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Chapter 5
Introduction
To be an exceedingly reliable healthcare organization means doing everything possible to ensure patients are provided with the safest possible care. Research has shown that too often, during a handoff is the time when mistakes get started, which is usually due to the sharing of incomplete or incorrect information. The study showed that an effective handoff implementation could identify potential errors before they happen. That is because bedside shift report means that whenever nurses give a report at the bedside, they are sharing important information about the patients such as the patient's name, age, the reason they came to the hospital, their past medical history, medications that may be due or medicines previously administered, any new or changing conditions in the patient. Overall, any pertinent information that the new oncoming nurse needs to have to take care of the patient must be shared during the bedside shift. Evidence indicates that bedside shift reporting improves the quality of care, patient satisfaction, patient safety, accountability between nurses, and time management. 
Summary of the Project
The project of implementing bedside shift reports was so successful. It helped identify potential mistakes before they happened. It demonstrated how nurses could provide a safe handoff during a shift change. Oncoming nurses were not only encouraged to listen to the information given to them by the off-going nurse but also validate it by visualizing the environment and the patient. One thing noted during the implementation of the program is that bedside shift report improve not only safety but also do something else; that is also very important-it alleviates patients’ anxiety when patients hear for themselves that their oncoming nurse is aware of the important information pertaining to their care. When given an opportunity to provide their own input, their level of confidence in their care increases. 
Identified Problem/Need
One of the significant needs identified during the implementation of the bedside shift report program was the need to put more effort into making the nurses buy in the ideas and develop a plan to sustain them. As previously discussed in chapter four, people are not always ready to adapt to new changes because they perceive the changes will either change their usual ways of doing things or come with many inconveniences. The most challenging task was planning and having all charge nurses, especially in the trauma unit, implement strategies designed for bedside shift reports. In most cases, patients in this unit are constantly in pain while others cannot participate during the change time. Thus, there was a need to have the off-going nurse do everything, for example, provide all relevant information about the patients and do that in their best interests to avoid errors. 
The other problem was that nurses were unprepared to roll out the program. Although they received training, some felt that they did not have enough time to prepare psychologically and adapt to the new changes, which is why some had a tough time following the ISBARQ (Introduction, situation, background, assessment, recommendation, questions) procedure. 
What I did?
I implemented a bedside shift report at a level one trauma academic Medical Center. My supervisor, an adult gerontology acute care nurse practitioner, helped roll out the program in three inpatient units. She was responsible for managing the care of surgical patients throughout the hospital. Thus, my practicum experience was completed within the critical care medicine service line caring for patients including but not limited to thoracic, head and neck, oral maxillofacial, ENT, and vascular surgery patients. Along with other nurses, we implemented bedside shift reporting by following four key steps. 
Step 1: Shown the nurses to prepare patients on admission for bedside reports. 
The bedside report was conducted during morning and evening hours at around 7:00 am and 7:00 pm. At the change of shift, the off-going and oncoming nurses discussed patients' situations, their plan of care and encouraged patients to participate. Before this, the off-going nurse prepared the patients for bedside reports by letting them know that there would be a change and someone else would be taking over. As part of care, they were also expected to address any patients' needs and make sure they were okay. 
Step 2: Demonstrated how to do introductions by:
· Introducing the oncoming nurse
· Verifying with the patient their name and birth date, check armband 
Step 3: Conducted a Verbal SBAR Report
During the introduction part of the process, I was able to conduct a verbal SBAR report by explaining the following to the oncoming nurse: 
S- Situation – I began with a brief explanation of why the patient was in the hospital 
B- Background- Pertinent Past History
A – Assessment – Systems Focus & Safety Checks (let the oncoming nurse review the flow sheet focusing on essential results based on the type of patient. For example, a surgical review would include ambulation, 24-hour urine output, and tube drainage and focus on abnormal findings such as vital signs, skin problems, or lab results). I ensured that safety checks were completed at this time, and that involved checking of tube lines, dressings, emergency equipment in the room, IV fluids, and so forth. 
R – Recommended Plan of Care – the review concluded with a review of the goals for the day. At this time, the whiteboard is updated, and the patient is included in goal setting. 
Step 4: 
After completing the verbal bedside report, nurses reviewed the eMAR, addressed whatever issues were encountered before moving to the nurse station to complete the chart check for order completion and any new orders. 
What I found Out
One thing I found out during the implementation stage is that many patients were glad that they were made part of the process. Also, having the nurses prepared for the changes, it becomes easier to implement the program and, therefore, fewer hurdles to overcome. One more thing to know is that for the program to be implemented effectively and continue to be sustained in the long-term is that there must be accountability and cross learning support. Therefore, nurses and other officials are required to comply with the requirements, hold discussions over what went well, barriers identified, and how to improve the program. 
Results
The training was conducted prior to rolling out the BSR program. All unit nurses (n=54) received training on various aspects, such as strategies designed for implementing BSR, among other areas. A performance audit was conducted on a weekly basis to determine nurses’ adherence to the principles of the BSR process. The audit results indicated an average of 94 percent compliance rate. The overall time of the bedside shift report, i.e., from the first day of its implementation through the final day of the project, was measured. Various factors were considered (pre-implementation and post-implementation). A total of 98 shift reports, 44 before and 54 after implementation, were tracked. Having analyzed the data from these reports, no statistically significant difference was observed between the mean time for pre-implementation and post-implementation of the program. The actual times for the report were recorded as follows: 
· General surgery unit: 35.1 pre and 35.1 post; 
· Orthopedic unit: 31.5 pre and 29.6 post;
· Neuroscience unit: 51.8 pre and 51.6 post. 
The overall outcome measure of the program indicated a reduction in adverse events that previously occurred during the change of shift (see the graph provided below). The rate of patient satisfaction increased by 14% because, during the program implementation, nurses offered proactive care by addressing patients’ needs before they even asked for assistance. Being involved during bedside shift reporting also increased trust between the patient and nurses, making it even more worthwhile for those who previously felt that they were left alone by their nurses. On the other hand, the program enhanced nurse satisfaction and identified all barriers that need to be addressed to meet its objectives fully. 



Survey
Out of all nurses involved in the program, 95% completed the pre-implementation survey, while only 85% completed the post-implementation survey. The table provided below is a four-point scale representing the analysis of those who responded to the survey questions pre-BSR and post-BSR. As clearly indicated, there was a significant decrease (p=0.008) from 80 percent pre-bedside shift report implementation to 59.6 percent post-implementation. During the pre-implementation stage, many nurses expressed their concerns about bedside shift reports stating that it is time-consuming as an individual nurse required more time to prepare the patient and introduce the oncoming nurse. Others (44%) indicated that it is inconvenient due to factors such as delayed reporting due to patient requests and, most importantly, due to patients' current conditions such as being asleep. 
	Question
	Level of Agreement
	Pre-BSR
(95%)
	Post- BSR
(85%)
	p-value

	I was prepared enough to give and receive the report
	Strongly agree
Agree
Neutral
Disagree
Strongly disagree
	10 (15.4%)
42 (64.6%)
9 (13.9%)
3 (4.6%)
1 (1.5%)
	4 (7%)
30 (52.6%)
4 (24.6%)
4 (7%)
5 (8.8%)
	0.008

	The shift report was presented concisely, and it only contained information pertinent to the patients’ care
	Strongly agree
Agree
Neutral
Disagree
Strongly disagree
	14 (21.5%)
27 (41.5%)
14 (21.5%)
9 (13.9%)
1 (1.6%)
	4 (7%)
43 (75.4%)
14 (8%)
2 (3.5%)
0
	0.426

	The report was standardized in all nurse units
	Strongly agree
Agree
Neutral
Disagree
Strongly disagree
	6 (9.3%)
31 (47.7%)
14 (21.8%)
11 (16.9%)
3 (4.6%)
	1 (1.8%)
31 (54.4%)
18 (31.6%)
7 (12.3%)
0
	0.980

	The initial assessment of the patient/s was consistent with the information received in the report that included things like infusion rate, dressing changes, patient mental status, etc. 

	Strongly agree
Agree
Neutral
Disagree
Strongly disagree
	14 (21.5%)
37 (56.9%)
12 (18.5%)
2 (3.1%)
0
	2 (3.5%)
43 (75.4%)
12 (21.1%)
0
0
	0.138

	All nurses in the units were collaborative; they asked relevant questions and directed where necessary
	Strongly agree
Agree
Neutral
Disagree
Strongly disagree
	22 (33.8%)
33 (50.8%)
7 (10.8%)
3 (4.6%)
0
	22 (38.6%)
29 (50.9%)
6 (10.5%)
0
0
	0.418

	Nurses in all units were available and ready to answer whatever questions were asked
	Strongly agree
Agree
Neutral
Disagree
Strongly disagree
	17 (26.2%)
31 (47.8%)
13 (20%)
4 (6%)
0
	15 (26.3%)
35 (61.4%)
5 (8.8%)
2 (3.5%)
0
	0.293



Conclusion
The goal of this practicum was to implement and encourage bedside shift report amongst nurses to promote patient safety, satisfaction, and comfort in a level I Trauma hospital.  Although ICU nurses were using BSR, the main goal was also to assess barriers they were facing while helping identify resources they have at their disposal in order to makeshift report simple and fluid.  The goals of the practicum were accomplished by doing the following: 
· Observed nurses in all the three units during change of shift and through a survey
· By having a one-on-one discussion with the nurse practitioner and a few nurses from all three units about patient safety, satisfaction, and comfort
· By listing the resources available to ICU nurses (i.e., report sheet, etc.)
Discussion
Evidence collected from the program implementation indicates that BSR can significantly reduce cases of adverse events in hospitals. The finding is consistent with the literature, particularly provided by Jeff et al., 2013; Sand-Jeckline & Sharman (2013). As clearly discussed in chapter four of this report, a lot tends to happen when patients are left alone during the shift change time. There are those patients who feel that their needs are not addressed, while others reported that they never felt comfortable or safe being cared for by an oncoming nurse who was not properly introduced. 
Although BSR did not eliminate all of the adverse events, at least it improved the rate by addressing some of the pressing issues encountered by nurses during service care provision. One area it really improved is time management. In the past, the off-going nurse would leave without informing the oncoming nurse, and in other scenarios, the oncoming nurse delayed attending the patients. These issues were addressed now that BSR requires the off-going nurse to wait and do proper introductions during shift handover. Although a few nurses reported that BSR was a bit cumbersome, the majority of them reported that the effort was of more value for patient care, and that was a positive comment representing their satisfaction. 
The patient survey (Press Ganey) indicated some improvements in patient satisfaction. The outcome measure is consistent with Laws & Amato (2010) that conducted a similar study to determine the rate at which bedside shift reports can improve care delivery in hospitals.  Although an analysis of the patients’ responses to the survey was not statistically significant, the outcome measure of their rate of satisfaction was clinically significant. 
Recommendations
In deciding the future of bedside shift reports, accountability and cross-learning support are needed. Therefore, the hospital management should ensure that all identified issues are addressed. The management should also use the findings and suggestions to ensure the continued implementation of the program. That is because people are likely to fall back to their usual ways of doing things hence making the new changes unsustainable. A successful outcome will require a review of nurses' shift log/report and an assessment of patients' satisfaction rate. On the other hand, the management should offer feedback to nurses who excel in implementing the program and also involve everyone in discussing matters pertaining to the improvement of the program. 
The successful bedside shift report should be engraved in the hospital culture so it can be utilized in all units and departments now and in the future. That can be done by training new and current nurses with the new requirements as they become available. Upon completion of the training, nurses should be provided with the necessary resources and support to make the implementation process easy and smooth. In the event that the implementation becomes unsuccessful, the right approaches should be used to terminate the program. All nurses should be summoned to a meeting where barriers or obstacles that led to the program failure will be discussed. Everyone should be encouraged to participate so there can be a good collaboration in finding a viable solution. 
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Reduction in Adverse Events(%)

Sept-Oct	
General Surgery Unit	Orthopedics Unit	Neuroscience Unit	2.9	3.6	8.9	Nov-Dec	
General Surgery Unit	Orthopedics Unit	Neuroscience Unit	2.7	1.6	7.4	



