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BACKGROUND

In 2022, an OR nurse resident shared concerns 
about the handover process.  The purpose of this 
project was to update and streamline the tool for 
ease of use.  The educator shared a 6-question 
anonymous online survey with 120 nurses to assess 
handover concerns and the current paper tool 
across Pre-Op holding, OR and PACU.  31 replies 
gave a 25% response rate, with 90% of the 
responses coming from OR and PACU.

Key findings/requests:

•The 3-page tool was viewed as “double charting” 
on paper and in the computer

•Consolidate information—no repetition

•Make the tool more user friendly

•Fill out the tool consistently

•Handover should be done face-to-face

•Anticipate information the next care giver needs

•Consistent and standardized report

•68% agreed 2 questions would be helpful to 
bookend handover:

 Are you ready for report?

 Is there anything else you would like to 
know?

•Begin report with patient verification information

•No rushing

•In PACU, wait to start report until patient 
monitoring equipment is in place.  The circulator 
should help with hooking up monitors.

Handover refers to the transfer of responsibility and 
accountability from one professional caregiver to 
another.  The Joint Commission (TJC) estimates that 
communication errors at the time of transfer of 
patient care accounts for 80% of serious medical 
errors.  Incomplete or missing information poses a 
threat to patient safety in the perioperative setting.  
Professional organizations such as AORN and ASPAN 
recommend handovers at each phase of care, 
standardized tool use and the opportunity for 
questions between caregivers.  (AORN and ASPAN)  

Research specific to PACU indicates that handover 
lapses are more likely to lead to serious outcomes, 
since these patients have undergone general 
anesthesia.  In PACU, the handover is often quick 
and informal, and content is irregularly shared .      
A structured handover process is recommended for 
safety.   A handover tool plus a visual sign of proper 
handover method are positive changes to institute 
(Wang, He & Fong, 2020).

Jaulin, Lopes & Martin (2021) noted issues with 
communication gaps, lack of standardization, multi-
tasking, distractions and time pressures.  They 
proposed beginning with urgent tasks before 
beginning handover, and ending with the 
opportunity to ask questions.  This research 
indicated 30% fewer additional calls from PACU to 
OR for additional information.
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Survey results were reviewed and the form updated 
and edited in 6 rapid-fire trials of 3-5 days each.  
Live comments were considered in the edits, as well 
as having clinical coordinators across Surgical 
Services review the forms for organization and 
necessary content without repetition.

The handover tool was shaved from 3 pages to 2, 
with a new separate section added for anesthesia 
care providers to share information.

Beyond the handover tool, a process for handover was 
written and laminated for placement in PACU patient 
care bays to standardize the expectations for verbal 
handover communication.

There was an initial surge of staff sharing ideas for updates 
during the rapid trials, and by the 6th trial edit, staff were 
satisfied with the changes, and the final tool implemented.

Staff are pleased with the transformation of the handover 
because of streamlining and standardization, and safe 
information transfer throughout Surgical Services. 

In 2018, the initial handover tool project was 
completed and a 3-page tool was used across 
Surgical Services consistently.  At the time, this was 
a great success.

1/17/23  DB

ID 210568273 © Andrey Popov | Dreamstime.com

https://aornguidelines.org/guidelines/content?sectionid=173735251&view=book#173735251
https://www.r2library.com/Resource/detail/0017688396/ch0004s0108

