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CHAPTER 1

Introduction

Intimidating Conversations
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You are working the night shift and it is 3 a.m. Your patient has just I

put on the call light and is complaining of shortness of breath. You |

freeze. You think to yourself, “This can't be happening. She was I
fine an hour ago. I've only been a nurse a few weeks. What is

wrong with my patient? What should I do first? Did I do something :

wrong to cause this? Should I ask for help? Oh man, the doctor is I

going to be so mad at me when I call; they're definitely sleeping. |

What am [ going to say first? What are they going to want to know?” |

Does this situation sound familiar to you? As a new nurse, you I

may not feel confident in your ability to handle this situation and I

can become nervous about the upcoming conversation with the I

provider. You are not alone. I
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Differences in Communication Styles

Typically, nurses and providers communicate differently. As you
are reading this guide, this statement should not come as a sur-
prise. Nurses tend to be more narrative and descriptive, whereas
providers prefer a bulleted, to-the-point description of a patient’s
condition. In so many situations, time is of the essence, and while
attempting to be expedient, information can be lost in the process.
Differences in communication styles can lead to strained inter-
professional relationships, causing nurses to avoid contact with
providers, and conversely, providers dreading their phone calls. It
is a frustrating situation, but can be especially difficult for newer
nurses, because they often lack confidence and may be unpre-
pared to collect essential data about an acute clinical situation.
Ineffective communication among medical professionals is
a leading contributor to adverse medical events, errors, and pa-
tient death. It can also lead to increased length of hospital stay,
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diminished nurse and provider job satisfaction, and higher health
care costs. Improving patient safety is a top priority, and a key
component to addressing this issue is improving communication
among caregivers.

How Do We Fix This?
The World Health Organization, The Joint Commission, and

the Institute for Healthcare Improvement recommend using the
SBAR communication tool to create a common language among
all caregivers. SBAR can be used by anyone, but it is most widely
used and initiated by nurses.

SBAR stands for:

Situation: Why are you calling the provider?

Background: What background information is pertinent to
the situation?

Assessment: What do you think is wrong with the patient?

Recommendation: What is your recommendation regarding
the patient’s care, or what do you need from the provider?

SBAR was originally created by the United States military and
was then adopted and developed by Kaiser Permanente to encour-
age standardized communication in the medical environment. It
can be used in a variety of settings, including inpatient, rehabili-
tation, and long-term care. Studies examining the effectiveness of
SBAR have found that it improves the perception of communica-
tion between nurses and providers; creates a safer environment;
and reduces medical errors, incident reports, re-hospitalizations,
and unexpected deaths. Using SBAR can reduce anxiety and allow
the nurse to better prepare for the conversation with the provider
and, accordingly, help to eliminate unnecessary or incomplete nar-
ration. The use of SBAR allows the nurse to deliver a thorough,
concise report, which gives the provider enough information to
ask additional meaningful and deliberate questions in order to
develop a comprehensive plan of care. SBAR requires the nurse
to critically think and use their clinical judgment in order to be a
part of the decision-making process.
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Why Aren't We Doing This Already?

Even though the use of SBAR has been shown to be effective, it is
not always utilized in actual patient care settings unless required

by the employer. Nursing programs are beginning to embed
SBAR communication techniques into their curriculum, but it is
not consistent nationwide. Another obstacle to the wider use of
this communication tool is that there are many variations of SBAR;
the most up-to-date variation is ISBARR, which adds Introduction
and Read Back Order components. Giving the provider a profes-
sional introduction and reading back the given orders have been
found to be simple, yet critical, strategies to improve communi-
cation within the standard SBAR model.

The ISBARR examples currently available may vary by author
and do not usually provide specific descriptions for different clini-
cal situations. While the concept of ISBARR is simple and easy
to understand, the undertaking of the assessment that provides

skill, novice nurses can have difficultly recognizing a patient’s de-
cline, formulating an action plan, and collecting the pertinent data
needed to make the ISBARR report complete. I-S-A-V-E-P-L-A-N
is an acronym that can be used to fill in the different components
of the ISBARR tool.

[-S-A-V-E-P-L-A-N stands for:

Introduction: Introduce yourself and the patient.

Sign/Symptom: What is the main sign/symptom you are
concerned about?

Associated Signs/Symptoms: What other associated signs/
symptoms is the patient experiencing?

Vitals: What is the most recent set of vital signs (and trends
if applicable)?

Exam: What are the pertinent physical exam findings you
have assessed?

Past Medical History: What past medical history elements
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Labs and Medication: What labs and medication may be

affecting the current situation?

Assessment: What do you think is wrong with the patient?

Nursing Recommendations, Interventions, and Read

Back: What nursing interventions have you implemented
so far? What interventions are you recommending for the
situation? What other interventions does the provider want
done? Any orders given by the provider should be read back
to the provider to verify.

[-S-A-V-E-P-L-A-N can be used to ensure that you are gathering
all the pertinent data regarding the patient’s issue before calling
the provider. It was developed by the author from The Guidelines
for SBAR Use by Kaiser Permanente. The complete ISBARR tem-

plate is described below.

How Do You Use the Rest of This Book?
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I The next 29 chapters provide common clinical signs/symptoms
that you might encounter as a nurse. You may not need to use all
I Y 8 y
I the information from the chapter for the ISBARR, and it will not
| replace clinical judgment or your institution’s policies, but you will
| know the information if the provider asks, and it will help prompt
I questions during the conversation.
The chapters are meant to guide you through the complaint,
I ensure that you are collecting comprehensive information that the
rovider may need, and organize it utilizing the ormat.
! provider may need, and organize it utilizing the ISBARR f
ach chapter has the following: a brief overview of the sign/symp-
| Each chapter has the following: a brief f the sign/symp
tom; a description of differentials for the sign/symptom; questions
I d f diff Is for th / t
I you should ask your patient, family member, witness, or yourself;
I the physical exams that should be completed; and the past medical
I history (including medications and labs) that should be assessed.
I The chapters also provide evidence-based nursing interventions
| that can be initiated before (or while) you call the provider and
: plan-of-care recommendations to discuss with the provider.
I As a reference, an example of an ISBARR conversation is
given for the sign/symptom at the end of each chapter, along with
| 8 gn/symp P 8
|
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ISBARR Template

1 Introduce Yourself and the Patient

Patient name/room number/location
Brief HPI if the provider is not familiar with
the patient

CODE status (if applicable)

Introduction

S Sign/Symptom You Are Concerned About
Situation - Brief description of the sign/symptom you
are concerned about and why you are
calling

Associated Signs/Symptoms
All associated signs/symptoms the patient is
experiencing

B Vitals
Background - Blood pressure (orthostatic if applicable),
pulse, respiratory rate, O, sat, and
temperature
Exam

Past Medical History
Past medical history that may be related to
the sign/symptom
Labs and Medications
Recent labs that may be related to the
sign/symptom
Date/time the lab was done
Trends of the lab (if available)
Medications that may be contributing or
used to treat the sign/symptom
Know the times they were last taken

A Assessment
Assessment - What do you think is wrong with the patient,
or what are you concerned about?
Let the provider know if you are unsure
what is wrong.
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ISBARR Template
R Nurse’s Recommendations, Interventions,
Recommendation and Read Back
R + What nursing interventions have already been
Read Back done or are in progress
Give order recommendations to the provider
(if appropriate)

Make the provider aware if you want them
to assess the patient STAT
Ask what other orders the provider wants
Read back orders and ask the provider to put
the orders in the electronic medical record (if
available)

a brief overview of select common or emergent differentials (for
the sign/symptom) and how they may present. It is the provider’s
job to determine the diagnosis and plan of care; however, it is
important that the nurse is able to develop an idea of what may
be causing the patient’s issue. It is also important to remember
that nothing in medicine is exact and that presentations of each
disease can vary with every patient.
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