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Purpose of the studyPurpose of the study

 To track implementation of the adapted 
SBAR on two clinical units with high 
falls incidence rates
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OutcomesOutcomes
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Study teams pre vs post
Dimension Z-Score % Change

Overall Perceptions of Safety * 20%

Frequency of Events Reported 8%

Manager Expectations Promoting Safety 5%

Organizational Learning * 14%

Teamwork Within Units * 9%

Communication Openness * 13%

Feedback & Communication About Error * 15%

Non-Punitive Response to Error * 13%

Staffing * 16%

Mgmt Support for Patient Safety 8%

Teamwork Across Hospital Units * 17%

Handoffs & Transitions * 28%
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Rest of organization pre vs post
Dimension 2008 2009 Z-Score % Change

Overall Perceptions of Safety 59% 63% * 4%

Frequency of Event Reporting 53% 56% 3%

Manager Expectations Promoting Safety 76% 76% 0%

Organizational Learning - Continuous Improvement 72% 77% * 5%

Teamwork Within Hospital Units 79% 81% 3%

Communication Openness 58% 56% -2%

Feedback and Communication About Error 62% 64% 2%

Nonpunitive Response to Error 45% 48% 3%

Staffing 52% 52% 0%

Hospital Management Support for Patient Safety 76% 80% * 4%

Teamwork Across Hospital Units 65% 67% 2%

Hospital Handoffs & Transitions 47% 51% * 4%

Team Orientation Scale:
1.  Team members act upon the information I 

communicate to them.

2.  I am able to communicate effectively with 
team members.

3.  This team has agreed methods for 
communication.

R4.  Communication between team members is 
unclear.

5 I regularly communicate with other members

Study teams pre-post:
4 items significant 

(p < 0.05)

5.  I regularly communicate with other members 
of the team.

6.  I act upon the information that other 
members of the team communicate to me.

7.  All team member’s perspectives are 
important.

8.  This team believes it is important to consider 
the perspectives of all team members.

9.  I believe other team members value my 
contribution to our work.

10.  Each team member plays a valuable role 
within the team.

Safety reporting: Total major fallsSafety reporting: Total major falls
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ConclusionsConclusions
• SBAR widely and effectively used among 

interprofessional team, including both clinical and 
non-clinical staff

• SBAR champions on the unit helped to encourage, 
reinforce, and sustain the use of SBAR with 
colleagues
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• SBAR use prevalent for both urgent and non-urgent 
situations, beyond issues of falls

• Improved communication has resulted in positive 
changes in staff perceptions of patient safety culture 
and team communication but not directly on patient 
outcomes
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www.torontorehab.com/SBAR


