
SOP: Vital Signs and Observation Documentation
Transfer
This SOP describes the process for vital signs and observation documentation transfer, detailing the accurate
recording, timely updating, and secure communication of patient vital signs and clinical observations between healthcare
providers. It ensures continuity of care, minimizes errors, and supports effective clinical decision-making by standardizing
the transfer of critical patient information during shift changes, patient transfers, or handovers.

1. Purpose
To outline a standardized process for recording, updating, and transferring vital signs and clinical observations between
healthcare providers, ensuring patient safety and quality of care.

2. Scope
This procedure applies to all healthcare professionals involved in the care, observation, and handover/transfer of patients
within the facility.

3. Responsibilities
Nursing Staff: Accurately record and regularly update patient vital signs and observation charts.
Medical Practitioners: Review and act upon abnormal vital sign readings; communicate key findings during
handover.
Receiving Healthcare Providers: Confirm transfer and clarify any unclear observations.
All Staff: Maintain confidentiality and accuracy in documentation and communication.

4. Procedure
1. Recording Vital Signs:

Document temperature, pulse, respiration, blood pressure, oxygen saturation, and other required observations
clearly using designated charts or Electronic Medical Record (EMR) systems.
Include date, time, and signature/initials for each entry.

2. Review and Update:
Review vital signs at routine intervals as per facility policy and/or patient acuity.
Record any changes promptly. Highlight and communicate any abnormal findings to relevant clinicians
immediately.

3. Preparation for Transfer/Handover:
Prior to patient transfer/shift change, review the latest observation data for completeness, accuracy, and
legibility.
Ensure documentation includes trends, abnormal findings, and any clinical interventions performed.

4. Documentation Transfer:
Provide the receiving healthcare provider/team with the most recent observation records (paper or digital copy
as per facility policy).
Verbally highlight critical changes or concerns during the handover process.

5. Confirmation:
Receiving provider to confirm receipt and understanding of the documentation and clarify any uncertainties
before transfer is considered complete.

5. Documentation Requirements

Data Element Description

Patient Identification Full name, date of birth, patient ID number

Date and Time When each vital sign was measured

Vital Signs
Recorded

Temperature, pulse, respiratory rate, blood pressure, oxygen saturation, pain score, others as
required



Observer Details Name and signature/initials of the staff member recording observation

Clinical
Interventions Any actions taken in response to abnormal findings

Transfer
Confirmation Name, date, and time of receiving staff member/provider

6. Confidentiality & Security
Store all documentation securely, in accordance with facility policy and data protection legislation.
Ensure only authorized personnel handle and view patient observation records.

7. References
Facility policies on documentation and handover
Relevant national or regional clinical guidelines on vital sign monitoring
Data protection laws and information governance standards

8. Review & Audit
This SOP will be reviewed annually and following any incident or policy update related to vital signs/observation
documentation transfer.
Regular audits to ensure compliance and identify areas for improvement.
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