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Abstract 

Introduction: Communication is vital in healthcare.  Ineffective communication has 

been often cited as one of the root causes of patient harm.  Interdisciplinary rounding 
(IDR); a structured framework for communication between multiple disciplines, the 

patient, and family, has been shown to increase communication and thus improve 
quality outcomes. 

Local Problem:  The current communication and provider practices of individual 
assessments, as opposed to a team approach, contributed to poor communication and 

suboptimal quality outcomes within the project unit. 

Methods: This quality improvement project utilized interdisciplinary rounding as an 
intervention to improve communication and quality outcomes.  

Results: After three months of interdisciplinary rounding the following measures were           

evaluated; length of stay (LOS), urinary catheter days, central venous catheter days,            
Hospital Consumer Assessment of Healthcare Providers and Systems (HCAHPS)         

composite scores for communication with nurses, and communication with physicians.          
No significant difference (p = 0.21) in median LOS was found. Central venous and              

indwelling urinary catheter days during the project were below the NHSN predicted line             

days. HCAHPS did not improve during implementation. Participant survey results          
increased (4.04 vs.4.38) but did not reach statistical significance. Patient perception of            

teamwork had a positive trend during the project. 

Conclusion: Findings from this project supported the use of interdisciplinary rounding           
to impact some outcomes within the project environment. 

Keywords: interdisciplinary rounding, multidisciplinary rounding, acute care, team 

rounding, communication 
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Interdisciplinary Rounding and Its Effect on Communication and Quality 

Background 

Communication is vital in healthcare.  Ineffective communication has been often 

cited as one of the root causes of patient harm.  In 2015, communication ranked third 

among root causes for sentinel events, outranked only by human factors and leadership 

respectively (The Joint Commission, 2015).  Various methods of communication now 

exist due to technological advances, however, errors related to effective communication 

still occur (Townsend-Gervis, Cornell, & Vardaman, 2014).  The Joint Commission 

(2014) defines effective communication as “the successful joint establishment of 

meaning wherein patients and health care providers exchange information, enabling 

patients to participate actively in their care from admission through discharge, and 

ensuring that the responsibilities of both patients and providers are understood” (p. 1). 

Interdisciplinary rounding (IDR); a structured framework for communication between 

multiple disciplines, the patient, and family, has shown to be an effective intervention to 

increase communication, which subsequently increased satisfaction and improved 

health outcomes (Guzinski et al., 2019; Urisman, Garcia, & Harris, 2017; Okere, Renier, 

& Willemstein, 2016; Terra, 2015; IHI, 2015; Townsend-Gervis, Cornell, & Vardaman, 

2014). 

Problem Description 

The project unit leadership identified opportunities for quality improvement 

through an assessment of organizational metrics.  The first identified area of 

improvement was related to the HCAHPS composite scores in the domains of 
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communication with nurses and communication with doctors. HCAHPS scores are 

patients’ perspective of care in the hospital collected via a standardized survey 

instrument after discharge. HCAHPS scores are reported out of 100 and are generally 

reported based upon the ‘top box’ average.  The ‘top box’ average contains the most 

positive responses to HCAHPS questions and encompasses the rating of ‘always’ (see 

Appendix A) (HCAHPS, 2020).  The project unit HCAHPS composite scores in the 

domain of communication with nurses were below the achievement threshold of 83.26 

three of the four quarters in 2019, reported at 78.94, 77.47, 85.11, and 79.78 

respectively.  Composite scores in the domain of communication with physicians were 

below the achievement threshold of 82.71 three of the four quarters in 2019, reported at 

76.45, 69.82, 77.30, and 83.13 respectively.  

In addition to HCAHPS, the project unit recognized quality improvement 

opportunities in three priority measures, as defined by the organization, length of stay 

(LOS) and utilization rates for both central venous and urinary catheters.  The local unit 

LOS measures were above the goal of 4.75 days and were significantly higher than the 

same time last year.  LOS reported for the months of December 2019, January 2020, 

and February 2020 were 5.82, 6.34, and 6.12 respectively, as compared with the same 

time last year (December 2018, January 2019, and February 2019) reported at 4.05, 

4.96, and 5.15 respectively.  Utilization rates of indwelling time for central venous and 

urinary catheters without evidence-based indication was estimated at 15 and 10 excess 

days, respectively.  Most of the monthly utilization rates were not outside of the 

predicted days as outlined by the Centers for Disease Control and Prevention (CDC). 
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However, the rates of line utilization without an evidence-based indication goal for the 

organization is zero.  

Lastly, the project director reported a need to improve the collaboration and 

communication between the various members of the interdisciplinary team.  Data for 

this was reported as anecdotal situations and leader observations. 

Purpose Statement 

The purpose of this quality improvement project was to determine the effect of a 

standardized interdisciplinary rounding practice on the quality outcomes of length of 

stay, central venous and urinary catheter utilization rate, and patient satisfaction 

composite scores via HCAHPS in the domains of communication with nurses and 

communication with doctors in a 500-bed non-academic inpatient acute care facility in 

northeast Florida as compared to a current practice of individual assessments and ad 

hoc communication between the interdisciplinary team. 

Literature Review 

Search Process  

A literature search was performed, and literature matrix created, with the 

following keywords: care coordination, communication, quality outcomes, and 

satisfaction.  This search utilized the online databases of Cumulative Index to Nursing 

and Allied Health Literature (CINAHL), Ovid, and ProQuest.  Articles included were 

full-text, published within the last five years in peer-reviewed journals in English, and 

were set in an acute care setting.  Articles excluded from review were those conducted 

on an outpatient population, population focused on children or adolescents, and did not 
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focus on length of stay, central venous catheter utilization rate, urinary catheter 

utilization rate, or patient satisfaction scores reported via HCAHPS. 

The initial search yield 24 articles, and 17 articles were selected to because they 

focused on best practices for the improvement of length of stay, central venous catheter 

utilization rate, urinary catheter utilization rate, or patient satisfaction scores reported via 

HCAHPS within an inpatient acute care setting. The findings of the studies selected for 

review reported the following themes: use of transition coordinators or navigators, use 

of care pathways, use of standardized communication format such as SBAR (situation, 

background, assessment, and recommendation) during handover communications, and 

the use of interdisciplinary rounding.  

Transition Coordinators or Navigators 

The use of transition coordinators or navigators have been cited in the literature 

in various patient populations as a method to improve care coordination, 

communication, and patient satisfaction (Seldon, McDonough, Turner, & Simmons, 

2016; Gordils-Perez, Schneider, Gabel, & Trotter, 2017). The benefits of nurse 

navigators in the literature has prompted the National Association of Orthopaedic 

Nurses to publish a position statement with the recommendation of nurse managed care 

in the form of a navigator to improve orthopedic outcomes and care coordination 

(Fowler et al., 2019).  Gordils-Perez, Schneider, Gabel, and Trotter (2017) studied the 

use of a nurse navigator in oncology and hematology patients and demonstrated 

statistically significant improvement in the time from first consultation to first therapy in 

the hematology population.  In addition, patient and provider satisfaction increased after 

the implementation of the oncology nurse navigator (Gordils-Perez et al., 2017).  In a 
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study of navigators focused on pneumonia, the use of navigators as care coordinators 

produced decreased length of stay, however, the change did not reach statistical 

significance or the desired benchmark during the study period.  In addition, the use of 

navigators did not decrease the number or odds of readmission.  The authors surmised 

that if studied, the clinical pathway implemented by the navigator would have revealed a 

pivotal role in increased care coordination and management (Seldon, McDonough, 

Turner, & Simmons, 2016). 

Literature found on the use of navigators was either focused on specific disease 

processes, such as pneumonia, or specialized populations, such as oncology, 

hematology, and orthopedic patients.  No literature was located that focused on the 

inpatient general acute care population. 

Care Pathways 

Care pathways are documents that contain evidence-based clinical interventions 

for certain diagnoses and clearly define staff roles and responsibilities.  Literature has 

shown that the use of care pathways improved interprofessional communication, 

teamwork, and staff knowledge (Scaria, 2016).  Care pathways have also demonstrated 

benefits in patient and quality outcomes.  Hartjes, Gilliam, Thompson, Garvan, and 

Cowan (2018) evaluated the use of care pathways, described more specifically as 

structured care plans with specific daily goals, in a cardiothoracic intensive care unit 

(CTICU).  Postimplementation of the care pathway after surgery significantly affected 

the rate of early extubations, early mobility, timely transfer out of the CTICU, decreased 

length of stay both in CTICU and adjusted hospital length of stay (Hartjes, et al., 2018). 
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Standardized Communication Processes 

The use of handover, defined as one caregiver communicating patient 

information to another caregiver, and SBAR (situation, background, assessment, and 

recommendation) or its derivative, SBAR-R (situation, background, assessment, 

recommendation, and readback) among healthcare providers are often cited together in 

the literature as a standardized communication process used to improve communication 

and patient safety (Blom, Petersson, Hagell, & Westergren, 2015; van der Wulp, Poot, 

Nanayakkara, Loer, & Wagner, 2019).  Blom, Petersson, Hagell, and Westergren (2015) 

studied the impact of the SBAR model during provider communications to increase 

efficiency and promote focus on patient safety measures.  In this descriptive study, the 

participants reported the use of SBAR was ‘very helpful’ when it was used. 

Unfortunately, it was reported that there were variations in the use of SBAR and was 

highly dependent on the individual provider.  Overall, participants felt the SBAR format 

increased patient safety, however, suggested that written documentation as a 

supplement to oral handover would further promote patient safety (Blom et al., 2015). 

In concert with Blom et al., (2015), van der Wulp, Poot, Nanayakkara, Loer, and 

Wagner (2019) found variations in the use of structured communication processes, in 

this case SBAR-R, in location and among disciplines.  The authors reported the use of 

SBAR-R was more prevalent during medical staff handovers as compared to nursing 

handovers, however, both groups performed poorly during the readback portion of the 

handover.  Of note, the nursing handover was held at the bedside with patient 

involvement, whereas the medical staff handovers were held in a central location away 

from the medical unit.  The authors surmised that the lack of adherence to the SBAR-R 
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format decreased situational awareness and decision making among the healthcare 

providers (van der Wulp et al., 2019).  

Interdisciplinary Rounding 

Types.  Interdisciplinary rounding composition is varied in the literature.  Team 

composition themes that emerged from this literature review were pharmacist-physician 

(Okere, Renier, & Willemstein, 2016; Bhamidipati et al., 2016), nurse-physician (Bahr et 

al., 2017), and large interdisciplinary teams (Guzinski et al., 2019; Urisman, Garcia, & 

Harris, 2017; Malec et al., 2018; Smith et al., 2019; Huynh, Basic, Gonzales, & Shanley, 

2017; Mosher, Lose, Leslie, Pennathur, & Kaboli, 2015; Townsend-Gervis, Cornell, & 

Vardaman, 2014; Ryan, Scott, & Fields, 2017; Patel et al., 2019).  No standard, best 

practice team composition was revealed within this review or within a recent systematic 

review (Bhamidipati et al., 2016). 

Pharmacist-physician.  Okere, Renier, and Willemstein (2016) performed a 

matched-cohort study to compare outcomes of pharmacist-hospitalist collaborative 

(PHC) model to multidisciplinary rounds (MDR).  The PHC model was composed of a 

pharmacist and a hospitalist.  In the PHC model, the pharmacist was responsible for 

patient profile review, verification of medication adherence and compliance with patient 

or caregiver interviews, medication therapy management, and patient education. 

Multidisciplinary rounds were described as a team approach where clinicians including a 

hospitalist, care manager, bedside nurse, and pharmacist rounded as a group and 

included patient participation.  The primary outcome of length of stay was not 

statistically significantly different in the PHC and MDR models, however, was 

significantly different than usual care.  There was no statistically significant change in 
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the rate of readmissions for either model or from usual care.  The authors concluded 

that both the PHC and MDR models are effective in reduction of length of stay.  Of note, 

the authors cited that at times, it is not feasible from a resource perspective to initiate 

multidisciplinary rounds on each unit and that a pharmacist hospitalist collaborative 

could be an effective alternative (Okere et al., 2016).  Similarly, a systematic review of 

22 evidence-based articles found 13% (3) of IDR studies had a physician-pharmacist 

composition.  Two of the cited studies demonstrated a decrease in length of stay and 

reduction in costs, whereas one study found an increase in length of stay with a 

decrease in readmission rates.  The authors concluded that physician-pharmacist 

rounding positively influenced length of stay and costs (Bhamidipati et al., 2016). 

Nurse-physician.  One study in the literature review used a rounding model of 

nurse and medical provider (advanced practice nurse, physician, resident, or physician 

assistant).  This model was utilized with the expressed aim of improving communication 

between the disciplines.  In this qualitative study, the authors found that the process of 

rounding was inconsistent, which caused frustration between nurses and physicians. 

Patients interviewed reported a hierarchical relationship between physicians and nurses 

and reported they were not clear on the focus of rounding (Bahr et al., 2017).  

Large interdisciplinary teams.  The greatest proportion of studies found in the 

literature involved large interdisciplinary teams.  For the purposes of this review, large 

interdisciplinary teams will be defined as those teams with greater than four participants. 

Although no study utilized identical team members, a bedside nurse was included in all 

reviewed studies of large interdisciplinary teams (Guzinski et al., 2019; Huynh et al., 
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2017; Malec et al., 2018; Mosher et al., 2015; Patel et al., 2019; Ryan, Scott, & Fields, 

2017; Smith et al., 2019; Townsend-Gervis et al., 2014; Urisman et al., 2017).  

Type of unit and the patient population appeared to influence the team 

composition.  Surgical specialties or intensive care units employed specialized rounding 

members. One such study utilized the following rounding participants in their study of 

IDR in the orthopedic surgery unit: bedside nurse, orthopedic surgeon, clinical doctor, 

anesthesiologist, pharmacist, physiotherapist, social worker, and nutritionist (Guzinski et 

al., 2019).  The surgical intensive care unit utilized a slightly different rounding team 

composition.  Members included in interdisciplinary rounding were bedside nurse, 

attending surgeon, surgical fellow, surgical residents, surgical nurse practitioner, charge 

nurse, and unit secretary.  Respiratory therapy was invited to rounds and attended 

when available (Urisman et al., 2017).  

Variability in team participation was also seen in units of like populations.  Acute 

care or medical units also varied in their team compositions.  For example, Malec et al. 

(2018) defined the interdisciplinary team as the bedside nurse, physician (or advanced 

practice nurse/physician assistant), case manager, and pharmacist.  Whereas, Smith et 

al. (2019) included a bedside nurse, acute care clinical nurse specialist (CNS), 

hospitalist physician, pharmacist, dietician, team coordinator representing rehabilitation 

services, social worker, home care liaison, hospice liaison, and a chaplain.  Mosher, 

Lose, Leslie, Pennathur, & Kaboli (2015) reported the IDR team as charge nurses, 

resident physicians, nurse manager, social workers, and various support service 

representatives (palliative care, utilization review, pharmacy, home health, diabetes 

education, dietician services, respiratory, physical and occupational therapy).  Like 
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Mosher et al. (2015), Huynh, Basic, Gonzales, and Shanley (2017) included various 

allied health professionals.  The term ‘allied health professionals’ was not further 

defined within the study.  In addition to the allied professionals, the rounding team 

consisted of a bedside nurse, senior doctors, unit nurse manager (Huynh et al., 2017). 

Lastly, some interdisciplinary teams did not include a physician during rounding. 

One such study in three medical/surgical units performed rounding with a charge nurse, 

bedside nurse, dietitian, pharmacist, social worker, and case manager 

(Townsend-Gervis et al., 2014).  Similarly, on an observation unit, the rounding 

participants did not include a physician, but a bedside nurse, social worker, case 

manager, charge nurse, and pharmacist. This type of rounds was provided the moniker 

‘rapid rounds’ by the host facility (Ryan et al., 2017).  Patel et al. (2019) utilized a 

charge nurse, case manager, transition of care pharmacist, and a patient-resident 

liaison for follow-up appointments.  However, in Patel et al. (2019), the case manager 

would have a ‘huddle’ with the physician in the afternoon to review potential discharges 

and create a plan.  

Operational design.  Operationally, the literature revealed two important 

components of rounding structure, frequency and location.  Literature regarding 

frequency of interdisciplinary rounding varied from once a week to daily.  Similarly, 

location of interdisciplinary rounding took on various forms in the literature.  In this 

review, rounding in a central location on the unit, rounding in a central location off the 

unit, and bedside rounding were described within the selected studies.  

Frequency.  The most infrequent rounding found in the literature was Guzinski et 

al. (2019) who reported rounding occurred once a week with the interdisciplinary team 
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and more frequently, but not specifically defined, among the medical residents, 

surgeons, and physicians.  Twice weekly rounding as reported by Huynh et al., 2017 

occurred at 1130, either on Monday and Thursday, or Tuesday and Friday.  Ryan, 

Scott, & Fields (2017) reported mid-morning rounding on three specific days per week: 

Monday, Wednesday, and Friday for up to one hour. 

Five studies reported rounding either daily on the weekdays or daily including 

weekends.  Urisman et al. (2017) reported rounding with the team each morning at 

0600 weekdays and 0730 on weekend days.  Similarly, Mosher et al. (2015) reported 

daily rounding on two separate medical inpatient units at 1115 and 1215 respectively. 

Malec et al. (2018) rounded daily at a designated time and utilized a visit coordinator to 

create the rounding order and prompt the team to begin rounds.  Townsend-Gervis et 

al. (2014) reported rounding occurred each morning, which implied seven days a week 

rounding, however, this was not stated explicitly.  Smith et al. (2019) reported rounding 

occurred weekdays and only on those patients with a length of stay greater than two 

days.  

Location.  Most of studies in this review reported interdisciplinary rounding 

occurred in a central location away from the nursing unit (Guzinski et al., 2019; Smith et 

al., 2019; Mosher et al., 2015; Townsend-Gervis et al., 2014).  One study reported 

interdisciplinary rounding occurred at the nursing station within the nursing unit (Ryan et 

al., 2017).  Whereas, two studies reported bedside rounding with patient interaction and 

participation (Bahr et al., 2017; Huynh et al., 2017).  

Outcomes.  Interdisciplinary rounding has shown a positive impact on safety and 

quality, mostly attributed to increased communication among disciplines and with the 
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patient and/or family (Guzinski et al., 2019; Bahr et al., 2017; Ryan et al., 2017; Urisman 

et al., 2017), as well as increased attention to evidence-based protocols surrounding 

quality metrics (Townsend-Gervis et al., 2014).  This review revealed the following 

prevalent outcomes related to implementation of interdisciplinary rounding: 

communication, readmissions, length of stay, catheter utilization, costs, patient 

satisfaction, and clinician satisfaction.  

Communication.  Interdisciplinary rounding has inherent components to increase 

effective communication among the care team.  Literature supports increased 

communication among members of the care team and also among the members of the 

care team and the patient and family (Guzinski et al., 2019; Malec et al., 2018; Bahr et 

al., 2017; Ryan et al., 2017; Urisman et al., 2017).  Of note, there seems to be a 

disproportionately larger increase in the perceived and self-reported communication 

within the interdisciplinary healthcare team as opposed to the perceived communication 

increases between the patient and the care team as measured by satisfaction scores 

reported via HCAHPS.  Some studies found a positive trend in HCAHPS scores; 

however, they have not found statistical significance (Malec et al., 2018; Ryan et al., 

2017; Townsend-Gervis et al., 2014).  Bahr et al. (2017) reported through patient 

interviews that patients had a positive perception of the rounding team. However, they 

also reported inconsistency of structured rounds and the use of communication boards, 

and one-way hierarchical communication from the physician to the nurse.  

Readmissions.  Conflicting evidence was found within this review as related to 

interdisciplinary rounding’s influence on readmissions.  Townsend-Gervis et al. (2014) 

found a statistically significant reduction in readmission rate after implementation of IDR 
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and SBAR in the medical/surgical population.  Similarly, after six months of rounding, 

Patel et al. (2019) found a statistically significant reduction in 30-day readmission rate. 

Conversely, Smith et al. (2019) and Huynh et al. (2017) found no evidence that IDR 

influenced readmission rates. 

Length of stay.  Evidence related to length of stay after the implementation of 

interdisciplinary rounding was also contradictory. Smith et al. (2019) demonstrated a 

statistically significant reduction in length of stay (median of 4 days pre-IDR, median of 

3 days post-IDR) post-implementation.  Whereas, Huyhn et al. (2017) achieved no 

significant changes in LOS.  One large difference in Huyhn et al. (2017) and Smith et al. 

(2019) was the frequency of rounding, twice a week versus every weekday.  In addition, 

Patel et al. (2019) reported a clinically significant decrease in length of stay on a general 

medicine unit by five hours.  The change in LOS from 97.2 hours to 92.2 hours was a 

decrease, however, did not reach statistical significance.  Of note, in a systematic 

review, Bhamidipati et al. (2016) concluded that length of stay reductions were seen 

most often in IDR teams that included a discharge planner or social worker and 

performed team training.  

Reduce catheter utilization. It is recommended that urinary and central venous 

catheter days and appropriateness for use are to be reviewed each day by the care 

team (CDC, 2019a; CDC, 2019b).  In an IDR approach, this can be weaved into the 

rounding structure to ensure this recommendation occurs.  The literature supports a 

decrease in urinary (Malec et al., 2018; Townsend-Gervis et al., 2014) and central 

venous catheter days (IHI, 2015) after the implementation of daily interdisciplinary 

rounds.  
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Costs.  Few studies reviewed costs associated with interdisciplinary rounding 

implementation.  However, the two studies that reviewed cost savings had intriguing 

results to report.  Smith et al. (2019) demonstrated a decrease in direct costs, limited to 

patient expenses, post-implementation as compared to pre-implementation, $2552 and 

$2942 respectively.  In addition, Ryan et al. (2017) reported an increased number of 

pharmaceutical interventions post-IDR implementation, which were defined as reduction 

of medication duplication, conversion of intravenous medications to oral when 

appropriate, and antibiotic stewardship.  

Patient satisfaction. Patient satisfaction was most often reported via the Hospital 

Consumer Assessment of Healthcare Providers and Systems (HCAHPS) rankings. 

Thus, studies within this review utilized HCAHPS metrics as measures of change with 

varied results.  After rounding processes were implemented, there were positive 

movements as reported by HCAHPS in the ‘readiness for discharge’ and ‘speed of 

discharge’ rankings, however, these improvements didn’t reach statistical significance. 

In addition, one ranking, ‘instructions for care at home’, was found to trend downward 

from pre-implementation (Ryan et al., 2017).  Congruent with Ryan et al. (2017), Malec 

et al. (2018) reported that HCAHPS rankings were not positively affected by IDR; 

rankings remained consistent with pre-implementation metrics and remained below 

benchmarked values.  One study that combined interdisciplinary rounding and SBAR 

communication found HCAHPS scores in the domain of ‘communication with nurses’ to 

trend positively, however, did not reach statistical significance during the study period 

(Townsend-Gervis et al., 2014).  One study did not utilize HCAHPS and took a 

qualitative approach.  Interviews indicated patients consistently had a positive 
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perception of the rounding team, but further reported they were not clear on how the 

rounding process functioned (Bahr et al., 2017).  

Clinician satisfaction.  Guzinski et al. (2019) found that after implementation of 

IDR there was greater interaction, participation, and teamwork among members of the 

interdisciplinary team.  In a systematic review, Bhamidipati et al. (2016) concluded that 

increased staff satisfaction seemed most often to be reported when staff are 

accustomed to working together on the same unit, there was a rounds leader, and team 

training was provided.  

In one study, nurses reported improved satisfaction with interprofessional 

collaboration after implementation of an interdisciplinary rounding process in surgical 

intensive care (Urisman et al., 2017).  Conversely, in one qualitative study, nurses 

reported physicians lacked a team approach and entered the patient’s room without the 

nurse to perform rounds.  Additionally, nurses reported that rounding was not treated as 

a priority (Bahr et al., 2017).  

Physicians categorized their satisfaction with IDR in reduction of tasks.  As seen 

in one study, surgeons in the surgical intensive care unit reported improved 

communication, improved care coordination, fewer unnecessary calls, and fewer delays 

in care post IDR implementation (Urisman et al., 2017).  Likewise, Ryan et al. (2017) 

reported a statistically significant reduction in instances of physician phone or pager 

communication by nursing after rounding, from 109 to 68 instances.  

Evidence-based recommendations.  As evidenced in the literature, it is 

imperative that there is consistent representation of the interdisciplinary team during 
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rounding to ensure a holistic plan of care is created (Ryan et al., 2017).  To this end, 

rounding also needs to be viewed as a priority by the participants to be most successful. 

Lack of physician enculturation into the team was cited as a barrier to successful 

implementation and priority (Bahr et al., 2017). 

Malec et al. (2018) found that patients were more comfortable when the bedside 

nurse was present and involved in rounds.  In addition, Patel et al. (2019) 

recommended case manager inclusion in rounding can improve discharge efficiency, 

which may lead to earlier discharges.  

In addition, rounds should include identification of the patient’s primary concern, which 

may not be the same as that of the team, introduction of each team member upon 

entering the room and the purpose of rounds, and the team at the bedside should only 

be those directly involved with the patient’s care (Malec et al., 2018).  White boards for 

plan of care communications from the team to the patient and family are also 

recommended in the literature (Huynh et al., 2017; Mosher et al., 2015).  

Regarding documentation of interdisciplinary rounding, Mosher et al. (2015) 

found that an IDR template for documentation in the electronic medical record promoted 

accurate documentation of rounding and subsequent plan of care.  In addition to 

accurate and timely documentation, it provided the resident physicians instructions and 

a template on rounding structure and how to lead plan of care discussions (Mosher et 

al., 2015).  
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Synthesis of Evidence 

Evidence-based best practices found in this review of the literature 

recommended the use of transition coordinators or navigators, care pathways, 

standardized communication format such as SBAR (situation, background, assessment, 

and recommendation) during handover communications, and interdisciplinary rounding. 

As cited in the literature, the use of transition coordinators or navigators can improve 

care coordination, communication, and patient satisfaction (Seldon et al., 2016; 

Gordils-Perez et al., 2017).  Transition coordinators are often found to be effective in 

specialty diagnosis or disease processes, however, a paucity of evidence in the general 

medical/surgical inpatient exists for review. 

The use of care pathways has shown increased communication, satisfaction, and 

improved patient outcomes when utilized in specific disease processes or surgical 

interventions (Hartjes, et al., 2018).  However, their use in the general medical/surgical 

inpatient unit is scarce due to the dynamic nature of these units and the presence of 

multiple co-morbidities. 

The use of handover and SBAR among healthcare providers are often cited 

together in the literature as a standardized communication process used to improve 

communication and patient safety (van der Wulp et al., 2019; Blom et al., 2015). 

However, variations in the use of SBAR were found and seemed highly dependent on 

the individual provider (Blom et al., 2015).  In addition, incorrect use of SBAR was found 

to decrease situational awareness and decision-making ability of the provider (van der 

Wulp et al., 2019).  
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The review of literature found that interdisciplinary rounding did impact 

communication and quality outcomes in certain situations and populations.  To this end, 

the use of rounding has been recommended as an effective method to streamline 

communication among disciplines and develop a holistic plan of care.  Although the 

literature is not strong related to improvement of designated patient outcomes, there 

were recommendations to continue to investigate the associations among rounding, 

communication, and quality outcomes, as rounding is generally accepted as positive 

(Bhamidipati et al., 2016).  Rounding structure, frequency, and team composition were 

varied in the literature, further confounding the effects of IDR on patients and outcomes 

(Mosher et al., 2015; Smith et al., 2019).  However, positive outcomes such as 

reduction in length of stay (Smith et al., 2019), reduction in readmissions 

(Townsend-Gervis et al., 2014), lower costs (Smith et al., 2019), reduction in urinary 

catheter utilization rate (Malec et al., 2018; Townsend-Gervis et al., 2014), and an 

increase in teamwork and communication (Malec et al., 2018; Urisman et al., 2017) 

were found in studies that utilized large interdisciplinary teams and rounded at least five 

times per week. 

Recommendations for Quality Improvement 

The literature review supported the implementation of interdisciplinary rounding 

to improve communication among clinicians regarding the patient’s plan of care. 

Additionally, SBAR(R) was also supported within the literature.  The project site had 

adopted SBAR to be the approved method of structured communication between 

clinicians.  During project implementation, SBAR continued as the approved 

evidence-based communication method.  
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The project site recommended performing bedside interdisciplinary rounding 

daily, including weekends, at 0930 each morning.  That time was evaluated for 

appropriateness and feasibility and was adjusted at the team’s discretion and was 

chosen as it would not interfere with shift change or patient breakfast delivery.  After 

review of the literature and interdisciplinary department human resources, the site 

decided to include the following members in IDR: physician, advanced practice provider, 

bedside nurse, pharmacist, case manager/social worker, and chaplain.  The pilot site 

was a Catholic, faith-based organization and it was felt the role of the chaplain was 

important for inclusion and would benefit the patient, family and staff.  

Rationale/QI Model 

The project followed a quality improvement (QI) methodology.  The purpose of 

this project was to improve quality as measured by patient satisfaction scores, the 

utilization rate of urinary and central venous catheters, and length of stay for those 

served by the project unit.  To evaluate the improvement due to this project, the Model 

for Improvement was utilized.  The Model for Improvement contains two distinct 

components, the three fundamental questions, and Plan-Do-Study-Act (PDSA) cycles to 

test the change.  The first fundamental question to ask is, “what are we trying to 

accomplish (IHI, 2019, para. 4)?”  In this project, the goal of the change was to improve 

the communication exchange between the interdisciplinary team and patients and/or 

families we serve.  The second question to answer is, “how will we know that change is 

an improvement (IHI, 2019, para. 4)?”  This project aims to measure the changes in 

HCAHPS composite scores in the communication with nurses and communication with 

doctors domains, as well as length of stay and the usage rates of urinary and central 
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venous catheters.  Lastly, the model asks, “what change can we make that will result in 

improvement (IHI, 2019, para. 4)?” The intervention, or change, in this project was the 

use of a structured communication process, interdisciplinary rounding.  

Plan 

1. A needs assessment was completed and reviewed with local stakeholders to 

determine appropriateness of intervention.  

2. Stakeholder support was obtained from the hospital Chief Nursing Officer (CNO) 

and the unit director.  

3. Proposal and application for IRB approval submitted Jacksonville University’s 

IRB (see Appendix B). 

4. Presented project proposal for approval of DNP chair. 

5. Completed Jacksonville University IRB process and received approval (see 

Appendix C). 

6. Completed St. Vincent’s IRB process (see Appendix D) 

7. Conducted training of associates on process of interdisciplinary rounding. 

8. Collected pre-implementation data.  

Do 

The student leader provided lessons for associates about interdisciplinary 

rounding with the following educational outcomes upon completion; (1) identify 

characteristics of effective team behaviors, (2) collaborate with others to deliver 

high-quality, safe patient care, (3) demonstrate effective interdisciplinary team behaviors 

during the initial encounter, follow-up, and discharge rounding, (4) maintain professional 
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composure during difficult conversations, (5) utilize essential behaviors and crucial 

conversation methods to resolve conflict, and (6) model effective communication when 

performing service recovery.  

The student leader remained in close contact with the unit director to discuss 

project progression and any needed adjustments.  The unit director assisted the student 

leader to collect monthly data to transcribe onto the data collection spreadsheet.  In 

addition, the student leader conducted observations of interdisciplinary rounding to 

assess structure, utilization of rounding tool, and care coordination.  Of note, 

observations were limited due to COVID-19 procedures during the intervention period.  

Study 

Data was collected from the electronic medical record (EMR) by project unit staff 

then aggregate data was provided to the student leader and was housed on a data 

entry spreadsheet (Appendix E).  This data was stored in a secure password-protected 

computer that the organization protected.  Data collected remained with the student, 

only shared with the university statistician for analysis.  The data shared with the 

student and the university statistician was de-identified by the project organization’s 

statistician before receipt by the student leader.  At the end of this project, data was 

analyzed statistically utilizing an approved statistical software program with the 

assistance of the university statistician.  Data will be stored on the organization’s secure 

password-protected computer for a period of five years.  After five years, the data will be 

archived per the organization’s digital data policy.  As data was collected and shared in 

an electronic manner, COVID-19 did not impact collection.  
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Act 

During each phase of the plan, PDSA was utilized to evaluate the process and 

areas for improvement in preparation for the next phase (see Appendix F).  After project 

completion, the student leader shared the results of the project and provided 

recommendations to the host facility director.  The student leader worked with the unit 

director to create a sustainability plan for the continued use of interdisciplinary rounding. 

The sustainability plan included process and accountability checks by the unit director, a 

peer review process, and a follow-up staff survey.  The process and accountability 

checks are performed by the unit director or a delegate supervisor at least twice weekly 

to monitor for compliance to the structured interdisciplinary rounding process.  The unit 

director decided to follow the current corrective action process in the event of associate 

non-compliance.  In the peer review process, a peer was asked to perform an 

observation of interdisciplinary rounding process and noted what areas of the rounding 

process were missed (see Appendix G).  The pre and postimplementation survey 

(Appendix H) utilized during the project timeframe was planned for repeat six months 

post project conclusion for another data point related to staff perception of 

interdisciplinary rounding. 

Specific Aims 

The first aim of this project was to determine if interdisciplinary rounding would 

improve the rated communication between patients and nurses and/or patients and 

physicians.  The secondary aim was to evaluate change in length of stay, central 

venous catheter days, and urinary catheter days after the intervention.  
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Project Objectives 

The objectives of the project follow: 

Process Objectives 

1. Promote increased care team communication and collaboration through 

implementation of a structured interdisciplinary rounding practice on the project unit 

inclusive of the identified members of the team (physician, advanced practice provider, 

pharmacist, nurse, case manager, and chaplain). 

2. Deliver educational opportunities (online modules and an in-person observation 

activity) related to a structured interdisciplinary rounding practice. 

Outcome Objectives 

1. Increase the overall composite scores in the domains of communication with nurses 

and communication with doctors as measured by HCAHPS.  

2. Decrease the unit length of stay below the organizational benchmark of 4.75 days. 

3. Decrease the central venous catheter utilization rate to remain below predicted days 

as defined by the National Healthcare Safety Network (NHSN). 

4. Decrease the indwelling urinary catheter utilization rate to remain below predicted 

days as defined by the National Healthcare Safety Network (NHSN). 

5.  Increase associate rated agreement related to identified survey components (see 

Appendix H). 
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Methods 

Setting 

The setting of this project was a 19-bed medical/surgical/telemetry unit in a 

500-bed non-academic inpatient acute care facility in northeast Florida.  The local and 

national leadership of the hospital voiced their support for this initiative.  This initiative 

was aligned with the organization’s strategic plan and was supported by the mission, 

vision, and values of the facility.  

The unit was staffed with three nurses, three patient care technicians, and one 

physician.  The unit shares a pharmacist, case manager, unit coordinator, chaplain, and 

nursing supervisor with another 19-bed unit with similar patient population and 

leadership. The second unit is did not participate in the project.  

Population 

The population for this project was admitted patients on a 19-bed 

medical/surgical/telemetry unit in this large acute care facility.  The unit accepted adult 

patients that require telemetry monitoring. Common diagnoses admitted are: oncology, 

general medical/surgical patients, and women’s surgical services.  The patients were 

recruited for the intervention through admission to the unit.  Patients had the opportunity 

to refuse to participate in IDR.  The anticipated maximum number of patients included in 

the project during implementation was 150. 

Members of the interdisciplinary team were also a focus of this project.  The total 

number of bedside nurses was 36 as the nurses are scheduled to work on both the 

project unit and a sister unit interchangeably.  The total number of case managers 
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employed by the project unit was two.  There were also two pharmacists, physicians, 

and advanced practice providers.  There was one chaplain assigned to the project unit. 

The unit leadership decided participation in interdisciplinary rounding was mandatory 

and participation was expected as part of the job requirements.  Participation in the pre 

and postintervention survey was voluntary and a consent was utilized and is discussed 

in the next section.  The interdisciplinary team members were recruited through 

employment on the unit and the unit roster provided by the unit leadership.  There was 

no formal consent from the interdisciplinary team to participate in rounds as this was a 

job expectation.  

Intervention Plan 

The interdisciplinary rounding implementation plan (Appendix F) began with an 

announcement to the project unit nurses, physicians, advanced practice providers, 

pharmacists, case managers, and chaplains this project affected.  There was time for 

questions and answers as well as written materials for the participants to review at their 

leisure.  

Survey.  Prior to any educational offerings, a Redcap survey (Appendix H) link 

was emailed to nurses, physicians, advanced practice providers, pharmacists, case 

managers, and chaplains that participated in the project.  Redcap was utilized as this is 

the approved survey tool of the organization.  This survey was expected to take less 

than 15 minutes to complete.  The survey invitation included a consent (Appendix I) to 

share the risks and benefits to completion, that the survey is voluntary, and that all 

responses will be kept anonymous and confidential.  The participants were notified that 

by completing and submitting the survey, they were consenting for the results to be 
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examined in this project.  The survey also began with a participant affirmation that they 

reviewed the consent information and they wished to proceed.  

Education.  After the project was announced and a tentative implementation 

date was set, education began. The education encompassed two online modules 

related to teamwork and communication that were completed before attending the next 

phase of education.  Each module was expected to take one hour to complete and 

participants had two weeks to complete them.  One module focused on communication, 

more specifically, crucial conversations among teams.  The module was a current 

organizational module that was utilized in this population of caregivers for the first time. 

The module was a collaboration between the host organization and Vital Smarts and 

included a 32-minute video, handouts, and an employee attestation of understanding. 

The detailed curriculum was unable to be shared outside the organization as it 

contained proprietary information. The crucial conversations training methodology has 

been used worldwide and over one million people have been trained (Vital Smarts, 

2020).  

The other foundational module focused on working within a matrix organization. 

Similarly, this module was a current organizational module that was utilized in this 

population of caregivers for the first time.  Susan Z. Finerty was the expert the 

organization partnered with in creation of the matrix organization materials. Finerty 

(2012) described a matrix organization as one that has normal hierarchy matrixed with 

lateral authority and two chains of command. The information covered in the module 

focused on the seven essentials (start with partnerships, get goals aligned, clarify roles, 

get decisions made, flex your influence muscle, communicate without assumptions, and 
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make meetings matter) for getting things done in complex organizations by 

effectiveness consultant Finerty (2012).  The education consisted of a slide show that 

provided a high-level overview of working within a matrix organization and an employee 

attestation of understanding.  The detailed curriculum was unable to be shared outside 

the organization as it contained proprietary information. All team members that 

participated in interdisciplinary rounding were required to complete the modules. 

Leaders from the different disciplines committed to allowing the associates to complete 

these modules during working hours. 

After the foundational online modules were completed, the participants were 

given the interdisciplinary rounding protocol (Appendix G) and two example videos of a 

structured rounding process to review.  The participants were then scheduled to perform 

an observation of an interdisciplinary rounding practice that was occurring in other 

locations of the organization.  The associates observed rounding of all patients 

scheduled for rounding that day.  The observation was projected to span over two 

hours.  Associates observed rounding procedures on previously scheduled working 

days and the director of the unit ensured coverage of the associate’s work duties, if 

necessary, during the observation time.  Nurses with assigned patients provided an 

SBAR report to the director or unit supervisor before reporting to observation. 

Physicians, advanced practice providers, pharmacists, case managers, and chaplains 

attended observation rounds within their working hours and were only available for 

emergencies during the two-hour period. Leaders from the different disciplines 

committed to assigning adjusted workloads to associates on the observation day. 

There was a roster to determine completion of the observation of all associates and a 
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record of those that did and did not attend the mandatory observation and attendance 

was shared with the leadership.  During the rounds observation, the associate utilized 

the interdisciplinary rounding protocol document (Appendix G) that outlines the rounding 

procedure.  After the rounding observation, the associate was required to complete an 

interdisciplinary rounding observation reflection exercise (Appendix J) and submitted it 

to their unit educator for review and validation.  The educator and/or unit director 

determined if the associate met the requirements of the observation through review of 

the reflection exercise. 

Rounding. A phased approach to the implementation of interdisciplinary 

rounding (IDR) on the project unit was utilized to slowly enculturate a standardized 

formal rounding process for the interdisciplinary team.  The implementation spanned 

over two weeks to allow for assessment of the ideal time to round, meeting place for 

rounds, and how to determine the order of rounding.  Each week in the implementation 

plan, incremental increases in the number of patients seen by the team during rounds 

were initiated until the goal of 19 patients was reached.  During each phase of the plan, 

PDSA was utilized to evaluate the process and areas for improvement in preparation for 

the next phase (Appendix F).  

The disciplines included in the rounds were; attending physician, advanced 

practice provider, bedside nurse, case manager, pharmacist, and chaplain.  The 

members of the team convened in the hallway before rounding on each patient and 

discussed any information they deemed ‘sensitive’.  The nurse and physician entered 

first and asked the patient and/or families’ permission to perform rounds with the larger 

team.  Members of the interdisciplinary team entered the room and discussed the 
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patient’s plan of care, involving the patient in the narrative as much as possible.  The 

team and patient agreed upon a daily goal and it was written on the patient’s 

communication board.  The team answered any outstanding questions before exiting. 

The nurse and physician performed a quick focused assessment after the other team 

members exited.  After the assessment, the team reconvened in the hallway and 

performed any relevant post-rounding tasks, such as order entry or clarification.  See 

Appendix D for additional rounding protocol information.  Since this project occurred 

during the COVID-19 pandemic, rounding procedures varied slightly during the project 

related to those patients suspected of having COVID-19 infection. In that case the 

minimum number of caregivers needed entered the patient’s room. The larger group 

remained outside of the patient’s room in the hallway or a room within in the confines of 

the unit to discuss the patient’s plan of care as a team. 

Costs. This project did not incur a large change in the use of supplies or 

resources not already taking place on the unit.  There was a nominal fee as outlined in 

Table 1 for printing and lamination of 10 copies of the rounding protocol for use by the 

team during rounds.  The educational offerings incurred in-kind salary costs as depicted 

in the budget. The pre- and post-implementation survey was housed on RedCap, that 

has open use for employees, and did not incur paper or printing costs.  The unit did not 

need to hire additional staff for the project as existing staff was utilized.  No electronic 

health record manipulation was needed at the onset of this project. The budget for this 

project is outlined in Table 1.  
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Table 1 

Budget for project  

Item Cost 

Beside RN (36) salary for completing the 

two online modules (1 hour each) 

36 RNs x $25/hr. x 2 hours = $1,800.00 

Beside RN (36) salary for completing the 

two hours of observation 

36 RNs x $25/hr. x 2 hours = $1,800.00 

Pharmacist (2) salary for completing the 

two online modules (1 hour each) 

2 Pharmacists x $35/hr. x 2 hours = 

$140.00 

Pharmacist (2) salary for completing the 

two hours of observation 

2 Pharmacists x $35/hr. x 2 hours = 

$140.00 

Case managers (2) salary for completing 

the two online modules (1 hour each) 

2 Case managers x $30/hr. x 2 hours = 

$120.00 

Case managers (2) salary for completing 

the two hours of observation 

2 Case managers x $30/hr. x 2 hours = 

$120.00 

Chaplain (1) salary for completing the two 

online modules (1 hour each) 

1 chaplain x $20/hr. x 2 hours = $40.00 

Chaplain (1) salary for completing the two 

hours of observation 

1 chaplain x $20/hr. x 2 hours = $40.00 

Physicians (2) salary for completing the two 

online modules (1 hour each) 

2 physicians x $80/hr. x 2 hours = $320.00 
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Timeline 

This project implementation began on July 1, 2020 and completed on September 

30, 2020.  The entire project timeline and steps are outlined below.  

Preparation Phase – January 2020 to June 2020 

● Meet with key stakeholders to discuss and gained approval for this QI project 

o Chief Nursing Officer (CNO) 

o Director of project unit 

o Staff of project unit (nurses, physicians, advanced practice providers, case 

managers, pharmacists, and chaplains) 

Physicians (2) salary for completing the two 

hours of observation 

2 physicians x $80/hr. x 2 hours = $320.00 

Advanced Practice Providers (APP) (2) 

salary for completing the two online 

modules (1 hour each) 

2 APPs x $50/hr. x 2 hours = $200.00 

Advanced Practice Providers (2) salary for 

completing the two hours of observation 

2 APPs x $50/hr. x 2 hours = $200.00 

Printing and Lamination Costs for 10 copies 

and lamination of the ‘Interdisciplinary 

Rounding Protocol’ Document for use 

during rounds 

$1.50 each x 10 copies = $15.00 

Total Cost $5,255.00 
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o Patient and Family Engagement team for HCAHPS metrics 

o Care Management team for length of stay data 

o Infection Prevention department for catheter utilization data 

● Reviewed baseline data 

● Completed literature review 

● Planned for frequency, structure, and location of interdisciplinary rounds 

● Developed process and outcome objectives. 

● Planned, developed, and delivered staff education (nurses, physicians, advanced 

practice providers, case managers, pharmacists, and chaplains) on rounding and 

team behaviors 

● Developed and gained approval from stakeholders for pre and post 

implementation survey of staff related to teamwork and collaboration 

● Continued to develop and write project proposal 

● Consulted with statistician and discussed statistical analysis, power needed for 

project, and data collection tool 

● Submitted proposal to DNP chair for content review 

● Submitted proposal to Jacksonville University Institutional Review Board (IRB) 

● Submitted proposal to St. Vincent’s IRB 

● Sent out pre-implementation survey to associates 

Implementation Phase (July 2020 – September 2020) 

● Implemented daily bedside interdisciplinary rounding on the project unit 

● Performed observations of IDR during project period 
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● Collected de-identified aggregate data on approved data collection sheet during 

project period 

Evaluation Phase (October 2020 – February 2021) 

● Evaluated length of stay metrics retrieved and validated with hospital statistician 

● Evaluated catheter utilization (central venous and urinary) data retrieved and 

validated with infection prevention department manager 

● Evaluated HCAHPS metrics retrieved from patient and family engagement 

department 

● Evaluated pre and post survey results 

● Wrote final manuscript reporting the QI project 

● Presented project outcomes to organizational stakeholders and Jacksonville 

University  

● After approval of project by Jacksonville University, submitted final project to 

Virginia Henderson Repository 

● Met with local organizational stakeholders to discuss sustainability plan 

Measures 

Previous literature of IDR implementation showed a reduction in length of stay 

(Okere et al., 2016; Smith et al., 2019), urinary catheter days (Guzinski et al., 2019; 

Malec et al., 2018; Townsend-Gervis et al., 2014), and central venous catheter days 

(IHI, 2015).  Also cited in the literature was an improvement in HCAHPS composite 

scores for communication with nurses and communication with doctors after IDR was 

implemented (Ryan et al., 2017; Townsend-Gervis et al., 2014).  This project did not 
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require the organization or interdisciplinary team to collect any additional data that they 

were not routinely collecting. 

Length of stay 

Length of stay was defined by the implementation site as the amount of days a 

patient was in the hospital, from admission to discharge.  Length of stay is calculated in 

the organization by taking the difference from admission date to discharge date.  If the 

admission and discharge dates are the same, the organization counts this as one day 

rather than zero as resources were utilized to care for the patient.  At the unit level, the 

length of stay measures from all patients admitted and discharged were added together 

and averaged to obtain the unit’s length of stay metric. Operationally, the length of stay 

followed the same definition.  The unit had an average daily census of 19 and remained 

at capacity with a consistent level of acuity except during April when the unit closed due 

to COVID-19 response efforts. Length of stay data was collected monthly from the 

hospital statistician during the project period and was reported in a monthly rate.  

Urinary and Venous Catheter Days 

The measure of urinary catheter days was defined as the number of patients with 

an indwelling catheter, collected each day at the same time (CDC, 2019b). 

Operationally, urinary catheter days was collected via the CDC’s recommendation and 

the organization determined that noon was the approved hour to collect the information. 

Actual line days are benchmarked to predicted line days as defined by the National 

Healthcare Safety Network (NHSN).  Predicted line days are determined and provided 

to the facility based on historical NHSN data for similar populations (NHSN, 2016).  A 
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study of hospitalized elderly patients over the age of 65 found that 52.8% of urinary 

catheter days were considered inappropriate and were often for caregiver convenience. 

In addition, inappropriate catheter use was related to longer length of stay, increased 

rates of urinary catheters in place upon discharge, and increased catheter-associated 

urinary tract infections (Hu, Yang, Huang, Chen, & Chang, 2015).  

The measure of central venous catheter days was defined as the number of 

patients with a central venous catheter, collected each day at the same time (CDC, 

2019a).  Operationally, this project followed the CDC’s recommendation for the 

collection of central venous catheter days and the organization determined that noon 

was the approved hour to collect the information.  Actual line days are benchmarked to 

predicted line days as defined by the National Healthcare Safety Network (NHSN). 

Predicted line days are determined and provided to the facility based on historical 

NHSN data for similar populations (NHSN, 2016).  A study of critical care patients found 

that over 50% of patients had at least one day with a central venous catheter that had 

no evidence-based indication and over 38% had two consecutive days with no 

indication.  Out of the 614 central venous line days studied, 170 line days had no 

indication, which accounted for over 27% of the lines reviewed (Cload, Day, & Ilan, 

2010).  More recently, in 266 medical-surgical patients, Blum et al. (2017) found that 

18% of central venous lines were unnecessary.  The project unit determined the goal for 

line days without evidence-based indication was set at zero. 

The project unit had a current process for the collection of line days that was 

created by the infection prevention department.  This process included documentation 

of line days (central venous, indwelling urinary, and ventilator) at noon each day on a 
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data collection sheet.  Data collected on this sheet was aggregate and did not contain 

any patient information.  This data was submitted to the infection prevention department 

monthly for reporting to NHSN.  Data used for the project was provided to the student 

leader by the infection prevention department monthly.  Data that was not relevant to 

the project was not provided to the student leader.  

At baseline, it was reported that there were unnecessary urinary and central 

venous catheter days that occurred on the project unit, which aligned with the studies 

referenced above.  Therefore, it was presumed that a reduction in the number of line 

days would in turn reduce the number of unnecessary line days.  The ‘Interdisciplinary 

Rounding Protocol’ (see Appendix G) that was utilized during rounds required the team 

to review lines and devices each time during rounds to ensure they met evidence-based 

indications for continued use.  

HCAHPS Scores 

The measures of HCAHPS composite scores in the domains of communication 

with nurses and communication with doctors are defined as scores reported via a 

standardized survey instrument and data collection methodology that has been in use 

since 2006 to measure patients' perspectives of hospital care (CMS, 2019a).  The 

survey utilizes six HCAHPS composite measures: communication with nurses, 

communication with doctors, staff responsiveness, communication about medicines, 

discharge information, and care transition (HCAHPS, 2019).  This project utilized the 

composite measures of communication with nurses and communication with doctors 

(see Appendix A).  The measure of communication with nurses contained three 

questions on the 2020 patient survey related to the hospital stay; “How often did nurses 
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treat you with courtesy and respect?”, “How often did nurses listen carefully to you?”, 

and “How often did nurses explain things in a way you could understand?” (CMS, 2020, 

p. 5).  The nurse communication composite domain contained question number one, 

two, and three on the survey (CMS, 2021).  The measure of communication with 

doctors contained three questions on the patient survey related to the hospital stay; 

“How often did doctors treat you with courtesy and respect?”, “How often did doctors 

listen carefully to you?”, and “How often did doctors explain things in a way you could 

understand?” (CMS, 2020, p. 6).  The doctor communication composite domain 

contained question number five, six, and seven on the survey (CMS, 2021). 

Operationally, the HCAHPS data followed the definition outlined by CMS. 

HCAHPS data was collected by the Hospital Consumer Assessment of Healthcare 

Providers and Systems organization and was reported to the hospital via a vendor 

named PRC.  The ‘Patient and Family Engagement’ department routinely reported the 

composite measures for each domain to each hospital unit.  HCAHPS data are 

generally reported per quarter on the scorecard.  The composite scores are also 

available in a monthly data set as well.  The student leader was provided the scores for 

the implementation period in early November to ensure all data was collected and 

tabulated by the vendor.  The project implementation date was determined based on a 

quarter for ease of data collection.  The project had an original implementation date of 

April 1, 2020; however, the COVID-19 pandemic caused a delay due to unit closure. 

The next available quarter for implementation began July 1, 2020 and the unit 

leadership determined that unit operations were stable, and the project began. 
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Pre and Postintervention Survey 

A pre and postimplementation survey was sent to all interdisciplinary associates 

(N=45).  This survey utilized a five-point Likert scale and focused on team behaviors, 

communication, and level of satisfaction with interdisciplinary rounding.  The survey 

consisted of four questions and the same survey was utilized pre and 

postimplementation (see Appendix H).  Seventeen associates responded to the 

pre-implementation survey and 15 to the post.  The postimplementation survey was 

sent to the same group as the prior survey.  Pre and postimplementation responses to 

the survey questions was evaluated for change.  This survey was developed by the 

student in conjunction with unit leadership to capture specific information requested by 

organizational leadership.  The survey is not based on a previously validated tool as 

there were not any evidence-based tools available that met the needs of the 

organization at this time.  

Analysis 

Three months after implementation of interdisciplinary rounding the following 

measures were evaluated: length of stay, urinary catheter days, central venous catheter 

days, HCAHPS composite scores for communication with nurses, and communication 

with doctors, and survey data.  The previous three-month period (April, May, June) prior 

to project start was utilized as comparison data for trending.  Due to the COVID-19 

pandemic, April data was an anomaly in the normal unit operations.  During the month 

of April, the unit was closed most of the month due to a decrease in hospital census as 

a direct result of the restriction on elective surgeries during that timeframe. Due to the 
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unit closure, the length of stay, central and urinary catheter day data, and HCAHPS 

data is either listed as zero or not able to be collected due to lack of discharges.  

Length of Stay  

Length of stay (LOS) was analyzed based on patient level data with data during 

April excluded due to unit closure (see Table 2).  LOS was evaluated with a Wilcoxon 

signed-rank test due to the non-normality of the data.  Figure 1 of the normal qq-plots 

indicates non-normality of data since the plot is curved instead of straight, similarly, the 

box plots are right skewed.  The Wilcoxon test (p = 0.21) indicates no significant 

difference in median LOS for preintervention versus postintervention and no significant 

difference between months (p = 0.1898) (see Table 3).  Analysis of data with long length 

of stay were excluded (LOS > 10) and did not significantly alter conclusions.  

Table 1 

Length of Stay in Days by Month of Occurrence  

 

Month N Mean Std Dev Days Min Days Max Median 

May 182 4.55 4.74 1 40 3 

June 188 4.37 4.38 1 34 3 

July 198 4.83 6.57 1 66 3 

August 185 4.01 5.03 1 39 3 

September 144 4.63 4.85 1 30 3 
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Figure 1. One-way Analysis of Length of Stay in Days by Month 

 

 

Figure 2. Length of Stay in Days by Month of Occurrence  
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Table 3 

Length of Stay in Days by Mean 

 

Urinary Catheter Days 

Urinary catheter days were evaluated with a run chart to assess trending.  The 

run chart reflected no real change over baseline in urinary catheter days over the length 

of the project.  Baseline data for catheter days in the two previous months were 32 and 

52 respectively and catheter days during the three months of the project were 41, 15, 

and 42 respectively.  As seen in Figure 3, actual urinary catheter days were below 

predicted catheter days per month; however, this is unchanged from preintervention 

data.  

 

Figure 3. Urinary Catheter Days (actual) v. Urinary Catheter Days (predicted) by Month 

Month N Mean Std Dev Min Days Max Days Median 

Pre 370 4.46 4.56 1 40 3 

Post 527 4.49 5.61 1 66 3 
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Central Venous Catheter Days 

Central venous catheter days were evaluated with a run chart to assess trending. 

The run chart reflected a sharp decrease in central venous catheter days for the three 

months of the project (99, 11, and 54 days respectively).  In addition, the two months 

prior to intervention reflected high numbers of line days (134 and 215 respectively) as 

compared with the predicted line days (124.617 and 139.819 respectively).  Of note, 

during the intervention months, the number of actual line days per month remained 

below the predicted benchmarks (Figure 4).  

 

Figure 4. Central Venous Catheter Days (actual) v. Central Venous Catheter Days 

(predicted) by Month 

HCAHPS Scores 

HCAHPS composite scores for the domains of communication with nurses and 

communication with doctors both decreased from baseline measures the first two 
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months of the intervention (83.76 and 73.02 nurses; 72.83 and 71.43 doctors) and 

increased slightly during the last month of the project (82.05 nurses; 72.22 doctors). 

The two months prior to the intervention the communication with nurses domain 

reported scores of 83.3 and 88.3, which met the minimum scores for the achievement 

measure (83.38) and the percentile measure (88.02) as outlined by CMS.  During the 

study period in the communication with nurses domain, only the first month (83.76) met 

the minimum measures set, the subsequent months recorded scores of 73.02 and 

82.05 respectively.  At no point during the intervention did the communication with 

doctors domain reach minimum scores with scores of 72.83, 71.43, and 72.22 during 

the prescribed timeframe. 

Of interest, the organization has opted to collect certain loyalty questions from 

discharged patients as a part of the vendor contracted process associated with 

HCAHPS.  These questions are optional and used for internal quality improvement only. 

The questions are vetted and benchmarked questions through the vendor, PRC.  The 

loyalty question related to teamwork that states, ‘Would you rate the overall teamwork 

between the doctors, nurses, and staff as; excellent, very good, good, fair, or poor?’ is 

scored in a similar fashion to HCAHPS domains where only excellent results are 

favorable.  The three levels of accomplishment for the teamwork question are set at 

53.55 (achievement), 59.78 (percentile), and 64.73 (benchmark).  The two months prior 

to the intervention the unit scored 35.7 and 36.8 respectively in this domain.  During the 

three months of the project, the unit scored 78.6, 76.2, and 50 respectively.  
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Pre and Postintervention Survey 

A preintervention and postintervention survey was conducted among associates 

within the interdisciplinary team (see Appendix H).  A total of 45 surveys were sent 

before and after the intervention.  Seventeen survey responses were received 

pre-intervention and 15 were received post-intervention (see Table 4).  A one-way 

ANOVA was conducted to compare the differences between pre-intervention and 

post-intervention survey results on team behavior items, communication items, and 

level of satisfaction with rounding items (Figure 5).  There were no significant 

differences of interdisciplinary rounding at the p<.05 level for the three survey results 

[F(1) = 3.09, p=0.088].  However, there was a numerical change in the averages from 

preintervention to postintervention, 4.04 versus 4.38 respectively.  

 

Figure 5. One-way Analysis of Average Score by Group on Survey Results of Team 

Behavior, Communication, and Satisfaction (pre/post)  
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Table 4 

Pre/Post Associate Survey Results 

Question Group 

 Post Pre 

 N Column % N Column % 

As a member of the care team, my input is 
sought and respected by other members.  
 

    

Strongly agree 8 53.33% 3 15.79% 

Agree 6 40% 12 63.16% 

Neither agree or disagree 1 6.67% 4 21.05% 

I feel comfortable participating in 
discussions with the care team. 
 

    

Strongly agree 9 60% 2 10.53% 

Agree 6 40% 13 68.42% 

Neither agree or disagree 0 0 4 21.05% 

I believe that interdisciplinary rounding 
helps to reduce delays in patient care 
interventions. 
 

    

Strongly agree 5 33.33% 5 26.32% 

Agree 6 40% 11 57.89% 

Neither agree or disagree 3 20% 3 15.79% 

Disagree 1 6.67% 0 0 

Overall, I believe that interdisciplinary 
rounding is an effective tool for 
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Ethical Considerations 

This project applied for and was granted institutional review board (IRB) approval 

from Jacksonville University (see Appendix C) and Ascension St. Vincent’s (see 

Appendix D) before beginning.  Any data that was provided to the student leader was 

de-identified by the organization prior to protect personal health information.  All data 

was housed electronically on a cloud-based HIPAA compliant server.  This de-identified 

data was only shared when communicating with committee members and statisticians 

via secure web sessions or in-person meetings.  A formal consent form was not utilized 

as the rounding was implemented as the standard of care in the unit. However, the 

patient and/or family could refuse rounds at any time.  A consent was utilized for the pre 

and postintervention surveys and participation in the surveys was voluntary.  Sampling 

communication and collaboration among the 
care team. 
 
Strongly agree 9 60% 6 31.58% 

Agree 4 26.67% 11 57.89% 

Neither agree or disagree 2 13.33% 2 10.53% 

Please choose the role that bests describes 
your job title. 
 

    

Pharmacist 1 6.67% 1 5.88% 

Physician 1 6.67% 0 0 

Registered nurse 10 66.67% 13 76.47% 

Social worker/case manager 3 20% 3 17.65% 
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bias related to the survey was considered.  The pre-intervention response rate was 38% 

but did not include a physician response.  The post-intervention response rate was 

slightly lower, 33%, but did include a physician response.  The survey depended on 

voluntary responses and data was reliant on associates to respond. 

Sustainability Plan 

After the intervention and subsequent findings, the interdisciplinary rounding 

process remained as part of the unit operations per unit leadership.  The student leader 

worked with the unit director to create a sustainability plan for the continued use of 

interdisciplinary rounding.  The sustainability plan included process and accountability 

checks by the unit director, a peer review process, and a follow-up staff survey.  The 

process and accountability checks are performed by the unit director or a delegate 

supervisor at least twice weekly to monitor for compliance to the structured 

interdisciplinary rounding process.  The unit director decided to follow the current 

corrective action process in the event of associate non-compliance.  In the peer review 

process, a peer was asked to perform an observation of interdisciplinary rounding 

process and noted what areas of the rounding process were missed (see Appendix G). 

The pre and postimplementation survey (Appendix H) utilized during the project 

timeframe was planned for repeat six months post project conclusion for another data 

point related to staff perception of interdisciplinary rounding. 

Discussion 

The results of this project showed that a structured interdisciplinary rounding 

practice impacted some outcomes.  Central venous and indwelling urinary catheter days 
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during the project were below the NHSN predicted line days.  An associate survey 

found a positive numerical change in associate favorability related to team behaviors, 

communication, and level of satisfaction with interdisciplinary rounding, but did not 

reach statistical significance.  In addition, length of stay measures for two thirds of the 

intervention months fell below the organizational benchmark, however, there was no 

statistically significant difference in the length of stay pre- and post-intervention.  Lastly, 

there was no favorable change in HCAHPS composite scores for communication with 

nurses and communication with doctors domains.  

Process Objectives 

1. Promote increased care team communication and collaboration through 

implementation of a structured interdisciplinary rounding practice on the project unit 

inclusive of the identified members of the team (physician, advanced practice provider, 

pharmacist, nurse, case manager, and chaplain).  Met: The unit implemented a 

structured interdisciplinary rounding practice that has been adopted as a standard unit 

practice. 

2. Deliver educational opportunities (online modules and an in-person observation 

activity) related to a structured interdisciplinary rounding practice.  Met: The student 

leader delivered educational opportunities related to a structured interdisciplinary 

rounding practice and worked with the unit director and developed sustainability 

practices. 
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Outcome Objectives 

1. Increase the overall rating scores in the domains of communication with nurses and 

communication with doctors as measured by HCAHPS. Not met: There was no overall 

change in the rating scored in the domains of communication with nurses and 

communication with doctors as measured by HCAHPS. 

2. Decrease the unit length of stay below the organizational benchmark of 4.75 days. 

Not met: The change in length of stay during the project did not reach statistical 

significance.  Two of the three months were below the organizational benchmark of 4.75 

days; however, July exceeded the benchmark at 4.83 days.  

3. Decrease the central venous catheter utilization rate to remain below predicted days 

as defined by the National Healthcare Safety Network (NHSN).  Met: During the 

intervention months, the number of actual line days per month remained below the 

predicted benchmarked days. 

4. Decrease the indwelling urinary catheter utilization rate to remain below predicted 

days as defined by the National Healthcare Safety Network (NHSN).  Met: During the 

intervention months, the number of actual urinary catheter days per month remained 

below the predicted benchmarked days. 

5.  Increase associate rated agreement related to identified survey components (see 

Appendix H).  Not met: There were no significant differences of interdisciplinary 

rounding for the three survey results.  However, there was a numerical change in the 

averages from preintervention to postintervention, 4.04 versus 4.38 respectively.  
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Interpretation  

Postimplementation length of stay (LOS) reflected no significant difference in 

median LOS before or after the project and no significant difference between months. 

This project’s findings were consistent with the findings of Mosher et al. (2015) and 

Huynh et al. (2017).  Some previous studies found a decrease in LOS but did not reach 

statistical significance (Smith et al., 2018; Patel et al., 2019).  A review by Bhamidipati 

et al. (2016) discovered that IDR teams with a social worker or discharge planner 

realized a LOS reduction after rounding implementation.  The project unit does include a 

social worker in IDR and may realize a decrease in LOS with continued consistent 

application of IDR.   In addition, the global COVID-19 pandemic may have influenced 

the LOS during the project timeframe.  

Urinary catheter utilization rate reflected no real change over baseline in urinary 

catheter days over the length of the project.  These findings did not align with the 

previous findings of Malec et al. (2018), Townsend-Gervis et al. (2014), and Guzinski et 

al. (2019) which found a decrease in the use of urinary catheters after implementation of 

IDR.  It may benefit the project unit to continue to monitor the use of urinary catheters 

over the long-term to evaluate if rounding has an effect over time.  

Central venous catheter utilization rate realized a sharp decrease for the three 

months of the project.  These results contradicted the results in the study by Malec et al. 

(2018) that showed an increase in central venous catheter use post interdisciplinary 

rounding implementation.  However, the project’s data does align with the assertions of 

the IHI (2015) related to the potential impact of rounding on quality.  
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Hospital Consumer Assessment of Healthcare Providers and Systems 

(HCAHPS) composite scores for communication with nurses and communication with 

doctors did not improve during the project.  Previous studies found positive trends in 

scores without statistical significance (Ryan et al., 2017; Townsend-Gervis et al., 2014), 

however, consistent with this project’s findings Malec et al. (2018) found no positive 

trending in HCAHPS scores post implementation.  HCAHPS scores can be impacted by 

various factors within the hospital.  Interdisciplinary rounding by design promotes 

communication between the patient and care team, however, in this project is it not 

clear what effect rounding had on patient perception in relation to communication with 

nurses and communication with physicians.  

The pre and postimplementation survey of IDR associate participants compared 

the effect of interdisciplinary rounding on team behaviors, communication, and level of 

satisfaction with rounding.  This comparison of pre and postimplementation survey 

responses did not reach statistical significance for this project, which contradicts the 

results found by Urisman et al. (2017).  

Of interest in this project were the patient’s perception scores of teamwork. 

During the months the unit was performing interdisciplinary rounding teamwork, scores 

meaningfully increased over baseline.  These results coincide with Bahr et al. (2017) 

who reported through patient interviews that patients had a positive perception of the 

rounding team. However, the authors also found that patients reported inconsistency of 

structured rounds and the use of communication boards as well as one-way hierarchical 

communication from the physician to the nurse.  The results during this project imply 
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that the use of interdisciplinary rounding may influence a positive patient reported 

perception of teamwork.  

Limitations 

This project was not without limitations.  First, the global pandemic related to 

COVID-19 was a significant limitation.  The novel virus and subsequent impact on 

normal hospital operations caused a delay in project start of three months and a change 

in the methods of education provided to staff from in-person to virtual/e-learning.  In 

addition, the project unit was closed most of the month of April due to the statewide 

restriction on elective surgeries.  The amount of interdisciplinary rounding observations 

planned was also drastically reduced due to hospital infection prevention restrictions. 

These restrictions also greatly impacted the presence of family during rounds.  As the 

pandemic continued, the project unit employed innovative ways to involve the family 

during rounds such as Facetime and other video applications.  

In addition to COVID-19, the project unit moved from one hospital location to 

another at the end of August due to construction needs on the home unit.  This move 

impacted the daily routine and took the staff about a week to fully orient to their new 

surroundings.  In addition, early in September the director of the project unit vacated her 

position.  A new director was named as interim and took over unit operations toward the 

end of the intervention period.  

Another limitation in this project was the survey tool.  This survey tool was not a 

previously validated evidence-based survey tool.  The survey was created to meet the 

unique and specific needs of the project unit director. 
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Dissemination of Findings Plan 

Findings from this project will be disseminated in various methods and over 

multiple mediums.  The findings will first be presented at Jacksonville University for 

consideration and successful completion of the Doctorate in Nursing Practice (DNP). 

After approval, the results of this DNP project will be uploaded to the Virginia 

Henderson Repository.  A manuscript will be prepared for publication and subsequently 

submitted to appropriate scholarly journals. In addition to scholarly work, these results 

will be disseminated within the project setting’s organization.  Project findings will be 

presented to the organization through in-person meetings and online webinars. 

Conclusion 

The results of this project showed that a structured interdisciplinary rounding 

practice impacted some outcomes within a 19-bed medical/surgical/telemetry acute 

care inpatient hospital unit.  Central venous and indwelling urinary catheter days during 

the project were below the NHSN predicted line days and patient perception of 

teamwork saw a meaningful increase from pre-implementation.  Data collected and 

analyzed from this project encouraged the local project unit to continue an IDR practice 

in the unit.  A sustainability plan was collaboratively created by the student leader and 

project director to promote continuous process improvement.  Lessons learned from the 

implementation of IDR in this setting can influence the project organization’s approach 

to any further implementations.  The project organization expressed interest in 

implementation of IDR in additional units throughout the inpatient setting. 
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Appendix B 

Jacksonville University IRB Proposal 

 

  
All forms must be completed and submitted to the JU IRB via IRBNet.org. 

 

 This application must be uploaded in a Word Document format. 
 

Section I. PROJECT OVERVIEW 
 

 

 

1. PROJECT TITLE:  Interdisciplinary Rounding and its Effect on Communication and Quality 
 
 

 

1. STUDY PERSONNEL: Complete the information below for all persons that will be involved 
with the project.  (Attach additional page if more space is needed for study personnel)   

 

Student research requires that at least one JU Faculty member or administrator be listed as the 
Principal Investigator. 

 

 

 

 

 

INSTITUTIONAL REVIEW BOARD (IRB): 

QUALITY 
IMPROVEMENT  

Protocol and Application 

DNP Program  

Last 
Name 
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LEVEL 
Faculty 
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Phone 
Numbe

r  JU Email 
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if other 
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Ashlee Graduate Faculty Healthcare 
Sciences 

904-256
-8914 

aloewen@ju.edu PI 

Dasher Elizabet
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Graduate Student Healthcare 
sciences 

904-859
-1503 

edasher@jacksonville.ed
u 

PI 

Gautam Shiva Statistician  Statistician Statisticia
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 sgautam@ju.edu Statistician 
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3.    The proposed project involves any of the following: (Be sure to check all applicable boxes) 
 

☐External/Sponsored funding (i.e., grants, contracts, cooperative agreements, gifts) 
☐Internal Funding Source: Click or tap here to enter text. 
☐Participant incentives such as cash, gift cards, etc.  
☐Previous restrictions on data use 
☐FDA regulated components (21CFR 50) 
☐Receipt of an NIH certificate of confidentiality to protect identifiable research data 
☒Subject interventions or interactions. 

 
Section II: QUALITY IMPROVEMENT/QUALITY ASSURANCE (QI/QA) PROJECTS 

 

Introduction 
 

The following information intends to help you determine if the activity you are interested in conducting meets the                  
criteria for a Quality Assurance/Quality Improvement (QA/QI) project. After completing steps 1 and 2, if there are                 
any questions as to whether or not your project is human subjects research or QA/QI, please contact the JU IRB at                     
904-256-7151.  
The purpose of a QI project is to improve services, products, processes, and/or the standard of medical care. A                   
QI project is generally applied within a defined organizational setting, often a single department or division, and                 
is usually intended to change any given practice in a specific location. For example, in a given health care setting,                    
the intent of a QI will be to evaluate and/or alter processes important to the delivery of health care, with the                     
expectation that patients served in that location will benefit. 

A quality improvement (QI) project may be exempt from IRB review, provided the QI project meets specific 
criteria. Generally speaking, a QI/QA project: 

● Is mostly observational and unobtrusive. 
● Uses data the project leader has legitimate access to through their institutional/organizational 

role. 
● Does not prevent or deprive participants of the services or standard of care they are entitled to 

receive. 
● Does not impose additional risks or burdens (physical or psychological) on participants. 
● Is intended to improve a process, service or delivery of care. 
● Is not intended to answer a research question or test a hypothesis. 
● Does not follow a research design (e.g., control group, randomization, fixed/rigid protocol, 

multiple sites). 
● Is not intended to develop or contribute to generalizable knowledge, but rather the QI strategy 

under study is applied in-house. 
● Is conducted “in house” (information from patients, staff, or colleagues at a specific location). 
● Uses established procedures or known standards of care. 
● Does not test a new or experimental intervention or treatment. 
● Is not federally funded or funded by a research-focused organization. 

Warning Flags: When might QI activities be Research? 

https://www.ju.edu/sponsoredprograms/research-tool-box/index.php#grant-gift
https://www.accessdata.fda.gov/scripts/cdrh/cfdocs/cfcfr/CFRSearch.cfm?fr=50.3
https://grants.nih.gov/policy/humansubjects/coc/what-is.htm
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STEP 1. IS YOUR PROJECT RESEARCH?   
 

What is Research? 
 

Federal Regulations define research as “a systematic investigation, including research development, testing and 
evaluation, designed to develop and contribute to generalizable knowledge” (45 CFR 46.102(d)). Research also 
includes clinical investigations as defined by the FDA to be any experiment that involves a test article and one or 
more human subjects (21 CFR 56.102(23)(c)).   
 

Instructions: Please check the appropriate box(es) in each row. If you check any boxes in the research column, 
please submit an exempt or expedited application to the JU IRB. If all or most of your checked boxes are in the 
QI/QA side, continue to Step 2 below. 
 

Indicator Research QA/QI 
Purpose ☐To test a hypothesis OR to establish clinical 

practice standards where none are already 
accepted/established (e.g., new and 
experimental). 

☒To assess or improve a process, program, or 
system OR to improve performance as judged 
by established/ accepted standards at a given 
LOCAL setting. That is, processes, products or 
programs are in place. 

Starting 
Point 

☐To answer a research question or test a 
hypothesis. 

☒To improve performance in a specific 
department, unit or area. LOCAL SETTING. 

Motivation ☐Project occurs in large part as a result of an 
individual’s professional goals and 
requirements (e.g., tenure, grants, capstone, and 
dissertations). 

☒Project is designed to help improve 
processes at a local setting regardless of 
whether or not individuals benefit 
professionally from conducting the project. 

Mandate ☐An institution or program does not mandate 
the study. The investigator chooses the research 
problem. 

☒ The LOCAL setting drives QI activities. 
The aim is to assess or improve processes, 
products and services that are already in 
operation. 

Population ☐Usually involves a subset of individual, i.e., 
statistical sampling, power analysis. Universal 
participation of an entire clinic, program, or 
department is not expected.  

☒ All those receiving a treatment, service, or 
product are expected to participate. Excluding 
participants can affect the outcomes of the 
project. 

https://www.ecfr.gov/cgi-bin/retrieveECFR?gp=&SID=83cd09e1c0f5c6937cd9d7513160fc3f&pitd=20180719&n=pt45.1.46&r=PART&ty=HTML#se45.1.46_1102
https://www.accessdata.fda.gov/scripts/cdrh/cfdocs/cfcfr/CFRSearch.cfm?fr=56.102
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    Sources: https://irb.research.chop.edu/quality-improvement-vs-research  and  https://kb.wisc.edu/images/group78/33386/ElementsofQIvsResearchv11-2-08_0.pdf 
 

STEP 2: IS YOUR PROJECT QI/QA? 
 

Instructions: If you determined that your project is not research, then answer questions 1 through 14 below. 
 

1.   Will the project seek to test interventions that are beyond current science and experience, such as new 
treatments? 

☐Yes (Stop here. Your project is likely to be research.)                             

Background ☐Identifies a specific deficit in scientific 
knowledge from the literature. 

☒Describes the nature and severity of a special 
LOCAL performance gap. 

Methods ☐Specific protocol defines the intervention, 
interaction and use of collected data and may 
include randomization of individuals to 
different groups. 
 

☐May use qualitative or quantitative methods 
to make observations, make comparisons 
between groups or generate hypotheses. 
 

☐Statistical methods primarily compare 
differences between groups or correlate 
observed differences with a known health 
condition. 

☒Mechanisms of the intervention may change 
in response to ongoing feedback. 
 
 

☒Plan for intervention and analysis includes 
assessment of the system or process flow. 
 

☒Statistical methods evaluate system level 
process and outcomes over time or compare 
data from before implementation of a new 
process to post-implementation data. 

Benefits ☐Designed to contribute to generalizable 
knowledge, and may or may not benefit 
subjects. 

☒Participants are expected to benefit directly 
from the QI activities. 

Risks ☐May or may not put persons at risk. ☒By design, does not increase risk to persons, 
with exception of possible privacy or 
confidentiality concerns. 

End Point ☐Answer a research question (s). ☒Promptly improve a LOCAL program, 
process and/or system. 

Analysis ☐Statistically prove or disprove hypothesis. ☒Compare a program, process, or system 
against established set of standards. 

Adoption 
of  
Results 

☐Little urgency to disseminate the results. ☒Results are rapidly adopted in the 
organizational setting. 

Publication 
/ 
Presentation 

☐Share results with experts in the field. Intent 
to publish is determined at the outset of the 
project. Results are expected to develop or 
contribute to generalizable knowledge, fill a gap 
in scientific knowledge or support, refine, 
results from other studies. The dissemination of 
results is the form of research/scientific 
publications and presentations.  

☒  May or may not share results via 
publications and or external presentations. The 
intent to publish or present generally is not 
presumed at the outset of the project. 
Dissemination of information often does not 
occur beyond the institution evaluated or 
hosting the QI activity. When results are 
presented to a wider audience, the intent is to 
suggest potential effective models, strategies, 
assessment tools or provide benchmarks or 
base rates rather than generalizable knowledge.  

https://irb.research.chop.edu/quality-improvement-vs-research
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☒No (Please continue.) 
 

2.   Will the project involve care practices, interventions, or treatments that are not standard (neither 
consensus-based, nor evidence-based)? 

☐Yes (Stop here. Your project is likely to be research.)                             
☒No (Please continue.) 

 

3.  Does your project utilize subjects to test new devices, products, drugs or materials?   
☐Yes (Stop here. Your project is likely to be research).                             
☒No (Please continue.) 

 

4. The data collected will be used for research purposes.   
☐Yes (Stop here. Your project is not QA/QI.) 
☒No (Your project is most likely QA/QI. Please continue.) 

 

5. Is the intent of the project to answer research questions or test a hypothesis to develop or contribute to 
generalizable knowledge?  

☐Yes (Stop here. Your project is not QA/QI.) 
☒No (Your project is most likely QA/QI. Please continue.) 

 

6. Does the project follows a rigid research design (e.g., hypothesis testing or group comparison, including 
randomization, control groups, prospective comparison groups, cross-sectional, or case-control designs)? 

☐Yes (Stop here. Your project is not QA/QI.) 
☒No (Your project is most likely QA/QI. Please continue.) 

 

7. Does your project involve the use of service/satisfaction/engagement surveys issued or completed by the LOCAL 
setting (e.g. hospital/clinic patients, students or staff) with the intent of improving services and programs at a 
hospital / clinic/ institution/ organization or to develop new services or programs?   

☒Yes (Your project is most likely QA/QI. Please continue.) 
☐No (Stop here. Your project is not QA/QI.) 

              ☐Does not apply to my project (Please continue.)  
 

8. Is the goal of this project to implement a new clinical/organizational/or institutional process founded upon 
evidence-based practice from current literature? 

☒Yes (Your project is most likely QA/QI. Please continue.) 
☐No (Stop here. Your project is not QA/QI.) 
☐Does not apply to my project (Please continue.)  

 

9. Does the project involves implementation of established and tested quality standards and/or systematic monitoring 
assessment or evaluation of the organization to ensure existing quality standards are being met?  

☒Yes (Your project is most likely QA/QI. Please continue.) 
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☐No (Stop here. Your project is not QA/QI.) 
☐Does not apply to my project (Please continue.) 

 

10. Does the project involve staff, patients, students and/or customers who are seen at the LOCAL setting?  
☒Yes (Your project is most likely QA/QI. Please continue.) 
☐No (Stop here. Your project is not QA/QI.) 

 

11.  Has this project been initiated by decision-makers within your organization/clinic/hospital to make 
improvements to an existing process or policy? 

☒Yes (Your project is most likely QA/QI. Please continue.) 
☐No (Stop here. Your project is not QA/QI.) 
☐Does not apply to my project (Please continue.)  

 

12. Is the primary audience to this project internal stakeholders and patients/customers? 
☒Yes (Your project is most likely QA/QI. Please continue.) 
☐No (Stop here. Your project is not QA/QI.) 

 

13.  Is the project designed by the JU student without LOCAL setting support i.e., the project is of interest to the 
student, and may or may not improve practices, services, and or standard or care/practice at the LOCAL setting?  

☐Yes (Stop here. Your project may not be QA/QI.) 
☒No (Your project is most likely QA/QI. Please continue.) 

 

 

● If you answer No to Questions 1 through, 6 the project is most likely a QI/QA project. Continue to Sections III 
and IV.  

● If you answer Yes to Questions 7 through 12, the project is most likely a QI/QA project. Continue to Sections 
III and IV. 

● If you answer Yes to Question 13, please contact the Office of Research and Sponsored Programs 
(904-256-7151) for further guidance. 

 

Section III. PROJECT DESCRIPTION/PROTOCOL 
 

Instructions: This section provides an overview of the proposed project and describes the plan to address the project 
objectives. The required components are as follows: 
 

(a) State the purpose/aim of the project. Be concise; the purpose or aim of the project should not be longer than 
one or two sentences.  
The purpose of this quality improvement project is to determine the effect of interdisciplinary 
rounding on quality outcomes of length of stay, urinary and central venous catheter utilization, and  
rated communication between patients and nurses and/or patients and physicians via HCAHPS ratings 
in the domains of ‘communication with nurse’ and ‘communication with physician’, as well as 
collaboration via a pre and postintervention survey of the interdisciplinary team in a 500-bed 
non-academic inpatient acute care facility in northeast Florida.  Interdisciplinary rounding is defined 
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in this project as a structured framework for communication between multiple disciplines 
(physician, advanced practice provider, nurse, case manager, pharmacist, and chaplain), the 
patient, and family occurring daily at the patient’s bedside. 

 

(b) Describe how the project will improve services, processes and/or standard of medical care at the LOCAL 
setting.  

(i) Do you have baseline data? Provide baseline data or information that directly supports that the 
QI project will be used to improve services, programs, or standards of care/practice at the LOCAL 
setting. If this is a QI initiative commissioned by the local setting, please tell us. 
Currently, length of stay (LOS) on the project unit is well above the goal of 4.75 days and 
is significantly higher than the same time last year.  LOS reported for the last three 
months (December 2019, January 2020, and February 2020) was 5.82, 6.34, and 6.12 
respectively, as compared with the same time last year (December 2018, January 2019, 
and February 2019) reported at 4.05, 4.96, and 5.15 respectively.  Utilization rates of 
indwelling time for central venous and urinary catheters without evidence-based 
indication is estimated at 15 and 10 excess days respectively.  . It is recommended that 
urinary and central venous catheter days and appropriateness for use are to be 
reviewed each day by the care team (CDC, 2019a; CDC, 2019b).  In an IDR 
approach, this can be weaved into the rounding structure to ensure this 
recommendation occurs.  The literature supports a decrease in urinary (Malec et 
al., 2018; Townsend-Gervis et al., 2014) and central venous catheter days (IHI, 
2015) after the implementation of daily interdisciplinary rounds.  Currently, 
HCAHPS scores in the domain of communication with nurses have been below the 
achievement threshold of 83.26 three of the four quarters in 2019, reported at 78.94, 
77.47, 85.11, and 79.78 respectively.  Scores in the domain of communication with 
physicians has also been below the achievement threshold of 82.71 three of the four 
quarters in 2019, reported at 76.45, 69.82, 77.30, and 83.13 respectively. 

 

(ii) How will the patients/students/staff at the LOCAL setting benefit from the outcomes of this 
project? 
 The facility is seeking an intervention to improve provider communication and 
collaboration with the hope of improving quality care for the patients they serve.  This 
quality improvement project will incorporate a standardized rounding practice that 
hopefully will positively impact HCAHPS scores in the communication domains, reduce 
line days for both central venous and urinary catheters, and length of stay.  There will be 
a pre and postimplementation survey of the staff participating in interdisciplinary 
rounding to evaluate any perceived changes in teamwork, communication, and 
collaboration.    

 

(iii) Is there a plan to continue or adopt the QI strategy under study after sharing the results with 
the LOCAL stakeholders? Please describe. 
 After the intervention and subsequent findings, the interdisciplinary rounding process 
will likely remain as part of the unit operations.  The evaluation will inform the facility 
regarding changes that need to be implemented to improve either the provider or patient 
experience of rounding.  If the results in the project don’t reveal that rounding was an 
effective method to reduce length of stay or urinary and central venous catheter days or 
increase HCHAPS ratings in the domains of ‘communication with physician’ and 
‘communication with nurse’ as found in the literature, it may be prudent to assess the 
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mechanics of rounding. As rounding becomes incorporated, there will be a need for 
unit leadership to remain diligent to observe and provide feedback to the team to 
ensure that compliance with the structure of rounding remains consistent.  The use 
of a checklist, such as one created by Henneman, Kleppel, & Hinchey (2013), 
during observation could provide insight into improvement opportunities.  The 
authors developed a valid, reliable tool with 92% interrater reliability that can be 
utilized to collect objective data on the behaviors of the interdisciplinary team 
during rounding (Henneman, Kleppel, & Hinchey, 2013).  In addition, if the results 
of the pre and postintervention survey find that staff don’t feel collaboration and 
teamwork are increased, then it would be prudent to perform a root cause analysis to 
determine underlying barriers to collaboration.  

 

(iv) How and with who will you share the results of the QI project? The findings will first be 
presented at Jacksonville University for consideration and successful completion of the 
Doctorate in Nursing Practice (DNP). After approval, the results of this DNP project will 
be uploaded to the Virginia Henderson Repository.  A manuscript will be prepared for 
publication and subsequently submitted to appropriate scholarly journals. In addition to 
scholarly work, these results will be disseminated within the project setting’s 
organization.  Project findings will be presented to the organization through in-person 
meetings and online webinars. 

 

(v) Cite relevant literature sources, as appropriate. Click or tap here to enter text. 
 

(c) Will there be ethical oversight at the location where the project is being conducted (e.g., hospital quality 
assurance committee or IRB)?  

 

Please describe how you plan to obtain approval at the local setting. This project will apply for 
institutional review board (IRB) approval from Jacksonville University before beginning.  After 
approval from JU’s IRB there will be a subsequent application to Ascension St. Vincent’s IRB for 
site approval. Any data that is collected will be de-identified prior to Ascension St. Vincent 
providing it to the student to protect personal health information.  Length of stay will be provided 
to the student by the care management department at Ascension St. Vincent and will be monthly 
aggregate data with no patient identifiers.  Urinary and central venous catheter data will be given 
to the student by the infection prevention department and will be monthly aggregate data with no 
patient identifiers.  HCAHPS data will be provided to the student by the patient and family 
experience department at Ascension St. Vincent and it will be a quarterly rating with no patient 
identifiers.  Associate survey data pre and postintervention will be collected via RedCap and will 
be housed in RedCap.  The survey doesn’t ask for any personal identification information.  
RedCap assigns a participant identification number to each response for further anonymity.  Any 
data collected by the student will be housed electronically on Ascension’s secure 
duo-authentication password-protected cloud-based HIPAA compliant server.  The data will only 
be shared when communicating with committee members and statistician (Dr. Gautam) via secure 
web sessions or in-person meetings.  A formal consent form will not be utilized as the rounding 
will be implemented as the standard of care in the unit. However, the patient and/or family can 
refuse rounds at any time.  A consent will be utilized for the pre and postintervention surveys and 
participation in the surveys is voluntary.   
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(d) Explain why the project is of minimal risk. What protections are in place to safeguards the individual's 
privacy and confidentiality of their data, e.g., use of encrypted servers, password-protected files, 
consent, limiting access to the data, study codes, etc.? 
All data will be housed electronically on a cloud-based HIPAA compliant server.  The data will only be shared 
when communicating with committee members and statisticians via secure web sessions or in-person 
meetings.   

 

Any data collected by the student will be housed electronically on Ascension’s secure 
duo-authentication password-protected cloud-based HIPAA compliant server.  Any data that is 
collected will be de-identified prior to Ascension St. Vincent providing it to the student to protect 
personal health information. Length of stay will be provided to the student by the care management 
department at Ascension St. Vincent and will be monthly aggregate data with no patient identifiers.  
Urinary and central venous catheter data will be given to the student by the infection prevention 
department and will be monthly aggregate data with no patient identifiers.  HCAHPS data will be 
provided to the student by the patient and family experience department at Ascension St. Vincent and 
it will be a quarterly rating with no patient identifiers.  Associate survey data pre and postintervention 
will be collected via RedCap and will be housed in RedCap.  The survey doesn’t ask for any personal 
identification information.  RedCap assigns a participant identification number to each response for 
further anonymity.  Any data collected by the student will be housed electronically on Ascension’s 
secure duo-authentication password-protected cloud-based HIPAA compliant server.   

 

(e) Will the project involve the collection/analysis of personal health information?    ☐Yes     ☒No 
 

(f) How many participants are needed to complete the study? 150 rounds on patients. The patients will be 
able to refuse interdisciplinary rounds and will not be pressured or coerced in any way to participate 
in rounds, nor will their refusal in rounds change the level of care they receive.  Safeguards for 
patients are that the rounding procedure is just a communication tool/structured method of 
communication among caregivers that would already be part of the care the patient is provided.  The 
difference in this method is the collaboration of the team at the same time to reduce disjointed 
communication and the patient and/or family can get all questions answered at the same time by the 
qualified discipline.  The staff on the project unit will participate in interdisciplinary rounding as a part 
of normal unit operations as participation in rounding will be incorporated into their job expectations.  
The staff on the project unit will also participate via a voluntary survey pre and postintervention.  Staff 
N=45 (There are 36 nurses, 2 pharmacists, 2 physicians, 2 advanced practice providers, 2 case 
managers, and 1 chaplain) will be invited to participate in the pre/postimplementation survey.  All 
survey participation will be voluntary, and the associate will provide an ‘agree’ to the consent prior to 
entering the survey.  If ‘disagree’ to the consent terms is selected, the associate will immediately be 
directed to the end of the survey and can’t participate.  The survey will use RedCap, will not ask for 
any personal information, and all data received will be housed electronically on Ascension’s secure 
duo-authentication password-protected cloud-based HIPAA compliant server.   

 

(g) What do participants have to do? What is the expected time of participants’ involvement in this QI project? 
(e.g., complete surveys, interviews, etc.) The participants will be asked to complete an anonymous, electronic, 
RedCap survey pre and postimplementation that will take less than 15 minutes.  The rounding procedure will 
likely take1- 2 hours each day to round on the 19 patients.  These rounds are being incorporated into the daily 
unit operations and job expectations.                                                                           

 

(h) How will you analyze data? Three months after implementation of interdisciplinary rounding the 
following measures will be evaluated: length of stay, urinary catheter days, central venous catheter 
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days, HCAHPS scores for communication with nurses, and communication with physicians, and 
survey data.  Length of stay will be analyzed through a Wilcoxon rank sum test pre- and 
post-intervention.  Urinary catheter and central venous catheter days will be evaluated with a run 
chart to assess trending.  HCAHPS scores for selected communication domains will utilize a run chart 
to assess trending and percent change postintervention.  Pre and postintervention survey data will be 
analyzed with an independent t-test or Mann-Whitney U test based upon data normalcy. 

 

(i) Provide a description of the participant population, as appropriate (e.g., gender, age range, ethnic 
background, etc., inclusion/exclusion criteria). 

The population for this project is admitted patients on a 19-bed medical/surgical/telemetry unit in a large 
acute care facility.  The unit accepts adult patients that require telemetry monitoring. Common diagnoses 
admitted are: respiratory illnesses, heart failure, stroke, and renal failure.   

Members of the interdisciplinary team will also be a focus of this project.  The total number of 
nursing associates is 36 as the nurses are scheduled to work on both the project unit and a sister unit 
interchangeably.  The total number of case managers employed by the project unit is two.  There are also 
two pharmacists, physicians, and advanced practice providers.  There is one chaplain assigned to the 
project unit.   
 

(j)  Describe the recruitment process. Include how, where, when, and who will contact potential project 
participants.  

The patients will be recruited for the intervention through admission to the unit.  Patients will have the 
option to refuse to participate in IDR and will then be excluded from the project.  The anticipated 
maximum number of patients included in the project is 150. 
 

The unit leadership has decided participation in interdisciplinary rounding is mandatory and participation 
is expected as part of the job requirements.  Participation in the pre and postintervention survey will be 
voluntary and a consent will be utilized and discussed in the next section.  The interdisciplinary team 
members will be recruited through employment on the unit and the unit roster provided by the unit 
leadership.   
 

(k) What will you do with the results of your project (e.g., publishing or sharing at a conference, etc.)? Note: If 
there is an intent to publish or present outside of the project’s location, please include the following statement 
on your materials: “This Quality Improvement project was reviewed by the Jacksonville University Institutional 
Review Board.”  

The findings will first be presented at Jacksonville University for consideration and successful completion 
of the Doctorate in Nursing Practice (DNP). After approval, the results of this DNP project will be 
uploaded to the Virginia Henderson Repository.  A manuscript will be prepared for publication and 
subsequently submitted to appropriate scholarly journals. In addition to scholarly work, these results will 
be disseminated within the project setting’s organization.  Project findings will be presented to the 
organization through in-person meetings and online webinars. 
 

Section IV: OTHER INFORMATION 
 

1. ARE YOU OBTAINING INFORMED CONSENT?  

☒ Yes- Explain the consent approach.  
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The anonymous electronic RedCap pre and postimplementation survey invitation sent to the staff 
of the project unit will include a consent to share the risks and benefits to completion, that the survey is 
voluntary, and that all responses will be kept anonymous and confidential.  The participants will be 
notified that by completing and submitting the survey, they are consenting for the results to be studied in 
this project.  The survey will also begin with a question affirming that they reviewed the consent 
information and they wish to proceed.   

  
There will be no formal consent from the interdisciplinary team to participate in rounds as this is a job 
expectation.   
  
☐  No- Explain why it is not feasible to obtain informed consent.  
  

2. CONFLICT OF INTEREST: 

a. Does Jacksonville University hold a patent or license for any material, object, or process used in this 
project?   
 

☒ No  ☐ Yes. If yes, you must contact the JU Research Compliance Coordinator at juirb@ju.edu  
 

 

b. Do you, your spouse, your children, or any of the Investigators or persons who are responsible for the 
design, conduct, or reporting of the research, their spouses or their children, hold a patent or license for any 
material, object, or process used in this project? 

 

☒ No  ☐ Yes. If yes, you must contact the JU Research Compliance Coordinator at juirb@ju.edu  
 

 

c. Does Jacksonville University own stock in the company sponsoring the project?  
 

       ☒ No    ☐Yes. If yes, you must contact the JU Research Compliance Coordinator at juirb@ju.edu 
 

 

d. Do you your spouse, your children, or any of the Investigators or persons who are responsible for the 
design, conduct, or reporting of the research, their spouses or their children, own stock in the company 
sponsoring the project? 
  
☒ No    ☐ Yes. If yes, you must contact the JU Research Compliance Coordinator at juirb@ju.edu  

 

 

e. Is a patent or license pending or under consideration or is there any intention to file a patent application at a 
later date? 

mailto:juirb@ju.edu
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 ☒ No   ☐ Yes. If yes, you must contact the JU Research Compliance Coordinator at juirb@ju.edu  
 

 

f. Do you, your spouse, your children, or any of the Investigators or persons who are responsible for the 
design, conduct, or reporting of the research, their spouses or their children, have a patent or license 
pending or under consideration, or is there any intention to file a patent application at a later date?  

 

X No   ☐ Yes. If yes, you must contact the JU Research Compliance Coordinator at juirb@ju.edu. 
 

 

I certify that the information provided in this application is complete and correct.  
 

Elizabeth Dasher______________ 3/14/2020  
Printed Name of Person                   Signature of Person Date  
completing this form                  completing this form 

 
 

Ashlee Loewen  
Name of Faculty Mentor                   Signature of the Faculty  Date 

 
Mentor 
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Appendix C 

Jacksonville University IRB Approval 
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Appendix D 

St. Vincent’s IRB Approval 
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Appendix E 

Data Collection Sheet and Data Dictionary  
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Appendix F 

Implementation Plan 
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Appendix G 

Interdisciplinary Rounding Protocol 

Outside Patient’s Room 
● Sensitive information discussed if necessary 

 
Inside Patient’s Room 

● Nurse and physician enter, introduce selves, and ask permission for the larger 
team to perform rounds 

● After patient consents to rounds, the larger team enters (case manager, 
pharmacist, chaplain and rehab services if available)  

● The team will introduce themselves to the patient and/or family and invite the 
patient and/or family to participate in rounds with questions or comments at any 
time 

● Recommended that the clinician with the most knowledge of the patient will begin 
rounds (usually nurse or physician)  

 
Physician-Bring Computer 

● Primary Diagnosis 
● Significant comorbidities 
● Major complications 
● Current plan of care  
● Consultant summaries 
● Expected LOS 
● Potential DC in 24hrs? If yes: 

o DC needs 
o Anticipated DC time 
o Orders entered 

Case Manager 
● Anticipated disposition 
● DC forms needed & signed; bring during rounds to have signed 
● Barriers to DC with actions to address 
● Request orders for DC planning 
● Follow up appointment arranged 

 
 
Nurse 

● Current state and overnight changes 
● Any updates to treatment plan since last round: meds, ancillary needs, working 

with PT/OT, diet recommendations 
● DVT 



INTERDISCIPLINARY ROUNDING 83 

● Pain issues 
● Lines and necessity of lines (central venous lines, urinary catheter, etc.) 
● Abnormal lab values, vital signs, or assessments 
● Mobility and safety 
● Nutrition/Diet (intake) 
● Last bowel movement 
● Status of pending imaging studies/lab work, etc. 
● Family needs/concerns  
● Orders needed  

 
Pharmacist-Bring computer 

● Medication compliance considerations: admission med history, inpatient 
noncompliance, post DC needs 

● Antibiotic downgrades/stewardship  
● Cost effective DC med options 
● Polypharmacy; recommendations for optimization 

 
Prior to exiting the room, thank the patient for allowing the team to round, ask if there 
are any questions, write the daily goal on the white board.  

Outside Patient’s Room 
● Quickly review orders that need to be placed in the EHR  
● Review any safety or quality concerns (removal of urinary catheter, initiation of 

falls precautions, etc.) 
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Appendix H 

Pre and Post Implementation Survey 

Pre-Implementation Survey Instrument 
(Survey to be placed in RedCap) 
 
Demographic Information: 
 
Role (choose one): Advanced Practice Provider, Physician, Nurse, Chaplain, Care 
Manager/Social Worker, Pharmacist 
 

 
 
 
 
 

 

 

 

 

 

 Strongly 
disagree 

Disagre
e 

Neither 
disagree 
nor agree 

Agre
e 

Strongly 
agree 

As a member of the care team, 
my input is sought and respected 
by other members. 

     

I feel comfortable participating in 
discussions with the care team. 

     

I believe that interdisciplinary 
rounding helps to reduce delays 
in patient care interventions. 

     

Overall, I believe that 
interdisciplinary rounding is an 
effective tool for communication 
and collaboration among the care 
team. 
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Post-Implementation Survey Instrument 

(Survey to be placed in RedCap) 
 
Demographic Information: 
 
Role (choose one): Advanced Practice Provider, Physician, Nurse, Chaplain, Care 
Manager/Social Worker, Pharmacist 
 

 

 

 

 

 

 

 

 

 Strongly 
disagree 

Disagre
e 

Neither 
disagree 
nor agree 

Agre
e 

Strongly 
agree 

As a member of the care team, 
my input is sought and respected 
by other members. 

     

I am more comfortable 
participating in discussions with 
the care team after participating 
in interdisciplinary rounding. 

     

I believe that interdisciplinary 
rounding helps to reduce delays 
in patient care interventions. 

     

Overall, I believe that 
interdisciplinary rounding is an 
effective tool for communication 
and collaboration among the care 
team. 
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Appendix I 

Online Survey Consent Form with Email Script 

Email Script:  

You have been asked to complete this online survey.  This survey is part of a quality 
improvement project led by Elizabeth Dasher, a student at Jacksonville University.  The 
project is called ‘Interdisciplinary Rounding and its Effect on Communication and 
Quality’.  This project will evaluate the use of interdisciplinary rounding.  The survey will 
take less than 15 minutes to complete. You may or may not benefit directly from 
completing the survey.  Participation in this survey is voluntary. 

Survey: 

The survey will take less than 15 minutes to complete. Risks related to this project are 
minimal.  There is always a chance that a loss of privacy may occur. To lessen these 
risks, we have constructed the survey so that your participation is anonymous.  No 
identifying information (e.g., email addresses, IP addresses, names, etc.) is collected by 
the survey website or project lead. Answers cannot be linked back to you. Questions 
are not of personal or sensitive nature.  You can refuse to answer, skip any questions, 
or withdraw from the survey. If you decide not to participate, you will not be penalized.  

By completing and submitting the survey, you confirm that you over 18 years old.  Also, 
by submitting a survey, you will allow Elizabeth Dasher to use your anonymous answers 
in her project. The results of this project will be used to inform quality improvement 
activities.  

If you have any questions at any time, please contact Elizabeth Dasher at 
Elizabeth.dasher@ascension.org. If you have any concerns or questions about your 
rights as a participant in this project, please contact the Jacksonville University 
Institutional Review Board at (904) 256-7151 or juirb@ju.edu.  

This project is being completed by Elizabeth Dasher, MSN, RN, CCRN-K, Program 
Manager, Ascension, and has been approved by the Jacksonville University Institutional 
Review Board (JU IRB #____-___). 

Clicking on the “agree” button shows that you have read the above information, you 
voluntarily agree to participate, and you are at least 18 years of age.  

If you do not wish to participate in the study, please click on the “disagree” button. 

o Agree (include the survey URL)  

o Disagree 

 

 

 

 

mailto:Elizabeth.dasher@ascension.org
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Appendix J 

Interdisciplinary Observation Reflection Exercise 
 
Name: ____________________________ 
Date: _____________________________ 
Unit observed: _____________________  
 
Instructions:  Circle the answer based on your observation. Please complete the 
following document and return to your unit educator within 24 hours of completion of 
rounding.  
  

Name three team behaviors you observed during rounds.  Were these behaviors 
effective or ineffective?  Why?  
  
  
_____________________________________________________________ 

  
  
  

Did the team appear to collaborate to deliver high-quality, safe patient care?   
Name two (2) ways the interdisciplinary team collaborated to deliver high-quality, 
safe, person-centered care.   
  
________________________________________________________________ 
  
________________________________________________________________ 
  
How did the focus of rounds change based upon the time point within the 
patient’s stay (admission, follow-up, or discharge rounding)?  
  
  
________________________________________________________________ 
  

 

 

 

 

 

 

 


