
Implementation of a Standardized OR to PACU Handover at 
an Urban Pediatric Tertiary Care Centre 

• Omission of important information during 
handover due to lack of standardization 
can lead to interruptions in PACU and OR 
to investigate questions and increase 
the risk of patient harm (Boat & Spaeth, 
2013)

• PACU nurses expressed concerns regarding
handover where nurses were expected to 
complete clinical tasks 
while simultaneously receiving complex 
patient information

• A review of patient safety events, 
decreased staff satisfaction, and increased 
length of stay were all observed to be 
linked to poor communication during 
handover

• Handover observation audits in 2019 
revealed low rates (39%) of surgical staff 
presence during PACU handover resulting 
in poor communication
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This nurse-led project aimed to improve the 
OR to PACU handover process to facilitate 
stronger interprofessional communication 
and improve patient safety.

We intended to achieve this objective by:

1. Developing a standardized handover 
checklist and process informed by 
evidence-based research and clinical 
feedback

2. Sustaining the standardized handover
practice and process for new staff and 
trainees across disciplines (anesthesia & 
surgical team, OR & PACU nursing) 
through the development of an 
educational video

Objectives

Statement of Successful 
Practice 

• Compliance with the use of checklist 

• Delayed onboarding education of new 
anesthesia, surgical staff and trainees 

• Implementation excluded the department 
Image Guided Therapy (IGT) due to fewer 
number of radiologists and trainees

Limitations

Next Steps

• 90% of survey respondents reported 
satisfaction with the quality and efficiency 
of communication to deliver safe and 
effective patient care

• Ongoing surgical staff presence (~90% 
attendance) over the last 3 years reflects 
uptake of the handover process 

• Leadership support and endorsement 
resulted in approval of mandatory 
handover education to onboard 
perioperative staff and trainees
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2019

Needs Assessment

• Gathered patient safety report trends related to handover

• Conducted nursing focus groups to gather subjective data on OR to PACU handover experience

• Audited handovers from OR to PACU

• Completed literature review and benchmarked handover practice within the organization (completed by 2020)

2020 

Implementation

• Established working group with key stakeholders from surgery, anesthesia, OR and PACU nursing

• Developed first draft of the handover checklist and process

• Launched 1-week pilot with 3 surgical services (ENT, Dentistry, General Surgery)

• Observation data and feedback from interprofessional teams collected and incorporated into final checklist and process

• Provided physical resources (laminated checklist and process) and education and training through: Just In Time 
training, practice stations, and didactic teaching

• Go-live in all surgical services

• Recruited and trained PACU RNs to the Handover Champion Team

• Created and shared a scheduled Handover newsletter with the Perioperative Care team

• Celebrations of best practice and compliance audit communicated

• PACU RN champions provided in-person education for anesthesia trainees

2022-2023 

Sustainability

• To ensure adoption of practice and sustainability, an educational handover video was developed

• Reduced human resources needed to provide education

• Approval from Perioperative Executive Committee and Medical Affairs Committee to mandate Handover education to 
perioperative staff

Handover Checklist and Process
Figure 1. First Handover Newsletter 2021

Figure 2. Current Handover Data
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Scan the QR code below to watch the 
OR to PACU handover video:
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