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Importance
•

In surgical services specifically, multiple patient transfers can
happen in a short amount of time, increasing the opportunities for
communication failures significantly.

•

This increases with each subsequent handoff, creating a potential for
critical data to be missed and serious safety events (The American
Society of PeriAnesthesia Nurses [ASPAN], 2016).

•

Joint Commission (2017) has identified that communication failure is
a contributing cause to sentinel events in the hospital setting.

PICOT Question
“In staff nurses on a pediatric surgical unit (P), how would a
standardized bedside report during the transfer of care (I) compared to
standard procedures for transfer of care (C) affect omission of patient
information (O) at 8 weeks after implementation (T)?”

Review of Literature
•

In the perioperative setting where multiple handoffs can occur in a short
amount of time and Salzwedel et al., (2013) reported that the use of
standardized reports increases the amount of patient information items that
were handed over during transfer of care. Salzwedel et al., (2013)
randomized control trial study, appropriate use of the standardized report
form showed an increase in patient information items being handed off
significantly

•

Scheidenhelm & Reitz (2017) studied nursing compliance before and after
the implementation of the standardized bedside report, showing an increase
in nursing compliance to be significant. Scheidenhelm & Reitz (2017) also
studied that patient satisfaction about communication increased
significantly with question of “nurses kept you informed.”

Review of Literature
•

Mehta et al., (2018) studied how the use of standardized checklists
could help reduce the amount of complications post surgical
intervention. Overall, this quasi-experimental study concluded that
“implementation of SURPASS checklist is effective in reducing the
rate of postoperative complications in both elective and emergency
surgeries” (Mehta et al., 2018, p. 1).

•

Halterman et al., (2019) conducted a quality improvement project
aimed to decrease the amount of patient information that can be
omitted during the postanesthesia care unit (PACU) patient handoff.
The study resulted not only in a decrease in patient information
omission, but also, showed increased compliance with the report
process between nurses

Review of Literature
•

Three themes were identified: "barriers to conducting bedside report,
patient safety, and impact on patient care" (Bigani & Correia, 2018,
p. 85). By the end of this study, nurses reported that preferred this
method of change-of-shift communication practice. Because of this,
Bigani & Correia (2018) supports using bedside report during
transfer of care between nursing staff.

Stakeholders
•

Patients and families

•

Bedside nursing staff

•

Advanced Care Technicians

•

Certified Registered Nurse Anesthesiologist (CRNA),

•

Medical Doctor of Anesthesiology (MDA)

•

Medical Doctor (MD)

•

Nursing Leadership/Management
 Mid level – nursing unit manager
 High level – Chief nursing office, AVPs, nursing directors

Goals and Evaluation
•

The overall goals of this project include
 Decrease length of handoff time from admit to Phase II to RN handoff is
completed
 Improve registered nurse (RN) workflow as evidenced by decreased time to
first documented RN assessment and improved perceptions of nurse
workflow
 Improved patient/family satisfaction scores. the handoff time was defined
as the time patient was admitted to the Phase II unit until the nurse-tonurse handoff was completed.

Timeline

Week One
•Creation of front
of the chart
•Collection of preimplementation
data

Week Two
•Small group
training

Week Three
•Implementation
of standardized
bedside report

Week Four through
Eight
•Postimplementation
data collection

Data Collection
•

Completion rate of bedside report form (form seen in Appendix A)

•

Nurse satisfaction/perception scores from survey

•

Patient satisfaction scores from NRC database

•

Physical assessment times.

Conclusion
•

With communication errors being correlated to sentinel or adverse
events during patient care, it is important to continuously assess and
improve current communication practices.

•

Evidence has showcased that the use of standardized reports at the
bedside is the new standard when communicating patient
information with nursing staff, patients, and families.

•

Collaboration between bedside nurses, charge nurses, and nursing
leadership, practice changes in communication can be implemented
to ensure we provide the safest, evidence-based care.
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