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ABSTRACT

Purpose: To develop and validate the evidence-based handoff for Thai
operating theatre (OT) nurses.

Method: The development and validation process of this study
consisted of 4 steps: 1) literature review, 2) generation of the evidence-based handoff
for Thai OT nurses Version | by using the results from the previous step, knowledge
and experience of the researcher, and opinions from a focus group discussion of 5
senior OT nurses, 3) content validation of the developed evidence-based handoff for
Thai OT nurses by a panel of 17 experts using a two-round Delphi technique, and 4) a
large scale applicability validation study with 148 Thai OT nurses.

Results: The evidence-based handoff for Thai OT nurses consisted of
two components: information and strategies required for OT handoffs. Initially, a
total of 281 statements divided into 252 information and 29 strategy statements were
constructed. The information statements, initially structured by using the SBAR
mnemonic and subsequently by using the I-SBAR mnemonic, were used across 5 sets
of OT handoffs throughout perioperative care. A two-round Delphi technique was

conducted involving 17 and 15 experts, at each round which resulted in 90.06 % of



expert’s agreement on the content validity of the evidence-based handoff for Thai OT
nurses. The findings from the large scale applicability study with representative
samples of Thai OT nurses was used to guide the final revision of the evidence-based
handoff for Thai OT nurses Final Version, yielding 65 statements in total: 45
information and 20 strategy statements. It obtained agreement of 80.22 % of Thai OT
nurses participating in the large scale applicability validation study.

Conclusion: The evidence-based handoff for OT nurses Final Version
is considered valid and applicable for Thai OT nursing handoffs. However, its
effectiveness is not yet assessed. Further studies for evaluating its effectiveness,

further improvement, and implementation are therefore recommended.
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CHAPTER 1

INTRODUCTION

Background and Significance of the Problem

Communication is an important component of all healthcare
services. Through communication, health caregivers can gather information that
enables them to provide quality care for their patient. Particularly, delivering
continuity and safe care in a 24-hour working period of healthcare personnel
actually demands effective communication. This is because these qualities of care
rely on current information about the patient that is passed between caregivers
during patient care transitions (Sexton et al., 2004; Taylor, 2002). Although
effective communication is vital in the healthcare environment, it has been found
that communication failure is continuously evidenced associated with the lack of
liaison between health caregivers (Lingard et al., 2004).

Communication failure has accounted for the majority of
unanticipated adverse events of patients. According to the report of the Joint
Commission on Accreditation of Healthcare Organizations (JCAHO) in 2005,
communication issues were often the contributing factor of sentinel events (over
60%) (as cited in Lingard et al., 2004). In addition, Christian et al. (2006) found that
86% of communication failure, information lost or degraded, had significant
negative consequences for care progression. Greenberg et al. (2007) discovered that
communication failure was a cause of approximately 23% of surgical malpractice
claims that led to patient injury. They further found that communication failures

were commonly verbal in nature with 43% of failures occurring in handoff



(Greenberg et al., 2007), the communication process of passing patient-specific
information for the transition of patient care between caregivers (JCAHO, 2007).
Moreover, Gandhi et al. (2006) found that handoff was one of contributing factors
that led to the errors resulting in patient harm and death.

As stated by the JCAHO, handoff refers to a real-time
communication process of passing patient specific information from one caregiver
to another, or from one team of caregivers to another, for the primary purpose of
ensuring the continuity and safety of patient care when patient care is transferred
(JCAHO, 2007). In a 24-hour working context, handoff is designed to allow
healthcare personnel to change or transfer the duty between team members with
minimum disruption to the work as well as the continuity of patient care (Bomba &
Prakash, 2005). By performing handoff for patient care transition, incoming
caregivers will easily familiarize themselves with patients they will be responsible
for (Arora, Johnson, Lovinger, Humphrey, & Meltzer, 2005). Therefore, providing
for the subsequent care process would be ‘easy’ and ‘simple’ (Bruce & Suserud,
2005).

Definitely, effective communication is necessary for handoff. The
information communicated during handoff needs to be accurate, current and
sufficient about the patient’s condition, and recent or anticipated changes in order to
enable the next caregivers to form a holistic picture of the patient, thus help them
make effective decisions for subsequent care (Bruce & Suserud, 2005; Jenkin,
Abelson-Mitchell, & Cooper, 2007). As a result of effective handoff, continuity and
safety of patient care can be carried on. Unfortunately, many studies found that

inappropriate handoffs, including ineffective communication, have continuously



been experienced which resulted in unfavorable effects for both caregivers and
patients. The negative effects taking place among caregivers involved making
uncertainty in further patient management, performing unnecessary or repeated
work, wasting time, delaying or missing patient care, management, and
investigation, and creating inefficient or suboptimal care (Arora et al., 2005;
Christian et al., 2006; Ye, McD Taylor, Knott, Dent, & MacBean, 2007). These
effects appeared to decrease the caregivers work efficiency, therefore leading to
adverse events. On the other hand, the negative consequences to patients included
delayed or missed investigations, therapy, disposition and care; patient
inconvenience; threats to patient confidentiality; medication errors; resource waste;
wrong-site surgery; waste of time; last-minute cancellation of surgery; patient
injury; procedure error; and re-hospitalization (Christian et al., 2006; Jirapaet,
Jirapaet, & Sopajaree, 2006; Lingard et al., 2004; Makary et al., 2007; C. Moore,
Wisnivesky, Williams, & McGinn, 2003; Ye et al., 2007).

Several studies indicated that the problems surrounding handoff
were inaccurate or incomplete information; redundant, and not relevant to patient
information; inconsistent, disorganized, inappropriate length, and error prone.
Moreover, information transferred during handoff was usually informal,
unstructured, and relied on the discretion of the informant and inter-personal
relationships (Arora et al., 2005; Bomba & Prakash, 2005; Smith, Pope, Goodwin,
& Mort, 2008; Ye et al., 2007). Because of the aforementioned reasons, many
studies suggested developing guidelines or protocols to standardize handoff
processes (Arora et al., 2005; Sexton et al., 2004; Ye et al., 2007). This suggestion

is concordant with a requirement of the JCAHO (2007) in order to promote



National Patient Safety Goals, ensuring patient care information is communicated
consistently during all patient handoffs which creates an opportunity to improve
healthcare quality and safety.

Various methods have been invented and designed with the ultimate
goal of improving clinical handoffs. These included using the reflexivity method
(RM) for improving medical handoff (Broekhuis & Veldkamp, 2007),
implementing bedside handoff to overcome the problems surrounding traditional
handoff (Kassean & Jagoo, 2005), using a Formula one pit-stop and aviation model
for transfer post operative patient from OT to intensive teams (Catchpole et al.,
2007), and implementing electronic handoff systems (Cheah, Amott, Pollard, &
Watters, 2005; Van Eaton, Horvath, Lober, Rossini, & Pellegrini, 2005). Moreover,
JCAHO (2008a) and several studies recommend various strategies for standardized
handoff. Examples of these strategies were using interactive communications
including an opportunity to ask clarifying questions and to receive answers in a time
frame; consisting of up-to-date information regarding the patient’s care, treatment
and services, condition, and any recent or anticipated changes; including a process
for the verification of the received information as repeat-back or read-back; opening
an opportunity for the handoff receiver to review relevant patient information;
eliminating interruptions during handoffs to minimize the possibility that
information would fail to be conveyed or would be forgotten; and so forth (The
Association of periOperative Registered Nurses: AORN, 2007d; Arora et al., 2005;
JCAHO, 2008a; Patterson, Roth, Woods, Chow, & Gomes, 2004).

Information for handoff needs to be accurately and appropriately

communicated to meet quality and safety goals (Patterson et al., 2004), therefore



standardizing handoff could help caregivers prevent the omission of essential
information when transferring to subsequent caregivers, and then ensuring the
continuity of care and patient safety. By following standardized handoff, only
accurate and relevant information to patient care could be passed on in a time-
efficient manner. Although recommendations to standardize handoff across the
healthcare context were proposed, there has been a lack of study paying attention to
the development of standardized handoff, especially for specific patient
populations. Literature reviews from 2002 to 2008 found only two studies that had
developed handoff guidelines or models to formalize handoff. One was for an
emergency environment (Fenton, 2006) and the other for transferring post operative
patients from OT to intensive care teams (Catchpole et al., 2007). However, since
each healthcare circumstance is of a unique nature, then information and strategies
required at handoff need to be specifically associated with the patient population.
The members in every setting need to design their own standardized handoff to
meet the specific needs of their patient care with the ultimate goals to ensure the
continuity of care and patient safety, then to improve the quality of care.

The perioperative nursing environment is a technologically complex
patient care environment with multidisciplinary teams coordinating throughout the
perioperative phases of care. A surgical patient is extremely vulnerable to handoff
errors because the patient handoffs occur at different points and many times as the
patient navigates through the three phases of perioperative care continuum,
including pre-, intra-, and post-operative phases (AORN, 2007b; Christian et al.,
2006). At each of these points, handoff that is not performed properly can result in

adverse events (AORN, 2007d; Groah, 2006). Studies in the operating theatre (OT)



found that communication failure had the potential to produce effects on care
progression including inefficient work flow, team tension, resource waste, work-
around, increased workload, delay in care progression, patient inconvenience, and
procedural error (Lingard et al., 2004).

Similar to all nurses, OT nurses have an obligation to provide safe
and effective care that is based on standard practices. Although recommendations
for handoff have been proposed, very few standardized handoffs in healthcare
settings, particularly for perioperative nursing care, are currently available
(Catchpole et al., 2007; Fenton, 2006). A lack of standardized handoff among OT
nurses may result in missing essential information to determine appropriate and safe
care which could further lead to a disruption in care continuity and increase the risk
of harmful consequences for the patient. In contrast, having a standardized handoff
for OT nurses could help them carry out handoff with confidence to ensure that
accurate, current and sufficient information about the patient’s condition, and recent
or anticipated changes for continuing patient care as well as promoting patient
safety will be communicated to the next caregiver. Then, the incoming caregiver
can use this information to decide what appropriate care is needed according to the
surgical patient’s needs.

Although handoff is a subject attracting attention from many
researchers in western countries, in Thailand only a small number of researchers
pay attention to this nursing practice. A literature review found that there was only
one case study of handoff describing the nursing handoff process in a medical ward.
This study proposed facilitating factors, barriers and expectations of handoff

according to the nurses’ perceptions (Polprasit, Saejew, & Wungthanakorn, 2006).



With the lack of studies demonstrating or recommending standardized handoffs for
OT nurses, Thai OT nurses carry out their handoff arbitrarily, with inconsistent
information and strategies dependent on what information they think important and
what strategies they think appropriate for transferring information to the incoming
nurses resuming responsibility for patient care. Using this approach may not
promote effective communication. Relevant information to patient care could be
missed, not conveyed, or ignored by the incoming nurse, which leads the patient to
be exposed to adverse events as have been found in the literature review. Even these
adverse events have not been systematically reported or have been underestimated
because of the inefficient system of adverse events reporting in Thailand. However,
the researcher knows that adverse events resulting from an ineffective handoff are
continuously occurring as in some western countries, known from hearsay by the
researcher during working in the Thai OT community for more than sixteen years.
The situation of nurse shortages in Thailand, particularly in OT
environment (Ketefian, Davidson, Daly, Chang, & Srisuphan, 2005), leads nurses
carrying out their duty under heavy workload. Moreover, the attributes of the OT
environment and the professional characteristics of the OT nursing care OT
environment lead OT nurses to spend more of their time assisting with surgical
procedures and performing very technical duties rather than having enough time to
write the full details of patient information on documentation (Hyeoun-Ae, Hyun
Jung, & Kesook, 2007). Therefore, the information during handoff is principally
relied on by the nurses’ memory. Even if they write down on the documentation, it
would be poor writing or a hurried record which often is found to contain errors,

especially for checklist documentation. The missing of complete, accurate, and



sufficient patient information provided for handoff could lead the nurse coming on
to take responsibility for any patient misunderstanding and be unable to decide on
the appropriate care for the patient.

In order to promote the continuity of care and patient safety, as
encouraged by the Thailand Patient Safety Goal, communication improvement is an
area that calls for attention from healthcare personnel. In responding to this
promotion, Thai OT nurses are vigorously seeking ways to standardize their
communicating process for eliminating missing information and promoting
complete information during patient care transition with definitive goals to promote
the continuity and safety of patient care. Since Thailand is a developing country,
technology used to assist in handoff is quite limited as the nature and culture of the
OT environment is unique. To adopt any handoff recommendations forming a
standardized practice, its appropriateness and applicability to the Thai context
should be taken into account. Having a proper evidence-based handoff for Thai OT
nurses would allow Thai nurses across the country to conduct effective handoffs
with a consistent process associated with the nature and culture of the Thai OT
environment. By this approach, continuity and safe care for all Thai surgical

patients undergoing surgeries can be ensured.

Objectives of the Study
1. To develop the evidence-based handoff for Thai OT nurses
2. To validate the applicability of the evidence-based handoff for

Thai OT nurses



Research Questions

1. What information and strategies should be included in the
evidence-based handoff for Thai OT nurses?

2. Are the contents of the evidence-based handoff for Thai OT
nurses valid?

3. Is the evidence-based handoff for Thai OT nurses applicable to

adopt by the Thai OT nurses?

Significance of the Study

The developed evidence-based handoff for Thai OT nurses can be
utilized for effectively communicating accurate and sufficient information
regarding the surgical patient’s care, treatments, services, current condition, and any
recent or anticipated changes among OT nurses or from an OT nurse to other
caregivers in order to enable the next caregivers resuming responsibility for patient
care to decide the appropriate care for Thai surgical patients. The ultimate goal of
following the evidence-based handoff for Thai OT nurses is to ensure the continuity

of care and patient safety of Thai surgical patients.

Theoretical Framework

The development of the evidence-based handoff for Thai OT nurses
was conducted by using the basic communication model modified from the
Shannon and Weaver model (1949) and the Osgood and Schramm circular model

of communication to be the theoretical framework of the study (G. H. Moore,

2008).
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Based on the modified communication model (Figure 3), handoff
referred to an interaction communication process of exchanging information to
share with another, as a code anticipated to be consumed by another with the same
code. It is also a dynamic process of simultaneously sending and receiving
information between the sender and receiver through several strategies, as mediums
carrying information.

Handoff is a communication process consisting of 7 elements;
sender, encoding, information, strategy, receiver, decoding, and noise. It is an
interaction process of two caregivers for the transfer of patient information, as a
message, by using several strategies, as a channel carrying the information, with the
intention to control or minimize noise distorting or degrading information
transferred. In this study, the sender is a nurse going to terminate or take a break
from the responsibility for the surgical patient, and the receiver is a nurse going to
resume the responsibility for the patient from the former. Encoding and decoding
are individual, intrapersonal, and intellectual processes of the sender and receiver of
information during handoff. These processes are complex, complicated, and
difficult to manipulate, thus were excluded from being variables of this study.

In the OT, OT nurses provide nursing care to patients undergoing
surgery throughout the three phases of perioperative care (Braaf, Manias, & Riley,
2011). The preoperative phase begins when the patient enters the OT and ends
when he/she is transferred to the operating table. The intraoperative phase begins
when the patient is located on the operating table until the operation is finished, and
he/she is transferred to the recovery area. The postoperative phase begins when the

patient is admitted to the recovery area and ends when he/she discharged from the
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OT. Throughout the perioperative nursing care continuum, responsibility for the
care of a surgical patient is transferred by using handoff usually at five points of
patient care transfer (Christian et al., 2006). They are as following;

1. Handoff 1 (H1) refers to the handoff performed for care transfer
from a ward nurse to a preoperative OT nurse, providing care to the patient while
waiting for the operation in OT,

2. Handoff 2 (H2) refers to the handoff performed for care transfer
from a preoperative OT nurse to an intraoperative OT nurse, providing care to the
patient while the operation is being performed,

3. Handoff 3 (H3) refers to the handoff performed for care transfer
between intra-operative OT nurses, in case of changing the OT nursing team.

4. Handoff 4 (H4) refers to the handoff performed for care transfer
from an intraoperative OT nurse to a postoperative nurse, providing care to the
patient after the end of the operation in the recovery area.

5. Handoff 5 (H5) refers to the handoff performed for care transfer
from a postoperative OT nurse to a ward nurse, providing care to the patient for
post operative recovery on the patient’s ward.

Since patient handoff occurs at different points and many times in
the OT, at each of these points, handoff which is not performed properly can result
in adverse events.

Analysis of OT handoff situation by using the communication model
revealed that it might be two major causes that lead to OT handoffs to be
ineffective. First, the message or information itself was not accurate, relevant, and

sufficient to the patient’s care progression. Second, the strategies used to convey the
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information were not appropriate to eliminate noise affecting the communication
process, resulting in distorting or degrading the information transferred. Thus,
having an evidence-based handoff for Thai OT nurses that could help them to
communicate accurate, relevant, and sufficient information regarding patient’s care
to the next nurses assuming responsibility for the patient during patient care
transition would result in effective OT handoffs. In responding to this, the evidence-
based OT handoffs needed to consist of the required information for each point of
OT handoffs throughout perioperative care continuum, as well as appropriate
strategies carrying information for all OT handoffs to eliminate noise degrading the
effectiveness of a handoff process. Moreover, this study initially applied SBAR
mnemonic to structure information, in order to make it easy to remember and to be
transferred in a logical sequence (Amato-Vealey, Barba, & Vealey, 2008; Clark,
Squire, Heyme, Mickle, & Petrie, 2009). The SBAR stands for situation,
background, assessment, and recommendation. Situation refers to what is going on
with the patient. Background refers to what is the background of the patient.
Assessment refers to the observations and evaluations of the patient’s current state.
Lastly, recommendation refers to making informed suggestions based on current
information for the continued care of the patient. These attempts would ensure that
required information will be correctly transferred and received in the same meaning
in a timeframe. Then, the incoming nurse can use this information to decide
appropriate care according to patient needs, nature and culture, in order to ensure
continuity of care and patient safety. The theoretical framework of the development

of the evidence-based handoff for Thai OT nurses can be drawn as in Figure 1.
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Definition of Terms

OT handoff referred to a real-time communication process of passing
specific information, as well as responsibility and authority, for a surgical patient’s
care between OT nurses, and between the OT nurse and ward nurse or anesthetist
nurse for the purpose of ensuring the continuity of care and patient safety. It is
composed of two components including information and strategy. The information
and strategy of OT handoff are defined as the following;

1) Information referred to information regarding a surgical
patient’s care, treatment, and services, current condition and any recent or
anticipated changes of the patient.

2) Strategy referred to strategies used to facilitate information

transfer during OT handoffs.

Scope of the Study

This study was developed to examine content validity and
applicability of the evidence-based handoff for Thai OT nurses. This evidence-
based handoff is expected to be a well-developed OT handoff, which Thai OT
nurses can use to promote quality of perioperative nursing care. Its content validity
was assessed by 17 experts in the area of OT across Thailand, and its applicability
was assessed by 148 OT nurses across Thailand. The study was conducted during

June 2010 to December 2011.



CHAPTER 2

LITERATURE REVIEW

To study the development of the evidence-based handoff for Thai
OT nurses, the researcher reviewed theoretical and empirical literature relating to
the topic of study in order to gain greater understanding covering all aspects of
handoff in the healthcare environment. The approach used for retrieving relevant
literature on the topic of handoffs included using electronic databases (i.e.
CINAHL, Cochrane Library, Google Scholar, OVID, PubMed, ScienceDirect,
Springer Link, and Wiley Online Library); manual searching of theses, journal
articles, and books related to handoff; and reviewing reference lists of all retrieved
literature in both English and Thai. Topics for the literature review included the
following:

1. Handoff in nursing service

2. Communication in nursing handoff

3. Handoff for operating theatre nurses

4. Practice guideline development

Handoff in Nursing Service

A 24-hour nursing context demands nurses to divide working times
into many sections, and then rotate their duty of providing care to preserve working
function. In order to change duty without disruption to patient care and working
function, the transfer of essential information as well as responsibility for patient

care from the nurses going off duty, called outgoing nurses, to the nurses resuming

15
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the duty, called incoming nurses, plays a pivotal role (Bomba & Prakash, 2005;
Kerr, 2002). This process is known as a handoff. Consequently, a handoff that
promotes effective transferring of critical patient information is assumed to bring

about ultimate goals of ensuring continuity and safety care (JCAHO, 2007).

Handoff definition

Various synonyms of the term ‘handoff” have been used in
healthcare. These include handover, sign-over, sign-off, sign-out, check-out round,
change-of-shift, shift-change, change-over, shift report, and cross-coverage
(AORN, 2007e; Friesen, White, & Byers, 2009). As early as 1969, handoff in terms
of “handover” has been defined the nursing context as the “oral communication of
pertinent information about patients”. Since then, the description of handoff has
been subjective to debate, but a primary role of communication medium to facilitate
the continuity of patient care has remained as a essential part of the activity (Kerr,
2002).

Recently, the JCAHO (2007) referred “handoff’ to a real-time
communication process of passing patient specific information from one caregiver
to another or from one team of caregivers to another for the purpose of ensuring the
continuity and safety of the patient. The primary objective of a “handoff” is to
provide accurate information about a patient’s care, treatment, and services, current
condition and any recent or anticipated changes (JCAHO, 2008b). Generally, events
requiring handoff are patient care transitions including shift changes, and complete

or temporary transfer of responsibility for the patient to the resuming caregiver
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(JCAHO, 2008b). To conduct handoff effectively, nurses may need to understand

the current situation of handoff in their healthcare environments.

General features of handoff

The features of handoff have been studied from various clinical
settings. In nursing circumstances, Sexton et al. (2004) observed that nurses always
performed handoff for shift change, by outgoing staff giving patient information to
the staff coming on duty as a formalized communication process. This kind of
handoff has been described an important ritual symbolizing the transference of
patient responsibility of nurses (Brown & McCormack, 2006). Besides, Manias et
al. (2005) further found that nursing handoff also occurred when nurses took break
relief and when a patient was transferred to and from other wards. The length and
nature of handoff could be different depending on the type of shift and occasion
when it was performed (Alem, Joseph, Kethers, Steele, & Wilkinson., 2008; Sexton
et al., 2004).

The process of handoff can be classified into three phases: pre-
handoff, handoff session, and a post-handoff (Bruce & Suserud, 2005; Kerr, 2002),
described as following.

1. Pre-handoff phase is the time when the outgoing staff prepares
information for transferring to incoming staff. Kerr (2002) described this phase as
the time when the outgoing nurses prepare information for transferring to incoming
nurses by updating the official documents or by using audio-recorder recorded
information about the patient they have been responsible for during their shift.

Another study by Bruce and Suserud (2005) in an emergency setting referred this
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phase to a stage of dialogue for planning to transfer a patient between the
ambulance nurse and emergency nurse through phone calls in which information
about the patient’s condition is conveyed from the ambulance nurse to the
emergency nurse in a brief and structured manner in a short period of time. Then,
the emergency nurse would prepare the appropriate reception for the patient based
on this information (Bruce & Suserud, 2005).

2. Handoff session is the time when the outgoing staff presents
patient information to the incoming staff. Bruce & Suserud (2005) observed that
handoff could be done by verbal report with or without written documentation, and
either to the individual or the team who were taking charge of the patient. They
indicated that the benefit of a team report was to ensure that everyone received the
same information, and eliminated the risk for unanswered questions and the
potential for misunderstanding. In addition, varied methods ranging from using only
memory or written notes, to using information technology (IT) could be applied to
remember patient information for handoff, however, some staff might use more
than one method (Bomba & Prakash, 2005; Bruce & Suserud, 2005; Ye et al.,
2007). Studies of Kerr (2002) and Polprasit et al. (2006) observed that during this
phase the outgoing nurses verbally presented all relevant information about the
patient’s situation to the incoming nurses by using official documents or their notes
as a guideline, or using a tape player to report what was recorded by outgoing staff.
For the incoming nurses, they received information by listening to the report and/or
taking notes. Alem et al. (2008) observed that interaction during a session centered

on the outgoing staff presenting a brief summary of the patient and the incoming
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staff asking questions to clarify their understanding of the patient and to identify
potential unrecognized problems.

3. Post-handoff phase refers to the time when the outgoing staff
finished reporting then the symbol of taking place by the incoming would be
performed. Kerr (2002) described that when the outgoing nurses finished reporting,
the incoming nurses then directly began to provide nursing care to the patient, or
followed by the incoming nursing team walking around the ward to meet the

patients and families that they will be taking responsibility from bed-to-bed.

In a healthcare circumstance, various methods have been used for
handoff. Although, the main purpose for handoff is the same, different healthcare
settings, different institutions, or even if different units within a hospital may apply
the method for handoff differently depending on organizational policy or staff
preference (Brown & McCormack, 2006; Horwitz, Krumholz, Green, & Huot,

2006; Kerr, 2002).

Handoff methods

Handoff can be given by using all forms of communication including
verbal, non-verbal, and written (Philpin, 2006). The literature review found that
various methods of handoff have been employed in nursing. However, the most
common used methods were verbal, written, tape-recorded, and computerized.
Whatever method is used, the intention of the process is to focus on delivering

essential information to the next caregivers, for patient care transition, in order to



20

enable them to decide on care delivery appropriately related to patient needs
(Fenton, 2006). The following illustrates the details of each handoff method.
1. Verbal handoff

Verbal conversation is the traditional form of clinical handoff
(Bomba & Prakash, 2005). In a hospital context, two modes of verbal handoff have
been used including office-based and bedside handoff.

1.1 Office-based handoff

Office-based handoff is a conventional and the most

fashionable method used to exchange patient information (Currie, 2002). The
specific characteristic of this method is that it is a face-to-face interaction carried
out in a designated location away from patients, such as at the nurses’ station or
nurses’ office, thus excluding patients participation and involvement in their care
decision making (Hopkinson, 2002; Kassean & Jagoo, 2005).

1.2 Bedside handoff

Since traditional office-based handoff has had an important

defect of lacking in patient center care, bedside handoff has been then implemented
as an alternative method to minimize the traditional handoff faults. The common
characteristic of this method is also a face-to-face interaction, but carried out at the
patient’s bedside by the team of caregivers sharing patient information with
attention to encourage patients to participate in their care (Fenton, 2006). However,
a study of Brown and McCormack (2006) observed that sometimes patients might
not be included into bedside handoff process in a meaningful way rather than nurses
reported the visible patient condition and asked them only to verify the nurses’

discussion.
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2. Written handoff

Despite the traditional verbal exchange of information among
healthcare personnel, written documentation has usually been applied to support
verbal conversations during handoff (Bruce & Suserud, 2005; Hopkinson, 2002).
Literature indicated that the recommendation of writing a report beforehand to
structure handoff has been proposed since 1981, followed by suggestions to write
up a guidelines on the content for handoff (Kerr, 2002). In 1995, only written
handoff, such as a care plan, was proposed to replace verbal reporting in nursing
circumstances in the interest of saving time and costs (Hopkinson, 2002; Kerr,
2002; Sexton et al., 2004; Strople & Ottani, 2006).

Completing a written handoff report involves reviewing all
relevant patient documentation (Fenton, 2006). Thus, various kinds of
documentation can be brought into the written handoff including observation charts,
notes taken on paper towels, nursing notes, medication charts, progress notes, and
nursing care plans (Philpin, 2006; Sexton et al., 2004). For a nursing change shift,
Philpin (2006) observed that written handoff usually consisted of the patient’s
biographical details, the nursing care plan which needed the nurse to revise every
day to the identify patient’s progression and care requirements, and a
summarization of the shift events. Nurses in some studies perceived that
documentation for written handoff could be used to declare what nursing
interventions had been given to a patient as well as to be used as evidence to defend

any possible claim in court (Bruce & Suserud, 2005; Philpin, 2006).
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3. Tape-recorded handoff

Tape recorded handoff was prescribed in 1986 by a scholar
claiming that this method allowed for a shorter, uninterrupted report (Kerr, 2002).
To perform a tape-recorded handoff, instead of a real-time exchange of information,
the data is pre-recorded by the outgoing caregiver and later listened to by the
incoming caregiver (Strople & Ottani, 2006). Therefore, this kind of handoff is
carried out as a one-way communication with no opportunity for immediate
questions.

4. Computerized handoff

The advantages of the information technology (IT) have been
applied to facilitate the process of handoff for over a decade (Cheah et al., 2005;
Strople & Ottani, 2006; Van Eaton et al., 2005). A review of relevant literature
found implications for the computerized shift report in 1994, but this reporting still
required a manual transcript of the information, therefore it was not entirely
technological based (Strople & Ottani, 2006). Until 1998, a computerized handoff
was studied in relation to improving the continuity of inpatient care and to prevent
adverse events (Friesen, White, & Byers, 2008).

Generally, the computerized handoff is designed to integrate all
pertinent patient information into an electronic system bridging critical
informational gaps and also preventing any information omission. Through the
computerized system, all patient-centered data can be generated in a clear and
concise format, and can also be accessed quickly (Strople & Ottani, 2006).

Moreover, this handoff system is considered as a manner to overcome problems of
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written communication such as illegibility or unclear handwriting and/or the written
information not being up to date (Arora et al., 2005) .

Cheah et al. (2005) found that by using electronic medical
handoffs patients’ information can be simply accessed and the time spent to
complete a documented handoff and the number of incomplete handoffs had
decreased. Correspondingly, Van Eaton (2005) reported that a computerized system
for resident handoff enhanced the effectiveness of care delivery and reduced the
number of patients missed on ward round by half.

To develop a system of computerized handoff, Cheah et al.
(2005) suggested that a set data and required functions for electronic handoff need
to be discussed and created by the users, to be assured that the system would be
desirable and used in the long term. The most important aspect is that it should be a
real-time documentation. Updating of patient information should be considerately
promoted in order to support the time-sensitive data collection and retrieval. This
could lead to system maintenance by being utilized by all users. Moreover, other
tools such as personal digital assistants (PDAs) or other wireless devices could be
included to support the method in order to allow caregivers to record the patient
information at the point of care. Thus, the information would then be immediately
transmitted to a centralized patient database (Strople & Ottani, 2006; Ye et al.,
2007).

5. Voicemail handoff

In 2007, the use of voicemail for handoff has been found in the
survey of Benson et al. (2007). Voicemail was an electronic telephone system

storing spoken messages that can be listened to later by the receivers (Oxford
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Advanced Learner’s dictionary of current English, 2005). It was utilized as a kind
of verbal handoff but asynchronous, similar to tape-recorded, computerized, and
written handoffs.

Although centered on transferring patient information among
caregivers, each handoff method has strengths and weakness depending on its
specific characteristics. Table 1 presents the strengths and weaknesses of each
handoff method.

In a real circumstance, more than one method of handoff can be
combined and used together, to improve the effectiveness and to eliminate the
weaknesses of each handoff method. Philpin (2006) observed that verbal bedside
handoff was usually performed by using written documents assisting a verbal
report. She pointed out that written documents helped nurses to frame a description
of a shift event and facilitated the method of description and explanation in handoff.
Clemow (2006) implemented the use of a nursing care plan and associated
documentation to assist bedside handoff, to overcome the problem of traditional
office-based handoff. She found that the new handoff style could lead to increased
nurse-patient contact time, improve the quality of documentation, and improve the
level of nurse’s satisfaction. In addition, Pothier et al. (2005) and Bhabra et al.
(2007) conducted a quasi-experimental study to compare the effectiveness in
information retention for three handoff styles. They showed that using purely verbal
handoff resulted in omitting a large amount of information after passed few cycles
of information exchange, whereas using handoff verbally with note-taking resulted
in moderate information loss and using verbal handoff with a pre-prepared sheet

resulted in the least amount of information loss.



Tablel

The Strengths and Weaknesses of Handoff Methods

Handoff method Strengths

Weaknesses

Verbal handoff
1) Office-based - Allows face-to-face interaction (Friesen et al., 2008; Polprasit et
handoff al., 2006).

- Allows staff to discuss situations (Friesen et al., 2008; Polprasit
et al., 2000).

- Allows staff to clarify information together (Friesen et al., 2008;
Polprasit et al., 2006).

- Promotes protection of confidentiality of patient information
(Currie, 2002).

- Promotes reduction of distractions (Currie, 2002; Kerr, 2002).

2) Bedside -Allows face-to-face interaction (Friesen et al., 2008).

handoff - Allows staff to assess patient together (Friesen et al., 2008).

- Allows staff to clarify information together (Friesen et al., 2008).

- There may discrepancies between patient report and
actual patient status (Friesen et al., 2008).

- May be difficult to access all relevant information for
concise report (Friesen et al., 2008).

- Lack of nursing contact with patients during the session
(Currie, 2002; Polprasit et al., 2006).

- There may be absence of patient documentation if it is
used during the session (Currie, 2002).

- May be poor retention of information by receiver if using
verbal communication only (Pothier et al., 2005)

- Confidentiality issues need to be addressed (Currie,
2002; Friesen et al., 2008; Jenkin et al., 2007).

- There may be distraction and interruption (Currie, 2002;

Friesen et al., 2008; Jenkin et al., 2007).

4



Tablel (continued)

Handoff method Strengths

Weaknesses

- Allow the remedy of errors (Friesen et al., 2008).

- Promotes patient and family involvement and participation in
patient care (Hopkinson, 2002).

- Promotes building rapport between caregivers and patient
(Hopkinson, 2002).

- Promotes gathering visual information of caregiver (Currey,
Browne, & Botti, 2006; Currie, 2002).

- Promotes patient-cantered care environment (Currie, 2002)

- Promotes increasing caregiver-patient contact time (Clemow,

2006).

Written handoff - Allows incoming caregivers to review patient information
(Friesen et al., 2008; Hopkinson, 2002).
- Promotes improvement in documentation (Friesen et al., 2008;
Hopkinson, 2002).

- Reduces the likelihood of errors resulting from caregivers have

limited memory for a large volume of information (Sexton

etal., 2004).

- May be difficult to discuss in some subjects such as the
patient’s diagnosis and prognosis (Hopkinson,
2002).

- Terms (jargon) used by caregivers in report may deviate
patient concern for participation (Friesen et al.,
2008; Philpin, 2006).

- Not all patients desire to participate (Currie, 2002;
Friesen et al., 2008).

- Patients may not be included to participate in a
meaningful way (Brown & McCormack, 2006;
Philpin, 2006)

- Lack of opportunity of face-to-face interaction (Fenton,
2000).

- Quality of documentation may vary depending on the
type of documentation (Pothier et al., 2005).

- May be missing or sub-optimally recording of essential
information if not considerately documented

(Friesen et al., 2008).
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Tablel (continued)

Handoff method

Strengths Weaknesses

Tape-recorded

handoff

- Allows having formal evidence of care given by caregivers - May be difficult to find out some information (Arora et
(Bruce & Suserud, 2005; Philpin, 2006).

2007).

- May be illegible, unreadable and unclear (Arora et al.,
2005; Boockvar & Fridman, 2005; Jenkin et al.,
2007).

- The outgoing caregivers can provide patient care while incoming - Lack of opportunity of face-to-face interaction (Kerr,

caregivers are listening to recording (Friesen et al., 2008). 2002).
- Tape can be repeated (Friesen et al., 2008; Kerr, 2002). - Lack of opportunity to clarify information together
(Kerr, 2002).

- May be difficult to hear or understand (Friesen et al.,
2008).

- Needs access to equipment and demands good recorded
sound quality (Friesen et al., 2008).

- There may discrepancies between patient report and

actual patient status (Friesen et al., 2008).

al., 2005; Boockvar & Fridman, 2005; Jenkin et al.,

LT



Tablel (continued)

Handoff method Strengths Weaknesses

- Lack of current information after the time the report is

taped (Friesen et al., 2008).

Computerized - Allows quick access to patient information (Cheah et al., 2005; - Needs a technological system (Strople & Ottani, 2006).
handoff Strople & Ottani, 2006; Van Eaton et al., 2005). - Lack of opportunity of face-to-face interaction (Arora et
- Allows quick transfer of patient information (Cheah et al., 2005; al., 2005).

Strople & Ottani, 2006; Van Eaton et al., 2005).

- Allows generating information in a clear and concise format

(Strople & Ottani, 2006). - May be missing or sub-optimally recording of essential
- Allows incoming caregivers to review patient information (Van information if not considerately recorded (Friesen
Eaton et al., 2005). et al., 2008).

- Promotes improvement in documentation (Arora et al., 2005).

- Reduces the likelihood of errors resulting from caregivers have
limited memory for a large volume of information (Arora
et al., 2005).

- Allows having formal evidence of care given by caregivers
(Arora et al., 2005).

- Promotes readable and clear letters (Arora et al., 2005).

8¢



Tablel (continued)

Handoff method Strengths Weaknesses
Voicemail handoff - Allows quick access to information across time and - Depends and relies on technical system (Horwitz et al.,

space(Horwitz et al., 2009) 2009)

- Information can be provided and received at the most convenient - Information could be outdated, delayed or never
time for both parties (Horwitz et al., 2009) accessed (Horwitz et al., 2009)

- Eliminates conflicts between communicators (Horwitz et al., - Omits opportunity for information clarification and
2009) questioning (Horwitz et al., 2009)

- Information could be reviewed (Horwitz et al., 2009) - Omits opportunity to customize information according to

the need of receivers
- Risks to patient confidentiality violation if accessibility

to information is not controlled

6¢C
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In order to ensure the continuity of care and patient safety, institutes
that are seeking methods for handoff improvement need to take the strengths and
weaknesses of each method into account. A combination of handoff methods may
offer greater benefit of the process not only to patients but also to caregivers.
However, which type of handoff should be selected or be combined needs a
consideration and agreement of the members in the setting that the handoff will be

performed.

Functions of handoff

The clinical handoff is a multifaceted activity. The exchange of
information is regarded as the main function of the handoff, allowing the incoming
staff to assume patient accountability and responsibility for ensuring the continuity
and safety of patient care (Alem et al., 2008; Broekhuis & Veldkamp, 2007; Bruce
& Suserud, 2005; Currey et al., 2006; Hopkinson, 2002; Jenkin et al., 2007; Kerr,
2002; Makary et al., 2007; MeiBner et al., 2007; Philpin, 2006; Polprasit et al.,
2006; Taylor, 2002).Therefore, it was no wonder when studying the initial two-hour
post-operative period of cardiac patients in a critical unit, that this function of
handoff enabled nurses to make decisions and identify specific decision priorities
for immediate patient management in the recovery period (Currey et al., 2006). For
dying people, this function also helped nurses to prepare for caring for dying
patients and their families (Hopkinson, 2002).

Depending on the style, the clinical handoff may also provide
opportunities for social interaction, organizational management, education, and

team cohesion (Hopkinson, 2002; Kerr, 2002; Patterson et al., 2004; Philpin, 2006).
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The “social” function consists of social or emotional support, stress
relief, joking and light-hearted episodes. Hopkinson (2002) found that in the context
of caring for dying people, handoff gave an opportunity to express and share
nurses’ thoughts and feelings among their colleagues, which helped nurses in this
situation.

The “organizational” function refers to steering immediate plans for
a shift and allocating nurses responsibility for patients. In regards to this, Philpin
(2006) observed that a nursing change shift handoff was as a ritual and was a
symbolic marker indicating that the incoming nurse to take responsibility for patient
care had accepted the responsibility for the patient. Soon afterwards, the shift plan
would be set up and allocated to all team members (Philpin, 2006).

The “educational” function occurs when a senior nurse provided
explicit teaching to novice nurses through examples in the topic of clinical patient
care and nursing practice or when nurses shared learning experience and the culture
of the ward (Kerr, 2002).

Lastly, the “team cohesion” function represents sharing the essential
values of a group of caregivers. Philpin (2006) found in a nursing group of an
intensive therapy unit (ITU) that nurses performed the same actions of expressing
the essence of care and concern for vulnerable patients.

It can be seen that handoff is a highly complex communication
event, which contributes multiple functions. However, functions of handoffs are
related to how handoff is conducted. In circumstances where handoff is interactive
and involves various levels of staff and also patients and family, all of these

functions then can be displayed. However, Sexton et al. (2004) found that
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sometimes handoff in a nursing change shift appeared to promote confusion and

often did not clarify issues regarding patient status, treatment or management.

Factors related to effective handoff

Success in performing effective handoff relates to many factors.
Healthcare providers should comprehend these factors and take them into account
when attempting to conduct an effective handoff. The following describes the
factors related to promptness and time spent for handoff, and factors determining
quality handoff.

In a medical ward, a qualitative study conducted by Polprasit et al.
(2006) pointed out that factors relating to the promptness for nursing handoff were
the time the nurses arrived in the ward, the readiness of documents and equipment,
the number and severity of patients, the cooperation of team members, management
skills, and the discussing of private matters. Factors associated with the time spent
for handoff included the number and severity of patients, the type of shift, accuracy
and relevancy of information, intention and concern for handoff, the relationship
between participants, management and communication skills, and also discussing of
private matters.

In an emergency environment, Ye et al. (2007) indicated that the
amount of information exchanged in handoff did not indicate its quality. Moreover,
Bruce and Suserud (2005) pointed out that effective handoff takes place when
information exchange is patient focused and identifiable problems are clearly stated
in order to enable the next caregivers to form a holistic picture of the patient,

therefore, the subsequent care process is ‘easy’ and ‘simple’. For surgical handoff,
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Horn et al. (2004) stated that relevant factors determining the appropriateness of
surgical handoff were the seniority of participants in handoff, patient condition, and
the nature of surgery.

In addition, MeiBner et al. (2007) stated that the qualification and
position of the participant, occupational seniority, type of shift, quality of
leadership, and social support from colleagues were considered variables associated
with dissatisfaction with nursing shift handoffs; and the most frequent two reasons
that made nurses dissatisfied with shift handoffs were ‘too many disturbances’ and
‘lack of time’.

Knowing that these factors influence effective handoff could help
caregivers find out the way to strengthen their handoff process. Thus, when
performing handoff, these factors should be taken into account with attention to
introducing positive factors and minimizing negative factors relating to handoff in

order to establish effective handoff procedures.

Problems of handoff

Although handoff between caregivers is considered as a vital process
to ensure the continuity of care delivery, shortcomings are continuously
experienced, especially in issues of communication breakdown which accounts for
the majority of unanticipated adverse events in patients (Lingard et al., 2004).

According to the report of the Joint Commission on Accreditation of
Healthcare Organizations, communication issues were the top contributing factor of
sentinel events (over 60%) (Lingard et al., 2004). In addition, Christian et al. (2006)

found that 86% of communication failure, including information lost or
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degradation, had significant negative consequences for care progression. Greenberg
et al. (2007) discovered that communication failure was a cause of approximately
23% of surgical malpractice claims that led to patient injury. They further found
that the communication failures were commonly verbal in nature with 43% of
failures occurring in handoff, the communication process of patient information for
the transition of patient care between caregivers. Moreover, Gandhi et al. (2006)
found that handoff was one of contributing factors that lead to the errors associated
with patient harm and death.

Problems related to handoffs and contributing factors have been
discovered across the board. Common problems are incomplete, inaccurate,
disorganized, irrelevant, and untimely information regarding a patient’s condition,
treatment, plans, and management (Strople & Ottani, 2006; Ye et al., 2007).
Riesenberg et al. (2010; 2009) found the following factors contributing to handoff
problems: barriers related to communication, equipment, and environments; a lack
of standardization, time, training, or education regarding handoff; the complexity or
high number of patients; and other human-related factors.

Handoff breakdowns have been continuously experienced. The lack
of adequate and accurate information details of the patient can make the transition
of patient care vulnerable to errors, thus jeopardizing patient safety. For this reason,
the quality and safety of the handoff has come under increasing scrutiny in many

nations (Arora et al., 2005), in order to find the ways to improve handoffs.
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Effects of ineffective handoff

Effective handoff between healthcare personnel is considered as a
critical practice in ensuring the delivery of effective care and avoiding errors and
adverse events. However, many studies from different healthcare sectors
encountered with ineffective handoffs, which their effects involved both caregivers
and patients.

1. Effects on caregivers

As mentioned earlier, handoff is designed to familiarize incoming
caregivers with patients they will be responsible for (Arora et al., 2005; Kerr, 2002;
Philpin, 2006), allows caregivers to change duty with minimal disruption to the
continuity of patient care (Kerr, 2002). However, many studies found that
ineffective handoff influences the caregivers’ working process. Mostly, ineffective
handoff appeared to decrease caregiver efficiency rather than lead to adverse events
(Lingard et al., 2004; Manias et al., 2005; Ye et al., 2007). These effects included
experiencing of barrier to provide safe practice; uncertainty to make further patient
care decisions; doing unnecessary or repeated work and gathering information from
other sources; delaying, omitting, wrongdoing, or overdoing treatment,
management, and care; missing diagnosis; the inability to meet patient needs; team
tension; workaround; resource waste, and a waste of time (Arora et al., 2005;
Boockvar & Fridman, 2005; Jirapaet et al., 2006; Ye et al., 2007).

2. Effects on patients

Since ineffective handoff tends to impede caregivers’ from

carrying out their subsequent responsibilities for patients effectively, therefore,

patients could be affected from inappropriate tasks of caregivers resulting from
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ineffective handoff. In relation to the continuity of care, Ye et al. (2007) found that
ineffective handoff could lead the patient to have delayed or missed investigations
and therapy, and cause a delay in disposition and care. On the other hand, many
studies found that ineffective handoff also introduced adverse effects to patient
safety. These included patient inconvenience, threats to patient confidentiality,
medication errors, resource waste, wrong-site surgery, waste of time, last-minute
cancellation of surgery, patient injury, procedure error, and re-hospitalization
(Christian et al., 2006; Jirapaet et al., 2006; Lingard et al., 2004; Makary et al.,
2007; C. Moore et al., 2003; Ye et al., 2007).

Handoff is essential for the continuity and consistency of patient
care. Thus, any failures in a handoff may result in negative consequences to not
only the caregivers, but also the patients. To minimize adverse effects, the handoff
must be the subject that needs high quality maintenance as in any other clinical
process involving patient care. This is required in order to ensure system robustness

during handoffs, and then enable caregivers to safely provide continuity of care.

Recommendations for standardizing handoffs

Reviewing literature indicated that the handoff in many settings
needs improvement. As a professional, health caregivers need to take responsibility
for strengthening this practice to ensure that the process applies appropriate
methods to transfer sufficient information to the next caregivers. Then this
information can influence and enable them to further deliver continuous and safe

care to the patient.
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Various recommendations for handoff improvement have emerged
from reviewing literature. As information for handoff needs to be accurately and
appropriately communicated to meet quality and safety goals (JCAHO, 2007;
Patterson et al., 2004), this requirement calls for attention from many institutions to
standardize the handoff process (JCAHO, 2008b). Several studies correspondingly
suggested having a consistent guideline, framework, protocol and policy as a
prerequisite to formularize an optimal handoff (Bomba & Prakash, 2005; Currie,
2002; Greenberg et al., 2007; Horn et al., 2004; Ye et al., 2007). The
recommendations suggested by JCAHO (2008b) and other empirical studies to
enhance quality handoffs include:

1. Interactive communication including an opportunity to ask
clarifying questions and to receive answers in a timeframe. Additionally,
questioning for gathering information should also be encouraged (JCAHO, 2008b;
Patterson et al., 2004).

2. Providing up-to-date information regarding the patient’s care,
treatment and services, condition, and any recent or anticipated changes and/or care
plan (Arora et al., 2005; JCAHO, 2008b; Patterson et al., 2004).

3. Including a process for the verification of the received
information, such as repeat-back or read-back, as appropriate, to ensure that
information is accurate and to eliminate errors, confusion, and misunderstanding,
and that both parties agree on and comprehend the issues (Greenberg et al., 2007;
JCAHO, 2008Db; Patterson et al., 2004).

4. Opening opportunity for an incoming caregiver to update and

review patient information before handoff update (Girard, 2007; JCAHO, 2008b).
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5. Assessing the patient status together between incoming and
outgoing caregivers to check patient status and congruency between the report and
patient condition (Simpson, 2005).

6. Providing a written summary, or electronic record of critical
information by the outgoing caregiver writing or recording the summary before
handoff (Girard, 2007; Simpson, 2005).

7. Preparing for handoff to ensure that all relevant information
including decisions made for patient care will be communicated (Manias et al.,
2005).

8. Limiting interruptions during handoff to minimize the possibility
that information would fail to be conveyed or would be forgotten (Patterson et al.,
2004).

9. Limiting the initiation of operator actions during an update
(JCAHO, 2008b; Patterson et al., 2004)

10. For critical patients, handoff can be divided into two phases, if
necessary, immediately at the start with essential information, and afterwards when
initial treatment had been undertaken giving further information (Jenkin et al.,
2007).

11. During emergencies, remaining involved until there is assurance
and evidence that each piece of critical information has been accurately transferred
and received by all members of the accepting team (Patterson et al., 2004; Simpson,
2005).

12. For bedside handoff, conducted in a private setting, and assuring

that patient confidentiality is protected. Furthermore, encouraging the patient to
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participate, but recognizing that not all patients will want to or be able to participate
and this needs to be respected (Brown & McCormack, 2006; Currie, 2002; Jenkin et
al., 2007; Kassean & Jagoo, 2005).

13. Decreasing the number of transfers and the patient’s caregiver
accompanying the patient to the new setting by the patient’s caregiver to decrease
the risks associated with handoff error (Friesen et al., 2009).

14. Eliminating unnecessary information during handoff because the
capacity of communication channels is limited (AORN, 2007¢)

15. Allocating sufficient time for the process to allow both parties
the opportunity to clarify all information (JCAHO, 2008b; Riesenberg et al., 2010).

16. Determining the level of staff participating in handoff to assure
they have the knowledge and capability to participate in it (Crum Gregory, 2006;
Currie, 2002; Finis & Porch¢, 2005; JCAHO, 2008a).

17. Designing handoff with the consideration of maintaining the
ancillary function (social interaction, organizational management, education, and
team cohesion) of handoff in order to obtain all benefits from it (Hopkinson, 2002;
Kerr, 2002; Patterson et al., 2004).

18. Using handoff tools such as scripts, checklists, written
documentation or computerized systems to support the verbal report as appropriate
to eliminate the limitations of human ability to retain a large volume of complex
information (Arora et al., 2005; Girard, 2007; Sexton et al., 2004).

19. Using clear terminology for handoff. The use of ambiguous
language should be restricted, and medical jargon, confusing terms, and

unacceptable abbreviations should be avoided (Girard, 2007).
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20. Developing a list of abbreviations, acronyms, and symbols that
are common and can be used in the organization, as well as determining what can
not to be used (Beyea, 2006; JCAHO, 2007).

21. Updating information during handoff in the same order every
time (Patterson et al., 2004)

22. Using a combination of verbal and written communication to
open the opportunity for feedback and clarification of information which might
result in greater consistency of information delivery and again less opportunity for
error. However, if using handwriting, documentation should be legible (Arora et al.,
2005; Crum Gregory, 2006; Girard, 2007; Jenkin et al., 2007).

23. Using electronic systems to support handoff to provide easily
accessible data. However, the system should be utilized to its fullest capacity, and
be accurate and up to date. In addition, to support real-time documentation, the
point-of-care technologies such as PDAs or other wireless device should be
included in the process (Jenkin et al., 2007; Strople & Ottani, 2006; Ye et al., 2007).

24. Using a team report for handoff as appropriate to ensure that
everyone receives the same information, and to eliminate the risk of unanswered
question and the potential for misunderstanding (Bruce & Suserud, 2005).

25. Educating and training all levels of staff to communicate
effectively at the time of handoffs (Arora et al., 2005; Ye et al., 2007). Therefore,
standard educational handoff programs should be developed.

26. Ensuring that the information of unambiguous responsibility for

key tasks that may be left undone is transferred to those responsible persons, which
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means that important tasks for patient care have to be identified a responsible
person in charge (Patterson et al., 2004; Simpson, 2005).

27. Delaying the transfer of care responsibility when there is a
concern about the status of the process or the ability of the incoming provider to
safely handle the situation (Patterson et al., 2004; Simpson, 2005).

28. Regular reviewing and auditing of the handoff process to identify
areas for improvement and ensure that standard practice is followed (Simpson,
2005)

29. Using a communication model such as the SBAR model
(situation, background, assessment, and recommendation) (Arora et al., 2005;
JCAHO, 2008a; Leonard, Graham, & Bonacum, 2004) or the CUBAN model
(confidential, uninterrupted, brief, accurate, and named nurse) to formalize handoff
(Currie, 2002).

30. Developing discipline specific concise forms, tools or checklist
systems for each clinical situation (i.e., labor, postpartum, newborn care, and the
operating room) to prevent content omissions and to ensure the exchange of
relevant information among all team members to help reduce the amount of
unproductive time spent in handoff, by ensuring that only essential information is
'passed on' (Arora et al., 2005; Simpson, 2005).

31. Performing the process with great attention to detail and listen in
information transferred (Currie, 2002; Manias et al., 2005).

32. Constructing a culture of open and honest communications and

dialogue and also implementing systems, policies, and procedures to minimize
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communication breakdown and foster a rigor of communication regarding clinical
processes that might lead to patient error (Finis & Porché, 2005).

All the above are recommendations for improving clinical handoff.
Most of them tend to be anecdotal, and very few studies have systematically tested
the feasibility, efficiency and effectiveness of these recommendations. Any
recommendations for handoff strategies, methods, or models are specifically
suggested for any environment. Therefore members in a setting have the
responsibility to clarify and decide on set of these recommendations for applying to
their workplace. The entire team must be committed to work collaboratively
throughout the process of improvement.

Handoff is an area deserving further research. Standardizing handoff
processes could help caregivers prevent omissions of essential information
transferred to the next caregivers, then, ensuring the continuity of care and patient
safety. Through a standardized handoff, only information relevant to patient care
can be passed on in a time-efficient manner. Then, the next caregiver can use this
information to decide on the appropriate care according to the individual patient’s

needs.

Communication in Nursing Handoff

As handoff is a communication process, understanding the concept
of communication could help the researcher to understand how to carry out handoff
effectively. The concept of communication has been studied for a long time and is

regarded as a complex phenomenon. Many researchers have studied communication
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looking at its aspects depending on their perspective. The following are some

common aspects of communication in nursing handoff.

Definition of communication

Various definitions of communication have been proposed. As early
as 1960, Berlo (1960) described and characterized communication as a process
which is dynamic, on-going, ever-changing, and continuous. It does not have a
beginning and an end, and each element within its process affects all of the others.

Bormann (1980) described in ‘Communication Theory’ that some
scholars defined communication as the production of symbolic content by an
individual, according to a code with anticipated consumption by other(s), according
to the same code. Communication is not a one-way transmission but a two-way
dialogue. And, communication is not simply an act or even an interaction; it is the
interpersonal approach of a transaction.

Rogers (2003) viewed communication as a process in which
participants create and share information with one another in order to reach a
mutual understanding, thus achieving certain effects.

In the Oxford Advanced Learner’s Dictionary of Current English
(2005), “communication” is defined in three ways: (a) ‘the activity or process of
expressing ideas and feeling or of giving information’; (b) ‘methods of sending
information, especially telephone, radio, computers, etc. or roads and railways’; and
(c) ‘a message, letter or telephone call’.

In addition, Dunne (2005) mentioned communication as a process by

which information, meaning and feeling are shared by persons through the
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exchange of verbal and non-verbal messages. Communication is not something that
people do to one another, but rather it is a process in which they create a
relationship by interacting with each other, simultaneously sending and receiving
messages. People encode and send messages while they are receiving and decoding
other messages.

For the overall definitions of communication, communication is an
interaction process of expressing ideas, information, meaning and feeling to share
with others through the exchange of symbolic content, verbal and non-verbal
message, as a code anticipated to be understood by others with the same code. It is a
process of simultaneously sending and receiving messages between the sender and
receiver via channels. By communication, people can understand and make certain

effects on others.

Communication model

Understanding  the communications process could help
communicators know how to communicate effectively as well as the barriers to
effective communication. For figuring it out easily, a prominent feature of
communication has been developed into models of communication. In 1949, Claude
E. Shannon and Warren Weaver brought forward the first model to describe the
entire process in which a signal transfers from one side to the other (Ling, 2007).
The model was named Shannon-Weaver Model which is widely accepted as the
best-known example of the ‘informational’ approach to communication (Chandler,
1995). Claude Shannon and Warren Weaver were engineers working for Bell

Telephone Laboratories in the United States. They developed a model of
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communication which was intended to discover how communication messages
could be converted into electronic signals most efficiently, and how those signals
could be transmitted with a minimum of error. Figure 2 illustrates the Shannon and

Weaver model of communication (Shannon & Weaver, 1949).

Information i . o
source Transmitter Receiver Destination
Channel
Signal Received
A .
Message signal Message
Noise
source
Figure 2

The Shannon and Weaver Model of Communication [From: Shannon & Weaver
(1949)]

The communication model of Shannon and Weaver (1949) consists
of six elements including:

1. An information source which produces a message or a sequence of
the message to be communicated to the receiving terminal.

2. A transmitter which operates on the message in some way to
produce a signal. Thus, it ‘encodes’ the message into a signal that is suitable for
transmission over the channel.

3. The channel is the medium used to transmit the signal from the

transmitter to the receiver.
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4. The receiver ordinarily performs the inverse operation of that done
by the transmitter. It 'decodes' or reconstructs the message from the signal.

5. The destination is the person (or thing) for whom the message is
intended.

6. Noise is a dysfunctional element of communication. It is any
interference with the message travelling along the channel which may lead to the

signal received being different from that sent.

For Shannon and Weaver (1949), communication takes place when
the information source selects a desired message out of a set of possible messages.
The selected message may consist of the written or spoken word, or pictures, music,
etc. Then, the transmitter changes this message into a signal which is actually sent
over the communication channel from the transmitter to the receiver. In oral speech,
the information source is the brain and the transmitter is the voice mechanism
producing the varying sound pressures (the signal) which is transmitted through the
air (the channel). Finally, the receiver, as the inverse transmitter, changes the
transmitted signal back into a message, and hands over this message to the
destination.

In the process of signal transmitting, it is unfortunate that noise can
make changes, which is not intended by the information source, in the transmitted
signal. These unwanted changes may be distortions of sound (in telephony, for
example) or static (in radio), or distortions in the shape or shading of pictures

(television), or errors in transmission (telegraphy or facsimile), etc. Therefore, in
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order to prevent distortion or degradation of a signal to the destination, the noise
needs to be controlled or eliminates from the process of communication.

In the Shannon and Weaver model, communication is viewed as a
one-way linear model of the transmission of a message. The speaker and a listener
would strictly be the source and the destination of the message, respectively, rather
than the transmitter and the receiver because the developers of the model were
principally concerned with achieving maximum telephone line capacity with
minimum distortion, and had never intended for their model of signal transmission
to be used for anything but telephones. In this model, the information source
transmitted the messages into a signal. Then, the transmitter fed the signal through a
channel to the receiver, who changed the signal into understandable content under
the disturbances of noise for the destination of the message. However in commonly
humanized communication, the process is viewed as a two-way transmission of the
message (Bormann, 1980). Thus, participants in the communication process would
be called the sender and the receiver who encodes and decodes the message
transmitted through the channel, under the interferences of noise.

As one-way transmission of a message was a defect of the Shannon
and Weaver model, Osgood and Schramm developed a circular model with an
attempt to remedy that deficiency. The developed model expanded the
communication process to include a feedback system: an encoder sends a message
to a decoder, who interprets the message and then encodes a message back to the
sender; the sender decodes and interprets that message, resulting in a continuing
process of interaction (G. H. Moore, 2008). In the Osgood and Schramm model, the

participants of the communication process swap between the roles of
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source/encoder and receiver/decoder, and receiving a message is not simply a
matter of decoding, but also of interpreting the message. Thus, for communication
to occur, both the sender and receiver must share similar experiences in order to
achieve the interpretation of the message received to be the same meaning as the
message sent. Figure 3 presents Osgood and Schramm circular model of

communication.

/ Message \

Decoder Encoder

Interpreter Interpreter

Encoder Decoder

\ Message

Figure 3

Osgood and Schramm Circular Model of Communication [From: Moore (2008)]

As handoff is a communication process, the researcher decided to
combine and modify the Shannon and Weaver model and the Osgood and Schramm
circular model of communication to be a theoretical framework to study the
development of evidence-based handoff for Thai OT nurses. A handoff between
two caregivers is an interaction process of transferring patient information, as a
message, by using several strategies, as a channel carrying the information, with the

intention to control or minimize distortion or the degradation of the information
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introduced by noise. In this study, the sender is a nurse going to terminate or take a
break from the responsibility of the surgical patient, and the receiver is a nurse
going to resume the responsibility for the patient from the former. Encoding and
decoding are individually intrapersonal processes of the sender and receiver of
patient information during handoff. These proOcess are complex, complicated, and
difficult to manipulate, thus were excluded to be variables in this study. The

communication model of handoff in this study is shown in Figure 4.

Decoding Encoding
Strategy
Sender information Receiver
Encoding x Decoding
Noise

Figure 4
Communication Model for Handoff [Modified from Shannon and Weaver (1949)
and Moore (2008)]

The modified communication model used for handoff consists of 7
elements; sender, encoding, message, strategy, receiver, decoding, and noise. The
detail of each element is described as follows:

1. The sender

The sender is a source of communication. He/She is a caregiver
who is going to terminate or take a break from the responsibility of the surgical

patient; and he/she needs to communicate the information about the patient to the
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next caregiver for the purpose of ensuring the continuity of patient care as well as
patient safety (JCAHO, 2007).
2. The encoding
Encoding is the intrapersonal process of the sender to translate
information into a code to be transmitted (Porritt, 1990). The encoding function is
performed by the set of motor skills of the sender such as the vocal mechanisms
(which produce the oral word, cries, musical notes, etc.), the muscle systems in the
hand (which produce the written word, picture, etc.), and the muscle system
elsewhere in the body (which produces gestures of the face or arm, posture, facial
expressions, etc.) (Berlo, 1960). However, it could be observed that language is the
most obvious code, but non-verbal codes such as body language are also included
(Porritt, 1990).
3. The information
Information is the message produced from the encoding process.
This information includes spoken words and non-verbal signs structured in a certain
order according to the required code in the hope that the other person involved will
be able to understand its meaning (Porritt, 1990).
4. The strategy
Strategy is a channel or medium used for carrying information to
be transferred (Berlo, 1960). It is a fact that the information can effectively pass
through only by some strategies; therefore the choice of strategies often is an
important factor for establishing the effectiveness of communication. To ensure that

communication will be successful, the sender should make certain that he/she is
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using the appropriate strategies to avoid the distortion or omission of the
information and to avoid unnecessary opportunity for interference by noises.
5. The decoding
The encoding is the intrapersonal process of the receiver to
retranslate or decode the information and put it into a form that he/she can use
(Berlo, 1960). This process requires the knowledge of the symbols and signs being
used, and the receiver needs to be able to attach a meaning to the symbols of a
similar nature to the code of the sender, which is not always the case. There is more
likelihood for the communication to be decoded accurately if the sender has
structured his/her information with the some thought as to the receiver’s needs. If
the information is sent considering only the sender’s perspective, but no receiver’s
perspective, the chance of the information sent not being the information received
increases (Porritt, 1990). As mentioned before, encoding can be done by using the
motor skills of the sender for communication, thus in the same way, decoding can
be performed by using the set of sensory skills of the receiver via the senses (Berlo,
1960).
6. The receiver
The receiver is a person who is the subject who will interpret the
information (Berlo, 1960; Porritt, 1990). He/she is a caregiver consecutively going
to resume the responsibility for the patient from the previous caregiver going off
from duty. For communication to occur there must be somebody at the other end of
the channel. When the sender talks, somebody must listen; and when he/she writes,
somebody must read. And, if there is no receiver, no communication has taken

place (Berlo, 1960).
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7. The noise
Noise is anything distorting or preventing the information sent
being the information received. From the communication model, it can be seen that
the process affords for noise to contribute towards ineffective or dysfunctional

communication. Noise may take several forms.

To communicate effectively for handoff, the functional elements of
the process including the sender, encoding, information strategy, decoding, and
receiver must be functioning properly, whereas noises should be eliminated.
Accurate, relevant, and sufficient information is considered as the essential part for
handoff, in order to achieve the goal of ensuring the continuity of care and patient
safety. Therefore, making information accurate, relevant, and sufficient to the
patient’s condition as well as applying appropriate strategies carrying the
information to be transferred with the intention to control and minimize noise is a

being critical task for a caregiver to perform an effective handoff.

Communication problems in nursing context

According to Shannon and Weaver (1949) , there are three types of
communication problems including technical problems, semantic problems, and
effectiveness problems. In addition, Brunner (1981) indicated that message
overload was another type of communication problems that can be found in the

nursing context. The following describes each problem;
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1. Technical problems

Technical problems address the issue of the accuracy of the
message transferred. They occur when the sent message is not received accurately.
In this case, it can be assumed that an intelligible message was sent. These
problems may arise from the sending of incomplete or jargon-laden messages as
well as the effects of interference on the communication process (Brunner, 1981).
In nursing, technical communication problems can create a life-threatening situation
such as when incomplete patient information is assumed to be complete.

In order to determine whether the message sent is the message
received, the sender may request feedback. A receiver may also demand
clarification, repetition, or further information. Requests for clarification of
additional information (from the sender or receiver) can be utilized to test for
message completeness or distortion. Requesting or obtaining feedback can be done
simply by asking the receiver to interpret a specific point or summarize a prior
discussion.

The basic communication model demonstrates that noises can
disturb communication while messages are being sent. Thus, to ensure that the same
message is received, it is necessary as much as possible to remove the noises prior
to sending the message. For example, the environmental noise can be avoided only
by leaving the area. Strategies carrying message selection can also affect
communication success. Therefore, the senders should make certain that they are
using the appropriate strategies. The right strategies must be selected to avoid the
distortion or omission of the signal and to avoid unnecessary opportunity for

interference with the message. Factors to be considered in selecting the appropriate
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strategies include the knowledge of the receiver as an individual, the desired time of
message receipt, and the need for immediate feedback.
2. Semantic problems

Semantic problems refer to the interpretation of a message by the
receiver, whether the receiver clearly comprehends the message’s information
content or not. For this type of problems, the information content can be distorted
by noises making the message sent very different from that which is received. Some
messages are distorted because of the use of “buzz words,” slang, or jargon.
Sometimes, the real message is buried under emotional overtones or is hidden in
body language. The receiver can be confused when the sender uses subtle hints and
innuendos as a means of communicating. In a hospital setting, the use of
abbreviations is one major semantic problem. To resolve the semantic problems, the
sender must consider the vocabulary of the receiver. It is the sender’s responsibility
to use language that is understandable to the receiver. Senders also must rely on
checkout to ascertain the receiver’s comprehension of their messages. Similarly, the
receivers have an obligation to give feedback to the sender regarding the clarity of
the message.

3. Effectiveness problems

Effectiveness problems refer to the message’s effects on the
behavior of the receiver. Generally through communication, senders of messages
can influence the behavior of others. However, it should not be assumed that the
receiver of a message will act in the manner desired by the sender. With the aim of
changing the receiver’s behavior, the sender’s knowledge of the communications

process alone may not be adequate to change behavior. The sender may need to
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appeal to the receiver’s sense of motivation and desired outcomes in order to bring
about a desired behavior change. Knowledge of these concepts provides cues as to
how a message should be communicated. For example, behavioral change may be
effected by non-verbal communication of the rewards. To know whether the
transmitted message has any impact on the individual, the sender must obtain
feedback. For effectiveness problems, observing the receiver’s behavior may be the
best means of obtaining feedback. When the desired behavior does not occur,
senders should look for technical or semantic problems in the communication
system before blaming the receiver for lack of cooperation.
4. Message overload problems

It is normal that people can absorb and process only a very limited
amount of information at any one time. The message overload problem may
develop when an esoteric or incomprehensible message is presented, or when
receivers are given too much information. When an individual’s limit has been
reached, he/she will block out further messages. Some people respond to message
overload by inattentiveness in a conversation, sleeping during a meeting, or talking
with another person during a lecture

The treatment for message overload is quite simple; eliminate
messages that are not relevant to the main topic. When the primary message is
complex, the presentation should be very concise and to the point. If a small amount
of messages are given over an extended period of time, the probability of accurate
reception is greater.

There are other techniques for treating and/or preventing message

overload. For example, frequently repeating the message or using special word
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terms, numbers, or symbols as a coding procedure to represent further information.
However, if a coding procedure is used, it is necessary to make sure that everyone
involved understands the code. Another approach to message overload, particularly
during a lengthy conversation, is for the sender to provide some thinking time for
the receiver. Thinking time can be gained through a brief digression from the main
topic, a question period, or a simple coffee break. The thinking time approach
permits the receiver to consider and process the message received before being

subjected to any additional message.

Understanding the basics of communication can help caregivers to
have awareness and carefulness when conducting handoff to prevent
communication breakdown. To avoid or eliminate communication problems,
several strategies need to be utilized to make the information for handoff accurate,
relevant, and sufficient to a patient’s condition, and to eliminate noise distorting or
degrading information when it being transferred. This is regarded as an important

task of all caregivers to achieve the ultimate goal of handoff.

Handoffs for Operating Theatre Nurses

Operating Theatre (OT) is a specific area used to perform surgical
interventions. A nurse providing care for surgical patients in OT is called an OT
nurse or perioperative nurse. Generally, the OT nurse provides continuity of care
throughout the three perioperative phases of care to the surgical patients. For care
delivery, the OT nurses use scientific and behavioral practices with the eventual

goal of meeting the individual needs of the patient undergoing surgical intervention
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(Fairchild, 1996). Similar to all nurses, the perioperative nurse has traditionally bee
seen as a provider of safety and comfort, a supporter, and a confidant to patients.
The patient’s safety and wellbeing are entrusted to the OT nurse from the moment
of arrival on the OT until the departure and transfer of the responsibility for care to
another professional healthcare provider (Atkinson & Fortunato, 1996).

The perioperative setting is a technologically complex patient care
environment with a multidisciplinary team coordinating throughout the
perioperative care. For individual surgical patient care, handoffs are performed
many times at different points of patient care transition as the patient navigates
through the perioperative continuum of care (AORN, 2007d), including when one
caregiver completely transfers responsibility for the patient, or gives temporary
transfer of responsibility for the patient such as break relief, or shift change. In
addition, the OT handoff for each patient can occur when the responsibility for the
patient is transferred from the pre-operative unit to the OT nurse in the admission
area, then from the OT nurse in the admission area to the surgical team in the
intervention room, from OT nurse to OT nurse during shift change or break relief
during the operation, from OT nurses to anesthesiologists when transferring the
patient to the recovery room, from anesthesiologists in the recovery room to the OT
nurse in the patient’s discharge area, and from the OT nurse in the patient’s
discharge area to another post-operative unit. As handoffs occur at different points
and many times throughout the perioperative period, a surgical patient is extremely
vulnerable to handoff errors. At each of these points, if handoffs are not performed

properly they can result in adverse events for the patient (Groah, 2006).
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Throughout perioperative care continuum, a surgical patient could be
experience an average of 5 handoffs performed for his/her care transfer (Christian et
al., 2006). At every phases of care, care delivered to patient is relied on and
influenced by available patient’s information transferred during handoffs. Some
information would be needed for providing care at all phases of perioperative care,
thus could be put in handoff sheet or automatically extracted from an electronic
medical record system. The examples of this information are 1) pertinent past
medical history and current clinical course, 2) code status (‘do not resuscitate’
orders), 3) allergies, 4) current medications, 5) to-do list, 6) demographic data, and
7) information regarding details of the surgical team (Kalkman, 2010). However,
certain information would be required in order to provide specific care according to
phase of care. A prospective observation study conducted by Christian et al. (2006)
observed that there were some specific type of information used or requested by OT
staff for delivering care to the patient at a specific phase of perioperative care. The
examples of this information are presented in Table 2.

Communication failure is the most important problem during a
handoff session. In the OT, Lingard et al. (2004) found that four categories of
communication failure could occur throughout the perioperative period including
occasion, content, purpose, and audience. “Occasion” includes failure related to
time and space. “Content” refers to communicative exchanges that contained
incomplete or inaccurate information. ‘“Purpose” reflects situations in which
questions were asked by one team member, but not responded to by the team,
prompting repeated and increasingly urgent requests. And, “audience” consists of

situations that communicative exchanges exclude a key person. They further
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reported that the most to the least communication failures were occasion (45.7%),

content (35.7%), purpose (24.0%), and audience (20.9%).

Table 2

Example of Specific Type of Information Used or Requested by OT Staff at Each

Phase of Perioperative Care

Pre-operative

Intra-operative

Post-operative

Consent

Pre- operative preparation

Medical clearance

Pre- operative case
resources preparation

Operating surgeon

Special equipment needs

Medical record

Plan of care

Laboratory results

Radiographic study

Procedure plan

Case status

Pathology correlations

Administrative
documentation

Plan for care

Case status

Special equipment needs

Equipment use/operating
instructions

Count status

Laboratory results

Radiographic study

Blood bank information

Pre-operative information

Intra-operative events

Post- operative plan of
care

Medical record

Many studies in the OT context found that communication failure
had potential effects on care progression. These include inefficiency of work flow,
team tension, resource waste, work-around, increased workload, delay in care
progression, patient inconvenience, procedural errors (Lingard et al., 2004),
increased exposure to patient injury, last-minute cancellation of surgery, and

wrong-site surgery (Christian et al., 2006; Lingard et al., 2004; Makary et al.,
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2007). All of these are adverse events that OT nurses do not expect to occur to their
patients.

The literature review found a study aimed to improve the safety and
quality of handoff performance for transferring the post-operative patient from OT
to intensive teams. In this study, Catchpole et al. (2007) developed a handoff
protocol through detailed discussions with a Formula 1 racing team and aviation
training captains. This protocol focuses on working among multi-professional staff
as a unity to effectively perform a complex task under limited time with the least
error. They found that the new handoff protocol was effective in decreasing
information omissions and technical errors caused by staff. The authors claimed
that this handoff protocol was simple to understand, easy for training healthcare
staff, and can be established in a short period of time.

The AORN also has modeled handoff toolkits for use within the
perioperative environment from the resource developed by the Department of
Defense Patient Safety Program (DoD PSP) (AORN, 2007c). This resource
provides samples of handoff communication tools to assist in standardizing the
information exchanged during patient transitions throughout the perioperative
continuum. The AORN stated that using these tools would make it possible to
improve dramatically the transfer of information. However, each tool is unique and
specific to meet the needs of the environment in which it is implemented. The
examples of handoff models include(AORN, 2007a; Girard, 2007):

a) SBAR model (Situation, Background, Assessment, and

Recommendation)
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b) I-SBAR model (Introduction, Situation, Background,
Assessment, and Recommendation)

c) 1 PASS the BATON model (Introduction, Patient,
Assessment, Situation, Safety Concern, Background, Actions, Timing, Ownership,
Next)

d) PACE model (Patient/Problem, Assessment/Actions,
Continuing/[treatment] /Changes, Evaluation)

e) Five-Ps model (Patient, Plan, Purpose, Problem, Precaution,
Physician [assigned to coordinate]).

Of the above handoff models the AORN, the SBAR mnemonic was
found to be the most mnemonic that frequently cited in clinical handoff studies.
This model was originated in the Navy, and later Michael Leonard, MD, from
Kaiser Permanente (Denver) introduced it to healthcare as a collaborative
communication tool to support patient safety (Arora et al., 2005; Beckett & Kipnis,
2009). The SBAR mnemonic has bee considered as an easy-to-remember structure
for organizing and timely giving information in a clear and concise format, and also
in a logical sequence, especially for critical information (Arora et al., 2005; Beckett
& Kipnis, 2009; Clark et al., 2009). It has been found to improve both individual
and team communications, facilitate teamwork, and fosters safety culture among
healthcare personnel (Amato-Vealey et al., 2008; Velji et al., 2008; Wacogne &
Diwakar, 2010). For these reason, this study initially applied SBAR mnemonic to
structure information for OT handoff, although it was later modified to I-SBAR for

appropriateness reasons.
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Despite many studies exploring many aspects of handoff over
several years, recommendations for an adjustment to the structure and
implementation of the process to improve the accuracy and relevancy of the
information for handoff in a perioperative setting have not been examined through a
systematic process. Although Amato-Vealey et al. (2008) have proposed examples
of handoff information at each phase of perioperative care, this proposal has also
not been validated by a systematic study. Furthermore, there is a lack of research
focusing on how to standardize handoff and also how to implement it in settings
which requires much needed active interdisciplinary debate. Standardizing handoffs
should increase the overall quality of care delivery, particularly on care continuity
and patient safety. Taking action to strengthen the communication process during
handoff is a crucial task of healthcare personnel to promote continuity of care and
patient safety. For perioperative settings that provide care for surgical patients, OT
nurses need to adopt, modify, or develop the standardized handoff that is

appropriate for the nature, culture, and needs of this specific group of patients.

Thai Operating Theatre Handoffs

Although handoff is the subject that calls attention from many
researchers in western countries, in Thailand very few researchers have paid
attention to this issue. The Literature review found that there was only one case
study describing the nursing handoff process in a medical ward. This study explored
facilitating factors, barriers and the expectations of handoff according to nurses’

perceptions (Polprasit et al., 2006). To the researcher’s knowledge, there is no study
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of nursing handoff in the area of OT, the area that the researcher has been working
in for sixteen years.

The lack of standardized handoff for OT nurses has caused Thai OT
nurses to carry out their handoff arbitrarily, with inconsistent information and
strategies dependent on what information they think important and what strategies
they think appropriate for transferring information to the incoming nurses resuming
responsibility for patient care. Using this approach may not promote effective
communication. Relevant information to patient care could be missed, not
conveyed, or ignored by the incoming nurse, which leads the patient to be exposed
to adverse events as have been found in the literature review. Although these
adverse events have not been systematically reported or have been underestimated
because of the inefficient system of adverse events reported in Thailand, the
researcher however has known that adverse events resulting from ineffective
handoff are continuously occurring as in some western countries, known from
hearsay by the researcher during working in the Thai OT community for more than
sixteen years.

During working experience, the researcher continuously found
unexpected adverse events resulted from OT handoff, both in the researcher’s unit
and in other OT hospitals. The examples of these unexpected adverse events are
patient inconvenience, wrong positioning of the patient, delay in drug
administration, prolonged operation time, resource waste, delay of patient
diagnosis, patient injury and increased risk to exposure of other complications, post

operative bleeding, and long waiting times.
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Patient inconvenience occurred when a post-operative patient was
transferred to the wrong unit because the information that there needed to be a
change in the patient’s unit for appropriate care was not transferred to the next OT
nurse who took responsibility to send the patient back to the original ward.

Wrong positioning of the patient occurred when a resident surgeon
positioned the patient for surgery but was unclear about the surgical plan. Then
when staff who certainly knew about the surgical plan came into the room, the
patient needed to be re-positioned. This adverse event continuously exposes the
patient to prolonged operation time, further exposing him/her to the risk of side
effects from anesthetics.

Delay in drug administration occurred when information about drug
administration needed for intervention was not conveyed, particularly prophylactic
antibiotic drugs that needed to be administered before incising the patient to prevent
surgical wound infection. Missing the drug at the appropriate time can expose the
patient to the risk of wound infection.

Prolonging operation time usually happened because the information
relating to the operative plan was not communicated to the surgical team, or when
the responsibility for the surgical patient or intervention was transferred, for
example at OT nurses’ shift change. Then, some of the required instruments or
equipment was not prepared and not available in rooms. After that, the operation
time had to be extended to find those instruments or equipment when the surgeon
requested them.

Resources waste took place when OT nurses had a shift change or

break relief without transferring the information of what instruments, materials, or
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drugs were in the field. Throwing away some ambiguous drugs is always done to
avoid drug misuse. Sometimes, the duplicated opening of an expensive disposable
instrument or material was found when the information of what were opened in the
operative field was not conveyed which resulted in high operative costs due to the
second unwanted opening which occasionally resulted in the resource having to be
thrown away.

Delay of patient diagnosis occurred as a result of pathological
specimens of the patient being collected improperly by an OT nurse. Specimen loss
occurred when an OT nurse did not give information or did not clarify the location
of each specimen in the field during a shift change or break relief. Then an
incoming OT nurse did not know there were specimens, or which specimen was to
be sent to the laboratory. Also, not explaining the specific technique to preserve
unusual specimens could lead the incoming OT nurse to collect the specimen
improperly, and then it could not be used for examination. This situation might
cause the patient needing future investigations, thus delaying treatments and
specific care could be the result.

Patient injury and increased risk of exposure to other complications
occurred due to inappropriate instruments being chosen for an intervention when
insufficient information for decision making was conveyed during the OT nurse
shift change handoff.

Detection of post operative bleeding was delayed when there was no
specific information conveyed indicating the need for intensive monitoring to the

next caregiver, which could lead to a life threatening situation.



66

A long waiting time for patients was found as a result of
miscommunication and misunderstanding between OT staff.

Besides introducing adverse outcomes to the patient, the researcher
has observed that ineffective communication during handoff also provided negative
effects to surgical team functioning such as tension, and loss of respect, trust and
collaboration among team members.

It became apparent that many factors were the cause of OT handoff
breakdown. The diversity in the team members’ educational background and
experience were a cause contributing to their inability to understand, gather and
provide patient information when exchanging patient information with others.

The lack of a evidence-based OT handoff protocol or guidelines and
the lack of formal training to perform OT handoff caused OT nurses to perform
handoff by experience, by observing senior nurses or colleagues. It could be
observed that, actually, senior nurses could perform handoff more effectively than
junior nurses.

Sometimes, OT handoff was done by using only a written document,
without verbal communication, therefore the next caregiver who was taking
responsibility of the patient had no opportunity to re-check or clarify patient
information. In some cases, OT documentation was not well kept, consisting of
insufficient information which was not enough for the next caregivers to use to
decide on appropriate care. Then, the caregiver needed to retrieve patient
information from other sources. Therefore, the continuity of care was interrupted.

Occasionally, the OT handoff was not performed by OT nurses or

other caregivers who assisted in the surgical intervention or who knew well about
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the patient’s recent condition; therefore, these persons could not know what
essential information was needed to be transferred to the next caregiver who would
take responsibility for the patient’s care.

By looking at the examples of adverse events resulting from OT
handoff, on the patient, through the lens of communication and handoff concepts, it
could be observed that inaccurate or insufficient information about surgical patients
can be obtained by OT nurses due to two main reasons. Firstly, the message for
communication or information relating to patient care itself might not be completed;
some information may be missed or inaccurate to patient care progression.
Secondly, the strategies used to transfer the message or information might not be
appropriate to enable the receiver to obtain or consume it with the same meaning as
well as in a timely manner, even though the information content was completely
transferred. If looking at the communication model (Bormann, 1980; Porritt, 1990)
in Figure 2, it could be observed that the transferred message could be lost or
degraded when the sender and receiver use different channels for sending and
receiving the message, or when this message is affected by interferences including
intrapersonal, interpersonal, and environmental interferences. The examples of OT
adverse events might occur because, during OT handoffs, the transferred
information relating to patient care itself was inaccurate or insufficient to be used
for making appropriate decisions for ongoing care, or/and the strategies used to
transfer this information were not appropriate to enable the next caregiver to obtain
or consume the transferred information with the same sent meaning, particularly in

a timely manner.
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Considering each example of OT adverse events, these events could

result from the problems of the information itself, and/or from the problems of the

strategies applied to transfer the information.

problems of the examples of OT adverse events.

Table 3

The Possible Problems of OT Adverse Events

Table 3 presents the possible

Adverse events Information problems

Strategy problems

Patient inconvenience - Information of changing the

due to being sent back patient’s ward was not
to the wrong ward conveyed to the one who
took responsibility for

sending the patient back.

- Inaccurate information was

conveyed.

Delay or miss in - Information about the need

prophylactic antibiotic of drug administration before
drug administration surgery was not conveyed
- Ambiguous information was

conveyed

- The sender and the receiver of the
information use the different channels
for sending and receiving the
transferred information. The
information might be written down
somewhere but the person taking
responsibility for sending the patient
back did not read it.

- The information was intended to be
conveyed by spoken word, but the
sender was inhibited by other tasks to
be conveyed it in a timely manner.

- There was no protocol to gather or
verify the information about the need
of drug administration for a surgical
procedure before incising the patient.

- Asking for prophylactic antibiotic drug
administration verification was done,

but at a late time. The patient had been
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Adverse events

Information problems

Strategy problems

Wrong positioning of the

patient

Prolonging operation

time

Resource waste

- The inaccurate information
about patient position was
transferred to the surgical

team

- Information relating to
ongoing operative plan was
omitted, inaccurate, or
insufficient to be
communicated during OT
nursing handoff to enable the
incoming OT nurse to decide
on appropriate preparation
for ongoing care.

-Information of what
instruments, materials, or
drugs were in the operative

field was not transferred

incised already.

- Information was obtained from

unreliable resources such as the
surgeon who was not certain knows

about the surgical plan.

- There was no protocol to verify the

surgical site before surgery which
could place the patient in wrong side

position.

- There was no protocol helping to

structure the information transferred,
especially when the amount of

information was large.

- The strategies helping to correct the lack

of competency of the OT nurses to
obtain all transferred information
correctly, such as feedback, checkout,

or questioning, were not be applied.

- Information was conveyed but only to

the scrub nurse rather than further
conveyed to the circulating nurse.
Therefore, the circulating nurse opened
disposable instruments or material
because she thought it was needed for
ongoing surgical procedures, but she

did not know that it had already been
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Adverse events

Information problems

Strategy problems

Delay of patient
diagnosis due to
pathological specimen

loss

Patient injury and
increased risk of
exposure to other

complications

- Information of collecting
pathological specimens of
the patient was omitted,

inaccurate, and insufficient

- Relevant information
promoting patient safety was
not transferred between OT

nurses during handoff,

opened in the operative field.

- Strategies for information sharing
between the scrub nurse and the
circulating nurse might not be used.

- The number of piece of patient’s
specimen was many and some
specimens needed different-unfamiliar
collection procedures for the incoming
OT nurse to collect them, then the
incoming OT nurse might not
remember all information or might be
confused about received information.

- Strategies to assist retaining
information, such as using written
handoff to assist verbal handoff or
repeating and verifying the
information transferred by the
outgoing OT nurses, might not be
used for ensuring that information of

collecting specimens was received and
understood correctly by the incoming
OT nurse.

- There was no protocol for explicating
the concern of the outgoing OT nurse

for OT handoff.
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Adverse events Information problems

Strategy problems

although it was of concern by
the outgoing OT nurse
Post operative bleeding - Specific information
indicating the need for

intensively monitoring the

patient was not conveyed.

Long waiting time - Information relating to
patient care and process was

missed, inaccurate, or

insufficient

- The information was conveyed, but the
sender and the receiver of the message
use the different channels for sending
and receiving the transferred message.
The information might be written
down somewhere but the next
caregiver did not read it.

- The information was conveyed, but not
in an emphasizing form. Then, it was
not called to the attention of the
incoming OT nurse.

- There was misunderstanding between
OT staff to carry on patient care
progression. Then, the process of care
was interrupted, may be more than one
time.

- The strategies for ensuring that the next
caregiver received and understood the
transferred information were not

applied.

The examples of adverse events mentioned in Table 3 could be

prevented by effective OT handoff. If there are strategies to ensure that accurate,

relevant and sufficient information about patient care will be communicated, and
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this information will be timely received and correctly understand by the next
caregiver, the risk of exposure to these adverse events should be managed and then
minimized.

Patient safety is always crucial for every healthcare provider
(Asavaroengchai, Sriratanaban, Hiransuthikul, & Supachutikul, 2009). Every year,
the JCAHO updates and releases requirements for organizations to action in order
to meet National Patient Safety Goals (NPSGs). This effort is aimed to reduce
errors and improve both the quality and safety of health care (Beyea, 2008). In
Thailand, the Institute of Hospital Quality Improvement and Accreditation (HA-
Thailand) has recently applied the Patient Safety Goals (SIMPLE). Its content was
applied from the WHO Global Patient Safety Challenges and Patient Safety
Solutions, and was consistent with the requirements of the JCAHO NPSGs. The
Thailand NPSGs: SIMPLE has been extensively used as a tool to facilitate and also
monitor quality improvement of hospitals in the country (Asavaroengchai et al.,
2009). If the hospitals could not respond to the NPSGs requirements, they would no
been accredited by the HA-Thailand. Of these requirements, -effective
communication has always been an issue of concerns in Thailand NPSGs.
(Supachutikul, 2011). In responding to this concern, the programs for quality
improvement, including for communication, have then been sought
(Thongpiyapoom et al., 2004).

The OT is one of the most complex nursing environments in health
care. Its complexity influences health caregivers’ performances and patient safety
(Christian et al., 2006). Numerous safety risks could occur in this environment. In

the US, about haft of adverse events were caused by surgery and anesthesia (Jha,
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Prasopa-Plaizier, Larizgoitia, & Bates, 2010). Although only one-fifth of these
adverse events was found in Thailand, it was noted that this number might be
under-estimated due to the limitations of the reporting system (Asavaroengchai et
al., 2009). However, a patient safety study indicated that 54% to 74% of surgical
adverse events could be prevented by using evidence-based practices (Jha et al.,
2010). Lacking of evidence-based guides for handoff has been considered as a
cause leading Thai OT nurses carried out ineffective handoffs, thus resulted in
several adverse events.

Having evidence-based OT handoff, indicating information required
and appropriate strategies used for handoffs, can assist Thai OT nurse to perform
handoff effectively. Thus, accurate, relevant and sufficient information relating to
patient care could be timely obtained by the incoming OT nurse. Consequently,
he/she can use this information to decide on appropriate care for the patient, and
adverse events would then be minimized. For these reasons, Thai OT nurses are
vigorously seeking the ways to standardize their handoff. However, since Thailand
is a developing country, technology used to assist in handoff is quite limited as the
nature and culture of the OT environment is unique. To adopt any handoff
recommendations forming a standardized practice, its appropriateness and
applicability to the Thai context should be taken into account. Having a proper
evidence-based handoff for Thai OT nurses would allow Thai nurses across the
country to conduct effective handoff with a consistent process associated with the
nature and culture of the Thai OT environment. By this approach, continuity and

safety care for all Thai surgical patients undergoing surgeries can be ensured.
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Evidence-based Handoff Development

Nowadays, the need for decision aids among health caregivers is
increasing considerably. These include the growing evidence of substantial
unexplained and inappropriate variations in clinical practice patterns, concerns that
further limitations in resources will reduce the possibilities to deliver high quality
healthcare, and the difficulty caregivers have in integrating rapidly evolving
scientific evidence into their practices (Browman et al., 1995). Practice guidelines
have been being promoted as one strategy used for assisting clinical decision
making to improve the quality and the appropriateness of care delivered, to improve
cost-effectiveness, and also to serve as educational tools in healthcare service. Since
the evidence-based handoff for Thai OT nurses is expected to be used as a guideline
for those transferring essential information on surgical patients to the next caregiver
for the purpose of ensuring quality of care and patient safety. Therefore in this
study, the process of practice guideline development was applied for standardized
handoff development.

Commonly, a practice guideline refers to a systematically developed
statement to assist practitioner and patient decisions about appropriate healthcare
for specific clinical circumstances. To adequately fulfill the objective of practice
guidelines, a standard must be established for the quality of the guideline.
Therefore, the guideline developers should carefully consider and adhere to the
practice guideline development process in order to ensure that guideline scientific
validity and clarity are met (Kish, 2001).

Currently, there are four general methods applied for developing

practice guidelines including informal consensus development, formal consensus
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development, evidence-based guideline development, and explicit guideline
development. Informal consensus development is the oldest and most common
approach, but guidelines produced in this manner are often of poor quality and lack
adequate documentation of methods. Formal consensus development uses a
systematic approach to assess expert opinion and to reach agreement on
recommendations. For the formal consensus approach, three main approaches have
been used in the healthcare; the Delphi method, the nominal group technique (NGT)
and the consensus development conference. Evidence-based guideline development
links recommendations directly to scientific evidence of effectiveness; rules of
evidence are emphasized over expert opinion in making recommendations. Explicit
guideline development clarifies the rationale by specifying the potential benefits,
harms, and costs of available interventions; estimating the possibility of the
outcomes; and comparing the desirability of the outcomes based on patient
preferences (Woolf, Grol, Hutchinson, Eccles, & Grimshaw, 1999).

According to Browman et al. (1995), the development of practice
guidelines is a cycle that consists of eight steps including: 1) select or frame the
clinical problem, 2) generate evidence-based recommendation (EBR), 3) ratify
EBR, 4) formulate a practice guideline, 5) independent review, 6) negotiate practice

policies, 7) adopt guideline, policies, and 8) scheduled review.

Practice guidelines development cycle
Practice guidelines can encourage a more explicit appreciation of the
determinants of clinical decision-making. However, the selection of any guideline

to follow needs consideration regarding its credibility and legitimacy. Thus,
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recognizing the explicit nature of the guideline development process allows
potential users to critically appraise the validity of the guidelines and make an
informed judgment about whether to adopt them in their clinical practice (Eccles et
al., 1996). Browman et al. (1995) demonstrated the practice guidelines development
as a cycle consists of eight steps. The practice guideline development cycle and the
designated key tasks of each step can be drawn as Figure in 5. The description of

each step is as follows:

Step 1: Select and frame the practice guideline problem

There are several concerns that should be considered in prioritizing
and selecting topics for practice guidelines development. In the healthcare context,
guideline topics should be chosen for the likelihood of influencing change in
clinical practice. The topics of the guidelines should come from an area of interest
that has a high volume of cases, high cost, issues related to risk management, or
significant variation in practice patterns. Moreover it should have sufficient
evidence available for review to justify the development of a guideline. The scope
of the guideline topic should be narrow enough to be thoroughly explored with the
time and resources available (Kish, 2001). After the topic of a practice guideline is
selected, the specifications for the guideline development such as the purposes, the
target population, and the desired outcomes should be indicated prior to the next
steps with the intention to help guideline developers to avoid subsequent confusion

in guidelines development (Browman et al., 1995).
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Step 2: Generate preliminary evidence-based Recommendation

Once the problem has been framed, the next step is to identify and
assess the evidence which is best done by performing a systematic review. The
purpose of a systematic review is to collect all available evidence, assess its
potential applicability to address the clinical problem that has been framed, inspect
the evidence for susceptibility to bias, and extract and summarize the findings
(Shekelle, Woolf, Eccles, & Grimshaw, 1999). In this step, explicit written
instructions for literature review should be used to ensure the consistency of
reviewing (Eccles et al., 1996). From a systemic review, if the guideline developers
find a guideline that already exists which could be applied to solve clinical
problems, this guideline can be updated with the evidence from the literature
review. It is then passed through the remaining steps of the cycle. If there is no
existing guideline that meet certain methodological standards, is not up to date, or
does not address the problem of interest, then the data from the relevant studies on
the benefits and the harms of the interventions or recommendations are extracted. In
addition, where applicable, the costs of the interventions should be considered
(Shekelle et al., 1999). The evidence is then summarized and used to originate the
preliminary evidence-based recommendation (EBR) which can usually be presented
in a form that allows the designs and results of studies to be compared (Browman et

al., 1995; Shekelle et al., 1999).

Step 3: Reconcile interpretations of evidence to ratify the final EBR
In this step, relevant evidence is interpreted and evaluated to grade

the category of evidence and the strength of the recommendation by consistently
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using criteria such as those previously published (Shekelle et al., 1999) (Table 4).
The purpose of summarizing evidence into category and strength is to reflect its
susceptibility to bias. This is a shorthand method of conveying specific aspects of
the evidence to a reader of the guideline (Shekelle et al., 1999). However, the
guideline developers should consider that grading the quality of studies using a
reliable method may mitigate the biases of the reviewers somewhat, but may not
eliminate them (Murphy et al., 1998). The next task in this step is that the guideline
developers attempt to reconcile differences in interpretation within the practicing
society and, if necessary, to document important minority opinions and the reasons
for them. Consensus-building among practitioners engaged in clinical practice
relevant to the topic is an important part of this step. The guideline developers then
consider the product of this task as a final EBR and proceed to the next step in the

cycle.

Step 4: Apply clinical modulating factors to formulate guidelines

This step is designed to meet the requirements of clinical flexibility
and credibility through participation and consensus-building. Clinical modulating
factors are in essence consensus variables that are based on clinical experience and
common sense. In this step, practitioners are invited to comment on the credibility
of the EBR and its applicability to clinical practice. This process will produce a
guideline that either corresponds with the EBR or differs from it because sufficient
weight was placed on the modulating factors to modify the recommendation. In
general, the guideline is intended to mirror the EBR, and any discordance between

them must be documented explicitly in the guideline report, together with the
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reasons for discordance. In addition, if there are major differences between the EBR

or a developed guideline and previously published guidelines or recommendations

from major consensus conferences, then this should be considered in the consensus-

building process and the reasons for the differences stated.

Table 4

The Category of Evidence and the Strength of Recommendation

Category of evidence:

Ia
Ib
ITa
IIb
III

IV

evidence for meta-analysis of randomized controlled trials
evidence from at least one randomised controlled trial

evidence from at least one controlled study without randomisation
evidence from at least one other type of quasi-experimental study
evidence from non-experimental descriptive studies, such as
comparative studies, correlation studies, and case-control studies
evidence from expert committee reports or opinions or clinical

experience of respected authorities, or both

Strength of recommendation:

A
B

directly based on category I evidence

directly based on category II evidence or extrapolated
recommendation from category I evidence

directly based on category III evidence or extrapolated
recommendation from category I or II evidence
directly based on category IV evidence or extrapolated

recommendation from category I, II or III evidence

[ From: Shekelle, et al (1999)]
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Once the difference has emerged, an algorithm should be provided to
help the guideline developers balance the strength of evidence for a guideline
against the desirability of maintaining a conventional or standard practice. In
general, conventional practices are retained when the evidence in support of an
alternative practice is weak. Strong evidence in support of an alternative practice
will ordinarily result in a guideline that overturns the conventional practice. In the
absence of a conventional practice, the preferred practice recommended in the
guideline will be the one supported by the best evidence available, consensus based
on biologic rationale, and clinical experience extrapolation from other similar

situations; and it may include cost considerations.

Step 5: Independent review of guidelines and EBR

The credibility and legitimacy of the guideline, including the
appropriateness of integrating particular modulating factors, could be enhanced by
an independent review conducted by discipline-specific content and methodological
experts familiarized with the healthcare system, but outside the formal guideline
development process. Guideline developers should respond explicitly to any
recommendations of the independent experts, and should be prepared to modify the
guideline if this seems warranted by the independent review. A change to the
guideline in response to external review should be documented. The practice
guideline report should state explicitly the evidence and modulating factors used in
formulating the guideline. The final guideline is then submitted to the Practice

Guidelines Committee for approval.
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Murphy et al. (1998) mentioned some points that should be put into
account in this step. Firstly, the number of experts is likely to have little impact on
the decision of a group for guidelines. However, to enhance the credibility and
widespread acceptance of the guidelines, the experts should reflect the full range of
key characteristics of the population that it is intended to influence and expert
selection should be seen to be unbiased. To define common ground and maximize
areas of agreement, a panel of experts should be homogeneous; to identify and
explore areas of uncertainty, a heterogeneous group is appropriate.

Secondly, at an early stage, a review of EBR should be provided to
all experts. Experts should be encouraged to bring the review and any personal
notes to share in the group. They also should be empowered to give their opinions,
most usefully in the first round, about which interventions or recommendations are
important. In addition, efforts should be made to mitigate the effects of the status of
the experts which can affect their contribution to and influence within the group.
Doing this may help maintain experts’ participation and help them justify their
judgments.

Thirdly, in judgments of clinical appropriateness, the most
influential background factor is the particular clinical specialty. Specialists tend to
favor the interventions with which they are most familiar with. Consensus-based
guidelines should therefore be interpreted in the context of the specialty
composition of the group.

Finally, when interpreting the response of an external review, the
guideline developers should consider that differential weighting of individual

experts’ views produces unreliable results unless there is a clear empirical basis for
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calculating the weights. Moreover, the exclusion of individuals with extreme views
or outliers can have a marked effect on the content of the guidelines. Therefore, the
reports of expert consensus exercises should include an indication of the
distribution or dispersal of participants’ judgments, not just the measure of central
tendency. In general, the median and the inter-quartile range are more robust than

the mean and standard deviation.

Step 6: Negotiate practice policies

There will be circumstances related to clinical, practical, and
administrative constraints that make an approved guideline difficult to implement.
Obvious systemic constraints may include limited access to certain equipment or
technologies. While practice guidelines are expected to be adopted as practice
policies, this step makes explicit the difference between recommendations
(guidelines) for which clinicians are prepared to accept responsibility, and
recommendations (policies) that may be shaped by nonclinical circumstances such
as feasibility and affordability, for which practitioners will not accept responsibility,
but with which they will cooperate. This separation of responsibilities is designed to
place the burden for effecting change on the appropriate party so that policies may,
over time, become more congruent with guidelines and the guidelines may become
more congruent with evidence. This step is also intended to address practitioners'
concerns about the motivations for guidelines development, and issues of guidelines
credibility. Publications of cost-effectiveness (not just local costs) can play an

important role at this administrative level of the cycle.
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Step 7: Adoption of guideline(s) and policies

The developed guidelines and negotiated policies must be adopted
formally by the sponsoring organization before they are given official status. This is
an administrative step which provides the center its final opportunity to consider
administrative modulating variables, and ensures mutual accountability on the part
of practitioners and the organization for their contributions to the development of

the practice policies.

Step 8: Schedule guideline review and update

Guidelines should receive an external review to ensure content
validity, clarity, and applicability in light of advances in knowledge, new
technological developments, changes in the financial situation of the organization,
and/or other changes in the modulating factors (Browman et al., 1995; Shekelle et
al., 1999). The guideline can be updated as soon as each piece of relevant new
evidence is published, but it is better to specify a date for updating the systematic
review that underpins the guideline (Eccles et al., 1996). However, Eccles et al.
(1996) suggested that the guidelines should be reviewed for their content and
evidence base no later than three years after completion. Occasionally, the clinical
problem of guidelines may need to be reframed; thereby the review and update need

to be restarted from step 1.
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Figure 5
The Practice Guidelines Development Cycle [ Modified from: Browman, et al.
(1995)]

In this study, a practice guideline development proposed by
Browman et al. (1995) was applied to guide the development of the evidence-based
handoff for Thai OT nurses. It was expected to be used for strengthening the

communication process of Thai OT nurses when transferring patient information for
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the transition of patient care. In addition, although many recommendations have
been proposed for standardizing the handoff process, the literature review indicated
that there has been lacking of a standardized handoff guideline for OT nurses. Most
of these recommendations were anecdotal records, without systematic evaluation.
Therefore, in spite of the absence of a rigorously controlled study for standardizing
handoff for OT nurses, a formal consensus approach such as the Delphi technique
was considered an appropriate method that the researcher could use to develop a
standard practice for quality assurance.

The development of the evidence-based handoff for Thai OT nurses
was conducted by following the practice guidelines development modified from the
practice guideline development cycle of Browman et al. (1995). However, in this
study, the process of the evidence-based handoff for Thai OT nurses development
included, and then modified, only 5 steps of the practice guideline development
cycle of Browman et al. (1995) from step 1, select and frame the practice guideline
problem, to step 5, independent review of the guideline and EBR.

In this study, the steps for the development of the evidence-based
handoff for Thai OT nurses was carried out in 4 steps under the topic of the study
with aims to develop the evidence-based handoff for Thai OT nurses with a valid
content and applicability. These four steps included; 1) literature review to gather
the existing evidence and recommendations for standardized handoff, 2) generation
of the evidence-based handoff for Thai OT nurses Version I concerning Thai OT
nursing, 3) content validation of the evidence-based handoff for Thai OT nurses
Version I and Version II by a panel of experts using the Delphi technique, and 4)

large scale applicability validation by Thai OT nurses.
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To compare the process of practice guidelines development with the
process of standardized handoff development in this study, step 1 select and frame
the practice guideline problem, was already done since the researcher decided to
develop the evidence-based handoff for Thai OT nurses according to the lack of
available standardized handoff guideline for the OT environment which might lead
the patient to adverse events. Step 2, generate a preliminary evidence-based
recommendation was conducted in the step of the literature review and in the earlier
stage of the step generation of the evidence-based OT handoff Version I in this
study. Step 3, reconcile interpretations of evidence to ratify the final EBR, was
performed in the step of the generation of the evidence-based OT handoff Version |
in this study. In this step, the researcher rated for the category of evidence and the
strength of the recommendation for each statement of the draft of the evidence-
based OT handoff Version I; then a focus group of senior OT nurses was formed to
future obtain input from them. Step 4, apply clinical modulating factors to
formulate the guideline, and step 5, an independent review of the guideline and
EBR, were switched in this study because the researcher needed the evidence-based
OT handoff consisting of the content to cover all necessary requirements prior to
verifying its applicability. Therefore, step 5 of the practice guidelines development
was conducted in the step of content validation of the evidence-based OT handoff
Version I and Version II by a panel of experts in this study. Then, step 4 of the
practice guidelines development was performed in the step of large scale
applicability validation of the developed handoff by Thai OT nurses in this study.

For content validation of the evidence-based handoff for Thai OT

nurses, the Delphi technique was applied to obtain the consensus opinion of a panel
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of experts on its content. The Delphi technique was chosen because it is a survey
method that is useful for collecting and combining comprehensive opinions of a
wide variety of experts to obtain a group consensus through an iterative process.
This method is also considered as a time and cost saving method when the experts
are in various scattered geographical locations and it would be inconvenient to
adjust a busy schedule to attend a formal meeting. After the content validation of
the evidence-based handoff for Thai OT nurses is verified by experts, Thai OT
nurses were then invited to verify the applicability of the evidence-based handoff

for Thai OT nurses that resulted from the Delphi technique by a panel of experts.

The Delphi technique

According to Williams and Webb (1994), the Delphi technique is a
method designed for the systemic collection and aggregation of informed judgments
from a group of experts on a specific topic of interest. Then the most reliable
consensus of opinion of the experts can be obtained by a series of intensive
questionnaires distributed with a controlled feedback-response loop (McKenna,
1994).

Essentially, the Delphi technique consists of several rounds of
questioning by a panel of experts on specific questions or issues. Each round is
conducted based on the previous round’s result. To carry out the Delphi technique,
the following steps will be employed (McKenna, 1994; Polit & Beck, 2008;
Williams & Webb, 1994):

1. A panel of experts on the topic of interest is identified. The

selection of this panel of experts proceeds with care and concern that a variety of
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personalities, interests, perceptions, demographics, and the like are represented by
those chosen to participate in order to avoid biases as a result of panel membership.
Although Murphy et al. (1998) stated that the number of experts is likely to have
little impact on the decision of a group for guidelines, however including the
experts that reflect the full range of key characteristics of the population could
enhance the credibility and widespread acceptance of the content of the guidelines.
However, Macmillan (1971) presented in the meeting of the California Junior
Colleges Association in 1971 that using more than seventeen experts for the Delphi
technique could minimize the size of response error. Most researches applying the
Delphi technique, therefore, utilized 17 experts or more. However, using less than
this number is also possible, but the size of error will be greater (Srisatidnarakul,
2002), as presented in Table 5.

2. Each expert who agrees to participate is then asked to complete
several rounds of questionnaires designed to elicit opinions, estimates, or
predictions regarding the topic of interest without the necessity of attending a
formal meeting with others. Therefore, this procedure is anonymous and
confidential. The questionnaire is usually, but not always, a structured, formal
format constructed by the investigator, participants, or both, that may be
administered by mail, in a personal interview, or at an interactive on-line computer
console. It is accompanied by a set of instructions, guidelines, and ground rules, and
contains a series of items using quantitative or qualitative scales concerned with the
study objectives. Generally, questionnaires include open-ended requests for experts’

opinions and recommendations.
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Table 5

Number of Experts Used for the Delphi Technigque, and Range and Rate of
Response Error

Number of experts Range of error Reducing error rate

1-5 1.20-0.70 0.50

5-9 0.70-0.58 0.12

9-13 0.58-0.54 0.04
13-17 0.54-0.50 0.02
17-21 0.50-0.48 0.02
21-25 0.48-0.45 0.02
25-29 0.45-0.44 0.02

[From: Srisatidnarakul (2002)]

3. For each round of the Delphi technique, the individual responses
of the panel are scrutinized and collated by the researcher, who next tabulates and
summarizes a listing result from the questionnaire for re-submission to the panel.
Statistical feedback usually includes a measure of central tendency, a measure of
dispersion, and in some instances, the complete frequency distribution of responses
for each item. It has been suggested that the data resulting from each round should
be summarized and presented in a form that allows the readers to easily compare
and assimilate the study results such as a table or diagram (Browman et al., 1995;
Murphy et al., 1998; Shekelle et al., 1999). Then, in consecutive rounds, the experts
will be asked to reconsider the list and respond by mail again, indicating their

agreement or disagreement with the content of the questionnaire. Although the
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anonymity of individuals’ responses is preserved, however the investigator may
have a list of the experts’ names and addresses as part of the study. It means that the
experts are known by the investigator, or may be known to other experts, but their
judgments and opinions remain strictly anonymous (McKenna, 1994). Therefore in
some cases, the experts providing extreme responses or outliers may be asked by
the investigator to provide written justification for their responses.

4. The replies are collated again and again, and the process is
repeated until the resulting data analyzed by the researcher reflects a consensus of
opinions, predictions, or beliefs among all the experts on the panel. Murphy et al.
(1998) have suggested that two or more rating rounds are likely to result in some
convergence of individual judgments, although it is unclear whether this increases
the accuracy of the group decision. Kenward et al. (2007), instead of using several
rounds, applied two rounds of the Delphi technique to develop a strategy for

emergency nursing in the defense nursing services.

By following the steps of the Delphi technique, four key
characteristics distinguishing this technique from other group decision-making
processes can be identified. These include expert input, anonymity, interaction with
feedback, and statistical group response (McKenna, 1994; Waltz, Strickland, &
Lenz, 2005):

a) Expert input: the Delphi technique uses a panel of experts for
obtaining data.
b) Anonymity: the Delphi technique does not require participants

to meet in face-to-face discussion. Therefore, it guarantees anonymity for subjects’
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responses. However, for some instances, ‘quasi-anonymity’ could be applied. If so,
it means that the participant may be known to the others, but their opinion and
judgments remain strictly confidential.

¢) Interaction with feedback: the Delphi technique uses a series of
questionnaires and/or interviews of two or more rounds to obtain expert opinions.
For each round, a summary of the results of the previous round is communicated to
and evaluated by panel members.

d) Statistical group response: the Delphi technique uses frequency
distributions of experts’ opinions to identify patterns of agreement. Then,

concurrence of judgment/opinion is systemically emerged.

Strengths of the Delphi technique
The Delphi technique lends itself to an area of research where the aim
is to identify opinions and ideological positions, and to reach agreement regarding
the topic of interest. Currently, because of its advantages, it appears that the Delphi
technique is gaining popularity as a research approach used by nursing researchers
for their enquiry. Several advantages encompass the Delphi technique including:
1. The Delphi technique is a relatively efficient and effective
method to obtain the opinions of a wide variety of experts (Polit & Beck, 2008).
The technique itself affords an opportunity to gain input from diverse experts, who
are usually busy and are located in various and scattered geographical locations,
without the difficulties inherent in gaining personal access to such a population. By
this method, experts do not need to adjust their busy schedules to attend a meeting.

In addition, because successive results of each round of the Delphi technique can
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reach individual experts, a variety of views of experts can be retracted, altered or
added with the benefit of considered thought (Williams & Webb, 1994).

2. The Delphi technique encourages honest opinion which is free
from peer group pressure (Williams & Webb, 1994), that results from an
anonymous and confidential process. Throughout the process of the Delphi
technique, experts are not required to be brought together for a formal meeting, thus
the influence or inhibition of persuasive or prestigious experts on the opinions
expressed by others, as could happen in a face-to-face situation, can be eliminated
(Polit & Beck, 2008). Hence, the biases in the result can be minimized.

3. Using the Delphi technique, in which the component skills of
professional effectiveness by experts are an objective of research questions,
relatively improves the validity of the study. This results from two aspects. First,
the skills of the experts are identified as having high face validity. Second, when
consensus is achieved, it can be argued that there is evidence of concurrent validity,
in that the experts themselves have both identified and agreed upon, the requisite
skills (Williams & Webb, 1994).

4. Participants in the Delphi technique can be highly motivated by
the experience of the feed-beck mechanism of the process when relevant material
from each round is returned to the panel members. This approach can be a novel
and interesting exercise for all experts concerned (McKenna, 1994).

5. The results of the Delphi technique find a greater acceptance on
the part of organizational members than are decision arrived at by other ‘more

direct methods’ because it has active ‘grassroots’ involvement (McKenna, 1994).
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6. The Delphi technique is considered a relatively cheap method
representing a significant methodological tool for solving problems, planning and
forecasting because it does not require meeting or discussion among experts. It also

canvasses expert opinions usually by post (Williams & Webb, 1994).

Limitations of the Delphi technique

Although, the Delphi technique is chosen for research enquiry
because of its several advantages, there are some limitations to the technique the
researchers need to put into account when deciding to apply this technique. The
limitations of the Delphi technique are the following:

1. The complete anonymity of the Delphi technique process can
lead to a lack of accountability for the view expressed by the experts. However,
according to Hugh (1994), this flaw can be minimized by recruiting individuals who
have knowledge of a particular topic and who are consequently willing to engage in
discussion upon it. In addition, in an attempt to avoid this problem, the participants
may be allowed to known who are the other experts recruited into the study, but
their judgment and opinions remain strictly anonymous. Knowing who the other
participants are would have the effect of motivating the panelists to participate
(McKenna, 1994).

2. The recruitment of ‘illusory experts’ could arise when using the
Delphi technique, especially in areas that lack expertise, which will affect the
validity of the study result (McKenna, 1994). Therefore, to ensure that the result
comes from opinions of many and varied experts on a topic, the specific criteria for

expert selection should be clarified prior to the enquiry. The experts are singled out
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for selection rather than fulfilling any specific standards (Williams & Webb, 1994).
Moreover, it should be taken into consideration that when used to specify the
component skills of the professional effectiveness of the experts, the results will
have high face and concurrent validity.

3. The results representing the opinions of the experts may not be
consistent with reality (McKenna, 1994). Sometimes, agreement is reached on what
is the ideal, but is impractical and inapplicable in reality.

4. The ‘scientific credibility’ of the Delphi technique is a subject of
some criticism (McKenna, 1994) because there is no evidence that it is reliable
(Williams & Webb, 1994). For instance, even if exactly the same information was
given to two or more panels who had been carefully selected using the same
criteria; the same results may not be achieved (Williams & Webb, 1994). As a
research approach, the Delphi technique is proposed as more of an art than a
science. It provides for particular types of research questions for which a more
scientific instrument may not be suitable. And as a substitute to the qualitative
approach, the Delphi technique looks thoroughly scientific as an alternative to the
Likert scale which does not. The results of the Delphi technique may be more in the
nature of a ‘structure brainstorming session’, as opposed to a rigid positivistic
exercise (McKenna, 1994).

5. The validity of the result of the Delphi technique may be subject
to response bias because there is no agreement regarding the size of the panel, nor
any recommendations concerning sampling techniques. Thus, the range of the panel
size seems to vary arbitrarily according to the researcher. Moreover, the low

response rate and high attrition rate in subsequent rounds of the Delphi technique
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can introduce bias by changing the composition of the initial sample and also
altering the range of opinion from round to round (Williams & Webb, 1994),
therefore be of a threat to the internal validity of a study (Polit & Beck, 2008). To
minimize the threats to the validity of a study, the criteria for the election of the
panel should be specified prior to the study and the attrition rates over successive
rounds should be monitored in order to ensure that the range of expert opinion is
adequately represented. In addition, to obtain an adequate response rate, it has been
recommended that using face-to-face interviews in the first round of the Delphi
technique significantly increases the return rates of postal questionnaires in
subsequent rounds which may result because participants know the researcher from
a previous interview, and appreciated the ‘personal touch’ (McKenna, 1994).

6. As the results of the Delphi technique rely on the interpretation
of researcher, thus there may be bias introduced by the researcher in the
interpretation of the findings. Indeed, one analysis of the method indicated that it
was open to distortion due to the manipulation of opinions (Williams & Webb,
1994).

7. The Delphi technique is time-consuming for the researcher in
that it needs multiple data collections, analyses, summaries, and processing that is
to a large extent dependent upon a speedy response by the experts. Thus, prior to
using the Delphi technique, it is wise to ascertain if the benefits to be gained from
effort outweigh the actual cost (McKenna, 1994; Polit & Beck, 2008; Williams &
Webb, 1994).

Understanding a guideline development process and other elements

related to the process could help researchers carry out the study in the right
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direction with confidence that the guidelines will be valid and applicable for the
target population. Users who are seeking a guideline for their practice can also
appraise the guideline to see whether it develops with a valid or reliable process,

and is then qualified for acceptance.

Conclusion

In healthcare, handoff is a communication process of passing
essential information related to patient care between caregivers. It is used as a
means for transferring the responsibility for the patient to the next caregivers
coming on to resume the duty. Then, the incoming caregivers can use this
information to decide on appropriate care for the patients according to their needs.
Because the delivery of quality care such as the continuity and safety of care relies
on current information that is being passed between caregivers, particularly during
handoff, therefore communication during handoff needs to be effective, and
consisting of accurate, relevant, and sufficient information. Moreover, using
appropriate strategies to carry information to minimize distortions or degradations
of transferred information is also another important part for effective handoff.

Although handoff is considered as a vital process to ensure the
continuity of care delivery, the problems of handoff breakdown have continuously
been found. These result in unanticipated adverse events affecting both the
caregivers and patients. For a surgical patient in an OT setting, handoff is conducted
many times at different points as the patient navigates throughout the three phases

of perioperative care including the pre-, intra-, and post-operative phases. At each
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handoff point, the handoff that is not performed properly can lead the patient to be
exposed to adverse events.

Since ineffective handoff introduces serious impacts on the quality
of care, especially disrupting the continuation of care and jeopardizing patient
safety, many studies and also the JCAHO recommend healthcare institutions
implement a standardized approach to handoff. Many recommendations for handoff
have been proposed. However, most of them tend to be anecdotal, and very few
studies have systematically tested the feasibility, efficiency and effectiveness of
these recommendations. Moreover, there have been very few standardized handoffs
in healthcare settings currently available, particularly in the perioperative setting.
Lack of a standardized handoff among OT nurses has resulted in missing essential
information to determine appropriate and safe care for surgical patients.

In Thailand, the occurrence of OT handoff breakdowns and their
adverse consequences have been similar to those described in the relevant literature,
even though there is no systemic evidence reported due to the Thai reporting system
not functioning well. The lack of standardized handoff for OT nurses and the
unique nature and culture of the Thai OT context calls attention from the researcher
to develop a evidence-based handoff for Thai OT nurses with the ultimate goal of
improving the quality of Thai OT nursing, particularly in the aspects of continuity
of care and patient safety.

In this study, the guideline development process was modified and
applied to develop the evidence-based handoff. By following the guideline
development processes and using a formal consensus approach as the Delphi

technique, the evidence-based handoff for Thai OT nurses is expected to be well-
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developed with its content validity and applicability considered acceptable among
the Thai OT nursing society. It is also expected to be a tool that Thai OT nurses can
use to transfer essential information related to surgical patient care between OT
nurses and other caregivers with the ultimate goal of ensuring the continuity of care

and also patient safety.



CHAPTER 3

RESEARCH METHODOLOGY

The evidence-based handoff for Thai OT nurses was developed
through the following steps: 1) literature review to gather the existing evidence and
recommendations for standardized handoff, 2) generation of the evidence-based
handoff for Thai OT nurses Version I concerning the Thai OT nursing context, 3)
content validation of the evidence-based handoff for Thai OT nurses by a panel of
experts using the Delphi technique, and 4) large scale applicability validation by

Thai OT nurses. The following sections describe the details of each step.

Step 1: Literature Review

This step aimed to gather the existing evidence and
recommendations for constructing the evidence-based handoff for Thai OT nurses.
In doing so, the researcher conducted a comprehensive literature review to identify
two major components of the evidence-based handoff for Thai OT nurses;
1) information that would be required for Thai OT nursing handoffs, and
2) strategies that would be required for Thai OT nursing handoffs. During this step,
articles relating to clinical handoffs were drawn from electronic databases,
including CINAHL, Cochrane Library, Google Scholar, OVID, PubMed,
ScienceDirect, Springer Link, and Wiley Online Library. Search terms used were
handoff, handover, sign-out, shift report, shift change, operating room/theatre, and
perioperative care. Additional manual searching of thesis, articles listed on the

reference of drawn articles, and journal articles related to clinical handoff were also

99
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conducted. Articles published in the English and Thai languages during 2002-2010
were included in the review.

Numerous numbers articles were identified form the literature
review. These included: prospective, retrospective, experimental, randomized,
observational, descriptive, pilot, and qualitative studies; investigation reports;
experts’ opinions; and related guidelines. After the statements of information and
strategies required for OT handoffs were sufficiently identified, they were then
categorized and graded by using a classification scheme previously published by
Shekelle et al. (1999), as presented in Table 4. The highest level of the category of
evidence and the strength of recommendation was cited for each statement. The
following sections describe each component of the evidence-based handoff for Thai

OT nurses.

Information required for Thai OT nursing handoffs

Peioperative nursing care consists of three phases of care (Braaf et
al., 2011). Throughout the peioperative nursing care continuum, OT handoff is
usually conducted at five points of patient care transfer. At each point of a surgical
patient care transfer, information required would be different depending on the
patient care needed in the following phase of care (Christian et al., 2006). Actually,
information transferred needs to be essential and relevant to be used for progressive
care. During the literatures review, the researcher considered identifying
information that would be required at each of the five points of OT nursing care

transfer, mentioned earlier.
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At each OT handoff, information required for handoff would consist
of some similar and different information to other handoffs. These depend on what
needs to be informed to the following nurses taking care of the patient in order to
assist them in the delivery of safety, continuity, and quality of care. In addition to
identifying information required for each OT handoff, the information identified
was organized into the SBAR structure. SBAR stands for situation, background,
assessment, and recommendation. In this study, situation refers to the information
regarding general patient status. Background refers to the information regarding the
history and present illness and other general information of the patient. Assessment
refers to the information regarding patient assessment performed by nurses or
healthcare personnel. Recommendation refers to the information regarding
suggestions or concerns for patient care. SBAR was applied to this study because it
was frequently used in healthcare (Riesenberg, Leitzsch, & Little, 2009). Moreover,
it has been considered as an easy-to-remember structure for giving information in a
logical sequence, and has been recommended for perioperative nursing handoffs

(Amato-Vealey et al., 2008; Clark et al., 2009).

Strategies required for Thai OT nursing handoffs

Strategies employed to convey information is another essential
component for effective handoff. In this study, the strategies for information
transfer was considered as a channel used for carrying a message to the intended
receiver in the Shannon and Weaver model of communication (Shannon & Weaver,

1949). During the literature review, the researcher identified the strategies that
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could prevent distortion or degradation of information transferred, and also could

also improve the quality of OT handoffs.

Step 2: Generation of the Evidence-based OT Handoff Version |

This step aimed to generate the evidence-based handoff for Thai OT
nurses Version I. In this step, all identified information and strategies from the
literature review required for the evidence-based handoff for Thai OT nurses were
constructed into the evidence-based OT handoff Version I. In addition, the
researcher added, dropped and modified some information and strategies in the
draft the evidence-based handoff for Thai OT nurses of version I, resulted from the
literature review. This was done based on her experience and knowledge gleaned
from working in Thai OT for 16 years.

To ensure that the evidence-based handoff for Thai OT nurses
Version I sufficiently contains the statements of the information and strategies that
need to be included, the researcher conducted a focus group discussion with OT
nurses to obtain additional input from them. The participants in the focus group
discussion were five senior OT nurses from three hospitals who have had
experience working in OT for more than five years, and were currently participating
in OT handoff. About one week prior to the focus group discussion, the researcher
provided the evidence-based handoff for Thai OT nurses Version I resulting from
the previous step to all participants for their examination. Then, in a focus group
session, the researcher requested all participants to discuss whether the evidence-
based handoff for Thai OT nurses Version I needed more information and strategies

to be added, what information and strategies should be added, whether the
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statement of each information and strategy should be modified, and how the
modified statement should be. Finally, all opinions from the focus group discussion
were applied to develop the evidence-based handoff for Thai OT nurses Version .
After the evidence-based OT handoff Version I was established, a
questionnaire for a panel of experts, to verify whether they agree that each
identified statement is required for the evidence-based handoff for Thai OT nurses,
was further developed. Furthermore, in the questionnaire, the strength of
recommendations and the quality of evidence for each information and strategy

were included.

Step 3: Content Validation of the Evidence-based Handoff for Thai OT Nurses

This step aimed to obtain expert consensus on content validation for
the evidence-based handoff for Thai OT nurses. After the evidence-based OT
handoff Version I was generated, two rounds of the Delphi technique were
employed to obtain agreement by the panel of experts for the statements of the

evidence-based OT handoff Version I (Kenward et al., 2007; Murphy et al., 1998).

Participants

Participants were seventeen experts purposively recruited from
multiple sectors. This number of experts was applied according to the presentation
of Macmillan (1971), illustrating that seventeen experts or more for the Delphi
technique could minimize the size of response error. The recruited experts were the
well-informed persons consisted of:

a) 3 committee members of the Thai Perioperative Nurses
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b) 2 committee members of the Thailand Nursing Council

¢) 2 nursing directors responsible for OT service

d) 2 head nurses of Thai OT

e) 2 senior OT nurses who are currently participating in OT handoff

f) 2 senior nurses form surgical wards who are currently
participating in OT handoff

g) 2 senior anesthetist nurses who are currently participating in OT
handoff

h) 1 surgeon, and

1) 1 anesthesiologist

As composition of experts could affect credibility of results obtained
from Delphi technique (Keeney, Hasson, & McKenna, 2001), the researcher then
established criteria to recruit appropriate experts in this study. Thus, criteria used
for Delphi expert selection mentioned by Hsu & Sandford (2007) were applied.
They described that individuals are considered eligible to be experts in Delphi study
if they have somewhat related backgrounds and experiences concerning the target
issue, are capable of contributing helpful inputs, and are willing to reconsider
judgments provided for each Delphi round for the purpose of reaching or attaining
consensus. This study, therefore, used the snowball technique and expert criteria
mentioned above to identify experts. The experts were recruited if they had all of
the following qualifications:

a) Having experience in working, teaching, or researching in the

area related to Thai perioperative nursing care for more than 10 years
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b) Being a well-known person either in the OT nurse
community or in their organization, and

c) Willing to participate in the study

Instruments
The instruments used in each round in this step consisted of

1) For the first round, the instruments used in this round were:

a) The demographic data form for experts requesting
information on gender, age, religion, marital status, education level, position, and
duration of work experience in the area of OT,

b) The questionnaire of the evidence-based handoff for
Thai OT nurses Version L.

2) For the second round, the questionnaire of the evidence-based
handoff for Thai OT nurses version II, modified based on the experts’ agreement
and opinions on the evidence-based OT handoff Version I from the first round was
used.

The questionnaire for each round consisted of a group of
information and strategy statements. The questionnaire of the first round mainly
consisted of close-ended questions asking respondents to express levels of
agreement for each statement on three terms of content validity by using a 7-point
Likert scale from ‘very strongly disagree’ (0) to ‘very strongly agree’(6). The three
terms of content validity included relevancy, sufficiency, and clarity (Waltz et al.,
2005). Moreover, there were spaces for open-ended responses inviting the

respondents to modify the statements, provide opinions and suggestions, or add new
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statements together with the rationale. In the second round, the experts were asked
to confirm their agreement on each presented statement. The question ‘whether they
agree or disagree to retain each statement?’ was used. If they answered ‘disagree’,
they needed to specify whether they suggested to modify or to drop the statement
together with the rationale. Similar to the first round, spaces for open-ended

responses were also provided.

Data collection and analysis

In this step, two rounds of the Delphi technique were conducted
among a panel of experts in order to examine the content of the evidence-based
handoff for Thai OT nurses by responding to the questionnaire.

In the first round, the evidence-based OT handoff Version I
generated from the previous step, was sent to a panel of experts. The experts were
asked to independently rate their agreement with each statement on three terms of
content validity, as well as to modify the statements, provide opinions and
suggestions, or add new information and strategies together with the rationale, for
the evidence-based handoff. The completed questionnaire was then requested to be
returned to the researcher. Subsequently, the researcher took all experts’ opinions
into account to determine consensus opinion.

To develop the consensus, the percentage of agreement from the
experts for each statement was calculated. It was then used to guide decision
making whether the statement should be retained, modified, or discarded. The
mean, median, standard deviation (SD), and inter-quartile range (IQR) of the

agreement score for each statement were subsequently taken into consideration. The
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following criteria were used to determine to decision on each statement (Crutzen et
al., 2008; Polit & Beck, 2008):

1) Retained: if > 80% of experts scored the statement > 5 and IQR <
1.00 in all relevancy, sufficiency, and clarity.

2) Modified: if < 80% of experts scored the statement > 5 and/or
IQR > 1.00 in at least one of relevancy, sufficiency, and clarity.

3) Dropped: if the statement failed to meet either one of the above

criteria.

In addition to determine the decision on each statement by
considering the percentage of agreement from the experts and inter-quartile range
(IQR) of the agreement score, the theoretical rationales and qualitative responses
from the experts were also included for decision making. Finally, a summary of the
results in the first round was tabulated and the evidence-based handoff for Thai OT

nurses version Il was developed for further investigation in the second round.

For the second round, the evidence-based handoff for Thai OT
nurses version II was resubmitted to the same group of experts, along with a
summary of the results and their score provided for each statement of the previous
round. The experts were asked to confirm their agreement for the retaining
statements. Moreover, they were invited to modify all the statements, provide
opinions and suggestions, or again added new information and strategies together
with the rationale. After the experts sent the completed questionnaire back to the

researcher, the researcher took all experts’ opinions into account to develop the
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evidence-based handoff for Thai OT nurses version IIl. The retention of each
statement was determined by the percent of expert’s agreement and qualitative
responses. The consensus criteria for the statement in this round was 80% of
expert’s agreement (Polit & Beck, 2008). Consequently, the agreement with the
content validity of the evidence-based handoff for Thai OT nurses Version II was
finally calculated and then reported, and the results of the second round Delphi
were used to further establish the evidence-based handoff for Thai OT nurses

Version I11.

Step 4: Large Scale Applicability Validation by Thai OT Nurses

This step aimed to verify the applicability of the evidence-based
handoff for Thai OT nurses. In this step, the evidence-based handoff Version III
was mailed to Thai OT nurses across Thailand to ask for their agreement for its

applicability.

Participants

Participants were Thai OT nurses randomly selected from the
member name list through the Thai Perioperative Nurses’ Association website.
Before the selection, all names of Thai OT nurses from the association list were
classified based on the level of hospital they work for including primary, secondary,
and tertiary care. The member names of the OT nurses working for primary care
hospitals were excluded from the selection because these hospitals currently do not

perform major surgery, thus they perform only simple handoff if at all.
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At the time of this study, the Thai Perioperative Nurses’ Association
consists of 7,118 members. Of these, 1815 and 1494 nurses were identified as
licensed OT nurses working in secondary and tertiary care hospitals, respectively.
The researcher then recruited 10% of them into the study by using proportionate
stratified random sampling from secondary and tertiary care hospitals
(Singchungchai, Kampalikit, & Nasae, 1996). Additionally, 10% of the recruited
number was added and then rounded up to an integer for the compensation of a low
response rate. As a result, participants in this step were 400 OT nurses. They were
180 and 220 OT nurses working in secondary and tertiary care hospitals,

respectively.

Instruments
The instruments used in this step consist of
1) The demographic data form for Thai OT nurses requesting
information on education level, position, duration of work experience in the area of
OT, and the level of care provided by their hospital.
2) The questionnaire of the evidence-based handoff for Thai
OT nurses version III modified from the second round of the Delphi technique.

The questionnaire mainly consists of close-ended questions
asking Thai OT nurses for their agreement with the applicability of each statement
in the standardized handoff version III. The level of agreement for each statement
was expressed by using a 7-point Likert scale from ‘very strongly disagree’(0) to

‘very strongly agree’(6). In addition, throughout the questionnaire, open-ended
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responses were provided for the respondents to give their opinions, comments,

rationales and suggestions.

Data collection and analysis

The questionnaire asking for the agreement with the applicability of
each statement of the evidence-based handoff version III was sent to all eligible
participants. In the questionnaire, the researcher encouraged all participants to
provide their opinions, comments, rationales and suggestions on the evidence-based
handoff for Thai OT nurses Version III. Then, they were requested to send back the
completed questionnaire, in a pre-paid envelope, to the researcher. After
considering all returned questionnaires, the researcher developed the evidence-
based handoff for Thai OT nurses Final Version.

To develop the consensus in this stage, the process and criteria used
to develop the consensus for each statement in the first round Delphi were
employed. At the end of this step, the evidence-based handoff for Thai OT nurses
Final Version was proposed. Opinions, comments, rationales and suggestions from
the participants were analyzed, summarized, and reported, then put into discussion.

In summary, the development of evidence-based handoff for Thai
OT nurses development consisted of four steps including: 1) literature review, 2)
generation of the evidence-based OT handoff Version I, 3) content validation of the
evidence-based OT handoff Version I and Version Il by a panel of experts, and 4)
large scale applicability validation of the evidence-based handoff Version II by Thai

OT nurses. The process of the evidence-based handoff development can be drawn
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as shown in Figure 6. Each step, the persons involved, and the output of each step

are shown in Table 6.

Ethical Considerations

Prior to commencing the study, the research proposal was submitted
for review and approved by the Faculty of Nursing Research Ethics Committee
(Appendix A). Prior to and along the process of data collection, all potential
participants were informed about all aspects of the study. Permission for data
collection was asked from them by voluntary signing in written informed consent.
However, if the participants felt it was inconvenient to sign a written consent form,
but still participated in the study, this would indicate their willing participation.
Throughout the study, the protection of participants’ rights were assured by
providing (1) the title of the study, (2) the purpose of the study, (3) the methodology
of the study, (4) the assurance of the subject’s anonymity, (5) the assurance of the
subject’s impartiality protection, (6) the assurance of voluntary participation and
possible withdrawal from the study at any time, (7) the assurance that all the data
from the questionnaire will be presented in a holistic perspective and will be
destroyed upon completion of the study, and (8) the name and address of the

researcher (Appendix B).
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Table 6

Persons Involved and Output of Each Step in the Development of the Evidence-
based Handoff for Thai OT Nurses

Step  Activity Person involved Output

1 Literature review The researcher Draft of Version |

2 Generation statements 5 seniors OT nurses & the  Version [

researcher
3 Content validation
3.1 Delphiround 1 17 experts Version II
3.2 Delphiround 2 15 experts Version III
4 Applicability validation 148 OT nurses Final version

Expected Outcome
The study produces a standardized handoff that is suitable for Thai OT
nurses, as well as promotes the continuity of patient care and patient safety for Thai

surgical patients.



CHAPTER 4

RESULTS AND DISCUSSION

This study aimed to develop evidence-based handoff for Thai OT
nurses. This newly developed evidence-based handoff is expected to be a well-
developed eveidence-based practice that is applicable to be utilized in Thai
perioperative nursing environment. The developmental process consisted of 4 steps:
1) literature review to gather the existing evidence and recommendations for
standardized OT nursing handoff, 2) generation of the evidence-based handoff for
Thai OT nurses Version I, 3) content validation of the developed evidence-based
handoff for Thai OT nurses by a panel of experts using the Delphi technique, and 4)
large scale applicability validation by Thai OT nurses. The following sections

present results and discussions on each step.

Step 1: Literature Review

This step aimed to gather the existing evidence and
recommendations for constructing the evidence-based handoff for Thai OT nurses.
In doing so, the researcher conducted a comprehensive literature review to identify
two major components of the evidence-based handoff for Thai OT nurses,
information and strategies required for Thai OT nursing handoffs. For the
information required for Thai OT nursing handoffs, the SBAR mnemonic was
applied to structure the information statements and they were divided into 5 sets of

OT handoff usually performed throughout perioperative nursing care.

114



115

After the information and strategy statements were sufficiently
identified, they were then categorized and graded by using a classification schemes
previously published by Shekelle et al. (1999) (Table 4). The highest level of
category of evidence and the strength of recommendation were cited for each
statement.

Through this process, a total of 281 statements related to OT handoff
were constructed. Of these, 252 statements were information required for all 5 sets
of OT handoffs and 29 statements were strategies that would be required for all OT
handoffs. For the 252 information statements, there were some repetitions of similar
information statements as they were considered as a requirement for many OT
handoffs, whereas some statements were included in only a particular OT handoft.
The category of evidence, the strength of recommendation, and number of each
component is presented in Table 7

Table 7 revealed that nearly half of identified statements (135
statements) were drawn form evidence recommended by expert committee reports
or opinions or clinical experience (IV, D) followed by the statements (124
statements) that were extracted evidence recommended by non-experimental or
descriptive studies (III, C). Only a few numbers of statements (20 statements) were
taken from quasi-experimental studies (IIb, C). There was one statement drawn
from a quasi-experimental study (IIb, b), carried out by Pothier et al. (2005). This
statement was a strategy statement advocating the use of a combination of verbal
report and a pre-prepared sheet for handoff. In Pothier et al.’s study, they displayed

that verbal handoff using pre-prepared sheet resulted in less information loss than
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Table 7

The Category of Evidence and the Strength of Recommendation, and Number of
Statements Identified from Literature Review in Each Component and Category of
the Evidence-based Handoff for Thai OT Nurses

Category & Strength Total
Statement Ib,A IIb,B 1IIb,C 1II,C IV,D statements

N N N N) N) N)

Information required
Handofft 1 0 0 5 21 20 46
Handoff 2 0 0 8 21 20 49
Handoft 3 0 0 5 18 27 50
Handoff 4 0 0 1 21 31 53
Handoff 5 0 0 1 27 26 54
Strategy required 1 1 0 16 11 29
Total statements 1 1 20 124 135 281

Ib = Evidence from at least one randomised controlled trial

IIb = Evidence from at least one other type of quasi-experimental study,

III = Evidence from non-experimental descriptive studies,

IV = Evidence from expert committee reports or opinions or clinical experience of respected authorities, or both,
A = Directly based on category I evidence

B = Directly based on category II evidence or extrapolated recommendation from category I evidence

C = Directly based on category III evidence or extrapolated recommendation from category I or II evidence

D = Directly based on category IV evidence or extrapolated recommendation from category I, II or III evidence

purely verbal handoff and verbal handoff using note taking. In addition, the only
one strategy statement was derived from two randomized controlled studies by Van
Eaton et al. (2005). This study demonstrated that an implementation of a
computerized handoff system brought about quality and continuity of patient care.
The list of example statements identified from literature review is presented in

Appendix H, Table 25.

Step 2: Generation of the Evidence-based Handoff for Thai OT Nurses Version |
In this step, the statements identified from the previous step were

brought to generate the evidence-based handoff for Thai OT nurses Version 1. In
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this step, the researcher added, dropped and modified some statements of the draft
of the Version I. This was established based on the researcher’s experience and
knowledge gained by working in Thai OT over 16 years.

Remarkably, the researcher decided to drop the strategy statement
that was derived from a randomized controlled study with the intention to develop a
low-technological evidence-based OT handoff, which would be suitable for Thai
healthcare context (Van Eaton et al.,, 2005). The statement “Implement a
computerized handoff system to facilitate handoff when is possible” was considered
not appropriate because only a few number of Thai hospitals currently utilized
electronic patient records. Thus, it would finally be inapplicable to apply by Thai
OT nurses in many hospitals.

To ensure that the draft of the evidence-based handoff for Thai OT
nurses Version I sufficiently consisted of the statements that would be needed for
OT handoffs, the researcher subsequently conducted a focus group discussion with
five senior OT nurses to obtain their opinions. All of them were female and
Buddhist; median age was 46 years. There were more nurses (n=4) working at the
secondary care hospitals (Table 8).

It was found that many statements in the draft Version I should be
modified whereas few statements should be dropped. Some statements should be
combined. In addition, some statements in information component were not
logically arranged. Thus, they were relocated in the same SBAR structure for

logical reason and more appropriateness.
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Table 8

Demographic Characteristics of Senior OT Nurses Participating in Focus Group
Discussion (n=5)

Demographic characteristics Median Min Max n

Age (years) 46 28 48
Marital status

Single 4

Married 1
Education level

Bachelor degree 3

Master degree 2
Level of hospital

Secondary care 4

Tertiary care 1
Duration of work experience in the area of OT (years) 22 6 25

The examples of information statements being modified or dropped
were;
a) Information statement that was specified for Handoff 1
throughout Handoff 5;

“Patient’s weight and height”

For this statement, the senior OT nurses discussed that:

“We need only to roughly know patient weight and height in
order to appropriately prepare instruments for the operation.” [Senior nurse 1:
SN 1]

“For instrument preparation, weight would be necessary but
height seems not be necessary. For examples, if the patient undergoing caesarian
section or appendectomy weighs nearly 100 kilograms, we need to prepare more or
special instruments or assistants than other patients.” (SN 2)

I am uncertain about this information, whether it should be
conveyed during handoff. In some cases, like five-year patients, one would weigh 10
kilograms, while another may weigh much more than that. Knowing this is good for
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appropriate instrument preparation. However, | confess that | usually never ask
patient’s weight, except when the patient is a child that would need special
instruments or equipments for specific operation. It is anesthetists that may need to
know patient weight and height for drug dose calculation for drug
administration.”” (SN 5)

As a result, this statement was modified to:
“In case that the patient is a child or an adult that has usual
physical appearance, indicate patient’s weight and height, or physical appearance

that differs from a usual case”

Same as earlier, this was put into Handoff 1 to Handoff 5

b) Information statement that was specified into Handoff 1,
Handoff 2, Handoff 4, and Handoff 5;
“Patient’s level of pain”
For this statement, the senior OT nurses discussed that:

“Knowing patient’s level of pain is sometimes necessary and
sometimes not. To me, we should know the level of pain. This could help us to care
comfort our patients before they receive anesthesia...only this. However, in my
hospital, we usually do not ask for this. But, I think it’s necessary to know so that
we can compare pre- and post- operative pain in some cases.” (SN 2)

“I had experience with orthopedic patients who had fracture.
Some patients have low pain threshold, but some high. The high may not tell us
about their pain, if we don’t ask. When we move them to the table or when the
anesthetist prepares them for spinal block. Knowing that the patient has pain could
lead us to move them more smoothly, prepare supports for moving, or ask for more
assistants.” (SN 5)

“Yeah, we should know. Although we could not reduce their
pain, we can induce more pain, like when we move them. (SN 3)

“If so, then you should put in the bracket that if the patient
previously has pain...... If the patient do not have pain, it’s unnecessary to ask the
patient before the surgery.” (SN 1)
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As a result, the words “In case that the patient has pain” were
added in to this statement and it was modified to:

“In case that the patient has had pain prior to arriving to the
operating theatre, indicate patient’s level of pain lastly assessed and pain
management given to the patient. If the patient was given pain relief drug, indicate
drug name, time, dose, and route of administration, and its effects.”

The modified statement was put into Handoff 1, Handoff 2,
and Handoff 5. This statement was dropped form Handoff 4 for the reason that
during intra-operative phase and post-operative recovery phase taking care for
patient’s pain is under responsibility of anesthetists, and they usually convey this

information among them.

c) Information statement that was specified for Handoff 1
throughout Handoff 5;
“Patient’s wish for cardiopulmonary resuscitation (CPR) in
case of emergency”
For this statement, the senior OT nurses discussed that;

“For Thai society, there are many classes of people. OK, like
us. We understand what could happen during the surgery. But for lay persons, if we
ask them whether they wanted us to perform CPR in case of emergency situation,
they would not understand why we ask. It is not our culture or tradition for asking
this.”” (SN 1)

Presently, Thai people with less education or at the
grassroots level would not accept for this kind of question. ...It likes we curse them.
Right? ... If they just came to the hospital for an uncomplicated surgery. They would
certainly expect to survive. If we ask for this, we may make them more anxious? ...
If the patient could walk in to the hospital, but he or she finally died, it could lead to
accusation.” (SN 2)
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“Even though we explain about complications that could
happen during the operation, they seem to react like we will make them truly
happen. They would not understand that unanticipated events could happen. They
always think they will be saved under our care. (SN 4)

For making decision regarding this information statement,
the Thai Living Will Act declared in 2007 was considered (Boonchalermwipas &
Limsatid, 2010). Although the Act was declared and has been active for 5 years, it
seems uncommon for Thai patients being hospitalized to express their living will.
This may be because in Thailand an understanding of end-of-life decisions is
limited (Manasurakarn, Chaowalit, Suttharangsee, Isaramalai, & Geden, 2008). A
study conducted in northern part of Thailand described attitudes toward the
preference for CPR of the terminally ill patients. They found that it was
inappropriate to ask patient about CPR in a single interview. They then expanded
time for interview to have several sessions instead (Sittisombut, Love, & Sitthi-
amorn, 2005). The reason may be that rushing them to answer about issue related to
death may make them stressful. The researcher in consultation with 5 sinnor OT

nurses during focus group discussion justified to drop this statement from the

evidence-based handoff for Thai OT nurses Version 1.

Regarding the strategy statements, very little discussion was given to
these statements. All senior OT nurses agreed to put all of the proposed strategy
statements into the evidence-based handoff for Thai OT nurses Version I. However,
some statements were modified to be precise and more understandable. The

examples of these statements were:
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1) Statement:

“Sender of patient’s information has to be knowledgeable and
understands patient’s information well. And, receiver of patient’s information
should be a person who will directly take the responsibility for the patient care.”

This statement was modified to:

“Sender of patient’s information has to be a nurse who is
knowledgeable and understand patient’s information well, while receiver of
patient’s information must be a nurse who will directly take the responsibility for
the patient care from the sender of patient’s information”

2) Statement:

“Sender of patient’s information should prepare his/her self to be
ready for handoff prior to the beginning of handoff, in order to ensure that
significant and relevant information related to patient related to patient care will be
transferred to the nurse who is coming to take responsibility for patient care.”

This statement was modified to:

““Sender of information should prepare his/her self to be ready for
handoff prior to the beginning of handoff, in order to ensure that significant and

relevant information related to patient care will be transferred to the nurse coming
to take responsibility for patient care.”

The output of this step resulted in the evidence-based handoff for
Thai OT nurses Version 1. It consisted of 242 statements. Of these, there were 214
information statements for all five sets of OT handoffs and 28 strategy statements.
Noticeably among 214 information statements, there were some similar information
statements overlapping across each set of OT handoffs as they were considered as
requirements. Table 9 shows number of statements in each component, category

and sub-category of the evidence-based handoff for Thai OT nurses Version .
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Table 9

Number of Statements in Each Component, Category and Sub-category of the
Evidence-based Handoff for Thai OT Nurses Version |

Mnemonic Total
Statement S B A R (N)
N N N N

Information required for OT handoff *
Handoff 1 6 7 17 6 36
Handoff 2 6 13 14 6 39
Handoff 3 10 16 14 10 50
Handoff 4 9 13 13 9 44
Handoff 5 10 14 12 9 45
Strategy required for OT handoff - - - - 28
Total statements 242

SBAR stands for Situation, Background, Assessment, and Recommendation
* Comprise similar statements
Step 3: Content Validation of the Evidence-based Handoff for Thai OT Nurses

In this step, a two-round Delphi technique was employed to obtain
agreement of a panel of experts on each statement. Seventeen experts were invited
to validate the contents of the evidence-based handoff for Thai OT nurses Version |
with responding to relevancy, sufficiency, and clarity of each proposed statement.
All of them were female and Buddhist. About haft of them (n=9) were master
prepared and worked at a university hospital (n=8), with a median duration of work

of 25 years (Table 10).
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Table 10

Demographic Characteristics of Experts (n=17)

Demographic Characteristics Median Min Max n
Age (years) 49 37 61
Marital status
Single 6
Married 11
Education level
Bachelor degree 5
Master degree 9
Doctoral degree 3
Work place
Educational institute 4
University hospital 8
Regional hospital 4
Private hospital 1

Position and affiliation
Committee member of the Thai
Perioperative Nurses Association
Committee member of the Thailand
Nursing Council
Nursing director responsible for OT service

Head nurses of Thai OT
OT nurse
Surgical ward nurse
Anesthetist nurse
Surgeon
Anesthesiologist
Duration of work experience in the area of OT (years) 25 13 39

(O8]
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The result of the first round Delphi yielded more than 80 %
agreement on most statements with the overall of 90.06 % agreement; indicating
satisfactory level of content validity. Table 11 presents percent of agreement of

experts on content validity of the Version L.
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Table 11

Percent of Agreement of Experts on Content Validity of the Evidence-based Handoff
for Thai OT Nurses Version | (n=17)

Number  Range of percent Percent of
Content validity of of agreement agreement
statement

Information required for OT handoff

Relevancy 214 64.71 - 100.00 89.96
Sufficiency 214 58.82 - 100.00 90.38
Clarity 214 58.82 - 100.00 90.43
Overall 214 60.78 - 100.00 90.25
Strategy required for OT handoff

Relevancy 28 64.71 - 100.00 88.68
Sufficiency 28 70.59 - 100.00 88.68
Clarity 28 70.59 - 100.00 88.46
Overall 28 70.59 - 100.00 88.61

Overall Version | 242 60.78 - 100.00 90.06

For information statements, there were some similar statements that
obtained agreement of experts less than 80% in some OT handoffs, but 80 % or
higher in other OT handoffs. The examples of these statements are shown in Table
12. List of example statements and results of the first-round Delphi on content
validation of the evidence-based handoff for Thai OT nurses Version I is shown in

detail in Appendix H, Table 26.



126

Table 12

List of Example Similar Statements in the Evidence-based Handoff for Thai OT
Nurses Version | and Their Percent of Agreement on Relevancy Aspect

Percent of agreement

Statement on relevance aspect
H2 H2 H3 H4 H5
1. Ward that the patient has been 76.47 70.59 7647 82.35 -
admitted prior to coming for the

operation

2. Name of surgeon who is responsible ~ 94.12 100.00 70.59 82.35 82.35
for patient’s operation

3. Means that can be used to contact 76.47 100.00 100.00 94.12 70.59
with patient’s relatives in case that it
is needed by healthcare members.

Although the content validity of the evidence-based handoff for Thai
OT nurses Version I was considered acceptable, the results of the first round Delphi
illustrated a room for further improvement to the evidence-based handoff for Thai
OT nurses Version I. According to expert’s responses, there were some similar
statements that were agreed to be included to some OT handoffs but not others. The
researcher then considered that if these statements were needed in some OT
handoffs, but were deleted from the earlier OT handoffs as unacceptable statements,
they may be omitted. For example, one information statement was agreed to be
included in Handoff 1, Handoff 2, Handoff 3, and Handoff 5, but was not
acceptable for Handoff 4. It was omitted in Handoff 4. Consequently, this
information would also likely be omitted in Handoff 5. Moreover, consisting of a
large number of statements could lead the evidence-based OT handoff to be
cumbersome to users. Many experts gave high concern on this issue. For this

reason, the Version II was no longer explicitly separating Handoff 1 to Handoff 5,
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but researcher decided to combine the similar statements that previously were
arranged in different OT handoffs into one statement.

After collapsing the information statements into one set of
information statements across cover all five OT handoffs, the researcher observed
that there were three statements that were attributed to introductory information and
it would not be appropriate to put them under any parts of the SBAR structure.
These three statements were:

1) “The name of staff sending and receiving patient information”

2) “Patient’s identification, including patient’s hospital number
(HN), name, surname, age, and gender”

3) “Ward that the patient has been admitted prior to coming for the

operation”

The researcher then decided to modify the structure of information
statements of the evidence-based OT handoff Version II. Since all three above
statements were considered having attribution of introduction that are necessary at
the beginning of each handoff, the acronym “I”” which stands for ‘Introduction’ was
then added in front of SBAR, resulting in the new structure, namely I-SBAR. The I-
SBAR was another handoff structure that has been recommended by the AORN
(Girard, 2007). The reason to modify the evidence-based OT handoff structure was
to make it to be more appropriate and easier to remember. The I-SBAR was
considered acceptable because it was used to as a structure tool to improve
communication during handoffs between OT and other units (Forsythe, Persaud,

Swanson, & Stierman, 2008). Recently, a study teaching I-SBAR as a
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communication tool found that it improved content and clarity of the delivered
information during telephone referral in a simulated clinical setting (Marshall,

Harrison, & Flanagan, 2009).

Additionally, there was a similar statement proposed in Handoff 1
and Handoff 2 that received agreement for experts less than 80 percent in all
aspects. This statement was:

“In case that the patient is able to urinate normally, indicate the

time of the last urination.”

In Handoff 1, this statement obtained agreement at 64.71 % with
IQR 3.00 on relevancy, 70.59 % with IQR 2.50 on sufficiency, and 70.59 % with
IQR 2.50 on clarity. In Handoff 2, it obtained agreement at 76.47 % with IQR 1.50
on relevancy, 64.71 % with IQR 2.50 on sufficiency, and 70.59 % with IQR 2.50 on
clarity. This statement was deleted. For other statements, the decision to retain or
modify some example statements is shown in Appendix H, Table 26. The above
efforts in the step 3 resulting in the evidence-based handoff for Thai OT nurses
Version II. The Version II maintained the two components: information statements
and strategy statements, with I-SBAR structure of the information statements. The
number of statements in category and sub- category of the evidence-based handoff
for Thai OT nurses Version Il is presented in Table 13 and its example statements is

presented in Table 14.
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Table 13

Number of Statements in Each Category and Sub- category in the Evidence-based
Handoff for Thai OT Nurses Version Il

Statement Ver(slllo)n 1
Information required for OT handoff
Introduction 3
Situation
Situation Part 1 (all Handoffs) 3
Situation Part 2 (Handoff 3 to Handoff 5) 4
Background 7
Assessment
Assessment Part 1 (all Handoffs if under OT nurse’s 3
responsibility)
Assessment Part 2 (Handoff 1 and Handoff 2) 7
Assessment Part 3( Handoff 3) 8
Assessment Part 4 (Handoff and Handoff 5) 6
Assessment Part 5 (all Handoffs) 5
Recommendation 4
Strategy required for OT handoff 24
Total statements 74
Table 14

List of Example Statements in Each Category and Sub- category of the Evidence-
based Handoff for Thai OT Nurse Version Il

Statement

Information required for OT handoff

Introduction

I1  The name and position of the sender and receiver of patient’s
information

I2  Patient’s identification including hospital number (HN), name,
surname, age, and gender
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Table 14 (continued)

Statement

Situation

Situation Part I: Indicate all following patient’s situations in this part for
all handoffs (All Handoffs)

SA1 Patient’s current diagnosis for this operation

SA2  Patient’s current operation as planned by the surgeon, including
site and side of body organ for the operation

Situation Part Il: Indicate all following patient’s situations in this part from
intra-operative handoff to post-operative handoff (Handoff 3 -
Handoff 5)
SB2  Name of anesthesiologist or anesthetic nurse who is responsible
for patient’s operation.

SB3  Patient’s position for the operation

Background

Note: Information in this part may not be required to transfer by verbal report
if the patient is sent back to the same nurse who took care of the patient
or to the patient’s previous ward prior to coming for this operation

B4 In case that the patient wears jewelry, precious accessories, denture,
prostheses that can not be removed or life support devices such as
pace maker or intra-aortic-balloon pump, indicate these items if any.

B6 In case that the patient is infected by communicable disease that need
special infection control and precaution, indicate infectious status of
the patient. The examples of these diseases include tuberculosis (TB),
human immunodeficiency virus (HIV), acquired immunodeficiency
syndrome (AIDS), hepatitis, chicken pox, or skin diseases.

Assessment

Assessment Part I: Indicate patient’s assessment and patient’s needs for all
handoffs when the following assessment are under the
responsibility of operating theatre nurses

AA1 Patient’s level of consciousness

AA3 In case that the patient has had pain, indicate patient’s level of
pain at the last assessment comparing with the recent
assessment as well as pain management given to the patient. If
the patient was given pain relief drug, indicate drug name, time,
dose, and route of drug administration, and its effects.
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Table 14 (continued)

Statement

Assessment Part I1: Indicate all following patient’s assessment and
patient’s needs in this part for pre-operative handoff
and handoff from pre-operative nurse to intra-
operative nurse (Handoff 1 — Handoff 2)

AB4 In case that the patient has previous wound in the region of the
surgical site or the patient is going for re-operation, describe the
characteristics and location of the patient’s previous wound.

AB7 In case that the surgeon indicates special needs for the operation,
indicate them and the rationales (if any was indicated by the
surgeon).

Assessment Part I11: Indicate all following patient’s assessment and
patient’s needs only for handoff preformed between
intra-operative operating theatre nurses (Handoff 3)
AC1 Current status of patient’s operation, what has been performed
and what is planned for the rest of the operation.

AC2 Check for a completion of swab count by detailing type, number,
and location of swabs used during the operation.

Assessment Part 1V: Indicate all following patient’s assessment and
patient’s needs in this part for handoff performed from
intra-operative nurse to post- operative nurse and for
post-operative handoff (Handoff 4 — Handoff 5)

AD2 In case that the patient has retained catheters or drains after the
operation, indicate a summary of type, number, and sites of body
retained catheters or drains. In case that the patient previously
had retained catheters or drains before the operation and they
were removed, or the new ones have been placed on him/her
during the operation, indicate type and number of catheters or
drains, and sites of body involved. If the drainage from the
catheters or drains is abnormal, indicate the abnormalities.

AD4 Doctor’s orders that need to be performed as priorities or
significant doctor’s orders after the operation. Which have been
carried on after the operation?

Assessment Part V: Indicate all following patient’s assessment and patient’s
needs in this part for all operating theatre handoffs
AEI Significant events occurred to the patient in this operation
during the past period of time.
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Table 14 (continued)

Statement

AE4 Recent changes of operation’s plan, treatments, and care

occurring to the patient that are under the responsibility of
the operating theatre nurses and that need further care or
processing.

Recommendation

R3

R4

Considerations or precautions for patient care including
suggestions for prevention risks and adverse events to the patient.

Open opportunity to patent’s caregivers for asking questions
related to patient care

Strategy required for OT handoff

STS

ST6

Sufficient time needs to be allocated for appropriate and efficient and
handoff. The length of the allocated time has to be long enough to allow
the sender of information to completely transfer information related to
patient care and to allow the receiver of patient’s information to ask
question and verify information.

Use interactive communication for handoff in order to allow sender and
receiver of patient’s information to instantly ask questions and receive
response. Doing so is to facilitate the sender of information ensures that
information sent is timely received and to open opportunity for
information questioning and verification between the sender and the
receiver of patient’s information. The received information could be
used for continuum of care in the following phase of care.

In order to assist the user in using the evidence-based OT handoff

version II, the researcher also developed an OT handoff checklist, namely “I-SBAR

Peri-operative Nursing Handoff Checklist.” This checklist can be corporately used

with the evidence-based OT handoff version II to structure and verify content of

information transferred during each OT handoff. Figure 7 displays the “I-SBAR

Peri-operative Nursing Handoff Checklist.”
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INTRODUCTION:

Q Sender’s & receiver’s namcfposilion: O Sender:
O Patient’s name: SEresssRR i arssviery. EVHIN s
U Patient’s ward prior lu b-ng accumpamed 10 I.he Dperatmg room:

SITUATION:

O Diagnosis: ... Inn-a-ap&Im-op—'Pon‘-ap&Pan‘-ap

O Operation: site/side) | O Method of anesthesia:
D Surgeons: ..........ocooovvniiiiiiniinee | D ADGSTROESES: o

O Patients? position

Time O Patient arrived OT:
O Operation started..
O Operation ﬁmshed
O Patient discharged frum PACU

BACKGROUND:

Significantly relevant to current procedure, if the patient has: 0 Communicable diseases: ..............cooevverviiiiiinn
U Iness history: .
O Medications u sed
O Allergies: .
U Artifacts &1mp]ants allal:h ed lo pauen s

O Means of contacting patient’srelatives: ................

a Pallent’ llrmtatlnns .................................................

ASSESSMENT:

If under perioperative nurses’ responsibility
O Level of consciousness: ............ooovineiniennns
O vital signs: O Temp: Ce, O Pulse:

5 U Respiratory status:
bpm O Normal O ET tube O Tracheostomy

OHR: .......... /min, OBP:........... mmHg O Ambubag O Oy........Limin Via ..............
U Pain level/managements: ...
Pre-op & Pre-op 2 Intra-op Intra-op Intra-op = Post-op & Post-op:
O NPO status O Surgical status Q Surgical wound/dressing detail
SiNo O Vesat U Swab/sponge counts O Summary of drains
O Pre-medications: ..... ... | & Instrument/needle/small item counts
O IV solutions/blood compon ents 1 Necessary/needed O Drugs/solutions adminis
(AL Aot A e e materials/instruments need further care
OUsed and unused material/drugs/items
O Previous wound details: . come with/prepared for patient O Prioritized doctors’ orders
O Drain attached: ............ .evooo. | @ Drugs/solutions administered to/plan | O Summary of specimens:
O Items sent to OT with patient: to be administered to patient
e e e e s b | 2L DT aing: O Items sent back to ward with patient
O Special needs for the operation: O Previously attached
O Newly placed
O Removed
O Status of specimens

O Significant recent events U Patient’s special needs: .......
O Recent changes of treatment/care a Uncomp]eted tasks needmg funher amon
O Recent complications/problems
RECOMMENDATION:
O Specific nursing care plan and preparations for consequent 0 Concerns/warnings/monitoring for unanticipated events
care prevention
O Anticipated changes/complications needing further * 2
assessment u QueStlons .

Remark: Information in bold-upright letters is recommended to be included in patient record, and could be transferred by written handoff;
BACKGROUND (B) is not required to be provided if the patient is transferred to the previous caregivers or ward

Figure 7

The I-SBAR Peri-operative Nursing Handoff Checklist Used in Cooperation with
the Evidence-based Handoff for Thai OT Nurses Version Il
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In the second round Delphi, the same group of experts was invited to
confirm their agreement on the evidence-based OT handoff version II. Two experts
withdrew from the study because they were abundantly busy with their regular
work and unable to return the questionnaire on the given timeframe. Although the
number of experts decreased to 15, the remaining number of experts did not
increase size of error of using the Delphi technique (Srisatidnarakul, 2002).

All 74 statements in the evidence-based OT handoff version II
obtained 80 percent or higher agreement from experts. Table 15 presents percent of
agreement of experts on content validity of the evidence-based handoff for Thai OT
nurses Version II. List of example statements and results of the second-round
Delphi is presented in Appendix H, Table 27. However, modifications were
suggested to some information in order to make them precise and more concise. As
a result, all statements were retained. However, few modifications were given to
some statements according to the expert’s suggestions. The examples of these
statements were:

1) Information statement:

“The name and position of the sender and receiver of patient’s
information”

This statement was modified to:

“The name and position of the sender and receiver of patient’s
information, if any of both parties do not know the name and position of another
part clearly.”

2) Strategy statement:

“For each OT handoff, a combination of verbal and written handoff

report have to cover all information required for handoff at that point of patient
care transfer.”
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This statement was modified to:

“For each handoff of OT nurses, a combination of verbal and
written report for handoff has to be composed of all information required according
to the evidence-based handoff for operating theater nurses in each handoff point.”

Consequently, the evidence-based handoff for Thai OT nurses

Version I1II was then established.

Table 15

Percent of Agreement of Experts on Content Validity of the Evidence-based Handoff
for Thai OT Nurses Version Il (n =15)

Number Range of Percent of
Content validity of percent of agreement
statement agreement
Information statements 50 80.00 - 100.00 94.66
Strategies statements 24 85.71 - 100.00 95.24
Overall Version II 74 80.00 - 100.00 94.85

Step 4: Large Scale Applicability Validation

This step aimed to verify the applicability of the evidence-based
handoff among Thai OT nurses. In this step, the questionnaires asking for the
applicability validity of the evidence-based handoff Version III was mailed to 400
Thai OT nurses across Thailand. These included 180 nurses who were working in
secondary care hospitals and 220 nurses who were working in tertiary care
hospitals. They were asked to rate their agreement on the applicability of evidence-
based handoff version III. One hundred and forty eight questionnaires were
completed and returned to the researcher( the response rate was 37 percent) Table
16 presents the demographic characteristics of the OT nurses participating in this

step.
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Table 16

Demographic Characteristics of Thai OT Nurses (n=148)

Demographic characteristics M SD Min Max n %
Gender
Female 144 97.30
Male 4 2.70
Age (years) 4439 8.11 25.00 60.00
Religion
Buddhist 147 99.32
Muslim 1 0.68
Education level
Diploma 1 0.68
Bachelor degree 123 84.25
Master degree 21 14.38
Doctoral degree 1 0.68
Specialty
More than one specialty 70 52.63
General surgery 11 8.27
Eye 8 6.02
Endoscopy 2 1.50
Orthopedics 15 11.28
Obstetrics & Gynecology 15 11.28
Cardio Vascular Thoracic 3.76
Neurology 1.50
Eye Nose Throat 3 2.26
Plastic surgery 1.50
Number of provinces (of 77 provinces) 55
Region
North 27 18.37
North-East 27 18.37
Central 63 42.86
East 6 4.08
West 10 6.80
South 14 9.52
Level of hospital
Secondary care 71 47.97
Tertiary care 77 52.03
Hospital accreditation approval
No 32 21.62
Yes 116 78.38

Duration of work experience in OT

19.08 893 2.00 38.00
(years)
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Of 74 statements of the Version III, more than half of the statements (42
statements, 56.76%) obtained the agreement on their applicability from OT nurses
less than 80%. Of these statements, they were 25 information statements and 17
strategy statements. On the other hand, there were 32 statements (43.24%) obtained
the agreement on their applicability from OT nurses 80% or higher. Of these
statements, they were 25 information statements and 7 strategy statements (Table
17).

The list of 3 information statements and 3 strategy statements that
obtained the least agreement from OT nurses is presented in Table 17. Number and
percent of statements, obtained the Thai OT nurse’s agreement at different levels, of
the evidence-based handoff for Thai OT nurses Version III is presented in Table 18.
Percent of agreement of the Thai OT nurses on applicability validity of the
evidence-based handoff for Thai OT Nurses Version III is presented in Table 19.
List of example statements and results of the applicability validation of the
evidence-based handoff for Thai OT nurses version III by Thai OT nurses is

presented in Appendix H, Table 28.
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List of 3 Information Statements and 3 Strategy Statements that Obtained the Least
Agreement from Thai OT Nurses on Applicability Validity of the Evidence-based

Handoff for Thai OT Nurses Version 11l (n=148)

Statement

Percent of
agreement

Information

B7 Telephone number or means that can be used to contact
with patient’s relatives in case that it is needed by
healthcare members.

AB3 In case that the patient is being given intravascular (IV)
drug, fluid, blood, or blood components, indicate name of
given substances, number of IV lines, and given body area
of the patient.

AA3 In case that the patient has had pain, indicate patient’s
level of pain at the last assessment comparing with the
recent assessment as well as pain management given to
the patient. If the patient was given pain relief drug,
indicate drug name, time, dose, and route of drug
administration, and its effects.

Strategies

ST7  During handoff, potential distractions and unnecessary
activities of the sender and receiver of patient’s
information have to be minimized in order to prevent
omission or inaccuracy of information transferred. The
example of distractions includes light, noise, smell, and
temperature.

ST21 After the handoff, sender of information should participate
in patient care with the receiver of information for a while
until it is clear that the receiver receives essential
information related to patient care accurately and
completely. In case that the sender of information could
not participate in patient care after the handoff, he/she has
to inform the receiver of information regarding the
approach to promptly contact him/her in case that the
receiver of information needs to verify the received
information or needs additional information.

ST5  Sufficient time needs to be allocated for appropriate and
efficient and handoff. The length of the allocated time has
to be long enough to allow the sender of information to
completely transfer information related to patient care and
to allow the receiver of patient’s information to ask
question and verify information.

50.70

54.42

62.76

56.08

63.01

65.31
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Table 18

Number and Percent of Statements, Obtained the Thai OT Nurse’s Agreement at
Different Levels, of the Evidence-based Handoff for Thai OT Nurses Version 11
(n=148)

N of statements

(%)
Statement Total P
statements ercent of Percent of
agreement agreement
< 80% > 80%
Information statements 50 25 25
(50.00) (50.00)
Strategy statements 24 17 7
(70.83) (29.17)
Overall Version III 74 42 32
(56.76) (43.24)

Table 19

Percent of Agreement of the Thai OT Nurses on Applicability Validity of the
Evidence-based Handoff for Thai OT Nurses Version Il (n=148)

Number Range of Percent of
Applicability validity of percent of  agreement
statement agreement
Information statements 50 50.70-95.86  79.40
Strategy statements 24 56.08 - 89.04  75.52
Overall Version III 74 50.70-95.86  78.14

The result of large scale applicability validation by Thai OT nurses
showed that the percentage of agreement of the applicability validity of the
evidence-based handoff for Thai OT nurses Version III in the parts of information,
strategy, and overall statements were 79.40, 75.52, and 78.14 %, respectively.

These findings were less than expected. In order to improve the evidence-based
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handoff for Thai OT nurses Version III, the researcher decided to delete 9

statements. The deletion included 5 information and 4 strategy statements. Table 20

shows the statements that were deleted from the evidence-based handoff for Thai

OT nurses Version I11.

Table 20
List of Statements Deleted from the Evidence-based Handoff for Thai OT Nurses
Version 111
Statement Percent of
agreement
Information
SB4 Duration of operative time and/or duration of recovery 68.28
time from anesthesia of the patient
B7 Telephone number or means that can be used to contact 50.70
with patient’s relatives in case that it is needed by
healthcare members.
AB2 In case that the anesthesiologist gave the patient a 69.39
prescription for premedication taken prior to being
accompanied to the operating theatre, indicate drug
name, time, dose, and route of drug administration.
AB3 In case that the patient is being given intravascular (IV) 54.42
drug, fluid, blood, or blood components, indicate name
of given substances, number of IV lines, and given body
area of the patient.
AB7 In case that the surgeon indicates special needs for the 70.00
operation, indicate them and the rationales (if any was
indicated by the surgeon).
Strategy
ST7 During handoff, potential distractions and unnecessary 56.08

activities of the sender and receiver of patient’s
information have to be minimized in order to prevent
omission or inaccuracy of information transferred. The
examples of distractions include light, noise, smell, and
temperature.
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Table 20 (continued)
Statement Percent of
agreement
ST7 Prior to the beginning of the verbal report handoff, the 65.75

receiver of patient’s information should briefly read
patient’s information from patient documentation and
written handoff report. Doing so allows the receiver of
patient’s information to review and verify the
completeness of the recorded information. It also opens
opportunity to him/her to ask or verify the completeness
and accuracy of information with the sender of
information during verbal handoff report.

ST20  For critically ill patients, handoff should be devised into 70.55
two phases. The first handoff is performed immediately
at the beginning of patient transfer, by providing only
essential information used for patient’s resuscitation.
After the initial treatment had been undertaken, the
second handoff can be performed by giving further
information related to the following patient care.

ST21  After the handoff, sender of information should 63.01
participate in patient care with the receiver of
information for a while until it is clear that the receiver
receives essential information related to patient care
accurately and completely. In case that the sender of
information could not participate in patient care after the
handoff, he/she has to inform the receiver of information
regarding the approach to promptly contact him/her in
case that the receiver of information needs to verify the
received information or needs additional information.

The decision of this step resulted in the evidence-based handoff for
Thai OT nurses Final Version. It consisted of 65 statements: 40 information and 20
strategy statements. The researcher then recalculated the agreement index. Table 21
shows number of statements and percent of agreement on applicability validity of
the evidence-based handoff for Thai OT nurses Final Version. Eighty percent of OT

nurse’s agreement was obtained.
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Table 21

Number of Statements, Percent of Agreement on Applicability Validity of the
Evidence-based Handoff for Thai OT Nurses Final Version (n=148)

Statement Number/ Total statements ~ Percent of agreement
Information 45/65 81.27
Strategy 20/65 77.85

Overall statement 65/65 80.22

It could be observed that although the overall applicability validity
of the evidence-based handoff for Thai OT nurses Final Version increased to
80.22% which was considered acceptable, its applicability validity in the strategy
component remained lower (77.85%) than the acceptable level (80%). However, for
the newly developed tool, level of agreement higher than 70% is considered
acceptably adequate (Polit & Beck, 2008). Although the criteria seems plausible
(agreement >70%), it must be considered together with theoretical and practical
matter. With this reason, one statement (ST 5) obtaining 65.31% of agreement was
kept in the Final Version. In other words, the decision to keep or delete statements
in this step was not only depending on the statistical value (percent of agreement),
but also on theoretical and practical reason. Table 22 shows list of example
statements obtaining OT nurse’s agreement less than 80% that were kept in the

Final Version. The detail of the reasons for retaining is presented below.
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List of Examples of Strategy Statements Obtained Agreement of OT Nurses Less
Than 80 % in the Evidence-based Handoff for Thai OT Nurses Final Version

Statement

Percent of
agreement

ST5

ST6

ST8

ST9

ST1

Sufficient time needs to be allocated for appropriate and efficient
and handoff. The length of the allocated time has to be long
enough to allow the sender of information to completely transfer
information related to patient care and to allow the receiver of
patient’s information to ask question and verify information.

Use interactive communication for handoff in order to allow
sender and receiver of patient’s information to instantly ask
questions and receive response. Doing so is to facilitate the
sender of information to ensure that information sent is timely
received and to open opportunity for information questioning
and verification between the sender and the receiver of patient’s
information. The received information could be used for
continuum of care in the following phase of care.

Selectively perform handoff in a private location that can protect
the disclosure of information to whom are not involved in
providing patient care and/or to those who the patient does not
allow to get the information. Doing so is to advocate
confidentiality of patient’s information.

During handoff, open an opportunity to patient and their family
to involve verifying information, as appropriate, particularly
during pre-operative phase of care. The examples of these
verifications are those patient’s identification or site and side of
body organ for the operation. Doing so is to ensure that
information transferred is accurate and met the patient’s and the
family’s needs.

Sender and receiver of patient’s information have to be a person
who is competent to know, understand, and communicate
patient’s information well. They also should be a person who
directly takes responsibility for patient care.

65.31

72.30

74.32

74.66

75.68

From Table 22 the statements were considered to be retained based on the

following reasons:
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1. Statement:

“Sufficient time needs to be allocated for appropriate and efficient
and handoff. The length of the allocated time has to be long enough to allow the
sender of information to completely transfer information related to patient care and
to allow the receiver of patient’s information to ask question and verify
information.”

This strategy was included based on the study of MeiBner and
colleagues (2007). This study found that lack of time leading nurses dissatisfy with
handoffs. Moreover, 2009 National Patient safety Goals implemented by JCAHO
has requested organizations to standardize method for handoff that allow time for
asking and responding to question (Beyea, 2008). Shortage of Thai OT nurses,
leading to high workload, might cause OT nurses disagree with this statement.
However as this evidence-based handoff for Thai OT nurses is considered to be best

practice, the best strategies should be performed in order to establish the best care

quality.

2. Statement:

“Use interactive communication for handoff in order to allow sender
and receiver of patient’s information to instantly ask questions and receive
response. Doing so is to facilitate the sender of information to ensure that
information sent is timely received and to open opportunity for information
questioning and verification between the sender and the receiver of patient’s
information. The received information could be used for continuum of care in the
following phase of care.”

This strategy was recommended from Patterson et al.’s observational
study (Patterson et al., 2004). They observed four high-reliability organizations,

including space shuttle mission control, nuclear power, railroad dispatching, and

ambulance dispatching, and found the face-to-face verbal interactive
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communication was always employed during their staff handoffs. Handoff
breakdowns could potentially lead these settings to high consequence for system
failures, which is very similar to healthcare settings. The JCAHO National Patient
Safety Goals have agreed with this recommendation and requested healthcare
organizations to implement it into the setting (Kalkman, 2010). Moreover, the
AORN (Girard, 2007) and studies (Arora et al., 2005; Arora et al., 2009; Kalkman,
2010; Nagpal et al., 2010) emphasized the benefit of this strategy. Based on the

reasons mentioned, the researcher decided to retain this handoff strategy.

3. Statement:

“Selectively perform handoff in a private location that can protect
the disclosure of information to whom are not involved in providing patient care
and/or to those who the patient does not allow to get the information. Doing so is to
advocate confidentiality of patient’s information.”

This strategy was taken from the literature review of Solet et al.
(2005). They pointed out that physical setting where handoff takes place is very
crucial for patient confidentiality protection. In the emergency department, a study
of Jenkin et al. (2007) displayed concern regarding patient confidentiality when
handoff is performed in a corridor where ancillary staff, other patients, relatives and
people can overhear patient information, particularly, sensitive information. To the
researcher’s knowledge, many operating theatres do not have specific area for
locating the patient waiting for the operation during pre-operative phase. The
patients usually are located along the corridor during their waiting time, while

ancillary staff usually are closer to the patients. Conducting handoff in this

circumstance could violate patient confidentiality. It is a serious issue that all
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healthcare personnel should always pay attention to this issue and it is unreasonable

for OT nurses to do so.

4. Statement:

“During handoff, open an opportunity to patient and their family to
involve verifying information, as appropriate, particularly during pre-operative
phase of care. The examples of these verifications are those patient’s identification
or site and side of body organ for the operation. Doing so is to ensure that
information transferred is accurate and met the patient’s and the family’s needs.”

This strategy was brought for the suggestion from Amato-Vealey et
al. (2008). This strategy does not force the OT nurses to always perform it, but
whenever appropriate. Including patient and his/her family involvement in patient
care and patient identifications has been promoted by the JCAHO National Patient
Safety Goals (Baker, 2010). Moreover, it could make rapport between patient and
healthcare providers leading to care collaboration (Philpin, 2006). It was found to
reduce miscommunication-related adverse events and improve the consistency as
well as continuity of patients care (Kassean & Jagoo, 2005; McMurray, Chaboyer,

Wallis, & Fetherston, 2010). This strategy was retained in the evidence-based

handoff for Thai OT nurses Final Version for these reasons.

5. Statement:

“Sender and receiver of patient’s information have to be a person
who is competent to know, understand, and communicate patient’s information
well. They also should be a person who directly takes responsibility for patient
care.”
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This strategy was drawn from the discussion of Crum Gregory
(2006) on influence of human factor on handoff standardization. She mentioned that
experience and knowledge of a healthcare provider influences his/her
communication patterns and also decision about critical information. Ability of
sender and receiver of information to gather, understand, and communicate
information influences quality and reliability of information transferred and
received. In The Shannon and Weaver’s communication model (Shannon &
Weaver, 1949), sender is a source and receiver is a target of information. If
information is defective from the source, any strategies could not regain its quality.
On the other hand, if perfect information sent could not be comprehended by the
receiver, it would not be understood or interpreted as it is intended to be. In
addition, a person directly taking responsibility for patient care was recommended
to involve in patient handoff with the purpose of minimizing information

degradation at each information transfer time (Horwitz et al., 2006).

In conclusion, four versions of the evidence-based handoff for Thai
OT nurses were constructed, modified, and established. The Version I resulted from
the comprehensive literature review and the generation of the draft of the evidence-
based OT handoffs. Its content validity was assessed by 17 experts. The Version II
was developed by using the results from the first round Delphi. During the second
round, content validity of the evidence-based handoff for Thai OT nurses Version II
was examined by 15 experts. The results from this round were utilized to establish
the evidence-based handoff for Thai OT nurses Version III. After the Version III

was sent for its applicability validation by 148 OT nurses, the researcher then used
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the results from this step to determine the evidence-based handoff for Thai OT
nurses Final Version. Table 23 compares number of statements in each component,
category and sub-category in the evidence-based handoff for Thai OT Nurses
Version I, Version II, Version III, and Final Version. Table 24 presents list of
example statements consisted in the evidence-based handoff for Thai OT Nurses
Final Version.

In addition, when the evidence-based handoff for Thai OT nurses
Version II was established, the researcher also developed the I-SBAR Peri-
operative Nursing Handoff Checklist for using in cooperation with the evidence-
based OT handoff Version II. This resulted from the researcher’s concern to assist
the users of the evidence-based handoff for Thai OT nurses Version II to easily
convey the information comprised in it. However after the evidence-based handoff
for Thai OT nurses Final Version was achieved, this OT handoff checklist was also
modified according to the content of the Final Version. Figure 8 demonstrated the
“I-SBAR Peri-operative Nursing Handoff Checklist” used in cooperation with the

evidence-based OT handoff Final Version.



Table 23

Number of Statements in Each Component, Category and Sub-category in the Evidence-based Handoff for Thai OT Nurses Version I,
Version |1, Version 11l and Final Version

Version] VersionIl  Version III  Final version

Statement (N) (N) (N) (N)
Information required for OT handoff

Introduction 0 3 3 3

Situation 41
Situation Part 1 (all Handoffs) 3 3 3
Situation Part 2 (Handoff 3 to Handoff 5) 4 4 3
Background 63 7 7 6

Assessment 70
Assessment Part 1 (all Handoffs if under OT nurse’s responsibility) 3 3 3
Assessment Part 2 (Handoff 1 and Handoff 2) 7 7 4
Assessment Part 3( Handoff 3) 8 8 8
Assessment Part 4 (Handoff 4 and Handoff 5) 6 6 6
Assessment Part 5 (all Handoffs) 5 5 5
Recommendation 40 4 4 4
Strategy required for OT handoff 28 24 24 20
Total statements 242 74 74 65

6Vl



Table 24

List of Example Statements in the Evidence-based Handoff for Thai OT Nurses Final Version

Statement

Information required for OT handoff

Introduction

I1 The name and position of the sender and receiver of patient’s information, if any of both parties do not know the name
and position of another part clearly.

12 Patient’s identification, including patient’s hospital number (HN), name, surname, age, and gender

Situation

Situation Part I: Indicate all following patient’s situations in this part for all handoffs

SAl Patient’s current diagnosis for this operation

SA2 Patient’s current operation as planned by the surgeon, including site and side of body organ for the operation.

Situation Part I1: Indicate all following patient’s situations in this part from intra-operative handoff to post-operative handoff
(Handoff 3 - Handoff 5)

SBl Method of anesthesia for the patient

SB2 Name of anesthesiologist or anesthetic nurse who is responsible for patient’s operation.

0S1



Table 24 (continued)

Statement

Background

Note: Information in this part may not be required to transfer by verbal report if the patient is sent back to the same nurse who took
care of the patient or to the patient’s previous ward prior to coming for this operation

B1 Patient’s history of illness that is significantly relevant to the present operation such as chronic obstructive pulmonary
disease (COPD), hypertension (HT), or diabetes mellitus (DM)

B2 Patient’s history of taken medication that is significantly relevant to the present operation such as anticoagulant drugs,
fibrinolytic/thrombolytic drugs, or antihypertensive drugs

Assessment

Assessment Part I: Indicate patient’s assessment and patient’s needs for all handoffs when the following assessment are under the
responsibility of operating theatre nurses
AAl Patient’s level of consciousness

AA2 Patient’s vital signs at the recent and the last assessment. In case of respiratory problem, describe respiratory status
and also indicate whether the patient can breathe independently or is depending on respirator.

Assessment Part I1: Indicate all following patient’s assessment and patient’s needs in this part for pre-operative handoff and
handoff from pre-operative nurse to intra-operative nurse (Handoff 1 — Handoff 2)
ABI In case that the doctor gave the order of nothings per oral (NPO) for the patient in preparation for anesthesia,
indicate the time that the patient has started taking NPO and whether the patient completely complies with the
order.

IS1



Table 24 (continued)

Statement

AB4 In case that the patient has previous wound in the region of the surgical site or the patient is going for re-operation,
describe the characteristics and location of the patient’s previous wound.

Assessment Part I11: Indicate all following patient’s assessment and patient’s needs only for handoff preformed between
intra-operative operating theatre nurses (Handoff 3)

ACl1 Current status of patient’s operation, what has been performed and what is planned for the rest of the operation.

AC2 Check for a completion of swab count by detailing type, number, and location of swabs used during the operation.

Assessment Part 1V: Indicate all following patient’s assessment and patient’s needs in this part for handoff performed from
intra-operative nurse to post- operative nurse and for post-operative handoff (Handoff 4 — Handoff 5)

ADI1 Characteristics of the surgical wound after the operation, i.e. wound dressing, retaining of catheters or drains, or
retaining of swabs or instruments as a medical treatment.

AD2 In case that the patient has retained catheters or drains after the operation, indicate a summary of type, number, and
sites of body retained catheters or drains. In case that the patient previously had retained catheters or drains before
the operation and they were removed or the new ones have been placed on him/her during the operation, indicate
type and number of catheters or drains, and sites of body involved. If the drainage from the catheters or drains is
abnormal, indicate the abnormalities.

(43!



Table 24 (continued)

Statement

Assessment Part V: Indicate all following patient’s assessment and patient’s needs in this part for all operating theatre

handoffs
AEI Significant events occurred to the patient in this operation during the past period of time.
AE2 Recent changes of operation’s plan, treatments, and cares occurring to the patient that are under the responsibility

of the operating theatre nurses that need further care or processing.

Recommendation

R1 Specific nursing care plan and special preparations for providing care to the patient in the next phase of care.
R2 Anticipated changes of patient’s conditions, treatments, cares, and complication that would recently happen to the
patient in the next phase of care that need further assessment and care.

Strategies required for OT handoff

ST1 Sender and receiver of patient’s information have to be a person who is competent to know, understand, and communicate
patient’s information well. They also should be a person who directly takes responsibility for patient care.

ST2 For every handoff, sender and receiver of patient’s information have to verify patient’s identification according to the
guideline of hospital. Doing so is to ensure that the information being transferred belongs to the right patient.

ST3  Sender of patient’s information has to prepare himself/herself and information to be ready for handoff prior to the beginning of
handoff. The information transferred includes those intended to be transferred by writing and by words. Doing so is to ensure
that essential and relevant information related to patient care will be accurately and completely transferred to the receiver of

patient’s information.

€Sl
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INTRODUCTION:

YRRV B e snnrnss
L Age ..

O Sender’s & receiver’s namefposilion: O Sender: ...
U Patient’s name: %
U Patient’s ward prior to bung accompamed ln the opaalmg room:

SITUATION:

QO Diagnosis: ................... Inn-a-ap&lntm-ap—'Past—ap&Pasr—op

1 Operation: O Method of anesthesia: :

O Surgeons: ... O Anesthetists: ...............oooii
Bl P tien s po st o S

BACKGROUND:

Significantly relevant to current procedure, if the patient has:

O Iness history: ........oocovvviiiiniii e e =l Artifacts & implants aﬂachedtnpallent.
L Medications used .ooamsinis s unniasiaivin

[m] Pahmt’ 5 ]lmll atmns

QAlergies: .. oovnnnnamnmsntninn anaaininrieensns | Conmunieable diseases: ..o nnannn i

ASSESSMENT:
If under perioperative nurses’ responsibility
O Level of consciousness: ..... O Respiratory status:
O Vvital signs: O Temp: ........ ...bpm O Normal O ET tube O Tracheostomy

OHR: . mmHg O Ambubag OO, ..........L/min Via ..

O Pain level/managements: ......................
Pre-op & Pre-op =2 Intra-op Intra-ep Intra-op = Post-op & Post-op:
U NPO status U Surgical status O Surgical wound/dressing detail
ONo OYesat................... 0 Swab/sponge counts O Summary of drains

O Previous wound detail. O Instrument/needle/small item counts
O Drain attached: .........
U Items sent to OT with patient: materials/instruments need further care

UUsed and unused material/drugs/items

0 Drugs/solutions administered to/plan | O Summary of specimens:
to be administered to patient

O Necessary/needed O Drugs/solutions administered that

come with/prepared for patient 0 Prioritized doctors’ orders

O Drains: 0 Items sent back to ward with patient
O Previously attached
O Newly placed
O Removed
U Status of specimens
0 Significant recent events O Patient’s special needs: .....................oon
O Recent changes of treatment/care O Uncompleted tasks needing further action: ...................
O Recent complications/problems R R R e
RECOMMENDATION:
U Specific nursing care plan and preparations for consequent [ Concerns/warnings/monitoring for unanticipated events
care prevention
U Anticipated changes/complications needing further - 9
assessment u QueStlons *

Remark: Information in bold-upright letters is recommended to be included in patient record, and could be transferred by written handoff;

BACKGROUND (B) is not required to be provided if the patient is transferred to the previous caregivers or ward

Figure 8

The “I-SBAR Peri-operative Nursing Handoff Checklist”” Used in Cooperation with

the Evidence-based Handoff for Thai OT Nurses Final Version.
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Discussion

The finding of this study highlights three areas for discussion: 1) the
developmental process, 2) content and applicability of the evidence-based handoff
for Thai OT nurses, and 3) areas for Thai OT nursing handoff improvement. The

following illustrates each area.

The Developmental Process

In order to make the evidence-based handoff for Thai OT nurses
valid to Thai OT context, the researcher employed 4 steps of development: 1)
comprehensive literature review to gather the existing evidence and
recommendations for standardizing OT handoff, 2) generation of the evidence-
based handoff for Thai OT nurses Version I, 3) content validation of the evidence-
based handoff for Thai OT nurses Version I and Version II by a panel of experts
using a two-round Delphi technique, and 4) the large scale applicability validation

by Thai OT nurses.

Step 1: Literature review

A total of 281 statements, including 252 information and 29 strategy
statements, were identified from a comprehensive literature review. Of 252
information statements, there was some similar information that was allocated into
different sets of OT handoffs. There was one strategy statement derived from a
quasi-experimental study (Pothier et al., 2005) and another from a randomized

controlled trail (Van Eaton et al., 2005). Specifically, for handoffs related to
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perioperative setting, very few evidence-based handoffs have been systematically
developed and examined (Catchpole et al., 2007; Fenton, 2006; Kalkman, 2010).
Amato-Vealey and colleauges (2008) has proposed the examples of handoffs for
some point of patient care transfer in perioperative nursing. However, they were
anecdotal thus needed further systemic evaluation. The lack of empirical handoff
recommendations found in this study was consistent with the result of a literature
review regarding hospital handoff (Arora et al., 2009; Cohen & Hilligoss, 2010).
With this such circumstance, using the experts’ opinions was considered
appropriate (Kish, 2001). In this present study, nearly half of statements (135 of 281
statements) were drawn from expert committee reports, and opinions or clinical
experience.

Although, expert committee opinions are tacit knowledge, that is
ranked the lowest strength in scientific literature, they are accepted by practitioners.
Generally, they are from practitioners’ knowledge, experience, judgment, and their
ability to judiciously apply evidence in individual situations. This kind of
knowledge is considered as first-hand sources of knowledge that can be used to
guide practice. In the situation of lacking empirical research evidence, best
available evidence from knowledge and experiences of practitioners in the area of
interest has been encouraged to be integrated with propositional knowledge, to
guide decisions and practices of practitioners in their own clinical context.
However, it requires further validation to ensure that the employed knowledge is

relevant to the practitioners' own context (Ferguson & Day, 2005; French, 1999). In
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this study, the validation of this best available evidence to the context of Thai OT

nursing was further carried out in the following phase.

Step 2: Generation of the Evidence-based Handoff for Thai OT
Nurses Version |

In this step, the Draft Version I was further modified. Two sources
of information, the researcher’s personal experience and experience of five OT
nurses through a focus group discussion, were employed. The effort of doing this
was to bring about tacit knowledge of these individuals from their experience
working in OT for many years into consideration (16 years, and a median of 22
years for the researcher and five senior OT nurses, respectively). It was assumed
that these senior OT nurses could provide information with high consideration of
local Thai OT context. According to Benner (1984), these senior OT nurses were
considered as the “experts.” Their extensive working experience have helped them
be able to internalize situations without taking time for thinking when they
encounter difficult situations. Rather they are able to perform difficult tasks
proficiently. With this regard, it is most likely that their contribution to the
refinement of the Draft Version I was brought about better contextually bound
handoff practices.

The focus group discussion was used in this step to allow a
collective discussion among expert OT nurses. During the discussion, everyone
provided her ideas and collectively discussed in deeper understanding of the topic

under investigation, which is “OT handoff” in this present study. Willgerodt (2003)
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had analyzed several advantages of focus group. These include (1) allowing and
appreciating variation of personal experiences, (2) providing reasonable assurance
that a “developed” measure would be culturally or contextually bound, (3)
stimulating all members to elaborate their ideas that might be missed initially.
Willgerdt also applied a focus group technique in her study aimed to develop a tool
to assess intergenerational conflict (IC) in Chinese immigrant families. Another
study used it to develop a role functioning item bank and to pilot test sample items
from the bank in order to assess role functioning across the lifespan (Anatchkova &
Bjorner, 2010).

The results from focus group discussion facilitated the researcher to
modify and combine many statements and to drop a statement. The dropped
statement was an information statement: “Patient’s wish for cardiopulmonary
resuscitation (CPR) in case of emergency.” The reason for dropping it came from
the discussion that it would be perceived as a sensitive question for asking Thai
patients to obtain this information. Furthermore, asking this information could
introduce anxiety to patient. In some cases, it could lead to a prosecution when
unexpected adverse event happens and the patient thinks it may be caused by staff
cursing him/her. Although in western countries, this information is a requirement
for handoffs (Amato-Vealey et al., 2008; Arora et al., 2005; Haig, Sutton, &
Whittington, 2006; Kalkman, 2010), it is considered not appropriate to gather this
information in the Thai OT context.

Moreover, the SBAR mnemonic applied in this step helped the

researcher to frame information statements to allow users easily to remember, thus
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they can transfer information in a logical sequence (Amato-Vealey et al., 2008;
Clark et al., 2009). This structure has been recommended for information transfer
for perioperative nursing handoffs (Amato-Vealey et al., 2008; Clark et al., 2009).
As a result of this step, the evidence-based handoff for Thai OT
nurses Version I became more concise and compatible with Thai OT context. A
total number of statements were reduced from 281 to 242. Of these, all the dropped

statements were information statements.

Step 3: Content Validation of the Evidence-based Handoff for Thai
OT Nurses by a Panel of Experts

In this step, a two-round Delphi was employed to obtain experts’
consensus on content validity of the evidence-based handoff for Thai OT nurses
Version I and II. The use of two rounds was considered adequate to obtain
consensus on the opinions of experts (Cantrill, Sibbald, & Buetow, 1998; Keeney,
Hasson, & McKenna, 2006). Initially, seventeen experts were invited to participate
in this step. This number of experts was considered enough to minimize the size of
response error for Delphi technique (Srisatidnarakul, 2002). Particular concern put
in this step was extended to the expert selection because their participations would
directly affect the validity of content of the evidence-based handoff for Thai OT
nurses. This present study thus developed criteria for expert inclusion, including
individual expertise in the area of OT and willing participation. Moreover, different
groups of experts were appointed in this study. This was undertaken to ensure that

the entire spectrum of opinion would be obtained (Keeney et al., 2001).
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In this study, the criteria used for consensus interpretation was
established prior to carrying out the Delphi process. This could minimize the biases
of the researcher to the results of the study. The qualification of each statement of
the evidence-based handoff for Thai OT nurses was determined by using percentage
of expert’s agreement, median score and IQR. Consensus was reached when the
statement obtained more than 80% of experts rating score of 5 or higher (on a 7-
point Likert scale ranging from 0 to 6), because this level of agreement is generally
considered to have a good validity (Polit & Beck, 2008). This criterion was used
for consensus interpretation in both Delphi’s rounds.

However, in order to develop the flowing version of the evidence-
based handoff for Thai OT nurses, the median score and IQR were also included for
consensus interpretation. The statement obtained median score t > 5 and IQR < 1.00
was able to obtain good consensus (Crutzen et al., 2008). Additionally, expert’s
suggestions and comments, and the researcher’s rationales and experiences were
complemented to determine whether the statements should be retained, modified,
combined, and dropped. These criteria were applied in the first rounds of the Delphi
process.

The Delphi technique used in this study not only helped the
researcher to solidify, but also prevented omission and included erroneous of
statements in the evidence-based handoff for Thai OT nurses. By using the results
from the first round Delphi, the researcher dropped, modified, and combined many
statements. Then, a total number of statements were reduced from 242 to 74.

However when reconsidering that some information statements proposed on the
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evidence-based handoff for Thai OT nurses Version I had attributed to introduction,
the researcher then modified the structure of the information statements to I-SBAR
for making it more appropriateness in the Version II. The additional “I”” refers to
“Introduction.” It helps emphasizing the users of the evidence-based handoff for
Thai OT nurses of which information should be conveyed at the beginning of each
handoff. The I-SBAR is another handoff structure that has been recommended for
handoff by the AORN (Girard, 2007). A study used I-SBAR as a communication
tool found better content and clarity of the delivered information (Marshall et al.,
2009).

Besides, the “I-SBAR Peri-operative Nursing Handoff Checklist”
was developed to incorporate the use of the evidence-based handoff for Thai OT
nurses Version II. It was intended to prompt the users transferring patient
information. The checklist has been regarded as a tool to improve consistency of
information transferred and prevent omission of information caused by limitation of
human memory, thus it ensures that the information communicated is complete
(McMurray et al., 2010; Sullivan, 2007). Previous studies presented that using
checklist framing information during handoffs or briefing resulted in reduction of
lost information and communication failure (Lingard et al., 2008; Stahl et al., 2009).

In the second round Delphi, two experts withdrew form the study
because they were abundantly busy with their regular works; hence they were not
available to return the questionnaire on time. Given a number of 15 experts
participating in this round did not affect the size of response error in the Delphi

process. It was still enough to minimize the size of response error for Delphi
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technique as equal as the number of experts in the previous round (Srisatidnarakul,
2002). The experts thus were asked to provide opinion whether they agree to retain,
modify, or drop each statement of the Version II. They also were invited to provide
additional suggestions and comments to improve the statement. As a result, all 74
statements of the evidence-based handoff for Thai OT nurses Version II obtained
expert’s agreement reaching consensus, and therefore were considered to be
retained. However, few modifications were suggested to some statements.

The results of the second round Delphi yielded consensus to all
statements in the handoff for Thai OT nurses Version II. This led to a conclusion
that the content validity of the evidence-based handoff for Thai OT nurses Version
IT was acceptable. The results from the second round Delphi then were utilized to
establish the evidence-based handoff for Thai OT nurses Version III. Afterwards, its

applicability was examined in the next step.

Step 4: Large scale applicability validation by Thai OT nurses

The evidence-based handoff for Thai OT nurses Version III was sent
to 400 OT nurses working in secondary and tertiary care hospitals across Thailand.
The response rate of 37 percent was obtained. This rather low response rate is
commonly found in mailed questionnaire-type of data collection in nursing
literature (Badger & Werrett, 2005; Khunkaew, 2011). This may limit
representativeness of study sample resulting in low external validity, particularly
when it is lower than 50% (Burns & Grove, 2009). The issue of low response rate

will be further discussed in the subsequent section.
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Regardless of low response rate, the findings shown in Table 16
indicated that subjects participating in this step were typical OT nurses. The
majority of them were female Buddhists with bachelor level of nursing education.
This is a common figure of Thai nurses. Similar to other countries, male nurses
comprise only small proportion compared to female nurses; even though in some
countries, this may increase up to 10% (Khunkaew, 2011). More than 70 percent of
Thai nurses carry a bachelor degree (Assalee, Thosingha, & Honghern, 2004). In
addition, they were from all parts of the country and had various areas of specialty.
The above characteristics would allow a wide range of ideas given into their
responses.

In conclusion, throughout the development process starting from
Step 1: Literature review to Step 4: Large scale applicability validation, it can be
assumed that this rigorous effort has contributed to the valid evidence-based
handoff for Thai OT nurses, Final Version. Its detail on contents and applicability

will be discussed in the next section.

Content and Applicability of the Evidence-based Handoff for Thai OT Nurses

The Final Version consisting of 65 statements, categorized into two
categories: information (45 statements) and strategy (20 statements), may be
cumbersome for some OT nurses. This was shown by several statements obtaining
agreement of the OT nurses on their applicability less than 80%, indicating that
many OT nurses perceiving the evidence-based handoff for Thai OT nurses was

less applicable. This could be resulted from the evidence-based OT handoff
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requiring them to perform more additional tasks during the handoff process.
Although they would desire to improve their care quality, working in such an
environment that requires them to spend more time assisting with surgical
procedures and performing very technical duties would not allow them to both
document and report patient’s information in a streamlined, efficient, non-
redundant, and accurate manner (Hyeoun-Ae et al., 2007). Moreover, shortage of
nurses providing care to numerous numbers of patients would lead them to perceive
difficulties to following the evidence-based handoff for Thai OT nurses (Ketefian et
al., 2005).

However, the statements in the evidence-based handoff for Thai OT
nurses cover necessary information needed to ensure quality and safe nursing care.
The strategy statements help senders of information to be aware of unintentional
missing and prevent errors or degraded information. The use of I-SBAR structure
together with the Checklist (Figure 8) helps ensuring that all key information will
be conveyed during handoff. Although several articles have recommended
checklists, which their appearance similar to this present study, to structure
information being transferred, statements consisted in those checklist have not been
validated to assure its necessity and applicability.

Examining the contents of each statement, the findings of the large
scale validation study confirm the applicability of this evince-based handoff.
Through the development process concerning the Thai OT context, 80.22% of OT

agreed that they could apply this handoff for Thai OT in their regular practice.
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Several explanations are discussed, primarily based on the Theory of Diffusion of
Innovation proposed by Rogers (2003).

Rogers (2003) introduced the idea that diffusion is the process by
which (1) an innovation, the evidence-based OT handoff in this present study, (2) is
communicated through certain channels, (3) over a period of time, among (4) the
members of social system. This present study was considered to be the elementary
phase of diffusion of innovation. Its adoption was not yet tested. For this reason,
only the first element will be explicitly elaborated for explaining the findings of the
applicability study of this newly developed evidence-based OT handoff; whereas
the latter three elements will be used for further recommendations.

For an innovation to be perceived as useful and likely to be adopted,
there must be some certain characteristics. Rogers (2003) stated that it must contain
the followings: relative advantage, compatibility, less complexity, trailability, and
observability. Relative advantage is the degree to which an innovation is perceived
as better than what they currently has. It is more likely that they would adopt it. The
OT nurses participating in the study may find the usefulness of this handoff.
Nowadays, the quality improvement effort in Thailand health care system has been
a major source of influencing factor for healthcare providers, including nurses to
find means to improve their care quality, particularly in the area of patient safety.
This is to be in consistent with the Institute of Hospital Quality Improvement and
Accreditation (HA-Thailand) that has applied the National Patient Safety Goals

policy throughout the country (Asavaroengchai et al., 2009). Hereby, the evidence-
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based OT handoff may be viewed as a useful means for them to ensure patient
safety during perioperative care.

Compatability is the degree to which an innovation is perceived as
being consistent with their ritual practice or past experience. The evidence-based
OT handoff of this study was developed in concerning with OT nurses’ ritual
practice and custom. Thus, many OT nurses may find it compatible with their own
practice. Less complexity is the degree to which an innovation is perceived as easy
to understand and use. Rogers (2003) actually described this characteristic in an
opposite way. He regarded that “complexity” in an innovation limited its adoption.
The Checklist used to complement the verbal handoff was attractively designed and
handy. It does help the handoff process be easy to follow. The latter two
characteristics, trialability and observability, refer to the degree to which an
innovation may be experimented and its outcome can be visible or measurable to
others. These characteristics were not yet established in this present study.
Therefore, it is a challenge for OT administrators to adopt this handoff in OT
settings.

In addition to an innovation itself, successful adoption of this newly
developed evidence-based OT handoff will depend largely on the ways it is
communicated to OT nurses, time given for them to make decision for adoption,
and local social context or organizational culture of each hospital. Without careful
implementation protocol, it is less likely to be successfully adopted. As reported in
one study, Assalee, Thosingha, and Honghern (2004) conducted a survey with 292

Thai periopertaive nurses to examine if they had utilized “research” in their work
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and what they perceived as barriers. They found that only 34% of the subjects
reported a use of research findings in their practice. The most common ten barriers,
in order, were their lack of knowledge, being unaware of it, inadequate facilities,
relevant materials/literature not compiled in one place, feeling no authority over the
change, not readily available, not understandable, not supported by physicians,
unclear implications for practice, and not having enough time to read. The findings
of Assalee et al.’s study are actually in accordance with Rogers’s description of the
four elements described here. OT administrators who want to adopt this evidence-
based OT handoff in their hospitals should, therefore, concern about these elements

to design its implementation.

Areas for Thai OT Nursing Handoff Improvement
The results of this study illustrated two areas for improvement: the
slow progress of the Delphi process and the low response rate found in the large

scale applicability validation study.

The slow progress of the Delphi process

Using Delphi technique in this study was considered time
consuming. It took about a year to complete a two-round Delphi process. This was
consistent with many reports (Keeney et al., 2006). The slow progression of the
Delphi process could be resulted of two factors. Firstly, the experts were usually
very busy with their regular work. Although all experts expressed their willing to

participate in this study, the time given to complete and return questionnaire was
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not clearly addressed at the beginning. Thus, future studies intending to employ the
Delphi technique should explicitly emphasize and ask for confirming if they can
complete and return questionnaires in a given timeframe. Emphasizing given only
on individual expertise, willingness, and commitment of experts may not be
adequate (Keeney et al., 2001).

Secondly, the length and design of the questionnaire also could
affect the completion of the questionnaire. Questionnaires contained a large
numerous of statements may cause experts feeling fatigue during responding to the
questionnaire (Williams & Webb, 1994). Although the researcher tried to use
different colors of paper to indicate the changes of subjects for experts scoring their
agreements, it seemed being unhelpful to allow them quickly moving forward
throughout the questionnaire. Therefore, further studies having the same feature of
questionnaire should carefully design the structure and format of the questionnaire
to be concise and easy to understand. This could lessen the time for the researcher
to receive the returned questionnaire.

Several strategies have been recommended to facilitate the Delphi
process. These included the use of personal relationship to build mutual rapport
between the researcher and the experts, and to make them have a sense of
ownership and accountability to the OT nursing society (Hasson, Keeney, &
McKenna, 2000). Although all of these strategies had been applied in this present
study, the Delphi process still moved somewhat slowly.

In addition to obtain consensus among experts, nominal group

technique could also be applied instead of Delphi technique. By using nominal
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group technique, experts are asked to initially express their views privately by
mailed questionnaire. Then, collated results of the questionnaire are fed back to
each of them when they are brought together to discuss their views, after which they
again privately record their views on a questionnaire (Murphy et al., 1998). Then,
consensus can be obtained at the end of expert’s meeting. This technique, therefore,
needs less time to complete than the Delphi technique. In one study, the nominal
group technique was used among international experts during a workshop to
standardize uveitis nomenclature for reporting clinical data (Jabs, Nussenblatt, &
Rosenbaum, 2005). However, it should be noted that introducing this technique

may require audition resources for expert’s meeting arrangement.

The low response rate

The low response rate for large scale applicability validation of the
evidence-based handoff for Thai OT nurses among Thai OT nurses was another
area that needs improvement. Although the low response rate has been usually
found in a mailed questionnaire in nursing (Badger & Werrett, 2005; Burns &
Grove, 2009), it could affect the interpretation of the study (Burns & Grove, 2009).
The low response rate in this study could mainly result form a large volume of
statements contained in the questionnaire. This could make the questionnaire be
boring and not attractive.

In this present study, some strategies were employed in order to
increase the response rate. Firstly, on the study invitation letter, the researcher

informed the potential participants about the importance of the study, emphasized
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on their contribution to the study, and asked them to complete and return the
questionnaire to the researcher in a given time period (one month). This aimed to
make them feel of ownership of the study. Secondly, the researcher gave a small
gift as an incentive to all potential participants by putting it together with the
questionnaire in a mailing envelop. Thirdly, when the due date for returning
questionnaire passed, the researcher sent a reminding postcard to all of them. In the
postcard, the researcher again emphasized the importance and their contribution to
the study, and then asked them to complete and return the questionnaire to the
researcher. By using these three strategies, the response rate increased from 20% to
37% (85% increased)

Indeed, the Thai Periperative Nursing Association has annually held
a conference where approximately 3,000 audiences participating in an annual
conference. This could be a good occasion to distribute questionnaire and gain high
response rate. However, if this strategy is used, a well preparation and permission
from Thai OT Association must be established in advance. Other than this, using
network of OT nurses may be helpful to increase the response rate. This could be
done by sampling hospitals and asking a person working in that hospital to be an
agent for questionnaire collection and return to the researcher.

The literature indicated that, for postal questionnaire, the response
rates between 70-84% are considered ‘very good,” 60% and 69% are ‘acceptable’,
and 50% and 59% are ‘barely acceptable’ (Badger & Werrett, 2005). In order to
increase the response rate in this present study, some strategies recommended in the

literature could be applied. These included giving monetary incentive, providing a
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second copy of the questionnaire at follow up, use of colored paper questionnaire,
and using first class postage. Although introducing these strategies need more
additional resources, they could significantly increase response rate (Edwards Philip

et al., 2009).

The development of the evidence-based handoff for Thai OT nurses
in this study was a preliminary study. The ultimate goal of the use this handoff is to
ensure continuity of care and patient safety among Thai surgical patients. The
content and applicability of the evidence-based handoff for Thai OT nurses is now
valid. However, its effectiveness has not yet been evaluated. Adopter of this
handoff should consider adopting with planning to test its effectiveness in their

local setting.



CHAPTER 5

CONCLUSSION AND RECOMMENDATIONS

This chapter presents conclusion, and limitations, implications and

recommendations of the study, and lessen learned.

Conclusion

This study aimed to develop and validate the evidence-based handoff
for Thai operating theatre (OT) nurses. The development and validation process of
this study consisted of 4 steps: 1) literature review, 2) generation of the evidence-
based handoff for Thai OT nurses Version | by using the results from the previous
step, knowledge and experience of the researcher, and opinions from a focus group
discussion of 5 senior OT nurses, 3) content validation of the developed evidence-
based handoff for Thai OT nurses by a panel of 17 experts using a two-round
Delphi technique, and 4) the large scale applicability validation study with 148 Thai
OT nurses.

The evidence-based handoff for Thai OT nurses consisted of two
components: information and strategies required for OT handoffs. Initially, a total
of 281 statements divided into 252 information and 29 strategy statements were
constructed. The information statements, initially structured by using the SBAR
mnemonic and subsequently by using the I-SBAR mnemonic, were used across 5
sets of OT handoffs throughout preoperative care. A two-round round Delphi

technique was conducted involving 17 and 15 experts, at each round which resulted
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in 90.06 % of expert’s agreement on the content validity of the evidence-based
handoff for Thai OT nurses. The findings from the large scale applicability study
with representative samples of Thai OT nurses was used to guide the final revision
of the evidence-based handoff for Thai OT nurses Final Version yielded 65
statements in total: 45 information and 20 strategy statements. It obtained
agreement of 80.22 % of Thai OT nurses participated in the large scale applicability

validation study.

Limitations of the Study

This study has some limitations that could limit its generalizability.
There are as the followings:

1. A large volume of questionnaire sending to experts and OT nurses
may make them fatigue to respond to the questionnaire, particularly to experts who
responded two rounds. This could affect the quality of opinions provided for the
evidence-based OT handoff development. However, the researcher believes that
their professional commitment and their desire to improve quality to nursing
practice would empower and encourage them to intentionally complete the
questionnaire.

2. The response rate of the validation study is considered low. This
could influence the interpretation of the applicability of the evidence-based handoff
for Thai OT nurses. However, the demographic characteristics of the OT nurses
participating in this study were typical Thai OT nurses. This would allow

representativeness of the OT nurses’ ideas given through their responses.
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Implications and Recommendations

The evidence-based handoff for OT nurses Final Version is
considered valid and applicable for Thai OT nursing handoffs. To the researcher’s
knowledge, it is being the first evidence-based handoff for Thai OT nurses
concerning the Thai nursing context. It could help OT nurses to effectively
communicate essential information about surgical patients throughout perioperative
phase. For healthcare personnel, care delivery relies on information obtained. Thus,
complete, accurate, and relevant information regarding patient’s care, treatment and
services, condition, and any recent or anticipated changes could bring quality of
care to the patient. The evidence-based handoff for Thai OT nurses generated from
this study will certainly benefit nursing professional in practice, education,

administration, and research as the following:

1. Nursing practice

The OT nurses can apply the evidence-based handoff for Thai OT
nurses into their setting for improving handoff quality. By using it, they can
consider what information is needed for providing care to the patient in the next
phases of care. Moreover, they can deliberately select appropriate strategies to
prevent omission, inaccuracy, and irrelevancy of information being transferred.

This could lead to the improvement of quality of perioperative nursing care.

2. Nursing education
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In-service training for OT nurses regarding improving OT nursing
handoff should be given. This evidence-based handoff for Thai OT nurses can be

used as teaching material.

3. Nursing administration

Nurse administers could apply the evidence-based handoff for Thai
OT nurses into their perioperative environments. Particularly where handoff is
performed informally, they could mandate their OT nurses to formally perform
handoff every time when patient care is transferred. This is a way to standardize the
OT handoffs which could lead to effective communication. Evidence-based is also a
response to one requirement of the National Patient Safety Goals. This promotes

patient safety and indicates that the hospital is qualified for accreditation.

4. Nursing research

The evidence-based handoff for Thai OT nurses is actually intended

to be applied by the OT nurses. However, other settings could use it as a guidance

to develop or modify handoffs to be suitable to their settings. For the newly

developed handoffs, studies on its effectiveness and how to successfully implement

it are required. For the evidence-based handoff for Thai OT nurses Final Version, it

consists of a large number of statements which could be cumbersome to users and

complicated its implementation. Further, to examine its effective is not able worth

investigated.
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Lessens Learned

During the process of the study, the researcher has gained some

experiences. Firstly, using Delphi technique was time-consuming. It needed

patience, well-planned management, and skills of researcher. Secondly, selecting

and recruiting experts for Delphi questionnaire was a challenge. The researcher had

to be certain that potential experts have expertise in the area of OT and would be

willing to participate and complete the study. Using a snowball technique helped

the researcher to identify experts, however accessing to them sometimes needed

help form others. Thirdly, managing data for each round of the Delphi process was

burdensome. Although using computerized software could decrease difficulties, it

requires creativity of the researcher to design how information, particularly the

statistic findings, should be presented in the best meaningful way. Fourthly, if the

questionnaire was not returned in a given time, several following strategies should

be undertaken, and otherwise, some experts would not complete and return the

questionnaire because they were usually busy. Both several phone calls and e-mails

were used as reminders in this study. Fifthly, the design for the questionnaire was

also essential. The researcher spent an amount of time to create and design

questionnaire to make it most attractive possible. However, it seems that the
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designed questionnaire was not good enough to allow and motivate the experts. For
this reason, it becomes limitation as discussed earlier.

For the applicability validation process, the sample section was also
time-consuming. In doing this, the researcher had to draw the member name list of
the Thai Periperative Nursing association form their website, then identified
whether each member was licensed OT nurses working in secondary or tertiary care
or not. Using this strategy may not be the best method. However, as the researcher
intended to obtain opinions form of OT nurses are working in several hospitals
across Thailand, this was considered the most appropriate method to the researcher

during that time.
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APPENDIX D
INTERVIEW GUIDE FOR FOCUS GROUP DISCUSSION

Section 1: Demographic Data Form (for each participant)

LLName......ooooviviiiiiiiii, Lastname.........coooeiiiiiiiiiiiiiiniiian..
2. Gender () Female ( ) Male
30ALe. years
4. Religion ( )Buddhism ( )Islam () Christianity ( ) Others....
5. Marital status, () Single () Married

( ) Widowed ( ) Divorced/Separated
6. Education level ( )Bachelor ( )Master ( ) Doctor
T WOTK PIaCE. . .ot
8. Position Of WOTK. ... oo
9. Duration of work experience in the area of OT...................ooooina. years

Section 2: Interview questions
According to the draft of evidence-based handoff for Thai OT nurses Version I

developed by the researcher, the points of OT handoff can be presented in the
following figure.

-

~

Operating Theatre Handoffs

Sending . . Receiving
Unit 4 Perioperative Care [ Unit
| Pre-op | Intra-op | Post-op !
Handoff 1 Handoff 2 Handoff 3 Handoff 4 Handoff 5
Ward to Preoperative During Intra-operative to Post-anesthesia
Pre-operative to Intra-operative Post-anesthesia Care Unit to
Intra-operative Care Unit Ward

2 /

Handoff refers to communication between nurses at different points of patient care
transfer throughout perioperative care as the followings.

Handoff 1 refers to the handoff performed for care transfer from a ward
nurse to a preoperative OT nurse, providing care to the patient
during waiting for the operation in OT,
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Handoff 2 refers to the handoff performed for care transfer from a
preoperative OT nurse to an intraoperative OT nurse, providing
care to the patient during the operation performed,

Handoff 3 refers to the handoff performed for care transfer between intra-
operative OT nurses, in case of changing OT nursing team,

Handoff 4 refers to the handoff performed for care transfer from an
intraoperative OT nurse to a postoperative nurse, providing care
to the patient after the end of the operation at the recovery area,

Handoff 5 refers to the handoff performed for care transfer from a
postoperative OT nurse to a ward nurse, providing care to the
patient for post operative recovery at patient’s ward.

Please provide your opinions, discussion, and recommendations on the
evidence-based handoff for Thai OT nurses Version I proposed by the researcher
(on the following pages) by response to the following questions.

1. What should be added, taken off, or modified for information required for each
point of handoff throughout periopeartive care?

2. What should be added, taken off, or modified for appropriate strategies carrying
information to be transferred for OT handoff throughout periopeartive care?

3. Are there other suggestions for developing the evidence-based handoff for Thai
OT nurses Version L.
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APPENDIX E
FORMAT OF THE FIRST ROUND DELPHI QUESTIONNAIRE

1A59N1539830INITHRAINILAZNITATIAFRUAMANURVBIMUININTHIsatayar U

dmsuneruna viewinaalulssmdalneninanangiudelssany

(The Development of Evidence-based handoff for Thai Operating Theatre Nurses)

F1Biuas: uwvaeunlasinsisedesnsiauInarninTRdeUANALTR
YBUUIMNNTAwetoyaiUIsdmTuneuIavierAnluUszme
Ingfiananudngudsusedng Useneusne 3 nou Ao

meufl 1: uuuasunudeyadiuyana

aoudl 2: wuuasunuATIuFsietnLTwaniionveauuIMenis
duiatoyaiiedmiuneuaviesivinlulsewmelng

Aeufl 3: LuudeunudsteAniulasdolausuurduY erfunumansasiedeyarie

dusunenuiaredatulsemelne

AaUR 1: LuvasunudayadILYAAS
o .:’.’ d' a o 1 1 ¥ I3 & o d‘ 1 =3 1 [y Y] 1
A1YURs maull 1: WsamuAlutesindlviauysal wasiionAmeuniviuiuinsaiuiiviu

wnfianlngldinsomnne v wihdeauiiy

S o TS G712

2. LA () wea ( )ae

S a1 U

4. FNEu ()wns () Baaw () edad () Buq [UIATEY..
5. @0UNINANTA ( )lam ()4 ( )yvihe () vy

6. TEAUNISANW () Wgeansodisuwin () Usggn () Usgayien
7. A0 UAUFTRIUTITIU e

8. FAUMLIAURTRIUTIYTU e

9. szoznansUFTRNUTadauAe eIt UN LY RO ENFA. oo v



205

AU 2:  WUUARUAINANLLIUMERETDANTMARN B ToMITRIIIMINT T T BYE

Aredmsuneuaviesiinluusewmelne

ANTHIY NBUN 2:

“nsderiedeuaiUl” e “Handoff” luiliinuneiia nszutunsdeansuuuilug

AUWUTTENINNENUIANDINIAAAGAULDY BAESEWININYIUNATBINIFANUNEIUIaUTEIN

verUignIeddydne1uia iedwiedeyavesdUlendAny saunsauiuiinveunasy

unumlunisdanisguagrefiidniunisiidin lnelignuszasdiveliguielasunisguai

soLilos (Continuity of care) WaziinuUasnse (Patient safety)

wuvasUaLANUUERedenNT AL levTe NN Sdmateya

AdredmIuneuaviesidinlulsewmalng Usenaume 2 du fell

g 1

qaui) 2

& o [ 1

Usgnouseyavesdonnuduanideteyaiidndudmiunsdasio
TayarUrsdmiunerviavewiidninelundazyn WU 5 99
erdunisdewounisquagiisnasnszeziiarifuaelazunis
W arndn Fennsdssedeyaditaelunsazqn awuszneufiedeya
4 Uspan Ao
1) sﬁau”aﬁuamﬁqamumaqﬁﬂ’m (Situation)
2) %’aaﬁgaﬁLLamﬁﬂiwazLﬁa@ﬂl’ﬂﬂmaﬂ@’ﬂw (Background)
3) foyaiiansianisussdiuanmuazanudesnisyaadio
(Assessment)
1) foyaiinansfadouuriiisngg lunslinsquaroe
(Recommendations)
Uszneufeynvestennudaanfisisnisdmiunisdeedoya
FUrvemenuaresindnlye eidunsdseumsguagtasmasa

szgzangUlglasunisneuanisia

wenINTuLsazanNBuanslomasuImmanisdaieteyarUlisdmiu

ne1uraneIdnlulsemalneg alasunisseuiaussinnvemangIuLaraAIY

Weiiovaanisunaus Niliveaufingaigniiuiussybiluwuimienisdsie

PoyagUlrgdmiuneruiaviesivalulssmelng lngn1sseuiaussinmuemangu

[

LALAUULYDDDVDINTULEUD AL TTNUNFIL



206

Usznnvasnang 1y
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randomized controlled trial #1149)
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Operating Theatre Handoffs

~

Sending . . Receiving
Unit Perioperative Care | Unit
| Pre-op | Intra-op | Post-op !
Handoff 1 Handoff 2 Handoff 3 Handoff 4 Handoff 5
Ward to Preoperative During Intra-operative Post-
Pre- to Intra- to anesthesia
operative Intra- operative Post-anesthesia Care Unit to
\ operative Care Unit Ward /
Handoff 1 vwngds  misdwiadeyagUlssenirameiuialszdmed ey
NYIUNANDINAA L USLLLNDUNIFR
Handoff 2 vngfs  msdwiadeyagUlsseninmeiuiavesivinluszuznou
NIAANUNYIUIANBINIFA MUSLOLRPA
Handoff 3 wwnefs  nisdsdedeyagUlesenitmenuaresidnlusses
W AN a a
N1EA (NTUUNTIUASUNUNEIUIR)
Handoff 4 wwngds  misdwiadeyagUlssenirmeuianesivinlussy
HndnuneuadguanUIslussesnanfn (seesitui
NYEJU)
Handoff 5 wwngds  misdwieteyagUlssenirameiviagauarthelusses

PAIAR (STazNuAINeNEaU) NUNSIUIAUTLIND

NUae
Y

ANTAY dIUN 1:

volivinulssidiussivresnsiiusiieveinuseudasdonuiiuandadoyad

=b.

Indudmsunsdssedeyadiisvemeuaiedalvneluusasgn 19U 5 90 (A9

lowanalilunm) lu 3 dude 1) AnwAeIves (relevancy) 2)  awauysal

(sufficiency) wag 3) AmugaLau (clarity) FaumazAulaUNeA9Ll
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Handoff 1: nsdsiadayaiUieseninaneiuialszdvedtieiunguiarerfnluszesnaunsn

Uszinn laiiu Wiuse
v
v v & v fedu L T UYDLEAUBDLLUSLLAY
Yayanuqe AU o >
A4 YUY YN Lﬁﬁlwa
Uadia
1. Yoyaiiuansfsaniuzvasiag (Situation)
1.1 YevaaneunagdsieuaySutayarUe V,D |Wewes | 0 1 2 3 4 5 6

auysad | 0 1 2 3 4 5 6

gy [ 0O 1 2 3 4 5 6

2. Yoyanuansfsswazdsanaluvasdiae (Background)

2.1 Ussﬁ’ﬁm’mLﬁuﬂaamaaéﬂamawwﬁﬁ'] ”ﬁgLLafo“‘imGﬁ’aqﬁ’Uﬂﬁmﬁmﬂg’qﬁ I, C Weades | 0 1 2 3 4 5 6
auysad | 0 1 2 3 4 5 6
IaLau o 1 2 3 4 5 6
TaLau o 1 2 3 4 5 6

3. doyailuansfansuszsiuannuazAudosnsvadUle  (Assessment)

3.1 sgAuanuandvesUae I, C Bees | 0 1 2 3 4 5 6

awysed | 0 1 2 3 4 5 6

s | 0 1 2 3 4 5 6
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v
v v, & o Fenlu » u UYDLAUDLUUSLLAY
Yayanuae AU o o
A1Y 281989 281984 awa
Uaia
4. dayanuansdetauuziiingg Tun1slvinisguariUae (Recommendations)
4.1 WHUNIINEIUIATRNISEAsd MU U IV, D Wetes | 0 5 6
auysel | 0 5 6
FALAU 0 5 6
Handoff 2: nsdssiadayaiUiuseninane uianesindnlussenausfiniunguaviosindnluseugHAn
Uszm laiviiu Wiudae
v
v . & v Faedu Ly YBLFUDLLULLAY
Yayanuae AU o o
AW 281984 denlie R
Uaia
1. Yoyaiiuanstsanuzvasgiag (Situation)
1.1 YovasmenunagdwiauazSudeyariae IV,D |fedes | 0 1 5 6
auysal | 0 1 5 6
JaLau 0 1 5 6
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2.1 UsgiRmnuiduthevesiitheianeid Sayuaziioidosiunsingaadal) ll, C Aeades | 0 2 3 4 5 6
auysel | 0 2 3 4 5 6
FoLau 0 2 3 4 5 6
daLau 0 2 3 4 5 6
3. doyailuansfansusziiuaninuazaudosnnsuaUle  (Assessment)
3.1 szAuanusandvessae ,C | feades | o 2 3 4 5 6
auysal | 0 2 3 4 5 6
FnLau 0 2 3 4 5 6
a. Yoyaiuansdedouuziiineg Tunslinnsquadiiss (Recommendations)
4.1 wnumsweIUNATRIEIzasd MUY V,D | feades | 0 2 3 4 5 6
auysal | 0 2 3 4 5 6
FnLau 0 2 3 4 5 6
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APPENDIX F
FORMAT OF THE SECOND ROUND DELPHI QUESTIONNAIRE

¥ 1
v
LUUHUNIN AN 2
N15338509 MIWAINILAEN1IATINERUANENTRYIMLININTdsiadayadUlsdmTuneuadiag
Hdinlulszmalneiuanuangudalseing

(The Development of Evidence-based handoff for Thai Operating Theatre Nurses)

o X

AL

1) “nsderiadeyaiUie” e “Handoff” luniinungds nsyuiunsdeansuuuiiug
AUNUSTEMININYIUIANBIHIFAN A ULDY AL TTIAININEIUIANDINIHANUNYIUNA

]
o w al

Usgdwelthevseidganeua iwedunisdwiedeyandfyuazinedasiunsgua

o

fte Tnensldanansaufunstiuiin definsndadsudiuinveulunsguagaed
iihsunsmeIunaUIdasnssa (peri-operative  care) siail Liteliitagldsunsquadi
sewilos (Continuity of care) wasUaease (Patient safety) masawanfidnsunis
weruaUidasnssy dslagly szamnsanunisdssedeyadiisvesneiutaes

nennglussazvainisneuialsdasnssula 5 syoy sakanslalneninseldd

4 N

Operating Theatre Handoffs
Sending ) . Receiving
Unit ¢ Perioperative Care I Unit
| Pre-op | Intra-op | Post-op !
Handoff 1 Handoff 2 Handoff 3 Handoff 4 Handoff 5
Ward to Preoperative During Intra-operative Post-
Pre- to Intra- to anesthesia
operative Intra- operative Post-anesthesia Care Unit to
operative Care Unit Ward

2

/

Handoff 1 wanefis  nsddedeyaitheseninmerutaseimerUisiuneiuia
Viow1dinluszeEniourAn
Handoff 2 wanefe  msdsedeuaitheseninmeuianioamfinlusses nauNsn

AUNYIUIAVDIHFALUTEOZHAR
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Handoff 3 wanegfe  nsdsedeyaiUieseninmeutaniowfinlusseennsn
(nsdifinswAeufiumetuna)

Handoff 4 wwefie  msdwiedeyarthessnirtmeruiaviesdnlussesndaiu

weadauaUasluszss i (szozitufanenaay)

Handoff 5 wanefe  nsdssedeyaitheseninmeuiagauadUielussegvas

=1

NIAA (528 NUFINNYIFAV) ﬁ'uwmmaﬂszai’ma;ﬁﬂw

2) UUUEaUnNlATINNTITEITR MINRUILAENITNTIIARUANELURAYEILININTE W
Poyarthudmiungruaviesidinlulssmealneninainnangulslszdndatull

I3 v o & A v ° v v a v
LTJULLUUE“IE)UO']@JEJ}LGUEJ'JGU']QJ, AN 2 (5@'U€‘19‘I°V]']EJZ‘1']°VI§UNLGZJEJ']%7§Q) Jsznaunie 3 nau

Y
=

Ao
pouil 1: uuuaeUAMMsBuSuMsoNSUTe BBt mTiszyTeteyad
Sududmiumsdsiedeyadievomenuiaiomidalne iedsienisgua
Auaelunsneuialifaenssy
poul 2: uuuAeUANNsBuSuMseLTUvRiTeInnetemnuTisyyRdisng
dmsumsdsredeyadiievemenunaesidalne iledswienisquarie
Tumsneuadsdaunssy
pouil 3: uuvasUANReRniulasfalauouUz ALY NBITULLIMssdwsiatoya
fuhedmiuneunavesaluuszmalne edsdensguarinelunis
weualifaenssy
eudl 1: uuvasUAMMsEuSuNsERNUTe LTI seteruiistyRedoyaiddy
dmsumsdsedeyadiievemenunaiosiidalne edsiensguariaelunis

Ne1uaUSARYNISU

o X 4
ATUae MaUN 1:
Yo lATIUAI TN TIBUNANTUTZUTEAUT0INTIUAIB DL T 1YL R
AotemnunszyiadeyaninludmsunisdwedeyagUisveameiviaesidinive  Tu
$ A = vAaw WY 1% D =2 D Y o a
wuugeunuAsei 1 @afidelawuuandiy e 11 fawdi 104) ud3 HaNTARITN
sananulsznavlunisiansandennuiissyisdeyandndudmsunisdwiedeyagUae

voanguIaesidalneduEidelavinnmsusuiisunnuuuaeuaiunsei 1 wieunislv
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WIUIaNBINIAA (I-SBAR Peri-operative Nursing Handoff Template/Checklist) %Gﬁp d
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INTRODUCTION:

O Sender’s & receiver’ snﬂm:f’positiun: [ 55111 -} AR ORI O RN

219

O Patient’s name: EI HING st

O Patient’s ward prior tu bemg accumpamed to the operating room:

SITUATION:

O Diagnosis: ..............ccooei v | Intra-op & Intra-op —Post-op & Post-op
U Operation O Method of anesthesia:

L Surgeons: .........oooovvininin .| 1 Anestheetists: L

O Patients’ position: ......

O Operation started..
O Operation ﬁnlshed
O Patient discharged frurn PACU

Time O Patient arrived OT: ..o

BACKGROUND:

Significantly relevant to current procedure, if the patient has: O Communicable diseases: .......................coceeenen

O Tness hiSEOry: .....coooovviiiiii i
O Medcations UBeHE . ... cuoviisvininsinssuninse osaasinns ek s s
S Al agics: o eumnnsesn i msrnma
O Artifacts & implants attached to patient:

0 Patient’s HMitations: .............coo i

O Means of contacting patient’s relative

ASSESSMENT:

If under perioperative nurses’ r

ponsibility
O Level of consciousness: ..............coooeiennen
O Vital signs: O Temp:

O Respiratory status:
O Normal OETtube O Trachenstumy

R O Ambubag O 0... ..Limin Via ..........
O Pain ]welfmanagments
Pre-op & Pre-op = Intra-op Intra-op Intra-op = Post-op & Post-op:
0 NPO status 0 Surgical status 0O Surgical wound/dressing detail
ONo OVYesat................... O Swab/sponge counts O Summary of drains
O Pre-medications: ......... ....... | O Instrument/needle/small item counts
O IV solutions/blood l:umpnnmts Q Necessary/needed O Drugs/solutions administered that
LN BIN S s e e el ettt materials/instruments need further care

QUsed and unused material/drugs/items
0 Previous wound details:
U Drain attached: .

O Drugs/solutions administered to/plan | L Summary of specimens:

come with/prepared for patient O Prioritized doctors’ orders

O Items sent to 0Tw1t11 patlent to be administered to patient
vieewne | @ Drains: 0 Items sent back to ward with patient

a Spm:ia] nends Iur the nperatim]: O Previously attached

O Newly placed

............................................ O Removed

Q Status of specimens

U Significant recent events O Patient’s special needs: .......
O Recent changes of treatment/care O Uncompleted tasks needing funher amon

U Recent complications/problems

RECOMMENDATION:

0 Specific nursing care plan and preparations for consequent 0 Concerns/warnings/monitoring for unanticipated events
care prevention

O Anticipated changes/complications needing further . 2
i o Questions?

Remark: Information in bold-upright letters is recommended to be included in patient record, and could be transferred by written handoff;

BACKGROUND (B) is not required to be provided if the patient is transferred to the previous caregivers or ward

n&antiu velivinuiuasewang v asludeainsstunistusuniseensures

vinuretenuisyulieyandndudmiunmsdwiedeyadievemeuiariosindnlved

lasun1susuaeuuds nieunslivaiausiusuasiang Aewog1dlunisssdelull
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Situation - Part I

For all OR handoffs
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APPENDIX G
FORMAT OF THE APPLICABILITY VERIFICATION QUESTIONNAIRE

WuUFaUY
NSWRINILAZN1TNTITHRUAMENURAYaILUINIIMSHesadayadUrsdmiuneiua

Wosrdnlulssinalneunanuangudalseing

(The Development of Evidence-based handoff for Thai Operating Theatre Nurses)

MTuas:

1) “nsdasieteyaiUie” vve “Handoff” lufifnes nsvuiunisdeansuuuiug
AURUSTZNINNYIVIANDINIFAAIBAULDY LAZTENI NN TUIANDINIFANUNEIUA
Uszdwmegthevisoiddnenuia eidunsdsiedeyaiifedestunisquardied
ddnlasmslinarsauiunistuiin ensndaasugiuiiaveulunsguaditied
[ih$umaneuaUifaenssy (peri-operative care) WlelsifUelssunsquaiiseiles
(Continuity of care) kazUaanAe (Patient safety) paDAAIIISUNMINEIUIAUS

Aagnssu elaenily avanunsanunisdstedeyadUlisveaneruiavieasiatngly

~

SEeEUaINISNENUNaUSAaunssula 5 syey sananslunnaaluil

-

Operating Theatre Handoffs

Pre-
operative

to
Intra-
operative

Intra-
operative

to
Post-anesthesia
Care Unit

Sending . . Receiving
Unit Perioperative Care  Unit
| Pre-op | Intra-op | Post-op |
Handoff 1 Handoff 2 Handoff 3 Handoff 4 Handoff 5
Ward to Preoperative During Intra-operative Post-

anesthesia
Care Unitto
Ward

2

Handoff 1 wanefa  msddedeyaithesenitmeuiassimeiieiungiuia
Vo dnluszesnoutsn

Handoff 2 wanefie  nsdedeyaitheseninmeIutavieamfinlusses nauNsn
AUNYIUIANBINFALUTLESNIAR

Handoff 3 wanefe  nsdsiedeyarUieseninmeuIanedmifnluszesnsn

(NSATNSUABUNUNEIUIR)
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Handoff 4 wanefe  nisdesedeyarUiesenitemeuianeamifinlussesidaiu
neruaRauarelusEaEna e (sregiuimangiaau)
Handoff 5 wwefie  msdsiedeyarthesenintameiuadauagUislusseena

=4

HAAR (sveziluimainenaau) funeruiauszdmvegae

2) WUUEBUNNY L5849 miﬂ’mmLLazmimwaaU@mauﬁammLLu’mwmiz‘iwiaﬁé’J’ayJaﬁﬂw
dmsunenuavieandnlulssinalneiisnanuangiudelszdng Ussnaume 3 nau
=}

R

AUl 1: LuvaeunudeyadILyAAa
d' a I3 ) a wval ¥ a 1 1 % 2

AaUN 2: wuugeunuANLANTILTINTan T U UAleasslunsdesiedeyadUieves

wiazdannudandidemvatiuimnisaweteyagUlisdmsuneiuiaes
N1RR LU EIAlNe
Aaud 3: uuuaeunudslofniulardalaueiusdus etulInINMsdwiodeyadiae

dusunenuiaredatulsemelne

AUl 1: LuudaunuvayadIuyAAa
o3

ANTLAS Aaud 1: WsniuATludesinaliauysel uasidendneuiivinuiuinnsaius

i PN ;A / Y v &
VnuiJ']ﬂV]q@I@EﬂaLﬂi@qwuﬁlﬂ NUIVDAIUUU

1. SRS () weraviesidn () HYILNYIUIANBINIAR
Q117 T T O

. LA () v ( )

2
3
4. Aaun ()wwms () Baan () edad () DU TWIATEY.
5. A0UNINANTE ()lam  ( )d ( Ywndhe () gy

6. 3AUNIANYN () Ylygesusedisuin () Ysyan () USygyken
7 U TAUFORULUTBINTR oo

8. 588t TURURNTUIUADIINARN ..o Y

9. L3NG TUIAUBIITUBYLUTIIIO e

10. lssmenuavesindiuimslusediu () dgugll () vfegd () efegd

11. lsegnuiavasinusunssusesnanmlsmetuta () daldin () Huudd
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dl a @ = o a wval ¥ a 1 1 % v
AaUN 2: wuudeunuANUANTILTINTan Tt U TRleasslunsdesiedeyadUieves
wiazteanudaandilamvesiuimnisdwetdeyaiUlisdmiuneuiaie
HRRLUUSEWA e
o X o
ALY MOUN 2:
=1 o a wval ¥ a 1 1 ¥ Yo 1
wuugeuauaIiuainsannsathluUiRlaesdlunsdssiedeyarUisvasud
avdeaudaanduiiiamvesiuimnisdweteyatUlisdmiuneruiarerisnly
Usenelng Usenaumie 2 @i sadl
' Q/ v ) ~ o v Ao & ° )
g 1 Usznaumeyavestennuiiandistoyanindudmiy
nsdssiedeyagUisdmiuneruiaiewrdnlng 3a9g
Usznaumetoya 5 Uselan (I-SBAR) e

- FayandunisuuzihawewazUae (Introduction)

=

- Jayauansfisan unImnIsHfnvedUaY (Situation)

- doyaiinansieusy iRnazdeyamluvesiiiae
(Background)

- doyaiiuansisnsUszifiuanmuazaudionisves
AU (Assessment)

- doyaiuanadatouuzthdmiunslsinsguagitan
(Recommendations)

Faudl 2 Usgnauseyavasternuiuansdseanuiszyi
BMsdmiumsdsiedeyadtivdmuneiuiaries

1w

NRR LNe

gaudl 1: eyanindudwiunisdsiedeyadUisdmsunenuiaviesindalny

Aivlsinsaguiendernuiisyyfedeyaidndudmiunisdsieteyadiheves
wenunavesrdalng snimudunuulasssuasuuunsaaeudeyaiisnludiunisds
rotayanUlsdmIung1u1aTieHIAn (I-SBAR Peri-operative Nursing Handoff
Template/Checklist) Feffifazvelivinuyinnsussidivlunuuasuniudanud 1 sely &

wuunasusalUl
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INTRODUCTION:

1 Sender’s & receiver’s name/position: O Sender: ... O Reeeiver: o

ElPatient s:names: s i miniiseimwaiven ENVHNG s i
O Patient’s ward prior to being accompanied to the operating room: ..o
SITUATION:
O DEAROSiS: .. ..ovieiie it e Intra-op & Intra-op —Post-op & Post-op
O Operation: O Method of anesthesia:
QI SUrZEOnS: ...ooiivniiiiiii e O Anesthetists: ........
O Patients’ position: .......
Time O Patient arrived OT: ..
O Operation started. ..
O Operation finished............... =
O Patient discharged from PACU.................ccccoeev v
BACKGROUND:
Significantly relevant to current procedure, if the patient has: U Communicable diseases: ..............ccooovviviiiiinnn

U Ilness history: ........cooooiiiiiiin i
Ll Medi cation SUREHLT v s ovsvimmevisnsms e S S 5

S Allergier: wuaynspmeennsmrapmnrmen e sy 0 Means of contacting patient’s relatives: .................

O Artifacts & implants attached to patient: M e e

O Patient™s HMItations: ... it e
ASSESSMENT:

If under perioperative nurses’ responsibility
U Level of consciousness: .
0 Vital signs: O Temp: .

(HR

] Respiratory status:

O Normal O ET tube O Tracheostomy

© Ambiwbag @@ T NN min Ve s
O Pain level/managements: ..o i

Pre-op & Pre-op 2 Intra-op Intra-op Intra-op = Post-op & Post-op:
O NPO status 0 Surgical status O Surgical wound/dressing detail
O No. D:¥egat oo 0 Swab/sponge counts O Summary of drains
O Preamedications: ..................o..eet O Instrument/needle/small item counts
O IV solutions/blood components O Necessary/needed 0O Drugs/solutions administered that
e e e S e P e materials/instruments need further care

OUsed and unused material/drugs/items

O Previous wound details: come with/prepared for patient 1 Prioritized doctors’ orders
U Drain attached: ......................... | U Drugs/solutions administered to/plan | 1 Summary of specimens:
[ Items sent to OT with patient: to be administered to patient
s e o e e e e e e et || | ST RIS O Items sent back to ward with patient
O Special needs for the operation: O Previously attached
O Newly placed
O Removed

0 Status of specimens

1 Significant recent events 1 Patient’s special needs: ...
[ Recent changes of treatment/care 1 Uncompleted tasks needing further action: ........................
1 Recent complications/problems

RECOMMENDATION:

[ Specific nursing care plan and preparations for consequent 1 Concerns/warmnings/monitoring for unanticipated events
care prevention

O Anticipated changes/complications needing further . 9
assessment - QueStlons *

Remark: Information in bold-upright letters is recommended to be included in patient record, and could be transferred by written handofT;
BACKGROUND (B) is not required to be provided if the patient is ransferred to the previous caregivers or ward
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APPENDIX H

RESULTS OF THE SYUDY
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Table 25

List of Example Evidences for OT Nursing Handoff Resulted From Literature
Review

. Category & Strength
Evidence (Reference)
Information required for OT handoff
1. Handoff 1 (H 1)
Situation
1. Name of nurse sending .............cooeveiieiiieiinnn. IvV,D
(Sandlin, 2007)
2. Patient’s name and surname IIL, C
(Currie, 2002)
Background
1. Summary of patient’s ...........coceiiiiiiiiiiiiiiinin I, C
(Currie, 2002)
2. Patient’s history of allergies 111, C
(Kalkman, 2010)
Assessment
1. Patient’s level of consciousness III, C
(Arora et al., 2005)
2. Patient’s vital signs 11, C
(Currie, 2002)
Recommendation
1. Specific nursing care plan for........................... 1IV,D
(Caruso, 2007)
2. Anticipated changes of patient’s ......................... IIb, C

(Makary et al., 2007)
2. Handoff 2 (H_2):

1. Name of nurse sending and....................c.oeennie Iv,D
(Sandlin, 2007)

2. Patient’s name and surname IIL, C
(Currie, 2002)

Background

1. Summary of patient’s history ............................ III, C
(Currie, 2002)

2. Patient’s history of allergies I, C

(Kalkman, 2010)




Table 25 (continued)
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. Category & Strength
Evidence (Reference)
Assessment
1. Patient’slevel of ... III, C
(Arora et al., 2005)
2. Patient’s vital signs 11, C
(Currie, 2002)
Recommendation
1. Specific nursing care plan for the patient IvV,D
(Caruso, 2007)
2. Anticipated changes of patient’s..................... IIb, C
akary et al.,
(Makary et al., 2007)
3. Handoff 3 (H_3)
Situation
1. Name of nurse sending and .......................... IvV,D
(Sandlin, 2007)
2. Patient’s name and surname III, C
(Currie, 2002)
Background
1. Summary of patient’s ..............cceveeiiinnnn.n. 11, C
(Currie, 2002)
2. Patient’s history of allergies I, C
(Kalkman, 2010)
Assessment
1. Patient’s level of consciousness III, C
(Arora et al., 2005)
2. Current status of patient’s...............ccoevvnenen. IvV,D
(Friesen, White, & Byers,
2009)
Recommendation
1. Specific nursing care plan for the patient Iv,D
(Caruso, 2007)
2. Anticipated changes of patient’s .................... IvV,D
(Friesen et al., 2009)
4. Handoff 4 (H_4)
Situation
1. Name of nurse sending and .......................... IvV,D
(Sandlin, 2007)
2. Patient’s name and surname III, C

(Currie, 2002)
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. Category & Strength
Evidence (Reference)
Background
2. Patient’s history of allergies I, C
(Kalkman, 2010)
Assessment
1. Patient’s level of consciousness III, C
(Arora et al., 2005)
4. Patient’s level of pain Iv,D
(Amato-Vealey et al.,
2008)
Recommendation
1. Specific nursing care plan for the patient IvV,D
(Caruso, 2007)
2. Anticipated changes of .....................l IvV,D

5. Handoff 5 (H_5):

Situation

1. Name of nurse sending and receiving

2. Patient’s name and surname

Background

1. Summary of patient’s history .......................

2. Patient’s history of allergies

Assessment

2. Abnormal patient’s conditions during ..............

Recommendation

1. Specific nursing care plan for the patient

2. Anticipated changes of patient.......................

Strategies required for OT handoff

1. Sender of patient information for .........................

2. Sender of patient information .............................

(Friesen et al., 2009)

IV,D
(Sandlin, 2007)
11, C
(Currie, 2002)

11, C
(Currie, 2002)
11, C
(Kalkman, 2010)

IV,D
(Amato-Vealey et al.,
2008)

IvV,D
(Caruso, 2007)
IvV,D
(Friesen et al., 2009)

Iv,D
(Crum Gregory, 2006)
IV,D
(Manias, Aitken, &
Dunning, 2005)




Table 26

List of Example Statements and Results of the First-Round Delphi on Content Validation of the Evidence-based Handoff for Thai OT

Nurses Version | by Experts (n=17)

Mode Mean Median Nof — Nof Percent Decision
Statement Aspect (N) (SD) (IQR) score  score of
<5 >5 agreement
Information required for OT handoff
1. Handoff 1 (H1): transfer of patient care from ward nurse to pre-operative OT nurse
Situation
S1 Name of nurse sending and receiving ....................... relevancy 6 5.59 6 1 16 94.12 Combined
(13)  (1.00)  (0.50) tol1 C
sufficiency 6 5.53 6 1 16 94.12 H2S1,
(14) (1.46)  (0.00) H3S1,
clarity 6 5.47 6 2 15 88.24 H4S1,
(14) (1.51)  (0.00) H5S1
Background
B1 Patient’s history of illness .................cooeoiiiiiin, relevancy 6 5.59 6 1 16 94.12 Combined
(13)  (1.00)  (0.50) toB1C
sufficiency 6 5.41 6 1 16 94.12 H2B1,
(12) (1.46) (1.00) H3Bl,
clarity 6 5.35 6 2 15 88.24 H4Bl1,
(12)  (1.50)  (1.00) H5BAI
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Table 26 (continued)

Mode Mean Median N of Percent Decision
Statement Aspect (N) (SD) (IQR) score of
>5 agreement
Assessment
A8 In case that the patient is able to urinate ................ relevancy 6 4.65 11 Deleted
(10)  (1.94)
sufficiency 6 4.65 12
10) (2.12)
clarity 6 4.65 12
(10) (2.12)
Recommendations
R2 Anticipated changes of patient’s ......................... relevancy 6 5.65 6 15 88.24 Combined
(15) (1.06)  (0.00) toR2 C
sufficiency 6 5.47 6 15 88.24 gggﬁ ggllg
(14 (1.51)  (0.00) H4R3, H4R4,
clarity 6 5.35 6 14 82.35 H4RS5, H5R3,
(14) (1.62) (0.00) BTG, HEIRS
2. Handoff 2 (H2): transfer of patient care from pre-operative OT nurse to intra-operative OT nurse
Situation
S1 Name of nurse sending and ....................oeenene. relevancy 6 5.24 6 15 88.24 Combined
(12)  (1.68)  (1.00) toll1 C
sufficiency 6 5.24 6 15 88.24 H1S1,
(12)  (1.68)  (1.00) H381,
clarity 6 5.24 6 15 88.24 H4S1,
(12)  (1.68)  (1.00) H581
clarity 6 5.29 6 15 88.24
a1 (149  1.00
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Table 26 (continued)

Aspect

N of
score
>5

Decision

Background

Bl Patient’s history of illness

Assessment
A5

Recommb5endations

R1 Specific nursing care plan .................cooeiiieiinene.

In case that the patient is

relevancy
sufficiency

clarity

relevancy
sufficiency

clarity

relevancy
sufficiency

clarity

14

14

15

13

11

12

16

16

16

Combined
toB1 C
HI1BI,
H3BI,
H4B1,
H5BAL1

Deleted

Combined

toR1 C
HIBS,
HIRI, HIRS,
H2BS, H2RS5,
H3B5, H3R1,
H3R4, H3R6,
H3R9, H4B5,
H4R1, H4R2,
H4RS,
H5BAS,
HS5R1, H5R2,
H5RS,

(44



Table 26 (continued)

Mode Mean Median N of N of Percent Decision
score  score of

Statement Aspect
(N)  (SD)  (IQR) <5 >5  agreement

3. Handoff 3 (H3): transfer of patient care between intra- to intra-operative OT nurse (In case of changing nursing team during intra-operative phase of care)

Situation
S6 Position of the patient for...................ccooeveinnnnt. relevancy 6 5.59 6 2 15 88.24 Retained
(14)  (1.06)  (0.00) to SB3
sufficiency 6 5.47 6 2 15 88.24
(14)  (1.51)  (0.00)
clarity 6 5.47 6 2 15 88.24
(14)  (1.51)  (0.00)
Background
B10 Drugs, fluids, and solutions administrated ............. relevancy 6 5.24 6 3 14 82.35 Modified
(13)  (1.72)  (0.50) to AC6 C
sufficiency 6 5.71 6 1 16 94.12
(15)  (0.99) (0.00)
clarity 6 5.71 6 1 16 94.12
(15)  (0.99) (0.00)
Assessment
A3 Current status of patient’s operation,..................... relevancy 6 5.71 6 1 16 94.12 Retained
(13)  (0.59) (0.50) to AC1
sufficiency 6 5.71 6 1 16 94.12
(13)  (0.59) (0.50)
clarity 6 5.71 6 1 16 94.12

(13)  (0.59)  (0.50)

394



Table 26 (continued)

N of N of Percent

Mode Mean Median Decision
Statement Aspect (N) (SD) (IQR) score  score of
<5 >5 agreement
Recommendations
R2 Anticipated changes of.........c.ccocceeveininininencnns relevancy 6 4.82 4 13 Combined
(10)  (1.94) toR2C
sufficiency 6 4.76 4 13 g;gg ggﬁ?
(10)  (2.08) HA4R3. HAR4,
clarity 6 4.76 4 13 H4R5, H5R3,
(10)  (2.08) H5R4, H5R5
4. Handoff 4 (H4): transfer of patient care from intra-operative OT nurse to post-anesthesia care nurse
Situation
S-1 Name of nurse sending and receiving ................... relevancy 6 4.88 6 3 14 82.35 Combined
(12) (2.21) (1.00) toI1 C
sufficiency 6 5.18 6 2 15 88.24 H1S1,
(13)  (1.98) (0.50) H2S1,
clarity 6 5.18 6 2 15 88.24 H3S1,
(13) (1.98) (0.50) H5S1
Background
Bl Patient’s history of illness .................cooeiiviint. relevancy 6 5.06 6 2 15 88.24 Combined
(11) (195  (1.00) toB1C
sufficiency 6 5.41 6 1 16 94.12 H1B1,
(12) (1.46) (1.00) H2BI,
clarity 6 5.41 6 1 16 94.12 H3Bl,
(12) (1.46) (1.00) H5BA1

1254



Table 26 (continued)

Mode Mean Median Nof — Nof Percent Decision
Statement Aspect (N) (SD) (IQR) score  score of
<5 >5 agreement
Assessmed4nt
Al Patient’s level of consciousness relevancy 6 541 6 1 16 94.12 Combined
(12) (1.46) (1.00) to AA1 C
sufficiency 6 5.82 6 0 17 100.00 H1A1l,
(14) (0.39) (0.00) H2A1,
clarity 6 5.82 6 0 17 100.00 H3A1,
(14)  (0.39) (0.00) H5A1
Recommendations
RS Instructions for taking care ................coovneeniat. relevancy 6 4.94 5.50 3 13 81.25* Combined
®  (1.69) = (1.00) toR2 C
sufficiency 6 4.94 5.50 3 13 81.25% HIR2, H2R2,
®)  (1.69) | (1.00) Eiﬁ?j giﬁij
clarity 6 4.94 5.50 3 13 81.25* H4R4, H5R3,
&)  (1.69) [ (1.00) H5R4, HSRS
5. Handoff 5 (HS5): transfer of patient care from post-anesthesia care nurse to ward nurse
Situation
S1 Name of nurse sending and receiving .................... relevancy 6 5.71 6 1 16 94.12 Combined
(15) (0.99) (0.00) toI1 C
sufficiency 6 5.71 6 1 16 94.12 H1S1,
(15) (0.99) (0.00) H2S1,
clarity 6 5.71 6 1 16 94.12 H3S1,
(15)  (0.99)  (0.00) H4S1

94



Table 26 (continued)

Mode Mean Median Nof — Nof Percent Decision
Statement Aspect score  score of

(N)  (SD)  (QR) <5 >5  agreement

Background

Background Part I: indicate the following information in this section in case of changing ward nurse taking care of the patient or changing patient’s
ward after the operation

BAI Patient’s history of illness...................... relevancy 6 5.18 6 4 13 76.47 Combined
(11)  (1.43) | (1.50) to B1C
sufficiency 6 5.29 6 3 14 82.35 HIBI,
(12)  (1.53) (1.00) H2Bl1,
clarity 6 5.29 6 3 14 82.35 H3Bl,
(12)  (1.53) (1.00) H4BI1

Background Part I1: Indicate the following information in this section every time OT nurse responsible for patient’s post operative care giving transfer
of patient care to patient’s ward nurse (after the operation)

BB1 Patient’s special needs related............... relevancy 6 5.29 6 2 15 88.24 Combined
(12)  (1.57)  (1.00) to AE4 C

sufficiency 6 5.47 6 1 16 94.12 HI1A12,

(13) (1.46)  (0.50) H2B9,

clarity 6 5.47 6 1 16 94.12 H3B14,

(13) (1.46) (0.50) H4Bl11

Assessment

Al Patient’s level of consciousness relevancy 6 5.82 6 1 16 94.12 Combined
(15)  (0.53)  (0.00) to AA1 C

sufficiency 6 5.82 6 1 16 94.12 HIAI,

(15)  (0.53) (0.00) H2A1,

clarity 6 5.82 6 1 16 94.12 H3A1,

(15) (0.53)  (0.00) H4A1

9¢¢



Table 26 (continued)

Mode Mean Median Nof — Nof Percent Decision
Statement Aspect (N) (SD) (IQR) score  score of
<5 >5 agreement
Recommendations
R3 Anticipated changes of patient’s .............c........... relevancy 6 5.76 6 0 17 100.00 Combined
(13) (0.44) (0.50) toR2 C
sufficiency 6 5.71 6 0 17 100.00 g;g ﬁiﬁi
(12) (0.47) (1.00) H3RS, HAR3,
clarity 6 5.71 6 0 17 100.00 H4R4, H4R5,
(12) (0.47) (1.00) H5R4, H5R5
Strategies required for OT handoff
ST1 Sender of patient information mustbe a ..................... relevancy 6 5.19 6 4 12 75.00% Modified
(12)  (1.60) | (1.50) to ST1
sufficiency 6 5.25 6 3 13 81.25*
(12)  (1.57)  (0.75)
clarity 6 5.31 6 3 13 81.25*
(13)  (1.58)  (0.00)
ST2 In order to ensure that information............................. relevancy 6 5.88 6 0 16 100.00* Retained
(14)  (0.34) (0.00) to ST2
sufficiency 6 5.88 6 0 16 100.00*
(14) (0.34) (0.00)
clarity 6 5.88 6 0 16 100.00*
14) (034  (0.00)
C = with

LST



Table 27

List of Example Statements and Results of the Second-Round Delphi on Content Validation of the Evidence-based Handoff for Thai OT
Nurses version Il by Experts (n=15)

. Percent
Statement Aégrf)e ¢ M?r(ll)lfy Dzlle):te of Decision
agreement
Information required for OT handoff
Introduction
I1 Name of staff sending and reCeIVING ..........covriiiiiirii i 15 0 0 100.00 Retained
13 Ward that the patient has been ............coooiviiiiiiiii e 15 0 0 100.00 Retained
Situation
Situation Part I: Indicate all following patient’s situations in this part for all handoffs
SA1 Patient’s current diagnosSis ........oeeuiiuitiniiii 14 1 0 93.33 Retained
SA3 Name of SUrgeon or t€am SUIZEOMNS ......euuutuintentatieentateeeneetiieneieeenenen 12 3 0 80.00 Retained

Situation Part I1: Indicate all following patient’s situations in this part form intra operative handoff to post operative handoff (Handoff 3 — Handoff 5)

SB1 Method of anesthesia for the patient 15 0 0 100.00 Retained
SB3 Patient’s position for the operation. 15 0 0 100.00 Retained
Background

Note: Information in this part may not be required to transfer by verbal report if the patient is sent back to the same nurse taking care of the patient or to the
patient’s previous ward prior to coming for the operation

B1 Patient’s history of illness that .............oiiiiiiii e 14 1 0 93.33 Retained

B2 Patient’s history of taken medication that ... 14 | 0 93.33 Retained

8SC



Table 27 (continued)

. Percent
Statement Aégnr)e ¢ M?r(ll)lfy Dzlf;te of Decision
agreement

Assessment

Assessment Part I: Indicate patient assessments and patient’s needs for all handoffs when the following assessments are under responsibility of operating
theatre nurses

AAl level of patient’s consciousness 14 1 0 93.33 Retained

AA2 Patient’s vital signs during the recent ................cooveiiiininiiiiiinniiiinennnn, 13 2 0 86.67 Retained

Assessment Part I1: Indicate all following patient assessments and patient’s needs in this part for pre-operative handoff and handoff from pre-operative
nurse to intra-operative nurse (Handoff 1 — Handoff 2)

ABI1 In case that the doctor gave the patient ...............ccooiiiiiiiiiiiiiieeen, 13 2 0 86.67 Retained
AB2 In case that the anesthesiologist ..............oooiiiiiiiii i, 15 0 0 100.00 Retained

Assessment Part I11: Indicate all following patient assessments and patient’s needs only for handoff preformed between intra-operative operating theatre
nurses (Handoff 3)

ACl1 Current status of patient’s Operation, ...............ocooeieviiiiiieeniiiiniinneieaenne 14 1 0 93.33 Retained
AC2 Check for the correctness of swab count ..............ooevieiiiiiiieiiiineieeneens. 15 0 0 100.00 Retained
Assessment Part IV: Indicate all following patient assessments and patient’s needs in this part for handoff performed intra-operative nurse to post-
operative nurse and for post-operative handoff (Handoff 4 — Handoff 5)
ADI Feature of the surgical wound after the operation...................cccooviiinnnn... 15 0 0 100.00 Retained

Assessment Part V: Indicate all following patient assessments and patient’s needs in this part for all operating theatre handoffs

AEl Significant events occur to the patient ................oooiiiiiiiiiiiiiiiiiaenn, 15 0 0 100.00 Retained
AE2 Changes of patient’s conditions, treatments, ...............cocevevieinineeieeennann.. 15 0 0 100.00 Retained

6S¢



Table 27 (continued)

. Percent
Statement Aégnr)e ¢ M?r(ll)lfy Dzlf;te of Decision
agreement
Recommendation
R 1 Specific nursing care plan and special preparations. ..............ocveveeiiiiiiiniiian... 15 0 0 100.00 Retained
R 2 Anticipated changes of patient’s cOnditions .............c.ooevveiiiriieimiieeieneeeiennn 15 0 0 100.00 Retained
Strategies required for OT handoff
ST1  Sender and receiver of patient information .............c.cooivuiiiiiiiiiiiii i eeeaans 14 1 0 93.33 Retained
ST2  For every handoff, sender and receiver of ........ ..., 13 2 0 86.67 Retained
ST3  Sender of patient information has to .............ooiiiii i 14 1 0 93.33 Retained

09¢



Table 28

List of Example Statements, and Results of the Applicability Validation of the Evidence-based Handoff for Thai OT Nurses version 11 by

Thai OT Nurses (n=148)

N of N of Percent

Statement Mode Mean Median score score of Decision
(N) (SD) (IQR) <5 >5 agreement
Information required for OT handoff
Introduction
I1 Name of staff sending and receiving...............ccooeiiiiiiiiiiiiiian... 6 4.73 5 52 95 64.63 Retained
59) (139 (2.00)
12 Patient’s identification, including ..., 6 5.23 6 29 118 80.27 Retained
(88) (1.22) (1.00)
Situation
Situation Part I: Indicate all following patient’s situations in this part for all handoffs
SA1 Patient’s current diagnosis for ..............ooooiiiiiiiiiiiii 6 5.41 6 24 121 83.45 Retained
(92) (0.91) (1.00)
SA2 Patient’s current Operation aS.............oeeeeuieeenieneirineeeianeaneenann, 6 5.69 6 9 136 93.79 Retained

(110)  (0.61)  (0.00)

Situation Part I1: Indicate all following patient’s situations in this part form intra operative handoff to post operative handoff (Handoff 3 - Handoff 5)

SB1 6 5.38 6 21 124 85.52 Retained

Method of anesthesia for ............coiviiiiiii s 06)  (1.12) (1.00)

SB4 Duration of operative time and/or .............ccooevviiiiiiiiiniiiieenn 6 4.90 5 46 99 68.28 Deleted

68) (1.35)  (2.00)
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Table 28 (continued)

N of N of Percent

Mode Mean Median Decision
Statement of

score sScore
(N)  (SD)  (IQR) <5 >5  agreement

Background

Note: Information in this part may not be required to transfer by verbal report if the patient is sent back to the same nurse taking care of the patient or to the
patient’s previous ward prior to coming for the operation

B1 Patient’s history of illness that is .............ccoceviiiiiiiiiiiiiii e, 6 5.08 6 35 108 75.52 Retained
(72)  (1.20) (1.00)
B7 Telephone number or approach that .................oooiiiiiiiiiiiin.n. 5 4.27 5 70 72 50.70 Deleted
(41) (1.46) (2.00)
Assessment

Assessment Part I: Indicate patient assessments and patient’s needs for all handoffs when the following assessments are under responsibility of operating
theatre nurses

AAl level of patient’s consciousness 6 5.22 6 27 117 81.25 Retained
(80) (1.15)  (1.00)
AA2 Patient’s vital signs during ..............ccooiiiiiiiiiiiii, 6 5.26 6 26 117 81.82 Retained

(88) (1.21)  (1.00)

Assessment Part I1: Indicate all following patient assessments and patient’s needs in this part for pre-operative handoff and handoff from pre-
operative nurse to intra-operative nurse (Handoff 1 — Handoff 2)

AB2 In case that the anesthesiologist...............ccooiiiiiiiiiinnn... 6 4.75 6 45 102 69.39 Deleted
(80) (1.80)  (2.00)
AB3 In case that the patient is being ...............coooiiiiiiiiiinn... 6 4.36 5 67 80 54.42 Deleted

(57)  (1.78)  (3.00)
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Table 28 (continued)

Mode Mean Median N of N of Percent Decision
Statement score  score of

(N)  (SD)  (IQR) <5 >5  agreement

Assessment Part I11: Indicate all following patient assessments and patient’s needs only for handoff preformed between intra-operative operating
theatre nurses (Handoff 3)

ACl1 Current status of patient’s operation, 6 5.04 5 39 104 72.73 Retained
(66) (1.14) (2.00)
AC2 Check for the correctness of swabcount ........................... 6 5.86 6 6 139 95.86 Retained

(133)  (0.51)  (0.00)

Assessment Part IV: Indicate all following patient assessments and patient’s needs in this part for handoff performed intra-operative nurse to post-
operative nurse and for post-operative handoff (Handoff 4 — Handoff 5)

AD1 Feature of the surgical wound after the operation................... 6 5.79 6 9 139 93.92 Retained
(126) (0.54)  (0.00)

Assessment Part V: Indicate all following patient assessments and patient’s needs in this part for all operating theatre handoffs

AE1 Significant events occur to the patient....................oeeveevnnnn. 6 5.12 5 34 114 77.03 Retained
(70)  (1.10)  (1.00)

Recommendation

R1 Specific nursing care plan and special .....................co 6 5.07 5 32 115 78.23 Retained
(66) (1.20) (1.00)
R2 Anticipated changes of patient’s conditions.......................... 6 5.01 5 32 115 78.23 Retained

(64) (1.32) (1.00)
Strategies required for OT handoff

ST1  Sender and receiver of patient information .................coviiiiiiinennn. 6 5.06 5 36 112 75.68 Retained
(58) (0.96)  (1.00)
ST2  For every handoff, sender and receiver of .................cooiiiiiiiiiiinin. .. 6 5.47 6 17 131 88.51 Retained

(89)  (0.73)  (1.00)
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APPENDIX |
LIST OF EXPET PARTICIPANTS

Seventeen Experts Participating on Content Validation of the Evidence-based
Handoff for Thai OT Nurse:

1. Assoc. Prof. Pinit Prechanond
Department of Surgical Nursing, Ramathibodi School of Nursing,
Faculty of Medicine Ramathibodi, Mahidol University

2. Asst. Prof. Dr. Usavadee Asdornwised
Department of Surgical Nursing, Faculty of Nursing, Mahidol
University

3. Asst. Prof. Dr. Orapan Tosingha
Department of Surgical nursing, Faculty of Nursing, Mahidol
University

4.  Asst. Prof. Siriporn Phutharangsi
Thai Red Cross College of Nursing

5. Dr. Yuwadee Kestsumpun
Department of Quality Improvement, Faculty of Medicine Siriraj
Hospital, Mahidol University

6.  Ms. Shawantip Pitaknatee
Orthopedic Operating Theatre, Chulalongkorn Hospital, Faculty of
Medicine, Chulalongkorn University

7. Ms. Sulaya Paikemsirimonkol
Nursing Department, Samitivej Srinakarin Hospital

8.  Ms. Parichat Pakwipas
Department of Operating Theater and Recovery Room Nursing Section,
Maharaj Nakorn Chiang Mai Hospital, Faculty of Medicine,
ChiangMai University

9.  Ms. Kidchanok Anucharn
Operating Theater, Hatyai Hospital



10.

11.

12.

13.

14.

15.

16.

17.
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Benjawan Teerathertrakul
Operating Theater, Faculty of Medicine Siriraj Hospital, Mahidol
University
Ms. Wassana Tranpun
Operating Theater, Maharaj Nakhon Ratchasima Hospital
Suvimon Supawongwattana
Department of Anesthesiology, Maharaj Nakorn Chiang Mai Hospital,
Faculty of Medicine, ChiangMai University
Petchara Kalsakul
Department of Anesthesiology, Maharaj Nakhon Ratchasima Hospital
Appapan Namasa
Trauma Ward, Maharaj Nakhon Ratchasima Hospital
Orapin Narubal
Woman-Surgical Ward, Nursing Department, SongklaNagarind
Hospital, Faculty of Medicine, Prince of Songkla University
Asst. Prof. Dr. Thida Uakritdathikarn
Department of Anesthesiology, Faculty of Medicine, Prince of Songkla
University
Asst. Prof. Dr. Teeranut Boonpipattanapong
Department of Surgery, Faculty of Medicine, Prince of Songkla

University
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