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Introduction: The communication skills of healthcare professionals play a crucial role in successful shared decision-making with parents in neonatal intensive care. Improving communication skills can be achieved through practice and reflection on personal experiences after authentic interaction events with parents. The process of reflection typically involves three phases: description, reflection, and critical reflection. In this study, our aim was to explore the acceptability of the Reflective Group Dialogue intervention and its effectiveness in supporting the reflective process.



Methods: This qualitative pilot study was conducted in the neonatal intensive care unit at Uppsala University Children's Hospital, Sweden. The sample consisted of nine medical rounds with seven families, five neonatologists, seven registered nurses, and five assistant nurses. Purposive sampling was used to collect the data. The intervention comprised four elements: (1) before the intervention, a recorded presentation on shared decision-making was given to the entire unit staff, (2) an observation of a normal medical round discussion with parents, (3) an interview with parents about their experience after the same round, and (4) a reflective discussion with the participating health care professionals after the round. The parent interviews and reflective discussions were audio-recorded and transcribed verbatim. They were analyzed using thematic analysis as a theoretical strategy.



Results: Both parents and staff widely accepted the intervention and found it beneficial. We identified four discussions that remained in the descriptive phase of the reflection process, four that reached the reflective phase, and one that reached the critical reflection phase. The descriptive discussions were characterized by using a single perspective to reflect, often based on personal opinions. The reflective discussions included analyzing interaction sequences from both staff and parent perspectives and were primarily based on actual observations of communication during medical rounds. The critical discussion led to a new awareness of current practices concerning parental involvement in decision-making. These discussions also utilized “what-if” thinking to evaluate potential new practices and their pros and cons.



Conclusions: The intervention seems promising as it was perceived as beneficial by the recipients and facilitated reflection in most cases. However, to enhance the feasibility of the intervention, some improvements are discussed.
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Introduction

Care in neonatal intensive care units (NICU) is undergoing a paradigm change from professional-centered care, which solely focuses on the infant's well-being, to family-centered care (FCC). The inclusion of the family has expanded the focus of care to the well-functioning parent-infant relationship and parenting. According to the FCC model, parents should be actively involved in decision-making about their infant's care (1, 2). Parents have expressed a desire to participate in medical rounds and decisions related to their normal role as parents (3, 4). Parent involvement in decision making in the NICU context has been shown to have an impact on some clinical decisions (5). It has also been shown to increase parents' autonomy, satisfaction with care, feeling heard and respected, and support the development of their parenting and involvement in infant care (6, 7). A meta-analysis of shared decision-making interventions in pediatric contexts showed a decrease in decision-making conflicts and an increase in parental knowledge (8).

The medical rounds represent a traditional institutional practice for information-sharing and decision-making in neonatal intensive care, making it a central practice to consider when improving parental participation in decision-making. Shared decision-making in neonatal care is a collaborative communication process between parents and healthcare professionals, ensuring that decisions align with the patient's values and preferences (2, 9). Communication is both a facilitating and inhibiting factor in successful shared decision-making. Limited information sharing and a lack of explicit discussions and negotiations with parents have been shown to hinder shared responsibility for decision-making, while staff support is crucial in facilitating parents' autonomous decision-making about the daily care of the infant (10). Deficiencies in communication skills among staff can create an implementation gap in FCC in the NICU context (10, 11).

To address this problem, we propose improving individuals' skills in reflecting on their own communication and behavior in decision-making situations with parents. There is evidence, although limited, suggesting that high reflective skills are associated with better communication skills (12). Reflection is a metacognitive process that involves examining one's own experiences afterward and analytically considering them. Through reflection, experiences are mentally reconstructed, reorganized, interpreted, and personal meanings are formed (13). When the reflective process reaches critical reflection, it can lead to a new understanding that supports behavioral changes, such as adopting new communication strategies (14). Reflective thinking is considered a cornerstone of lifelong learning and an essential aspect of professional skills in any work involving direct interaction with patients (15, 16).

Traditionally, the development of reflective thinking in a professional context has been supported using tools focused on personal learning, such as reflective diaries. However, this approach misses the social component of learning and the opportunity for professional reflective dialogue. Recent reviews have reported on the effectiveness of reflective practice interventions that utilize group dialogue within interprofessional healthcare teams, which have improved thinking and facilitated behavioral changes in collaboration and care practices (17–20).

As far as we know there is no reflective practice intervention available for NICU healthcare professionals to enhance their ability to reflect on their communication patterns and the factors influencing communication and shared decision-making in a family-centered way. Therefore, the overall aim of this pilot study was to explore the feasibility of the “Reflective group dialogue” intervention in supporting NICU healthcare teams to involve parents in discussions and decision-making during medical rounds. The specific research objectives were to evaluate the acceptability of the intervention from the perspectives of unit staff and parents and assess its success in facilitating healthcare team members' reflective process on communication and decision-making during medical rounds. The findings from this pilot study will inform the development of the intervention for an evaluation trial to assess its effectiveness.



Materials and methods

This feasibility study focused on the acceptability of the intervention to the recipients and its success in facilitating reflection. The study was conducted in the NICU at Uppsala University Children's Hospital which is a regional referral NICU (level IIIB). It serves a population of approximately 23,000 births/year from seven county hospitals at distances ranging from 70 to 300 km. The NICU has a long experience in family-centered care by promoting parental presence and participation in the infant's care. The unit has three open-bay intensive care rooms with 12 cots, an adult bed next to each cot, and privacy screens to encourage the presence of parents with their infants. This allows at least one parent to be 24/7 with their infant in the intensive rooms. In addition, the unit has eight single-family rooms, each with a cot. In these rooms, both parents can be with their infants 24/7. All parents at the unit are encouraged to stay with their infant, participate in the infant's care, and participate in the medical rounds (21, 22).

Daily medical rounds were performed in the mornings and involved at least one doctor, one registered nurse, and often one assistant nurse. The parents participated if they were available or awake. The order of progress during the medical round varied slightly, usually depending on the doctor in charge. Generally, the healthcare team would first discuss the infant's current condition and develop a preliminary care plan in a designated room (later on called a doctor's office). Then, the team walked from patient to patient to inform and discuss with available parents. Physical examinations were performed when needed and in the open bay rooms usually before the medical round. Since parents often were present in the unit, in the infant's care room, or on the premises, there were ample opportunities for conversations with doctors outside of the formal medical rounds. A study reported that 89% of mothers and 73% of fathers participated in the medical rounds at the unit (23).


Participants

The sample consisted of nine medical rounds. A total of seven families attended the nine medical rounds, 7 mothers and 3 fathers. Two mothers attended their infants' medical rounds twice during the study. The inclusion criteria for parents were: (1) their infant was older than 3 days, (2) their infant did not have a life-threatening illness, (3) they could speak and understand Swedish or English, and (4) at least one of the parents was participating in a medical round. Purposive sampling was used to recruit families with infants with different medical conditions and lengths of stay in the NICU.

After a medical round, the healthcare team that took part in the medical round was invited to participate in the reflective dialogue organized by the research team. A neonatologist and a registered nurse participated in all nine discussions, and an assistant nurse also participated in four of the discussions.



Procedure

The research team approached the families and provided them with an information letter about the study. Written informed consent was obtained from the families who agreed to participate. Following consent from the families, the healthcare team conducting the medical round involving the participating parents was approached and provided with oral and written information. Written informed consent was required from all healthcare team members participating in the infant medical round before data collection.

The data collection was performed for six weekdays between November and December 2018. Out of 150 registered nurses, assistant nurses, and 15 doctors who were approached by email before the intervention, two declined to participate in this intervention pilot. Furthermore, 10 families were approached and seven of them agreed to participate. The background information was collected from the parents and healthcare team members through questionnaires.



Intervention

The aim of the intervention is to increase the awareness of the healthcare team members of their own attitudes and behavior related to parental participation in communication and decision-making during the medical round. The study received ethical approval from the Swedish Ethical Review Board (Dnr 2018/348). The intervention was developed based on our exploratory study about communication and decision-making during medical rounds (4), an argumentative paper about parents' vulnerability in medical decision-making (4, 24), and our experiences on implementing the Close Collaboration with Parents intervention (25). As a part of the Close Collaboration with the Parents intervention, a systematic structure for the intervention was developed and tested in four Finnish NICUs and one Norwegian NICU between 2016 and 2017.

The intervention is described in detail according to the Template for Intervention Description and Replication (TIDieR) checklist in Supplementary Appendix S1 (26). In general, the intervention consisted of four elements: (1) a video-recorded presentation on the evidence for parental involvement in medical rounds was e-mailed to all unit staff one month before recruitment, (2) the observation of a medical round that was conducted while the healthcare professionals carried out the round according to their normal practice, (3) an interview of the parents about their experiences of the communication and decision-making during that round, and (4) a reflective discussion with the participating health care professionals regarding communication and decision-making during the medical round (Figure 1).
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FIGURE 1
Illustration of the Reflective Group Dialogue intervention and its progression..




Observations of the medical round

Two to three researchers participated as passive observers during the medical rounds. The purpose of this was to both see and hear what happened during the medical round. Memory notes were taken immediately after the round. All researchers who participated as observers during the round also participated in the reflective discussions.



Parent interviews

Parents were interviewed in their family space/room after the medical round. The semi-structured interview guide included the following themes: parent's thoughts and feelings about (1) the medical round, (2) communication and decision-making during the round, (3) support provided by health care professionals for the participation, and (4) the interventions e.g., observations, providing feedback on healthcare staff, potential participation in reflective discussion At the end of the interview, it was confirmed that parents felt comfortable having their thoughts shared in the reflective discussion. If there were any thoughts that should be kept confidential, they were identified. During the reflective discussion, one of the researchers, at the time, shared insights from the interviews with the parents. The interviews were audio recorded and transcribed verbatim.



Reflective discussions

The aim of the reflective discussions was to pursue shared awareness and understanding of communication and decision-making between healthcare professionals and parents during medical rounds, using reflective questions (Supplementary Appendix S2). This conversation should work as an enabler for critical reflective thinking, allowing each participant's emotions and ideas to be expressed, which may lead to new understanding and thereby changes in practices. A researcher also incorporated insights from parents' perspectives gained through the interviews into the discussion (Supplementary Appendix S3). The reflective discussions were held in a separate room near the NICU and they lasted from 45 to 60 min. At the end of the discussions, feedback about the intervention was requested. The reflective discussions were recorded and transcribed verbatim.

Three researchers facilitated the reflective discussions, one at a time. One was a psychologist with psychotherapeutic training that included the use of reflection in the therapeutic context. She and another researcher on this team had created the facilitation structure for the reflective discussion and had tested and modified it in four different NICUs prior to this pilot. The third researcher learned facilitation by observing and later facilitating the discussions conducted toward the end of the study and receiving feedback from others.



Analysis strategy

The theoretical thematic analysis was used as an analysis strategy (27). The phases of the reflection process in each discussion were examined using the set of theory-based criteria that combined Koole's cyclic reflection process (14), Kember's levels of reflective thinking (28), and psychotherapeutic understanding of the reflection concept which added emotions and mentalization in the reflection process (16). The criteria for three phases of the reflection process (1) description, (2) reflection, and (3) critical reflection are described in Table 1.


TABLE 1 The criteria for the phases of reflection used in the analysis.
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First, the transcribed reflective discussions were coded according to the criteria representing different reflection phases. This allowed us to evaluate to which phase the reflection process progressed during each group discussion. In the next phase, the codes under each phase were grouped into the sub-themes which formed the structure of the description for each phase. The structure of each phase of the reflection process was different. However, in all three, we described first the starting point of the discussion and what kind of descriptions were used at that specific phase. The discussions in the reflection and critical reflection phases continued further to the analytic exploration, responses to new or critical observations, and forming interpretations. Only in the critical reflection phase, we were able to identify plans for new practices and reflection on their potential impacts (Table 1). The description of the sub-themes was embodied in the content of the included reflective group discussion in each phase. From the parent interviews only, the comments related to the acceptability of the intervention were coded inductively. The initial analysis was done by (JN) and confirmed by (SAB). The disagreements were given to another researcher for review (AA). The final classification of the discussions to different phases of the reflective process is in accordance with the consensus between two researchers (SAB & AA). The analyses were conducted with the help of NVivo 12 software.




Results

Altogether seven mothers and three fathers of the infants participated in the nine medical rounds and interviews after the round. The average age for the mothers was 27.8 years and 35.1 years for the fathers. All the infants were singletons and their average gestational age at birth was 29 weeks. The healthcare teams that participated in the intervention sessions consisted of five neonatologists, seven registered nurses, and five assistant nurses. Three of the neonatologists were men and two were women with an average age of 46 years. All the registered nurses and assistant nurses were women. The average age of the registered nurses was 42 years and assistant nurses were 40 years. Of the participating healthcare team members, 83% worked full-time in the unit.


The acceptability of the intervention

All parents who participated in the intervention agreed with the researchers' presence at their infant's medical rounds. They expressed that they were used to many people attending medical rounds. Parents expressed that they were able to act and discuss normally during the rounds. All parents described it as a positive experience to be heard and to give feedback about the medical round. They wanted without hesitation to share their experiences with the healthcare team.


A parent: You are quite used to it here, it is often students, and there are often many people, so you are quite used to it. (Parental interview case 7)



Furthermore, parents could consider participating in a reflective discussion with the healthcare team after the round. They felt that it would be an important opportunity to develop care and provide constructive critique to the unit staff. However, one parent also brought up that it could be problematic to provide critique to the healthcare staff although it is the parent's right and responsibility.


A parent: Or maybe like ask if the parents want to. Maybe ask if you want to explain more, it might, as a parent when you are in this situation where you don't want the people that are to save your kid's life to feel bad towards you if you have given some kind of critique, and it might be put in another way if…ethically I think it would be a good idea that the parent can explain because it's not really in your interest, it is in the parents interest that the doctor and you yourself have a good…(Parental interview case 2)



Almost all approached healthcare team members of the unit were willing to participate in the intervention pilot. However, none of those who participated had reviewed the video material provided prior to the intervention. All reflective discussions were carried out during the day the round observation was conducted, even though finding the dedicated time for the discussions within the unit's busy daily schedules was a challenge. The challenges were: (1) difficulties in scheduling a common time for all healthcare team members who participated in the observed round in three cases, (2) interruptions during the reflective discussions in one case, and (3) delay in attending to or leaving in the middle of the discussion in three cases.

All the healthcare teams that participated in the reflective dialogue sessions reported that the discussions were somewhat beneficial. The team members appreciated the reflective discussions because they offered a ground for multi-professional reflections and reflections on situations other than extremely acute situations. They also reported that the discussions facilitated the emergence of new ideas, learning, and the identification of needed improvement needs. The team members valued the parents' feedback, which especially stimulate new ideas or validate the current practices. They mentioned that a busy day in the unit and a lack of skills or courage to reflect were the main hindrances to success in reflective discussions. They also assumed that the timing of the discussion immediately after the observed medical round and keeping it brief would facilitate the success of reflection.



The success of the intervention to support healthcare team members' reflective process

In the deductive analysis, we found that out of nine reflective discussions, five included some form of reflection. Based on the level of reflection expressed in the content of discussions three groups were identified: (1) descriptive discussions, (2) reflective discussions, and (3) discussions with critical reflection.


Descriptive discussions

These discussions mainly focused on events during the medical round, often starting with introspection or descriptions of practices. Participating healthcare team members applied some previous knowledge to understand parents' participation in the round, but actual events were rarely recalled.

Introspection was used when commenting on the medical rounds, where participants examined their own thoughts and feelings. For example, they evaluated their satisfaction with the round performance. They experienced the rounds as easy, mainly because they were familiar with the parents. They also described familiarity brought them security and made communication easy with parents. Introspection was also seen in comments where the participants expressed their personal preferences regarding the medical round practices.


Healthcare team member 3: I personally do not like it, but there are two different types of discussions, a round without the parents and then talking with them later on. Personally, I do not like rounds without parents. (Reflective discussion, case 7)



In addition, the descriptive comments used focused mostly on the purpose and structure of the round. For the healthcare staff, the main purpose of the round was to gather information and make plans. They also emphasized the importance of parental participation, both intellectually and in general. They emphasized that the round was for the parents and that the parents knew their children best. They described that a parent who is present in the unit a lot can be a source of information for decision-making, although the doctor has the actual competence to make the decisions. Teams also described how communication during rounds becomes a continuum when parents are present daily. Contradictorily, they also concluded that it did not make a difference whether the parents were present or not because the decisions could be made without them and the parents received the information afterward. No one recognized this inconsistency between the comments. Overall, these descriptions were not directly related to the observed medical rounds.

In these discussions, the previous knowledge was applied to reason the difficulty of involving parents in the medical rounds or decision-making. The reasons were related to the nature of the unit, professionals' own needs, and assumptions about the parents. As the unit was a teaching hospital, it was seen as hindered to parental participation due to potentially awkward situations arising from teaching, such as parents overhearing what they might perceive as “stupid questions”. Experienced team members also expressed a need to discuss and consider decisions among themselves before involving parents. The computer was recognized as an important tool for decision-making but was also seen as potentially disrupting contact with parents, creating a dilemma between bedside decision-making and decision-making in a doctor's office. Furthermore, team members made assumptions about parents that hindered their invitation to participate, believing that parental involvement would be too stressful for them.


Healthcare team member 1: You know, that the mother knows her child the best, that you take it into account, and we did. It (the round) is for them.




Healthcare team member 2: I totally agree but you cannot put too much pressure on her. They've been here for a long time, and it's starting to get stressful for her, I have a feeling. She is also quite young. And we tend to forget that it's the first child and she has no relative to backup. I wouldn't put pressure on her about participating in the rounds. (Reflective discussion, case 3)



Some team members would have liked to involve the parents more in decision-making than the current practice enabled. However, these individual critical voices did not trigger any further discussions in these discussions. Instead, the other team members wanted to convince others that there were no reasons to be critical, asserting that “We did everything just fine”. Although this comment was made with good intentions, it suppressed the opportunity for reflective exploration.

Overall, these discussions had a strong tendency to switch over to a general discussion about the medical rounds from the exploration of the observed medical round situations. Only one actual event was described in detail during these discussions. The descriptions were also mainly focused on parents' behavior or participants' own behavior but not on parent-staff communication or interaction. Personal preferences regarding practices were often emphasized in the comments. Overall, participating teams expressed satisfaction with the current practices related to medical rounds.



Reflective discussions

In these cases, the healthcare teams' discussions were primarily grounded in the actual events that occurred during the medical rounds. For instance, a team described their communication with a mother who was worried about her infant. They became aware that the mother's worry influenced how they communicated with her. They explored analytically their own behavior, emphasizing the importance of attentive listening and providing reassurance throughout the discussion. The team felt that this approach met the mother's needs. Their interpretation was that they consciously reduced the amount of detailed information shared to help regulate her anxiety. A participant also shared an observation of a healthcare team member's words bringing immediate relief to a mother.


Healthcare team member 4: “I think you said exactly that, it looks good….You see that she is relieved and exhales, the same thing when you confirm that the baby has pooped, that's great, then you see that she exhales, you see in her body language”. (Reflective discussion, case 2)



Another team discussed how their prior collaboration with a parent influenced their trust in the parent's knowledge about their infant during the medical rounds. They recalled offering the parent two options for increasing milk amounts and allowing the parent to make the final decision. They interpreted that familiarity with the parent facilitated sharing observations and involvement in decision-making. They concluded that it was easier to interpret a parent's behavior when they knew the parent. They also concluded that knowing a parent's educational level could be meaningful in adjusting communication.

The descriptions in these discussions often centered around parents. In the discussion of a team, the critical inquiry stemmed from surprising information shared by a parent that could have been useful in decision-making but was not disclosed to the healthcare team. The team reconstructed the interaction during the decision-making situation in detail, leading to the interpretation that the healthcare team's behavior, such as turning toward each other, asking questions to one another, and limiting eye contact, caused the parent to withdraw. The team become aware that positioning and eye contact played a crucial role in parent and team member participation. As an improved practice, they proposed standardized positions in a circle during medical rounds.


Healthcare team member 1:… But the one who stands opposite is asked the question more easily or more often, I feel. I think that the mother was standing opposite me and I talked to her so when I heard this question I turned to you, then I had my back towards the mother …




Healthcare team member 3: …. I do not know, but it may be something like that because it may be clear that I was turning away from the mother. Then she feels excluded from the discussion, she needs to be very persistent to get into the discussion again, not just eye contact, maybe with physical contact or using a loud voice.




Healthcare team member 1: Should we position ourselves in a standardized way from the beginning because it is so important for communication? (Reflective discussion, case 2)



Another team interpreted a parent's behavior during a round as a need for control. They try to understand parents' behavior by mentalizing how it may feel if one suddenly loses the sense of control. Some participants were also mentalizing how their communication and behavior during the medical round might make parents feel.

These discussions included genuine, varied, and detailed observations of the actual medical round situations. Descriptions focused on activities during the round and the interaction between the healthcare team and parents. The participants reconstructed collaboratively the staff-parent communication or decision-making situations, resulting in a comprehensive understanding of the episode. The families' perspectives were also acknowledged throughout the discussions, and empathy was expressed toward them. Team members aimed to understand their own and parents' feelings and behaviors through mentalization. Feedback from parents played a crucial role in triggering critical inquiry in one case.



Discussions with critical reflection

In this case, the discussion began by recalling the interaction between the healthcare team and parents during the observed round. The descriptions mainly focused on the roles of the participants in the discussion. The team noted that during the medical round, today's discussion was mainly for the parent. The nurse's role was described as a facilitator, allowing parents to voice their observations and concerns more openly. They also recognized that at a certain point in the round, the roles of active participants changed. This occurred when a nurse posed an important question about necessary blood tests, leading to a discussion between the nurse and the doctor. These descriptions made the team become aware that everyone contributed something valuable to the discussion, and this active involvement allowed decisions to be made collaboratively.

A critical reflection cycle was initiated by a team member who was new in the unit. This member realized that the current structure of the medical rounds did not support the inclusion of parents in the rounds in intensive care rooms. The other group members agreed with this observation. They also became aware of the paradox that while no one opposed parents' participation, they were still not actively inviting them. They recalled a previous unsuccessful attempt to involve parents in the medical rounds in the intensive care rooms. However, they also identified some benefits, such as more dynamic dialogue in rounds where parents were involved and the ability of parents to raise meaningful issues that the healthcare team had not considered. After reflecting on the previous effort, the group proceeded to explore what would change if they actively involved parents in the rounds in the intensive care rooms. They concluded that it might save time.


Healthcare team member 1: But he is right in saying that we do not actively invite the parents to the round. Nobody thinks it's weird if they are involved but we do not actively invite them. You can see that as a disadvantage.




Healthcare team member 2: We do not tell them that our rounds start at half-past eight and ask if they want to join, that they are welcome. (Reflective discussion, case 4)



In this case, the team also analytically explored the meaning of parents' participation in the medical rounds. They pondered whether the purpose of parents’ participation was to involve them in decision-making or simply to provide an opportunity for parents to meet with a doctor. Meeting a doctor could happen at any time, but changes need to be made if the true purpose was to involve parents in decision-making.

Based on the team's newfound understanding, they began to explore potential practice changes. They focused on finding the appropriate setting for sensitive discussions with parents about infant care, particularly regarding critical care decisions. The main discussion revolved around whether decision-making should occur outside the intensive care room or in a “doctor's office”, and whether parents could participate in decision-making if critical decisions were made in the doctor's office. A participant recalled instances where parents had requested to be present in the doctor's office for decision-making. However, the group interpreted this as only possible for strong-willed parents. Eventually, they ended up evaluating the potential new practice of involving parents in decision-making when it takes place in the doctor's office.


Healthcare team member 1: Could we take the parent in there (to the office)?




Healthcare team member 2: Absolutely, we could do that




Healthcare team member 1: There may be patient papers and patient information on the computer screen.




Healthcare team member 2: Yes, there are things that we need to think about. I do not really think that anyone is negative about having parents, it is not a problem. It's more of a logistical issue.




Healthcare team member 3: Logistical and confidentiality issues. (Reflective discussion, case 4)



The team demonstrated the ability to critically analyze their current practices regarding parents' involvement in medical rounds. They became aware that decisions in the intensive care room were often made without parents because they were not invited to the medical rounds. The group engaged in analytical exploration using “what-if” thinking and evaluated potential new practices, considering their benefits and drawbacks. Overall, the topics were examined from various perspectives. Interestingly, while the group reached a level of critical reflection, the discussion did not involve much recollection of events from the observed round.





Discussion

The aim of this study was to evaluate the acceptability of the Reflective Group Dialogue intervention and its success in supporting NICU healthcare team members' reflective process regarding their communication with parents during a medical round. The intervention was well accepted by both the parents and the healthcare team members, who found it beneficial. However, there were some challenges in delivering the intervention practically. The intervention facilitated a reflective process in 5 out of 9 discussions after the medical round. We identified four discussions that remained at the descriptive level, four that reached the reflective level, and one that reached the critical reflection level.

The approached healthcare team members and parents were mostly willing to participate in the intervention. The parents would have been even willing to participate in a reflective group discussion with staff because they valued being heard. The main challenge was to integrate the intervention into the daily routines of the unit. Challenges included finding a convenient time for all team members and ensuring proximity to the observed medical round which would have allowed for fresh recollections of events. The healthcare team members also recognized the advantage of reflecting on staff-parent communication after everyday medical round situations. This differs from the typical use of debriefing methods, which are often employed in the context of simulation teaching or after adverse or critical situations. Furthermore, healthcare team members expressed that feedback from the parents' interviews was valuable to them.

In the four cases where the intervention did not succeed in facilitating reflection, a majority of the healthcare team members expressed strong satisfaction with the round events, which may have diminished their motivation for reflection. The observed medical rounds may have been too routine-like, lacking the elements that would trigger the reflective process. Humans are naturally inclined to respond to changes and variations in the environment, paying more attention to unexpected events, while routines or typical events do not rise our interest (16). Furthermore, the lack of motivation may be due to a lack of prior experience in reflection and an understanding of its benefits. Therefore, providing an introductory lecture or material prior to the intervention to frame the value and intended outcomes of reflective discussions would have been important (20). In these discussions, only a few critical comments were made, and they were not explored further. This may be due to participants not feeling safe enough to explore the critical comments (16). An interesting inconsistency was also identified in these discussions: healthcare team members expressed appreciation for parents' involvement but perceived their actual participation in the medical rounds as insignificant. However, neither the participating team members nor the interventionist, as the discussion facilitator, pointed out this inconsistency, which could have prompted reflection. Furthermore, in the descriptive discussions, personal opinions were emphasized, which may have hindered reflection from the perspective of another person (29). This is typical for introspection, where reflection focuses inward, for example, examining one's thoughts and feelings (16). In these cases, facilitators could have encouraged group members to consider the situation from a parent's perspective. The descriptive discussions should not be simply dismissed as non-reflective, as some attempts to understand and reflect were present (28). However, the differences were not clear enough to form a distinct fourth reflection phase between description and reflection.

The intervention primarily facilitated reflective discussions, which is in line with previous findings that achieving lower levels of reflection is more common than achieving higher levels (17, 30). The reflective discussions were most strongly grounded in the observed situations and staff-parent interactions. This is also consistent with earlier research indicating that using clinical situations is a key element of effective reflective practice interventions (20). In these discussions, participating healthcare team members reconstructed interaction chains and engaged in analytical and collaborative exploration. They all appeared motivated to have reflective dialogues. In contrast to the non-reflective discussions, the observed rounds included factors that may have increased participants' motivation for reflection. The observed situations evoked emotions in the team members, and comments from parents' interviews introduced surprising perspectives that fostered the reflective process. The unexpected information provided alternative viewpoints or explanations for the events during the observed situations. Considering alternatives is a central aspect of the reflective process (16). Participants also spontaneously engaged in mentalization in these discussions by considering the situation from the parents' perspective more often than in non-reflective discussions. They also expressed empathetic understanding towards parents. However, the reflective process often stopped at empathetic understanding and did not progress to critical reflection on how these observations could be used to improve parents' participation in the future. Critical reflection could have involved questioning one's own actions, behaviors, or interpretations and exploring alternative options. Perhaps facilitators could have more actively suggested these reflective actions to the groups.

Critical reflection is often described as a change of deeply held or fundamental assumptions or preceding transformative learning (31). The deeply held assumptions are typically something that a person does not question easily rather one selects the observations from the environment that supports the assumption or makes them fit with the assumption. In the discussion that reached critical reflection, the starting point was a questioning of current practices by a new team member who was probably still able to observe the practices with the eyes of an outsider. In this discussion, the transformative idea of the group was that parents' possibility to meet a doctor is different from being involved in decision-making. This may seem a small change of assumption but its impact on practice is big. Instead of being satisfied with parents' possibility to meet a unit doctor anytime and keeping parents well informed the group realized that they need to change something if they want to involve parents in everyday decision-making. Furthermore, the theoretical idea that the unearthed assumptions often relates to power relationship is also embodied in this case (16, 31). The participating team members realize that it is in their hands to support making the change. Critical reflection can be described as deconstruction that then can be followed by reconstruction (31). In this case, the group started to reconstruct by proposing and evaluating potential new practices. The next step would have been to follow if this discussion led to some behavioral changes but that was not the aim of our study.

The credibility of our findings is supported by the earlier literature on the phases of the reflection process and systematic data analysis conducted by three researchers. However, our description of critical reflection is based on only one reflective group discussion. In the future, it is important to further study the common patterns of this kind of reflective process. Another limitation to consider is the varying expertise levels of the facilitators of the reflective group discussions, which may have influenced the course of the discussions and potentially diminished the dependability of our data collection process. However, in many NICUs, it is still common practice for parents not to be allowed to participate in medical rounds. In such contexts, the acceptability of our intervention would be questionable. The whole research team engaged in regular reflective discussions on our impact on the study findings during the data collection and analysis process. Although the research team spent time in the study unit and two of its members were unit staff members, the participants, and researchers might not have established a trusting enough relationship, which is required for the critical reflection process.



Conclusion and implications

The Reflective Group Dialogue intervention seems promising, as recipients found it useful and it facilitated reflection in most cases. The intervention facilitated reflection in cases where healthcare members reconstructed the actual interaction sequences themselves and parents, and when they were ready to explore the critical comments, several perspectives, and alternatives that emerged during the intervention session. These prerequisites appear to be necessary for the progression of the reflection process.

However, there are areas for improvement to make the intervention more feasible. The main challenge was finding a suitable time for the intervention session within a regular working day in the NICU. Allocating dedicated time resources for the reflective group dialogue session could facilitate the mindful curiosity required for observing interaction sequences and engaging in self-reflection. Prior to the intervention, an introductory session or materials could be provided to establish the theoretical background, value, and intended outcomes of reflective group dialogue. Repeating the intervention session may also support the progression of the reflective process. In addition, the use of video replay of the medical round communication could enhance recall of staff-parent interaction events and facilitate reflection. Anyway, introducing a non-judgmental approach to reflective practice prior to the intervention may be important to create psychological safety for the group dialogue sessions. We highlighted the non-judgmental approach only at the beginning of reflective dialogue sessions. Additionally, encouraging the teams to select medical round situations that include elements (such as challenging or emotional discussions with parents) that potentially trigger the motivation to reflect could be beneficial. Thus, the selection of a challenging case requires trust in the discussion facilitator and team members. Parents' feedback on communication during medical rounds, as well as the viewpoints of new team members regarding unit practices, can bring new perspectives and thus facilitate the reflective process.

Our intervention could provide a method for NICU healthcare teams to actively explore current communication practices and implement the FFC approach in their everyday communication. Furthermore, it may provide an active way to involve parents in co-creating the communication culture within a unit.
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