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Abstract
Background: Rounding has long traditions within hospital-based healthcare, as a way to organize the ward-based part
of the care and cure process. Despite an increased emphasis on patient participation, there has been limited research
exploring physician experiences of actually applying these principles to the ward round.
Aim: To explore physician experiences after changing to a patient-centered and team-based ward round, in an internal
medicine department at a Swedish mid-size hospital.
Methods: Qualitative exploratory case-study. Semi-structured interviews with 13 physicians (six consultants, three
residents, four interns) have been carried out. All interviews have been transcribed and analyzed by qualitative method.
Results: The traditional relationship of superiority and subordination, embodied by the patient lying down in bed and
the physician standing over the bed, was one essential change in the new ward round. Physicians experienced that less
hierarchical relationships with patients, combined with working in a multi-professional team, contributed to betterinformed clinical decisions, fewer follow-up questions from patients, and increased professional fulfilment. However,
physicians also experienced that their autonomy was being reduced, and there was uneasiness about exposing potential
knowledge gaps in front of others.
Conclusions: This qualitative study of physician experiences finds that patient-centered and team-based ward rounds is a
fertile development journey forward. Also important to notice are the seemingly new and paradoxical findings that despite
the introduction of the “right” ward round structure, negative experiences emerged as unwanted side effects to the positive
experiences reported. It could be beneficial for leaders in healthcare (both managers and physicians) to consider these
results to facilitate future ward round initiatives.
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1 Background
Rounding has long traditions within hospital-based healthcare, as a way to organize the ward-based part of the care and
cure process, i.e. examination, diagnosis, treatment and follow-up of the patients’ care and treatment plans [1]. Although
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rounding is conducted in different ways, according to individual choice and institutional tradition, the round serves many
common and practical purposes, including acquisition and dissemination of information, education of students and
patients, and collaborative discussions of diagnosis, treatment and care plans [1, 2].
Professional bodies [3] and healthcare authorities [4] agree about the need to increase patient participation to make the
patient the center of attention, empowered in his or her own care [5-7]. A variety of methods have been developed to meet
these objectives, however Kirkpatrick and colleagues [2] argue that there is limited knowledge about actually applying
these principles to ward rounds. This is echoed by Launer [8] who states that methods for running ward rounds effectively
and ethically have been given very little attention. Caldwell [9] claims that ward rounds need the same focused attention as
the most expensive technology or complex drug treatment. The benefits to quality, safety, effectiveness, efficiency and
staff satisfaction would be enormous, and patients would truly benefit as well.
Ward rounds are present in almost all hospital settings and there are research initiatives focusing on many different
aspects of round development, for example structured interdisciplinary rounding lowered the rate of adverse events [10],
and multidisciplinary rounding reduced length-of-stay for hospitalized patients [11] as well as improving core quality
measurements [12]. Physician-patient communication in single-bedded versus four-bedded hospital rooms differed with
patients asking more questions and making more remarks in single-bedded rooms and physicians showing more empathic
reactions [13]. Patient-nurse-physician interaction analysis during ward rounds indicated there was a dyad between
physician and patient with the nurse having limited inclusion [14] and family-centered multidisciplinary rounds enhanced
staff satisfaction in pediatrics [15].
There is also ward related research exploring patient perspectives. One study about information-giving across literacy
levels concluded that irrespective of literacy skills, patients felt unable to access, understand and utilize written health
information and instead patients described how they were dependent on the relationship with the doctor [16]. Another study
about barriers to patient participation during the ward round concluded that several aspects of traditional ward round
routines could be improved to enhance the two-way information exchange. In particular it was stressed that all healthcare
professionals need to acknowledge the patients’ right to participate [17]. Why some patients are reluctant to collaborate with
physicians about their choices in healthcare was explored by Frosch and colleagues. Patients in their study voiced a strong
desire to engage in shared decision-making about treatment options. However, they argue that conforming to socially
sanctioned roles where physicians can be authoritarian, and the fear of being categorized as “difficult” prevent patients
from participating more fully in their own healthcare [18].
Although evidence is growing that effective working from multidisciplinary team-rounding improves patient outcomes [4],
there is insufficient evidence to guide successful changes in ward rounds [19]. A recent Cochrane intervention review with
the focus on interprofessional collaboration [20], including two round studies, concluded that interprofessional collaboration can improve healthcare processes and outcomes, but that more studies are needed to draw generalizable inferences.
Studies including qualitative methods were recommended by Cochrane to provide further insights [20].
Gosfield and Reinertsen [21] claim that hospital leaders need to better understand the physicians’ perspective related to
quality, since physicians are in a powerful position to stop or severely hinder change initiatives they do not see will benefit
patients and/or themselves. Snell et al. [22] argue that more research is needed, focusing on the context and the specific
needs of the medical profession, to better understand what physicians themselves consider as hinders and enablers for
improvement work, like changing the ward round. Fiddler and colleagues [19] argue that despite an increased awareness
about the importance of understanding the experiences of those involved in a change, research is still sparse to investigate
how professionals view changes to ward rounds. Our study explored physician experiences after changing the ward round
in an internal medicine department at a mid-size hospital in Sweden. The new round was patient-centered and team-based.
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1.1 The new ward round
The new round originated from conversations within and amongst the professional groups at the internal medicine
department. The initiative was seen as a larger development project and was supported by the head of the department. The
change process was managed without any external resources.
The new ward round was based upon three principles: (1) increasing patient integrity, (2) minimizing informationhandovers between health professionals, and (3) finalizing all tasks related to each patient.
In order to increase patient integrity, special rounding rooms were established. The rounding rooms were set up with chairs
facing each other to enable patient and caregivers to meet each other on the same level, whenever medically possible.
To be able to minimize information-handovers and also to finalize all tasks related to each patient, care teams were formed.
The team consisted of senior and junior physician, registered nurse and assistant nurse. The junior physician was
scheduled for the full week at the ward and the senior physician was scheduled Monday, Wednesday and Friday. There
were three teams for every ward and each team shared a small office.
The care team would meet briefly at a pre-defined time every morning, to plan the day and prioritize which patients should
be rounded and what time to start rounding. Patients were prioritized based upon medical criticality and progress in the
care process. This means that not every patient was rounded every day. Instead patients were rounded for a cause, for
example just admitted, change of patient condition, results of lab-tests, patient could soon return home. The process was
managed by use of a whiteboard and patients were given a color code in relation to priority. Patients due for discharge
were managed after the brief prioritization team meeting, and before the actual rounding started.
Each care team documented their findings and conclusions in the electronic medical record after every patient meeting.
Before bringing the next patient in, the team strove to finalize all tasks related to the previous patient.
Rounding went from loosely structured, where traditionally each individual physician decided how to round, to a defined
team-based work plan as outlined above. The table outlines key differences comparing the previous round with the new
round.
Table. Comparisons between previous and new round
Previous round

New round

Frequency

Every day

When there was a special cause

Location

4-bed ward room

Special rounding room

Patient position

Lying in bed

Sitting in chair (whenever possible)

Physician position

Standing next to bed

Sitting in chair

Documentation

Each health professional

Team documentation

Structure

Loose, physician decides

Tight, pre-defined work plan

1.2 Aim
To explore physician experiences after changing to a patient-centered and team-based ward round, in an internal medicine
department at a Swedish mid-size hospital.

2 Methods
2.1 Design
This study was a qualitative interview based case-study and had an exploratory design.
Published by Sciedu Press
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2.2 Setting
This study was carried out at an internal medicine department at a regional mid-size emergency-hospital in west Sweden,
and was part of a four-year (2010-2014) interactive research and development project concerning trans-professional
development processes in healthcare organizations. Earlier findings from this project have been reported [23, 24].
The hospital provided specialist care in general and orthopedic surgery, internal medicine, geriatrics, and psychiatric care,
with a total of 200 beds, 1,500 employees and care responsibility for an area with 118,000 citizens. The internal medicine
department had about 140 employees of whom 46 are registered nurses, 30 assistant nurses and 47 physicians. The
department had about 4,000 inpatients a year, whereof about 85% was admitted via the emergency. The department was
divided into two wards with 25 beds each, with an average length of stay around four days. Each ward had three single
rooms available for the most critical ill patients and three rooms with double occupancy. The remaining beds were
available in 4-bed ward rooms. The ward patients were equally divided between men and women with an average age
around 67 years. The department catered for both emergency and chronic patients with a spectrum of diseases related to
hormone-based, intestinal, hematology, cardiac and pulmonary disorders.

2.3 Participants
Purposeful sampling [25] was used as strategy when inviting physicians to participate. We tried to find a variety of
physician voices with rich, divergent information and sought physicians who were positive as well as those who were
negative to the round initiative. We also wanted variation in the physicians’ gender and seniority. Thirteen physicians
were interviewed of whom six were very experienced physicians (three male and three female consultants), three were
experienced physicians (three female residents) and four were less experienced (two male and two female interns).

2.4 Data collection
The choice was made to use qualitative research interviews since they can be seen as a way to understand the world as seen
by the interviewees [26]. The interview guide had open-ended questions to allow probing into aspects that emerged during
the interview. Examples of interview questions are: “How would you describe your experiences from working in the new
round?” “How would you describe what the core elements are in the new round?” One assumption behind the design of
this type of question is that people act according to their understanding of the world [27], and although what people present
in interviews is simply the results of their perception, that perception does in fact inform their actions [28].
The interview process was set up in cooperation with the development secretary at the internal medicine department. Data
was collected between December 2011 and March 2012, that is, 12-15 months after the new round was introduced. All
interviews were conducted face-to-face using local conference room facilities on the hospital site, and were digitally
recorded. The first author carried out seven of the interviews and one researcher from the larger development project
carried out six of the interviews. Each interview lasted between 45 and 120 minutes, with an average timespan of around
80 minutes.

2.5 Data analysis
The analytical process followed principles for qualitative analysis as outlined by Miles and Huberman [29]. All interviews
were transcribed verbatim and each interview was read and then condensed, focusing on physician experiences when
working according to the new round. Empirical dimensions where formed within each interview and similarities across
interviews were combined into themes. The analytic process continued in this reiterative process until data reached a point
of convergence where eight themes encompassed most of the material. Alternative interpretations were continuously
looked for in critical reflections.
To cater for a multifaceted interpretation of the empirical data, the analytical process involved a trans-disciplinary team of
four senior researchers, in addition to the first author. Each of them read selected interviews and in face-to-face meetings
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presented their own and challenged each others’ emerging dimensions and themes. The researchers had complementary
experiences to the first author who is a doctoral candidate in medicine with a professional background from management
positions in healthcare and high-tech, trained in group relations theory and educational background from industrial
engineering and management. One is an experienced physician and associate professor in medicine, one an experienced
nurse and professor in healthcare pedagogics, one a senior lecturer in healthcare pedagogics and one a professor in
business administration with experience from healthcare research. Members of the research team had extensive experience
of qualitative analysis.
Semi-finished results were reiterated back in two sessions during the medicine department development days. The
resulting exchange was rich, the emerging findings seemed to make sense and be useful for the practitioners and no
additional aspect was brought up.

2.6 Ethics
The overall aim of the Swedish law concerning ethical application for research relating to humans is to protect the
individual and make sure that human values are respected, while at the same time the law tries to minimize applications
from unproblematical projects [30]. The risk for harm to individuals participating in this research is low and it is not a very
sensitive topic, thus the project does not fulfill the criteria justifying an application to the ethical board. However, the
ethical demands for qualitative research such as informed consent, confidentiality, the consequences of the study and role
of the researchers, have been considered and followed.

3 Results
The eight themes emerging from the analysis of physician interviews are presented below. Quotes are provided to give the
reader an empirical experience of physician voices. Each physician has a random number between 1 and 13 to prevent
identification but still enable the reader to follow different physician voices in the text.

3.1 Relational change promoted communication
The traditional relationship of superiority and subordination, embodied by the patient lying down in bed and the physician
standing over the bed, was changed and physicians experienced how patients now also brought up social dimensions of
their illness and talked about their expectations and anxieties:
“…we can talk about things that are really important for the care process and for the patient, like what he/she would like to
be able to do when leaving the hospital. Things that just never came up before.” Resident (2).
By having the patient meet the care team in a special rounding room, and whenever medically possible sitting on a chair
facing the physician, physicians experienced that hierarchical distance was reduced. A less hierarchical relationship
between patient and physician was thus made possible, which made their communication exchange more like an ordinary
conversation:
“I believe that patient conversations are much better now /…/. It’s more beneficial, both for me and for the patient I would
say. We could carry on more on an equal level. I sit down and the patient does as well, I no longer lean over the patient. Just
such a simple thing makes a major difference for the way we talk to each other.” Resident (2).
Physicians experienced that the new round enabled patients to come across much more as persons, subjects and human
beings compared to experiences from the previous round:
“…you really see the patient or at least the possibility is there for seeing the patient.” Intern (8).
Published by Sciedu Press
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Physicians experienced that this change has made it possible for round conversations to include other aspects than the
traditional bio-medical dimensions:
“…you touch on topics that are more private, sensitive things since the round structure is so different. I mean, when you
are in a room with 4 beds doing the traditional round there is a bio-medical-technical jargon, focusing mostly on what the
latest test results showed.” Consultant (1).

3.2 Increased understanding
Physicians reported the new way of rounding as supporting a learning perspective for physicians, patients and other
staff. One physician described that the way patients moved and how much support they needed to come to the dedicated
rounding room provided valuable new information, leading to better-informed care and treatment decisions. The physician,
somewhat jokingly, made the comment that we all know that once we leave the bed in the morning we start to feel
more capable, so maybe the traditional way of rounding has made patients actually look less healthy in the eyes of the
physicians.
Physicians expressed the view that patients now seemed to understand more about their care and that follow-up questions
from patients (and next-of-kin) after the round had decreased. Meeting the care team in a special room made it easier
for the care team to explain the care process to patients and provided a supportive arena for patients to ask questions.
Physicians also expressed the opinion that there was increased understanding among nurses and assistant nurses when
participating in the round conversation, enabling them to respond to more questions from the patients without referring
back to the physician:
“…I have heard from the night staff that they receive much fewer questions. Patients are better informed. Much fewer
questions like: What is it really I have, Why am I here! What are you going to do to me next? Those night-agony questions
seem mostly to have disappeared.” Consultant (3).

3.3 Improved patient integrity but a need for new conversation
strategies
Physicians appreciated the improved integrity for patients. An experienced consultant said that he/she was no longer
comfortable holding a patient conversation in a room with three other patients overhearing it:
“I have been doing the traditional rounds for about 16 years. I recently noticed that I have a hard time going back to doing
the round in a 4-bedded room. My patient conversation is hampered when I know there are three more patients listening. I
cannot really grasp how we previously dared to speak about sensitive and private issues in front of other patients.”
Consultant (13).
The new round conversation made deeper and more thorough information-gathering possible, also including the social
dimensions of the illness. Physicians found this both beneficial and legitimate for the care process, but the new round
conversations with the patient also introduced time-related challenges for them. Previously, with the patient in bed, one
way to manage time constraints during the round was for the physician to start walking towards the next patient, thus
effectively cutting off any further questions from the first patient:
“When rounding in a 4-bed ward room, each patient is aware that they have limited time in some way. So they don´t open
up much. But when you meet them in a special room, patients start to expand their story.” Resident (2).
Now, with the patient sitting in a chair in a special round room, the previous strategy for managing time constraints was no
longer functional. Physicians had to establish another way of working to manage the limited time for each patient:
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“Patients always want to expand their story. Physicians mostly want to reduce their involvement with each patient/…/it is
of course easier for the physician to reduce his/her involvement with a patient lying in bed, because then the power
structure is in favor of the physician. You can very easily close down a conversation and do the examinations as you like.
Once you have let the patient get up and face you, that option is no longer valid.” Consultant (1).

3.4 Teamwork improved clinical quality
Physicians emphasized the importance of meeting patients together with other team members since information from the
other care professionals was beneficial for making well-grounded decisions. Physicians stressed how this interprofessional
cooperation created a foundation for good care:
“Teamwork really makes things easier. One knows the plan, your task, my task, today’s tasks. Patient status, have we got
a good grip on things?” Intern (8).
When all have heard the same things the risk for misunderstandings and the need for reporting were reduced. By having
the care-team around the patient gather in the round room preconditions were established that facilitated an increased
understanding of patient perspectives as well as the agreed clinical steps. When the team around the patient was
participating in the round conversation the risk of information loss from reporting between different professional groups
was reduced:
“I think it is very valuable to be able to bring the patient to a special room and just sit down and talk to them, and to have
the nurse and the assistant nurse there with me. Everyone hears the same thing and we avoid the never-ending reporting.”
Resident (12).
Physicians experienced that their understanding about their patients grew more complete. This enabled them to make more
informed decisions, potentially leading to better quality of care, and aspects a patient could have mentioned to a nurse or an
assistant nurse have gotten a natural way of coming to the knowledge of the physician during the team-based round:
“We meet the patient together and I say my thing and the nurse says her thing, and it becomes easier to get the full picture.
There may be issues they have talked with the patient about before. The nurse can help the patient communicate by simply
saying, well last night we talked about this concern.” Resident (7).
Physicians reported that close cooperation with nurses and assistant nurses added to care safety in at least three ways.
Firstly, the patient and relatives understood more of the care process leading to better compliance from the patient.
Secondly, the nurse and assistant nurse had a deeper understanding about patients’ individual care plans leading to better
follow-up. Thirdly, since everyone had heard what was planned a supportive structure with mutual reminders emerged
within the care team leading to internal compliance, really doing those things that they and the patient had together decided
were most important to do:
“Everything is said in the same room and everyone has heard it. Perhaps the assistant nurse now realizes why it is really
important for the patient’s wellbeing to get out of bed as soon as possible. Or perhaps a nurse asks me after a while why I
have not written a certain x-ray order, when I had simply forgotten. Care becomes safer in many ways through this way of
working.” Consultant (13).
Some physicians also expressed disappointment that nurses and assistant nurses did not take enough space during the
round conversations to really ensure that their perspectives were heard:
“This structure also requires you to really speak up if you have something or think about something during the round
conversation. Sometimes I think the nurses and assistant nurses are too passive.” Consultant (11).
Published by Sciedu Press
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3.5 Sharing office space - pros and cons
Sharing office space was something physicians experienced as both disturbing and beneficial. Previously, with separate
offices, they often experienced the need to search for the nurse to share decisions and information. When sharing offices,
there was a pre-established forum where information was shared, and they appreciated always being able to find each
other.
Physicians experienced however that the benefits of sharing office space with other care professionals came with the price
of limited quiet-space for them to ponder patient issues:
“Our building is not really constructed to cater for this set-up. This was my strongest opposition: we do not have office
space that works for this round concept.” Consultant (4).
Physicians reported positive experiences relating to working more closely together, but also challenges. To enable this
type of close teamwork to function physicians needed to adjust to the other care professionals. It seemed that physicians
had neither realized nor experienced anything like this before:
“….it increases your understanding for the other professionals’ work situation. But that is also the problem. When working
this close together one must adjust to each other.” Consultant (1).

3.6 Reduced physician autonomy
Previously there had been no uniform method for carrying out the round. Physicians experienced that the new well-defined
round reduced their autonomy, since individual physicians could no longer carry out the round as they found suitable. This
might relate to issues like what time the team should start its priority work, but also to more fundamental matters like not
rounding each patient every day:
“The new round structure is a very well-defined system, which does not really give me leeway to determine how to work.
And I think it is well known that doctors are very different, work very differently and throughout the years have rounded in
very different ways. And here and now we are all supposed to fit into the same round model. And that perspective might
not really suit everybody; comply, do it this way, period!” Consultant (10).
Reduced autonomy was a negative aspect some of the senior physicians stressed more than the others. It became apparent
that there were two opposing perspectives as to how senior physicians perceived the round process. In particular there
were major differences relating to the way patient interaction was looked upon. One perspective was focusing on thorough
preparation before the round, examining most or all written documentation and striving to have a clear hypothesis, before
meeting the patient:
“We need to get a good grip on the situation. And the core source for that is a thorough look at the written documentation.
Not only the last entries but case history, lab, x-ray, you name it! Also we need to check with the patient. Gather all the data
and then act!” Consultant (4).
The other senior physician perspective was focusing on patient interaction, striving to limit any predetermined hypothesis,
and instead paying much attention to patient conversations during the ward round:
“For me there is a point in meeting the patient without reading the documentation, without any pre-understanding. I focus
mostly on the meeting with the patient to get a solid conversation and resulting anamnesis.” Consultant (1).

3.7 Exposing potential knowledge gaps
In the previous round physicians had established ways to manage questions to which they did not know the answers. With
the patient in bed it was possible to move on, referring to time pressure or another objective reason, and after the round the
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physician had time to consult another colleague or read up on the matter at hand, and later come back to the nurse or the
patient with the response. This old way of handling “tricky questions” did not work in the new round. Senior physicians
experienced a new risk of “losing face” by exposing potential knowledge gaps in front of the others in the round room:
“The round conversations are carried out in front of others, colleagues and nurses, which exposes me much more. It may
expose my limited knowledge, since a patient may ask something I don’t know. Then my colleagues and the patient notice
that I don’t have that knowledge.” Consultant (1).

3.8 Increased professional fulfilment
Physicians experienced an increased sense of professional fulfilment working on the new round. There seemed to be an
appreciation that the new round facilitated working closer to the ideals and clinical principles physicians were striving
towards. The new way of meeting patients was especially emphasized:
“Yeah, some of the rounds now are really magic. Of course it depends on whom you are working with, it always does. But
with our previous way of rounding we never ever had magic rounds. Previously we did not have any patient meetings with
quality.” Consultant (3).
Another dimension appreciated by physicians was an ever-present aspect of learning and developing. Partly this involved
an increased knowledge base for nurses and assistant nurses through their participation in the round conversations, but
physicians also reported that their own development benefitted from the richer clinical encounters with patients:
“This new way of rounding is a major improvement. Patient-centered of course, but also employee-centered, since we all
learn and develop within this new team-based structure. Patients, nurses, assistant nurses and I as a physician get a more
solid sense of coherence.” Resident (2).
Physicians related that the improved contact with nurses and assistant nurses also constituted an important change. A new
“we-feeling” seemed to be becoming established from working close to each other, and simply starting to learn their
names was an appreciated aspect. Physicians also experienced better understanding of what the other care professionals
did. This made it easier to work together and fueled a fulfilling sense of mutual trust:
“…is has been said that we are to work in teams to cater for the patients better. But funnily enough our own work tasks also
become easier once we start to know each other better, who I am working with, how they function and what they are good
at…and bad at. And of course what I am good and bad at. /…/ The overall climate has improved, it seems to be better when
we go and have a fika together.” Intern (8).
Patients’ positive feedback also contributed to the increased sense of satisfaction. Feedback was especially appreciated
from patients who themselves were working, or had worked as healthcare professionals, and as such had experienced the
traditional round themselves:
“… many patients have said that this is really good. And also we have had care professionals as patients who have
commented. One senior physician and a couple of senior nurses have provided very positive feedback. This senior
physician, he was a surgeon, he felt ashamed of never rounding in the way that we now did, during his professional life.”
Consultant (3).

4 Discussion
The present study builds an empirically-based understanding about physician experiences working according to a
patient-centered and team-based ward round. Physician experiences gravitated around the changed relationship between
Published by Sciedu Press
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physicians and patients. A less hierarchical relationship, combined with working in a predefined multi-professional team
(senior physician, junior physician, a nurse and an assistant nurse), was experienced as contributing to better-informed
clinical decisions, fewer follow-up questions from the patients, and increased professional fulfilment. Physicians
expressed a need to evolve communication skills since their traditional way of managing bedside conversations was no
longer functional with the patient sitting in a special rounding room facing the physician. However, physicians also
experienced their autonomy being reduced by the new predefined rounding structure, and there was uneasiness about
exposing potential knowledge gaps in front of others. These two last themes were primarily experienced by senior
physicians.
Physicians in our study reported that their changed relationship with patients was one of the most important aspects of the
new round. The less hierarchical relationship made interactive communication possible, which in its turn supported
physicians’ continuous striving towards better clinical decisions, quality of care and better ways to inform patients. The
importance of the interpersonal exchange for quality of care was described by Donabedian [31] who argued that it is through
interpersonal exchange that patients communicate information necessary for arriving at a diagnosis, as well as preferences
necessary for selecting the most appropriate care. The interpersonal exchange is also where the physician provides
information about the nature of the illness and its management and motivates the patient to active collaboration in care.
Donabedian [31] concluded that the interpersonal process is the vehicle by which technical care is implemented and on
which its success depends. Sweet and Wilson [32] make a similar point, twenty odd years later, that the problem with the
hospital round is that its traditional style has remained rather impersonal or objective, focusing more on the disease than on
the sick person. This is echoed by the UK Royal College of Physicians and the Royal College of Nursing who in their
recent ward round guidelines [4] emphasized that healthcare professionals should not underestimate the importance of
interaction on rounds, from the patient’s perspective. The relationship between caregivers and patient is also what the
October 2012 Lancet editorial about the ward round focuses on as they claim; “if you do not communicate with your
patients clearly, and do not treat your patient in a dignified manner, you are not providing even the bare minimum of
health care” [33]. There seems to be conceptual understanding and consensus about the importance of patient-centeredness,
but applying it to ward praxis is, as our results show, not a straightforward linear process. Our results resonate with
Malterud [34] who describes the task of physicians as two-fold: to understand the patient and to understand the disease.
Findings in our study are in line with Malterud’s argumentation that patient-centered change efforts are not quick fixes
partly since there is a well-tried clinical method for understanding diseases, but no equivalent method for understanding
patients.
In our study physicians stated that a less hierarchical relationship with the patient was an important result that followed
from the new round. This change seems to have come about from the combination of three separate, but interrelated,
interventions: firstly, moving from a very hierarchical structure – with physicians standing and patients lying down –
towards a more equal perspective where both sit in a chair facing each other; secondly, using a special room allowing
privacy during the round conversation; and thirdly, having the physicians meet the patient together with the nurse
and the nurse assistant. Physician-patient communication in single-bedded versus four-bedded hospital rooms was
studied by van de Glind and colleagues [13]. They concluded that single rooms seemed to contribute to physician-patient
communication in a positive way since patients asked more questions and affective reactions from physicians were more
frequent in single rooms. They continued their line of argument by assuming that patient understanding of the health and
care process is likely to be positively affected. Our study resonates with their findings and also substantiates their
assumption about increased patient understanding. Previous studies have reported that interdisciplinary rounding reduced
medical errors [20] and improved the quality of care for hospitalized patients [11]. Our study has not measured medical error,
but our findings from physician interviews indicated that clinical quality was positively impacted in a number of ways.
In our study the benefits of working in defined multi-professional teams were appreciated by the physicians, while at the
same time it was a new experience for physicians to adapt to other professionals. This somewhat paradoxical finding is
well in line with 2012 research by Bharwani and colleagues [35]. When researchers followed four different medical
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rounding teams it showed that caregivers had in all instances formed working groups, rather than working teams.
Participants consistently exhibited parallel interdependence (individuals working alone and assuming their work would
be coordinated with other caregivers) rather than reciprocal interdependence (individuals working together to actively
coordinate patient care), the hallmark of effective teams [35]. In our study physicians noted the challenge involved in
evolving from a position as autonomous physicians into a conforming and responsive team-player, but as far as we can
conclude from our interviews, the praxis outcome at the wards actually exhibited signs of reciprocal interdependence,
indicating well-functioning teamwork.
Physicians in our study experienced a need for improved strategies to manage patient conversation when working
according to the new round. The less hierarchical setting accentuated this issue since patients, as intended, naturally
expanded their stories when sitting up in a chair compared to lying down in bed. This aspect builds on what Levinson and
colleagues [36] reported when studying physician communication skills for patient-centered care, where they argued that
practicing physicians have typically not received any structured training related to communication since they left medical
school.
Physicians reported large variation with regard to their individual experiences of time consumption in the new round. This
is in line with Stickrath and colleagues [37] who reported great heterogeneity and large time variation between individual
physicians, rounding on average nine patients in two hours, approximately 14 minutes per patient. A high-quality ward
round, following the Caldwell considerate checklist, took 12 minutes per patient, with considerable variation [38]. Large
variation between physicians time-motion patterns during walking rounds was also reported using real-time location
systems [39]. Research showed that single-room rounding took longer time compared to rounding four-bedded rooms [13].
The new rounding concept, as reported in our study, had addressed the likely increase in time by only rounding patients
when there was an explicit cause (new lab results, change of medication, check-up etc.), while previously all patients
were to be rounded every day. However we do not have any time measurement to be able to comment on actual time
consumption.
Our study outlined that physicians experienced a reduction of autonomy working in the new round. Previously, each
physician decided how the round was to be carried out and other health professionals adapted to this. This seems to be in
line with recent studies. Gawande [40] argued that traditionally every clinician had his or her way of doing things. An
observational study of general medicine rounds found great heterogeneity in the composition of rounding participants, the
number of patients discussed during rounds and the activities performed [37]. Large time variations between physicians
rounding the same ward may indicate distinct rounding styles [39]. Healthcare has a unique and complex relationship to the
autonomy of its individual actors where human virtue is seen as the basis for safety and human incompetence as the source
of risk [41]. However, reduction of physicians’ autonomy seems neither to be a uniquely Swedish nor a uniquely local
hospital phenomenon. In a very recent article Halpern and colleagues [42] reported how autonomy has been stepwise
reduced in the internal medicine residency programs since the 1970s. At the same time physicians are trained to feel
personally responsible and therefore place great value on their individual autonomy in care decisions [21]. Arnetz [43] argued
that due to the many healthcare reforms around the world there is an accelerating need for physicians to reconsider their
traditional role.
Our results showed that working in a predefined rounding structure increased physician professional fulfilment, but in a
paradoxical way the new round also reduced physician autonomy and introduced a new risk of losing face. Negative
experiences relating to reduced autonomy were expressed by some of the senior physicians. We have not yet any clear
understanding why the new round triggered such different responses among equally experienced senior physicians.
However we associate with the perspective by Stacey [27] that an organizational change is also a deeply personal change for
an individual, and that the individual and the group are paradoxically formed by and forming each other, at the same time.
One plausible way to further understand the two dichotomies is presented by Dall’Alba [44, 45] who argued for two ways of
enacting practice where one is more bio-medically centered with focus on diagnosing and treating disease, and the other
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having more of a patient-centered orientation caring for the person who is ill. Tension between these two ways of enacting
practice has long been evident in the practice of medicine [44]. How these differences of enacting practice are impacting
clinical outcomes is up to debate, and we have not seen any publications measuring patient-related outcomes in an internal
medicine setting. However Birkmeyer and colleagues [46] have recently assessed clinical skill for a group of senior
physicians, and also linked clinical skill to clinical outcomes. Their study, amongst fully trained experienced surgeons,
showed a wide variation in technical skill. Patients treated by surgeons with high skill ratings compared with patients
treated by surgeons with low skill ratings were at least twice as likely to die, have complications and be readmitted to the
hospital after discharge [46]. This cannot easily be translated into internal medicine, but it is interesting how Birkmeyer and
colleagues show a large variation amongst senior surgeons, and argue that surgeon clinical skill is directly related to
clinical outcomes. The extra challenge at hand for senior physicians, having spent many years doing their individual praxis,
is also addressed by Gosfield and Reinertsen [21] who outline an argument (spoken or unspoken) from physicians about
proposed change impacting patient care: “If I’m doing it this way now, what I’m doing can’t be bad, because I’m a good
doctor, and I’m trying hard to do what’s best for my patients”.
In our study senior physicians also experienced an additional risk of exposing potential knowledge gaps in front of others.
There seemed to be a cultural predisposition that a senior physician always knew or would come up with the answer, and it
seemed to be a workplace dimension that senior physicians had to cope with. This is in line with research carried through
in the early 1990s [47] which after in-depth interviews with eleven physicians, reported how profound emotional distress
was experienced if physicians had made a mistake. These physicians also admitted that fear of humiliation, litigation or
punishment had prevented some of them from talking about their feelings with other physicians. Another perspective
could relate to the argument from Mork and colleagues [48] that experienced physicians might be uncomfortable changing
clinical practices since power relations between senior and junior physicians may be substantially reconfigured when
introducing new practices.
Since senior physicians have the positional power to stop or severely hinder change initiatives they do not see will benefit
patients and/or themselves [49], both factors mentioned above, admitted by senior physicians, seem important to bear in
mind for hospitals looking into future round initiatives. Early acknowledgment from people in charge of an initiative that a
change process could impact autonomy, and scheduled forums where senior physicians could talk to each other about how
to integrate the new round praxis in their role, is recently reported by Baathe and Norback to be one possible way to work
with this challenge [24].
Previously at the internal medicine department there was no uniform method for carrying out ward rounds. It was implicit
that each senior physician had his/her own individual way, and the variation was absorbed by the other care professionals.
Without any established definition of how to carry out the round, there was no common ground for delivering stringent
feedback. Any and all feedback would most likely have been experienced, from both sides, as complaining and nagging.
And this might be one of the more fundamental explanations why round praxis in the 21st century, in many hospitals, has
not changed much since the 20th century [33].

Strengths and limitations
One of this study’s strongpoints is the rigorous use of a qualitative method for both data gathering and analysis. We have
striven to get a diverse group of interviewees’ together by use of a variation strategy. The individual interview setting
allowed participating physicians to be candid about their experiences, making it possible to accumulate a wealth of data.
A potential limitation is inherent in the fact that the analysis of interviews always is a matter of interpretation by the
researchers. There is a risk that you see only what you expect to see. However, in our study, to reduce any single
researcher’s pre-understanding to overpower the individual physician voices, we organized our analytical process with
five researchers reading and interpreting the empirical material. Those five researchers had different educational as well as
professional backgrounds, including clinical and managerial experiences from Swedish healthcare. The group convened a
number of times to compare findings and through conversation worked to reach an interpretation that was true to the
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original transcript, increased mutual understanding and provided overarching resonance. As an additional measure to stay
tuned to the clinical reality our study was exploring, semi-finished results were referred back to clinicians in two sessions
during their development days. Our preliminary findings seemed to make sense to the practitioners and no additional
aspects were brought up.
Another perspective to consider is that the participants come from an internal medicine department at a mid-size Swedish
hospital. Thus these findings might not be generalizable outside this context. However, given the degree of communality
amongst physicians in the western world, often depicted as one occupational community of praxis [50], we argue that there
actually are elements of knowledge coming from this contextually-based study that could be applicable elsewhere. This
study has tried to provide a detailed description to facilitate transferability. Our line of reasoning is based upon the
assumption that any use of a piece of research is a dynamic act, which is completed if, and only if, someone else can make
sense of situations or processes or other phenomena with the help of the interpretations presented in the research text [51].

5 Conclusions and future research
This qualitative study has explored physicians’ experiences of working according to a patient-centered and team-based
ward round. Physician experienced the new round was contributing to better-informed clinical decisions, fewer follow-up
questions from the patients, and increased professional fulfilment. Also important to notice are the seemingly new and
paradoxical findings that despite the introduction of the “right” ward round structure, previously undescribed negative
experiences emerged as unwanted side effects to the positive experiences reported. These negative experiences were
primarily emerging from some of the senior physicians’ attitude to a reduction of autonomy, and their experience of an
increased risk to expose knowledge gaps in front of others, merit additional research. Potential questions one could
consider are:


Since physician’s autonomy seems to be impacted, what does a change of autonomy do to the professional
identity as a physician?



How can we better understand the two dichotomies that emerge from equally senior physicians in response to
this new round structure?



What experiences do nurses and assistant nurses have of working according to a patient-centered and
team-based ward round?



What experiences do patients have of patient-centered and team-based ward rounding?

Round praxis in many hospitals is described as not having changed much in the last century. However, things are
seemingly starting to evolve. Physicians’ experiences of a team-based and patient-centered round initiative, as reported in
this study, suggest this development journey is a fertile way forward. This study also adds knowledge to facilitate future
initiatives about changing a clinical praxis that is one of the most well-established in hospital care, ward rounding.
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