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 Educated PACU team on PACU Pause process.

* Assessed PACU RNs with 17-item satisfaction
S u rvey O n bed S i d e re pO rt p rOceSS - o Received contact Time to ask questions Orders placed before Felt safe assuming Pt reasonably comfortable

information before Anesthesia left leaving pt bedside the care of the pt before provider left
W Baseline- September 2022 Oct-22 Nov-22 Dec-22



https://doi.org/10.1016/s1553-7250(15)41005-0

	Slide Number 1

