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Abstract 

Background 

Ward rounds are a routine, normalised, formalised, daily activity that occur on wards to plan, 

coordinate and review patient care. Nevertheless, they comprise a complex series of processes, 

confounded by the knowledge and practice intricacies of medical, nursing, allied health and 

patient interactions. The assumed shared understanding of ward rounds impacts teamwork, care 

delivery and patient experiences and outcomes. Effective transfer of knowledge about the 

patient and treatment plan between clinicians and patients is vital to safe care delivery. 

Therefore, the aim of the study was to explore health professionals’ and patients’ understanding 

and experiences of ward rounds to identify the influencing factors to their participation. 

Method 

A two-phased mixed method study was undertaken. Data were collected in four wards across 

medical and rehabilitation specialties, within a metropolitan teaching hospital, in Sydney, 

Australia.  

In Phase One, a purpose-designed survey tool was administered to 77 clinicians. The survey 

had three areas of focus. The first was on clinicians’ experience of teamwork, to provide insight 

into the skills and attributes of positive teamwork that could facilitate effective ward rounds. 

The second investigated if interdisciplinary team members shared an understanding of ward 

rounds and involvement in patient care planning. The third focus examined the usual practice 

of interdisciplinary bedside rounds (IBRs) in the hospital.  

In Phase Two, observations were conducted of clinicians and patients during ward rounds. 

Purpose-designed observation and semi-structured interview tools were developed and 
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administered. Ward rounds of 14 patients were observed, with all patients subsequently 

participating in in-depth interviews. These explored the patient understanding and experience 

of ward rounds, and the factors that influenced their willingness and capacity to participate in 

the round. 

 

Results 

Phase One 

Shared understanding of ward rounds differed between acute medicine and rehabilitation 

specialties. There was more consistency between the professional groups of medical officers, 

nursing, and allied health clinicians than when they were working as an interdisciplinary team 

and in a specific speciality. Self-reported attendance at ward rounds was higher than attendance 

perceived by colleagues. Despite this, clinicians considered their team’s communication for 

patient care to be effective.  

 

Benefits and challenges of IBRs were described more consistently within disciplines. The 

benefits were commonly patient focused. Clinicians desired rounding processes that facilitated 

safe patient care and increased clinicians’ capacity to contribute to care planning. The 

challenges to IBRs had origins in competing care priorities, workforce structures and actual or 

perceived professional and organisational culture. Clinicians consistently reported staff 

attributes that enabled collaborative teamwork in ward rounds, such as when there was clear 

leadership. An understanding of roles and responsibilities ensured appropriate communication 

and task allocation.  

 

Phase Two 
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Patients sought involvement in their ward round. Participation was influenced by their own 

understanding of ward rounds based on previous experiences and confidence to participate. 

Patients who were more familiar with the health service had a greater sense of taking 

responsibility for providing clinicians with information and being prepared for the round 

discussion. Patients prioritised talking with medical officers during rounds, and they perceived 

information provided by the consultant as the most reliable. 

 

Discussion/Conclusion 

Ward rounds represent a web of processes integrating complex health system and human 

factors. The stakeholder groups who influence rounding processes and experiences are: the 

health service, health professionals and patients. This thesis provides a unique exploration into 

ward rounds. Previous studies considered these “influences” in silos. This series of studies 

investigates them together to explore the impact they have on each other. Four themes were 

identified that influence stakeholders: understanding and recognition of rounding processes 

between interdisciplinary teams; actual, or perceived, clinicians’ and patients’ behaviour such 

as a perceived medical hierarchy; delivering person-centred care through collaborative 

teamwork; and workforce structure challenges leading to each health discipline having 

different located patients. Each stakeholder had a different level of influence on ward round 

participation. In our study clinical specialty did not meaningfully influence ward round 

participation. Study findings led to the development of the “Hierarchy of influence on ward 

round participation”, a unique empirically based model representing the factors that influence 

participation in ward rounds. 
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Chapter 1: Introduction 

1.1 Focus of the research 

Medical, nursing, and allied health professionals work in a ward environment that requires 

communication and coordinated teamwork to deliver safe, high quality patient care.1,2 Hospital 

ward rounds are a traditional inpatient activity where clinicians meet with the patient and 

develop treatment plans.3 This thesis examines how clinicians and patients interpret both the 

process and their role during rounds. It is acknowledged that effective teamwork improves 

interdisciplinary communication, leading to safer, higher quality care.4,5  

 

The Introduction Chapter is structured in the following manner. The first section defines the 

terminology used in both literature and this thesis. Next, the reflexivity and motivation for the 

research is presented. Following this, the context of the study provides an explanation of 

medical and rehabilitation specialties, and the disease characteristics treated in each speciality. 

A background to the hospital explains the changing environment occurring at the time the 

studies were undertaken. The research field of ward rounds is then presented in more detail. A 

brief history of ward rounds is provided with both an Australian and international context. 

Evidence in the gaps on ward rounds is presented under five research topics. These provide the 

rationale for each study undertaken in this thesis. Following this, the research questions, design 

and methodology are given. Finally, the thesis organisation and conclusion provide an 

overview of the upcoming chapters.  

 

1.2 Terminology  

Many terms associated with this study area are used interchangeably in both literature and 

industry. The terms “ward round” and “round” (or variation of) are both used in this thesis. 

“Interdisciplinary” and “multidisciplinary ward round” can also be used interchangeably in 
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literature,6 yet also be defined to show separation between the concepts. Interdisciplinary 

teamwork is defined as the healthcare team from different disciplines (e.g., medical or nursing) 

working towards jointly agreed goals with little team hierarchy.7 Multidisciplinary teams are 

more discipline based, with each discipline having their own goals which are overseen and 

coordinated by the medical officer.7 In this thesis, unless otherwise specifically identified in 

source materials as “multidisciplinary”, the term “interdisciplinary” is used. Interdisciplinary 

teams refer to those consisting of representation from medical, nursing and allied health 

professions. The specific allied health disciplines involved in this thesis are: physiotherapy, 

speech pathology, dietetics, neurophysiologist, and occupational therapy. 

 

“Transdisciplinary” is model of teamwork where clinicians work across professional 

boundaries.8 An systematic review exploring interprofessional teamwork in rehabilitation and 

chronic care settings revealed only one international study involving a team transitioning from 

interdisciplinary to transdisciplinary care.8 A literature scan showed transdisciplinary care, and 

subsequently ward rounds, are not a routine model of care in acute medicine or rehabilitation 

in Australia. Therefore, transdisciplinary care was outside of the scope of this study.  

The study setting of medical wards (encompassing cardiology, general medicine and the 

medical assessment ward) are described as “acute medicine” to distinguish from rehabilitation 

medicine. The terms “health professional” and “clinician” are both used to describe medical 

officers, nurses and allied health professionals.  

 

1.3 Reflexivity of the researcher 

Reflexivity refers to the “sensitivity to the ways in which the researcher and the research 

process have shaped the data collected, including the role of the prior assumptions and 

experience”.9(p89) In addition, researchers must ensure they “make their personal and 
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intellectual biases plain at the outset of any research reports to enhance the credibility of their 

findings.”9(p89) Section 1.3.1 discusses my background and motivation for the thesis.  

 

1.3.1 Background and motivation for research topic 

My interest in interdisciplinary teamwork and specifically ward rounds developed as a clinical 

nurse working on a ward specialising in respiratory, HIV medicine, endocrinology, general 

medicine, and dermatology. The volume of medical teams and allied health teams was 

considerable: eleven medical teams comprising of more than 25 medical officers, and between 

eight and 10 allied health professionals depending on the patients. At any one time, multiple 

team members would be on the ward reviewing patients and making changes to treatment plans. 

The challenges were distinguishing between a medical team ward round, a simple review by a 

registrar and intern medical officer, and a medical teaching round where the nurse was not 

allowed.  

 

When able, I would attend ward rounds with two specific medical teams. In the beginning I 

was not spoken to, or asked for any information, so I chose to provide unsolicited information 

on the patient’s vital signs. Over the course of a few months I went from having to ask medical 

officers when rounds would be conducted, to being informed of the round at the start of the 

shift. Additionally, during the round medial officers began asking me for a nursing update. I 

experienced better teamwork and stronger trust between me and the medical team. Allied health 

clinicians would ask me for treatment plan updates prior to reading the medical records. I felt 

more confident, informed, and connected with my work. Importantly, I felt I was providing the 

best possible care for my patients. However, I was aware my presence at ward rounds was not 

an established part of a rounding process and reliant on me taking the initiative.  
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My interest in healthcare systems and processes naturally led me into clinical governance 

where my work as a quality care reviewer investigating adverse events consolidated my 

experience on the wards. That is, that team communication and a sense of being valued enough 

to offer an opinion is vital for safe patient care.  

 

During this time, a number of high profile adverse events occurred in acute care hospitals 

within NSW. A Special Commission of Enquiry known as the “Garling Inquiry” was 

undertaken to review the standards of care provided to patients in NSW acute care hospitals.10 

Garling’s subsequent report on the inquiry’s findings noted that models of care centred around 

teamwork should be developed to replace healthcare professionals working in silos.10 Garling 

recommended that “…the important services of the allied health professionals are not forgotten 

and ignored”10(p22). Recommendation 39, from the Garling Report states that “…each member 

of the clinical workforce should be prepared to work with a multi-disciplinary environment as 

a member of, or as a contributor to an inter-disciplinary team responsible for the delivery of 

patient centred care”10(p43) The report made further recommendations for daily 

multidisciplinary ward rounds.10 

 

Between reviewing clinical care, and the observations I made when talking to clinicians and 

patients, it was clear that despite the efforts and desires of health services and clinicians to 

improve the safety of patient care, interdisciplinary teamwork remained a challenge. My 

motivation for the thesis was to try and understand how far the healthcare system has come in 

achieving true interdisciplinary team care during the process of ward rounds. 

 

Fortuitously, the local health district in which I was employed was preparing to implement 

structured interdisciplinary bedside rounds. Of the three hospitals implementing the rounds, I 
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chose to study the facility I had the least contact with through my role in clinical governance. 

I did not have any personal contacts at the facility. I had no horizontal direct line management 

and the portfolio I worked in was independent of any management structure at the facility. 

 

Understanding the organisation in which the study was set provided me some advantages when 

collecting my data. I did know the directors and managers through various committees, and I 

believe this made access to clinical staff and clinical areas easier.11 Being a member of the 

population, the local health district, but not a member of the subculture of the specific facility 

made me an “insider researcher”.11 My role as a researcher was as a “peripheral member”11 

and not part of the core group within the study setting or particpants.11  

 

To further emphasise this, I made sure I removed my local health district identification badge 

so that I was only wearing my university badge. I introduced myself as being from the 

university and did disclose I worked for the local health district but stated that the research was 

not being undertaken for the district. Participants, both clinicians and patients, seemed to be 

more accepting of participation when I explained the relationships. Dwyer and Buckle11 

describe this place as the “the space between”. Researchers need to recognise their positionality 

in relation to the study but also recognise the complex nature of studying human populations.11  

 

Having industry experience made understanding the data collection and data analysis process 

easier. I was able to understand the health professional specific jargon, abbreviations, and 

clinical scenarios that provided me more context to data. However, there may also have been 

bias as a result of this. Strategies employed to facilitate robust data analysis included: cross 

checking and moderation within the research team to ensure consistency when coding data; use 

of a peer reviewed framework to provide an independent and valid data analysis methodology; 
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presentation of findings back to health professional participants; and presentations at national 

and international conferences to test and refine ideas from peer feedback.   

 

While collecting data, I became even more aware of the differences in the professional groups. 

When introducing myself to nurses, I learnt to say my background was in nursing and 

undertaking a PhD but needed to emphasise I had not worked clinically for a very long time. 

This appeared to reduce to impression that I was coming into their work with preconceived 

ideas. When introducing myself to allied health clinicians, I simply said I my background was 

nursing and now undertaking a PhD. When introducing myself to medical officers, I 

emphasised I was a PhD candidate as this appeared to make them more interested in the study.  

 

I was particularly humbled, if not a little saddened, by the support for the research from allied 

health professionals. They all thanked me for inviting them to participate and many commented 

how much they enjoyed it. I was reminded of Garling’s comment that allied health 

professionals were not to be forgotten or ignored,10 and I wondered how much progress the 

healthcare system had made toward meeting this.  

  

1.4 Context of study 

1.4.1 Acute medicine and rehabilitation  

The clinical settings for this study are medical specialties of acute medicine and inpatient 

rehabilitation from a single hospital. Acute medicine is represented by medical specialties from 

cardiology, general medicine and the medical assessment unit (MAU). People may be admitted 

with an acute exacerbation of a chronic condition, or acute presentation for a new condition. In 

New South Wales (NSW) Australia, medical assessment units were developed by the 

Physicians Taskforce and Acute Care Taskforce as an alternative to the emergency 
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department.12 The MAU model of care is an inpatient service where a consultant leads a 

dedicated interdisciplinary team.12 Patients typically have complex care needs and present with 

acute and an undifferentiated history.12  

Rehabilitation is a specialty of medicine which focuses on a people with disabilities resulting 

from injury or illness.13 Treatment under a rehabilitation specialist includes diagnosis, 

assessment and management of the disability. Rehabilitation aims to improve the person’s 

function and quality of life.13  

 

Health professionals working on the acute medical and rehabilitation wards included medical 

officers, nurses, and physiotherapists, speech pathologists, dieticians, neurophysiologist, and 

occupational therapists. 

 

1.4.2 Relocation of hospital services 

The hospital was a 165-bed teaching hospital in metropolitan Sydney, Australia. During the 

study period (2014 to 2019) the hospital was in a transition period. All hospitals services except 

for rehabilitation were preparing to close and relocate to a new facility 13 kilometres (8 miles) 

distance away. This was to occur within five years of the first study, and within 18 months of 

the final data collection point. Change management strategies were employed to prepare staff 

and patients. Hospital resources were being maintained but new resources were limited. 

Anecdotally, staff said the change was confronting, and staff retention was negatively affected, 

resulting in higher than average turnover. 

 

1.4.3 Interdisciplinary bedside rounding  

The hospital was preparing to implement the statewide quality and safety program “In Safe 

Hands”.14 The foundation of the program is implementation of components intended to build 
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efficient and effective healthcare teams. One of the functions of the program is structured 

interdisciplinary bedside rounds.  

 

The original focus of the thesis was acute medical wards as they were the only wards 

implementing the In Safe Hands program. The initial concept was to carry out a pre and post 

implementation study. However, during the implementation, challenges related to workforce 

buy-in to the project and general project delays were encountered and implementation did not 

proceed. This resulted in a change in research focus to looking at how the different existing 

ward round processes facilitated collaborative patient-centred care and shared decision making. 

Following the initial data collection, the study was expanded to include inpatient rehabilitation 

wards. This strengthened the study as it enabled the comparison between medical and 

rehabilitation specialties.  

 

1.5 The research field: ward rounds 

Health professionals may have multiple communications regarding a patient’s treatment during 

a day. However, a cornerstone activity for patient care planning is the ward round.3,15 Despite 

this, rounds remain a process difficult to define and remain understudied.16 Ward rounds are a 

traditional activity undertaken in hospitals globally.16 Historically they are the domain of the 

medical officer.17,18 Nurses have often been present during rounds: however, internationally as 

patient acuity has increased the capacity of nurses to attend rounds has lessened.19 Allied health 

professionals have not routinely attended rounds.20 

In Australia and internationally there is a trend to introduce interprofessional bedside rounds.21 

More specific rounds such as structured bedside rounding is also growing in popularity.22,23 A 

key principle to structured rounding is all clinicians involved in the patient’s care meet at the 

bedside at a scheduled time to plan care.24 The introduction of a standard communication tool 
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provides more structure to the round. Communication tools provide clinicians with a shared 

mental model so that the process for information transmission is known and expected.25 

Providing a structure or framework to a rounding process supports clinicians in a shared 

communication model and collaboration.22 While the principles of structured rounding may be 

similar, there are variations in what the rounds are called. Common names include Structured 

Interdisciplinary Rounds (SIDR)24 and Structured Interdisciplinary Bedside Rounds (SIBR).14  

 

Other rounds also align to the principles of shared interdisciplinary care during rounding. 

Common names include Patient-Centred Bedside Rounds (PCBR),26 Interdisciplinary rounds 

(IDR),27 Bedside Interdisciplinary Rounds (BIRs),28 Interprofessional Bedside Rounds 

(IBR),29 and Interdisciplinary Bedside Rounds.30,31  

 

This thesis will use the phrase Interdisciplinary bedside round (IBR) to describe all rounds 

undertaken at the bedside and with the interdisciplinary team which comprises of: medical 

officers; nurses; and allied health professionals. 

 

Despite the type of rounding process being undertaken, multiple contributing factors can 

influence their effectiveness. Factors include clinician buy-in, patient factors,32 patient 

outcomes,22 and organisational structures.33 

 

Each study in this thesis was developed to explore aspects of the complex nature of ward rounds 

from four distinct perspectives: healthcare system; health professional; patient; and specialty. 

Investigating each element and the relationship between them leads to asking “What influences 

clinicians’ and patients’ involvement in ward rounds”  
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1.5.1 Rounding processes in medical and rehabilitation wards 

Chapter 2: Literature Review, presents the published literature review that classified different 

rounds carried out in medical specialties.6 Search terms were derived from an initial literature 

scan. At the time of the literature review the study focus was only medical wards. Following 

the expansion of the study, a further literature review was undertaken to support the 

investigation of rounding processes in rehabilitation. The key findings of both reviews are 

provided in this section.  

 

The published literature review found while ward rounds are carried out across the healthcare 

system, there is no clear definition for a ward round.6 Additionally, there is variation in many 

aspects of rounding processes including the types of rounds undertaken.6 Despite being a 

commonplace and established activity there are few studies of ward round processes.6,16 This 

review paper explores the purposes, attendees, roles, and perceptions of other attendees’ roles 

during eight different medical rounding processes.6 Rounds were characterised by three 

different purposes: to plan patient care; educate clinicians; and a combination of planning and 

education.6  

 

A review of the literature exploring rounding processes in inpatient rehabilitation identified 

scant evidence of studies specifically on rehabilitation wards.34 Rounding processes were 

underpinned by the principles of a multidisciplinary care team approach.7,35 There are different 

multidisciplinary care processes in rehabilitation such as the multidisciplinary team meeting, 

case conferences and ward rounds.36 A study carried out in the United Kingdom found weekly 

multidisciplinary ward rounds preferable to weekly multidisciplinary team meetings.36  
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All hospital wards, whether acute medical or rehabilitation, will have common issues. The 

evolution of ward rounds is ongoing and reflects the changing healthcare environment. 

Adaptations to a process that is already multifarious adds further complexity. Lack of 

standardisation can be challenging.37 Within a single round classification there can be a number 

of variations in practice.6 Participation in rounds can be affected by the location of the team 

who may work across different settings in a hospital.5 At times, communication between 

medical officers, nurses, and allied health professionals can be inequitable with opinions not 

invited, or not treated with the same weight.38  

 

1.5.2 Interdisciplinary teamwork during ward rounds.  

Ward rounds are an opportunity for collaborative teamwork.39,40 A challenge to shared planning 

during ward rounds is communication between the attendees.40 Although there is a rising 

prominence of interdisciplinary team ward rounds22,23 studies have primarily focused on 

medical and nursing clinicians.23 Exploring the interdisciplinary experiences of high 

functioning teams is an opportunity to look at shared teamwork characteristics. Effective 

teamwork during ward rounds facilitates safer care planning, improved patient satisfaction, and 

supports clinicians to develop skills such as conflict resolution.41 Inclusion of allied health in 

studies of teamwork, rounding processes and their involvement and perceptions are not well 

represented in the published literature. Therefore, one of the aims of this thesis was to expand 

on the earlier studies to include allied health professionals is an opportunity to investigate if 

medical officers, nurses and allied health professionals perceived teamwork similarly in order 

to support participation in rounds.  
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1.5.3 Identifying different rounding processes carried out on medical and rehabilitation 

wards.  

Variation in the types of rounds, and an absence of formal training,42 leads to ward rounds 

being, “learnt on the job”37 which adds to an already complicated care planning process. 

Despite the long-standing tradition of rounds, no previous single or multi-speciality studies 

were identified exploring the relationship between theory based rounding classifications 

identified in literature, and the practical application and understanding of them by frontline 

clinicians.  

 

Studying whether inter- and intradisciplinary teams have a shared understanding of rounding 

processes provides insight into the relationship between theory compared to the experience of 

clinicians. It also offers important exploration into the standardisation of ward rounds within a 

single facility. With an increasingly mobile workforce, health professionals may be exposed 

to, expected to learn, or assumed to know, multiple rounding processes in different clinical 

areas and organisations. Lack of agreement in the types of rounds undertaken can affect high 

quality care.6 Lack of awareness of rounds occurring in a single speciality can lead to 

inconsistent attendance.6 This can undermine collaborative care planning and communication 

of the plan.40,43,44 Quality improvement initiatives involving rounding processes recognise their 

challenges.45 However, little investigation has been undertaken into the interdisciplinary team’s 

shared understanding of ward round processes carried out on their ward and perception of 

teamwork during the rounds. Therefore, one of the aims was to understand how health 

professionals define rounding processes undertaken in their wards, and if this understanding 

affects their participation and communication for care planning.  
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1.5.4 Health professionals’ perspectives on interdisciplinary bedside rounds 

IBR processes represented programs such as the NSW Health “In Safe Hands”14 and reports 

from professional bodies specifically include allied health professionals in the inclusion of 

rounds. Even so, there are few studies into their involvement outside of evaluations from 

structured rounding implementation.5,22,46 Exploring allied health professionals’ perceptions 

identifies first, how allied health clinicians perceive their involvement in IBRs; and second, 

explores the relationship between medical officers, nursing, and allied health clinicians during 

IBRs. This is important to explore as each discipline will bring their own experiences and 

perceptions to the ward round. Therefore, one of the aims of this thesis was to explore all three 

health professions’ perceptions of bedside rounding in order to identify commonalities and 

variations not previously identified.  

 

1.5.5 The patient experience of ward rounds 

Just as ward rounds are complex for health professionals, they can be equally challenging for 

patients. Patient interactions with health professionals during rounds is influenced by factors 

such as patient illness,3 round location,17 and the way clinicians sometimes communicate by 

talking about the patient in medical terminology instead of talking to the patient.18  

 

The phrase “ward round” is commonly heard, and at times given as an explanation to when 

patients will see their doctor. However, this seemingly innocuous dialogue belies the 

sophisticated clinician-patient relationship during the round. While earlier studies3,18 explore 

patient experiences of ward rounds, none were identified that investigated patients’ 

understanding the phrase “ward round.” Similar to the problem of trying to communicate 

information using medical jargon, if patients do not understand what a ward round is, then 

providing that as an explanation to when they will see the doctor is inadequate and not patient-
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centred care. Patient experiences of ward rounds are varied, so exploring  their perceptions 

offers a broader and deeper understanding of their experience.3 

 

Patients from acute medicine and rehabilitation specialties experience different lengths of stays 

and have different care needs. Exploring different settings may identify if participation is 

influenced at the macro (government and policy level), meso (healthcare organisational level) 

or micro level (patient and/or clinician level) of healthcare.47 Therefore, one of the aims of this 

thesis was to explore patient experiences of ward rounds in acute medical and rehabilitation 

specialties This leads to investigating what are the factors that contribute to the patient 

experience during ward rounds.  

 

These five areas of investigation provide a picture of the system, health professional, and 

patient experiences and perspectives of ward rounds comparing two different specialties. The 

findings identify contributing factors to what influences clinicians’ and patients’ involvement 

in rounds.  

 

1.6 Research questions, design and methods 

One overarching research question and five sub-questions guide this thesis investigating 

clinicians’ and patients’ understanding of, and involvement in, ward rounds. The study was 

designed to address the gaps in the literature identified in the previous sections. The 

overarching research question is: 

What influences clinicians’ and patients’ involvement in ward rounds? 

The five sub-questions are:  

RQ1: What ward round processes occur in medical wards and who participates?  
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RQ2: Which characteristics of teamwork enable and challenge interdisciplinary ward 

rounds? 

RQ3: How do clinicians describe the ward round processes on their wards? 

RQ4: What do clinicians perceive as the benefits and challenges to interdisciplinary 

bedside rounds?  

RQ5: What are patients’ experiences of ward rounds? 

 

1.6.1 Research design and methods 

Influences on clinicians’ and patients’ involvement in ward rounds are investigated using an 

exploratory multi-method design.48 A survey, incorporating quantitative and qualitative 

components, has been undertaken. Additionally, in-depth semi-structured interviews have been 

conducted. Throughout the study period, original literature search terms were rerun to identify 

any new studies. Additionally, a comprehensive literature search was completed for each the 

studies presented in Chapters 3-6. The research questions, study design, participants and 

outputs are presented below (Table 1.1). A summary of the research overview is presented at 

beginning of each chapter (Table 1.2) 
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Table 1.1 Research overview 

Research questions Methods Participants Thesis chapter 

Overarching 

research question: 

What influences 

clinicians’ and 

patients’ 

involvement in ward 

rounds? 

 

  Chapter 1 Introduction: presents 

the rationale and research 

question for the study 

 

RQ1: What ward 

round processes 

occur in medical 

wards, and who 

participates?  

 

Narrative 

literature review 

 Chapter 2 Literature review 

Walton V, Hogden A, Johnson J, 

Greenfield D. Ward rounds, 

participants, roles and 

perceptions: Literature review. 

International Journal of Health 

Care Quality Assurance. 

2016;29(4):364-379.  

 

RQ2: Which 

characteristics of 

teamwork enable 

and challenge 

interdisciplinary 

ward rounds? 

Survey 77 clinicians 

• 11 medical 

officers 

• 46 nurses 

• 20 allied health 

clinicians 

Chapter 3 Teamwork  

Walton V, Hogden A, Long JC, 

Johnson J, Greenfield D. 

Exploring interdisciplinary 

teamwork to support effective 

ward rounds. International 

Journal of Health Care Quality 

Assurance. Accepted for 

publication February 2020. 

 

RQ3: How do 

clinicians describe 

the ward round 

processes on their 

wards? 

 

Survey 77 clinicians 

• 11 medical 

officers 

• 46 nurses 

• 20 allied health 

clinicians 

Chapter 4 Rounding 

Perspectives 

Walton V, Hogden A, Long JC, 

Johnson J, Greenfield D. 

Clinicians' perceptions of 

rounding processes and 
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Research questions Methods Participants Thesis chapter 

effectiveness of clinical 

communication. Journal of 

Evaluation in Clinical Practice. 

2019;1-11.  

 

 

RQ4: What do 

clinicians perceive 

as the benefits and 

challenges to 

interdisciplinary 

bedside rounds? 

 

 

Survey 

 

77 clinicians 

• 11 medical 

officers 

• 46 nurses 

• 20 allied health 

clinicians 

 

Chapter 5 Interdisciplinary 

Bedside Rounds 

Walton V, Hogden A, Long JC, 

Johnson J, Greenfield D. How do 

interprofessional healthcare teams 

perceive the benefits and 

challenges of an interdisciplinary 

ward round? Journal of 

Multidisciplinary Healthcare. 

2019:12:1023-1032.  

RQ5: What are 

patient experiences 

of ward rounds? 

 

Observation 

Face-to-face 

Interview 

• 14 ward rounds 

• 14 patients 

Chapter 6 Patient Experience 

Walton V, Hogden A, Long JC, 

Johnson J, Greenfield D. Patients, 

health professionals, and the 

health system: Influencers on 

patients’ participation in ward 

rounds. Patient Preference and 

Adherence. 2019; 13:1415-1429.  

 

Overarching 

research question: 

What influences 

clinicians’ and 

patients’ 

involvement in ward 

rounds? 

  Chapter 7 Discussion: presents 

the relationship between the five 

studies.  

   Chapter 8 Conclusion 
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Table 1.2 Chapter summary of the research overview  
 

Chapter Investigation 

perspective 

Topic of research 

Chapter 1 Introduction The rationale for the study. 

Chapter 2 System 

perspective  

Literature review: What ward round processes occur in medical 

wards, and who participates?  

Chapter 3 Health 

professional 

and speciality 

perspective 

Characteristics of effective interdisciplinary teamwork to support ward 

rounds. 

Chapter 4 Clinicians’ perceptions of rounding processes and effectiveness of 

clinical communication. 

Chapter 5 Interdisicplinary teams perceptions of the benefits and challenges of 

interdisciplinary ward rounds. 

Chapter 6 Patient 

perspective  

Patients’ experience of ward rounds. 

Chapter 7 Discussion Exploring the relationship between the system, health professional and 

patient perspectives on ward rounds. 

Chapter 8 Conclusion What influences clinicians’ and patients’ involvement in ward rounds? 

 

1.6.2 Participants and settings 

The studies were conducted across two specialties: acute medical and rehabilitation within a 

165-bed public teaching hospital in metropolitan Sydney, Australia. Two wards from each 

speciality participated. Hospital inpatient services included medical, surgical, critical care, and 

rehabilitation, which specialises in aged care, orthopaedics, mobility, stroke, and needs 

assessment. Acute medicine and rehabilitation were chosen as study wards as they provide 

contrasting spectrum of healthcare. Acute medicine was represented by patients from 

cardiology, general medicine and the medical assessment unit. Patients from acute medicine 

have a higher acuity, than patients from rehabilitation who receive sub-acute, step down care. 

Sub-acute rehabilitation inpatient services include: co-location with the acute hospital; access 
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to a core multidisciplinary team with access to specialist services; and, access to an intensive 

multidisciplinary inpatient program.35 

 

Health professional participants 

Health professionals from the two acute medical and two rehabilitation wards were invited to 

participate by email and face-to-face contact. Data from health professional participants were 

collected using two methods.  

 

In the first phase, data were collected using a purpose designed survey. The response rate was 

93%. A total of 77 clinicians participated (Table 1.3). The inclusion criteria were: fully 

qualified health professionals; responsible for direct patient care; and, employed by the local 

health district. The directors and managers of the participating wards were informed about the 

study. They facilitated the process by forwarding pre-prepared information, in the form of an 

email, to inform staff that a researcher would be on their ward and inviting people to participate.  

 

In the second phase, data collection was via an observational study of ward rounds which 

involved 14 clinicians carrying out rounds. Clinicians included: consultant; registrar; intern; 

student doctor; nursing unit manager; and bedside nurse. Consent to observe rounds was given 

by the Head of Departments and each clinician involved in the round verbally consented prior 

to observation.  
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Table 1.3 Health professionals from two specialties 

Health professional Acute medicine 

N  (%) 

Rehabilitation 

N  (%) 

Medicine   

Consultant  1 (4)    2 (4) 

Registrar  3 (12)    2 (4) 

Junior medical officer  2 (8)    1 (2) 

Nursing   

Nursing unit manager  2 (8)    2 (4) 

Clinical nurse specialist  3 (12)    3 (6) 

Registered nurse  6 (23)  20 (39) 

Endorsed enrolled nurse   -    3 (6) 

Assistant in nursing  1 (4)    6 (12) 

Allied health clinicians   

Senior  4 (15)    8 (16) 

Junior  4 (15)    4 (8) 

Total 26 (100)   51 (100) 

 

Patient participants 

In-depth, semi-structured interviews were conducted with patient participants. A total of 14 

patients participated (Table 1.4). The response rate was 58% (14/24). All eligible patients from 

the two acute medical and rehabilitation wards were initially identified by the nursing unit 

manager and medical officers as they had the clinical expertise to assess their cognitive level 

and health status. Patients were eligible if they had no identified cognitive impairment; were 

English-speaking; and, had a medically stable health status. Surgical or post-operative patients, 

except those receiving rehabilitation on the rehabilitation wards, were excluded. Eligible 

patients were approached directly by the researcher and invited to participate.  
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Table 1.4 Patient participants 

 

 

 

 

1.7 Ethics 

Ethics approval for phase one of the study was granted by Northern Sydney Local Health 

District Human Research and Ethics Committee (approval: LNR/13/HAWKE/433) and 

acknowledged by Macquarie University. Ethics approval for phase two of the study was 

granted by the Northern Sydney Local Health District Local Health District Human Research 

and Ethics Committee (approval: LNR/13/HAWKE/365) and Macquarie University 

(5201600910). 

 

1.8 Thesis organisation 

As outlined in Table 1, this thesis is organised into eight chapters. Chapter 1 contains the 

introduction and rationale for the study. Chapters 2 to 6 comprise stand-alone, peer reviewed 

publications or manuscripts under review for publication, and include sections of introduction, 

methods, findings, discussions and conclusions for each perspective. Chapter 2: Literature 

Review presents the system perspective from the published literature review that formed the 

evidence base and rationale of the study. Chapters 3 to 5 (Teamwork, Rounding Perspectives, 

and Interdisciplinary Bedside Rounds) present health professionals’ perspectives on ward 

round involvement. Chapter 6: Patient Experience discusses involvement in ward rounds from 

the perspective of the patient group. Chapter 7: Discussion outlines the combined thesis 

Gender Acute medicine 

N  (%) 

Rehabilitation 

N  (%)  

Male  2 (29) 2 (29) 

Female  5 (71) 5 (71) 

Total  7 (100) 7 (100) 
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findings in the context of current research within the field. Chapter 8 Conclusion presents 

concluding statements and identifies opportunities for future research.  

 

Chapter summaries 

Chapter 2: Literature Review presents a published narrative literature review of rounding 

processes undertaken in medical specialties.6 The chapter analyses the complexities of ward 

round processes in the hospital environment. The classifications of eight ward rounds 

undertaken in medical specialties are identified. Each round is analysed for who participates 

and the role each person has in the round. The three reasons for conducting rounds were to plan 

patient care; educate clinicians; and a combination of planning and education. The most 

frequently identified health professional in the round was the medical officer. The patient was 

only identified as a participant in two rounding processes. To the best of our knowledge, the 

literature review was first of its kind to analyse, in-depth, ward round processes performed in 

medical specialities.  This work has been published in the International Journal of Health Care 

Quality Assurance.  

 

Chapter 3: Teamwork presents the enablers and challenges to teamwork from the perspective 

of the interdisciplinary team.49 The study considers that intradisciplinary teams may have 

different approaches to teamwork and this bias may be brought into the ward round. 

Investigating the interdisciplinary team’s perspectives on teamwork identifies if the challenges 

and enablers are consistent between teams and health professionals. The enablers to effective 

teamwork were similar across specialties and disciplines. There was more variation in the 

challenges. When identifying why teams work well there was agreement between health 

professionals. Having a clear plan that was communicated to everyone, feeling valued, 

understanding each other’s roles, leadership and patient focused care were the themes that 



 

48 

cultivate positive teamwork experiences. The study adapted an earlier model of teamwork to 

develop a unique ward round teamwork framework. A team activity tool was developed to 

transition from theory-based teamwork to practical application.  This work has been accepted 

for publication in the International Journal of Health Care Quality Assurance. 

 

Chapter 4: Rounding Perspectives presents the clinicians’ perceptions of rounding processes 

undertaken in their wards.45 The study explores how clinicians define rounding processes on 

their ward and the relationship between this, and the perception of interdisciplinary team 

attendance at rounds. Participants nominated processes more consistently within individual 

clinical disciplines than by clinical specialty. Perception of attendance at rounds was 

inconsistent between health professionals. Despite the inconsistency’s clinicians reported 

communication about patient care planning was effective. No previous studies exploring 

interdisciplinary teams’ shared understanding rounds, and perception of team attendance was 

identified. The study built on theoretical explorations of ward to provide empirical evidence to 

their complexity. This work has been published in the Journal of Evaluation in Clinical 

Practice.  

 

Chapter 5: 

 Interdisciplinary Bedside Rounds presents the perceptions of interprofessional healthcare 

teams on the benefits and challenges of an interdisciplinary ward round.50 The study builds 

upon the growing area of research into medical and nursing perspectives of IBRs through the 

inclusion of allied health professional perspectives. Clinicians recognise the benefits of IBRs 

and how they can deliver person-centred care. However, time and competing priorities limited 

the ability for all clinicians to participate. This work has been published in the Journal of 

Multidisciplinary Healthcare. 
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Chapter 6: Patient Experience presents a study investigating the relationship between the 

patient involvement in ward rounds and collaboration with the healthcare team.51 Some patients 

were unable to describe the purpose of a ward round despite having been involved in the 

process. Three main influencers on the patient experience of rounds were: the patient’s own 

self; the health system; and medical officers. Patients more familiar with the health system 

were able to navigate rounding processes to ensure their needs were met. They described taking 

on responsibility for their own involvement and more satisfactory experience. To the best of 

our knowledge the study design of observing a patient during a ward round followed by an in-

depth interview has not previously been undertaken in an acute rehabilitation ward. The 

approach presented a new methodology for investigating ward rounds across medical 

specialities. This work has been published in Patient Preference and Adherence.  

 

Chapter 7: Discussion presents a discussion on the studies undertaken. Key findings for each 

study are described and critically analysed alongside current evidence. 

 

Chapter 8: Conclusion provides the closing section to the studies. It discusses the four studies 

presented across Chapters 3 to 6 and answers the overarching research question. The findings 

are discussed in relation to current studies into ward rounds, teamwork and patient-centred care 

to address issues of effective clinicians’ and patients’ collaboration in rounds. Opportunities 

for future research arising from the series of studies in this thesis are presented.  

 

1.9 Conclusion 

Ward rounds are a traditional activity undertaken daily in hospitals. This study investigates the 

complexities of a seemingly “everyday” process for both health professionals and patients. The 

word “ward round” implies a single process, but the study shows that clinicians within one 
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health facility can undertake multiple processes. In turn, this means patients are also involved 

in more than one process. While it may not be possible to have a single rounding process, the 

foundations of effective teamwork and patient-centred care should be a guiding principle for 

them all.  
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Chapter 2: Literature review 
Overview of Chapter 2 

In Chapter 1: Introduction, I presented the rationale for the study and overarching research 

question: What influences clinicians’ and patients’ involvement in ward rounds? 

Chapter 2: Literature review, presents a published narrative literature review.6 This chapter 

contains the original work: Walton V, Hogden A, Johnson J, Greenfield D. Ward rounds, 

participants, roles and perceptions: Literature review.  

International Journal of Health Care Quality Assurance.  

2016;29(4):364-379. doi: 10.1108/IJHCQA-04-2015-0053 

The publication can be found at: 

https://www.emerald.com/insight/content/doi/10.1108/IJHCQA-04-2015-0053/full/html 

Chapter 2: Literature Review analyses the complexities of ward round processes in the hospital 

environment. The classifications of eight ward rounds undertaken in medical specialties are 

identified. Each round is analysed for who participates and the role each person has in the 

round. The three reasons for conducting rounds were: patient care, education, or a combination 

of both. The most frequently identified health professional in the round was the medical officer. 

The patient was only identified as a participant in two rounding processes. 

Chapter 2 has been removed 
for copyright or proprietary 
reasons.

https://www.emerald.com/insight/content/doi/10.1108/IJHCQA-04-2015-0053/full/html
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Table 2A Chapter summary of the research overview 

Chapter Investigation 

perspective 

Topic of research 

Chapter 1 Introduction The rationale for the study. 

Chapter 2 System 

perspective  

Literature review: What ward round processes occur in 

medical wards, and who participates?  

Chapter 3 Health 

professional 

and speciality 

perspective 

Characteristics of effective interdisciplinary teamwork to 

support ward rounds. 

Chapter 4 Clinicians’ perceptions of rounding processes and 

effectiveness of clinical communication. 

Chapter 5 Interdisicplinary teams perceptions of the benefits and 

challenges of interdisciplinary ward rounds. 

Chapter 6 Patient 

perspective  

Patient’s experience of ward rounds. 

Chapter 7 Discussion Exploring the relationship between the system, health 

professional and patient perspectives on ward rounds. 

Chapter 8 Conclusion What influences clinicians’ and patients’ involvement in ward 

rounds? 

 

The next chapter, Chapter 3: Teamwork explores how teamwork enablers and challenges 

influence effective team rounding. 
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Chapter 3: Characteristics of interdisciplinary teamwork that 

support effective ward rounds 
Overview of Chapter 3 

In Chapter 2: Literature Review, I presented the eight different rounding processes identified 

in medical wards. Rounds, whether interdisciplinary or intradisciplinary, are supported when 

there is a shared understanding of teamwork between clinicians.  

 

This chapter contains the original work: 

Walton V, Hogden A, Long JC, Johnson J, Greenfield D. Exploring attributes of effective 

interdisciplinary teamwork to support ward rounds International Journal of Health Care 

Quality Assurance. Accepted for publication February 2020. 

 

Chapter 3: Teamwork on ward rounds presents the enablers and challenges to teamwork from 

the perspective of the interdisciplinary team.49 The study considers that intradisciplinary teams 

may have different approaches to teamwork and this bias may be brought into the ward round. 

Investigating the interdisciplinary team’s perspectives on teamwork identifies if the challenges 

and enablers are consistent between teams and health professionals 
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Table 3A Chapter summary of the research overview 

Chapter Investigation 

perspective 

Topic of research 

Chapter 1 Introduction The rationale for the study. 

Chapter 2 System perspective  Literature review: What ward round processes occur in 

medical wards, and who participates?  

Chapter 3 Health professional 

and speciality  

perspective 

Characteristics of effective interdisciplinary teamwork to 

support ward rounds. 

Chapter 4 Clinicians’ perceptions of rounding processes and effectiveness 

of clinical communication. 

Chapter 5 Interdisicplinary teams perceptions of the benefits and 

challenges of interdisciplinary ward rounds. 

Chapter 6 Patient perspective  Patient’s experience of ward rounds. 

Chapter 7 Discussion Exploring the relationship between the system, health 

professional and patient perspectives on ward rounds. 

Chapter 8 Conclusion What influences clinicians’ and patients’ involvement in ward 

rounds? 

 

The next chapter, Chapter 4: Rounding Perspectives transitions from exploring the cultural 

influencers of teamwork to process influencers.  
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Addendum to originality/value: To facilitate this transition “Plan Do Study Act” (PDSA) cycles 

would provide the opportunity to measure interventions taken to improve ward round 

quality.52 Addendum to limitations: The impact of a single site study can include bias in results 

due to site specific external factors, such as workforce culture and local processes. This could 

affect the generalisability of the study.  
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Addendum to study design: Participants who pre-tested the survey included a registered nurse, 

nurse manager, nurse practitioner, pharmacist, physiotherapist, and midwife. 
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Addendum to Table 1: Allied health professionals were not broken down by profession due to 

the sample size which was too small to yield enough data for a trend.  
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Chapter 4: Clinicians perspective of rounding processes 
Overview of Chapter 4 

In Chapter 3: Teamwork, I explored clinicians’ perspectives of enablers and challenges to 

effective teamwork.  

This chapter contains the original work: 

Walton V, Hogden A, Long JC, Johnson J, Greenfield D. Clinicians' perceptions of rounding 

processes and effectiveness of clinical communication. Journal of Evaluation in Clinical 

Practice. 2019;1-11. doi:10.1111/jep.13248. 

The publication can be found at:  

https://onlinelibrary.wiley.com/doi/full/10.1111/jep.13248 

This chapter continues the themes of exploring shared understanding and presents the 

clinicians’ perceptions of rounding processes undertaken in their wards. The study explores 

how clinicians define rounding processes on their ward and the relationship between this and 

the perception of interdisciplinary team attendance at rounds. Participants nominated processes 

more consistently within individual clinical disciplines than by clinical specialty. Perception of 

attendance at rounds was inconsistent between health professionals. Despite the inconsistencies 

clinicians reported communication about patient care planning was effective.  

Chapter 4 has been removed
for copyright or proprietary
reasons.

https://onlinelibrary.wiley.com/doi/full/10.1111/jep.13248
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Table 4A Chapter summary of the research overview 

Chapter Investigation 

perspective 

Topic of research 

Chapter 1 Introduction The rationale for the study. 

Chapter 2 System perspective  Literature review: What ward round processes occur in 

medical wards, and who participates?  

Chapter 3 Health professional 

and speciality 

perspective 

Characteristics of effective interdisciplinary teamwork 

to support ward rounds. 

Chapter 4 Clinicians’ perceptions of rounding processes and 

effectiveness of clinical communication. 

Chapter 5 Interdisicplinary teams perceptions of the benefits and 

challenges of interdisciplinary ward rounds. 

Chapter 6 Patient perspective  Patient’s experience of ward rounds. 

Chapter 7 Discussion Exploring the relationship between the system, health 

professional and patient perspectives on ward rounds. 

Chapter 8 Conclusion What influences clinicians’ and patients’ involvement in 

ward rounds? 

 

Chapter 5: Interdisciplinary Bedside Rounds takes a deeper exploration of a single rounding 

process. The benefits and challenges to IBRs as perceived from the clinician’s perspective 

provides insight into the juxtaposition between teamwork and ward round process.  
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Chapter 5: Interdisciplinary bedside rounds: health professionals’ 

perspectives 
Overview of Chapter 5 

In Chapter 4: Rounding Perspectives, the interdisciplinary teams’ shared understanding of ward 

rounds undertaken on their ward was explored 

 

This chapter contains the original work: 

Walton V, Hogden A, Long JC, Johnson J, Greenfield D. How do interprofessional healthcare 

teams perceive the benefits and challenges of an interdisciplinary ward round? Journal of 

Multidisciplinary Healthcare. 2019;12:1023-1032. doi:10.2147/JMDH.S226330.  

 

Chapter 5: Interdisciplinary Bedside Rounds presents the perceptions of interdisciplinary 

healthcare teams on the benefits and challenges of an IBR. The study builds upon the growing 

area of research into medical and nursing perspectives of IBRs through the inclusion of allied 

health professional perspectives. Clinicians recognise the benefits of IBRs and how they can 

deliver person-centred care. However, time and competing priorities limited the ability for all 

clinicians to participate.  
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Table 5A Chapter summary of the research overview 
 

Chapter Investigation 

perspective 

Topic of research 

Chapter 1 Introduction The rationale for the study. 

Chapter 2 System perspective  Literature review: What ward round processes occur in 

medical wards, and who participates?  

Chapter 3 Health professional 

and speciality 

perspective 

Characteristics of effective interdisciplinary teamwork to 

support ward rounds. 

Chapter 4 Clinicians’ perceptions of rounding processes and effectiveness 

of clinical communication. 

Chapter 5 Interdisicplinary teams perceptions of the benefits and 

challenges of interdisciplinary ward rounds. 

Chapter 6 Patient perspective  Patient experiences of ward rounds. 

Chapter 7 Discussion Exploring the relationship between the system, health 

professional and patient perspectives on ward rounds. 

Chapter 8 Conclusion What influences clinicians’ and patients’ involvement in ward 

rounds? 

 

The next chapter, Chapter 6: Patient Experience, transitions from exploring ward rounds from 

the system and health professional perspective to the patient, and which characteristics support 

person-centred rounds.  
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Chapter 6: Patient experiences of ward rounds 
Overview of Chapter 6 

Chapter 5: Interdisciplinary Bedside Rounds investigated the benefits and challenges of 

interdisciplinary bedside rounds from the clinician perspective.  

 

This chapter contains the original work: 

Walton V, Hogden A, Long JC, Johnson J, Greenfield D. Patients, health professionals, and 

the health system: Influencers on patients’ participation in ward rounds. Patient Preference 

and Adherence. 2019; Volume 13:1415-1429. doi:10.2147/ppa.s211073. 

 

The publication can be found at: 

https://www.dovepress.com/patients-health-professionals-and-the-health-system-influencers-

on-pat-peer-reviewed-fulltext-article-PPA 

 

Chapter 6: Patient Experience presents a study investigating the relationship between the 

patient experience of ward rounds including collaboration with the healthcare team. Some 

patients were unable to describe the purpose of a ward round despite having been involved in 

the process. Three main influencers on the patient experience of rounds were found to be: the 

patient’s own self; the health system; and medical officers. 

 

Please note: 

Initially the thesis took a system-wide approach to investigating ward rounds to gain a global 

perspective. However, as the thesis developed the findings of the combined studies revealed 

that health services, as opposed to the health system, aligned with local services and were more 

influential on clinicians’ and patients’ ward round participation. 

 

https://www.dovepress.com/patients-health-professionals-and-the-health-system-influencers-on-pat-peer-reviewed-fulltext-article-PPA
https://www.dovepress.com/patients-health-professionals-and-the-health-system-influencers-on-pat-peer-reviewed-fulltext-article-PPA
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Table 6A Chapter summary of the research overview 

Chapter Investigation 

perspective 

Topic of research 

Chapter 1 Introduction The rationale for the study. 

Chapter 2 System perspective  Literature review: What ward round processes occur in 

medical wards, and who participates?  

Chapter 3 Health professional 

and speciality 

perspective 

Characteristics of effective interdisciplinary teamwork to 

support ward rounds. 

Chapter 4 Clinicians’ perceptions of rounding processes and 

effectiveness of clinical communication. 

Chapter 5 Interdisicplinary teams perceptions of the benefits and 

challenges of interdisciplinary ward rounds. 

Chapter 6 Patient perspective  Patient experiences of ward rounds. 

Chapter 7 Discussion Exploring the relationship between the system, health 

professional and patient perspectives on ward rounds. 

Chapter 8 Conclusion What influences clinicians’ and patients’ involvement in ward 

rounds? 

 

The next chapter, Chapter 7: Discussion, presents the relationship between the findings in 

Chapters 2 to 6.   
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Chapter 7: Discussion 
Overview of Chapter 7 

Chapter 7 explores the relationships between the studies presented in Chapters 2 to 6. The 

system, health professional, and patient perspectives are discussed within the context of 

answering the overarching research question “What influences clinicians’ and patients’ 

involvement in ward rounds?” (Table 7A).  

 

Table 7A Chapter summary of the research overview 

Chapter Investigation 

perspective 

Topic of research 

Chapter 1 Introduction The rationale for the study. 

Chapter 2 System 

perspective  

Literature review: What ward round processes occur in 

medical wards, and who participates?  

Chapter 3 Health 

professional 

perspective 

Characteristics of effective interdisciplinary teamwork to 

support ward rounds. 

Chapter 4 Clinicians’ perceptions of rounding processes and 

effectiveness of clinical communication. 

Chapter 5 Interdisicplinary teams perceptions of the benefits and 

challenges of interdisciplinary ward rounds. 

Chapter 6 Patient 

perspective  

Patient’s experience of ward rounds. 

Chapter 7 Discussion Exploring the relationship between the system, health 

professional and patient perspectives on ward rounds. 

Chapter 8 Conclusion What influences clinicians’ and patients’ involvement in ward 

rounds? 

 

The next chapter, Chapter 8: Conclusion answers the overarching research question: “What 

influences clinicians’ and patient’s involvement in ward rounds?” 
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7.1 Introduction  

Health professionals may be involved in a variety of activities that discuss treatment planning 

for patients. However, as this thesis has demonstrated, ward rounds are a longstanding tradition 

for planning patient care, and educational activity for medical officers. Rounds have been a 

central part of hospital activity for over 100 years,16 and historically, have been a medical 

activity.53 Although nurses have traditionally attended ward rounds, their presence has 

decreased due to increased patient acuity and subsequent care activities.54 The roles undertaken 

by allied health professionals in ward rounds are usually not as well described as those of 

medical and nursing.6 Rounds have traditionally been conducted at the bedside, but have 

transitioned to conference rooms.30,34,55 However, there is now a transition back to bedside 

ward rounds involving all members of the clinical care team.14 Patient involvement in rounds 

has varied between being an active participant by engaging with clinicians, to more passive 

participation, such as being case studies for medical students and junior medical officers 

practicing physical examinations.6  

 

Rounds provide an unique opportunity for research due to their complexity, importance, and 

transferability across health services worldwide.16,37 The importance of ward rounds in 

planning patient care and providing an opportunity for medical education are well known. Their 

complexity arises from the lack of a single process or standardisation of health professional 

attendance.6,37,42 Previous studies have the investigated ward round processes and attendees 

from a single perspective such as health professionals or patients40,56-58 or a single rounding 

process such as SIBR or bedside rounds5,24,59 The role health services have on health 

professional involvement has been identified.29,60 Even so, these earlier studies have considered 

the influence health services, health professionals, and patient have on ward round contribution 

in silos. The importance of this thesis is that it draws these perspectives together so the 
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relationship between them can be explored and contribute to developing the knowledge base 

and practice improvement of ward rounds.  

 

Studies into ward rounds examine them as individual processes, yet our study in Chapter 4: 

Rounding Perspectives, found that the clinical reality is multiple rounds normally are 

undertaken on a single ward.45 Therefore, a new approach to investigating ward rounds as a 

suite of processes rather than individual processes recognises the multifaceted delivery of 

healthcare. Diversity in rounds supports different aspects of patient care and clinical education. 

Identifying ways rounding processes can complement each other provides a greater 

understanding of roles and expectations to empower clinicians and, in turn, patient 

participation.  

 

This chapter will bring together the findings of Chapters 2-6 to explore the relationships 

between them. Chapter 2: Literature Review provided the theoretical foundation for the study. 

The findings identified variation in the naming conventions, purpose and participants of rounds 

undertaken in medical specialities. Chapter 3: Teamwork explored teamwork characteristics 

that support ward rounds. Chapter 4: Rounding Perspectives compared the theoretical findings 

of the literature review to their practical application in a hospital environment. Chapter 5: 

Interdisciplinary Bedside Rounds investigated the benefits and challenges of a rounding 

process, increasingly being implemented globally, from the perspective of frontline clinicians. 

Lastly, Chapter 6: Patient Perspectives, presented patients’ experiences of participating in ward 

rounds.  

 

Each study in this thesis was developed to explore the complex nature of ward rounds from 

three distinct perspectives: health professionals; patients; and specialties. Together, the 
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literature review and four studies provide insight into how clinicians and patients currently 

perceive their involvement in ward rounds. From these studies, four themes converged to 

answer the overarching research question “What influences clinicians’ and patients’ 

involvement in ward rounds?” (Table 7.1). Each of the three components has a different, but 

interconnected, influence on participation, which is represented in a unique empirically derived 

model to identify the relationships for influencing factors.  
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Table 7.1: What influences clinicians’ and patients’ involvement in ward rounds? Research questions, themes and stakeholders  
 

Research question Themes   Stakeholders 

Health              Patient       Specialty        Health 

Professional                                             Service 

RQ1: What ward round processes occur in 

medical wards, and who participates?  

Understanding and recognition of rounding processes 

Workforce structure challenges 

Actual or perceived clinicians’ and patients’ behaviour 





 





 

  

RQ2: Which characteristics of teamwork 

enable and challenge interdisciplinary 

ward rounds?  

Actual or perceived clinicians’ and patients’ behaviour 

 



 

   

RQ3: How do clinicians describe the ward 

round processes on their wards? 

Understanding and recognition of rounding processes 

Actual or perceived clinicians’ and patients’ behaviour 

Delivering person-centred care 





 

 

 

 

 

 



RQ4: What do clinicians perceive as the 

benefits and challenges to the 

interdisciplinary bedside rounds?  

 

Delivering person-centred care 

Workforce structures 

Actual or perceived clinicians’ and patients’ behaviour 

Understanding and recognition of rounding processes 





 





 

  

RQ5: What are the patients’ experiences of 

ward rounds? 

 

Understanding and recognition of rounding processes 

Workforce structure challenges 

Actual or perceived clinicians’ and patients’ behaviour 
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7.2 Influence of stakeholder groups on ward round participation 

This section reveals the impact each of the four stakeholder groups had on health professionals’ 

and patients’ involvement in ward rounds. As shown in Table 7.1, there is considerable overlap 

of the four themes within each stakeholder group. This section will discuss the influence of the 

four stakeholder groups on ward round participation.  

 

In the early period of the study the health system, referring to the overarching organisation 

comprised of multiple independent hospital facilities and service, appeared to be an important 

influencer. This may have been because governing bodies develop policies and patient safety 

programs. As the studies progressed to exploring experiences of clinicians and patients, they 

framed their experiences, challenges and benefits of ward rounds and teamwork within the 

context of their local health service. How the health service implemented and responded to 

policy and workforce needs was then identified as an influence.  

 

7.2.1 Health service 

The health service had the largest influence over health professionals’ and patients’ 

involvement in rounds. High quality, safe patient care needs the combined treatment of 

medical, nursing and allied health clinicians. Nevertheless, planning and communication can 

be difficult when teams are working disparately across hospitals, wards and specialties.33 While 

this thesis confirms collaboration between healthcare professionals is still challenging in the 

face of a hierarchical system,50 it demonstrates there are efforts to improve collaboration 

through processes such as rounding.  

 

Over the five years since this study began, IBRs have become more frequently implemented in 

Australia and internationally. They are seen as holding the promise of facilitating person-
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centred care and collaborative care planning between health professionals and patients, and 

may in turn improve patient safety.5,22 Despite this promise, studies into structured bedside 

rounding have not consistently demonstrated more positive outcomes.  

 

There is significant variation in how IBRs are implemented and the impact they have on patient 

care.59 Earlier studies have focused on singular interventions rather than evaluating multiple 

measures including teamwork, patient safety, and care efficiencies.21  

 

In Australia there has been no significant improvement in patient outcomes, such as length of 

stay;5,61 while overseas studies have shown a reduction in the length of stay.62 Structured rounds 

may improve teamwork and communication between health professionals,5,63,64 however a 

recent study observed improvement in either nursing or patient satisfaction remained 

equivocal.61 An important component to structured rounding are tools to guide discussion and 

process. Yet, a commonly used tool or variation of, such a tool known as “ISBAR”14 

(introduction, situation, background, assessment, recommendation) does not include the 

discussion element which the study in Chapter 5: Interdisciplinary Bedside Rounds, found is 

valued by interdisciplinary teams.50 Research exploring interdisciplinary bedside rounding 

without such tools concluded clinicians would benefit from a checklist to improve the rounding 

structure.30,65  Modifying the communication tools to include a discussion prompt may facilitate 

improved shared care planning.  

 

Ward rounds are an opportunity to engage in person-centred care. There are implications for 

person-centred care as an emerging knowledge field;66 in particular, research on the 

implementation of person-centred care within a hospital setting .66 How person-centred care is 

operationalised and measured at the time of the ward round is unknown.3 Defining person-
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centred for patients and health professionals remains clouded in ambiguity.66 Challenges to 

implementing person-centred care requires change at organisational and workplace culture 

levels,66 as well as to staff education.67 Variation in health professionals perspective of the 

rounding undertaken can impact delivery of patient care.45 Health service support through 

education and orientation can ensure the processes undertaken are identified and understood.45 

High performing services facilitate quality improvement through executive leadership that 

engages with health professionals and patients; supports innovation; and encourages open 

communication between all levels of the workforce.68 

 

The principle of person-centred care emphasises purposeful interactions between health 

professionals and patients to enable informed shared decision making.26 This thesis began with 

the premise that rounding processes should have the patient at the heart. However, the ability 

of rounds, such as bedside rounds, to improve person-centred care is uncertain.59 Empirical 

studies investigating the relationship between improved person-centred care and bedside 

rounds have not drawn strong conclusions.59 Patients reported medical officers spent more time 

with them during bedside rounds compared to traditional rounds, yet this did not improve 

patient experience compared to traditional rounds, or rounds carried out away from the 

bedside.59 System issues, such as patient volume, and environmental logistics, such as isolation 

rooms, were considered barriers to medical officers engaging in person-centred care during 

bedside rounds.59 These issues should be considered by hospital management when planning 

the implementation of bedside rounds.59 Our studies in Chapters 3 and 5 illustrated rounding 

process needs a foundation of teamwork and shared values, expectations, and effective 

communication in order to support collaborative care planning and safe quality care.49,50 

Building teams skills in these areas may support teams who are not co-located.33 However, 
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achieving effective communication and collaboration is challenged by traditional medical 

hierarchy and a shared understanding of roles and responsibilities.6,48,49 

 

In Chapter 5: Interdisciplinary Bedside Rounds, clinicians reported concerns about attending 

bedside rounds for all their patients.50 Participants identified workforce and organisational 

challenges, including the physical layout and subsequent patient allocation, contributed to the 

ability of nurses and allied health professionals to attend rounds.50 Study findings indicated 

that allied health professionals’ attendance was challenged by the multiple locations of their 

patient list.50 Similarly, ward nurses may be caring for patients under different medical teams, 

which can affect their ability to attend rounds depending on the time they occur,60 the type of 

round, and associated expectations.45 These health service issues are represented in the model 

shown in Figure 7.1. It is important that health services recognise that organisational change 

may be required to support IBRs.60 Health services can cultivate positive culture change 

through interdisciplinary collaboration.69  

A positive organisational culture of interdisciplinary collaboration may require change such 

reorganising service settings to support ward-based care and supporting collective, 

interprofessional quality improvement initiatives. This may include providing sanctioned 

time and resources for interdisciplinary teams to work together to establish shared decision 

making, and improving communication through focusing on care planning and management.   
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Figure 7.1: Hierarchy of Influence on Ward Round Participation 
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7.2.2 Specialty  

The literature review for this thesis did not identify studies that compared ward rounds carried 

out in acute medical and rehabilitation specialties. Comparison studies were found for 

cardiology and urology specialties,56 medical and paediatrics specialties,70 and within acute 

general medical wards.63 Comparisons need to be considered within the context of the settings. 

There are inherent differences between medical and surgical,56 adult and paediatric70 specialties 

compared to medical and rehabilitation specialties. This thesis makes a unique contribution to 

an emerging field of ward round comparison studies by providing insights into two specialties 

not previously compared. Moreover, this thesis has shown that neither medical nor 

rehabilitation specialties had meaningful influence on health professional and patient 

participation in ward rounds. This was in contrast to Blankenburg, Hilton, Yuan, et al.70 where 

the speciality influenced shared decision making during rounds.  

 

In a comparison study between cardiology and urological specialties, both patient groups 

reported similar intensities of fear when anticipating a ward round.56 Study findings in Chapter 

4: Rounding Perspectives revealed patients with chronic disease experienced more satisfaction 

with rounds.51 However, in a study by Reddin, Davis and Donald56 patients with acute surgical 

conditions had a better ward round experience than chronic medical patients. Satisfaction may 

have been influenced by the time of day the ward round was undertaken, with surgical patients 

having a round in the afternoon instead of the morning.56 A participant in the study (Chapter 6: 

Patient Experience), suggested ward rounds could be improved for patients by holding them 

in the afternoon when the ward was not so busy.51 Yet, other research into afternoon ward 

rounds discovered they contributed to delayed discharges, longer working hours for junior 

medical officers, and diminished job satisfaction.71  
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The study results revealed speciality did not have any meaningful influence in health 

professionals’ and patients’ participation in ward rounds. Clinicians from the rehabilitation 

wards had a greater shared understanding of rounding processes than their colleagues in acute 

medicine.47 However, this did not translate into improved interdisciplinary communication or 

collaborative teamwork.45 Acute medical clinicians perceived overall interdisciplinary 

communication on patient care as more effective than rehabilitation.45 In exploring 

communication specifically in the context of an IBRs, both acute medical and rehabilitation 

clinicians identified similar benefits and challenges.50 The studies presented in Chapters 3,49 

5,50 and 651 did not reveal any further differences between clinicians’ and patients’ ward round 

participation. While speciality did not influence participation in ward rounds, health 

professionals and patients should be supported through orientation to the ward’s rounding 

processes, their professional roles and responsibilities, and teamwork expectations. 

 

Therefore, the model in Figure 7.1 does not include speciality as an influencer to ward round 

participation. The different components within the model are principles that can be applied 

across different specialties.  

 

7.2.3 Health professionals 

Health professionals play a key role in influencing who participates, and how they take part in 

ward rounds. The studies undertaken for this thesis confirmed findings from the literature, and 

expanded on evidence, that despite ward rounds being an everyday activity, underneath the 

surface lies a complicated and complex web of processes. Chapter 2: Literature Review, 

revealed eight different ward round processes. Within each process the naming conventions 

can be interchangeable, for example “multidisciplinary” and “interdisciplinary” ward rounds, 

as well as variation in round attendees.6 Chapter 4: Rounding Perspectives provided evidence 
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of how these variations can lead to members of an interdisciplinary team having different 

perspectives of the rounds they participate in, and with whom.45  

 

This thesis reveals an important gap between research findings and the practical application of 

ward rounds. Despite distinct rounding processes being examined in literature, they are not 

necessarily distinguishable to frontline clinicians. Research indicates a continued need to study 

ward rounds, the impact of the processes on care planning and how clinicians are supported 

during them. For example, in a 2019 UK study,72 recently qualified medical officers frequently 

conducted rounds without a senior medical officer present, and reported that they felt 

underprepared to do this.  

 

In Chapter 4: Rounding Perspectives, carried out a previously unexplored area of study into the 

health professionals perspectives into rounding processes across different specialties.45 It was 

shown that clinicians did not have a shared understanding of rounding processes undertaken 

on their wards. Nurses and allied health professionals had different perceptions of what 

constituted a ward round activity compared to medial officers.45 Nurses and allied health 

clinicians on both medical and rehabilitation wards identified the journey board meeting as a 

ward round, while medical officers did not.45 While the journey board can be an 

interdisciplinary activity, it is a patient flow meeting and not a patient care planning process.45 

The journey board is designed as a communication tool for patient information such as referral 

status to other clinicians, estimated discharge date, and possible delays to discharge.73 Ward 

rounds plan care to achieve treatment goals.6 These examples provide clear illustration of the 

disconnect between the theoretical and empirical evidence of an intended activity. The 

relationship between health professionals’ disagreement of rounding processes led to 
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significant disparity in the perception of their own, and their colleagues’, attendance at 

rounds.45  

 

In our study in Chapter 5: Interdisciplinary Bedside Rounds, ‘being on the same page’ was one 

of the main anticipated benefits of interdisciplinary rounds.50 Participants in our study had 

varied experience with IBRs. ‘Being on the same page’ may be aspirational for some clinicians. 

A 2017 study40 investigating goal setting during interdisciplinary rounds showed little 

consistency between clinicians from different professions in a shared understanding of goals. 

The reality of IBRs facilitating collaboration may not meet the expectations for some clinicians. 

Health professionals need strong organisational support to facilitate team collaboration and 

coordination for any rounding process.50  

 

Health professionals desire processes that facilitate delivery of person-centred care.50 They 

identified this as a benefit of IBRs.50 A study into values amongst health professionals 

identified differences in how health disciplines perceive person-centred care.74 While 

challenges in delivering person-centred care can carry through the health service levels, 

nurturing high performing teams may support a shared understanding amongst professionals. 

Working through attributes of effective teamwork with clinicians may facilitate improved 

collaboration.79 In turn, this may support a shared understanding of rounding goals such as 

person-centred care,46 and participation in ward rounds. 

 

Delivering safe patient care can be improved through interdisciplinary teamwork and 

participation in ward rounds.5,75 Addressing an identified gap in literature, including allied 

health professionals in all our clinician participant studies,45,49,50 brings attention to the 

disconnect between medical, nursing and allied health professions. An example of this is the 
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inconsistent perception of rounds undertaken on each health professionals ward, and who 

attends and participates, or not, in them.45  

 

Earlier research has focused on teamwork within a process or activity.76 Chapter 3: Teamwork, 

presented dimensions of effective teams.77 Also the chapter developed a uniquely adapted 

framework (Table 3.2) that links teamwork characteristics with the practical application of 

supporting ward rounds.49  This adapted framework draws together examples of ward round 

teamwork characteristics from international evidence.  

 

Team, system, environment assessment tools and education are examples of strategies used to 

assist teams when implementing structured rounding.14,78 Expanding on these and recognising 

the finding in Chapter 2: Literature Review that identified multiple rounding processes,6 could 

include a team quality improvement activity to identify effective team dimensions within the 

context of ward rounds (Table 7.1). The tool uses the dimensions of teamwork that have been 

demonstrated to be effective in developing and sustaining teamwork.75 Establishing a shared 

understanding of team roles and responsibilities provides clear expectations for members and 

may facilitate a shift from any actual, or perceived, hierarchy within the team. It provides an 

opportunity to discuss leadership which can also be an opportunity to move away from the 

traditional medical leadership. Facilitating an exercise whereby team members collectively 

reflect upon and complete the sheet is a strategy by which to make explicit people’s 

(mis)understandings and expectations. The benefit of facilitating teams to identify examples 

and expected values within their own rounds provides team members with ownership of the 

process. Quality improvement activities are more sustainable with the support of the health 

service.68 The dimensions of teamwork can be adapted to any rounding process. Importantly 
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the guide supports teams to transition from theory based to teamwork to exploring it in the 

frontline ward round.  
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Table 7.2: Effective Team Characteristics Within Our Ward Round
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Supporting effective rounding processes is strengthened when preceded by effective teamwork 

that, in turn, can sustain different team activities.76 The study into teamwork characteristics that 

support rounds (Chapter 3) found all three health disciplines valued similar characteristics 

necessary for effective rounding and participation.49 Yet, these characteristics do not 

automatically transfer into positive experiences or perceptions of participation in 

interdisciplinary rounding.50 For example, in Chapter 5: Interdisciplinary Bedside Rounds, 

nurses and allied health professionals reported feeling hesitant about contributing to patient 

care planning as it may not be received well by medical officers.48 In contrast medical officers 

valued interdisciplinary input into care planning.50 

 

Medical officers recognise rounds as being a routine part of patient care planning.6 Nurses and 

allied health professionals recognise the benefits of attending rounds, but perceive them as an 

activity additional to routine patient care.50 In a previous study nurses considered attending 

rounds optional.60 This is not unexpected as rounds observed for this thesis were medically 

driven.51 This may affect clinicians’ prioritisation of participating in rounds.  

 

Although IBRs facilitate team collaboration,50 medical officers and nurses are primarily the 

professionals involved.6 The study in Chapter 6: Patient Experience observed 14 bedside 

rounds, of which only three included a nurse, and none involved allied health clinicians.51 There 

is limited research on allied health professionals involvement in ward rounds.6,51 The inclusion 

of allied health professionals in the research showed similarities between them and nurses when 

identifying benefits and challenges to IBRs. Nurses and allied health professionals understand 

why and how they could contribute to rounds.50 Yet, influencing their hesitation to contribute 

is a perception that medical officers will not ask for, or consider if given, their clinical opinions. 

This is in contrast to medical officers in the study in Chapter 5: Interdisciplinary Bedside 
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Rounds who valued interdisciplinary representation.50 Another factor contributing to low 

attendance rates for nurses and allied health professionals was their limited capacity due to the 

increasing demands of patient care.50,60  

 

The literature review in Chapter 2 identified patient care planning and clinician’s education as 

purposes for ward rounds.6 In contrast, no clinicians in the research reported education as a 

benefit or challenge of rounding.50 More recent research identifies “patient education” as a 

critical role of the ward round.56 Even so, patient education was not identified as a purpose in 

studies undertaken as part of this thesis.  

 

Studies have shown health professionals value processes that support team collaboration and 

person-centred care. While the desire is there, the challenge is in achieving it. As represented 

in the model (Figure 7.1), factors influencing participation are both top-down (health service) 

and horizontal (health professionals themselves). How health services organise and locate 

workforces logistically contributes to the physical ability of clinicians to attend and participate 

in rounds.50 Yet, redesigning health services to support person-centred care, such as in ward-

based teams, requires time and planning to ensure governance and operational systems are 

effective.79 Health services need to support health professionals to work within current 

organisational structures. 

 

The influence of organisational culture also requires consideration. Culture within healthcare 

services and teams can be complex and historical. To support operational change, leaders of 

the health service need to explore and acknowledge clinicians’ different cultural experiences 

with interdisciplinary attitudes, respect, and standards of conduct.50 Working with 

interdisciplinary teams to understand how such experiences influence teamwork, nurtures the 
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positive aspects and identifies opportunities for improvement. Culture within interdisciplinary 

teams must foster a sense of feeling valued and transparency in role expectations, including 

participating in rounds for improved patient care.49  

 

7.2.4 Patients 

Patient perspectives of ward rounds remain an under-researched area.56 Just as health 

professionals find rounding processes complex, patients expressed uncertainty about the 

process.51 Clinicians often “learn on the job”,72 and our results in Chapter 6: Patient Experience 

revealed patients who were high users of the health system similarly navigated ward rounds 

through experience.51 This unique finding expands on what is already known about the factors 

that contribute on patient participation in rounds which include: age; communication skills and 

confidence; and an understanding of their disease.32 Although patients and health professionals 

approach ward rounds from two different perspectives, the influences on their involvement are 

similar: knowing their own role; knowing the process in terms of when the round will occur; 

and recognising the round as a crucial part of care planning.  

 

Participants in the study of patient experience showed those who utilised the health system 

frequently had more exposure to ward rounds, and were more comfortable with the process, 

their role, and expectations.51 However, this understanding was described as self-taught rather 

than driven or supported by the health organisation or clinicians.51 For example, being 

physically present at the round was influenced by patients’ knowledge of when the round was 

to occur. There was a sense they would miss speaking to the doctors if they were in engaged in 

another activity such as showering,51 thus preventing their input into their care planning, or 

receiving the answers they needed for peace of mind or personal plans. 
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The health literacy of a person must be considered when there are any clinician-patient 

interactions. Individual health literacy is defined as a person having the skills and knowledge 

to understand and appraise information in order to make decisions about their health, including 

any actions needed.80 Environmental health literacy means policies, processes, information and 

providers within the health system impact the way in which service users obtain and understand 

information and access services.80 

 

Ward rounds are a key activity for patients to discuss care planning and address any concerns 

with their healthcare team. Therefore, the capacity for a patient to engage with clinicians and 

understand the communication can improve as health literacy improves.80 When an individual 

has a satisfactory level of health literacy they are able to take responsibility for their own 

health.81 Earlier studies found determinants of unsatisfactory health literacy included: 

socioeconomic status; education level; physical limitations;82 and primary language spoken.83  

 

Patients can support themselves by asking questions when they are unsure of information, and 

by involving family members or carers in ward rounds (if that is the patient’s choice). Patients 

can also provide valuable education opportunities and should be encouraged to be involved in 

education for themselves and to health professionals.80 Health services can support patients by 

seeking their feedback on the information patients receive to ensure key messages have been 

communicated. 80 

 

Optimising patient involvement in ward rounds could mirror the way structured rounding 

supports interdisciplinary clinician involvement. Just as clinicians prepare for rounds, this too 

could be encouraged for patients. While the use of communication tools such as ISBAR and 

safety checklists improve ward round efficiency and processes,62 they do not provide a 
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checklist for patients to ensure their questions and inquiries are discussed. Moreover, they do 

not prepare the patient for when, or if, they are asked for information. The development of a 

suite of tools for patients may improve the quality and efficiency of communication between 

patients and clinicians. To help patients participate, they need to be taught how to be involved. 

In Chapter 6: Patient Experience, patients involved in the study suggested being prepared for 

the round would improve their ward round experience.51 Being prepared encompassed two key 

ideas: knowing what time the rounds will occur, and knowing ahead of the round what will be 

discussed.51  

 

Patients who are given the opportunity to ask questions are given more control of 

communication between themselves and clinicians.84 A study by Farberg, Lin, Kuhn, Flanders 

and Kim84 showed a hospital provided notepad improved patient experience and 

communication with health professionals. The first page of the notepad listed three questions: 

1. What is the reason for my hospitalisation?; 2. What tests are planned for today?; and 3. What 

medications will I be on? Additional patient questions were written on the back of the page.84 

 

Expanding on the idea of a communication tool for patients could be to include a ward round-

specific communication tool to optimise this dedicated time with the care team; to this end, a 

‘patient ward round note pad’ tool is proposed (Figure 7.2). To facilitate person-centred care, 

a member of the care team could support the patient by providing the time the ward round was 

going to occur and give an indication of what was going to be discussed. Transparency in what 

will be discussed allows patients time to prepare their responses as well as their own questions. 

This also allows time to think about any questions they have, making time spent on the ward 

round more targeted and effective. Rephrasing the questions may also facilitate patient directed 

conversations. Just as health professionals document notes from the ward round, patients could 
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also be given a summary of the discussion, decisions and care plan. Additionally, there is 

opportunity to explore the level of information patients would like included. For example, 

information such as diagnosis, medications, and prognosis may enable them to participate in 

the round. This also provides the patient with a contemporaneous record of their care prior to 

receiving a discharge summary. Patient communication tools can be co-designed with patients 

to ensure they are easy to understand and meet patients’ needs.78 
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Figure 7.2: Patient ward round notepad 
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The research found patients perceived their own role in the round in two areas: self-advocacy 

through active participation; and passive involvement by responding to questions as opposed 

to asking them.51 If nurses are unable to attend rounds, their absence may leave patients feeling 

vulnerable if no other advocate is available. Effective advocacy is known to improve patient 

safety.85 

 

Despite the findings in Chapter 6: Patient Experience, where all but one respondent reported a 

nurse was not required on a ward round,51 the role of patient advocacy has always been a central 

part of nursing practice.86 In Chapter 5: Interdisciplinary Bedside Rounds, nurses reported 

patient advocacy as their role in IBRs, but were unable to fulfil this role due to time pressures 

with routine patient care.50 Time pressures have been a barrier to nurse advocacy historically 

to present day.86  

 

Where a nurse is not able to fulfil the patient advocate role other opportunities or challenges 

may present. The vulnerability of the patient needs first to be considered: in particular, that the 

patient consents to taking more responsibility for their participation in the rounds and is 

emotionally, physically and cognitively able to do so. If this is the case, then quality 

improvement opportunities may consist of patients being “taught” what to expect during ward 

rounds and skilled so they can participate. Peer education and support has been successfully 

utilised in areas of disease management such as diabetes87 and self-care behaviours.88 This has 

been positively associated with engagement and improved health when patients teach other 

patients about disease management.88 Within the palliative care setting, patient volunteers carry 

out different tasks including patient advocacy and provide practical informational support.89 In 

the hospital setting, palliative care patient volunteers facilitate communication between the 

patient and care team.89 Translating what is known from palliative care and this current study 
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to teaching patients how to prepare for, and communicate with health professionals during 

rounds, is an opportunity for improved patient care, and future research. One advantage of this 

approach is that it does not place additional tasks on health professionals, who already face the 

challenges with rising patient care needs.50 

 

A co-designed quality improvement project exploring the appropriateness of peer education 

may assist health services to determine their viability. The initiative may initially be trialled on 

a single patient population within a ward. Consideration could include: who would carry out 

peer education, how peer educators would be trained, and which patient populations would be 

suitable to receive education. Using a PDSA approach would allow the measurement and 

redesign of the intervention to assess the efficacy of peer education prior to spreading the 

intervention to other populations or wards (or choosing not to proceed).52 

  

Spreading of quality improvement initiatives can include family and carers.90 Just as patient 

experience of ward rounds increases their confidence and understanding of the rounding 

process,51 a similar outcome has been found for family and carers’ ability to raise safety 

concerns.90 Having family members or carers facilitate communication between patients and 

health professionals contributes to safe and acceptable patient care.90 Thus, providing carers 

with a structured format for ward round communication invites them to raise concerns or share 

information.90 The ‘Patient ward round note pad’ is a tool that could also be used by carers to 

this goal. Education should be offered to family and carers in a similar way to that provided to 

patients.  

 

The research demonstrates patients are wanting to be involved in ward rounds. Their ability to 

achieve this is either hampered or enhanced by top-down influences from the health service 
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and health professionals, who determine the type of rounding process and how they are carried 

out. The process, if re-engineered could encourage tailoring ward rounds to patient preference 

which underpins person-centred care. Horizontal influence also occurs where patient-related 

factors can affect their own willingness and ability to participate (Figure 7.1).  

 

7.3 Hierarchy of influence on ward round participation 

The research has resulted in the development of a unique empirically based model representing 

the factors that influence participation in ward rounds. This is an important new contribution 

of this research and adds to the emerging evidence base. The research identified three 

influencing factors on clinicians’ and patients’ participation in ward rounds: the health system; 

health professionals; and patients. The hierarchy of influence is modelled below, with the 

degree of influence represented by size of each circle (Figure 7.1).  

 

The health service has the most significant influence on health professionals’ and patients’ 

participation in ward rounds, represented by the largest circle. The influence can be both a 

positive and negative. The model shows that the health service has the greatest influence on a 

culture of safety and quality; work processes; and interprofessional organisation. The health 

service has a direct influence on ward round processes undertaken. Clinicians are directly 

influenced by the health service through encouraging or inhibiting interdisciplinary team 

culture and staff orientation to rounding processes and expectations. Similarly, the health 

service directly influences patients through processes embedded in practice and forming, or 

not, a culture of patient-centred care. In turn, these influences affect the (in)ability and 

(un)willingness of health professionals and patients to participate in ward rounds. 
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Health professionals have the second largest influence on their own, and patients’ participation 

in ward rounds, represented by the mid-sized circle in the model. Although health professionals 

are influenced by the health service, they also contribute to their own team processes, culture 

and understanding of roles and expectations. These elements have a direct effect on patient-

centred care. In turn, team structures and culture influence how both themselves and patient 

participate in rounds.  

 

Patients have the least influence on their own participation in ward rounds, represented by the 

smallest circle in the model. While patient participation is influenced by both the health service 

and health professionals, they do have some control over their involvement, represented by the 

circular arrow inside the circle. The culture of patient-centred care, and the level of 

participation patients desire, directly influences their participation in ward rounds. 

 

Influence can be two-way. Health professionals can take ownership of team culture and process 

that affect the health service. How teams choose to work can positively or negatively affect 

other processes within the health service. Patient experience feedback can and does influence 

health service processes and systems, and also professionals’ behaviour. Therefore, the 

influences on clinicians’ and patients’ is a complex and continuous loop of: culture; processes; 

workforce organisation; expectations; and approach to patient-centred care.  

 

7.4 Conclusion 

Health services, policy makers and leaders lay the foundation for health professional and 

patient participation in ward rounds. The relationship between the health service, professionals, 

and patients is interwoven. The health service establishes policies and procedures that guide 

care planning activities. The busy and unpredictable nature of the hospital environment can 
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influence how and when rounds can be conducted, and who can attend. The organisation’s 

quality improvement culture may affect the readiness of health professionals and patients to 

consider how rounds might be improved. When health professionals engage in rounds, it can 

be based on their own interpretation of a rounding process rather than a shared understanding. 

Colleagues may need one another’s support to identify rounding opportunities. Patients need 

assistance, via tools and education, to develop the skills to participate. The empirically derived 

model is a unique contribution of this research and adds to the emerging evidence base. The 

next and final chapter, Conclusion, presents the answers to the overarching research question 

and identifies opportunities for future research.  
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Chapter 8: Conclusion 
Overview of Chapter 8 

The previous chapter integrated the individual studies’ discussions to present a broad 

perspective on ward round participation from three key stakeholders in healthcare: the service; 

health professionals; and patients. The Conclusion chapter defines the answers to each of the 

research sub-questions and the overarching research question. In addition, study limitations are 

acknowledged and opportunities for future research are presented.  

 

Table 8A Chapter summary of the research overview 

Chapter Investigation 

perspective 

Topic of research 

Chapter 1 Introduction The rationale for the study. 

Chapter 2 System 

perspective  

Literature review: What ward round processes occur in 

medical wards, and who participates?  

Chapter 3 Health 

professional 

perspective 

Characteristics of effective interdisciplinary teamwork to 

support ward rounds. 

Chapter 4 Clinicians’ perceptions of rounding processes and 

effectiveness of clinical communication. 

Chapter 5 Interdisicplinary teams perceptions of the benefits and 

challenges of interdisciplinary ward rounds. 

Chapter 6 Patient 

perspective  

Patient’s experience of ward rounds. 

Chapter 7 Discussion Exploring the relationship between the system, health 

professional and patient perspectives on ward rounds. 

Chapter 8 Conclusion What influences clinicians’ and patients’ involvement in ward 

rounds? 
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8.1 Overview 

This series of studies has examined the complex nature of ward rounds and considered the 

impact on and behaviour of clinicians and patients. This seemingly “everyday process” is 

undertaken globally, yet the complexities of the clinicians’ and patients’ experience have 

remained anecdotal rather than empirical. This thesis explored the challenges of working in an 

environment where healthcare professionals work within multiple parallel processes. Exploring 

shared understanding of rounds between health professionals and patients across two 

specialties within one hospital is important as neither population is static in its movements. 

Health professionals move between specialties and wards just as patients move from the acute 

setting to rehabilitation. There is variation in rounds in both name and how they are carried 

out6 and so it is important that each speciality, or ward, sets clear expectations of their rounding 

processes. These findings contribute to this area of research by identifying and responding to 

gaps between a theoretical understanding of ward rounds and their practical application.  

 

This thesis discussed the relationship between the influence of health services, health 

professionals, and patients on ward round contribution and attendance. Previously these 

“influencers” have been considered in silos; however, this thesis drew them together to explore 

the impact they have on each other. This revealed how patients navigate rounding processes in 

order to participate, actively or passively, in their own treatment planning. In the following 

section, the research questions identified in Chapter 1: Introduction, are revisited. The findings 

are presented in relation to literature discussing ward round processes, and health professional 

and patient experiences within acute medical and rehabilitation settings.  
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8.2 Rationale, contribution and research questions 

Analysis of medical and rehabilitation ward round processes revealed gaps relating to defining 

rounding process; the perceptions and practice health professionals have of the rounds they 

undertake; and how patients experience them. The studies in this thesis sought to address these 

gaps. Taking a combined perspective of the health system, health professional and patient 

provides a unique contribution to understanding the relationship between theory and practice 

in the field of rounding processes. Studies investigating ward rounds commonly express the 

caveat they are difficult to define.6,19 Similarly, there is a lack of standardisation and guidance 

on how health professionals participate in them.37,91 The Introduction chapter presented a 

framework for the study. Chapter 2: Literature Review, outlined evidence of the complex nature 

of rounding processes and research opportunities that led to this study. Chapters 3 to 6 

presented each research sub-question as unique studies. For each study, the background, 

rationale, methodology, findings and conclusions were outlined, and the associated research 

sub-question answered. Each study revealed important insights into how health professionals 

and clinicians perceive ward rounds, and how this influences their involvement. Chapter 7: 

Discussion brought individual studies together to discuss the topic as a whole. 

 

Our studies have provided four valuable and unique contributions to the ward round knowledge 

base. First, this research examined variation in naming and conceptualising of rounds in the 

literature, identifying the confusion and disparity that exists. Second, this research revealed 

differences in health professionals’ understanding, expectations and practice of rounding 

within the medical and rehabilitation inpatient settings. Third, this research presented empirical 

evidence for previously anecdotal concepts around patient and health professional 

communication during ward rounds. Fourth, this thesis brought together the health system, 

health professional, and patient perspectives on ward round participation. This has identified a 
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co-dependent relationship between them that influences how clinicians and patients experience 

ward rounds.  

 

To achieve these contributions required asking clinicians and patients to explore their own 

practice and experiences of ward rounds and interdisciplinary teamwork. For patients, the study 

occurred at a time of either acute illness or following an episode of illness. An exploratory 

multi-method methodology48 was employed. One overarching research question was explored: 

What influences clinicians’ and patients’ involvement in ward rounds? 

 

Five sub-questions were:  

RQ1: Which ward round processes occur in medical and rehabilitation wards, and who 

participates?  

RQ2: Which characteristics of teamwork enable and challenge interdisciplinary ward 

rounds? 

RQ3: How do clinicians describe the ward round processes on their wards? 

RQ4: What do clinicians perceive as the benefits and challenges to interdisciplinary 

bedside rounds? 

RQ5: What are patients’ experiences of ward rounds? 

 

Each of these sub-questions formed a single study. The decision to approach each sub-question 

individually ensured appropriate methodology was used to address each research question 

effectively. Additionally, specific outputs resulted from each study (Table 8.1). 

  

 

 

 



 

185 

Table 8.1 Research overview 

Research questions Methods Participants Thesis chapter 

Overarching 

research question: 

What influences 

clinicians’ and 

patients’ 

involvement in ward 

rounds? 

 

  Chapter 1 Introduction: presents 

the rationale and research 

question for the study 

 

RQ1: What ward 

round processes 

occur in medical 

wards, and who 

participates?  

 

Narrative 

literature review 

 Chapter 2 Literature review 

Comprised of the publication: 

Walton V, Hogden A, Johnson J, 

Greenfield D. Ward rounds, 

participants, roles and 

perceptions: Literature review. 

International Journal of Health 

Care Quality Assurance 

2016;29(4):364-379.  

 

RQ2: Which 

characteristics of 

teamwork enable 

and challenge 

interdisciplinary 

ward rounds? 

Survey 77 clinicians 

• 11 medical 

officers 

• 46 nurses 

• 20 allied health 

clinicians 

Chapter 3 Teamwork  

Walton V, Hogden A, Long JC, 

Johnson J, Greenfield D. 

Exploring attributes of effective 

interdisciplinary teamwork to 

support ward rounds. 

International Journal of Health 

Care Quality Assurance. 

Accepted for publication February 

2020. 

 

RQ3: How do 

clinicians describe 

Survey 77 clinicians Chapter 4 Rounding 

Perspectives 
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Research questions Methods Participants Thesis chapter 

the ward round 

processes on their 

wards? 

 

• 11 medical 

officers 

• 46 nurses 

• 20 allied health 

clinicians 

Walton V, Hogden A, Long JC, 

Johnson J, Greenfield D. 

Clinicians' perceptions of 

rounding processes and 

effectiveness of clinical 

communication. Journal of 

Evaluation in Clinical Practice. 

2019;1-11.  

 

RQ4: What do 

clinicians perceive 

as the benefits and 

challenges to 

interdisciplinary 

bedside rounds? 

 

Survey 77 clinicians 

• 11 medical 

officers 

• 46 nurses 

• 20 allied health 

clinicians 

Chapter 5 Interdisciplinary 

Bedside Rounds 

Walton V, Hogden A, Long JC, 

Johnson J, Greenfield D. How do 

interprofessional healthcare teams 

perceive the benefits and 

challenges of an interdisciplinary 

ward round? Journal of 

Multidisciplinary Healthcare. 

2019;12:1023-1032.  

 

RQ5: What are the 

patient experiences 

of ward rounds? 

 

Observation 

Face-to-face 

Interview 

• 14 ward rounds 

• 14 patients 

Chapter 6 Patient Experience 

Walton V, Hogden A, Long JC, 

Johnson J, Greenfield D. Patients, 

health professionals, and the 

health system: Influencers on 

patients’ participation in ward 

rounds. Patient Preference and 

Adherence. 2019; 13:1415-1429.  

 

Overarching 

research question: 

What influences 

  Chapter 7 Discussion: presents 

the relationship between the five 

studies.  
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Research questions Methods Participants Thesis chapter 

clinicians’ and 

patients’ 

involvement in ward 

rounds? 

   Chapter 8 Conclusion 

 

8.3 Answers to research questions 

The following sections present the answers to sub-questions before considering the overarching 

research question.  

 

8.3.1 Which ward round processes occur in medical wards, and who participates? 

The literature review6 revealed the multi-process system that underpins the ward round. The 

complexity does not solely lie in the number of processes identified but also the naming 

conventions, and attendees. Eight different rounding processes were identified: general ward 

round, multidisciplinary, consultant, teaching, post-take, traditional, working, and review of 

the ward. One process could be referred to by different names, for example, consultant or 

attending round however the principles were similar. For all the rounds identified in the 

literature review, three different purposes were revealed: to plan patient care; educate 

clinicians; and a combination of planning and education. Planning care, providing and 

receiving education was primarily referred to as a medical activity.  

 

The findings showed variation in the attendees and their roles in each rounding process. 

Medical officers attended all but one of the rounds. Nurses were the next most likely attendees 

followed by allied health professionals. Pharmacists were the most commonly nominated allied 

health professional present. Patients were rarely described as participants despite being the 
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focus of rounding activities. Roles were more explicitly described when they were held by 

medical officers. Nursing roles were less defined and centred around patient advocacy and case 

presentation. Allied health professionals carried out discharge planning responsibilities. 

Patients’ roles were to discuss treatment goals, discharge plans, and raise concerns with the 

healthcare team.  

 

The findings reflect the variation in processes undertaken within healthcare environments. It is 

expected that health professionals working on a ward would undertake more than one rounding 

process. To ensure ward rounds meet the needs and expectations of health professionals and 

patients, a shared understanding of processes and purpose of each is necessary. Building upon 

earlier studies into healthcare perception of the IBRs, the inclusion of allied health 

professionals in our study added to the literature by identifying consistencies between nursing 

and allied health interdisciplinary teamwork during rounds.50 

 

8.3.2 Which characteristics of teamwork enable and challenge interdisciplinary ward 

rounds?  

Despite the number of different rounding processes and attendee combinations, ward rounds 

have teamwork as a commonality. High functioning teams are essential to highly effective ward 

rounds.24  

 

There was agreement within the interdisciplinary team on the characteristics that support and 

challenge teamwork. Enablers of teamwork were effective communication, shared 

understanding of patient goals, and of each other’s roles. The challenges were: ineffective 

interdisciplinary communication; individual personal characteristics (communication styles, 

perceived respect and feeling valued); and lack of understanding about roles and 
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responsibilities, and organisational structure. Additional challenges reflect those identified in 

the study investigating the benefits and challenges to IBRs, being: time due to increase patient 

acuity which affects communication styles and staff morale; disagreement in treatment 

planning and a medically dominated approach; and lack of leadership.  

 

Positive experiences of teamwork were described when health professionals felt valued, patient 

safety was the focus of care, there was structured communication, and good leadership. A 

shared understanding of factors that contribute to, or hinder, effective teamwork can be carried 

through into team-based ward rounds.  

 

8.3.3 How do clinicians describe the ward round processes on their wards? 

To understand the activity of ward rounds, clinicians were asked to identify the rounds they 

undertook, who attended them, and how effective communication was about patient care.45 In 

both specialties there was more consistency between intradisciplinary than interdisciplinary 

team members, for example nurses and allied health professionals in acute medicine nominated 

IBRs whereas medical officers did not.47 There was little agreement amongst the 

interdisciplinary teams on the type of rounding processes undertaken on their wards, for 

example in acute medicine no single round was nominated by all health disciplines.47 

 

Clinicians working in medical and rehabilitation specialties each nominated eight rounding 

processes undertaken on their wards. However, despite being provided definitions of each 

process, there was still disparity in the types of rounds identified and chosen and by whom. 

Within the medical wards, eight rounds were chosen however there was no single process 

nominated by all three disciplines. In rehabilitation, eight rounding processes were also 

nominated. Adding to this confusion, many participants nominated more than one type of 
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round. Unlike clinicians working in medical specialties, multidisciplinary and consultant 

rounds were nominated by all rehabilitation health disciplines. There were similarities between 

nurses and allied health professionals. In contrast to medical officers, both nursing and allied 

health disciplines identified the morning patient flow meeting (the journey board) as a ward 

round.  

 

There was disparity in who attended rounds. Each health professional reported their own 

attendance and that of their colleagues. The findings did show rounds remain a medically 

dominated activity. The medical officer was the most common discipline to be nominated as 

routinely attending rounds. Just over half of allied health clinicians self-reported attending 

rounds despite medical officers reporting allied health clinicians did not routinely attend.  

 

The findings showed that across and within healthcare teams there is little standardisation in 

the way health professionals perceived rounding processes. This can influence expectations 

health professionals have of rounds, as individual staff members and collectively as a health 

service, if they are being measured against rounds defined in academic literature and not 

practice. This in turn can impact on health professionals knowing when they need to attend 

rounds and how best to prepare for care planning that will occur. To have input into decision 

making and contribute to rounds clinicians need to be prepared and understand their roles and 

responsibilities.33  

 

Despite the inconsistencies, there was overall satisfaction with communication around patient 

care. This may reflect that ward rounds are not the only form of patient care planning activity 

Others include corridor conversations, and documentation both formal and informal.45 Yet, 

communication and care planning are a leading cause for system breakdowns in adverse events 
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in NSW public hospitals.92 If communication is already perceived as effective and meeting 

clinicians needs, there may be no impetus to change the status quo. 

 

8.3.4 What do clinicians perceive as the benefits and challenges to interdisciplinary 

bedside rounds?  

There was a relationship between the benefits and challenges identified despite each having a 

different orientation. Benefits were patient-focused and showed a desire to put the patient at 

the centre of care delivery. There was recognition that interdisciplinary teamwork supported 

person-centred care. Benefits included: effective communication between the healthcare team 

and with the patient; efficient workflow supported by improved communication and care 

planning; and increased morale through collaborative teamwork.  

 

Challenges were considered more from an organisation or service perspective. From each 

benefit recognised, there was a counter-barrier. Clinicians identified one benefit was having 

the whole team present to discuss the advantages of an IBR, yet increased discussion was 

perceived as a challenge to time management. Allied health reported parallel processes already 

in place to plan patient care that negated the need for IBRs, for example case conferences and 

journey board.50 Nurses and allied health professionals both nominated the journey board as a 

rounding process while medical officers did not.45 

 

Medical officers stated they desired interdisciplinary collaboration. Yet, nurses and allied 

health professionals were reluctant to provide information, based on the experience of it being 

undervalued. Although structured communication tools can facilitate the delivery of 

information,62 they are competing against an underlying hierarchical healthcare culture.6,49,50 
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The desire to participate in IBRs is evident but challenges are often very tangible and may thus 

be more influential. IBRs may require system changes to workflow practices. Cultural changes 

may be needed to facilitate collaboration and a sense of value amongst ward round participants. 

 

8.3.5 What are patients’ experiences of ward rounds? 

Our findings showed one third of patients interviewed were unable to describe a ward round. 

Nevertheless, it is a phrase heard by patients on wards throughout hospitals to explain when 

the healthcare team will be attending them on the ward. There was little difference between the 

experiences of patients from the medical and rehabilitation specialties. Patients revealed a 

desire to be involved in rounds and recognised it as a collaborative partnership between 

themselves and health professionals. Patients wanted to speak to the most senior medical 

officer in the healthcare team, as they were perceived as the decision makers.  

 

Most patients believed it was not necessary to have nurses and allied health clinicians present 

during the round. This may be a result of nurses not routinely attending rounds.51 This can 

unwittingly contribute to nursing and allied health clinicians’ concerns about a medical 

hierarchy influencing ward round participation. There is a focus on IBRs and interdisciplinary 

teamwork by health professionals –interdisciplinary understanding of roles and responsibilities 

is an important characteristic of a teamwork.49 Interdisciplinary rounds bring together health 

professionals who each have a different care focus.54 Investigating how well health professional 

roles are understood by patients may help to provide patients with confidence when discussing 

their care with a range of disciplines. The benefits of having the different health professionals 

present on rounds may not be understood by patients. Identifying how different professionals 

contribute to patient care beyond the ward round activity may enhance patients’ understanding 

of their care processes.  
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Patients from rehabilitation wards had a longer length of stay than those in acute medicine, 

although this did not have any influence of the patient’s contribution to their ward rounds.51 

However, patients with chronic care conditions who used hospital services more frequently 

than those with acute conditions revealed  differences in their understanding and approach to 

ward rounds. High users of the health system were “self-taught” in how to navigate ward 

rounds, what to expect and how to have their own needs met. This understanding and self-

managing behaviour was achieved over multiple admissions and exposure to a variety of ward 

rounds. This finding adds to a scant body of literature investigating patient self-management 

during inpatient stays. While chronic disease patients are known to benefit from inpatient 

education programs,93 clinicians remain concerned that patients’ usual self-management skills, 

including self-advocacy, are disrupted by hospital routines and restrictions.94 Our findings 

indicate that patients who frequently experience inpatient episodes of care may be better 

equipped to take a greater role in their own inpatient care.  

 

Contributing factors to a patient’s participation of ward rounds are the patient themselves and 

their previous experience of rounds. Through experience patients learn how to communicate 

with medical officers and build confidence in taking more control in the discussion. Education 

on the purpose of ward rounds empowers patient participation. Just as clinicians are encouraged 

to prepare for rounds,14 patients and family could benefit from learning how they can be 

involved, including which questions they may be asked and which  they want to ask. This could 

ensure greater equity between patients who are frequent users of the health system and those 

who are not. 
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8.3.6 Overarching research question: what influences clinicians’ and patients’ 

involvement in ward rounds? 

The overarching research question asked: what influences clinicians’ and patients’ involvement 

in ward rounds? Using a triangulated exploration, this thesis analysed influencing factors on 

ward round contribution from a unique perspective: the impact of multiple rounding processes; 

clinicians’ perspectives; and patients’ perspectives. The analysis provided both system and 

operational insights into ward rounds.  

 

Three key influences shape clinicians’ and patients’ ability and willingness to be involved in 

ward rounds. These are: the health service; health professionals; and patients. Five themes 

emerged as contributing factors that influence participation: understanding and recognition of 

rounding processes; culture; behaviour; person-centred care; and organisational challenges.  

 

The health service influences both health professionals and patient involvement. The flow on 

effects of service level decisions directs how health professionals conduct ward rounds. This 

can be at process level to organisation and workforce behaviour. However, clinicians also have 

a level of control on their own willingness and ability to participate in rounds despite 

organisational challenges. Patients have the least amount of influence of ward round 

involvement. Even so, patients can also have a level of control over their willingness to be 

involved. Empowering patients’ early involvement in rounds (rather than waiting for them to 

learn over time) may be supported by a health service that supports clear rounding process 

guidelines and culture, and interdisciplinary teamwork to facilitate shared decision making. 

When given the opportunity and the experience, patients demonstrate a desire and ability to be 

involved in ward rounds.  
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8.4 Limitations  

Some of the limitations of this study relate to the site chosen. This study was conducted a time 

of significant change for the participating health organisation. The original research and data 

collection were begun, based on the implementation of SIBR. Unforeseen circumstances 

resulted in the SIBR project not moving forward within our study timeframe. This changed the 

focus being a pre and post implementation study of SIBR, to one that considered influencing 

factors to health professionals and patient involvement in rounds. This change in direction 

enabled a more global view of ward rounds and the systems and processes that support them. 

The study recognises that more than one rounding process may be undertaken on a ward.  

 

The study was conducted at a single site. Health services have different patient demographics. 

It is possible patient experiences identified in this study may differ to those cared for in other 

health services. Exploring this potential limitation may contribute valuable information in the 

field of health literacy.  

 

While the clinician survey had a high response rate, the number of patients involved was small. 

Nevertheless, there was equal representation of participant groups across the four wards 

involved in the study. However, if patients were frail-aged, or acutely unwell, deeper 

exploration into their experiences of ward rounds was limited by their capacity to participate. 

The ability and confidence for people to engage with health professionals improves as health 

literacy improves. Patients in the study were not asked their level of education or level of health 

literacy which may have influenced the findings.  
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Unfortunately, the exact number of papers excluded at each review point in the initial literature 

is unavailable. Nevertheless, the study has been peer-reviewed and published in an 

internationally recognised healthcare journal which indicates the rigour of the review.  

 

8.5 Avenues for further research 

The results of this series of studies indicate a need for further research into person-centred 

rounding. Paradoxically, healthcare is moving towards more person-centre care, yet patients 

have the least power over their involvement in rounds. Rounds continue to be medically led. 

Facilitating a more interdisciplinary team discussion could be incorporated into communication 

tools such as ISBAR by adding “discussion” as a prompt. Care teams can collaborate to identify 

the dimensions of teamwork they value in ward rounds using activities such as the “Effective 

Team Characteristics Within Our Ward Round” tool. Providing standardised definitions of 

ward rounds and care models undertaken could provide a common language for health 

professionals within a health service. Turning the conversation around to invite the patient to 

speak first during a round, or even to lead the discussion is an approach that some patients may 

prefer. Exploring patient empowerment tools such as a patient ward round note pad may 

provide benefits for patients, families, and clinicians. Investigating strategies for educating 

patients and their carers on ward rounds such as using peer education may facilitate patient 

involvement. Nevertheless, research on patient-led ward rounds in medical and rehabilitation 

units is lacking, presenting an opportunity to study this concept and practice of including 

patients further. Influencing factors on ward round participation requires further investigation 

across a range of hospital specialties and patient cohorts.  

 

Beyond the established interdisciplinary team, there is value in exploring the challenges new 

and consultative team members experience integrating into established rounding processes. 
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Nurses and allied health professionals reported that attending rounds impedes their ability to 

provide routine patient care.48 Exploring the intersection between routine care and ward round 

care planning may provide opportunities to encourage interdisciplinary attendance. The 

‘Hierarchy of Influence on Ward Round Participation’ model could be used for developing 

more collaborative approaches to person-centred care during ward rounds.  

 

8.6 Conclusion 

This study investigated the influences on clinicians’ and patients’ participation in ward rounds. 

The thesis contributes to our understanding of how clinicians and patients perceive, engage in, 

and are hindered or supported by the health service in the care planning activity of a ward 

round. Important contributions have been made to the research evidence base including 

identifying the challenges between theoretical and practical clinical context of ward rounds 

processes; and preferred patient communication process with health professionals. The model 

derived, a ‘Hierarchy of Influence on Ward Round Participation’ shows the influencing factors 

on clinicians’ and patients’ participation in ward rounds. Insights gained from this study may 

assist healthcare policy-makers, executives and frontline professionals to identify how 

clinicians and patients can be more effectively supported to ensure high quality care. 
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Appendix 1A Ward rounds: opportunities for integrating person-centred care 

Walton V; Hogden A; Long JC; Johnson J; Greenfield D, 2019, “Ward rounds: opportunities 

for integrating person-centred care”, 2nd Asia Pacific Conference on Integrated Care: 

Achieving better value for people and populations Melbourne, Australia, 11-13 November 

2019. 

 

Ward rounds: opportunities for integrating person-centred care. 
 

Introduction  

Ward rounds present an opportunity for patients to be involved in their treatment planning. 

However, often this opportunity is not realized, thereby missing a vital opportunity to deliver 

integrated person-centred care. Multiple factors influence whether person-centred care rounds 

are achieved, including: being invited into the discussion through clinician questions; 

clinicians’ language use; and the physical capacity of patients to discuss their care. The study 

aim was to explore patient experiences of rounds to identify how rounds facilitate and integrate 

patient-centred care and reveal potential for improvement from the patients’ perspective.  

 

Methods  

A multi-method study across two inpatient specialties was conducted in a metropolitan hospital 

in Sydney, Australia. Staff from two acute medical and two rehabilitation units participated. 

Ward rounds were observed, and then semi-structured interviews were conducted with patients 

from each round observed. The focus of the observations were processes and patterns of 

communication. Interview questions included: description and purpose of ward rounds, 

attendees and roles; advantages and disadvantages of rounding processes; collaboration 
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between the healthcare team and patient; and suggestions on how rounding processes could be 

improved. Descriptive and thematic analysis of observations and interviews were undertaken.  

 

Results  

Similar experiences of ward rounds were described by the 14 participants observed and 

interviewed. Participants described rounds as an opportunity for patients and doctors to interact 

but designed to meet the needs of the healthcare team. Those with chronic conditions or 

frequent admissions described greater satisfaction with rounds as they had learnt how to 

prepare for rounds and discussions. This experience enabled participating patients to engage in 

greater conversation with the medical officers about their medical condition and goals. Just 

under half (43%) of participants reported not understanding the doctors’ medical terminology 

which restricted their ability to participate in conversations. Participants acknowledged 

hospitals were busy environments and unpredictable but did suggest preparing patients for the 

discussion and providing a time for rounds would be beneficial to reduce anxiety around the 

unknown.  

 

Discussions  

Although ward rounds are an opportunity to deliver person-centred care, patient experiences 

expose the challenges for healthcare teams to deliver it. Patient uncertainty around rounding 

expectations results an imbalance in the clinician–patient relationship. Uncertainty can impact 

on patients’ abilities to participate, in turn affecting their satisfaction.  

 

Conclusion  

Clinicians influence person-centred care during rounds through language and relationship 

building. Patients become more independent and take on responsibility during the round the 
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more exposure they have to them. Providing patients with knowledge on what to expect during 

a round facilitates inclusion in conversation and leads to more person-centred rounds.  

 

 

Lessons learned  

Patients can offer unique insights in how to integrate the “person-centred” aspect into rounds.   

 

Limitations  

Participants were frail aged or acutely unwell which meant greater exploration into their 

responses and longer interview times were not appropriate.  

 

Suggestions for future research 

Exploring patient experiences can shape how ward rounds can be more person-centred. 

Understanding perspectives of both patients and clinicians can lead to more collaborative care 

planning processes. 
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Appendix 1B What supports interdisciplinary teamwork during ward rounds to deliver 

person-centred care? 

Walton V; Hogden A; Long JC; Johnson J; Greenfield D, 2019, “What supports 

interdisciplinary teamwork during ward rounds to deliver person-centred care?”, 2nd Asia 

Pacific Conference on Integrated Care: Achieving better value for people and populations 

Melbourne, Australia, 11-13 November 2019. 

 

What supports interdisciplinary teamwork during ward rounds to deliver 

person-centred care?  
 

Introduction  

Integrated care is supported by teams with transparent communication processes, good strong 

leadership, and common goals to deliver person-centred care. Ward rounds are a setting where 

effective teamwork facilitates safe treatment planning and care delivery. The study aim is to 

explore characteristics of interdisciplinary teams that support person-centred care during ward 

rounds.   

 

Methods  

The study was conducted in a teaching hospital in metropolitan Sydney, Australia. A survey 

was administered to frontline clinicians working in two medical and two rehabilitation wards. 

Questions were developed from research literature and the industry experience of the study 

team. Multichoice and free text questions targeted enablers and challenges to effective 

teamwork, and exemplars of positive teamwork. Descriptive and thematic analyses were 

conducted.  

 

Results  
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Seventy-seven clinicians participated (93% response rate - 34% from acute medical and 66% 

from rehabilitation specialties). Nursing represented 60% of participants, allied health 

clinicians 26%, and medical officers 14%. Findings across the two specialties were similar. 

Participants reported: 

 

Enablers of teamwork 

The three most commonly nominated enablers were: effective communication, a shared 

understanding of patient goals, and the clinical roles within the team. The greatest difference 

between the specialties was the use of a medically-led model: 40% of medical officers from 

rehabilitation nominated this as an enabler compared to none from acute medicine. No 

additional enablers were nominated by clinicians. 

 

Challenges to teamwork  

The three most frequently nominated challenges were: ineffective interdisciplinary 

communication; individual personalities; lack of understanding about roles and 

responsibilities. Additional challenges were nominated in the free text section. These were 

grouped into three themes: time pressures, interdisciplinary team communication, and team 

morale. Second, disagreements in treatment planning. Third, a lack of leadership from senior 

team members.  

 

Positive experiences of teamwork 

There was consistency between clinicians’ experiences. Themes were: a specific plan that was 

communicated clearly; feeling valued; understanding interdisciplinary roles and expectations; 

a defined and effective leader; and patient-focused care.  
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Discussions  

Team characteristics that support person-centred interdisciplinary ward rounds are common 

across all health disciplines. To ensure safe planning with patients during ward rounds, teams 

must first be able to work together to communicate effectively. Understanding one another’s 

roles and responsibilities ensures the right people at the right time are contributing and planning 

during rounds. Feeling valued empowers people to speak freely in a ward round, which 

facilitates patient safety.   

 

Conclusions  

Ward rounds require interdisciplinary teams to come together for the common goal of planning 

safe, quality care. Commonalities in enablers and challenges between intra- and 

interdisciplinary teams and specialties suggest teamwork characteristics are interchangeable 

across ward settings. Building resilient teams through shared values, leadership, respect, and 

confidence can support integrated person-centred care within the ward round environment.  

 

Lessons learned  

Commonalities in enablers and challenges between intra- and interdisciplinary teams and 

specialties suggest teamwork characteristics are interchangeable across ward settings. 

 

Limitations  

The study was at single site which is an exemplar of other acute care settings. 

 

Suggestions for future research 

Exploring the delivery of person-centred care during other processes such as education 

rounds would identify any commonalities.  
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Appendix 1C Breaking sown silos starts at the bedside 

Walton V; Hogden A; Long JC; Johnson J; Greenfield D, 2018, “Breaking sown silos starts 

at the bedside”, 35th International Safety and Quality Conference: Learning at the system 

level to improve quality and safety, International Society for Quality in Health Care, Kuala 

Lumpur, Malaysia, 23-26 September. 

 

BREAKING DOWN SILOS STARTS AT THE BEDSIDE. 

Objective: Ward rounds are an opportunity for clinicians and patients to interact and plan 

patient care. A literature review identified eight types of rounding processes, with varied aims 

and representation from clinical professions. This study examined which of the eight types of 

rounds clinicians chose as most similar to their own ward’s process; which team members 

attended rounds; and overall effectiveness of team communication. 

 

Method: Surveys were conducted with medical officers, nurses and allied health clinicians 

from acute medical and rehabilitation specialties. Definitions of rounding processes were 

provided for consistency. Effective communication was self-defined by respondents. Survey 

findings were derived using descriptive and comparative analysis. 

 

Results: The response rate was 93% (77/83 invited participants), with 34% from acute 

medicine and 66% from rehabilitation. Nursing represented 60% of participants, allied health 

clinicians 26%, and medical officers 14%. 

 

Rounding processes: Within each speciality, the interprofessional team had different 

understandings of the rounding processes that occurred. However, between health professional 

disciplines there was more consistency. While each participant only chose one or two 
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processes, there was no agreement in acute medicine across all three professional groups. All 

eight processes were selected, showing an apparent lack of agreed process and purpose of 

rounds. Health professionals from the rehabilitation speciality also nominated all eight 

rounding processes. Two types of rounds – multidisciplinary and consultant – were nominated 

by all three professional groups. 

 

Attendance at rounds: There was considerable variation in the perceptions of attendance. 

Clinicians reported their own attendance at rounds at a much higher rate compared to the 

perceptions their colleagues had of that discipline. No difference was found between acute 

medicine and rehabilitation despite the former nominating two common processes. Medical 

officer attendance was the most consistently reported compared to nursing and allied health 

clinicians. 

 

Communication: Overall, respondents from both specialties reported ‘effective’ 

interdisciplinary communication around care planning. Medical officers were more positive 

about communication with nurses and allied health clinicians than they were with medical 

officers. Only four rehabilitation respondents reported episodes of ‘ineffective’ 

communication. 

 

Conclusion: No single rounding process meets the needs of patient care planning and 

healthcare team members. Variation in process identification can lead to clinicians being 

unaware who attends rounds, affecting the interdisciplinary team’s perceptions of when and 

why patients are reviewed. Investigating ward based interdisciplinary teams will provide 

opportunities to improve clinicians’ shared understanding of interdisciplinary care and delivery 
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needs so that round attendance and communication can be more structured and consistently 

planned, to quality of care provided to patients. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

210 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

211 

Appendix 2A Benefits and Challenges of Interdisciplinary Bedside Rounds: Reducing 

Silos 

Walton V; Hogden A; Long JC; Johnson J; Greenfield D, 2018, “Benefits and challenges of 

interdisciplinary bedside rounds: reducing silos”, 35th International Safety and Quality 

Conference: Heads, Hearts and Hands “Weaving the Fabric of Quality and Safety, 

International Society for Quality in Health Care, Kuala Lumpur, Malaysia, 23-26 September. 

 

BENEFITS AND CHALLENGES OF INTERDISCIPLINARY BEDSIDE ROUNDS: 

REDUCING SILOS. 

 

Objective: Clinician representation at bedside rounds varies in membership and attendance 

leading to disconnection in interdisciplinary teamwork. This study explores clinicians’ 

perceptions of benefits and challenges to interdisciplinary bedside rounds (IBRs). 

 

Method: Medical, nursing and allied health professionals from acute medical and 

rehabilitation specialties were surveyed. Definitions of the rounds were provided, with 

responses in free text. A thematic approach to analysis was undertaken. 

 

Results: A response rate of 93% was achieved, with 77/83 clinicians completing the survey. 

Response rate varied across professions (acute medicine, 34%; rehabilitation, 66%; nursing, 

60; allied health professionals, 26%; medical officers, 14%). 

 

Respondents identified more individual benefits than challenges to IBRs. While there were 

differences between professional groups about IBRs, benefits and challenges were consistent 

across specialties and clinicians. Benefits were: ‘being on the same page’; ‘patient focus’; and 
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‘holistic care planning’. ‘Being on the same page’ was the most common theme. Respondents 

described improved communication between the interdisciplinary team and with the patient. 

This led to more cohesive teamwork and improved workflow efficiencies. Receiving 

information about patients in “real time” was important to staff, leading to more consistent and 

accurate information exchange. Respondents perceived ‘patient focus’ as patients feeling cared 

for and having confidence from seeing a united care team. Patients and family members were 

viewed as better informed when receiving information about their progress from all team 

members concurrently, with issues and questions addressed together as a team. ‘Holistic care 

planning’ focused on interdisciplinary input into patient’s care plan and discharge planning, 

with plans more likely to be current and relevant. Nursing and allied health clinicians reported 

satisfaction in being involved in planning care. 

 

Challenges to IBRs were: ‘time’; ‘workforce’; and ‘patient factors’. Fourteen respondents 

reported no disadvantages to IBRs. ‘Time’ was the main challenge, with the view put forward 

that having multiple clinical opinions could increase discussion time. Respondents questioned 

whether IBRs were necessary, as time was already spent in parallel processes such as case 

conferences and journey boards. Clinicians attending IBRs, but not involved in the care of 

every patient, said some discussions may be irrelevant, leading to loss of clinical time. 

‘Workforce’ related to the practicality of attending IBRs. Clinicians covering multiple wards 

indicated difficulty consistently being present, while finding an agreed timeslot was considered 

challenging. Moreover, working in a hierarchical workforce lead to some respondents feeling 

undervalued, with a reluctance to express opinions. ‘Patient factors’ included barriers to patient 

inclusion such as patient anxiety due having multiple clinicians at the bedside in a small 

environment. 
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Conclusion: IBRs break down silos by encouraging clinicians to learn the role each team 

member has in patient care. IBRs are an opportunity to improve teamwork challenged by 

traditional hierarchical practices. Consistency in participants’ perceptions, and awareness of 

the benefits and challenges of IBRs provides a platform to address clinicians’ concerns while 

promoting the positive aspects of this care model. 
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Appendix 2B Patient-Clinician Communication During Ward Rounds 

Walton V; Hogden A; Long, JC; Johnson J; Greenfield D, 2017, “Patient-Clinician 

Communication During Ward Rounds”, International Conference on Communication in 

Healthcare & Health Literacy Annual Research Conference, Academy of Communication in 

Healthcare, Baltimore, United States, 8 – 11 October 2017. 

 

PATIENT-CLINICIAN COMMUNICATION DURING WARD ROUNDS 

 

Introduction 

Hospital rounding processes provide patients with an opportunity to interact and plan care with 

physicians, nurses, and allied health clinicians. This study identified rounding processes, the 

roles of patients and clinicians, and the influence these have on patient-clinician 

communication. 

 

Methods 

A literature search using the following search terms was undertaken: face-to-face ward rounds 

in medical units; peer-reviewed journals and government publications written in English; full 

text articles; and published 2000-14. Articles were analysed for: round classification; 

clinicians’ and patients’ involvement; and patient-clinician communication during rounds.  

 

Results 

From 39 studies, eight classifications of rounds were identified: ward; multidisciplinary; 

consultant; teaching; post-take; traditional; review of the ward; and working rounds. Two of 

these processes were found to promote patient involvement in rounds and facilitate patient-

clinician communication: multidisciplinary and ward rounds. 
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Studies of multidisciplinary rounds revealed patient communication only from the perspective 

of clinicians. Communication between patients and clinicians was inferred from this role 

description. Patients took active roles by identifying their treatment goals and participating in 

discharge planning. Clinicians encouraged patients to raise concerns with the team during the 

round.  

 

Studies of ward rounds explored communication from the patients’ perspective. Patients 

reported difficulty in understanding and interpreting conversations with physicians. The use of 

medical jargon was reported to be confusing, with concern that physicians talked about patients 

rather than directly with them. Having a nurse present was important to patients to convey 

information from physicians into easily understood language.  

 

Discussion 

Rounding processes have evolved to meet the needs of clinicians as care providers, educators 

and teachers. However, only two processes appear to meet the communication needs of 

patients. Recognising how different processes affect interaction between patients and clinicians 

prompts development of communication strategies to promote the patient voice during rounds.  

 

Implication  

Developing patient-centred communication strategies during rounding processes could 

improve patient-clinician communication and empower patient involvement in their healthcare.  
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Appendix 2C Interdisciplinary Communication: Exploring Clinicians’ and patients’ 

Perceptions of Roles During Rounds 

Walton V; Hogden A; Johnson J; Greenfield D, 2017, “Interdisciplinary Communication: 

Exploring Clinicians’ and patients’ Perceptions of Roles During Rounds”, 34th International 

Safety and Quality Conference: Learning at the system level to improve quality and safety, 

International Society for Quality in Health Care, London, England. 

 

INTERDISCIPLINARY COMMUNICATION: EXPLORING CLINICIANS’ AND 

PATIENTS’ PERCEPTIONS OF ROLES DURING ROUNDS. 

 

Objective: Understanding team member’s roles in a rounding process ensures patient and 

clinician knowledge is utilised in care planning. This study explored perceptions health 

professionals and patients have of each other’s role during rounding processes. 

 

Method: A literature search was undertaken, using inclusion criteria including: face-to-face 

ward rounds in medical units; peer-reviewed journals and government publications written in 

English; full text articles; and published 2000-14. Each article was analysed for round 

classification and interprofessional descriptions of roles. 

 

Results: A total of 39 papers met the study criteria. Eight different classifications of rounds 

were identified: ward; multidisciplinary; consultant; teaching; post-take; traditional; working; 

and review of the ward. Only the ward and multidisciplinary rounds provided insight into the 

opinions clinicians and patients have of each other’s involvement during rounds. 
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Ward rounds: Doctors acknowledged benefits to including nurses, but lack of physical space 

made inclusion difficult. Other clinical disciplines were not seen as beneficial. Doctors reported 

concerns at having family members present, as it may increase the round duration although 

nurses believed it facilitated communication. Nurses believed they should be included but 

considered themselves disempowered by doctors. They were also unsure how allied health 

clinicians would contribute. Allied health clinicians described feeling disempowered by 

doctors. Patients found doctors’ use of medical jargon confusing and were concerned when 

doctors talk about them rather than directly to them. The number of attendees during the round 

could be intimidating, and there was uncertainty about the roles of all participants. Having a 

nurse present was important to patients to convey information from doctors into easily 

understood language. Patients considered it easier to connect with nurses than with doctors. 

 

Multidisciplinary rounds: Doctors and nurses believed using structured communication tools 

improved collaboration and reduced disagreements in care planning. Doctors had greater trust 

in nursing knowledge as information presented in a standardised framework. Both thought 

including a pharmacist improved pharmacology knowledge. Nurses found inclusion of allied 

health clinicians beneficial, to care and discharge planning. It enabled learning and 

understanding skills of different team members. Allied health clinicians described a lack of 

respect from doctors, but overall collaboration between disciplines during rounds provided a 

supportive environment. Patients were described as being engaged with health professionals 

by taking a more active role in care planning. 

 

Conclusion: Despite progress towards more collaborative care, medicine remains the most 

recognised professional group in a ward round. While nurses, allied health clinicians, and 

patients desire involvement the traditional hierarchy and responsibility remains challenging. 
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Appropriate inclusion in care planning is value giving to clinicians as it recognises skill and 

treatment options. Patients involvement precipitates a more positive experience and 

willingness to participate in treatment plans. Gaining an understanding of each other’s roles, 

expectations, and contribution to care planning offers an opportunity for efficient and quality 

care delivery. 
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Appendix 2D Evaluating the recruitment strategies for a complex multidisciplinary 

quality improvement project 

Walton V; Hogden A; Johnson J; Greenfield D, 2015, “Evaluating the recruitment strategies 

for a complex multidisciplinary quality improvement project”, 32nd International Safety and 

Quality Conference: Building Quality and Safety into the Healthcare System, Doha, Qatar 4 – 

7 October 2015. 

 

EVALUATING THE RECRUITMENT STRATEGIES FOR A COMPLEX 

MULTIDISCIPLINARY QUALITY IMPROVEMENT PROJECT 

 

Objective: Engaging participants from multidisciplinary healthcare teams is an important and 

challenging phase in implementing a successful quality improvement study. The study aims 

were to identify and evaluate the effectiveness of recruitment strategies used for a complex 

quality improvement project. 

 

Method: A retrospective analysis of secondary data consisting of field notes, emails and 

activities used during survey participant recruitment. Data were categorised under the 

professional group, associated roles, and communication strategies. Cross comparison of the 

strategies, episodes numbers, and profession was undertaken. The effectiveness of the 

strategies was evaluated using lead-time and data collected. The study setting was two wards 

from a large metropolitan teaching hospital in Sydney, Australia investigating the 

implementation of structured multidisciplinary ward rounds. 

 

Results: The communication strategies, number of activities and lead-time necessary to engage 

different healthcare professionals varied considerably (Table 1). 
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Table 1: People and communication strategies used in the process of recruiting survey 

participants 

PROFESSION 

 

COMMUNICATION STRATEGIES 

(# times each strategy performed) 

LEAD-

TIME 

DATA 

COLLECTED 

Email Phone Page Fax Face-to 

-face 

Site 

visit 

Total 

# of  

activities 

# 

weeks* 

# surveys 

completed/ 

# people invited 

Allied Health 21 - - - -   2 23 2   8/9 (89%) 

Nursing  5 2 - - 1   4 12 4 12/30 (40%) 

Medical 34 7 5 1 4   6  57 28 6/21 (29%) 

TOTAL 60 9 5 1 5 12 92 -   26/60 (43%) 

*Time taken from carrying out first strategy to conclusion of data collection. Process taken simultaneously across three professions 

 

The recruitment process varied by profession. Allied health recruitment was made through the 

director who consulted with clinicians. Contact details of potential participants were then given 

to the researcher, who made direct contact via email. An additional clinician joined after 

hearing about the study from colleagues. Although the recruitment process required only two 

communication strategies, the number of activities was the second highest at 23. The lead-time 

was the shortest and the response rate of 89%. 

 

Nursing recruitment was made with the director who contacted unit managers. They suggested 

participants and site visits. During the site visit, the unit managers continued to provide 

facilitation to encourage participation. The process utilised four different communication 

strategies that led to 12 activities; the lowest number of the professional groups. The lead-time 

was two weeks longer than allied health and resulted in a response rate of 40%. 

 

Medical officers were the most resource intensive group across strategies, number of activities 

and time. Contact was made with the director who nominated participants. The researcher 
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confirmed contact details with administration staff. Nominees were contacted using six 

different strategies, leading to 57 activities. The lead-time was 28 weeks, which was 

significantly longer than for other professions. The response rate was 29%. 

 

Conclusion: Identifying and working with key contacts in each professional group facilitates 

successful engagement. The process of inviting survey participants can be linear or require 

constant adaptation. Making changes to a research plan requires motivation time and patience. 

Recognising and working through challenges with support ensures they are overcome. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

225 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

226 

Appendix 2E How many rounding processes can a medical ward have? 

Walton V; Hogden A; Johnson J; Greenfield D, 2015, ‘How many rounding processes can a 

medical ward have?’ 32nd International Safety and Quality Conference: Building Quality and 

Safety into the Healthcare System, Doha, Qatar 4 – 7 October 2015 

 

HOW MANY ROUNDING PROCESSES CAN A MEDICAL WARD HAVE? 

 

Objective: Ward rounds enable healthcare teams to coordinate patient care and provide a 

platform for clinician education. The study aims to explore different processes for ward rounds 

undertaken in acute care medical wards. 

 

Method: A literature search was undertaken of works published between 2000 and 2014. Study 

inclusion criteria were face-to-face ward rounds undertaken in medical units, peer reviewed 

journals and government publications written in English, available as full text articles. Each 

article was reviewed and categorised by how it was defined and the purpose of the ‘round’. 

 

Results: A total of 39 papers met the study criteria. The results identified eight different 

classifications of rounds. The three most common were the: ‘ward’; ‘multidisciplinary’; and 

‘consultant’ rounds. The purpose of all eight round processes could be grouped into three 

themes (Table 1). 
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Table 1: Round classifications and associated purpose 

Category of round 

(n=39) 

Purpose of round 

Planning care Education Planning care 

and education 

Not specified 

Ward round (n=21) 7  13 1 

Multidisciplinary (n=10) 7  3  

Consultant (n=5) 2  3  

Teaching (n=4)  4   

Post–take (n=2)   2  

Traditional (n=2)  1 1  

Working (n=2) 2    

Review of ward (n=1)    1 

 

 

The ‘ward round’ had no single agreed definition, and some papers included a caveat on the 

difficulty of describing it. The purposes were: planning care; education; and combination of 

planning care and education. The ‘ward round’ was a most generically described process and 

included elements of all the remaining seven classifications. 

The ‘multidisciplinary round’ used the terms ‘multidisciplinary’ and ‘interdisciplinary’ 

interchangeably indicating round participants. The purpose was primarily planning care, with 

education described as incidental rather than planned. 

 

The ‘consultant round’ used the terms ‘consultant’ and ‘attending’ interchangeably to describe 

a round led by the senior medical officer. The themes were planning care and education. Within 

the ‘consultant round’ the provision of education was described as either interwoven into the 

care planning or conducted only after care planning was completed. 
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The ‘teaching round’ indicated its purpose simply within its name. The purpose was to provide 

education to junior medical officers on disease knowledge, identification, and management. 

The ‘post-take round’ described the timing of the activity with the consultant reviewing new 

patients admitted overnight or during the day. The purpose was identified as both planning care 

and education. Information about the description or purpose of the remaining three rounds was 

not available. The ‘traditional round’ was carried out for care planning and education. The 

purpose of the ‘working round’ was care planning. The ‘review of the ward’ described the 

attendees only but no purpose for it was given. 

 

Conclusion: 

This research provides a comprehensive summary of different rounds undertaken in acute adult 

medical units and, to the best of our knowledge, is the first of its kind. The complexities of the 

clinical environment are illustrated by numerous rounding processes. Variances within each 

process add further ambiguity. Clinicians need to move between care planning and education. 

Patients must also adapt to being both an active member and an ‘educational subject’. 

Alternating between the two within one round may affect clinicians’ and patients’ interactions 

and impact on therapeutic relationships. Patient safety relies on effective communication 

between team members and patients to mitigate risk. This can be achieved through clinical 

teams working together to deliver cohesive and coordinated care. 
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Appendix 2F A protocol to investigate how clinicians and patients define roles and 

interact in a multidisciplinary ward round 

Walton V; Greenfield D; Johnson J, 2014, ‘A protocol to investigate how clinicians and 

patients define roles and interact in a multidisciplinary ward round’ 31st International Safety 

and Quality Conference: Quality and Safety along the Health and Social Care Continuum, Rio 

de Janeiro, Brazil 5 – 8 October 2014 

 

A PROTOCOL TO INVESTIGATE HOW CLINICIANS AND PATIENTS IN A 

MULTIDISCIPLINARY WARD ROUND DEFINE ROLES AND INTERACT WITH 

EACH OTHER. 

 

Objective: To present a protocol to investigate the relationships of team members within 

multidisciplinary ward rounds (MDWR) by examining the roles of team members, their 

interactions and the effects on patient care development. 

 

Method: The study will consist of five phases cumulating in an evaluation of clinicians’ and 

patients’ teamwork before and after the implementation of a MDWR. The study will include 

both qualitative and quantitative data with literature reviews providing the foundation for each 

phase. 
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Table 1: Research objectives, methods and participants 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Conclusion: This protocol provides a framework which examines how clinicians and patients 

define their roles and responsibilities during the transition from traditional wards to MDWRs. 

The ward round is an important component of the way clinicians plan patient care within a 

hospital setting. There are many different ward round structures however internationally and 

Phase  Research question Methodology Source 

1: Teamwork on a 

ward prior to the 

implementation of 

structured MDWR. 

How do clinicians 

currently function as a 

team and the 

effectiveness of the 

existing teamwork 

Survey 

Interviews 

Doctors 

Nurses 

Allied health staff 

2: Clinician 

interactions during 

a MDWR 

How do clinicians 

describe their role, and 

the roles of their 

colleagues with a 

MDWR? 

Survey 

Observations 

 

Doctors 

Nurses 

Allied health staff 

Patients 

3: What 

involvement do 

patients have in a 

MDWR? 

How do clinicians 

interact with the patient 

during a MDWR? 

Interviews 

Observations 

Doctors 

Nurses 

Allied health staff 

Patients 

4: Do MDWR 

improve patient 

outcomes? 

 

Do MDWR have an 

impact on clinical 

indicators? 

Audit Medical Records 

Key Performance 

Indicators 

5: Evaluation of 

clinicians’ and 

patients’ teamwork 

pre and post the 

implementation of 

MDWRs. 

Do MDWRs improve 

the effectiveness of 

teamwork? 

 

 

Results of the 

above 

Doctors 

Nurses 

Allied health staff 

Patients 

Medical Records 

KPIs 
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within Australia, hospitals are moving towards implementing the MDWR.  The MDWR 

involves the different disciplines caring for the patient meeting at the bedside to collaboratively 

discuss and formulate a management plan. The patient is also encouraged to take an active role 

in the MDWR. The success of a MDWR relies on clinicians working as a team therefore 

understanding how different disciplines interact with each other is vital. 

 

Literature has focused predominantly on medical and nursing interactions with limited 

literature studying the interactions of allied health staff and very limited studies into the 

perceptions of allied health staff role in the MDWR. Studies examining the role of the patient 

during ward rounds are often conducted in the context of comparing bedside rounds to case 

conferences where the latter may not actually involve the patient being present. 

 

The research will take place in a metropolitan acute care hospital in Australia that is 

implementing the roll out of MDWRs. Data will be studied across three specialties and across 

three clinical disciplinary groups as well as patients. The framework has the potential to be 

modified to different hospital specialties and units by assisting clinicians to identify and clarify 

roles in order to encourage communication within the team. When clinicians have defined 

roles, the goals of teamwork can be defined and are more likely to be met which will improve 

the patient journey. Research into what patients understand of their role in the MDWR will 

assist with the structure of the round to ensure both the needs of the team and the patient are 

met within the constraints of the hospital setting resulting in a safer patient journey. 
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