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Improving Nurse Communication During Patient Handoff
          Effective communication during handoffs is a major part of quality care and patient safety. Any breakdown when transfering information can result into missed treatments, harmful errors, and misunderstandings when nurses transition responsibility from one shift to the other. The paper will examine how poor communication during such transitions impact patient outcomes, while highlighting the underlying factors contributing to the issue. Previous efforts focused on improving handoff procedures will also be discussed. The discussion therefore lays the groundwork for future evidence-based interventions as part of the quality improvement project.
Identifying the Quality Issue
             One of the factors contributing to avoidable hospital errors is ineffective communication during nurse-to-nurse handoffs. Such transitions which are commonly referred to as shift reports involve transferring a patient’s care plan or their vital information. Communication about patient needs or medical background can lead to misunderstandings especially if it is distorted or disorganized (Haliq & AlShammari, 2025). Scholars argue that communication failures associated with handoffs could cause sentinel events thereby lowering the quality of care (Janagama et al., 2020). Further, there are various factors including the lack of standardized tools for reporting that make it challenging to maintain information accuracy during care transitions. Consequently, such issues undermine patient safety, including the overall quality of healthcare services in organizations. 
Context and Contributing Factors
         Handoff communication is among the areas mostly outlined in healthcare, where poor communication could legally and ethically compromise patient safety and organization reputation. Although there are risks associated with poor communication during handoffs, the lack of uniformity in addressing the concern worsens the issue. For this reason, a standardized communication protocol is crucial to promote patient safety as Blazin et al., (2020) suggest. However, nurses may depend on their memory, an issue that increasing the risk of miscommunication during shift changes (Haliq & AlShammari, 2025). Such an issue can become riskier if nurses depend on their memory in emergency departments or intensive care units, hence justifying the need for standardized approach. 
Previous Interventions and Their Impact
           The SBAR framework has been used by most healthcare organizations to improve communication among nurses during handoffs. Such a strategy ensures that healthcare professionals record crucial patient information to help track symptom improvement or progression. Bedside shift reporting is also another useful strategy that facilitates real-time clarification of patient information during handoffs. According to Jimmerson et al. (2021), bedside shift reporting enhances accurate transfer of information to improve patient safety and satisfaction. Such benefits should be considered by healthcare professionals, particularly nurses as they are the frontline caregivers and are responsible for ensuring quality are and positive health outcomes. Some healthcare facilities have therefore integrated technology in the form of electronic health records to streamline handoffs during shift changes. Quality improvement initiatives also strive to provide staff training to create awareness about the risks associated with poor communication, including outcomes related to safe handoff practices. Therefore, it is necessary to obtain support from clinical leaders for successful implementation of handoff policies. 
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