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To decrease the number of suboptimal transfers 
from the NICU to the Special Care Nursery by 
50% in 9 months

*Suboptimal transfer - discharge within 72 hours 
of transfer or return to the NICU within 5 days of 
transfer. 

• Suboptimal transfers lead to errors or near 
misses, interrupt continuity of care, and 
decrease patient safety. 

• We developed a multi-disciplinary team to 
address noticed several problems identified in 
the NICU to Special Care Nursery (SCN) 
transfer process.

• Baseline data collected

• Transfer checklist designed

• Transfer algorithm designed

• 3 staff surveys completed – at the start, midway 
through and at the end of the improvement 
period. 

Measures
• Outcome measures: 

• The percentage of suboptimal transfers 
monthly. 

• The percentage of parents notified before 
transfer (goal 95%).

• Process measures: 
• The percentage of patients with a completed 

transfer checklist
• The percentage of staff that report 

satisfaction with the transfer process (goal 
30%).

• Balancing measures: 
• The percentage of providers who report 

increase in the burden of the transfer process 
(goal < 50%).

• Next steps for this QI project include monitoring 
for sustainability over a 6-month period.

PDSA Cycle 1

• Baseline data collection

• Transfer checklist 
introduced

• First staff survey 
completed

PDSA Cycle 2

• Transfer algorithm 
implemented

• Second staff survey 
completed

PDSA Cycle 3

• Checklist modified

• Transfer algorithm 
modified and displayed 
in key clinical areas.

• Final staff survey 
completed 

The use of checklists and algorithms allowed 
for standardization of transfer process

Multidisciplinary team collaboration is 
essential in carrying out the interventions 

Displaying key information in strategic 
places helps to increase awareness

Incorporating changes into the EMR will make 
for lasting success

• This QI project team gratefully acknowledges 
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