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ABSTRACT

Nursing handover is a process for transferring patient health information from one shift to
another shift so that patient care continues. The purpose of this developmental study was to improve
the quality of nursing handover in the Cardiothoracic Intensive Care Unit at Buddhachinaraj
Phitsanulok Hospital using the FOCUS-PDCA continuous quality improvement process. The process
consisted of nine steps: find a process to improve; organize a team that knows the process; clarify
current knowledge of the process; understand causes of process variation; select the process
improvement; plan the improvement; do the improvement; check the results and act to hold the gain
and continue improvement (Deming, 1993, as cited in McLaughlin & Kaluzny, 1999). The study
population included 14 registered nurses. The research instruments were an interview guideline, an
observation checklist regarding the practice of nursing handover and incident report record. Data were

analyzed using descriptive statistics and content analysis.

Results revealed that after using the FOCUS-PDCA continuous quality improvement process
and SBAR method for communication, registered nurses could completely and correctly perform
more than 80% of nursing handover protocol. There was no incident from the nursing handover and
nurses had a high satisfaction level of 64.29% for the handover protocol. There were many barriers

and suggestions regarding the nursing handover process, such as registered nurses were unfamiliar



with handover forms. So there should be continuous communication about the SBAR method of the

nursing handover protocol.

The results of this study showed that the nursing handover protocol developed can be used
effectively, and is beneficial for good patient outcomes. Administrators can apply this protocol to

improve the quality of nursing handover to other departments.



