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Improving Nurse Communication During Patient Handoff
          The paper introduces a significant safety and quality issue in healthcare, which is ineffective nurse communication during patient handoffs. This is because handoff communication plays a major role in ensuring care continuity, improving patient safety, and reducing medical errors. The reader will explore how communication failures during care transitions contribute to adverse outcomes. For this reason, the background and context of the issue in clinical settings and previous efforts that have been made to address it will be explored. Therefore, the discussion sets the foundation for developing evidence-based solutions in the coming parts of the quality benchmark project. 
Description of the Quality Issue
             Communication failures during nursing handoffs are a major cause of preventable adverse events in hospitals. Handoffs, which are also referred to as change-of-shift communication or shift reports are the transfer of patient care information, which is a responsibility between nurses during shift changes. Unclear or inadequate handoff communication can lead to incomplete information sharing, misinterpretation of patient conditions or treatment plans, and omitted critical data (Haliq & AlShammari, 2025). Researchers also argue that communication breakdowns are among the major contributing factors to sentinel events and mostly involve handoff failures (Janagama et al., 2020). Thus, environmental distractions and the lack of standardized procedures contribute to errors and variability during care transitions. The issue significantly compromises patient satisfaction, safety, and quality of care. 
Background Information of the Quality Issue
         The quality regarding handoff communication has been of concern in healthcare systems and hospitals. The need for an effective, standardized, and efficient handoff process mandates healthcare institutions to implement a standardized approach to handoff communications (Blazin et al., 2020). Despite such a mandate, most institutions continue experiencing variations in how nurses deliver reports during handoffs. Various factors contribute to such inconsistencies which include reliance on memory, lack of training, time pressures and interruptions (Haliq & AlShammari, 2025). Studies indicate that up to 80% of serious medication errors are associated with miscommunication during handoffs (Janagama et al., 2020). This is concerning especially in high-acuity areas such as emergency departments or ICUs, where accurate data sharing and rapid decision-making are crucial. Therefore, ineffective communication during handoffs is an issue that require immediate addressing to improve care continuity and patient care. 
Previous Attempts to Address the Quality Issue
           Various strategies have been implemented to improve communication during handoffs. One of the strategies is utilizing SBAR (Situation, Background, Assessment, Recommendation) framework which promotes structured communication. Bedside shift reporting is also a useful strategy where nurses conduct handoffs at the patient’s bedside, facilitating visual assessment, real-time clarification and patient improvement. Research indicate that bedside shift reporting improves patient satisfaction, and communication accuracy (Jimmerson et al., 2021). However, challenges remain in achieving consistent application because of time constraints, concerns over confidentiality, and resistance to change. For this reason, integrating electronic tools such as standardized handoff templates in electronic medical records is another promising intervention in reducing communication errors. Further, quality improvement initiatives at organizational and unit levels have also focused on reinforcing best practices and conducting audits. However, there is a need for staff engagement and sustained leadership support to actualize the interventions. 
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