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It’s good to talk
Better Communication : Better Care  

BACKGROUND

➢ Critical incidents @ 
Level 1 Orthopaedic 
Overnight Recovery 
Unit involving urgent 
night transfers to ICU

➢ Stakeholders meeting
1. Poor communication 

from Anaesthetists
2. Lack of Intensivist 

cover

DIAGNOSTICS

AIM
          
To demonstrate a 
sustainable shift in 
adequacy of handover 
for care of the recovery  
patients by end of 
February 2024 

  MEASUREMENT          
  DEFINITION
  
  Communication for care

   0 = None
   1 = Some
   2 = Enough to care
   3 = Adequate to care

CHANGE IDEAS
 1 Electronic form    2 SBAR Checklist   3 Multidisciplinary Handover    

PDSA cycles
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RUN CHART SUMMING UP

CONCLUSION & LEARNING

A measure of change is 
essential to detect a 
sustainable shift showing 
statistical significance in 
meeting the aim

Each successive PDSA resulted 
in some improvement and led 
to further change ideas

Acknowledgements: Stephanie 
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PROBLEM
Inadequate 

communication leads to 
patient harm and critical 

incidents
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Change practice

o Establish a measure for the 
adequacy of handover process

o Correlate to outcome

Establish baseline

o Uptake 65%

o Accepted as standard of 
practice by majority (Bolam’s 
test)

Stakeholders meeting

o Consensus for improving 
communication for better care

o Electronic handover in addition 
to verbal handover

Add

Handover SBAR checklist

o Improve uptake

o Quality of information
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Handover satisfaction score MEDIAN (Baseline)

Observed Handover episodes
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Ulysses reported critical incident

REFLECTIONS
Change is a layered 

process !
Partial improvements 

may add up to a 
sustainable change

QI start
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Change practice

o Observe

o Measure outcome score

Observation & comments

o Improved sustainable 
outcomes

o Impacted by Nurse and 
Intensivist availability

PDSA 3: MDT handover

o Multidisciplinary team 
handover OR 2 separate 
handovers (Nurse & 
Intensivists) depending 
on shift situation

Embed

o Multidisciplinary team 
handover OR 2 separate 
handovers

o Ulysses for failure
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Trial run

o Measure data

o Observation

Observation & comments

o Duplication & typos

o Reluctance to ask Qs by 
nurses

PDSA 2a: SBAR Checklist

o 1st draft trail run 

o Nurse held

Improve

o Ask Anaesthetist to 
hold

o Remove duplications & 
typos – Final draft
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Change practice

o Implement checklist

o Audit uptake

Observation & comments

o Nurse survey - Improved 
uptake by anaesthetist

o Impacted by Intensivists 
availability on site 
February 2024

PDSA 2b: SBAR Checklist

o SBAR checklist V2

o Anaesthetist held

Add

o EPR + SBAR led 
Multidisciplinary team 
(MDT) handover
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