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Key messages

What is already known about this subject?
►► Family-centred rounds (FCR) are associated with 
improved satisfaction for both the family and pa-
tient, may ease patient and family anxiety and al-
low for collaborative information exchange and 
decision-making.

What does this study add?
►► Our study is the first to investigate the perceived 
benefits and barriers of FCRs among cardiovascular 
medicine physicians. We found that the majority of 
cardiologists and fellows agreed that FCRs improve 
workforce communication and nursing satisfaction, 
ease family anxiety and improve patient safety.

How might this impact on clinical practice?
►► This study will help facilitate further investigations 
regarding the merits of FCRs in cardiovascular med-
icine and in particular in the Cardiac Intensive Care 
Unit (CICU). Future initiatives will need to highlight 
the benefits of FCRs and address the potential con-
cerns for optimal outcomes.

Abstract
Objective  Few data exist regarding physician attitudes 
and implementation of family-centred rounds (FCR) 
in cardiovascular care. This study aimed to assess 
knowledge and attitudes among cardiologists and 
cardiology fellows regarding barriers and benefits of FCRs.
Methods  An electronic, web-based questionnaire was 
nationally distributed to cardiology fellows and attending 
cardiologists.
Results  In total, 118 subjects were surveyed, comprising 
cardiologists (n=64, 54%) and cardiology fellows (n=54, 
46%). Overall, 61% of providers reported participating 
in FCRs and 64% felt family participation on rounds 
benefits the patient. Both fellows and cardiologists agreed 
that family rounds eased family anxiety (fellows, 63%; 
cardiologists, 56%; p=0.53), improved communication 
between the medical team and the patient and family 
(fellows, 78%; cardiologists, 61%; p=0.18) and improved 
patient safety (fellows, 59%; cardiologists, 47%; p=0.43). 
Attitudes regarding enhancement of trainee education 
were similar (fellows, 69%; cardiologists, 55%; p=0.19). 
Fellows and cardiologists felt that family increased the 
duration of rounds (fellows, 78%; cardiologists, 80%; 
p=0.18) and led to less efficient rounds (fellows, 54%; 
cardiologists, 58%; p=0.27).
Conclusion  The majority of cardiologists and fellows 
believed that FCRs benefited families, communication and 
patient safety, but led to reduced efficiency and longer 
duration of rounds.

Introduction
Family-centred rounds (FCR) are a multi-
disciplinary process in which patients and/
or family members are present and actively 
participate in rounds and medical deci-
sion-making.1 FCRs are associated with 
improved satisfaction for both the family and 
the patient as well as the medical staff,2 may 
ease patient and family anxiety and allow 
for collaborative information exchange and 
decision-making.3 Additionally, family-sup-
port interventions and inclusivity in the 
intensive care unit (ICU) is associated with 
improvement in staff-family communication 

and decreases ICU length of stay.4 Because of 
these benefits, the Health and Medicine Divi-
sion in 2001 advocated for healthcare delivery 
systems to become more patient centred and 
tailored to patient preferences.5 In response, 
national organisations such as the Amer-
ican College of Critical Care Medicine and 
the American Academy of Pediatrics advo-
cated for FCRs to be an integral part of care, 
stressing the need to incorporate a patient’s 
family in the clinical decision-making process 
of the patient.6 7

Within cardiology, there are fewer guide-
lines advocating for implementation of FCRs. 
While the American College of Cardiology 
(ACC) promotes a patient-centred approach 
to cardiovascular health in its 2012 healthy 
policy position paper, it did not specifically 
advocate for FCRs.8 Because of the lack 
of information on the impact of FCRs in 
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Figure 1  Survey questionnaire.

cardiology, this study aimed to gather data on FCRs in 
the delivery of cardiovascular care. The primary outcome 
of the study was to assess knowledge and attitudes among 
cardiologists and cardiology fellows regarding barriers 
and benefits of FCRs. The secondary outcome was to 
evaluate the associations of these attitudes with specific 
physician characteristics.

Methods
We conducted a cross-sectional survey study of cardi-
ology fellows and practising cardiologists across the USA. 
Physicians were identified via the ACC Board of Gover-
nors list-serve, the cardiology programme director list-
serve, as well as through community-affiliated cardiovas-
cular specialists in the state of Maryland. An electronic, 
web-based questionnaire (SurveyMonkey, San Mateo, 
CA) was sent via email to an estimated 40 000 cardiolo-
gists and fellows. The survey instrument’s structure was 
based on the Consolidated Framework for Implemen-
tation Research (CFIR), a widely used comprehensive 
health services research implementation technique, as 
well as previously used FCR surveys.2 9 10 CFIR captures 
five domains: intervention characteristics, outer setting, 
inner setting, characteristics of individuals and process.9 
Our survey included questions from each of the five 
domains in order to effectively and methodically study 
cardiologists’ perceptions of FCRs. The questionnaire 
contained a total of 22 questions utilising Likert scale 
(1–5) responses, including a section for free-form 
comments (figure 1).

We analysed data and performed descriptive statistics 
using STATA V.13.1 (StataCorp, College Station, TX). 
We reported Likert scale responses as proportions and 
completed univariate analyses of the association between 
respondent characteristics for each question using Fish-
er’s exact test, comparing the distribution of all possible 
answers (agreed, neutral, disagreed and not answered). 
Additionally, we constructed a Pearson correlation matrix 
to evaluate the relationship among the continuous vari-
ables. Finally, we used pile-sort analysis to assess free-form 
comments.11

Results
In total, there were 118 respondents with a response rate 
of<1%, comprising 64 cardiologists (54%) and 54 cardi-
ovascular disease fellows (46%) (table 1). This response 
rate is typical for internet-based unsolicited surveys. 
Overall, 61% of providers reported participating in FCRs 
and 64% felt family participation on rounds benefits 
the patient. Perceived benefits among all respondents 
included eased family anxiety (64% agreed or strongly 
agreed), improved workforce communication (73% 
agreed or strongly agreed), improved nursing satisfaction 
(65% agreed or strongly agreed) and improved patient 
safety (56% agreed or strongly agreed) (figure  2). In 
contrast, perceived barriers included increased duration 
of rounds (85% agreed or strongly agreed) and less effi-
cient rounds (61% agreed or strongly agreed) (figure 3).

When comparing the distribution of responses between 
fellows and cardiologists, no significant differences were 
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Table 1  Baseline characteristics

Participant characteristics Frequencies (%)

Number of years since completion of general 
cardiology training

 � Current fellow 54 (45.8)

 � 0–5 years 10 (8.5)

 � 5–10 years 10 (8.5)

 � 10–15 years 7 (5.9)

 � >15 years 37 (31.4)

Type of provider

 � Adult provider 112 (94.9)

 � Paediatric provider 3 (2.5)

 � Both 3 (2.5)

In which type of setting do you spend the 
majority of your time?

 � University hospital 77 (65.3)

 � Community hospital 22 (18.6)

 � Outpatient 18 (15.3)

Is there a residency programme at your 
institution?

 � No 10 (8.5)

 � Yes 108 (91.5)

Is there a cardiology fellowship at your 
institution?

 � No 16 (13.6)

 � Yes 102 (86.4)

I participate in family-centred rounds in my 
practice.

 � Never 39 (33.1)

 � Sometimes 71 (60.2)

 � Always 1 (0.9)

found. Both fellows and cardiologists agreed that FCRs 
eased family anxiety (fellows, 63% agreed or strongly 
agreed; cardiologists, 56% agreed or strongly agreed; 
p=0.53), improved communication between the medical 
team and the patient and family (fellows, 78% agreed or 
strongly agreed; cardiologists, 61% agreed or strongly 
agreed; p=0.18) and improved patient safety (fellows, 
59% agreed or strongly agreed; cardiologists, 47% 
agreed or strongly agreed; p=0.43). Attitudes regarding 
enhancement of trainee education were similar (fellows, 
69% agreed or strongly agreed; cardiologists, 55% agreed 
or strongly agreed; p=0.19). Fellows and cardiologists felt 
that barriers to FCRs included longer duration of rounds 
(fellows, 78% agreed or strongly agreed; cardiologists, 
80% agreed or strongly agreed; p=0.18) and less efficient 
rounds (fellows, 54% agreed or strongly agreed; cardiolo-
gists, 58% agreed or strongly agreed; p=0.27).

The perceived benefits and barriers of FCRs were 
similar between physicians based at different primary 
practice sites (university hospital vs other). However, 

practitioners with less than 10 years of experience (junior 
attendings) had a different distribution of answers to two 
questions when compared with more experienced practi-
tioners (senior attendings). Senior attendings were more 
likely to agree that families should be active participants 
in decision-making during rounds (senior, 43% agreed or 
strongly agreed; junior, 30% agreed or strongly agreed; 
p=0.02) and that FCRs ease family anxiety (senior, 59% 
agreed or strongly agreed; junior, 50% agreed or strongly 
agreed; p=0.03).

The Pearson correlation matrix of survey answers 
revealed several findings. The positive aspects of FCRs, 
as indicated by survey respondents, correlated well with 
the attitude that FCRs are beneficial (ease family anxiety, 
r=0.7; improve communication, r=0.79). In contrast, the 
negative aspects of FCRs had lower correlation with the 
attitude that family-centred rounds are beneficial (longer 
rounds, r=0.1; breach of privacy, r=0.28). Although 
the cardiologists and fellows indicated their perceived 
barriers of FCRs, they did not have a decisive effect on 
the overall attitude towards FCRs.

Discussion
Our study is the first to investigate the perceived bene-
fits and barriers of FCRs among cardiovascular medicine 
physicians. We found that the majority of survey respond-
ents agreed that FCRs improve workforce communication 
and nursing satisfaction, ease family anxiety and improve 
patient safety. At the same time, most providers felt that 
FCRs make rounds longer and less efficient. A minority of 
cardiologists and fellows also thought that family-centred 
rounds may cause a breach in patient privacy, negatively 
impact house staff education or overwhelm patients and 
families.

The survey views are largely supportive of FCRs, which 
is important, since FCRs are recognised as the standard 
of care within the ICU.1 In particular, the Society of Crit-
ical Care Medicine endorses the option of participating 
in interdisciplinary team rounds to improve satisfaction 
with communication and increase family engagement,6 
because FCRs ease family anxiety, increase family and staff 
satisfaction, improve communication between provider 
and family, improve staff workflow, improve time manage-
ment, improve trainee education and improve patient 
safety.2 3 10 12 13 Outside of the ICU, there are no guide-
lines specifically advocating for FCRs for cardiac patients, 
although the ACC does advocate for patient-centred 
care.8

Perhaps our survey respondents thought favourably of 
FCRs, because they perceived improved communication 
and patient safety (73%, 56%) as a result of implementing 
FCRs, which has been noted by physicians in other 
disciplines.14 In one particular initiative led by cardiac 
surgeons, FCRs resulted in increased staff satisfaction, 
including nurses, and a reduction in surgical mortality 
rates.15 16 In other prospective studies, FCRs were asso-
ciated with high satisfaction among both patients and 
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Figure 2  Perceived benefits to family-centred rounds (FCR).

Figure 3  Perceived barriers to family-centred rounds (FCR).

families, including a study on an internal medicine ward 
which revealed high rates of staff, patient and family 
satisfaction (83%, 96% and 97%, respectively).3 17–19 
Likely FCRs lead to high satisfaction rates because they 
allow participants increase opportunities to hear and 
contribute new information, as well as listen and partici-
pate in clinical decisions.3 Finally, our survey respondents 
thought that FCRs ease family anxiety, perhaps because 
a structured daily routine in which the family is able to 

listen and participate in staff discussions can alleviate 
festering family concerns.3

Survey respondents also noted barriers, and were espe-
cially concerned about the perceived increase in rounds 
duration and in inefficiency, both of which have been 
noted in other studies.10 However, several time-impact 
studies have found minimal changes on rounds dura-
tion after implementing FCRs,10 20 and one study found 
a decrease in rounding time.2 In addition, 32% of survey 
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participants felt that FCRs could negatively affect house 
staff teaching and education. Fewer studies have evalu-
ated the impact on education, although one prior study 
described similar concerns for decreases in didactic 
teaching and efficiency.2 Interestingly, one study found 
no objective changes in medical student performance on 
shelf exams after implementation of FCRs.21

While our study revealed no differences in perceptions 
of FCRs between fellows and practising cardiologists, 
our study is the first to note distinctions between less 
and more experienced practitioners. A greater propor-
tion of more experienced practitioners felt that families 
should be active participants in decision-making and that 
FCRs ease family anxiety. Although this finding may seem 
counterintuitive, given that FCRs are a relatively recent 
phenomenon, perhaps the senior attendings’ greater 
clinical experience shaped their perceptions about the 
role of family input. Additionally, senior attendings are 
more likely to have experienced the patient side of medi-
cine, which may have also affected their perspectives of 
FCRs.

Our findings and conclusions have several limitations. 
The small sample size limits the ability to generalise our 
results to the entire cardiovascular community. Further-
more, our survey study has an inherent voluntary response 
bias, as it only assessed willing respondents who may have 
an inherent interest in FCRs. Although our survey instru-
ment was based on prior FCR-related studies, it was not 
independently validated. Finally, we limited the number 
of questions to maintain a 3 min survey completion time, 
and thus not all perceived benefits and barriers were 
studied. Despite these limitations, our study findings 
remain important, and can help buttress future initiatives 
that advocate for FCRs.

Conclusions
The majority of cardiologists and fellows believed that 
FCRs benefit families, enhance communication and 
improve patient safety. However, many also felt that FCRs 
reduce efficiency and increase the duration of rounds. 
While we encourage strategies to implement and evaluate 
FCRs in cardiovascular care, future initiatives will need to 
highlight the benefits and address the potential concerns 
for optimal outcomes.
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