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PROBLEM IDENTIFICATION
= The OR lacked a standardized way to communicate
during intraoperative handoff between nurses.
= Critical information was being missed during
handoff report between circulating nurses.
Miscommunication of crucial information puts
patient safety at risk.
P - Ineffective handoff between circulating nurses
during breaks and change of shift.
I - Incorporate a handoff tool to guide the handoff
process.
C - There is no current intraoperative-specific
handoff tool being utilized.
O - Improve circulating nurses' confidence during
handoffs and enhance communication of eritical
information.

EVIDENCE REVIEW
AORN guidelines recommend a structured, face-to-
face handoff using standardized tools (such as
IPASS or SBAR) to ensure accurate and effective
transfer of patient information.
Having an appropriate handoff in the operating
room substantially reduces omission of information
in the shift report. (Nasiri et al., 2021).
For handoffs to be effective, they need to be
coordinated appropriately in a timely fashion
(Frasier et al., 2020).
A standardized tool improves the quality
of exchanged information during handoff (Periop
Today, 2024).

METHOD & RESULTS

= Pre and post surveys were conducted for staff to

report perceived quality of information relayed
during handoff.

= Surveys were anonymous among current OR nurses

with various levels of experience (n=13).
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CHANGE PRACTICE
A workgroup of nurses was formed. All nurses were
surveyed on which components they believed should
be included in handoff communication. Several
versions were proposed & the workgroup developed
a standardized SBAR report for implementation.
The tool increased staff confidence in receiving
crucial patient information.
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EVALUATION
The surveys showed significant improvement in
quality and effectiveness of handoff reports
between nurses.
The handoff tool was shared with nurses at other
New York Presbyterian hospitals and ultimately,
was implemented across all NYP campuses as the
standardized intraoperative handoff tool in the
operating rooms.

CONCLUSION

= A standardized handoff tool optimizes

communication among intraoperative nurses and
ensures patient safety by increasing relay of
necessary information.
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