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Vascular Surgery Residency Program 
Patient Hand-Off Policy 

 

Purpose 

The purpose of this policy is to define a safe process for communicating important information, 
responsibility, and authority regarding a patient’s care when care responsibility is shifting from one 
physician to another. The hand-off process provides an opportunity to ask questions and solicit a read-
back/check-back of information shared. Proper hand-off should prevent occurrence of errors and ensure 
patient safety.  

 

Scope 

This policy applies to all vascular surgery attendings and residents, as well as, any other residents or 
fellows rotating on the service, or other licensed professionals such as physician assistants or nurse 
practitioners with patient care responsibilities.  

 

Policy 

A hand-off report must occur whenever responsibility for a patient’s care changes. Situations when 
responsibility for a patient’s care changes include, but are not limited to:   

 Shift Change 
 Patient transfers between units and/or ancillary services for tests, procedures, or care 
 Admission to Unit  
 MD transfer of complete responsibility or on-call responsibility for a patient to another MD 
 Patient transfer to another hospital or healthcare organization  
 Weekends 
 Night coverage 
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The following must be covered during a hand-off:  

S:  Situation – what is currently happening with the patient? 

 Identify yourself & service/attending  
 Identify patient (name & age), admitting diagnosis 
 Patient diagnosis and operation (type, date of surgery) 
 Current significant clinical change/assessment findings  

 
B:  Background – what is the pertinent background of the situation? 

 Description of patient’s previous status 
 Time of onset  
 Previous assessment findings  
 Pertinent laboratory or test results  
 Current health history & past medical history 
 Current medications 
 DNAR/Advanced Directives/Limitation of Treatment/POLST/Code Status 
 Any post-op complication  

 
A:  Assessment – what do you think the problem is? 

 Your most likely diagnosis of the current problem 
 Differential diagnoses 
 Other factors that are worrisome 

 
R:  Recommendation/Request – what would you suggest happen for the patient and how/when 
does it need to be completed? 

 Request a formal consult 
 Provide informal opinion 
 Diagnostic testing 
 Therapy and/or management of acute problems  
 Change level of care (ICU versus Acute, etc.) 
 Transfer of care 

 
Solicit questions 

 

Hand-offs may be face-to-face, verbal (via phone), or written. Whenever possible, hand-offs should be 
conducted face-to-face in an environment that is free of or with limited interruptions and noise. Precise 
language should be used and unapproved abbreviations must be avoided. If hand-off occurs face-to-face 
or verbally, the time and ate of hand-off must be documented in chart. If hand-off occurs via written 
method then the written hand-off must be placed in chart.  

Questions or clarifications will be addressed by phone if the information is received in writing. If a 
patient transfers with non-clinical personnel (i.e. Dispatch, Radiology Tech, AMR, or other patient 
transport), the chart and a written hand-off report will accompany the patient. A phone number will be 
provided in order to reach the sender if the receiving licensed professional finds it necessary to ask or 
clarify information. 
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