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VMBARS MEDICINE FIELD GUIDE

The Trainee's Guide to Clinical
Teams and Handoffs

Learn to see the care system around the encounter: who holds which knowledge,
where responsibility moves, how teams confirm understanding, and how a learner
can contribute safely within role.

PURPOSE

Patients experience one care system even when work is divided across professions, departments, shifts, and
settings. This guide helps trainees observe those interfaces, prepare for supervised participation,
communicate clearly, and learn from breakdowns without confusing access with authority.

The team-and-handoff loop

1. Orient 3. Communicate 4. Confirm 5. Review
Know the patient goal, Identify people, Make the signal concise, | Verify receipt, Learn from the
setting, role, and local knowledge, ownership, timely, and usable. understanding, interface; improve the
standard. and dependencies. ownership, and next system without

step. defaulting to blame.

The guide is for:
e premedical observers learning how collaborative care actually works;
e medical students participating under supervision;
e research and service trainees working beside clinical teams; and
* residents or fellows reflecting on teamwork while following local protocols.

NON-NEGOTIABLE BOUNDARY

This guide does not authorize patient care, prescribe a handoff format, or replace supervision, institutional

policy, credentialing, or clinical judgment. Use the local standard and escalate uncertainty to the appropriate
supervisor.
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1. See the team as a system

A clinical outcome rarely belongs to one person. Different team members hold different information, authority,
proximity to the patient, and ability to act. The goal is not to memorize a universal org chart. It is to
understand the actual system in front of you.

Team contribution Knowledge or work that may sit here What a trainee should ask

Patient and family Goals, symptoms, function, constraints, history, preferences, How is their knowledge entering the
response after discharge plan?

Physicians / advanced Diagnosis, treatment decisions, procedures, medical oversight, Who owns the clinical decision now?

practice clinicians specialty judgment

Nursing Continuous assessment, medication administration, response to What has changed since the last plan?

change, bedside coordination, education

Pharmacy Medication history, dosing, interactions, reconciliation, access Which medication risks or access
and safety barriers matter?
Therapy / rehabilitation Function, mobility, communication, swallowing, recovery needs, What function must be possible next?

safe disposition

Social work / care Resources, benefits, disposition, family and community What nonclinical condition can block
management constraints, transitions the plan?

Laboratory / imaging / Specialized evidence and interpretation What result or response is still
consultants pending?

Coordinators / assistants / | Scheduling, records, routing, follow-up, logistics, continuity Where can the process silently stall?
operations

ROLES VARY

Titles, legal scope, workflows, and decision rights differ by institution, jurisdiction, service, and training level.
Verify rather than assume.

VMBARS lens

* What value are we maximizing, and for which relevant stakeholders?
* What must be true to deliver it reliably, not only once?

e Where can learning compound into a better interface, standard, or backup?
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2. Map the interface before judging it

A handoff is not merely a message. AHRQ defines it as a standardized transfer of information along with
authority and responsibility during a transition in care. That makes the interface, not the speaker alone, the

unit to examine.

What may move Common ambiguity to watch

Shift / coverage change
Unit / service transfer
Consult / referral

Procedure / diagnostic
pathway

Discharge / community
transition

Research / quality
interface

Interface map

Receiver

Current state, uncertainty, actions, contingencies,
responsibility

Care plan, monitoring needs, unfinished work, escalation
thresholds

Question, relevant evidence, urgency, expected response,
follow-up owner

Preparation, consent status, prerequisites, result routing,
recovery and follow-up

Medication plan, education, equipment, appointments,
warning signs, access barriers

Eligibility, protocol role, data, consent boundaries, task
ownership, escalation path

transfer

WHERE DID THE HANDOFF BREAK?
Look beyond individual intent. Missing information, unclear ownership, timing, workload, tool design,
hierarchy, incentives, and lack of feedback can all produce failure at the seam.
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Ownership after

Who is actively covering, and until when?
What changed with the setting, resources,
or authority?

Is advice requested, action requested, or
responsibility transferred?

Who confirms readiness, receives the
result, and acts on it?

Can the patient execute the plan, and who
closes open loops?

Is this clinical care, research, operations,
or some combination?

Proof the loop
closed




3. Learn your role before you use your voice

Speaking up is essential, but safe participation starts with orientation. The same words can carry different
authority when spoken by an observer, student, resident, attending, nurse, pharmacist, or other team
member.

Learner position Usually appropriate Requires explicit permission /

supervision

Premedical observer Observe roles and workflow; ask questions away from Accessing records; entering patient
patient care; report an immediate concern to the host conversations; touching equipment; giving
advice; relaying clinical information

Medical student Perform assigned tasks; present findings; ask clarifying New orders, independent decisions,
questions; confirm expectations; escalate changes external communication, or any task
through the team beyond level and local policy

Research / quality trainee Complete approved protocol or improvement tasks; Using clinical data or contacting patients
maintain data and role boundaries; escalate deviations outside approval; interpreting findings as

care advice

Resident / fellow Work within graduated responsibility, supervision, Tasks beyond competence, unclear
program policy, and service standards coverage, or deviations requiring senior

review

Orient at the start
e Who is supervising me, and how should | reach them?
* What am | responsible for today? What am | explicitly not responsible for?
* Which communication and handoff standard does this team use?
* What changes require immediate escalation, and through which chain?
* Where may | take notes, and what information must never leave the authorized system?
e How should | handle a request | do not understand or cannot safely complete?

ACCESS DOES NOT EQUAL AUTHORITY

If your role is unclear, pause and ask. Never compensate for ambiguity by improvising clinical responsibility.

When a safety concern may be urgent, alert the appropriate team member immediately rather than trying to
resolve it alone.
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4. Build a shared picture before acting

Teams coordinate better when members understand the goal, current state, uncertainty, plan, ownership, and
triggers for change. This is a shared mental model, not identical expertise.

Patient goal What matters now to the patient and care team?

Current state What is true now, and what changed?

Uncertainty What remains unknown or contested?

Plan What is supposed to happen next?

Ownership Who is doing what, by when, and who is accountable for follow-through?
Dependencies Which result, consult, resource, approval, or person could block the plan?
Contingency What would change the plan, and what response is expected?

Feedback How and when will the team know whether the plan worked?

Use the team's communication architecture

Brief Align roles, goals, plan, risks, and workload Listen for assignments and unresolved dependencies;
before work begins clarify your role

Huddle Update the plan when conditions, resources, Bring a concise observation or question through the
or priorities change appropriate channel

Debrief Review performance and identify learning Separate fact, interpretation, system condition, and
after the work next improvement

Call-out Make time-sensitive information visible to the Use only as trained and appropriate to your role and
team setting

Check-back / repeat-back Verify that a message was heard and Repeat the key instruction or request confirmation;
understood resolve mismatch

Teach-back Ask someone to explain information or actions Use where authorized; do not turn it into a test or
in their own words performance

LOCAL STANDARD WINS
AHRQ TeamSTEPPS describes these tools, but an institution may use different language or workflows. Learn
the team's actual standard before applying a framework.
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5. Understand the anatomy of a usable handoff

A handoff tool works only when it produces an accurate shared picture and a clear transfer. Mnemonics such
as I-PASS can support memory, but the local protocol and clinical context determine what belongs in the
exchange.

Identity and context Correct patient and relevant setting or service Wrong person, stale context, or
assumptions carried forward

Current state / severity What is stable, changing, uncertain, or urgent A reassuring summary hides volatility or
uncertainty

Brief synthesis Relevant story, working assessment, response to treatment, Chronology without prioritization; copied

and rationale noise

Action list Specific task, owner, timing, and evidence of completion Vague ‘follow up’ language or no named
owner

Contingencies What to watch, threshold for concern, and expected response | Receiver sees the signal but not its
significance

Receiver synthesis Questions, read-back, and restatement of priorities or plan Polite silence mistaken for understanding

Accountability transfer Explicit acknowledgment of who now holds responsibility Information sent, but authority or

responsibility remains ambiguous

Observe a handoff

Which details changed the receiver's priorities?

Which action had a named owner and deadline?

Where was uncertainty or a contingency made explicit?

What demonstrated receipt and understanding?

DO NOT IMITATE BEYOND COMPETENCE
An observer may study structure; a supervised learner may practice within assigned responsibility. Neither
should independently create, alter, or transmit a clinical handoff without authorization.
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6. Escalate concern through the right channel

Hierarchy, time pressure, and fear of being wrong can suppress weak signals. Psychological safety does not
erase standards or accountability. It makes it possible to surface uncertainty, disagreement, and risk early
enough for the team to act.

__ Example structure

1. Notice Separate observation from interpretation ‘I noticed...” or ‘The information | have is...”
2. Clarify Check whether you missed context or an ‘Can | confirm...?” or ‘Has the plan changed?’
update
3. State concern Name the risk plainly and respectfully ‘I am concerned because...’
4. Request / Ask for the next appropriate review or ‘Could we pause and review this with...?’
recommend action
5. Escalate Follow the chain when concern remains or Contact the designated supervisor or use the local safety pathway

urgency requires it

6. Confirm Verify that the concern and next ownership | ‘To confirm, you will... and | should...”
are understood

When the signal may be urgent

e Premedical observers and nonclinical trainees: alert the host or designated clinical supervisor immediately.
Do not assess or intervene independently.

e Medical trainees: follow supervision, service, and institutional escalation rules. Use emergency pathways
when the local standard requires them.

 If the first person cannot or does not resolve a persistent safety concern, use the designated chain of
command or reporting mechanism.

e Document only as required, in the authorized system, and within your role. Never create a private patient
record.

Psychological-safety check

S o

Invitation Do leaders explicitly ask for concerns, uncertainty, and dissent?

Response What happens when someone raises a weak signal or admits a mistake?

Hierarchy Can the least powerful person obtain attention when the stakes rise?

Learning Does the team examine system conditions as well as individual actions?

Repair Are conflict, misunderstanding, and missed signals closed rather than left to compound?

VOICE AND AUTHORITY ARE DIFFERENT
A trainee can have important information without having final decision authority. Speak to the signal, make
your limits visible, and route the concern to someone authorized to act.
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7. Learn from breakdowns without defaulting to
blame

Recurring failures often reveal system structure: relationships, rules, delays, incentives, capacity, information
flow, and purpose. Accountability still matters, but ‘who failed?’ is rarely sufficient to prevent recurrence.

Interface question What to examine

Was the signal available? Missing, delayed, buried, copied, inaccessible, or not sought

Was it interpretable? Ambiguous language, excessive detail, missing synthesis, uncertain source, or stale data
Was ownership explicit? No named owner, conflicting roles, incomplete acceptance, or untracked reassignment
Was there capacity to act? Workload, staffing, time, tools, supplies, beds, scheduling, transportation, or finances
Could people challenge? Hierarchy, retaliation fear, social cost, cultural norms, or prior dismissals

Did the system confirm No acknowledgment, repeat-back, result routing, follow-up, or feedback

closure?

Was there resilience? No backup person, alternate channel, contingency, redundancy, or recovery plan

Did incentives align? Metric, payment, throughput, reputation, or convenience rewarded the wrong behavior

A short learning review

e e

Fact What happened, in sequence, without adding motive?

Meaning What risk, need, or assumption did the event reveal?

Mechanism Which interface condition made the outcome more likely?

Adaptation What should change in role clarity, workflow, tool, timing, backup, or supervision?
Test What evidence would show the change reduced risk rather than shifted it elsewhere?

CHECKLISTS PROTECT; THEY DO NOT THINK
Use a short checklist to guard against predictable omission. Do not let completion replace judgment,
attention, or escalation when the situation does not fit the script.
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8. Turn observation into professional growth

The strongest trainee contribution is not performative certainty. It is reliable preparation, accurate
communication, respect for every role, visible limits, and follow-through.

Capability Behavior to practice Evidence of growth

Role clarity Restate assignment, boundary, supervisor, and escalation Fewer ambiguous tasks; earlier
route clarification
Preparation Review relevant context and local process before joining the Questions become more precise and
work useful
Concise communication Lead with purpose, change, concern, and requested next Receiver can act or redirect quickly
step
Closed loops Confirm receipt, understanding, ownership, and completion Fewer silent assumptions and dropped
tasks
Team awareness Notice hidden work, dependencies, burden, and downstream Better anticipation and appreciation
effects across roles
Speaking up Surface uncertainty or concern respectfully and promptly Risks reach an authorized decision-maker
Reflection Record what changed, why, and what you will do differently A specific behavior changes and is
retested

After a team experience

One contribution | had underestimated:

One interface where information or ownership could be lost:

One communication behavior | will practice:

Supervisor / feedback source: Review date:

ADAPTATION IS NOT OBEDIENCE
Study how effective teams work, but do not copy every local norm. Ask which behaviors protect patients and
coordination, which reflect a setting or style, and which deserve respectful challenge.
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Team and Handoff Observation Record

Use only for education in an approved setting. Record no protected health information or identifying patient
details.

Setting / service / learner role
Supervisor / local standard
Transition or team process observed

Learning question

Shared goal and patient/family role
Roles and decision rights
Information that had to cross
Action, owner, timing

Uncertainty and contingency
Confirmation / closed loop
Constraint or hidden work

Safety / escalation boundary

What | observed directly

My interpretation / confidence
Alternative explanation
Question for supervisor

Behavior to practice and retest

PROTECT THE PATIENT AND THE TEAM
Do not use this worksheet to recreate a chart, evaluate named individuals, or store sensitive information. The
learning target is the interface and your own behavior.
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Further reading and scope

Use this guide for education, observation, and supervised professional development. It is not a clinical
protocol, credentialing document, validated assessment, or substitute for formal team training, institutional
policy, or supervision.

Before using the guide

e Learn the team's current handoff, escalation, documentation, and supervision standards.

e Confirm your role before entering a clinical conversation, accessing information, or accepting a task.
e Use communication tools to support judgment and shared understanding, not to replace them.

* Ask an appropriate supervisor when the boundary, urgency, or next owner is unclear.

Further reading

AHRQ — TeamSTEPPS 3.0

AHRQ — TeamSTEPPS communication and team tools

AHRQ — Handoff tool

The Joint Commission — Inadequate hand-off communication
ACGME — Team Effectiveness Assessment Module

Starmer et al. (2014) — I-PASS multicenter handoff study

CLINICAL REVIEW RECOMMENDED

Before a program, school, or clinical team adopts or distributes this guide as training, an appropriately
qualified clinician and institutional leader should review it against the local workflow, escalation policy,
supervision structure, and handoff standard.

VMBARS — Value Maximization Benefiting All Relevant Stakeholders

vmbars.com/medicine
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https://www.ahrq.gov/teamstepps-program/index.html
https://www.ahrq.gov/teamstepps-program/resources/modules/index.html
https://www.ahrq.gov/teamstepps-program/curriculum/communication/tools/handoff.html
https://www.jointcommission.org/en-us/knowledge-library/newsletters/sentinel-event-alert/issue-58
https://team.acgme.org/
https://pubmed.ncbi.nlm.nih.gov/25372088/
https://vmbars.com/medicine

