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AST Guidelines for Best Practices for Transfer of Patient Care During 
Intraoperative Case Management by the Surgical Technologist  

 
Introduction 
The following Guidelines for Best Practices were researched and authored by the AST 
Education and Professional Standards Committee, and are AST approved.     
 
AST developed the Guidelines to support healthcare delivery organization’s (HDO)  
reinforce best practices in transferring patient care during the intraoperative phase of the 
surgical procedure as related to the role and duties of the Certified Surgical Technologist 
(CST®), the credential conferred by the National Board of Surgical Technology and 
Surgical Assisting.  The purpose of the Guidelines is to provide information that OR 
supervisors, risk management, and surgical team members can use in the development and 
implementation of policies and procedures for the transfer of patient care during 
intraoperative case management in the surgery department.  The Guidelines are presented 
with the understanding that it is the responsibility of the HDO to develop, approve, and 
establish policies and procedures for the surgery department regarding transfer of patient 
care during intraoperative case management per HDO protocols.   
 
Rationale 
The following Guidelines address the intraoperative transfer of patient care by CSTs.  The 
goal is to provide an accurate and consistent transfer of patient care when a CST is being 
relieved by another CST, and the document provides recommendations to facilitate the 
transfer of the patient information. There are specific actions, such as counts, that must be 
completed by the two CSTs to expedite the transfer of patient care in an efficient manner 
that maintains the safety of the patient and surgical team. The development of standardized 
processes for transferring patient information and care prevents communication failures, 
improves the accuracy and efficiency of the communication, and improve patient outcomes 
and satisfaction.1-6   
 
Evidence-based Research and Key Terms 
The research of articles, letters, nonrandomized trials and randomized prospective studies 
is conducted using the Cochrane Database of Systematic Reviews and MEDLINE®, the 
U.S. National Library of Medicine® database of indexed citations and abstracts to medical 
and healthcare journal articles.  
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The key terms used for the research of the Guidelines include: communication 
barriers; communication feedback loop; communication process; effective 
communication; handoff strategies; standardized documents; transfer of patient 
information. Key terms used in the Guidelines are italicized and included in the glossary.              
 
Guideline I 
Effective communication processes for transferring patient information and care 
should include direct, verbal communication and use of standardized documents.   

1. Effective verbal communication relies on the communication feedback loop (see 
Figure 1) and the steps of the communication process to ensure successful transfer 
of patient care.  The seven elements of the communication process are sender, 
idea(s), encoding, communication channel, receiver, decoding, and feedback.7  The 
communication process provides the ability for the effective exchange of 
information between the initial CST (sender) and relief CST (receiver), and for the 
relief CST to ask questions to clarify information.7,8 Thus, the communication 
process is a continuous, dynamic interaction that can be affected by variables 
present in the OR.7 

A. Several communication barriers can occur in the OR that interfere with the 
effective process of transfer of patient care.  The CST must be aware of 
these barriers of which noise and instances during a surgical procedure 
where the activity is at its highest, e.g., closing counts, key points during a 
surgical procedure, can distract both the initial and relief CSTs.  This is later 
discussed in detail regarding the specific steps the CSTs should complete 
when transferring the care of the patient.      

 

 
          Figure 1: Communication Feedback Loop 
    

2. The verbal exchange also involves non-verbal communication that can be just as 
important and provides clues to the sender if the receiver is understanding the 
information.  Non-verbal communication includes body language, eye contact, and 
facial expressions.9,10 An observational study of the transfer of patient information 
revealed that face-to-face verbal exchange of information improved the 
effectiveness of communication.8 However, since CSTs are wearing hair cover and 
masks, the importance of verbally verifying the information and asking questions 
can’t be over-emphasized. 
 

https://www.google.com/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=0ahUKEwj7vqy-l9TQAhWm34MKHYD4Ap4QjRwIBw&url=https://pmimilehi.org/blog_arch.php?id%3D63&bvm=bv.139782543,d.cGw&psig=AFQjCNF8vsdK600mDqRwqQ84iCbbwOo1DA&ust=1480718900204643
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3. The surgery department should develop and implement the use of standardized 
documentation formats, such as checklists, for consistent use in handoff strategies.  
Standardized documentation ensures the surgical team is using the same documents 
that promote the efficient, safe, smooth transfer of patient care that lends itself to 
continuity and reduction in communication failures.2   

A. In a comprehensive study, 14,179 medical records from 28 Australian 
hospitals were reviewed.  The study revealed that 16.6% (2,353) patients 
experiences an adverse event during their stay in the hospital.11 The study 
concluded that one important preventative measure to prevent adverse 
events is the implementation and use of standardized documents.11  

 
Guideline II 
The transfer of patient information and care should be based upon a standardized 
process that promotes effective continuity of patient care.  

1. The initial and relief CST and circulator should use a standardized document for 
recording the process for the intraoperative transfer of care.  It is recommended that 
a standardized checklist be developed and used for every instance in which an initial 
CST is being relieved during a surgical procedure.      

A. Postoperatively, the initial and relief CST and circulator should date and 
sign the document, and it is maintained in the surgery department according 
to departmental policies and procedures (P&P).   

B. The standardized checklist contributes to being able to track the 
intraoperative transfer of patient care by CSTs.    

2. The intraoperative transfer of care involves the initial CST and the relief CST.   
A. The intraoperative transfer of care should be performed as efficiently and 

quietly as possible to avoid interrupting or interfering with the performance 
of the surgical procedure.12 The initial CST should maintain vigilance of the 
sterile field while performing the transfer of care to continue to meet the 
needs of the surgeon and patient. 

1) The two CSTs should be aware of when it is best to perform the 
transfer of patient care.  Transfer of care should not occur during 
busy periods of surgical procedures, such as unexpected patient 
hemorrhaging; routine dissection of an organ (e.g., rapid clamp, 
clamp, cut, tie during an abdominal hysterectomy); closing counts; 
handling of a tissue specimen.  Attempting to transfer patient care 
can be distracting during periods of the surgical procedure that 
demand the full attention of the initial CST leading to providing 
misinformation that could compromise patient care.13,14,15   

2) Other barriers to effective communication to be addressed that could 
interfere with transfer of patient care include noise (music in the OR; 
external conversations; power equipment), and unnecessary 
interruptions of the two CSTs.  Obviously, noise can make it 
difficult for the two CSTs to understand what is being 
communicated (interferes with the transmission and decoding of a 
message from the sender to the receiver).   
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In an analysis of observational data for evidence of use in 21 
handoff strategies at three non-healthcare facilities and one 
ambulance dispatch center, limiting interruptions during handoff to 
prevent the possibility that information would fail to be 
communicated or forgotten was a primary strategy.8        

B. The following are recommended items to include in the CST Checklist: 
Intraoperative Transfer of Patient Information and Care and what should 
be minimally completed by the initial and relief CSTs during the handoff.  
However, it is not all-inclusive and surgery departments may need to 
modify the list to reflect their case load. The circulator should assist the 
CSTs by verbally communicating to them the next item to be completed and 
mark his/her initials next to each item as it is completed.  The initial CST 
and relief CST should complete the following:   

1) confirm the correct patient, patient position including positioning 
devices, and surgical procedure including any incidental 
occurrences or variations that may affect the usual progression of 
the procedure;     

2) confirm anesthesia, e.g., monitored anesthesia care (MAC) so the 
relief CST knows the patient is awake;  

3) confirm patient allergies;  
4) confirm name/type of tissue specimen, region/side of body it was 

obtained, and location of specimen(s) that are still on the sterile field 
or off the sterile field; communicate if waiting on results of frozen 
section from pathology;16   

5) confirm if intraoperative x-rays have been taken and if waiting on 
results, e.g., cholangiography; 

6) confirm specific patient precautions, e.g., patient has a bloodborne 
pathogen; pacemaker; total joint implants; sepsis is present 
(ruptured appendix) or, other disease processes such as 
osteoarthritis.  

7) confirm if advanced directives are documented in the patient’s 
medical record; 

8) confirm amount of irrigation fluid that has been administered during 
the surgical procedure, e.g., use of Asepto® irrigating syringe or 
bulb syringe;  

9) confirm if an indwelling catheter is present;17  
10) confirm if thermal devices are being used, e.g., warming blanket; 
11) confirm if DVT devices are being used, e.g., intermittent pneumatic 

compression device;   
12) brief overview of location of surgical instrumentation, equipment, 

supplies, and implants including if there are two Mayo stand set-ups 
for bowel technique;    

13) sponge, sharp, and instrument counts; 
a) When performing the counts the initial CST should bring 

the following to the attention of the relief CST: instruments 
and sharps that are off the sterile field; location of sharps 
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and sharps container on the back table; number and type of 
sponges inside a body cavity; number and type of clamps 
inside a body cavity or attached to ties; location of 
frequently used instruments.18,19   

14) confirm the location, type(s), and size(s) of ties;  
15) if used, confirm the types of stapling devices that are on the sterile 

field, number of times each stapler has been fired, location and 
number of used stapling cartridges;  

16) confirm the medication(s) and solution(s), including irrigating 
solution, that is/are on the sterile field.  The exchange of information 
should include stating the strengths of the medications and 
solutions; amount that has been used; verifying the location of the 
medical labels on the containers and the correct information has 
been written or printed on the labels; and the size of hypodermic 
needles.20  

17) When the handoff/checklist is completed, prior to removing gown 
and gloves (breaking scrub) and leaving the OR, the initial CST 
should verbally communicate to the surgical team that the first scrub 
duties are now being performed by the relief CST and the counts are 
correct.  Additionally, prior to leaving the room the initial CST 
should sign and date the completed checklist. At the end of the 
procedure the relief CST should also sign and date the checklist.       
     

Guideline III 
The surgery department should review the policies and procedures (P&P) regarding 
the transfer of patient information and care on an annual basis. 

1. A surgery department team that includes allied health personnel (e.g., CSTs, 
Certified Clinical Perfusionists (CCP), Registered Technologist (RT-ARRT), 
Certified Pharmacy Technicians (CPhT), laboratory and blood bank technicians); 
surgeons; anesthesia providers; RNs; Registered Pharmacists; and risk 
management, should be formed and assigned the responsibility of developing 
policies and procedures (P&P) that establish standardized patient hand-off 
protocols, as well as develop the standardized documents.  

A. A team representing various health professions ensures that all aspects of 
the care of the patient will be addressed through standardized methods for 
the safe transfer of patient information.  The team members developing 
protocols will change per the perioperative phase being addressed, e.g., the 
CST and CCP may not be as involved in the postoperative phase as 
compared to the anesthesiologist and perianesthesia RN. 
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B. Once the CST Checklist: Intraoperative Transfer of Patient Information and 
Care has been used for a defined evaluation period, the team should solicit 
formal and informal feedback from the CSTs to evaluate its ease of use, 
effectiveness, and identifying areas for improvement.21 The evaluation 
should be ongoing and periodically conducted.  

1) Evaluation tools for measuring the effectiveness of the checklist can 
include surveys completed anonymously by CSTs, informal verbal 
feedback, and focus group discussions.22  

2) Analyzing the results of the evaluations can prove to be helpful in 
identifying what is working and what is not working.23 Improving 
the intraoperative transfer of patient information and care may result 
from the information gathered from the evaluations completed by 
CSTs.24 The results of the evaluations should be shared with the 
CSTs to prompt additional suggestions and comments for 
improvement.1  

3) Equally important, the HDO and surgery department administration 
should support the implementation of the processes for the 
intraoperative transfer of patient information and care.  Support of 
administration creates a culture of patient safety and teamwork that 
will then be supported by all clinicians.25-27   

A 13-month prospective study of participants from the  
   division of General Surgery at a Canadian academic hospital  
   reported that OR administrators supported the use of checklists that 

improved communication and teamwork.28       
C. The surgery department should document when the P&Ps were reviewed, 

revision completed (if necessary), and who participated in the review 
process.  

D. CSTs should be familiar with the P&Ps for transfer of patient information 
and care, particularly the use of the intraoperative CST Checklist: 
Intraoperative Transfer of Patient Information and Care.  The orientation 
of new employees should include reviewing the P&Ps. 

 
Guideline IV 
CSTs should complete continuing education to remain current in their knowledge of 
the transfer of patient information and care.29  

1. The continuing education should be based upon the concepts of adult learning, 
referred to as andragogy. Adults learn best when the information is relevant to their 
work experience; the information is practical, rather than academic; and the learner 
is actively involved in the learning process.30   

2. It is recommended surgery departments use various methods of instruction to 
facilitate the learning process.     

A. Studies have shown that effective communication skills are essential to the 
provision of consistent patient care that produces positive patient 
outcomes.31 Competency assessment validates the CSTs communication 
skills in the processes for the transfer of patient information and care.   
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B. If the education is primarily lecture, methods to engage learners include 
presentation of case studies for discussion, and audience discussion 
providing suggestions for reinforcing the transfer of patient information and 
care.   

C. Other proven educational methods include interactive training videos, and 
computerized training modules and teleconferences.  Simulated/mock 
training sessions in the OR are an effective method for practicing 
communication during the intraoperative transfer of patient care.25 Reports 
on the use of simulated training in the OR have shown that it improves the 
communication and teamwork skills of the surgical team.32-34  

D. The continuing education should be delivered over short periods of time 
such as modules, and not in a one-time lengthy educational session.  

3. Continuing education programs should be periodically evaluated for effectiveness 
including receiving feedback from surgery department personnel.  

4. The surgery department should maintain the education records for a minimum of 
three years that include dates of continuing education; names and job titles of 
employees that completed the continuing education; synopsis of each continuing 
education session provided; names, credentials, and experience of instructors.   
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Competency Statements 
 

Competency Statements Measurable Criteria 
1.  CSTs are knowledgeable of the 
processes and techniques for the 
intraoperative transfer of patient 
information and care.      
 
2.  CSTs implement the techniques for 
intraoperative transfer of patient 
information and care in a manner that 
ensures the safety of the patient and 
surgical team.          
  

1.  Educational standards as established 
by the Core Curriculum for Surgical 
Technology. (CCST)   
 
2.  The didactic subject of intraoperative 
transfer of patient information and care is 
included in a CAAHEP accredited 
surgical technology program.      
 
3.  Students demonstrate knowledge of 
the processes of intraoperative transfer of 
patient information and care in the 
lab/mock OR and during clinical rotation.   
 
4.  As practitioners, CSTs apply the 
processes of intraoperative transfer of 
patient information and care.         
 
5. CSTs complete continuing 
education to remain current in their 
knowledge of the procedures for the 
intraoperative transfer of patient 
information and care, as well as complete 
annual review of the policies and 
procedures of the surgery department.29  
   

CST® is a registered trademark of the National Board of Surgical Technology & Surgical Assisting 
(NBSTSA). 
 
Glossary 
Communication barriers: Specific items or events, such as noise, that can prevent or disrupt 
the meaningful exchange of information.  
 
Communication feedback loop: The route that communication occurs that involves a sender 
and a receiver.   
 
Communication process: The process that provides the ability for the effective exchange 
of information between two people, or group of people; it consists of seven elements: 
sender, idea(s), encoding, communication channel, receiver, decoding, feedback.   
 
Effective communication: A two-way information sharing process that involves the sender 
providing a message and the receiver understands the message.     
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Handoff strategies: The methods for transferring patient information and care from one 
healthcare provider to another.   
 
Standardized documents: Documents that have consistent, uniform language that is agreed 
upon by all the parties that use the documents.   
 
Transfer of patient information: The strategy for healthcare providers to utilize when care 
for a patient is assigned from one healthcare provider to another.    
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