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Communication failures during shift reports are a leading cause of sentinel events in the United States. Providing adequate
information during change-of-shift reporting is essential to promoting patient safety. In addition, patients want to be more
involved in decisions regarding their plan of care. The purpose of the article is to discuss how a stroke rehabilitation unit
was able to implement bedside change-of-shift reporting to meet both of these goals.

Implementing a standardized approach to hand-off
communication is a key component of one of the
2007 National Patient Safety Goals for Hospitals
established by the Joint Commission (2006). This
goal was established to improve the effectiveness of
communication among caregivers and emphasize the
importance of allowing caregivers the opportunity
to ask and respond to questions during hand offs,
including change-of-shift reports. The Joint Com-
mission (2000) has identified communication failures
during shift reports as a leading cause of sentinel
events in the United States. Providing adequate infor-
mation during change-of-shift reporting is essential
to promoting patient safety; however, information
is often lost during traditional audiotaped reports.
Oftentimes, repetitive and irrelevant information is
passed on while key information is left out.
Although patient safety is the focus for nursing
staff, involvement in the plan of care is fast becoming
an expectation of healthcare consumers. With massive
amounts of information available on the Internet and
provided by television and radio, patients are more
knowledgeable about their health and want to be in-
volved in the process of planning their own care. Nurs-
ing staff are faced with the challenge of providing an
efficient change-of-shift report that records essential
information to promote patient safety, while including
the patient in the care-planning process. The purpose
of this article is to discuss how a stroke rehabilitation
unit was able to implement a bedside change-of-shift
reporting process to meet both of these goals.

Background

Drawbacks of Traditional Change-of-
Shift Report

Traditionally, change-of-shift reporting has been per-
formed away from the bedside either with an audio-
taped or verbal report. Shift reports have often been
unstructured, repetitive, and lacked consistency in
the type of information provided by each individual
nurse. Johnson and Web (1995) found that nursing
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report assessments are frequently subjective in their
content and accompanied by value judgments and
labeling of patients. In addition, shift reports often
lack care planning (Mosher & Bontomasi, 1996),
which leaves nurses without a focus for how to
best assist in meeting patients” goals during their
shift. In a study by Jordan (1991), only 12% of
change-of-shift reports included care planning and
2% included evaluation of nursing care. These issues
often left nurses with insufficient information to pro-
vide patients with the best possible care and limited
patients’ input into their own plan of care.

Shifting from an audiotaped or verbal report to a
nontraditional bedside report can be a difficult transi-
tion for nurses. Issues of concern that make the transi-
tion difficult include confidentiality; length of report;
and discussion of sensitive items such as a new diag-
nosis, test results, and issues surrounding difficult or
noncompliant patients. In a study done by Anderson
and Mangino (2006), concerns regarding confidential-
ity were a major issue when attempting to shift from a
change-of-shift report in a private conference room to a
report at the bedside. Caruso (2007) also identified con-
fidentiality as an issue in her hospital, where change-
of-shift report was conducted in private rooms. An-
other concern among nurses was that a bedside report
could lengthen rather than shorten a report. Anderson
and Mangino found that their staff was concerned that
patients would ask questions and interact with nurses
during the change-of-shift report, resulting in lengthy
reports.

Benefits of Bedside Report

Despite the challenges in implementing a bedside
change-of-shift report, research has shown benefits
of this process. Given the complexity of health care
today and changing technology, it is challenging for
nurses to communicate with patients to ensure their
safety. One of the benefits of bedside report for the staff
nurse is the oncoming nurse’s ability to immediately
confirm the previous shift’s report by visualizing the
patient and getting a baseline assessment to compare



against changes during the shift (Richard, 1989).
This also allows the nurse to plan and prioritize
patient care and manage the patient load effectively.
Reports of inconsistency between the information
provided and the actual status of the patient were
found by a number of researchers who study shift-
report methodologies. These findings support the
understanding that a nurse should not trust that
the information given during a report matches
the actual status of the patient (Strople & Ottani,
2006). Accountability between shifts is promoted by
direct observation of the patient by both oncoming
and off-going nurses. Another benefit for nurses
includes improved interaction. Staff relationships
are enhanced when communication, an important
nursing skill, is promoted (Anderson & Mangino,
2006). As a result, staff work together as a team and
enhance the professional image of nursing.

The nurse-patient interaction during bedside report
provides benefits to both patients and nurses. A bed-
side report reassures the patient that the nursing staff
works as a team and that everyone knows the plan
of care. By working together, patients witness a safe,
professional transfer of responsibilities. Patients can
ask questions or contribute information to the discus-
sion. Allowing the nurse and patient an opportunity
to share information promotes involvement and im-
proved satisfaction. Evidence suggests that patients
involved in their care are less anxious and more likely
to follow medical advice, start treatments earlier, and,
therefore, are able to select lower-risk interventions
and litigate less (Anderson & Mangino, 2006). Mak-
ing reports more patient focused encourages indi-
vidualized care and promotes active participation in
the plan of care. In turn, patients are more satisfied
and more apt to become loyal customers (Anderson
& Mangino).

The Foundation for Change

Several factors contributed to the decision to institute
bedside reporting on the stroke rehabilitation unit.
Initially, a discussion ensued at the practice council
meeting about one of The Joint Commission’s 2006
National Patient Safety Goals. The goal requires that
hand-off communication be standardized. Specifi-
cally, The Joint Commission says “effective hand off”
communication should include current information
regarding the patient’s care, treatment and services,
current condition, and any recent or anticipated
changes (Schroeder, 2006). However, the rehabili-
tation unit used an audiotaped report that did
not have a standard format; therefore, the content
of shift report would sometimes degenerate into
irrelevant and outdated statements. The Joint Com-
mission has identified communication breakdown

Key Practice Points

1. The communication process at bedside meets the needs
of both patients and nurses by providing an opportunity to
improve patient safety and increase patient collaboration in
the plan of care.

2. Bedside reporting reassures patients that the nursing staff
works as a team, and patients witness a safe, professional
transfer of responsibilities.

3. The Joint Commission has identified communication failures
during shift reports as a leading cause of sentinel events in the
United States.

as the main cause of sentinel events in the United
States and identifies shift report as a contributing
factor (Strople & Ottani, 2006). Inaccurate informa-
tion, omissions, and communication breakdowns
can have serious consequences for both patients and
staff.

A second impetus for change was patients’ desire
to be more involved in the plan of care. An informal
survey of patients in our unit indicated that most pa-
tients wanted more information about their condition
as well as information regarding short- and long-term
goals. Today, patients want to be involved or at least
informed about healthcare options and alternatives
(Anderson & Mangino, 2006). Bedside reporting sup-
ports this collaborative model of informed choice and
active patient participation.

The final factor that influenced the decision to
change to bedside reporting was the philosophy of
nursing within our organization. A Nursing Partner-
ship Model of Care guides our nursing practice. Col-
laborative relationships with other members of the
healthcare team and our patients are central to this
model. Specifically, the delivery of nursing care inte-
grates principles of research, evidence-based practice,
critical thinking, and ongoing education through col-
laborative relationships with patients and families
(MetroHealth Medical Center, 2002). The goal was to
build a partnership with the patient and family that
promotes interaction through open communication
and mutual transactions. Implementing bedside re-
porting was congruent with our nursing philosophy
and supports a collaborative approach to how nursing
care is delivered.

The Challenge and the Vision:
Implementation of Bedside Report
The decision to implement bedside reporting on
the stroke rehabilitation unit was supported and
encouraged by the nursing administration. In fact,
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Figure 1. True Statements According to Nurses—Preimplementation

1. Bedside report can improve patient safety.

2. Bedside report violates patient confidentiality.

4. Bedside report takes longer than taped report.

Comments:

3. Bedside report provides an opportunity for patients to discuss their plan of care.

5. Bedside report holds off-going staff more accountable than taped report.
6. Bedside report reassures patients that staff work as a team.

the results of a recent satisfaction survey expressing
the patient’s need to be more actively involved in the
plan of care, coupled with the 2006 National Patient
Safety Goal, further confirmed that bedside report-
ing could provide a safe and informative hand-off
communication method.

A preimplementation survey was administered
to nurses on our unit. They were asked to circle all
statements regarding bedside reporting that they
believed to be true (Figure 1). Results indicated that
many nurses were reluctant to change their routine
methods of using audiotaped reports. When asked to
identify any concerns they had about bedside report-
ing, many nurses responded with a variety of issues.
Concerns regarding patient confidentiality were fre-
quently mentioned throughout many surveys. They
also feared situations in which patients would talk or
ask questions for extended periods of time, thereby
making the report process too long. Many were un-
sure of how to address other circumstances such as
reporting in front of family members or dealing with
uncooperative patients.

The ability to rally the nurses behind the idea that
bedside reporting could be beneficial to both patients
and staff was another challenge. The planning pro-
cess to implement the proposed change began with a
shared vision and a specific focus. To identify rationale
for the change, information about bedside reporting
was shared with staff through journal articles and staff
meetings. The benefits were emphasized, including
improved patient safety via direct visualization during
rounds and improved patient satisfaction as a result
of the partnership between nurse and patient during
rounds.

Collaboration of the Team

The next step to implementing bedside reporting
on the stroke rehabilitation unit was to build a
team. This included the support of administration,
which was already established, as well as identifying
nurses on the unit willing to help develop bedside
reporting guidelines. A literature review on bedside
reporting provided the nurses with many recom-
mendations; however, their preferences for some of
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the guidelines were also established. For example,
they decided only licensed staff would participate
in bedside reporting and unlicensed staff would
receive a report afterward.

To ensure data consistency and facilitate an atmo-
sphere of patient-focused care, nurses conducted bed-
side reporting during shift change using a standard-
ized reporting tool (a reporting sheet) as a source of
patient data. The nursing staff were asked to develop
a report sheet that would meet the goals of the new
reporting method, which were to shorten report time
and make reports more patient focused. The report
sheets were revised to list problems and relevant pa-
tient information. For example, for a patient who has
experienced a stroke, his or her first problem might be
listed as “Safety: Bed alarm device.” The nurse’s ver-
bal report at the bedside mainly focuses on variances
or patient problems. The report includes the nursing
care provided, the patient’s current condition, and
the patient’s care needs during the next shift. Most
importantly, the patient is encouraged to participate
in the information being communicated. Keeping the
patient informed and at the center of all decisions re-
garding care is essential to meeting the goals of bed-
side report.

Education for Patients and Staff
Education for patients and nursing staff took place
the week before bedside reporting was initiated and
was completed using several methods. In-service
education was presented to nurses during the
change of shift and was accompanied by a handout
highlighting the main ideas. These included the
purpose or shared vision, contributing factors,
benefits, and the report-process guidelines. It should
be noted that the new standardized reporting tool
to be used during bedside reporting was introduced
and used by nurses the week before bedside
reporting was implemented. The new process for
shift reporting became a priority; however, nurses
needed to be familiar with the new report sheet as
well. Providing staff with a period of time to become
accustomed to the report sheet proved beneficial
when bedside reporting was initiated.



Figure 2. Postimplementation Survey Results 4 Months After

BR Initiation
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In addition to the in-service education and hand-
outs, a manual on bedside reporting was designed for
staff to reference. The manual not only included con-
tent from the in-service education, but also multiple
articles on shift and bedside reporting, a copy of the
Nursing Partnership Model, the patient letter, and an
information sheet about confidentiality from the U.S.
Department of Health and Human Services Web site
(www.hhs.gov/ocr/privacy/hipaa/understanding /
coveredentities/index.html).

Patient education was provided to all patients
through a welcome/education letter as well as a brief
informal presentation. Staff would reinforce the pur-
pose of the new reporting process and encourage pa-
tient participation during the change-of-shift report.

Evaluation
The bedside-reporting process was implemented
despite initial challenges. Educating nursing staff
before the bedside-reporting process was imple-
mented was essential to establish support and buy-
in among the staff. The support and enthusiasm of
the unit manager and nursing director were signifi-
cant because during the initial phase, education was
provided during scheduled meeting times when
resistance among staff was highest.
Apostimplementation survey was administered to
nurses 4 months after bedside reporting was initiated.

The results (Figure 2), which were shared with the
nurses at staff meetings, showed that most of the nurses
felt the new reporting method had improved patient
safety and provided patients with an opportunity
to discuss their plan of care. In addition, the survey
indicated that nurses felt this type of hand off made
off-going staff more accountable and reassured
patients that the nurses worked as a team. Anecdotal
written comments from the nursing staff also indicated
nurses felt the new report sheet gave them necessary
information to care for their patients.

However, nurses also identified areas for improve-
ment. They found that bedside reporting works best
at the start of the day and evening shifts. Night shift
staff use the new report sheet, though they record their
verbal reports away from the bedside so that sleeping
patients are not disturbed. The need for a short report
time away from the bedside was also identified when
discussing sensitive issues; therefore, a postreport time
was established on an as-needed basis. Confidentiality
remained a concern for some nurses despite being in-
formed that discussing a patient’s case is an acceptable
practice for nurses as well as physicians.

Thebiggest challenge encountered in implementing
bedside reporting was encouraging patients to be part
of the discussion. Because traditional change-of-shift
reporting took place away from the bedside, many
nurses were initially unsure of how to best engage the
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patient in bedside reporting. However, using “champi-
ons” or nurses who were adept in communicating the
plan of care with patients helped ensure that all nurses
quickly became comfortable with the new process.

Conclusion

Bedside reporting provides nurses with an opportu-
nity to improve patient safety and increase patient
collaboration in the plan of care. There is also less
concern related to inaccurate or lack of information
because the report process includes actual patient
visualization. Increased staff satisfaction with bed-
side reporting encourages teamwork and promotes
accountability. When reporting is finished, nurses feel
they are aware of the issues their patients are expe-
riencing, which enables them to plan and prioritize
nursing interventions. The communication process at
the bedside meets the needs of both the patient and
the nurse and is a win-win situation for all.
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