
Improving Communication and Handoff 
Between the Operating Room and NICU 

The process of Operating Room (OR) to Neonatal 
Intensive Care Unit (NICU) handoff report lacked 
standardization. 

A survey was sent to OR and NICU staff. 62% of 
respondents stated that a deficit existed in the 
current process of OR to NICU handoff.  

The survey identified the following issues: 

• Handoff lacked standardization 

• Roles were poorly defined which led to distrust 

• Information was often missed  

• Report was being given multiple times 

 

A multidisciplinary team was formed and included 
members from NICU nursing, OR nursing, 
Neonatology medical staff, Anesthesiology medical 
staff, and an Operations Excellence Engineer.   
 
Observations and video recording of the existing 
state of the handoff process were performed.  
 
Conclusions and observations from current process 
included: 
 

• Report was given multiple times by the same 
provider 

• Work appeared to continue while handoff report 
was being given 

• Average handoff time was 18.8 minutes 

• Report had no clear beginning and end 

• There were large differences in the time for 
patient arrival back to NICU from the OR 
 

Based on the conclusions and observations of the 
current state, an ideal process was drafted and an 
existing checklist was revised.  
 

The ideal process was drafted based on pre-
implementation survey responses. A table top walk 
through of the new process was done and staff 
were educated via live presentations. Team 
members were present and provided guidance and 
prompting for many of the first OR handoff 
processes using the new procedure. 
 
The new process includes the following: 
 

• Using a checklist to relay relevant information 
 

• Executing a specific order of who gives report 
and when 

 

• A process for notification of patient return to the 
NICU in order to assemble all necessary staff to 
hear report one time at the bedside 

 

• Waiting to start report until all parties are present 
and can devote attention to hearing report 

 

• Waiting for the bedside nurse to get the patient 
settled or having a second nurse assist so the 
nurse can listen to report  

Use of the checklist and gathering the team 
members in one place for one report decreased 
the time spent and improved report quality. 

This best practice allows for streamlining of the 
handoff process which in turn allows for a report 
that is: 

• Thorough and efficient  

• Given one time 

• Given to an attentive audience  

• Heard by all involved parties 

• Eliminates the possibility of missed or forgotten 
information 

Evaluation post-intervention was done by direct 
observations. 
 
Results of the post-implementation observations 
include: 
 

• Time spent giving report decreased from 18.8 
minutes to 6.53 minutes 

 

• The checklist was used 88% of the time 
 

• The team waited until the patient was settled 
and the bedside nurse could be attentive to the 
report 88% of the time 

 
Use of the checklist ensures an accurate, efficient 
handoff.  
 
A more thorough process allows for questions 
from the NICU staff to the Anesthesiologist and 
Surgeon before they leave the bedside. 
 
Decreasing report time allows for the surgeon 
and anesthesiologist to return to the OR in a 
timely manner for their next case. 
 

Next Steps  

• Post survey of staff to evaluate perceptions 
of the new process and further education 
needs  
 

• Continued observations  
 

• On-going education to ensure that the 
process continues 
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