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ABSTRACT

Multi-Disciplinary Rounding (MDR) is a leading practice and a promising process innovation that seeks to enhance both patient
experiences and healthcare outcomes for hospitals. It requires multiple hospital staff involved in patientcare visiting patients as a
team at their bedside, so that they can address various issues related to patientcare and care transition and answer any patient
questions. This paper discusses the implementation of two different models of patient engagement through MDR to gain input
from patients while they are still in the hospital, as opposed to relying on patient satisfaction data, so that hospitals can alter
their strategies to educate patients on care plans and help empower them to self-manage their care post-discharge. The MDR is
implemented as a process innovation at a comprehensive community teaching hospital in Michigan, with the expectation that it
can lead to improved organizational outcomes in both the short run (e.g., reduced length of stay [LOS]) and the long run (e.g.,
reduced patient readmission and improved patient satisfaction). The hospital implemented MDR in various units as a process
innovation to improve patient engagement and patient satisfaction. The initial phase of MDR implementation was nurse-led
to gain feedback from patients at three time periods (30, 60 and 90 days) on patient services. The hospital revised the MDR
process in the second phase into a doctor-led patient education process. While the results to date are not conclusive, they do show
how MDR can be used by hospitals to engage patients inside the hospital to gain feedback for continuous improvement, using
technology when appropriate, and support patient education on care plans post-discharge.
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1. INTRODUCTION

Hospitals and healthcare providers are constantly looking for
ways to improve not only the clinical outcomes for patients,
but also their overall experience during a hospital stay.[1] All
too often, hospitals find that although the clinical outcomes of
patients seem satisfactory, patients may not be rating the qual-

ity of their hospital experience highly.[2] Several non-clinical
issues could skew patient perceptions and thus their over-
all satisfaction levels.[3] Such issues include: nurse/doctor
communication (e.g., treatment of patients with courtesy and
respect), hospital/room hygiene (e.g., cleanliness of a pa-
tient’s room), food quality (e.g., taste and temperature of
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the food), staff responsiveness (e.g., promptness in getting
help to go to the bathroom), medicine administration (e.g.,
explanation of prescriptions), and care transition (e.g., what
a patient needs to do once they leave the hospital[4]). En-
hancing cooperation among different professionals holds the
key to enhancing patient safety and overall quality of care.[5]

Thus, in addition to effectively managing clinical care, hospi-
tals need to reflect and plan focused interventions that foster
such cooperation and help improve patient experience and
engagement in specific areas needing attention.[1]

To this end, Multi-Disciplinary Rounding (MDR), also called
Inter-Disciplinary Rounding (IDR), Inter-Professional (bed-
side) Rounding[6] (IPR), or Patient-Centered Bedside Rounds
(PCBR),[7] is a leading practice and a promising process in-
novation that seeks to improve both patient experiences and
healthcare outcomes for hospitals. It entails multiple hospital
staff being involved in patientcare by visiting patients as a
team at their bedside to address issues related to patientcare
and care transition, and to answer questions patients or their
relatives may have. This paper discusses the implementa-
tion and outcomes of introducing MDR at a comprehensive
community hospital in Michigan.

The next section discusses some research in MDR and some
of the key factors that were identified as critical for its suc-
cess. Framing this as a leading practice and process innova-
tion, the third section presents a proactive strategy that the
Michigan hospital used to implement this innovation in two
phases. Section four presents the results, and section five
provides discussion and concluding comments.

1.1 MDR in healthcare

One of the 2018 national patient safety goals of the Joint
Commission on Accreditation of Healthcare Organizations
(JCAHO) is “to improve the effectiveness of communication
among care providers”.[8] MDR is a mechanism used to
bring together care providers and professionals from differ-
ent functions as a team to coordinate patientcare, make joint
decisions, manage responsibilities, and streamline patient
communication. As the teams include professionals from
multiple hospital functions, they are referred to as MDR
teams at the Michigan hospital, which is the name we use in
the rest of the paper. MDR fits into the current trend in the
US of moving from a physician-centered healthcare delivery
model to a team-based one.[9]

Traditionally, MDRs are regularly scheduled meetings (often
daily) for those who are involved in the care of the same
patients or management of the same unit.[10] MDR meetings
take place at the patients’ bedside where patients are briefed
on the status of various issues relating to their clinical care,

discharge plan, and care transition. A limited version of
MDR called Rapid Rounds is sometimes used in hospitals
that involves care providers meeting at the nursing stations
rather than at patient bedsides to coordinate patient care and
discharge.[11] Prior research alludes to several benefits from
MDR implementation. For instance, MDR implementation is
credited with improvements in both nurse job satisfaction and
patient quality of care outcomes.[12] Some other studies also
report positive trends in the outcome measures relating to pa-
tient satisfaction.[13, 14] One of these studies used nationally
validated instrument (Press-Ganey) as a part of the Hospital
Consumer Assessment of Healthcare Providers and Systems
(HCAHPS) survey[13] for outcome measures, while the other
study used an index based on three responses (“nurses treat
you with courtesy and respect”; “nurses explain in a way you
understand”; and “nurses listen carefully to you”).[14] Both
studies report patient satisfaction with nurse communication
trending along the positive predicted direction, though the
results were not statistically significant. Another controlled
study could not find any impact of MDR on patient satis-
faction with care or patient perceptions of shared decision
making.[7] Some hospitals report successfully implementing
variants of MDR even in pediatric intensive care units.[15]

The key elements for multi-disciplinary collaboration include
good communication, cooperation, coordination, mutual re-
spect, leadership, and shared responsibility.[16] Some even
argue that interdisciplinary team collaboration and patient
engagement are indispensable to the pursuit of any evidence-
based plan of care approach for healthcare providers.[17, 18]

Some best practices of MDR include constituting a team of
people from pharmacy, social services, nutrition, and physi-
cal and occupational therapy/rehab that works with the nurse
to get the process streamlined. MDR helps to bring the voice
of the patient to the discussion and enable the nurse to fulfill
her/his role in being the patient’s primary advocate.[19] Some
ground rules to be followed during MDR rounds include
coming to rounds prepared (knowing the patients and their
needs, providing a list of needs for the hospitalist or other de-
partments) and keeping these rounds short (1-2 minutes per
patient) and focused (not engaging in sidebar conversations).
Furthermore, continuous vigilance is necessary to reinforce
and validate care processes.[20]

In summary, MDR is a process that moves the care discus-
sion from staff-conference rooms to patients’ bedsides and
transforms the care delivery model by actively including the
patient and family in daily care planning. This is not just a
shift in the location where the meetings are held, but a change
in the mental model of how caregivers and patients collec-
tively address the clinical diagnosis, treatment processes, and
post-discharge care needs. This is a complex process change
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for several reasons, including the language used in the com-
munication, the time expended, and the multiple perspectives
brought to support this communication. Moreover, some
repetition may be needed at various points in time to ensure
that a patient’s recovery state is not inhibiting their effec-
tive understanding and participation in this communication
process.[21] While patient satisfaction may be attributable
to any number of reasons, effective engagement of a patient
in the care processes, as in many MDR implementations, is
important and can positively influence a patient’s perception
of the care provided. In the next section, we will look at
the MDR implementation at the hospital through the diffu-
sion of process innovation research and discuss the outcomes
observed.

1.2 Diffusion of MDR as a process innovation
1.2.1 About the hospital
The community hospital in Michigan where the current study
was done has been ranked nationally in the top 5% for clinical
experience and has several specialty programs in top 50 in the
US.[22] It has recently completed a major multi-million-dollar
renovation and expansion to bring comprehensive holistic
care supported by advanced technology. Just like many hos-
pitals, it regularly surveys patients after their discharge to
understand their satisfaction with the hospital services during
their stay, using the HCAHPS survey administered through
Press Ganey, an approved vendor. One of the goals of the
MDR process innovation is to improve patient satisfaction
by engaging patients in their care process while they are in
the hospital. The innovation is also expected to contribute to
improved patient outcomes, such as reductions in length of
stay (LOS) and readmissions.

1.2.2 The challenges
In 2014, the hospital realized that patient satisfaction scores
were falling short of the expected target range of the top quar-
tile and 50th percentile among HCAHPS survey peer groups.
When brainstorming and researching the possible ways to
enhance the patients’ experience during their hospital stay
and improve patient satisfaction levels, the recommendation
of using MDR was made.

2. PHASE I OF THE MDR IMPLEMENTATION:
SEPT 2016 TO AUGUST 2017

Prior research suggests that nurse-led rounding could reduce
“disease” or clinical focus and drive everyone’s attention to
the care-related processes.[23] Hence, the first phase of the
MDR implementation was primarily led by nurses. Each
MDR team included a nurse, a pharmacist, a patient logistics
practitioner (PLP), and a nurse manager. It also included a
dietician, patient experience specialist, and a spiritual care

provider when needed to support both in-hospital and post-
discharge care. In this phase, the hospital decided not to use
residents and attending physicians and let this be a nurse-led
MDR initiative. A patient experience specialist was specif-
ically tasked with helping support the patient engagement
processes within MDR teams.

What makes MDR complex is the number of daily, unit-
based, and multi-disciplinary planning discussions a hospital
engages in with patients concerning their hospital care – i.e.,
patient’s clinical status, logistical readiness, and follow-up
actions required to assure an efficient and safe transition
to the next site of care. Such sites range from post-acute
facilities to homes equipped with suitable homecare sup-
port devices. While post-discharge care services are often
a part of the discharge process, these services don’t often
get enough attention during the patient’s stay in a hospital.
Also, patients are often not adequately engaged in some of
this care planning.[24] This is a first formal attempt by the
hospital to connect the in-hospital clinical process with the
post-discharge treatment process through patient engagement.
The implementation was driven by data from outcomes mea-
sures, such as past satisfaction survey data and information
gauged from multiple interactions with patients during the
rounding activities.

The diffusion of an innovation such as MDR is often in-
fluenced by factors such as nature of innovation (process
vs. product), adopter characteristics (inherently innova-
tive or not-innovative), and implementation characteristics
(e.g., transferability, implementation complexity, and divis-
ibility).[25] Organizations may develop strategies such as
support, advocacy, or total commitment to diffuse these in-
novations into organizations. We next examine how these
factors played a role in the diffusion of MDR at the hos-
pital. For the reasons discussed above, MDR is a process
innovation for the hospital.

2.1 Innovation and adopters

The adopters of the innovation, which include nurses, nurse
managers, pharmacists, and others engaged in providing pa-
tientcare (see Figure 1) should generally be motivated to
adopt any innovation that supports the care process. How-
ever, as with any change, they need to be convinced that
such innovation is not inconsistent or incompatible with the
care they already provide. For instance, some nurses initially
viewed the MDR as redundant, time-consuming work or a
tool for supervisors to judge their performance. This was
quickly addressed by management by making it a nurse-led
process and letting nurses use it to get patients engaged in
their care plan.
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2.2 Divisibility
MDR is not divisible, as all potential team members need to
adopt it simultaneously to succeed. One way to handle such
complexity is by pursuing an incremental implementation
approach (i.e., pilot test the rounding process in some units
before expanding into other units) or by having some team
members play a role in MDR as opposed to all members.
The hospital decided to implement MDR in phases across
all units except for hospice patients and patients in isola-
tion, whose needs are quite different from those of the others.
MDR processes were introduced and stabilized first in one
unit (i.e., a floor on the South unit) before deploying in all
other units.

2.3 Transferability
This entails better preparation and communication of the
MDR practice to enhance the team’s and the patient’s ac-
ceptance of the innovation. The communication must in-
clude both the roles and responsibilities of all involved in
the MDR practice, as well as the broader goals it is trying to
accomplish. Goals such as improving patientcare, increasing
patient engagement, and ensuring safe transition to the next
level of care were clearly identified and communicated to
the team. Also, a few key questions of the HCHAPS pa-
tient satisfaction survey were identified as selective metrics
to assess the impact of MDR by the care experience team.
This team included both the specialist in patient experience
as well as some senior management staff, including clinical
medical informatics officers. This team educated, supported,
monitored, and counselled MDR teams as the MDR process
evolved to influence the selected metrics.

In terms of roles, each MDR team member plays an im-
portant part to achieve the desired patient outcomes. The
nurse’s role includes greeting the patient and providing a
brief overview of their current medical status. The nurse
manager focused on practice excellence during MDR by mo-
tivating and educating the team. The PLP (or case manager)
initiates, coordinates, and implements necessary procedures
and plans for patient interventions. The pharmacist reviews
and reconciles medication at the time of admission and trans-
fer and answers any medication related questions during
MDR. Based on a patient’s clinical information, the MDR
team outlines daily medical milestones and sets an antici-
pated discharge date in consultation with the patient. Sim-
ilarly, the roles of other team members (e.g., dietician and
spiritual mentor) are clearly outlined and brought in when
needed. The responsibilities of the team were established by
structuring the process of team engagement with the patient.
These include:

• Spending about 4-5 minutes with each patient.
• Having a daily schedule for the meeting between 10:00

a.m. and noon. This allows for PLPs to have enough
time to review each patient’s information ahead of
time, and it also helps family members to schedule
their visits to ask questions about the patient’s progress
and plan of care.

• Discussing patientcare plan in front of the patient, even
if team members feel uncomfortable discussing it due
to differences in language/terminology, as it is impor-
tant for the patient to understand and ask questions.

• Maintaining eye contact with the patient and avoid-
ing use of any computer screens when engaging in a
dialog, which are considered critical for developing
intimacy.[26]

• Knocking on the door before entering and using the
patient’s name or initials, so as to support patient pri-
vacy, demonstrate respect and develop a relationship
with the patient.

2.4 Implementation complexity
Given the breadth (number of people involved in the MDR
practice) and depth (diverse units) involved in the process
change, MDR implementation is certainly a complex en-
deavor. Since the hospital decided to implement the MDR
practice in phases in all its clinical units except hospice and
ICU units, hospital administration needed a proactive ap-
proach to continually monitor the implementation practice
and take any corrective actions as needed. This required an
advocacy approach for diffusing the innovation.[25] The ad-
vocacy approach called for making a nurse the leader of the
MDR practice, using a structured process with well-defined
roles and responsibilities (transferability), and developing an
active feedback mechanism to address any concerns patients
expressed rather than wait for satisfaction data on selected
metrics. This feedback mechanism included 30, 60, and 90-
day surveys that included post rounding patient experience
as well as feedback from MDR team members. The compo-
sition of MDR team and the underlying information used in
influencing the MDR process is shown in Figure 1. The next
section discusses the results of the first phase of the MDR
implementation.

2.5 Results from Phase I of the MDR implementation
To assess the impact of MDR on patient care and adapt the
MDR process, the hospital used multiple ways of receiving
patient feedback. Results from HCHAPS surveys filled by
patients post-discharge was an important feedback tool to
gather patient assessment on certain key metrics. In addition,
some of the same metrics are used while a patient is in the
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hospital to get quick feedback so the MDR process can be
improved using a set of questions shown in Table 1 after 30,
60 and 90-day rounds.

These questions were adapted from the HCHAPS survey
questions on nurse communication, discharge information
and transition of care. Table 2 shows how the key goals
from HCHAPS questions were related to the goals of the

IDR team. While the questions used in Table 1 were worded
differently for the easy understanding, they sought to assess
the value IDR team provided in a patient’s post-discharge
care plans as well as how they are treated them while they
are in the hospital. In fact, the bottom row of the Table 2
shows how the engagement with patients should lead to the
last column – educating the patients on what they need to do
when they leave the hospital.

Figure 1. MDR team members and information used to improve MDR process

Table 1. 30, 60 and 90-day rounding questions
 

 

30 Day Survey 60 Day Survey 90 Day Survey 

Has your care team been in the room to 

engage you in Multidisciplinary 

Rounding? 

Did you feel included in the conversation 

(during MDR’s)? 

During Multidisciplinary rounds, did the 

care team introduce themselves? 

Did you feel that this was beneficial to 

you and/or your family member(s)? 

Did you feel that this was beneficial to 

you and/or your family member(s)? 

Did the care team engage you in your plan 

of care or goals for the day in a way that 

was clear to you? 

Did you feel comfortable to express any 

concerns to the care team? 

Where you gave the opportunity to ask 

questions? 

Do you know your Estimated Discharge 

Date (EDD)? If this date has passed, have 

you been informed of the change? 

Is there anything that we can do better? 
Is there anything that we can do better (as 

a unit, team, or hospital)? 

Do you feel informed of your discharge 

plans? 
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Table 2. Mapping of HCHAPS goals to goals from 30, 60 and 90 rounds
 

 

  Key Communication 

Goals from HCHAPS 

Survey 

IDR  30-Day 60-Day 90-Day 
    

      

Nurse 

communication 

Courtesy, respect; 

listening, providing 

easy explanation  

Included patients in 

discussion in a 

personalized manner 

Engagement 

beneficial and 

comfortable  

Felt included and 

comfortable to 

interact  

Provided 

information on 

what to do and 

expect in a 

personalized 

manner  

Show 

empathy 

Educated patients 

on what to do and 

how once they 

leave hospital  

Discharge 

information  

Sought information on 

help needed and 

provided symptoms to 

look for 

Care related goals 

and plans provided 

are beneficial to you 

and family members  

Ask 

questions 

Transition of 

care 

Understood family and 

care giver preferences 

and explained their 

responsibilities  

Made you 

comfortable to 

express concerns and 

ask questions  

Provide 

answers 

  
 

  Beneficial  Comfortable Useful 
 

  

      Engagement beneficial, comfortable and useful     

 

Figure 2. Hospital environment rating before and after MDR implementation (by floor)

Figure 3. Overall hospital rating before and after MDR implementation (by floor)
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2.5.1 Feedback from patient satisfaction data of HCHAPS

Patient satisfaction data from several floors, those that serve
in-patient rehab, cardiology non-interventional CHF, oncol-
ogy, medical/surgical, and neurology were analyzed (sample
size = 1,984). While the data has not shown any statisti-
cally significant improvement in patient satisfaction scores,
there are some encouraging signs. The average rating of the
hospital environment increased in all units after implement-
ing MDR (see Figure 2), and the overall hospital rating has
shown improvement in all floors except one (see Figure 3).

2.5.2 Feedback from data collected at the bedside
Patient experiences regarding MDR were captured at the
bedside at three time periods — i.e., 30, 60, and 90 days.
These experiences included the survey questions as well as
a few informal yes/no questions to allow patients to make
general comments. The face validity of these questions was
verified by the care experience team before adminstering
these questions and, as shown in Table 1, tried to capture the
essence of what is being measured: showng empathy and

answering questions patients and family have. The 30-day
surveys were completed by 57 patients, and 60-day surveys
were completed by 94. An insufficient number of 90-day
surveys were collected, as the process went through a change
that is discussed in the next section.

The survey results again attest to the positive benefits of
MDR implementation. For instance, when asked if they
felt MDR rounds were beneficial to them and their families,
about 84% of patients in the 30-day survey and about 91%
of patients in the 60-day survey answered in the affirmative.
About 87% of patients sampled in the 30-day survey indi-
cated that they felt free and open to express their concerns to
the team. In the 60-day survey, about 90% of patients indi-
cated that they felt included in the conversation and that they
were given an opportunity to ask questions. These questions
are simple yes/no questions.

The patient comments in the surveys also indicate that they
generally felt quite positive about MDR. Some pertinent
comments are shown in the Table 3 below.

Table 3. Patient comments at different time periods after MDR implementation
 

 

30-day Comments 60-day Comments 90-day Comments 

It felt good to hear what was keeping me 

here 

I like it better when wife is here.  She gave 

some information I forgot 
Very informative 

You all make me feel like my opinion 

counts 

Gave input from family. (They) Listened 

to our concerns 
I probably talked more than they did 

Love the whole team coming in.  Nice to 

know who’s who 

As a family member, it’s good to confirm.  

Very nice to have pharmacist standing in 

room 

Spiritual considerations taken into 

consideration.  Loved having elderly lady 

come to room for prayer 

This hospital is good taking the time to 

explain things 

Explain team’s goals as a plan for the day.  

Explain purpose better 
  

I got the chance to see all you guys who 

work with me 
    

Family shared information they wouldn’t 

have known 
    

Yes, they made me feel engaged     

I don’t think I’m ready to go home     

I feel you all are spoiling me too much     

 

Patients also provided some constructive comments in the
30-day survey for improving the MDR process — e.g., “Have
a writing pad in the room so patient can write down ques-
tions for the doctor and others can leave notes if asleep”.

Also noted was a concern among patients that the number of
people in the MDR team intimidated them to ask questions
easily. Taking into account these comments, along with the
hospital’s need to proactively educate patients and their fam-

Published by Sciedu Press 23



jha.sciedupress.com Journal of Hospital Administration 2018, Vol. 7, No. 5

ily members on the care plans inside the hospital and what
they need to do after they leave to self-manage their health,
a variation of the MDR process was initiated in Phase II.

3. PHASE II: IMPLEMENTATION OF THE
MDR PROCESS: OCTOBER 2017 TO
PRESENT

Hospitals have a unique opportunity to use their engagement
with patients while they are in the hospital to help empower
patients to self-manage their healthcare post-discharge by
educating them all through their care process. This can help
patients adhere to post-discharge care instructions, thus po-
tentially resulting in reduced readmission costs as well as
improved patient satisfaction. For example, patients in an
ICU used diaries to create a narrative of their experience and
evaluate their recovery, so that they could share it with family
members in support of family-centered care.[28] Similarly,
enhanced patient education was cited as critical to reduce
readmissions.[29] Enhancing patient education is cited as
critical to reduce readmissions.[28]

Management research alludes to the relationship between
training/education of individuals and their psychological em-
powerment in organizations.[29] Such empowerment is felt
in terms of meaning (fit between one’s work and beliefs,
values and behaviors), competence (self-efficacy with re-
spect to one’s work), self-determination (choice in regulating
one’s actions), and impact (the ability to influence work out-
comes).[30] It is therefore reasonable to expect that educating
patients in an MDR setting can contribute to their psycholog-
ical empowerment by providing them meaning (e.g., how the
work of different caregivers fit together), competence (e.g.,
enhancing their self-efficacy to take care of their own treat-
ment plans post discharge), self-determination (e.g., having
a higher sense of choice in their treatment trajectory during
hospital stay and beyond), and impact (e.g., a better sense of
what to expect in terms of clinical outcomes). These obser-
vations and MDR team feedback led the hospital to alter the
focus of the MDR process in three important ways for Phase
II implementation.

Cohort rounding was introduced to reduce avoidable LOS
and educate patients in care processes post-discharge. The
cohort rounding is led by a physician and/or a mid-level
provider of patients under the care of a physician team. It in-
cludes the assigned nurse, case manager, and a representative
from the pharmacy team. While the focus of MDR in Phase
I was to improve patient satisfaction, the focus in Phase II
has a few key benefits, which can also have the potential for
improved patient satisfaction. By having a physician and a
nurse as part of the team, clinical issues can be addressed

quickly. By including pharmacy representation, some of
the medication reconciliation issues can be addressed along
with prescription follow-up post discharge. Rounding occur-
ring at a fixed time each day helps patients write down their
questions, and fewer team members can lead to less patient
intimidation.

A folder called “My Discharge Instructions and Health Care
Plan” was provided to patients as they arrived to their room.
The folder includes:

• A Discharge Readiness Checklist
• MDR, what is it and who are the key players
• Space to write down questions for the doctor, their

current medications
• Section for discharge paperwork
• Section to set up follow-up appointments after they

leave the hospital
• Additional resource & education materials

Bringing clarity to the discharge plan and providing explana-
tions to the patients and their family members about the care
being provided at various points in time can help educate
patients on what they need to do from a clinical perspec-
tive post-discharge. For example, if the hospital takes the
initiative in follow-up appointments for the patient before
they are discharged, it can avoid delays in connecting with
the patient’s PCP. Also, trying to arrange transportation for
the patient for follow-up appointments can show empathy
and empower patients to take ownership of their healthcare
follow-up and encourage them to keep their appointments or
call to cancel or reschedule if they can’t.

Education of the care team: Each member of the team is
required to watch a video on how the new rounding process
works, with team members given flexibility on when and
where to watch the video. The video, narrated by nurse edu-
cators with trained inpatient staff, shows how the rounding
staff can show the patient where in the folder is, the care plan
they are following and the services that are delivered. This
reduces uncertainty and makes the folder/document come
to life in terms of the expectations of the patients as well as
the care staff. It encourages patients to see the document
as something they can refer to after they leave the hospi-
tal for information such as prescription dosage, nutritional
guidance, rehabilitation exercise routines, etc.

The results from this modified rounding thus far have shown
improvements in unavoidable LOS and may over time lead
to improvement in patient satisfaction. However, educating
patients to self-manage their health should have a positive im-
pact given that a small MDR team is proactively mentoring
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patients by answering questions, educating them on their role
post-discharge, and providing an immediate resolution to any
“incidents” that need to be. To this end, the hospital has

implemented two different systems, and these are discussed
in Table 4 below.

Table 4. Technology to support MDR teams address patient concerns
 

 

Track data from rounding within performance dashboards so, in real time, red to green colors can show that rounding has occurred.  

An app was developed internally, so the nurse manager can ask a series of questions to the patient and be able to do live service 

recovery based on the responses they receive from the patient. This is done on an iPad during RN manager rounds. 

A newly developed system provides a summary of key elements from the patient chart and other documentation by RN, Physicians, 

Pharmacy, etc. The goal is to capture items that assist the hospital in patient satisfaction such as “Patient favorites things list” and 

document watch list items related to the patient condition that all provider should be o be aware of (not necessarily documented in 

patient chart). 

 

4. DISCUSSION

The hospital generally followed a standard protocol in the
rounding practice – e.g., each member introduced him-
self/herself, communicated their respective role, shared their
knowledge, and explained how this affects the patient’s plan
of care. Having patient’s family member present during an
MDR team visit was found to be valuable, as it allowed them
to seek clarifications to any additional questions they might
have. Addressing patients by their names, maintaining eye
contact with the patients, and minimizing any side conver-
sations between members all seem to help improve patient
experience. While the impact of MDR on patient satisfaction
survey outcomes has not been fully established here, the use
of MDR and bedside interactions are consistent with the In-
stitute of Medicine recommendation that call for educating
healthcare professionals on patient-centric healthcare deliv-
ery using multidisciplinary teams[27] for effective outcomes.
One of these outcomes is the education of patients on the
care provided inside the hospital so that they can take some
of this knowledge to care for themselves after they leave the
hospital. While the results thus far have not shown a signifi-
cant impact on patient satisfaction scores, it is important to
understand that MDR rounding has many other advantages as
discussed in this paper. Besides the education of patients and
the care delivery team about shared goals in patient-centered
care, it is designed to bring patients and family members
into the care team to develop a shared understanding of the
roles and responsibilities of all involved in the care delivery

process. Such a broader lens can only help a patient after
they leave the hospital.

5. CONCLUSIONS AND LIMITATIONS
The current evidence regarding the effectiveness of MDR in
improving patient satisfaction and pre-discharge care plan-
ning, while encouraging, needs further analysis. Also, the
results relate to MDR implementation at one Michigan com-
munity hospital and are not immediately generalizable to
other hospital settings. This study is exploratory in nature,
and work is on-going to fully understand how the doctor-
nurse led process to educate patients will lead to a broader
set of positive outcomes besides a single metric such as pa-
tient satisfaction.

While patient satisfaction was the primary motivator for intro-
ducing MDR, the study does show that an intimate approach
that brings care teams working closely with patents and fam-
ily members can have many positive outcomes besides pa-
tient satisfaction as measured by HCHAPS. One example
is understanding patient ecosystem post discharge to tailor
care plans to reflect this reality (e.g., arranging transportation
if a patient has difficulty getting to an appointment). Also,
noticing critical issues faced by a patient while in the hospi-
tal and addressing these quickly can help potentially reduce
complications and streamline care processes.
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