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Abstract 

Problem: The “handoff process” between nurses at shift change on an inpatient behavioral 

health unit of a large community teaching hospital in the Baltimore-Washington area was 

characterized by ineffective communication patterns that posed a risk to patient safety.  Common 

problems with the handoff process include regular omissions of pertinent background 

information, inclusion of repetitive or non-essential health information, and patient overviews 

which are limited to the most recent nursing shift. 

Purpose: The purpose of this quality improvement project (QIP) was to implement a 

standardized handoff tool, PSYCH, on an inpatient behavioral health unit, and to evaluate the 

utility of this intervention in supporting the handoff process between nurses at change of shift.  

Methods: The QIP was implemented over eleven weeks. During this time, an evidence-based 

handoff tool was selected, an implementation team was mobilized, and change champions were 

mentored on the use of implementation tactics. A learning module was developed to educate 

nurses on how to use the handoff tool prior to implementation. The handoff was audited before 

and during implementation to obtain data for the identified outcome measure – nursing 

satisfaction – and the two identified process measures - utilization of the handoff tool and 

inclusion of specific patient information during handoff. Project outcomes were audited on a 

weekly basis and shared with the nursing staff to provide a marker for progress and to support 

behavioral changes.  

Results: Findings suggest that the majority of nurses were willing to use the PSYCH handoff 

tool to give report (90% average utilization rate during the implementation period), and specific 

patient information (e.g., code status, allergies, medical diagnosis, psychiatric diagnosis, and 

reason for admission) was reported with greater frequency when a standardized handoff tool is 
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used. Staff members were also more likely to report higher satisfaction with the handoff process 

when a standardized communication tool was used compared to no standardized tool.  

Conclusions: Utilization of a standardized communication tool on an inpatient behavioral health 

unit has the potential to increase patient safety as nurses are more likely to report key aspects of 

the patients’ health condition.  

       Utilization of a Standardized Handoff Tool (PSYCH) to Reduce Errors of Omission   

Introduction  

 

“Patient handoff,” the process of sharing pertinent health information during transitions 

in patient care is critical to maintaining quality of care, and reducing incidents of patient harm 

(Joint Commission, 2017; Abela-Dimech & Vuksic, 2018; Keebler et al., 2016). Unfortunately, 

inadequate handoff communication is a reoccurring problem across clinical domains (Joint 

Commission, 2017; Keebler et al., 2016). A review of sentinel events occurring between 2004 

and 2010 found that 80% of preventable medical errors were directly related to failures in the 

handoff process (Joint Commission, 2010). To reduce hand-off related communication errors, the 

Joint Commission recommends that all handoff practices within a specific clinical setting be 

standardized (Joint Commission, 2017).  

An assessment of the handoff processes between nurses on an acute psychiatric unit 

(APU) unit at a large, community teaching hospital revealed a lack of standardized practices, and 

provided an opportunity to engage the nursing staff in a quality improvement initiative. Previous 

hand-off practices were characterized by frequent omissions of pertinent background 

information, inclusion of repetitive or non-essential health data, and an overview of the patients’ 

condition which was routinely limited to the last 12 hours (the prior nursing shift). To gain a 

better understanding of the communication deficits in the handoff process, the nurses were given 
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the opportunity to complete a satisfaction survey during the pre-implementation period. Only 

44% percent of nurses who completed the survey indicated that they were satisfied with the 

handoff information they received during report.  

The mnemonic PSYCH (Patient information, Situation leading to the hospital visit, Your 

assessment, Critical information, and Hinderance to discharge) was used to structure the 

standardized handoff tool. Three short-term goals were identified to measure the success of the 

project: 1) 100% of nurses would use the PSYCH handoff tool to give and receive report during 

the eleven-week implementation period; 2) 100% of nurses would report they are satisfied with 

the information they receive during report when using the PSYCH handoff tool; and 3) 100% of 

nurses would include specific patient information when giving report with the PSYCH handoff 

tool during the eleven-week implementation period. In accordance with these goals, the purpose 

of this quality improvement project was to implement a standardized communication tool 

(PSYCH) on an inpatient behavioral health unit, and to evaluate the effectiveness of this 

intervention in supporting the handoff process between nurses at change of shift.  

Literature Review  

This evidence review provides a synthesis of the literature supporting the use of a 

standardized handoff tool during change of shift. Melnyk and Fineout-Overholt’s (2014) 

hierarchy of evidence rating scale was used to rate the level of evidence for this review, and 

Newhouse’s (2006) quality of evidence rating system was used to grade the quality of evidence 

(Table 1 and Table 2, respectively).  

Of the five studies included in this literature review, one study was given a level I rating 

(Keebler et al., 2016), and four studies were rated as level II (Mariano et al., 2016; Maharani & 

Thabrany, 2018; Abela-Dimech, & Vuksic, 2018; Patel et al., 2019). The level I study was given 
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a quality rating of A while three of the level II studies were given a quality rating of B (Mariano 

et al., 2016; Maharani & Thabrany, 2018; Abela-Dimech & Vuksic, 2018). Only one study 

included in the literature review was given a quality rating of C, owing to a small sample size (n 

=24), and the potential for confounding variables (Patel et al., 2019). An evidence review (Table 

3), and synthesis table (Table 4) are provided as additional resources. 

According to a meta-analysis and systematic review analyzing the handoff process 

between clinicians at shift change, barriers to an accurate handoff process include clinician 

fatigue, poor teamwork, time constraints, and a lack of knowledge of effective processes 

(Maharani & Thabrany, 2018; Keebler at al., 2016). Recommendations to improve the quality of 

hand-off included using a standardized hand-off tool or mnemonic, identifying high-risk patients, 

emphasizing critical aspects of the patient’s condition or care, and providing hand-off training 

for staff (Maharani & Thabrany, 2018; Mariano et al., 2016).  

Keebler et al. (2016) and Maharani and Thabrany (2018) found that implementation of a 

standardized hand-off procedure was associated with an improvement in the quality of 

information transferred, and an increase in positive patient outcomes, including a reduction in the 

number of preventable adverse effects and an increase in the amount of time spent with patients. 

These findings were further supported by a quasi-experimental study in which a standardized 

mnemonic was used to structure shift report across 27 inpatient psychiatric units. Researchers 

found the number of serious incidents occurring secondary to ineffective communication 

decreased during a six-month review period following implementation of the mnemonic.  

Use of the handoff mnemonic PSYCH and PSYCH-PASS can reduce omission related 

errors, increase efficiency and accuracy, and improve staff satisfaction. These findings are based 

on two quasi experimental studies in which researchers used the mnemonic PSYCH and 
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PSYCH-PASS to structure transitions of care between psychiatric residents. (Mariano et al., 

2016; Patel et al., 2019). After discussing the findings of this literature review with key 

stakeholders at the Hospital, the mnemonic PSYCH was chosen to structure shift report on the 

inpatient behavioral health unit owing to its applicability to psychiatric patient population, 

brevity, and demonstrated ability to increase the efficiency and accuracy of the handoff report.  

Theoretical Framework  

 

Kurt Lewin’s Change Theory was used to guide the implementation of this quality 

improvement project. Lewin outlines three central stages to all change processes: unfreezing, 

changing, and refreezing (Lewin, 1947). The unfreezing stage occurs when staff members 

identify the need for a practice change, determine the resources needed to accomplish this 

change, and consider the barriers which may impede this process. The changing stage is 

characterized by the transition towards the practice change. Driving and restraining forces must 

be balanced during this stage for the transition to occur. Finally, the refreezing stage occurs when 

the practice change becomes integrated into cultural norms in the post-implementation period.  

Using Lewin’s Change Theory as a guiding model, implementation strategies were 

grouped into one of the three stages to facilitate the change process. During the unfreezing stage, 

unit champions assisted other staff members in identifying the need to change current handoff 

processes and worked to establish a culture of readiness to enact this change. An online training 

module was created to teach staff how to use the PSYCH handoff tool and a project timeline was 

shared with staff members to underscore the immediacy of upcoming changes to the handoff 

process.  

 In the changing stage, staff members were given the opportunity to discuss barriers to 

change at monthly staff meetings. Implementation barriers were also relayed to members of the 
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Unit Council to be discussed at the monthly Unit Council meetings (Lewin, 1947). Outcome 

metrics were shared with the nursing staff and other key stakeholders on a weekly basis to 

underscore the need for change and to provide the staff with encouragement. In the last stage, 

refreezing, feedback from the Nursing Satisfaction Survey was used to modify the PSYCH 

handoff tool to support its continued use post-implementation. To ensure sustainability, unit 

champions will continue to support the efforts of the nursing staff to use the tool during handoff, 

and all new hires will complete the online training module as part of the hospital orientation 

process. 

Methods 

 The quality improvement project was implemented on the acute psychiatric unit (APU) of 

a 342-bed teaching hospital in the Mid-Atlantic region. The APU serves up to twenty adult 

patients (ages 18 and older) with high acuity psychiatric needs, including individuals with co-

occurring substance use disorders. Medications can be given to assist with opiate and alcohol 

detoxification; however, patients must, otherwise be medically stable. The nursing staff is 

composed of 34 registered nurses, and each nurse is typically assigned to care for five to six 

patients during a single shift. All nurses working on the APU were included in the practice 

change process due to the need to standardize shift report among all members of the nursing 

staff.  

 During the pre-implementation period, an online training module was developed and 

assigned to the nurses to educate them use of the PSYCH handoff tool. Learning objectives for 

the training module are depicted in Appendix F. Nurses were also asked to complete a brief 

Nursing Satisfaction Survey during the pre-implementation period as an outcome measure 

(Appendix C). Responses were collected through an online survey platform that allowed users to 
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record their answers anonymously. The survey was administered again during the post-

implementation period to evaluate changes in nursing satisfaction related to using the PSYCH 

handoff tool. Results of the pre-and-post survey were analyzed by comparing the means of the 

Likert-scale responses for the six questions. To encourage staff participation, all staff members 

who completed the survey were entered into a drawing with the chance to win one of two 

Amazon gift cards worth $10 and $20. 

Two process measures were identified for the project 1) utilization of the PSYCH 

handoff tool, and 2) inclusion of specific patient information during handoff (e.g., code status, 

allergies, medical history, psychiatric history, and reason for hospital admission). The project 

manager audited shift report during the implementation period to track both process measures. 

The latter process measure was also evaluated during the pre-implementation phase, and served 

as a measure of intervention fidelity during the implementation period. Data was collected 

without staff or patient identifiers. Staff utilization of the PSYCH handoff tool was analyzed 

using a run chart. The frequency with which nurses communicated specific patient information 

was analyzed by comparing the averages for each respective category in relation to the pre-

implementation and implementation period. 

Project implementation occurred over an eleven-week period from October to December 

2020. A visual depiction of the implementation timeline was shared with nurses to facilitate 

teamwork (Appendix D). Nurses were instructed to use the standardized communication tool 

PSYCH to structure their patient handoff report during this time (Appendix A). A copy of the 

handoff tool with sample patient information was provided to the nurses for educational 

purposes (Appendix E). The project manager also met with nurses individually to provide 

additional education, and to address barriers encountered during implementation. A notebook 
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was placed on the Unit to encourage staff members to share their experiences using the PSYCH 

handoff tool, and nurses were invited to voice possible solutions for overcoming identified 

barriers during monthly staff meetings.  

Numerous steps were taken to protect human subjects involved in the study: pre-and 

post-test score data from the online learning module was deidentified prior to evaluation; 

utilization of PSYCH hand-off tool was collected without patient or staff identifiers; 

data obtained from the Nursing Satisfaction Survey was collected through a survey platform 

which allowed participants to record their answers anonymously, and data was deidentified prior 

to evaluation. All deidentified data was stored in a digital file on a password protected computer 

located on-site at the Hospital 

Results  

 

The first goal of achieving 100% utilization of the PSYCH handoff tool when giving and 

receiving report was not met; however, an average utilization rate of 90% was achieved (Figure 

1). In total, the project manager audited 71 nursing reports during the pre-implementation phase, 

and 162 reports during the implementation period. The average utilization rate for week one, 

weeks three through five, week seven, and week nine was 100%. The two lowest utilization rates 

occurred during week two and week ten with an average of 73% and 69%, respectively. The low 

utilization rate during the second to last week of data collection may be explained by a gradual 

lessening of managerial oversight; consequently, resulting in several nurses reverting to the non-

standardized pre-implementation handoff as a function of familiarity.  

The second goal intending that 100% of nurses on the APU would report they were 

satisfied with the information they received during report when using the PSYCH handoff tool 

was also not met; however, there was a 13% increase in the number of nurses who “agreed” or 
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“strongly agreed” with this statement when comparing pre-and-post survey responses (pre-

implementation response = 44%; post-implementation response = 57%). Although not 

identified as a goal, 100% of nurses indicated they “agreed” or “strongly agreed” with the 

second statement on the post-implementation survey: pertinent background information is 

included in the handoff. This value represents a 45% increase from the pre-implementation 

period in which 55% of staff members indicated that they “agreed” or “strongly agreed” with 

this statement.  

Three other measures of nursing satisfaction showed an increase between pre-and post-

implementation response rates; however, this increase was less robust than those previously 

described. Only one satisfaction measure showed a decrease between the pre-and-post 

implementation period, but a difference of one percent may be seen as negligible in a small 

sample size. Please refer to Figure 2 for additional detail. Overall, staff response rates for the 

pre-and-post satisfaction surveys were low (29% vs 25%, respectively); however, it is unclear 

as to why. The implementation team believed a mild financial incentive would encourage 

nurses to complete the survey; however, the impact of this initiative appears to have been 

minimal, at best, given the low response rate. It is possible that low staff morale (secondary to 

insufficient staffing) and competing nursing duties resulted in a lower than anticipated response 

rate.  

The third goal intending that 100% of nurses on the APU would include specific patient 

information when giving report with the PSYCH handoff tool was not met; however, there was 

an increase for each identified measure between the pre-implementation and implementation 

period (Figure 3). The medical diagnosis and code status were reported 9% of the time during 

the pre-implementation period and 71% and 76% of the time, respectively, during the post-
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implementation period. The psychiatric diagnosis was reported 55% of the time during the pre-

implementation period and 87% during the post-implementation period. The reason for 

admission was reported 37% of the time during the pre-implementation period and 83% during 

the post-implementation period. Lastly, allergies were reported 0% of the time during the pre-

implementation period and 75% during the post-implementation period. Disseminating findings 

from the weekly report audits provided laggards with the additional momentum needed to 

support the practice change, and helped to establish positive reinforcement measures. 

Discussion 

 

Although 100% of nurses did not use the PSYCH handoff tool to give and receive report 

during the implementation period, achieving an average utilization rate of 90% was considered a 

successful outcome regardless of the pre-established outcome measure. Providing nurses with the 

implementation timeline was helpful in achieving a high utilization rate because it increased 

individual accountability among the nurses, and it helped to establish a culture of readiness prior 

to implementing the quality improvement project (per the “unfreezing” stage of Lewin’s Change 

Theory). Making copies of the handoff tool available before the official kickoff date also helped 

facilitate a successful transition process. Several nurses were observed using the handoff tool 

prior to the official implementation date, thus further solidifying a change culture which could be 

leveraged for the benefit of the quality improvement project.  

Development of an online learning module also played a key role in garnering nursing 

support. The high staff completion rate for the online learning module can be attributed to 

numerous implementation tactics, including managerial support, frequent communication with 

staff members, and utilization of existing communication structures to cultivate a change culture, 

including email, staff meetings, daily huddles, and the staff white board. The use of a multi-
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media training resource was especially beneficial in that it allowed nurses to complete the 

education module at their own convenience, and it provided an effective medium with which 

nurses from day and night shift could be educated simultaneously.  

A notable barrier encountered during the implementation process was documenting 

utilization of the handoff tool. The project manager designed a daily data collection tool for 

nurses to track use of the PSYCH handoff tool; however, nurses on the oncoming shift found it 

too difficult to complete the tool and receive handoff at the same time. Consequently, the 

implementation team had to revise the data collection method. After consulting with numerous 

stakeholders, it was determined that weekly report audits by the project manager provided the 

best option for data collection given the circumstances (Appendix B). 

This project was completed for quality improvement purposes only. The findings are not 

generalizable to other settings as components of the communication tool were specifically 

modified to meet the needs of the patient population and nurses on the APU. Special 

considerations were given to the nurse-patient ratio, individual to group hand-off process, and 

treatment of patients with co-occurring disorders; therefore, findings from this project cannot be 

used to inform practices on other inpatient psychiatric units. Limitations of the study include a 

medically stable patient population, a limited response rate to the nursing satisfaction survey, a 

handoff process that does not utilize the electronic health record, and a short data collection 

period (11 weeks).  

Conclusion 

 

Utilizing a standardized communication tool to facilitate the handoff process on an acute 

psychiatric unit has the potential to increase the frequency with which nurses communicate 

pertinent health information during change of shift. This outcome may translate into better 
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patient outcomes as key aspects of the patients’ condition (e.g., allergies, code status, reason for 

admission, psychiatric diagnosis, and medical diagnosis) are more likely to be reported during 

handoff, and the occurrence of omission related errors may, consequently, decrease. This 

intervention may also increase nursing satisfaction with the handoff process as staff members are 

more likely to be aware of the patient’s plan of care after receiving handoff.  

Future quality improvements projects should integrate PSYCH into the EHR to optimize 

the handoff process and provide a measure of consistency and accountability between nurses. 

The nursing staff should also be given the opportunity to participate in simulation exercises prior 

to utilizing the PSYCH handoff tool. Although it was helpful to provide the nurses with an 

online learning module for educational purposes, the auditing process made it clear that many 

nurses struggled to give a succinct narrative of the patient’s condition even with the aid of a 

standardized handoff tool. Future quality improvement projects should also evaluate the 

occurrence of adverse events in relation to the use of a standardized handoff tool to assess 

potential impacts on patient outcomes. This QI project adds valuable information to the literature 

regarding the use of a standardized handoff tool on an acute psychiatric unit as the findings 

support both the feasibility and utility of this intervention. 
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Table 1. 

Hierarchy of Evidence Rating Scale  

 

Level of 

Evidence 
Type of Evidence 

I (1) 
Evidence from systematic review, meta-analysis of randomized controlled trails (RCTs), or practice-guidelines 

based on systematic review of RCTs. 

II (2) Evidence obtained from well-designed RCT and/or reports of expert committees. 

III (3) Evidence obtained from well-designed controlled trials without randomization. 

IV (4) Evidence from well-designed case-control and cohort studies 

V (5) Evidence from systematic reviews of descriptive and qualitative study 

VI (6) Evidence from a single descriptive or qualitative study 

VII (7) Evidence from the opinion of authorities 
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Table 2. 
Rating System for Quality of Evidence 

 

High (A) 

Scientific 
Consistent results with sufficient sample size, adequate control, and definitive conclusions; 

consistent recommendations based on extensive literature review that includes thoughtful 

reference to scientific evidence  

Summative Review 
Well-defined, reproducible search strategies; consistent results with sufficient numbers of 

well-defined studies; criteria-based evaluation of overall scientific strength and quality of 

included studies; definitive conclusions  
Experiential Expertise is clearly evident 

Good (B) 

Scientific 
Reasonably consistent results, sufficient sample size, some control, with fairly definitive 

conclusions; reasonably consistent recommendations based on fairly comprehensive 

literature review that includes some reference to scientific evidence  

Summative Review 
Reasonably thorough and appropriate search; reasonably consistent results with sufficient 

numbers of well-defined studies; evaluation of strengths and limitations of included studies; 

fairly definitive conclusions. 
Experiential Expertise seems to be credible. 

Low Quality (C) 

Scientific Little evidence with inconsistent results, insufficient sample size, conclusions cannot be 

drawn 
Summative Review Undefined, poorly defined, or limited search strategies; insufficient evidence with 

inconsistent results; conclusions cannot be drawn  
Experiential Expertise is not discernable or is dubious  

 

 

 

 

 

 

 

 

 

 



UTILIZATION OF A STANDARDIZED TOOL 18 

 

 

Table 3 

Evidence Review Table for Utilization of a Standardized Handoff Tool 

  
Citation: Maharani, R., & Thabrany, H. (2018). How to improve patient handoff quality for ensuring patient safety: A systematic 

review. KnE Life Sciences, 2018, 292. https://knepublishing.com/index.php/Kne-Life/article/view/3580/7494 

Level (Melnyk): II 

Purpose/ 

Hypothesis 

Design Sample Intervention Outcomes Results 

As stated in citation: 

“The aim of this review is to  

know barriers in handoff process and  

find strategies to improve patient  

handoff quality for ensuring 

patient safety” 

 

 

 

 

 

 

Systematic 

Review (SR)  

Search Strategy: 

Articles were 

identified using the 

advanced search 

features on ProQuest 

and PubMed 

electronic databases. 

Search words included 

“patient hand-off,” 

“hand off related 

barrier OR hand-off 

related failure”, and 

“patient handoff OR 

patient handoff AND 

patient safety. A total 

of 14, 694 journals 

were initially 

identified. After 

adjusting for inclusion 

and exclusion criteria, 

a total of 14 articles 

were included for 

review –three cross-

sectional studies, six 

experimental studies, 

four review articles 

(systematic reviews 

and clinical evidence 

reviews), one mixed 

experimental study, 

and a single cross-

sectional study. A 

Control: Not applicable 

– no randomized 

controlled trials 

included  

  

Intervention: All studies 

included in the SR 

involved the 

implementation of a 

handoff procedure to 

facilitate patient handoff 

processes .  

 

Intervention fidelity: 

Not applicable  

DV: Overall satisfaction 

with handoff quality; 

incidence of adverse 

events and near misses; 

mean number of omitted 

and erroneous items; 

number of information 

breakdowns  

Measurements: 

measurement tools for 

individual studies not 

reported 

 

Statistical Procedures 

and Results: No 

statistical procedures 

performed; results 

obtained from 

synthesis of available 

literature.  

Identified barriers to 

an accurate exchange 

of patient information 

include human related 

factors, such as 

fatigue, culture, and 

lack of knowledge, 

and aspects of 

organizational culture, 

such as a poor 

teamwork, ineffective 

leadership and the 

existence of a 

“blaming culture.” 

Other identified 

barriers include a lack 

of staff training, 

passive transfer of 

patient information, 

time constraints, and 

frequent interruptions. 

Nine of the fourteen 

journal indicated that 

standardization of the 

handoff process can 

https://knepublishing.com/index.php/Kne-Life/article/view/3580/7494
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PRISMA diagram is 

included for 

clarification of article 

selection process.  

 

Inclusion criteria: 

Full-text articles 

written in English or 

Indonesian published 

between 2012 and 

2016. Additional 

inclusion criteria 

included a discussion 

of handoff processes, 

strategies to improve 

handoff, an evaluation 

of barriers or 

challenges 

experienced, a plan to 

address identified 

barriers, and a 

quantifiable impact of 

handoff processes on 

patient safety (adverse 

events, near misses, 

omissions, or sentinel 

events). Included 

articles detailed 

handoff practices 

occurred among 

nurses, residents, and 

“multidisciplinary 

participants.” 

 

Exclusion criteria: 

Non-published articles 

(manuscripts) and 

research conducted 

outside of the hospital 

setting 

improve the quality of 

information transfer, 

and increase clinician 

satisfaction. 

Researchers offer 

several 

recommendations for 

improving patient 

handoff: standardize 

verbal and written 

handoff protocols 

using a standardized 

mnemonic or hand-off 

tool; encourage a face-

to-face exchange of 

information, and allow 

for active participation 

from clinicians 

receiving patients; 

ensure information is 

accurate and up-to-

date; minimize 

interruptions; 

emphasize critical 

aspects of patients’ 

condition/ and or 

identify high risk 

patients; provide 

hand-off training for 

staff to ensure 

consistent patient 

transfer; and establish 

leadership and 

regulatory support. 

Joint Commission 

guidelines are 

congruent with 

recommendations, but 

include additional 

elements of 
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Power Analysis: Not 

applicable to SR 

 

 

incorporating a 

method to verify 

received information, 

and allowing the 

receiver an 

opportunity to review 

patient history and 

previous treatments. 

Researchers stress that 

standardization should 

not replace clinician 

judgement, or critical 

thinking. Additional 

research studies are 

needed to evaluate the 

effect of hand-off 

processes on patient 

safety; only three of 

the fourteen research 

articles utilized safety 

outcomes as a 

measurement of hand-

off quality.  

Citation: Keebler, J. R., Lazzara, E. H., Patzer, B. S., Palmer, E. M., Plummer, J. P., Smith, D. C., Lew, V., Fouquet, S., Chan, Y. R., 

& Riss, R. (2016). Meta-Analyses of the Effects of Standardized Handoff Protocols on Patient, Provider, and Organizational 

Outcomes. Human Factors, 58(8), 1187–1205. https://doi-org.proxy-hs.researchport.umd.edu/10.1177/0018720816672309 
 

Level: I 

Purpose/ 

Hypothesis 

Design Sample Intervention Outcomes Results 

“The overall purpose was to 
understand the effects of 
handoff protocols using meta-
analytic approaches” 
 
 
 

Meta-

analysis 

(MA)  

Search strategy: 

Articles from Medline, 

Embase, PsycINFO, 

and SAGE databases 

were identified with 

the key words “patient 

handoffs,” “handoff 

protocols,” hand-off 

OR handoff OR hand 

off,” “signout OR 

sign-out OR sign out,” 

Control: Not applicable, 

no randomized 

controlled trials 

included in MA 

  

Intervention: 

Implementation of a 

standardized handoff 

protocol to transfer 

patient information 

between clinicians  

DV: Hand-off 

information (amount 

and type of information 

conveyed during 

handoff; patient 

outcomes (health 

metrics including 

morbidity and mortality, 

and satisfaction level) ; 

provider outcomes 

(measures of objective 

Statistical Procedures 

and Results: Data 

regarding specification 

of dependent 

variables, statistics 

needed to determine 

effect size, and 

information regarding 

the sample were 

extracted from each 

study.  A panel of 

https://doi-org.proxy-hs.researchport.umd.edu/10.1177/0018720816672309
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“inter-shift OR inter 

shift report,” bedside 

shift,” “nursing 

report,” and patient 

transfer.” All articles 

were evaluated by a 

panel of independent 

reviewers.  

 

Number of 

articles/data points:  

Of the 4,556 articles 

gathered initially, 

4,492 were removed 

because they were not 

empirical studies. 

From the 68 remaining 

articles, 28 more were 

excluded due to 

insufficient results or 

unsatisfactory 

methodologies, such 

as simulation-based 

research. Thirty-six 

articles were chosen, 

by group consensus, 

for review. “A total 

sample size of 106, 

724 pre-protocol 

measurement and 97, 

642 post-protocol 

measurement data 

points” (p.1193) were 

utilized for meta-

analysis purposes. 

 

Inclusion criteria: 

Selected articles met 

three identified 

criteria:   

 

Protocol: Not applicable 

to MA 

performance or opinions 

of performance such as 

response to handoff 

process and time 

required to complete 

handoff); and 

organizational outcomes 

(measures of 

organizational and 

cultural improvements    

 

 

 

Measurement: A pre-

post intervention design 

was used to evaluate 

identified outcome 

measures within each 

study (specific outcome 

measures varied 

between studies). Inter-

rater reliability not 

reported.  

reviewers used the 

SEIPS model to 

categorize each 

identified criterion 

according to the four 

overarching variables 

of interest. 

Researchers subtracted 

baseline outcome 

measurements from 

post hand-off 

implementation 

measurements and 

divided by the pooled 

standard deviation to 

determine 

standardized mean 

differences (SMD). 

Hedge’s G (an 

estimate of Cohen’s d 

that accounts for 

smaller sample sizes) 

was used to adjust 

each SMD by 

calculating the 

aggregates of the 

effect size for the 

purpose of eliminating 

small sample size bias. 

Independent samples 

techniques were used 

to analyze variables in 

the absence of 

reported pre-

/postintervention 

group correlations. 

Each effect size was 

plotted by the “inverse 

of its standard error” 

(p. 1194) on a funnel 
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Conducted an 

empirical investigation 

examining the handoff 

process using either a 

pre-postintervention 

design, or a between-

subjects design; data 

was collected in the 

clinical setting and not 

in a simulation; and 

articles included 

statistics need to 

determine effect sizes.  

 

Exclusion criteria: 

Research conducted 

outside of the hospital 

setting, and studies 

that do no employ  

 

Power analysis:  Not 

applicable to MA 

                                                                                      

Study heterogeneity 

according to identified 

categories: Handoff 

information and 

patient outcomes had a 

high level of 

heterogeneity  

(I2 = 82.5% and I2 = 

97%, respectively). 

Provider outcomes 

had a medium level of 

heterogeneity (I2 = 

66%), and 

organizational 

outcomes a had a low 

level of heterogeneity 

(I = 14%). Consistent 

plot. The Egger’s test 

was then used to 

visually and 

statistically evaluate 

each funnel plot to 

determine the 

existence and/or 

extent of publication 

bias. Moderation 

analysis was used to 

determine if the length 

of the handoff had an 

impact on the four 

identified outcome 

variables. Results 

were summarized 

using a random effect 

model. 

 

Results: There was a 

“medium to 

significant increase” 

(p. 1193) in the 

volume of transferred 

patient information 

(g=.71, 95%CI 

[.63,.79]) and  a 

statistically significant 

increase in positive 

patient outcomes, 

including reducing the 

number of preventable 

adverse effects and 

increasing time spent 

with patients, after the 

implementation of a 

standardized hand off 

procedure (g=.53, 

95% CI [.42,.65]). 

There was a “medium 
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positive findings, 

despite medium to 

high heterogeneity, 

speaks to the 

effectiveness of 

standardized handoff 

protocols (per the 

authors of the research 

study)  

 

and significant 

increase” (p.1193) in 

provider outcomes in 

the post-handoff 

implementation period 

(g=.51 (95% CI 

[.41,.60]), and a 

“small but significant” 

(p. 1193) in 

organizational 

outcomes, including 

an increased 

satisfaction with 

hospital culture ( 

g=.29, 95% CI 

[.23,.35]). Researchers 

also found that longer 

handoff protocols 

(defined as having 12 

or more items) were 

associated with a 

significant increase in 

the volume of patient 

information 

transferred when 

compared to the use of 

shorter protocols 

(defined as having 

fewer than 12 items), 

mean effect = .75 and 

.55, respectively (95% 

CI [.03,.37]). A lack 

of published research 

studies with null 

findings suggests the 

existence of 

publication bias. 

Increased length of 

handovers, delayed 

patient care, and 
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omission errors were 

identified as negative 

outcomes for handoff 

information and 

patient outcomes. 

Increased length of 

handoff was also 

identified a negative 

effect for provider 

outcomes. Overall, 

research associated 

with handoff protocols 

lacks “methodological 

and analytical rigor” 

(p. 1200). More robust 

research studies are 

needed to inform 

positive and negative 

outcomes associated 

with unit specific 

protocols and 

generalized protocols 

(such as SBAR).  

Citation: Mariano, M. T., Brooks, V., & DiGiacomo, M. (2016). PSYCH: A mnemonic to help psychiatric residents decrease patient 

handoff communication errors. Joint Commission Journal On Quality And Patient Safety, 42(7), 316–320. https://www-

sciencedirect-com.proxy-hs.researchport.umd.edu/science/article/pii/S155372501642043X?via%3Dihub 

 

Level: II 

Purpose/ 

Hypothesis 

Design Sample Intervention Outcomes Results 

“Teaching residents a relevant 
and easy-to-remember 
mnemonic (will) help decrease 
communication errors during 
transitions-in-care”. 

Quasi 

experimental 

pilot study 

utilizing a 

pre-post 

design 

Sampling Technique: 

No randomization of 

study participants 

occurred. All seven 

second-postgraduate 

year and two third-

postgraduate year 

residents assigned to 

the emergency 

department of the 

designated hospital 

Control: Not applicable  

  

Intervention: Psychiatry 

residents trained to used 

the mnemonic PSYCH 

(indicating patient 

information/background, 

situation leading to 

hospital visit, your 

assessment, critical 

information, and 

DV: Primary: change in 

number of content 

omissions (defined as a 

failure to 

communication 

pertinent patient 

information). 

Secondary: time spent to 

complete handoffs pre 

and post-

implementation of the 

Statistical Procedures 

and Results: SPSS 

software was used for 

the “comparison of 

paired t-tests of each 

resident hand off 

performance” (para 

14) pre-and-post 

implementation of 

PSYCH. All handoffs 

occurring in the 12-

https://www-sciencedirect-com.proxy-hs.researchport.umd.edu/science/article/pii/S155372501642043X?via%3Dihub
https://www-sciencedirect-com.proxy-hs.researchport.umd.edu/science/article/pii/S155372501642043X?via%3Dihub
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participated in the 

study. Scheduling of 

residents for weekday 

morning handoffs was 

determined by the 

“residency programs 

on call system.” (para 

11). No incentives, 

monetary or 

otherwise, were 

provided for 

participation. An 

indeterminate number 

of students were 

rotating in the 

psychiatric emergency 

room at this time. 

Their handoffs were 

not included in 

omission calculations, 

but were included in 

the “total minutes” 

spent in handover per 

morning (primary 

researcher was unable 

to isolate the time 

between these two 

groups).  

 

# Eligible: 9 

# Accepted: 9 

# Control: N/A 

# Intervention: 9 

 

Power analysis:  Not 

reported 

                                                                                      

Group Homogeneity: 

Not reported 

 

hindrance to discharge) 

to identify key 

information to include 

in the emergency room 

handoff process. This 

mnemonic was adapted 

from SBAR (indicating 

situation, background, 

assessment, 

recommendation); 

situation corresponds 

with the S in PSYCH; 

background corresponds 

with P; assessment 

corresponds with Y; and 

recommendation 

corresponds with H. C 

was included in the 

PSYCH mnemonic to 

capture critical 

information not 

addressed by the other 

components.  

 

Intervention fidelity: 

Audio from residents 

“weekday post-call 

handoffs” were gathered 

and transcribed for a 

period of 12 weeks, and 

divided into three phases 

for analytical purposes. 

Weekend and holiday 

handoffs were excluded. 

Time one included the 

first four weeks, and 

was used to measure 

baseline handoff 

performance. Time two 

included the next four 

PSYCH pneumonic; 

clarity of what was 

expected during the 

handoff process; and 

confidence in handoff 

protocol pre-and post-

intervention 

 

Measurement: The 

primary researcher rated 

all transcriptions at the 

end of the third phase to 

identify omissions 

during handoff. One 

point was assigned for 

“information missed on 

each component of the 

mnemonic PSYCH. All 

individual components 

were counted as one 

point with the exception 

of C because multiple 

points could be 

attributed to this 

component (ex – critical 

laboratory values, vital 

sign instability etc.). 

“Relevant portions” of 

the transcription were 

reviewed by the faculty 

mentor and psychiatric 

emergency room 

director before reaching 

consensus regarding 

omitted information; 

both individuals were 

blinded to the 

transcription date. The 

secondary outcomes 

related to clarity and 

week period were used 

to calculate the 

number of omissions 

and length of time 

needed to complete 

handoff. In Time 1, 

224 omissions were 

recorded, and 

handover was 391 min 

in duration. In time 2, 

203 omissions were 

recorded, and 

handover was 288 min 

in duration. Lastly in 

Time 3, 114 omissions 

were recorded, and 

handover was 229 

minutes. The number 

of patients handed off 

during Time 1 was 

247. In Time 2, 196 

patients were handed 

off, and in Time 3, the 

number was 187. Per 

analysis of paired t-

tests, there was a 

statistically significant 

reduction in the 

number of omissions 

post PSYCH 

implementation (p = 

0.049; effect size = 

0.8) The decrease in 

time needed to 

complete handoff 

post-intervention was 

not statistically 

significant (p =0.083; 

effect size = 0.7). Per 

analysis of 
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weeks and indicated 

handoff performance 

post PSYCH 

implementation, but 

without training. 

Finally, time three 

included the final four 

weeks and was used to 

measure handoff 

performance after 

receiving training to use 

the PSYCH mnemonic. 

Training was 

standardized, and 

included a one-hour 

presentation by the 

primary researcher. A 

poster with the PSYCH 

mnemonic was placed in 

the emergency room for 

reference purposes.  

confidence of handoff 

protocol were reported 

anonymously by 

residents using a 

questionnaire. 

questionnaire 

responses, clarity of 

expectations increased 

from “a mean of 2.79 

to 3.83” with 1 

indicating “not clear, 2 

meaning “somewhat 

clear,” 3 meaning 

“mostly clear,” and 4 

indicating “very clear” 

(para 15). The 

confidence rating 

increased by a mean 

of .85 (from 2.57 to 

3.42). The authors did 

not indicate if these 

increases were 

statistically 

significant.  

The authors 

recommend that 

clinicians receive 

additional clarification 

and training regarding 

the C component as a 

“substantial” number 

of omissions were 

related to critical 

information 

(omissions were 

reported per time 

period, not individual 

component, so this 

number cannot be 

quantified).  

 

 

 

Citation: Abela-Dimech, F., & Vuksic, O. (2018). Improving the practice of handover for psychiatric inpatient nursing 

staff. Archives of Psychiatric Nursing, 32(5), 729–736. https://doi-org.proxy-hs.researchport.umd.edu/10.1016/j.apnu.2018.04.004 

Level: II 
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Purpose/ 

Hypothesis 

Design Sample Intervention Outcomes Results 

“The aim of this project was to 

embed SBAR as a communication 

framework into nursing handover 

practices on 27 inpatient psychiatric 

units, and to ensure that the 

information given/received 

provided staff with the confidence 

to provide safe patient care” (para 

5) 

Quasi 

experimental 

quality 

improvement 

project 

utilizing a 

pre-post 

design 

Sampling Technique: 

Participation in the 

study was on 

volunteer basis. No 

compensation or other 

incentives were 

provided.  

 

# Eligible: 481 

registered nurses (RN) 

and registered 

practical nurses (RPN) 

# Accepted: Not 

applicable  

# Control: Not 

applicable  

# Intervention: 481 

RNs and RPNs  

 

Power analysis: Not 

provided    

                                                                                      

Group Homogeneity:  

Clinical environment 

and expertise were 

heterogenous; nurses 

worked on forensic 

and non-forensic units 

offering care to 

patients across the 

lifespan. Ratio of 

registered nurses and 

registered practical 

nurses not provided. 

Length of professional 

practice and other 

demographic 

Control: Not applicable  

  

Intervention: A 

standardized 

communication tool, 

SBAR, was integrated 

into nursing hand off 

processes on 27 

inpatient psychiatric 

units at a large 

psychiatric hospital in 

Ontario, Canada. 

 

Intervention fidelity 

(protocol): Prior to 

implementing SBAR 

into practice, resource 

tools were developed 

and introduced to staff. 

Resources included a 

video to demonstrate use 

of SBAR in a variety of 

settings, a poster to 

guide emergency phone 

calls, and a quick 

reference card to 

highlight key 

components of the 

SBAR framework. Staff 

received education on 

the handoff tool for a 

period of three months. 

Modifications to 

resources were made 

according to gaps in use 

identified by audit and 

feedback surveys (i.e. 

additional 

DV: Primary: Number 

of serious incidents that 

identify poor 

communication as a 

contributing factor, per 

review 

recommendations 

reported for the hospital. 

Secondary: usage of 

SBAR framework 

among nurses Tertiary: 

level of nursing 

satisfaction with 

information provided 

during handoff 

 

Measurement: Primary: 

Comparison of serious 

incidents attributed to 

communication 

breakdown pre and post 

SBAR implementation.  

Secondary: An audit 

tool was developed to 

assess the use of SBAR 

during handoff, the 

quality of information 

included in report, and 

the length of time 

elapsed during handoff. 

Nurse educators 

observed 122 handovers 

over a non-sequential 8-

month period, and used 

the audit tool to score 

how well nurses used 

the SBAR framework to 

guide handover. Scores 

Statistical Procedures: 

Researchers compared 

outcome measures pre 

and post 

implementation of 

SBAR into handoff 

practices. An online 

survey feedback 

mechanism and 

internal audit systems 

(direct observation) 

were used to evaluate 

the impact of SBAR 

implementation. Excel 

was used to perform a 

descriptive statistical 

analysis of outcome 

measures. Data 

obtained in the survey 

was anonymous; no 

coding process was 

used.  

 

Results: Primary: 

Following SBAR 

implementation, the 

number of serious 

incidents occurring 

secondary to 

ineffective 

communication 

decreased from 27 to 7 

during a six-month 

review period. 

Incidents related 

specifically to 

communication 

breakdowns occurring 
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information not 

identified.  

 

 

implementation tools 

were developed and 

audited to ensure 

adequate uptake of 

handoff protocol).  

were assigned from 1 to 

10 with 1 indicating 

poor use and 10 

indicating excellent use. 

Tertiary: Baseline 

satisfaction levels 

regarding the quality of 

handoff procedures 

were obtained through 

an anonymous online 

survey. 139 nurses 

responded to the survey 

(response rate of 29%) 

 

during transition 

decreased from seven 

to two. No effect size 

or power analysis 

provided. Secondary: 

The use of SBAR 

during handoff 

increased from 43% to 

76% during the audit 

period. Low audit 

scores (indicating a 

rating of 1-3 out of 10) 

decreased from 40% 

to 4%. Tertiary: 41% 

of nurses surveyed 

indicated they were 

satisfied with 

information received 

during report in the 

post-implementation 

period, an increase 

from 34% during the 

pre-implementation 

period. Fifty-seven 

percent of nurses 

indicated that 

information provided 

during handover was 

sufficient to prioritize 

patients’ needs, an 

increase from 52% on 

the pre-

implementation 

survey.  
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Citation: Patel, D. A., Arshed, A., Woulfe, J., Knowles, A., & Ozdoba, A. (2019). “PSYCH-PASS”: The Development, Adaptation, 

and Implementation of a Psychiatric Handoff. Academic Psychiatry, 43(5), 503–506. https://doi-org.proxy-

hs.researchport.umd.edu/10.1007/s40596-019-01068-0 

Level: II 

Purpose/ 

Hypothesis 

Design Sample Intervention Outcomes Results 

“The primary purpose of the study 

was to develop and implement a 

psychiatry mnemonic PSYCH-

PASS for transitions of care in 

residency training programs” (p. 

503) 

A quasi-

experimental 

pilot study 

utilizing a 

pre-post 

evaluation 

design 

# Eligible: Unknown; 

however, researchers 

indicated that 

residents who did not 

use the old “excel-

based handoff system” 

and the new PSYCH 

PASS system were 

excluded from the 

study.  

# Accepted: 24 post-

graduate year two and 

year three residents 

# Control: Not 

applicable  

# Intervention: 24 

 

Power analysis:  Not 

provided  

                                                                                      

Group Homogeneity: 

Residents ranged in 

age from 24 to 43 

years old (mean – 

30.37, standard 

deviation = 3.99). 

There were more 

female participants 

Control: Not applicable  

  

Intervention: Develop 

and implement a 

standardized  handoff 

mnemonic for use in 

psychiatric settings – 

PSYCH PASS; p 

indicates patient 

summary; S indicates 

situation awareness; Y 

addresses whY the 

patient is here; C is for 

comorbidities; H 

indicates hemodynamic 

status; P is related to 

pharmacology and 

PRNS; A stands for 

action list; S indicates 

specifics (such as fall 

precautions, restraints, 

visitor restrictions etc.); 

and the second S is for 

synthesis (verbal 

repetition of pertinent 

information obtained by 

the receiver). Mnemonic 

was integrated into the 

DV: Clinician 

satisfaction; handoff 

efficiency (defined as 

the “total amount of 

time editing the 

handoff” (p. 504)); 

accuracy (defined as 

“minimal self-reported 

missed pertinent 

information” (p. 504)); 

frequency of error;; 

accessibility (defined as 

“the ability to open the 

handoff document” (p. 

504)); communication; 

and “awareness of and 

adherence to PSYCH-

PASS” (P. 504)) 

 

Measurement: Authors 

developed pre-and-post 

surveys to assess 

outcome measures 

(identified under 

dependent variables). 

The surveys consisted of 

14 questions with 

responses measured on a 

four-point Likert scale. 

Statistical Procedure: 

IBM SPSS Statistics 

(Version 2) was used 

to determine 

frequencies of 

residents’ “aggregate 

pre-survey ratings of 

the excel-based 

system compared to 

aggregate post-survey 

ratings of PSYCH-

PASS” (p. 505). 

Paired comparisons 

between pre-and post-

survey data were not 

performed because 

survey results were 

connected to 

individual residents.  

 

Results: There was a 

decrease in all post-

implementation survey 

questions 

demonstrating error 

during the handoff 

process. Post-

implementation survey 

questions measuring 



UTILIZATION OF A STANDARDIZED TOOL 30 

 

 

than male (14 vs. 10, 

respectively).   

hospital-based electronic 

medical record.  

Intervention fidelity 

(protocol): Authors 

examined potential areas 

of improvement in the 

baseline handoff system 

and developed the 

mnemonic PSYCH-

PASS by blending 

components from other 

standardized handoff 

tools together, including 

SBAR, PSYCH, and 

IPASS.  

Two trainings sessions 

educating residents in 

using the mnemonic 

occurred during the pilot 

launch and again three 

months later. Residents 

were provided with 

handouts detailing the 

individual components 

of PSYCH-PASS.  

communication, 

satisfaction, 

efficiency, accuracy, 

and accessibility 

increased from pre-

survey results 

communication, 

satisfaction, 

efficiency, accuracy, 

and accessibility 

increased from pre-

survey results). The 

final outcome, 

awareness and 

adherence to 

PSCYCH-PASS, also 

increased from the 

pre-implementation 

period to the post-

implementation 

period. Researchers 

acknowledge that they 

were unable to 

determine the 

statistical significance 

of differences between 

pre- and post-

implementation 

surveys owing to a 

small sample size.  
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Table 4. 

Synthesis Table for Utilization of a Standardized Handoff Tool   
 

Evidence Based Practice Question (PICO):  Why do more than thirty percent of nurses surveyed on an adult inpatient behavioral health unit believe that 

ineffective communication at shift change negatively impacts their ability to provide safe patient care? 

Level of 

Evidence 
# of 

Studies 
Summary of Findings Overall Quality 

I 1 

Keebler et al. (2016) meta-analysis showed there was a 

“medium to significant increase” (p. 1193) in the volume of 

transferred patient information, and a statistically significant 

increase in positive patient outcomes, including reducing the 

number of preventable adverse effects and increasing time 

spent with patients, following implementation of a standardized 

handoff procedure.   Longer handoff protocols (defined as 

having 12 or more items) were associated with a significant 

increase in the volume of patient information transferred when 

compared to the use of shorter protocols.  Increased length of 

handovers, delayed patient care, and omission errors were 

identified as potential negative outcomes of standardization.  

Overall, research associated with handoff protocols lacks 

“methodological and analytical rigor” (p. 1200) 

A - Researchers were able to provide a consistent and generalizable review of 

the literature. Sample size (n = 36) was adequate for literary review purposes. 

Selection of research articles and statistical analyses of selected outcome 

measures were rigorous and comprehensive. Results were presented with 

confidence intervals and adjusted for effect size. Independent reviewers were 

utilized for the article selection process.  

II 4 

Mariano, Brooks, & DiGiacomo (2016) found that 

implementation of the handoff mnemonic PSYCH (indicating 

patient information, situation leading to the hospital visit, your 

assessment, critical information, and hinderance to discharge) 

resulted in a statistically significant reduction in the number of 

omissions in the post implementation period.  A decrease in the 

time needed to complete handoff was also observed post-

intervention, but this change was not statistically significant. 

Resident’s clarity of handoff expectations and satisfaction with 

handover processes also improved after implementing the 

PSYCH mnemonic in a psychiatric emergency department. 

 

 

Maharani & Thabrany (2018) systematic review identified 

multiple barriers to an accurate handoff process, including 

clinician fatigue, poor teamwork, a passive transfer of patient 

information, time constraints, and a lack of knowledge of 

B – The study had several notable strengths, including approval by an internal 

review board, blinding of the medical director and faculty mentor when 

assigning points to omitted criteria that was deemed questionable, and inclusion 

of a level of significance and effect size. Analytical methodologies and results 

were consistent. Weaknesses of the study included a small sample size, lack or 

randomization of participants, and the absence of a control group for 

comparison purposes. Residents were also aware their call-ins were being 

recorded and transcribed, but they were unaware of when the transcription 

started and ended, and they did not know the design of the study. Researchers 

recommended that future studies evaluate the effect of the mnemonic on patient 

outcomes. 

 

 

B- Researchers were able to draw definitive conclusions from the 

available literature, and make consistent recommendations to improve 

the quality of handoff procedures. Recommendations are congruent with 
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effective processes.  Nine of the fourteen journal indicated that 

standardization of the handoff process can improve the quality 

of information transfer, and increase clinician satisfaction. 

Researchers offer several recommendations for improving 

patient handoff: standardize verbal and written handoff 

protocols using a standardized mnemonic or hand-off tool; 

encourage a face-to-face exchange of information, and allow 

for active participation from clinicians receiving patients; 

ensure information is accurate and up-to-date; minimize 

interruptions; emphasize critical aspects of patients’ condition/ 

and or identify high risk patients; provide hand-off training for 

staff to ensure consistent patient transfer; and establish 

leadership and regulatory support.  

 

 

Abela-Dimech, & Vuksic (2018) found the number of serious 

incidents occurring secondary to ineffective communication 

decreased during a six-month review period following SBAR 

implementation. Satisfaction with information received during 

report and the belief that information provided during report 

was sufficient to prioritize patient care needs also increased in 

the post survey period (per post-implementation survey results), 

 

 

 

 

Patel, Arshed, Woulfe, Knowles, & Ozdoba, (2019) found that 

implementation of the PSYCH-PASS mnemonic was 

associated with reduced error during handoff of psychiatric 

patients, and an increased awareness and adherence to the 

handoff protocol. Communication, satisfaction, efficiency, 

accuracy, and accessibility also increased (per post-

implementation survey results).  

 
 

 

 

handoff guidelines established by the Joint Commission. Processes to 

determine article selection were systematic, but lacked rigor.  
 

 

 

 

 

 

 

 

 
 
 
 

B – Results were consistent with existing literature; however, no effect size or 

power analysis was provided to determine sample size and significance of 

findings. The number of serious incidents reported during a given time period 

was reported as raw data so no conclusions could be made as to the statistical 

significance of this outcome. Inclusion of a limitations section and 

acknowledgement of a possible Hawthorne effect (related to nurses being aware 

of the auditing process) are seen as strengths of the study.  

 
 

 

 

 
 

 

 

C- Results were consistent with existing literature; however, researchers were 

unable to determine the statistical significance of differences between pre- and 

post-implementation surveys owing to a small sample size (n = 24). Study 

participants were not randomized, and no control group was used for 

comparative purposes. Participants were also responsible for self-reporting 

errors in handoff, so there is a potential for erroneous reporting. Congruent 

EMR integration of the handoff tool can be considered a confounding variable 

that was not accounted for in the study design. Discussion of limitations, 

inclusion of demographics for study participants, and recommendations for 

future research are regarded as strengths of the study.  
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II 4 

Mariano, Brooks, & DiGiacomo (2016) found that 

implementation of the handoff mnemonic PSYCH (indicating 

patient information, situation leading to the hospital visit, your 

assessment, critical information, and hinderance to discharge) 

resulted in a statistically significant reduction in the number of 

omissions in the post implementation period.  A decrease in the 

time needed to complete handoff was also observed post-

intervention, but this change was not statistically significant. 

Resident’s clarity of handoff expectations and satisfaction with 

handover processes also improved after implementing the 

PSYCH mnemonic in a psychiatric emergency department. 

 

 

Maharani & Thabrany (2018) systematic review identified 

multiple barriers to an accurate handoff process, including 

clinician fatigue, poor teamwork, a passive transfer of patient 

information, time constraints, and a lack of knowledge of 

effective processes.  Nine of the fourteen journal indicated that 

standardization of the handoff process can improve the quality 

of information transfer, and increase clinician satisfaction. 

Researchers offer several recommendations for improving 

patient handoff: standardize verbal and written handoff 

protocols using a standardized mnemonic or hand-off tool; 

encourage a face-to-face exchange of information, and allow 

for active participation from clinicians receiving patients; 

ensure information is accurate and up-to-date; minimize 

interruptions; emphasize critical aspects of patients’ condition/ 

and or identify high risk patients; provide hand-off training for 

staff to ensure consistent patient transfer; and establish 

leadership and regulatory support.  

 

 

Abela-Dimech, & Vuksic (2018) found the number of serious 

incidents occurring secondary to ineffective communication 

decreased during a six-month review period following SBAR 

implementation. Satisfaction with information received during 

report and the belief that information provided during report 

was sufficient to prioritize patient care needs also increased in 

the post survey period (per post-implementation survey results), 

 

B – The study had several notable strengths, including approval by an internal 

review board, blinding of the medical director and faculty mentor when 

assigning points to omitted criteria that was deemed questionable, and inclusion 

of a level of significance and effect size. Analytical methodologies and results 

were consistent. Weaknesses of the study included a small sample size, lack or 

randomization of participants, and the absence of a control group for 

comparison purposes. Residents were also aware their call-ins were being 

recorded and transcribed, but they were unaware of when the transcription 

started and ended, and they did not know the design of the study. Researchers 

recommended that future studies evaluate the effect of the mnemonic on patient 

outcomes. 

 

 

B- Researchers were able to draw definitive conclusions from the 

available literature, and make consistent recommendations to improve 

the quality of handoff procedures. Recommendations are congruent with 

handoff guidelines established by the Joint Commission. Processes to 

determine article selection were systematic, but lacked rigor.  
 

 

 

 

 

 

 

 

 

 
 

 

B – Results were consistent with existing literature; however, no effect size or 

power analysis was provided to determine sample size and significance of 

findings. The number of serious incidents reported during a given time period 

was reported as raw data so no conclusions could be made as to the statistical 

significance of this outcome. Inclusion of a limitations section and 

acknowledgement of a possible Hawthorne effect (related to nurses being aware 

of the auditing process) are seen as strengths of the study.  
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Patel, Arshed, Woulfe, Knowles, & Ozdoba, (2019) found that 

implementation of the PSYCH-PASS mnemonic was 

associated with reduced error during handoff of psychiatric 

patients, and an increased awareness and adherence to the 

handoff protocol. Communication, satisfaction, efficiency, 

accuracy, and accessibility also increased (per post-

implementation survey results).  

 
 

 

 

C- Results were consistent with existing literature; however, researchers were 

unable to determine the statistical significance of differences between pre- and 

post-implementation surveys owing to a small sample size (n = 24). Study 

participants were not randomized, and no control group was used for 

comparative purposes. Participants were also responsible for self-reporting 

errors in handoff, so there is a potential for erroneous reporting. Congruent 

EMR integration of the handoff tool can be considered a confounding variable 

that was not accounted for in the study design. Discussion of limitations, 

inclusion of demographics for study participants, and recommendations for 

future research are regarded as strengths of the study.  
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         Figure 1. Utilization of the PSYCH Handoff Tool  

 

 



UTILIZATION OF A STANDARDIZED TOOL 36 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

    

             Figure 2. Results of the Pre-and-post Implementation Nursing Satisfaction Survey 
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  Figure 3. Pertinent Health Information Reported During Shift Change  
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Appendix A 

 

PSYCH Handoff Tool 
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Appendix B 

 

Staff Compliance with Using PSYCH Handoff Tool  

 

Implementation Period 

 

Percentage of Staff Compliant with Using 

Handoff Tool 

 

Week 1  

Week 2  

Week 3   

Week 4   

Week 5  

Week 6  

Week 7  

Week 8  

Week 9  

Week 10  

Week 11  
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Appendix C 

 

                     Pre-and Post-Test to Compare Staff Satisfaction with Handoff Process  
 

    Strongly        

Disagree 

Disagree Neither 

Agree or 

Disagree 

      Agree Strongly 

Agree 

1.   I am satisfied with the 

information I receive 

during handoff 

     

2.  Pertinent background 

information is included 

in the handoff 

     

3. The information I 

receive during handoff 

helps me to prioritize 

      care for my assigned   

patients 

     

4. I am aware of the 

patient’s plan of care 

after receiving handoff 

     

5.  High risk 

factors/events are 

clearly reported during 

handoff 

     

6. Handoff is completed 

in  a reasonable time-

period (i.e. less than 1 

minute and 45 seconds 

per patient) 
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Appendix D 

 

Implementation Timeline  
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Appendix E 

Example of PSYCH Handoff Tool with Fictitious Patient Information 
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Appendix F 

Learning Objectives from Online Training Module 

 

 

 

 

 

 

 

 

 

 

 


