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Critically Appraised Topic (CAT) 
 

PICOT Question: Insert the PICOT question, list the following components: Population, Intervention and Comparison (or Thing of Interest), Outcome, Type of 
Question 

 
 
Clinical bottom line based on literature appraisal below: Insert here to delineate the CMH&C practice implications 

 
 
Search strategy implemented: Insert databases searched and search terms used 

 
 

Search outcome: Insert here to indicate the number of papers found; the number of papers, which are relevant, and the number of papers that were of 
insufficient quality to include in the synthesis 

 
 
 

 
 
 
 
 
 

 
 
 
 
 
 

 
 
 
 
 
 

 
 
 
 
 
 

mailto:jbartlett@cmh.edu�


Upon completion of the CAT please forward to Jackie Bartlett, EBPC Program Manager, at jbartlett@cmh.edu 
EBP/@EBPC@/EBP Core/Toolkit/LiteratureSynthesis 

 10/08 

Synthesis of relevant studies: 
Author, date, country, 

and industry of 
funding 

Patient Group 
(insert below subject 

population) 

Level of Evidence 
(insert below 

corresponding Oxford 
Level of Evidence) 

Research design Significant results Limitations 
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Commentary: (Insert below the thought processes involved in ascertaining the clinical bottom line) 

 
Authored by: (Insert below the author name(s) and credentials) 

 
 
Date created: (Insert below the date the CAT was created) 

 
 
References: APA and MLA examples found at OWL (Online Writing Lab) at Purdue. (Uses APA or MLA Format) 
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	Question: In pediatric healthcare providers working in the hospital setting, does using standardized forms for handoff reports positively influence patient safety outcomes, communication, and teamwork compared with traditional handoff communication for reporting? The mean study time frame was 3 months. 
	Clinical bottom line based on literature appraisal below Insert here to delineate the CMHC practice implications: The studies reviewed confirm that when the SBAR tool is used in conjunction with the collaborative communication model, statistically significant changes are noted in the communication, teamwork, and the safety climate.
 
	Search strategy implemented Insert databases searched and search terms used: PubMed, CINAHL, JCAHO; handoff protocol, nursing handoff, patient continuity, risks in patient transfers, nursing communication, standardized nursing approach, verbal nursing report, written nursing report, patient medical errors, patient transition
	insufficient quality to include in the synthesis: Hundreds of databases found,12 databases used; 9 papers found, 5 papers relevant and used (4 had insufficient data).
	Author date country and industry of fundingRow1: Benham-Hutchins, M. (2009); USA; Eastern Nursing Research Society
	Patient Group insert below subject populationRow1: This research was conducted in a 355 bed urban, university-based, hospital located in the south west region of the United States , sampling 25 health care providers and 5 patients
	Level of Evidence insert below corresponding Oxford Level of EvidenceRow1: 1B; Validating cohort study with good reference standards
	Research designRow1: This study incorporated a “whole network” design with network boundaries
defined through both relational (snowball sampling) and event-based (handoff)
approaches.
	Significant resultsRow1: "Coordination of patient care during a
handoff is a complex process that is the domain of more than one professional group"
	LimitationsRow1: Informant bias, discrepancy between recall and self-report
and/or actual behaviors;
	Author date country and industry of fundingRow2: M. Caroline Burton MD1,*,§, Deanne T. Kashiwagi MD1, Lisa L. Kirkland MD1, Dennis Manning MD1, Prathibha Varkey MBBS, MPH, MHPE2; (2010); USA; Journal of Hospital Medicine
	Patient Group insert below subject populationRow2: 38 health care providers in the hospital setting
	Level of Evidence insert below corresponding Oxford Level of EvidenceRow2: 1B; Validating cohort study with good reference standards
	Research designRow2: Team observation, problems identified, restructure, observation, participant/provider survey 
	Significant resultsRow2: This study identified deficiencies in the handoff process that were addressed with standardization of handoff forms resulting in an improvement in satisfaction and timeliness of clinicians involved
	LimitationsRow2: Handoffs were studied in a variety of health care environments. Information about barriers to and strategies for effective handoffs might not apply to every handoff situation; a strategy that's effective on a medical–surgical unit might not serve in the faster-paced, chaotic ED setting.
	Author date country and industry of fundingRow3: Y Donchin, D Gopher, M Olin, Y Badihi, M Biesky, C Sprung, R Pizov, and S Cotev; 2003; Jerusalem, Israel 

	Patient Group insert below subject populationRow3: 554 errors by health care providers over a 4 month period in a medical -surgical ICU at Hadassah-Hebrew University Medical
Center, Israel
	Level of Evidence insert below corresponding Oxford Level of EvidenceRow3: 1A; SR (with homogeneity of Level 1 diagnostic studies; CDR  with 1b studies from different clinical centres)
	Research designRow3: Concurrent incident study
	Significant resultsRow3: A significant number of dangerous human errors occur in the ICU. Many of these errors could be attributed to problems of communication between the physicians and nurses
	LimitationsRow3: A methodologic limitation of bivariate correlation is its inability to control for possible confounding factors.
	Author date country and industry of fundingRow4: Kshitij P. Mistry MD, MSc; James Jaggers, MD; Andrew J. Lodge, MD; Michael Alton, MSN, RN; Jane M. Mericle, BSN, RN, MHS-CL; Karen S. Frush, MD; Jon N. Meliones MD, MS; 2008; Duke University Health Systems, USA
	Patient Group insert below subject populationRow4: 171 handoffs between health care providers for critical cardiac patients in a PICU
	Level of Evidence insert below corresponding Oxford Level of EvidenceRow4: 1B; validating cohort study with good reference standards
	Research designRow4: Six Sigma® methodology
	Significant resultsRow4: Communication errors commonly occur during the postoperative handoff process. In children undergoing surgical intervention, a standardized handoff process can decrease errors.
	LimitationsRow4: It is not possible to know which handoff communication errors are clinically relevant. Since adverse events are often the result of a series of system failures, a direct causal relationship between miscommunication and an unintended outcome is often not practical.
	Author date country and industry of fundingRow5: Riesenberg, Lee Ann PhD, RN; Leisch, Jessica BS; Cunningham, Janet M. MHA, RN, NEA-BC, CENP; 2010;  
	Patient Group insert below subject populationRow5: 131 health care providers in a hospital ED; over a 4 month period.
	Level of Evidence insert below corresponding Oxford Level of EvidenceRow5: 1B; validating cohort study with good reference standards
	Research designRow5: Quality Scoring System;  based on a validated methodology developed to assess both experimental and observational studies
	Significant resultsRow5: Nurses receive little formal training on patient handoff procedures.. Moreover, nurses may be found legally liable for failing to report necessary information during handoffs. Effective handoff procedures should be developed and nurses be adequately trained in using them to decrease patient reporting errors.
	LimitationsRow5: Qualitative analysis of barriers to and strategies for effective handoffs. Conventional content analysis is a qualitative research technique used when existing theories on the phenomenon of interest are either limited or absent.21 Such analysis involves an iterative process that allows themes and patterns to arise from the data. 
	Commentary Insert below the thought processes involved in ascertaining the clinical bottom line: As patient care continues to become more and more complicated, organizations are constructing instruments such as a standardized handoff tool, that facilitate the transfer of patient care from one nurse to another in an accurate, thorough, and safe manner. JCAHO encourages all medical facilities to adopt a "comprehensive approach that focuses on [standardized] systems as the only way to ensure that the many caregivers upon whom patients rely are successfully communicating vital information during transitions in care" (JCAHO, 2010).
	Authored by Insert below the author names and credentials: Debbie C. Ayers, RN, BSN, CPN
	undefined: January 3, 2011
	References APA and MLA examples found at OWL Online Writing Lab at Purdue Uses APA or MLA Format: *See page 12 of clinical practice analysis "Standardized Nursing Handoff Practice" (attached).


