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Abstract
This study implemented and evaluated the adapted Situation-
Background-Assessment-Recommendation (SBAR) tool for 
use on two inter-professional rehabilitation teams for the 
specific priority issue of falls prevention and management. 
SBAR has been widely studied in the literature, but rarely 
in the context of rehabilitation and beyond nurse-physician 
communication. In phase one, the adapted SBAR tool was 
implemented on two teams with a high falls incidence over 
a six-month period. In phase two, process and outcome 
evaluations were conducted in a pre-post design comparing 
the impact of the intervention with changes in the rest of 
the hospital, including the perceptions of safety culture (as 
measured by the Hospital Survey on Patient Safety Culture); 
effective team processes, using the Team Orientation Scale; 
and safety reporting, including falls incidence, severity and 
near misses. This study suggests that the adapted SBAR tool 
was widely and effectively used by inter-professional rehabili-
tation teams as part of a broader program of safety activities. 
Near-miss and severity of falls incidence trended downward 
but were inconclusive, likely due to a short time frame as well 
as the nature of rehabilitation, which pushes patients to the 
limit of their abilities. While SBAR was used in the context 
of falls prevention and management, it was also utilized it in 
a variety of other clinical and non-clinical situations such as 
transitions in care, as a debriefing tool and for conflict resolu-

tion. Staff found the tool useful in helping to communicate 
relevant and succinct information, and to “close the loop” by 
providing recommendations and accountabilities for action. 
Suggestions are provided to other organizations consid-
ering adopting the SBAR tool within their clinical settings, 
including the use of an implementation tool kit and video 
simulation for enhanced uptake.

Background 
The physical, psychological, social and economic consequences 
of falls and falls-related injuries have been well documented in 
the literature. Each year in Canada, approximately one third 
of healthy, community-dwelling older adults experience a fall 
(Registered Nurses Association of Ontario [RNAO] 2007). Falls 
in hospitals are almost three times this rate and account for up 
to 84% of all in-patient incidents (Halfon et al. 2001). There 
is compelling evidence, however, that falls can be prevented 
through timely risk detection and appropriate management. 
Numerous guidelines have emerged over the past decade 
outlining best practice for falls risk prevention and manage-
ment both within healthcare settings and in the community 
(American Geriatrics Society, British Geriatrics Society and 
American Academy of Orthopaedic Surgeons Panel on Falls 
Prevention 2001; RNAO 2007). Inherent within these guide-
lines is the need for strong inter-professional team collabora-
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tion and communication. Communication 
breakdown has long been cited as the leading 
cause of inadvertent patient harm, including 
falls (Joint Commission on Accreditation 
of Health Care Organizations 2004). All 
too frequently, however, communication is 
context or personality dependent and influ-
enced by a myriad of factors including gender, 
culture, profession and structured hierarchies 
within healthcare (Leonard et al. 2004).

The Toronto Rehabilitation Institute 
(Toronto Rehab), a large academic rehabilita-
tion and complex continuing care hospital, has 
embarked upon a novel patient safety strategy 
to improve team communication. In a pilot 
study, we adapted and implemented a struc-
tured communication tool – the Situation-
Background-Assessment-Recommendation 
(SBAR) process – for use in a rehabilitation 
setting, with promising results (Boaro et al. 
2010; Velji et al. 2008; see Figure 1 for the 
adapted SBAR tool). The SBAR tool is a situa-
tional briefing model that provides appropriate 
assertion, critical language and education to a 
safety issue (Leonard et al. 2004). While many 
organizations have implemented the SBAR 
tool, there is little evidence regarding its effec-
tiveness beyond the acute care environment 
and nurse-physician communication. The 
pilot study offered preliminary insights into 
how SBAR may be used and evaluated within 
an inter-professional rehabilitation team. 
This current study builds upon our previous 
work in three ways: it implements SBAR on 
two rehabilitation units with high falls rates; 
it focuses team communication around the 
high-priority issue of falls prevention and 
management; and evaluates processes and outcomes specific to 
patient safety culture, team communication, and falls incidence 
and severity.

Methods
This project had two phases: in phase one we implemented the 
adapted SBAR tool and in phase two we evaluated its processes 
and outcomes.

Phase One: Implementation of the Adapted  
SBAR Tool

Study teams
The geriatric and the musculoskeletal rehabilitation units were 

chosen for this study. Both units are similar in size, admit similar 
patient populations (older adults  with multiple co-morbidities) 
and have similar lengths of stay (ranging from 35 to 40 days). 
They are also comparable in terms of falls incidence. In the two 
years leading up to the study, falls on these units constituted 
43% of all reported falls in our organization (excluding long-
term care).

Participants
Clinical and non-clinical staff members and leaders of the 
geriatric rehabilitation (50/55) and musculoskeletal rehabili-
tation (35/50) units participated in this study. Participants 
included health professionals who deliver direct patient care 
(e.g., health disciplines, nurses and physicians), as well as support 

Figure 1. The adapted SBAR tool

Source: Toronto Rehabilitation Institute.
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staff who have a critical 
role within the unit (e.g., 
porters, housekeeping and 
volunteers). In both study 
groups, all health disci-
plines, physicians and 
unit leaders participated. 

education Sessions
The implementat ion 
of the SBAR process 
occurred over a six-month 
period. A series of three 
education workshops 
(a total of four hours) 
introduced staff to key 
elements of patient safety  
including communication 
breakdown in healthcare, 
a systems approach to 
safety culture, openness 
to reporting incidents 
and near misses and 
the use SBAR to facili-
tate communication. 
Role-playing using real-
life case examples related 
to falls risk assessment, 
prevention and manage-
ment was used to demon-
strate how SBAR may be 
implemented in clinical situations. These scenarios provided 
participants with powerful feedback in learning how to apply 
the tool.

Sustaining the use of SBar on the units
Our previous work supported using local champions to reinforce 
the use of SBAR during the implementation phase and beyond. 
We also used a series of reminder tools including pocket cards, 
posters, telephone prompts and educational binders that were 
located strategically throughout the units. A member of the 
research team or SBAR champion also attended weekly team 
rounds as a way to further reinforce the use of SBAR, and to 
understand the situations in which SBAR was being used (or 
not), with whom and in what context. 

Phase Two: Outcome and Process Evaluation of the 
Effectiveness of the Adapted SBAR Tool
The three main outcome measures of this study examined staff 
perceptions of patient safety culture, team effectiveness and 
falls incidence, including fall severity and near-miss reporting. 

Outcomes were measured using a pre-post test design, and data 
from the study teams are presented in aggregate form. The 
process evaluation involved a multimodal approach that aimed 
to better understand the context and uptake of SBAR on the 
two inter-professional teams.  

Staff Perceptions of Safety culture
Staff perceptions of patient safety culture were measured using 
the Hospital Survey on Patient Safety Culture (HSOPSC; Westat 
et al. 2004). The 43-item survey can be used to track changes 
in patient safety culture over time, as well as to evaluate the 
impact of patient safety interventions at both the organization 
and unit levels. The survey consists of 12 patient safety domains 
and has been found to be valid and reliable. All Toronto Rehab 
staff (n = 1,700) were sent the survey prior to the implementa-
tion of SBAR and approximately 12 months later. Response 
rates pre- and post-intervention were 31% (n = 520) and 33% 
(n = 569), respectively. The study teams had a response rate of 
87% (n = 74) pre-intervention and 69% (n = 59) post-inter-
vention. Surveys were analyzed using the “5% rule of thumb” as 
suggested by the survey authors; that is, results must be at least 

Table 1. Study teams pre- and post-intervention

Safety Dimension
Pre-intervention 

(%)
Post-

intervention (%)
Change 

(%)*
Critical Ratio 
Test (z >1.96)*

Overall Perceptions of Safety 38 59 20 4.43

Frequency of Events Reported 45 52 8 1.29

Manager Expectations 
Promoting Safety

77 82 5 1.11

Organizational Learning 72 85 14 3.04

Teamwork within Units 73 82 9 2.23

Communication Openness 42 54 13 2.33

Feedback and Communication 
about Error

52 67 15 2.70

Non-punitive Response to Error 39 51 13 2.31

Staffing 40 56 16 3.49

Management Support for 
Patient Safety

71 78 8 1.57

Teamwork across Hospital Units 63 79 17 3.82

Handoffs and Transitions 30 57 28 5.76

*Legend: Those results presented in shaded grey boxes are considered clinically improved (≥5%); in blue boxes are considered statistically improved

(z >1.96); and in yellow boxes represent no change.
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5% higher or lower to be considered clinically significant. We 
also tested for statistical significance within the study units, as 
well as compared with the rest of the hospital, which served as 
our control group.

Study teams Pre- and Post-intervention
Over the study period, the geriatric and musculoskeletal rehabil-
itation teams showed clinically meaningful change (using the 
5% rule of thumb) in all 12 safety dimensions of the HSOPSC. 
Many of these improvements were greater than 10% and ranged 
as high as 28% in the Handoffs and Transitions dimension, 

which is an area of emphasis for the organization. Nine of the 
12 safety dimensions were also statistically significant (Table 1). 

Study teams compared with the rest of the Hospital 
Pre- and Post-intervention
At baseline, the aggregated results for the study teams scored 
clinically lower than results for the rest of the hospital in 
nine of the 12 safety dimensions, and statistically lower in six 
dimensions (Table 2). Many of these dimensions were related 
to teamwork and communication. Post-intervention, inter-
vention units scored clinically higher in four safety dimen-

Table 2. Study teams compared with the rest of the hospital pre- and post-intervention

Pre-intervention* Post-intervention*

Safety Dimension

Study 
Units 
(%)

Rest of 
Hospital (%) Difference (%)

Critical 
Ratio Test 
(z >1.96)

Study 
Units 
(%)

Rest of 
Hospital 
(%)

Difference 
(%)

Critical 
Ratio Test 
(z >1.96)

Overall Perceptions of 
Safety

38 59 −21 6.60 59 63 −4 1.05

Frequency of Events 
Reported

45 53 −8 1.95 52 56 −4 0.69

Manager Expectations 
Promoting Safety

77 76 1 0.46 82 76 6 1.93

Organizational 
Learning

72 72 0 0.18 85 77 8 2.37

Teamwork within 
Units

73 79 −5 2.09 82 81 1 0.34

Communication 
Openness

42 58 −16 4.35 54 56 −2 0.39

Feedback and 
Communication about 
Error

52 62 −10 2.58 67 64 3 0.72

Non-punitive 
Response to Error

39 45 −6 1.77 51 48 3 0.71

Staffing 40 52 −12 3.64 56 52 4 0.91

Management Support 
for Patient Safety

71 76 −5 1.60 78 80 −2 0.47

Teamwork across 
Hospital Units

63 65 −2 0.68 79 67 12 3.41

Handoffs and 
Transitions

30 47 −17 4.90 57 51 6 1.62

*Legend: Those results presented in shaded grey boxes are considered clinically improved (≥5%); in blue boxes are considered statistically improved (z >1.96); in yellow boxes represent no change; in 

purple boxes are considered statistically worse; and in pink boxes are considered clinically worse (≤5%).
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sions: Manager Expectations Promoting Safety, Organization 
Learning – Continuous Improvement, Teamwork across Units 
and Handoffs and Transitions. Two of these dimensions were 
also statistically significant.

Table 3 examines these change scores in greater detail. It 
compares the changes within the study units and the control 
group pre- and post-intervention. While the organization 
showed some improvements in clinical (one dimension) and 
statistical scores (four dimensions), the study teams demon-
strated clinically significant change in 10 dimensions and statis-
tically significant change in nine. 

team orientation Scale
The Team Orientation Scale was administered to the study 
teams at baseline and following the implementation of SBAR. 
This scale measures team effectiveness and incorporates issues of 
team communication, team perspectives and valuing others, and 
is part of a larger questionnaire based on the cognitive-motiva-
tional survey by Millward and Purvis (1998). The survey and its 
domains have been found to be valid and reliable. Pre-and post-
implementation, the study teams showed significant change in 
four of the 10 items, including items that emphasized effective 

and agreed-upon methods of communication, and a belief that 
participants’ contributions were valued (Table 4).

Safety reporting
Falls incidence and severity, as well as near-miss reporting, were 
examined through our online reporting system. Severity ratings 
were categorized in four levels (no harm, minor, moderate and 
major) and tracked over an 18-month period, including the 
six months leading up to and following the study period. Both 
near-miss reporting and the number of major falls demonstrated 
an overall decreasing trend across both the organization and the 
study units. Conversely, total falls showed an increasing trend 
on the study teams. These data do not account for repeat fallers; 
nor do they consider whether falls increased on these units or if 
staff were simply reporting more incidents. Figure 2 shows the 
total number of major falls, or falls causing serious injury, on 
the two study team units rehabilitation units compared to the 
entire organization. 

Process evaluation: How was SBar used?
The aim of the process evaluation was to further explore the 
uptake (or not) of SBAR on the two inter-professional rehabili-

Table 3. Comparison in change scores within the study teams and the rest of the organization 

Pre-post Results for Study Team Pre-post Results for Rest of Hospital

Safety Dimension
Change 

(%)
Critical Ratio Test 

(z >1.96) Change (%)
Critical Ratio Test 

(z >1.96)

Overall Perceptions of Safety 17 4.43 4 1.98

Frequency of Events Reported 4 1.29 3 1.50

Manager Expectations Promoting Safety 5 1.11 0 0.17

Organizational Learning 8 3.04 5 2.39

Teamwork within Units 6 2.23 3 1.43

Communication Openness 15 2.33 −2 0.61

Feedback and Communication about Error 13 2.70 2 0.88

Non-punitive Response to Error 9 2.31 3 1.19

Staffing 16 3.49 0 0.39

Management Support for Patient Safety 3 1.57 4 2.69

Teamwork across Hospital Units 14 3.82 2 1.28

Handoffs and Transitions 23 5.76 4 2.04

* Legend: Those results presented in shaded grey boxes were considered clinically improved (≥5%); in blue boxes were considered statistically improved (z >1.96); and in yellow boxes represent no 

change.  
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tation teams and to provide additional contextual understanding 
of our results. To do this, we conducted brief one-on-one inter-
views with all participants mid-way through the study. We 
also held focus groups (n = 18) on each of the study units at 
the end of the implementation period. Each focus group was 
conducted by two experienced moderators and was audiotaped 
and transcribed verbatim. These groups provided us with an in 
depth understanding of the enablers of and barriers to using 
structured communication on inter-professional teams. For 
example, at the beginning of the study participants regularly 
said to us, “We are good communicators. Why do we need 
SBAR? We do this already!” At the end of the study, however, 
this notion had changed. Many participants expressed that 
while they were able to provide the situation and background 
of an issue; they only sometimes offered their assessment and 
rarely made a recommendation.

Three main themes emerged from this evaluation. First, 
staff used SBAR to communicate falls prevention and manage-
ment; but they also used the tool in a variety of other clinical 

and non-clinical contexts, for example, as a debriefing tool and 
to discuss changes in team processes. Second, participants used 
SBAR in situations that they perceived to be sensitive or hierar-
chical in nature (e.g., when approaching their manager or during 
conflict resolution). And third, staff used the tool in urgent situa-
tions (e.g., changes in a patient’s health status); but they also 
used it in a variety non-urgent situations, including changes in a 
patient’s treatment plan and during transitions in care.  

Recommendations for the Adoption of SBAR 
in Other Clinical Settings 
Results from this study suggest that SBAR was widely and effec-
tively used by inter-professional rehabilitation teams as part of 
a broader program of safety activities. In particular, we have 
seen compelling changes in staff perceptions of safety culture, as 
well as effective team processes and communication. Based on 
experiences with both our pilot and expanded studies, we offer 
the following recommendations to other organizations consid-
ering adopting structured communication tools:

Table 4. Team Orientation Scale pre- and post-intervention

Item
Pre-intervention 

(% Agree)

Post-
intervention 

(% Agree) Change (%)
Critical Ratio 
Test (z >1.96)

1. Team members act upon the information I communicate to them. 74 83 9 1.00

2. I am able to communicate effectively with team members. 74 91 17 2.12

3. This team has agreed methods for communication. 40 79 39 4.16

4. Communication between team members is unclear. 37 69 32 3.33

5. I regularly communicate with other members of the team. 96 94 −2 −0.04

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

96 96 0 −0.38

7. All team members’ perspectives are important. 100 96 −4 0.95

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

82 87 5 0.49

9. I believe other team members value my contribution to our work. 78 93 15 1.97

10. Each team member plays a valuable role within the team. 95 96 1 0.003

*Legend: Those results presented in blue boxes were considered statistically improved (z >1.96); and in yellow boxes represent no change.
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• Sustain the momentum. SBAR champions emerged 
naturally from the study teams and were an effective means 
to reinforce, encourage and model the use of SBAR. We 
also included clinical and support staff in both phases of the 
study, which made the SBAR process relevant to the entire 
rehabilitation unit and additionally recognized the key role 
that support staff play in patient safety within the organiza-
tion. Finally, we found that reminder tools, such as telephone 
prompts and pocket cards were useful and widely utilized. 

• Recognize the diversity of the SBAR conversation. We 
asked teams to structure their SBAR conversations around 
communicating the issue of falls risk and management (e.g., 
SBAR to communicate falls risk assessment, as a handoff 
mechanism at shift change to discuss falls issues or as a 
post-falls debriefing tool); however, staff also used the tool 
in a multitude of other urgent and non-urgent situations. 
Whatever the context, SBAR was not used randomly − staff 
consistently used the tool for what they perceived to be sensi-
tive or hierarchical issues.

• Consider the value of context-dependent and relevant 
case examples to reinforce the value of SBAR during 
education sessions. We developed role-playing scenarios 
from clinical situations that were meaningful to the study 
teams, as an effective means to practise the SBAR process. We 
also built in evaluative and tracking mechanisms throughout 

the implementation phase 
that reinforced an itera-
tive “learning-in-action” 
approach. This allowed us 
to refine the tool and our 
processes.
•  Cons ider  imple -
ment ing  SBAR in 
clinical environments 
with teams that may be 
underperforming. We 
implemented SBAR onto 
two teams with a high falls 
incidence. Implementing 
change initiatives, even 
pilot studies, on high-
performing teams may be 
a lost opportunity. Staff 
found the tool useful in 
helping to communicate 
relevant and succinct 
information and to “close 
the loop” by providing 
recommendations and 
accountab i l i t i e s  fo r 
action. 

• Use our implementation tool kit. From our previous work, 
we developed an implementation tool kit for enhanced 
uptake of SBAR in other healthcare settings. This tool kit 
is currently in its second edition (Trentham et al. 2010) 
and includes a video DVD showing SBAR in action. The 
DVD uses falls prevention and management as a platform 
to highlight inter-professional team communication in 
two different scenarios: during team rounds and between 
two clinicians on the nursing unit. Each of these scenarios 
demonstrate both ineffective and effective team communica-
tion. The accompanying facilitator’s guide emphasizes key 
teaching moments for educators to consider when SBAR 
education sessions. The tool kit and DVD are available free 
of charge at www.torontorehab.com/SBAR.

Study Limitations
We used falls incidence and near-miss reporting as well as 
severity of falls as proxy measures for safety. While near-miss 
and total major falls showed a decreasing trend, total falls on 
the study units increased. It does not seem that SBAR had a 
significant impact on these measures for a few reasons. First, 
the data may be trended across a time frame that is too short to 
determine accurate results and may therefore be inconclusive. 
Second, the nature of rehabilitation is to push patients to the 
limits of their abilities in order to maximize function. In this 

Figure 2. Total number of major falls reported

GR = geriatric rehabilitation; MSK = musculoskeletal rehabilitation.
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way, the risk of falls and other events are an inherent part of 
the rehabilitation process.

We cannot attribute changes in safety reporting and percep-
tions of patient safety solely to this study; instead, these changes 
should be considered within the context of a range of patient 
safety initiatives at Toronto Rehab. For example, new initiatives 
regarding leader engagement, upgrades to our online reporting 
system and a corporate-wide falls best practice initiative have 
all increased awareness of safety and incident reporting across 
the organization. 

We used the 5% rule of thumb to suggest clinically signifi-
cant change in the HSOPSC; however, this guideline was 
meant to be used with large sample sizes. We chose to aggregate 
the study results for a number of reasons, including statistical 
power. It would also be interesting to look at the study units 
individually with the specific purpose of sharing key learnings 
across our organization. 

The adapted SBAR process is an 
effective way to communicate urgent 
and non-urgent safety issues and has the 
potential to be widely used among inter-
professional teams.

Conclusions
The purpose of this study was to implement and evaluate the 
adapted SBAR tool for use on two inter-professional rehabilita-
tion teams for the specific priority issue of falls prevention and 
management. Issues of patient safety and communication have 
been studied in the literature, but usually from the perspective 
of acute care and involving nurse-physician communication. 
This study contributes to the literature in patient safety  by 
examining the influence that strong inter-professional team 
collaboration and communication can have on falls prevention 
and management in rehabilitation.  These results suggest that 
the adapted SBAR process is an effective way to communicate 
urgent and non-urgent safety issues and has the potential to be 
widely used among inter-professional teams. Our next steps are 
to consider SBAR as one of our organizational best practices and 
as part of “how we do business”. While SBAR has been adapted 
for use within our setting, it is one of a number of structured 
team communication tools. Our hope is that these learnings 
are transferable to other healthcare settings, settings that also 
recognize the importance (and challenges) of communicating 
in inter-professional teams.  
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