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Enhancing Patient Safety
During Hand-Oftfs

Standardized communication and teamwork using the

‘SBAR’ method.

s 21:30 and the charge
nurse for the unit arrives
to relieve you for a break,
an hour overdue. She
apologizes—she was
responding to several crises and
this is the only time available for
your break. She asks you to “hit
the highlights” of each patient’s
care during your shift and
requests that your break be as
brief as possible, as there are
other nurses waiting for their
breaks. You shuffle through your
patient notes, wondering where
to begin and how to cover the
critical points for each patient.

If this sounds even vaguely
familiar to you, you will proba-
bly agree that such a situation
can be overwhelming—you
might even decide not to take
your break, because you are not
comfortable with providing only
a synopsis of crucial information.

Nurses often lack or under-
utilize standardized methods
that could assist the hand-off
of patient information from one
health care provider to another.
This lack of standardization may
cause confusion, which could
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lead to medical errors. Since a
1999 landmark report from the
Institute of Medicine estimated
that as many as 98,000 patients
die as a result of medical errors
in hospitals each year,' health
care as a system has been look-
ing to experts in other high-risk
industries, such as aviation,
for solutions. These approaches
include effective teamwork and
the development of a standard-
ized methodology for communi-
cating critical patient informa-
tion. The Joint Commission
on Accreditation of Healthcare
Organizations (JCAHO) included
the following new National
Patient Safety Goal for 2006:
“Implement a standardized
approach to ‘hand off’ communi-
cations, including an opportunity
to ask and respond to questions.”
Mistakes that threaten patient
safety are rarely the fault of an
individual; rather, errors are
often related to factors linked to
inadequate or faulty systems.
Clinicians are forced to care for
patients in an environment with
inadequate communication net-
works, poor organization of
staff roles and responsibilities,
and communication failures
between teams.? In fact, more
than 60% of sentinel events
are caused by poor communica-
tion.* This suggests that current
communication methods used
by health care providers, includ-
ing nurses, are inadequate.

Developing, practicing, and
maintaining improved team
communication skills may be the
difference between an optimal
outcome and an adverse event.
Better communication tech-
niques may also help relation-
ships between nurses and
physicians who may have been
trained in opposing communica-
tion techniques: nurses are
trained to report information in
a descriptive, narrative fashion,
while physicians are trained to
seek only the key highlights in a
patient’s history.**

CREW RESOURCE MANAGEMENT
More than 20 years ago the avia-
tion industry improved teamwork
and communication among those
who staffed aircraft by using
crew resource management
(CRM).” CRM includes a focus
on communication, decision
making, coordination of staff
and team members, leadership,
and relationships among team
members. Teamwork improved
overall and CRM became
so successful that it was man-
dated by the Federal Aviation
Administration. Health care reg-
ulatory agencies, such as JCAHO,
are recognizing the value of CRM
and have begun recommending
its concepts in patient safety ini-
tiatives.”

In clinical practice, small
groups of providers can work
together on a regular basis, such
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as in a “fixed” team, or as a result
of a patient crisis, such as in a
“formed” team.® As personnel
are added or removed, team
members must communicate
and respond in a concise, timely
manner. An effective, standard-
ized approach to the communi-
cation of critical information is
essential to the success of this
“hand-off” of patient care.
Adapting CRM techniques
to health care situations may
be helpful during hand-offs,
especially by establishing a stan-
dardized approach to briefings.
Briefings are quick exchanges of
information among health care
providers and are slightly differ-
ent from traditional nursing
reports, which contain more
extensive information. Briefings
may be helpful before or after a
procedure or during status briefs
for quick team updates, such as
a heparin administration check
during a cardiac surgery proce-
dure.?

STANDARDIZED COMMUNICATION
One promising standardized
communication technique for
the transfer of patient informa-
tion is situation-background-
assessment-recommendation
(SBAR).®7 Situation and back-
ground are objective components;
assessment and recommendation
are components that allow deliv-
ery of subjective information,
including opinion, coupled with a
request for a specific intervention.
Developed by the U.S. Navy to
improve communication of criti-
cal information, SBAR was imple-
mented by a multidisciplinary
team of health care providers at
Kaiser Permanente of Colorado.”
This tool creates redundancy,
which establishes an expected pat-
tern of communication. When
there is a deviation from the
pattern, errors in the process
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become more evident; for exam-
ple, if a nurse is relaying infor-
mation using SBAR and skips
the background step, the receiver
should notice the omission more
readily if the technique is used
routinely.

Using SBAR. Let’s consider a
scenario where a nurse is required
to give a briefing to a colleague
for a patient hand-off. The first
step is to develop a succinct
briefing; for example, the nurse
might say, “Mr. Frost in room
14 has returned from radiology
after a scan (situation). He was
admitted for a kidney stone
and has not passed it yet (back-
ground). He just received addi-
tional pain medicine and is resting
more comfortably with a pain
scale of 3 (assessment). He will
need vital signs in 15 minutes
and reassessment of his pain
(recommendation).” The nurse
then proceeds with similar infor-
mation about all of her patients.
In this manner, expectations of a
standardized, consistent method
of communication of patient
information are established.

For nurses receiving SBAR
information, it may be helpful to
repeat the information aloud in
the same format. For example,
the receiving nurse might say,
“Mr. Frost in room 14 has a kid-
ney stone that has not passed.”
This acknowledges the situation
and background, as well as
reinforces patient identification.
The nurse should continue with,
“That’s good that he is more
comfortable.” This acknowl-
edges the assessment. She should
add, “I will reassess vital signs
and pain status in 15 minutes.”
This acknowledges the continu-
ation of appropriate care for
Mr. Frost.

Rehearsing the objective. In
addition to having a standard-
ized process in place, it is impor-

tant to practice the delivery
and receipt of that information.
One method that has been used
is simulation. Rebearsing the
objective, a term adapted from
the U.S. military to describe a
standardized process that pro-
motes active practice of the
delivery and receipt of informa-
tion, is an important step in
improving the safety of our
patients.’

Rehearsing a patient-centered
scenario gives team members
a chance to experience a real-
world process; teams that
work together should be trained
together. These rehearsals may
require changes in how health
care providers approach practi-
cal, simulated training. Many
are familiar with the simulation
of basic or advanced life-support
training using mannequins,
which concentrates on technical
skills only. Recently, an emphasis
on nontechnical skills, such as
communication, planning,
decision-making, and team inter-
action, has been incorporated
into training.'* " If the expected
outcome of the simulation of
technical skills is to reduce the
risk of mistakes because of
clinical inexperience, the same
should hold true for nontechni-
cal skills."> Rehearsing SBAR can
be incorporated into other forms
of training, such as the American
Heart Association’s Advanced
Life Support programs or the
Emergency Nurses Association’s
Trauma Nurse Core Course.

In addition, health care leaders
and educators can informally
conduct simple role-playing
exercises using various patient
scenarios.

Opportunities for improving
teamwork skills, especially
communication, are plentiful
within health care. Regardless
of how technically proficient
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individual team members are,
improving team communication
may be even more important in
creating an effective and efficient
care environment and a safer
patient experience. Though suc-
cessful team communication is as
complex as the individuals that
comprise the team, SBAR and its
rehearsal are methods that may
assist in creating a solution. ¥
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