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Professional Nursing Relationships



SBAR

• Tool
– Improves communication
–Standardizes the process



SBAR

Situation

• Patient’s details
• Identify reason for 

this communication
• Describe nurse’s 

concern

Background

• Relating to the 
patient, significant 
history
– Include:
• Medications
• Lab work
• Studies
• Treatments



SBAR

Assessment

• Nurse’s assessment 
of the patient or 
situation
– Include:
• Clinical impression
• Concerns
• Vital signs
• Early warning score

Recommendations

• Be specific
• Explain what is 

needed
• Make suggestions
• Clarify expectations
• Confirm actions to 

be taken



SBAR

• When SBAR is a “must”
–During a patient hand-off
–During RN-Healthcare provider 

communication
–Any time there is important 

communication in the interdisciplinary 
team
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SCENARIOS



SBAR Scenario #1

• Situation

• Background

• Assessment

• Recommendation(s)



SBAR: Scenario #2

• Situation

• Background

• Assessment

• Recommendation(s)



SBAR: Scenario #3

• Situation

• Background

• Assessment

• Recommendation(s)



SBAR: Scenario #4

• Situation

• Background

• Assessment

• Recommendation(s)
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