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Effectieve	en	efficiënte	communicatie	
tussen	zorgverleners:	SBAR.

Filip	Haegdorens,		PhD	student	Universiteit	Antwerpen
Marie	Misselyn,		verpleegkundige	cardiochirurgie	UZA

DISCUSSIE

Uit	de	praktijk:

Kan	u	een	concreet	patiënt	gerelateerd	
probleem	geven	uit	uw	eigen	instelling	
waarin	communicatie	een	grote	rol	
speelde?



30/05/17

2

Hoog	risico	omgeving
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Risicobeheersing
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Stelling

‘Een	verblijf	in	een	ziekenhuis	is	potentieel	
dodelijk’
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The	Institute of	Medicine (USA)

2000 2001

‘To err is	human’
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• 44.000	tot	98.000	patiënten	overlijden	jaarlijks	door	
vermijdbare	fouten	in	de	Amerikaanse	ziekenhuizen

• Soorten	fouten:
- Communicatie
- Diagnostiek
- Behandeling
- Preventie

†	43.458 †	42.297 †	16.516

• 44.000	tot	98.000	patiënten	overlijden	jaarlijks	door	
vermijdbare	fouten	in	de	Amerikaanse	ziekenhuizen
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Hoe	gevaarlijk	is	gezondheidszorg?

• Meer	aandacht	voor	veiligheid:
luchtvaart	>	gezondheidszorg

• Hoe	ervaren	mensen	de	veiligheid	in	gezondheidszorg?
- Voornamelijk	veilig	(7/10)
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Crossing	the	quality chasm

Een	kloof	(chasm)	tussen	de	werkelijkheid	en	de	ideale	
zorg

We	kunnen	niet	langer	afwachten
Medische	kennis	=	in	volle	ontwikkeling
Kwaliteit	van	zorg	≠	verzekerd
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Vermijdbare	fouten	in	de	zorg	ontstaan	door	
tekortkomingen	in	de	organisatie,	niet	door	het	individu
Gezondheidszorg	=	complex

à Proberen	om	fouten	te	voorkomen	helpt	niet,	de	
organisatie	van	zorg	aanpassen	wel…

Vermijdbare	fouten	à schade of	overlijden

§ Vermijdbare	schade
§ Vermijdbaar	overlijden

“	de	kans	is	groot	dat	elke	zorgverlener	hier	al	eens	mee	
geconfronteerd	werd	“
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Adverse	event

Onbedoelde	schade	of	complicatie	veroorzaakt	door de	
zorgverlener	of	het	zorgsysteem

1. Invaliditeit	bij	ontslag
2. Overlijden
3. Verlenging opnameduur

Internationaal	probleem
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Nederland

4,1% van	alle	overleden	patiënten	=	vermijdbare	overlijdens
à Jaarlijks	1482–2032	patiënten

Zegers	et	al,	2006

België

23% van	alle	patiënten	in	2000
à failure	to rescue

Adverse	events:
§ Medisch:	7,1	%
§ Chirurgisch:	6,3	%

Verschil	tussen	ziekenhuizen	+++

Van	den	Heede	et	al,	2006
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België

21
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Objective: The objectives of this study are to determine the preva-
lence and preventability of adverse events requiring an unplanned 
higher level of care, defined as an unplanned transfer to the ICU 
or an in-hospital medical emergency team intervention, and to 
assess the type and the level of harm of each adverse event.
Design: A three-stage retrospective review process of screening, 
record review, and consensus judgment was performed.
Setting: Six Belgian acute hospitals.

Patients: During a 6-month period, all patients with an unplanned 
need for a higher level of care were selected.
Interventions: The records 6-month period, the records of all 
patients with an unplanned need for a higher level of care were 
assessed by a trained clinical team consisting of a research nurse, 
a physician, and a clinical pharmacist.
Measurements and Main Results: Adverse events were found in 465 
of the 830 reviewed patient records (56%). Of these, 215 (46%) 
were highly preventable. The overall incidence rate of patients being 
transferred to a higher level of care involving an adverse event was 
117.6 (95% CI, 106.9–128.3) per 100,000 patient days at risk, of 
which 54.4 (95% CI, 47.15–61.65) per 100,000 patient days at risk 
involving a highly preventable adverse event. This means that 25.9% 
of all unplanned transfers to a higher level of care were associated 
with a highly preventable adverse event. The adverse events were 
mainly associated with drug therapy (25.6%), surgery (23.7%), diag-
nosis (12.4%), and system issues (12.4%). The level of harm varied 
from temporary harm (55.7%) to long-term or permanent impairment 
(19.1%) and death (25.2%). Although the direct causality is often 
hard to prove, it is reasonable to consider these adverse events as a 
contributing factor.
Conclusion: Adverse events were found in 56% of the reviewed 
records, of which almost half were considered highly preventable. 
This means that one fourth of all unplanned transfers to a higher 
level of care were associated with a highly preventable adverse 
event. (Crit Care Med 2015; 43:1053–1061)
Key Words: adverse events; intensive care unit; medical emergency 
team; patient safety; record review; unplanned intensive care 
admission

Adverse events (AEs) are a world-wide concern for health-
care professionals, policy makers, and patients. An AE is 
1) an unintended injury or complication, which results 

in 2) disability at discharge, death, or prolongation of hospital 
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Preventability of the AEs
The reviewers considered 215 AEs (46%) to be highly prevent-
able AEs; 209 AEs (44.6%) and 44 AEs (9.4%) were considered 
low or not preventable, respectively (Fig. 1). This means that 215 
of the unplanned transfers (25.9%) to a higher level of care were 
related to a highly preventable AE. The overall incidence rate of 
highly preventable AEs requiring a higher level of care was 54.4 
(95% CI, 47.15–61.65) per 100,000 patients days at risk.

Type of the AEs
The AEs were mainly associated with drug therapy (n = 134, 
25.6%), surgery (n = 124, 23.7%), diagnosis (n = 65, 12.4%), 
system issues (n = 65, 12.4%), and procedural (n = 49, 9.4%) 
(Table 3). The drug-related AEs were mainly associated with 
antibiotics and antithrombotic agents.

Outcomes
All the observed AEs required a higher level of care. This has 
important implications for the patients and their relatives. The 
severity of the harm, however, varied. A redo or additional sur-
gery was necessary for 110 patients with an AE(s) (23.7%). Over-
all, 259 AEs (55.7%) resulted in temporary harm with a complete 
recovery expected within 12 months, while 89 AEs (19.1%) 
caused long-term or permanent impairment or resulted in per-
manent institutional or nursing care. The all-cause mortality 
rate of the patients with an AE was 25.2% (117 of 465 patients). 

Nevertheless, in the group of patients without the detection of 
an AE, also 28.7% of the patients died. The majority of these 
patients had multiple comorbidities and polypharmacy.

In this study, the causality of the mortality was not dis-
cussed. However, in the group of patients with an unplanned 
transfer to higher level of care, 243 died, 98.4% of these 
deceased patients had no preexisting do-not-resuscitate order; 
117 (48.1%) had an AE of which 62 (51.7%) were highly pre-
ventable. Therefore, 25.5% of the deceased patients (62 of 243) 
suffered from a highly preventable AE.

The mean ICU LOS of patients with a highly preventable 
AE was 6.20 ± 7.3 days and had a median ICU LOS of 3.5 days 
(Q1–Q3, 2–8 d). The total ICU LOS of patients who had an UIA 
and a highly preventable AE was 1,166 days (5.64% of the total 
LOS ICU). Upon discharge, 301 patients with an AE went back 
to the original home situation (64.7%), and 47 patients (10.1%) 
required a different type of care than before the admission 
(transfer to another [university] hospital, rehabilitation center, 
nursing home). One hundred seventeen patients (25.2%) died 
during the hospitalization. Within 1, 3, and 6 months, respec-
tively, 68 (19.6%), 105 (30.1%), and 131 (37.6%) of the surviv-
ing patients with an AE had a readmission in the same hospital.

DISCUSSION
The overall incidence of AEs requiring an unplanned higher level 
of care was 117.6 per 100,000 patient days at risk. A higher level of 

Figure 1. Overview of the inclusion and review process of patients with an unplanned transfer to a higher level of care during a 6-month period.  
AE = adverse events, MET = medical emergency team.
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België

Postoperatieve	patiënten	(6	dagen)
§ 8	op	1000 overlijden	onverwacht
§ 6	%	dringende,	onverwachte	heringreep

Medisch	&	chirurgische	patiënten
§ 3	op	1000	hartstilstand	waarvoor	interne	MUG
§ 13	op	1000	ongeplande	transfer	IZ
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België	– recent	onderzoek

Medisch	en	chirurgische	patiënten

23

 27 

Table 3: Patient characteristics, clinical confounders and crude outcomes 
 

 Control Intervention p 

Patient characteristics    

Patient admissions 34,267 35,389  

Age (mean, SD) 58.9 (18.6) 59.9 (18.2) 0.165# 

Males (%) 49.0 51.0 0.268* 

Reason for admission: medical (%) 52.3 47.7 0.419* 

Clinical confounders    

Charlson Comorbidity Index (mean, SD) 1.44 (1.0) 1.59 (1.1) <0.001# 

Nursing Hours Per Patient Day (mean, SD) 2.49 (0.6) 2.75 (0.7) <0.001# 

Crude outcome indicators §    

Ward mortality 12.5 12.8 0.156* 

Ward mortality without DNR code 7.3 7.2 0.055# 

Hospital mortality 
(72h after discharge from the ward) 13.7 14.1 0.170* 

Resuscitation team calls 2.7 2.2 0.556* 

All transfers to the ICU 10.4 20.1 0.819* 

 
* Generalised Linear Mixed Model (GLMM), # Linear Mixed Model (LMM), § rate per 1000 
admissions 
(Generalised) Linear Mixed Model adjusted for clustering (ward) and study time (period) 
SD: standard deviation, DNR: Do Not Resuscitate, ICU: Intensive Care Unit 
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België	– recent	onderzoek

Medisch	en	chirurgische	patiënten

25

 28 

 

 

 

 

 
 
Table 4: Primary outcomes 
 

 

 

control 
rate per 1000 

admissions (n) 

intervention 
rate per 1000 

admissions (n) ICC 
model 1 

OR (95% CI) 
model 2 

PD/OR (95% CI) 
Unexpected 

death 1.5 (52) 0.7 (23) 0.0720 0.82 
(0.34-1.95) 

-0.00023 
(-0.00128-0.00083) § 

Cardiac 
arrest with 

CPR 
1.3 (46) 1.0 (35) 0.1281 0.71 

(0.33-1.52) 
0.54 

(0.18-1.64) 

Unplanned 
ICU 

admission 
6.5 (224) 10.3 (363) 0.0468 1.23 

(0.91-1.65) 
1.24 

(0.84-1.83) 

- ICC: intraclass correlation coefficient 
- model 1: Generalised Linear Mixed Model (odds ratio) adjusted for clustering (ward) and study time (period) 
- model 2: Generalised Linear Mixed Model (odds ratio) adjusted for clustering (ward), study time (period), CCI and NHPPD 
- model 2 §: Linear Mixed Model (proportional difference) adjusted for clustering (ward), study time (period), CCI and NHPPD 
- OR: odds ratio 
- PD: proportional difference (intervention effect) 

 

 

België

Extrapolatie	MZG	data	2000:

§ 2487		overlijden	onverwacht
§ 2155		interne	MUG	oproep	voor	hartstilstand
§ 10	776	ongeplande	transfer	IZ
à waarvan	2694	met	een	vermijdbaar	adverse	event
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België

Dagelijks:

§ 7		overlijden	onverwacht
§ 6		interne	MUG	oproep	voor	hartstilstand
§ 30		ongeplande	transfer	IZ
à waarvan	7	met	een	vermijdbaar	adverse	event

Waarom	is	dit	een	probleem?

Er	sterven	dagelijks	onverwacht	mensen	in	onze	
ziekenhuizen

Bij	84%	van	alle	patiënten	met	een	hartstilstand	zijn	er	
vroegtijdige	tekens	van	achteruitgang

Hillman et	al,	2001
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Waarom	is	dit	een	probleem?

Hartstilstand	in	het	ziekenhuis	is	vaak	het	resultaat	na	uren	
tot	zelfs	dagen	achteruitgang

à CPR	=	vervolgens	ineffectief

De	zorg	is	niet	optimaal	bij	54%	van	de	patiënten	vóór	
transfer	naar	Intensieve	Zorgen

Konrad,	2010		|		McQuillan et	al,	1998

Wat	is	de	oorzaak?

3	domeinen

1. Onvoldoende	observaties
2. Achteruitgang	niet	herkend
3. Vertraging	medische	bijstand

30

National	Patient Safety	Agency,	2007
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Wat	is	de	oorzaak?

3	domeinen

1. Onvoldoende	observaties
2. Achteruitgang	niet	herkend
3. Vertraging	medische	bijstand

à Suboptimale	communicatie	tussen	zorgverleners

31

National	Patient Safety	Agency,	2007

Communicatie	in	de	gezondheidszorg

Problemen	met	communicatie	in:

2/3
van	alle	ernstige	events

32

Street	et	al,	2011	|	Haig et	al,	2006
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Communicatie	in	de	gezondheidszorg

The	Joint	Commission

à slechte	communicatie	is	de	belangrijkste	oorzaak voor	
schade	bij	de	patiënt!

à Effectieve	communicatie	maakt	het	verschil	tussen	leven	
en	dood

33

The	Joint	Commission,	2016

Dringende	vs.	niet	dringende	communicatie

34



30/05/17

18

Dringende	communicatie

• Klinische	achteruitgang	patiënt
• Weinig	tijd
• Vaak	interdisciplinair
• Snel aanpassen	therapie

à Volledig	maar	bondig	communiceren	cruciaal!

35

36

Schade 

Tijd

Risico

Correctie 
probleem

Probleem 
opgelost

Ontstaan 
schadeStart

voorval

Detectie

Diagnose

Dringende	communicatie
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Dringende	communicatie

à Frustratie	bij	achteruitgang	patiënt:
“wanneer	komt	de	arts?”

Correct	communiceren	=	sleutel	tot	tijdige	medische	
bijstand!

37

De	realiteit	…

Ervaren	verpleegkundige

“Goede	communicatie-
vaardigheden en	een	
beetje	assertiviteit	om	
tegen	de	arts	te	zeggen	
wat	er	moet	gebeuren.	Ik	
denk	dat	dit	nu	nodig	is	
en	ik	ga	niet	weg	voor	ik	
een	plan	heb	om	de	
patiënt	te	helpen.”

38

Beginnende	verpleegkundigen

“Ik	voelde	mij	niet	
ondersteund	en	heb	het	
gevoel	dat	ik	de	situatie	alleen	
moet	aankunnen.”

“een	beetje	paniek	in	het	
begin	maar	toen	de	arts	er	was	
ging	dit	snel	over”
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Niet	dringende	communicatie

• Briefing	/	overdracht
• Gem.	20	min
• Intradisciplinair

Ineffectieve	overdracht	tussen	zorgverleners	heeft	een	
enorm	grote	impact	op	de	patiëntveiligheid

à Korte	overdracht	=	verlies	van	informatie
à Lange	overdracht	=	ongestructureerd	en	onduidelijk

39

Haig et	al,	2006

Niet	dringende	communicatie

• 10-15%	van	de	werkdag	=	briefing

• Duur	van	briefing	hangt	af	van:
- Aantal	patiënten
- Turnover
- Niveau	van	aandacht
- Patiëntenpopulatie	(gekend	vs niet	gekend)

à Toenemend	gebruik	van	interim	werkkrachten	/	pool van	
verpleegkundigen	=	populatie	minder	gekend

à Impact	op	communicatie	en	patiëntveiligheid?

40

Street	et	al,	2010
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Problemen	i.v.m.	communicatie

Wat	zijn	mogelijke	oorzaken?

41

Problemen	i.v.m.	communicatie

• Variatie	in	stijl	van	communiceren
• Inconsistentie	tussen	briefing	en	realiteit
• Tijdsgebrek
• Afleiding	en	storende	elementen
• Speculatieve,	irrelevante	en	repetitieve	informatie

à Erg	groot	potentieel	voor	fouten!

42

Novak et	al,	2012
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Standaardisering

Luchtvaart,	marine,	ruimtevaart,	ect.	à complexe	situaties

- Elke	schakel	in	het	team	=	even	belangrijk!
- Momenten	van	transitie zijn	gevaarlijk
- Systemen	en	afspraken	die	fouten	voorkomen

àMaken	gebruik	van	gestandaardiseerde	communicatie

43

Standaardisering

Gezondheidszorg	=	complex,	hoog-risico

Klassiek	model
• Hiërarchisch	à arts	=	beslissend,	vpk voert	uit
• Individuele	experten
• Niet	doordacht	/	geen	systeem

44



30/05/17

23

Standaardisering

Adoptie	van	systemen	uit	andere	sectoren	in	GZHZ

“	Simple	rules are	best	for managing	
complex	environments	”

45

Leonard	et	al,	2004

ISBARR

• Identification
• Situation
• Background
• Assessment
• Recommendation
• Readback

46
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SBAR

Komt	oorspronkelijk	van	de	US	NAVY	à nucleaire	duikboten

“	Een	methode	die,	op	een	gestandaardiseerde	wijze,	
zorgverleners	gestructureerd	leert	communiceren	”

Ongeacht:
- Assertiviteit	/	persoonlijkheid
- Opleidingsniveau
- Stijl	van	communiceren

47

SBAR

à gemeenschappelijk	“mentaal	model”	creëren	in	een	veilige	
omgeving	(niet	bestraffend)

“	iedereen op	dezelfde	lijn	“

Een	brug	bouwen	tussen	
artsen	en	verpleegkundigen	…

48
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Verpleegkundigen	vs.	artsen

Verpleegkundigen	à eerder	narratief,	uitgebreid	verhaal
Artsen	àmeer	to-the-point

Verpleegkundige Arts

Geen	diagnose Uitzoeken	wat	er	
aan	de	hand	is

49

ISBARR	voorbeeld

I Identification
S Situation
B Background
A Assessment
R Recommendation
R Readback

50
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- Identificeer jezelf,	de	patiënt en	je	afdeling

“Hallo,	u	spreekt hier met	Filip	van	spoedgevallen,	ik
bel even	in	verband met	Mr.	Spiessens in	kamer 4	op	
spoed.”

1. Identificatie

(wat	is	er aan de	hand?)

- diagnose,	ingreep
- DNR	status
- Behandelende arts
- Wat doet er zich voor?

2.	 Situation	– Situatie
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(wat	is	er aan de	hand?)

“Hij heeft sinds een kwartier een drukkende pijn op	de	
borst”

2.	 Situation	– Situatie

(wat	is	er gebeurd?)

- Medische voorgeschiedenis
- Reden van	opname
- Huidige behandeling/diagnostiek
- Medicatie

3. Background	– Achtergrond
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(wat	is	er gebeurd?)

“Die	man	is	om 13u00	binnengekomen met	epigastrische pijn
en	braken.	Ik heb een labo genomen en	hij heeft een IV	lijn met	
1l	nacl /24u.	Verder kreeg hij ook nog litican in	shot.	Hij neemt
verder geen medicatie en	heeft geen medische
voorgeschiedenis”

3. Background	– Achtergrond

(wat	denk je	ervan?)

- Parameters
- Klinische toestand
- Aanvullend onderzoek
- Niet pluis gevoel
- Primair probleem

4. Assessment	– Beoordeling
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(wat	denk je	ervan?)

“Hij is	nu	hypotens (90/44)	en	tachycard (109) met	
een NEWS	van	5	en	een medium	klinisch risico.	Hij
klaagt van	dyspnoe en	ziet er erg	bleek uit.	Saturatie is	
ok,	98%.	Ik vermoed dat het	iets cardiaal is.”

4. Assessment	– Beoordeling

(wat	wil je?)

-Bijstand arts
-Veranderingen therapie
-Diagnostiek
-Advies DNR	status

5. Recommendation	– Aanbeveling
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(wat	wil je?)

“Ik zou graag hebben dat je	zo	snel mogelijk eens
komt kijken.	Ik heb er echt geen goed gevoel bij.	Zal ik
al	een ECG	nemen?”

5. Recommendation	– Aanbeveling

60
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6. Readback	- herhaling

à Herhaling	van	een	opdracht

“	Ik	zal	nu	een	ECG	nemen	en	laat	de	patiënt	ook	aan	de	
monitor.	“

61

ISBARR

• Een	gekende	en	voorspelbare	structuur
• Kort	maar	effectief

à Nadenken	over	het	probleem	en	een	mogelijke	
oplossing	vóór	er	wordt	gecommuniceerd

62
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Spreekstijl

Naast	ISBARR is	manier	van	aanspreken ook	belangrijk	in	
kritieke	situatie.

Zou	u	eens	willen	komen	kijken	naar	…

Ik zou	graag	hebben	dat	u	komt	kijken	naar	…

63

Gepaste	assertiviteit

- Beleefd	maar	volhardend
- Gesteund	door	de	instelling	(afspraken)
- Verpleegkundigen	mogen	zeggen:	“ik	wil	graag	dat	je	de	

patiënt	nu	komt	zien”

- Geen	“	hint	&	hope”	-->	indirect	spreken	=	niet	effectief
- Geef	een	concreet	argument	waarom
- Geen	ruimte	voor	discussie	(dringende	situatie)

64
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Gepaste	assertiviteit

65

Leonard	et	al,	2004

Assessment

Zorg	er	voor	dat	een	verpleegkundige	mag	zeggen:

“	Ik	weet	niet	goed	wat	er	aan	de	hand	is	met	deze	patiënt	
maar	ik	heb	medische	bijstand	nodig	“

àWel	steeds	gecombineerd	met	SBAR
(concrete	informatie	over	algemene	toestand)

66
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Wanneer	ISBARR?

Niet	enkel	voor	dringende	situaties.

à Briefing	(mondeling	/	schriftelijk)

- Kort
- Volledig
- Geen	overbodige	informatie
- Elke	collega	verwacht	deze	structuur

67

Safety	briefing

Cruciale	informatie	voor	alle	collega’s
vóór	individuele	briefing

Klassiek	à twee	mensen	briefen,	de	rest	doet	niets	(stoort)

Voorbeelden: valrisico,	zelfde	naam,	slikstoornissen,	
nuchter,	pacemaker-dependent,	diabeet,	wegloopgedrag,	
delirium,	fixatie,	extra	toezicht,	therapieontrouw,	…

68
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Pauze	– 20	min
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71

Effect	op	kwaliteit	van	zorg
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a  b s t  r  a  c  t

Background:  The Joint  Commission  International  Patient  Safety  Goal  2 states  that  effective  communication
between  health  care  workers  needs  to  improve.  The  aim  of  this  study  was  to  determine  the  effect  of SBAR
(situation,  background,  assessment,  recommendation)  on the incidence  of  serious  adverse  events (SAE’s)
in hospital  wards.
Method: In 16  hospital  wards  nurses  were  trained  to use SBAR  to  communicate  with  physicians  in  cases
of deteriorating  patients.  A  pre  (July  2010  and April  2011)  and post  (June  2011  and  March  2012)  inter-
vention  study  was performed.  Patient  records  were  checked  for SBAR  items  up to  48  h before  a SAE. A
questionnaire  was  used  to  measure  nurse–physician  communication  and  collaboration.
Results:  During  37,239  admissions  207 SAE’s  occurred  and  were  checked  for  SBAR  items,  425  nurses
were  questioned.  Post  intervention  all four  SBAR  elements  were  notated  more  frequently  in  patient
records  in case  of  a  SAE (from  4% to 35%;  p  <  0.001),  total  score  on  the  questionnaire  increased  in nurses
(from  58 (range  31–97)  to  64 (range  25–97);  p <  0.001),  the number  of  unplanned  intensive  care  unit
(ICU)  admissions  increased  (from  13.1/1000  to  14.8/1000  admissions;  relative  risk  ratio (RRR) = 50%;
95%  CI  30–64;  p = 0.001)  and  unexpected  deaths  decreased  (from 0.99/1000  to 0.34/1000  admissions;
RRR  = −227%;  95%  CI −793  to  −20;  NNT  1656; p  <  0.001).  There  was  no  difference  in  the  number  of  cardiac
arrest  team  calls.
Conclusion:  After  introducing  SBAR  we  found  increased  perception  of  effective  communication  and  col-
laboration  in nurses,  an  increase  in  unplanned  ICU  admissions  and  a decrease  in unexpected  deaths.

© 2013 Elsevier Ireland Ltd. All rights reserved.

1. Introduction

The Joint Commission International Patient Safety Goal num-
ber 2 (Standard IPSG 2) states that effective communication among
health care workers has to improve.1 According to the Institute
of Medicine the six aims in the 21st-century health care system
are: safe, effective, patient-centred, timely, efficient and equitable.2

Many potential barriers have been reported in nurse–physician
communication such as lack of structure, hierarchy, language, cul-
ture, sex and difference in communication style.3–5 Nurses tend to
be more detailed in their communications whereas physicians use
more brief statements.4 In the context of critical events, nurses and

! A Spanish translated version of the abstract of this article appears as Appendix
in  the final online version at http://dx.doi.org/10.1016/j.resuscitation.2013.03.016.

∗ Corresponding author at: Antwerp University Hospital, Wilrijkstraat 10, 2650
Edegem, Belgium.

E-mail addresses: koen.demeester@ua.ac.be,
koen.de.meester@uza.be (K. De Meester).

physicians often communicate over the phone which makes these
communications error-prone.6 Up to 65% of serious adverse events
(SAEs) include communication as a contributing factor.7 Root cause
analysis of SAEs on wards reveals failure in three domains.8 First,
no observations are made for a prolonged period and/or changes
in vital signs are not detected. Second, despite the recording of
vital signs, clinical deterioration is not recognized and/or no action
is taken. Finally, when deterioration is recognized and assistance
sought, medical attention is delayed. This delay in receiving medical
attention can originate from sub-optimal nurse–physician com-
munication or collaboration.8 In answer to these three domains of
failure, rapid response systems (RRSs) have been widely introduced
although they are not supported by a high level of evidence.9

It remains uncertain which elements of RRSs contribute most
to patient outcome but there is growing awareness that the
effect depends on the different components such as the ability
to detect and interpret deterioration, to communicate clearly and
to start the correct response without delay.10 By implementing
a standard observation protocol incorporating the modified early
warning score (MEWS), better and accurate patient observation and

0300-9572/$ – see front matter ©  2013 Elsevier Ireland Ltd. All rights reserved.
http://dx.doi.org/10.1016/j.resuscitation.2013.03.016
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4.1. Study limitations

The study design had the limitations of similar cohort studies
with historical controls, it reflects only a single centre, and we can-
not conclude that the effect solely resulted from our intervention.
Therefore the results cannot be generalised. No conversations were
recorded or analysed to verify if SBAR was really used. There was
a drop in nurse survey participation. Doctors were not instructed
or educated neither in the use of SBAR nor in critical thinking. This
should be the next step for improvement and has to be investigated.
In addition, we recommend future studies to clarify the factors that
support the shift to more predicted and controlled “unplanned ICU
admissions” and the effect on patient outcome.

5. Conclusion

The introduction of SBAR communication in our tertiary uni-
versity referral hospital increased the perception of effective
communication and collaboration in nurses. Nurses were better
prepared to call a doctor after the introduction of SBAR by using
SBAR items in patient records. The number of unplanned ICU admis-
sions increased in the post intervention period and the number of
unexpected deaths decreased. The number of Cardiac Arrest Team
calls stayed the same. This means a shift in the direction of earlier
detection, trigger and response potentially attributable to SBAR.
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ABSTRACT

BACKGROUND: More than 1.6 million Americans currently reside in nursing homes. As many as 12% of
them receive long-term anticoagulant therapy with warfarin. Prior research has demonstrated compelling
evidence of safety problems with warfarin therapy in this setting, often associated with suboptimal
communication between nursing home staff and prescribing physicians.
METHODS: We conducted a randomized trial of a warfarin management protocol using facilitated telephone
communication between nurses and physicians in 26 nursing homes in Connecticut in 2007-2008.
Intervention facilities received a warfarin management communication protocol using the approach
“Situation, Background, Assessment, and Recommendation” (SBAR). The protocol included an SBAR
template to standardize telephone communication about residents on warfarin by requiring information
about the situation triggering the call, the background, the nurse’s assessment, and recommendations.
RESULTS: There were 435 residents who received warfarin therapy during the study period for 55,167
resident days in the intervention homes and 53,601 in control homes. In intervention homes, residents’
international normalized ratio (INR) values were in the therapeutic range a statistically significant 4.50%
more time than in control homes (95% confidence interval [CI], 0.31%-8.69%). There was no difference
in obtaining a 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 warfarin-related events were lower in intervention homes, although this result
was not statistically significant: the incident rate ratio for any preventable adverse warfarin-related event
was .87 (95% CI, .54-1.4).
CONCLUSION: Facilitated telephone communication between nurses and physicians using the SBAR
approach modestly improves the quality of warfarin management for nursing home residents. (Registered
on ClinicalTrials.gov; URL:http://clinicaltrials.gov/. Registration number: NCT00682773).
© 2011 Elsevier Inc. All rights reserved. • The American Journal of Medicine (2011) 124, 179.e1-179.e7

KEYWORDS: Communications; Long-term care; Nursing homes; Protocol; Warfarin

As many as 12% of the 1.6 million American nursing home
residents receive long-term oral anticoagulant therapy with
warfarin to prevent strokes and other thromboembolic
events. Prior research has demonstrated compelling evi-
dence of safety problems with warfarin therapy in nursing
homes resulting from suboptimal warfarin management and
errors in prescribing and monitoring.1-3 In our previous
studies, we estimated that there may be as many as 34,000
fatal, life-threatening, or serious adverse warfarin-related
events per year in the nursing home setting, the majority of
which may be preventable.1,4,5 An important contributor to
many of these events appeared to be the lack of key infor-
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ABSTRACT

BACKGROUND: More than 1.6 million Americans currently reside in nursing homes. As many as 12% of
them receive long-term anticoagulant therapy with warfarin. Prior research has demonstrated compelling
evidence of safety problems with warfarin therapy in this setting, often associated with suboptimal
communication between nursing home staff and prescribing physicians.
METHODS: We conducted a randomized trial of a warfarin management protocol using facilitated telephone
communication between nurses and physicians in 26 nursing homes in Connecticut in 2007-2008.
Intervention facilities received a warfarin management communication protocol using the approach
“Situation, Background, Assessment, and Recommendation” (SBAR). The protocol included an SBAR
template to standardize telephone communication about residents on warfarin by requiring information
about the situation triggering the call, the background, the nurse’s assessment, and recommendations.
RESULTS: There were 435 residents who received warfarin therapy during the study period for 55,167
resident days in the intervention homes and 53,601 in control homes. In intervention homes, residents’
international normalized ratio (INR) values were in the therapeutic range a statistically significant 4.50%
more time than in control homes (95% confidence interval [CI], 0.31%-8.69%). There was no difference
in obtaining a 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 warfarin-related events were lower in intervention homes, although this result
was not statistically significant: the incident rate ratio for any preventable adverse warfarin-related event
was .87 (95% CI, .54-1.4).
CONCLUSION: Facilitated telephone communication between nurses and physicians using the SBAR
approach modestly improves the quality of warfarin management for nursing home residents. (Registered
on ClinicalTrials.gov; URL:http://clinicaltrials.gov/. Registration number: NCT00682773).
© 2011 Elsevier Inc. All rights reserved. • The American Journal of Medicine (2011) 124, 179.e1-179.e7
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As many as 12% of the 1.6 million American nursing home
residents receive long-term oral anticoagulant therapy with
warfarin to prevent strokes and other thromboembolic
events. Prior research has demonstrated compelling evi-
dence of safety problems with warfarin therapy in nursing
homes resulting from suboptimal warfarin management and
errors in prescribing and monitoring.1-3 In our previous
studies, we estimated that there may be as many as 34,000
fatal, life-threatening, or serious adverse warfarin-related
events per year in the nursing home setting, the majority of
which may be preventable.1,4,5 An important contributor to
many of these events appeared to be the lack of key infor-
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a b s t r a c t

Ineffective nurseephysician communication in the nursing home setting adversely affects resident care
as well as the work environment for both nurses and physicians. Using a repeated measures design, this
quality improvement project evaluated the influence of SBAR (Situation; Background of the change;
Assessment or appearance; and Request for action) protocol and training on nurse communication with
medical providers, as perceived by nurses and physicians, using a preepost questionnaire. The majority
(87.5%) of nurses respondents found the tool useful to organize information and provide cues on what to
communicate to medical providers. Limitations expressed by some nurses included the time to complete
the tool, and communication barriers not corrected by the SBAR tool. Project findings, including reported
physician satisfaction, support the use of SBAR to address both issues of complete documentation and
time constraints.

! 2013 Mosby, Inc. All rights reserved.

Consumer and regulatory expectations to prevent avoidable
injuries have created an imperative to create a culture of safety in
nursing homes.1e3 Communication between nurses and medical
providers (e.g., physicians, physician assistants, and nurse practi-
tioners) that supports effective clinical decision-making is critical
to support this mandate.4 There is evidence that ineffective nursee
provider communication in this setting adversely affects resident
care, with associated reports of unnecessary psychotropic use5 and
avoidable hospitalizations,1,6 for example. Additionally, poor
communication causes increased stress and frustration, and
diminished workplace relationships for both nurses and
physicians.7

Although physicians have cited concerns about nurse compe-
tence in the nursing home setting,8 knowledge deficits do not
account for all the problems with communication. In general,
a combination of individual, group, and organizational factors,
including cognitive workload, differing priorities between profes-
sional roles, and hierarchical relationships, complicate communi-
cation.9,10 Most of the communication between nurses and medical
providers in the long-term care setting occurs within the context of

brief telephone conversations; many calls occur after hours and on
weekends to covering physicians.11,12 As a result, important clinical
decisions are made by providers who are relying on information
from the nurse on the telephone because the provider is unfamiliar
with the resident. The quality of this exchange is influenced by both
provider and nurse behaviors.8,12

Tjia and colleagues12 reported several barriers to communica-
tion perceived by nurses including: lack of physician openness to
communication (rushed and/or not open to nurses’ views), logistic
challenges (including noise and lack of privacy), lack of profes-
sionalism (rudeness and disrespect), and language barriers (accent
and use of jargon), as well as inconsistencies in nurse preparedness.
Problems related to timing, clarity, and content of information
conveyed,12,13 as well as the nurse’s ability to organize and
communicate information14 have been cited as culprits contrib-
uting to poor communication. These challenges may be mitigated
through the development and implementation of structured
communication protocols and training of nursing staff on these
methods.9,14,15 Standardizing the structure of critical communica-
tions helps the speaker organize thoughts and be prepared with
critical information, and helps the receiver to be focused on the
important points of the message by eliminating the less important
aspects.16e18 One communication protocol increasingly and
commonly used in healthcare is the SBAR (Situation, Background,
Assessment, and Recommendation) approach.
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Consumer and regulatory expectations to prevent avoidable
injuries have created an imperative to create a culture of safety in
nursing homes.1e3 Communication between nurses and medical
providers (e.g., physicians, physician assistants, and nurse practi-
tioners) that supports effective clinical decision-making is critical
to support this mandate.4 There is evidence that ineffective nursee
provider communication in this setting adversely affects resident
care, with associated reports of unnecessary psychotropic use5 and
avoidable hospitalizations,1,6 for example. Additionally, poor
communication causes increased stress and frustration, and
diminished workplace relationships for both nurses and
physicians.7

Although physicians have cited concerns about nurse compe-
tence in the nursing home setting,8 knowledge deficits do not
account for all the problems with communication. In general,
a combination of individual, group, and organizational factors,
including cognitive workload, differing priorities between profes-
sional roles, and hierarchical relationships, complicate communi-
cation.9,10 Most of the communication between nurses and medical
providers in the long-term care setting occurs within the context of

brief telephone conversations; many calls occur after hours and on
weekends to covering physicians.11,12 As a result, important clinical
decisions are made by providers who are relying on information
from the nurse on the telephone because the provider is unfamiliar
with the resident. The quality of this exchange is influenced by both
provider and nurse behaviors.8,12

Tjia and colleagues12 reported several barriers to communica-
tion perceived by nurses including: lack of physician openness to
communication (rushed and/or not open to nurses’ views), logistic
challenges (including noise and lack of privacy), lack of profes-
sionalism (rudeness and disrespect), and language barriers (accent
and use of jargon), as well as inconsistencies in nurse preparedness.
Problems related to timing, clarity, and content of information
conveyed,12,13 as well as the nurse’s ability to organize and
communicate information14 have been cited as culprits contrib-
uting to poor communication. These challenges may be mitigated
through the development and implementation of structured
communication protocols and training of nursing staff on these
methods.9,14,15 Standardizing the structure of critical communica-
tions helps the speaker organize thoughts and be prepared with
critical information, and helps the receiver to be focused on the
important points of the message by eliminating the less important
aspects.16e18 One communication protocol increasingly and
commonly used in healthcare is the SBAR (Situation, Background,
Assessment, and Recommendation) approach.
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ABSTRACT
Objectives: We aimed to examine staff members’
perceptions of communication within and between
different professions, safety attitudes and psychological
empowerment, prior to and after implementation of the
communication tool Situation-Background-
Assessment-Recommendation (SBAR) at an
anaesthetic clinic. The aim was also to study whether
there was any change in the proportion of incident
reports caused by communication errors.
Design: A prospective intervention study with
comparison group using preassessments and
postassessments. Questionnaire data were collected
from staff in an intervention (n=100) and a comparison
group (n=69) at the anaesthetic clinic in two hospitals
prior to (2011) and after (2012) implementation of
SBAR. The proportion of incident reports due to
communication errors was calculated during a 1-year
period prior to and after implementation.
Setting: Anaesthetic clinics at two hospitals in
Sweden.
Participants: All licensed practical nurses, registered
nurses and physicians working in the operating
theatres, intensive care units and postanaesthesia care
units at anaesthetic clinics in two hospitals were
invited to participate.
Intervention: Implementation of SBAR in an
anaesthetic clinic.
Primary and secondary outcomes: The primary
outcomes were staff members’ perception of
communication within and between different
professions, as well as their perceptions of safety
attitudes. Secondary outcomes were psychological
empowerment and incident reports due to error of
communication.
Results: In the intervention group, there were
statistically significant improvements in the factors
‘Between-group communication accuracy’ (p=0.039)
and ‘Safety climate’ (p=0.011). The proportion of
incident reports due to communication errors
decreased significantly (p<0.0001) in the intervention
group, from 31% to 11%.

Conclusions: Implementing the communication tool
SBAR in anaesthetic clinics was associated with
improvement in staff members’ perception of
communication between professionals and their
perception of the safety climate as well as with a
decreased proportion of incident reports related to
communication errors.
Trial registration: ISRCTN37251313.

INTRODUCTION
Teamwork in operating theatres and inten-
sive care units (ICUs) requires straightfor-
ward, clear and consistent communication as
well as good collaboration. Nonetheless,
communication breakdowns are frequent
during the preoperative, intraoperative and

Strengths and limitations of this study

▪ Despite recommendation of implementing Situation-
Background-Assessment-Recommendation in
healthcare, there are a few intervention studies
with a comparison group, using preassessments
and postassessments, evaluating staff members’
perception of communication and safety attitudes
as well as incident reports due to communication
errors, thus the study adds new knowledge to the
subject area.

▪ The implementation was followed by the authors
using manipulation check, involving randomised
structured telephone interviews. To monitor the
implementation, the local interprofessional work-
group conducted observations of handovers.

▪ The response rate was satisfying, exceeding 70%
at baseline and follow-up in the two groups.

▪ The very natures of the quasi-experimental
design entail selection biases as the lack of
randomisation.

Randmaa M, Mårtensson G, Leo Swenne C, et al. BMJ Open 2014;4:e004268. doi:10.1136/bmjopen-2013-004268 1
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Oefening	per	twee

Lees	de	casuïstiek	en	probeer	de	betreffende	patiënt	te	
briefen	aan	je	buur	volgens	SBAR.
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OPDRACHT	1:	

Dit	is	een	uittreksel	van	een	echt	dossier.	Probeer	aan	de	
hand	van	SBAR	dr.	Janssens	opnieuw	telefonisch	op	de	
hoogte	te	brengen.	Je	buur	speelt	de	arts.

OPDRACHT	2:	

Dit	is	een	uittreksel	van	een	echt	dossier.	Probeer	aan	de	
hand	van	SBAR	deze	patiënt	te	briefen	aan	je	collega	van	
de	nacht.	Je	buur	speelt	de	nachtverpleegkundige.
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SBAR	toepassen	in	eigen	instelling

Medische	cultuur	à verschillend	tussen	ziekenhuis,	WZC,	
psychiatrisch	centrum,	etc.

Benader	deze	nieuwe	interventie:	“Bottom-up”
“Top-down” =	jullie	doen	het	niet	goed,	gebruik	SBAR

Eerder	à het	systeem	moet	aangepast	worden,	we	
gebruiken	standaard	communicatie	tools	om	veiliger	te	
werken	en	de	overdracht	vlotter	te	doen	verlopen.

Kies	mensen	uit	het	werkveld	als	“trekkers”	van	het	project.

79

SBAR	toepassen	in	eigen	instelling

Essentieel!

– Onvoorwaardelijke	steun	van	directie
– Betrek	artsen
– Sterk	leiderschap	(hoofdverpleegkundigen)à

“	Gestructureerd	communiceren	is	nodig	en	ik	steun	het	
project	volledig.	“
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SBAR	toepassen	in	eigen	instelling

Proces	evaluatie	van	een	innovatie	à adoptie

1. Kennis
2. Overtuiging
3. Beslissing
4. Implementatie
5. Bevestiging.	

81

Rogers,	2010

Kennis
• Eigen	concrete	voorbeelden	à probleem
• Geef	de	nodige	informatie	over	het	onderwerp
• Hou	het	kort	en	interessant
• Wat,	hoe	en	waarom?

Overtuiging		(gunstig/ongustige houding)
• Mening	en	gevoel	/	houding
• Mentale	toets	op	praktijkvoorbeelden	(filmpjes)
• Sociale	versterking

82
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Beslissing	(adoptie	of	rejectie)
• Toetsing	in	eigen	situatie	(kleine	schaal)
• Trial	by others (kan	soms	toets	vervangen)
• Kort	op	de	bal	spelen	à problemen	oplossen
• Ziekenhuisbreed vs.	stap	voor	stap

Implementatie
• Innovatie	wordt	toegepast
• Eventuele	nieuwe	problemen	oplossen	(barrières)

Bevestiging
• Vier	succes
• Meet	en	toon	resultaten	(audits)
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