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Abstract

Family-centered care encour-
ages patients and families
to participate in the planning
and delivery of care based
on personal preferences

and individual needs. For
pediatric patients and fami-
lies, family-centered rounds
(FCRs) represent a standard
of care that involves patients
and families partnering with
the healthcare team to share
information and make deci-
sions about care. Our health-
care team strongly believes
that FCRs are critical to
providing excellence in care.
Our initial attempt to imple-
ment and then sustain FCRs
presented challenges that
required changing the cul-
ture to one that consistently
partners with patients and
families and appreciates the
role they play in the care of
their children. Incorporation
of observations and feed-
back from family advisors, a
consistent process for round-
ing, and education for team
members about expecta-
tions for participation were
needed to revive and sustain
FCRs. Through continued
evaluation and collaboration,
our unit worked to establish
a standard approach to FCRs
that benefits the patient

and family as well as to the
healthcare team.

Key words: Family; Family-
centered rounds; Parental
satisfaction; Supportive
environment.
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Family-Gentered

t. Louis Children’s Hospital has long embraced the philosophy
of family-centered care, an approach to care in which patients,
families, and the healthcare team are partners. Family-centered
care encourages patients and families to participate in the plan-
ning and delivery of care based on personal preferences and
individual needs. Families are not considered “visitors” but
essential nurturers, caregivers, and participants in the care and
decisions that affect the physical, emotional, spiritual, and developmental
healing of their child. For several years now, the philosophy of patient-
and family-centered care has been widely adopted by pediatric hospitals
where family-centered rounds (FCRs) have become a commonly accepted
standard of practice. Family-centered rounds are a model of communica-
tion in “which the patient and family share in the control of the manage-
ment plan as well as in the evaluation of the process itself” (Sisterhen,
Blaszak, Woods, & Smith, 2007, p. 320). Family-centered rounds occur
in the presence of the child and family and incorporate their viewpoint
in clinical decision making (Cypress, 2012). For pediatric patients and
families, FCRs represent a key element of patient- and family-centered care
that involves patients and families partnering with the healthcare team to
share information and make decisions about care (Rappaport, Ketterer,
Nilforoshan, & Sharif, 2012). Our healthcare team strongly believes
that implementation of FCRs is critical to providing excellence in care.
Through continued evaluation and collaboration, our unit has worked to
establish a standard approach to FCRs that benefits the patient and family
as well as to the healthcare team. The purpose of this article is to share our
experiences and processes used on a pediatric medical unit to implement,
revise, and sustain FCRs.

Evidence for FCRs

Over a decade ago, the American Academy of Pediatrics issued a joint state-
ment with the Institute for Family-Centered Care emphasizing the impor-
tance of the family’s perspective in clinical decision making and advocated
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for FCRs as standard practice (American Academy of
Pediatrics [AAP], 2003). They continue to advocate this
approach (AAP, 2012). Mittal et al. (2010) surveyed U.S.
and Canadian participants of the Pediatric Research in In-
patient Settings Network (7 = 265) and found that FCRs
were the most common types of rounds conducted and
academic hospitals are more likely to use FCRs than non-
academic hospitals. Respondents reported enhanced fam-
ily participation in care and planning for discharge as well
as improved team communication and workflow (Mittal
et al.). Several recent studies have consistently reported
that families believe their involvement in rounding will
improve their children’s care and are more satisfied with
the hospital experience (Aronson, Yau, Helfaer, & Morrison,
2009; Drago, Aronson, Madrigal, Yau, & Morrison,
2013; Latta, Dick, Parry, & Tamura, 2008; Rappaport
et al., 2012; Schleien, Brandwein, & Stasiuk, 2013).

The philosophy of patient- and family-centered care
has been widely adopted by pediatric hospitals where
family-centered rounds have become a commonly
accepted standard of practice.

Family-centered rounds help foster involvement of
patients and families and therefore are one way to im-
prove the quality and safety of care (Kelly et al., 2013;
Muething, Kotagal, Schoettker, Gonzalez del Rey, &
DeWitt, 2007). This daily process offers an opportunity
for open and unbiased information sharing and commu-
nications resulting in improved family confidence and
trust with the healthcare team. Healthcare providers
develop better understanding of family dynamics and
establish a collaborative partnership for shared decision
making throughout the child’s stay (Sisterhen et al.,
2007). Orders and care plans are clearly communicat-
ed so that families and healthcare team members leave
rounds knowing confidently what to expect. Through-
out the day, there is less need for bedside nurses to page
resident physicians or attending physicians for clarifi-
cation of plans or orders, and families are less likely
to question the plan of care because
they were part of the conversation and
decision-making process during rounds
(Mittal et al., 2010). Families are more
clearly aware of the discharge goals
and are included in necessary steps and
decisions to help them make strides to
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get there. Discussion about discharge includes what the
family will need to have in place to confidently care for
their child at home, including care supplies, follow-up
appointments, and means for travel home. Families are
more satisfied with the discharge process as a result of
knowing how and when these necessary milestones will
be arranged (Mittal et al.; Subramony, Schwartz, &
Hametz, 2012).

There have been concerns that family-centered
rounding may take longer, and that in an academic hos-
pital, some aspects of teaching may be compromised
(Muething et al., 2007). Traditionally, teaching during
rounds occurred in a hallway outside the patient’s room
or in a conference room and encompassed developing
a care plan and reporting medical information signifi-
cant to the patient’s condition. More recent research has
found that medical students and residents prefer bed-
side rounds and value the role modeling for communi-
cation with families (Mittal et al., 2010; Rappaport et
al., 2012; Sisterhen et al., 2007).

Our Experience in
Implementing FCRs

Prior to 2010, our rounding process was similar to the tra-
ditional model, taking place in a conference room, and at-
tended by the healthcare team and the unit charge nurse.
Communication between the healthcare team and the nurs-
ing staff occurred through orders, notes, and charge nurse
discussions after rounds were completed. Families and di-
rect care nurses did not witness decision-making processes
nor have ability to make clarifications or present their point
of view. This led to questions and concerns being addressed
after rounds and on a reactive basis, often leading to inter-
ruptions in workflow for the healthcare team. There were
feelings of frustration from patients, families, and nursing
staff related to lack of information, unclear expectations,
and miscommunication. Rounds in the conference room
were lengthy (at times up to 3 hours) and still required the
healthcare team to communicate the plan with families af-
ter they were completed. This had negative effects on pa-
tient and employee satisfaction and patient throughput.
Following an off-site workshop regarding the benefits
of FCRs that was attended by several members of our
Unit Based Joint Practice Team, we made the decision
to implement a similar practice on our general medical
unit. We searched the literature and sought information
from other pediatric hospitals that were already using
FCRs on a daily basis. We developed roles for the direct
care nurse, charge nurse, and senior resident and cre-
ated an educational plan for all healthcare team mem-
bers. The senior resident physician provides leadership
and role modeling for interns during rounds; the charge
nurse invites the family to rounds and provides addi-
tional leadership in presenting the patient as needed; the
direct care nurse advocates for the family and is able
to later reinforce or clarify the discussion while role
modeling for nursing students; and other healthcare
team members provide pertinent patient information as
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needed. We knew it was important to communicate with
medical staff prior to their 4-week rotation on the unit
so they knew what to expect and how to participate. An
e-mail communication was created to share our process
and goals with interns and resident physicians that could
be sent at intervals throughout the year as the rotations
changed.

Shortly after implementation, observation data were
collected to determine how long the FCR process took,
participation rate of nursing staff, and attention given
to the discharge plan. Average time per child was 4.5
minutes, families were present 85.3% of the time, the
bedside nurse was present 74.8% of the time, and the
discharge plan was discussed 76.7% of the time. We de-
veloped a survey to collect data from families eliciting
information about their satisfaction with the care and
their perception of teamwork among members of the
healthcare team. In the first 9 months following imple-
mentation, there was a notable increase in the patient/
family perception of overall teamwork among physi-
cians, nurses, and staff from 59.9% to 70% as well as
an increase in patient satisfaction scores about the qual-
ity of care from 65% to 72.7%.

Identifying Challenges and
Taking Action

Family-centered rounds continued over subsequent months
and we continued to gather feedback from individual in-
terviews with families conducted by the family advisor to
improve the process. As a teaching institution, the physi-
cian team rotated frequently and that eventually became
a greater challenge. We enlisted charge nurses to provide
instruction to the senior resident physician at the begin-
ning of each rotation about how to lead FCRs, and unit
leaders “welcomed” the interns on their first day with a
brief explanation of importance and value of FCRs. As
time progressed, the process became very dependent upon
the healthcare team and their appreciation of their role in
conducting FCRs. Changes in physician team members
led to challenges with consistency in practice and eventual
frustration. Direct care nurse attendance decreased as the
perceived value decreased (from 80% participation to 30%
participation), the family participation decreased, and our
patient satisfaction scores remained flat. Family-centered
rounds continued to be valued with a potential for great suc-
cess, but we were not moving ahead.
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Family-centered rounds occur in the presence of the child and family and incorporate
the patient’s and family’s viewpoint in clinical decision making.

To address the need to revive FCRs, we created a
committee on the unit focused on enhancing our ability
to provide family-centered care and to restructure and
sustain FCRs. The committee publicized FCRs for fami-
lies with signs in rooms, developed a brochure to give
to families upon admission, and continued education of
staff members on the value of partnering with patients
and families in decision making. The Family-Centered
Care committee was dedicated to supporting a culture
on our unit that consistently partners with patients and
families and appreciates the role they play in the care
of their children. The committee was active in seeking
feedback from the front-line nurses to identify opportu-
nities to continually improve the rounding process. As a
busy pediatric medical unit with a short average length
of stay and varying degrees of acuity among patients,
nurses were having difficulty incorporating FCRs into
their morning work. Nurse participation in rounds was
felt to contribute to a superior patient and family ex-
perience. Based on feedback from nurses, one barrier
to participation was the inconsistency in the rounding
order that led to inability to anticipate when the team
would round on their patients. As a result, a consistent
rounding order was established and a rounding list was
created by the charge nurse. This allows the nurses to
prioritize morning tasks to be present for rounds. It also
helped nurses to communicate with families about when
the team would be at their room. Increased nurse par-
ticipation was seen as a result of a consistent process to
identify the rounding order. The committee then sought
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additional opportunities to standardize the process to
achieve similar successes.

Although the chief resident physicians had been in-
volved in the early implementation plan for FCRs, and
the unit-based Family-Centered Care committee had
worked on rounds as a project, it became clear there was
not an identified owner or standard for FCRs. Variances
remained in the process and content depending upon in-
dividual (direct care nurse, charge nurse, senior resident)
participation and engagement. As a result, there was a
somewhat undesirable impact on patients and families.
The proposed need was brought to the Unit Based Joint
Practice Team and accepted as a multidisciplinary project.
In addition to the healthcare professionals on this practice
team, a family advisor joined and her contribution was
invaluable. Family advisors are parents of children who
have been hospitalized at our institution and who have
received a brief orientation program to be able to serve
on committees and contribute insights into our delivery
of family-centered care. The family advisor was able to
provide understanding for the providers as to how fami-
lies interpreted communication from the healthcare team
during FCRs and how comfortable they felt participating
in the process.

The team decided that more regular family feedback
could provide insights into the benefits of including fam-
ilies and patients in rounds, as well as help to improve
the process. To do this we enlisted the help of a family
advisor to observe and provide feedback to the round-
ing team. The unit’s daily patient care team consists of
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medical students, resident physicians, interns, fellows, | using common terminology in addition to medical jar-
gastrointestinal and general medicine service attending | gon is important to family confidence in understanding
physicians, nurse practitioners, direct care and charge | and feeling comfortable participating in rounds (Latta et
nurses, a pharmacist, a care coordinator (responsible | al., 2008). To be sure that all families knew about FCRs

for assistance with discharge planning
and follow-up appointments), a resi-
dent assistant, and a child life special-
ist. Observations by a family advisor
using a checklist developed for this
purpose and similar to the one created
by Henneman, Kleppel, and Hinchey
(2013) occur during the first, third,
and last weeks of a monthly resident
rotation. Feedback is focused on the
following topics: consistency of team
introductions to family members; con-
sistency of order entry and read-back
by the healthcare team; communi-
cation of daily and discharge plans;
consistency of bedside nurse partici-
pation; amount and extent of family
and patient participation; length and
efficiency of rounding session; consis-
tency of rounding roles; and how to
optimize communication with families
for better understanding and increased
participation in the process.

Family advisors record their obser-
vations of team behaviors and conver-
sations during daily rounds as well as
the family reactions. A short huddle
to summarize the feedback after each
day’s rounds provides team members
with an opportunity to hear the fami-
ly advisor’s observations of the key
elements of the rounding process and
for the team to share their thoughts
and reflections about how they felt
rounds went that day. On 3 days each
week, the family advisor informally
collects comments and impressions
from current families that participat-
ed in the daily rounds and shares that
anecdotal feedback with the care team
the next day. Most comments rein-
force the families’ desire to participate
in rounds to help in decision making
and developing a plan of care for their
child. They welcome seeing and hear-
ing from the care team together, which
enhances their confidence that every-
one on their child’s care team partici-
pates and agrees with the care plan.
Families feel confident that they can
ask questions and share information
with the care team when they are
asked their opinion or to add anything
else they feel is important. This feedback
is in agreement with the literature that
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Portion of the Pamphlet Provided for Families to Educate Them
RAbout Family-Centered Rounds and How to Participate.

Family-Centered Rounds
Patients and Families: Join the Team!

What Are Family-Centered Rounds?

The medical team meets every morning. Usually this happens between 8:30
and 10:30.They talk about each child on the unit and make a plan for that day.
This is also called “Family-Centered Rounds!” It is family centered because we
want your input! You can choose to meet at the bedside or outside the room

Please join us!

You know your child best. You play an important role in your child’s care.
We want to keep you involved in the decisions about your child.

Can’t attend but would like an update? Ask your nurse to give you a call
after rounds.

What happens in Family-Centered Rounds?

The team talks about your child’s current condition and progress. They also
discuss:

e Changes and what happened overnight

e New lab and test results

¢ A plan for the day

e Goals for discharge

This is an important time to make sure everyone knows what each patient
needs to get well.

What is the Patient and Family Role at Rounds?

Write down questions and notes before and during rounds. Tell us what
YOU think will help your child. Listen and join in the discussion. Your ideas
and questions are important, be sure to share them during rounds. Work-
ing together to provide the best care for your child is part of the Superior
Patient Experience at St. Louis Children’s Hospital.

Who Attends Family-Centered Rounds?

Many people make up the medical team. Each person has a special role to

play. Here are some of the members of the medical team:

e Care Providers: attending Doctors, Nurse Practitioner, Fellow, Resident,
Intern, Medical students

e Charge Nurse, Bedside Nurse

e Therapists: Respiratory, Physical, Occupational, and Speech

e Pharmacists, Care Coordinators, Child Life Specialists, Dietitian, Social
Workers, House Staff Assistant

Why Are There So Many People on Rounds?

St. Louis Children’s Hospital is a teaching hospital. The team has one
doctor who is in charge. This is the “attending doctor” During rounds, the
attending doctor teaches other team members about the best ways to:

e Diagnose and treat medical conditions

e Speak to families about their child’s health
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Process for Family-Centered Rounds.

Family-Centered Rounds

The goal for family-centered rounds is to effectively and efficiently com-
plete the key components below while promoting the development of lead-
ership skills. The senior resident physician is strongly encouraged to lead
rounds by ensuring the key components are met.The charge nurse group
is willing and able to ensure the key components are met when needed.
Communication between the charge nurse and senior resident physician to
establish a plan and mutual expectations for the rotation is expected.

¢ Before Rounds: Charge RN and Senior Resident Physician Collaborate on
Rounding list/plan for rounds

o Charge RN makes list based on planning with senior resident
e Begin at 0830 in the Conference Room for:
o Sensitive issues (social issues)
o Qvernight events (sickest patients, any use of the Rapid Response Team)
o Big events (unit activity/concerns)
o Identification of primary and backup intern to write orders during FCR
e Key Component: Senior Resident Leads Introductions

o Specifically introduces the attending physician and fellow, senior
resident, and charge nurse (may be done by the charge nurse if needed).

o Provider presents patient information

o Introductory statement to explain and invite parent participation: “I'm
going to give a brief presentation about your child. Feel free to add
anything you think of or clarify something | say.”

o Using layman’s terms and pertinent positives is encouraged.

o Key Component: Senior Resident Physician summarizes/restates the plan
for the family and team

o Key Component: Senior Resident Physician asks for questions from the
team

o Any question from RN or other team members?

e Key Component: Entering intern reads off orders as written. Presenting
intern confirms accuracy (Senior Resident physician or Charge nurse
initiates if Intern does not initiate)

e Key Component: Senior Resident Physician asks family
o What questions do you have?
o Discharge goals clearly stated
o Wrap up/thank family for participating.

o After Rounds: Closing Huddle led by Charge RN and Senior Resident
Physician.

o Qverall picture of the floor for the day

o Any known events for the day

the family perspective and are eager to
implement changes throughout the re-
mainder of their rotation. At the end of
each month, resident physicians have
confirmed benefits of implementing
these small changes and importance of
the experience on their future rounding
and communication practices with pa-
tients and families. They have expressed
increased confidence in their ability to
connect and build trust with more of
their families and patients. They have
also expressed appreciation for bedside
nurse participation and contributions
to care decisions, stating this greatly
decreases need for clarification of or-
ders later in the day as well as need to
restate or clarify plans to patient and
families. Although concerns arise as to
increased length of the total rounding
process, feedback from residents has
shown that efficiency and amount of
daily work completed during rounds
has provided a much smoother work-
flow for the remainder of the shift.

Our next step was to establish a
reliable process for FCRs on a daily
basis using input from all involved
disciplines. This consistency has been
a key factor in achieving success and
sustainment of FCRs for every pa-
tient, and every family, during every
rounding experience. With support
of the charge nurse and other team
members, FCRs are led by a senior
resident physician. If any of the key
components are not discussed, the
charge nurse prompts the team for
the missing information. A pharma-
cist and care coordinator round with
the team each day and help to ensure
order read-backs have been complet-
ed and a clear plan for the day and
discharge has been discussed. Figure 2
presents our standardized approach
for daily FCRs.

As a result of our efforts to fully im-
plement FCRs, we have achieved our
mutual goals of increased patient and
family involvement in clinical discus-
sion and decision making; improved
communication and coordination of

and how they could participate, we created a brochure
that is distributed upon admission to the unit (Figure 1).
Families are reminded that we value their input and
guidance in our efforts to provide a superior patient ex-
perience.

Resident physicians and medical students have been
open to hearing observations and recommendations from
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care including a shared mental model among the patient,
family, and all key members of the care team; establish-
ing and communicating a clear plan for the day and for
discharge; and efficiency and effectiveness to support
safety and excellence in care. Work is completed during
rounding (orders entered and read-back for accuracy)
and educational opportunities are optimized.
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Patient Satisfaction Scores Over Time Achieving a Rating of Excellent”

Specific Question Jan to Jan to

Dec 2008 | Dec

2009

Nurse communication with 58 53.4
you or your family
Nurse instructions or expla- 61 515 60
nations of you/your family
members treatment or tests
Overall teamwork between 59.9 52.3 70
the doctors, nurses, and staff
Overall quality of care 65 65.5

*% Rated excellent

Jan 2010 to | July 2011 to
June 2011

72.7

July 2012 to
June 2013

July 2013 to

June 2012 June 2014

70 67 73.5
61 65.8 65
69 775 79.3

During this period, data reporting time frames changed from Jan to Dec moving to July to June.

Concerns still remain that medical teaching, in the tra-
ditional sense, is often diminished during FCRs. Teaching
methods for physicians continue to be adapted to FCR
with short conferences following rounding if needed.
However, many team members, including nurses and other
ancillary staff, have identified educational benefits with
FCRs. Families have also expressed satisfaction in hearing
some of these “teaching points” to better understand the
rationale for care plans and illness or disease processes,
and they frequently welcome these opportunities to share
specifics of their child’s illness with the team in an effort
to educate them. In situations where the senior resident
physicians and attending physician help to model appro-
priate behaviors, such as asking open-ended questions,
making eye contact with the family, reading nonverbal
cues, and inviting families and patients to share in the dis-
cussion, resident physicians and medical students develop
confidence and expertise in providing family-centered care
(Muething et al., 2007).

Regular feedback from our families and staff regarding
FCR has allowed us to recognize excellence and identify

Clinical Nursing Implications

e Family-centered rounds will continue to be successful on a
unit only if all nurses and other healthcare team members
embrace a culture that recognizes families as true partners
in providing care for patients.

e Families continue to emphasize the importance of the di-
rect care nurse during FCRs, and nurses on the unit have
an opportunity to role model leadership for their peers
and nursing students.

e The nurse is able to bring the family’s questions and
concerns to the group and advocate for family involvement
in daily and discharge planning.

e Nurses can play a key role in sustaining FCRs and moving
family-centered care forward so that families are consis-
tently involved in decision making.
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opportunities for improvement. Ongoing monitoring,
education, and feedback continue with front-line staff to
reinforce the value of their participation. Specified points
for the nurse to address were introduced as we strive to
increase their comfort level in advocating for patients
and families and sharing up-to-date information. Feed-
back from nursing staff continues to affirm the efficiency
and effectiveness of the new standardized rounding pro-
cess. Average nurse participation in rounds has greatly
improved and continues to be maintained between 85%
and 90%.

Over time, feedback from families has been positive
as demonstrated in the increased scores achieving an ex-
cellent response to survey questions (Table 1). Addition-
ally, through informal conversations, discussion during
feedback sessions, and patient surveys, families have
shared their appreciation for our dedication to FCRs.
Families of patients with chronic illnesses have been able
to compare their hospital experience both pre- and post-
FCRs. They reinforce that we are doing the right thing,
for every patient and every family, with every rounding
experience. ==
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