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conceptual framework informed
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Poor communication within healthcare contributes to inefficiencies, medical
errors, conflict, and other adverse outcomes. A promising model to improve
outcomes resulting from poor communication in the inpatient hospital setting is
Interprofessional Patient- and Family-Centered rounds (IPFCR). IPFCR brings two
or more health professions together with hospitalized patients and families as part
of a consistent, team-based routine to share information and collaboratively arrive
at a daily plan of care. A growing body of literature focuses on implementation
and outcomes of IPFCR to improve healthcare quality and team and patient
outcomes. Most studies report positive changes following IPFCR implementation.
However, conceptual frameworks and theoretical models are lacking in the IPFCR
literature and represent a major gap that needs to be addressed to move this
field forward. The purpose of this two-part review is to propose a conceptual
framework of how IPFCR works. The goal is to articulate a framework that can
be tested in subsequent research studies. Published IPFCR literature and relevant
theories and frameworks were examined and synthesized to explore how IPFCR
works, to situate IPFCR in relation to existing models and frameworks, and to
postulate core components and underlying causal mechanisms. A preliminary,
context-specific, conceptual framework is proposed illustrating interrelationships
between four core components of IPFCR (interprofessional approach, intentional
patient and family engagement, rounding structure, shared development of a
daily care plan), improvements in communication, and better outcomes.
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Introduction

Gaps in patient safety exist in inpatient hospital care. Research
to improve safety for hospitalized patients has focused primarily on
technological reporting and interventions. Medical errors have been
recognized as the third leading cause of death in the United States
for nearly a decade, and 40 % of hospital admissions are thought to
include an adverse event or error (1-4). Further, errors and harms
occur disproportionately for some groups (5-7). For example, a
recent systematic review by Chauhan et al. (7), found higher rates
of medication errors and hospital acquired infections among
patients from ethnic minority backgrounds and those that use a
language other than English for healthcare. A major driver of these
challenges is thought to be poor communication within and
between healthcare teams (1-3, 8). Health policy makers have
repeatedly called for interventions to improve communication in
practice (2, 8).

New and innovative approaches to improving safety, equity, and
patient- and family-centeredness of hospital care need to be developed
and studied to identify evidence-informed interventions that can
be implemented into practice. One possible direction is identification
and implementation of models, processes, or routines that change how
care is organized and delivered. Team-based or interprofessional care
models, including a model of daily inpatient care planning rounds
known as interprofessional patient- and family-centered rounds
(IPFCR), offer a promising approach. IPFCR brings two or more
health professions together with patients and families as part of a
consistent, team-based routine to share information and
collaboratively arrive at a daily plan of care in inpatient
hospital settings.

Rounds occur for almost every single patient, almost every single
day in almost every hospital in the United States. Within this daily
routine, however, formats vary widely and there are multiple
overlapping and sometimes competing perspectives on the purpose of
hospital rounds (e.g., patient care, updating families, formulating
plans, teaching trainees) (9). Rounding as a care process is historically
varied in terms of who is present, who contributes, when it occurs,
where it occurs, what is discussed, and what decisions or outcomes are
expected as a result (10-12). This combination of ubiquity and high
variability is what makes rounds an opportune focus for study and
improvement efforts. Recent growth in IPFCR interventions also
suggests timeliness and front-line interest.

Despite a growing body of literature reporting promising results
from IPFCR interventions, descriptions are highly variable and
predominantly atheoretical (13). Further, evaluations of IPFCR across
settings and populations have not been synthesized. The objective for
this review is to begin to close these gaps by synthesizing existing
IPFCR literature within the context of relevant theories and
frameworks from related fields. The overarching goal is to offer a
preliminary conceptual framework that guides the use of IPFCR and
how it might be expected to lead to improvements in care and

Frontiers in Medicine

outcomes. This will provide a foundation upon which more
generalizable knowledge can be built.

Review scope and approach

This review was carried out in three parts. First, manuscripts
included in a recently published systematic scoping review, which
described new implementations of IPFCR models, were qualitatively
reviewed and analyzed to identify themes (13). Second, a focused
literature search was conducted to explore existing theories and
frameworks that could inform a context-specific IPFCR conceptual
framework. Finally, an IPFCR conceptual framework is proposed that
includes four core components and illustrates relationships between
these components and improvements in communication that have the
potential to lead to safer, more equitable, and more patient- and
family-centered care.

Part 1: Systematic scoping review to
identify common themes in published
IPFCR literature

As a first step, articles included in a recent scoping review led by
the first author of this paper were revisited to qualitatively explore
whether and how they described how implementation of IPFCR leads
to improved team and/or patient outcomes (13). The review methods,
including search terms and inclusion/exclusion criteria, are described
in detail elsewhere (13) and used a systematic approach to search
PubMed, CINAHL, PsycINFO, and EMBASE to identify manuscripts
describing new implementations of IPFCR models in pediatric and
adult settings. The review identified 74 studies dating from 1988 and
a recent steepening growth trajectory with 5 to 13 articles published
each year from 2014 to 2020 (13). It described trends and gaps in the
IPFCR literature and identified predominantly positive or neutral
impacts following IPFCR implementation across an array of
outcomes—including team communication, length of stay, and
safety (13).

Of the 74 studies included in the scoping review, 42 (53.2%)
described, explicitly or implicitly, how they expected implementation
of IPFCR to improve team and/or patient outcomes as well as how
these outcomes are interrelated (see Appendix A). Whether or not an
article addressed this topic was determined during REDCap-based
data abstraction and was confirmed by the lead author. Data
abstractors answered two questions during full text review that
provided the basis for the qualitative analysis described below. The
first, a yes/no question, asked “does the study describe a tested or
hypothesized ‘mechanism of action’ for the rounding model and/or its
implementation?” The second was short answer item: “If yes, please
describe and be sure to include whether the description is about the
rounding model itself or the implementation of the rounding model”
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The lead author of this manuscript iteratively reviewed and made
notes while reading the short answer items and cross-referenced them
with the original manuscripts to identify implicit and explicit ways in
which the authors expected implementation of IPFCR to improve
team and patient outcomes. A qualitative synthesis of these
descriptions pointed to three common themes:

Theme 1: Implementing a standardized model or approach to
rounding provides an explicit framework for care planning
and delivery.

Utilizing a consistent approach was described as helping to
decrease variation (14), to increase use of evidence-based care and
checklists by way of shared accountability and/or nudging (15, 16),
and to make teaming among frontline care professionals possible by
routinizing/synchronizing times and places for them to coordinate
with each other (17, 18).

Theme 2: Engaging patients, families, and interprofessional team
members is made possible when a standardized approach
becomes routine.

As described in several articles, shifting rounds to the patient
bedside is a key strategy to increase and sustain involvement of
patients and family members in information exchange and decision-
making during care planning, which can help improve patient- and
family-centeredness of care, hospital experience, and mitigate safety
errors and risks (19-24).

Theme 3: Providing regular opportunities for communication
among interdependent care team members from multiple
professions improves team relationships and contributes to the
development of a shared understanding and agreement of patient
care plans and goals (13, 18).

The result of improvements in communication and development
of a shared mental model are then thought to improve the safety and
quality of care by decreasing omissions or duplication of needed care,
helping to prevent or decrease medical errors, and enhancing the
hospital experience (14, 23-26). Improvements in communication are
also described as improving job satisfaction among care team
members (18, 20).

These themes suggest a shared belief among study authors that
implementation of an IPFCR model can improve team and patient
outcomes. Conversely, ineffective communication and unavailability
of team members can negatively influence care and outcomes, create
barriers to teamwork associated with adverse events, decrease
satisfaction among care team members, patients, and families, and
increase costs (25, 26).

Part 2: Existing theories and conceptual
frameworks to support or contradict
emergent themes

Following identification of common themes in the first phase of

this review, we conducted a focused literature search using a narrative
review approach (27) to explore existing theories and conceptual
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frameworks to increase understanding of the emergent themes and
inform a context-specific IPFCR conceptual framework.

In the above-described IPFCR scoping review, twenty-five studies
(31.7%) cited a conceptual framework or theory supporting their work
(13) (see Appendix A). Of those, the most commonly cited theories or
frameworks originated from the fields of change management, quality,
or systems improvement (n=17, 68%) (28-32). A smaller number of
studies, three each, referenced an interprofessional framework or a
model of change framework. While each of the cited theories and
frameworks provided useful framing for the studies in question, none
were specific to rounds. Also absent were equity considerations within
the existing frameworks.

This prompted additional literature review following a narrative
approach (27) and subsequent identification of existing theories that
focus on alternative models of rounds. Databases iteratively searched
in this phase included PubMed, CINAHL, PsycINFO and EMBASE
and utilized two primary search terms “rounds” and “theory” both
individually and then combined (e.g., rounds and theory). For both
terms, related concepts and key words were also searched (e.g.,
hospital rounds, physician rounds, nursing rounds; conceptual
framework, theoretical framework, model). Abstracts and full text
manuscripts were reviewed as they were identified and retained if they
supported or contradicted emergent themes from Part 1. Described
and synthesized below are the manuscripts and theories selected
during this phase of searching and how they support or contradict
emergent IPFCR themes identified above.

Two sets of papers were identified that focused specifically on
uniprofessional models of rounds (e.g., physician-only or nurse-only
models). In the first, Perversi et al. (33) focused on reasoning
mechanisms in uniprofessional ward rounds used by physician teams
to plan daily care. After observing 11 days of physician ward rounds
for 94 individual patients, using a critical realist multiple case study
approach, the authors identified several group reasoning mechanisms
concerning sharing, agreeing, and recording information in the
categories of information accumulation, sense-making and decision
making to form a program theory of physician ward round reasoning.
This paper provides compelling justification for the routine of daily
care planning rounds to support information sharing and development
of a shared mental model among participants. Notably absent from
this model are patients, families, and other care team members (i.e.,
nurses, pharmacists, social workers), all of whom have information to
share and whose life and daily work are impacted by the decisions
made during these important rounding discussions. Further missing
from this model is a consideration of how these approaches contribute
to team, patient, and family outcomes.

The second set of papers, by Harris et al. (34) and Sims et al. (35),
focused on a uniprofessional nurse rounding model. These studies
used a realist evaluation and realist synthesis approach to studying
“intentional rounding” by nurses during handoffs between shifts to
improve engagement between nurses and patients (34, 35). The
authors synthesized the results of a three-stage literature search and
stakeholder consultation to identify eight a priori program theories to
further understand what works in intentional rounding, for whom, in
what circumstances, and why. The eight propositions that they
identified were: (1) when implemented in a comprehensive and
consistent way, intentional rounding improves healthcare quality and
satisfaction; (2) embedding intentional rounding into daily routine
practice gives nurses ‘allocated time to care’; (3) documenting
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intentional rounding increases accountability and raises fundamental
standards of care; (4) when workload and staffing levels permit, more
frequent nurse—patient contact improves relationships and increases
awareness of patient comfort and safety needs; (5) increasing time
when nurses are in direct vicinity of patients promotes vigilance,
provides reassurance, and reduces potential harms; (6) more frequent
nurse—patient contact enables nurses to anticipate patient needs and
take pre-emptive action; (7) intentional rounding documentation
facilitates teamwork and communication; and (8) intentional
rounding empowers patients to ask for what they need to maintain
their comfort and well-being. Thus Harris et al. (34) and Sims et al.
(35) contribute to our understanding of the types of interactions and
activities that occur on twice- or thrice-daily nursing handoff rounds
(at each nursing shift transition) and how they might influence overall
care and outcomes. While this model describes increased nurse—
patient contact as improving relationships and increasing awareness
and vigilance among nurses it does not address the perspective of
patients or families in this process or explicitly engage them. However,
like the physician-focused study of Perversi et al. (33), the Harris (34)
and Sims (35) studies omit key partners in the process of care by
focusing on nurses, as opposed to the interprofessional care team
(33, 34).

In contrast to the uniprofessional nurse- or physician- focused
rounding models described above, Kydonaki et al. (36) applied an
integrative approach to their review of 15 articles to explore family
involvement in ward rounds for adult ICU patients. They summarize
their findings in a 3-part framework of “involvement of family
members in rounds” This is broken down into three concepts: (1)
interactions and communication during rounds, (2) organization of
rounds, and (3) ICU culture. Each of the three concepts is further
broken down into two or three sub-concepts. Interactions and
communication during rounds is divided into two sub-concepts of:
(1) increase of situational awareness and involvement in decision
making and (2) advancing emotional experience (e.g., satisfaction,
experience). Organization of rounds is divided into: (1) structure and
process of rounds, (2) use of communication tools, and (3) roles in
rounds. ICU culture is broken down into (1) value in family-centered
rounds and (2) barriers in family-centered rounds. The authors
identify positive attitudes of family members and patients toward
involvement in family rounds, but the review does not provide
quantitative data on other patient- and family-centered outcomes,
such as mental health outcomes, nor qualitative data to understand
the barriers, processes, and facilitators to implementing family-
centered rounds in ICUs. Kydonaki et al’s review included both
uniprofessional and interprofessional rounding approaches so long as
the approaches focused on engaging family members in rounds. One
notable finding they report is a mismatch between healthcare
professionals’ perceptions of family member desire to participate in
rounds (they perceived 38% of family members as wanting to
participate) and expressed desire of family members to participate in
rounds (97% indicated that they would like to participate) in the same
setting (37). This review focused more on what was done and what
was found in the included articles in terms of family engagement in
rounds and less on mechanisms of how rounds worked or why they
did or did not meet the needs of patients, family members, or other
care team members.

Similar to Kydonaki et al., Reeves et al. used a comparative
ethnographic approach. (observations, interviews, and document
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review) to explore the culture of interprofessional collaboration and
family member involvement in 8 ICUs in North America. While not
focused explicitly on rounds, rounds were observed and the
researchers utilized a 4-domain interprofessional conceptual
framework to guide their data collection and analysis. Domains
include (1) relational factors (i.e., how power, hierarchy, and leadership
influence relationships), (2) processual factors (i.e., time, space, and
task complexity as processes of collaboration), (3) organizational
factors (i.e., impacts of local institutional structures and management
processes), and (4) contextual factors (broader cultural, political,
social, and economic issues as they influence interprofessional
collaborative practice) (38, 39). The found that
interprofessional collaboration occurred most commonly during

authors

emergent situations and less commonly during more routine activities,
such as rounds or handoff activities, which the authors found to
be predominantly uniprofessional and heavily influenced by historic
professional hierarchies. They also found that family members played
important roles in communication and care both for the patient as
well as within and between different professions. Similar to Kydonaki
etal. (36), the framework and findings described by these authors are
illustrative of what was happening in ICUs as it related to
interprofessional collaboration and family member involvement.
However, they do not shed light on the mechanistic aspects of rounds’
cognition and dynamic interaction described in the two
uniprofessional papers.

Part 3: Integration of scoping and narrative
reviews to inform a preliminary IPFCR
model and theory

Based on a synthesis of existing literature and relevant theories in
Parts 1 and 2 above, we propose four core components (Table 1) and
a preliminary context-specific IPFCR conceptual framework
(Figure 1).

Each of the four core components defined—(1) interprofessional
collaboration, (2) intentional patient and family engagement, (3)
rounding structure, (4) development of a daily shared care plan—are
distinct but interdependent and each is hypothesized to be necessary
to achieve safe, high quality, equitable hospital care and ensure
intervention effectiveness (40). The underlying theory is that
introducing structured routines like IPFCR can help foster “high-
reliability” practices in healthcare organizations reducing variations
through standardized
communication, thereby leading to better outcomes (41, 42). This

in care approaches and improved
theory is consistent with the themes identified in Part 1 of this review
and supported by a growing body of research that associates IPFCR
with improvements in team and patient outcomes (13, 43-47).

Figure 1 illustrates proposed connections between the four core
components, as well as proximal and distal outcomes. The draft visual
model was developed iteratively using the structure-process-outcome
models in Parts 1 and 2 of this review, and a recently published toolkit:
“Building Implementation Roadmaps: A Toolkit for Creating Causal
Pathway Diagrams” (48, 49).

The draft model, which moves from left to right, begins with
acknowledging the many long-standing challenges and barriers to
safe, high quality, equitable care in the United States healthcare.
Next, interrelationships between the four proposed core

frontiersin.org


https://doi.org/10.3389/fmed.2023.1275480
https://www.frontiersin.org/journals/medicine
https://www.frontiersin.org

Abu-Rish Blakeney et al. 10.3389/fmed.2023.1275480

TABLE 1 IPFCR model definition and core components.

Definition: Rounding model that brings two or more health professions together with patients and families as part of
a consistent team-based routine to share information and collaboratively arrive at a daily plan of care

Component Description
1. Interprofessional Rounding as an interprofessional team with representatives of multiple professions/disciplines (e.g., nurses and physicians).
collaboration
2. Intentional patient Performing rounds at the bedside (if permitted by patient and family) and inviting information and perspective sharing and questions during care
and family planning & decision making.
engagement
3. Rounding structure | Utilizing a predetermined process for speaking roles, presentation order, and suggested content (e.g., vitals, assessment, plan).
4. Shared Review of patient data during rounds results in the formulation of a plan of care for the day and beyond with input from the entire team (including
development of a patients and family members/caregivers).
daily care plan
Context Implementation of Improvements in Outcomes
an IPFCR Model

AR DEN, oo PROXIMAL DISTAL

High Quality, (50 . . . .

Equitable Care in Use of Patient/Family: Patient/Family:

Hospitals Roun diﬁg gtrzcture » Engagement/Activation  Safety/Adverse Events
Saf . & » Satisfaction with Stay » Mental Health Impacts

° ha 7 rlrordg  Fear/Anxiety « Patient- & Family

i ar:dea”l]ng « Knowledge/ Centeredness of Care
Caecsloiced Interprofessional Intentional Comprehension - Equity in Care &

« Disparities in care Approach Patient & Family « Provide Information & Outcomes
& outcomes are Engagement Clarifications - Length of stay
widespread - Opportunities to Ask - Readmissions

« Care fragmentation ggﬁzgfnnss'gehﬁ:eol o « Costs

IR , volvi
& inefficiencies are in Decision-Making Health Professionals/
common . Sl:ared . Health Professionals/ Care Teams
" ( 10N; P Bl
« Increasing rates S ca otessionals « Relational Coordination
f | dist ol Ll Gare Teams (communication:
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* Information Accuracy, frequency,

« Norm of ‘poolr Ba;ly .Rectqgnltlon of problem-solving; shared
communication & Variation eterioration, knowledge, shared
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& families . o - . i i

4 Quality of Cognition & Reasoning Profes.swnal Wellbeing
Team Communication « Respect/Relationships * Retention
« Efficiency
FIGURE 1
Preliminary context-specific conceptual framework linking core components of an interprofessional patient- and family-centered rounding (IPFCR)
model to improvements in team and patient outcomes.

components of an IPFCR model are portrayed, illustrating how the  in both proximal and distal outcomes for patients, families, health
use of a rounding structure provides a supportive structure for  professionals, and the overall care team.

interprofessional care team members to come together with

patients and families to develop a shared care plan. It is ) )

hypothesized that the result of implementing the four IPFCR core Discussion

components increases in the reliability of rounding routines that

support information sharing and better team communication. This review uses literature review and thematic analysis to propose
Together, we hypothesize that these activities lead to improvements  a conceptual framework of IPFCR that highlights the importance of
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interprofessional collaboration, patient and family engagement,
structure, and development of a daily shared care plan. This framework
will enable future studies to clarify whether similar-sounding models
described in the literature are in fact, similar, in both form and
function. Additional research is necessary, because it is unclear from
the current literature what is essential or core to an optimal IPFCR
model and how an IPFCR model might improve team and patient
outcomes that to make care safer, more equitable, and more patient-
and family-centered.

As a process that introduces principles of high reliability, IPFCR
models provide an environment for team cognition as described in
phase 2 of this review (41, 50). Utilizing high reliability as a
foundational concept provides important perspective, as it includes
an appreciation that patient care is complex and complexity is better
addressed when an interprofessional care team, including patients
and families, is involved. Principles of high reliability also guide users
to avoid harmful oversimplification, unconsidered variation, and
inequities and the proposed model helps to account for this
complexity and current variability in care processes.

Another body of research that supports the potential impacts
of IPFCR models on patient care is around organizational
routines. Across many sectors, routines are used to help
coordinate processes and reduce uncertainty. When IPFCR
models are implemented consistently, they serve as a structuring
device of collaboration and organizational learning (51). As
effective communication plays such a critical part in improving
outcomes, there is inherent value in increased focus on the
routine structures designed for information sharing across
professions, patients, and families (52). As for future research on
IPFCR, using guidance from existing research on organizational
routines and from the implementation science literature may
be helpful for establishing consistency in reporting important
details of the routine (i.e., who is involved, leadership, location,
any variability from established guidelines, etc.). Sharing these
details will allow scholars to compare findings more accurately
across studies (53, 54).

Limitations

This manuscript review delved into multiple areas of literature.
Because Part 2 presented a focused, rather than formal systematic,
search there is possibility of bias through the omitting or limiting of
relevant literature in that section.

Conclusion

The proposed conceptual framework offers a synthesis of
practice-based evidence and theory about how and why rounds
“work” Inherent in this framework is an assumption that rounds
can work even better when they use a standardized approach that
is more inclusive of interprofessional care team members, patients,
and families. By defining this IPFCR framework in terms of core
components informed by theory, an opportunity for more rigorous
future study is created. Studies using an explicitly defined
conceptual framework of IPFCR are essential to determining

Frontiers in Medicine

10.3389/fmed.2023.1275480

whether it is important to optimize, scale, and spread IPFCR
models (54).

Author contributions

EB: Conceptualization, Data curation, Formal analysis, Funding
acquisition, Investigation, Methodology, Project administration,
Resources, Software, Supervision, Validation, Visualization, Writing
- original draft, Writing - review & editing. JB: Writing - review &
editing. GB: Writing - review & editing. AK: Writing — review &
editing. VP: Writing - review & editing. KO'B: Writing — review &
editing. BZ: Writing - review & editing. KO’L: Visualization, Writing
- review & editing. BW: Supervision, Visualization, Writing - review
& editing.

Funding

The author(s) declare financial support was received for the
research, authorship, and/or publication of this article. EB received
funding to support her time during the conceptualization, analysis
and manuscript writing for this project from a National Heart,
Lung, and Blood Institute K23 (1K23HL144910-01A1). EB also
received funding from the University of Washington School of
Nursing Symptom Science Award Program to pay for open access
publication fees.

Acknowledgments

EB would like to gratefully acknowledge the feedback and
mentorship of the late J. Randall Curtis during early drafts of
this manuscript.

Conflict of interest

The authors declare that the research was conducted in the
absence of any commercial or financial relationships that could
be construed as a potential conflict of interest.

Publisher’'s note

All claims expressed in this article are solely those of the authors
and do not necessarily represent those of their affiliated organizations,
or those of the publisher, the editors and the reviewers. Any product
that may be evaluated in this article, or claim that may be made by its
manufacturer, is not guaranteed or endorsed by the publisher.

Supplementary material

The Supplementary material for this article can be found online
at: https://www.frontiersin.org/articles/10.3389/fmed.2023.1275480/
full#supplementary-material

frontiersin.org


https://doi.org/10.3389/fmed.2023.1275480
https://www.frontiersin.org/journals/medicine
https://www.frontiersin.org
https://www.frontiersin.org/articles/10.3389/fmed.2023.1275480/full#supplementary-material
https://www.frontiersin.org/articles/10.3389/fmed.2023.1275480/full#supplementary-material

Abu-Rish Blakeney et al.

References

1. Makary MA, Daniel M. Medical error—the third leading cause of death in the US.
BM]J. (2016) 353:i2139. doi: 10.1136/bmj.i2139

2. Institute of Medicine (US). Committee on quality of health Care in America. To err
is human: building a safer health system. Washington (DC): National Academies Press
(US) (2000).

3. James JT. A new, evidence-based estimate of patient harms associated with hospital
care. ] Patient Saf. (2013) 9:122-8. doi: 10.1097/PTS.0b013e3182948a69

4. Sammer C, Miller S, Jones C, Nelson A, Garrett P, Classen D, et al. Developing and
evaluating an automated all-cause harm trigger system. Jt Comm ] Qual Patient Saf.
(2017) 43:155-65. doi: 10.1016/j.jcjq.2017.01.004

5. Baehr A, Pefia JC, Hu DJ. Racial and ethnic disparities in adverse drug events: a
systematic review of the literature. J Racial Ethn Health Disparities. (2015) 2:527-36. doi:
10.1007/s40615-015-0101-3

6. Okoroh JS, Uribe EE, Weingart S. Racial and ethnic disparities in patient safety. J
Patient Saf. (2017) 13:153-61. doi: 10.1097/PTS.0000000000000133

7. Chauhan A, Walton M, Manias E, Walpola RL, Seale H, Latanik M, et al. The safety
of health care for ethnic minority patients: a systematic review. Int J Equity Health.
(2020) 19:118. doi: 10.1186/s12939-020-01223-2

8. Reeves S, Pelone F, Harrison R, Goldman J, Zwarenstein M. Interprofessional
collaboration to improve professional practice and healthcare outcomes. Cochrane
Database Syst Rev. (2017) 2018:CD000072. doi: 10.1002/14651858.CD000072.pub3

9. Monash B. What's the purpose of rounds? A qualitative study examining the
perceptions of faculty and students. ] Hosp Med. (2017) 12:892-7. doi: 10.12788/
jhm.2835

10. Walton V, Hogden A, Johnson J, Greenfield D. Ward rounds, participants, roles
and perceptions: literature review. Int | Health Care Qual Assur. (2016) 29:364-79. doi:
10.1108/IJHCQA-04-2015-0053

11. Holodinsky JK, Hebert MA, Zygun DA, Rigal R, Berthelot S, Cook DJ, et al. A
survey of rounding practices in Canadian adult intensive care units. PLoS One. (2015)
10:¢0145408. doi: 10.1371/journal.pone.0145408

12. Bharwani AM, Harris GC, Southwick FS. Perspective: a business school view of
medical interprofessional rounds: transforming rounding groups into rounding teams.
Acad Med. (2012) 87:1768-71. doi: 10.1097/ACM.0b013e318271f8da

13. Abu-Rish Blakeney E, Chu E, White AA, Smith GR, Woodward K, Lavallee DC,
et al. A scoping review of new implementations of interprofessional bedside rounding
models to improve teamwork, care, and outcomes in hospitals. ] Interprof Care.
(2021):1-16. doi: 10.1080/13561820.2021.1980379

14. Young MP, Gooder VJ, Oltermann MH, Bohman CB, French TK, James BC. The
impact of a multidisciplinary approach on caring for ventilator-dependent patients. Int
J Qual Health Care. (1998) 10:15-26. doi: 10.1093/intqhc/10.1.15

15. Braus N, Campbell TC, Kwekkeboom KL, Ferguson S, Harvey C, Krupp AE, et al.
Prospective study of a proactive palliative care rounding intervention in a medical ICU.
Intensive Care Med. (2016) 42:54-62. doi: 10.1007/s00134-015-4098-1

16. Sunkara PR, Islam T, Bose A, Rosenthal GE, Chevli P, Jogu H, et al. Impact of
structured interdisciplinary bedside rounding on patient outcomes at a large academic
health centre. BMJ Qual Saf. (2020) 29:569-75. doi: 10.1136/bmjqs-2019-009936

17. Stein J, Payne C, Methvin A, Bonsall JM, Chadwick L, Clark D, et al. Reorganizing
a hospital ward as an accountable care unit. ] Hosp Med. (2015) 10:36-40. doi: 10.1002/
jhm.2284

18. Dodek PM, Raboud J. Explicit approach to rounds in an ICU improves
communication and satisfaction of providers. Intensive Care Med. (2003) 29:1584-8. doi:
10.1007/s00134-003-1815-y

19. Tripathi S, Arteaga G, Rohlik G, Boynton B, Graner K, Ouellette Y. Implementation
of patient-centered bedside rounds in the pediatric intensive care unit. ] Nurs Care Qual.
(2015) 30:160-6. doi: 10.1097/ncq.0000000000000107

20. O’Leary K]J, Killarney A, Hansen LO, Jones S, Malladi M, Marks K, et al. Effect of
patient-centred bedside rounds on hospitalised patients’ decision control, activation and
satisfaction with care. BMJ Qual Saf. (2016) 25:921-8. doi: 10.1136/bmjqs-2015-004561

21. Jacobowski NL, Girard TD, Mulder JA, Ely EW. Communication in critical care:
family rounds in the intensive care unit. Am J Crit Care. (2010) 19:421-30. doi: 10.4037/
2jcc2010656

22. Gustafson KW, LaBrecque MA, Graham DA, Tella NM, Curley MA. Effect of
parent presence during multidisciplinary rounds on NICU-related parental stress. ]
Obstet Gynecol Neonatal Nurs. (2016) 45:661-70. doi: 10.1016/j.jogn.2016.04.012

23.Latta LC, Dick R, Parry C, Tamura GS. Parental responses to involvement in
rounds on a pediatric inpatient unit at a teaching hospital: a qualitative study. Acad Med.
(2008) 83:292-7. doi: 10.1097/ACM.0b013e3181637¢21

24.Khan A, Spector ND, Baird JD, Ashland M, Starmer AJ, Rosenbluth G, et al.
Patient safety after implementation of a coproduced family centered communication
programme: multicenter before and after intervention study. BM]J. (2018) 363:k4764.
doi: 10.1136/bmj.k4764

Frontiers in Medicine

10.3389/fmed.2023.1275480

25. Wrobleski DM, Joswiak ME, Dunn DF, Maxson PM, Holland DE. Discharge
planning rounds to the bedside: a patient- and family-centered approach. Medsurg Nurs.
(2014) 23:111-6.

26. Young E, Paulk J, Beck J, Anderson M, Burck M, Jobman L, et al. Impact of altered
medication administration time on interdisciplinary bedside rounds on academic
medical Ward. ] Nurs Care Qual. (2017) 32:218-25.

27. Demiris G, Oliver DP, Washington KT. Defining and analyzing the problem. In
Behavioral Intervention Research in Hospice and Palliative Care: Building an Evidence
Base. Elsevier (2019). p. 27-39. doi: 10.1016/B978-0-12-814449-7.00003-X

28. Taylor MJ, McNicholas C, Nicolay C, Darzi A, Bell D, Reed JE. Systematic review
of the application of the plan-do-study-act method to improve quality in healthcare.
BMJ Qual Saf. (2014) 23:290-8. doi: 10.1136/bmjqs-2013-001862

29. O’Donnell B, Gupta V. Continuous quality improvement. StatPearls, Treasure Island
(FL): StatPearls Publishing (2020).

30. Mitchell PH, Lang NM. Framing the problem of measuring and improving
healthcare quality: has the quality health outcomes model been useful? Med Care. (2004)
42:11-4. doi: 10.1097/01.mlIr.0000109122.92479.fe

31. Rotter T, Plishka C, Lawal A, Harrison L, Sari N, Goodridge D, et al. What is lean
management in health care? Development of an operational definition for a Cochrane
systematic review. Eval Health Prof. (2019) 42:366-90. doi: 10.1177/0163278718756992

32. Nelson EC, Batalden PB, Godfrey MM. Quality by design: a clinical microsystems
approach. Ist ed. Lebanon, NH; San Francisco: Jossey-Bass (2007).

33. Perversi P, Yearwood J, Bellucci E, Stranieri A, Warren J, Burstein F, et al. Exploring
reasoning mechanisms in ward rounds: a critical realist multiple case study. BMC Health
Serv Res. (2018) 18:643. doi: 10.1186/s12913-018-3446-6

34. Harris R, Sims S, Leamy M, Levenson R, Davies N, Brearley S, et al., Intentional
rounding in hospital wards to improve regular interaction and engagement between nurses
and patients: a realist evaluation. Southampton (UK): NIHR Journals Library; (2019), 7,
1-168.

35.Sims S, Leamy M, Davies N, Schnitzler K, Levenson R, Mayer F, et al. Realist
synthesis of intentional rounding in hospital wards: exploring the evidence of what
works, for whom, in what circumstances and why. BMJ Qual Saf. (2018) 27:743-57. doi:
10.1136/bmjqs-2017-006757

36. Kydonaki K, Takashima M, Mitchell M. Family ward rounds in intensive care: an
integrative review of the literature. Int ] Nurs Stud. (2021) 113:103771. doi: 10.1016/j.
ijnurstu.2020.103771

37. Au SS, Roze des Ordons A, Soo A, Guienguere S, Stelfox HT. Family participation
in intensive care unit rounds: comparing family and provider perspectives. J Crit Care.
38:132-6. doi: 10.1016/j.jcrc.2016.10.020

38. Reeves S, McMillan SE, Kachan N, Paradis E, Leslie M, Kitto S. Interprofessional
collaboration and family member involvement in intensive care units: emerging themes from
a  multi-sited ethnography. ] Interprof Care. (2015) 29:230-7.  doi:
10.3109/13561820.2014.955914

39. Reeves S, Lewin S, Espin S, and Zwarenstein M. A conceptual framework for
interprofessional teamwork. In: Reeves S, Lewin S, Espin S, and Zwarenstein M, editiors.
Interprofessional teamwork for health and social care. Available at: https://doi-org.
offcampus.lib.washington.edu/10.1002/9781444325027.ch4

40. Movsisyan A, Arnold L, Evans R, Hallingberg B, Moore G, O’Cathain A, et al.
Adapting evidence-informed complex population health interventions for new contexts:
a systematic review of guidance. Implement Sci. (2019) 14:105. doi: 10.1186/
513012-019-0956-5

41. Vogus TJ, Hilligoss B. The underappreciated role of habit in highly reliable
healthcare. BMJ Qual Saf. (2016) 25:141-6. doi: 10.1136/bmjqs-2015-004512

42. Baker DP, Day R, Salas E. Teamwork as an essential component of high-reliability
organizations. Health Serv Res. (2006) 41:1576-98. doi: 10.1111/§.1475-6773.2006.00566.x

43. Bhamidipati VS, Elliott DJ, Justice EM, Belleh E, Sonnad SS, Robinson EJ.
Structure and outcomes of interdisciplinary rounds in hospitalized medicine patients: a
systematic review and suggested taxonomy. ] Hosp Med. (2016) 11:513-23. doi: 10.1002/
jhm.2575

44. Mercedes A, Fairman P, Hogan L, Thomas R, Slyer JT. Effectiveness of structured
multidisciplinary rounding in acute care units on length of stay and satisfaction of
patients and staff: a quantitative systematic review. JBI Database System Rev Implement
Rep. (2016) 14:131-68. doi: 10.11124/JBISRIR-2016-003014

45. Ratelle JT, Sawatsky AP, Kashiwagi DT, Schouten WM, Erwin PJ, Gonzalo JD, et al.
Implementing bedside rounds to improve patient-centred outcomes: a systematic review.
BMJ Qual Saf. (2019) 28:317-26. doi: 10.1136/bmjqs-2017-007778

46. Pannick S, Davis R, Ashrafian H, Byrne BE, Beveridge I, Athanasiou T, et al. Effects
of interdisciplinary team care interventions on general medical wards: a systematic
review. JAMA Intern Med. (2015) 175:1288-98. doi: 10.1001/jamainternmed.2015.2421

47.Lane D, Ferri M, Lemaire ], McLaughlin K, Stelfox HT. A systematic review of
evidence-informed practices for patient care rounds in the ICU*. Crit Care Med. (2013)
41:2015-29. doi: 10.1097/CCM.0b013e31828a435f

frontiersin.org


https://doi.org/10.3389/fmed.2023.1275480
https://www.frontiersin.org/journals/medicine
https://www.frontiersin.org
https://doi.org/10.1136/bmj.i2139
https://doi.org/10.1097/PTS.0b013e3182948a69
https://doi.org/10.1016/j.jcjq.2017.01.004
https://doi.org/10.1007/s40615-015-0101-3
https://doi.org/10.1097/PTS.0000000000000133
https://doi.org/10.1186/s12939-020-01223-2
https://doi.org/10.1002/14651858.CD000072.pub3
https://doi.org/10.12788/jhm.2835
https://doi.org/10.12788/jhm.2835
https://doi.org/10.1108/IJHCQA-04-2015-0053
https://doi.org/10.1371/journal.pone.0145408
https://doi.org/10.1097/ACM.0b013e318271f8da
https://doi.org/10.1080/13561820.2021.1980379
https://doi.org/10.1093/intqhc/10.1.15
https://doi.org/10.1007/s00134-015-4098-1
https://doi.org/10.1136/bmjqs-2019-009936
https://doi.org/10.1002/jhm.2284
https://doi.org/10.1002/jhm.2284
https://doi.org/10.1007/s00134-003-1815-y
https://doi.org/10.1097/ncq.0000000000000107
https://doi.org/10.1136/bmjqs-2015-004561
https://doi.org/10.4037/ajcc2010656
https://doi.org/10.4037/ajcc2010656
https://doi.org/10.1016/j.jogn.2016.04.012
https://doi.org/10.1097/ACM.0b013e3181637e21
https://doi.org/10.1136/bmj.k4764
https://doi.org/10.1016/B978-0-12-814449-7.00003-X
https://doi.org/10.1136/bmjqs-2013-001862
https://doi.org/10.1097/01.mlr.0000109122.92479.fe
https://doi.org/10.1177/0163278718756992
https://doi.org/10.1186/s12913-018-3446-6
https://doi.org/10.1136/bmjqs-2017-006757
https://doi.org/10.1016/j.ijnurstu.2020.103771
https://doi.org/10.1016/j.ijnurstu.2020.103771
https://doi.org/10.1016/j.jcrc.2016.10.020
https://doi.org/10.3109/13561820.2014.955914
https://doi-org.offcampus.lib.washington.edu/10.1002/9781444325027.ch4
https://doi-org.offcampus.lib.washington.edu/10.1002/9781444325027.ch4
https://doi.org/10.1186/s13012-019-0956-5
https://doi.org/10.1186/s13012-019-0956-5
https://doi.org/10.1136/bmjqs-2015-004512
https://doi.org/10.1111/j.1475-6773.2006.00566.x
https://doi.org/10.1002/jhm.2575
https://doi.org/10.1002/jhm.2575
https://doi.org/10.11124/JBISRIR-2016-003014
https://doi.org/10.1136/bmjqs-2017-007778
https://doi.org/10.1001/jamainternmed.2015.2421
https://doi.org/10.1097/CCM.0b013e31828a435f

Abu-Rish Blakeney et al.

48.National Health Service Advancing Quality Alliance. Quality, Service
Improvement, and Redesign tools: a model for measuring quality care [Internet].
Available at: https://aqua.nhs.uk/wp-content/uploads/2023/07/gsir-measuring-quality-
care.pdf (Accessed September 14, 2023).

49. Lewis CC, Klasnja P, Powell B], Lyon AR, Tuzzio L, Jones S, et al. From classification
to causality: advancing understanding of mechanisms of change in implementation
science. Front Pub Health. (2018) 6:136. doi: 10.3389/fpubh.2018.00136

50. Vogus T, Sutcliffe KM. The safety organizing scale: development and validation
of a behavioral measure of safety culture in hospital nursing units. Med Care. (2007)
45:46-54. doi: 10.1097/01.mlr.0000244635.61178.7a

Frontiers in Medicine 08

10.3389/fmed.2023.1275480

51. Greenhalgh T. Role of routines in collaborative work in healthcare organisations.
BMJ. (2008) 337:a2448. doi: 10.1136/bmj.a2448

52. van Leijen-Zeelenberg JE, van Raak AJ, Duimel-Peeters IG, Kroese ME, Brink PR,
Vrijhoef HJ. Interprofessional communication failures in acute care chains: how can
we identify the causes? ] Interprof Care. (2015) 29:320-30. doi: 10.3109/13561820.2014.1003802

53. Becker MC. A framework for applying organizational routines in empirical
research: linking antecedents, characteristics and performance outcomes of recurrent
interaction patterns. Ind Corp Chang. (2005) 14:817-46. doi: 10.1093/icc/dth072

54. Carroll C, Patterson M, Wood S, Booth A, Rick ], Balain S. A conceptual framework for
implementation fidelity. Tmplement Sci. (2007) 2:40. doi: 10.1186/1748-5908-2-40

frontiersin.org


https://doi.org/10.3389/fmed.2023.1275480
https://www.frontiersin.org/journals/medicine
https://www.frontiersin.org
https://aqua.nhs.uk/wp-content/uploads/2023/07/qsir-measuring-quality-care.pdf
https://aqua.nhs.uk/wp-content/uploads/2023/07/qsir-measuring-quality-care.pdf
https://doi.org/10.3389/fpubh.2018.00136
https://doi.org/10.1097/01.mlr.0000244635.61178.7a
https://doi.org/10.1136/bmj.a2448
https://doi.org/10.3109/13561820.2014.1003802
https://doi.org/10.1093/icc/dth072
https://doi.org/10.1186/1748-5908-2-40

	How and why might interprofessional patient- and family-centered rounds improve outcomes among healthcare teams and hospitalized patients? A conceptual framework informed by scoping and narrative literature review methods
	Introduction
	Review scope and approach
	Part 1: Systematic scoping review to identify common themes in published IPFCR literature
	Part 2: Existing theories and conceptual frameworks to support or contradict emergent themes
	Part 3: Integration of scoping and narrative reviews to inform a preliminary IPFCR model and theory

	Discussion
	Limitations
	Conclusion

	Author contributions

	 References

