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ABSTRACT 

 

     The perioperative environment is complex, it encompasses multiple teams of health 

professionals and numerous transitions of patient care, requiring effective teamwork and 

communication to avoid negative patient outcomes. Clinical handover provides the critical 

bridge between professionals; it is an important ritual which, not only provides a sense of 

professional achievement and personal satisfaction for the nurse, it ensures a safe transition 

of care for the patient.   

Aim of the study 

The aim of this research was to identify current practice in handover from the theatre 

nurse to the post anaesthetic care nurse in the New Zealand perioperative setting.   

Research design and method 

     A quantitative research design was chosen using descriptive statistics, to gain a broad 

understanding of perioperative handover in New Zealand, about which little is known.  

Data collection via an online self-completed questionnaire elicited the opinion, 

observations and experiences of perioperative nurses from a wide a range of surgical 

hospitals throughout New Zealand.  Interest in the study was solicited through 

communication with the New Zealand Perioperative Nurses College. 

Findings and Recommendations 

One hundred and thirty survey responses met the study’s criteria and were included in 

the data analysis.  The results illustrate that perioperative nurses in New Zealand are 

experienced, adaptable in their practice and regularly engage in face-to-face verbal 

handover.  It is also clear that most perioperative nurses are satisfied with nurse-to-nurse 

handover. 

Barriers to effective verbal handover in the perioperative environment were identified, 

with the receiving post anaesthetic care nurse being required to multitask, and therefore not 

actively listening highlighted.  In addition, collegiality between nurses and a ‘handover 
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pause’ for verbal handover were important to nurses, and factors identified that enabled the 

safe transfer of information.   

International literature has a plethora of suggestions on how to overcome 

communication barriers and how to mitigate error, with many of those suggestions being 

integrated into the New Zealand health care system.  Indeed, that a culture of patient safety 

exists to some extent in the New Zealand perioperative environment is the overriding 

impression from the survey results.  There appear to be systems, such as, standardised 

models to guide verbal handover, and an awareness of appropriate nurse behaviours which 

results in nurses working together to achieve safe transitions in patient care.   

One recommendation to come from this study was for a formal ‘handover pause’ to be 

instigated in the post anaesthetic care unit, so all the health professionals involved in 

handover can actively engage in the communication process.  Additionally, in the interests 

of patient safety, face-to-face verbal handover in combination with a written framework of 

documentation is recommended.  Provision of education on how to conduct effective 

nurse-to-nurse handover also needs to occur.   

 

The results of the current study have identified numerous opportunities for future 

research, both in New Zealand and internationally.  It is clear there is a dearth of literature 

specifically on nurse handover in the New Zealand perioperative setting, with this study 

providing the foundation from which future research can occur.   
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GLOSSARY 

Clinical Handover: clinical handover, handover or patient handover is the system by 

which professional responsibility and accountability for immediate and ongoing patient 

care is transferred between healthcare professionals. 

District Health Boards (DHBs): the New Zealand ‘public health system’. The 20 DHB’s 

in NZ are monitored and funded by the Ministry of Health. Individual DHB’s are 

responsible for providing or funding the provision of health services in their district.  

Health Quality and Safety Commission NZ (HQ&SC): a government funded 

commission whose role is to improve the quality and safety of health and disability 

services, through leadership and coordination of quality improvement 

ISBAR: a communication tool – Identify- Situation- Background- Assessment- 

Recommendation, designed to facilitate accurate information transfer 

Kawa whakaruruhau: Māori language word meaning cultural safety 

Ministry of Health (NZ): the New Zealand governments principal advisor on the health 

and disability system, responsible for directing and prioritising publicly funded healthcare 

in New Zealand.    

New Zealand Nurses Organisation (NZNO): is a union and professional body for 

nursing in New Zealand. The Perioperative Nurses College (PNC) is a specialised college 

affiliated to NZNO 

Perioperative environment: The perioperative environment is the area utilised (usually in 

a hospital) immediately before (preoperative unit), during (theatre) and after (PACU) the 

performance of a clinical intervention or clinically invasive procedure. 

Perioperative handover: is the system by which professional responsibility and 

accountability for immediate and ongoing patient care is transferred between healthcare 

professionals in the perioperative environment.  Perioperative handover could occur 

between nurses, anaesthetist to nurse, surgeon to nurse. 

https://en.wikipedia.org/wiki/M%C4%81ori_language
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Perioperative nurse: perioperative nurses provide perioperative care to patients and their 

families through the continuum of care. Perioperative nursing care is provided in a variety 

of settings including, but not limited to, outpatient departments, day surgery units, 

intervention and investigative units, radiological departments, surgical inpatient units, 

operating theatre, and post anaesthetic care units. 

Pounamu: Māori-language word for greenstone 

Sentinel event: any unanticipated event in a healthcare setting resulting in death or serious 

physical or psychological injury to a patient or patients, not related to the natural course of 

the patient's illness  

Standardised handover: whereby the handover is structured, following a planned 

framework 

Tangata whenua: NZ Māori, indigenous New Zealander 

Taoka/Toanga:  Māori language word which refers to a treasured possession 

Tapu: Māori language word meaning holy, sacred, prohibited, restricted, set apart, or 

forbidden 

Te Runanga o Aotearoa: a group of NZNO health professionals who represents the 

concerns and interests of Māori nurses in New Zealand 

The Joint Commission (TJC): an independent, not for profit organisation in the United 

States which, through accreditation and certification, seeks to continuously improve health 

care for the public by evaluating health care organisations and inspiring them to excel in 

providing safe and effective care of the highest quality  

Treaty of Waitangi: The Treaty of Waitangi was a treaty signed in 1840 by 

representatives of the British Crown and the Māori chiefs of NZ.  The NZ Nursing 

Council’s Code of Conduct requires nurses to practice in a culturally safe manner, and 

practice in compliance with the principles of the Treaty of Waitangi. 

Whānau: Māori-language word for extended family 

https://en.wikipedia.org/wiki/M%C4%81ori_language
https://en.wikipedia.org/wiki/M%C4%81ori_language
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World Health Organisation (WHO): a specialised agency of the United Nations 

responsible for directing international public health, and to lead partners in 

global health responses 
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CHAPTER ONE: Introduction and Background 

This thesis presents findings from a study about nurse to nurse handover in the 

perioperative care setting.  A survey of both theatre and post anaesthetic care nurses from 

across New Zealand provided insight into whether they were satisfied with nurse handover 

and explored whether they believed nursing handover impacted on patient outcomes. 

The first chapter is divided into three sections, the introduction, background and thesis 

outline.  Section one introduces patient safety and leads on to the significance, purpose, 

and aims of the current study.  Due to handover being the focus of the study, the 

background section commences with an overview of clinical handover.  To provide further 

context for the importance of handover, a brief description of the New Zealand health care 

system, the perioperative environment, and cultural considerations of nursing in New 

Zealand concludes the background section.  Section three provides an outline of the thesis 

chapters. 

 

Section One: Introduction 

Patient safety 

Patient safety is the enduring ethos underpinning the health care system both in New 

Zealand (NZ) and worldwide, yet “hospitals are not as safe as generally believed” (Bergs 

et al., 2014, p. 150).  Indeed, it is reported that communication errors are a leading cause of 

adverse events in hospitals.  Research conducted by The Joint Commission (TJC), found 

an estimated 80% of sentinel events in the United States (U.S.) health environment involve 

poor communication, specifically during handover (The Joint Commission [TJC], 2010). 

Although there has been little research conducted in NZ on clinical handover, the 2014 

NZ Health Quality and Safety Commission (HQ&SC) report identified breakdowns in 

communication and teamwork as contributing factors in over half the errors reported to the 

Commissioner (Heath Quality & Safety Commission [HQ&SC], 2014).  As a result of 

national concern about errors, patient safety initiatives, such as the World Health 

Organisations’ (WHO) Surgical Safety Checklist (SSC), and the HQ&SC ‘Reducing 
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Perioperative Harm’ programme are now integral to the New Zealand health care system, 

with the aim of improving the quality of care provided to surgical patients (HQ&SC, 

2014). 

While the two initiatives go some way to addressing safety, the perioperative 

environment is complex.  Each surgical procedure encompasses multiple teams of health 

professionals and numerous transitions of patient care (Nagpal et al., 2010), meaning that 

the opportunity for mistakes is high.  Multiple teams from separate disciplines could 

include; the surgeon, the surgeons’ assistant, the anaesthetist, the anaesthetists’ assistant, as 

well as the theatre nurses and the PACU nurses, to name just a few health professional 

teams seen in the perioperative setting (Entin et al., 2006).  Clinical handover is the mode 

of communication that provides the vital link between health professionals and must be 

effective at all transitions to avoid negative patient outcomes (Segall et al., 2012).  It has 

been suggested that to improve patient safety, clinical handover, both verbal and written 

ought to be standardised, to emulate the safe practices used in settings with high 

consequences for failure (Patterson et al., 2004), and be conducted in a way which takes 

into account the challenging post anaesthetic care unit (PACU) environment (Reine, 

Raeder, et al., 2019). 

Significance of the study 

Widely published safety concerns in the perioperative setting in relation to poor 

communication together with the current researcher’s knowledge of improvements 

achieved as a result of nurses using a structured verbal handover, have provided the 

impetus to conduct this study.  Additionally, although there is a plethora of literature 

published on handover in general (Mardis et al., 2016), international research on nursing 

handover in the perioperative setting is uncommon.  Indeed, research undertaken in NZ on 

nursing handover is scarce and none is specific to clinical handover from the operating 

theatre (OT) nurse to the PACU nurse. 

The researcher’s involvement in clinical handover improvement commenced in 2012 at 

a private surgical hospital in NZ, with the design and introduction of a standardised 

‘PACU Handover Model’ to guide verbal handover from the PACU nurse to the ward 
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nurse. This quality initiative has shown, through internal audit that handover became more 

concise, systematic, timely, consistent, relevant, and client centred, implying improved 

safety for the postsurgical patient.  In 2014 a standardised handover model was introduced 

into the same hospital to guide the OT nurse to PACU nurse handover.  The researcher has 

observed a more comprehensive patient assessment and transfer of information as a result 

of this second initiative.  The improvement to perioperative nurse handover and 

subsequently to patient safety observed, due to standardisation, has provided the rationale 

for the researcher to undertake this study, and highlights the significance of the current 

research.  Although this study is primarily about nursing practice in NZ, the results will 

have global significance.  The study’s outcome also provides a valuable baseline for 

national and international research and for future education on clinical handover.  This will 

be significant not only for perioperative nursing but for nursing in general.  

Purpose statement 

The purpose of this study was to gain an understanding of handover practice in the 

perioperative setting throughout New Zealand, to provide a basis of knowledge from which 

education strategies could be developed, as well as being a source of potential hypotheses 

to guide further research. 

Research question 

What is the current practice in relation to clinical handover in the post anaesthetic care 

unit, as experienced by perioperative nurses? 

Specific aims were to: 

1. Identify the methods used by theatre personnel to provide clinical handover to the 

post anaesthetic care unit nurse; 

2. Explore the perioperative nurses’ perception and their degree of satisfaction with 

clinical handover; 

3. Identify barriers and enablers encountered during verbal clinical handover; 

4. Explore whether the intraoperative surgical safety checklist (SSC) has influenced 

the operating theatre nurse handover as the result of a flow on effect;  
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5. Explore whether nurses integrate cultural awareness into their clinical handover. 

 

Section Two: Background 

Clinical handover   

Clinical handover is more commonly called handover, patient handover, report or shift 

report, and in other countries may be referred to as handoff or sign-over (Johnson et al., 

2013; Mayor et al., 2012).  Handover is defined by TJC (2017) as “passing patient specific 

information from one caregiver to another or one team of caregivers to another for the 

purpose of ensuring the continuity and safety of that patient’s care.” (p. 1).  Broadening the 

definition, clinical handover is also a moment of shared cognition between health care 

professionals (Manser et al., 2010), allowing for questions to be asked and care details 

clarified. The nurse report must diligently handover all relevant patient information to the 

next nurse, or as explained by the Australian Department of Health (2010) handover must 

be “complete, concise, concrete, clear and accurate” (as cited in Johnson et al., 2013, p. 

496). 

The literature describes four main styles of nursing handover; written, tape recorded and 

handover conducted at the bedside, in addition to the traditional verbal handover dating 

back to the 1800’s (Kerr et al., 2011; Scovell, 2010).  In recent years the standardised 

electronic handover report form has been introduced to some hospitals, to provide a means 

for consistent timely handover (Weinger et al., 2015).  In the perioperative environment 

handover is generally both verbal and written, between nurses and between doctors and 

nurses, usually at the bedside.  It is required practice for the anaesthetist to provide a 

handover to the PACU nurse, but it is less evident in the literature whether verbal handover 

occurs from the OT nurse to the PACU nurse.  Nonetheless, Hatfield (2014) stated in the 

preface of her published work “it is most important that the nurse … and the anaesthetist 

accompany the patient to the recovery room and each give a full handover … maintaining 

the chain of trust and care for the patient” (p. xi). 
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Nurse to nurse handover 

Since the late 19th century clinical handover has been intrinsic to nursing; in both the 

oral and written form, serving as the primary source of patient information for the next 

nurse providing care (Kerr et al., 2011).  Clinical handover is an important nursing ritual, 

which as well as ensuring safe transition of care for the patient provides a vital social 

function for the team (Manser & Foster, 2011).  Manser and Fosters’ view is consistent 

with the findings from Staggers and Blaz (2013) literature review which further 

emphasised the importance of the ritualistic nature of verbal handover, whereby “handoffs 

are a cultural phenomenon….having common norms, expectations and codes of behaviour” 

(p.258) and should be retained.  Handover provides both psychological and social 

protective functions for nurses, as well as serving the important function of patient 

information transfer (Staggers & Blaz, 2013).  The collaborative relationship between 

nurses at handover is not only integral to ensuring safe patient outcomes, it also facilitates 

the holistic care of the patient (Sabet Sarvestani et al., 2015).  The verbal discussion of 

social issues, the patient’s fears and concerns, surgical events, and so forth is passed to the 

next nurse enabling a smooth transition of professional nursing care (Seifert, 2012). 

Within the perioperative environment, patient advocacy has been incorporated into the 

nurses professional role, whereby they protect the surgical patient from harm (Sundqvist et 

al., 2016).  Patient advocacy could include the nurse speaking up for the patient, preserving 

the patients’ values or ensuring the patient has understanding of their surgical procedure 

(Sundqvist et al., 2016).  Perioperative nurse handover is one other important advocacy 

role, commencing with the preoperative nurse who shares patient information deemed to 

be relevant with the theatre nurse, usually in the written format and sometimes verbally  

(Seifert, 2012; Sundqvist et al., 2016).  Continuity is maintained through the chain of 

communication with the theatre nurse consequently handing over responsibility of care to 

the PACU nurse, who will hand over to the ward nurse (Seifert, 2012).   

Anaesthetist to nurse handover 

In contrast to the goals of the nurse to nurse handover, the anaesthetist to the PACU 

nurse handover reports the patient’s medical condition, and outlines the anaesthesia and 
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surgery, transferring responsibility for management of the patients recovery from 

anaesthesia phase to the PACU nurse (Segall et al., 2012). 

 

The New Zealand health system   

To provide context to the importance of effective and efficient clinical handovers, it is 

useful to explore the nature of surgical care in NZ.  The NZ Ministry of Health (2018) 

reported over 335,000 publicly funded surgeries were performed in NZ in the year from 

2017 to 2018, and in addition, although not all private hospitals report their data to the 

Ministry of Health, over 200,000 private surgical procedures were reported in the year 

2016 to 2017.  While less than global figures, there are estimates in excess of 300 million 

operations performed each year (World Health Organisation [WHO], 2012), this is still a 

significant number of surgeries for NZ, requiring frequent transitions in patient care, 

worthy of an exploratory study. 

There are both public and private healthcare systems in New Zealand. The public 

hospitals are organised geographically into 20 District Health Boards (DHB’s), providing 

free hospital-level care to New Zealanders who meet criteria for surgery. In addition to the 

public system there are 40 surgical hospitals in the private sector throughout NZ, which 

work alongside the public system providing some urgent but mostly elective, non-urgent 

surgical care.  Patients are required to pay for their treatment in the private system, either 

through private health insurance or self-funding. A proportion of surgery in private 

hospitals is funded by the DHB to ensure timely surgery for those who are waiting for non-

urgent surgery or by the government through the Accident Compensation Corporation 

(ACC). In addition to ACC providing comprehensive no-fault personal injury cover for NZ 

residents and visitors to NZ, the ACC describes its function is to prevent injury and to aid 

in rehabilitation post-accident (Accident Compensation Corporation [ACC], n.d.). 

The NZ private hospital association estimates that around 50% of elective surgery in 

New Zealand is carried out in private surgical hospitals (NZ Private Surgical Hospital 

Association [NZPSHA], n.d.).  This figure is expected to increase due to the growing 
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elderly population in New Zealand and the pressure on already busy, financially 

constrained public hospitals. 

As previously discussed in this chapter, patient safety is of fundamental importance to 

the NZ health care system, as it is worldwide.  New Zealand has followed the WHO and 

TJC’s lead in improving patient care through the NZ Health Quality & Safety Commission 

campaign ‘Open for better care’ (HQ&SC, 2012).  A major emphasis of this campaign 

being the ‘Reducing Perioperative Harm Programme’ which promoted the use of the SSC 

in NZ theatres.  Subsequently, the NZ HQ&SC extended its ‘Reducing Perioperative Harm 

Programme’ to include teamwork and communication in response to international research 

(HQ&SC, 2015), which indicated that although the SSC is utilised, the teamwork and 

communication could improve (Bergs et al., 2015). 

The perioperative environment   

Health professionals across the globe differ in how they refer to theatre, operating 

theatre, operating room (OR), operating suite, or theatre suite.  The researcher 

acknowledges all these terms are interchangeable for ‘the perioperative environment’.  

There are three phases of perioperative care: preoperative, when the patient is prepared for 

surgery; intraoperative, when the surgery takes place; and postoperative, when the patient 

is recovered from anaesthesia and surgery in a specialised unit (Sundqvist et al., 2016).  

The perioperative team is multi-disciplinary (Nagpal et al., 2010): it consists of clinical 

staff, namely the surgeon, anaesthetist, anaesthetic technician and nurses, plus allied staff. 

Care and responsibility are transferred between health professionals of varying disciplines 

during the surgical patient’s journey (Nagpal et al., 2012).  There are at least six 

transitional phases where information exchange occurs: preadmission nurse to admission 

nurse; admission nurse to anaesthetic technician; anaesthetic technician to anaesthetist and 

theatre nurse; anaesthetist to PACU nurse; theatre nurse to PACU nurse; and PACU nurse 

to postoperative ward nurse.  Although there is some variance when comparing 

perioperative environments globally, the patient’s journey is similar in most countries, 

governed by internationally respected standards, for example, the WHO ‘Safe Surgery’ 

Guidelines’ (WHO, 2009). 
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The NZ Perioperative Nurses College (2016) ‘Knowledge and Skills Framework’ lists 

the various roles of the theatre nurse, including “Responds …to the patient’s physical, 

social, emotional, cultural and spiritual needs” (p.28), and is involved in nursing 

handovers; implying that provision of holistic care for the patient undergoing surgery is 

pivotal to theatre nursing. 

The post anaesthetic care unit   

The PACU, commonly called the ‘recovery room’ in NZ and abroad, is the end phase of 

the perioperative continuum (Preston & Gregory, 2015).  The PACU is staffed in New 

Zealand by registered nurses, and in some countries by operating department practitioners 

(ODP’s); who care for the patient in the immediate post-operative period.  The PACU 

nurse assesses and stabilises the surgical patient, and once they meet set criteria the patient 

is transferred to another area (Stannard & Krenzischek, 2012).  The other area could be a 

day stay unit, surgical ward, or another critical care area depending on the surgery and the 

patient status. The length of time the patient is in the PACU varies as per the type of 

surgery, the type of anaesthetic and the patient’s medical history.  It may be from a 

minimum of thirty minutes up to several hours for the more complex patient (Hatfield, 

2014). 

The PACU is a critical care unit, where the basic life sustaining needs of the patient are 

of primary importance, requiring prompt assessment and close monitoring (Hatfield, 2014; 

Stannard & Krenzischek, 2012).  PACU nursing is challenging, as described by Smedley 

(2012) “in no other clinical specialty does the patient experience such rapid change in 

clinical status” (p. 23) as they wake from surgery and anaesthesia.  This vulnerability 

necessitates a close collaboration with standardised communication between the OT staff 

members and the PACU nurse to ensure safety for the patient (Redley et al., 2016). 

The patient is transferred from OT to the PACU by the anaesthetist, and depending on 

the hospital process, the theatre nurse.  The transition in patient responsibility to the PACU 

nurse not only includes clinical handover from the OT staff but also the transfer of 

monitoring equipment, whilst the PACU nurse concurrently assesses the patient to identify 

and anticipate adversity (van Rensen et al., 2012).  
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Patient safety in theatre  

The perioperative environment is an area of high risk for the patient; it is highly 

complex, with a rapid turnover of patients requiring frequent transitions in care (Entin et 

al., 2006).  When a patient undergoes surgery “they are at one of the most vulnerable times 

of their life” (Hatfield, 2014, p. 464).  Indeed, international research has found that adverse 

events are disproportionately high for surgical patients (Amato-Vealey et al., 2008), but a 

clear majority of patients undergo surgery without adversity.  Teamwork and standardised 

safety measures that are in place maintain “a careful production line approach” to care 

(Hatfield, 2014, p. 463), contributing to the outcome for this majority. 

Safety protagonists of note are the WHO and The Joint Commission.  The WHO SSC 

has been introduced to theatres globally to improve the safety of surgical procedures, 

reduce errors and therefore provide a safer experience for the patient (Collins et al., 2014).  

In addition to the theatre personnel having a team briefing prior to surgery and debrief at 

the end of the surgical list, the SSC involves three steps.  The three steps encompass ‘Sign 

in’, ‘Time out’, and ‘Sign out’, where for each individual patient all theatre staff are 

expected to stop and listen while the safety checklist is verbally confirmed (Ronnberg & 

Nilsson, 2015).  The ‘Sign out’ phase prompts theatre personnel to identify patient 

concerns that are required to be handed over to the PACU nurse. Although this study is not 

about the SSC, it is an important facet for patient safety and does impact positively on 

communication in theatre and subsequently to clinical handover between theatre and 

PACU (Collins et al., 2014).  In addition, health standards in the United States are set and 

monitored by TJC, an accreditation organisation whose mission is to improve, evaluate and 

inspire safe and effective health care (TJC, n.d.).  TJC made handover improvement one of 

its 2009 National Patient Safety Goals; stating handover should be a structured and 

standardised process (Petrovic et al., 2012). 

Cultural awareness 

    Cultural safety is integral to nursing in New Zealand with nursing practice underpinned 

by the principles of the Treaty of Waitangi (Theunissen, 2011).  The Nursing Council of 

New Zealand (NCNZ) Competencies for registered nurses, 1.2 states “apply the principles 

of the Treaty of Waitangi/ Te Tiriti o Waitangi to nursing practice” and 1.5 nurses in a 
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manner that the client determines as being culturally safe (NZNC, 2016, p. 10).  To 

maintain their practicing certificate NZ nurses present evidence to the NCNZ showing how 

their practice meets competencies 1.2 and 1.5, in addition to a further 18 competencies.  In 

acknowledging the health inequalities and the differing socioeconomic status of Māori and 

non-Māori patients, the aim is for culturally safe nursing care to go some way towards 

achieving better health outcomes for Māori (Theunissen, 2011). Cultural safety is a broad 

concept which encompasses all cultures, not just ethnicity, and as stated by Richardson et 

al. (2009) it is only the patient that can judge whether culturally safe practice is present.  

That being said, as recommended by the University of Otago Māori Research Advisor, the 

researcher wished to identify whether cultural care practices for the NZ Māori patient were 

present in the perioperative setting, and whether those cultural aspects were incorporated 

into the nurse handover.  The researcher was cognisant, when wording the survey question 

regarding cultural safety, that evidence establishing ‘cultural safety’ could not be achieved 

from a survey exploring nurse handover.  Therefore, the phrase cultural ‘awareness’ has 

been interchanged for ‘safety' in this thesis. 

 

Section Three: Outline of Chapters 

This thesis is presented in five chapters.  Chapter one has provided the purpose of the 

study and introduced the broad concepts of patient safety and clinical handover in the 

perioperative setting.  The next chapter explores published research pertinent to clinical 

handover, predominantly in the perioperative setting.  Literature, both qualitative and 

quantitative, relating to nursing and medical handover, is reviewed.  The key focus of the 

literature review was to explore: theatre nurse / anaesthetist handover to the PACU nurse, 

verbal handover structure, handover enablers and barriers, the degree of nurse satisfaction 

with handover, and perioperative patient safety.  

Chapter three describes the research design and methods used in the study.  The 

rationale for a quantitative approach will be considered as well as development of the 

survey questionnaire.  In addition, chapter three outlines population, sampling and 

recruitment, concluding with privacy and ethical considerations.   
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The results of the survey are presented in chapter four, commencing with respondents’ 

demographic information and outlining perioperative handover practice in NZ.  Data which 

identifies whether nurses have satisfaction with handover is presented and enriched with 

written responses.  The results are presented in the same order as the survey structure. 

 Finally, in chapter five, discussion on what the findings from the survey add to the 

body of knowledge on perioperative handover.  Limitations of the current study will be 

considered, with recommendations for clinical handover improvements identified.  The 

thesis will conclude with implications for nursing practice and recommendations for future 

research. 

 

Conclusion 

Chapter one introduced the reader to patient safety and clinical handover, explaining the 

significance of the study in the perioperative setting.   The purpose and aims of the current 

study were outlined and the perioperative environment described.  The chapter introduced 

the reader to the New Zealand health care system and concluded with an explanation of 

cultural safety / awareness, in regard to the Treaty of Waitangi/ Te Tiriti o Waitangi, which 

influences nursing practice in NZ. 
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CHAPTER TWO: Review of the Literature 

The purpose of this exploratory study was to gain an understanding of perioperative 

nurse handover in NZ.  The broad nature of the study’s aims necessitated a wide search of 

the literature and is described in this chapter.  The literature review provided content for 

the study’s questionnaire development and identified the gap in knowledge regarding 

perioperative nurse handover. 

The search strategy used to obtain literature is explained in section one with the 

rationale provided for the review parameters set.  The second section explores 

perioperative clinical handover and considers nurse satisfaction with handover.  Key 

themes of a patient safety culture, such as, system effectiveness and individual nurse 

behaviours that influence perioperative handover are identified in section three.  Chapter 

two concludes with recommendations for handover improvement and identifies the gaps in 

the literature.  

 

Section One: Search Strategy  

The initial search of databases included Ovid, CINAHL, ProQuest and PubMed using 

the keywords listed, both singularly and in combination using Boolean operators.  The 

keywords were: nursing, handover, handoff, perioperative, operating theatre, operating 

room, post anaesthetic care unit, recovery, nurse satisfaction, communication tool, patient 

safety, transition in care. 

These initial broad searches identified an abundance of perioperative handover 

literature.  However, published material found was predominantly research focussing on 

the anaesthetist’s handover of the surgical patient to the PACU nurse or to the intensive 

care unit.  In contrast, there was a paucity of literature specific to handover from the theatre 

nurse to PACU nurse, which initially, was the focus for final selection of articles.  On that 

basis, the search parameters were broadened to include anaesthetic handover.  Preference 

was given to those publications that not only researched the anaesthetist’s handover, but 

the study also included the theatre nurse to PACU nurse handover.  Articles were also 

selected if they included nurse attitudes and communication behaviours associated with 
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handover and provided insight to perioperative patient safety.  As most handover research 

has been in recent years, the dates from 2000 to 2019, were set.  These dates were chosen 

because it was important that the selected literature had relevance to today’s health 

environment.  Inclusion criteria included full text articles published in peer reviewed 

journals and published in English.  Grey literature was excluded.  

The initial search resulted in 56 articles, with 16 articles selected after abstract review 

and according to their relevance to perioperative nurse handover.  Reference lists were 

further scrutinised for relevant studies not found in the initial searches, with a further four 

articles found.  A further literature search was conducted towards the end of the thesis.  

This search resulted in six more recent studies identified, which have been integrated into 

the final review.  See Appendix 1 for the list of 24 articles selected for this review.  There 

were no studies based in New Zealand. 

 

Section Two: Perioperative Clinical Handover  

Most of the literature on nurse to nurse handover covers nurses working in a range of 

clinical areas.  A recent review focused on handover from theatre personnel to the PACU 

nurse and from that review concluded the handover information needed to be complete, 

particularly because “PACU nurses are considered the only ‘bridge’ in transferring 

information from the operating room to the next point of transition in care” (Clarke et al., 

2018, p. 32).   Although the Siddiqui et al. (2012) study was included in the Clarke et al. 

review, it is noteworthy to further consider from that study Siddiqui et al. warned that, in 

addition to incomplete communication, a lack of leadership and poor teamwork in the 

PACU during clinical handover may lead “to dangerous clinical mistakes” (p.439) and 

therefore to patient harm. 

In addition to being a critical bridge in the communication chain, a crucial role of the 

perioperative nurse is to implement best practice and be the patient’s advocate (Robinson, 

2016; Sundqvist et al., 2016), because once the patient is anaesthetised they are not able to 

participate in their care.  The vulnerability of the unconscious patient on transfer to the 

PACU, who requires constant monitoring in addition to the PACU nurse concurrently 
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receiving verbal handover, has been the impetus for numerous studies, many of which 

recommend standardised handover in a focused environment to ensure effective 

information transfer (Clarke et al., 2018; Reine, Rustoen, et al., 2019; Segall et al., 2012).  

Notably, the literature included in the Clarke et al. and Segall et al. reviews focussed on the 

anaesthetist to PACU nurse handover, and were all overseas studies, highlighting the gap 

in knowledge of nurse-to-nurse perioperative handover. 

Nurse satisfaction with handover 

Literature which explored perioperative nurses’ degrees of satisfaction with clinical 

handover was limited.  Published literature has often been concerned with nurses’ 

dissatisfaction with handover, with studies reporting handover is incomplete, occurs in a 

distracting environment, lacks relevancy (Segall et al., 2012), and takes too much time, 

increasing pressure on the nurse workload (Kilic et al., 2017), being the most often 

expressed reasons for dissatisfaction   The evidence suggests an increase in perioperative 

nurse satisfaction with the introduction of a handover protocol (Petrovic et al., 2015).  

Several other studies concluded the degree of teamwork and PACU nurse satisfaction 

increased after the introduction of a structured handover checklist, which increased the 

quality of patient information transferred, reduced information omissions and provided a 

focus for ensuring relevance of that information (Caruso et al., 2015; Funk et al., 2016; 

Nagpal et al., 2013). 

Alternatively, a recent Norwegian study, which sought to assess handover quality and 

perioperative nurses’ perception of verbal handover, found a discrepancy in satisfaction 

levels between theatre and PACU nurses, with the handover provider expressing greater 

satisfaction than the handover recipient (Reine, Raeder, et al., 2019).  The reasons for 

differences in perception were complex, with Reine, Raeder et al. identifying factors other 

than the completeness of the information handed over, may have affected the nurses’ 

perception.  Factors such as different nursing roles, patient acuity, time constraints, lack of 

handover preparedness, and timing of the handover were all influential on the degree of 

nurse satisfaction.  This finding is consistent with the earlier study from Petrovic et al. 

(2015), who also identified a discrepancy between the handover provider and the PACU 

nurses’ level of satisfaction.  Perceptions of incomplete transfer of information were 
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responsible for the PACU nurse to feel less satisfied than the theatre nurse, despite the 

handover being structured. 

 

Section Three: Culture of Patient Safety 

Although there is a plethora of literature on the relationship between clinical handover 

and patient safety, there are few studies focussing on nurse handover in the perioperative 

environment.  Nevertheless, the few publications found do support perioperative nurse 

handover as important in ensuring patient safety (Caruso et al., 2015; Lillibridge et al., 

2017), and an important contributor to achieving a culture of patient safety (Robinson, 

2016; Rose & Newman, 2016). 

The term safety culture has been embraced by high risk organisations to improve safety 

(Halligan & Zecevic, 2011) and in healthcare a culture of patient safety refers to having 

both system effectiveness and individual performance to reduce harm to patients 

(Barnsteiner, 2011).  There is an abundance of literature that exists on the importance of 

having standardised handover to ensure patient safety, as in an effective system, but to 

achieve a culture of patient safety, the knowledge, skills and attitudes of the individuals 

involved in handover must be considered also (Barnsteiner, 2011).  In the same way a 

quantitative study by Streeter et al. (2015) which examined nurses’ perception of shift 

handover in a U.S. general hospital, found engagement during handover fostered a culture 

of safety which not only meant “nurses work together to promote quality patient care” 

(p.298), but also improved the nurses’ sense of job satisfaction through sharing of concerns 

and expression of feelings. 

Amato-Vealey et al. (2008) proposed that a culture of patient safety in the perioperative 

setting was fostered through face-to-face standardised communication, which set the 

expectation for both parties of what information would be exchanged.  Correspondingly, 

the findings of the Streeter et al. (2015) study agreed with Amato-Vealey et al’s safety 

culture, but also emphasized that it was both the socio-emotional communication 

behaviours in conjunction with the expected informational exchange that occurs during 

nurse handover that improves the quality and safety of patient care.  Socio-emotional 
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behaviours could be the nurse demonstrating warmth, concern and respect, sharing of 

values or allaying nurse anxiety during handover (Rose & Newman, 2016; Streeter et al., 

2015).  Furthermore, a culture of safety could encompass other enablers, such as a sense of 

collaboration where patient discussion occurs between colleagues and verification that 

pertinent patient information was received and understood by the recipient; culminating in 

an increased sense of trust with the information received (Reine, Raeder, et al., 2019; 

Streeter et al., 2015). 

Identified enablers and barriers to effective handover   

Adverse events in patient care can be attributed to inadequate and inaccurate 

communication between perioperative health professionals (Nagpal et al., 2013).  

Numerous factors are identified in the literature on what are considered to be enablers or 

barriers to effective clinical handover.  Enablers to effective handover could be achieving 

protected time to conduct handover, having the opportunity to seek clarification of 

information, or the handover being standardised (Rose & Newman, 2016; Segall et al., 

2012).  On the other hand, factors such as, the noisy PACU, multitasking nurses, 

information overload, lack of consistency, and time constraints in the perioperative 

environment have been identified as barriers to effective handover (Arenas et al., 2014; 

Clarke et al., 2018).  Similarly, in the Segall et al. (2012) systematic review of 31studies 

from seven countries (not including NZ) published between 2000 and 2011 handover to the 

PACU nurse was shown to often be of poor quality which may impact negatively on 

patient outcomes.  Poor quality communication could be characterised by poor teamwork, 

unstructured processes, interruptions, or a haemodynamically unstable patient, to name just 

a few contributors  

The handover enablers and barriers identified will be further discussed in relation to the 

known contributors to a culture of patient safety, such as, system effectiveness and the 

individual performance and behaviours of the perioperative nurse. 
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System effectiveness 

Standardised handover 

Standardisation of handover is one important aspect of system effectiveness and 

standardised perioperative handover has been a popular topic in the literature (Robinson, 

2016; Segall et al., 2012; Weinger et al., 2015).  Although, earlier publications have 

predominantly focused on handover structure and patient safety (Nagpal et al., 2010), more 

recent studies have also taken into account the challenging PACU environment (Reine, 

Raeder, et al., 2019), and considered individual behaviours that influence handover (Reine, 

Rustoen, et al., 2019).  In addition, one exploratory study has sought to determine whether 

handover quality makes a difference to patient outcomes (Lillibridge et al., 2017).  That 

study observed a total of 821 care activities across 31 patient journeys through an 

Australian PACU, with improved outcomes for the post-surgical patient found as a result 

of the handover process and handover content being standardised.  Furthermore, 

Lillibridge et al’s study showed, as a result of standardisation, a thorough and relevant 

handover ensued with time being saved for the PACU nurse, who did not need to 

subsequently seek missing information from the handover provider.  The Clarke et al. 

(2018) review, which did not include Lillibridge et al’s research, agreed that 

standardisation of handover implied improved safety for the surgical patient, but also from 

that review concluded standardising content alone did not necessarily ensure complete 

information transfer.   Recommendations to come from Clarke et al’s review highlighted 

the need for collaboration between practitioners, in addition to recommending training and 

education strategies to improve handover.  Correspondingly, the Reine, Raeder, et al. 

(2019) Norwegian focus group study, which explored factors affecting handover quality, 

agreed there were wider aspects than handover structure that affected the quality of 

postoperative handover. From that study aspects were identified, such as teamwork, timing 

of handover, patient acuity, individual behaviours and levels of experience affecting the 

quality of handover. 

In addition to the above-mentioned studies, Bruno and Guimond’s (2016) observational 

study of perioperative nurses in the U.S., confirmed the theatre nurse to PACU handovers 

that they observed were incomplete and information transfer scattered.  Bruno and 
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Guimonds’ findings suggest that the handover process required a standardised checklist to 

ensure all relevant patient details were safely transferred to the PACU nurse.  

Correspondingly, other previous international studies examining the handover process to 

the PACU nurse align with Bruno and Guimond’s findings, suggesting that verbal 

handovers which were concise, structured, standardised and uninterrupted reduced error 

and implied an improvement in the quality of patient care (Nagpal et al., 2010; Randmaa et 

al., 2015). 

Whilst, most research has accepted standardisation of handover as important in 

promoting patient safety (Bruno & Guimond, 2016; Nagpal et al., 2010), a contrary 

position is taken by Petrovic et al. (2015).  Petrovic et al’s US study, which explored the 

effects of introducing a perioperative handover protocol, found standardising a process 

may give the handover provider a false sense of completing the information exchange, 

whereas for the receiving PACU nurse, the handover whilst following the checklist, may in 

fact be somewhat irrelevant or not answer their queries.  One recommendation to come 

from Petrovic et al. was, in addition to following a handover protocol, for handover 

receivers and providers to question and to think critically to ensure an understanding of the 

patient was achieved. 

The perioperative environment 

The busy and chaotic perioperative environment is one aspect which may negatively 

impact on system effectiveness and subsequently clinical handover (Segall et al., 2012).  

Efficiency is paramount in the perioperative environment where strict schedules are 

required to be kept (Robinson, 2016), resulting in theatre personnel experiencing a sense of 

urgency to reduce turnover time and start the next surgical case (van Rensen et al., 2012).  

As a consequence of adhering to time constraints the theatre nurse may hurry handover 

resulting in omission of pertinent patient details which can potentially lead to negative 

outcomes for the patient (Kilic et al., 2017; Robinson, 2016).  Although collegiality 

between the theatre nurse and anaesthetist goes someway to overcoming this barrier  

(Randmaa et al., 2017), for example, when the theatre nurse hands over first so they can 

promptly return to theatre to prepare for the next case, the literature suggests further 

measures are required to mitigate communication errors in the perioperative environment. 
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Much has been written regarding the noisy and busy PACU environment, particularly 

when the patient first arrives in this area, resulting in the PACU nurse being distracted 

from actively listening to the verbal handover (Arenas et al., 2014; Randmaa et al., 2015).  

The PACU nurse may also be multitasking at this time, whereby the PACU nurse 

simultaneously performs tasks, whilst concurrently listening to verbal handover (van 

Rensen et al., 2012).  Research has shown that PACU nurses who are concurrently 

performing tasks whilst listening to verbal handover have incomplete recall of patient 

information handed over to them and therefore place the patient at risk (Redley et al., 

2016; Robinson, 2016; van Rensen et al., 2012).  Likewise, a U.K. study by Arenas et al. 

(2014) which looked at information transfer between the anaesthetist and PACU nurse 

found the PACU nurse had improved recall of patient information as a result of having 

undivided attention during the handover.  Correspondingly, a more recent Swedish study 

which explored the factors which influence the memory of the PACU nurse during 

handover, found interruptions occurred during 77% of handovers, which were not only 

distracting for the PACU nurse but they increased the duration of handover (Randmaa et 

al., 2015).  Randmaa et al’s study concluded the long duration of handover and a lack of 

structure were factors that decreased how much information was remembered by the 

handover recipient.  Furthermore, a recent study from Randmaa et al. (2017) identified the 

PACU nurse reportedly being “not interested in the information being transferred” (p. 6) 

according to the handover provider (in this instance the nurse anaesthetist).  The perception 

of PACU nurse disinterest was attributed to the PACU nurse being focussed more on 

immediate patient care than listening to the handover. 

Research would therefore suggest effective systems must be in place, in conjunction 

with the perioperative nurse displaying adaptive behaviours in response to the situation, to 

achieve patient safety at this time of care transition (Clarke et al., 2018; Reine, Rustoen, et 

al., 2019).   Effective systems and adaptive behaviours could be the theatre and PACU 

nurses demonstrating situational awareness and enforcing a protected handover pause, so 

handover can occur uninterrupted (Arenas et al., 2014; Redley et al., 2016).  Having 

protected time for handover necessitates teamwork, where the PACU nurse is assisted to 

apply monitoring equipment and completes urgent clinical tasks before the PACU nurse 
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states they are ready to listen to verbal handover (Robinson, 2016; Segall et al., 2012).  

The receiving nurse can subsequently attentively listen to handover unimpeded, improving 

the recall of patient information by that nurse (Arenas et al., 2014). 

Individual performance and behaviours 

Streeter et al. (2015) explored the correlation between handover and communication 

behaviours, describing socioemotional behaviours which ensured information giving, 

information seeking and information verifying, as fundamental to achieving 

“communication competence” (p. 297).  For communication competence to foster a culture 

of safety in the perioperative environment, collegiality and understanding must occur 

between theatre and PACU nurses at time of patient handover (Randmaa et al., 2017; 

Streeter et al., 2015).  Collegiality and understanding between nurses could be the PACU 

nurse clearly identifying themselves as the primary carer as the patient arrives in PACU, 

ensuring information was directed to the appropriate nurse (Robinson, 2016). 

Other literature suggests there are differences in perception to handover between 

perioperative nurses.  The Reine, Rustoen, et al. (2019) Norwegian exploratory study 

identified variability between theatre and PACU nurses’ perceptions to handover, with a 

difference in handover focus being evident.  Their study found the theatre nurse was intent 

on handing over the surgical information, whereas the PACU nurse emphasised the need to 

know more about the patient and to complete the initial assessment prior to receiving 

handover.  Similarly, the Randmaa et al. (2017) qualitative study found at time of handover 

the PACU nurse focused on the present, whereas the theatre nurse focused on the past.  

From that study Randmaa et al. recommended further interventions which took into 

account the distracting PACU environment and considered measures that constructed a 

shared understanding between different professionals.  Measures recommended, aside from 

standardisation of handover, emphasised collegiality where transfer of responsibility of the 

patient was made clear between handover provider and handover recipient.  Similarly, the 

Rose and Newman (2016) literature review identified a difference in prioritisation between 

the handover provider and the PACU nurse.  The recommendation to come from their 

review was for teamwork at time of handover which compensated for differences in 

knowledge levels between participants, and to instigate measures which ensured robust 
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exchange of information.  Those measures included handover standardisation and 

implementation of a handover pause to ensure active two-way communication. 

Additionally, the level of nurse experience may affect the handover quality (Reine, 

Rustoen, et al., 2019).  An inexperienced PACU nurse, for example, may lack the 

competence to seek missing information, or an inexperienced theatre nurse may not 

recognise the need to pause before handing over a complex patient (Reine, Rustoen, et al., 

2019), thereby adversely affecting information transfer.  Furthermore, the Segall et al. 

(2012) review of the literature postulated that experienced handover providers were able to 

communicate more succinctly than the inexperienced practitioner.  Segall et al.’s 

recommendation for team members to receive training on clinical handover was supported 

by both of Reine et al.’s studies, who in addition, proposed that practitioners adapt their 

handover to acknowledge differing levels of experience (Reine, Raeder, et al., 2019; Reine, 

Rustoen, et al., 2019). 

An earlier qualitative study by Welsh et al. (2010), which focused on barriers and 

enablers to nursing handover in the US, suggested verbal handover was valuable because 

the recipient could ask questions and thereby increased trust ensued with the information 

received.  This finding was consistent with those of Streeter et al. (2015), whose study 

emphasised the importance of information exchange rather than one way transmission to 

ensure patient safety.  Streeter et al. described information exchange as the seeking of 

information and responding to questions asked during handover, or in other words, 

information verifying behaviours which ensured pertinent patient information was received 

and understood by the recipient.  Interestingly, the Welsh et al. study found 35% (n=7) of 

participating nurses confirmed there was limited opportunity to ask questions from the 

handover provider, with the main reason being lack of time.  Admittedly Welsh’s research 

did not involve perioperative nurses but nevertheless, it is known the theatre environment 

has inherent time constraints placed on staff, supporting limited opportunity for nurses to 

verify patient information, as a potential barrier to handover in PACU. 
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Conclusion 

This literature review highlights that literature specific to nursing handover from the 

theatre nurse to PACU nurse, whilst found to be limited at the outset of this thesis, has 

been more frequently published in recent years.  There are numerous medical and nursing 

studies that have identified factors that are a barrier to effective handover in the PACU, 

with more recent publications beginning to address what can be done to make handover 

safer.  It appears that not just one handover improvement initiative is enough to ensure 

patient safety, but a multimodal approach is warranted.  Individual behaviours and 

environmental factors have been brought to the fore, with safety recommendations 

including not only standardisation of handover, but also implementation of a handover 

pause to ensure the handover recipient can listen with undivided attention.  Nurses 

integrating critical thinking into their care and implementation of handover education 

strategies are also seen to be imperative for safe handover practice. 

The knowledge gained from the international studies on nursing handover has been 

valuable, but it remains apparent that there is a gap in the literature in terms of knowing 

about what is happening in the NZ perioperative setting.  Whether holistic aspects, for 

example, handover of culturally significant details, are included in the nurse handover is 

not clear in the literature. It would also appear that further research is required that can 

identify whether clinical handover categorically makes a difference to the surgical patients’ 

outcome.  The literature has implied improved patient outcomes, but clearly further 

research is warranted in this area. 

These various aspects provide guidance for question development to include in a survey 

of NZ perioperative nurses. 

The following chapter describes the research design and the methods used to conduct 

the current exploratory study. 
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CHAPTER THREE: Design and Methods 

This chapter describes the research design and provides the rationales for the methods 

used in this exploratory study. 

Section one outlines the research design, including advantages and disadvantages of 

online surveys, and considers survey fatigue.  Section two describes the development of 

the survey tool, including pilot testing.  Population, sampling and recruitment are 

considered in section three, leading on to data collection in section four.  Section five 

explores ethical considerations, including cultural consultation and confidentiality.  

Finally, section six outlines the approach to data analysis. 

 

Section One: Research Design 

The purpose of this study was to gain an understanding of nurse handover in the 

perioperative setting throughout NZ to provide a knowledge base from which education 

strategies could occur, as well as being a source of potential hypotheses to guide further 

study on this topic.  Jirojwong et al. (2011) identified the importance of considering the 

desired outcome when deciding on a research design.  Accordingly, a quantitative research 

design was chosen using descriptive statistics, to gain a broad understanding of 

perioperative handover in NZ, about which little is known.  A quantitative approach also 

reveals information which could be generalizable and applicable to the wider nurse 

population (Timmins, 2015), congruent with the researchers’ intent for the study.   

In consultation with a statistician and research supervisors, a self-administered 

questionnaire, disseminated via an internet-based survey, was the chosen strategy for 

enquiry.  Jirojwong et al. (2011) reported questionnaires as being commonly used to 

collect data in nursing research and are useful to gather factual information, such as, the 

frequency in which phenomena occur, and also to describe respondents’ knowledge, 

perceptions and behaviours.  In addition, survey data is a reliable way to study trends and 

possible associations between variables (Gerrish & Lacey, 2010), attributing meaning to 

demographic data collected through systematic analysis (Jirojwong et al., 2011).  
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Furthermore, to gain some understanding of participants’ experiences and to strengthen the 

nursing enquiry, space for free writing and open responses were included in the data 

gathering (Gerrish & Lacey, 2010).  Timmins (2015) described the survey modality as a 

popular way to study a population when little is known on a topic; a method consistent 

with the purpose of this study of gaining a baseline understanding of current handover 

practice in the perioperative setting throughout NZ.  

Advantages and disadvantages of online surveys 

When considering the feasibility of a research method, using an online survey does have 

advantages, including: being readily accessible to research respondents; being cost 

effective; and providing a rapid approach to collecting information (Jirojwong et al., 2011). 

Expedience of data gathering with an online survey allowed the researcher to access a 

nationwide sample of perioperative nurses whom it would have been difficult to reach 

otherwise. 

On the other hand, one disadvantage of online surveys is the inability of the researcher, 

due to participant anonymity, to follow up and clarify responses from the respondent 

(Jirojwong et al., 2011).  Achieving a low response rate with online surveys is another 

common disadvantage, which in turn may affect the validity of the research (Timmins, 

2015).  Therefore, it was important to encourage participation in the research, which will 

be further discussed later in this chapter.  Online surveys may also have technical 

challenges for the researcher (Burns et al., 2008), but the use of the SurveyMonkey® 

online survey tool somewhat overcomes this barrier through provision of detailed 

instructions for the researcher and providing ongoing support through its website and help-

centre (SurveyMonkey, n.d.).  

To access the survey the respondents were expected to have access to a computer and 

have a degree of computer literacy, for example, they would be required to open an 

emailed link and follow online instructions using a keyboard and mouse.  This being so, 

with the frequency of surveys in everyday life, as well in the professional arena, many 

nurses are familiar with this tool, and increasingly so for online surveys (Timmins (2015).  
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Survey fatigue  

The NZ Nurses Organisation cites ‘survey fatigue’ as a real issue in research today, 

partly due to the large numbers of Masters students conducting nursing research, within a 

relatively small nurse population in NZ (NZ Nurses Organisation [NZNO], n.d.).  

However, survey fatigue is not a new phenomenon.  Steeh in 1981 referred to survey 

fatigue as “overexposure to the survey process”,  (as cited in Porter et al., 2004, p. 53), 

resulting in increased survey nonresponse.  Today, with the increase of online surveys, 

requiring minimal technical skills, the issue of survey fatigue will become increasingly 

prevalent (Macarthur & Conlan, 2012).  Bearing in mind potential survey respondent 

apathy to completing the survey and the much-publicised increase in non-response rates 

(Timmins, 2015), the researcher strived to ensure the questionnaire was not too long and 

the questions easily understood through having clear and simple instructions throughout 

the survey (Macarthur & Conlan, 2012).  Respondent participation was also encouraged 

through anonymity assurance, survey reminders via email, and through offering a financial 

reward for one respondent randomly drawn at the conclusion of the survey. 

 

Section Two: Survey Instrument Development 

The online software tool SurveyMonkey® was used to aid questionnaire development 

and for dissemination to participants.  SurveyMonkey® is an internet based survey tool, 

which offers a rapid approach to designing, developing and delivering a survey (Jirojwong 

et al., 2011).  

It was desirable to use a previously validated questionnaire, not only because having a 

readymade tool is convenient for the researcher (Timmins, 2015), but also to provide 

evidence for validity and reliability in answering the research question (Bryson et al., 

2012).  Furthermore, through replication of a previous study, the research results add to an 

existing body of knowledge (Timmins, 2015).  However, for this topic a questionnaire was 

unable to be found, affirming the study as original research requiring a new survey 

instrument to be designed.  Questionnaire content was influenced through review of 

relevant literature (Timmins, 2015), and by drawing on the researcher’s experience as a 
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perioperative nurse.  The researcher, to limit bias, was careful to consider undue influence 

that the researchers’ previous experience may have had on questionnaire development.  

This will be further acknowledged in the study’s limitations section in the final chapter. 

There were five sections to the questionnaire (see Appendix 2), consisting of rating 

scale, closed-ended and open-ended questions.  The closed-ended questions required 

ticking of boxes either for responses, or for measuring the respondents’ agreement or 

disagreement to statements on a five-point Likert scale.  Open-ended questions invited the 

respondent to provide further information, in their own words, to supplement the closed-

ended questions.  The intent of including an open-ended option, as well as to enrich the 

data, provided further opinion and ideas from respondents, from which future studies may 

develop (Gerrish & Lacey, 2010).  

Throughout the questionnaire respondents who worked in more than one setting, for 

example both private and DHB sectors, or in both theatre and PACU, were asked to 

respond to the survey questions from the point of view of the area in which they 

predominantly worked.  Demographic information, consisting of simple questions, were 

placed at the start of the questionnaire primarily to ease the respondent into completing the 

survey in a non-threatening way, (Burns et al., 2008) and to gain the respondents 

confidence in navigating SurveyMonkey®.   

 Section one, consisted of demographic data collection, including age, gender, 

ethnicity, qualifications, area of work, and the number of years the respondent had 

worked in the perioperative environment.  

 Section two, identified how clinical handover occurred in the respondent’s 

workplace and explored their degree of satisfaction with handover.  There were 16 

questions, consisting of tick boxes, with the opportunity for written detail 

throughout. Depending on responses, skip logic directed the participant to the 

appropriate questions.  For that reason, not all respondents answered all 16 

questions. 

 In sections three and four, respondents were asked to consider barriers (eight 

statements) and enablers (four statements) to nurse verbal handover in the PACU.  

Ticking of a five-point Likert scale determined the extent to which respondents 
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agreed or disagreed with each statement, with five options given: not at all often, 

slightly often, moderately often, very often and extremely often.  Sections three and 

four were limited to only those that conducted a nurse handover to the PACU 

nurse. 

 Section five concerned patient safety and culturally safe practice, with nine 

questions exploring the relationship between the surgical safety checklist in theatre 

and handover, whether the cultural values of the patient are handed over, and 

whether evidence exists that nursing handover affects patient safety.  Questions 

were either tick box or designed to measure nurse opinion on a five-point Likert 

scale, with opportunity for written enhancement.         

Pilot testing   

To ascertain that the questionnaire was comprehensive, unambiguous, and had clarity 

and face validity, Burns et al. (2008) suggested the questionnaire be scrutinised through 

pretesting and pilot testing.  Pilot testing, or evaluating the performance of the survey was 

paramount, especially with a newly constructed questionnaire (Gerrish & Lacey, 2010).  

The importance of not only testing the questions being asked but also to use individuals 

that are similar to the study’s sample, ensured integrity of the testing (Bryson et al., 2012).  

Therefore, five perioperative nurses at the researcher’s place of employment were invited 

to participate in the pre-test and pilot study.  The nurses involved in the pre-test were 

required to complete the survey, in paper form, reporting back on their comprehension and 

the relevance of the questions being asked. Feedback resulted in some questions being 

reworded for clarity, and others removed because they were not consistently interpreted 

(Bryson et al., 2012).  Pilot testing of the questionnaire in its online format, reviewed the 

ease of use of the survey tool, whether question progression was logical, and measured 

how long the survey took to complete. Feedback showed the survey was easy to navigate 

with skip logic, which excluded non-relevant questions, progressing the respondent 

through the sections as intended. The questionnaire took over 20 minutes for the pilot 

testers to complete, a longer time than the researcher had intended.  Therefore, it was 

considered feasible to exclude, without losing the intent of the research, six questions that 

were designed to elicit the perception of respondents to handover in general. The pilot 
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testers were unable to suggest other topics which they believed should be added to the 

questionnaire, resulting in a survey completion time of 20 minutes.  The nurses involved in 

the pilot test were excluded from participating in this research and were not further 

involved.  The data generated by the pilot was not included in the research.  

Statistician advice aided in completing the questionnaire with minor adjustments made 

to formatting and the sequence of questions. An example of this was moving the question 

regarding the ‘scale of nurse satisfaction with handover in their work environment’ to the 

beginning of the second section of the survey, showing this to be one key focus of the 

survey.  

 

Section Three: Population and Sampling  

Perioperative nurses, who currently work in New Zealand hospitals were this study’s 

target population.  A population is defined as being “a complete set of persons or objects 

that possess some common characteristic of interest to the researcher” (Nieswiadomy, 

2012, p. 188). 

The Nursing Council of New Zealand publication The New Zealand Nursing Workforce 

identified in 2015 there were 3,453 registered and enrolled nurses working in the area of 

perioperative care (NCNZ, 2015).  Perioperative nurses as a group would be readily 

identifiable and contactable for the researcher, however, due to the size of this population it 

would be impractical, costly and time consuming to survey (Burns et al., 2008; Gerrish & 

Lacey, 2010).  Therefore, it was necessary to choose a sample, or subset of perioperative 

nurses, who have the same characteristics as the population, making it possible to 

generalise the study’s findings (Jirojwong et al., 2011). 

Therefore, the sample chosen for this study comprised of OT and PACU nurses who 

were members of the Perioperative Nurses College (PNC), of which there were 508 

employed throughout 67 private and public surgical hospitals in New Zealand.  To 

eliminate potential bias those nurses (n=22) that worked at the researcher’s place of 
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employment were excluded from the study. The estimated total of eligible participants was 

486 PNC nurses.  

When considering the study’s sample size statistical advice was sought and resulted in a 

census survey with all 486 eligible PNC nurses invited.  It was thought a sample of this 

size, depending on the response rate to the survey, ought to be large enough to be able to 

generalise the findings to the NZ perioperative nursing population. 

Recruitment   

Using professional societies to gain participants is common in health research, but being 

a member of PNC is not compulsory for perioperative nurses, so it is acknowledged the 

sampling frame in this study potentially may not be entirely representative of the target 

population  (Bryson et al., 2012).  However, having a robust sample number for this 

research somewhat alleviates this, and of advantage, was the target population being 

accessible with an easy means of follow up via email.  The cost for PNC annual 

membership, at a modest $11.50, implies affordability for perioperative nurses to join 

PNC, therefore, reducing possible participant bias due to financial reasons. 

The researcher’s reliance on the responder undertaking the survey was a limitation and 

could produce response bias.  Therefore it was important to optimize recruitment and 

maximize the response rate (Gerrish & Lacey, 2010).  Interest in the study was solicited 

through communication from PNC who sent an invitation and information regarding the 

research to potential participants via email.  Due to the importance of ensuring participant 

anonymity it was unknown, to both PNC and the researcher, who had responded to the 

survey.  Accordingly, a follow up reminder email was sent by PNC to all participants one 

week before the survey’s closing date, potentially enhancing the response rate (Bryson et 

al., 2012).   

 

Section Four: Data Collection 

Data collection for this research occurred via an online self-completed questionnaire, 

via SurveyMonkey®, which elicited the opinion, observations and experiences of 
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perioperative nurses from as wide a range of perioperative settings as possible throughout 

NZ.  The SurveyMonkey® online service ensured a clear and unambiguous questionnaire 

format which was easily accessed by participants. Respondents entered the survey via a 

link within the email invitation, sent directly from PNC.  Each section of the survey had 

concise instructions to guide the participant, and with the support of skip logic respondents 

were automatically guided through the questionnaire, avoiding questions which were not 

relevant to them.  Respondents had the ability to take their time answering the questions 

and could save their answers and return to the survey at a later time to complete answers if 

they wished.  Respondents could not be connected to their responses which Jirojwong et al. 

(2011) identified may elicit more honest responses to the questions.  The researcher was 

able to monitor and access the data for analysis via the SurveyMonkey® website. 

 

Section Five: Ethical Considerations 

The researcher was cognisant of the importance of adhering to the ethical principles of 

beneficence (doing good) and non-maleficence (do no harm) with the current research 

(Jirojwong et al., 2011).  In addition, an ethical consideration was to declare any conflicts 

in interest with the current study.  SurveyMonkey® is a free to use resource for small 

surveys, however, with 52 questions in this study there was an associated fee.  

Complimentary access to SurveyMonkey®, granted from the researcher’s employer, 

ensured no costs were involved for this aspect of the study.  The employer had no further 

participation in the research therefore there was no conflict of interest to declare. 

Ethical approval 

Full ethical approval for the study was obtained from the University of Otago Human 

Ethics Committee (see Appendix 3).  Approval, from the Ethics Committee was also 

granted for a monetary prize to be awarded to a randomly selected respondent. 

Informed consent   

All participants were provided with an ‘Information Sheet for Participations’ (see 

Appendix 4) as part of their invitation to contribute to the current research project.  The 
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information sheet, which was emailed to all potential respondents, stressed that 

participation was voluntary and outlined what the study involved, how anonymity would 

be maintained, including storage, and eventual destruction, of the data.  Consent to 

participate in the survey was implied on completion of the online questionnaire.  

Participants were advised of this on the ‘Information Sheet for Participations’. 

The contact details of the researcher and primary supervisor were made available in 

case of participant questions or concerns.  Neither the researcher nor supervisor were 

contacted. 

Privacy and confidentiality 

The researcher ensured the collection, use and disclosure of personal information 

obtained in the survey complied with the Privacy Act 1993 and the Health Information 

Privacy Code 1994, accessed via the New Zealand Privacy Commissioner (2016) website.  

Privacy and confidentiality of data at collection was assured by SurveyMonkey® with the 

online survey being password protected with only the researcher having access to results.  

Data collected was subsequently stored in a locked cabinet at the researchers’ workplace, 

with additional access to raw data being restricted to the research supervisors and 

statistician.  Participants who wished to take part in the prize draw were directed to enter a 

special link at the end of the survey where they entered their contact details.  Accordingly, 

the respondents’ details were not able to be linked to their survey responses.  Participants’ 

names and contact details, where provided to be entered into the prize draw or for those 

who requested a summary of the research results, was destroyed once the prize was 

awarded and/or after the study results were sent to individuals.  All other data, at the 

conclusion of the thesis, will be securely retained within the Centre for Post Graduate 

Nursing Studies, The University of Otago (Christchurch) for five years, after which it will 

be destroyed. 
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Cultural considerations of research conducted in New Zealand 

NZ is a bicultural society where Māori are the tangata whenua, or the indigenous 

population of NZ, whose rights are protected under the Treaty of Waitangi (Health 

Research Strategy, [HRS], 2010).  Research guidelines, in respect to the Treaty are in place 

to not only respect Māori culture, values, and beliefs but to also share the research process 

and outcomes with Māori (Jirojwong et al., 2011).  Furthermore, it was paramount to 

consider Māori health gain, after all, Māori are disproportionately affected by many health 

conditions, some of which involve surgery (HRS, 2010).    

With this in mind, prior to commencing the research, consultation took place between 

the researcher and the Māori Research Advisor from the University of Otago (see 

Appendix 5).  Although the current research did not specifically target Māori perioperative 

nurses, the study acknowledged the health inequalities and traditional power imbalance 

between Māori and non-Māori (Jirojwong et al.).  To strengthen this project in terms of its 

contribution to hauora Māori, demographic data identifying ethnicity was collected, and on 

the recommendation from Māori consultation, questions addressing cultural safety and 

Māori were added to the survey.  One question sought whether the patients’ ethical, 

cultural and spiritual values and beliefs were respected and communicated by nurses 

during perioperative handover.  It was important to consider how, from this study, nursing 

care within theatre and PACU may result in better health outcomes for Māori, particularly 

in terms of nursing practice, for example, kawa whakaruruhau (cultural safety) and the 

delivery of care.   

A summarised outcome from this research will be shared with Te Rūnanga o Aotearoa 

which represents Māori health professionals who are members of the NZ Nurses 

Organisation.   

 

Section Six: Data Analysis 

Statistical analysis of the quantitative data was undertaken using the Statistical Package 

for Social Sciences (SPSS) version 24.  Research data from SurveyMonkey® was entered 
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into SPSS with each participant given a number and each variable given a unique name.  

Numerical coding was applied to each response.  Where data was presented numerically, 

for example age, the responses were sorted using visual binning to place the responses into 

ranges, for example, aged between 21 – 30 years.  The data entry was randomly checked 

by one research supervisor, to ensure accuracy and reliability, with only minor mistakes 

noted and duly corrected.  Subsequently, the researcher rechecked all the data entries to 

ensure accuracy, with no further errors found. 

Data were analysed using descriptive statistics.  This provided the frequency of 

response to variables, and where required the mean value of responses to each item.  

Variables, where possible, were compared to establish relationships using cross tabulation, 

with chi square analysis to determine statistical significance of the results.  This type of 

analysis fitted with the level of data collected via online survey and the intent of the 

research (Jirojwong, 2011).  For example, the researcher sought to identify whether there 

was a significant difference with the degree of satisfaction with handover, between a 

theatre and a PACU nurse.  Furthermore, on the advice from a statistician, for ordinal 

outcomes, such as a Likert scale, Linear-by-Linear Association p-value was applied, 

otherwise the Pearson Chi-Square was used for binary or nominal outcomes.   

In addition, analysis of written responses to the open-ended questions occurred, to 

ascribe some understanding and meaning to the respondents’ beliefs and opinions; 

supporting and enriching the quantitative data (Gerrish & Lacey, 2010; Timmins, 2015).  

Analysis of written content occurred with repeated words and phrases identified in the 

written responses; these were grouped into themes, with frequencies and percentages 

calculated.  For example, respondents were asked to describe how handover could be 

improved in their workplace.  Keywords such as: systematic, structured, handover tool, 

ISBAR, set format, handover model, handover system, standardised, process, set routine, 

checklist; were grouped together and labelled as ‘systematic and standardised handover’.   

For the purposes of data analysis one negatively worded statement option in the 

questionnaire was reworded, to illustrate a positive response.  The intent of question 16 

was to determine the type of handover provided from theatre personnel (OT nurse, 

anaesthetist, surgeon etc.) to the PACU nurse.  In addition to handover choices being 
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either, verbal, written and via telephone call, another option available was ‘no clinical 

handover’.  For analysis, ‘no clinical handover’ was changed to ‘clinical handover to 

PACU nurse occurs’, to illustrate which of the professional groups did provide handover to 

the PACU nurse, and in what form handover occurred. 

 

Conclusion 

This chapter has described the research design and methods used in the study, to gain an 

understanding of perioperative nurse handover in NZ.  The rationale for choosing a 

quantitative approach was considered, as well development of the questionnaire, with 

advantages and disadvantages outlined.  Cultural considerations were identified and 

integrated into the questionnaire to strengthen the project in terms of its contribution to NZ 

Māori. 

Rationale for the chosen study population was provided, with strategies described to 

optimise respondent participation.  Ethical considerations and maintaining respondent 

confidentiality were described together with methods for data analysis. 

Chapter four will present the results of the survey.  Data will be presented as graphs and 

in tabular form, with analysis of written responses to strengthen the nurse enquiry. 

 



35 
 

CHAPTER FOUR: Results 

This chapter presents the results of the survey which explored nurse handover practice 

in the NZ perioperative setting and identified the degree of nurse satisfaction with clinical 

handover. 

Section one describes the survey respondents, including the response rate to the survey, 

and presents demographic information which included their area of employment, level of 

education and nursing experience.  Section two examines clinical handover in the 

perioperative environment where nurses were asked to identify whether handover occurs 

and their degree of satisfaction with handover.  Sections three and four explore the factors 

that are perceived to enable, or to be a barrier, to verbal nurse handover.  Those 

respondents who indicated they do not have a nurse handover omitted sections three and 

four and were directed, via ‘skip logic’, to section five.  Section five presents the results of 

nurses’ perception that handover influences patient safety and whether evidence exists to 

this effect.  Finally, whether the cultural needs of the surgical patient are discussed during 

handover will be presented. 

Results are presented in this chapter with tables and graphs, with percentages rounded 

to within one decimal point.  Not all respondents answered every question, with missing 

data apparent in the tables and/or explained in the body of the text where applicable. 

 

Section One: Survey Respondents 

Section one presents an overview of respondents’ demographic information and their 

characteristics, beginning with the response rate to the survey.  Specific details including 

demographic information, qualifications, and area and length of employment are presented 

in tables.   

Response rate 

As was identified in the method chapter 22 respondents * were excluded from engaging 

in the survey because they worked at the researchers’ place of employment.  Of the 486 
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eligible nurses invited to participate in the research, 152 responses were received.  

Significantly, of the 152 responses, 95 responses were received in the last week of the 

survey period, after a follow-up reminder email was sent to potential respondents.  The 

increase in survey responses during the latter phase of the data collection period showed 

the value in sending a follow-up reminder to potential respondents to boost the response 

rate.   

The initial response rate was 31.3%, but of those respondents, an additional 22 ** were 

excluded from the study as they completed only the first section of the questionnaire. This 

resulted in a total population of 130 and a valid response rate of 26.7% (see Figure 1). 

Although a response rate of 26.7% is in probability not generalisable to the perioperative 

nurse population, this number will provide data which will nevertheless go some way 

towards meeting the study’s purpose, of gaining an understanding of nurse handover 

practice in perioperative NZ.  

 

 

 

                                                    

  

 

 

 

 

 

 

 

Figure 1. Response rate 

Total Population 

508 

 Invitations 

Distributed 

486 

 Excluded 

22 * 

Responses Received 

152 (31.3%) 

Included in Analysis 

130 (26.7%) 

Excluded 

(an additional) 

 

22 ** 
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Demographics 

Table 1. shows nearly half of the respondents were over the age of 50 years, with Asian 

nurses being the second largest ethnic group identified, after NZ European.  No one 

identified as more than one ethnicity, despite having the option to do so. 

Table 1. 

 Demographics 

Demographics Response Count Percent 

Gender n=130 
  

Female 
 

115 88.5 

Male 
 

15 11.5 

Age n=130 
  

21-30 
 

14 10.8 

31-40 
 

16 12.3 

41-50 
 

38 29.2 

51-60 
 

46 35.4 

61+ 
 

13 10.0 

Missing data 
 

3 2.3 

Ethnicity n=130 
  

NZ European 
 

100 76.9 

Maori 
 

4 3.1 

Pacific Peoples 
 

3 2.3 

Asian 
 

13 10.0 

Other 
 

4 3.1 

Prefer not to state 
 

6 4.6 

 

Participant characteristics 

Characteristics of the participating perioperative nurses are summarised in Table 2.  It 

was apparent that responding nurses were experienced in their practice, with 64.1% of 

respondents having over 10 years of experience working in the perioperative environment.  

Of note, over half of respondents held a post-graduate qualification. 
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Table 2.  

Number of years employed as nurse and nursing qualifications 

Length of Employment and 

Qualifications 

Response 

n=130  

Count Percent 

Years Nursing n=129   

0-10 years 
 

27 20.9 

11-20 years 
 

27 20.9 

21-30 
 

38 29.5 

31-40 
 

32 24.8 

41+ 
 

5 3.9 

Missing data 1 
  

Years working In Perioperative 

Environment 

n=128 
  

1-10 years 
 

46 35.9 

11- 20 years 
 

36 28.1 

21-30 
 

34 26.6 

31-40 
 

11 8.6 

41+ 
 

1 0.8 

Missing Data 2 
  

Highest Undergraduate 

Qualification 

n=130 
  

Enrolled Nurse 
 

2 1.5 

RGON/RGN 
 

34 26.2 

Diploma 
 

26 20.0 

Bachelor 
 

68 52.3 

Post Graduate (PG) 

Qualification 

n=130 
  

Yes 
 

67 51.5 

No 
 

63 48.5 

Highest PG Qualification n=67 
  

PG Certificate 
 

24 35.8 

PG Diploma 
 

30 44.8 

Masters 
 

9 13.4 

PhD 
 

1 1.5 

Other 
 

3 4.5 
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Employment characteristics 

   Table 3. presents the employment characteristics of perioperative nurse respondents. 

Nurses were asked to indicate all areas and places where they worked.   Due to some 

nurses working in both the private and public sectors and /or working in both theatre and 

PACU, a variance in count and percentages is seen in Table 3.  

Place of employment.  71% (n=88) of the 124 responding nurses stated they worked in 

the public health system for a DHB.  Nurses were given the option to choose more than 

one place of employment resulting in 131 responses.  Of the 54 nurses who worked in both 

the private and public systems, 72.2% (n=39) worked predominantly in the public sector. 

Area of employment. Of the 120 nurses who responded to this question 70.8% (n=85) 

worked in theatre.  Nurses were given the option to choose more than one area of 

employment resulting in 124 responses.  Of those responses 51.6% (n= 64) worked in both 

theatre and PACU, with 73.4% of nurses (n=47) working predominantly in theatre. 

 

Over half of the respondents worked in a theatre suite with five theatres or less (mean = 

6.7, range = 1-26) (see Appendix 6). 
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Table 3.  

Place and area of employment 

Employment Characteristics Response 

n=130 

Count Percent 

Place of Employment n=124   

Missing data 6   

Responses  (131a)   

Public DHB 
 

88 71.0 

Private Hospital 
 

43 34.7 

Work both areas? (n=126) 
  

Work at both DHB and Private   54 42.9 

N/A Work in one sector only 
 

72 57.1 

Missing data 4   

Work at both DHB and Private n=54 
  

Predominantly work Public DHB 
 

39 72.2 

Predominantly work Private 
 

15 27.8 

    

Area of Work n=120   

Missing data 10 
  

Responses  (124b)   

Work in theatre   85 70.8 

Work in PACU 
 

50 41.7 

Work in both theatre and PACU  64 51.6 

N/A Work in one area only  60 48.4 

Missing data  6   

Work in both theatre and PACU n=64   

Predominantly work in Theatre 
 

47 73.4 

Predominantly work in PACU 
 

17 26.6 

a131 responses for this question – some respondents indicated both the public and private health sectors as 

their work place, therefore the variance in count and percentages                                                                                                                                                              

b 124 responses for this question – some respondents indicated both theatre and PACU as their area of work, 

therefore the variance in count and percentages 
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Section Two: Clinical Handover 

This section describes the perioperative nurses’ degree of satisfaction with theatre nurse 

handover to the PACU nurse.  Respondents’ explanation as to why they felt satisfied or 

dissatisfied with the nurse handover and if relevant, how handover could be improved in 

their workplace is presented.  

Respondents were asked to identify not only whether clinical handover occurs from the 

theatre nurse to the PACU nurse and in what form, but whether other theatre personnel 

were also involved in handover. For each of the personnel listed (OT nurse, anaesthetist, 

surgeon, RN first surgical assistant (RNFSA) and anaesthetic technician (AT)) respondents 

were asked to indicate the type of handover usually provided to the PACU nurse.  

The last part of this section presents whether organisations have policy or protocol to 

guide handover, whether nurses have received training on conducting a clinical handover 

and how that training was provided.  

Nurse satisfaction with clinical handover 

Respondents were asked to rate how satisfied they were with the current nursing 

handover, from the OT to the PACU nurse, on the scale ‘extremely dissatisfied’, 

‘dissatisfied’, ‘neither satisfied or dissatisfied’, ‘satisfied’ or ‘extremely satisfied’ (see 

Figure 2 and Appendix 7).  Of the 130 survey respondents, the majority were satisfied with 

handover from the theatre to the PACU nurse.  There was no evidence of an association 

between nurses’ satisfaction levels and variables, such as the respondents’ gender (p = 

.652), area of work (p = .283) or place of work (p = .499).  
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Figure 2. Respondents’ degree of satisfaction with the OT to PACU nurse handover 

 

The degree of nurse satisfaction with handover in relation to the size of the surgical 

suite  

Due to there being a small number of nurses working in hospitals with more than 15 

theatres, on the advice of a statistician, the responses for those nurses were merged (>16 

theatres), resulting in four groups (see Table 4).  There was no evidence of an association 

between the number of theatres and nurses’ satisfaction levels with handover (p = .307). 
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Table 4. 

 Number of theatres and the degree of nurse satisfaction with handover 

Number 

of theatres  

Response Extremely 

dissatisfied 

n 

(%) 

Dissatisfied 

n 

(%) 

Neither 

satisfied or 

dissatisfied 

n 

(%) 

Satisfied  

n 

(%) 

Extremely 

satisfied 

n 

(%) 

 n=92      

 

1-5 

 

n=52 

 

0 

7 

(13.5) 

6 

(11.5) 

31 

(59.6) 

8 

(15.4) 

 

6-10 

 

n=26 

1 

(3.8) 

3 

(11.5) 

6 

(23.1) 

16 

(61.5) 

 

0 

 

11-15 

 

n=7 

 

0 

 

0 

1 

(14.3) 

6 

(85.7) 

 

0 

 

>16  

 

n=7 

 

0 

2 

(28.6) 

1 

(14.3) 

3 

(42.8) 

1 

(14.3) 

 

Written responses supporting respondent satisfaction or dissatisfaction with 

handover.  

Respondents provided further explanation as to why they felt satisfied or dissatisfied 

with handover from the OT nurse to the PACU nurse.  Content analysis identified key 

themes (see Table 5 and Table 6).   

Satisfaction.  Eighty-nine respondents offered explanation as to why they felt satisfied 

with the nursing handover from theatre to PACU (see Table 5).  Having a standardised 

handover was the reason cited most often (n=29) for nurses’ satisfaction with handover in 

the perioperative setting.  Of those nurses, seven described ISBAR as the communication 

tool used.  Respondents were also able to identify a link between providing a thorough 

handover and professional collaboration to promotion of patient safety. 
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Table 5. 

Reasons for satisfaction with handover  

Reason for 

satisfaction 

with 

handover 

Count Description Quote (example 

from data) 

Respondent 

# (number) 

 n=89    

Handover is 

standardised 

n=29 ISBAR the 

communication 

tool most 

frequently cited  

“We have 

formulated a tool 

which covers all the 

pertinent information 

to handover, and I 

feel it works very 

well” 

#6 

Thorough 

handover is 

provided 

n=17 A thorough 

handover occurs 

where all relevant 

information is 

exchanged 

“a thorough verbal 

handover to the 

PACU nurse … 

[provides] any 

pertinent information 

… this is done to 

maintain proper 

continuity of care for 

the patients from OT 

to PACU”  

#131 

Promotes 

patient safety 

n=9 Continuity in 

nursing care and 

patient safety 

Handover is 

“comprehensive and 

thus, promotes 

patient safety”  

#86 

Enables 

collaboration  

 

n=9 The theatre nurse 

providing 

handover to the 

PACU nurse in 

conjunction with 

the anaesthetist 

results in a more 

thorough 

handover 

“nursing handover 

supports or expands 

upon the anaesthetic 

handover”  

 

# 75 
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Education 

and role play 

n=4 Handovers have 

improved with 

education 

initiatives, 

specifically in the 

perioperative 

setting  

“We have had some 

role play and nursing 

research within our 

operating theatre 

around nursing and 

anaesthetic handover 

to recovery staff. 

The handovers have 

definitely improved 

since then” 

#93 

 

Dissatisfaction.   Twenty-two respondents offered explanation as to why they felt 

dissatisfied with the nursing handover from theatre to PACU (see Table 6).  The most 

frequently cited reason (n=15) was attributed to there being no theatre nurse handover.  

Most of those nurses wanted a nursing handover to be implemented, but a few theatre 

nurses (n=5) believed that their contribution at handover was not necessary because the 

anaesthetist handed over sufficient information.  In contrast to standardisation being the 

factor which attributed to high levels of satisfaction with handover, a lack of a handover 

structure was the cause for dissatisfaction with some other respondents (n=6).  Although 

only a few nurses (n=7) cited attitudinal differences as a cause for their dissatisfaction with 

handover, clearly some PACU and theatre nurses have differing attitudes to the importance 

of handover and lacked understanding of their respective roles. 
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Table 6. 

 Reasons for dissatisfaction with handover  

Reason for 

dis-

satisfaction 

with 

handover 

Count Description Quote (example 

from data) 
Respondent 

# (number) 

 n=22    

No nursing 

handover  

 

 

n=15 

 

 

 

Handover to the 

PACU nurse 

provided by the 

anaesthetist 

“I think a nurse from 

theatre should do the 

handover with the 

anaesthetist” 

 

“There is no clinical 

nursing handover – it 

is done by the 

anaesthetist” 

#71 

 

 

 

#4 

 

 

PACU 

nurses’ 

attitudes 

n=7 The perception that 

the PACU nurse 

did not listen to 

their handover 

(n=4) and the 

PACU nurse was 

more interested in 

social chat and did 

not value the 

theatre nurse 

handover.   

The PACU nurse 

forgot “the theatre 

nurse has something 

to say as well [as the 

anaesthetist] 

...shame that some of 

our nursing 

colleagues are a bit 

disrespectful to their 

equal”.   

 

“If I feel what I have 

to say is important 

on the patient’s 

behalf I will stay and 

make sure they 

[PACU nurse] listen 

to me!”  

#16 

 

 

 

 

 

 

 

 

 

 

#140 

 

Incomplete 

handover 

n=6 Attributed 

incomplete 

handover to a lack 

“Items are missed 

because the 

handover is often 

# 70 
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of structure or 

standardisation  

done by memory and 

without a prompt”  

Time 

constraints 

n=1 PACU nurse 

observed the 

theatre nurse under 

pressure to return 

to OT at handover 

time 

The theatre nurse 

was “in a hurry to 

return to OT due to 

turn around of 

theatres and doesn’t 

seem to take into 

consideration the 

importance their 

handover has”  

# 8 

 

 

Improvements to nursing handover 

One hundred and nine respondents chose to identify how they believed nursing 

handover could be improved in the perioperative environment in which they worked.  The 

two most cited suggestions for handover improvement involved the introduction of a 

standardised systematic handover (n=24) and the requirement for nurses to provide a 

concise patient focused handover (n=19).  Suggestions for standardisation included use of 

the ISBAR communication tool, having a checklist, and having handover policy in place.  

The next two most common themes were interlinked with both observations implying that 

the busy perioperative environment may negatively impact on handover, resulting in the 

potential for information to be missed or not able to be remembered by the PACU nurse.  

The introduction of a PACU ‘timeout’ (n=17), when the PACU nurse can stop performing 

tasks and actively listen to handover was important to respondents.  Secondly, managing 

time constraints whereby there would be less time pressure on the theatre nurse to quickly 

perform handover, was the other improvement endorsed by respondents (n=16). 
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Table 7. 

How perioperative nursing handover could be improved  

How 

handover 

could be 

improved 

Count Description Quote (example from 

data) 

Respondent 

# (number) 

 n=109    

Systematic 

handover 

n=24 Handover should 

be standardised 

and structured to 

ensure consistency 

“using structured 

handover system such 

as SBAR could make 

the handover more 

consistent” 

 

“Everyone focusing 

on using a similar 

model, not everyone 

hands over the same 

way, some things can 

easily be missed 

because of that” 

#94 

 

 

 

 

 

#104 

Handover 

relevant, 

concise and 

patient 

focused 

n=19 

 

 

The theatre nurse 

needs to be aware 

of what patient 

details are 

important to 

include in 

handover  

“By giving specific 

relevant handovers, 

not a life history” 

 

“nurses being more 

patient focused and 

not body part 

focused” 

#113 

 

 

 

#87 

 

 

Timeout for 

handover 

n=17 Collegiality 

between health 

professionals at 

handover to ensure 

the PACU nurse is 

not multitasking 

and can 

concentrate on 

listening to the 

verbal handover 

 “Handover once the 

patient is settled. Not 

always easy to 

concentrate on 

handover if dealing 

with issues” 

 

“That everyone stops 

and anaesthetist is 

asked for handover, 

#54 

 

 

 

 

 

 

#13 
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then OT nurse...then 

PACU nurse asks 

anything further” 

Manage time 

constraints 

n=16 Theatre nurse in 

less rush to return 

to theatre at 

handover time 

“Handover could be 

improved when there 

is time for OT nurses 

to do a proper 

handover and are not 

pressured to return to 

OT to do the next 

case” 

 

“If we had more 

theatre staff we could 

have a more 

comprehensive hand 

over without holding 

up the list” 

#153 

 

 

 

 

 

 

 

 

#85 

Verbal 

handover 

n=9 A verbal face-to-

face handover 

“Any concerns and 

information that 

PACU needs to know 

should be given 

verbally....so theatre 

nurse needs to 

accompany patient to 

PACU for this to 

happen” 

#154 

 

 

Education n=6 Perioperative 

nurses require 

education 

regarding patient 

assessment and 

handover 

“Teaching new OR 

nurses how to 

effectively handover, 

role modelling the 

appropriate 

behaviours” 

 

“To help theatre 

nurses, doing post 

grad study, namely 

advanced assessment 

and clinical 

reasoning...would 

#107 

 

 

 

 

 

 

#42 
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advance thinking and 

develop a better 

understanding of 

patient care and 

safety” 

 

“...ongoing education 

is essential to keep 

handover standards 

high” 

 

 

 

 

 

 

#7 

 

 

Type of handover provided from theatre personnel to the PACU nurse 

Respondents were asked to indicate whether handover was usually provided to the 

PACU nurse from each of the listed health professionals (see Table 8).  The negatively 

worded statement option in the questionnaire ‘No Clinical Handover’ was reworded for 

data analysis to illustrate a positive response *‘Clinical handover to PACU nurse occurs’.  

Respondents were also asked to indicate the type of handover those identified personnel 

provided.  The variance in count was attributed to not all respondents indicating whether 

handover occurs from all professional groups, and to some respondents indicating they 

received more than one type of handover, for example, both face-to-face and written 

handover. 

Commonly, the PACU nurse received clinical handover from the OT nurse (93.1%), 

and often in verbal face-to-face form.  Of note, 19.6% of respondents stated the RN first 

surgical assistant provided handover to the PACU nurse.  
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Table 8.  

Incidence and type of handover provided from operating theatre personnel to PACU nurse 

Handover 

provider 

Count *Clinical 

handover to 

PACU nurse 

occurs  

n 

(%) 

Verbal 

(face-to-face) 

n 

(%) 

Written 

n 

(%) 

Telephone 

call 

n 

(%) 

OT Nurse 130 121 

(93.1) 

107  

(82.3) 

57  

(43.8) 

13  

(10.0) 

Anaesthetist 124 124 

(100) 

124  

(100) 

43  

(34.7) 

0 

Surgeon 119 87 

(73.1) 

16  

(13.4) 

82  

(68.9) 

1  

(0.8) 

RNFSA 97 19 

(19.6) 

18  

(18.6) 

8  

(8.2) 

0 

AT 110 16 

(14.6) 

13  

(11.8) 

5  

(4.5) 

1  

(0.9) 

 

Reasons given for no verbal handover 

Of the survey respondents, 17.7% (n=23) indicated there was no verbal handover 

between the theatre and PACU nurse, and 12 nurses provided explanation for this.  The 

most common response (n=7) for not having a verbal nurse handover was attributed to 

hospital tradition.  Others believed the theatre nurse handover did not occur “to speed up 

turnaround time” (respondent # 4) in theatre or because it was the role of the anaesthetist to 

provide postoperative handover.   

The structure of nurse handover provided 

Respondents were invited to provide more detail regarding nurse handover (see Table 

9), for example, was their handover standardised?   
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Table 9.  

Description of theatre nurse handover 

Description of OT nurse 

handover 

Response Yes 

n 

(%) 

No 

n 

(%) 

Missed data 

n 

(%) 

Is the written handover from the 

OT nurse to the PACU nurse 

standardised? 

n=57 40  

(70.2) 

14  

(24.6) 

3  

(5.3) 

Is the verbal handover from the 

OT nurse to the PACU nurse 

standardised? 

n=107 53  

(49.5) 

52  

(48.6) 

2  

(1.9) 

Is the verbal nursing handover 

documented? 

n=107 26  

(24.3) 

77  

(72.0) 

4 

(3.7) 

 

Nursing handover structure – written.  Of the respondents who identified they did 

provide or receive a written nurse handover, 70.2% agreed the written handover was 

standardised.  Half of those nurses (n=19) identified their handover was documented on the 

perioperative form with others (n=12) following the format of the ISBAR communication 

tool.  The remainder stated their written documentation occurred on a check sheet or 

followed a head-to-toe format.  Of note, two respondents mentioned computerised records 

as a means of documentation.  

Nursing handover structure – verbal.  Half of the 107 respondents who provide or 

receive a verbal nurse handover, indicated verbal handover was standardised (49.5%).  The 

use of the ISBAR communication tool (n=25) and a checklist (n=15) being the most often 

cited means of conducting a standardised verbal handover to the PACU nurse.  

Of those respondents (n=52) who claimed their verbal handover was not standardised 

some stated (n=20) that despite there being no structure to the verbal handover, they 

believed important details were nevertheless handed over.  

Verbal handover – documented?  Nearly three quarters of respondents (72%) 

indicated the verbal nursing handover received by the PACU nurse was not supported by a 

written handover.  
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Clinical handover policy 

Over half of the nurses (59.2%) indicated their workplace did have a handover policy, 

although almost a quarter of nurses (23.4%) were unsure whether a policy existed.   

Table 10.  

Clinical handover - hospital policy 

Handover policy Response Yes 

n 

(%) 

No 

n 

(%) 

Do not know 

n 

(%) 

All Respondents n=130 77 

(59.2) 

22 

(16.9) 

31 

(23.8) 

DHB n=88g 53 

(60.2) 

14 

(15.9) 

21 

(23.9) 

Private n=43h 22  

(51.2) 

8  

(18.6) 

13 

(30.2) 
g-h 130 respondents answered this question – some work in both the public and private health sectors, 

therefore the variance in count 

 

Training on conducting a clinical handover 

 Over half of the nurses (53.1%) had received training on conducting clinical handover 

(see Table 11).  There was no evidence of association between the incidence of staff 

training on providing handover and working in private or public hospitals (p = 0.481). 

Table 11.  

Clinical handover - staff training 

Training Response Yes 

n 

(%) 

No 

n 

(%) 

All respondents n=130 69  

(53.1) 

61  

(46.9) 

DHB n=88i 49  

(55.7) 

39  

(44.3) 

Private n=43j 21  

(48.8) 

22  

(51.2) 
i-j 130 respondents answered this question – some work in both the public and private health sectors, therefore 

the variance in count 
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Written response to handover training 

Sixty-eight participants chose to provide written information regarding training on 

handover, with less than half (44.1%) of those nurses receiving training as part of their 

orientation to a new workplace. A further 19.1% (n=13) learned about handover as part of 

in-service training, with another 13.2% (n=9) of respondents identifying their nursing 

training or post graduate study as the source of their education on conducting handover.  

 

Section Three: Barriers to Perioperative Nurse Verbal Handover 

This section explores factors that may be a barrier to an effective verbal handover from 

the theatre nurse to the PACU nurse.  Respondents were asked to consider eight named 

barriers and to rate on a five-point Likert scale, ‘not at all often’, ‘slightly often’, 

‘moderately often’, ‘very often’ or ‘extremely often’, whether they considered those 

factors were a barrier to handover in the perioperative environment in which they 

predominantly work (see Figure 3 and Appendix 8).  

Whether the respondents’ area of work, that is theatre or PACU, influenced their 

perception regarding handover barriers were also considered (see Appendix 9).  Similarly, 

whether there was a difference in the respondents’ perception according to their place of 

work, either for a DHB or private hospital, was also explored (see Appendix 10). 

 Communication barriers were listed in the survey as (see Figure 3.) 

 The OT nurse is under time pressure to return to theatre 

 There is limited time opportunity for the PACU nurse to ask questions from the OT 

nurse 

 There is a lack of clarity as to which PACU nurse is receiving the handover 

 There is information overload for the receiving PACU nurse, who is therefore not 

able to remember all information 

 The OT nurse lacks organisation 

 There is a lack of consistency in nursing handovers 
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 The receiving nurse is multitasking, i.e. concurrently assessing the patient while 

listening to handover 

 The PACU environment’s distractions and interruptions  

Twelve nurses did not complete this section because nurse handover did not occur in 

their workplace.  Fourteen other nurses omitted to answer this section; therefore, the 

maximum number of responses per question was 104.  

Barriers to effective verbal handover 

The receiving PACU nurse being required to multitask during handover and the OT 

nurse being under pressure to return to theatre were the barriers to effective handover that 

elicited the strongest positive response amongst respondents (see Figure 3).  Conversely, 

over half of the participating nurses did not perceive there was a lack of clarity about 

which PACU nurse was receiving the handover and neither was there limited opportunity 

for the PACU nurse to ask questions of the theatre nurse at time of handover.                                                                                          

 

 Figure 3. Barriers to effective verbal handover in the PACU – all respondents                       
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Perception to handover barriers according to the respondents’ place and area of 

work.  There was no evidence of an association between the respondents’ perception 

towards handover barriers and variables, such as the respondents’ area of work or place of 

work (see Appendices 9 and 10). 

Barriers to verbal handover – written responses  

Fifty-one respondents chose to describe other factors which they perceived to be 

barriers to effective verbal handover in their work environment (see Table 12).  A lack of 

system effectiveness and staffing issues were common themes to emerge. 

Table 12.  

Barriers to verbal handover  

Barrier to 

handover 

Count Description Quote (example from 

data) 

Respondent 

# (number) 

 n=51    

PACU nurse 

not actively 

listening to 

handover 

n=14 PACU nurse 

required to provide 

nursing care whilst 

listening to 

handover. 

Correlates with the 

named barrier of 

multitasking 

“I always ask if they 

[PACU nurse] are ready 

for me to handover...I 

don’t think it is fair to 

them [PACU nurse] or 

the patient if they are 

not ready to listen or 

feel supported to listen 

to my handover” 

#42 

Handing 

over in 

conjunction 

with 

anaesthetist  

n=10 Results in the 

theatre nurse 

repeating the same 

information. 

Delays the theatre 

nurse returning to 

theatre promptly 

“If the anaesthetist 

hands over first, then 

there is a long wait.” 

#14 

PACU staff 

not available 

n=8 Delays handover, 

contributing to the 

theatre nurse 

feeling time 

pressure 

“PACU nurse looking 

after too many patients 

in PACU and has to 

stop to attend to another 

patient” 

 

#63 
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“Not enough staff” #85 

 

Nurses not 

under-

standing the 

different 

peri-

operative 

roles 

n=8 Handover time 

extended due to 

inexperienced 

perioperative 

nurses. The PACU 

nurse not 

understanding the 

surgery. 

The theatre nurse 

not comprehending 

what the PACU 

nurse needed to 

know 

“OT nurse not 

understanding 

significance of info 

required or being 

passed on” 

#15 

Language 

barrier 

n=7 Unintelligible 

communication 

from 

internationally 

qualified nurses 

“English as a second 

language can be a 

barrier in exactly 

understanding the 

verbal handover” 

 

“limited English”  

 

“Accents that are 

sometimes difficult to 

hear” 

#61 

 

 

 

 

 

#22 

 

#12 

Relief 

theatre 

nurses 

n=4 Relief nurse not in 

theatre for whole 

procedure therefore 

do not know all the 

patient details to 

ensure safe 

handover 

“Reliever handing over 

instead of the scrub 

nurse who was actually 

there” 

#22 

PACU nurse   n=4 The PACU nurse 

not respecting the 

theatre nurse or not 

paying attention to 

their handover 

“attitudes and personal 

views of the PACU 

nurse towards OT 

nurses”  

 

Some OT nurses “hand 

over as fast as possible 

#153 

 

 

 

 

#13 
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to just get out of there! 

[PACU]”   

 

“I see a lot of 

handovers done whilst 

the PACU nurse is not 

yet paying attention...it 

feels like they are not 

listening” 

 

 

 

#95 

 

Disruptions 

to handover 

n=3 Social interactions 

between nurses and 

anaesthetist at 

handover impedes 

focus 

“Social interaction 

during handover … 

disrupts the handover 

process”  

 

“delay the nursing 

handover” 

#125 

 

 

 

 

#96 

 

 

Section Four: Enablers to Perioperative Nurse Verbal Handover  

This section explores factors that may enable an effective verbal handover from the 

theatre nurse to the PACU nurse.  Respondents were asked to consider four named 

enablers and to rate how often, on a five-point Likert scale, ‘not at all often’, ‘slightly 

often’, ‘moderately often’, ‘very often’ or ‘extremely often’ they considered those enablers 

influence handover in the perioperative environment in which they predominantly work  

(see Figure 4 and Appendix 11).  

Whether the respondents’ area of work, that is theatre or PACU, influenced their 

perception of handover enablers were considered (see Appendix 12).  Similarly, whether 

there was a difference in the respondents’ perception to handover enablers according to 

their place of work, either for a DHB or private hospital, was explored (see Appendix 13). 

Communication enablers were listed in the survey as (see Figure 4.) 

 Verbal handover allows opportunity for the PACU nurse to seek clarification of 

information 
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 The OT nurse shows situational awareness during handover i.e. waits until the 

PACU nurse is ready to receive handover and therefore minimises distractions 

 Protected time for handover is achieved i.e. only patient specific discussion 

 The OT nurses verbal handover is structured and standardised 

Twelve nurses skipped this section because verbal nurse handover did not occur in their 

workplace.  Fifteen other nurses omitted to answer this section; therefore, the maximum 

number of responses per question was 103. 

Enablers to effective verbal handover 

The theatre nurse demonstrating situational awareness and that the verbal handover 

allowed opportunity for the PACU nurse to seek clarification of information at the time of 

handover were the handover enablers that elicited the strongest positive response (see 

Figure 4 and Appendix 11).  

 

Figure 4. Enablers to effective verbal handover in the PACU – all respondents 
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Perception to handover enablers according to the respondents’ place and area of 

work.  There was no evidence of an association between the respondents’ perception 

towards handover enablers and variables, such as the respondents’ area of work or place of 

work (see Appendices 12 and 13). 

Enablers to verbal handover – written responses 

Thirty-three respondents chose to describe other enablers to an effective handover 

which they had encountered in their work environment (see Table 13).  Collegiality 

amongst nurses and a formal pause to facilitate effective handover were common themes 

cited. 

 

Table 13.  

Enablers to verbal handover  

Enabler to 

Handover 

Count Description Quote (example 

from data) 

Respondent 

# 

 n=33    

Collegiality 

and 

cooperation 

n=16 The theatre nurse assists 

the PACU nurse to attach 

monitoring equipment. 

The anaesthetist allows 

the theatre nurse to 

handover first. 

Correlates with the 

named enabler of 

situational awareness. 

By assisting the 

PACU nurse “they 

have more time to 

listen to nursing 

handover” 

#93 

Timeout 

period for 

handover 

n=11 Correlates with the 

named enabler of 

protected time. 

Theatre nurse waits until 

it is a suitable time to 

handover facilitating an 

effective handover 

Theatre nurse 

pauses until the 

“PACU nurse … 

invite handover 

when they are 

ready to receive it” 

 

“in order to receive 

all information, 

whilst assessing the 

patient”. 

#96 

 

 

 

 

 

 

#49 
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PACU nurse 

engagement 

n=5 PACU nurse engages 

with handover and 

demonstrates they 

understand the handover 

the PACU nurse “... 

will clarify or ask 

questions. Many 

say thank you” 

 

“Having two 

PACU nurses for 

complex or agitated 

patients is an 

enabler – main 

receiving nurse can 

focus on handover 

info while other 

one keeps patient 

safe” 

#96 

 

 

 

#15 

 

 

Section Five: Patient Safety 

This section presents data reflecting the respondents’ perception on how clinical 

handover from the theatre nurse to the PACU nurse may affect the safety of patients during 

their surgical journey.  Survey respondents were asked to rate how often, on a 5-point 

Likert scale from ‘not at all often’, ‘slightly often’, ‘moderately often’, very often’ or 

‘extremely often’, the theatre nurse hands over to the PACU nurse information that 

recognise and respect the patients’ ethical, cultural and spiritual values and beliefs.   

Views were sought from respondents as to whether cultural care practices were 

integrated into the nurse handover in the NZ perioperative environment.  The example 

given in the questionnaire was whether during handover Māori patients have their cultural 

needs discussed, that is, ‘the return of body tissue, respect of tapu (for example, do not 

touch the patients head), respect of the patients taoka/toanga (treasures such as Pounamu 

necklace), and Whānau (family) inclusion in their perioperative care’.  Respondents were 

asked to identify how the patients’ cultural values and requests were handed over to the 

PACU nurse.  The researcher also wished to explore whether different ethnicities had a 

different perception regarding the integration of cultural awareness into perioperative 
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handover.  In addition, how the Surgical Safety Checklist (SSC) may influence handover 

and whether organisations have evidence that handover impacts on patient safety was also 

sought. 

Of the 130 respondents, 17 omitted to answer this section, giving a maximum of 113 

respondents. 

Cultural Awareness 

Of the 106 respondents who provided a nurse handover to the PACU nurse, most 85% 

(n=91) identified the patients’ cultural values and requests were handed over at least 

‘moderately often’, with half of that group (n=46) stating cultural information was handed 

over ‘extremely often’ (see Figure 5 and Appendix 14).  Of note, 14.1% (n=15) of 

respondents identified cultural consideration only occurs ‘slightly often’ or ‘not at all 

often’ during nurse hand over.  One respondent explained “This is done very poorly at my 

work place and I feel it could be much improved on” (respondent #13) and another stated 

“… it depends on the nurse to recognise and confirm the cultural needs with the patients 

themselves” (respondent #22).

Figure 5. The OT nurse to PACU handover contains information that recognises and respects the 

patients’ ethical, cultural and spiritual values and beliefs     
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Whether the respondents’ place or area of work influences cultural handover 

There was no evidence of an association between the respondents’ perception towards 

cultural handover and variables, such as the respondents’ area of work or place of work 

(see Appendix 14). 

Ethnicity and cultural handover 

Excluding European, there were a small number of respondents seen in each ethnic 

group (see Table 14).  Therefore, it was difficult to state with confidence whether a 

difference existed to the respondents’ perception to handover barriers due to their ethnicity 

(p=.877).  European views were predominantly positive with a majority of this group 

identifying culturally aware handover frequently occurred.  Of note, only two respondents 

who identified as Māori completed this section.   

Table14.  

Ethnicity and cultural handover 

Ethnicity  Response Not at 

all 

often 

n 

(%) 

Slightly 

often 

n 

(%) 

Moderately 

often 

n 

(%) 

Very 

often 

n 

(%) 

Extremely 

often 

n 

(%) 

N/A – no 

handover 

n 

(%) 

 
n=113 

      

European n=89 4 

(4.5) 

9 

(10.1) 

10 

(11.2) 

23 

(25.8) 

36 

(40.4) 

7 

(7.9) 

Māori n=2 1 

(50) 

   
1 

(50) 

 

Pacific n=1 
    

1 

(100) 

 

Asian n=13 
 

1 

(7.7) 

4 

(30.8) 

2 

(15.4) 

6 

(46.2) 

 

Other n=3 
  

1 

(33.3) 

1 

(33.3) 

1 

(33.3) 

 

Prefer 

not to 

state 

n=5 
  

2 

(40.0) 

2 

(40.0) 

1 

(20.0) 
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Mode of cultural handover 

The majority of theatre nurses engaged in face-to-face verbal handover of culturally 

significant matters to the PACU nurse (see Table 15). 

Table 15.  

How the patients' cultural values and requests are conveyed to the PACU nurse 

Mode of 

cultural 

handover 

Response  Written 

n 

(%) 

Verbal 

n 

(%) 

Telephone 

call 

n 

(%) 

This does 

not 

happen 

n 

(%) 

Other 

n 

(%) 

Mode n=113 67  

(59.3) 

97  

(85.8) 

18  

(15.9) 

5  

(4.4) 

15  

(13.3) 

DHB n=76m 38  

(50.0) 

62  

(81.6) 

13  

(17.1) 

4  

(5.3) 

6  

(7.9) 

Private 

Hospitals 

n=39n 27  

(69.2) 

35  

(89.7) 

6  

(15.4) 

1  

(2.6) 

11  

(28.2) 

 m-n 113 respondents answered this question – some work in both theatre and PACU, therefore the variance in 

count 

Thirteen percent of respondents stated ‘other’ as a means of handing over culturally 

significant details, and further explained how that occurred.  In some instances, handover 

respecting the patients’ culture was provided by either the anaesthetist or the RNRSA.  For 

others, handover of culturally significant details only occurred when the patient had 

requested the return of body tissue. 

Surgical Safety Checklist 

Almost all respondents indicated the SSC was operational within their theatre suite.  Of 

the two respondents who stated that their place of work did not use the SSC, one worked in 

the private sector and the other in public (see Table 16). 
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Table 16.  

The surgical safety checklist in theatre 

Surgical safety checklist Response Yes 

n 

(%) 

No 

n 

(%)  
n=113 

  

Is the Surgical Safety Checklist used in your 

theatre suite? 

 
111 

(98.2) 

2 

(1.8) 

  

The surgical safety checklist and handover 

Of note, 27.9% of respondents identified they did not know whether the SSC had an 

influence, via a flow on effect, on perioperative handover (see Figure 6 and Appendix 15).  

There was no evidence of an association between the respondents’ place (p=.635) or area 

of work (p=.095) and their perception on whether the SSC had influenced handover.  

 

Figure 6. The introduction of the surgical safety checklist into the operating theatre has influenced the 

theatre nurse handover to the PACU nurse 

Written responses.  Forty respondents chose to describe how handover to the PACU 

nurse had been influenced by the introduction of the SSC to the operating theatre.  Written 
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responses were from respondents who believed the SSC had a positive influence on 

handover. 

Table 17.  

How handover to the PACU Nurse has been influenced by the introduction of the Surgical Safety 

Checklist into the Operating Theatre 

SSC 

influence on 

handover 

Count Description Quote (example from 

data) 

Respondent 

# (number) 

 n=40    

Patient 

assessment 

n= 27 Patient concerns 

raised during the 

SSC process 

resulted in 

improved 

continuity in 

patient care and 

more 

comprehensive 

handover 

“heightens the 

awareness for 

everyone to think in a 

logical and organised 

fashion as to how to 

assess a patient for a 

comprehensive 

handover”  

#72 

Patient 

safety  

n=18 Patient concerns 

identified during 

‘sign out’ were 

handed over to 

the PACU nurse 

“It made us think 

about implementing 

one [nurse handover]” 

 

“has made some 

nurses more able to 

speak out which will 

have had beneficial 

effect on handover”  

 

“During the sign out 

phase we ask the 

surgical and 

anaesthetic team if 

there are any concerns 

for handover and this 

is conveyed to the 

PACU nurse” 

#149 

 

 

 

#15 

 

 

 

 

 

#131 
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Improved  

documenta-

tion 

n=8 Documentation is 

more thorough 

“It prompted a review 

of OT to PACU 

handover and the 

development of a 

checklist and 

standardised 

documentation” 

#108 

Comprehen-

sive 

handover  

 

n=5 SSC formalised 

and standardised 

the verbal 

handover   

“A more 

comprehensive 

handover (verbally) 

and documented 

information from 

checklist is read out 

to, and shown to 

PACU staff” 

#49 

 

The surgical safety checklist and continuity of patient care 

Most respondent’s (71.3%) believed that information sharing between nurses and 

continuity of care, as a result of the SSC implementation, occurred ‘moderately often’ to 

‘extremely often’ in their theatre suite (see Figure 7 and Appendix 16).  There was no 

evidence of an association between the respondents’ place (p=.219) or area of work 

(p=.579) and their perception on whether continuity of care due to the SSC is continued 

into the PACU. 

 

Figure 7. Continuity of care and information sharing that occurs preoperatively, due to the surgical 

safety checklist, is continued into the PACU 
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The surgical safety checklist – ‘sign out’ influence on handover 

Respondents were furthermore asked for a more explicit explanation regarding the SSC, 

in particular to ‘sign out’, and whether patient concerns raised as a result of that 

communication process were then handed over to the PACU nurse (see Figure 8 and 

Appendix 17).  Of the 104 responses, over half stated that patient concerns identified 

during the SSC were handed over to the PACU nurse ‘very often’ or ‘extremely often’.  

There was no evidence of an association between the respondents’ place (p=.261) or area 

(p=.689) of work and their perception on whether continuity of care due to the SSC is 

continued into the PACU.  

 

Figure 8. Patient concerns identified during the surgical safety checklist ‘Sign Out’ are handed over to 

the PACU nurse 

 

Written responses.  One hundred and two respondents chose to comment on whether 

continuity in care due to the SSC continued into the PACU (n=49) and whether patient 

concerns identified at ‘time out’ were handed over to the PACU nurse (n= 53).  Their 

responses have been combined in table 18. 
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Table 18.  

How continuity of care and information sharing that occurs intra-operatively due to the SSC is continued 

into the PACU, and how patient concerns are handed over 

Continuity 

of care and 

handover of 

patient 

concerns  

Count Description Quote (example from 

data)  

Respondent 

# (number) 

 n=102    

Verbal 

handover 

n= 70 Continuity and 

patient concerns 

are handed over 

verbally 

“Verbal hand over 

from both anaesthetist 

and OT nurse as often 

we are listening to 

what each other says 

and fill in the gaps 

about anything that 

was highlighted in the 

checklist” 

#7 

Written 

documenta-

tion 

n=49 Documented on 

the perioperative 

form 

“The concerns for 

recovery and 

management of the 

patient in the third 

part of the checklist, 

and discussed between 

the medical staff or 

anything nursing are 

added to the 

perioperative form” 

#151 

Anaesthe-

tists 

handover  

n=21 Concerns raised 

during SSC are 

handed over to 

the PACU nurse 

by the 

anaesthetist 

“rely on the PACU 

nurse to look at the 

intraoperative form 

and also on the 

anaesthetist to relay 

the information” 

#154 

Continuity 

and 

handover of 

patient 

n=5 The SSC not 

adhered to  

“often sign out does 

not occur” 

 

#121 
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concerns is 

missed 

“I’m not sure sign out 

is fully understood as 

this sort of 

information is often 

missed” 

#129 

 

Quality evidence  

Over half of the study’s respondents (59.3%) did not know whether their organisation 

had evidence that a nursing handover impacted on patient outcomes and 13.9% claimed to 

be aware of quality evidence (see Figure 9 and Appendix 18).  There was no evidence of an 

association between the respondents’ place of work and their perception on whether 

evidence existed that handover impacted on patient outcomes (p=.887). 

 

Figure 9. Evidence that nursing handover impacts on patient outcomes 

 

Written responses.  Sixteen respondents chose to describe the type of evidence their 

organisation had regarding nursing handover impacting on patient safety.  Audit data was 

the most common type of evidence cited, for example, “audits are regularly done to ensure 

handovers are done correctly” (respondent #121), and patient survey was mentioned by 

two nurses. 
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Conclusion 

This chapter has presented the results of the survey which explored how perioperative 

handover occurred in NZ and identified the degree of satisfaction that perioperative nurses 

had with that handover.  In addition, barriers and enablers to handover were identified, and 

whether cultural awareness was integrated into handover was explored.  Results were 

analysed using descriptive statistics with themes extracted from the written responses, 

providing a rich insight into the perioperative nurse views on handover.  Associations 

between variables were tested and were found to be unsupported in this study. 

The results will be discussed in the next chapter with consideration given to the 

significance of the findings related to what is known of perioperative handover in 

published literature.  Whether theatre nurse to PACU nurse handover in NZ contributes to 

a culture of patient safety and strategies for improvement will be considered. 
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CHAPTER FIVE: Discussion 

The current study was the first research conducted in NZ that explored the approaches 

and attitudes of theatre and PACU nurses to handover in the perioperative setting.  The 

study sought to identify the current practice in relation to PACU clinical handover as 

experienced by perioperative nurses.  The survey results illustrate that perioperative nurses 

in NZ regularly engage in clinical handover.  It is evident that most NZ perioperative 

nurses are experienced and they also appear to be adaptable with regard to where they 

practice within the perioperative environment.   

The first section of this chapter will discuss nurse handover in New Zealand.  What the  

results mean in terms of the known contributors to a patient safety culture, described by 

Streeter et al. (2015) as system effectiveness and the individual performance and 

behaviours of the perioperative nurse at the time of handover, will be explored.  To 

conclude chapter five, in section two, the limitations of the study, implications for nursing 

practice and recommendations for future research will be considered.      

 

Section One: Discussion of Findings 

It was apparent from the current study that clinical handover regularly occurs from the 

theatre nurse to the PACU nurse throughout many NZ hospitals.  Whether theatre nurse to 

PACU nurse handover routinely occurs in other countries is not clear in the literature, with 

most research exploring the anaesthetist to nurse handover.  The paucity of literature on 

nurse to nurse handover in the perioperative environment therefore highlights the current 

study as an important body of knowledge from which practice can be informed and guided. 

Of the few respondents who stated nurse handover did not occur in their workplace, the 

most frequently stated reason was due to hospital tradition, and some other nurses believed 

it was the anaesthetist’s role to handover.  The latter view was shared by only a few 

respondents, but nevertheless this finding implies not all NZ perioperative nurses believe 

in the importance of nurse to nurse handover.  This group of nurses is clearly the minority 

and in contrast, of the perioperative nurses who did engage in clinical handover, most also 

valued having a nursing handover.  This group of nurses stated handover was important to 
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them as a means of acquiring patient information and believed that effective handover 

ensured provision of safe holistic care, which consequently ensured continuity of care 

throughout the perioperative continuum.  Similar strong nurses’ opinions supporting the 

importance of handover were seen in the Kilic et al. (2017) study and Clarke et al. (2018) 

review where nurses identified positive aspects of  handover, such as the acquisition and 

discussion of patient information and that handover ensured safe transition in care.  In 

addition, valuing handover as a means for nurses to achieve collegiality and a sense of self-

worth, as supported by Staggers and Blaz (2013) were important to the nurses, but valuing 

handover from the perspective of patient safety was the primary theme to emerge in the 

current study.  In the same way Robinson (2016) highlighted nursing handover as a key 

component of safety in the perioperative environment, and an important contributor to 

ensuring continuity of care for the surgical patient. 

Nurse Satisfaction with Handover 

In addition to nurses being able to give reasons why they value handover, the results 

suggest that perioperative nurses are generally satisfied with the handover that currently 

occurs in PACU.  Similar levels of satisfaction were seen in studies by Nagpal et al. (2013) 

and Petrovic et al. (2015), with high nurse satisfaction levels attributed to handover 

standardisation.  Admittedly, in contrast to the exploratory nature of the current study, both 

of those studies measured the degree of nurse satisfaction before and after the introduction 

of a standardised handover protocol.  In a similar way however, of the nurses who were 

satisfied with handover in this study, the most frequently stated reason for their satisfaction 

was due to the handover being standardised, which they believed consequently promoted 

patient safety.  Therefore, it is evident that most perioperative nurses are cognisant of the 

relationship between effective nurse handover and patient safety, building on the findings 

from Lillibridge et al. (2017). 

The literature has identified theatre nurses to have a greater degree of satisfaction with 

handover than the PACU nurse (Petrovic et al., 2015; Reine, Raeder, et al., 2019).  The 

current study was unable to support those authors’ findings, but alternatively the results did 

identify that nurses who worked in both the PACU and theatre environments believed their 

adaptability in working in both areas enhanced their satisfaction with nurse handover.  For 
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that group of nurses, satisfaction with handover was attributed to the nurses having a 

greater awareness of the distinct challenges that the PACU and theatre nurses have in their 

respective roles at handover time, as was highlighted in the Reine, Raeder et al. study.  In 

addition, the nurses in the current study who worked in both theatre and PACU, also stated 

they had a better understanding of what information was important at handover time and 

could model their handover accordingly.  Similarly, variation in perioperative nurses 

perception to handover have been identified in other studies (Randmaa et al., 2017; Reine, 

Rustoen, et al., 2019), with recommendations made from those studies, in line with 

improvement suggestions from the nurses in the current study.   Recommendations made 

included improved collaboration between nurses at handover time and for education of 

perioperative nurses that constructed a shared understanding of what information must be 

exchanged.  Indeed, having the opportunity to seek clarification of information between the 

theatre and PACU nurses during verbal handover was the enabler which elicited the 

strongest positive response from respondents in the current study, and as suggested by 

Streeter et al. (2015) goes somewhat towards fostering a culture of patient safety.   

Alternatively, some nurses, who indicated they were dissatisfied with the current 

handover from the theatre to the PACU nurse, attributed their dissatisfaction to the 

negative socioemotional behaviours exhibited by the nurses at the time of handover, and 

will be further discussed. 

Culture of Patient Safety 

The literature suggests, effective systems and adaptive nurse behaviours, are required at 

time of handover to ensure an exchange of information and to achieve a patient safety 

culture (Amato-Vealey et al., 2008; Streeter et al., 2015).  Although, the current study 

implies a culture of patient safety exists to some extent in the NZ perioperative 

environment, the results also suggest the safety culture could improve.  The study’s 

respondents identified positive enablers to handover, in addition to barriers, and were able 

to suggest ways the systems and nurse behaviours could improve to mitigate 

communication barriers and to promote patient safety.  How communication barriers could 

be mitigated, and safety promoted in the perioperative environment to achieve a patient 

safety culture will be discussed further in this section. 
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System effectiveness 

Standardisation of handover 

The most common mode of nurse handover identified in the current study was face-to-

face verbal handover, with standardisation of verbal handover shown to be one way of 

ensuring comprehensive exchange of pertinent patient information in the PACU (Nagpal et 

al., 2010).  Such an approach was identified by the nurses, with half stating the verbal 

handover followed a structured process, often as per the ISBAR communication tool or 

alternatively structured as per a perioperative checklist.  Of the remaining respondents, 

whose handover was not structured, information was noted to be often incomplete with 

variance between nurses due to the handover being conducted by memory rather than with 

a prompt. Similarly, a lack of handover standardisation has been identified in the literature 

with implementation of a handover protocol recommended from those studies (Bruno & 

Guimond, 2016; Segall et al., 2012).  Although those publications were not focussed solely 

on nurse to nurse handover, they primarily involved the anaesthetist’s handover (in 

addition to the theatre nurse), the recommendations from those studies for handover 

standardisation nevertheless suggest a way that perioperative nurse handover in NZ could 

improve.  Furthermore, although some nurses remained satisfied with handover regardless 

of the lack of structure, it appeared most nurses were aware, in the interests of safety, 

handover ought to not only be standardised, they were also able to suggest systems which 

they believed would further improve exchange of information.  The opportunity for 

collaboration between nurses, whereby patient information could be discussed and having 

a formal protected time for handover were two such suggestions to mitigate perceived 

communication barriers.  These suggestions were consistent with the recommendations 

from Clarke et al.’s (2018) review, which proposed having standardised handover in a 

focussed environment was fundamental to ensuring effective information exchange. 

Multitasking PACU nurse 

The PACU nurse being required to multitask during handover was the barrier to verbal 

handover most agreed with in this study, consistent with the growing body of evidence to 

that effect (Randmaa et al., 2015; van Rensen et al., 2012).  Both Randmaa et al. and van 
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Rensen et al. identified in their studies that the PACU nurse simultaneously performing 

tasks, whilst concurrently listening to handover, to be a barrier to effective communication, 

resulting in poor retention of information by the handover recipient.  Additionally, the 

PACU environments distractions and interruptions were also identified in the current study 

to be a barrier to handover by over half (52.9%) of the respondents.  This was less than 

Randmaa et al.’s (2015) Swedish study which found 77% of handovers were interrupted in 

PACU.  Discrepancy between those results could be attributed to Randmaas’ study being 

observational, with a strict criterion defining an interruption to handover, as opposed to the 

self-reporting survey method of the current study.  Nevertheless, it is clear effective 

systems ought to be implemented at handover in the PACU that compensate for the 

interruptions and distractions, and to improve information transfer.  

Face-to-face verbal handover in the PACU, in combination with a framework of 

documentation, was one measure shown in the Segall et al. (2012) literature review to 

improve information retention by the multitasking PACU nurse.  Although the current 

study identified that standardised verbal handover from the theatre nurse to the PACU 

nurse was optimal, of concern, only one quarter of respondents (24.3%) stated that their 

verbal handover was documented.  Documentation frameworks identified by the nurses 

included the verbal handover being guided by the documentation on the perioperative form 

or written on a standardised checklist.  Nevertheless, the paucity of documented support 

for the verbal handover in the NZ perioperative setting is in contrast to recommendations 

for written support of verbal handover in the literature (Lillibridge et al., 2017; Redley et 

al., 2016), and warrants improvement.   

Additionally, ensuring protected time, or in other words ‘time out’, for verbal handover 

has been shown to be an effective system which reduces interruptions and distractions 

(Arenas et al., 2014; van Rensen et al., 2012), and was one such approach reinforced by the 

nurses in the current study.  Notably, achieving protected time for handover was one 

positive enabler identified by nurses to be achieved regularly in the PACU, as was the 

nurses demonstrating situational awareness and fostering a sense of collegiality, whereby 

they assisted the PACU nurse and then waited until the PACU nurse indicated they were 

ready to receive handover.  This is in line with other studies which explored nurses’ 
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perceptions of perioperative handover (Amato-Vealey et al., 2008; Reine, Raeder, et al., 

2019; Streeter et al., 2015).  Those authors agreed there were wider aspects to effective 

handover, such as, in addition to structured handover, of nurses demonstrating positive 

socioemotional behaviours which ensured exchange of information in the PACU. 

Socioemotional nurse behaviours 

Nurse engagement and collaboration 

The impression from the current study was most perioperative nurses demonstrate 

positive individual behaviours during handover, described by Streeter et al. (2015) as 

warmth, concern, respect, and sharing of values.  Engagement, where verification of 

information handed over occurred between nurses, and the theatre nurse identifying which 

PACU nurse was receiving the handover before commencing, were important to nurses in 

the current study.  Similar feelings of collegiality and understanding between nurses have 

been shown to ensure the safe transfer of information at handover (Arenas et al., 2014; 

Robinson, 2016), and also to enhance staff satisfaction and wellbeing (Nagpal et al., 2013; 

Streeter et al., 2015).    

 On the other hand, as earlier stated, negative socioemotional behaviours exhibited by 

the nurses at the time of handover were identified by some nurses. Those theatre nurses 

perceived the PACU nurse to be disinterested in what they had to say at handover, 

therefore making them feel undervalued, and others chose to describe how they perceived 

there was a lack of understanding about the different pressures their roles entailed or what 

information was important for the PACU nurse to be told.  These may only be perceptions 

of individuals, nevertheless, this does warrant further investigation and strategies put in 

place to overcome this negative perception.  Strategies and systems could include 

education of nurses regarding specialty role and responsibilities, and instigation of a 

handover protocol (Rose & Newman, 2016), as well as understanding appropriate nurse 

communication behaviours (Streeter et al., 2015).  In addition, enforcing protected time for 

handover in the PACU, so undivided attention can be achieved for all personnel at this 

time (Redley et al., 2016) may negate perceived attitudinal indifference from nurses during 

handover.   
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Language barriers  

Difficulty understanding the handover delivered by internationally qualified nurses 

(IQN’s) who speak English as their second language was one barrier identified by 

respondents in the current study.  This was an unexpected barrier but does reflect the 

growing reliance in NZ on IQN’s from non-English speaking countries (Nana et al., 2013).  

Literature is scarce on this topic, but Riesenberg et al. (2010) did discuss language barriers 

in their systematic review, which associated those nurses who spoke English as their 

second language to be difficult to understand at verbal handover.  Study respondents were 

unable to suggest how language barriers may be overcome in their perioperative 

environment, but Riesenberg et al. did identify handover strategies which required both 

system effectiveness and adapted individual behaviours to ensure safe transition of patient 

information.  Handover strategies included use of a computerised handover system or 

suggested the verbal handover should be clear and moderately paced, and concluded with 

verification that the receiving nurse had understood the information given (Riesenberg et 

al., 2010). 

Perioperative Patient Safety 

 The final section of the discussion chapter is specific to patient safety in theatre, 

including whether the surgical safety checklist (SSC) has influenced nurse handover and 

considered whether cultural awareness has been integrated into the nurse handover.  

Surgical safety checklist   

One effective system introduced into theatre, designed to improve surgical patient 

outcomes through adherence to strict communication checklists, was the SSC (Collins et 

al., 2014).  Although the SSC checklist was not about nurse to nurse handover in the 

PACU, the current study wished to explore whether the SSC, through a flow on effect, 

influenced the theatre nurse to PACU handover.  Whether the SSC has influenced the 

theatre nurses’ verbal handover to the PACU nurse remains unclear from this study, with 

similar numbers of respondents agreeing the SSC had influenced handover (33.3%) to 

those who believed the SSC had not influenced handover (38.7%).  Of those respondents 

who agreed the SSC checklist had influenced handover their responses were all positive, 
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believing both the verbal and written handovers were more comprehensive as a result.  The 

latter finding was consistent with the results of a US literature review which found the 

formal structured communication that resulted from the SSC facilitated continuity in 

patient care and supported a safety culture as a result (Collins et al., 2014).  The conclusion 

reached by Collins et al. was reinforced by the respondents who believed the ‘sign out’ 

discussion held at the conclusion of the SSC heightened awareness for theatre nurses to 

provide thorough assessment of the surgical patient and subsequently provide a 

comprehensive handover to the PACU nurse.  Other nurses believed special clinical 

concerns and postoperative care, such as, thromboprophylaxis, were more readily handed 

over to the PACU nurse resulting in better continuity of care.  Why respondents felt the 

SSC did not influence the theatre nurse to PACU nurse handover was not sought for this 

study. 

Training, policy, and quality evidence 

Implementing training and education strategies to improve handover are 

recommendations to the fore in the more recent literature (Clarke et al., 2018).  Of the 

current study’s respondents half had received training on handover, supporting the 

suggestion that came from Reine, Raeder, et al. (2019), that to sustain improvements to 

handover nurses ought to receive formal handover and teamwork training.   

For effective systems to be integral to perioperative handover, other studies have 

suggested policy be in place to guide nurses (Bruno & Guimond, 2016; Clarke et al., 

2018).  With the current study nearly 60% of respondents believed their workplace had a 

policy on handover, but that figure did not take into account those respondents (23.8%) 

who did not know of such a policy, so that figure may be higher.  In addition, few 

respondents (13.9%) knew whether quality evidence, such as audits, existed to monitor the 

effectiveness of handover in their workplace, with literature scarce on patient outcomes 

sensitive to handover quality.  This study was unable to substantiate the findings of one 

such published work which found standardisation of the handover content and process 

resulted in improved outcomes for the surgical patient (Lillibridge et al., 2017).  

Furthermore, although handover audit was the most common form of evidence identified 

in the current study, implementation of quality assessment initiatives should be to the fore, 
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so handover effectiveness is measured to ensure improved patient outcomes (Rose & 

Newman, 2016). 

Cultural awareness  

Results of the current study could not substantiate whether culturally safe handover 

practice occurred in the perioperative setting but did suggest that most NZ perioperative 

nurses integrated cultural awareness into their handovers.  The nurses acknowledged the 

importance of the OT nurse to PACU nurse handover containing information that 

recognised and respected the patients’ ethnic, cultural, and spiritual values and beliefs.  

After all, preserving the patient’s expressed values and supporting their cultural and 

religious rights are fundamental aspects of perioperative patient advocacy (Sundqvist et al., 

2016).  In NZ it is a requirement for nurses, according to the Treaty of Waitangi to respect 

Māori culture, values and beliefs (NCNZ, 2016), and it would appear NZ nurses are aware 

clinical handover is one way of achieving improvement to Māori health.  A clear majority 

of NZ nurses (85%) stated their handover was culturally sensitive, but was the degree of 

positive response because NZ nurses are aware it is the expected norm to be culturally 

safe?  Whether a social desirability response bias has occurred in the current study, 

whereby nurses provide the answer which they think is correct (van de Mortel, 2008), is 

unclear.  If culturally aware handover regularly occurs abroad is also undetermined. One 

handover model was found in the literature however, which incorporated handing over of 

the patients’ ‘spiritual needs’ (Robinson, 2016); but that is not to say there are no other 

handover models that do likewise.   

 

Section Two: 

Strengths and Limitations  

Achieving a wide cross section of nurses from throughout NZ was one of the strengths 

of the current study.  Having a broad base of nurses gave this exploratory study a range of 

different nurses’ perspectives on clinical handover.  Additionally, having the support of a 

professional organisation (PNC) that allowed for easy dissemination and follow up 

communication with respondents via PNC, was one other strength. 
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The researcher, being a perioperative nurse working in the NZ health care system was 

one limitation of the study due to the potential of introducing bias to the study.  The 

researcher was careful to consider undue influence on questionnaire development to limit 

bias and was cognisant to maintaining neutrality when discussing the findings.  Excluding 

respondents from the researchers’ place of work from the survey was important to mitigate 

bias, as was maintaining anonymity of all respondents.  

The modest number of respondents (n=130) could be seen as a limitation of this study.  

Although this number was sufficient to extract interesting analysis of data, the confidence 

levels were too low to achieve robust quantitative evidence.  One reason for the poor 

response rate (31.3%) may be attributed to the questionnaire being too long which may 

have been a deterrent for some nurses to participate, and for others to not finish the survey, 

which resulted in a reduced final response rate (26.7%).  On the other hand, providing the 

opportunity for written comment from respondents was a strength of the study, allowing 

for nurses to enrich the data.   

Using the self-completed questionnaire method may have produced social desirability 

response bias, whereby the respondents providing the answer which they perceived to be 

correct, rather than what is happening in the clinical setting (van de Mortel, 2008).  

However, to counteract bias the anonymity of the chosen method may be seen as a strength 

because respondents could not be connected to their survey and could therefore be more 

honest in their response (Gerrish & Lacey, 2010).   

An error in the listing the nurses’ qualifications in the demographic section (Table 2) of 

the survey is a limitation in the study.  The option Enrolled nurse or RGON is reflective of 

the nurses’ scope of practice rather than their qualification.  The survey should have 

provided the option of ‘RN with a hospital certificate’, ‘Enrolled nurse with a hospital 

certificate’ or the more recent qualification ‘Diploma in enrolled nursing’.  The error may 

have confused the survey respondents and accordingly the researcher cannot be certain the 

qualification data is accurate, having implications for future studies which replicate this 

survey tool.   
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One final limitation of the study involved the researcher’s ambitious desire to identify 

whether perioperative nurses integrated the Treaty of Waitangi/ Te Tiriti o Waitangi 

principles to their handover and therefore ensured safe cultural practice in the New 

Zealand setting.  In hindsight the wording of Section Five of the survey should have read 

as cultural ‘awareness’ rather than ‘safety’.  The author acknowledges there is a difference 

between nurses providing cultural care to their patients and achieving cultural safety.  

Recommendations for Nursing Practice  

 That a culture of patient safety exists to some extent in the NZ perioperative 

environment is the overriding impression from the survey results.  There appears to be 

systems, such as, standardised handover models integrated into practice and an awareness 

of appropriate nurse behaviours which results in nurse working together to achieve safe 

patient care.  However, one recommendation to come from this study was for a formal 

‘handover pause’ to be instigated, so all the health professionals can actively engage in the 

communication process in PACU.  Additionally, the provision of a written framework of 

documentation in combination with a face-to-face verbal handover is recommended.  The 

two initiatives go some way towards ensuring robust exchange of information occurs in the 

often chaotic PACU environment, where the receiving nurse may be expected to complete 

tasks in addition to listening to handover. 

In the interests of patient safety provision of education on how to conduct effective 

nurse-to-nurse handover needs to occur.  Integration of handover education at the 

undergraduate level and in general appears to be inconsistent, implying nurse educators are 

unaware of the importance, in terms of patient safety, of this nursing ritual.  Collaboration 

with educators and hospital managers, to develop policy, nursing guidelines and provide 

education on conducting effective handover, together with audit of the effectiveness of 

information exchange is recommended. 

Recommendations for Further Research 

The results of the current study and review of the literature have identified numerous 

opportunities for future research, both in NZ and internationally.  It is clear there is a 

dearth of literature specifically on nurse handover in the NZ perioperative setting, and this 
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study sets the foundation from which future research can occur.  In addition, the study 

respondents suggested recommendations for further research which they believed were 

important, which are listed below: 

 Whether perioperative nurse handover improves outcomes for the surgical patient? 

 A qualitative study exploring whether the nurse handover provide a holistic view of 

the surgical patient, that is, are the social, cultural, and spiritual needs handed over 

to the PACU nurse? 

 Whether educational strategies improve the nurse handover and make a difference 

to patient outcomes? 

 Does a theatre nurse handover make a difference to the PACU nurse? 

 Use of information technology to provide or to support handover in perioperative 

NZ is rare.  Is this modality a way of the future with nurse handover?  

 Although the SSC was not what the current study was about some respondents 

indicated the SSC was poorly adhered to in their theatre suite. Therefore, research 

on staff compliance with the SSC in NZ hospitals is warranted. 

 

Conclusion 

The study has provided a valuable overview of nurse handover in the NZ perioperative 

environment.  Perioperative nurses are experienced and adaptable in their practice and they 

regularly engage in clinical handover.  It is unclear whether demographic variables 

influence the OT nurse to PACU nurse handover in NZ hospitals, but it is clear that most 

perioperative nurses are satisfied with clinical handover. 

It is evident there are inherent barriers to effective verbal handover in the perioperative 

environment, in addition to factors that enable safe transfer of information between health 

professionals.  International literature has a plethora of suggestions on how to overcome 

barriers and how to mitigate error, with many of those suggestions being integrated into the 

NZ health system.  Indeed, the results of the current study suggest a culture of patient 

safety exists to some extent in NZ, with perioperative nurse collaboration evident, and with 

effective systems integrated into the handover process.  Perioperative nurses appear to be 

aware of the importance of their handover; not only for ensuring patient safety, but also in 
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providing a sense of professional achievement and personal satisfaction.  With that being 

said however, it is also clear that the transition in care of the surgical patient could 

improve.  Further research and nurse education strategies need to be implemented to 

improve perioperative nurse-to-nurse handover. 
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Appendix 2. Survey instrument 

Aim/ Research Question: 

The aim of this study is to explore current practice in clinical handover between the Operating 

Theatre (OT) nurse and the Post Anaesthetic Care Unit (PACU) nurse in New Zealand hospitals. 

Clinical handover is defined by The Joint Commission as “The passing of patient specific 

information from one caregiver to another or one team of caregivers to another for the purpose of 

ensuring the continuity and safety of that patient’s care” 

This survey is designed to elicit details on clinical handover in your theatre suite, and to explore 

what your perceptions are, as a perioperative nurse, about handover. It is a required practice for the 

anaesthetist to provide handover to the PACU nurse; however, this survey is primarily concerned 

with a nursing handover. If a verbal nursing handover to the PACU nurse does not occur, your 

participation in this survey is still important. 

There are 5 sections to complete.  

Section 1 consists of information about you, your qualifications and area of work.  

Please answer the questions, or mark the spaces that apply to you 

Section 1: Demographic information 

1. Age  (please state your current age in years) ___________________________ 

2. Gender            □ Female                              □ Male 

3. What ethnic group do you belong to? Please tick all ethnic groups that apply. 

□ New Zealand European 

□ Maori          Iwi _____________________________ 

□ Samoan 

□ Cook Island Maori 

□ Tongan 

□ Niuean 

□ Chinese 
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□ Indian 

□ Other (such as Dutch, Japanese, Tokelauan). Please state __________________________ 

□ Prefer not to state my ethnicity 

4. What is your highest undergraduate nursing qualification? 

□ Enrolled Nurse         □ RGON/ RGN                    □ Diploma                     □ Bachelor 

Other (please specify) ________________________________________________________ 

5. Do you have a post-graduate nursing qualification?                                                   

                          □ No                                   □ Yes               

6.   Please tick the highest qualification attained 

□ PG Certificate      □ PG Diploma       □ Masters        □ PhD      

□ Not applicable, I do not have a post-graduate qualification 

□ Other (please specify) ______________________________________________________ 

7. Area of work – please tick all that apply 

           □ DHB                             □ Private     

           □ Operating Theatre        □ PACU 

          Please state the number of theatres in the hospital in which you predominantly work   

               ________________                                                        

8. If you work in both the private and public sectors please indicate which place you 

predominantly work 

□ DHB                             □ Private                       □ N/A 

9. If you work in both OT and PACU please indicate the area in which you 

predominantly work 

 □ Operating Theatre            □ PACU                      □ N/A 

10. How many years have you have worked as an RN/EN?  __________years 
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11. How many years have you worked in the perioperative environment? 

 NB: this includes both OT and PACU  __________years 

Section 2: Clinical Handover 

If you work in more than one area, for example, you work in both private and public or work in 

both OT and PACU, please answer the following questions from the point of view of the area you 

predominantly work. 

If you do not engage in verbal clinical handover your opinion regarding handover is still important 

to us.          

The questions in this section are designed to:                                                                      

A] Explore your perceptions of clinical handover.  

B] Elicit details on clinical handover in your theatre suite – how patient information is conveyed to 

the PACU nurse                 

A] The following question is designed to elicit your overall perception of handover in your 

current workplace.  

12. Please rate on a scale of 1 (Extremely Dissatisfied) to 5 (Extremely Satisfied) how 

satisfied you are with the current nursing handover, from the OT nurse to the PACU 

nurse, which occurs in your work environment. 

1-----------------------2-----------------3-------------------4--------------------5  

Extremely Dissatisfied                                                                             Extremely Satisfied 

If you feel satisfied with current OT nurse handover, please go to questions 13 & 15 

If you are dissatisfied with current OT nurse handover, please go to questions 14 & 15 

If you are neither satisfied nor dissatisfied, please go to question 15 

13. You have overall satisfaction with the current nursing handover from the OT nurse to 

the PACU nurse, which occurs in your workplace, can you explain why you feel 

satisfied? 

___________________________________________________________________________ 

___________________________________________________________________________ 
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14. You have overall dissatisfaction with the current nursing handover from the OT nurse to 

the PACU nurse, which occurs in your work environment, can you explain why you feel 

dissatisfied? 

_______________________________________________________________________________

_______________________________________________________________________________ 

15. If relevant, please describe how handover could be improved in your workplace? 

 

_______________________________________________________________________________

_______________________________________________________________________________ 

B] When responding to the following questions/ statements please consider the usual nursing 

handover from OT to PACU that occurs in your workplace. 

16. For each of the following personnel, please indicate the type of clinical handover 

usually provided from theatre to the PACU Nurse.     Please tick all that apply. 

□ OT Nurse                                  □ Written       □ Verbal – face-to-face       □ Telephone call  

                                                      □ No clinical handover 

□ Anaesthetist                              □ Written       □ Verbal – face-to-face       □ Telephone call  

                                                      □ No clinical handover 

□ Surgeon                                     □ Written      □ Verbal – face-to-face       □ Telephone call   

                                                      □ No clinical handover 

□ First Surgical Assistant RN       □ Written       □ Verbal – face-to-face      □ Telephone call 

                                                      □ No clinical handover 

□ Anaesthetic Technician             □ Written       □ Verbal – face-to-face      □ Telephone call 

                                                      □ No clinical handover 

17. Does your organisation have a policy and/or protocol to guide clinical handover? 

                    □   Yes                                     □   No                                     □ Don’t know 

18. Have you received training on conducting a clinical handover? 

        □ Yes    go to question 19                                       □ No    continue to question 20                   
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19. If you answered yes, how was that training provided? (e.g. during nursing training) 

_______________________________________________________________________________

_______________________________________________________________________________ 

20. Is the written handover from the OT nurse to PACU nurse standardised? 

i.e. structured through the use of a checklist or communication tool  

(for example, ISBAR, SOAP, Head-to-Toe ….) 

□ Yes          go to question 21                                   

□ No           go to question 22          

21. If the written handover from the OT nurse to PACU nurse is structured, please describe 

the structure. 

_______________________________________________________________________________

_______________________________________________________________________________ 

22. If the written handover from the OT nurse to PACU nurse is not structured, please 

describe how patient information is conveyed to the PACU nurse  

_______________________________________________________________________________

_______________________________________________________________________________ 

23. Is the verbal handover from the OT nurse to PACU nurse standardised? 

 i.e. structured through the use of a checklist or communication tool  

(for example, ISBAR, SOAP, Head-to-toe ….) 

□ Yes         go to question 25                                     

□ No          go to question 26          

□ N/A – verbal nursing handover does not occur – go to question 24 

24. You have indicated that a verbal handover from the OT nurse to PACU nurse is not 

provided, please state why not 

 

___________________________________________________________________________

___________________________________________________________________________ 

25. The verbal handover is standardised, please describe the structure. 

_______________________________________________________________________________

_______________________________________________________________________________ 
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26.  The verbal handover is not structured, please describe how patient information is 

verbalised to the PACU nurse 

_______________________________________________________________________________

_______________________________________________________________________________ 

27.  Is the verbal handover documented? 

 □ Yes     go to question 28                              □ No     go to question 29 

28.   Please describe how the verbal handover is documented, for example, on a handover 

model or checklist 

_______________________________________________________________________________

_______________________________________________________________________________ 

If it is established practice that the OT nurse provides a verbal handover to the PACU nurse in your 

clinical area, please go to Section 3  

If it is not established practice that the OT nurse provides a verbal handover to the PACU nurse in 

your clinical area, please go to Section 5  

Section 3: Barriers encountered during verbal handover from the OT nurse to the PACU 

nurse 

When considering the following statements please think about the usual nurse handover that occurs 

from OT to PACU.  

Please rate on a scale of 1 (Not at all often) to 5 (Extremely often) how often the following 

factors are a barrier to an effective verbal handover. 

29. The OT nurse is under time pressure to return to theatre 

1----------------------2----------------------3----------------------4-----------------------5 

 Not at all often     Slightly often        Moderately often        Very often          Extremely often 

30. There is limited opportunity for the PACU nurse to ask questions of the OT nurse 

1-----------------------2----------------------3-------------------4-----------------------5 

Not at all often     Slightly often        Moderately often        Very often          Extremely often 

 



100 
 

31. There is a lack of clarity as to which PACU nurse is receiving the handover 

1-----------------------2---------------------3---------------------4----------------------5 

Not at all often     Slightly often        Moderately often        Very often          Extremely often 

32. There is information overload for the receiving PACU nurse, therefore is not able to 

remember information 

1--------------------2------------------------3--------------------4-----------------------5 

Not at all often     Slightly often        Moderately often        Very often          Extremely often 

33. The OT nurse handover lacks organisation  

1--------------------2------------------------3---------------------4---------------------5 

Not at all often     Slightly often        Moderately often        Very often          Extremely often 

34. There is a lack of consistency in nursing handovers 

1--------------------2-----------------------3----------------------4---------------------5 

Not at all often     Slightly often        Moderately often        Very often          Extremely often 

35. The receiving PACU nurse is multitasking, i.e. concurrently assessing the patient while 

listening to handover 

    1---------------------2----------------------3--------------------4-----------------------5 

 Not at all often     Slightly often        Moderately often        Very often          Extremely often 

36. The PACU environments’ distractions and interruptions 

                 1-----------------------2------------------3--------------------4----------------------5 

Not at all often     Slightly often        Moderately often        Very often          Extremely often 

37. If you have encountered other barriers to an effective verbal handover please describe 

_________________________________________________________________________

_________________________________________________________________________ 
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Section 4: Enablers to verbal handover from the OT nurse to the PACU nurse 

When considering the following statements please think about the usual nurse handover that occurs 

from OT to PACU.  

Please rate on a scale of 1 (Not at all often) to 5 (Extremely often) how often the following 

factors enable or facilitate an effective verbal handover in your workplace. 

38. Verbal handover allows for the PACU nurse to seek clarification of information 

  

1---------------------2------------------------3--------------------4---------------------5 

Not at all often     Slightly often        Moderately often        Very often          Extremely often 

39. The OT nurse shows situational awareness during handover, i.e. waits until the PACU 

nurse is ready to receive handover therefore minimising distractions 

1----------------------2-----------------------3---------------------4---------------------5 

Not at all often     Slightly often        Moderately often        Very often          Extremely often 

40. Protected time for handover is achieved i.e. only patient specific discussion  

1--------------------2------------------------3---------------------4----------------------5 

Not at all often     Slightly often        Moderately often        Very often          Extremely often 

41. The OT nurse’s verbal handover is structured and standardised  

1----------------------2------------------------3--------------------4---------------------5 

  Not at all often     Slightly often        Moderately often        Very often          Extremely often 

42. If you have encountered other enablers to an effective verbal handover, please describe 

_________________________________________________________________________

_________________________________________________________________________ 
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Section 5: Patient Safety  

 

This section is divided into two parts, culturally safe practice and surgical safety 

 

A] Cultural safety: When responding to the following statement and question regarding cultural 

safety for the surgical patient, please think about the perioperative area in which you predominantly 

work 

Please consider how you demonstrate NCNZ competencies 1.2 apply the principles of the Treaty of 

Waitangi/ Te Tiriti o Waitangi to nursing practice and 1.5 nurses in a manner that the client 

determines as being culturally safe. 

□    Tick here if nursing handover does not occur and please go to question 45 

When responding to the following statement please consider how often the nursing handover 

respects and acknowledges individual Maori patient’s cultural values and beliefs. If necessary, 

please provide further information in the comments section.  

Rate on a scale of 1 (Not at all often) to 5 (Extremely often). 

43. The OT nurse to PACU handover contains information that recognise and respect the 

Maori patient’s ethnic, cultural, and spiritual values and beliefs. For example, return of 

body tissue, respect Tapu (the patients head), respect of the patients Taoka/Taonga 

(treasures such as Pounamu necklace), and inclusion of whanau in their care. 

 

1----------------------2----------------------3----------------------4-----------------------5 

 Not at all often     Slightly often        Moderately often        Very often          Extremely often 

44. How are individual Maori patient’s cultural values and beliefs conveyed to the PACU 

nurse? Please tick all which applies 

                      □ Written              □ Verbal – face-to-face               □ Telephone call      

                      □ It does not happen    

                      □ Other _______________________________________                

B] Surgical Safety Checklist: The World Health Organisations SSC has been introduced into 

hospitals globally to increase patient safety through robust checks and team communication in the 

perioperative setting. 
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45. Is the WHO Surgical Safety Checklist used in your theatre suite? 

□ Yes     You answered Yes, please answer all the following questions 

□ No      You answered No, please go to question 52 

When answering the following questions/ statements regarding the impact clinical handover 

has or does not have on safety for the surgical patient, please think about the perioperative 

area in which you predominantly work. 

46. The introduction of the Surgical Safety Checklist into the operating theatre has 

influenced the OT nurse handover to the PACU nurse  

       □   Yes                go to question 47                                 

□   No                 go to question 48 

□ Don’t know     go to question 48 

47. Please describe how handover to the PACU has been influenced by the introduction of 

the Surgical Safety Checklist into the operating theatre 

_______________________________________________________________________________

_______________________________________________________________________________ 

Please rate on a scale of 1 (Not at all often) to 5 (Extremely often) how often the following 

occurs in your work area. 

48. Continuity of care and information sharing that occurs intra-operatively, due to the 

Surgical Safety Checklist, is continued into the PACU 

1----------------------2------------------------3--------------------4---------------------5 

  Not at all often     Slightly often        Moderately often        Very often          Extremely often 

 

          If applicable, please describe how continuity of care and information sharing is achieved. For 

example, via verbal and/or written nurse handover, and/ or medical handover? 

_______________________________________________________________________________

_______________________________________________________________________________ 
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Please rate on a scale of 1 (Not at all often) to 5 (Extremely often) how often the following 

occurs in your work area. 

49. Patient concerns identified during the Surgical Safety Checklist ‘Sign Out’ are passed to 

the PACU nurse 

1----------------------2------------------------3--------------------4---------------------5 

  Not at all often     Slightly often        Moderately often        Very often          Extremely often 

 

If applicable, please describe how patient concerns are handed over to the PACU nurse. For 

example, via verbal and/or written nurse handover, and/ or medical handover? 

___________________________________________________________________________ 

___________________________________________________________________________        

50. Does your organisation have evidence that a nursing handover impacts on patient 

outcomes? For example, audit data 

  □ Yes                   go to question 51                      

              □ No                    go to the final question 52            

              □ Don’t know      go to the final question 52         

51. Please describe the type of evidence your organisation has that a nursing handover 

impacts on patient outcomes? For example, audit data  

_______________________________________________________________________________

_______________________________________________________________________________ 

52. If you have additional comments to make regarding clinical handover in the 

perioperative setting please add here; 

_______________________________________________________________________________

_______________________________________________________________________________ 

Thank you for taking the time to complete this questionnaire. Your contribution is very much 

appreciated. 
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If you wish to be entered in the $200 prize draw and/or request a summary of the study’s 

findings to be sent to you please click the link found here and enter your contact details  

Good Luck! 

Regards, 

Mrs Sarah Eton                    Dr Jennifer Conder 

Centre for Post Graduate Nursing Studies              Centre for Post Graduate Nursing Studies  

Email Address: etosa243@student.otago.ac.nz      Email address: jenny.conder@otago.ac.nz  

mailto:etosa243@student.otago.ac.nz
mailto:jenny.conder@otago.ac.nz


106 
 

Appendix 3. University of Otago: Human Ethics Committee Approval 
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Appendix 4. Information sheet for participants  

 

Reference Number: 15/156                                                            November 2015 

 

Nursing Research Project 

Nursing Handover from OT to PACU: a New Zealand Perspective. 

INFORMATION SHEET FOR PARTICIPANTS  

 

Dear Perioperative Colleague, 

 

Thank you for your interest in this project.  Please read this information sheet carefully 

before deciding whether or not to participate.  If you decide to participate we thank you.  If 

you decide not to take part there will be no disadvantage to you and we thank you for 

considering our request.  

If a verbal nursing handover to the PACU nurse does not occur, your participation in this 

survey is still very important.   

 

What is the aim of the project? 
The proposed study will identify current practice in clinical handover between the OT nurse 

and the PACU nurse in New Zealand hospitals; assess nurses’ satisfaction with current 

handover processes, and explore handover methods impact on patient safety and quality of 

care.  

This project is being undertaken as part of the requirements for a Masters in Health Sciences.  

The outcome of this research, through having a better understanding of handover practice, 

will provide the impetus for education and quality improvement strategies nationally. The 

results will also provide a valuable baseline for future national and international research 

on nursing handover. 

Who is being asked to take part? 
We invite Registered Nurses and Enrolled Nurses who are members of the NZ 

Perioperative Nurses College (PNC), who currently work in OT and/ or PACU in NZ, to 

participate in the study.  If you are an employee of Mercy Hospital, Dunedin you are 

excluded from participating in this study. 

As a member of PNC you are receiving this information sheet and personal invitation, with 

the appropriate survey link to undertake the online questionnaire. PNC will send you a 
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reminder email one week before the survey closes. PNC will not have access to your 

survey responses. 

We are pleased to be able to offer a $200 prize to one lucky randomly selected nurse 

taking part in this study. If you wish to take part in the prize draw you will be directed to 

enter a special link at the end of the survey where you will enter your contact details. These 

details are not able to be linked with your survey responses. Name and contact details will 

be destroyed after the prize draw, at the end of the survey period. An exception to this is 

when you have indicated that you wish to receive a summary of the study results. Your 

details will be kept secure until required and then destroyed. 

What will you have to do? 

Should you agree to take part in this project, you will be asked to log onto a computer and 

access an online survey, as listed on your personal invitation or as listed below.  

There are 5 sections to the survey with both open ended and closed ended questions. Some 

questions will require either yes or no, a ticked response, and others to rank your perceptions 

and/or opinion on a scale. There is room for adding comments if you wish. 

Each section has explanations and instructions to guide you through the questionnaire.  

 

The survey will take approximately 20 minutes to complete. Once you have started the 

survey you are able to edit your responses and you have the option to save it, to return to 

within the three week survey period.  

 

Do you need to sign a consent form? 

No, signed consent is not required. Consent to participate in this study will be implied on  

completion of the online questionnaire. 

 

What data or information will be collected and what use will be made of it?                                               

The survey is designed to elicit your opinion, observations and experiences in conducting, 

or receiving, clinical handover in your theatre suite. The survey will also enquire whether 

you believe nursing handover impacts on patient outcomes. Demographic data, such as, 

your age, ethnicity, area of work, years of nursing experience and nursing qualifications 

will be collected.  You will not be asked for your place of employment. Every effort will 

be made to ensure confidentiality throughout the study.  

Data will be analysed to describe and compare findings. Access to data is restricted to the 

researcher and two research supervisors.                                                                                          

The data collected will be securely stored in such a way that only those mentioned below 

will be able to gain access to it. Participant’s names and contact details will be destroyed 

once the prize is awarded, and/or after the study results are sent to individual PNC 

members. All other data will be retained for five years in secure storage, after which it will 

be destroyed. 

The results of the project will be published in the form of a thesis and will be available in 

the University of Otago Library (Dunedin, New Zealand). Every effort will be made to 

preserve your anonymity. At the conclusion of the study, articles presenting results, will be 

published in relevant journals, including the PNC journal ‘The Dissector’ and a paper 
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submitted for conference presentation. A summary of the research results will be made 

available to Te Rūnanga o Aotearoa, the NZNO division of Maori nurses.  If you wish to 

personally receive a summary of the research results you will have the opportunity to 

indicate this at the end of the questionnaire.  

Can you change your mind and withdraw from the project? 

Yes, you may withdraw from participation in the project within the three week survey 

period, without any disadvantage to yourself of any kind. At the close of the survey period 

you will not be able to edit responses or withdraw from the study. 

 

What if you have any questions? 
If you have any questions about our project, either now or in the future, please feel free to 

contact either:- 

Mrs Sarah Eton                    Dr Jennifer Conder 

Centre for Post Graduate Nursing Studies              Centre for Post Graduate Nursing 

Studies  

Work Telephone Number: (03) 467 6674              University Telephone Number: (03) 479 

8689 

Email Address: etosa243@student.otago.ac.nz      Email address: jenny.conder@otago.ac.nz  

 

This study has been approved by the University of Otago Human Ethics Committee. If you 

have any concerns about the ethical conduct of the research you may contact the Committee 

through the Human Ethics Committee Administrator (ph (03) 479 8256 or email 

gary.witte@otago.ac.nz). Any issues you raise will be treated in confidence and investigated 

and you will be informed of the outcome. 

 

 

To participate in this study please enter http://surveymonkey.com  

  

mailto:etosa243@student.otago.ac.nz
mailto:jenny.conder@otago.ac.nz
http://surveymonkey.com/
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Appendix 5. University of Otago: Māori Research Advisor Consultation  
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Appendix 6. Theatre characteristics 

Number of theatres  

per hospital 

Response Count Percent 

 
n=92 

  

1-5 
 

52 56.5 

6-10 
 

26 28.3 

11-15 
 

7 7.6 

16-20 
 

4 4.3 

21-25 
 

2 2.2 

>26 
 

1 1.1 

Missing data 38   

 

Number of 

theatres per 

hospital 

Response Minimum Maximum Mean Mode 

 n=92     

Theatres 
 

1 26 6.7 4 

      

Missing data 38     
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Appendix 7. Degree of satisfaction with theatre nurse handover 

 

Degree of 

satisfaction 

with nurse 

handover 

Response 

(n) 

Extremely 

dissatisfied 

n 

(%) 

Dissatisfied 

n 

(%) 

Neither 

satisfied or 

dissatisfied 

n 

(%) 

Satisfied 

n 

(%) 

Extremely 

satisfied 

n 

(%) 

All 

Respondents 

n=130 2 

(1.5) 

19 

(14.6) 

22 

(16.9) 
77 

(59.2) 

10 

(7.7) 

 n=130      

Female 115 2 

(1.7) 

17 

(14.8) 

21 

(18.3) 
65 

(56.5) 

10 

(8.7) 

Male 15 0 2 

(13.3) 

1 

(6.7) 

12 

(80.0) 

0 

 n=124      

DHB 88 c 

 

2 

(2.3) 

15 

(17.0) 

14 

(15.9) 
50 

(56.8) 

7 

(8.0) 

Private 43d 0 5 

(11.6) 

10 

(23.3) 
24 

(55.8) 

4 

(9.3) 

Missing data 6      

 n=120      

Theatre 

nurse 

85e 1 

(1.2) 

15 

(17.6) 

11 

(12.9) 
52 

(61.2) 

6 

(7.1) 

PACU nurse 49f 0 6 

(12.2) 

7 

(14.3) 
30 

(61.2) 

6 

(12.2) 

Missing data 10      
c-d 

124 respondents answered this question – some work in both the public and private health sectors, 

therefore the variance in count 

e-f 120 respondents answered this question – some work in both theatre and PACU, therefore the variance in 

count 
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Appendix 8. Barriers to effective verbal handover in the PACU - All respondents 

 

Barriers: all 

respondents 

Response Not at all 

often 

n 

(%) 

Slightly 

often 

n 

(%) 

Moderately 

often 

n 

(%) 

Very 

often 

n 

(%) 

Extremely 

often 

n 

(%)  
     n=104 

     

OT nurse under time 

pressure to return to 

theatre 

 12 

(11.5) 

26 

(25.0) 

20 

(19.2) 
28 

(26.9) 

18 

(17.3) 

Limited opportunity 

for the PACU nurse 

to ask questions from 

the OT nurse 

 56 

(53.8) 

29 

(27.9) 

14 

(13.5) 

3 

(2.9) 

2 

(1.9) 

Lack of clarity as 

to which PACU 

nurse is receiving 

handover 

 55 

(52.9) 

32 

(30.8) 

10 

(9.6) 

4 

(3.8) 

3 

(2.9) 

Information overload 

for the PACU nurse 

 22 

(21.1) 
43 

(41.3) 

19 

(18.3) 

17 

(16.3) 

3 

(2.9) 

OT nurse lacks 

organisation 

 
25 

(24.0) 
51 

(49.0) 

19 

(18.3) 

9 

(8.7%) 

0 

Lack of consistency 

in nursing handover 

 13 

(12.5) 
38 

(36.5) 

28 

(26.9) 

20 

(19.2) 

5 

(4.8) 

The receiving PACU 

nurse is multitasking 

 6 

(5.8) 

18 

(17.3) 

23 

(22.1) 
35 

(33.6) 

22 

(21.1) 

The PACU 

environments 

distractions and 

interruptions 

 15 

(14.4) 

34 

(32.7) 
36 

(34.6) 

16 

(15.4) 

3 

(2.9) 
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Appendix 9. Barriers to effective verbal handover in the PACU – Comparing theatre nurse 

and PACU nurse perspectives 

Barriers:  

 

Response Not at all 

often 

n 

(%) 

Slightly 

often 

n 

(%) 

Moderately 

often 

n 

(%) 

Very often 

 

n 

(%) 

Extremely 

often 

n 

(%)  
n=113 

     

OT nurse under 

time pressure to 

return to theatre 

Theatre 

n=66 

7 

(10.6) 
18 

(27.3) 

11 

(16.7) 

16 

(24.2) 

14 

(21.2) 

PACU 

n=47 

5 

(10.7) 

13 

(27.7) 

8 

(17.0) 
12 

(25.5) 

9 

(19.1) 

Limited 

opportunity for the 

PACU nurse to ask 

questions from the 

OT nurse 

Theatre 

n=66 
38 

(57.6) 

16 

(24.2) 

10 

(15.2) 

2 

(3.0) 

0 

PACU 

n=47 
29 

(61.7) 

11 

(23.4) 

4 

(8.5) 

1 

(2.1%) 

2 

(4.3) 

Lack of clarity as 

to which PACU 

nurse is receiving 

the handover 

Theatre 

n=66 
34 

(51.5) 

18 

(27.3) 

8 

(12.1) 

4 

(6.1) 

2 

(3.0) 

PACU 

n=47 
29 

(61.7) 

13 

(27.7) 

3 

(6.4) 

1 

(2.1) 

1 

(2.1) 

Information 

overload for the 

PACU nurse 

Theatre 

n=66 

16 

(24.3) 
27 

(40.9) 

11 

(16.7) 

11 

(16.7) 

1 

(1.5) 

PACU 

n=47 

8 

(17.0) 
25 

(53.2) 

6 

(12.8) 

6 

(12.8) 

2 

(4.3) 

OT nurse lacks 

organisation 

Theatre 

n=66 

14 

(21.2) 
36 

(54.5) 

11 

(16.7) 

5 

(7.6) 

0 

PACU 

n=47 

15 

(31.9) 
21 

(44.7) 

7 

(14.9) 

4 

(8.5) 

0 

Lack of consistency 

in nursing 

handover 

Theatre 

n=66 

7 

(10.6) 
25 

(37.9) 

20 

(30.3) 

11 

(16.7) 

3 

(4.5) 

PACU 

n=47 

7 

(14.9) 
21 

(44.7) 

10 

(21.3) 

7 

(14.9) 

2 

(4.3) 

The receiving 

PACU nurse is 

multitasking 

Theatre 

n=66 

5 

(7.6) 

11 

(16.7) 
18 

(27.3) 

18 

(27.3) 

14 

(21.2) 

PACU 

n=47 

0 10 

(21.3) 

12 

(25.5) 
16 

(34.0) 

9 

(19.1) 

The PACU 

environments 

distractions and 

interruptions  

Theatre 

n=66 

10 

(15.2) 
24 

(36.4) 

22 

(33.3) 

8 

(12.1) 

2 

(3.0) 

PACU 

n= 47 

6 

(12.8) 
16 

(34.0) 

16 

(34.0) 

9 

(19.1) 

0 
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Appendix 10. Barriers to effective verbal handover in the PACU – DHB / Private hospital 

comparison 

 

 

 

 

Barriers:  

 

Response Not at all 

often 

n 

(%) 

Slightly 

often 

n 

(%) 

Moderately 

often 

n 

(%) 

Very often 

n 

(%) 

Extremely 

often 

n 

(%)  
n=103 

     

OT nurse under 

time pressure to 

return to 

theatre 

DHB 

n==70 

8 

(11.4) 

16 

(22.9) 

14 

(20.0) 
18 

(25.7) 

14 

(20.0) 

Private 

n=33 

5 

(15.2) 
11 

(33.3) 

5 

(15.2) 

9 

(27.3) 

3 

(9.1) 

Limited 

opportunity for 

the PACU nurse 

to ask questions 

from the OT 

nurse 

DHB 

n=70 
34 

(48.6) 

20 

(28.6) 

12 

(17.1) 

2 

2.9) 

2 

(2.9) 

Private 

n=33 
22 

(66.7) 

7 

(21.2) 

3 

(9.1) 

1 

(3.0) 

0 

Lack of clarity 

as to which 

PACU nurse is 

receiving the 

handover 

DHB 

n=70 
33 

(47.1) 

23 

(32.9) 

9 

(12.9) 

3 

(4.3) 

2 

(2.9) 

Private 

n=33 
21 

(63.6) 

9 

(27.3) 

1 

(3.0) 

1 

(3.0) 

1 

(3.0) 

Information 

overload for the 

PACU nurse 

DHB 

n=70 

14 

(20.0) 
27 

(38.6) 

14 

(20.0) 

13 

(18.6) 

2 

(2.9) 

Private 

n=33 

8 

(24.2) 
17 

(51.5) 

4 

(12.1) 

3 

(9.1) 

1 

(3.0) 

OT nurse lacks 

organisation 

DHB 

n=70 

13 

(18.6) 
37 

(52.9) 

13 

(18.6) 

7 

(10.0) 

0 

Private 

n=33 

13 

(39.4) 
14 

(42.4) 

5 

(15.2) 

1 

(3.0) 

0 

Lack of 

consistency in 

nursing 

handover 

DHB 

n=70 

8 

(11.4) 
25 

(35.7) 

17 

(24.3) 

16 

(22.9) 

4 

(5.7) 

Private 

n=33 

3 

(9.1) 
15 

(45.5) 

11 

(33.3) 

3 

(9.1) 

1 

(3.0) 

The receiving 

PACU nurse is 

multitasking 

DHB 

n=70 

4 

(5.7) 

11 

(15.7) 

15 

(21.4) 
24 

(34.3) 

16 

(22.9) 

Private 

n=33 

1 

(3.0) 

6 

(18.2) 
10 

(30.3) 

10 

(30.3) 

6 

(18.2) 

The PACU 

environments 

distractions and 

interruptions 

DHB 

n=70 

8 

(11.4) 

24 

(34.3) 
25 

(35.7) 

11 

(15.7) 

2 

(2.9) 

Private 

n=33 

5 

(15.2) 
12 

(36.4) 

10 

(30.3) 

5 

(15.2) 

1 

(3.0) 
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Appendix 11. Enablers to effective verbal handover in the PACU – All respondents 

 

Enablers: 

all respondents 

Response Not at all 

often 

n 

(%) 

Slightly 

often 

n 

(%) 

Moderately 

often 

n 

(%) 

Very 

often 

n 

(%) 

Extremely 

often 

n 

(%)  
n=130 

     

Verbal handover 

allows opportunity for 

the PACU nurse to 

seek clarification of 

information 

 1 

(0.9) 

8 

(7.8) 

24 

(23.3) 
53 

(51.5) 

17 

(16.5) 

OT nurse shows 

situational awareness 

during handover 

 4 

(3.9) 

13 

(12.6) 

27 

(26.2) 
45 

(43.7) 

14 

(13.6) 

Protected time for 

handover is achieved 

 10 

(9.7) 

15 

(14.6) 

28 

(27.2) 
39 

(37.9) 

11 

(10.7) 

OT nurses verbal 

handover is 

structured and 

standardised 

 6 

(5.8) 

17 

(16.5) 
38 

(36.9) 

37 

(35.9) 

5 

(4.9) 
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Appendix 12. Enablers to effective verbal handover in the PACU – DHB / Private hospital 

comparison 

 

Enablers: 

 

Response Not at 

all often 

n 

(%) 

Slightly 

often 

n 

(%) 

Moderately 

often 

n 

(%) 

Very 

often 

n 

(%) 

Extremely 

often 

n 

(%)  
n=102 

     

Verbal handover allows 

opportunity for the PACU 

nurse to seek clarification 

of information 

DHB 

n=69 

0 4  

(5.8) 

16  

(23.2) 
36 

(52.2) 

13  

(18.8) 

Private 

n=33 

1  

(3.0) 

3  

(9.1) 

9  

(27.3) 
13 

(39.4) 

7  

(21.2) 

OT nurse shows 

situational awareness 

during handover 

DHB 

n=69 

3  

(4.3) 

6  

(8.7) 

16  

(23.2) 
34 

(49.3) 

10  

(14.5) 

Private 

n=33 

1  

(3.0) 

6  

(18.2) 

10  

(30.3) 
12 

(36.4%) 

4  

(12.1) 

Protected time for 

handover is achieved 

DHB 

n=69 

7  

(10.1) 

7  

(10.1) 

21  

(30.4) 
27 

(39.1) 

7  

(10.6) 

Private 

n=33 

4  

(12.1) 

6  

(18.2) 

5  

(15.2) 
14 

(42.4) 

4  

(12.1) 

OT nurses verbal 

handover is structured 

and standardised 

DHB 

n=69 

3  

(4.3) 

9  

(13.0) 
27  

(39.1) 

27 

(39.1) 

3  

(4.3) 

Private 

n=33 

3  

(9.1) 

7  

(21.2) 

9  

(27.3) 
12 

(36.4) 

2  

(6.1) 
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Appendix 13. Enablers to effective verbal handover in the PACU – Comparing theatre 

nurse / PACU nurse perspectives 

 

Enablers: 

 

Response Not at all 

often 

n 

(%) 

Slightly 

often 

n 

(%) 

Moderately 

often 

n 

(%) 

Very 

often 

n 

(%) 

Extremely 

often 

n 

(%) 

  n=112 
     

Verbal handover 

allows opportunity for 

the PACU nurse to 

seek clarification of 

information 

Theatre 

n=65 

1  

(1.5) 

3  

(4.6) 

14  

(21.5) 
36  

(55.4) 

11  

(16.9) 

PACU 

n=47 

0 5  

(10.7) 

12  

(25.5) 
21  

(44.7) 

9  

(19.1) 

OT nurse shows 

situational awareness 

during handover 

Theatre 

n=65 

0 8  

(12.3) 

15  

(23.1) 
34  

(52.3) 

8  

(12.3) 

PACU 

n=47 

3  

(6.4) 

8  

(17.0) 

12  

(25.5) 
18  

(38.3) 

6  

(12.8) 

Protected time for 

handover is achieved 

Theatre 

n=65 

2  

(3.1) 

12 

(18.5) 

18  

(27.7) 
28  

(43.1) 

5  

(7.7) 

PACU 

n=47 

6  

(12.8) 

8  

(17.0) 

11  

(23.4) 
16  

(34.0) 

6  

(12.8) 

OT nurses verbal 

handover is structured 

and standardised 

Theatre 

n=65 

3  

(4.6) 

11 

(16.9) 
26  

(40.0) 

22  

(33.9) 

3  

(4.6) 

PACU 

n=47 

3  

(6.4) 

6  

(12.8) 

13  

(27.7) 
22  

(46.8) 

3  

(6.4) 
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Appendix 14. The OT Nurse handover contains information that recognises and respects 

the patients’ ethical, cultural and spiritual values and beliefs 

 

Ethical and 

cultural 

Response Not at all 

often 

n 

(%) 

Slightly 

often 

n 

(%) 

Moderately 

often 

n 

(%) 

Very 

often 

n 

(%) 

Extremely 

often 

n 

(%) 

All 

Respondents 

n=106 5 

(4.7) 

10 

(9.4) 

17 

(16.0) 

28 

(26.4) 
46 

(43.4) 

       

DHB n=70i 5 

(7.1) 

8 

(11.4) 

10 

(14.3) 

17 

(24.3) 
30 

(42.9) 

Private n=37j 1 

(2.7) 

3 

(8.1) 

7 

(18.9) 

8 

(21.6) 
18 

(48.6) 

       

Theatre n=68k 4 

(5.9) 

8 

(11.8) 

9 

(13.2) 

18 

(26.5) 
29 

(42.6) 

PACU n=46l 2 

(4.3) 

2 

(4.3) 

10 

(21.7) 

11 

(23.9) 
21 

(45.7) 
i-j 106 respondents answered this question – some work in both theatre and PACU, therefore the variance in 

count 

k-l 106 respondents answered this question – some work in both theatre and PACU, therefore the variance in 

count 
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Appendix 15. The introduction of the surgical safety checklist into the operating theatre 

has influenced the theatre nurse handover to the PACU nurse 

 

SSC influence on 

handover 

Response Yes 

n 

(%) 

No 

n 

(%) 

Don't know 

n 

(%) 

     

All Respondents n=111 37  

(33.3) 
43  

(38.7) 

31 

(27.9) 

     

DHB n=75o 26  

(34.7) 
27  

(36.0) 

22 

(29.3) 

Private n=38p 11  

(28.9) 
16  

(42.1) 

11 

(28.9) 

     

Theatre n=74q 25  

(33.8) 
33  

(44.6) 

16 

(21.6) 

PACU n=45r 18 

(40.0) 

13  

(28.9) 

14 

(31.1) 
o-p 111 respondents answered this question – some work in both theatre and PACU, therefore the variance in 

count 

q-r 111 respondents answered this question – some work in both theatre and PACU, therefore the variance in 

count 
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Appendix 16.  Continuity of care and information sharing that occurs intra-operatively, 

due to the surgical safety checklist, is continued into the PACU 

 

SSC influence on 

continuity in 

patient care   

Response Not at 

all often 

n 

(%) 

Slightly 

often 

n 

(%) 

Moderately 

often 

n 

(%) 

Very 

often 

n 

(%) 

Extremely 

often 

n 

(%) 

All respondents n=101 14 

(13.9) 

15 

(14.8) 

21 

(20.8) 
26 

(25.7) 

25 

(24.8) 

Work for DHB n=69s 9 

(13.0) 

11 

(15.9) 

15 

(21.7) 

16 

(23.2) 
18 

(26.1) 

Work for private n=33t 4 

(12.1) 

4 

(12.1) 

5 

(15.1) 
10 

(30.3) 

10 

(30.3) 

       

Work in OT n=69u 8 

(11.6) 

14 

(20.3) 

11 

(15.9) 
20 

(29.0) 

16 

(23.2) 

Work in PACU n=40v 6 

(15.0) 

3 

(7.5) 

7 

(17.5) 

10 

(25.0) 
14 

(35.0) 
s-t 101 respondents answered this question – some work in both theatre and PACU, therefore the variance in 

count 

u-v 101 respondents answered this question – some work in both theatre and PACU, therefore the variance in 

count 
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Appendix 17.  Patient concerns identified during the surgical safety checklist ‘Sign Out’ 

are passed to the PACU nurse 

 

Patient concerns 

identified during 

SSC 

are handed over 

Response Not at all 

often 

n 

(%) 

Slightly 

often 

n 

(%) 

Moderately 

often 

n 

(%) 

Very 

often 

n 

(%) 

Extremely 

often 

n 

(%) 

All respondents n=104 12 

(11.5) 

16 

(15.4) 

17 

(16.3) 
30 

(28.8) 

29 

(27.9) 

       

Work for DHB n=72w 9 

(12.5) 

9 

(12.5) 

11 

(15.3) 
24 

(33.3) 

19 

(26.4) 

Work for private n=33x 3 

(9.1) 

6 

(18.2) 

5 

(15.2) 

8 

(24.2) 
11 

(33.3) 

       

Work in OT n=70y 4 

(5.7) 

11 

(15.7) 

13 

(18.6) 

19 

(27.1) 
23 

(32.9) 

Work in PACU n=42z 9 

(21.4) 

3 

(7.1) 

3 

(7.1) 

12 

(28.6) 
15 

(35.7) 
w-x 104 respondents answered this question – some work in both theatre and PACU, therefore the variance in 

count 

y-z 104 respondents answered this question – some work in both theatre and PACU, therefore the variance in 

count 
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Appendix 18.  Evidence that nursing handover impacts on patient outcomes 

 

Patient outcomes Count Yes, there is 

evidence 

n 

(%) 

No evidence 

n 

(%) 

Don’t know 

n 

(%) 

All respondents n=108 15 

(13.9) 

29 

(26.9) 
64 

(59.3) 

     

Work for DHB n=74aa 9 

(12.2) 

18 

(24.3) 
47 

(63.5) 

Work for private n=35bb 6 

(17.1) 

11 

(31.4) 
18 

(51.4) 
aa-bb 108 respondents answered this question – some work in both theatre and PACU, therefore the variance in 

count 
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