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A safe handover is an important part of working on an acute mental health ward. At the end of each shift, responsibility for patient care passes from one group of employees to another. Incoming staff therefore need accurate and current information about each patient. This may include changes in mental or physical health, medication, behaviour, safeguarding concerns, risks such as self-harm or aggression, and actions that still need to be completed.

The workplace problem selected for this report is inconsistency in the information communicated during staff shift handovers. Handovers take place, but their content and quality can vary between employees and shifts. One member of staff may provide detailed information about a patient’s current risks and planned care, while another may focus mainly on events that occurred during their shift.

This is a complex workplace problem because there is unlikely to be one single cause. Time pressure, interruptions, staffing levels, workload, incomplete documentation and differences in communication styles can all influence the information transferred. Improving the problem therefore requires more than simply asking employees to communicate better.

NICE (2018b) supports structured approaches to patient handover so that relevant information is transferred efficiently between healthcare professionals. If important details are omitted, incoming employees may need to check records or contact colleagues before fully understanding a patient’s current needs.

The problem affects several groups. Nurses and healthcare support workers may spend additional time finding missing information or clarifying instructions. Ward managers may need to respond to communication concerns and monitor procedures. Patients could experience repeated questions, delays in planned actions or differences in how care is provided between shifts. At organisational level, poor information transfer may also contribute to avoidable patient-safety risks. NHS England (2019) identifies safer systems and continuous learning as important parts of improving patient safety.

The scope of this report is limited to staff handovers between shifts on one acute mental health ward. It does not attempt to address communication throughout the wider NHS or workforce problems that cannot be controlled at ward level. NICE (2018a) supports structured handover arrangements within hospital care.

There are also practical limitations. Staff time and resources are limited, while urgent patient situations may interrupt even a well-organised handover. Any proposed solution must therefore be affordable, straightforward and flexible enough to work within a busy clinical environment.

Overall, the problem concerns the reliability of the handover process rather than the ability of individual employees. The contributing factors will now be analysed before deciding which improvement would be most appropriate.
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The causes of inconsistent handovers need to be investigated before deciding on an improvement. Although communication is the visible problem, individual staff members may not be the main cause. Three problem-solving techniques will therefore be used: Brainstorming, Fishbone Analysis and the Five Whys.


Brainstorming

Brainstorming could be completed with nurses, healthcare support workers and the ward manager. Staff would identify situations that make it difficult to provide a clear and complete handover.


Ideas could include:

· interruptions from patients or telephone calls;
· limited time at the end of busy shifts;
· different levels of staff experience;
· information being recorded in different places;
· staff prioritising different information;
· unexpected incidents taking priority;
· incomplete or recently updated patient records; and
· no single handover format being followed.

This provides a broad starting point and allows employees who regularly complete handovers to identify practical difficulties. However, brainstorming is based mainly on staff perceptions and some employees may contribute more than others. The findings therefore need further analysis.

Fishbone Analysis
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The possible causes can be organised into six areas:

People: Different experience levels and views about which information should be prioritised.

Process: No single structure may be consistently followed during every handover.

Environment: Noise, patient requests, telephone calls and ward activity may interrupt discussions.

Workload: Admissions, incidents and high patient needs can reduce the time available for handover.

Management: Expectations about handover quality may not always be reinforced through review and feedback.

Information: Patient records may be incomplete or updated close to the change of shift.

The Fishbone Analysis demonstrates that several causes can occur together. An experienced employee may understand what information is important but still omit something if an urgent incident interrupts the handover. Describing the issue simply as poor staff communication would therefore overlook wider workplace factors.

NICE (2007) demonstrates the importance of formal, structured information transfer when responsibility for patient care moves between clinical teams. More recent NICE guidance also supports structured patient handovers and identifies SBAR — Situation, Background, Assessment and Recommendation — as a method of organising important information (NICE, 2018b). Greater structure could therefore help staff decide what information should be communicated.

Five Whys Analysis

The Five Whys can be used to investigate the underlying cause:

Why is important patient information occasionally missed or unclear?
Because handover content can differ between employees and shifts.

Why does the content differ?
Because staff may prioritise different information.

Why are different priorities used?
Because employees do not always follow the same handover structure.

Why is the same structure not always followed?
Because practice has developed around individual experience and existing ward routines.

Why has this continued?
Because there is no consistently reinforced method for organising and checking the information transferred between shifts.

The Five Whys suggests that the underlying issue relates more closely to the consistency of the process than individual staff performance. Workload and interruptions remain contributing factors but would be difficult to remove completely from an acute mental health ward.

Evidence for a structured approach must still be considered critically. Müller et al. (2018) found moderate evidence that SBAR can contribute to patient-safety improvements but also identified limitations in the quality of available evidence. SBAR should therefore not be assumed to automatically produce safer care.

Lo et al. (2021) also found that achieving consistent SBAR use in clinical environments can be challenging. Introducing a template without considering staff engagement and implementation may therefore have limited impact.

Overall, the three techniques identify inconsistency in the handover process as an important underlying cause. Workload, interruptions, information quality and established working practices also contribute. Any solution should therefore provide greater structure while remaining practical within the everyday pressures of an acute mental health ward.
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The analysis identified several factors affecting handovers, including different working practices, interruptions, workload and the lack of a consistently followed structure. Five possible solutions have been considered, each with different benefits, resources and limitations.

Option 1 – Standardised SBAR Handover Template

The ward could introduce a standard template using SBAR: Situation, Background, Assessment and Recommendation. NICE (2018b) identifies SBAR as an approach that can support structured information transfer.

The main benefit would be consistency, as staff would have clear prompts rather than relying on memory or individual communication styles. The financial cost would be relatively low because existing ward resources could be used. However, some experienced employees may consider a template unnecessary or additional paperwork. It would therefore need to be quick and straightforward to use.

Option 2 – Protected Handover Period

A protected period could reduce routine telephone calls, administrative tasks and other non-urgent interruptions during handover. This directly addresses the environmental factors identified in the Fishbone Analysis.

The financial cost would be minimal and staff may be able to concentrate more effectively. However, completely protecting handover time is unlikely to be realistic because patient distress, incidents and immediate safety concerns must always take priority.


Option 3 – Handover Communication Training

Short training sessions could improve staff understanding of effective handovers and which information should be prioritised. This may be particularly useful for new or less experienced employees.

The main resources required would be staff and management time. However, training alone would not change the existing handover process. Without an ongoing structure, employees may gradually return to previous working practices.

Option 4 – Electronic Handover Record

An electronic handover record could contain agreed information about each patient and be updated throughout the shift. This could reduce reliance on memory and provide clearer access to outstanding actions.

However, changes to electronic systems may require IT support, training, organisational approval and information-governance controls. Technical problems could also affect access. This makes the option less feasible for a relatively small ward-level intervention.

Option 5 – SBAR Template with Audit and Feedback

The final option would combine a standard SBAR template with periodic handover audits and staff feedback. The ward manager could check whether the structure is being used effectively and identify areas requiring improvement.

This addresses both the process and management causes identified during the analysis. It may also reduce the risk of employees returning to previous practices. Lo et al. (2021) found that consistent implementation of SBAR within clinical environments can be challenging, suggesting that implementation and staff engagement are important.

The main disadvantage is the additional management time required for auditing. Staff may also initially feel that their performance is being monitored. It would therefore be important to explain that audits are intended to improve the process rather than judge individual employees.

Overall, all five alternatives could improve handovers but differ in cost, practicality and the causes they address. A structured decision-making technique will therefore be used to compare them before selecting the preferred solution.
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A weighted decision matrix, also known as Grid Analysis, was used to compare the five solutions. Each alternative was assessed against the same criteria to provide a structured basis for the decision.
The criteria were selected from the earlier analysis. Information quality and patient safety received the highest weightings because they are closely connected to the original problem. Practicality and long-term consistency were also important because the solution needs to work during busy shifts and continue over time.
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Each option was scored from 1 to 5, with 1 representing poor performance and 5 representing very good performance. The score was multiplied by the relevant weighting.
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SBAR with audit and feedback achieved the highest score of 98. It directly addresses the lack of a consistent structure while also providing a method of checking whether the change is being followed. NICE (2018b) supports structured approaches to clinical handover, including SBAR.
The standard SBAR template scored 94 and also performed strongly. However, introducing a template alone does not guarantee that it will continue to be used correctly. Audit and feedback provide an opportunity to identify omissions and make improvements after implementation.
Handover training scored 80, while the electronic handover record scored 79. Training could improve staff knowledge but would not provide an ongoing structure during every handover. An electronic system could improve access to information but may require greater financial resources, IT support and organisational approval. Protected handover time received the lowest score of 74 because completely preventing interruptions may not be realistic on an acute mental health ward.
The matrix has limitations because the scores and weightings involve judgement. Different stakeholders could therefore produce different results. Müller et al. (2018) found moderate evidence supporting SBAR but also identified variation in the available research. The results should therefore support the decision rather than be treated as proof that the highest-scoring option will succeed.
The preferred solution is a standardised SBAR handover template supported by proportionate audit and staff feedback. This combines a practical improvement to the handover process with a method of monitoring whether greater consistency is achieved.
Cost Benefit Analysis
A Cost Benefit Analysis was completed to consider the resources required and the potential value of the preferred solution during the first year.
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Potential first-year financial benefits are estimated at £4,800. Approximately £2,800 could result from reducing staff time spent checking or clarifying incomplete handover information, with a further £2,000 estimated from improved efficiency and fewer communication-related problems.
Estimated net benefit:
£4,800 − £1,900 = £2,900
Benefit-cost ratio:
£4,800 ÷ £1,900 = approximately 2.53:1
This means that every £1 spent could potentially produce approximately £2.53 in benefit.
These figures are estimates rather than guaranteed savings. Important outcomes such as safer information transfer, continuity of care and staff confidence are also difficult to accurately convert into financial values.
Overall, both techniques support the selection of SBAR with audit and feedback. It requires relatively limited resources while directly addressing the inconsistency identified during the earlier analysis.


[bookmark: _Toc239003627]Develop a Detailed Plan for Implementing the Solution
The selected solution is a standardised SBAR handover template supported by audit and staff feedback. Implementation will take place over 12 weeks, allowing the ward to establish current performance, involve staff, introduce the change and make adjustments before deciding whether it should become normal practice.
Kotter (2012) highlights the importance of involving people and maintaining commitment when introducing organisational change. Staff participation will therefore form an important part of implementation.
SMART Objectives
Success will be measured against four SMART objectives:
1. At least 85% of observed handovers will follow the agreed SBAR structure by Week 10.
2. At least 95% of permanent ward staff will receive SBAR guidance or training by the end of Week 6.
3. Identified omissions involving patient risks, current concerns or required actions will reduce by 30% from the baseline audit by Week 12.
4. The proportion of staff reporting that the handover process is clear and easy to follow will increase by at least 20% from the baseline staff survey by Week 12.
These objectives measure both implementation of the new process and whether handover quality improves.
Implementation Action Plan
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Staff involvement during development should help ensure that the template is practical for an acute mental health setting. NHS England (2018) supports staff involvement and shared purpose when introducing sustainable change.
Training will be brief and practical, explaining how SBAR should be applied and why consistent information transfer is important. Sessions will be available across different shifts to reduce the risk of employees missing guidance because of their working patterns.
Possible barriers include busy shifts, resistance to changing established routines and concerns about additional documentation. These will be managed by keeping the template concise, explaining its purpose and allowing staff to provide feedback during the pilot.
The intervention can mainly use existing ward resources. Staff and management time will be required for training, audits and feedback, but major technological or staffing changes should not be necessary.
The Week 10 audit will provide an important milestone. If SBAR use is below the 85% target, the cause will be investigated. Additional guidance could be provided or the template simplified where appropriate.
The final Week 12 review will determine whether the objectives have been achieved. If handover consistency improves without creating unreasonable additional workload, SBAR with proportionate audit and feedback can become part of normal ward practice.
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Effective communication will be required throughout the 12-week implementation because the change affects several stakeholder groups. These include the ward manager, nurses, healthcare support workers, other clinical professionals, senior management and patients. Communication will be adapted according to each group’s involvement and interests.
Nurses and healthcare support workers are particularly important because they will use SBAR during shift handovers. They need to understand why the change is being introduced, how to use the structure and how they can provide feedback. The ward manager will require more detailed information because they are responsible for monitoring implementation and responding to any concerns.
Stakeholder Communication Plan
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Face-to-face briefings will allow ward staff to ask questions and raise practical concerns before implementation. NHS England (2018) emphasises staff involvement and shared purpose when introducing change. Written guidance will also be available for employees unable to attend because of shift patterns, sickness or annual leave.
Communication will continue during the pilot. Feedback collected around Weeks 9 and 10 will allow staff to identify problems with the template or unnecessary duplication. This provides two-way communication rather than simply giving staff instructions.
Senior management will receive a final summary showing progress against the SMART objectives, resources used, barriers identified and whether continued use is recommended.
Patients do not need detailed information about the internal SBAR process, but their interests remain important because the purpose of the change is to support safer and more consistent care. NHS England (2021) supports patient involvement in patient-safety improvement. Confidentiality and information-governance requirements must continue to be followed when discussing individual patient information.
Communication effectiveness will be assessed through training attendance, staff feedback and questions raised during the pilot. Overall, matching communication to the needs of each stakeholder should support implementation and allow problems to be identified and addressed quickly.
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Progress will be monitored throughout the 12-week pilot using the action plan and SMART objectives. This will allow problems to be identified and corrected before the final evaluation.

A baseline audit will be completed during Weeks 1 and 2 to establish current handover practice before SBAR is introduced. These results will later be compared with the interim and final audits to identify whether handover consistency has improved.

Training attendance will also be monitored. At least 95% of permanent ward staff should receive SBAR guidance by the end of Week 6. If this target is missed, additional sessions or individual guidance will be provided for employees unable to attend.

An interim audit will take place during Weeks 9 and 10. The target is for at least 85% of observed handovers to follow the SBAR structure by Week 10. Audit results will be considered alongside staff feedback to identify reasons for any variation.

Corrective action will depend on the cause of the problem. For example, if one part of SBAR is regularly missed, additional guidance could be provided. If staff report that the template is too time-consuming, it could be simplified. If interruptions remain a problem, the ward manager could consider reducing non-urgent activities during shift changes where practical.

A final review will take place in Week 12. Results will be compared with the baseline and all four SMART objectives. This will include whether SBAR is being used consistently, whether important information omissions have reduced and whether staff views about the clarity of handovers have improved.

Communication-related incidents or concerns identified during the pilot will also be reviewed. However, these results will be interpreted carefully because a 12-week period may not be long enough to demonstrate a direct change in patient-safety outcomes.

NHS England (2023) supports continuous improvement approaches where changes are tested, reviewed and adjusted using evidence. Audit findings and staff feedback can therefore be used to make further improvements where required.

Progress will also be communicated through the stakeholder communication plan. Staff will receive feedback about changes affecting handovers, while senior management will receive the final results and recommendation.

If the objectives are achieved without creating unreasonable additional workload, SBAR can continue as normal ward practice with less frequent audits. If the expected improvement is not achieved, the ward should identify the reasons and consider further training, changes to the template or an alternative solution.

Overall, monitoring against defined targets and milestones will provide evidence of whether the intervention is addressing the original problem and allow corrective action to be taken when required.






















[bookmark: _Toc239003630]References

Kotter, J. P. (2012). Leading change. Harvard Business Review Press.

Lo, L., Rotteau, L., & Shojania, K. G. (2021). Can SBAR be implemented with high fidelity and does it improve communication between healthcare workers? A systematic review. BMJ Open, 11(12), e055247. https://doi.org/10.1136/bmjopen-2021-055247

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), e022202. https://doi.org/10.1136/bmjopen-2018-022202

National Institute for Health and Care Excellence. (2007). Acutely ill adults in hospital: Recognising and responding to deterioration (CG50). https://www.nice.org.uk/guidance/cg50

National Institute for Health and Care Excellence. (2018a). Emergency and acute medical care in over 16s: Service delivery and organisation (NG94). https://www.nice.org.uk/guidance/ng94

National Institute for Health and Care Excellence. (2018b). Emergency and acute medical care in over 16s: Quality standard (QS174). https://www.nice.org.uk/guidance/qs174

NHS England. (2018). The change model guide. https://www.england.nhs.uk/publication/the-change-model-guide/

NHS England. (2019). The NHS patient safety strategy: Safer culture, safer systems, safer patients. https://www.england.nhs.uk/patient-safety/the-nhs-patient-safety-strategy/

NHS England. (2021). Framework for involving patients in patient safety. https://www.england.nhs.uk/publication/framework-for-involving-patients-in-patient-safety/

NHS England. (2023). How to improve care related processes in general practice. https://www.england.nhs.uk/long-read/how-to-improve-care-related-processes-in-general-practice/



image5.jpeg
Timescale

Weeks 1-2

Weeks 3-4

Weeks 5-6

Responsibility

Complete baseline audit and
collect staff views

Develop SBAR template using
findings and staff suggestions

Provide practical SBAR guidance
across shifts

Introduce SBAR during

Ward manager/
team leader

Success Indicator

Baseline recorded

Ward manager and
clinical staff

Ward manager/
team leader

Nurses and healthcare

Template agreed

95% of permanent
staff trained

results with objectives

Weeks 7-8 i
e shift handovers support workers e
= Complete interim audit and Ward manager/ 85% use assessed and
el collect feedback team leader barriers identified
Make necessary changes to the Ward manager and Required changes
Week 11 : 3
template or guidance clinical staff completed
Week 12 Complete fial aucit and compare Ward manager Final results recorded





image6.jpeg
Stakeholder

Ward manager

Main Interest/Information
Required

Progress, barriers, audit
findings and safety concerns

Method

Review meeting and
audit summary

Timing

Weeks 2, 10 and 12

Responsibility

Team leader

:ur;is and P urp;)se of rStBAE, fflow touse Shift briefings, guidance Before launch and Ward manager/
eslthaare AN OpDOrUNILAMOR and team discussions throughout pilot team leader
support workers | feedback
s Awareness of the revised
Other clinical process and effect on Team briefing/email Before launch Team leader
professionals S .
multidisciplinary working
. Outcomes, resources used
fneal:::;ement and progress against Written report End of Week 12 Ward manager
objectives
Patients/service | Relevant information Verbal discussion where Wieneaiied Cliical staff
users affecting their individual care appropriate q





image1.jpg
ishbone Diagram

Processes

Different communication

No standacd process
shyles

for updates
Some staff foraet o

assume someone else
has updated

No set kimes for
client updates

New staff lack

experience

Unclear who is
responsible

High workload causes
sfaff to rush

No checklist to ensure
updates are sent

ystems / Technology

No automated reminders

for ugdates

CRM system not used
consistently

Outdated or incomplete
client records

Information from ol
delaged in system

tors

Information ot pasied

Too many clients
on between staff

staff member

Solicitors take time

Not enough time in
to respond

the day

Clients contact office

mulkiple times roles

Mixed messages given

Lack of admin
to clients

Support

Staff covering other

per Delays from solici

or other parti

Property chains cause
d(has

Unpredictable issues
(eig. sueveys, searches)

Macket conditions
things  down

slow

Communication

Workload / Resources

External Factors

Inconsistent
communication
and progress
updates to

bugers and

sellers after
an offer is
accepted.





image2.jpeg
Criteria

Quality of information transfer
Contribution to patient safety
Practicality during shifts
Long-term consistency

Resource requirements

e





image3.jpeg
3 Information | Safety | Practicality | Consistency | Resources
Solution x5 «5 x4 4 X3 Total

bl 2 2% 1 16 2 94

template

Protected handover

period 15 20 12 12 15 74
e L e e | e e [

Handover training 20 20 16 12 12 80

Electronic handover 20 2% 1 16 6 79

record

SBAR with audit

~ridlfsadbak 25 25 16 20 12 98





image4.jpeg
Amount

Staff guidance and training time

£900

Development and production of SBAR materials
Management implementation time
Handover audits and staff feedback

Total estimated cost





