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he change-of-shift report is an
I integral part of nurses’ daily
practice, when nurses ending
their shift transfer critical information
to nurses starting the next shift to
ensure the delivery of safe, holistic
patient care (Caruso, 2007; Mosher &
Bontomasi, 1996; Riegel, 1985).
Nurses use the essential patient infor-
mation communicated during shift
report to make decisions and provide
appropriate care (Hopkinson, 2002).
An effective, informative shift report
can promote continuity of care and
facilitate decision making that helps
nurses prioritize patient needs in a
timely manner. On the other hand,
an inconsistent or poorly structured
shift report can cause confusion.
Rendering nurses unable to effective-
ly assess, evaluate, and prioritize crit-
ical information, it thus can jeopard-
ize patient care (Elm, 2004; Sexton et
al., 2004). The importance of shift
report as a communication tool is
reflected in the National Patient Safety
Goals of the Joint Commission. In
response to communication issues
cited as a root cause in more than
80% of reported sentinel events, the
Joint Commission (2009) recom-
mended organizations implement
standardized interactive hand-off
reporting systems that allow asking
and responding to questions between
involved health care providers.
Despite the critical nature of shift-
reporting processes in the care of
acute and critically ill hospitalized
patients, nurses may lack knowledge
and have insufficient content guide-
lines to give a concise, organized
report. Accurate, organized commu-
nication of information during shift
report may be hindered further by
other factors commonly experienced
by nurses at the change of shift, such

Using steps in the lowa Model of Evidence-Based Practice, nursing staff
developed and piloted a standardized shift report tool on one medical-
surgical unit in a large tertiary care hospital. Pilot outcomes showed
shift reports with decreased frequency of missed information, fewer
delays in shift starting time, and less use of overtime.

as physical and mental fatigue,
heightened unit activity, and fre-
quent distractions due to competing
demands (Streitenberger, Breen-Reid,
& Harris, 2006). Literature supports
the use of a standardized process to
facilitate a more accurate, compre-
hensive, and organized end-of-shift
report that allows oncoming nurses
to plan patient care effectively (Hays,
2003; Kerr, 2002). Successful shift
reports are particularly important for
novice nurses, who may find it diffi-
cult to obtain all pertinent patient
information because of limited expe-
rience, quick patient turnover rates,
and time (Raines & Mull, 2007). The
purpose of this article is to describe a
unit-based demonstration project
implementing a standardized, evi-
dence-based tool that resulted in
improved shift-reporting processes.

Scope of the Problem

Continuity of care relies heavily
on passing pertinent, accurate infor-

mation from nurse to nurse at the
end of a shift. The authors’ baseline
observations of shift-reporting pro-
cesses in an intermediate care med-
ical-surgical unit at a large tertiary
care center revealed problems due to
the poorly designed framework for
the shift report (see Figure 1) and
practices used by the nursing staff.
During change of shift, verbal reports
had variable content, and informa-
tion was missed in several cases.
Areas that were missed or not report-
ed in a timely manner could affect
the patient’s plan of care adversely.
For example, if the nurse did not
report the patient was scheduled for a
diagnostic test requiring fasting and
the patient was fed, delays in diagno-
sis and treatment as well as pro-
longed hospital length of stay could
result. Nursing time was spent
searching for missed information.
Nurses reported increased use of
overtime and expressed uncertainty
about the plan of care for some
patients.
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FIGURE 1.
Original Shift Report

Nutrition Consult:

Room: Patient Name: Medical Record #: _
Gender: Age: Service:

DX: Vital Signs:

Diet:

Fluid/Diet Restrictions:

Hold: _  Snmack:__ CalCt___ WPFood:

Activity:

Acuity:

These observations were con-
firmed by anecdotes shared by nurs-
es in the unit during interviews by
the authors. Some observations
regarding the shift report include the
absence of a basic guideline specify-
ing what information should be
included, unstructured reports with
variable content, and inconsistent
shift-reporting standards. These
problems had even greater impact
for novice and new graduate nurses
working on the unit. Discussions
with novice and new graduate nurs-
es revealed more distress with the
process of shift report. They felt
unprepared, and sensed their report
process was inefficient. When they
were observed, newer nurses either
gave too much and unnecessary
information or too little informa-
tion.

To address this clinical problem,
authors reviewed the literature for
research and other evidence-based
information on effective shift-report-
ing tools and processes. Various data
sources (PubMed, CINAHL, and
Google Scholar) and selected search
terms (change-of-shift-report, handoff
communication, shift report, nursing
report, end-of-shift report, nursing com-
munication) were used to identify rel-
evant articles. Using the Iowa Model
(Titler et al., 2001), authors spear-
headed an evidence-based change
project to develop a standardized
change-of-shift reporting tool. Pro-
ject goals were (a) more thorough
shift reports, (b) decreased frequency
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of missed information, (c) less time
spent by nurses searching for missed
information, (d) fewer delays in shift
starting time, and (e) less use of over-
time (paid and unpaid).

Evidence-Based Literature

The critical nature of the shift
report as an important communica-
tion tool is well recognized by the
nursing profession (Benson, Rippin-
Sisler, Jabusch, & Keast, 2007;
Hansten & Washburn, 1999; Miller,
1998; Mosher & Bontomasi, 1996).
Consensus among nursing scholars
indicates shift report is an important
nursing process that results in sever-
al beneficial outcomes for patients,
nurses, and organizations when effi-
ciently conducted. However, little
consensus exists about the necessary
elements of the report process. Elm
(2004) addressed the development
and implementation of an effective,
efficient shift report tool, for exam-
ple. Miller (1998) anecdotally recom-
mended use of a preprinted shift-
report tool to record information as
well as development of a shift-report
guideline to delineate the content
and process of reporting. Likewise,
McKenna and Walsh (1997) recom-
mended use of guidelines to improve
shift-report consistency and quality.

Many publications on shift re-
porting have described clinical (non-
research) projects conducted in indi-
vidual nursing units (Baldwin &
McGinnis, 1994; Benson et al., 2007;

Caruso, 2007; McKenna & Walsh,
1997; Mosher & Bontomasi, 1996),
emergency departments (Brown
Lazzara, 2004), and office-based out-
patient clinics (Fenton, 2006). All
assumed a structured shift-report
tool was the most effective means of
communicating pertinent patient
information. A common denomina-
tor of these clinical projects was that
a problem was noted in each facility
to instigate a need for change.
However, each project was unique in
how the problem was approached.
For example, in an attempt to
promote high-quality patient care
through a comprehensive and
organized shift report, Elm (2004)
identified important aspects of shift
report to create and implement a
standardized shift report specifically
for a labor and delivery unit. A stan-
dardized shift-report tool was benefi-
cial in organizing report content and
thereby improving the retention and
recall of the information communi-
cated between the nurses on the two
shifts. In another clinical project,
Benson and colleagues (2007) con-
ducted written assessments and held
discussion meetings with staff mem-
bers to gain better understanding of
current change-of-shift reporting
processes. They noted 50% of reports
were verbal, 30% were taped, 10%
were written, and 10% were given by
other methods (e.g., voicemail, elec-
tronic). Nurses commonly identified
a challenge in staying within the
time frame for report, which took
15-45 minutes. Reasons for exceed-
ing the time limit included high
patient acuity, irrelevant informa-
tion, and distractions. Facilitators of
shift report were communicating
shift-report information in an organ-
ized manner and using a preprinted
report tool. Authors found imple-
mentation of shift-report guidelines
and use of a standardized tool were
effective in assisting nurses from sev-
eral patient care areas to organize
report and track patient care events
and tasks throughout the shift. In a
third clinical study, Baldwin and
McGinnis (1994) found the use of a
standardized computer-generated
shift-report form and guidelines
reduced overtime and improved
communication of relevant informa-
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tion about patients. Other clinical
projects (Mosher & Bontomasi,
1996; Reiley & Stengrevics, 1989)
established the effectiveness of a
structured, standardized shift report
(problem-oriented or patient-orient-
ed) in reducing report time and elim-
inating irrelevant information.

Published scholarly studies are
limited. They focused on evaluating
different models (Bjorvell, Wredling,
& Thorell-Ekstrand, 2003), content,
and functions of shift report
(Hopkinson, 2002). More recently,
studies have focused on the effec-
tiveness of bedside shift reporting
when patients are included in the
handoff process (Anderson &
Mangino, 2006; Kassean & Jagoo
2005).

In their qualitative study, Sexton
and co-authors (2004) observed and
audio-taped 23 nursing shift reports
in a general medical ward. Nurses on
that unit used a bed list with
patients’ names and diagnoses to
record the information they received
during shift report. Analysis showed
shift report took 15-40 minutes. The
lack of structure and specific guide-
lines rendered shift report ambigu-
ous and irrelevant, which in turn
increased confusion about patient
status, treatments, and care. Authors
concluded the presence of specific
guidelines regarding the process and
content of shift report may reduce
the amount of irrelevant informa-
tion and allow more time for nursing
tasks. Using an experimental design,
Dowding (2001) found only half the
information communicated in shift
report was recorded accurately.
These findings suggested nurses
could perceive more than 50% of
report content as “unimportant”
(Dowding, 2001, p. 844). A shift
report that had “triggering cues” or
“consistent format or schema” sig-
nificantly increased nurses’ ability to
record and recall accurately the
information they heard (Dowding,
2001, p. 839).

With a sample of 60 medical-sur-
gical patients, Lamond (2000) quali-
tatively investigated the content of
shift reports and examined how
nurses processed information ob-
tained during shift report when
planning patient care. Shift reports

and documentation were analyzed
for type, amount, and order of infor-
mation obtained. Shift reports con-
tained information the investigator
labeled as forceful feature information
(e.g., weight, pulse, intake, and out-
put), which acted as a trigger for
nurses to access knowledge about
the patient that was stored in their
long-term memory. The author con-
cluded the presence of this type of
information facilitates communica-
tion of important information about
patients and ultimately may lead to
more effective patient care planning.

Despite some limitations (e.g.,
limited generalizability and the use
of hypothetical or fabricated shift
report situations) (Dowding, 2001;
Lamond, 2000; Sexton et al., 2004),
the literature revealed the need for a
standardized shift-report tool that
would provide a framework for com-
munication and ensure important
information was not missed. How-
ever, studies did not suggest the use
of a specific shift report tool or tem-
plate. All supported the use of a shift-
report tool to organize the content
and flow of information and provide
prompts that would in turn reduce
variability in report quality from
nurse to nurse (Miller, 1998). Pro-
blems associated with individual dif-
ferences in the quality of shift-
reporting processes included ineffi-
ciencies in shift starting times and
delays of up to 2 hours in the nurses’
ability to provide patients with ini-
tial care (Hansten & Washburn,
1999).

Interventions for Project
Development and
Implementation

According to the evidence-based
process in the lowa Model (Titler et
al., 2001), the first step after evidence
appraisal was to develop and stan-
dardize the shift-report tool. Pub-
lished reports emphasized the
importance of shift-reporting pro-
cesses, but only a handful of clinical,
non-research articles provided sam-
ples of shift reports (with specific
content and a basic template of a
shift-report tool); rarely were data
provided on the effect of implement-
ing the new shift report (Baldwin &
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McGinnis, 1994; Brown Lazzara,
2004; FElm, 2004; Fenton, 2006;
Mosher & Bontomasi, 1996; Raines
& Mull, 2007). For example, a sam-
ple shift report used for nurses in
labor and delivery did not include
appropriate content for report by
nurses caring for medical-surgical
patients (Elm, 2004). Other authors
(Mosher & Bontomasi, 1996) offered
a shift-report tool that listed patient
problems along with relevant infor-
mation. However, this tool was too
broad and lacked the specific
prompts needed by nurses caring for
acutely ill medical and surgical
patients. Consequently, the first
draft of the new report for the cur-
rent project was developed as a com-
bination of evidence in the literature
and the project leaders’ knowledge
of shift reporting practices.

The first draft was refined further
based on results of a 10-item pre-
intervention (baseline) survey com-
pleted by 22 nurse volunteers.
Nurses were asked about the follow-
ing:

e Attitudes toward and percep-
tions of the current shift-report
tool.

e Information that should be
included in shift report.

e Information that was missed fre-
quently.

e The amount of time required for
nurses to search for missed
information.

Delays in shift starting time.

e Overtime (paid and unpaid).

The first four questions address-
ing nurse attitudes and perceptions
used a 4-point Likert scale (1=strong-
ly disagree, 4=strongly agree). Nurses
then were asked to evaluate the con-
tent of the draft shift-report tool,
commenting on what should and
should not be included. The shift-
report tool was revised based on sur-
vey data and feedback (see Figure 2).

The second step was to pilot the
new tool via a small test of change.
The same 22 nurse volunteers partic-
ipated in a pilot study of the evi-
dence-based, standardized shift-
reporting tool to test its utility before
implementation on the whole unit.
An educational intervention (1-hour
class) was developed and imple-
mented. Nurses were taught how to
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FIGURE 2.

New Shift Report for Four Patients per Page (Front and Back)

ACUTE CARE SHIFT REPORT

Room # Code Status: Admission Date: Weight:
Advance d Directive:
Isolation: ACTIVITY: CCP:
Team: THERAPY: PT oT RT ST
cam:
Intern: Consults:  Nutrition [ Spiritual OJ Social O
Resident: Oter O
DX: Diet / NPO / NPOpMN: Restraints: Vst SR/ x2 x4 Expire:
Date Time:  Needs renewal [J
ALLERGY: TUBE FEEDS: PRECAUTIONS: FALL AP/ sz
FALL RISK SCORE:
N: PMH/PSH: Restrictions: BED ALARM: ON [] OFF [J
REASON OFF:
C: Dialysis access: TESTS/PROCEDURES:
HDdays M T W Th F S Su
R: Fluid removed:
v O Central Line [ TS/NEW ORDERS/MISCELLANEOUS:
GU:
IVE:
GIL:
MEDS PO: MEDS IV:
Skin:
Family Assessment: “What is the most important
DSG: thing I can do for you?”
DRAINS: VITAL SIGNS/PAIN ASSESSMENT:
Labs:
VACCINES; Discharge Plan of Care/Expected date of discharge/MD plan of care:
PNEUMOCOCCAL [ FLU O Teaching: CHF [0 Smoking [0 Stroke OJ

Ml O ote 0O

Labs to be drawn/ Specimens to be collected:

Intake/Output:

ACCU-CHECK:

Labs to be drawn/ Specimens to be collected: ACCU-CHECK:
Intake/Output: Nursing Plan of Care: Initiated [ Updated [0 New O
Room # Code Status: Admission Date: Weight:
Advance d Directive:
Isolation: ACTIVITY: CCP:
Team: THERAPY: PT oT RT ST
cam:
Intern: Consults: Nutrition [0 Spiritual OJ Social O
Resident: Oter O
DX: Diet / NPO / NPOpMN: Restraints: Vst SR/ x2 x4 Expire:
Date Time: Needs renewal []
ALLERGY: TUBE FEEDS: PRECAUTIONS: FALL ASP sz
FALL RISK SCORE:
N: PMH/PSH: Restrictions: BED ALARM: ON [] OFF [J
REASON OFF:
C: Dialysis access: TESTS/PROCEDURES:
HDday: M T W Th F S Su
R: Fluid removed:
riv O Central Line [0 | STATS/NEW ORDERS/MISCELLANEOUS:
GU:
IVE:
GIL:
MEDS PO: MEDS IV:
Skin:
Family Assessment: “What is the most important
DSG: thing I can do for you?”
DRAINS: VITAL SIGNS/PAIN ASSESSMENT:
Labs:
VACCINES; Discharge Plan of Care/Expected date of discharge/MD plan of care:
PNEUMOCOCCAL [ FLU O Teaching: CHF [0 Smoking [0 Stroke OJ

Ml O oter 0O

Nursing Plan of Care: Initiated [ Updated [0 New [

UCLA Form #10264 Rev. (08/10)

Source: Ronald Reagan UCLA Medical Center. Reprinted with permission.
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use the comprehensive, standardized
shift-report tool, as well as the
rationale and supporting evidence
for the overall project. The class was
repeated three times to meet the
schedule needs of the 22 nurses. In
addition, the pilot project was dis-
cussed at monthly staff meetings to
familiarize other nurses with the ini-
tiative.

Within the pilot phase, the stan-
dardized change-of-shift report tool
was used by the same 22 nurse par-
ticipants. One-on-one coaching,
mentoring, and feedback about
effective use of the shift-report tool
were used by the two nurse project
leaders during this 2-month period.
Daily monitoring and feedback
mechanisms were implemented to
increase staff nurses’ consistent use
of the tool. To evaluate progress in
making this evidence-based change,
nurses completed shift-report tools
after every shift and placed these in a
designated folder. If the nurse was
returning the next day and needed
the shift report, the nurse photo-
copied the shift-report tool and
placed it in the folder. The project
leaders collected and evaluated the
shift-report tools for thoroughness
and accuracy. Nurses were asked to
write comments on the shift-report
tool if they thought any sections
needed additional information, or
were underused and could be
removed. This process provided
additional data to refine the shift-
report tool.

The final step of the pilot phase
was to brainstorm strategies to make
the standardized shift-report tool
easier for nurses to use. Strategies
included placing the tool on the hos-
pital-wide forms portal for nurse
access. Monitor technicians also
were involved, pre-labeling the shift-
report tools with patients’ names so
nurses could retrieve their respective
patients’ shift-report tools before
report. Finally, the project leaders
wrote a guideline describing use of
the standardized shift report. Direc-
tions included how to complete task-
oriented areas of the tool and use
this important information to devel-
op the patient’s plan of care. The
guideline was implemented after
pilot study completion, when the

TABLE 1.
Nurse Volunteer Demographic Characteristics

N

Age 20-30 13 59
31-50 9 41
Sex Female 21 96
Male 1 4
Clinical ladder Clinical nurse | 5 23
Clinical nurse Il and 11l 17 77
Shift worked Days 23
Nights 18
Rotate 13 59
Years of nursing experience <1 13
1-5 15 68
=6 19
Years worked on unit <1 18
1-5 13 59
=6 23
Bachelor’s degree in nursing No 32
Yes 15 68

project was expanded to the whole
unit and incorporated into new
graduate nurse orientation and nurs-
es’ annual skills labs.

Results After Project
Implementation

Two months after piloting the
standardized shift-report tool, proj-
ect leaders and their clinical nurse
specialist mentor evaluated the effect
of the new reporting structure and
process on previously identified
problem areas and on outcomes
identified in the literature. The origi-
nal 10-item survey tool was adminis-
tered again to the 22 nurse volun-
teers. The majority of nurses were
female ages 20-30 and had 1-5 years
of experience (see Table 1 for demo-
graphics).

Using paired t-tests, authors iden-
tified differences in nurses’ responses
to the survey tool before and after
the intervention (see Table 2).
Response to the statement, “I feel
that implementing a standard change-

MEDSURG STGRSING: September-October 2011 » Vol. 20/No. 5

of-shift report will provide a more thor-
ough and accurate report about the
patient,” showed a higher level of
agreement after the intervention
(means 3.36 and 3.68 respectively;
p=0.03). Nurses indicated that after
the intervention, the time required
to organize their shift (means 2.77
and 1.64; p<0.001) and prioritize
their work (means 3.23 and 1.82;
p<0.001) decreased significantly.
Although not significant, a clinically
meaningful decrease resulted in the
time to locate missed information
(means 3.05 and 2.59; p=0.06). The
actual amount of time required to
locate missed information decreased
from 28 minutes pre-intervention to
21 minutes post-intervention.
Using the chi-square statistic,
Freidman non-parametric test of
mean ranks, authors computed the
frequency with which nurses report-
ed starting the shift late. This also
decreased significantly after the
intervention (mean 1.68 events
before and 1.32 events after the
intervention; p=0.05). Reported epi-
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Variable
Accurate report

Time to organize

Time to prioritize work

Time to locate missed information

Variable
Frequency of starting shift late

Frequency of overtime

TABLE 2.
Nurse Volunteer Survey Responses

Mean After
Intervention
n=22

Mean Before
Intervention
n=22

Mean Before Mean After
Intervention Intervention
n=22 n=22
2.26 1.38
0.95 0.64

Chi-Square
3.77 1 0.05*
1.00 1 0.317

*p=<0.05

sodes of overtime decreased from a
pre-intervention mean of 1.57 to 1.43
after the intervention, but the differ-
ence was not significant (p=0.32) (see
Table 2).

In response to an open-ended
question about content areas that
were missed frequently in shift
report, nurses described 10 areas
before the intervention (see Table 3).
Those areas were no longer reported
as missing after the intervention
(see Table 4). Project leaders ana-
lyzed the shift-report tools (n=44)
collected during 1 month of the
pilot study. In the first 2 weeks of
the intervention, 14 of the 22 shift
reports (64%) were complete; during
the last 2 weeks of the intervention,
18 of the 22 (82%) shift reports were
complete. Analysis of the actual
shift reports in early implementa-
tion indicated 14 sections were
missed commonly (e.g., diet, aller-
gies, psychosocial history). Through
ongoing coaching and feedback, the
number of missed sections de-
creased to six. These missed items
included code status, admission
date, intern names and numbers,
discharge plan, diet, and allergy.

Limitations

The design of the standardized
shift report was based on current
best evidence and unit needs.
Consequently, results and tool may
be applicable only to similar med-
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TABLE 3.
Areas Missed in Shift Reports
Before Shift-Report Tool
Implementation

* New admission orders

¢ Off monitor orders

e Laboratory test ordered or results
e Treatments

e As-needed medications for high
blood pressure

e Cardiac monitoring/telemetry
e Tasks to be done

¢ Physician pager

e Wounds

e Fall precaution

TABLE 4.
Areas Missed in Shift Reports at
Late Implementation Phase

e Code status

¢ Admission date

¢ Intern names and numbers
¢ Discharge plan

e Diet

e Allergy

ical-surgical settings. However, the
newly developed tool has been effec-
tive in achieving project goals. The
unit improved the thoroughness
and completeness of shift reports,
reduced the amount of time spent by
nurses searching for missed informa-

tion and starting their shift, and
decreased the use of overtime.

Summary

Shift-reporting structures and
processes can be improved by assess-
ing current shift-reporting practices,
developing an evidence-based pro-
cess improvement intervention, and
evaluating the impact on outcomes.
Implementation of a standardized,
evidence-based nursing shift-report
tool on a medical-surgical observa-
tion unit improved the hand-off
report in several ways. The tool has
been effective in increasing the thor-
oughness of shift reports; and in
decreasing the frequency of missed
information and the amount of
time required for nurses to search
for missed information. Use of the
tool also had decreased delays in
shift starting time and use of over-
time. Nurses at the point of care
delivery played a key role in devel-
oping and successfully implement-
ing a standardized, nursing shift-
report tool.
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