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Communication; mnemonic tools. Despite this, local are heterogeneous and the level of training in this area is
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The purpose of this review is to highlight the importance of IT while providing a methodologi-
cal structure that favors effective IT in ICU, reducing the risk associated with this process.
Specifically, this document refers to the handover that is established during shift changes or
nursing shifts, during the transfer of patients to other diagnostic and therapeutic areas, and to
discharge from the ICU. Emergency situations and the potential participation of patients and
relatives are also considered. Formulas for measuring quality are finally proposed and potential
improvements are mentioned especially in the field of training.

© 2018 Elsevier Espana, S.L.U. and SEMICYUC. All rights reserved.

Traspaso de informacién en Medicina Intensiva

Resumen El traspaso de informacion (T1) es una tarea frecuente y compleja que lleva implicito
el traspaso de la responsabilidad del cuidado del paciente. Las deficiencias en este proceso se
asocian a importantes brechas en la seguridad clinica e insatisfaccion de pacientes y profesion-
ales. Los esfuerzos por estandarizar el Tl se han incrementado en los Gltimos afnos, dando pie
a la aparicion de herramientas mnemotécnicas. Globalmente las practicas locales del Tl son
heterogéneas y el nivel de formacion, bajo.

El objetivo de esta revision es enfatizar la importancia del Tl y proporcionar una estructura
metodologica que favorezca el Tl efectivo en las UCI, reduciendo el riesgo asociado a este
proceso. Especificamente, se hace referencia al Tl durante los cambios de guardia y los turnos
de enfermeria, durante el traslado de los pacientes a otras areas diagndsticas y terapéuticas y
en el momento del alta de UCI. También se contemplan las situaciones de urgencia y se sefala
la potencial participacion de pacientes y familiares. Por Gltimo, se proponen formulas para la
medicion de la calidad y se mencionan posibles mejoras en este proceso, especialmente en el

ambito de la formacion.

© 2018 Elsevier Espana, S.L.U. y SEMICYUC. Todos los derechos reservados.

Introduction: the impact of information
handover upon patient safety

In current medical practice, which is fundamented upon
teamwork and where no single professional is able to
supervise the care of a patient for 24h, 365 days a year,
information handover (IH) is a frequent and unavoidable
process.

In our setting, IH is essentially a matter of habits and
routines, and only in exceptional cases is it mediated by
some type of specific training.”? Perhaps for this reason
communication errors are an important source of incidents
and adverse events. In the SYREC study, contributing factors
related to communication were found to be present in 5.76%
of the incidents and in more than one-half of the sentinel
events.® In this respect, deficient IH has been associated
to treatment errors, prolonged patient stay and increased
healthcare costs.*

The Joint Commission has recommended the devel-
opment of structured communication procedures among
professionals.® In parallel, other countries have launched
similar initiatives.®® In our setting, the Patient Safety Strat-
egy of the Spanish National Health System 2015-2020° has
underscored the need to promote communication among
professionals in order to ensure that the information handed
over is precise, adequate and addressed to the correct

person, and advocates the implementation of structured
communication techniques.

The aim of the present review is to illustrate the impor-
tance of IH and at the same time afford a methodological
structure favoring effective IH in the Intensive Care Unit
(ICU), and reducing the risks associated to this process.
Specifically, this document refers to IH established during
changes in medical shifts or nursing shifts; during the trans-
fer of patients to other diagnostic and therapeutic areas;
and at discharge from the ICU. Emergency situations and the
potential participation of patients and relatives are also con-
sidered. Lastly, formulas for measuring quality are proposed,
and potential improvements are mentioned particularly in
relation to training.

Information handover: terms and definitions

Information handover: this refers to communication among
healthcare professionals, in which the clinical informa-
tion of a patient is transmitted, and the responsibility of
care is transferred either temporarily (change in shift) or
permanently (change in Unit or healthcare level; see the
subsection *‘Care transition’’)."°

Intra-disciplinary information handover: this occurs
between healthcare professionals that have the same aca-
demic training (physician-physician in the change in shift,
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