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This scoping review examines the structured communication frameworks and 
evaluation approaches used in nursing handovers and identifies implications for 
future rubric development. Following the Joanna Briggs Institute guidelines and 
the PRISMA-ScR checklist, PubMed, EMBASE, and CINAHL databases were searched 
for peer-reviewed English-language studies on the development, adaptation, or 
validation of structured nursing handover tools. Sixty-five studies met the inclusion 
criteria. The evidence base was concentrated in high-income countries, particularly 
the United States and Australia (45/65, 69.2%); only one study addressed the 
educational context. Among structured frameworks, SBAR-based tools were the 
most common, although local modifications were frequent. Mnemonic-based and 
checklist- or minimum-data-set-driven tools were equally common (27/65, 41.5% 
each), with setting-specific variations. Emergency department studies favored 
mnemonic tools, whereas intensive care settings more often used checklist-driven 
formats. Among the 50 studies reporting evaluation or validation strategies, pre-
post outcome evaluations and user feedback or usability assessments were the 
most common (35/50, 70% each). Outcome assessments focused on process 
indicators, including documentation completeness or checklist adherence (27/65, 
41.5%) and safety-related process checks (24/65, 36.9%), whereas interaction 
quality (3/65, 4.6%) and patient-level outcomes were scarce. The findings suggest 
that future handover assessments should prioritize context-sensitive, evidence-
informed rubric development, with stronger psychometric validation and broader 
evaluation of communication quality and patient outcomes.
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INTRODUCTION

Communication failures are cited as a major cause of significant adverse 

medical events, indicating that effective communication is essential for 

ensuring patient safety [1]. The nursing handover process is a high-risk 

procedure prone to errors and information loss, particularly during shift 
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changes [2]. Omissions in information transfer 

during handovers can lead to serious medical errors 

[2], and this risk may be particularly salient for new-

ly graduated or novice nurses with limited clinical 

experience [3]. Research indicates that newly gradu-

ated nurses often experience difficulties in perform-

ing handovers and tend to convey information un-

systematically and inefficiently [3]. Substantial stress 

and anxiety during handovers have also been report-

ed, which may further compromise communication 

quality [3,4]. Although handovers may be addressed 

in educational settings, the evidence cited here per-

tains primarily to novice nurses rather than to rou-

tine independent handovers performed by nursing 

students in clinical practice [3].

Structured communication tools have been intro-

duced to mitigate these handover risks [5]. Situation, 

Background, Assessment, and Recommendation 

(SBAR) is the most widely used nursing handover 

framework [5,6]. However, structured nursing han-

dovers should not be understood as synonymous 

with SBAR. Other structured frameworks described 

in the handover literature include Introduction, Situ-

ation, Background, Assessment, Recommendation 

(ISBAR); Identify, Situation, Observations, Back-

ground, Agreed plan, Read back (iSoBAR); Illness 

severity, Patient summary, Action list, Situation 

awareness and contingency planning, and Synthesis 

by receiver (I-PASS); Introduction, Story, History, 

Assessment, Plan, Error prevention, and Dialogue 

(ISHAPED); and Identification, Clinical history/pre-

sentation, Clinical status, Care plan, and Outcomes/

goals of care (ICCCO) [7–11]. Thus, SBAR is better 

understood as a widely disseminated reference frame-

work than as the sole model for structured hando-

vers. Narrative and systematic reviews suggest that 

SBAR implementation may improve communication 

processes and prevent some error-related outcomes 

in certain settings. However, the magnitude and con-

sistency of these effects remain uncertain [6,12]. 

More broadly, the literature indicates that structured 

handover frameworks are frequently adapted, com-

bined with checklists or minimum datasets (MDS), 

and reconfigured to fit the local workflow, patient 

acuity, and team composition [12–14]. Various stud-

ies have confirmed that SBAR is not a one-size-fits-all 

solution. The clinical field is highly diverse, encom-

passing environments such as emergency departments 

(EDs), where rapidity is critical; intensive care units 

(ICUs), which are characterized by high case com-

plexity; and general wards, which are comparatively 

stable. Each of these distinct clinical settings has 

unique requirements regarding the information and 

delivery methods used during handovers. Thus, a 

uniform SBAR template cannot perfectly satisfy the 

demands faced in all these contexts [15]. For exam-

ple, in EDs, patient conditions change rapidly, poten-

tially leaving insufficient time to detail every SBAR 

item. Conversely, in ICUs, the complex problems of 

critically ill patients may not be adequately captured 

by SBAR’s simplified structure [12]. A previous study 

observed that healthcare staff did not strictly adhere 

to the SBAR structure in actual ICU handovers. For 

example, the “Recommendation” component was 

omitted in approximately half of the cases, and the 

actual handover content often deviated from the 
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SBAR sequence [6]. This suggests that the simplified 

SBAR framework may not align with clinical realities 

in complex situations involving critically ill patients, 

thereby leading staff to modify the sequence or omit 

elements based on perceived necessity. Ultimately, 

the uniform application of SBAR has inherent limita-

tions owing to different clinical settings that focus on 

different types of information and have varying pri-

orities during handovers. Moreover, even after such 

structured tools were introduced, studies have noted 

a lack of consistency and significant variability in 

their practical applications [13]. This implies that de-

spite the availability of a structured tool, variations in 

interpretation and utilization among users risk un-

dermining its intended effectiveness.

Furthermore, handover tools such as SBAR have 

been found to have intrinsic limitations [15,16]. The 

first is insufficient reliability and validity verification. 

Whether the various handover checklists and assess-

ment tools currently used in clinical practice can 

consistently (reliably) and accurately (validly) mea-

sure communication quality has not been systemati-

cally verified. Some studies have highlighted the lack 

of a standardized tool for evaluating the quality of 

shift handovers, making it difficult for hospitals to 

objectively ensure the handover competency of nurs-

es and other healthcare staff [17–19]. Consequently, 

if handover education and evaluations are conducted 

using unverified tools, the results lack credibility, 

making the true effectiveness of educational inter-

ventions difficult to gauge. The second problem is 

content non-standardization. No consensus has been 

reached regarding the specific information that each 

SBAR component (S, B, A, and R) must include, 

leading to variations in teaching content across edu-

cational settings and potentially resulting in subjec-

tive evaluation criteria. For example, interpretations 

of SBAR vary widely, with some educators instruct-

ing learners to include the patient’s entire medical 

history under “Background,” whereas others advise 

mentioning only core information. Such discrepancies 

lead to a lack of consistency in handover education 

and undermine the objectivity of assessments. This 

lack of consensus on handover formats and essential 

content has been identified as one cause of poor han-

dover quality [20], which complicates the develop-

ment of standardized educational programs. Overall, 

the handover tools currently in widespread use have 

often not undergone sufficiently rigorous verification 

and lack an agreed-upon standard for essential con-

tent [17,20]. These limitations present significant 

challenges for their use in education and evaluation. 

Therefore, a literature review is required to identify 

the core elements necessary to develop a reliable, val-

id, and clinically relevant assessment rubric capable 

of measuring nursing handover competency. 

Accordingly, the purpose of this study is to map 

the landscape of structured communication frame-

works and evaluation instruments used for nursing 

handovers. This review aims to synthesize the recur-

ring communication domains and core items across 

structured tools, identify the evaluation criteria and 

performance indicators used to assess handover 

quality, and examine the extent of psychometric evi-

dence reported across various clinical and education-

al settings. Through this analysis, this review is in-
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tended to inform the development of an evidence- 

informed evaluation rubric tailored to diverse contexts.

METHODS 

1. Study design

This study employed a scoping review methodol-

ogy in accordance with the Joanna Briggs Institute 

(JBI) guidelines for scoping reviews specifically de-

signed to map the breadth and nature of available ev-

idence rather than produce effect estimates. Report-

ing followed the Preferred Reporting Items for 

Systematic Reviews and Meta-Analyses extension for 

Scoping Reviews (PRISMA-ScR) checklist [21], 

thereby ensuring methodological transparency and 

replicability.

2. Eligibility criteria

The eligibility criteria for study selection were es-

tablished following the Population–Concept–Con-

text (PCC) framework recommended by the JBI for 

scoping reviews [22]. The population included stud-

ies specifically involving nurses, registered nurses, 

nurse practitioners, and nursing students. This con-

cept focuses on studies that have developed, refined, 

or adapted structured communication tools for nurs-

ing handovers. A study qualified as having a tool de-

velopment component if it reported at least one ex-

plicit developmental activity, such as de novo item 

generation, modification of the content or structure 

of an existing framework, creation of a checklist or 

template, stakeholder or expert review, pilot refine-

ment, or content/psychometric validation, linked to 

a newly developed or adapted tool. Studies that solely 

implemented existing tools without modifying the 

content or structure or that evaluated educational 

programs or communication training without such 

developmental activities were excluded. The context 

referred to clinical handover situations in hospital 

settings, including EDs, ICUs, and general wards. 

Studies were included if they developed or adapted 

and validated evaluation tools for structured hando-

ver communication, were published in peer-re-

viewed English-language journals, and were con-

ducted in hospital-based clinical or educational 

settings. Studies were excluded if they involved 

non-nursing populations or were editorials, com-

mentaries, conference abstracts, or non-peer-re-

viewed publications.

3. Search strategy

A comprehensive literature search was conducted 

using the PubMed, EMBASE, and CINAHL databas-

es. Search terms were derived from the PCC frame-

work and included combinations of keywords and 

MeSH terms related to “nurse,” “handover,” and 

“tools.” An initial limited search of PubMed was con-

ducted to identify relevant keywords and index 

terms, which informed the full search strategy that 

was subsequently applied across PubMed, EMBASE, 

and CINAHL. The search strategy was then adapted 

for each database and peer-reviewed by a profession-

al librarian to ensure accuracy, completeness, and 

consistency with the indexing standards of each da-

tabase. Examples of these search terms are provided 

in Appendix 1. 
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The searches were prospectively limited to En-

glish-language publications and not restricted by 

publication year. This language boundary was estab-

lished a priori to maintain a reproducible and consis-

tently applicable eligibility framework across the se-

lected databases. Manual searches of the reference 

lists of the included studies were conducted to ensure 

completeness. The final search was completed on 

August 4, 2025.

4. Study selection

Duplicate records were removed after the data-

base search. Before formal screening, two reviewers 

independently piloted a random sample of records to 

calibrate the eligibility criteria. Screening proceeded 

once at least 75% agreement was achieved, in line 

with published scoping review guidance [23]. Two 

reviewers independently screened the titles and ab-

stracts of all retrieved records to identify studies that 

met the inclusion criteria. The full texts of potentially 

relevant records were then reviewed in detail to con-

firm their eligibility. Two reviewers independently 

conducted all subsequent evaluations. In cases of 

disagreement, resolution was achieved through dis-

cussion, and when consensus could not be reached, a 

third reviewer provided the final adjudication.

5. Data extraction

The data extraction for this scoping review was 

conducted based on the charting process recom-

mended by the JBI. Two reviewers independently 

performed the initial data extraction for all selected 

studies. Any discrepancies were resolved by consen-

sus. When an agreement could not be reached, a 

third reviewer was consulted for final arbitration. 

The data extraction form was specifically designed 

and pilot-tested to align with the research objectives. 

Data extraction was iterative, and the charting form 

was refined as necessary during the initial phase to 

ensure accuracy and completeness. Additional data 

categories were incorporated as new themes or 

methodological characteristics emerged, and all revi-

sions to the charting form were documented to 

maintain transparency. Data were extracted from the 

following key domains: general characteristics, de-

velopment-related information, tool characteristics 

and implementation, and evaluation and assessment.

1) General characteristics

General characteristics included the author, pub-

lication year, country, study design and objectives, 

target population, setting including clinical specialty, 

and handover context (e.g., intra-unit, inter-unit, and 

step-up/step-down transfers). 

2) Development-related information 

Development-related information included the 

methodological approach used to design or adapt the 

structured communication tool, including whether 

the study employed a quality improvement (QI) ap-

proach, the use of improvement models (e.g., Plan-

Do-Study-Act [PDSA], Plan-Do-Check-Act [PDCA], 

and Lewin’s Change Model), and specific develop-

mental methods, such as field observations, inter-

views or focus groups, expert review processes, and 

content analysis. Data on the roles and composition 
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of the individuals involved in tool development were 

also collected.

3) Tool characteristics 

Tool characteristics and implementation included 

classifying structured communication tools into pre-

defined categories: mnemonic-based tools (e.g., 

SBAR, ISBAR, iSoBAR, I-PASS, ISHAPED, and IC-

CCO), checklist-driven or MDS tools, electronic 

health record (EHR)-integrated or digital templates, 

and guideline- or framework-derived tools. A hierar-

chical decision rule was implemented to ensure a re-

producible classification of “hybrid” tools, in which 

any tool integrated into a digital system was priori-

tized as “EHR-integrated/digital” to emphasize the 

technological delivery context. The categories for 

non-digital tools were determined based on the pri-

mary structural format (mnemonic vs. checklist). For 

each tool, data were extracted on its name, intended 

purpose, core content components, and the clinical 

or educational context in which it was implemented.

4) Tool evaluation and assessment

The evaluation and assessment data encompassed 

all indicators used in the included studies to examine 

tool performance or usability. The extracted infor-

mation included pre–post outcome assessments, user 

feedback or usability findings, compliance or adher-

ence measures, satisfaction survey results, workflow 

or process-mapping outcomes, and any expert rat-

ings or agreement indices reported during tool devel-

opment or refinement. Regarding assessment, data 

were extracted for the systematic verification of a 

tool’s reliability and validity, which were defined as 

psychometric evidence. Psychometric evidence in-

cludes content validity processes (e.g., Delphi meth-

ods, content validity index [CVI], or content validity 

ratio [CVR]), reliability testing (e.g., internal consis-

tency and inter-rater reliability), and construct valid-

ity (e.g., exploratory or confirmatory factor analysis). 

RESULTS

Database searches yielded 2,076 records. After re-

moving 836 duplicate records, 1,240 unique records 

were screened. Titles and abstracts were independent-

ly assessed, and 221 articles were selected for full-text 

review. Of these, 160 articles were excluded because 

of an incorrect population (n=56), not being a tool 

development and validation study (n=66), no validity 

or reliability assessment (n=2), secondary use of ex-

isting tools without new validation (n=7), and ab-

stract-only or unavailable full texts (n=29). Four ad-

ditional records were retrieved through a manual 

search. Ultimately, 65 studies met all eligibility criteria 

and were included in the scoping review (Figure 1).

1. General characteristics of the selected literature

Across the 65 included studies, the general char-

acteristics revealed a geographically diverse but 

high-income country–weighted evidence base, with 

the United States (n=30, 46.1%) and Australia (n=15, 

23.1%) contributing the largest proportion. The in-

cluded studies were published continuously over the 

past two decades, with a recent marked increase. 

Over one-third of the studies (n=26, 40.0%) were 
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published between 2021 and 2025, indicating grow-

ing research interest and an accelerating trend in the 

development and evaluation of handover tools in 

contemporary clinical practice. Nurses were the pri-

mary target population in most studies (n=45, 

69.2%). Fewer studies involved nursing students 

(n=1, 1.5%) or both caregivers and nurses (n=1, 

1.5%; Table 1). Consistent with this, 64 studies 

(98.5%) were classified as clinical, whereas only 1 

(1.5%) was categorized as educational (Table 2). The 

largest proportion of studies did not specify a spe-

cialty (n=22, 33.8%). Among the studies that did re-

port a specialty, pediatric settings were the most com-

mon (n=5, 7.7%), followed by emergency medicine 

(EM) (n=5, 7.7%), obstetrics and gynecology (n=3, 

4.7%), and gastroenterology (n=3, 4.7%; Table 1). 

Regarding handover type, approximately one-

third of the studies involved inter-unit handovers 

(n=20; 30.7%). Among the inter-unit handovers, 

step-up handovers, including ED to ICU, operating 

room (OR) to ICU, and ICU to OR, were reported in 

three studies (15.0%). Step-down handovers, such as 

ICU to ward or OR to post-anesthesia care unit, were 

reported in 12 studies (60.0%). Lateral transfers, in-

cluding ICU-to-ICU transitions, were identified in 

five studies (25.0%). Among the intra-unit handover 

studies, 18 (40.0%) described tools developed for 

general, hospital-wide, or multi-unit use, and 10 

(22.2%) focused on handover tools designed for sin-

gle-ward environments. Some handover tools were 

developed for use in specialized clinical environ-

ments, including ICUs (n=11, 24.4%), PERIOP set-

Figure 1. PRISMA-ScR flow chart. PRISMA-ScR, Preferred Reporting Items for Systematic Reviews and Meta-Analyses extension 
for Scoping Reviews.
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tings (n=2, 4.4%), EDs (n=3, 6.7%), and ORs (n=1, 

2.2%; Figure 2). 

2. Development approach

QI projects accounted for 31 of the 65 included 

studies (47.7%), several of which used improvement 

models and theoretical frameworks. The PDSA/

PDCA cycle was the most frequently applied (8 of 31 

studies, 25.8%), followed by Lewin’s Change Model 

(3 of 31 studies, 9.7%; Supplement 1).

Figures 3A, 3B outline the various development 

methods organized into distinct categories. Across 

the 65 studies, the mean number of development 

methods used per study was 2.09. The most fre-

quently applied method was field observations 

(n=44, 67.7%), followed by interviews/focus groups 

(n=28, 43.1%), expert panel reviews (n=18, 27.7%), 

and thematic/content analysis (n=16, 24.6%). The 

utilization of specific methods varied between QI 

and non-QI studies. QI studies relied most heavily 

on field observations (n=27 of 31, 87.1%) and inter-

views and focus groups (n=9 of 31 studies, 29.0%). 

Non-QI studies employed interviews and focus 

groups more often (n=19 of 34 studies, 55.9%), fol-

lowed by field observations (n=17 of 34 studies, 

Table 1. Summary of general characteristics (N=65)

Characteristics n (%)

Country

Australia 15 (23.1)

Belgium 1 (1.5)

Brazil 1 (1.5)

Canada 1 (1.5)

China 3 (4.6)

Colombia 1 (1.5)

India 1 (1.5)

Iran 1 (1.5)

Israel 2 (3.1)

Italy 1 (1.5)

The Netherlands 1 (1.5)

New Zealand 1 (1.5)

South Africa 1 (1.5)

South Korea 1 (1.5)

UK 3 (4.6)

USA 30 (46.1)

Multiple 1 (1.5)

Years

2006–2010 8 (12.3)

2011–2015 13 (20.0)

2016–2020 18 (27.7)

2021–2025 26 (40.0)

Target population

Nurse 45 (69.2)

Nursing students 1 (1.5)

Caregivers & nurse 1 (1.5)

Multidisciplinary team 18 (27.7)

Setting

Cardiology 1 (1.5)

Emergency medicine 5 (7.7)

Geriatrics 1 (1.5)

Gastroenterology 3 (4.7)

Internal medicine 1 (1.5)

Neurology 2 (3.1)

Obstetrics and gynecology 3 (4.7)

Palliative care medicine 1 (1.5)

Pediatrics 5 (7.7)

Psychiatry 1 (1.5)

Nephrology 1 (1.5)

Multiple specialties 19 (29.3)

Not specified 22 (33.8)

Figure 2. Distribution of handover settings across included 
studies.
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50.0%), expert panel ratings (n=11 of 34 studies, 

32.4%), and thematic content analysis (n=10 of 34 

studies, 29.4%; Supplement 2). Patterns also varied 

by setting. The use of field observations and inter-

views/focus groups was consistent across settings, in-

dicating that these approaches were dominant across 

clinical environments.

3. Evaluation and validation outcomes

Among the 65 studies, 25 (38.5%) used an exist-

ing structured tool, predominantly SBAR (n=18 of 

25 studies, 72.0%), with limited use of I-PASS (n=3 

of 25 studies, 12.0%), ISHAPED (n=2 of 25 studies, 

8.0%), and ICCCO (n=2 of 25 studies, 8.0%). SBAR-

based tools appeared in nearly all settings without 

notable concentration, whereas I-PASS, ISHAPED, 

and ICCCO were used infrequently (Table 2).

The most common tool types were mnemonic- 

based structured (n=27; 41.5%) and checklist-driven 

or MDS (n=27; 41.5%) tools. Fewer studies reported 

EHR-integrated/digital templates (n=6, 9.2%) or 

framework- or guideline-derived structured tools 

(n=5, 7.7%; Table 2). QI studies most frequently used 

checklist-driven tools (n=16 of 31 studies, 51.6%) 

and mnemonic-based formats (n=10 of 31 studies, 

32.3%). Non-QI studies showed a similar distribution 

of mnemonic-based tools (n=17 of 34 studies, 50.0%) 

and checklist-driven tools (n=11 of 34 studies, 32.4%). 

As summarized in Table 2, tool type distributions 

and developmental approaches demonstrated dis-

tinct patterns across clinical settings. General ward 

settings showed a relatively balanced use of mne-

monic-based (n=9 of 18 studies, 50.0%) and check-

Figure 3. Distribution of evaluation methods, existing 
structured tools, and tool types across included studies. (A) 
Evaluation methods used in handover tool studies. (B) Use of 
existing structured handover frameworks and types of 
handover tools. (C) Validation methods used in handover tool 
studies. Only categories reported in three or more studies were 
visualized in this figure. QI, quality improvement; ED, 
emergency department; ICU, intensive care unit; SBAR, 
Situation, Background, Assessment, and Recommendation; 
I-PASS, Illness severity, Patient summary, Action list, Situation 
awareness and contingency planning, and Synthesis by 
receiver; ISHAPED, Introduction, Story, History, Assessment, 
Plan, Error prevention, and Dialogue; ICCCO, Identification, 
Clinical history/presentation, Clinical status, Care plan, and 
Outcomes/goals of care.
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list-driven (n=8 of 18 studies, 44.4%) tools. In con-

trast, high-acuity or time-pressured environments 

showed clearer preferences. EDs exclusively utilized 

mnemonic-based tools (n=3 of 3 studies, 100.0%) to 

facilitate rapid information transfer, whereas ICUs 

significantly favored checklist-driven or MDS for-

mats (n=8 of 11 studies, 72.7%) to manage patient 

complexity (Table 2). Pediatric settings also showed a 

tendency toward checklist-based tools (n=3 of 5 

studies, 60.0%), whereas EM settings relied mainly 

on mnemonic-based tools (n=4 of 5 studies, 80.0%; 

Figure 3C and Supplement 2).

Among the 50 studies that reported evaluation or 

validation strategies, the most frequently used meth-

ods were pre–post outcome evaluation and user 

feedback/usability assessment (n=35 of 50 studies, 

70.0%), followed by compliance/adherence monitor-

ing (n=30 of 50 studies, 60.0%) and satisfaction sur-

veys (n=29 of 50 studies, 58.0%). Analysis of report-

ed outcome types revealed a predominant focus on 

process-based indicators, with 41.5% (n=27) of the 

studies evaluating documentation completeness or 

checklist adherence. In contrast, only 4.6% (n=3) of 

the studies addressed interaction-quality outcomes, 

such as the frequency of interruptions during hando-

vers. Although safety-related process checks, includ-

ing patient identity verification or equipment inspec-

tion, were reported in 36.9% (n=24) of the studies, 

these measures primarily assessed procedural com-

pliance rather than direct patient-level clinical out-

comes, which remained exceptionally scarce across 

the identified literature. Table 2 further details the 

distribution of these validation methods by specialty 

and QI orientation. QI studies reported higher use of 

all evaluation methods than non-QI studies: pre–

post evaluation (77.4% vs. 32.4%), user feedback 

(74.2% vs. 35.3%), process mapping (51.6% vs. 

11.8%), compliance monitoring (71.0% vs. 23.5%), 

and satisfaction surveys (58.1% vs. 32.4%; Table 2).

DISCUSSION

This review had three main analytical aims: to 

identify recurring patterns in structured handover 

tools, examine how handover quality has been evalu-

ated, and assess the extent of psychometric evidence 

available for future rubric development. Four find-

ings should be emphasized. First, the evidence base 

was concentrated in high-income hospital settings, 

especially the United States and Australia (45/65, 

69.2%), with only one included study conducted in 

an educational context. Second, almost half of the in-

cluded studies were QI projects (n=31) that support-

ed pragmatic local implementation but offered limited 

psychometric depth. Third, the tool type distribution 

varied by clinical context, indicating that the useful-

ness of any given handover format is context-depen-

dent rather than universal. Fourth, current evalua-

tions remain focused on process uptake rather than 

communication quality, competency, or patient-level 

outcomes. Collectively, these findings suggest that 

future handover assessments should move beyond 

one-size-fits-all templates toward context-sensitive, 

evidence-informed, and psychometrically testable 

rubric development.
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1. ‌�Context-dependent patterns of structured hand

over tools

The predominance of studies conducted in re-

source-rich hospital environments limits the gener-

alizability of the current evidence. Although this re-

view included studies from the United Kingdom, 

Italy, Israel, China, Brazil, South Africa, Iran, Colom-

bia, and Korea, the overall evidence base remained 

centered on systems with stronger staffing, more for-

malized protocols, and greater access to digital infra-

structure. Although this does not invalidate the iden-

tified patterns, it does mean that the findings should 

be interpreted primarily as hospital-based evidence 

from high-income settings. Broader reviews have 

similarly indicated that handover practices are het-

erogeneous and strongly shaped by the local work-

flow and organizational context [24,25]. Tool pat-

terns were clearly setting-dependent. Tools in the 

SBAR family were the most frequently applied 

frameworks; however, they were rarely adopted with-

out changes, and local modifications were common. 

This suggests that the practical value of SBAR lies 

less in strict fidelity to a single mnemonic than in its 

adaptability as a structuring logic for communication 

[12,13,26]. For intra-unit handovers, EDs predomi-

nantly relied on mnemonic-based tools (3/3, 

100.0%), whereas ICUs used checklist- or MDS-driv-

en tools more often (8/11, 72.7%). General wards 

and hospital-wide settings showed a more balanced 

distribution of mnemonic- and checklist-driven for-

mats, and pediatric settings tended to favor check-

list-based tools (3/5, 60.0%). This pattern is clinically 

plausible, considering that time-pressured environ-

ments benefit from concise sequencing and prioriti-

zation, whereas high-acuity settings require more 

detailed item-based structures to reduce omissions 

and support safety checks [27,28]. Inter-unit hando-

vers also varied according to the transfer direction. 

Step-up transfers emphasized immediate status, acuity 

escalation, and urgent intervention needs; step-down 

transfers emphasized continuity of care, ongoing 

monitoring, and handover of unresolved plans; and 

lateral transfers focused on continuity across simi-

lar-acuity settings. These differences suggest that 

transfer type is not a peripheral characteristic but a 

design variable that should shape tool content and 

evaluation criteria [28–31].

Digital or EHR-integrated tools were relatively 

uncommon (6/65, 9.2%); however, studies have sug-

gested potential gains in preparation efficiency, doc-

umentation accuracy, and information availability 

[29,32–34]. Nevertheless, the literature has rarely de-

scribed how such tools are embedded in the work-

flow or how they affect interactive communication, 

shared mental models, or team situation awareness 

[30,35]. Thus, current evidence supports digital tools 

as promising adjuncts, but not inherently superior 

replacements for face-to-face handovers.

2. ‌�What current evaluations measure and what they 

miss

Current evaluations are dominated by implemen-

tation-oriented metrics. Among the 65 included 

studies, 27 (41.5%) assessed documentation com-

pleteness or checklist adherence, 24 (36.9%) reported 

safety-related process checks such as patient identity 
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verification or equipment inspection, 14 (21.5%) as-

sessed time- or workflow-related outcomes, and only 3 

(4.6%) examined interaction-quality outcomes such 

as interruptions during handover. Direct patient-level 

outcomes were rarely reported in the included litera-

ture. Among the 50 studies that reported evaluation 

or validation strategies, pre–post outcome evalua-

tions and user feedback/usability assessments were 

used in 35 studies (70.0%), followed by compliance/

adherence monitoring in 30 (60.0%), and satisfaction 

surveys in 29 (58.0%). Collectively, these findings in-

dicate that the current evidence base more strongly 

demonstrates procedural uptake and workflow im-

plementation than it establishes improved commu-

nication quality, handover competency, or patient- 

level safety outcomes. This pattern is consistent with 

the findings of prior reviews, showing that handover 

studies rely predominantly on completion, accuracy, 

and adherence metrics, with comparatively limited 

evidence of direct patient benefits [24,36].

The methodological profile of the field helps ex-

plain this pattern. Almost half of the included studies 

were QI projects, and QI studies are more likely than 

research-oriented studies to use field observations, 

interviews or focus groups, pre–post audits, and 

compliance monitoring. This pragmatic orientation 

is valuable for local implementation because it sup-

ports rapid problem-solving and contextual adapta-

tion. However, it also contributes to small sample sizes, 

single-site designs, limited control of confounding 

factors, short follow-up periods, and incomplete re-

porting of item derivation or validation procedures 

[36,37]. Therefore, positive local effects, such as few-

er omissions, improved documentation, and higher 

staff satisfaction, should be interpreted as promising 

rather than definitive evidence of generalizable effec-

tiveness.

Psychometric development has remained limited. 

Only a few studies have reported structured reliability 

or validity assessments, and independently developed 

instruments specifically designed to assess handover 

performance are rare. The few notable exceptions, 

such as the Handoff CEX, Italian Handover Quality 

Assessment Tool, ICU Handover Standards Compli-

ance Scales, and Nursing Handoff Competency Scale, 

show that dedicated assessment tools can be devel-

oped but are not the norm [17,38–40]. This distinc-

tion is important because using a communication 

template for both intervention and outcome mea-

sures makes it difficult to determine whether genu-

ine handover competence has improved.

3. Implications for an evidence-informed rubric

These findings support a core-plus-modular ap-

proach to future rubric development. A single uni-

versal rubric tied to one mnemonic label is unlikely 

to fit the diverse contexts identified in this review. 

Instead, future instruments should retain a small set 

of core domains that recur across settings, such as 

content adequacy, process reliability, and verification 

of shared understanding, and add modules for con-

text-specific needs, including critical care devices, 

perioperative team choreography, pediatric caregiver 

participation, and digital/EHR functionality.

Accordingly, Table 3 should be interpreted as an 

evidence-informed framework rather than a validat-
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ed rubric. The most directly recurrent domains in 

the included studies were content adequacy and pro-

cess reliability. Interaction quality, clinical reasoning 

and situation awareness, workflow and efficiency, 

patient and family engagement, and digital utiliza-

tion were identified but inconsistently operational-

ized, whereas professionalism and humanism were 

the least consistently represented despite their clini-

cal relevance. Therefore, the eight proposed domains 

are best understood as a structured starting point for 

future testing, rather than as a finalized rubric directly 

established by this review.

For future validation, rubric development should 

be conducted in stages. At minimum, this should in-

clude content validation through expert review or 

Delphi methods, reliability testing with attention to 

inter-rater agreement, structural validation of the 

proposed domain architecture, and convergent or 

predictive testing against existing handover measures 

or clinically relevant outcomes [1,17,36,38–40]. 

Without such testing, even a conceptually strong ru-

bric would be a discussion-based proposal rather 

than a defensible assessment instrument.

4. Implications for education and practice

Only one included study addressed an education-

al context; therefore, the implications for prelicensure 

nursing education should be presented cautiously. 

This review does not establish which structured han-

dover format is the most effective for students or new 

graduates. However, it does suggest that education- 

focused research is required to examine how struc-

tured tools and validated rubrics can support simula-

tion, formative feedback, clinical practicums, and 

competency assessments for novice nurses, who fre-

quently report difficulty and anxiety during handover 

[3,41].

For clinical practice, these findings suggest that 

tool introduction alone is insufficient. Studies with 

more favorable results typically combined structured 

tools with broader implementation support, such as 

role clarification, team choreography, audit-feedback 

cycles, local champions, and leadership engagement 

[29–31,33,36]. Therefore, future handover improve-

ment efforts should evaluate both the tool and the 

implementation ecology in which it is embedded.

5. Limitations

This scoping review had several limitations. First, 

restricting the sample to English-language peer-re-

viewed publications may have excluded relevant tools 

reported in other languages or grey literature. Second, 

consistent with scoping review methodology, a formal 

critical appraisal of individual studies was not con-

ducted. Therefore, the findings should not be inter-

preted as comparative estimates of intervention ef-

fectiveness. Third, classifying tools into predefined 

categories required interpretive judgment, particu-

larly for hybrid tools. Fourth, heterogeneity in re-

porting completeness and terminology limited fine-

grained comparisons across studies, particularly with 

respect to patient-level outcomes. Finally, the evi-

dence base was heavily weighted toward acute hospi-

tal settings in high-income countries, with educa-

tional, primary care, community, and long-term care 

settings underrepresented.
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6. Conclusion

This scoping review suggests that the safety and 

quality of nursing handovers depend less on the 

adoption of any single mnemonic framework than 

on the alignment of the content, process, interaction, 

environment, and digital support with the local clini-

cal context. By synthesizing recurring domains, eval-

uation patterns, and validation gaps, this review offers 

an evidence-informed starting point for the future de-

velopment of core-plus-modular handover rubrics.

However, the current evidence base remains con-

centrated in high-income hospital settings and is 

dominated by process-oriented outcomes, with lim-

ited educational-context evidence or patient-level or 

psychometric data. Therefore, future research should 

move cautiously from structural compliance toward 

competency and outcome verification through mul-

tisite validation, clearer reporting, and context-sensi-

tive rubric testing.
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Appendix 1. Search term

Keywords MeSH term Search terms PubMed search terms

Nurse “Nurses”[MeSH] Nurse, nursing, nursing staff,  
nursing students

“Nurses”[MeSH] OR “nurse”[tiab] OR “nursing”[tiab]  
OR “nursing staff”[tiab] OR “Nursing student”[tiab]

Hand over “Patient Handoff”[MeSH] Handover, hand off, sign 
out, signout, signover, shift 
reports, communication

“Patient Handoff”[MeSH] OR “patient handoff”[tiab]  
OR handoff[tiab] OR handoffs[tiab] OR”hand off”[tiab]  
OR “hand offs”[tiab] OR handover[tiab] OR handovers[tiab]  
OR “hand over”[tiab] OR “hand overs”[tiab] OR “sign out”[tiab]  
OR “sign outs”[tiab] OR signout[tiab] OR signouts[tiab]  
OR “sign over”[tiab] OR “sign overs”[tiab] OR signover[tiab]  
OR signovers[tiab] OR “shift report”[tiab] OR “shift reports”[tiab]  
OR “shift to shift” [tiab] OR “shift-to-shift” [tiab]

Tools Tools, guidelines, protocol, 
standardized, structured, 
checklist, template, 
mnemonic, framework

tool[tiab] OR tools[tiab] OR guidelines[tiab] OR guideline[tiab]  
OR protocol[tiab] OR protocols[tiab] OR standardized[tiab]  
OR standardised[tiab] OR structured[tiab] OR checklist[tiab]  
OR checklists[tiab] OR template[tiab] OR templates[tiab]  
OR mnemonic[tiab] OR mnemonics[tiab] OR framework[tiab]  
OR frameworks[tiab]


