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R
esident physicians are inserted into the challenging

context of the inpatient unit to meet the twin aims of

learning and provision of care for patients. The

institution of national limits on resident hours in 2003 has

focused attention on the patient handoff as a critical time

when failures in information transfer may produce

subsequent errors in care. Errors attributed to problems

with the handoff encompass failure to relay vital

information about a patient’s status, including likely

contingencies and recommendations for how to respond

that may not be transferred to the next physician or may not

be fully understood by the recipient. A consequence can be

failure to rescue, defined as overlooking or failing to prevent

clinical deterioration of a patient from a complication or

underlying illness.1

Much of the work to improve patient handoffs has

focused on enhancing communication and access to data.

Yet the handoff is first and foremost a clinical task that

relies on participants’ ability to discern and interpret

information about the patient’s condition, including the

likelihood that it will worsen and the warning signs that this

is occurring.2 Development of clinical acumen is critical to

the emergence of this aspect of handoff skills that allows

residents to convey this information when they are in the

role as the outgoing physician and to understand it when

they are the recipient.

Supervision and Preoccupation With Failure
Focus on the handoff has resulted in education modules,

development of electronic data systems, and use of

simulation and other methods to improve resident

preparedness. These are important measures but they may

be insufficient, given the clinical autonomy of residents in

some specialties. A 2008 Institute of Medicine

subcommittee report on resident hours called for better

education of residents to conduct handoffs and for

enhanced supervision, particularly for residents early in

their training.3 Combining the 2 recommendations could

create a model in which senior residents are responsible for

teaching their junior colleagues how to hand off and

supervise their practice early in residency. Participation of

residents with greater clinical experience is likely to reduce

information-transfer errors and omissions, particularly

elements of the handoff that require clinical skills to

recognize complications and patient deterioration. Good

clinical information is important to the handoff, as

demonstrated by at least 1 study in which bedside handoffs

with the ability to view and examine patients in the presence

of other personnel with extensive knowledge about patients

were associated with reduced odds for errors attributed to

the handoff.4 The approach is similar to that of cockpit

crews who expand their definition of members to include

others such as flight attendants, air traffic controllers, and

group personnel, which offers access to a larger number of

cognitive resources.5 It also allows conversations during

flight management that examine the premises of the

outgoing and incoming teams for areas of error and

potential failure.6

Preoccupation with failure is an attribute of high-

reliability organizations (HROs). These organizations seek

to reduce error in organizational processes through a focus

on areas of potential failure.7 Having senior residents and

other health care personnel, such as nurses, participate in

junior residents’ handoffs is congruent with the high-

reliability organization concept of preoccupation with

failure; it increases the ability of the system to detect

deterioration of patients as well as errors and omissions in

transfer of information. Handoffs are complex clinical acts;

introducing redundancy (another set of eyes and ears)

reduces the risk of errors in transmission, and feedback to

the presenter may contribute to enhanced accuracy and

learning.

Cultural Shift—Handoff to Handover

Beyond clinical benefits, the concept of continuity of care

has underlying values that are traditionally inculcated in

residents, including physicians’ availability to their patients

and their role as the individual with primary responsibility.8

Duty hour limits create problems with this model, including

perceptions that handing off is tantamount to abrogatingDOI: 10.4300/JGME-D-10-00015.1
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responsibility (particularly when care tasks are left

incomplete) and that the primary physician, present or

absent, is the individual responsible for the patient.

European nations have work hour limits for all physicians.

Despite differences in their health care and physician

education systems, these countries have been challenged to

reconceptualize the reliance on the individual clinician.

They have adopted the term handover in lieu of handoff, in

part to signal a shift from continuity resting with an

individual to a model in which a team provides ongoing care

in a system of shared data, cognition, and responsibility

(Paul Barach, MD, oral communication, January 2010).

Adopting such a shift in the US model of patient care would

require data systems to support collective responsibility and

a careful examination of how well the model would fit with

current goals for resident education, including development

of altruism, ownership of patients, and the educational

benefits of longitudinal exposure.

Having senior residents supervise and teach during the

handoff/handover may not require significant changes over

the current model of individual responsibility and may

benefit handover consistency in important ways. Teaching

hospital practice abounds in ‘‘work-arounds’’ that are often

not fully understood by junior learners; standby capacity is

relatively limited by cost and practicality constraints; and the

common response of ‘‘overflowing’’ patients to other units

has continuity of care and handover-related challenges. Not

infrequently, residents acutely feel the constraints on the

clinical systems and view themselves as the sole barrier

between the patient and lack of care or bad care. This builds

on a sense of autonomy and self-reliance that is inculcated in

medical school. When practiced and combined with a distrust

of the systems in which they work, it can socialize residents to

function in autonomous ways that may impede ‘‘good’’

handovers and effective teamwork. Processes may be counter

to high-reliability practices, such as routinization and

formalization of practices to ensure consistency, extensive

training, and a change in focus from individual autonomy

and action in favor of a collective mind. These processes are

embedded in practice and expressed in language9 and, first

and foremost, in a preoccupation with failure.

Teaching these concepts to senior residents and charging

them with transferring them to their junior colleagues

during supervision and teaching of the handover has a high

potential of adapting these strategies to teaching hospital

settings. One reason is that senior residents are sophisticated

about the systems in which they function in ways that their

junior colleagues, human factors experts, and even their

faculty frequently are not. Still, there are no guarantees that

these efforts will meet with success. Adapting strategies

from high-reliability organizations is complex and time-

consuming and requires research and expert input from

human factors engineers.10 Technology will play an

important role, particularly when the data systems to

support the handover have overcome current attributes of

‘‘clumsy automation’’ (computerization creating added

work due to communication and coordination demands that

are inherently inefficient).11 When this has been

accomplished, residents will stop reporting that the data

systems and processes for data entry leave them feeling that

they support the technology rather than the technology is

supporting them and their patient care and educational roles.4

References

1 Silber JH, Williams SV, Krakauer H, Schwartz JS. Hospital and patient
characteristics associated with death after surgery: a study of adverse
occurrence and failure to rescue. Med Care. 1992;30:615–629.

2 Philibert I. Use of 1507 strategies from high-reliability organisations to the
patient hand-off by resident physicians: practical implications. Qual Saf
Health Care. 2009;18(4):261–266.

3 Ulmer C, Wolman DM, Johns MME, eds. Resident Duty Hours: Enhancing
sleep, supervision, and safety: Washington, DC: National Academies Press;
2008.

4 Philibert I. Adapting Strategies From High-Reliability Organizations to
Improve Patient Hand-Offs in Teaching Hospitals [dissertation]. Iowa City, IA:
University of Iowa; 2008.

5 Ginnett RC. Crews as groups: their formation and their leadership. In:
Wiener EL, Kanki BG, Helmreich RL, eds. Cockpit Resource Management. San
Diego, CA: Academic Press; 1993:71–98.

6 Patterson ES, Woods DD. Shift changes, updates, and the on-call
architecture in space shuttle mission control: computer supported
cooperative work. J Collab Comput. 2001;10:317–346.

7 Weick K, Sutcliffe KM. Managing the Unexpected: Assuring High
Performance in an Age of Complexity. San Francisco, CA: Jossey-Bass; 2001.

8 Stern D. In search of the informal curriculum: when and where professional
values are taught. Acad Med. 1998;73:28S–30S.

9 Weick KE, Roberts KH. Collective mind in organizations: heedful
interrelating on flight decks. Admin Sci Q. 1993;38:357–381.

10 Patterson ES. Communication strategies from high-reliability organizations:
translation is hard work. Ann Surg. 2007;245(2):170–172.

11 Wiener EL. Human factors of advanced technology (‘‘glass cockpit’’)
transport aircraft. NASA contractor report no. 177528. Moffett Field, CA:
NASA Ames Research Center; 1989.

ACGME NEWS AND VIEWS

Journal of Graduate Medical Education, March 2010 145

D
ow

nloaded from
 https://prim

e-pdf-w
aterm

ark.prim
e-prod.pubfactory.com

/ at 2025-10-28 via free access


