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Pathway to Excellence®

2017 Pathway Award® winner
UHCC employs Pathway to Excellence® standards and technology to facilitate safe, 
face-to-face hand-offs

By Melissa Bates, DNP, RN, CDE; Steven McPherson, BSN, RN; and Jane McCurley, DNP, MBA, RN

T he American Nurses Credentialing Center 
partners with sponsor Cerner to annually 
confer the $25,000 Pathway Award® to a 
Pathway to Excellence®-designated organi-

zation that demonstrates innovation and technology 
to enhance and enrich a positive practice environ-
ment for nurses. Twice Pathway- designated Union 
 Hospital of Cecil County (UHCC) won the 2017 
Pathway Award for its proposal titled “Every 
Hand-Off Face-to-Face.” One year later, this 
 column describes UHCC’s efforts to improve 
hand-off communication with the implementation 
of electronic video technology.

Background
Adverse and sentinel events are frequently attrib-
uted to ineffective hand-off communication.1 The 
Joint Commission alerts that “hand-off should be 

highly reliable, conducted in a 
high-quality manner for 

every patient, every day, 
with every transition of 

care.”2 Integral compo-
nents of high-quality 
hand-offs include a 
commitment by lead-
ership to a safety cul-
ture; face-to-face, 
interprofessional com-

munication between 
senders and receivers 

that involves the patient 
and family as appropriate; 

engaging staff through training 
on how to  provide effective hand-offs; and moni-
toring hand-off interventions for success and 
opportunities for improvement.2 (For more infor-
mation on hand-offs, see The Joint Commission’s 
“8 Tips for High-Quality Hand-Offs” infographic 
at www.jointcommission.org/assets/1/6/
SEA_58_HOC_Infographic_8_Tips_FINAL.pdf).

Management support for safety initiatives is 
critical because nurses’ perceptions of high levels 

of management support regarding safety is 
 associated with higher perceptions of successful 
hand-offs.3 Making safe and effective hand-offs 
a leadership priority empowers frontline staff 
to deliver the highest quality communication 
to their patients. This starts by including the 
patient—the subject matter expert—in the 
 hand-off.

Project overview
A project steering committee was formed, consist-
ing of UHCC’s CNO, the director of professional 
practice, the director of program management, the 
health information technology manager, the medi-
cal specialty nurse manager, the ED nurse man-
ager, and the nurse manager of the clinical decision 
unit. This group reported up to the research and 
evidence-based practice steering committee, led by 
UHCC’s chief infor mation officer. The  project was 
granted Institutional Review Board approval 
through a local  university.

The steering committee was tasked with achiev-
ing the goal of interfacing the use of tablets and 
video conferencing software so that sending and 
receiving nurses, and other healthcare team mem-
bers, could perform virtual face-to-face hand-offs 
that included the patient in the transfer of care. 
Patients are at the center of the hand-off and able 
to speak directly to the receiving healthcare team 
before transfer. The nurse and healthcare team 
members outline the course of treatment and 
anticipated care plan, and validate patient-specific 
care plan factors to address patient and family 
concerns, just as they would be able to do in per-
son at the bedside.

The steering committee first sought to gather 
data regarding outcomes, patient satisfaction, and 
nurses’ perceptions of safety. The committee gath-
ered quantitative data and qualitative information 
from reports, data repositories, and staff surveys. 
Next, the committee trialed various software and 
hardware in patient care environments. UHCC’s 
clinical decision unit and ED were selected to 
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 participate first. Following feedback 
from frontline staff and unit-based 
councils, the committee altered the 
logistics and workflow accordingly.

Project outcomes
The aim of the “Every Hand-Off 
Face-to-Face” project affected three 
areas: patient satisfaction, nurses’ 
perceptions of safety, and overall 
patient outcomes based on previous 
research supporting that hand-off 
coordination is associated with 
lower length of stay and higher 
quality of care.4

The Hospital Consumer Assess-
ment of Healthcare Providers and 
Systems (hcahps) survey centers on 
patient perceptions that the health-
care team is working together for 
their benefit, involving the patient 
in the care plan, and taking the 
patient’s individual factors into 
account. UHCC targeted hcahps 
scores for improvement. The steer-
ing committee also wanted to keep 
a keen eye on patient perceptions 
that the healthcare team valued 
their privacy.

Figure 1 shows that UHCC’s 
patient satisfaction scores in all 
five areas proposed for interven-
tion skyrocketed during initial tri-
als and go-live. Each of the five 
related measures increased notice-
ably from baseline: nurses kept 
you informed (+15%), staff 
included you in decisions about 
treatment (+18%), staff attention 
to personal needs (+16%), staff 
concern for privacy (+31%), and 
staff worked together to care for 
you (+7%). Patients were happier 
and more involved with their care 
plan. Interview data indicated that 
the individual units appearing 
more as one team working for the 
patient resonated throughout 
patient experiences.

Nurses’ perception of safety 
was measured using Agency for 
Healthcare Research and Quality 

patient safety measures of success. 
Figure 2 displays results for four 
project targets. UHCC’s clinical 
decision unit saw remarkable 
change in safety perceptions. 
Improvements from baseline were 
seen in all four areas: units don’t 
coordinate well (-35%), things 
“fall between the cracks” when 
transferring patients (-35%), lack 
good cooperation among hospital 

units (-16%), and problems occur 
in the exchange of information 
(-19%). Both sending and receiv-
ing nurses felt that information 
was flowing accurately and more 
smoothly.

Figure 3 reports results from the 
project’s objective to lower early 
rapid response team (RRT) calls for 
new arrivals and transfers to a 
higher level of care. An early RRT 

Figure 1: 2017 clinical decision unit HCAHPS scores

Source: Union Hospital of Cecil County. Used with permission.

100%

Nurses kept you informed
Staff included you in decisions about treatment

Staff concern for privacy
Staff worked together to care for you

Staff attention to personal needs

90%
80%
70%
60%
50%
40%
30%
20%
10%
0%

OCT-17 NOV-17 DEC-17

Pe
rc

en
t a

gr
ee

Figure 2: 2018 clinical decision unit culture of safety survey scores

Source: Union Hospital of Cecil County. Used with permission.

100%

90%

80%

70%

60%

50%

40%

30%

20%

10%

0%

Pe
rc

en
t a

gr
ee

Units don’t
coordinate well

Things “fall between
the cracks” when

transferring

Lack good
cooperation

among hospital
units

Problems occur
in the exchange
of information

Preimplementation

Postimplementation

Copyright © 2018 Wolters Kluwer Health, Inc. All rights reserved.



Pathway to Excellence®

12  June 2018 • Nursing Management www.nursingmanagement.com

call and subsequent transfer to a 
higher level of care is a spotlight 
on poor initial hand-off and place-
ment. The clinical decision unit 
also experienced a reduction in 
RRT calls in the early hours of the 
patient stay. UHCC’s patients were 
happier, the nurses were more 
comfortable with the care plan, 
and, ultimately, the clinical deci-
sion unit was delivering safer 
patient care.

Lessons learned
The primary key to success was 
frontline support in the form of 
unit-based councils and emerging 
leaders serving as cheerleaders 
during early adoption. Frontline 
staff input, as well as unit-based 
council feedback, kept optimization 
at the top of the steering commit-
tee’s agenda.

For example, it was clear early on 
that the choice of hardware stand 
wasn’t going to work in each care 
setting. These were quickly changed 
to rolling stands to give nurses and 
patients hands-free interaction with 
the receiving nurse. It also became 
clear that video conferencing soft-
ware may not scale as quickly as 
needed in terms of various user-
names and security. Other options, 
such as in-house hosted telecom-

munications software, are being 
explored for the future. Video con-
ferencing software solutions have 
been excellent at lower scales, but 
may not be optimal for large-scale 
adoption.

From gauging users’ experience, 
an unanticipated realization 
emerged. The receiver was getting 
almost all of the value, including 
the comfort of an effective hand-off 
and the positive user experience, 
whereas the sender needed to per-
form all of the logistics and initial 
setup. The imbalance made it even 
more of a priority to set ground 
rules in the ED because this style of 
hand-off meant giving up some-
thing for the gain of the patient and 
receiving nurse.

It turned out that the ED’s value 
was in throughput. An unforeseen 
benefit of this project was that it 
decreased the ED length of stay. 
Nurses in a recent poll indicated 
that ED departure was at least 5 to 
10 minutes faster, or more, due to 
tablet usage. This was an unex-
pected byproduct of giving the ED 
complete control over the report 
time. Instead of inpatient units 
being unready to take the phone 
call, the patient was essentially 
calling the receiving nurse via 
video conferencing software. The 

inpatient unit is now being asked 
by the patient rather than the ED 
nurse to prioritize report. Compli-
ance with answering patients’ calls 
has been 100%. It’s much faster for 
the ED nurse to use a tablet to call 
the unit and deliver report than 
for two nurses to make back-and-
forth telephone calls, often taking 
over 30 minutes, at the time of 
admission.

Pathway standards 
and UHCC’s intervention
Pathway to Excellence is a frame-
work of six standards that pro-
mote nurses having a voice: 1) 
shared decision-making, 2) 
 leadership, 3) safety, 4) quality, 5) 
well-being, and 6) professional 
development.

As a Pathway-designated orga-
nization, UHCC has demonstrated 
its commitment to cultivating a 
positive practice environment 
where nurses thrive. The applica-
tion of the Pathway standards is 
evident in UHCC’s “Every Hand-
Off Face-to-Face” project, with 
safety and quality improvement 
at its core. Nurse leaders and clin-
ical nurses collaborated in shared 
decision-making with multiple 
disciplines as they evaluated 
patient satisfaction scores regard-
ing care planning, nurses’ percep-
tion of safety during hand-offs 
and transitions, and planned proj-
ect enactment. Additionally, par-
ticipating nurses’ well-being and 
professional development were 
enhanced at the 2018 Pathway to 
Excellence conference in West 
Palm Beach, Fla., on May 2, 2018, 
recognizing the organizational 
empowerment of these emerging 
nurse leaders.

UHCC realized positive out-
comes with the “Every Hand-Off 
Face-to-Face” project that engaged 
and empowered nurses in planning 
and implementation. Higher levels 

Figure 3: Clinical decision unit RRT calls per patient days

Source: Union Hospital of Cecil County. Used with permission.
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of nurse participation in hospital 
affairs and decision-making are 
associated with more positive nurse 
perceptions of quality of care, 
decreased emotional exhaustion, 
and increased job satisfaction.5,6,7

Nurses’ engagement in shared gov-
ernance positively impacts patients’ 
experience of care, hospital rating, 
and willingness to recommend the 
hospital.8 When nurses report high 
levels of patient safety manage-
ment, they also report higher qual-
ity of nursing care and patient 
safety ratings, and lower frequency 
of adverse events.9

Keeping the momentum
The “Every Hand-Off Face-to-
Face” project was piloted during 
the hand-off between the ED and 
the clinical decision unit. UHCC 
also has transfers in progress from 
the medical-surgical unit to a local 
skilled nursing facility and the pro-
gressive care unit downgrading to 
the medical-surgical unit. The proj-
ect is quickly expanding to all 
other units, with key hand-offs 
being explored, such as skilled 
nursing facilities handing off to the 
ED and surgical in-house transfers. 
As UHCC forges ahead to imple-
ment “Every Hand-Off Face-to-
Face” on every unit within the 
organization and with receiving/
sending partners outside of the 
hospital, maintaining nurse 
engagement and management sup-
port will be important to keep the 
momentum strong. NM

REFERENCES
1.  Scott AM, Li J, Oyewole-Eletu S, et al. Under-

standing facilitators and barriers to care 
transitions: insights from Project ACHIEVE 
site visits. Jt Comm J Qual Patient Saf.

2017;43(9):433-447.
2.  The Joint Commission. Inadequate hand-off 

communication. Sentinel Event Alert. 
2017;(58):1-6.

3.  Richter JP, McAlearney AS, Pennell ML. The 
influence of organizational factors on patient 
safety: examining successful handoffs in 

health care. Health Care Manage Rev. 2016;
41(1):32-41.

4.  Gittell JH, Fairfield KM, Bierbaum B, et al. 
Impact of relational coordination on quality 
of care, postoperative pain and functioning, 
and length of stay: a nine-hospital study of 
surgical patients. Med Care. 2000;38(8):
807-819.

5.  Gregory DM, Way CY, Barrett BJ, Parfrey PS. 
Predictors of perceived health care quality 
for registered nurses during and after health 
care reform. Health Care Manage Rev. 
2010;35(4):301-311.

6.  Hanrahan NP, Aiken LH, McClaine L, Hanlon 
AL. Relationship between psychiatric nurse 
work environments and nurse burnout in 
acute care general hospitals. Issues Ment 

Health Nurs. 2010;31(3):198-207.
7.  Spence Laschinger HK. Effect of empower-

ment on professional practice environ-
ments, work satisfaction, and patient care 
quality: further testing the Nursing Worklife 
Model. J Nurs Care Qual. 2008;23(4):
322-330.

8.  Kutney-Lee A, Germack H, Hatfield L, et al. 
Nurse engagement in shared governance 
and patient and nurse outcomes. J Nurs 

Adm. 2016;46(11):605-612.
9.  Tvedt C, Sjetne IS, Helgeland J, Bukholm 

G. A cross-sectional study to identify 
 organisational processes associated with 
nurse-reported quality and patient safety. 
BMJ Open. 2012;2(6):e001967.

Melissa Bates is a senior analyst with the 
Pathway to Excellence® Program at the 
 American Nurses Credentialing Center. Ste-
ven McPherson is the nurse manager of the 
clinical decision unit at Union Hospital of 
Cecil County in Elkton, Md., and a Pathway 
to Excellence commissioner. Jane McCurley 
is a CNO at Methodist Hospital and Method-
ist Children’s Hospital in San Antonio, Tex., 
and a Pathway to Excellence commissioner.

Acknowledgments: The authors would like to 
acknowledge those who’ve collaborated and 
continue to work diligently on this initiative: 
Katie Boston Leary, Alex Wells, Joan Realdine, 
Mike Walker, Kerry Delasandro, Chris Lenz, 
Anne Lara, Erica Moretz, Devon Smith, and 
Jerry Miller.

The authors have disclosed no financial rela-
tionships related to this article.

DOI-10.1097/01.NUMA.0000533777.06920.03

Copyright © 2018 Wolters Kluwer Health, Inc. All rights reserved.


