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Patient safety may be at risk when details are omit-
ted during anesthesia handoff. The Written Handoff 
Anesthesia Tool (WHAT), designed by the author, was 
implemented to improve the quality of anesthesia 
handoffs in the operating room and postanesthesia 
care unit (PACU). The author used the Anesthesia 
Handoff Communication survey to evaluate Certi-
fied Registered Nurse Anesthetist (CRNA) and PACU 
registered nurse (RN) satisfaction with anesthesia 
handoff and the Targeted Solutions Tool to identify 
the adequacy, contributing factors, and specific patient 
data omitted by senders of anesthesia handoff before 
and after implementation of the WHAT. Adequacy of 
the handoff process significantly improved for CRNA-
to-PACU RN (P < .0001) and CRNA-to-CRNA (P < .0001) 

handoffs. After implementation of the WHAT, satisfac-
tion with anesthesia handoff significantly improved 
for CRNAs (P < .001) and PACU RNs (P = .001). Fac-
tors contributing to inadequate handoffs and omit-
ted patient details were identified and significantly 
improved for CRNA-to-PACU RN and CRNA-to-CRNA 
handoffs, respectfully: ineffective method (P < .001; 
P < .001), baseline vital signs (P = .009; P = .014), and 
preoperative neurologic status (P = .012; P = .004). 
Implementation of the WHAT led to evidence-based 
changes in practice, standardization, and improved 
anesthesia handoff communication.
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handover, patient safety.

Improved Anesthesia Handoff After 
Implementation of the Written Handoff 
Anesthesia Tool (WHAT)

Laura H. Lambert, DNP, MSN, CRNA
Judith A. Adams, PhD, MSN, RN, FNP-BC

I
n 2006, the Joint Commission deemed that stan-
dardization was key to improving the adequacy and 
completeness of handoff communication.1 A variety 
of methods have been developed to standardize the 
anesthesia handoff process, including verbal handoffs 

using a mnemonic or a checklist as a memory aide, hand-
offs using an electronic record, handoffs using a written 
communication tool, or a combination of the above.2-5 
Although the evidence is clear that inaccurate communi-
cation is potentially harmful to patients,6,7 the evidence is 
insufficient regarding best practice for standardization of 
handoff.6 However, the consensus that handoff commu-
nication should be organized, accurate, and thorough has 
been well documented.1,5-8

Anesthesia handoff communication occurs between 
Certified Registered Nurse Anesthetists (CRNAs) and 
postanesthesia care unit (PACU) registered nurses 
(RNs) or intensive care unit RNs at the end of an anes-
thetic procedure and occurs between CRNAs for a break 
and case relief.3,5 These handoffs occur in busy settings 
with frequent interruptions, often without the sender or 
receiver using any standardized procedure for transfer 
of information.3-6

In the operating room (OR), CRNAs might hand off 
care to other CRNAs multiple times during a lengthy 
anesthetic administration.3,5 In addition, CRNAs tasked 
with giving other CRNAs relief may receive handoff 

communication and assume responsibility for the care 
of numerous anesthetized patients within a short period, 
making it difficult to quickly and correctly recall multi-
ple patients’ comorbidities, allergies, or other vital patient 
information.3,8,9 The presence of numerous distractions 
and lack of standardization may further detract from 
effective communication.5,6,8,9 The distinct possibility 
of omitting vital patient details during CRNA-to-CRNA 
handoff exists and can lead to tragic outcomes, including 
loss of function, organ impairment, delayed discharge, 
and death.10 

Handoffs between anesthesia providers and PACU RNs 
have been reported as inadequate and inconsistent.9,11-14 
In an observational study of 45 anesthesia handoffs, 35 
occurring in the PACU, investigators observed variation 
in the consistency and quality of handoff communica-
tion.14 Milby et al12 conducted an observational study of 
790 handoffs between anesthesia providers and PACU 
RNs and concluded that most were incomplete.12 In an 
observational study by Randmaa et al,13 PACU RNs were 
found more likely to forget pertinent patient details after 
lengthy verbal handoffs.13 

The review of literature revealed various methods for 
standardization of anesthesia handoff communication, 
including electronic tools3 and checklists with or without 
the use of a mnemonic4,5,9,11 Although the methods 
were different, all studies reviewed found the quality of 
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handoff was improved with a structured format.3-5,9,11 
Based on the evidence and group process, a written in-
strument vs an electronic tool or checklist was designed 

and implemented. Although checklists were found to be 
superior to verbal-only handoffs,5,9,11 checklists still rely 
on sender memory for accuracy and completeness and 

Figure 1.  Written Handoff Anesthesia Tool (WHAT)
Abbreviations: ABX, antibiotics; anticoags, anticoagulants; B/P, blood pressure; CMX, cross match; CRNA, Certified Registered Nurse 
Anesthetist; EBL, estimated blood loss; Emend, aprepitant or fosaprepitant; ETT, endotracheal tube; FLACC, Face, Legs, Activity, Cry, 
Consolability scale; FOB, fiberoptic bronchoscopy; GA, general anesthetic; Glidescope, Glidescope video laryngoscope (Verathon); HR, 
heart rate; intra-op, intraoperative; IV, intravenous; labs, laboratory findings; MAC, monitored anesthesia care; N, no; N/A, not applicable; 
neuro, neurologic; NPO, nothing by mouth; N& V, nausea and vomiting; pre-op, preoperative; PO, oral; post-ops, postoperative data; 
RESP, respiratory rate; SAB, subarachnoid block; SAT, oxygen saturation; SRNA, Student Registered Nurse Anesthetist; Storz, Storz 
laryngoscope (Karl Storz Endoscopy-America Inc.); trach, tracheostomy; TS, type and screen; U/O, urine output; vitals, vital signs; Y, yes.
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on receiver memory for recall of information heard.15 
The option of an electronic tool was rejected because of 
2 recent experiences of complete electronic shutdown 
and inability to access patient data at the project site, 
once resulting from a computer virus and once from a 
tropical storm. 

The primary purpose of this study was to identify 

barriers and omissions in anesthesia handoffs between 
CRNAs and PACU RNs and between CRNAs for breaks 
and case relief before and after implementation of a stan-
dardized format, the Written Handoff Anesthesia Tool 
(WHAT; Figure 1). A secondary aim was to improve 
CRNAs’ and PACU RNs’ perception and satisfaction with 
anesthesia handoff communication. 

Figure 2.  Targeted Solutions Tool (TST) for Hand-off Communications—Receiver (Revised)
Abbreviations: Anticoags, anticoagulants; DOB, date of birth; Hx, history; intra-op, intraoperative; I & Os, intake and output values; IV, 
intravenous; lab, laboratory; MR#, medical record number; PACU, postanesthesia care unit; pre-op, preoperative; RN, registered nurse; 
tx, treatment.
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Materials and Methods
• Tools. A quantitative preintervention-postintervention 
design was used for this quality improvement project 
to test the WHAT. Two separate tools were used both 
before and after implementation: the Anesthesia Handoff 
Communication (AHC) survey, designed by the author 
for this study, and the Targeted Solutions Tool (TST) 
for Hand-off Communications, which is offered by the 
Joint Commission Center for Transforming Healthcare. 
The AHC and TST forms were completed by CRNAs 
and PACU RNs before and after implementation of the 
WHAT. The AHC was used to evaluate CRNA and PACU 
RN satisfaction with anesthesia handoff. This survey was 
generated by Qualtrics and distributed to all participants 

who met inclusion criteria and consented to participate.
The TST for handoff communication was designed to 

measure and analyze the current handoff process, pin-
point reasons for inadequate handoffs, identify methods 
for improving the handoff process, and reevaluate the 
handoff process after corrective measures were imple-
mented.16-18 For this study, the TST was used to de-
termine whether anesthesia handoffs were perceived 
as adequate and to identify the factors contributing to 
inadequate handoffs and patient details omitted.16,17 The 
TST consisted of 2 separate forms: 1 to be completed 
by the receivers of handoffs and 1 to be completed by 
the senders of handoffs (Figures 2 and 3).16 The re-
ceiver form was completed by PACU RNs and CRNAs to 

Figure 3.  Targeted Solutions Tool (TST) for Hand-off Communications—Receiver (Revised)
Abbreviations: RN, registered nurse; WHAT, Written Anesthesia Handoff Tool.
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evaluate the barriers, completeness, and adequacy of the 
CRNA handoff. The sender form was completed by the 
CRNAs to evaluate the barriers, availability, and receptiv-
ity of the receiver of the handoff (PACU RN or CRNA). 

The TST was implemented according to guidelines 
from the Joint Commission Center for Transforming 
Healthcare with some exceptions. The TST was designed 
to be used as an online tool, which was not feasible in 
this study setting; therefore, printed TST forms were 
distributed to participants.16 The author completed the 
online TST training and trained the participants in how to 
complete the TST forms. The first question on the original 
form asked, “Did the handoff meet your needs to continue 
caring for the patient?” Had the forms been completed 
electronically, an affirmative answer to the first question 
would have prevented the participant from accessing the 
remainder of the form. Therefore, for this study, that 
question was moved to the end of the printed form. One 

question that did not pertain to handoffs between CRNAs 
and PACU RNs or among CRNAs was eliminated.

The institutional review board approved this study 
with exempt status. The study was conducted between 
September and November 2016 in a 350-bed hospital 
in the Southeastern United States. The study population 
consisted of 22 CRNAs and 15 PACU RNs. Sampling 
was by convenience. All CRNAs and PACU RNs were 
included in the implementation of the WHAT as well 
as the pre- and postdata collection using the TST forms. 
Those CRNAs and PACU RNs who were not employees 
were excluded from the pre- and postintervention AHC 
surveys because they had minimal exposure to the prein-
tervention handoff process.

A priori power analyses were conducted to estimate 
adequate sample size and number of handoffs. For AHC 
survey data, a minimum of 13 CRNAs and 13 PACU RNs 
(N = 26 total participants) would be needed to obtain 

Figure 4.  Implementation Timeline, 2016
Abbreviations: AHC, Anesthesia Handoff Communication; CRNA, Certified Registered Nurse Anesthetist; PACU RN, postanesthesia care 
unit registered nurse; TST, Targeted Solutions Tool; WHAT, Written Handoff Anesthesia Tool.
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statistical power of 0.95 (α = .05, SD = 7). The TST power 
analysis was based on 4 groups of participants: CRNA to 
PACU RN senders and receivers, and CRNA to CRNA 
senders and receivers. To obtain statistical power of 0.95 
(α = .05, SD = 15), 70 handoffs in each group (a total of 
280 handoffs) would be needed. This was consistent with 
the TST recommendation of 70 handoffs per group for 
statistical analysis.

The WHAT was developed not as a part of the per-
manent record but rather as a tool to standardize and 
facilitate anesthesia handoff communication. At the study 
site, the electronic preoperative anesthesia evaluation 
is completed by anesthesiologists in the preoperative 
holding area. CRNAs may begin filling out the WHAT 
before the anesthesia preoperative evaluation has been 
complete. The WHAT provides a structured format for 
CRNAs to write down pertinent information to quickly 
pass on to other CRNAs or to PACU RNs. The WHAT 

provides standardization by including 8 categories that 
are listed in the order in which they are to be communi-
cated (see Figure 1). Before implementation, a team of 3 
CRNAs and the study author piloted the WHAT during 
a 4-week development phase to assess content, flow, and 
usability of the instrument. During that time, the tool 
was modified based on feedback from CRNAs and PACU 
RNs (Figure 4).

• Data Analysis. The TST program calculated a defec-
tive rate for handoff communication using proportional 
analysis.17 Handoffs were deemed defective if the receiver 
or sender identified the handoff as inadequate because of 
the presence of contributing factors or the omission of 
patient data. The TST data (adequacy, contributing factors, 
and incomplete information) were further analyzed using 
χ2 for the CRNA-to-PACU RN data and the Fisher exact 
test for the CRNA-to-CRNA data (Tables 1 to 4).

GraphPad Prism (GraphPad Software) version 7 for 

Table 1.  CRNA-to-PACU RN and CRNA-to-CRNA Inadequate versus Adequate Handoff
Abbreviations: CRNA, Certified Registered Nurse Anesthetist; PACU RN, postanesthesia care unit registered nurse.
aGraphPad Prism version 7 for Mac OS X (GraphPad Software) was used to calculate χ2 and Fisher exact test P values.

 CRNA to PACU RN CRNA to CRNA

 Pre: Post:  Pre: Post: 
Handoff No. (%) No. (%)  No. (%) No. (%) 
 (n = 229) (n = 217) P a (n = 37) (n = 50) P a

Inadequate 139 (61) 78 (36) < .0001 19 (51) 3 (6) < .0001

Adequate 90 (39) 139 (64)  18 (49) 47 (94) 

Table 2.  CRNA-to-PACU RN and CRNA-to-CRNA Handoffs: Contributing Factors to Inadequate Handoffs
Abbreviations: CRNA, Certified Registered Nurse Anesthetist; PACU RN, postanesthesia care unit registered nurse.
aGraphPad Prism version 7 for Mac OS X (GraphPad Software) was used to calculate χ2 and Fisher exact test P values.

 CRNA to PACU RN CRNA to CRNA

 Pre: Post:  Pre: Post: 
 No. (%) No. (%)  No. (%) No. (%) 
Contributing factor (n = 229) (n = 217) P a (n = 37) (n = 50) P a

Ineffective method 133 (58) 64 (29) < .001 19 (51) 4 (8) < .0001

Incomplete information  94 (41) 57 (26)    .001 21 (57) 3 (6) < .0001

No standard procedure 71 (31) 18 (8) < .001 19 (51) 3 (6) < .0001

Interruptions occurred 45 (20) 21 (10) < .001 3 (8) 1 (2) .3053

Repeated information 34 (15) 18 (8)   .312 1 (3) 0 (0) .4217

Inadequate time 18 (8) 4 (2)   .003 2 (5) 0 (0) .1748

Lack of receiver knowledge 14 (6) 7 (3)   .150

Lack of teamwork 10 (4) 1 (1)   .008 1 (3) 0 (0) .4217

Lack of sender knowledge 9 (4) 1 (1)   .013    

Receiver unaware of transfer 6 (3) 1 (1)   .067    

Follow-up with sender  4 (2) 1 (1)   .197    

Inadequate staffing 4 (2) 0 (0)   .051    

Information not available 2 (1) 1 (1)   .168    

Not in sync 2 (1) 0 (0)   .168    
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Mac OS (Operating System) was used to perform χ2 and 
Fisher exact tests of the TST data and to perform the 
Mann-Whitney (U) test on the AHC survey data. 

Results
• Anesthesia Handoff Communication Survey. The CRNAs 
completed 16 baseline AHC surveys, for a 94% response 
rate, and the PACU RNs completed 14 baseline AHC 
surveys, for a 93% response rate. The demographic char-
acteristics of the 2 groups were similar. The results indi-
cated a statistically significant increase in satisfaction with 
handoff communication after the use of the WHAT for 
both groups, CRNAs (P < .001) and PACU RNs (P = .001). 

• Targeted Solutions Tool Defective Rate. The PACU 
RNs and CRNAs completed 229 baseline TST forms and 
217 postimplementation TST forms. The actual sample 
size of 446 TST forms completed by CRNAs and PACU 
RNs was 37% greater than the TST recommended sample 
size of 280.17 The results calculated by the TST program 

showed an improvement in the defective rate for both 
CRNA-to-PACU RN and CRNA-to-CRNA handoffs. At 
baseline, 60.7% of the CRNA-to-PACU RN anesthesia 
handoff communications were rated as defective. After 
implementation of the WHAT, only 36.4% were rated 
as defective, an improvement of 40%. The CRNA-to-
CRNA handoff communication baseline defective rate 
was 59.5%, and the postimplementation defective rate 
was 10%, which showed an 83% improvement after 
implementation of the WHAT.17 

Further χ2 and Fisher exact test analysis of the TST 
data marked as inadequate by receivers and senders 
indicated a statistically significant (P < .0001) improve-
ment for both CRNAs’ and PACU RNs’ perception of 
the adequacy of anesthesia handoff communication after 
implementation of the WHAT (see Table 1).

• Contributing Factors. Several contributing factors 
showed statistically significant improvement after imple-
mentation of the WHAT in both groups. In the CRNA-

Table 3.  CRNA-to-PACU RN Handoffs: Incomplete Information 
Abbreviations: CRNA, Certified Registered Nurse Anesthetist; Hx, history; intraop, intraoperative; IV, intravenous; lab, laboratory; MR#, 
medical record number; PACU RN, postanesthesia care unit registered nurse; preop, preoperative. 
aGraphPad Prism version 7 for Mac OS X (GraphPad Software) was used to calculate χ2 P values.
bStandardized pretreatment (antihistamine, corticosteroid and histamine receptor antagonist) given for potential allergic reaction to 
protamine.

 Pre: Post:   
Contributing factor: Frequency (%) Frequency (%)   
Incomplete information (n = 148) (n = 134) P a 

Name 33 (22)  5 (4) < .0001

Date of birth (DOB) 47 (32) 37 (28) .4472

MR#/armband 83 (56) 60 (45) .0579

Actual procedure 21 (14)  3 (2) .0003

Surgeon/anesthesiologist 30 (20)  8 (6) .0004

Isolation–prior notification  5 (3)  0 (0) .0318

Allergies 20 (14)  6 (4) .0088

Weight 30 (20) 12 (9) .0077

Baseline vital signs 37 (25) 13 (10) .0008

Preop neurologic status 21 (14)  7 (5) .0119

Hx, medical/surgical 17 (11)  4 (3) .0066

Lab values/relevant  2 (1)  0 (0) .1769

Anesthetic  4 (3)  0 (0) .0553

Airway difficulty  9 (6)  0 (0) .0037

IV access/lines 28 (19)  9 (7) .0083

Intake and output  3 (2)  1 (1) .3637

Preop medications  4 (3)  0 (0) .0553

Intraop medications  2 (1)  0 (0) .1769

Antibiotics/time  4 (3)  1 (1) .2138

Beta-blockers  1 (1)  1 (1) .9438

Anticoagulants/protamine/ pretreatmentb  1 (1)  0 (0) .3405

Sugammadex 12 (8)  3 (2) .0283

Local anesthetics  3 (2)  1 (1) .3637
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to-PACU RN group, 7 of the 14 factors contributing 
to inadequate handoffs showed statistically significant 
improvement and in the CRNA-to-CRNA group, 3 of 7 
factors contributing to inadequate handoff communica-
tion improved significantly (see Table 2). 

The TST results showed statistically significant im-
provement of the contributing factor incomplete informa-
tion for both groups after implementation of the WHAT. 
Incomplete information was composed of 23 categories 
for CRNA-to-PACU RN handoffs (see Table 3) and 21 
categories for CRNA-to-CRNA handoffs (see Table 4). 
Statistically significant improvement was obtained for 12 
of 23 patient details for CRNA-to-PACU RN handoffs and 
17 of 21 for CRNA-to-CRNA handoffs. 

Discussion
Standardization has resulted in improved adequacy of 
anesthesia handoff communication.3-5,9,11 The results 
of this study demonstrate that the use of a written tool 
significantly improved the adequacy and completeness 
of anesthesia handoff communication between CRNAs 

and PACU RNs and among CRNAs after development 
and implementation of a structured format—the WHAT. 
Before implementation of the WHAT, the anesthesia 
handoff process at the study site had historically been an 
individual process with individual standards as to what 
to include or exclude and in what order to relay vital 
patient details during anesthesia handoff. This is consis-
tent with literature describing considerable variation in 
the method and patient data included during anesthesia 
handoff.3-5,9,12-14 

The methods for standardizing anesthesia handoff 
have primarily been checklists using a mnemonic as a 
memory aide.4,5,9 The use of a written form alleviated 
the need for a memory jogger. However, an acronym 
was used in the naming of the instrument spelling the 
word WHAT. The humor associated with this acronym 
in conjunction with implementation of a communication 
project contributed toward a positive atmosphere for 
change during the quest to standardize and improve the 
process for anesthesia handoff communication. 

An additional benefit of this tool was its use in the 

Table 4.  CRNA-to-CRNA Handoffs: Incomplete Information 
Abbreviations: CRNA, Certified Registered Nurse Anesthetist; EBL, estimated blood loss; Hx, history; intraop, intraoperative; I&O, intake 
and output; IV, intravenous; lab, laboratory; preop, preoperative. 
aGraphPad Prism version 7 for Mac OS X (GraphPad Software) was used to calculate χ2 P values.
bStandardized pretreatment (antihistamine, corticosteroid and histamine receptor antagonist) given for potential allergic reaction to protamine.

 Pre: Post:   
Contributing factor: Frequency (%) Frequency (%) Fisher exact 
Incomplete information (n = 35) (n = 48) P a

Name 5 (14) 0 (0) .0112

Age 5 (14) 0 (0) .0112

Allergies 9 (26) 1 (2) .0015

Procedure 6 (17) 0 (0) .0043

Banner bar (incorrect) 6 (17) 0 (0) .0043

Anesthesiologist 9 (26) 0 (0) .0002

Isolation—WHY? 1 (3) 0 (0) .4217

Weight 7 (20) 1 (2) .0075

Baseline vital signs 11 (31) 2 (4) .0144

Preop neurologic status 6 (17) 0 (0) .0043

Hx, medical/surgical 6 (17) 1 (2) .0381

Lab values/relevant 4 (11) 0 (0) .0285

Airway difficulty 7 (20) 2 (4) .0016

IV access/lines 9 (26) 1 (2) .0015

I & O (current EBL) 6 (17) 1 (2) .0381

Preop medications 6 (17) 1 (2) .0381

Intraop medications 1 (3) 0 (0) .4217

Beta-blockers 7 (20) 1 (2) .0075

Antibiotics/time 6 (17) 0 (0) .0043

Anticoagulants/protamine/ pretreatmentb 3 (9) 0 (0) .0712

Meds charged/or not 3 (9) 0 (0) .0712
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postoperative period. The bottom left corner of the 
WHAT was designed for collecting postoperative data 
from inpatients to be documented in the patient’s elec-
tronic health record (EHR). At the study site, CRNAs 
visit all inpatients on the day of surgery and complete 
a postanesthesia evaluation. The WHAT has become 
a communication instrument for this delayed handoff 
because the CRNA performing the postoperative assess-
ment most likely was not the same CRNA who provided 
the anesthetic. 

Because of the importance of the information being 
communicated during handoffs and the risks to patients 
when handoffs are not done well, ensuring that obstacles 
are identified and that handoffs are complete is key.1-

9,11-18 For this project, the TST was instrumental in the 
identification of factors contributing to inadequate hand-
offs and identification of the data omitted during both 
types of anesthesia handoff. The TST was designed to 
dig deeper and was easily adapted to identify the patient 
information important for anesthesia handoffs that was 
being omitted by senders.16,17

The Joint Commission deemed patient identification 
using 2 identifiers as the number 1 national patient safety 
goal for 2017.19 It has been observed that anesthesia 
providers might neglect to identify patients by name, 
requiring the receiving RN to request this information.13 
Neglecting to mention a patient’s name during handoff 
was an omission also noted in this study. Therefore, an 
unplanned outcome of this project has been to determine 
that the receivers and senders of anesthesia handoff are 
equally responsible for checking a minimum of 2 patient 
identification parameters. The roles have been further 
defined and delineated to include the receiver as the pro-
vider that checks the armband while simultaneously the 
sender verifies concurrence with patient identification 
in the documentation. This decision was made by group 
process during CRNA and PACU RN unit meetings.

The limitations of this study included a sample of con-
venience, the use of one facility, and a possible Hawthorne 
effect from participants’ awareness of being evaluated.20,21 
Shift-to-shift handover was not approved for use with 
the TST program because of the potential for coworker 
bias when subjects know each other well and may show 
partiality.17 Therefore, the CRNA-to-CRNA handoffs were 
handled with careful consideration and the utilization 
of methods to reduce this potential bias, including the 
assignment of CRNA project champions to be the receiv-
ers of CRNA-to-CRNA handoff, whereas all other CRNA 
participants were senders. Nurses who used written notes 
for handoff communication have been found to be more 
positive and supportive of adopting a structured process.7 
Similarly, the change champions for this project were the 
CRNAs who were previously using written notes as their 
method for handoff communication.

The process of handoff communication is still depen-

dent on the human factor of compliance. Group dynam-
ics and group decision were integral to this study and 
the relationship between these factors and individual 
compliance is an area for future study. Additionally, a 
future study could compare the adequacy, completeness, 
and satisfaction of anesthesia handoff communication 
between a written tool such as the WHAT and a desig-
nated checklist. 

A standardized method for handoff communication 
as a required standard of practice may not yet be fully 
embraced within the culture of anesthesia.3 However, 
the relationship between the adequacy of handoff com-
munication and patient safety has been evidenced in the 
literature and thus supports the change to a standardized 
format.1,3 This study might be relevant to other anesthe-
sia groups seeking standardization and might encourage 
them to identify the contributing factors and patient 
data that are being omitted from their current handoff 
communication process. Additionally, the ease of use 
and adaptability of the TST program might encourage 
departments other than anesthesia to use the TST to dis-
cover the contributing factors and solutions that can be 
implemented to improve their process for handoff com-
munication. 

In summary, practice environments differ, as do the 
people, personalities, and communication styles that 
make up the world of anesthesia. The best practice in the 
quest for improving handoff communication may have 
multiple solutions. In this instance, the WHAT, adopted 
by CRNAs, contributed to standardization, significantly 
improved anesthesia handoff communication, and led to 
an evidence-based change in practice.
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