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T he following Recommended Practices for 
Transfer of Patient Care Information were 
developed by the AORN Recommended Prac-

tices Committee and have been approved by the 
AORN Board of Directors. They were presented as 
proposed recommendations for comments by mem-
bers and others. They are effective December 1, 2009. 
These recommended practices are intended as 
achievable recommendations representing what is 
believed to be an optimal level of practice. Policies 
and procedures will reflect variations in practice set-
tings and/or clinical situations that determine the 
degree to which the recommended practices can be 
implemented. AORN recognizes the various settings 
in which perioperative nurses practice. These recom-
mended practices are intended as guidelines adapt-
able to various practice settings. These practice set-
tings include traditional operating rooms (ORs), 
ambulatory surgery centers, physicians’ offices, car-
diac catheterization laboratories, endoscopy suites, 
radiology departments, and all other areas where sur-
gery and other invasive procedures may be 
performed. 

Purpose
These recommended practices provide guidance to 
perioperative nurses for safe transfer of patient infor-
mation to subsequent health care providers. In order 
to be proactive in addressing patient safety concerns, 
transfer of patient information processes should be 
incorporated into the overall perioperative plan of 
care. These recommendations are aimed toward 
establishing consistent and reliable methods for 
improved communication across the continuum of 
care that are evidence-based and should be realisti-
cally transferred into everyday practice. AORN’s 
Patient Hand Off Tool Kit is a companion resource 
for these recommended practices.

Recommendation I 

A transfer of patient information process should be devel-
oped, standardized, and based upon the best available and 
most current evidence.

Standardization of transfer of patient information 
processes improves the accuracy, reliability, and 
quality of information. A model that is based upon 
standardization of the process and content, and tai-
lored to individual organizations and disciplines may 
improve patient safety.1 Standardized hand offs and 
transfer protocols were identified as methods to pre-
vent communication breakdowns.2

I.a. A multidisciplinary team, composed of care-
givers who participate in the transfer of patient 

information, should be assembled to develop a 
structure and process for transfer of patient 
information processes. All members of the 
multidisciplinary team, regardless of title or 
stature, should be encouraged to participate. 
Team members may include, but are not lim-
ited to 

registered nurse (eg, perioperative, perianes-
thesia, critical care, emergency department, 
registered nurse first assistant); 
physician (eg, surgeon, anesthesiologist, 
proceduralist, resident); 
allied health personnel (eg, certified surgi-
cal technologist, perfusionist, radiology 
technician); 
anesthesia care provider (eg, certified regis-
tered nurse anesthetist, anesthesiologist 
assistant); 
other licensed independent practitioners 
(eg, advanced practice registered nurse, 
physician assistant); and 
support personnel (eg, patient care assis-
tant, transporter). 
A multidisciplinary team’s planning and 

coordination of the process ensures that the 
needs and perspectives of the patient and all 
caregivers are included, which can decrease 
risk and promote the safe transfer of patient 
information. (The team should be representa-
tive of the disciplines that care for the particu-
lar patient population.3) 

I.b. The process for transferring patient information 
should include verbal components and written 
components in a standardized documentation 
format. If possible, interaction should occur 
using a face-to-face format. 

A standardized documentation format will 
assist the practitioner in ensuring the continu-
ity of information flow. In a review of more 
than 14,000 medical records from 28 hospitals, 
it was found that 6,200 patients incurred some 
type of adverse event during their hospital 
stay.4 Forty-nine percent of the adverse events 
occurred in the OR. In all clinical categories, 
27% of adverse events were rule-based errors 
that could possibly have been prevented by the 
implementation of some type of standardized 
documentation format such as a checklist.4 
Additional study results indicated that data 
loss was minimal when nurses used both ver-
bal communication and a pre-printed form dur-
ing the process to transfer patient information.5 
Aside from the written portion, an effective 
communication exchange between the giver 
and receiver of patient information provides 
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time for the opportunity to dialogue and ask 
questions.6 Direct communication reduces the 
number of assumptions made by the practitio-
ners regarding patient status, allows for a more 
effective exchange of information, and provides 
an opportunity to ask questions. In face-to-face 
exchanges, all communication channels are 
available including body language, facial expres-
sion, and eye contact.7 Results from an observa-
tional study of hand-off strategies showed that a 
face-to-face exchange of information improved 
the effectiveness of the hand off.8   

I.b.1. Only individuals involved with the 
patient’s care should be allowed to view or 
hear protected information. Examples 
include, but are not limited to, 
• appropriate members of the health care 

team, 
• family members, and 
• designated support person(s).

Confidentiality ensures compliance with 
Health Insurance Portability and Account-
ability Act (HIPAA) regulations9 and pro-
tects the patient’s right to privacy.10,11 

I.c. All phases of patient care should be addressed 
in the process for transferring patient informa-
tion. Phases of care should include, but not be 
limited to, the

surgeon’s office; 
scheduling department; 
preanesthesia testing unit; 
preoperative holding unit; 
OR; 
postanesthesia care unit (PACU); and 
other areas where postoperative care is pro-
vided (eg, intensive care unit, ambulatory 
care discharge unit).
Research results have indicated that informa-

tion loss and degradation has occurred across 
the major phases of patient care.12,13

I.d. Contents of the transfer-of-patient-information 
process for each perioperative phase should 
include, but not be limited to, the following: 

Preoperative phase: 
verification of correct patient (ie, two identifi-
ers), site, and procedure; 
evidence of site marking, if applicable; 
diagnosis, surgeon, anesthesia type;
required legal documents (eg, complete and 
signed consent form, durable power of 
attorney); 
required clinical documentation (eg, com-
plete and signed history and physical by 
attending physician, informed consent 
statement); 
laboratory/diagnostic/radiologic test results; 
required blood products, implants, devices, 
and/or special equipment or instrumentation; 
precautions (eg, isolation, respiratory); 

presence of prostheses and implants (eg, sen-
sory aids, hardware, pacemaker, implanted 
electronic device [IED]); 
NPO status, allergies, vital signs (eg, tempera-
ture, pulse, respiration, blood pressure, pain 
assessment), as well as pulse oximetry, 
height, and weight); 
advanced directives documents; 
medication profile including preoperative 
medications; 
relevant cultural, generational, spiritual, and/
or educational patient needs; 
primary language; 
family/significant other information; 
risk for hypothermia, deep vein thrombosis 
(DVT), difficult airway, and surgical site 
infection;  
performance measures (eg, antibiotic prophy-
laxis, beta-blocker administration); 
patient seen by surgeon and anesthesia care 
provider; and  
patient ready for transfer.

Intraoperative phase: 
verification of correct patient (ie, two identifi-
ers), site, position, and procedure; 
allergies; 
diagnosis, surgeon, and anesthesia type; 
current or pending laboratory or other test 
results; 
precautions (eg, isolation, respiratory); 
advanced directives; 
special equipment, instrumentation, and 
implants; 
surgical count status; 
family communication; 
available blood products and blood loss; 
catheter and/or invasive lines present; 
medications (including dose and time); 
IV and irrigation fluids; 
specimens; 
thermal interventions; 
DVT prophylaxis; and 
patient family and/or significant other 
information.

Postoperative phase: 
verification of correct patient (ie, two identifi-
ers), site, position, and procedure;  
anesthesia type; 
anesthesia care provider’s orders related to 
oxygenation/ventilation, and IV medications; 
surgeon’s orders for drains, diet, and 
medications; 
administered medications including dose 
and time; 
administered IV fluids and irrigation; 
advanced directives; 
estimated blood loss; 
related information about the surgical site (eg, 
dressings, tubes, drains, packing); 
vital signs; 
hemodynamic status; 
airway and oxygenation status; 
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thermal status; 
urine output; 
p r e s e n c e  o r  a b s e n c e  o f  s u r g i c a l 
complications; 
precautions (eg, isolation, respiratory); 
any significant events; and 
patient family and/or significant other 
information.
Patient needs vary among phases of perioper-

ative care. Key elements for inclusion may 
depend on different circumstances (eg, clinical 
environment, health care provider involved in 
the transfer process, patient acuity, identified 
safety risks).14,15

I.e. The timing of the transfer of patient information 
during a change in personnel (eg, breaks, per-
manent shift relief) or during periods of high 
activity (eg, conducting counts) should be 
addressed. 

Communicating case status and critical infor-
mation in the transfer of patient information 
during a change in personnel (eg, breaks, per-
manent shift relief) or during periods of high 
activity (eg, counting protocol) has been identi-
fied as a point of vulnerability to information 
loss, which may have a negative effect on 
patient safety.12,13,16

I.f. Standardized documentation formats (eg, check-
lists, electronic records, scripts, briefings) 
should be adopted in processes for the transfer 
of patient information. Practitioners should 
ensure that the format for the safe transfer of 
patient information allows for a smooth and effi-
cient exchange of information. 

Standardized documentation formats provide 
adequate and purposeful information to ensure 
safe patient care transitions.17 Standardized 
transfers and hand-off protocols have the poten-
tial to reduce communication breakdowns.2 
Examples of standardized documentation for-
mats include

SBAR: situation, background, assessment, 
recommendation18; 
I PASS the BATON: introduction, patient, 
assessment, situation, safety concerns, (the) 
background, actions, timing, ownership, next19;
SURgical PAtient Safety System (SUR-
PASS)15; and 
SHARED: situation, history, assessment, 
request, evaluate, document.20

I.g. Interruptions and distractions (eg, cellular tele-
phones, pagers, music) during the transfer of 
patient information should be minimized and 
eliminated, if possible.

Interruptions and distractions during verbal 
and/or written patient information exchanges 
can lead to errors, forgetfulness on the part of 
the practitioner, and decreased attention. An 
interruption-driven environment can cause fail-
ures in a person’s working memory, which is 
described as the memory that actively processes 

information.21 In an analysis of observational 
data for evidence of use of 21 hand-off strategies 
in non-health care formats, limiting interrup-
tions was found to be a useful strategy for 
improving the effectiveness of the hand-off 
process.8

I.h. Transfer of patient information should be delayed 
until members of the patient care team have had 
an opportunity to ask and respond to patient care 
questions or concerns. Questions may include but 
not be limited to 

the process, 
the readiness of the incoming provider, and 
staffing or bed availability.22,23

I.i. Health care organization leaders should support 
the implementation of a process for the transfer 
of patient information.

Support at all levels of the organization, 
including clinical, is needed to implement safe 
patient practices.24-26 Encouragement on the part 
of health care organization leaders creates a 
familiar environment in which all team mem-
bers feel safe to speak and participate.24 It was 
found in a prospective study that OR leaders 
and managers were supportive if shown how 
the use of a preoperative checklist could 
improve communication and promote safer 
teamwork.27   

Recommendation II 

Patients, families, and significant others should have an active 
role in transfer of patient information processes whenever 
possible.

It was found that a structured, individualized method 
of transfer that engaged the patient and family mem-
bers reduced family members’ anxiety. The interven-
tion provided family members with details regarding 
what to expect after the patient and relevant informa-
tion were transferred.28

II.a. Patients, families, and significant others should 
be informed as soon as possible if the patient’s 
transfer plan changes (eg, patient is transferred 
directly to a unit instead of the PACU). 

It was concluded from an extensive review of 
the literature that patients’ families incur trans-
fer anxiety that can be reduced through nursing 
interventions.29 Patient and family anxiety, 
related to changes in care providers and the 
physical environment, was reduced after they 
received written information. Anxiety was 
decreased in patients and their relatives when 
they received individualized education on 
transfers.30,31

Recommendation III 

Personnel should receive education, training, and competency 
validation on effective communication skills and processes for 
the transfer of patient information. 
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Communication is central in maintaining the continu-
ity of patient care.32 Communication was cited as the 
root cause of the nearly 3,000 sentinel events, such as 
unexpected deaths and catastrophic injuries, reported 
to the Joint Commission between 1995 and 2005.33 A 
relationship exists between effective communication 
skills and positive patient outcomes.34,35

III.a. The health care organization leaders should 
determine the type and frequency of compe-
tency assessment (eg, upon hire and periodi-
cally thereafter) for processes for the transfer of 
patient information. Team members accompany-
ing the patient should be selected according to 
their training and validated competency and the 
patient’s ongoing or anticipated needs during 
transport.36  

Competency assessment validates the clini-
cian’s knowledge acquisition to implement pro-
cesses for the transfer of patient information.

III.b. Training sessions, using different teaching 
modalities (eg, simulation, role-playing, case 
studies), should be conducted to educate 
personnel.

Simulation is a valuable tool in aiding effec-
tive communication and teamwork during the 
transfer of patient information.24 Data has shown 
that simulation improves communication and 
teamwork skills.37-39

Recommendation IV 

The perioperative registered nurse should document the pro-
cess for the transfer of patient information using a standard-
ized documentation format, and the document should be 
recorded and retained in a manner consistent with the health 
care organization’s policies and procedures. 

Documentation of the process for the transfer of patient 
information provides a record of patient care. A stan-
dardized documentation format allows clear and 
timely communication of patient information affecting 
patient safety. The Perioperative Nursing Data Set 
(PNDS) contains specific data elements related to the 
continuity of care and communication of patient 
information.40

Recommendation V 

Policies and procedures for standardized transfer of patient 
information processes should be developed, reviewed periodi-
cally, readily available in the practice setting, and reflect the 
rules and recommendations from regulatory and accreditation 
bodies. 

Policies and procedures are operational guidelines that 
are used to minimize patient risk factors, standardize 
practice, direct staff members, and establish guidelines 
for continuous performance improvement activities. 

V.a. The policy and procedure for the transfer of 
patient information should be developed by a 
multidisciplinary team and written according to 

the established guidelines and format of the 
health care organization. Components of the 
policy should include the documentation and 
communication methods as well as tools and 
what information and equipment (eg, electrocar-
diogram monitor, portable oxygen, lifting 
devices) are needed in various patient informa-
tion transfer situations. 

V.b. The policy and procedure should outline a con-
tingency plan should a patient’s status change.

A contingency plan has been shown to 
improve the effectiveness of the transfer of 
information in settings with high consequences 
for failure.8

Recommendation VI 

A quality management program should be implemented to eval-
uate and monitor the processes for the transfer of patient infor-
mation. Components should include patient; process; and struc-
tural (eg, format) outcome indicators. A fundamental precept of 
AORN is that it is the responsibility of professional perioperative 
registered nurses to provide safe, high-quality nursing care to 
patients undergoing operative and invasive procedures.11

Feedback should be solicited from practitioners to vali-
date the implementation of the standardized documen-
tation format, its ease of use, and the required training 
process.20 Regularly evaluating and monitoring pro-
cesses for the transfer of patient information may assist 
in identifying areas for improvement.22

VI.a. Barriers to effective communication that inter-
fere with processes for the transfer of patient 
information should be identified and corrected 
through quality review activities. The areas that 
should be evaluated include but are not limited 
to 

physical setting; 
social setting (eg, status, hierarchy); 
language; and  
communication.7

Barriers to effective communication resulting 
in poorly executed patient care processes can 
result in delays in surgical intervention, delays 
in obtaining consents, and delays and/or dupli-
cations of tests or treatments thereby placing the 
patient at risk.41 Methods to reduce information 
loss include confirming and repeating verbal 
orders; using standardized and accepted abbre-
viations, symbols, acronyms, and dose designa-
tions; and avoiding colloquialisms.6,42 A combi-
nation of verbal and written communication 
provides multiple pathways for the exchange of 
information.7 

VI.b. An evaluation period should occur to assess the 
efficacy of the standardized documentation for-
mat. Data on past transfer of patient information 
processes that were deemed deficient and com-
promised patient safety should be reviewed. 
Ongoing evaluation efforts may include focus 
groups, surveys, and direct observations. 
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During the evaluation period following the 
implementation of a preoperative team check-
list, team members indicated that the most valu-
able functions of the checklist were providing 
detailed case-related information and team-
building.43 Results from a follow-up study using 
the same checklist showed that communication 
failures were reduced after the checklist was 
implemented.27 Improved accuracy and com-
pleteness of transfer-of-patient information may 
result from evaluation efforts by team 
members.44  

VI.c. An evaluation tool for measuring the effective-
ness of the standardized documentation process 
should be considered, and if desired, completed 
anonymously by health care personnel.45

Through the use of an evaluation tool, partic-
ular transfer of patient information situations 
can be evaluated for efficiency, including deter-
mining risks that could cause miscommunica-
tion. Areas to assess include adequate time, 
likelihood of interruptions, accessible informa-
tion, and how many personnel are required.16 
Data results should be shared with the team 
members to solicit suggestions or comments on 
identified deficiencies.1 Review of data may pro-
vide insight into the success of the transfer of 
patient information process.46
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