Implementation of a Standardized OR to PACU Handover at
SickKids an Urban Pediatric Tertiary Care Centre
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Process of Implementation Statement of Successful Limitations

o Practice

Gathered patient safety report trends related to handover ¢ Complla nce with the use of checklist

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

Background

* Omission of important information during
handover due to lack of standardization .
_ . . Audited handovers from OR to PACU o e Del d b d d ti f
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to investigate questions and increase Needs Assessment ) satisfaction with the quality and efficiency anesthesia, surgical staff and trainees

the risk of patient harm (Boat & Spaeth, of communication to deliver safe and
2013) effective patient care

* Implementation excluded the department
Image Guided Therapy (IGT) due to fewer

 PACU nurses expressed concerns regarding
handover where nurses were expected to
complete clinical tasks

Established working group with key stakeholders from surgery, anesthesia, OR and PACU nursing \ ° Ongoing SU rgical staff presence ("’90% number of rad IOIOgIStS and trainees
Developed first draft of the handover checklist and process
attendance) over the last 3 years reflects

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

e Observation data and feedback from interprofessional teams collected and incorporated into final checklist and process u pta ke Of the ha ndover process
Whlle simu |ta neousl receivingeg com |eX e Provided physical resources (laminated checklist and process) and education and training through: Just In Time
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implementation of the handover process

inked to poor communication during
nandover

e Recruited and trained PACU RNs to the Handover Champion Team
e Created and shared a scheduled Handover newsletter with the Perioperative Care team
e Celebrations of best practice and compliance audit communicated

2021 e PACU RN champions provided in-person education for anesthesia trainees OR' PACU Handover PrOjeCt
‘Use the checklist so nothing is missed!’ Scan the QR code below to watch the

OR to PACU handover video:

* Handover observation audits in 2019
revealed low rates (39%) of surgical staff
presence during PACU handover resulting
In poor communication
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We intended to achieve this objective by: Handover Checklist and Process Keller

Figure 1. First Handover Newsletter 2021
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' Plan and Disposition (home, inpatient unit, day stay, IGT) ] * The final handover stage occurs as care is transferred from the anesthetist to the
“Do you have any questions or concermns?” receiving RN M ont h
PACU RN * This process prompt nurses to fill information gaps, allows for clarification, confirmation
Seeks Clarification, Confirms Information Received and Supports the completeness of handover
' “*= PACU RN Visual Check required 2

Figure 2. Current Handover Data




	Slide 1: Implementation of a Standardized OR to PACU Handover at an Urban Pediatric Tertiary Care Centre 

