
Transitions of Care Guidelines (for insertion in your program handbook)
(Insert name of Training Program)
The Program Director must design clinical assignments to minimize the number of patient care transitions.  
The Program Director will identify and enforce a structured patient care turnover process.  This will include ensuring adequate communication and supervision appropriate for level of training at times of care transitions (refer to your Supervision Policy for more details).   The Program Director will identify a standardized patient care transition sheet template (each program should have a form, mention it by name and where it can be located in this section).  At a minimum, patient care transitions should include the following:
1) Patient demographics (name, age, diagnosis, identifying data)
2) Patient Problem list
3) Current medications
4) Allergies
5) Pending studies
6) Action plan for next period of care
7) Code status
8) Staff of record 
9) Names and contact information for staff and housestaff responsible for next period of care 
10) Any other information your program requires during the transition of patient care.
To facilitate achievement and verification of resident competency in transitions of care, the XXX Program has formulated educational goals and objectives for the performance of patient care handoffs for our trainees (add this to your curriculum/handbook).   In addition, evaluation of resident competency in performing effective transitions of care (specific to level of training) will be reflected in rotation evaluations (addressing the competencies of patient care, interpersonal and communication skills, and systems-based practice).  (you will need to add to your evaluation forms)
The XXX Program’s Supervision policy delineates the level of supervision to be in place at patient care transitions to ensure effective and safe patient care turnover.
The XXX Program ensures that there is a system in place to promptly identify schedules in order to readily inform the health care team of the attending and resident physicians currently responsible for each patient’s care and of their contact information (name where the supervision or call schedules are located, what information is available, include a sample of such a schedule in your handbook)
Additional PD Info:  
1) The TeamSTEPPS program, sponsored by both the DoD as well as the Agency for Healthcare Research and Quality (AHRQ), provides a particularly useful educational curriculum covering  the areas of teamwork, communication, and transitions of care,  which are all areas addressed in the most recent ACGME requirements.   Additional resources and information regarding TeamSTEPPS training is available through the WRAMC and NNMC patient safety offices, or at the following website:  http://teamstepps.ahrq.gov/
2) Breaches in effective care transitions will be brought to the attention of the DIO/GMEC for discussion to facilitate process improvement.  
3) Program policies and practices for care transitions will be regularly assessed by the NCC during the internal review process.
4) Please check your RRC and FAQs for more specific requirements and guidelines.
