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Introduction 

 

Handoffs are exchanges of information that 

occur when responsibility for patient care is 

transferred between health professionals (1).  

This includes a broad range of care transitions, 

including those within a service line (e.g. at shift 

change), between units (2) (e.g. from the 

emergency department to inpatient setting), and 

between care settings (e.g. discharge from the 

hospital to ambulatory setting (3)). The Joint 

Commission reports that communication failures 

and poor coordination across the care continuum 

are leading causes of sentinel events (4).  

Additionally, handoff failures are associated with 

adverse patient outcomes and inefficient care 
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ABSTRACT 

Introduction: The medical community has placed increasing emphasis on 

ensuring quality patient care handoffs, yet there is relatively little research 

regarding educational interventions for medical students. Objective: To 

assess the impact of a handoff communication workshop on senior medical 

students' attitudes, knowledge, and skills. Method: A 3-hour handoff skills 

workshop was developed using published research and educational models.  

The session included didactic lectures, role-play activities, and group 

discussion. We assessed the workshop’s impact using attitudinal, fact-based 

multiple choice, and case-based questions preceding, immediately 

following, and several months after the intervention. Result: From 2013-

2014, 59 students participated in the handoff training, with 56 (95%) 

completing the pre- and post-tests. Participants’ self-reported attitudes 

improved following the intervention (p≤.005 in 12 of 13 questions). The 

mean number of correct answers on multiple choice questions increased 

from 6.75 (CI 6.44-7.05) to 8.47 (CI 8.28-8.67) out of 9 (p<.001). Vignette 

scores improved from 6.00 to 8.14 out of 10 (p<0.001).  Thirty-six 

participants (61%) completed the pre-, post-, and follow-up vignettes.  Post-

workshop vignette scores improved significantly (6.28 vs. 8.19, p<.001), but 

decreased in follow-up testing (8.19 vs. 6.97, p=.008). Conclusion: The 

handoff workshop improved participants’ attitudes, knowledge, and skills, 

but performance gains declined in the months following training.  These 

findings suggest that handoff training should coincide with the opportunity 

to apply these skills in a clinical context. 

Handoff Training for Medical Students: Attitudes, Knowledge, and Sustainability of 

Skills 
 

 

Christopher J Smith
1
; Grant Peterson

2
; Gary L Beck

3 

 
1
Department of Internal Medicine, University of Nebraska Medical Center College of Medicine, Omaha, NE, 

USA. 
2
Internal Medicine, Unity Point Clinic, Ankeny Prairie Trail, Ankeny, IA, USA. 

3
Office of Medical 

Education, University of Nebraska Medical Center College of Medicine, Omaha, NE, USA. 

 

 

 

ORIGINAL ARTICLE 
Volume 7 Issue 2 2015 

DOI: 10.5959/eimj.v7i2.360 
www.eduimed.com 

ARTICLE INFO 

Received : 06/03/2015 

Accepted : 13/04/2015 

Published : 10/06/2015 

KEYWORD 

Handoff 

Handover 

Care transition 

Discharge summary 

Medical student 

 

 



 
               

 

Education in Medicine Journal (ISSN 2180-1932)                                                                                                                                                          © www.eduimed.com | e16 

 

delivery (5-8).  Resident work hour restrictions 

have increased the number of handoffs at 

teaching hospitals (9), and the Accreditation 

Council for Graduate Medical Education (10) 

(ACGME) requires residency programs ensure 

residents are competent in handoff 

communication skills.  

 

In the past several years, the undergraduate 

medical education community has become 

increasingly interested in handoff training.  

Medical students commonly witness errors 

related to handoff communication with resultant 

negative emotional responses (11, 12).  

According to the Association of American 

Medical Colleges (AAMC), performing patient 

handoffs, including at the time of discharge, is a 

core enstrustable professional activity that all 

entering residents are expected to perform on day 

one of residency without direct supervision (13).  

Despite this, few medical schools have  

structured handoff or care transitions curricula 

and direct student involvement in handoffs is 

inconsistent (14-16).   

 

Published assessments of handoff training 

interventions aimed at medical students are 

limited and have typically evaluated participants’ 

self-reported attitudes and confidence, rather 

than improvements in knowledge or performance 

(17, 18).  Studies that tested skills tend to lack 

pre-intervention data for comparison (19, 20).  A 

systematic review of handoff educational 

interventions noted that most studies failed to 

provide adequate description of their intervention 

and that there was a lack of studies examining 

retention of skills (21), making the optimal 

timing of handoff training uncertain.  To address 

these issues, we developed a handoff skills 

workshop and assessed its impact on senior 

medical students’ attitudes, knowledge, and 

skills immediately following and several months 

after the intervention. 

 

Method  

 

Setting 

We offered an elective handoff communication 

workshop for senior medical students at the 

University Of Nebraska Medical Center College 

of Medicine as part of a residency preparatory 

course.  We offered a total of six handoff 

workshops with 9-12 students per session in 

February and April of 2013-2014.  Prior to the 

workshop there was no standardized handoff 

curriculum for medical students at our 

institution.  Students’ handoff experiences were 

typically limited to observations of resident 

handoffs during their junior-year clerkships.  

Some senior students may also have performed 

handoffs as part of their sub-internship rotations.   

 

Workshop description 

The workshop included discussion of handoffs 

within the hospital (such as at shift change) and 

at the time of discharge (in the form of discharge 

summaries).  Faculty with expertise in patient 

care handoffs created the curriculum grounded in 

principles of adult learning (22).  Workshop 

content was based on published research and 

practice guidelines.  Each session lasted 

approximately 3 hours.  The first 2 hours focused 

on hospital handoffs and the final hour covered 

discharge summary creation.   

 

Hospital handoffs 

This portion of the workshop reviewed pertinent 

research and best practices for hospital handoffs, 

such as occur when care responsibility is 

transferred to an overnight team.  The learning 

objectives for the handoff portion of the 

workshop were to (1) explain how handoffs 

impact patient safety, (2) list key elements for 

effective handoff communication, (3) perform a 

standardized strategy for written and verbal 

handoff communication, (4) perform “if-then” 

statements in the context of handoff 

communication, (5) demonstrate “read-back” 

strategy in the context of handoff 

communication, and (6) demonstrate the role of 

patient prioritization when performing handoffs. 

 

In developing the workshop, we specifically 

addressed 3 aspects of handoff practice (1) 

(information transfer, responsibility and 

accountability, and systems-level elements to 

facilitate handoff) and followed a similar 

pedagogical model as described by Darbyshire 

(18).  As illustrated in Table 1, the handoff 

portion of the workshop combined elements of 
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didactic teaching, small-group role-play with 

skills application, and large group discussions.  

Handoff skills were practiced via vignette-based 

role-play scenarios with verbal handoff occurring 

between student dyads with direct faculty 

oversight.  For verbal handoff, we taught the 

SAIF-IR strategy, which stands for summary 

statement, active issues, if-then contingency 

planning, follow-up activities, interactive 

questioning, and read-back (23).  We chose this 

strategy because it closely matched the focus of 

our didactic lesson and emphasized the 

responsibility of both the giver and recipient of 

handoff information.  Students learned and 

applied skills in a graduated manner, building on 

relatively simple skills to develop a more 

complex and robust skill set.  The final activity 

required learners to review, prioritize, and 

perform written and verbal handoff for 3 patients 

of varying complexity.  The handoff recipients 

were then asked to respond to mock nursing 

phone calls, for which the correct course of 

action required accurate handoff information.   

Discharge summary 

The objectives of the discharge summary portion 

of the workshop were to (1) describe the purpose 

of a discharge summary, (2) identify common 

errors in creating a discharge summary, (3) list 

the components of an effective discharge 

summary, and (4) critically evaluate examples of 

discharge summaries. Table 1 shows the 

components of the discharge summary portion of 

the workshop.  The majority of the didactic 

portion focused on addressing common errors in 

writing discharge summaries, including 

timeliness of completion, summary length, 

medication reconciliation, appropriate 

documentation of functional and cognitive status, 

and adequately documenting follow-up plans.  

The discharge summary portion of the workshop 

concluded with the group reviewing and 

critically evaluating an example discharge 

summary.   

 

 

Table 1: Handoff Workshop Content and Time Requirements, University of Nebraska Medical Center, 2013-

2014  

 

Hospital Handoff Section 

 Introduction (10 minutes): 

o Definition, examples, and challenges 

o Group reflection on handoff experiences, including impact on patients 

o Role play 1: Student dyads perform written and verbal handoff of challenging clinical vignette prior to 

instruction  

o Group reflection on role play, including identification of barriers 

 Didactic (20 minutes):  

o Functions of handoff 

o Impact on patient care (patient-level examples and review of literature) 

o Categories of handoff errors and overview of best-practices  

 Written handoff (20 minutes) 

o Required elements with focus on follow-up tasks and contingency planning 

o Role play 2: Learners perform written handoff of clinical vignette (template provided) 

o Group reflection on written handoff exercise 

 Verbal handoff (20 minutes) 

o Required elements and review of SAIF-IR* strategy 

o Closed-loop communication using read-back strategy  

o Role play 3: Student dyads role-play verbal handoff of vignette using SAIF-IR strategy with direct 

faculty oversight and peer feedback 

o Group reflection on verbal handoff exercise 
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 Capstone exercise (45 minutes)   

o Review concept of prioritization  

o Role play 3: Each student given 3 patient vignettes and asked to perform prioritized written and verbal 

handoff  

o Group reviews order of prioritization  

o Mock nursing phone calls requiring accurate handoff information 

Discharge Summary Portion 

 Introduction and group discussion of case example (10 minutes) 

 Didactic (20 minutes) 

o Definition and purpose of discharge summary 

o Joint Commission requirements 

o Best-practice recommendations 

o Formats: narrative vs. problem-based  

o Common errors and solutions: timeliness, length, medication reconciliation, follow-up plans, discharge 

condition 

 Critical evaluation of example discharge summary (15 minutes) 

*SAIF-IR indicates Summary statement, Active issues, If-then contingency planning, Follow-up activities, Interactive questioning, Read-

back 

 

Assessments  

We designed the workshop assessment based on 

Kirkpatrick’s hierarchy for educational 

assessment (21).  Kirkpatrick’s Level 1 (learner 

reaction) was examined via the institution’s 

standardized evaluation form, which was used 

for all preparatory course workshops. This 10-

item survey included 8 statements rated on a 

Likert scale (1=strongly disagree to 5=strongly 

agree) and 2 open-ended questions addressing 

strengths and weakness.  To evaluate Kirkpatrick 

Levels 2a (attitudes and confidence) and 2b 

(knowledge and skills), we developed pre- 

intervention, post- intervention, and follow-up 

assessments, based the on the expert consensus 

of the authors.  The institutional IRB approved 

the study as an exempted protocol (#056-13-EX).   

Evaluations did not include any identifying 

information and participation was voluntary.  An 

investigator not involved with workshop 

instruction or grading assigned participants 

unique alphanumeric identifiers in order to pair 

responses. Participants completed the evaluations 

in the absence of the workshop instructors.  

Assessment content was pilot tested for clarity 

prior to distribution with a group of 4 senior 

medical students not enrolled in the seminar.   

 

Pre/post-intervention assessment 

We conducted pre- and post-intervention 

evaluations immediately before and after the 

workshop to measure participants’ attitudes, 

knowledge, and handoff performance (Appendix 

1). The first section contained 13 items 

measuring participants' self-reported attitudes 

and knowledge regarding handoff 

communication.  These questions were rated on a 

5-point Likert scale (strongly disagree=1 to 

strongly agree=5).  The second section contained 

9 knowledge-based multiple choice questions (4 

regarding handoffs, 5 regarding discharge 

summaries).  In the final section, we asked 

participants to review a clinical vignette and 

write an example of a high-quality verbal 

handoff dialogue.  We listed the SAIF-IR 

strategy for verbal handoff as reference to ensure 

that any improvement in scores was related to 

the workshop, and not just the result of providing 

a template.  Open-ended responses were scored 

independently by two faculty members based 

upon a pre-determined 10-point scoring system 

(Appendix 2) with disagreements settled by 

consensus.   

 
Follow-up assessment 

We conducted a follow-up survey of participants 

in June following their workshop to test for 

retention of knowledge and skills prior to 

entering residency (Appendix 3). We sent 

participants a link to an online survey using 

email addresses they provided during the 

workshop. The follow-up survey included 5 



 
               

 

Education in Medicine Journal (ISSN 2180-1932)                                                                                                                                                          © www.eduimed.com | e19 

 

knowledge-based multiple-choice questions and 

a clinical vignette for which participants were 

asked to write a handoff dialogue in the same 

manner as the pre/post-assessments. Follow-up 

multiple-choice questions differed from those on 

the pre/post-tests to avoid test-retest bias.  We 

scored vignette responses as outlined above.  

Participants who completed the follow-up survey 

received a $10 gift card. 

 
Analysis   

We compiled scores from all workshops and 

analyzed them in aggregate as well as by year 

(2013 vs. 2014) and month of training (February 

vs. April).  Incomplete surveys were excluded 

from the analysis.  We compared pre/post-

intervention attitudinal-based responses using 

Wilcoxon Rank Sum test.  For analysis of 

pre/post-survey multiple choice responses, we 

used Wilcoxon Sign Test.  We analyzed the pre-, 

post-, and follow-up survey clinical vignette 

scores using Chi-square testing and Wilcoxon 

Signed Rank test.   We used IBM SPSS Statistics 

Version 22 (Armonk, NY) for all analyses and 

considered p<.05 to be statistically significant. 

 

 
Figure 1: Paired Mean Clinical Vignette Scores over Time for Medical Students Participants in Handoff 

Workshop, University of Nebraska Medical Center, 2013-2014. 

 

 

 

*February Cohort, Chi-square=3.48, p=0.176; †April Cohort, Chi-square=16.33, p<0.001; ‡Aggregate, Chi-square=18.82, 

p<0.001 

 

 

Result 

 

Participant characteristics 

Forty-two percent (25/59) of students were 

female.  Participants were entering 17 different 

residency disciplines. The most common 

disciplines were Internal Medicine (14/59, 

23.7%), General Surgery (8/59, 13.6%), and 

Anesthesiology (6/59, 10.2%).  Primary care 

(n=22) and surgical (n=21) fields each accounted 

for about one-third of all participants.  

 

Institutional evaluations 

Sixty-eight percent of participants (40/59) 

completed the institutional evaluation.  When 

compared to the aggregate scores of the other 40 

seminars, the handoff workshop received higher 

average scores for all questions. The largest 

difference in scores was for the statement “this 

seminar should be required,” for which the 

handoffs seminar had a combined average of 

4.34 on a 5-point scale, versus 3.55 for other 

seminars. Overall comments were very positive.  

Participants praised the interactive nature of the 

workshop and numerous students stated it was 

the most valuable workshop they attended.   

 

Pre/Post-intervention assessments 

Fifty-nine of 59 (100%) participants completed 

the pre- and post-workshop assessments.  As 
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shown in Table 2 12 of the 13 questions 

demonstrated significant improvement 

addressing participants’ attitudes and confidence 

towards handoffs and discharge summaries 

(p≤0.005 for all).  Participants’ level of 

agreement with the statement “handoff 

communication is important for patient safety” 

did not change (4.92 vs. 4.92, p=1.0).   

 

 
Table 2: Self-reported Attitudes of 59 Medical Students Before and After Handoff Workshop, University of 

Nebraska College of Medicine, 2013-2014
* 

 
Handoffs Pre- Post- z p 

1. I know the critical elements of handoff communication 2.83 4.48 -6.48 <0.001 

2. I can create effective written handoff communication 3.07 4.36 -6.48 <0.001 

3. I know a standardized method for verbal handoff communication 2.49 4.59 -6.67 <0.001 

4. I can effectively give verbal handoff communication  2.85 4.32 -6.48 <0.001 

5. I can effectively receive verbal handoff communication 3.51 4.32 -5.33 0.002 

6. I know how to use “read-backs” in verbal handoff communication 2.66 4.63 -6.35 <0.001 

7. I know how to make contingency plans for my patients 2.64 4.25 -6.45 <0.001 

8. I can efficiently handoff patients 2.48 4.09 -6.52 <0.001 

9. I am comfortable providing cross-cover care for patients  2.24 3.56 -6.31 <0.001 

10. Handoff communication is important for patient safety.  4.92 4.92 .000 1.00 

Discharge Summaries     

1. I know the critical elements of a quality discharge summary 3.10 4.24 -5.99 <0.001 

2. I can create high quality discharge summaries 2.75 3.86 -5.86 <0.001 

3. Discharge summaries are important for patient safety. 4.68 4.92 -2.80 0.005 
   *Statements rated on 5-point Likert scale, 1=strongly disagree to 5=strongly agree 

 

 

The mean number of correct multiple choice 

questions improved from 6.75 (CI 6.44-7.05) to 

8.47 (CI 8.28-8.67) (p<.001).  Item-level 

responses analyzed by Wilcoxon Signed-Rank 

Test showed significant improvement in 4 of 9 

multiple-choice questions (Table 3).  A question 

regarding documentation of patients’ condition at 

discharge approached, but did not meet, 

statistical significance (p=.059).  Mean scores for 

the open-ended, case-based vignette also 

significantly improved following the workshop 

(6.00 to 8.14, p<.001).   

 

 

Table 3: Paired Multiple-choice Results for 59 Medical Students Participating in Handoff Workshop, University 

of Nebraska Medical Center, 2013-2014 

 

Question 
Pre-* 

n (%) 

Post-* 

n (%) 
z p* 

1. Which of the following are critical elements of written handoff content for every 

patient? 

53 (90) 57 (97) -1.41 0.157 

2. Which of the following are critical elements of verbal handoff? 25 (42) 58 (98) -5.75 <0.001 

3. Which of the following is the most effective mode of handoff communication? 47 (80) 59 (100) -3.46 0.001 

4. Which of the following is the best strategy to verify handoff information, such as 

overnight tasks?   

40 (68) 57 (97) -4.12 <0.001 

5. Which of the following is a requirement for a discharge summary based upon 

Joint Commission guidelines? 

56 (95) 56 (95) 0.00 1.00 

6. What percentage of patients are estimated to have medication errors post-

discharge? 

20 (43) 47 (80) -5.20 <0.001 

7. Important elements of the discharge condition include 52 (88) 57 (97) -1.89 0.059 

8. Which of the following is a common omission from discharge summaries? 46 (78) 50 (85) -1.27 0.206 

9. Which of the following is the purpose of a discharge summary? 59 (100) 59 (100) 0.00 1.00 
*Number of students answering correctly. 
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Follow-up assessment 

Sixty-eight percent (40/59) of workshop 

participants completed the follow-up assessment 

multiple choice questions, with a mean number 

of correct answers of 4.3 out of 5.  Thirty-six of 

59 students (61%) completed the pre-, post-, and 

follow-up test vignette question, with significant 

differences in the paired mean scores (Chi-

square=18.82, p<.001).  Scores improved 

immediately following the workshop (6.28 vs. 

8.19, z=-4.26, p<.001), but decreased in June 

follow-up testing (8.19 vs. 6.97, z=-2.65, 

p=.008).  The April group scored higher on the 

post-test than the February group (8.57 vs. 7.68, 

z=-2.30, p=.03), but there was no difference in 

pre-test (z=-.224, p=.823) and follow-up test 

scores (z=-.083, p=.994).  Vignette scores were 

not significantly different for the 2013 and 2014 

cohorts. 

 

Discussion 

 

This study demonstrates that an interactive 

workshop can improve medical students’ 

confidence, knowledge, and skills in performing 

handoff.  This builds on previously published 

handoff training pedagogy, and is important as 

handoff education will be expected in 

undergraduate medical education as part of the 

new AAMC Core Entrustable Professional 

Activities for Entering Residency.  Indeed, based 

on participants’ feedback this handoff training 

seminar was expanded in 2014 and will be 

required of all graduating medical students in 

2015.  

 

To our knowledge this is the first study which 

examined the sustainability of skills following 

handoff training.  Previous medical student 

handoff curricula have focused on learners’ 

reactions and changes in self-reported attitudes, 

however, they have typically failed to evaluate 

higher-level outcomes before and after the 

intervention.  We found that skills, as measured 

by vignette scores, declined with time, although 

they remained higher than pre-intervention 

scores.  This decrease may be because learners 

had limited opportunities to apply their handoff 

skills in a clinical context after the workshop, as 

senior medical students have fewer opportunities 

to take clinically-based elective rotations in the 

final months of their education.  Skill decay is a 

well-described process which refers to the loss of 

ability or knowledge after periods of latency. 

Generally, the longer the period of nonuse of a 

skill set, the greater the decay (24).  Our findings 

suggest that handoff training for medical 

students should ideally coincide with the 

opportunity to apply these skills in a clinical 

context, such as during a clerkship or sub-

internship rotations.  

 

This study had several limitations.  It was at a 

single institution, and thus our findings may not 

be generalizable.  As this was an elective 

workshop, participants may not be representative 

of all students, although the students 

demonstrated diverse professional interests.  

Additionally, our method for assessing verbal 

handoff skills was not validated and relied on 

written clinical scenarios. There is ongoing work 

to create a validated handoff assessment, but it 

requires direct observation (25).  We chose 

written assessment for practical reasons, in that it 

allowed us to easily re-test learners via email 

immediately prior to them entering residency 

training.  To improve the internal validity of the 

study, two researchers independently scored the 

vignettes according to a pre-determined scoring 

system.   

 

Further work is needed in the area of handoff 

training for medical students.  Future studies 

may include more robust pre- and post-

intervention assessment of skills, such as in 

simulation environments.  Ultimately, we would 

like to assess higher-level outcomes, particularly 

the effect handoff training has on on-the-job 

behavior (Kirkpatrick Level 3) and patient 

outcomes (Kirkpatrick Level 4).   These studies 

will be challenging, but there is precedent with 

resident-level handoff interventions (26). 

 

Conclusion 

 

Medical students’ handoff-related attitudes, 

knowledge, and skills improved immediately 

following training, but performance gains 

declined in the following months.  These 

findings support that handoff training for 
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medical students can be effective, but should 

coincide with assumption of clinical 

responsibilities. 
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Appendix 1: Handoff Workshop Pre/Post-intervention Survey 

 

Please indicate your planned specialty area (e.g. Urology): __________________________ 

 

Please indicate your level of agreement or disagreement with the following statements using the scale provided: 1=Strongly 

Disagree, 2=Disagree, 3=Neither  Agree nor Disagree, 4=Agree, 5=Strongly Agree 

 

Handoffs: 

 

1. I know the critical elements of handoff communication           

2. I can create effective written handoff communication            

3. I know a standardized method for verbal handoff communication          

4. I can effectively give verbal handoff communication             

5. I can effectively receive verbal handoff communication           

6. I know how to use “read-backs” in verbal handoff communication          

7. I know how to make contingency plans for my patients           

8. I can efficiently handoff patients              

9. I am comfortable providing cross-cover care for patients            

10. Handoff communication is important for patient safety.            

 

Discharge Summaries: 

1. I know the critical elements of a quality discharge summary            

2. I can create high quality discharge summaries              

3. Discharge summaries are important for patient safety.             

 

Choose the one best answer for each of the questions below. 

 

1. Which of the following are critical elements of written handoff content for every patient? 

a. Recent or planned procedures 

b. Allergies 

c. Day-by-day recap of hospital course  

d. Most recent labs 

e. Both A & B 

 

2. Which of the following are critical elements of verbal handoff? 

a. Sickest patients discussed last 

b. Opportunity to ask questions 

c. Reviewing all comorbidities 

d. Detailed review of admission H&P 

e. Both A & B 
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3. Which of the following is the most effective mode of handoff communication? 

a. Phone conversation with electronic handoff template 

b. Recorded message 

c. Face-to-face 

d. Face-to-face with electronic handoff template 

e. Recorded message with emailed written handoff  

f. Email written handoff 

 

4. Which of the following is the best strategy to verify handoff information, such as overnight tasks?   

a. Using a check-list 

b. Read-back 

c. Non-verbal acknowledgment (e.g. nodding) 

d. Verbal acknowledgment (e.g. saying “okay”) 

e. Written acknowledgement (e.g. signing-off) 

 

5. Which of the following is a requirement for a discharge summary based upon Joint Commission guidelines? 

a. Reason for hospitalization 

b. Detailed physical exam 

c. Daily lab values 

d. A log of medications administered in the hospital 

e. Consultation opinions 

 

6. What percentage of patients are estimated to have medication errors post-discharge? 

a. 15% 

b. 5% 

c. 80% 

d. 50% 

 

7. Important elements of the discharge condition include 

a. Cognitive status 

b. Mobility description 

c. ADL description if appropriate 

d. Fall risk estimation 

e. All of the above 

 

8. Which of the following is a common omission from discharge summaries? 

a. Medications administered in the hospital 

b. Consultations ordered 

c. Pending tests at discharge 

d. Date of discharge 

 

9. Which of the following is the purpose of a discharge summary? 

a. Creating more work for interns 

b. Creating a billable document serving as a progress note 

c. Creating an overview of the patient’s hospital stay from admission to dismissal which can be conveyed 

to future healthcare providers 

d. Creating a medication list the patient can use for future care and prescriptions 

e. Creating a detailed, day-to-day summary of the patient’s hospital course. 

 

10. You are an intern on a Family Medicine service providing handoff of the following patient to the night float team.  

Based on the clinical vignette, write a dialogue that might occur during a high-quality verbal handoff between 

yourself and the overnight resident.  You may use any standardized communication strategy, such as the “SAIF-

IR” model (Summary, Active Issues, If-then contingency planning, Follow-up tasks, Interactive questions, Read-

back).   

 

Mrs. X is a 79 year old woman admitted 4 days ago with pneumonia.  She was initially hypoxic, requiring 3 L of O2 by 

nasal cannula.  With antibiotic treatment (ceftriaxone and azithromycin, day 4 of 10), she has improved and is currently 

doing well on ambient air.  Her other vital signs are within normal limits.  Mrs. X is a former kindergarten teacher.  She is on 

a general diet.  On admission, she also had acute renal failure with a creatinine of 1.6 mg/dL (baseline 0.8 mg/dL).  This has 

improved, but she has a BMP ordered for 10:00 pm tonight.  If her creatinine is above 1.2, you want her to receive 1 L of 

normal saline.  Two nights ago she received lorazapam to aid with sleep and became delirious, so benzodiazepines should be 

avoided.  Her other chronic medical problems include well-controlled hypertension, overactive bladder, and skin tags.  You 

expect she will discharge home in 1-2 days. 
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Appendix 2: Verbal Handoff Vignette Scoring System 

 

One point given for each of the following elements with 10 points possible: 

 

Pre/post-test: 

• Use of standardized format and logical flow of handoff communication 

• Brief summary of case 

• Description of current clinical condition (e.g. pertinent vital signs and exam findings) 

• Mentions pneumonia and treatment 

• Mentions acute renal failure 

• Follow-up laboratory testing with follow-up plan 

• Contingency plan with instructions to avoid benzodiazepines 

• Handoff receiver questions 

• Handoff receiver read-back for follow-up laboratory testing 

• Handoff receiver read-back for avoiding benzodiazepines 

• Deduct one point for irrelevant data - kindergarten teacher, diet, non-active chronic medical conditions   

 

Follow-up Test: 

• Use of standardized format and logical flow of handoff communication 

• Brief summary of case 

• Description of current clinical condition (e.g. pertinent vital signs and exam findings) 

• Recent change in clinical status with likely pneumonia 

• Mention of full code status 

• Follow-up chest x-ray with follow-up plan 

• Contingency plans for worsening hypoxia 

• Handoff receiver questions 

• Handoff receiver read-back for follow-up chest x-ray 

• Handoff receiver read-back for worsening hypoxia. 

• Deduct one point for irrelevant data – family history of arthritis, hyperlipidemia 

 

 

Appendix 3: Patient Handoff Seminar Post-test 

 

Choose the one best answer for each of the questions below. 

 

1. Which of the following is the purpose of a discharge summary? 

a. Creating a detailed, day-to-day summary of the patient’s hospital course. 

b. Creating a billable document serving as a progress note 

c. Creating an overview of the patient’s hospital stay from admission to dismissal which can be conveyed 

to future healthcare providers  

d. Creating more work for interns 

e. Creating a medication list the patient can use for future care and prescriptions 

 

2. A patient was discharged 3 days ago from the hospital and is now in your clinic for follow-up. He was treated for a 

pulmonary embolism with a subcutaneous blood thinner as a bridge to oral warfarin. Which of the following is a 

component of the discharge summary that would aid the most in providing further care for this patient? 

a. A description of the admission physical exam, including lung auscultatory findings 

b. A list of pending labs at the time of discharge 

c. Details of oral potassium replacement 

d. A complete copy of the radiologist’s chest CT report 

e. Review of vital signs on the day of discharge 

 

3. You are creating a discharge summary for a patient who had a heart failure exacerbation. She has recovered after a 

change in their daily diuretic regimen. Which of the following would you include to help the primary provider? 

a. An updated medication list. 

b. A listing of the patient’s ideal “dry” weight 

c. Documentation of the patient’s night-time confusion  

d. Both a. and c. 

e. All of the above 

 

4. You are creating a discharge summary for a patient who had complications from a partial colectomy performed to 

resect colon cancer. The patient is leaving for a rehab facility after a 10 day hospitalization. Which of the 

following is the most important to include in the discharge summary? 

a. “On day 7 the patient had an abdominal x-ray, which showed normal bowel gas pattern.” 

b. “The patient requires a two person assist when transferring from bed.” 

c. “On day 4 patient’s diet was advanced from clears to full liquids.” 

d. “The patient received a total of 6 L of IV NS and maintained good urine output.” 
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e. “The patient’s chronic hypertension remained stable throughout the hospitalization.” 

 

5. When handing-off a patient to a cross-cover resident, which of the following is true about the order in which you 

should discuss patients 

a. Sicker patients should be discussed last 

b. Patients should be discussed based on their length of stay in the hospital, as people with longer stays will 

require more time to during handoff communication 

c. Discharging patients should be discussed first 

d. Sicker patients should be discussed first 

e. Patients should be discussed based on their geographic location in the hospital (ward-based handoff) 

 

Vignette: You are an intern on a Family Medicine service giving handoff to the night float team.  Based on the clinical 

vignette, write a dialogue that might occur during a high-quality verbal handoff between yourself and the overnight resident.  

Use the “SAIF-IR” model (Summary, Active Issues, If-then contingency planning, Follow-up tasks and plan, Interactive 

questions, Read-back).   

 

Mrs. X is a 79 year old woman admitted 4 days ago with delirium from a urinary tract infection.  She has a family history of 

rheumatoid arthritis and is a full code.  She is on ciprofloxacin for her UTI and her delirium has resolved, but one hour ago 

she developed new onset hypoxia requiring 4 L of O2 per nasal cannula to keep her O2 saturations above 90%.  Her other 

vital signs are temperature 38° C, heart rate 98, respiratory rate 16, blood pressure 110/75.  Her past medical history includes 

hyperlipidemia.  She is breathing comfortably without accessory muscle use and has right lower lobe rales.  You suspect 

pneumonia.    A chest x-ray is pending, which you want the overnight team to evaluate.  If there is a consolidation, you want 

piperacillin started.  If her hypoxia worsens to the point that she requires more than 6 L nasal cannula, she should be sent to 

the ICU.  


