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ABSTRACT

Background: Family-centered rounds (FCRs) provide many benefits over traditional rounds, including higher patient satisfaction, and
shared mental models among staff. These benefits can only be achieved when key members of the care team are present and en-
gaged. We aimed to improve patient engagement and satisfaction with our existing bedside rounds by designing a new FCR process.
Methods: We conducted a needs assessment and formed a multidisciplinary FCR committee that identified appointment-based
family-centered rounds (aFCRs) as a primary intervention. We designed, implemented, and iteratively refined an aFCR process. We
tracked process metrics (rounds attendance by key participants), a balancing metric (time per patient), and outcome metrics (patient
satisfaction domains) during the intervention and follow-up periods. Results: After implementing aFCR, 65% of patients reported
positive experience with rounds and communication. Rounds duration per patient was similar (9 versus 9.4 min). Nurse, subspecialist,
and interpreter attendance on rounds was 72%, 60%, and 90%, respectively. We employed a Rounding Coordinator to complete
the scheduling and communication required for successful aFCR. Discussion: We successfully improved our rounding processes
through the introduction of aFCR with the addition of a rounding coordinator. Our experience demonstrates one method to increase
multidisciplinary team member attendance on rounds and patient satisfaction with physician communication in the inpatient setting.

(Pediatr Qual Saf 2019;3:¢182; doi: 10.1097/pg9.0000000000000182; Published online May 23, 2019.)
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The benefits of FCR can only be achieved
when all members of the care team, including

patients and families, are present and engaged.
Coordination can be challenging, because family presence
requires the family to know what time to expect the team
and to be present. If nurses are to attend, the agreed upon
time must not conflict with nursing hand-off or medica-
tion administration time. Consulting subspecialists and
interpreters are additional key participants whose sched-
ules must be considered. In addition, FCR processes must
be considerate of competing demands such as educational
conferences, transitions of care, and hospital-specific dis-
charge times.

Our institution struggled with limited patient engage-
ment and dissatisfaction with existing bedside rounds.
We aimed to improve family engagement and satisfaction
with inpatient rounds. Outpatient clinics successfully use
appointments to provide structure and schedule frame-
work for patient care. We hypothesized that revamping
our morning rounding processes, with specific consid-
eration of appointment-based family-centered rounding
(aFCR), would help achieve the stated aim.
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METHODS

Setting

UCSF Benioff Children’s Hospital is an urban, academic
quaternary care center with 183 beds and approximately
8,000 pediatric admissions annually. Approximately,
44% of our patient population is white (14% Hispanic
or Latino), 16% black, 15% Asian, and 25% other race.
Twelve percent of our inpatients have a preferred lan-
guage other than English.

The Pediatric Hospital Medicine (PHM) service is a
non-intensive care unit team that cares for patients with
a variety of medical and surgical diagnoses, excluding
oncology, blood/marrow transplant, or solid organ trans-
plant. During this intervention period, we had 2 PHM
teams, each with a pediatric hospitalist on-service for 7
days in a row, a senior resident, 3 interns, and 1-2 med-
ical students. The nurse-to-patient ratio was 1:3 or 1:4.

Stakeholders

The authors were asked by leadership to address issues
of limited patient engagement and dissatisfaction with
existing bedside rounds, as reflected in our Press Ganey
surveys (Press Ganey Performance Solutions, South Bend,
Ind.). Our primary stakeholders were patients, and sec-
ondary stakeholders were our leadership and frontline
providers and staff, including PHM attendings, education
leaders, learners (residents and medical students), nurses,
case managers, social workers, dietitians, pharmacists, in-
terpreter services, and child life specialists.

We formed a multidisciplinary FCR committee com-
prised of a rotating group of approximately 50 secondary
stakeholders, with additional input from our Family
Advisory Council. This committee met monthly over 9
months until we launched aFCR. Subsequently, the com-
mittee met on an ad-hoc basis.

Solution Identification

Team members shared perceptions of inadequate inter-
professional communication, dissatisfaction with the lack
of standardization of rounds, and nursing frustration
with not being included in rounds. Subspecialist attend-
ance on rounds was identified as desirable by both the
trainees and the subspecialists, as it was often essential for
medical decision-making.

The committee agreed that scheduled rounding
appointments on our existing PHM service were a po-
tential solution to many of the issues described above.
The committee considered other solutions, including re-
turning to subspecialist-led teams. However, our prior ex-
perience supported the value of hospitalists for residents’
experiences.'®

Implementation and Iterative Refinement

Members of the committee educated residents, students,
and nurses on new aFCR processes. We designed patient/
family brochures and vetted them through our Family
Advisory Council. The PHM Division Chief facilitated
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discussions with subspecialty divisions regarding these
changes to rounds.

We officially launched aFCR on July 1, 2012. Initially,
the daily rounding schedules were made by the unit-ser-
vice coordinator (commonly called “unit clerk”). Early
in the process, we identified several unanticipated issues:
managing the appointments required significant time
and skill, residents spent significant time communicating
the appointment times to nurses and subspecialists, and
rotating residents did not reliably communicate the work-
flow from one block to the next.

To address these issues, we designed a “Rounding
Coordinator” 0.5 FTE position. This position, filled in
October 2013, is charged with creating the daily round-
ing schedules and monitoring the quality and efficiency of
aFCR (Table 1).

Current Process
In our current process, senior residents complete a
rounding worksheet (Fig. 1A) which lists the subspe-
cialists and/or interpreters needed for each patient,
and time needed for appointments (5/10/15 min). They
complete this worksheet before 8 am, allowing the
Rounding Coordinator time to create the rounding
schedule (sample template in Fig. 1B) by 9 am. The
rounding coordinator text-pages specialty consultants
with their appointment schedule. We encouraged the
nurses and interns to alert families to their specific
rounding appointment time.

We summarize additional key elements of the aFCR in-
tervention in Table 2.

Measurement of Impact

In the late 2012, 6 months after initiation of aFCR, the
UCSF Patient Relations Department staff conducted
qualitative bedside interviews with families about their
experiences with rounds. We categorized comments as
positive, negative, or neutral.

We measured family experience on our service using
Press Ganey surveys, which utilize standardized, validated
five-point Likert scale questionnaires. Scores are repre-
sented as an average score on a 0-100 scale, with each top

Table 1. Responsibilities of Rounding Coordinator

Before rounds:

1. Ensure worksheets are completed by senior residents

2. Create schedules for hospitalist teams

3. Distribute copies of schedule at nursing station and additional
locations for pickup

4. Page/call consulting services who are not located on the inpatient unit

On rounds:

Attend rounds daily

Facilitate teams staying on schedule

Promote family-centered, professional environment on rounds
(introductions, privacy, and hand hygiene)

Track quality data for aFCR including:

1. Timeliness

2. Duration of rounds

3. Frequency of bedside rounds and reasons for deferral

4. Attendance of provider groups

5. Use of interpreter services
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A

Rounding Requests
Circle Team: ORANGE/ PURPLE

List Patient List Intern Circle DC time [V Appt Length |Circle Specialist needed **11 READ ME !1**
DBN aftneve |7 15 D10 D5 min Endo Gl Interpreter: Liver  Neuro OR idelit Generally you can see 12
1| o Skip Epilepsy  Psych  Pulm  Rehab  Renal  Rheum|.iants at 10 minutes a head within the
DBN aftneve  |° 15 010 oSmin Endo Gl Interpreter: Liver Neuro OR |two hours allotted for rounds. You may
2 o Skip Epilepsy  Psych  Pulm  Rehab  Renal  Rheum|jengthen appointments if you have less
015 010 05min  |Endo Gl Interpreter: Liver  NeuroOR |patients, or take five minutes from
DBN aft . .
3 atneve o skip Epilepsy  Psych  Pulm  Rehab  Renal  Rheum|another patient to balance the time.
BN 015 010 05min  |Endo Gl Interpreter: Liver  NeuroOR |Focus on the patients who will most
. atneve o skip Epilepsy Psych Pulm Rehab Renal Rheum | henefit from FCR. Rehab appointments
o8N aft 15 010 o5min  |Endo Gl Interpreter: Liver  NeuroOR |are usually five minutes, while 15
s aftneve o skip Epilepsy Psych Pulm Rehab Renal Rheum | minutes is required for Renal patients. If
15 010 o5min_|Endo  GI Interpreter: Liver  NeuroOR |YOUr patients are in multiple units,
6 DBN aftneve | i Epllepsy  Psych  Pum  Rehab  Renal  Rheum[subtract five minutes per unit from your
15 010 U5min_ |Endo GI Interpreter: Lver  NeurooR |total time for travel. The Rounding
B DBN aftn eve o skip Epilepsy Psych Pulm Rehab Renal Rheum |Coordinator determines the patient
015 010 o5 mm_|Endo ol Interpreter: Tver  Neuro OR orde.raccordmg to the scheduling needs
A DBN aftneve | 0 Epilepsy  Psych  Pulm  Rehab  Renal  Rheum|Of primary MD (see Footer) and
Endo Gl Interpreter: Tver  Newroor |ouPspecialties required.
015 010 05 min . .
. DBN aftneve | skip Epilepsy  Psych Pulm Rehab Renal Rheum | Discharges Before Noon (DBN):
Stagger your discharges thoughout the
15 010 o5min  |Endo Gl Interpreter: Liver  Neuro OR g BBer V! d admi bg | f
10 DBN aftn eve o skip Epilepsy Psych Pulm Rehab Renal Rheum |daY to avoid admit bottlenecks. We
T & ; o N o recommend 2 discharges in the morning,
515 010 05 min ndo nterpreter: iver leuro K .
1 DBN aftn eve o Skip Epilepsy Psych pulm Rehab Renal Rheum 1-2 in the afternoon, and 1-2 in the late
afternoon. Please confirm that your
515 010 o5min  |Endo Gl Interpreter: Liver  Neuro OR . X .
1 DBN aftneve | i Epilepsy  Psych  Pulm  Rehab  Renal  Rheum[P2UICNt has aride f.or amorning
discharge the evening prior. Home
DBN aftneve |7 1% 010 o5min fndo 6l nterpreter: tiver  NeuroOR o\, plies and prescriptions will also need
1 o skip Epilepsy  Psych  Pulm  Rehab  Remal  Rheum X X
to be prepared in advance. Morning DC
DBN aftneve  |° 15 010 oSmin Endo Gl Interpreter: Liver NeuroOR 5 4ers must be in no later than 10:00.
" o skip Epilepsy  Psych  Pulm  Rehab  Remal  Rheum . . X
Interpreting Services: The Spanish
DBN aftneve |- 1> D10 oS min fndo Gl Interpreter: Liver  NeuroOR ||nterpreter is available for rounds every
Epil Psych Pull Rehab Renal Rhe . :
15 o Skip prepsy e um eha ena eum day. Inhouse interpreters for Mandarin,
BN aftneve |01 010 05 min Endo Gl Interpreter: Liver  NeuroOR |Cantonese, Russian are also available on
v y
16| o Skip Epilepsy  Psych  Pulm  Rehab  Renal  Rheum|, girot call first served basis thru Voalte
DBN aftneve |7 15 D10 o5 min Endo Gl Interpreter: Liver  NeuroOR [or Interpreting Services x32690.
17] o Skip Epilepsy  Psych  Pulm  Rehab  Remal  Rheum|inierpreting Services contracts with
BN aft ©15 010 o5min  |Endo Gl Interpreter: Liver Neuro OR [outside agencies for all other languages
18 aftneve | oip Epilepsy  Psych  Pum  Rehab  Renal  Rheum|yith 24 hour advance notice.

Fixed Appointment Times: Orange [Renal - 9:30; Gl - 10:00] Purple [Liver - 10:00; Neuro - 11:00]

Orange Rounding Schedule

17-Nov-2017
"Where is the Team?"
1 Support participation in
rounds; stay on track to allow
2 RNs and consultants to join
you. Appts are generally 10
3 min. but, patients #
shorter appts. Skip a patient if
4 you are more *
late to stay on track.
5 Remember to introduce
yourself and engage your
6 families. Please assign an
intern to call RNs to rounds.
7
8
9
10
11
12
13
14
15
16
17
18

Fixed Appt Times: Renal 9:30; GI 10:00

Fig. 1. Rounding schedule templates. A, Rounding request template completed by senior residents. B, Final rounding schedule dis-
tributed to teams.

score valued at 100, next score at 80, and continuing in  over 30 months (January 1, 2010 to June 30, 2012) be-
20-point decrements. We present our data in comparison  fore and 39 months (July 1,2012 to September 30, 2015)
to 111 hospitals in the Press Ganey national benchmark  after implementing aFCR.
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Table 2. Structure and Process Changes
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Traditional Rounds

aFCR

Nurse notification

Subspecialists notification
times

Ancillary staff attendance

Duration of rounds

Team member call or text nurse upon arrival at room
Some subspecialty patients cohorted at specific
Attended separate multidisciplinary rounds with

attending and senior resident after medical rounds
Two hours: One and a half hours for medical rounds

Access to schedule in advance, team members
call or text if nurse has not arrived

Some subspecialty patients cohorted at specific
times; all subspecialists alerted to rounding
times for specific patients

Access schedule in advance, join rounds for spe-
cific patients based on schedule

Two hours

and another 30 min multidisciplinary rounds

Specialties

Attending, resident, student attendance
Rounding order

Present for all patients

subspecialty patients

Some specialties have consistent blocks

Geographic (room order) except for cohorted

All patients have assigned timeslots; additionally,
some specialties have consistent blocks

Unchanged

Scheduled to maximize attendance of key par-
ticipants and early discharges

Table 3. Comments from Family Interviews

Positive
Helped everyone stay on the same page.
Helped with communication.
Lets me know that they know who | am.
Helped me understand more.
Helped to know what the plan was.
Help me understand the plan of care.

Helps knowing the thought process and gives a chance for input and follow-up.
Like that the rounds provide a recap on what is going on and what will happen next during their hospital stay.

Gives time to ask questions.
Provides a means to ask questions.

Provides a means to talk to the physicians, be updated, and ask questions.

Allows me to ask questions.
Provides us with more information.
Like being updated on my child’s care.

Like to be included because want to be informed about all aspects of care.

Allows for clarification and communication.
Neutral

Does not make a difference because | am only half-awake in the mornings.
It does not make a difference in how | am able to communicate with the doctors.
Good for staff and very important that everyone does it, but not a whole lot of dialogue and it was intimidating for us.

Negative

Do not like it when the entire class and group of doctors come into see me during morning rounds.
Prefer if 1-2 doctors came in because the group is overwhelming and intimidating.

There are too many people in the room at one time.
| am not a morning person and the information is not new.

During 2014-20135, the Rounding Coordinator docu-
mented process metrics: attendance of the bedside nurse,
subspecialty consultants (when requested), and inter-
preter (when requested). The coordinator also docu-
mented rounding time per patient as a balancing measure.

This project met our institution’s definition of Quality
Improvement and Quality Assurance activities not requir-
ing Institutional Review Board review.

RESULTS

Outcome Measures

Fifty-two unique families shared their experience with
aFCR via interviews (Table 3). Of these, 24/52 (65%) fam-
ilies reported a positive experience with aFCR. Fourteen
(27%) reported a negative experience with aFCR. The re-
maining 5 (10%) reported neutral experiences.

On average, one-hundred one (10%) Press Ganey sur-
veys were returned annually. The results for specific items
are displayed in Figure 2. Parent satisfaction for time
spent, inclusion of parents, and overall physician rating

were at or below the national benchmark preimplementa-
tion and increased postimplementation. Physician use of
clear language remained relatively stable.

Process Measures
Before the implementation of aFCR, involvement of bed-
side nurses in daily rounds ranged from 30% to 40%
attendance. We did not track other metrics before the
intervention, but faculty retrospectively estimated that
subspecialty consultants attended approximately 30% of
the rounds when requested, varying by subspecialty and
primarily for particularly challenging or complicated pa-
tient discussions. Interpreter presence at rounds was also
rare (estimated to occur <30% of the time) before aFCR.
During the observation period, a bedside nurse attended
72% of aFCR (Fig. 2A). Nurse attendance decreased
slightly during the second year, although this was also our
first year in a new facility. On average, there were 5 sub-
specialists and 2 interpreter services requested per team
per day. When requested, a subspecialty consultant and
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A Time Dr. spent with child
100.0
95.0
90.0 2
Wi
85.0
80.0 aFCR started
CY2010 CY2011 CY2012 CY2013 CY2014 CY2015
(111) (88) (112) (76) (134) (85)
s |JCSF PHM =~ ss===National Benchmark
C  Dr.informed with clear language
100.0
95.0
00 | e

85.0 T

aFCR started
800 -
CY2010 CY2011 CY2012 CY2013 CY2014 CY2015
(111) (88) (112) (76) (134) (85)

s [JCSF PHM =~ =====National Benchmark
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B Included in decisions regarding treatment
100.0
95.0
90.0 é
850 V
80.0 _aFCR started
CY2010 (CY2011(88) CY2012 CY2013(76) CY2014 (CY2015(85)
(111) (112) (134)
s |JCSF PHM s National Benchmark
D Physician overall
100.0
95.0
90,0 w__
85.0
aFCR started
80.0
CY2010 CY2011 CY2012 CY2013 CY2014 CY2015
(111) (88) (112) (76) (134) (85)

e JCSF PHM s National Benchmark

Fig. 2. Press Ganey results for selected questions. A, The frequency with which families were always satisfied with time doctors
spent with the child. B, Frequency with which doctors include families in decisions regarding treatment. C, The frequency with which
doctors informed families using clear language. D, Aggregate mean percent for all physician domains on Press Ganey survey.

interpreter attended 60% and 90% of aFCR, respectively
(Fig. 2B, C).

Statistical process control charts show the stability
and sustainability of these process metrics in 24 months
following the implementation of aFCR (Fig. 3). We have
now sustained aFCR on our PHM service for 6 years.

Balancing Measure

We estimated a preintervention average rounding time
per patient of 9 minutes, based on the standard length of
rounds (90min) divided by the average daily census (10
patients). After implementing aFCR, the average round-
ing time measured by direct observation was 9.4 minutes
per patient (Fig. 2D).

DISCUSSION

We successfully implemented aFCR on a PHM service,
and subsequently observed sustained improvements in
both process and outcome measures. Family satisfac-
tion surveys improved from below to above the national
benchmark, with particularly strong improvements in
family engagement domain. A majority of families re-
ported positive experiences with aFCR, consistent with
the extensive literature on FCR.*10

Our aFCR process facilitated joint rounding by spe-
cialists and hospitalists. The defined appointments, to-
gether with pages/calls by the Rounding Coordinator,
helped ensure that everyone’s time was used as efficiently

as possible. When specialists are present on rounds, there
is less need for postrounds communication, and families
may view the physician providers as a unified team.

The Rounding Coordinator position was extremely well
received and felt to be essential to the success of aFCR, and
consequently is currently funded as a permanent position.
The position requires approximately 0.5 full-time equiv-
alent to complete both the intensive prerounds schedule
work for our 2 inpatient teams, and the audit-and-feed-
back processes. Although this may be a large expense for
a single medical unit, we felt the costs were easily offset
by the benefits of improved efficiency for all team mem-
bers, improved care coordination, and most importantly
improved family-centered care and experiences.

It is noteworthy that family perception of the amount
of time physicians spent with patients improved despite
the minimal change in documented time. We suspect this
is a halo effect, similar to documented improvements in
patient—physician communication when physicians sit
down with patients.!”!8

Challenges

Our data show many positive patient and family experi-
ences with aFCR. However, as in other studies,®"” expe-
riences were not uniformly positive. For the most part,
the negative feedback related to the size of the team on
rounds. This feedback led us to shift the conversation
from “family centered” as a geographic notion to simply
rounding in whatever manner the families prefer. We also
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Fig. 3. Process metrics after implementation of aFCR. A,.
Nurse attendance (% of patients for whom nurse was present).
B, Subspecialist attendance (% of patients for whom subspe-
cialist was present if requested). C, Interpreter attendance (%
of patients for whom interpreter was present if requested). D,
Average rounding time per patient (minutes).

employ other strategies such as a “ticket to round” for
key team members, inviting the family outside and then
seeing the child later in the day, etc.

With prescheduled rounding appointments, physicians
had to learn new strategies for determining the allocation

Pediatric Quality and Safety

of time spent per patient. For example, new admissions,
medical student presentations, and patients requiring
interpreters typically required longer (15min) appoint-
ments regardless of medical complexity.

Last-minute schedule changes inevitably occur, so we
developed strategies for addressing these needs with min-
imum downstream effects on the schedule. Examples in-
clude rescheduling single appointments to get the team
back on schedule (rather than being late to all subsequent
appointments) and splitting the team when longer con-
versations were necessary but did not require all team
members.

As part of ongoing curriculum evaluations, our residents
and students have expressed concerns about teaching on
aFCR, similar to others’ reports.'>'* This concern may
be disproportionately driven by our appointment-based
structure, as family-centered discussions often fill the
entire appointment without leaving additional time for
teaching. We addressed this by creating 5- or 10-minute
“teaching appointments,” and by providing faculty devel-
opment addressing teaching strategies on aFCR.

Limitations

Our report represents implementation on a single clinical
service, which limits generalizability. Press Ganey surveys
are generally felt to be representative of the entire hos-
pitalization and thus they might not specifically repre-
sent the discussions on rounds. To address this issue, we
focused on the subset of questions related to physician
communication. Ideally, we would have established base-
line levels of process measures. However, the sense of ur-
gency in our institution, coupled with the lack of standard
FCR processes, limited our ability to do so. Finally, we
could not control for other concurrent interventions, in-
cluding increased attention on patient satisfaction at a
national and local level, improvements made to the dis-
charge process, and hospital-specific goals (eg, The Joint
Commission National Patient Safety Goals, others).

CONCLUSION

aFCR can be successfully implemented and may be associ-
ated with improvements in a variety of process measures,
including attendance of rounds by nurses, consultants,
and interpreters, and outcome measures including patient
satisfaction. A rounding coordinator was a key element of
our aFCR implementation. As academic medical centers
implement or improve existing FCR processes, we recom-
mend early engagement of all stakeholders, adequate ad-
ministrative support for scheduling, and active monitor-
ing with data feedback and quality improvement cycles.
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