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Abstract 

Problem & Purpose: Poorly conducted handoffs are implicated in 80% of preventable adverse 

events in healthcare facilities. Within a sub-acute and rehabilitation facility in Maryland, 

observational reports revealed that nurse handoffs were poorly conducted and lacked the use of a 

standardized evidence-based tool, resulting in miscommunication and nurse dissatisfaction with 

the handoff process. Situation, Background, Assessment, Recommendation (SBAR) is an 

evidence-based tool recognized by The Joint Commission, Agency for Healthcare Research and 

Quality (AHRQ), and the World Health Organization (WHO) as an effective tool in improving 

handoff communication, reducing adverse events, and promoting patient safety. The purpose of 

this quality improvement (QI) project was to implement and evaluate an SBAR patient handoff 

tool to improve nurse communication.  

Methods: Nurses were educated on the SBAR method and tool prior to using the tool. A 

Handover Evaluation Scale (HES) survey was distributed pre-implementation and again at the 

end of the 15-week implementation period. Weekly observation audits were conducted to 

determine nurse compliance with use of the SBAR handoff tool.  

Results: Findings indicated that nurse compliance with use of the SBAR patient handoff tool 

was 86% by Week 7, and 100% by Week 13. Comparison of pre and post-HES survey mean 

responses showed modest improvements in all items relating to the key variables: quality of 

information, interaction, and efficiency of handoffs.  

Conclusion: Use of the SBAR tool improved the quality of information, interaction, and 

efficiency of patient handoffs between nurses, thereby improving communication. Further QI 

projects are recommended to evaluate the effectiveness of SBAR in reducing adverse patient 

events and improving patient care outcomes. 
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Introduction 

Ineffective communication results in poorly conducted patient handoffs (The Joint 

Commission, 2017). Contributors to such ineffective communication include failure to convey 

accurate patient information, poor interaction, and lack of standardized procedures such as the 

use of evidence-based tools (The Joint Commission, 2017). According to The Joint Commission 

(TJC) (2017) 80% of preventable, adverse events in healthcare facilities are associated with 

poorly conducted handoffs. Findings of a 2016 study estimated that 30% of malpractice claims 

that led to 1,744 deaths and $1.7 billion in malpractice expenditure over a five-year period were 

as a result of grossly substandard communication between healthcare providers (The Joint 

Commission, 2017). As a result, The Joint Commission (2017) recommends that organizations 

implement an evidence-based standardized handoff approach. The Situation, Background, 

Assessment, Recommendation (SBAR) tool is recommended by TJC, Agency for Healthcare 

Research and Quality (AHRQ), and the World Health Organization (WHO) as an effective 

communication tool, which when used in handoffs, improves communication between healthcare 

providers, and reduces adverse patient events (Wheeler, 2015).  

Within a sub-acute care, and rehabilitation facility in Maryland, observational reports 

revealed that nurses change-of-shift patient handoffs were poorly conducted and lacked the use 

of an evidence-based communication tool. Further assessment revealed inconsistent and sporadic 

use of over six (6) different handoff tools that were non-evidence based and associated with 

miscommunication of patient information. Additionally, some nurses were observed not using 

any tools, but rather using blank sheets of paper. Observational reports also revealed that these 

tools did not capture all vital information (e.g. order changes, and pending lab results requiring 

following up), and as such, nurses expressed dissatisfied with the current hand-off process. The 
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purpose of this Doctor of Nursing Practice (DNP) quality improvement (QI) project was to 

implement and evaluate an SBAR tool to improve nurse-to-nurse communication during patient 

handoffs in a sub-acute care and rehabilitation facility. 

Literature Review 

A literature review was conducted to synthesize the evidence supporting the use of  

SBAR as a patient handoff tool in similar sub-acute rehabilitation /nursing home settings, 

focusing on evidence that supports the use of SBAR in improving the quality of nurses 

communication, improving nurses’ satisfaction, and improving patient care outcomes (See 

Appendix A). When addressing patient handoff communication challenges in the sub-acute care 

rehabilitation and skilled nursing facility /nursing home setting, use of the SBAR tool has been 

shown to improve the quality, efficiency, and efficacy of communication between nurses and 

other healthcare providers, as well as improving their satisfaction with the quality of handoff 

reports when using SBAR (Cornell et al., 2014; Renz et al., 2013; Stewart, 2017). 

Stewart (2017) conducted a systematic review of 21 studies across three databases, the 

majority of which were done in the United States. The purpose of this review was to synthesize 

existing evidence regarding the usage of SBAR during patient handoff and its impact on provider 

communication and patient safety (Stewart, 2017). Results revealed that in all 21 studies, the use 

of SBAR was highly effective in improving patient handoff communication by facilitating a 

common language for communication between healthcare providers, increasing providers 

confidence and their perception of effective communication (Stewart, 2017). Additionally, 

SBAR was found to improve the quality of handoff reports by improving accuracy, efficacy, and 

efficiency (Stewart, 2017). Renz et al. (2013) conducted a quality improvement project to 

evaluate use of an SBAR protocol in a 137-beds skilled nursing home. Results indicated that 



IMPLEMENTATION OF A PATIENT HANDOFF TOOL                                                        5 
  

majority of nurses (87.5%) found the SBAR tool useful in organizing information for improved 

communication (Renz et al., 2013). Majority of respondents also confirmed that the 

implementation of SBAR improved the quality of communication (Renz et al., 2013).  

Cornell et al. (2014) conducted a similar study on a 48-bed med-surg unit, with the aim to 

measure impact of SBAR on quality of information, consistency, and timeliness during shift 

reports and interdisciplinary rounds (IDR). Results revealed a significant reduction in shift report 

time with use of SBAR (p<0.01), as well as improvement in the volume of pertinent patient 

information shared when using SBAR (p<0.01) (Renz et al., 2013). Use of SBAR during IDR 

also significantly reduced time spent during patient reviews (p<0.01) (Renz et al., 2013).  

Use of the SBAR patient handoff tool has been shown to improve patient care outcomes 

(Devereaux, 2016; Field et al., 2011; Müller et al., 2018; Renz et al., 2015; Stewart, 2017). 

Müller et al. (2018) conducted a systematic review of 11 studies, which were selected for 

meeting the criteria of having primary outcomes related to patient safety (outcomes). The 

purpose of the review was to analyze the impact of SBAR on patient safety (patient outcomes) 

(Müller et al., 2018). The majority (8) of the included studies explored impact on specific 

adverse patient outcomes or events such as unplanned transfers, while the remaining three 

focused on general adverse patient outcomes such as drug events (Müller et al., 2018). Results 

revealed that eight out of a total of 26 patient care outcomes improved significantly with the use 

of SBAR (Müller et al., 2018). Eleven (11) outcomes were described as being improved, though 

not significant, while six had no change, and one worsened (Müller et al., 2018).  

Within the nursing home setting, Field et al. (2011) conducted a randomized controlled 

trial (RCT) to evaluate the effectiveness of SBAR in improving the quality of Warfarin 

management in this setting. Results revealed that the management of patients receiving Warfarin 
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therapy was significantly improved in facilities using SBAR than non-SBAR facilities, as 

demonstrated by international normalized ratio (INR) values that were 4.5% more in the 

therapeutic range (95% CI 3.1% to 8.7%) (Field et al., 2011, p. 179.e5). The rate of adverse 

events related to Warfarin was also shown to be reduced in SBAR intervention nursing home 

facilities, though not statistically significant (Field et al., 2011).  

Theoretical Framework 

 Lewin’s change theory, which was developed in the 1940s by Kurt Lewin, was used as 

the theoretical framework to guide implementation of this quality improvement project. This 

theory has three stages: unfreezing, changing, and refreezing (Lewin, 1947; Shirey, 2013). 

Lewin’s change theory asserts that people are influenced by three main concepts as they move 

towards change: driving forces, restraining forces, and equilibrium (Cummings et al., 2016). 

The first stage, unfreezing, involved the recognition that a problem existed in the 

facility’s current nurses’ change of shift report process, and that there was a need for change. The 

problem identified was that nurses change-of-shift hand-offs were inconsistent and lacked the 

use of a standardized, evidence-based communication tool. The need for change was 

communicated by outlining the existing internal and external evidence to support the negative 

consequences and adverse impact of the current process on patient care quality, patient care 

outcomes, and nurse satisfaction. The identified change was to implement an evidence-based 

SBAR handoff communication tool that was adapted with permission to fit the facility’s 

identified needs and processes. Garnering of support and buy-in from the facility’s leadership 

(executive director), key stakeholders (director of nursing), and project champions (clinical site 

representative and supervisors) was an important step taken in this stage by sharing available 

evidence to support change to be implemented. 
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The second stage, changing, involved educating nurses and all stakeholders about the 

change, and involving them in the change implementation planning process. The final stage, 

refreezing, involved evaluation of the change, identifying barriers and challenges, and facilitating 

sustainability measures. It was important to mitigate restraining forces and promote driving 

forces to promote successful implementation of the change (See Figure 1). 

Methods 

This quality improvement (QI) project was implemented in a sub-acute care facility in the 

Mid-Atlantic region of the United States. Within the sub-acute care facility, a nurse is assigned 

to a group of patients (based on facility-established nurse-patient staffing ratios) for one of three 

eight-hour shifts, requiring patient handoffs up to three times per day. All 12 full-time and part-

time Registered Nurses (RNs) and Licensed Practical Nurses (LPNs) on all three shifts, who 

worked at least two days per week on the two sub-acute units were targeted as participants, but 

five were no longer with organization at start of implementation. Per diem, agency staff, and 

nurses temporarily rotated were excluded. The seven remaining full time and part time nurses 

(five RNs, two LPNs) assigned to two sub-acute care units of the facility were included as 

participants and exposed to the SBAR patient handoff tool intervention.  

The Institute for Healthcare Improvement (IHI) SBAR tool was adapted with their 

permission (See Appendix B) to fit the facility’s identified nurse-to-nurse handoff 

communication needs. The original tool was designed primarily for physician communication 

but recommended for other healthcare providers use (IHI, 2020). This adapted SBAR tool was 

subsequently referred to as the SBAR Patient Handoff Tool (See Appendix C). Project 

implementation took place over 15 weeks between August 2020 and December 2020. Prior to 

implementation, key stakeholders (executive director, nursing director and clinical site 
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representative) were engaged, and facility project champions identified and recruited to garner 

support during the planning phase for the adaptation and implementation of the SBAR Patient 

Handoff Tool. The project team, which consisted of nursing supervisors, the nurse educator and 

unit managers, was subsequently identified and trained by the project leader on the SBAR 

method and the SBAR Patient Handoff Tool intervention.  

An SBAR Training Log (See Appendix D) was used to collect data on the number of 

nurses educated on the SBAR method and the SBAR Patient Handoff Tool. Handouts, brochures 

and flyers (See Appendix E) were used to educate nurses during weeks one through three, and to 

provide reminders throughout the duration of the project. At the end of each training session, a 

post-test (See Appendix F) was reviewed to test nurses knowledge on SBAR and use of the 

SBAR Patient Handoff Tool. All nurses were asked to complete a Handover Evaluation Scale 

(HES) survey (See Appendix G) to collect data on nurses perception of the handoff process pre 

and post implementation. Section C (Perceptions of Handover) of the Handover Evaluation Scale 

(HES) survey was adopted and modified with permission from the original authors (O’Connell et 

al., 2014) (See Appendix H). The HES is a 15-items survey that is scored on a Likert scale from 

1-7 (1=strongly disagree, 2=disagree, 3=slightly disagree, 4=neither disagree nor agree, 

5=slightly agree, 6=agree, 7=strongly agree). Prior to implementation, the HES survey was 

completed anonymously by nurses at the start of each training session, and again at the end of the 

15-week implementation period.  

At the end of Week 3, the SBAR Patient Handoff Tool was implemented on two of the 

facility’s sub-acute care units. The SBAR patient handoff intervention tool was made available at 

a designated location on each unit and replenished by project team members weekly and as 

needed. A Weekly Patient Handoff Observation Log (See Appendix I) was utilized by the project 
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team to randomly observe patient handoff at nurses’ change of shift reports and collect data on 

all shifts to determine nurses compliance with using the SBAR Patient Handoff Tool. The SBAR 

Training Log data was analyzed to determine percentage of nurses educated on the SBAR 

method and the intervention tool. Rate of compliance with use of the SBAR Patient Handoff 

Tool was determined by retrieving and tallying data from Weekly Patient Handoff Observation 

Logs using run charts. Descriptive statistics was used to analyze, and report results of the pre- 

and post-implementation HES surveys, where Likert-scale data were converted to interval data, 

and mean scores obtained. Virtual collaborative sessions were held weekly with facility project 

team members for review of compliance and goal trends seen in weekly run charts, as well as to 

identify facilitators and discuss barriers to compliance. Onsite visits were conducted by project 

lead where permitted amidst COVID-19 pandemic restrictions, to conduct project team meetings 

and training to improve compliance and promote sustainability.  

To protect human subjects, a project proposal was submitted to and approved by the 

University of Maryland, Baltimore (UMB) Human Research Protection Office for Non-Human 

Subjects Research Determination. Approval was also received from the project site’s Research 

Committee prior to implementation. All completed data collection tools were kept in a project 

team member’s locked cabinet onsite at the organization, and on the project leader’s password 

protected computer. Collected data were de-identified using a Data Collection Tool to Track 

Identifiers (See Appendix J). No patient data or identifiers were collected during this QI project. 

Results 

Findings indicated that 100% of full-time and part-time nurses assigned to the two units 

were educated on SBAR and the SBAR Patient Handoff Tool by Week 3 (See Figure 2). All 

seven nurses successfully completed the post-test assessment demonstrating adequate knowledge 



IMPLEMENTATION OF A PATIENT HANDOFF TOOL                                                        10 
  

of SBAR. Analysis of weekly run chart data showed that 86% of nurses were compliant with use 

of the SBAR Patient Handoff Tool intervention by Week 7 (See Figure 3). There was a 

subsequent decline in compliance to 67% by Week 8, when two nurses were observed not using 

tool. Lack of availability of the tool on one unit was cited as the contributing factor, and was 

subsequently addressed through project team education, and modification of strategies to 

maintain adequate supply. The goal of 100% compliance was subsequently achieved by Week 13 

and sustained to the end of the 15-week implementation period. All nurses completed the HES 

survey pre-implementation, while only six of the seven nurses completed the post 

implementation HES surveys due to one nurse’s termination of employment during Week 8 of 

the 15-week implementation period. The terminated nurse was excluded from analysis of the pre 

and post-implementation HES surveys in which the data was missing. This is reflected in the 

sample size (n=6) for the HES survey items (See Table 1). 

The Handover Evaluation Scale (HES) scale provided data on nurse perception of the 

handoff process before and after the implementation of the intervention tool. Analysis and 

comparison of mean pre- and post-implementation responses from the 15-items HES surveys, 

showed improvements post-implementation ranging from +0.1 to +1.0 in all items (See Figures 4 

and 5). Items seven, 12 and 14 were reversed coded, due to lesser responses reflecting 

improvement. Mean responses in the three key variables (Quality of Information factor, 

Interaction factor, and the Efficiency factor) within the HES scale were analyzed to determine 

nurse’ perceptions of handover before and after implementation of the SBAR Patient Handoff 

Tool (See Table 1). In the Quality of Information factor, mean responses improved post-

implementation for all five items, ranging from 0.1-0.7. All four items in the Efficiency factor 

improved post-implementation, with the mean increasing by as much as 1.0. Similarly, the three 
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items in the Interaction factor also improved post-implementation with mean scores ranging from 

0.4-1.0.   

HES survey mean responses for items one, two, and four specifically addressed use of a 

tool during handoff (See Table 1). While mean responses for items one and two remained flat 

with no improvement, item four improved by 1.0 following implementation of the SBAR Patient 

Handoff Tool. Throughout the implementation period, unexpected barriers included onsite access 

restrictions due to the Coronavirus pandemic. This limited the project leader’s onsite access to 

monitor and facilitate compliance through frequent reminders, re-education and ensuring 

availability of intervention tool at nursing stations daily and on every shift. Frequency of data 

collection intervals was also limited as a result of pandemic-related restrictions. 

Discussion 

Results of this QI project concur with empirical evidence that use of the SBAR tool 

during patient handoff improves the quality, efficiency, and efficacy of communication (Cornell 

et al., 2014; Renz et al., 2013; Stewart, 2017). The results of the handover evaluation scale 

(HES) surveys showed that nurses perceived the quality of information, efficiency, and 

interaction during the handoff process as improved in all areas following use of the SBAR 

Patient Handoff Tool. The greatest improvement was seen in items relating to reduction in the 

sharing of irrelevant patient information (item 7), reduction in handoff report time (item 12), 

reduction in omission of important patient information (item 14), and increased nurses’ 

satisfaction with the patient handoff process (item 15) following implementation of the SBAR 

Patient Handoff Tool. These outcomes (See Figures 4 and 5) align with findings in the literature, 

that SBAR improves the quality of nurses’ communication (Renz et al., 2013), reduces handoff 

report time and significantly increases the volume of pertinent patient information shared during 
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handoff (Cornell et al., 2014). Stewart (2017) also found that SBAR handoff tool increases the 

efficacy, efficiency, and accuracy of the patient handoff report, as well as improving healthcare 

provider confidence during the handoff process. While literature points to evidence that SBAR 

reduces adverse patient events, and improve patient care outcomes, this was beyond the scope of 

this QI project, which focused on implementing and evaluating the impact of the SBAR tool 

intervention in improving nurse communication during handoff.  

Limitations of this QI project included small sample size (n=7), which resulted in lack of 

adequate power to accurately measure the nurses’ perceptions of handover communication 

during change of shift reports. This QI project was conducted during the COVID-19 pandemic, 

which hindered the extent to which the project could be implemented as planned. As a result, the 

need arose to re-evaluate, and re-design initial strategies, tactics, and data collection methods due 

to project leader’s limited onsite access, facility staffing challenges including loss of nursing 

staff, key stakeholders, and project team members. New stakeholders were provided with 

overview of the project and timeline. New project team members were also recruited and trained. 

All project team members were mobilized to assist in data collection when project leader was not 

able to be onsite. 

 Although the project team and nurses were committed to remain compliant with use of 

the SBAR tool to improve nurse communication, the facility was faced with many competing 

priorities related to the COVID-19 pandemic, which limited the extent to which this project was 

regarded as a priority. Frequent virtual meetings, and onsite visits when possible, were necessary 

to ensure compliance with intervention, and to promote sustainability. The findings of this QI 

project are not intended to be generalizable beyond this sub-acute rehabilitation and skilled 
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nursing facility population as it is tailored to the identified needs, specific processes, and current 

practices of the facility.  

Conclusion 

SBAR tool improves nurse-to-nurse communication when used during patient handoffs. 

Nurses perceived a modest improvement in the quality of information, efficiency of handoff 

process, and interaction of nurses during patient handoff when using the SBAR Patient Handoff 

Tool. A particular strength of this QI project is that the facility’s nursing and executive 

leadership, and the organization’s regional nursing leaders were highly supportive of this quality 

improvement project, to improve nurse-to nurse communication on targeted units, and also to 

meet the long-term goal of expanding to all units within facility. There was also high interest in 

expanding to other Maryland facilities within the larger organization to address nurse-to-nurse 

handoff communication issues they identified as a problem within the larger organization, and 

the potential outcome to improve patient care outcomes. Such interest was instrumental in 

achieving sustainability beyond the 15-week implementation period (despite the COVID-19 

pandemic related barriers), and towards meeting longer term goals, with the facility adding this 

intervention to subsequent new hire nurse training. 

Implications for practice include incorporating SBAR as an integral part of patient 

handoff communication. SBAR has been shown to be effective in facilitating a standardized 

language for communication between nurses and other healthcare providers. SBAR is therefore 

useful not only during handoff communication between nurses, but also among physicians, and 

other healthcare providers to improve communication and patient care outcomes. Further QI 

projects are recommended to evaluate the effectiveness of SBAR in reducing adverse patient 

events and improving patient care outcomes.  
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Tables 

Table 1 

 

Handover Evaluation Scale (HES) Mean Responses Pre- and Post-Implementation (N = 6) 

 

       

 Note. HES survey items were scored on a Likert-scale from 1-7 (1 = Strongly disagree, 2 =  

disagree, 3 = Slightly disagree, 4 = Neither disagree nor agree, 5 = Slightly agree, 6 = agree, 7 = 

strongly agree). Items 7, 12 and 14 were reverse coded prior to analysis.  

 

 

 

Variables N 
Pre-

Mean 

 

Post- 

Mean 

Quality of Information Factor    

      (Item 3) Handoff tool captures all critical information necessary for transfer at shift change 6 6.2 6.3 

      (Item 6) Shift report contains sufficient information about patients 6 6.0 6.3 

      (Item 8) The way in which information is given to me is easy to follow 6 5.2 5.3 

      (Item 13) The information that I receive is up to date 6 5.8 6.0 

      (Item 14) I feel that important information is not always given to me 6 4.8 5.5 

Efficiency Factor    

      (Item 5) Patient handoff shift report is clear, logical, concise 6 6.3 6.2 

      (Item 7) I am often given information during handoff that is not relevant to patient care 6 4.5 5.3 

      (Item 10) Patient information is provided in a timely fashion 6 5.2 5.7 

      (Item 12) I find shift handoff report takes too much time 6 4.8 5.8 

Interaction Factor    

        (Item 9) I am able to clarify information that has been provided to me 6 5.3 5.7 

        (Item 11) I have the opportunity to ask questions for things I do not understand 6 5.0 5.5 

        (Item 15) I am satisfied with the process for patient shift handoff report 6 4.8 5.8 

 

 

Use of Handoff Tool    

         (Item 1) I always use a patient handoff tool for shift report 6 6.7 6.7 

         (Item 2) Patient handoff report tool is easily accessible 6 5.8 5.8 

         (Item 4)  I use SBAR method for handoff shift report 6 5.8 6.8 
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Figures 

Figure 1 

Theoretical Framework 

 

Note. This figure demonstrates how the three (3) stages of Lewin’s change theory and its key 

concepts (driving forces, restraining forces, equilibrium) (Lewin, 1947) guided implementation 

of this quality improvement project.  

 

 

 

 

 

 

 

 



IMPLEMENTATION OF A PATIENT HANDOFF TOOL                                                        19 
  

Figure 2 

Nurses SBAR Education 
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Figure 3 

Nurses Compliance with SBAR Patient Handoff Tool 
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Figure 4 

Handover Evaluation Scale (HES) Survey Mean Responses 
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Figure 5 

Handover Evaluation Scale (HES) Survey Mean Responses (Items 7, 12, 14) 
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Appendix A 

Evidence Review Table 
 

Citation: Field, T. S., Tjia, J., Mazor, K. M., Donovan, J. L., Kanaan, A. O., Harrold, L. R., Reed, G., Doherty, P., Spenard, A., & 

Gurwitz, J. H. (2011). Randomized trial of a warfarin communication protocol for nursing homes: an SBAR-based approach. The 

American Journal Of Medicine, 124(2), 179.e1-7. https://doi.org/10.1016/j.amjmed.2010.09.017 

Level: II 

Purpose/ 

Hypothesis 

Design Sample Intervention Outcomes Results 

The purpose of this 

study is to 

determine whether 

using the SBAR 

(situation, 

background, 

assessment and 

recommendation) 

approach during 

facilitated 

telephone 

communication 

between nurses and 

physicians could 

improve the quality 

of warfarin 

management for 

nursing home 

residents. 

Randomized 

Controlled 

Trial (RCT) 

Sampling Technique: 

Randomized 

# Eligible: Residents living in 

26 nursing home facilities in 

Connecticut. 

# Excluded: Patients in short 

term care areas of all 26 

facilities (those receiving 

subacute, hospital level care and 

rehabilitation) were excluded. 

# Accepted: 221 residents who 

were placed on warfarin therapy 

during the one-year study 

period and resided in the 13 

nursing facilities that were 

randomized as the intervention 

group.  

# Control: 224 residents who 

were placed on warfarin therapy 

during the one-year study 

period and resided in the 13 

facilities that were randomized 

as control group. 

# Intervention: 13 nursing 

homes in CT 

Power analysis: Power analysis 

was not clearly stated, although 

researchers declared inadequate 

power to identify intervention’s 

impact on preventable adverse 

Control: Standard or usual 

care 

Intervention: Warfarin 

communication protocol 

which was developed 

around the SBAR 

approach. 

 

Intervention fidelity 

protocol included 

customized methods of 

identifying and 

highlighting residents 

taking warfarin, 

procedure for tracking 

and reporting INR results. 

Targeted training program 

were conducted for nurses 

on the SBAR approach. 

Residents were excluded 

from the analysis period 

when they were not taking 

warfarin or were absent 

from the home. Trained 

nurse abstracters did 

quarterly reviews to 

collect data on INR 

values, warfarin dosing 

and warfarin-related 

incidents. 

DV: Quality of warfarin 

management for nursing 

home residents 

Measure: The dependent 

variable was measured 

through the proportion of 

time during which nursing 

home residents on warfarin 

had INR values within the 

therapeutic range (2.0-3.0); 

and the rate at which a 

follow-up INR value was 

obtained within 3 days in 

response to an INR value of 

4.5 or greater. Trained nurse 

abstracters were used to 

gather data. Adverse 

warfarin-related events were 

considered preventable, if 

they were deemed to be due 

to an error that was 

preventable by any means 

available. 

Statistical Procedures(s) and 

Results: A total of 435 

residents received warfarin 

therapy during the study 

period for 55,167 resident 

days in the intervention homes 

and 53,601 in control homes. 

In intervention (SBAR) 

homes, residents' INR values 

were noted to be in the 

therapeutic range a 

statistically significant 4.5% 

more time versus non-SBAR 

homes (95% confidence 

interval [CI], 0.31%-8.69%). 

There was no difference in 

obtaining follow-up INR 

within 3 days after an INR 

value ≥4.5 (odds ratio 1.02; 

95% CI, 0.44-2.4).  

Rates of preventable adverse 

events attributed to warfarin 

were less in homes using 

SBAR, although not 

statistically significant; the 

incident rate ratio (IRR) for 

any preventable adverse 

warfarin-related event was .87 

(95% CI, .54-1.4). 

http://eds.b.ebscohost.com/eds/detail/detail?vid=5&sid=38acb988-5ece-48ec-959e-f0e1b7f868e3%40pdc-v-sessmgr01&bdata=JnNpdGU9ZWRzLWxpdmU%3d#AN=edsair.od.......267..3a61bb7d183f362f50e94219774906c6&db=conedsqd6
http://eds.b.ebscohost.com/eds/detail/detail?vid=5&sid=38acb988-5ece-48ec-959e-f0e1b7f868e3%40pdc-v-sessmgr01&bdata=JnNpdGU9ZWRzLWxpdmU%3d#AN=edsair.od.......267..3a61bb7d183f362f50e94219774906c6&db=conedsqd6
http://eds.b.ebscohost.com/eds/detail/detail?vid=5&sid=38acb988-5ece-48ec-959e-f0e1b7f868e3%40pdc-v-sessmgr01&bdata=JnNpdGU9ZWRzLWxpdmU%3d#AN=edsair.od.......267..3a61bb7d183f362f50e94219774906c6&db=conedsqd6
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events. 

Group Homogeneity: 

Intervention/Control 

homogeneous based on non-

significant p values on table 1 

for demographic: (Gender F- 

71% /65%; average age 83 

years/82 years) and clinical 

characteristics. The most 

common indication for warfarin 

therapy was the same in both 

groups. 

Citation: Müller, M., Jürgens, J., Redaèlli, M., Klingberg, K., Hautz, W. E., & Stock, S. (2018). Impact of the communication and 

patient hand-off tool SBAR on patient safety: a systematic review. BMJ Open, 8(8), 1. 

https://bmjopen.bmj.com/content/bmjopen/8/8/e022202.full.pdf 

Level: I 

Purpose/ 

Hypothesis 

Design Sample Intervention Outcomes Results 

“The objective of 

this review is to 

summarize the 

impact of the 

implementation of 

SBAR on patient 

safety” (Müller et 

al., 2018, p. 

e022202). 

Systematic 

review (SR) 

Search strategy: A search was 

conducted of articles published 

on SBAR in 5 databases: 

PUBMED, EMBASE, 

CINAHL, Cochrane Library 

and PsycINFO in January 2017. 

All articles found were 

reviewed, following search of 

databases using the terms: 

SBAR, ISBAR, SBAR-R, 

ISBARR and ISOBAR. They 

were used combined as text 

words, separated by ‘OR’. 

Eligible Studies: 1053 articles 

were included, after all original 

studies on SBAR (where SBAR 

was the focus of the study, used 

in clinical setting, and 

addressed some form of patient 

outcome) were reviewed. 

Excluded: 352 articles were 

excluded as duplicates, while an 

additional 607 were excluded 

Control: Control involved 

maintenance of standard 

clinical routine with 

SBAR excluded.  

 

Intervention: 

Interventions in the 

studies in the SR were 

predominantly based on 

the implementation of 

SBAR into clinical 

routine, as a primary 

objective. 

Dependent Variable: 

Researchers selected articles 

with that had a primary 

outcome related to patient 

safety.  

Measure: Patient safety was 

measured using indicators of  

adverse events as outlined by 

the World Health 

Organization (WHO). 

Level of Measurement: 

Researchers used narrative 

analysis and descriptive 

statistics where meta-analysis 

was not possible. 

Outcome Data Retrieval: Data 

was retrieved by two trained 

reviewers, using a predefined 

form. A third reviewer was 

used to check data abstraction. 

Analysis: Of the 26 different 

patient outcomes measured, 8 

improved significantly, while 

11 were described as 

improving through with 

statistical evaluation. 6 

outcomes had no significant 

change. A single study 

indicated evidence of 

increased adverse events. 

Results indicated patient 

safety was not significantly 

lowered in any study.  

https://bmjopen.bmj.com/content/bmjopen/8/8/e022202.full.pdf
https://bmjopen.bmj.com/content/bmjopen/8/8/e022202.full.pdf
https://bmjopen.bmj.com/content/bmjopen/8/8/e022202.full.pdf
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upon review.  

Included: 11 of the leftover 94 

articles were selected, after full 

review.  

PRISMA: Included detailing 

decision-making criteria for 

retaining/omitting studies from 

the SR. 

Conclusion: The use of SBAR 

to improve patient safety was 

found to be supported by 

moderate evidence. It was also 

concluded that further studies 

are needed to demonstrate 

SBAR’s impact on patient 

outcomes, due to lack of high-

quality studies. 

Citation: Devereaux, T., Marchetti, G., Zionts, N., Engberg, S., Watzlaf, V., Bonenberger, S., & Perry, A. (2016). Condition-

specific SBAR effect on transfers, hospitalizations, and 30-day readmissions from long-term care to acute-care. Journal of the 

American Medical Directors Association, 17(3), B25. https://doi-org.proxy-hs.researchport.umd.edu/10.1016/j.jamda.2015.12.078 

Level: III 

Purpose/ 

Hypothesis 

Design Sample Intervention Outcomes Results 

The purpose of this 

study was “to 

determine if long 

term care (LTC) 

nurse use of a 

condition- specific 

SBAR tool to 

collect and report 

pertinent 

information when a 

resident changes 

decreases the 

number of 

transfers, 

hospitalizations, 

and 30-day 

readmissions to 

acute care” 

(Devereaux et al., 

2016, p. B35). 

Quasi-

experimenta

l one group 

pre/post-test 

Sampling Technique: 

Convenience 

Eligible Participants: RNs 

(n=27) and LPN’s (n=33) from 

a 139-bed skilled nursing/post-

acute care facility. 

Accepted:  All RNs (n=27) and 

LPNs (n=33) were accepted and 

included. 

Power analysis: A high rate of 

nurse turnover resulted in lack 

of ability to attain adequate 

power that was essential to 

confidently measure perception 

of quality of communication 

between nurses and physicians. 

Condition-specific 

SBARs (CS SBARs) used 

by nurses to collect and 

report pertinent resident 

information to the 

physician for the most 

common reasons for 

transfer to acute care.  

DV: Transfers, 30-day acute 

care readmissions, and 

hospitalizations. 

Measurement tool: A 3 

months pre and post 

intervention comparison of 

total transfers, unplanned 

hospital admissions, and 30-

day readmissions. Thirty-day 

readmission rate calculation:  

number of 30-day 

readmissions divided by the 

average daily census. 

Condition specific rates for 

identical outcomes were 

determined by dividing the 

number by the total number 

of patients with the condition 

(type I error=.05) 

Statistical Results: 

Following SBAR 

implementation, all total 

transfer rates were reduced 

significantly (p<.001). 

Similarly, all unplanned 

hospital admissions 

(p=.OOS), thirty-day 

readmissions(p=.012), 

avoidable transfers (p<.001), 

avoidable hospital admissions 

(p=.007), and transfers due to 

pneumonia (p=.018) were also 

reduced significantly. 

https://doi-org.proxy-hs.researchport.umd.edu/10.1016/j.jamda.2015.12.078
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Citation: Renz, S. M., Boltz, M. P., Wagner, L. M., Capezuti, E. A., & Lawrence, T. E. (2013). Examining the feasibility and utility 

of an SBAR protocol in long-term care. Geriatric Nursing, 34(4), 295–301. https://www-sciencedirect-com.proxy-

hs.researchport.umd.edu/science/article/pii/S019745721300133X?via%3Dihub 

Level: VI 

Purpose/ 

Hypothesis 

Design Sample Intervention Outcomes Results 

“The purpose of 

this quality 

improvement 

intervention was to 

evaluate the 

feasibility and 

utility of 

implementing an 

SBAR protocol in a 

long-term care 

setting” (Renz et 

al., 2013, p. 296). 

Single-site 

repeated 

measures 

design. 

Sampling Technique: 

Convenience 

Eligible Participants: All staff 

nurses (RNs and LPNs) 

employed at a 137-bed skilled 

nursing home in suburban 

Pennsylvania, were eligible and 

invited to participate. Medical 

staff comprising of 7 physicians 

and one nurse practitioner. 

Accepted: A total of 40 (70%) 

of staff nurses: RNs (n=21), 

LPNs (n=19) agreed to 

participate in the project. Of the 

40 nurses, 33 participated in 

both the pre-implementation 

training and questionnaire 

completion; 4 were unavailable 

due to attrition, and 3 due to 

failure to submit completed 

questionnaire. All physicians 

(n=7) agreed to participate and 

were accepted. The nurse 

practitioner was the project 

leader. 

Group homogeneity:  

Homogeneity was noted in 

sample group, with 52% of the 

sample being LPNs. The 

average years of experience as a 

nurse was approximately 5 

years, which was very similar to 

the total years of experience as 

a nurse in long-term care. 

Intervention: The SBAR 

tool (INTERACT II ) was 

used by nurses to 

communicate to providers 

about residents changes in 

condition. 

Intervention fidelity: 

Nurses were trained on 

the purpose and use of the 

SBAR tool, using clinical 

case scenarios that 

demonstrated data 

collection and 

communication 

techniques for a change in 

resident condition. 

Throughout the 

implementation phase, 

continued staff support 

was provided through 

weekly onsite visits 

and/or via telephone 

conferences. 

DV: Nurse satisfaction, 

providers perception of their 

communication with the 

nurse, and compliance with 

the SBAR protocol 

implementation. 

Measurement tool: 

The Schmidt Nursing Home 

Quality of Nurse-physician 

Communication scale 

questionnaire was adapted 

and used to measure nurse 

satisfaction with their 

provider communication. A 

5-point Likert scale was used 

in questionnaire and 

evaluated nurses’ perceptions 

of the impact of language and 

time limitations, respect, 

phone calls logistics, as well 

as their training on 

communication between 

them and providers. SBAR 

compliance was determined 

by counting how often it was 

utilized. 

Group t-test was utilized to 

compare pre and post 

satisfaction questionnaires 

responses. Nearly all nurses 

(90%) admitted to the 

existence of communication 

challenges with medical 

providers before intervention 

implementation. Post SBAR 

tool implementation, majority 

of nurse respondents (87.5%) 

found the tool useful to 

organize information and 

provide cues on what to 

communicate to medical 

providers. 

Following implementation of 

SBAR, 5 of 7 providers 

confirmed noticing 

improvement in the quality of 

communication with nurses 

about residents’ changes in 

condition. 

 Additionally, 6 of the 7 

physicians reported that post 

SBAR implementation, nurses 

were consistently providing 

adequate data regarding 

changes in resident status and 

that the information 

influenced their decision 

making for hospitalization.  
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Citation: Ashcraft, A. S., & Owen, D. C. (2017). Comparison of standardized and customized SBAR communication tools to 

prevent nursing home resident transfer. Applied Nursing Research: ANR, 38, 64–69. https://doi-org.proxy-

hs.researchport.umd.edu/10.1016/j.apnr.2017.09.015 

Level: III 

Purpose/ 

Hypothesis 

Design Sample Intervention Outcomes Results 

The purpose of this 

study was to 

determine whether  

customization of a 

SBAR tool would 

have an impact on 

the frequency and 

quality of nurse to 

clinician 

communication, 

and on nursing 

home transfer. 

Pre-post 

quasi-

experimenta

l  

Sampling Technique:  

Quasi experimental 

Eligible population: Two 

nursing homes (NHs) in 2 

Texas cities. 

Accepted: 56 subjects 

Control: n=23 

Intervention: 

n=33 

Power analysis: The Sample 

size needed for comparing 

SBAR completion at the control 

site and intervention site was 

(N=68 control, N=144 

treatment, d=0.53, alpha=0.05, 

power=0.80).The sample size 

needed for communication 

events was (N=212, d=0.53, 

alpha=0.05, power=0.80). There 

were not enough completed 

SBAR forms to gain adequate 

power to make it possible to 

compare the communication 

events between the control and 

intervention site. The power 

was only sufficient to compare 

communication events.  

Group Homogeneity: The 

control site and intervention site 

had the same Continuing Care 

Retirement Center (CCRC) 

management company to ensure 

consistency of policies focusing 

on resident care and 

Control: Electronic 

standardized SBAR tool 

(SBARs) 

Intervention: Customized 

electronic SBAR tool 

(SBARc).  

Intervention fidelity:  

The customized and 

standardized SBAR tools 

were both part of the 

institution’s electronic 

health records (EHR). 

Nurses at both control and 

intervention sites were 

instructed to record 

communication with 

clinicians in a nurse-

provider log, as well as in 

the SBAR embedded in 

the EHR. All data 

collection tools  (nurse-

provider logs, SBARs, 

SBARc, and the 

transfer/readmission data) 

were reviewed weekly by 

the researchers for a total 

of twelve weeks. 

DV: Utilization of the SBAR 

tool to document changes in 

residents condition and 

number of nursing home 

transfers to an acute care 

facility. SBAR utilization 

was defined by the frequency 

and quality of the SBAR. 

Nursing home resident 

transfers were defined as 

transferring residents to the 

emergency department or 

direct hospital admission for 

more than 23 hours. 

Measurement: The frequency 

of SBAR utilization 

calculated by counting the 

number of SBAR’s that the 

nurses initiated. 

Communication exchange 

was monitored in a nurse-

provider log, where data was 

recorded regarding each 

identified patient, who the 

nurse and provider were, 

when it occurred (date, time), 

and why communication was 

initiated. The reliability of 

the nurse-provider log and 

SBAR frequency was 

confirmed by confirming that 

SBAR in the EHR matched 

documentation of the 

Statistical Results: 

Although results showed that 

the use of the SBARc 

communication tool was not 

better than the use of the 

SBARs communication tool, a 

significant difference in 

communication frequency was 

noted in the use of SBARs 

over SBARc tool, with SBAR 

tools utilized more often in the 

control site (×2 = 42, p < 

0.0001).  

At the control site, SBAR 

completion was noted to be 

higher (t = −0.50, p= 0.62). 

Reported communication 

events at the control site was 

higher at 43% with use of 

SBARc, and 8.55% were 

recorded using SBARs at the 

experimental site. Transfer of 

residents was not reduced 

with use of either tools, with 

transfer rates being 

comparable at both sites 

(SBARc-7.53% versus 

SBARs-6.85%; X2 = 0.04, p = 

0.84). 
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documentation. Both sites 

demonstrated a homogenous 

population with multiple 

comorbidities.  

communication event in the 

nurse-provider log. 

Citation: Renz, S. M., Boltz, M. P., Capezuti, E., & Wagner, L. M. (2015). Implementing an SBAR Communication Protocol: A 

Quality Improvement Project. Annals of Long Term Care, 23(7), 27–31. 

https://www.managedhealthcareconnect.com/articles/implementing-sbar-communication-protocol-quality-improvement-project. 

Level: VI 

Purpose/ 

Hypothesis 

Design Sample Intervention Outcomes Results 

“We describe the 

implementation of 

a quality 

improvement 

project based on 

the use of the 

SBAR protocol and 

provide 

preliminary report 

of the uptake of the 

intervention and its 

effect on 

unplanned hospital 

transfer rates” 

(Renz et al., 2015, 

p. 27). 

Single-site 

repeated 

measures 

design 

Sampling Technique: 

Convenience 

Eligible Participants: All staff 

nurses (RNs and LPNs) 

employed at a 137-bed skilled 

nursing home in suburban 

Pennsylvania, were eligible and 

invited to participate. Medical 

staff comprising of 7 physicians 

and one nurse practitioner. 

Accepted: A total of 40 (70%) 

of staff nurses: RNs (n=21), 

LPNs (n=19) agreed to 

participate in the project. Of the 

40 nurses, 33 participated in 

both the pre-implementation 

training and questionnaire 

completion; 4 were unavailable 

due to attrition, and 3 due to 

failure to submit completed 

questionnaire. All physicians 

(n=7) agreed to participate and 

were accepted. The nurse 

practitioner was the project 

leader. 

Intervention: The SBAR 

tool (INTERACT II ) was 

used by nurses to 

communicate to providers 

about residents changes in 

condition. 

Intervention fidelity: 

Nurses were trained on 

the purpose and use of the 

SBAR tool, using clinical 

case scenarios that 

demonstrated data 

collection and 

communication 

techniques for a change in 

resident condition. 

Throughout the 

implementation phase, 

continued staff support 

was provided through 

weekly onsite visits 

and/or via telephone 

conferences. 

DV: Uptake of intervention 

of using INTERACT II 

SBAR communication tool to 

report resident change in 

condition; effect of SBAR 

implementation on hospital 

transfer, as well as a cost-

benefit analysis. 

Measurement tool: 

Intervention uptake was 

evaluated in terms of  SBAR 

quality, as measured by 

whether tool was completed 

accurately), in a timely 

manner (before the call to the 

medical provider was made). 

Feedback was also provided 

continuously to the nursing 

staff on the quality of SBAR 

documentation (completion 

and timeliness).  

Statistical Results: 

Chart audits revealed that 

SBARs were completed for 

100% of unplanned transfers 

to the hospital emergency 

department. The timeliness of 

SBARs was 72% during the 

first month, which increased 

to 90% of SBARs completed  

timely at end of the 4 months 

period. 

The total number of transfers 

declined over the early period 

of SBAR protocol 

implementation. The number 

of avoidable hospital transfers 

remained constant during the 

4 months of implementation 

(mean, 1.75 transfers per 

month). Seven transfers were 

avoided during Month 3 of 

implementation; three were 

avoided during Month 4. The 

number of 30-day hospital 

readmissions (both the 

incidence and number of 

residents readmitted) showed 

a steady decline over 4 

months, with no 30-day 

readmissions to the hospital at 

the end of 4 months. 
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Citation: Cornell, P., Gervis, M. T., Yates, L., & Vardaman, J. M. (2014). Impact of SBAR on Nurse Shift Reports and Staff 

Rounding. Medsurg Nursing : Official Journal of the Academy of Medical-Surgical Nurses, 23(5), 334–342. 

http://eds.a.ebscohost.com.proxy-hs.researchport.umd.edu/eds/pdfviewer/pdfviewer?vid=3&sid=0b0db842-10db-45ac-8f0e-

d0b76cd6f465%40sessionmgr4008 

Level: III 

Purpose/ 

Hypothesis 

Design Sample Intervention Outcomes Results 

“The purpose of 

this study was to 

measure SBAR’s 

use during shift 

reports and 

interdisciplinary 

rounds on report 

times, report 

consistency, 

quality of 

information, use of 

paper and paper 

handling, 

transcription times, 

and patient review 

time” (Cornell et 

al., 2014, p. 34). 

Comparative 

study design 

Sampling Technique: 

Eligible population: Registered 

nurses (RNs) on a 48-bed 

medical surgical unit in a 

suburban hospital in mid-

southern United States. 

Eligible: All nurses, which was 

a total of 36 nurses (n=36) 

agreed to participate in the 

study. 

Control: Control involved 

observation and collection 

of data on standard shift 

report and 

interdisciplinary rounds 

(IDR) routine without the 

use of any SBAR tool 

pre-implementation.  

 

Intervention: Following 

training, a paper SBAR 

tool was used to conduct 

change of shift report and 

IDR, followed by use of 

an electronic SBAR tool. 

Intervention fidelity: 

SBAR tools were 

developed and tested by 

facility’s nurse managers 

and nurses to ensure 

forms were easy to use 

and comprehensive. 

DV: Use of the paper and 

electronic SBAR tools to 

conduct shift reports and 

IDR. 

Measurement: Intervention 

uptake was measured by 

observation of shift reports 

and IDR.  Paper SBAR was 

implemented first and its use 

observed at shift change and 

IDR, followed by 

implementation of the 

electronic SBAR tool 

followed by a second period 

of observation of shift reports 

and IDR. 

A total of 51 shift reports 

were observed across pre-

SBAR (16), paper SBAR (19) 

and electronic SBAR 

observations (16). The  pre-

SBAR (baseline) time to 

conduct reports was 53 

minutes, which was 

significantly longer than both 

SBAR formats interventions, 

specifically 45.1 (paper 

SBAR) and 38.1 minutes 

(electronic SBAR). This result 

shows that there was a 

significant reduction in shift 

report time with both formats 

of SBAR (p<0.01). Results 

also showed that significantly 

greater volume of pertinent 

patient information was also 

shared with use of SBAR 

(p<0.01). Results for IDR was 

also similar, with patient 

reviews being significantly 

briefer and more consistent 

post-SBAR implementation 

(p<0.01). 

Citation: Stewart, K. R. (2017). SBAR, communication, and patient Safety: An Integrated Literature Review. MEDSURG Nursing, 

26(5), 297–305. http://web.a.ebscohost.com.proxy-hs.researchport.umd.edu/ehost/pdfviewer/pdfviewer?vid=1&sid=6e5f6e37-7b4a-

411b-877a-3b0837f0d69f%40sdc-v-sessmgr02 

Level: I 

Purpose/ 

Hypothesis 

Design Sample Intervention Outcomes Results 
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“The objective of 

this systematic 

review is to 

analyze literature 

addressing use of 

the Situation, 

Background-

Assessment-

Recommendation 

(SBAR) framework 

to determine its 

effectiveness 

during patient 

handoff 

communication 

between healthcare 

providers” 

(Stewart, 2017). 

Systematic 

Review (SR) 

Search strategy:  

A search was conducted of 

articles in 3 databases ( 

PubMed, CINAHL Complete, 

Cochrane Library) that 

evaluated SBAR use and its 

impact on healthcare providers 

communication and patient 

safety. A combined search term 

was employed that included 

patient safety, SBAR, and 

communication. 

Eligible Studies: Eligible 

studies were peer reviewed, 

written in English-language and 

published between 2012-2017. 

Only one article was a 

randomized controlled study. 

 Excluded: Duplicate articles 

across databases were excluded, 

as well as incomplete studies 

with no results. Additionally, 

editorials and articles providing 

a description  of the SBAR 

implementation process only, 

and those in non-healthcare 

settings were excluded.  

Included: 21 articles were 

included into this review, after 

all exclusions were done. 

Intervention: 

Interventions in all studies 

in the SR were 

predominantly based on 

the implementation of a 

SBAR tool or framework 

during patient handoff 

communication and its 

impact on patient safety 

and communication 

between healthcare 

providers. 

DV: Patient handoff 

communication between 

healthcare providers that 

involved the use of SBAR 

tool. 

 

Measurement: All included 

were analyzed to highlight 

findings that related to the 

use of SBAR and 

communication between 

providers, and patient safety. 

Results showed that four (4) 

recurring themes were 

identified across all studies 

reviewed: (1) Using SBAR 

facilitates development of a 

common language among 

healthcare providers to 

communicate and share 

pertinent patient care 

information, (2) Use of SBAR 

increases confidence of both 

the incoming and out-going 

healthcare provider during 

handoff report delivery, (3) 

Use of SBAR improves both 

efficacy and efficiency of 

handoff reports, as well as the 

accuracy of information 

shared, (4) The use of SBAR 

resulted in improved 

perception of effective 

communication among 

healthcare providers. 
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Synthesis Table 

 

Level of 

Evidence 

# of 

Studies 
Summary of Findings Overall Quality 

I 2 

Müller et al. (2018) found that the implementation of a 

SBAR communication tool improved patient safety, 

especially when used to guide phone communication 

between nurses and providers.  

 

Stewart (2017) found that among all studies, the use of 

SBAR was highly effective in improving patient handoff 

communication between healthcare providers. Benefit to 

patient safety was also noted with the increased accuracy of 

handoff reports. 

B, this systematic review was reasonably thorough with appropriate search of 5 

databases. It had reasonably consistent results with sufficient numbers of well-

defined studies. The strengths and limitations of the included studies were 

evaluated. There were fairly definitive conclusions, as it relates to the effect of 

SBAR tool in improving patient outcomes, when used during telephone 

conversations between nurses and providers. Recommendation was also made for 

further research due to the lack of existence of enough high-quality studies. 

 

B, Stewart’s (2017) systematic review was reasonably thorough with appropriate 

search of 3 databases. It had reasonably consistent results spanning four main 

themes. The strengths and limitations of the included studies were evaluated. 

There were fairly definitive conclusions, especially as it relates to the effect of 

SBAR tool in improving healthcare provider communication. Recommendation 

was also made for further research due to the limitation of lack of existence of 

enough high-quality studies, as only one randomized controlled study was 

included in review. 

II 1 

Field, et. al (2011) found that using the SBAR approach 

during nurse-physician communications, particularly 

telephonic, benefitted residents by improving the quality of 

their warfarin management. With the SBAR approach, 

residents' INR values were in the therapeutic range a 

statistically significant 4.5% more time than in control 

homes. The SBAR approach also lowered the rates of 

preventable adverse warfarin-related events, though not 

statistically significant. 

B, this randomized controlled trial had reasonably consistent results, with 

sufficient sample size of 13 nursing homes with intervention and same amount 

(13) as control. Characteristics of the included 26 nursing homes were similar to 

those of other nursing homes across the United States, hence results are broadly 

generalizable. There was optimal blinding as physicians reviewing warfarin-

related events were blinded to intervention status of nursing homes. Conclusions 

were fairly definitive given statistical significance of the improvement in the 

quality of patient management, when the SBAR approach was employed.  
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III 3 

Two (2) of the three (3) studies (Devereaux et al., 2016; 

Ashcraft & Owen, 2017) examined the use of SBAR 

communication tool by nurses when reporting residents’ 

changes in conditions to providers, and impact on nursing 

home transfers. Devereaux et al. (2016) study results 

showed evidence of decline in total transfers, unplanned 

hospital admissions, and readmissions within 30 days, that 

were all significant. Additionally, transfers and hospital 

admissions that were deemed avoidable as well as transfers 

due to pneumonia, also saw significant decline post SBAR 

implementation, while Ashcraft & Owen (2017) found that 

nursing home resident transfers were not decreased with the 

use of SBAR when communicating residents’ changes in 

condition to providers.  

 

Cornell et al. (2014) found that the use of a SBAR (paper or 

electronic) tool during shift report time and interdisciplinary 

rounds reduced the time to completion, facilitated a transfer 

of greater volume of pertinent patient information as well as 

improving consistency in the process. 

C, Results from Devereaux et al. (2016) study were reasonably consistent, with 

recommendations outlined to inform subsequent studies. Limitations included a 

relatively small sample size, and the absence of control of confounding variables. 

The ability to generalize findings was also limited due to use of a single site. A 

sample size of greater magnitude would have facilitated or enable key variables 

to be of greater statistical significance. 

C, Ashcraft and Owen (2017) results were fairly consistent with 

recommendations outlined to inform future studies. The study was conducted at 

two facilities, thereby allowing for generalizability of findings to similar settings. 

However, too few SBARs were completed to attain adequate power to compare 

communication events between the control and intervention group the limiting 

the study findings.  

 

B, this comparative study had reasonably consistent results, presence of control, 

and with definitive conclusions and recommendations to guide future research. 

The study limitations included the emphasis placed on process variables alone 

(such as time, tools, and location of shift reports), rather than also measuring the 

impact on patient outcomes, and nurses’ perception. Single unit/site design 

limited generalizability of the study findings.  

VI 2 

Renz et al. (2013) and Renz et al. (2015) both utilized an 

SBAR tool for nurses to report residents’ changes in 

conditions to providers. Results revealed an improvement in 

satisfaction post SBAR implementation, when pre and post 

questionnaires were compared. The studies found that 

majority of the nurses found the SBAR tool useful in 

making them more prepared to communicate substantively 

and thoroughly with physicians. Likewise, physicians also 

expressed satisfaction with the post-SBAR improved 

quality of nurse-physician communication regarding 

residents’ change in condition. Thirty-day readmissions, 

and total transfers were also reduced in one study post 

SBAR implementation. 

B, Renz et al. (2013) and Renz et al. (2015) results were reasonably consistent, 

with the presence of some control, and conclusive with recommendations to 

inform future studies. The study limitations included small sample size and the 

study being conducted at a single site. Single site design limited generalizability 

of the study findings. The risk of bias related to recall was increased, with the use 

of the same pre and post survey. 

 

Note. Rating scale for overall quality of evidence (A=high, B=good, C=low quality) from Newhouse (2006). Melnyk and Fineout-

Overholt’s (2015) level of evidence rating system was used. 
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Appendix B 

Permission to Adapt and Use SBAR Tool 
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Appendix C  

SBAR Patient Handoff Tool 
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Appendix D 

SBAR Training Log 
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Appendix E 

SBAR Education Slide Handouts, Flyer, and Brochure 

SBAR Education Slide 1 
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SBAR Education Slide 2 
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SBAR Education Slide 3 
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SBAR Education Slide 4 
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SBAR Education Slide 5 
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SBAR Education Slide 6 

 

 

 

 

 

 

 

 

 

 

 

 



IMPLEMENTATION OF A PATIENT HANDOFF TOOL                                                        42 
  

SBAR Education Slide 7 
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SBAR Education Slide 8 
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SBAR Education Slide 9 
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SBAR Education Slide 10 
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SBAR Education Slide 11 
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SBAR Education Slide 12 
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SBAR Flyer 
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SBAR Tri-fold Brochure (outside) 
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SBAR Tri-fold Brochure (inside) 
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Appendix F  

SBAR Training Post-Test 
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Appendix G  

Handover Evaluation Scale (HES) Survey 
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Appendix H 

Permission to Use and Modify Handover Evaluation Scale (HES) Survey 
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Appendix I 

Weekly Nurses Handoff Observation Log 
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Appendix J  

Data collection Tool to Track Identifiers 

+ 

 

 

 

 

 

 

 

 

 

 


