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Abstract

Clinical handover is one of the most critical steps in a patient’s journey and is a core skill that needs to be taught
to health professional students and junior clinicians. Performed well, clinical handover should ensure that lapses in
continuity of patient care, errors and harm are reduced in the hospital or community setting. Handover, however, is
often poorly performed, with critical detail being omitted and irrelevant detail included. Evidence suggests that the

safety, Interprofessional

use of a structured, standardised framework for handover, such as ISBAR, improves patient outcomes. The ISBAR
(Introduction, Situation, Background, Assessment, Recommendation) framework, endorsed by the World Health
Organisation, provides a standardised approach to communication which can be used in any situation. In the
complex clinical environment of healthcare today, ISBAR is suited to a wide range of clinical contexts, and works
best when all parties are trained in using the same framework. It is essential that healthcare leaders and
professionals from across the health disciplines work together to ensure good clinical handover practices are
developed and maintained. Organisations, including universities and hospitals, need to invest in the education and
training of health professional students and health professionals to ensure good quality handover practice. Using
ISBAR as a framework, the purpose of this paper is to highlight key elements of effective clinical handover, and to
explore teaching techniques that aim to ensure the framework is embedded in practice effectively.
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Background

Clinical handover is defined as “The exchange between
health professionals of information about a patient ac-
companying either a transfer of control over, or of respon-
sibility for, the patient” [1]. It is one of the most critical
steps in a patient’s journey [2] and is a core skill that
needs to be taught to health professional students and
junior clinicians. Performed well, clinical handover
should ensure that lapses in continuity of patient care,
errors and harm are reduced in the hospital or commu-
nity setting [2]. The key function of clinical handover is
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to improve the effectiveness of the actions taken by the
recipient/s [1]. Despite its importance, clinical handover
is often poorly performed — with potentially serious con-
sequences for the patient [1]. Australian research sug-
gests that critical detail is often omitted during
handover, and included information is sometimes irrele-
vant [3, 4]. Although essential to safe medical practice
and provision of excellence in patient care [2, 5, 6],
training in clinical handover is often inadequate and not
always included in university healthcare curricula [3].
Using ISBAR as a framework, the purpose of this paper
is to highlight key elements of effective clinical hand-
over, and to explore teaching techniques that aim to en-
sure the framework is embedded in practice effectively.

ISBAR

Evidence suggests the use of structured, standardised
frameworks for handover improves information transfer
and patient outcomes [7]. In order to improve handover,
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a number of structured formats have been developed.
One example is the I-PASS handover system, developed
for use in paediatrics (Illness severity, Patient summary,
Action list, Situation awareness and contingency plan-
ning, Synthesis by the receiver) [8]. However, one of the
most widespread and well-studied frameworks is ISBAR’
(Fig. 1) [9-12]. ISBAR is based on ‘SBAR’ — a system de-
veloped by the US Navy to ensure clear, precise commu-
nications between nuclear submarines. The ISBAR
framework, endorsed by the World Health Organisation
provides a standardised approach to communication
which can be used in a wide range of clinical contexts,
such as shift changeover, patient transfer for a test or an
appointment, inter-hospital transfers and escalation of a
deteriorating patient [9, 10]. In the hospital setting,
ISBAR has been shown to increase transparency and ac-
curacy when practicing interprofessional handovers [10,
12]. ISBAR has also proven to be a successful tool for
handover in rural and remote Australian settings [11].
Clinical handover works best when all parties are
using the same framework [13] and ISBAR provides a
shared model for the transfer of relevant, succinct in-
formation between clinicians [13]. By providing a
clear and standardised framework, it can assist in re-
ducing the power differences that may hinder the
transfer of information [13]. Information transfer may
include: doctor to doctor; nurse to nurse; doctor to
nurse; allied health to doctor; nurse to allied health.
ISBAR can be used in a number of interactions, such
as shift change, inter-hospital transfers, reports and
briefings, medical emergencies, and patient discharge
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to community services. This approach doesn’t only
apply to verbal communication, but can also be used
in written forms, including reports, memos, radiology
request forms, and referral documents. The structured
framework of ISBAR is used extensively within the
Australian healthcare system [12-14].

Tips for preparing for ISBAR

There are important elements to consider in the clinical
handover process. Handover must include transfer of ac-
countability for patient care, and the confidentiality of
patient information must be maintained. Key tips for
preparing for ISBAR are listed in Fig. 2 [12, 13].

The benefits and challenges of using ISBAR are listed
in Fig. 3 [13]. Challenges can include the complexity of
patient cases, and ensuring the person receiving the
handover has understood correctly. To help overcome
challenges, face to face handover is recommended wher-
ever possible, allowing for interaction and clarification of
information [13].

Flow of patient information is vital to patient safety,
and a balance between efficiency and comprehensiveness
is required [6]. In planning and organising clinical hand-
overs, it is essential to consider:

Who should be involved?

When should it take place?

Where should it take place?

How should it occur?

What information should be handed over?

S

ISBAR

include:

Introduction

Situation
What is happening at the moment?

Background

Assessment
What do you believe the problem is?

Recommendation

The ISBAR framework consists of five elements focused on communication, which

Who you are, your role, where you are and why you are communicating?

What are the issues that led up to this situation?

What should be done to correct this situation?

Fig. 1 ISBAR framework [9-12]
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Key tips for preparing for ISBAR

CXR

e Preparation is vital, with the reason of the referral being made absolutely clear
e Having written, prepared questions will assist

e Itis important to gather all patient information before handover e.g. charts, ECG,

e Take notes and record any instructions

e ISBAR works best when both parties are using the same framework

Fig. 2 Key tips for preparing for ISBAR [12, 13]

Staff rosters should ensure shifts cross over, with
dedicated handover time, and clear leadership prac-
tices. Sufficient and relevant patient information is
required during handover. Junior members of staff
must be adequately briefed, and clinically unstable
patients must be highlighted to senior clinicians [6,
15]. Any incomplete tasks must be clearly under-
stood by the incoming healthcare team. Similarly,
once handover is complete, information must be
acted upon. Tasks need to be prioritised; patient
care plans need to be acted upon; and unstable pa-
tients need to be monitored and reviewed in a
timely manner [6]. Key elements in helping to en-
sure continuity of patient information and care dur-
ing and following clinical handover are summarised
in Fig. 4.

The use of electronic systems may assist with the effi-
ciency of handover. Within the hospital setting, some func-
tions of the electronic handover tools include provision of
the name and contact details of covering doctors for each
consultant; and identification of patients in need of review,
and outstanding tasks [6]. Benefits of using electronic sys-
tems include the ability to have multiple users, linkage of
information; immediate update of information; and assist-
ance with further planning and prioritisation.

Education, training and practice in clinical handover

Although ISBAR is proving to be a valuable handover
tool, for it to be successful, it must be effectively taught,
and health professionals must be adequately trained in
its use [10]. A recent systematic review of education in-
terventions [16] revealed that although many handover

Benefits of ISBAR

Challenges of ISBAR

e Handover occurring with complete
information, reducing missed
information and duplication of
information

e Reduced length of handover

e Focused, brief — but clear - approach to
communication in the clinical setting

e Provides confidence to both parties,
with clear recommendations in a
professional manner

e Focuses on the problem, not those
involved in the communication
interaction

e Also useful in written documentation

e Summarising complex cases can be
difficult for junior staff

e The person making the referral may be
asked to repeat information and may not
get the help expected

e The person receiving the referral may
interrupt and make assumptions about
the capability of the person making the
referral

e Allrequired documentation must be
updated and completed (eg. discharge
summary, referrals).

Fig. 3 Benefits and challenges of using ISBAR
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Logistic factors

information

Sufficient & relevant

Following handover

e Cross-over of shifts .

e Dedicated time for

e Adequate technological

support °

Clinically unstable patients | e

clearly identified to senior | e

handover clinicians out
e (Clear leadership e Junior staff briefed e Timely review of
identified adequately, with concerns unstable patients

highlighted
Incomplete tasks identified
and explained to the

incoming team

Prioritisation of tasks

Plans for care carried

Fig. 4 Key elements in helping to ensure continuity of patient information and care during and following clinical handover [6]

studies mention interprofessional practice, educational
interventions occur predominantly within the uni-
professional context. This systematic review also
highlighted inadequate reporting of educational inter-
ventions and outcomes, thus impeding replication stud-
ies [16]. Teaching approaches were mostly based on
simulation and role-play, often sequenced with didactic
teaching, video examples of handover, discussion and re-
flection. The systematic review concluded that a greater
emphasis on multidisciplinary training of handover
would add value to educational interventions [16].

Organisations, including universities and hospitals,
need to invest in the education and training of health
professional students and health professionals to ensure
good quality handover practice. However, due to time
constraints in university curricula, and in hospital train-
ing, teaching and practice in clinical handover may not
be prioritised. By embedding the teaching of handover
within the university healthcare curricula, students are
able to develop and practice required communication
skills to better prepare for their future roles [17, 18].
Along with further training in the workforce, with dedi-
cated teaching time, a well-led handover session itself,
provides a useful setting for clinical education [6]. There
are a number of online tools and videos available to as-
sist with the teaching of ISBAR. For example:

e The New South Wales Excellence Commission,
Clinical Handover [19] http://www.cec.health.nsw.
gov.au/improve-quality/clinical-handover

e ISBAR patient safety [20]: https://www.youtube.
com/watch?v=h0OI6CiJAZw

e ISBAR: identifying and solving barriers to effective
handover in inter-hospital transfer [21] https://www.
youtube.com/watch?v=1W19qogPw1E

Support in education, training, practice, assessment
and feedback are essential. Based on our own exten-
sive experience of facilitating clinical handover tuto-
rials, with large interprofessional classes (allied
health, nursing, medicine, pharmacy, dentistry), we
recommend the following teaching method, which
combines large class and small group activities [17,
18]. Students watch suitable ISBAR videos online
prior to class, and then attend a face-to-face class,
facilitated by a clinical teacher, with interactive dis-
cussion. Then in small, interprofessional groups, stu-
dents wuse relevant scenarios to participate in
simulation/roleplay activities (approximately four stu-
dents per group), providing an active method of
practicing clinical handover. Two examples of sce-
narios are provided in Fig. 5. Learners can work in
pairs to practice giving and receiving a clinical hand-
over. Direct observation, assessment, and feedback,
from both peers and an experienced clinician assist
in the development of skills [22, 23]. When ISBAR is
practiced in larger groups, it is possible for class
participants to duplicate the handover, until it is
eventually performed to ‘perfection’.

Feedback and assessment

Examples of using ISBAR in a roleplay situation are
found in Fig. 6. It is important to remember that direct
observation of clinical practice, with feedback by an ex-
perienced clinician helps to close the gap between
current and desired performance by the learner [21, 22].
Additionally, verbal qualitative feedback, with group par-
ticipation, provides a useful method in teaching clinical
handover [17, 18]. For example; “You gave excess infor-
mation”; “The information was unfocussed”. It is import-
ant that the person giving the handover realises that the
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ISBAR Scenario #1

You are a Nurse working in a remote community clinic, where there is no doctor on
for the day. Your patient is a 53 year old farmer, who has developed severe back pain
while providing feed for his stock. He has been placed in the back of a van and driven
to the clinic. The pain is radiating down the back of his left leg. He cannot stand
upright and is more comfortable standing. He has a history of previous back pain and
has been found to have lumbar spondylosis confirmed by X-ray. He has a previous
history of a fractured tibia/fibula from trauma, which gives him pain with prolonged
standing. He also has psoriasis, which is currently not well controlled. He is a
smoker. Medications include betamethasone ointment 1% BD, Dovonex
(calcipotriene) BD, paracetamol/Codeine tablets 500/30 three times a day.

On examination he is distressed with pain, BP is 135/95, P84 regular, height 175,
weight 83 kg. He is unable to lie down for examination. Urine shows a trace of
protein. You are ringing the Doctor at the Royal Flying Doctor Service.

ISBAR Scenario #2

all within the normal range.

both legs, below the knee.

due to a torn or ruptured spleen.

You are the Intern in ED at a large teaching hospital, and it is 11.30pm Friday. Mr. Smith
is a 48 yrold man who has been brought in by ambulance. This evening he became
intoxicated at his local hotel, and on leaving the hotel, fell down several concrete

steps. Although still intoxicated, he is complaining of abdominal pain. Vital signs are

Your examination reveals a large bruise on the left flank. The abdomen is distended,

and there is mild, diffuse abdominal tenderness. You suspect some shifting dullness,

but as he is difficult to examine, you are uncertain. There is no hepato-splenomegaly,
and bowel sounds are present. The only other positive finding is pitting oedema of

He admits to a long history of alcohol abuse, and you suspect he may have cirrhosis
with ascites, and you are concerned about possible traumatic haemoperitoneum,

You feel Mr. Smith needs an immediate abdominal ultrasound. The Registrar agrees &
asks you to call the radiology Registrar to arrange for this to be done asap.

Fig. 5 Examples of ISBAR scenarios

‘receiver’ is likely to ask questions, and it is essential
to have all available information at hand during
ISBAR. Specific assessment tools can also be used.
The “Clinical Handover Assessment Tool” (CHAT)
was developed by Moore et al. (2017), and is based
on the ISBAR handover framework [11]. We have
used this model in the assessment of ISBAR per-
formance during small group sessions. The items in
this assessment tool are aligned with ISBAR, includ-
ing, “Identifies self and position”, “Identifies main
problem”, “Gives appropriate history”, “Give appropri-
ate examination/observation”, “Makes logical assess-
ment”, “Makes a clear recommendation” [11]. A four
point scale, ranging from “Not performed compe-
tently” to “Able to perform under minimal direction”
is used to rate the learners’ performance. A global
rating is also provided, “How confident am I that I
received an accurate picture of the patient?”.

Importantly, written qualitative feedback is also pro-
vided to the learner [11].

Interprofessional practice and feedback with handover

Peer feedback within the interprofessional context is
particularly valuable during interprofessional clinical
handover practice activities [17, 18]. Interprofessional
activities, within small groups, where participants
share experiences within their own field of health-
care offers valuable learning and teaching opportun-
ities, leading to knowledge and skills being socially
constructed [17, 18]. Feedback from outside of one’s
own health profession can be even more beneficial
and meaningful than feedback from within the same
discipline. Multidisciplinary feedback on the hand-
over can help to provide an increased understanding
of the knowledge, roles and skills of other health
professionals; and provide an increased
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Example 1

I - Hi, ’'m Sue Wolf, an intern on Ward 2.

Example 2

S - I would like you to come & see Mr John Smith, a 21 year old man who has just had
a significant allergic reaction to 1V antibiotics.

B — Mr Smith was admitted this morning for treatment of a wound infection. He is a
type 1 diabetic, and has just had his first dose of Ampicillin.

A - He is anxious & flushed with an urticarial rash on his chest and arms. Blood
pressure is normal, and there is no obvious airway obstruction.

R - Are you able to see him urgently? And, what would you like me to do in the meantime?

I - Hello. My name is Jasmine Sass. I’'m a physiotherapy student working on ward 5 at

Regents Hospital. Are you the Registrar looking after Mr Terry Jones?....I didn’t catch
your name?... I’'m calling about a patient - Mr. Terry Jones - a 66 year old man in our

Respiratory ward at Regents Hospital.

S - He is two days post admission for pneumonia. On mobilization he desaturated from

unwell.

oxygen desaturation.

nasal prongs. Do you agree?

96% to 88%. Currently he is not on oxygen, but is quite short of breath and feels
B - He was diagnosed with bronchiectasis about 20 years ago, and this is his third
episode of pneumonia in 3 years. He is a current smoker, with a 30 pack year history.

A — Mr Jones is at high risk of fall, and requires close stand-by assistance due to his

R - I would like to mobilize him with supplementary oxygen at 2 litres per minute via

Fig. 6 Examples of the use of ISBAR in a role play

understanding of how this relates to their own
health discipline [17, 18]. It also helps participants
to reflect on their own technique, terminology and
communication methods.

Importance of ongoing training in clinical handover

The healthcare workforce has seen many changes in re-
cent years, including reduced working hours, and in-
creasing demands for flexibility [24-26]. This is a
consequence of better recognition of the impact of doc-
tor fatigue on patient safety, the importance of work/life
balance, an ageing healthcare workforce, and the in-
creasing complexity of patient care. In turn, this in-
creases the number of individuals involved in the care of
each patient. Therefore the need for concise, accurate

clinical handover is imperative [6]. High quality transfer
of patient information from team to team is an essential
component of good patient care, alongside the expertise
of clinicians, teamwork and effective management [27].
However, good practices in clinical handover do not
happen by chance. Institutions and organisations (for ex-
ample, hospitals, universities, training and accreditation
bodies) and their leaders, have responsibilities to ensure
practice in good clinical handover is achievable [6, 27].

Conclusion

Effective clinical handover is an essential component of
safe patient care to ensure reduction in errors, patient
harm, and improve continuity of care. With rapidly
changing work patterns within the healthcare workforce,
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excellence in clinical handover is increasingly important.
It is essential that healthcare leaders and professionals
from across the health disciplines work together to en-
sure good clinical handover practices are developed and
maintained. Protected teaching time and resources are
essential to support staff and students in these endeav-
ours. While a number of tools have been developed to
improve handover, we have found the well-researched
ISBAR to be an ideal tool to employ for effective clinical
handover. However, effective training and practice in the
use of ISBAR is essential. Ideally, this training will
commence within university healthcare curricula.

Take-home message

« ISBAR provides a standardised approach to clinical handover, and can
be used in most situations.

- For effective handover, think/talk/write and be clear/focused/relevant.

« Support for clinical handover training during university and healthcare
training is essential to good practice.
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