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Abstract 47 
 48 

Implementation of bedside rounds enhances communication and collaboration between physicians 49 

and nurses, resulting in improved clinical outcomes. Yet, the literature demonstrates that it remains 50 

difficult for nurses to attend rounds if they don’t know when they are happening. This project 51 

aimed to: increase nurses’ presence, participation and contribution at bedside rounds in a pediatric 52 

acute care unit, enhance clinical teamwork and collaboration, and improve quality outcomes. 53 

Nurses carried a pager so that physicians could alert them of rounds. Perception of teamwork and 54 

collaboration was assessed via surveys pre- and post- intervention as well as the National Database 55 

of Nursing Quality Indicators (NDNQI�)’s annual survery evaluating RN and MD interactions. 56 

Other quality outcome measures included length of stay and patient satisfaction through Press 57 

GaneyTM surveys. Findings demonstrated that when nurses were notified in advance, their 58 

participation in rounds increased from 44.4 to 73%. Length of stay decreased from 2.5 days prior 59 

to the project to an average of 2.10 during the project. Scores on inpatient satisfaction surveys 60 

increased from 82.4 to 92.2%, and nursing communication improved from 83.3 to 95.65%. 61 

Interprofessional collaboration as reflected by the inclusion of nurses at bedside rounds led to 62 

positive outcomes in patient care. Increasing nurses’ presence and providing them with a role in 63 

patient care rounds is an important step towards fostering teamwork and collaboration with 64 

physicians and enhancing family-centered care in a pediatric inpatient setting. Further research 65 

measuring the impact of interprofessional collaboration in healthcare is needed. 66 

 67 
Keywords: quality improvement, nurse communication, collaboration, pediatric acute 68 
care unit, bedside rounds.  69 
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Introduction 75 
Problem Description 76 

A need for interprofessional collaboration. 77 

Over the last few years, guidelines from regulatory agencies such as the Joint Commission 78 

(TJC) (2017), the U.S. Department of Health and Human Services (2015), and the Agency for 79 

Healthcare Research and Quality (2015), have focused on the need for improved quality outcomes 80 

at every healthcare institution. Providing higher-quality care and maintaining patients’ safety must 81 

be priorities for an industry at risk for a range of human errors. 82 

More than 20 years ago, Zinn (1995) revealed that poor communication and collaboration 83 

practices were identified as the most common causes of preventable clinical errors. Further reports 84 

from TJC reveal that communication failures were the root cause of over 70 percent of sentinel 85 

events (The Joint Commission on Accreditation of Healthcare Organizations, 2005). Additionally, 86 

nurses have cited communication issues with physicians as one of the two most highly contributing 87 

factors to patient care errors according to the National Council of State Boards of Nursing report 88 

(n.d.). 89 

A fundamental theme common to most recommendations for an improved healthcare 90 

delivery-system is enhanced interprofessional collaboration among disciplines. In inpatient 91 

settings,  collaboration and communication can potentially be enhanced through daily, bedside 92 

rounding, in which physicians, nurses, families, and other healthcare members provide input on 93 

the patients’ plan of care.  94 

Research on bedside rounds has been limited. A Cochrane review concluded that 95 

insufficient evidence existed to evaluate the impact of these rounds (Shields, Pratt, Davis & 96 

Hunter, 2007). Additionally, the lack of consistent participants in bedside rounds makes the 97 
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implementation of a randomized controlled trial very difficult (Rappaport, Katterer, Nilforoshan 98 

& Sharif, 2012).  99 

The purpose of this article is to summarize the critical evidence on interprofessional 100 

collaboration and its impact on bedside rounds, to describe the design and results of a pilot project 101 

in a pediatric acute care setting designed to increase nurses’ participation in bedside rounds, and 102 

to discuss the implications and next steps for improving nursing contributions during rounds. The 103 

findings of this quality improvement project are described according to the Revised Standards for 104 

Quality Improvement Reporting Excellence (SQUIRE 2.0) guidelines as outlined by Ogrinc et al. 105 

(2015). 106 

Equal partners 107 

Teamwork and collaboration may not come naturally. The perceived hierarchy of 108 

healthcare providers, with physicians “at the top,” although changing, may continue (Voyer, 2013). 109 

Equity and partnership are both identified by Porter-O’Grady and Malloch (2015) as essential 110 

features of an effective team. Partnership is essential to building relationships, involves all staff 111 

members in decisions and processes, implies that each member has a key role in fulfilling the 112 

mission and purpose of the organization, and is critical to the healthcare system’s effectiveness  113 

(Batson, 2004; Porter-O’Grady & Hinshaw, 2005). Equity is a guiding principle for integrating 114 

staff roles and relationships into structures and processes to achieve positive patient outcomes. 115 

Teamwork based on equity maintains a focus on services, patients, and staff, and indicates that no 116 

one role is more important than any other. While there may be differences in terms of scope of 117 

practice, knowledge, authority, or responsibility, each team member is essential to providing safe 118 

and effective care (Porter-O’Grady & Hinshaw, 2005; Batson, 2004). Additionally, Porter-119 

O’Grady and Malloch (2015), have stated that “equity assumes equality, but it bases that 120 
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assumption on notions of value” (p. 129). They continued to suggest that equity is promoted when 121 

the members are present because of their unique capacity to contribute. Furthermore, team 122 

members should have the ability to share their knowledge and experience to influence the team 123 

and what it does (Porter-O’Grady & Malloch, 2015).  124 

In a study aimed to evaluate the perception of both physicians and nurses on collaboration 125 

and clinical decision making through simulation, Maxson and colleagues (2011) demonstrated that 126 

nurses and physicians have significantly different perceptions of clinical decision-making. This 127 

study indicated that a better understanding by physicians of the challenges faced by the nurses 128 

after implementation of the simulation project led to more effective communication and better 129 

interprofessional relationships. These findings emphasize the importance of developing strategies 130 

to gain an understanding of these perceived role differences and, thus, optimize the nurse-physician 131 

relationship. Furthermore, physician-nurse collaboration can be affected by the lack of 132 

understanding of each other’s role according to Robinson, Gorman, Slimmer, and Yudkowsky 133 

(2010). In their study, a crucial finding was that “nurses expressed frustration that physicians did 134 

not understand the independent nature of their practice or the scope of their practice.” (Robinson 135 

et al., 2010, p. 214). 136 

This contrasts with the findings from a study conducted by Muller-Juge et al. (2013) in 137 

which nurses and physician residents were interviewed about each other’s role. It was surprising 138 

to find that nurses’ general responses included a statement saying, “my role, well in two points: 139 

the first one is my autonomy, which is proper to nursing care. Then comes patient care through 140 

medical delegation, or we are here to execute doctor’s orders…” (pp. 3-4). Sharma and Klocke 141 

(2014) stated that power gradients prevent nurses from demanding cooperative patient rounding. 142 
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In their research, it was found that nurses perceived rounding time as an “investment that made 143 

them an equal partner in patient care with a valued opinion,” (Sharma & Klocke, 2014, p. 476).  144 

Moreover, Benner (2007) suggested that challenges to sustaining positive outcomes for patients 145 

involve the hierarchical approach in the implementation of rounds, with the physicians remaining 146 

as the decision makers (p. 166). 147 

With this said, “Pediatric care has adopted the philosophy of a family-centered care 148 

approach in order to maximize the well-being of pediatric patients. The philosophy is founded on 149 

the collaboration of the family, nurses and hospital staff to plan, provide, and evaluate care” 150 

(Saleeba, 2008, p. 2). As parents are involved in bedside rounds and are better informed about their 151 

child’s condition, the decision-making process shifts from solely physician-driven to more 152 

collaborative. 153 

Available Knowledge 154 

Interprofessional collaboration and bedside rounds to improve quality.  155 

Patient safety related to human error was studied by Donchin and colleagues (2003) who 156 

recommended that, “regarding verbal briefings, it is highly desirable that nurses be included in the 157 

physicians’ rounds and have a formal role in the information exchange” (p. 146). Furthermore, 158 

Edwards (2008) suggested that bedside rounds should promote an environment that gives all 159 

disciplines an opportunity to provide input, and facilitate frequent and effective communication. 160 

This results in “improved patient safety through more accurate transfer of information, more 161 

efficient use of time and resources, and a decrease in medical errors” (p. 256). Similarly, Arford 162 

(2005) summarized the need for collaboration in healthcare when she suggested that providing the 163 

best patient care possible must begin with clear and appropriate communication.  164 
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In reponse to some of these findings, the Institute for Healthcare Improvement (IHI) 165 

along with the Robert Wood Johnson Foundation, developed a national program called 166 

Transforming Care at the Bedside in 2003. A total of ten hospitals contributed to this program 167 

aimed to “improve the quality and safety of patient care on medical and surgical units; increase 168 

the vitality and retention of nurses; engage and improve the patient’s and family members’ 169 

experience of care; and improve the effectiveness of the entire care team.” (p. 4). A subsequent 170 

initiative on optimizing communication and teamwork supported that “true transformation in a 171 

medical-surgical setting begins and ends with the front-line staff, working in close collaboration 172 

with a multidisciplinary team” (Lee, Shannon, Rutherford & Peck, 2008, p. 15). 173 

Several studies have looked at the outcomes of collaboration between physicians and 174 

nurses with varying results (O’Leary et al., 2011; Gonzalo et al., 2014; Muething et al., 2007; 175 

Zwarenstein, 2009). While most of these studies have found some benefit in quality outcomes, 176 

other findings showed unremarkable changes. In the study conducted by Muething and colleagues, 177 

implementation of bedside rounds enhanced a sense of communication and collaboration as 178 

perceived by families and resulted in improved clinical outcomes, such as reducing time to 179 

discharge. Additionally, collaboration between physicians and nurses has been shown to decrease 180 

costs, length of stay, and negative outcomes (Baggs et al., 1992; Curley et al., 1998; Evanoff et 181 

al., 2005; O’Leary et al., 2010). Furthermore, in a study by Towsend-Gervis, Cornell and 182 

Vardaman (2014), it was suggested that structured bedside rounds reduced readmission rates 183 

through the close monitoring of risk factors affecting potential readmissions. Meanwhile, Gonzalo, 184 

Kuperman, Lehman and Haidet (2014) found a correlation between collaboration and quality 185 

outcomes following the survey of nurses and their inclusion in bedside rounds, while a similar 186 

study conducted by O’Leary et al. (2011) suggested no difference. Moreover, Towsend-Gervis, 187 
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Cornell and Vardaman (2014) found no improvement in patient satisfaction due to collaborative 188 

rounding.  189 

Several studies have reviewed nurses’ perception of collaborative practice as it relates to 190 

their involvement in bedside rounds (Burns, 2011; Fulmer et al., 2014; Gonzalo et al., 2014; 191 

Sharma et al., 2014). Most of these studies have sought to identify the barriers to promoting nursing 192 

participation in the care of patients and families, demonstrating that it remains difficult for nurses 193 

to attend rounds if they don’t know when they occur. Furthermore, these studies have also 194 

indicated the limited time both nurses and physicians have to round during their daily routines.  195 

In a study conducted by Burns (2011), she noted that the primary challenge in achieving 196 

collaboration at bedside rounds was the coordination of time between physicians and nurses. 197 

Similar results were found by Gonzalo and colleagues who argued that the timing of rounds 198 

continues to be a hurdle in the promotion of collaborative practice. This study evaluated the 199 

perceptions of nurses, attending physicians, and housestaff physicians regarding the benefits and 200 

barriers to bedside interprofessional rounds. A total of 171 surveys were sent with responses 201 

distributed as follows: nursing staff, 91%; attending physicians, 75%, and housestaff physicians, 202 

88%. The survey results indicated that bedside rounds not only improved communication between 203 

nurses and physicians, but also improved awareness of clinical concerns and improved team-204 

building between nurses and physicians (Gonzalo et al., 2014). Other responses highlight the 205 

positive impact on clinical outcomes and processes, such as decreased length-of-stay and 206 

timeliness of consultations. Additionally, with hospital budgets being closely monitored, staff 207 

responded that bedside rounds reduced the ordering of unnecessary tests and treatments. The 208 

surveys also identified barriers such as “nursing staff have limited time, or coordinating the start 209 

time of encounters with arrival of both physicians and nurses” as the main contributors (p. 648). 210 
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The challenge of coordinating times to conduct interprofessional bedside rounds was also 211 

identified as noteworthy by Lyons, et al. (2013). In studies conducted by Crumlish, Yialamas, and 212 

McMahon (2009), and Merel, McKinney, Ufkes, Kwan, and White (2016), it was estimated that 213 

hospitalists took an average of 17 minutes and 12 minutes per patient respectively. Bedside rounds 214 

that promote exchanging input from the different professions resulted in “opportunities to get a 215 

more in-depth assessment of the patient as an important advantage in delivering high quality care. 216 

For patients, the fact that the team had a more in-depth understanding of their condition is 217 

important for their overall safety and can help prevent future complications” (Lyons, p. 201). 218 

Family-centered care and quality in pediatrics. 219 

Family-centered care (FCC) is defined as a partnership approach to healthcare decision-220 

making between the family and healthcare provider (Kuo et al., 2012). Furthermore, according to 221 

Sisterhen, Blaszak, Woods and Smith, (2007), FCC is based on the understanding that patients and 222 

their families need open, honest, and unbiased communication with all the members of the 223 

healthcare team. Furthermore, according to Just (2005), “family-centered care is a philosophy that 224 

guides practitioners away from paternalistic approaches in their delivery of care and toward 225 

partnerships with families” (p. 179). Also, according to Lewandowski and Swartz (2018), 226 

“identifying parental (and patient) concerns is a vital and a key step in creating meaningful 227 

partnerships with the family that will lead to positive outcomes.” (p. 83) 228 

Wells and Partridge (2011), suggested that family contributions to the development of new 229 

quality initiatives are vital to evaluate the effectiveness of care coordination among providers. The 230 

crucial role of the family in pediatrics to bring about better quality outomes is described by 231 

Pettoello-Mantovani, Campanozzi, Maiuri, and Giardino (2009). They state that, “it is now a 232 



IMPROVING QUALITY THROUGH NURSING PARTICIPATION  
 

 10 

consolidated convincement in pediatrics that acceptance and correct practice of family-centered 233 

approaches will produce better health outcomes…” (p. 3). The Agency for Healthcare Research 234 

and Quality (AHRQ), in Will It Work Here?: A Decisionmaker’s Guide to Adopt Innovation 235 

(2008), identified that divisions operating independently of each other may create a barrier to the 236 

implementation of an innovative quality study. This publication was designed to recognize that 237 

there is a gap in communication among professions and seeks to narrow the gap on independent 238 

practice by facilitating a more collaborative approach in order to improve patient and family-239 

centered care. A contributing medical center in this project was the Golisano Children’s Hospital 240 

in Rochester, New York, which implemented a new bedside round process including families, 241 

nurses, and other professionals. The initiative was promoted by residents, and nurses quickly 242 

joined  because they, “recognized the benefits of improved communication, clarity of the care plan, 243 

increased efficiency of their workday, and improved ability to advocate for their patients” (p. 94). 244 

Bedside rounds as a means to enhance family-centered care 245 

The foundational concept of family-centered care is attributed to Dr. William Osler (as 246 

cited in Davidson, Falk, Kleba & Bull, n.d., p.1), who in 1903 stated that “the best teaching is 247 

taught by the patient himself.” Dr. Osler, a prominent physician at Johns Hopkins Hospital, 248 

brought medical students out of the lectures and pioneered teaching rounds. 249 

According to Gonzalo, Chuang, Huang and Smith (2010), bedside rounds offer 250 

opportunities to teach physical diagnosis and model skills in communication and professionalism. 251 

Bedside rounds offer an opportunity to establish a plan of care for patients and families is offered 252 

by the heath care team. Historically, medical teams exclusively conducted bedside rounds without 253 

any other discipline or the family participating. However, observational studies have demonstrated 254 

that the majority of patients want to participate in the discussion (Sisterhen et al., 2007). Bedside 255 
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rounds are now more commonly known as family-centered rounds, in which patients and families 256 

are involved in decision-making (Mittal, 2014). Bedside rounds are described as “interdisciplinary 257 

work rounds at the bedside in which patient and family share in control of the management plan” 258 

(Sisterhen et al., p. 320). 259 

In 2003, the American Academy of Pediatrics (AAP) recommended that, “conducting 260 

attending physician rounds in the patients’ rooms with the family present should be standard 261 

practice” (p. 693). In a more recent publication, the AAP released Guiding Principles for Team-262 

Based Care, highlighting the importance of interprofessional collaboration and redefining key 263 

characteristics of a team in order to improve patient care (Katkin et al., 2017). Additionally, the 264 

Institute for Patient and Family-Centered Care (n.d.) outlined four principles characterizing FCC: 265 

dignity and respect, information sharing, participation, and collaboration. In pediatrics, and in a 266 

family-centered care environment, the child is recognized as the “family’s child” rather than “our 267 

patient.” Bedside rounds serve as a process in which family-centered care is promoted.  268 

There are several studies noting the benefits of involving families in the rounding process 269 

and as active partners in the clinical setting (Muething, Kotagal, Schoettker, Gonzalez del Rey & 270 

DeWitt, 2007; Kuo et al., 2012; Subramony, Hametz & Balmer, 2013). However, limited attention 271 

had been paid to the valuable role nursing plays. 272 

Alerting the nurse ahead of time is an important component of the process for conducting 273 

bedside rounds if they are to be active participants. Real-time notification of rounds being 274 

conducted may not facilitate nursing presence, because it does not allow for nurses’ workload and 275 

overall workflow to be taken into account. According to Fulmer et al. (2014), nurses are more 276 

likely to participate in rounds if they can anticipate when their patients will be discussed and plan 277 

accordingly.  278 
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Muething et al. (2007) suggested that efficiency is improved through the presence of nurses 279 

at bedside rounds, as relevant information regarding the patient’s condition over the previous 24 280 

hours and progress made towards meeting discharge goals are discussed. Additionally, nurses have 281 

less of a need to page residents to clarify orders. Finally, families have been found to have fewer 282 

questions regarding the plan of care, thereby improving discharge timeliness (Muething et al., 283 

2007).  284 

So why is it a challenge to increase nursing participation in bedside rounds? In a study, 285 

Maxson et al. (2011) demonstrated that nurses and physicians have significantly different 286 

perceptions of clinical decision-making (p.35). Furthermore, physician-nurse collaboration is 287 

affected by the lack of understanding of each other’s role according to Robinson, Gorman, 288 

Slimmer, and Yudkowsky (2010, p. 211). Finally, there seems to be a lack of agreement on how 289 

to incorporate family-centered care into everyday clinical practice (Kuo et al., 2012, p. 297).  290 

Currently, education emphasizing collaboration is being presented as an important part of 291 

the medical curriculum to assist bridging the gap between the different views of physicians and 292 

nurses. However, tools and procedures are needed to better implement this in pediatric inpatient 293 

settings.   294 

Rationale 295 

The nature of this problem determined that the study be implemented as a quality 296 

improvement project. According to Donabedian (1988), quality of patient care is influenced by 297 

two intertwined elements: technology and interpersonal processes defined through the relationship 298 

with the patient. Interpersonal processes are described as the vehicle from which technology is 299 

implemented to achieve positive quality outcomes. Donabedian stated that “the management of 300 
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interpersonal process is to a large degree tailored to the achievement of success in technical care” 301 

(p. 1743).  302 

Donabedian’s framework assessment of quality of care includes three components of 303 

healthcare: structure, process, and outcome:  304 

▪ Structure denotes the availability of resources and system design where care is provided. 305 

▪ Process addresses the interaction between the patient and the provider(s). 306 

▪ Outcome describes how the care delivered affects the patient’s health (1988, p. 1745). 307 

Interprofessional processes functioning effectively within a team also constitute the foundation 308 

of family-centered care. While the main focus is the patient and family, effective communication 309 

among healthcare providers and families is highly correlated with overall quality of care ratings 310 

and parental satisfaction (Sisterhen et al., 2007; Homer et al, 1999; Ammentorp, Mainz & Sabroe, 311 

2005; Co et al., 2003). 312 

Specific Aims 313 

The overall goal of this project was to increase nursing’s presence and participation at 314 

bedside rounds, foster teamwork and collaboration to promote bedside rounds, and ultimately 315 

improve care through improved quality outcomes. Based on a review of evidence indicating that 316 

interdisciplinary, family-centered bedside rounds improve quality outcomes, the specific aim of 317 

this project was to design, operationalize, implement and evaluate a process to enhance 318 

communication and further expand the role of the nurse in bedside rounds at an acute care unit at 319 

Stony Brook Children’s Hospital. The outcomes of this process intervention were measured 320 

according to changes in the level of RN participation in rounds, provider perceptions of teamwork 321 

and collaboration, patient length of stay, and patient/family satisfaction with care.  322 

 323 
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Methods 324 

Context 325 

The project was conducted at Stony Brook Children’s Hospital, Long Island, New York on 326 

the pediatric acute medical surgical unit. This unit serves approximately over 200 patients per 327 

month with main diagnoses covering the different respiratory diseases such as cystic fibrosis, 328 

asthma, and bronchiolitis. Also, orthopedic surgeries such as scoliosis repairs are common in the 329 

patient population.  330 

Prior to the implementation of this project, there was not a consistent structure and process 331 

for conducting bedside rounds and, although families were invited to participate, the nurses were 332 

typically not. This led to many frustrations on the nurses’ part as relevant information regarding 333 

patient care was often not readily communicated by the medical team. Based on input from nursing 334 

leadership, nursing staff, and physicians, plans were developed to implement a change in 335 

communication strategies as to the timing of rounds. 336 

Intervention  337 

Communication among physicians and nurses to meet project’s objectives. 338 

For this project, bedside rounds were slightly modified to establish an explicit role for 339 

nurses. Previously, the initial patient presentation describing the chief complaint was the residents’ 340 

responsibility. With this project, the nurse was expected to present the chief complaint and 341 

overnight concerns.  342 

To increase nurse participation, nurses carried a pager. Via the alpha-numeric paging 343 

system, with the assistance of a portable computer, residents were instructed to page the nurses 344 

ahead of time to inform them when rounds would occur. A daily log was produced by the unit’s 345 

clerk and provided to each of the senior residents with the pager number and patient assignment 346 
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for each nurse. The medical teams were instructed to notify the nurses prior to the patient assigned 347 

to the nurse.  348 

Study of the intervention. 349 

The project was conducted over a duration of three months. Pre-data were collected using 350 

an audit tool (appendix A) to gain a baseline of the current rounding process and to identify how 351 

often nurses participated at bedside rounds. This tool contained information on whether the 352 

physicians alerted the nurses via the paging system, and whether this alert was used in advance of 353 

the actual rounds occurring. Additionally, this information also specified if the nurses were present 354 

at the beginning of rounds or if they joined later.  355 

Following a collaborative planning session with senior and chief residents, the project was 356 

initiated for a duration of eight weeks. Data during the project implementation were categorized 357 

as weeks 1-4 and 5-8 to match published monthly reports. Assistance from the information 358 

technology (IT) department was required to generate a monthly report via Cerner TM that captured 359 

lengths of stay by the hospitalist service. This report, along with other monthly reports based on 360 

patients’ acuity and patient/family satisfaction, provided the necessary data to evaluate the impact 361 

of the project. Only aggregate data were used and there was no identifying staff information 362 

collected. 363 

The average number of nurses participating daily on this project each month varied 364 

between 5 and 6, with 2 full teams of hospitalists with senior residents managing the 365 

communication. There were twelve nurses and ten physicians who completed the pre-intervention 366 

surveys and eight nurses and seven physicians who completed post-intervention surveys.  367 

 368 
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Students from the Stony Brook School of Nursing were recruited as data collectors. They 369 

completed training in the protection of human subjects and had no knowledge of the previous 370 

process used for rounds. The intent of bringing in data collectors not familiar with the unit was to 371 

minimize bias. 372 

Measures 373 

Resources available to implement this quality project 374 

Bedside rounds were audited three times per week for eight weeks (weeks 1-4 & 5-8) using 375 

an audit tool (appendix A) reflecting the newly adopted process. Following the completion of data 376 

collection, data analysis commenced.  377 

In addition to the audit tools, pre- and post- surveys (appendices B & C) were provided to 378 

both physicians and nurses. These surveys were adapted from Sexton and colleagues’ (2006) safety 379 

attitudes survey research, indicating information of the nurse’s ability to attend and participate in 380 

rounds. These confidential surveys included questions covering details on their perception of 381 

teamwork and collaboration, and questions specific to the bedside rounds. Questions involving 382 

teamwork and collaboration included “I feel satisfied with the quality of collaboration I experience 383 

with physicians/nurses,” and “nursing input is well received by physicians in this unit.” Questions 384 

related to bedside rounds included “I feel included at medical rounds” and “I participate at medical 385 

rounds.” 386 

Analysis. 387 

With our aims in mind, we obtained frequency data from direct observations at bedside 388 

rounds and translated these data into a percentage reflecting the number of times nurses were 389 

alerted and participated. Those conducting the observations followed the two medical teams at 390 

rounds and included data stating whether the resident paged the nurse ahead of time; whether the 391 
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nurse was present at the beginning or during rounds; and if the nurse participated. The impact of 392 

the project was also determined by comparing several reports. Collaboration with our information 393 

technology department facilitated access to data gathered from our institutional software. 394 

Data obtained from CernerTM provided information on length of stay. In order to minimize 395 

any confounding factors, such as seasonal differential diagnoses reflected through average 396 

monthly patient acuity, or average daily census, further reports from CernerTM were obtained. An 397 

average monthly acuity report was obtained from documentation in the electronical health record 398 

based on daily patient assessments. Clinical indicators were scored along a five point Likert scale. 399 

Scores ranged from 1, representing severe deviation from normal, to 5, indicating no deviation 400 

from normal. Normal was defined as the expected value of a person of similar age and same sex 401 

(Moorhead, Johnson, Mass & Swanson, 2018). In our pediatric acute care setting our acuity level 402 

varied from 3-7 with a mean score of 5.  Additionally, the average daily census was gathered from 403 

the midnight census report. 404 

  The National Database of Nursing Quality Indicators (NDNQI�) was utilized to assess 405 

teamwork and collaboration. A question within the RN survey representing RN-MD interactions 406 

included a scale ranging from 0 to 6, comparing academic medical centers with pediatric medical-407 

surgical units. Moreover, a percentile was obtained every year to assist in understanding how an 408 

institution compares with other peer hospitals. This annual survey complemented the pre- and post- 409 

project implementation survey adapted from Sexton et al. (2006). 410 

Lastly, monthly surveys gathered from Press GaneyTM indicated patient satisfaction. This 411 

survey was mailed to families following discharge and requested them to rate their responses to 412 

questions on a scale from 1 (very poor) to 5 (very good). Raw scores were then transformed into 413 

national percentile ranks between 0 and 100. High percentile ranks indicated higher patient 414 
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satisfaction ratings. We used these data to obtain information regarding communication between 415 

nurses and patients and overall level of satisfaction based on perceived care. 416 

We used these reports from 2015 and compared them to the time of project implementation 417 

in 2016 to assess the project’s success.  418 

Ethical Considerations 419 

No ethical issues were identified during the planning or implementation phases of this QI 420 

project. Patient identifying information was removed from reports and Stony Brook’s Institutional 421 

Review Board approved the project. There were no conflicts of interest noted. 422 

Results 423 

RN participation at bedside rounds. 424 

This project was designed to increase nurses’ participation at bedside rounds. An average 425 

of five to six nurses participated in the project each month and attended rounds on one pediatric 426 

unit. Table 1 summarizes the frequency of nurses being informed of the timing of rounds, whether 427 

they were present at rounds, and whether they participated in rounds. Over the three months of the 428 

project, the number of patients presented totaled 230 with 17 observations being excluded from 429 

data analysis due to incomplete audit forms. Initially, at the beginning of the project (April), the 430 

pre-data showed that nurses were informed only nine times (12.5%) for 72 patients presented. 431 

When associating RN participation and early notification alone, only 4 out of the 9 (44.4%) 432 

participated. These figures improved during the 8-week intervention as residents were being 433 

trained to use the beepers to alert nurses.  During the second 4 weeks (weeks 5-8), the relationship 434 

between being informed in advance and participation was 19 times and 78.9% respectively. The 435 

overall implementation period reflected a total of 63 times that nurses were notified in advance 436 
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and a participation rate of 73%. Analyses of these data reflected a strong association between 437 

nurses being notified and nurses being present and participating. 438 

 439 
Table 1:  Frequency of Nurses Being Informed of Bedside Rounds in Advance and Who 440 
Participated. 441 

442 

 443 
Perception of teamwork & collaboration. 444 

Following project implementation, NDNQI� results on the category of RN – MD 445 

interaction were improved from the previous year. During 2015, the nursing staff scored a 4.00 446 

out of 6, placing Stony Brook below the 10th percentile, compared to 4.48 and above the 25th 447 

percentile in 2016.  448 

Pre-intervention data were collected from twelve registered nurses in April and from eight 449 

RNs in July after the intervention (Table 2). Overall, nurses’ perceptions on the quality of 450 

collaboration with physicians improved by 12%.  451 

452 

453 

Number of 
Patients who 

were presented 
at Rounds 

Instances in which 
Nurses 

Responsible for 
Patients were  

Notified in 
Advance 

Instances in 
which Times 

Nurses Notified in 
Advance  

Participated 

   N                       %    N       % 
Pre Data 72    9             12.5  4  44.4 

Weeks 1-4 70  44           62.8  31  70.4 
Weeks 5-8 71  19            26.7  15                 78.9 

Number of 
Intervention 

Patients 

Total  
Number of 

Patients 

141 

213 

  63    44.6 

  72            33.8 

  46   73.0 

 50                 69.4 
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Table 2: RN Survey Responses Pre- and Post-Bedside Round Intervention. 454 

Adapted with permission from the Safety Attitudes Questionnaire by Sexton et al., (2006).  455 
 456 
 457 

Pre-intervention data were collected from ten physicians and post-intervention data was 458 

collected from seven physicians (Table 3). Physicians reported overall that nurses’ input was 459 

well-received and that their contributions to decision-making were helpful and relevant. 460 

 461 

 462 

 463 

 464 

 Almost Always Sometimes Almost Never 
Pre Post Pre Post Pre Post 

In this unit, N        % N         % N         % N          % N            % N           % 
Nursing input is 
well received by 
physicians on  unit 
 

10       83 4         50 2         17 4          50   0  0 

It is difficult to 
speak up if I 
perceive a problem 
with patient care 
 

4         31 3         38 2         15 2          25 6            54  3          37 

Decision making 
in this clinical area 
utilizes input from 
relevant personnel 
 

8         67 5         62  4        33 3          38    0   0 

The physicians 
and nurses work as 
a well-coordinated 
team 
 

10       83 4         50  2        17  4         50   0   0 

I am 
asked/notified to 
attend rounds 
daily* 
 

5         41 3         37  2        17  5         63 5            42   0 

I feel included at 
medical rounds 5         42 3         37 4         33  5         63 3            25    0 
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Table 3: MD Survey Responses Pre- and Post-Bedside Round Intervention. 465 
 466 

 Almost Always Sometimes Almost Never 
Pre Post Pre Post Pre         Post 

Items – In this unit, N        % N          % N        % N          % N        % N        % 
Nursing input is well 
received by physicians 
in this unit 
 

8        80   6        86  2       20 1          14  0   0 

Do you feel the nurses 
find it difficult to speak 
up if I perceive a 
problem with patient 
care? 
 

2        20  0  2       20  0  6       60  7     100 

Decision making in this 
clinical area utilizes 
input from relevant 
personnel 
 

 8       80   6        86  2       20  1         14  0  0 

The nurses work as a 
well-coordinated team 
 

 8       80   5        71  2       20 2          29  0  0 

The nurses are asked to 
attend rounds daily*  5       50   5        71  5       50 2          29  0  0 

Adapted with permission from the Safety Attitudes Questionnaire by Sexton et al., (2006).  467 

Length of Stay 468 

We compared institution data on length of stay during the intervention period with data 469 

from the prior year covering the same months. Quality outcomes collected during comparable 470 

timeframes demonstrated a shortened length of stay during the eight-week period of project 471 

implementation. The length of stay decreased from 2.5 days prior to the study, to 2.03 days during 472 

the first 4 weeks of the project, to 2.18 days during the remaining 4 weeks respectively. The length 473 

of stay the year before for the same period was 2.68 days during the pre-data period, 2.79 days and 474 

2.65 days during project implementation.  475 

Several factors, such as acuity and/or daily census, can influence length of stay. The project 476 

was implemented during a time that reflected a patient population that was sicker: average monthly 477 
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acuity at the same time last year was 4.53 vs 4.89 during the pre-data period, and 4.51 vs 4.72 478 

during project implementation. Additionally, the average daily census remained unchanged from 479 

the previous year: 16.6 patients per day in 2015 vs.17 patients per day during the project in 2016. 480 

 481 
Table 4: Average Length of Stay (ALOS) in days comparing year of implementation and previous 482 
year. 483 

 ALOS - 2015 ALOS - 2016 
 Number of days Number of days 

January 3.05 2.53 
February 2.76 2.56 

March 2.32 2.76 

April 2.68 2.5 
[PreData]   

Weeks 1-4 2.79 2.03 
[Project Implementation] 

Weeks 5-8 2.65 2.18 
[Project Implementation] 

July  2.6 2.39 
 484 
 485 
Patient Satisfaction 486 

Our final quality indicator was patient and family satisfaction using monthly reports from 487 

Press Ganey™. The reports indicated an improvement from the month of pre-data collection for 488 

different categories. For the overall feedback on nursing, the score increased from 82.4% during 489 

pre-data to 91.2% & 93.2% during project implementation. For nursing communication to patients 490 

and families, we used the category of whether “nurses kept you informed,” showing an equal 491 

improvement from 83.3% during pre-data, to 94.4% and 96.9% during the project. For the previous 492 

year the scores for this category were 86.5%, 72.9% and 85.7% respectively.  493 

 494 

 495 
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Table 5: Press Ganey TM Patient Satisfaction scores regarding “overall nursing care”,comparing 496 
year of implementation and previous year.  497 
 498 

 2015 2016 
 % % 

January 89.4 84.1 
February 92.4 88.9 

March 82.5 77.1 
April 

 89.8 82.4 
[PreData] 

May 
 78.5 

91.2 
[Project 

Implementation] 

June 80.2 
93.2 

[Project 
Implementation] 

July 95.3 86.5 
August 96.4 95.2 

September 88.7 91.8 
October 84.6 91.1 

November 90.2 91.4 
December 90.8 93.5 

 499 
 500 
 501 
 502 
 503 
 504 
 505 
 506 
 507 
 508 
 509 
 510 
 511 
 512 
 513 
 514 
 515 
 516 
 517 
 518 
 519 
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Table 6: Press Ganey TM Patient Satisfaction scores on “nurses kept me informed” comparing 520 
year of implementation and previous year. 521 
 2015 2016 

 % % 
January 85.4 75 
February 89.7 84.1 

March 80.8 75 

April 86.5 83.3 
[PreData]  

May 72.9 
94.4 

[Project 
Implementation]  

June 85.7 
96.9 

[Project 
Implementation]  

July 93.8 93.8 
August 95.6 95 

September 86.8 87.5 
October 75 82.1 

November 95.5 91.7 
December 88.2 87.5 

 522 

Discussion 523 

This project demonstrated an improvement in quality outcomes reflecting a decreased 524 

length of stay and improvement in patient satisfaction on a pediatric acute care unit as a direct 525 

result of increased nursing presence and participation at bedside rounds. While perceived 526 

teamwork and collaboration via the adapted survey were unremarkable, both nurses and physicians 527 

felt that nurses’ contribution to bedside rounds must be encouraged and promoted in order to 528 

achieve positive outcomes. Our pilot study sought to highlight the impact of nursing presence and 529 

participation at bedside rounds on quality outcomes while fostering an environment where 530 

physicians and nurses could interact professionally. 531 
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Previously identified research reflected a lack of knowledge on how to incorporate family-532 

centered care into the clinical setting. Bedside rounds serve as a process in which family-centered 533 

care is promoted. Understanding each team member’s role, in addition to encouraging family 534 

contribution, is fundamental for better quality outcomes. 535 

We hypothesize that these improvements were directly related to increased communication 536 

and resulted from an increased nursing participation at bedside rounds. For this project, increasing 537 

nursing presence and providing nurses with a more prominent role were the initial steps toward 538 

fostering teamwork and collaboration between physicians and nurses in an acute care setting.  539 

Interpretation 540 

Our findings align with and support current literature. Similar to the results from Sharma 541 

et al. (2014), we reported an increased nursing participation at bedside rounds from 44.4 to 73% 542 

when notifying the nurses ahead of time using a communication device. Palokas et al. (2014) 543 

expanded upon Sharma’s contribution by describing how the use of a hands-free communication 544 

device improved nursing participation at bedside rounds, but missed a key feature of the study: the 545 

relevance of alerting the nurses ahead of time, reducing the barriers resulting from the lack of 546 

coordination between physicians and nurses, as is suggested by Burns (2011) & Gonzalo et al. 547 

(2014).  548 

At the same time, the use of technology has been identified in previous research as 549 

contributing to an improved sense of teamwork and collaboration. Burns (2011) suggested that 550 

feedback from safety questionnaires provided to the nursing staff indicated an improvement in 551 

their perception of teamwork and collaboration. This relationship is equally supported by Rosen, 552 

Stenger, Bochkoris, Hannon and Kwoh (2009). 553 
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Improvement in patient satisfaction during the project supported findings by Rappaport et 554 

al. (2012), clearly strengthening the connection between interprofessional bedside rounds and their 555 

impact on patients’ and families’ satisfaction. 556 

Finally, by establishing a process for better interprofessional collaboration, we reinforced 557 

findings from Gonzalo et al. (2014), and Muething et al. (2007). We have concluded that length 558 

of stay can improve when there is communication between the different team members.  559 

Limitations 560 

In our project, several limitations were identified. First, frequent resident rotations made it 561 

challenging to implement a consistent process and to have residents remember to notify nurses 562 

fifteen minutes prior to rounds. Nurses were not routinely notified fifteen minutes prior to rounds.  563 

A second limitation was the use of the alpha-numeric paging system, an outdated communication 564 

method that was unreliable at times. The low number of responses from the pre- and post- 565 

implementation surveys regarding perception of teamwork and collaboration also limits reliable 566 

interpretation. Finally, a committed leadership to the project facilitated change in process during 567 

implementation. However, it became challenging for the unit’s leadership to allocate time to 568 

supervise the newly adopted process to ensure sustainability. 569 

Conclusions 570 

This project led to an improved change in the culture of the unit, with physicians and nurses 571 

understanding each other's role better and respecting each other. However, the nurses reported not 572 

feeling prepared for the responsibility of discussing the chief complaint, while the physicians 573 

recognized the importance of the nurses’ input reporting overnight concerns. For nurses,  574 

reviewing the adapted process frequently to ensure everyone is aware and highlighting these two 575 

vital points at change of shift would be instrumental in a successful exchange of information at 576 
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bedside rounds. Identifying more opportunities to collaborate with physicians would also help 577 

promote an environment that welcomes nursing input.  578 

Both physicians and nurses came to recognize together that they each had critical 579 

information to share and learned to respect each other’s contribution. They also agreed that, 580 

whenever possible, both physicians and nurses should be present and participate in bedside rounds. 581 

Frequent nursing and physician leadership rounding to review this new process, as well as its 582 

integration during physician and nursing orientations, would assist in sustaining this project. 583 

Additionally, sharing quality outcomes with the staff would ensure ongoing motivation and 584 

understanding of their impact on patient care.  585 

We demonstrated the impact of promoting interprofessional collaboration at bedside 586 

rounds on quality outcomes in a pediatric acure care unit. While we experienced challenges to 587 

sustaining the project, continuing this work is important. If we are able to anticipate barriers, this 588 

project could be adopted indefinitely. We also feel that, although our setting is specific to 589 

pediatrics, it is worth exploring the possibilities of implementation in an adult setting. 590 

Enabling interprofessional bedside rounds and inviting the family and/or patient when 591 

applicable to the discussion on the plan of care are key in pediatrics. Promoting a family-centered 592 

care environment and practice facilitates everyone’s input and places the patients and families at 593 

the center of care. 594 

Quality improvement projects are not just a physician responsibility, but fall to every 595 

member of a healthcare team. Healthcare professionals should be equally accountable as they all 596 

share a common goal: restoring the patient to an optimal health state. Quality outcomes, such as 597 

shortened length of stay and improved patient satisfaction, provide beginning evidence for the 598 

promotion of nursing inclusion in bedside rounds. 599 
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Appendix A. Audit Tool 623 

 624 

 625 

 626 

 627 

Date

I.�Was�the�nurse�informed�the�team�was�rounding�on�their�patients? Yes No

a.�If�Yes:�Was�the�nurse�informed�…�as�rounds�were�beginning?
…�or�in�advance?

b.�How�was�the�nurse�notified?
Verbal�notification�from�resident�or�medical�student?
Pager?
Another�nurse?
Clerk?

II.�Was�the�nurse�present�at�the�start�of�rounds? Yes No
III.�Did�the�nurse�stay�until�the�end�of�rounds? Yes No
IV.�Did�the�team�give�the�RN�the�opportunity�to�participate�in�rounds? Yes No
V.�Did�the�nurse�participate�in�rounds? Yes No

a.�If�Yes:�� Did�the�nurse�address�concerns�about�the�patient?
Did�the�nurse�present�any�history�of�overnight�events

Audit�completed�by

please�check�as�appropriate

Auditing�Tool
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Appendix B. RN survey 628 

 
 

 
 
 
     
 
       Almost       Almost 

Always Always Uncertain       Never      Never 
 
Nursing input is well received        □       □         □            □           □  
by physicians in this unit 
 
In this unit, it is difficult to speak up if I perceive        □       □         □            □           □ 
a problem with patient care 
 
Decision making in this clinical area utilizes input       □       □         □            □           □ 
from relevant personnel 
 
The physicians and nurses here work together        □       □         □            □           □ 
as a well-coordinated team 
 
I am asked/notified to attend rounds daily*       □       □         □            □           □ 
 
I feel included at medical rounds*        □       □         □            □           □ 
 
I participate at medical rounds*        □       □         □            □           □ 
 
I am satisfied with the quality of collaboration       □       □         □            □           □ 
that I experience with physicians 
 
I am satisfied with the quality of collaboration       □       □         □            □           □ 
that I experience with nurses 
 
 
 
 
 
 
    Adapted with permission from Sexton et al. (2006). The safety attitudes questionnaire: 

psychometric properties, benchmarking data, and emerging research.  
BMC Health Services Research. 6: 44. doi:10.1186/1472-6963-6-4 

 
(*) Questions added specific to the project 

  629 

 630 

 631 
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Appendix C. MD survey 632 

 633 
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