: 
www. pediatrics. org/ cgi/ content/ full/ 
134/ 2/ e572

71.  Sokol PE, Wynia MK; American 
Medical Association, Expert Panel on 
Care Transitions. There and Home 
Again, Safely: Five Responsibilities of 
Ambulatory Practices in High Quality 
Care Transitions. Chicago, IL: American 
Medical Association; 2013. Available at: 
http:// selfmanagementall iance. org/ wp- 
content/ uploads/ 2013/ 11/ There- and- 
Home- Safely_ ambulatory- practices. pdf. 
Accessed September 16, 2015

72.  Volpp KG, Grande D. Residents’ 
suggestions for reducing errors in 

teaching hospitals. N Engl J Med. 
2003;348(9):851–855

  73.  Philibert I, Chang B, Flynn T, et al. 
The 2003 common duty hour 
limits: process, outcome, and 
lessons learned. J Grad Med Educ. 
2009;1(2):334–337

  74.  Arora V, Johnson J. A model for 
building a standardized hand-off 
protocol. Jt Comm J Qual Patient Saf. 
2006;32(11):646–655

  75.  Institute of Medicine, Committee on 
Optimizing Graduate Medical Trainee. 
(Resident) Hours and work schedules 
to improve patient safety. In: Ulmer C, 
Wolman D, Johns M, eds. Resident Duty 
Hours: Enhancing Sleep, Supervision, 
and Safety. Washington, DC: National 
Academies Press; 2008

  76.  Accreditation Council on Graduate 
Medical Education, American Board 
of Emergency Medicine. Emergency 
medicine milestones. 2011. Available 
at: https:// www. abem. org/ public/ 
publications/ emergency- medicine- 
milestones. Accessed September 28, 
2015

  77.  Riebschleger M, Philibert I. New 
standards for transitions of care: 
discussion and justifi cation. In: 
Philibert I, Amis S, eds. The ACGME 
2011 Duty Hour Standards: Enhancing 
Quality of Care, Supervision, and 
Resident Professional Development. 
Chicago, IL: Accreditation Council for 
Graduate Medical Education; 2011

  78.  American Association of Colleges 
of Nursing Education Consortium. 
Graduate-level QSEN competencies: 
knowledge, skills and attitudes. 
2012. Available at: www. aacn. nche. 
edu/ faculty/ qsen/ competencies. pdf. 
Accessed September 16, 2015

  79.  Farnan JM, Arora VM. A longitudinal 
approach to handoff training. Virtual 
Mentor. 2012;14(5):383–388

  80.  American Academy of Pediatrics. 
Improving shift transitions with 
briefi ng checklists in the Emergency 
Department. Available at: https:// 
qidata. aap. org/ briefi ngchecklist s/ 
welcome? sso= true& nfstatus= 401& 
nftoken= 00000000- 0000- 0000- 0000- 
000000000000& nfstatusdescripti on= 
ERROR%3 a+No+local+token. Accessed 
September 19, 2016

11
by guest on October 31, 2016Downloaded from 



FROM THE AMERICAN ACADEMY OF PEDIATRICS

  81.  Calhoun AW, Boone MC, Porter MB, 
Miller KH. Using simulation to address 
hierarchy-related errors in medical 
practice. Perm J. 2014;18(2):14–20

  82.  St Pierre M, Scholler A, Strembski 
D, Breuer G. Do residents and 
nurses communicate safety relevant 
concerns? Simulation study on 

the infl uence of the authority 
gradient [in German]. Anaesthesist.
2012;61(10):857–866

83.  Dekosky AS, Gangopadhyaya A, Chan B, 
Arora VM. Improving written sign-outs 
through education and structured 
audit: the UPDATED approach. J Grad 
Med Educ. 2013;5(2):335–336

  84.  Connor MP, Bush AC, Brennan J. 
IMOUTA: a proposal for patient
care handoffs. Laryngoscope. 
2013;123(11):2649–2653

  85.  Turner P. Implementation of 
TeamSTEPPS in the emergency 
department. Crit Care Nurs Q. 
2012;35(3):208–212

12
by guest on October 31, 2016Downloaded from 



DOI: 10.1542/peds.2016-2680
; originally published online October 31, 2016;Pediatrics

Pediatric Committee
Emergency Medicine Committee and EMERGENCY NURSES ASSOCIATION
Medicine, AMERICAN COLLEGE OF EMERGENCY PHYSICIANS Pediatric 
AMERICAN ACADEMY OF PEDIATRICS Committee on Pediatric Emergency

Handoffs: Transitions of Care for Children in the Emergency Department
 
 

 Services
Updated Information &

 /content/early/2016/10/27/peds.2016-2680.full.html
including high resolution figures, can be found at:

 Supplementary Material

 html
/content/suppl/2016/10/20/peds.2016-2680.DCSupplemental.
Supplementary material can be found at: 

References

/content/early/2016/10/27/peds.2016-2680.full.html#ref-list-1
at:
This article cites 66 articles, 17 of which can be accessed free

Subspecialty Collections

 /cgi/collection/emergency_medicine_sub
Emergency Medicine
the following collection(s):
This article, along with others on similar topics, appears in

Permissions & Licensing

 /site/misc/Permissions.xhtml
tables) or in its entirety can be found online at: 
Information about reproducing this article in parts (figures,

Reprints
 /site/misc/reprints.xhtml

Information about ordering reprints can be found online:

rights reserved. Print ISSN: 0031-4005. Online ISSN: 1098-4275.
Grove Village, Illinois, 60007. Copyright © 2016 by the American Academy of Pediatrics. All
and trademarked by the American Academy of Pediatrics, 141 Northwest Point Boulevard, Elk
publication, it has been published continuously since 1948. PEDIATRICS is owned, published, 
PEDIATRICS is the official journal of the American Academy of Pediatrics. A monthly

by guest on October 31, 2016Downloaded from 



DOI: 10.1542/peds.2016-2680
; originally published online October 31, 2016;Pediatrics

Pediatric Committee
Emergency Medicine Committee and EMERGENCY NURSES ASSOCIATION
Medicine, AMERICAN COLLEGE OF EMERGENCY PHYSICIANS Pediatric 
AMERICAN ACADEMY OF PEDIATRICS Committee on Pediatric Emergency

Handoffs: Transitions of Care for Children in the Emergency Department
 
 

 
 /content/early/2016/10/27/peds.2016-2680.full.html

located on the World Wide Web at: 
The online version of this article, along with updated information and services, is

 

of Pediatrics. All rights reserved. Print ISSN: 0031-4005. Online ISSN: 1098-4275.
Boulevard, Elk Grove Village, Illinois, 60007. Copyright © 2016 by the American Academy 
published, and trademarked by the American Academy of Pediatrics, 141 Northwest Point
publication, it has been published continuously since 1948. PEDIATRICS is owned, 
PEDIATRICS is the official journal of the American Academy of Pediatrics. A monthly

by guest on October 31, 2016Downloaded from 


