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Ward rounds are a vital part of hospital medicine and junior
doctors play a key role in their delivery. Despite the importance
of ward rounds to patient care and experience, we believe
that junior doctors may lack the training and skills to carry
them out most effectively. We designed a simulation-based
training session focusing on ward round skills themed to

key patient safety issues and have delivered the training to
over 100 learners (medical students and foundation year

one doctors). Few learners had any prior training in ward
rounds. The session was highly valued by all participants and
surveys completed both before and after the session showed
statistically significant improvements in confidence in leading
and documenting ward rounds. In addition, 94% of final year
medical students and 93% of doctors felt such training should
be included in the undergraduate curriculum. We believe there
is a current gap in training around ward round skills and would
strongly encourage simulation-based ward round training to
be developed for undergraduates. Further sessions following
qualification may then consolidate and develop ward round
skills adapted to the level of the doctor.
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Introduction

As the predominant point of doctor—patient interaction, ward
rounds can significantly influence patient experience as well
as ensure high-quality, safe care for patients."? The joint RCP/
RCN publication Ward rounds in medicine: principles for best
practice® highlights the significant variation in terms of current
organisation and practice of ward rounds. It recommends rounds
that have clear structure and strong leadership for maximum
effectiveness. Most consultant job plans allow for only two ward
rounds a week, so many rounds are led by junior doctors.
Whether leading or participating, the roles that junior doctors
play in ward rounds are central to their delivery. In return, ward
rounds offer many teaching and learning opportunities.’ In
recent years ward rounds have become both time pressured and
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discharge focused, so additional effort is required to ensure that
their educational potential is not lost. Medical students first
encounter ward rounds during undergraduate placements but,
to our knowledge, receive little in the way of formal training
and may lack essential ward-round skills at qualification.® As
postgraduates, communication skills and patient safety feature
heavily in foundation curricula, but the ability to lead or
participate in a structured, safe, ward round is not specifically
referred to.®

Hectic and time-pressured situations can compromise quality
and increase the chance of error. In ward rounds this could
translate into hurried, unsafe practice in which key elements
are missed, eg it has been demonstrated that less thorough
ward rounds can lead to poorer outcome in surgical patients.’”
Just as importantly, chaotic rounds are likely to have a negative
effect on patient experience. Medical ward safety checklists
have been developed as one way of ensuring systematic review
following the successes of the WHO Surgical Safety Checklist.?
There are several forms of ward safety checklists, which are
often tailored to the individual specialty or organisation.

Some are mnemonic and others evaluative, aiming to reduce
errors of omission.’ They also serve as a valuable teaching

and training tool.!” Supporters of medical checklists exalt
their value in terms of small interventions made that improve
patient care, but empirical evidence for reducing morbidity
and mortality is still awaited. Simply introducing a checklist is
not enough; realisation of its true potential requires education,
communication and culture change.!

Simulation with deliberate practice has been accepted as a
superior training method when compared with conventional
clinical education.! It is widely used in in anaesthetics,
intensive care and emergency medicine, and increasingly in
general medicine. A simulated ward environment has been
validated as a means of assessing ward-based processes of
surgical care.!”> We believe that the opportunity to learn through
focused, repetitive practice in a safe environment is ideally
suited to the teaching of ward-round etiquette for all specialties.

Methods

To improve ward-round practice at our Trust and adopt the

use of a ward safety checklist, an educational session was
designed, in a simulated environment, for final year medical
students and junior doctors. To do this it was first necessary to
determine the current level of knowledge and practice among
the junior doctors. In June 2012, 6 months before the initial
pilot sessions were run, junior doctors working in the trust were
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invited to participate in an anonymous online survey, with

the aim of understanding current practice and areas of focus
for the design of the educational session; 72 junior doctors
responded to the survey (58% response rate). Of these 35%
were foundation year 1 and 65% were foundation year 2 grade
or above. Of the respondents, 55% were working in the medical
division whereas the remainder worked in other specialties

(eg surgery, emergency medicine, general practice). Of all the
respondents, 15% had had some form of training in performing
ward rounds. Of junior doctors, 49% rated themselves as
confident leading the ward round (rating themselves 4 or 5 (on
a 5-point scale)), and 63% stated that they always reviewed
thromboprophylaxis although only 38% reviewed allergy status
or prescription charts routinely; 28% reviewed resuscitation
status and 48% reviewed ceiling of care for the patients.

Current practice

Surrey and Sussex Healthcare NHS Trust runs acute services

at East Surrey Hospital in Surrey, which serves a population

of approximately 550,000. Consultant-led ward rounds occur

as a minimum twice a week, and many specialties use daily
consultant-led board rounds. At other times ward rounds are led
by registrar or senior house officer grade (core medical trainee,
specialty trainee 1/2, foundation year 2) doctors. All consultant
rounds aim to have at least one other person in attendance
(physician associates and other junior doctors). Many wards
aspire to having a senior nurse on the round, including elderly
care and gastroenterology, but this not universal. The use of
ward safety checklists, in the form of stickers that are completed
as part of the ward-round documentation, is standard practice
within the medical division.

Development of the ward-round simulation training

We developed a three-hour, simulation-based, ward-round
session. Learners were split into two groups, with each group
attending two sessions: a group tutorial and a simulation
session. Half the group had the tutorial first and the other half
the simulation. The tutorial was problem based and discussed
common ward-based scenarios and patient safety issues relevant
to ward-round activities. The simulation session involved three
ward-round encounters with an actor (a physician associate) in
the role of the patient within a simulated ward environment.
Learners who were not taking part in the scenario acted as
observers through a viewing window. Each observer was given
a specific area to focus and make comment on, eg patient safety
or communication skills. A learner was nominated to be the
ward-round leader and to delegate role and responsibilities
to the ‘ward team’. Roles included one person to document,
one to complete the safety checklist and another to check the
patient folder containing observations and drug chart. False
documentation was provided for the patient, including medical
clerking and ward-round notes, modified early warning scores,
fluid and prescription charts, and investigation results.
Themed scenarios were developed, eg a patient with
uncontrolled pain, another with a drug error and another
with an antibiotic-related drug rash. Ward safety checklists
were used in each scenario to introduce the idea of structure
and format. Learners were assigned different roles within
the scenarios but, due to group size, not all learners had the
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opportunity to lead. The ‘de-brief” allowed leaders, participants
and observers to talk through the scenario, assess their
performance and revise the key learning points.

Sessions were run for four groups of final year medical
students (n=72) during 201213 and for all foundation year 1
doctors (n=30) during their induction in August 2013. Learners
were invited to complete anonymous feedback surveys both
before and after the training. They were asked about previous
ward-round training and completed ratings of confidence in
leading and documenting ward rounds.

Statistical analysis

As the surveys were voluntary not all students responded to
the pre- and post-surveys. Survey results before and after
training were analysed using R Version 3.02 and the coin
package. Participant’s confidence was measured using a Likert
scale (1-5, with 5 being the highest value). As the surveys

were anonymous it was not possible to analyse them as paired
groups (before and after training) or use statistical tests that
assume normal continuous distribution of data points. Instead
rank transformations were applied to the values and these
were compared using the Wilcoxon—-Mann—Whitney test, with
exact p values derived using the coin package in R. Statistical
significance was taken as p<0.05.

Results

Pre-training medical student and foundation year 1
doctor survey (at induction)

Of the 72 medical students, 56 completed the pre-training
survey as well as all 30 foundation doctors. Only 9% of medical
students and 27% of foundation doctors had prior ward-round
training. Only five medical students and one foundation doctor
had prior training in simulation format. Self-rated confidence
in leading rounds was poor (medical students mean rating

2.08 and foundation doctors 2.13). Confidence was higher in
documenting the ward round (medical students mean rating
3.30 and foundation doctors 3.32).

Post-training analysis (completed at the end of the
session)

Of the 72 final year medical students, 68 completed a post-
training survey as well as all 30 foundation doctors. The average
simulation group size was eight, with half the group working
as the ward team and the other half as observers. Only three
people had the opportunity to lead the simulated round in each
session. Learners were asked to rate the educational session as
a whole (the tutorial and the simulation training). Of students
and foundation doctors, 100% felt that the session was useful
and 93% rated the session as very good or excellent. Self-rated
confidence in leading ward rounds increased significantly
in the medical student and foundation year doctors. Results
suggested improved confidence in documentation, but this did
not reach statistical significance when analysed as two groups.
Statistically significant improvements in confidence in both
leading and documenting rounds were seen when both datasets
were combined (Table 1).

Of the respondents, 85% felt that the ward safety checklist
improved confidence on the ward round. Of the students,
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Table 1. Confidence in leading and documenting.

W,

Teaching a ‘good’ ward round sz

Learner Confidence leading (mean rating) Confidence documenting (mean rating)
Pre-training Post-training Pre-training Post-training
Medical students 2.08 (n=56) 3.339 (n=68), p<0.001 3.30 (n=56) 3.72 (n=68), p=0.08
Foundation year 1 doctors 2.13 (n=30) 3.359 (n=30), p<0.01 3.32 (n=30) 3.66 (n=30), p=0.056
Pooled data 2.10 (n=86) 3.349 (n=98), p<0.001 3.30 (n=86) 3.70¢ (n=98), p<0.001

sindicates statistical significance (p<0.05).

92% felt that further sessions would be useful and 94% that

it should be incorporated into their undergraduate teaching.
In addition, 90% of foundation doctors would value further
sessions; similarly 90% felt that the training should be offered
before starting the foundation year, and 93% would encourage
incorporation into the undergraduate curriculum.

The six-month survey

Foundation doctors who took part in the induction session
were invited to complete a survey at six months; 17 responses
were received. Of the 17, 11 (65%) felt that the training had
been useful in preparing them for their ward-round duties and
the mean confidence rating was 3.19 for leading and 4.13 for
documenting the ward rounds.

Discussion

The surveys issued to junior doctors and final year medical
students highlight a possible gap in training around ward-
round practice. This may explain the low levels of confidence
in leading a ward round. As a result, medical students and
foundation doctors may miss the opportunity to participate
fully in ward-round encounters and this may be to their
educational disadvantage. Without clearly assigned roles and
responsibilities, it is also easy to see how key elements of a
round could be overlooked. Junior doctors are an obvious
vehicle for changing culture towards patient safety' and the
ward-round training can allow reinforcement of key patient
safety issues via the theming of scenarios. One of our scenarios,
for example, focused on safe prescribing.

Low-cost and low-technology simulation can be highly
effective in situations where non-practical skills are tested'” and
use of this format for ward-round training appears to be useful
to all our learners. The sessions are easily reproducible without
the need for state-of-the-art simulation facilities and do not
have a high financial cost. Our training sessions were run by
a lecturer, two facilitators and an actor (who was a physician
assistant). Training for larger groups does, however, increase
the time and faculty requirement to run the sessions. Feedback
from the medical students suggests that they would prefer small
groups to allow more opportunity to lead a scenario. Although
this would, no doubt, enrich the training experience, our results
showed that the training improved confidence in all learners
irrespective of the role that they played.

Although the training appeared to increase confidence in
leading and documenting a ward round, demonstration of
improved competence is more difficult in practice. Audit of the
junior doctor ward round notes and direct observation are at
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best only crude measurements of competence because external
factors are likely to influence the interaction and the vital
patient’s perspective is missed. The lack of clear definition as to
what constitutes a ‘good” ward round makes it difficult to derive
measurable quality standards. What is a ‘good’ ward round for
the doctor may not be ‘good’ for the patient.

The ward-round simulation training may be more effective
if delivered earlier in undergraduate training. Students may
further their knowledge, confidence and experience by better
integration and participation during hospital attachments and,
as doctors, may settle into the foundation year more readily.
Our six-month survey, although small, demonstrates that
learners felt that the session had been useful in preparing them
for their role, but the confidence scores suggest that further
sessions during the foundation year may help to consolidate the
learning.

The training may also benefit other members of the
multidisciplinary team and reaffirm their value in the ward-
round process. The training should not be an isolated session
but part of an ongoing programme adapted to the level of the
learner. Our trust has now joined neighbouring trusts, and
Brighton and Sussex Medical School and, with facilitation by
Kent Surrey and Sussex Deanery, will be developing a quality
ward-round project to deliver multidisciplinary ward-round
training across the region during 2014-15.

Conclusion

We suggest that many junior doctors lack confidence to
perform and lead ward rounds, perhaps due to a lack of
undergraduate experience and training. As a result junior-
led ward rounds may affect patient safety and experience.
Simulation ward-round training is well received by medical
students and junior doctors, and improves confidence in
leading and documenting ward rounds. In a busy modern
hospital where continuity of care is often suboptimal, it is
imperative that the junior staff providing much of the patient
contact are confident and trained to do so. The author suggests
that ward-round training is essential for all medical students
and junior doctors if we are to ensure the safety of patients in
the hands of future doctors. m
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