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Boston Medical Center
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Boston Medical Center (BMC)
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Quality Care and Patient Experience
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Background: Quality of Care 
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Background:  Patient Experience

 Keeps patients informed about their care

 Creates trust and reduces patient anxiety

 Increases accountability for nurses as they report off in front of patients

 Increases teamwork between shifts

 Is known to impact HCAHPS pain, care transitions, 

nurse communication, communication about medicine

 Provides a structured process to imbed future initiatives 
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I-PASS: Boston Children’s Hospital 

• I-PASS handoff for both Physician and Nursing Teams

• Phased hospital roll-out 2015-2016
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The BMC Process
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Pilot on a Scalable Unit

(IHI, 2016)
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Timeline

•Adult

•Medical

•Surgical 
Floors

Mar 16

May 5th

June 2nd

•PEDI

•PICU

•M6W

June 
16th

•L&D 

•M3W

•M4W

•NICU

July 
2015

•ICU’s

•PACU/OR

•Cath/IR

•EP/MSS

Aug/Sept 
2015

ED

ENDO

May 2016 

Phased rollouts in each area include:

 Meetings with directors, nurse managers, and educators to discuss project 

details and set timeline for go-live 

 Simulation and training with nurse champions from each unit prior to the go-

live date  

 Engaging staff in the build of the electronic I-PASS handoff tool for their area 

 Ensuring each RN on the unit views the training video, reviews changes to the 

policy & procedure for handoff, and has completed the post-test/attestation on 

HealthStream

 Laminated I-PASS/SAFETY reminders on the WOWs, nurse badge tags, and 

I-PASS EPIC tool available on each unit prior to go live. 



Training Video: Nurse Champions

http://www.viddler.com/v/e3bb349c?secret=106547525
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Sustainment

Acknowledge staff

Compliance be present during handoffs

Hardwire with nursing EPIC Tool

Investment of leaders/organizational alignment

Engage front-line staff in decisions

Verify through audit process

Evaluate metrics and share 
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Acknowledge; Through Shared Governance

Seek feedback regularly from frontline staff

Address barriers/Modify tool

Have formal shared governance structure to guide patient care

▪ Nurse Informatics Council

▪ Nurse Practice Council

▪ Fall Prevention Committee 

Acknowledge those who do the process well at the bedside

▪ Real time coaching

▪ Staff evaluations

Share Metrics (successes)
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Compliance

 Add to handoff policy and procedure

 Add the process into the RN Job description

 Ensure that you provide detailed education and guidance to existing staff

Include in new employee orientation 

 Manager presence during handoffs is key during the transition

 Hold staff accountable after process is hardwired

 Leverage technology
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Hardwire
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Investment from Leadership
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Engage Front-line Staff in Decisions
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Verify

19



Evaluate: Falls and Falls with Injury
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Evaluate: Communication Nursing Domain
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Patient Experience: Inpatient Hospital Consumer 

Assessment of Healthcare Providers and Systems 

(HCAHPS) 

66.8% 67.6% 69.9%
75.1%

0.0%

10.0%

20.0%

30.0%

40.0%

50.0%

60.0%

70.0%

80.0%

90.0%

100.0%

CY15 Q1 (N=377) CY15 Q2 (N=349) CY15 Q3 (N=382) CY15 Q4 (N=378)

Rate the Hospital '9 or 10'

22



Next Steps

 Interdisciplinary communication project MD/RN

 I-PASS for other services PT/OT, Pharmacy, Respiratory Therapy

 Investigate additional metrics

– Adverse events

– Call bells

 Complete Epic handoff tools

– Maternal child health

– Procedural areas

 Reinforcement of key elements in nursing competency day – work toward 

IPASS “2.0”

 Ongoing observations/audits of handoff process
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Questions
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