
 

 
 

Copyright © IJCESEN 

 

International Journal of Computational and Experimental 

Science and ENgineering 

(IJCESEN) 
 

Vol. 10-No.4 (2024) pp. 3552-3559 
http://www.ijcesen.com 

ISSN: 2149-9144 

 Research Article  
 

 

Nursing Challenges in End-of-Shift Clinical Handover 
 

Watin Ayad Bashir Alanazi¹*، Tahani Mohammed Ail Alshamari²، Nada Turki Munawir 

Alruwaili³، Areej Ghassen Naha Alenazi⁴، Alshammari, Wadha Mohammed⁵، Mohammed Ali 

Mohammed Althagafi⁶، Ahmed Turef Alrawaili⁷، Majed Azzab Mutraf Alanazi⁸، Mohamed 

Mudhhi Al Ruwwaili⁹، Manal Kalied Sabr Alrawaili¹⁰، Norah Nazal D Alshammari¹¹ 

 
1Nursing Specialist – Prince Abdullah Bin Musaed Cardiac Center (PAMCC) – Northern Borders Health Cluster – 

Ministry of Health – Arar – Northern Borders Region – Saudi Arabia 
* Corresponding Author Email: ili0__@hotmail.com - ORCID: 0000-0002-2027-9950  

 

2Nursing Technician – Al-Muhammadiyah Primary Health Care Center – Northern Borders Health Cluster – Ministry of 

Health – Arar – Northern Borders Region – Saudi Arabia 

Email: tmalshamiri@moh.gov.sa - ORCID: 0000-0002-2217-8850   
 

3Nursing Technician – Long-Term Care Hospital – Northern Borders Health Cluster – Ministry of Health – Arar – 

Northern Borders Region – Saudi Arabia 

Email: ntalruwaili@moh.gov.sa - ORCID: 0000-0002-2237-0950   
 

4Nursing Specialist – Al-Rabwa Primary Health Care Center – Northern Borders Health Cluster – Ministry of Health – 

Arar – Northern Borders Region – Saudi Arabia 

Email: areejga@moh.gov.sa  - ORCID: 0000-0002-2247-8950   
 

5Nursing Technician – Maternity and Children Hospital – Hafr Al-Batin Health Cluster – Ministry of Health – Hafr Al-

Batin – Eastern Province – Saudi Arabia 

Email: hx33333o@gmail.com  - ORCID: 0000-0002-2257-7950   
  

6Nursing Technician – Children’s Hospital – Taif Health Cluster – Ministry of Health – Taif – Makkah Region – Saudi 

Arabia 

Email: balahanmb1391@gmail.com- ORCID: 0000-0002-2267-6950   
 

7Nursing Specialist (Nursing and Midwifery) – Maternity and Children Hospital – Northern Borders Health Cluster – 

Ministry of Health – Arar – Northern Borders Region – Saudi Arabia 

Email: Aahhmd33@hotmail.com - ORCID: 0000-0002-2277-5950   
 

8Nursing Technician – Public Health Department – Northern Borders Health Cluster – Ministry of Health – Arar – 

Northern Borders Region – Saudi Arabia 

Email:  magedaa@moh.gov.sa - ORCID: 0000-0002-2287-4950   
 

9Nurse – Maternity and Children Hospital – Northern Borders Health Cluster – Ministry of Health – Arar – Northern 

Borders Region – Saudi Arabia 

Email: Moalruwili@moh.gov.sa  - ORCID: 0000-0002-2297-3950   
 

10Nursing Technician – Long-Term Care Hospital – Northern Borders Health Cluster – Ministry of Health – Arar – 

Northern Borders Region – Saudi Arabia 

Email: malruwily@moh.gov.sa  - ORCID: 0000-0002-2200-2950   
 

11Nursing Technician – Long-Term Care Hospital – Hafr Al-Batin Health Cluster – Ministry of Health – Hafr Al-Batin – 

Eastern Province – Saudi Arabia 

Email: an0@hotmail.no  - ORCID: 0000-0002-2117-1950   

 
Article Info: 

 
DOI: 10.22399/ijcesen.4662 

Received : 01 June 2024 

Accepted : 30 June 2024 

 

Keywords  

 

Abstract:  
 

End-of-shift clinical handover is a critical process in nursing that ensures continuity of 

care and patient safety. However, it presents several challenges that can impact the 

effectiveness of information transfer. One prominent challenge is time constraints; 

nurses often have limited time to complete handovers amidst their other responsibilities. 

This hurried exchange can lead to incomplete or inaccurate information transfer, 
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increasing the risk of errors in patient care. Additionally, variations in handover 

practices between shifts and among different teams can further complicate the process, 

resulting in missed critical updates regarding patient conditions or interventions that 

need to be carried out. Effective communication plays a crucial role in mitigating these 

challenges, yet it can be hampered by various factors such as high workload, high-stress 

environments, and interruptions during handover. Inconsistent documentation practices 

can also contribute to misunderstandings among nursing staff. To improve end-of-shift 

clinical handover, healthcare institutions are increasingly adopting standardized 

protocols and utilizing technology, such as electronic health records and handheld 

devices, to streamline information sharing. Furthermore, fostering a culture of 

collaboration and open communication among healthcare teams can enhance the quality 

of handovers, ultimately ensuring that patient care is seamless and safe. 

 

1. Introduction 
 

The end-of-shift clinical handover, also known as 

nursing handoff, shift report, or sign-out, represents 

a critical juncture in the continuity of patient care 

within healthcare institutions worldwide. It is the 

formalized process through which responsibility 

and accountability for patient care are transferred 

from an outgoing nurse to an incoming nurse. This 

ritual, often occurring at the bedside or in 

designated report rooms, is far more than a simple 

exchange of information; it is a complex socio-

technical process that safeguards patient safety, 

ensures care coherence, and underpins professional 

accountability [1]. In an era of increasing patient 

acuity, shorter hospital stays, and heightened focus 

on medical error prevention, the efficacy of this 

handover process has come under intense scrutiny. 

A deficient handover is not merely an 

administrative failure but a significant threat to 

patient well-being, directly linked to preventable 

adverse events, clinical errors, delays in treatment, 

and diminished patient satisfaction [2]. 

The conceptual foundation of a safe handover is 

built upon the accurate, comprehensive, and 

structured transmission of core patient information. 

This includes, but is not limited to, the patient’s 

identity and background, the current clinical 

situation and diagnosis, recent and anticipated 

changes in condition, the care plan (including 

treatments, medications, and pending tasks), and 

any specific patient preferences or psychosocial 

concerns [3]. The overarching goal is to create a 

shared mental model between the departing and 

arriving nurses, enabling the incoming practitioner 

to assume care duties with confidence and a clear 

understanding of priorities [4]. Historically, the 

nursing handover was often an informal, narrative-

driven process, sometimes conducted in secluded 

areas without patient involvement. However, 

evolving patient safety paradigms, championed by 

bodies such as The Joint Commission which 

declared improving the effectiveness of 

communication among caregivers a National 

Patient Safety Goal, have driven a shift towards 

more structured, standardized, and patient-centered 

approaches [5]. 

Despite its recognized importance, the end-of-shift 

handover remains fraught with significant and 

persistent challenges. These challenges are seldom 

isolated; rather, they intertwine to create a 

vulnerable point in the care continuum. They stem 

from a confluence of human factors, systemic 

pressures, organizational culture, and evolving 

technology. Nurses, as the primary agents of this 

process, operate under considerable duress. The 

handover typically occurs at the peak of cognitive 

fatigue, following a demanding shift where nurses 

have managed multiple complex patients. This 

fatigue can impair information recall, prioritization, 

and communication clarity [6]. Furthermore, the 

environment in which handovers occur is 

frequently suboptimal—characterized by 

interruptions, noise, time pressure, and a lack of 

dedicated, quiet space, all of which contribute to 

information loss or distortion [7]. 

Another layer of complexity arises from the 

inherent variability in handover styles and content. 

Without a standardized framework, the quality and 

completeness of the report become heavily 

dependent on the individual nurse’s experience, 

communication skills, and personal judgment of 

what is “relevant.” This subjectivity can lead to 

omissions of critical data, the inclusion of irrelevant 

or anecdotal information, and a lack of focus on 

forward planning and contingency identification 

[8].  

 

2. Methodological and Procedural 

Inconsistencies 
 

A primary and pervasive challenge in end-of-shift 

handover is the glaring lack of standardization in 

methodology and procedure. This inconsistency 

manifests in the format, location, content, and 

participants of the handover, leading to 

unpredictable quality and significant safety risks. 

 

2.1. Variability in Handover Models and 

Formats 
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Healthcare institutions often lack a unified, 

evidence-based protocol for conducting nursing 

handovers, resulting in a patchwork of practices 

that vary not only between hospitals but also 

between units within the same facility. Common 

models include the narrative report, where the off-

going nurse provides a free-form, story-like account 

of the shift; the problem-based report, focusing on 

active issues and diagnoses; and the systems-based 

report (e.g., head-to-toe), which follows a 

physiological framework [9]. More recently, 

standardized tools like SBAR (Situation, 

Background, Assessment, Recommendation) have 

been promoted to add structure. However, adoption 

is inconsistent, and even when a tool is mandated, 

fidelity to its structure is often low without proper 

training and reinforcement [10]. This variability 

means that incoming nurses must constantly adapt 

to different reporting styles, increasing cognitive 

load and the chance of missing critical information 

during the transition. A nurse accustomed to a 

systems-based report may struggle to extract urgent 

priorities from a colleague’s lengthy narrative, 

where essential data is buried within extraneous 

detail. 

 

2.2. Omission of Critical Information and 

Inclusion of Irrelevant Detail 
 

The absence of a standardized checklist or 

structured format directly contributes to both sins of 

omission and commission in handover content. 

Under time pressure and cognitive fatigue, nurses 

may inadvertently omit crucial information such as 

recent changes in vital signs, pending laboratory 

results, alterations in medication regimens, or 

specific patient allergies [11]. Conversely, 

handovers can become bloated with irrelevant 

historical data, speculative judgments, or non-

pertinent social gossip about the patient, which 

clouds the core clinical picture. This lack of 

discriminative filtering is often a byproduct of the 

narrative tradition and the fear of being held 

accountable for not mentioning something later 

deemed important. The result is an inefficient 

transfer that fails to highlight immediate risks and 

future actions, forcing the incoming nurse to sift 

through a large volume of data to identify the 

salient points, a process prone to error [12]. 

 

2.3. Lack of Patient Involvement and Bedside 

Handover Implementation Barriers 
 

The paradigm of patient-centered care advocates 

for including the patient in the handover process, 

often through bedside handovers. This model 

promotes transparency, allows for patient 

verification of information, and empowers patients 

to participate in their own care planning [13]. In 

theory, it enhances safety and satisfaction. In 

practice, however, its implementation faces 

substantial barriers. Nurses express concerns about 

discussing sensitive information in front of visitors 

or other patients in shared rooms, potentially 

violating confidentiality. There is also anxiety 

about how patients might react to clinical details or 

perceived criticism of their behavior during the 

shift [14]. Furthermore, bedside handovers can be 

more time-consuming, and nurses may feel their 

professional judgment is being questioned by 

patients or families in real-time. Without careful 

management, training, and a supportive culture, 

these barriers often lead to a tokenistic version of 

bedside handover or a reversion to private 

reporting, thus losing the purported benefits of 

patient inclusion [15]. 

 

3. Communication Barriers and Human Factors 
 

Beyond procedural flaws, the human element of 

communication presents a profound set of 

challenges. The handover is a high-stakes 

interpersonal exchange vulnerable to the limitations 

and biases of human cognition and interaction. 

 

3.1. Cognitive Overload and Fatigue at Shift 

Change 
 

The end-of-shift period is arguably the most 

cognitively demanding point in a nurse’s day. The 

outgoing nurse is experiencing decision fatigue 

after 8 to 12 hours of constant assessment, 

intervention, and documentation. This mental 

exhaustion significantly impairs the ability to recall, 

synthesize, and prioritize information for a concise 

and accurate report [6]. Similarly, the incoming 

nurse, possibly starting a night shift or arriving after 

a break, may not be at peak alertness. This 

combination creates a perfect storm for 

miscommunication. Critical details may be glossed 

over, the rationale behind decisions may be poorly 

explained, and the overall narrative may lack 

coherence. The handover becomes a mechanical 

data dump rather than a strategic briefing for 

ongoing care, increasing the likelihood that subtle 

warning signs or nuanced care requirements are lost 

in translation [16]. 

 

3.2. Interruptions, Distractions, and Unsuitable 

Environments 
 

Clinical units are inherently interrupt-driven 

environments, and the handover is rarely granted 

protected status. Reports are frequently conducted 
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at nursing stations amidst phone calls, alarms, 

colleague inquiries, and patient calls. These 

constant interruptions fracture concentration and 

break the flow of information, leading to 

repetitions, omissions, and frustration [7]. The lack 

of a dedicated, quiet, and private space for 

handover exacerbates this problem. When 

handovers are conducted in corridors or busy 

stations, not only is confidentiality compromised, 

but the auditory and visual noise severely degrades 

the quality of the communication. Studies have 

shown a direct correlation between the number of 

interruptions during handover and the incidence of 

subsequent clinical errors, as fragmented attention 

results in incomplete information transfer [17]. 

 

3.3. Hierarchical Cultures and Reluctance to 

Question 
 

The effectiveness of handover is dependent on a 

two-way dialogue where the receiver actively 

listens, seeks clarification, and confirms 

understanding. However, hierarchical professional 

cultures can stifle this essential interaction. A 

novice or junior nurse receiving report from a 

senior, experienced colleague may feel intimidated 

and hesitate to ask questions or challenge 

ambiguous statements for fear of appearing 

incompetent or disrespectful [18]. This "authority 

gradient" can lead to unchecked assumptions and 

unresolved ambiguities. Furthermore, within teams, 

interpersonal conflicts or longstanding cliques can 

create an atmosphere where communication is 

terse, uncooperative, or deliberately incomplete. In 

such cultures, the handover fails as a collaborative 

safety check and becomes a perfunctory ritual 

where the primary goal is to transfer responsibility, 

not to ensure shared understanding [19]. 

 

4. Systemic and Organizational Challenges 
 

The challenges of handover are not merely the 

result of individual or team shortcomings; they are 

often symptoms of deeper systemic and 

organizational failures that structure the work 

environment and resource allocation. 

 

4.1. Time Constraints and Staffing Pressures 
 

Perhaps the most universally cited barrier to a 

thorough handover is lack of time. In an 

environment of cost containment and high patient-

to-nurse ratios, handover time is frequently viewed 

as non-productive "down time" rather than a vital 

component of safe care. Nurses are pressured to 

complete reports quickly to allow the outgoing staff 

to leave on time and the incoming staff to begin 

direct patient care [20]. This time pressure 

incentivizes shortcuts, encourages the omission of 

"non-essential" contextual information, and 

discourages questions and discussion. When 

staffing is lean, the incoming nurse may be 

responsible for assuming care for a high number of 

complex patients immediately after a rushed 

handover, leaving little room for independent 

verification or planning. The systemic failure to 

allocate and protect dedicated, sufficient time for 

handover directly compromises its quality and 

safety [21]. 

 

4.2. Inadequate Training in Handover 

Communication Skills 
 

Despite its critical nature, formal training in how to 

conduct an effective clinical handover is 

remarkably absent from many nursing education 

curricula and hospital orientation programs. Nurses 

are typically expected to learn the process through 

observation and osmosis, adopting the habits—

good or bad—of their preceptors [22]. There is a 

widespread assumption that communication is an 

innate skill rather than a clinical competency that 

can be taught, practiced, and assessed. 

Consequently, nurses may lack proficiency in 

techniques for structuring information, using 

closed-loop communication, managing 

interruptions, or engaging patients in bedside 

reports. Without this foundational training, efforts 

to implement standardized tools like SBAR often 

falter, as staff do not understand the underlying 

principles of effective transfer and see the tool as 

just another bureaucratic form to complete [23]. 

 

4.3. Absence of Audit, Feedback, and Quality 

Improvement Cycles 
 

For most clinical processes, quality is maintained 

through audit, feedback, and continuous 

improvement. Handover is a notable exception. It is 

a largely invisible process, rarely observed by 

managers or evaluated against objective standards. 

There is seldom a mechanism for nurses to receive 

constructive feedback on their handover technique 

or for the unit to collect data on handover-related 

near-misses or errors [24]. Without a culture of 

measurement and reflection, poor practices become 

normalized, and opportunities for improvement are 

missed. An effective handover program requires not 

only the implementation of a standardized protocol 

but also a sustained quality improvement cycle that 

includes periodic audits (e.g., using checklists to 

assess content completeness), peer observation, and 

feedback sessions to reinforce good practice and 

address recurring issues [25]. 
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5. The Role and Pitfalls of Technology 
 

Technology promises solutions to handover 

challenges, particularly around information 

accuracy and accessibility. However, its integration 

has introduced new complexities and, in some 

cases, exacerbated existing problems. 

 

5.1. Over-reliance on Electronic Health Records 

(EHRs) and Copy-Pasting 

 

The widespread adoption of EHRs has transformed 

the landscape of clinical information. For handover, 

it provides a readily available, legible source of 

patient data. However, a significant pitfall is the 

tendency for nurses to over-rely on the EHR during 

report, essentially reading directly from the screen 

rather than providing a synthesized, interpreted 

summary. This practice, often coupled with the 

"copy-paste" functionality in notes, can perpetuate 

outdated or incorrect information across shifts [26]. 

The handover becomes a passive data review rather 

than an active cognitive process of distilling and 

interpreting the most important information. The 

incoming nurse, hearing a verbatim readout of lab 

values and vital signs, gains little insight into 

the meaning of those data points or the nurse’s 

clinical judgment about the patient’s trajectory. 

 

5.2. Technology as a Source of Distraction and 

Data Fragmentation 

 

While intended as a tool, technology can become a 

formidable distraction during handover. Nurses 

may be simultaneously checking the EHR, 

responding to secure text messages, or 

acknowledging alarms on their mobile devices, 

dividing their attention away from the face-to-face 

conversation [27]. Furthermore, patient information 

is often fragmented across multiple digital 

systems—the EHR, pharmacy software, laboratory 

systems, and separate departmental databases. This 

fragmentation means that no single source provides 

a complete, integrated picture, requiring the nurse 

to mentally piece together data from disparate 

screens. A poorly designed EHR interface that 

buries critical information in complex menus can 

make this synthesis task even more difficult during 

the limited time of a handover, leading to an 

incomplete clinical picture [28]. 

 

5.3. Potential of Digital Handover Tools and 

Decision Support 

 

Despite the pitfalls, technology, when thoughtfully 

designed and implemented, holds great potential. 

Dedicated digital handover tools that pull key 

information from the EHR into a structured, one-

page summary can reduce cognitive load and 

ensure consistency [29]. These tools can prompt for 

essential fields (e.g., "Pending Tasks," "Anticipated 

Changes"), reducing omissions. Furthermore, 

embedded clinical decision support, such as alerts 

for abnormal vital signs or drug interactions, can 

help prioritize issues for discussion during 

handover. The key to success lies in human-

centered design—creating technology that supports 

rather than disrupts the clinical conversation, 

integrates seamlessly into workflow, and augments 

rather than replaces the nurse’s professional 

judgment and interpersonal communication [30]. 

 

6. Strategies for Overcoming Handover 

Challenges 
 

Addressing the multifaceted challenges of end-of-

shift handover requires a multi-pronged, systemic 

approach that integrates standardized protocols, 

cultural change, environmental redesign, and 

technological support. 

 

6.1. Implementation of Standardized, Structured 

Communication Protocols 

 

The cornerstone of improvement is the consistent 

use of an evidence-based, structured 

communication framework. Protocols like ISBAR 

(Identify, Situation, Background, Assessment, 

Recommendation) or I-PASS (Illness severity, 

Patient summary, Action list, Situation awareness, 

Synthesis by receiver) provide a cognitive scaffold 

that ensures all critical domains are addressed [31]. 

Successful implementation requires more than a 

memo; it necessitates comprehensive training using 

simulation and role-play, clear written guidelines, 

and visual aids (e.g., posters, pocket cards) at the 

point of care. The goal is to move the handover 

from a variable narrative to a predictable, concise, 

and action-oriented briefing. Standardization also 

facilitates more effective cross-cover and agency 

nurse integration, as they can rely on a consistent 

reporting format [32]. 

 

6.2. Cultivating a Culture of Safety, Questioning, 

and Shared Responsibility 

 

Technical fixes alone will fail without a 

corresponding shift in organizational culture. 

Leadership must actively foster a culture of 

psychological safety where all team members feel 

empowered to speak up, ask questions, and express 

concerns without fear of reprisal [33]. This involves 

flattening hierarchies, modeling respectful inquiry, 

and explicitly stating that a good handover is 
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characterized by dialogue, not monologue. Training 

in techniques like "critical language" or "two-

challenge rule" can equip staff with polite but firm 

ways to seek clarification. The handover must be 

reframed from a transfer of liability to a shared 

ritual of accountability, where both parties are 

jointly responsible for achieving accurate 

understanding and safe care continuity [34]. 

 

6.3. Environmental Redesign and Protected 

Time 
 

Organizations must make tangible investments to 

support a safe handover. This includes designing 

physical spaces—dedicated, quiet handover rooms 

or zones at the bedside with minimal ambient 

noise—where reports can be conducted without 

interruptions [35]. More critically, protected 

handover time must be formally sanctioned and 

embedded in staffing models. This may involve 

implementing a brief overlap period between shifts 

where both teams are paid, creating a "handover 

huddle" buffer that is free from routine task 

assignments. Unit policies should minimize non-

urgent interruptions during this period, analogous to 

the "sterile cockpit" rule in aviation. These 

measures signal that the organization values 

handover as a critical safety activity worthy of 

dedicated resources [36]. 

 

6.4. Integrating Effective Training and 

Continuous Quality Improvement 

 

Handover competency must be developed and 

maintained. This requires integrating handover 

communication skills into nursing school curricula, 

residency programs, and ongoing professional 

development. Training should combine theory with 

deliberate practice, using standardized patients or 

high-fidelity simulations to allow nurses to practice 

structured handovers in a low-risk environment and 

receive immediate feedback [37]. On the unit level, 

a robust quality improvement program is essential. 

This can involve peer-to-peer observation using 

validated audit tools, periodic surveys of staff 

perceptions, and the systematic review of handover-

related incidents or near-misses. Data from these 

activities should feed back into tailored coaching, 

protocol refinement, and celebration of successes, 

creating a closed-loop system for sustained 

excellence [38]. 

 

7. Conclusion 
 

The end-of-shift clinical handover is a deceptively 

routine process that sits at the heart of patient safety 

and nursing professionalism. As this analysis has 

demonstrated, its challenges are deeply entrenched, 

stemming from a complex interplay of inconsistent 

methodologies, profound communication barriers 

rooted in human factors, pervasive systemic 

pressures, and the ambiguous role of technology. 

These challenges are not isolated inefficiencies; 

they are vulnerabilities that can directly lead to 

patient harm through misinformation, omitted care, 

and delayed responses to clinical deterioration. 

Overcoming these obstacles requires moving 

beyond simplistic solutions and acknowledging that 

a safe, effective handover is a hard-won 

achievement, not a given. 

The path forward demands a committed, holistic 

strategy. It begins with the rigorous implementation 

of standardized communication protocols to bring 

consistency and comprehensiveness to information 

transfer. However, structure alone is insufficient 

without a parallel transformation in culture—one 

that champions psychological safety, active 

questioning, and a shared sense of accountability 

for the handover’s success. Organizations must 

back this cultural shift with tangible support: 

redesigning environments to minimize distractions, 

protecting dedicated time for the handover ritual, 

and investing in technology that synthesizes rather 

than fragments information. Finally, this entire 

edifice must be built upon a foundation of 

continuous learning, where handover skills are 

taught, practiced, audited, and refined as a core 

clinical competency. 
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