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Purpose: Interdisciplinary team rounding improves communication in hospital settings by bringing together multiple disciplines to
collaborate on a patient’s plan of care. While prior research has demonstrated the benefits, the relationship between time spent at the
bedside and the delivery of key clinical content remains less understood. This study examined whether physician bedside rounding
time and nurse-physician interaction time influenced discussions of care plan elements and engagement of care team members.
Methods: We conducted an observational descriptive study at a quaternary academic medical center. Using a standardized observa-
tion tool, trained student observers recorded data from a sample of 1007 patient encounters during morning internal medicine rounds.
Logistic regression was used to assess associations between bedside rounding time, nurse-physician interaction time, and discussions
of the plan of the day, overall hospitalization goals, and anticipated discharge, as well as nurse and patient/family involvement.
Results: Of the 1007 encounters, 64.7% (n=652) included a nurse-physician interaction, with a mean interaction time of 6.1 minutes
(SD=4.8). Longer bedside rounding time increased the likelihood of discussions about hospitalization goals (OR=1.60, 95% CI:
1.09-2.54) and anticipated discharge (OR=1.25, 95% CI: 1.02—1.54). Longer nurse-physician interaction time significantly increased
the likelihood of nurse involvement across all three discussion topics and was also associated with greater patient/family engagement.
Conclusion: Longer bedside rounding and structured nurse-physician interaction both enhanced communication during rounds.
Nurse-physician interaction time was the stronger predictor of inclusive discussions, underscoring the importance of structured
approaches to engage nurses in interdisciplinary rounding.
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Introduction
Effective communication in healthcare reduces adverse events, lowers hospital readmission rates, and improves patient
satisfaction.' Interdisciplinary team rounding (IDR), also referred to as multidisciplinary rounding or interprofessional
rounding, enhances communication in hospital settings by facilitating collaboration among multiple members of the care
team, including physicians, nurses, pharmacists, and social workers, in the discussion of patient care plans."** The goal of
IDR is to bring together different disciplines to share information and collaboratively develop a plan of care for the patient.’
Previous research indicates that having multiple disciplines involved in bedside rounding improves coordination of care
and patient-centered decision-making.® Specifically, nurse presence during bedside rounds improves patient satisfaction and
care coordination.” Several components of IDR, including logistical factors such as structured rounding frameworks, patient
census, and the likelihood of nurse-physician (RN-MD) rounding,®” have been studied to understand the factors contributing
to optimal outcomes. Additionally, the literature shows that specific content of IDR, including discussions on the plan for
the day, overall plan for care, and anticipated discharge date, reduces the occurrence of adverse events.'’
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However, to the authors’ knowledge, no studies have examined how logistical factors relate to the content driving
patient safety. Specifically, no research has evaluated how the length of interaction and time spent at the bedside influence
the presence or absence of key discussion topics during IDR. Although prior observational studies have shown that nurse
presence increases the proportion of bedside rounding time, critical components such as the daily care plan, anticipated
discharge date, and overall hospitalization goals are inconsistently addressed.®'""'> There remains a knowledge gap on
how these variables are related — whether components of the care plan are addressed equally or how often nurses are
invited to take part in these discussions — underscoring the importance of quantifying how logistical factors shape the
consistency and quality of patient care discussions.'""?

Our institution, a quaternary academic referral center, conducts daily morning bedside rounds and afternoon IDR. The
portion of morning teaching rounds involving the physician team, bedside nurse, and patient is designated as RN-MD
rounding. Institutional leadership places a high value on these encounters, and multiple quality improvement initiatives
have been implemented to increase rounding between physicians and nurses at the bedside.

In this study, we conducted a direct observational analysis to evaluate whether bedside rounding time (BRT)—the
total time physicians spend at the patient’s bedside—and RN-MD interaction time (RIT)—the duration of direct
communication between the nurse and physician team—are associated with key communication activities during IDR.
Specifically, we examined their relationship to the discussion of care plan elements, the involvement of patients, families,
and nurses in these discussions, and whether physician teams solicited patient or family concerns.

Methods
Study Design and Setting

This was a descriptive observational study of consecutive patient encounters observed during morning internal medicine
rounds at a quaternary academic hospital from October 2019 to March 2020. The unit of analysis was the patient encounter.

Physicians and nurses were observed as part of their routine clinical activities and were not enrolled as study participants.

Bedside Observation and Data Collection

Observational data were collected on nurse-physician interactions for 1007 patient encounters during morning medicine
rounds within five units. One “patient encounter” was defined as a single interaction between the physician team and the
patient at bedside during rounds; thus, one patient requiring a multi-day stay may contribute to multiple encounters.
Morning rounds included a team led by an attending hospitalist, along with a senior internal medicine resident, two
intern-level internal medicine residents, and third- or fourth-year medical students. Rounds consisted of case discussions
in a conference room, followed by bedside discussions, referred to as “walk rounds”.

Data collection was conducted by undergraduate and postgraduate student volunteers trained in quality improvement
methodology and research. Observations involved physician teams and bedside nurses, both of whom were observed by
student volunteers during the data collection period. To ensure consistency in observations, all 25 volunteers completed
training sessions on rounding processes and the use of the data collection tool before beginning observations. Each
student was assigned to a physician team via a sign-up form, with every effort made to ensure that each rounding team
had a student assigned. Physician team members were unaware of the specific data being collected.

A standardized observation tool was developed by the study team, informed by published literature and tailored to
institutional practice needs. The tool captured bedside rounding time (BRT), nurse-physician interaction time (RIT), discus-
sion of care plan elements, and involvement of team members. Definitions of study variables are summarized in Table 1.

Data were collected across the spectrum of patient acuity because patients are randomly assigned to teams rather than
based on illness severity or anticipated length of stay. Confounders, such as time of day of data collection and rounding team
composition, were standardized across teams (with variations only due to trainee schedules). The protocol and detailed data
collection process have been described previously.'*!'> Data were securely stored on an online survey platform.

While most RN-MD interactions occurred at the bedside, there were exceptions. For example, interactions could begin
after the physician team had already arrived at the bedside or end before the team left. Conversely, interactions could also
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Table | Definitions of Key Variables for Data Collection Tool

Term Definition & Use

Bedside Rounding Time (BRT) | The total time the physician team spent at the patient’s bedside.

RN-MD Interaction Time (RIT) | The duration of direct communication between the nurse and physician team.

Discussion During Rounds Types and frequency of discussions that took place, and who is involved in those discussions.

Data was collected on the occurrence of specific conversations:

I. Clinical Plan of Day

2. Clinical Plan for Hospital Stay

3. Anticipated Discharge Date

And who were involved in the discussions (asked or responded to questions about, or otherwise provided input
on, the specific topic at-hand):

I. Nurse

2. Patient/Family

Occurrence of an RN-MD Whether or not a conversation occurred between the physician team and nurse, as opposed to the physician

Conversation team merely acknowledging the nurse’s concerns.

Note: Definitions of study variables used to characterize nurse-physician interactions during interdisciplinary rounding.
Abbreviations: BRT, bedside rounding time; RIT, nurse-physician interaction time; RN, registered nurse; MD, physician.

start before the team entered the patient’s room or continue outside the room post-visit for information consolidation or

treatment debriefing. Due to these variations, BRT and RIT were treated as separate variables in this study.

Ethical Considerations

The UCLA Office of the Human Research Protection Program (OHRPP) reviewed this project and determined that it did
not constitute human subjects research under 45 CFR 46.102(1). A formal “Review Not Required” determination was
issued and retained for institutional records. Because no identifiable patient or provider information was collected and all
data were de-identified prior to analysis, informed consent was not required. Physicians and nursing staff were observed

in the course of routine care.

Statistical Analysis

BRT and RIT were summarized using means and standard deviations, and their association was assessed using a Pearson
correlation coefficient. Separate logistic regression models were constructed to evaluate the effects of BRT and RIT on
whether discussions occurred regarding (1) the clinical plan of the day, (2) the overall plan for hospitalization, and (3) the
anticipated discharge date. Additional models evaluated whether (a) the nurse, (b) the patient/family, or (c) both were
involved in each type of discussion, as well as whether the team solicited patient or family concerns.

Regression results are reported as odds ratios (ORs) with 95% confidence intervals (Cls), corresponding to 5-minute
increases in BRT or RIT. Analyses were restricted to patient encounters where an in-person RN-MD interaction overlapped
with the physician team’s bedside time, ensuring that all three care team members—physicians, nurse, and patient/family—were
present during the interaction. All data preparation and analyses were performed using R version 4.3.1 (R Project for Statistical
Computing; R Foundation) within RStudio version 2023.03.0+386. Statistical significance was defined as p < 0.05.

Results

In total, 1007 bedside encounters were observed for patients treated by six medicine teams over the study period. The
mean number of patients per physician team per day was 10.67 (SD=3.72), while the mean number of patients seen at
bedside per physician team per day was 6.27 (SD=3.31), with an average bedside rounding time (BRT) of 7.46 minutes
per patient (SD=5.29). Of the observed encounters, 64.7% (n=652) included an RN-MD interaction, and 64.0% (n=417)
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met the criteria for inclusion (Figure 1). The mean interaction time between the nurse and physician at the bedside (RIT)
was 6.09 minutes per patient (SD=4.81).

Regarding discussion content, 95.2% of interactions included a discussion of the clinical plan for the day, 89.7%
addressed the clinical plan for the whole hospital stay, and 59.2% mentioned the anticipated discharge date. Additionally,
91.8% of encounters included a solicitation of patient or family concerns (Table 2).

BRT was not associated with higher odds of discussion about the clinical plan of day (Table 3), nor was it associated
with higher odds of nurse involvement in any of the three clinical topics (Table 4). However, longer BRT was associated
with higher odds of discussing the clinical plan for the hospital stay (OR=1.60, 95% CI: 1.09-2.54) and the anticipated
discharge date (OR=1.25, 95% CI: 1.02-1.54) (Table 3 and Figure 2).

Conversely, there was no association between RIT and the occurrence of any of the clinical discussion topics.
However, for all three topics, longer RIT was associated with higher odds of nurse involvement, as well as increased odds
that both the nurse and patient/family participated (Table 4 and Figure 2). Neither BRT (Table 3) nor RIT (Table 4) were
associated with patient/family involvement alone. Both BRT (OR = 1.95, 95% CI: 1.20-3.47) and RIT (OR = 1.72, 95%
CI: 1.09-2.94) were associated with higher odds that the physician team asked the patient or family for their concerns
(Tables 3 and 4, Figure 2).

Although BRT and RIT are related, they are not necessarily subsets of one another. While longer BRT tends to predict
longer RIT and vice versa, there is considerable variation in their relationship. In nearly one-quarter of cases, RIT exceeded
BRT, indicating that RN-MD interactions sometimes occurred outside of the time the physician team was at the bedside. This
may indicate that when BRT is longer, it does not necessarily translate into increased interaction with the nurse but may instead
involve other team discussions or patient interactions. Given these nuances, the correlation between BRT and RIT (r=0.35)
suggests a moderate relationship but leaves room for variation in how time is allocated during rounds. These differences
indicate that BRT and RIT may influence discussion topics and participant involvement in distinct ways.

Bedside Encounters
(n=1007)
Excluded:
4 No RN-MD Interaction
y (n=355)
Encounters with an
RN-MD Interaction
(n=652)
Excluded:
> RN-MD Phone Interaction
A (n=50)
In-Person
RN-MD Interaction
(n=602)
l Excluded:
s »| RIT without overlap with BRT
(n=185)
RN-MD Interaction with
Patient/Family Present
(n=417)

Figure | Observational Data Summary of Patient Encounters.

Notes: Diagram illustrating the number of patient encounters observed during morning internal medicine rounds, the number meeting inclusion criteria, and the subset with
overlapping bedside rounding time (BRT) and nurse-physician interaction time (RIT).

Abbreviations: BRT, bedside rounding time; RIT, nurse-physician interaction time.
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Table 2 Summary Statistics for Observed Encounters

Variable Summary
Interactions Included in the Study 417
Mean Bedside Rounding Time (BRT) per patient, in minutes 7.46 (SD=5.29)
Mean RN-MD Interaction Time (RIT) per patient, in minutes 6.09 (SD=4.81)
Interactions Including a discussion on the clinical plan of day 95.2% (n=397)

Interactions Including a discussion on the clinical plan of the hospital stay | 89.7% (n=374)
Interactions Including a discussion on the anticipated discharge date 59.2% (n=247)

Encounters where the physician team asked for patient/family concerns 91.8% (n=383)

Notes: Summary of nurse-physician interaction characteristics and discussion content from observed encoun-
ters. Percentages are based on the 417 encounters that met the inclusion criteria.

Abbreviations: BRT, bedside rounding time; RIT, nurse-physician interaction time; RN, registered nurse; MD,
physician.

Table 3 Logistic Regression Results for Bedside Rounding Time (BRT)

Odds Ratio | 95% Confidence Interval | p-value
Clinical Plan of Day Discussion
Occurred 1.32 0.83-2.44 0.31
Involved Patient/Family 0.86 0.67-1.12 0.22
Involved Nurse 0.90 0.74-1.11 0.32
Involved Both 0.85 0.70-1.02 0.09
Clinical Plan of Hospital Stay Discussion
Occurred 1.60 1.09-2.54 0.03
Involved Patient/Family 0.91 0.70-1.22 0.48
Involved Nurse 0.92 0.76-1.13 0.43
Involved Both 0.89 0.74-1.08 0.24
Anticipated Discharge Date Discussion
Occurred 1.25 1.02-1.54 0.03
Involved Patient/Family 0.85 0.64-1.20 0.31
Involved Nurse 0.94 0.75-1.18 0.57
Involved Both 0.88 0.69-1.09 0.25
Attending/Team Specifically Ask About Patient/Family Concerns 1.95 1.20-3.47 0.01

Notes: Odds ratios (OR) and 95% confidence intervals (Cl) represent the effect of a 5-minute increase in bedside rounding time. p-values are provided for
each outcome; p < 0.05 considered statistically significant.
Abbreviations: OR, odds ratio; Cl, confidence interval; BRT, bedside rounding time.

Table 4 Logistic Regression Results for Nurse-Physician (RN-MD) Interaction Time (RIT)

Odds Ratio | 95% Confidence Interval | p-value
Clinical Plan of Day Discussion
Occurred 0.89 0.59-1.43 0.59
Involved Patient/Family 0.83 0.62—1.14 0.23
Involved Nurse 1.94 1.42-2.73 <0.001
Involved Both 1.42 1.12-1.83 <0.001
Clinical Plan of Hospital Stay Discussion
Occurred I.11 0.80-1.61 0.55
Involved Patient/Family 0.87 0.63-1.23 0.40
Involved Nurse 1.75 1.32-2.38 <0.001
Involved Both 1.44 1.14-1.86 <0.001

(Continued)
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Table 4 (Continued).

Odds Ratio | 95% Confidence Interval | p-value

Anticipated Discharge Date Discussion

Occurred 0.99 0.81-1.22 0.94
Involved Patient/Family 0.73 0.51-1.06 0.08
Involved Nurse 1.79 1.30-2.55 <0.001
Involved Both 1.37 1.05-1.82 0.02
Attending/Team Specifically Ask About Patient/Family Concerns 1.72 1.09-2.94 0.03

Notes: Odds ratios (OR) and 95% confidence intervals (Cl) represent the effect of a 5-minute increase in nurse-physician interaction time. p-values are
provided for each outcome; p < 0.05 considered statistically significant.
Abbreviations: OR, odds ratio; Cl, confidence interval; RIT, nurse-physician interaction time.

Discussion

Our study aimed to evaluate how logistical factors, specifically BRT, RIT, and nurse participation, shape the quality of
patient care discussions during IDR. Our findings suggest that when physicians spend more time at the bedside, more
comprehensive discussions of key care plan components, including discharge planning and overall hospitalization goals,
are more likely to occur. While this observational study does not establish causality, the association underscores the
importance of bedside time in ensuring comprehensive IDR. Given the time constraints physicians face, designing

workflows that allow for longer bedside interactions could enhance communication and care planning.

. A. Bedside Rounding Time (BRT) B. Nurse-Physician Interaction Time (RIT)
Asked About Patient/Family Concerns r
Anticipated Discharge Date: Involved Both —_— » —_—
Anticipated Discharge Date: Involved Nurse —_— .
Anticipated Discharge Date: Involved Patient/Family —_— Foom———
Anticipated Discharge Date: Occurred —— L —_—
Clinical Plan of Hospital Stay: Involved Both — - —_— e
Clinical Plan of Hospital Stay: Involved Nurse —_— +
Clinical Plan of Hospital Stay: Involved Patient/Family — » —_—
Clinical Plan of Hospital Stay: Occurred F [ —
Clinical Plan of Day: Involved Both —)(—I- F 1 —_—
Clinical Plan of Day: Involved Nurse — +
Clinical Plan of Day: Involved Patient/Family —_— . —_—
Clinical Plan of Day: Occurred r —_—
0.5 1.0 15 2.0 2.5 3.0 3.5 0.5 1.0 15 2.0 2.5 3.0
Odds Ratio (95% Cl) Odds Ratio (95% Cl)

Figure 2 Logistic regression results for bedside rounding time (BRT) and nurse-physician interaction time (RIT).

Notes: Forest plots display adjusted odds ratios (ORs) and 95% confidence intervals (Cls) for key communication outcomes. Outcomes include discussion of the clinical
plan of the day, plan for hospital stay, and anticipated discharge date; involvement of the nurse, patient/family, or both in these discussions; and whether the attending/team
specifically asked about patient or family concerns. ORs represent the effect of a 5-minute increase in BRT (left panel) or RIT (right panel). Statistically significant associations
(p < 0.05) are shown in red.

Abbreviations: OR, odds ratio; Cl, confidence interval; BRT, bedside rounding time; RIT, nurse-physician interaction time.
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Moreover, we observed that when nurses participated in bedside discussions, patients and their families were more
likely to be actively involved in key conversations, including the plan of day, hospital stay, and discharge. This finding
highlights the critical role of bedside nurses in interdisciplinary care and patient advocacy. Since longer BRT increases
the likelihood of these discussions, and RIT is associated with greater patient/family involvement, alongside nurse
involvement, our results suggest that both extended bedside time and structured nurse-physician interactions encourage
physicians to solicit patient and family concerns more frequently.

Despite these insights, our study also revealed that in approximately one-third of observed bedside rounding events,
no MD-RN interaction occurred. This finding highlights a critical gap in interdisciplinary communication and presents an
opportunity for improvement. The absence of nurse participation in these encounters may limit the exchange of essential
clinical information, reduce opportunities for care coordination, and potentially impact patient safety. Given the well-
established benefits of interdisciplinary collaboration—including improved patient outcomes, reduced medical errors, and
enhanced patient satisfaction—efforts to standardize and reinforce RN-MD communication during bedside rounding
should be prioritized. Strategies such as structured rounding protocols, dedicated time for nurse-physician discussions,
and enhanced team training in collaborative communication could help address this gap and foster a more integrated
approach to patient care.

Implications

Given the ongoing challenges in nurse-physician communication, our study provides critical insights into the dynamics
of RN-MD interactions during interdisciplinary rounding. Effective communication occurs when nurses are actively
engaged and given space to voice their concerns. However, this opportunity is often limited, and nurse concerns may go
unaddressed. Prior research has demonstrated discrepancies in how nurses and physicians perceive communication
quality,'> with physician attitudes directly influencing nursing behaviors, team dynamics, and patient care.'®!”
Moreover, physicians have lower reported awareness of the importance of physician attitudes to the nurse-physician
relationship, specifically with respect to the value placed on nursing input and how physician behavior is linked to nurse
satisfaction.'® Addressing these gaps is essential for improving collaboration and mitigating environmental stressors that
affect rounding efficiency.

Encouraging nurse leadership and empowerment is a key strategy for strengthening interdisciplinary rounding.
Studies have shown that interventions promoting nurse involvement improve teamwork and patient outcomes.' In
particular, collaborative communication models that incorporate structured learning modules and clarify the roles of
nurse and physician leaders within the ICU have been shown to enhance teamwork while reducing stress caused by
hierarchical dynamics.”® Identifying and supporting nurse leaders in designing interventions for better communication
can help bridge existing gaps.

Any initiative implemented by hospital leadership to optimize RN-MD rounding must be designed to integrate the
clinical priorities of both professions. Strengthening a culture of mutual respect and leveraging the unique expertise of
each team member in developing workflow solutions is critical. Increasing bedside time is beneficial, but structured
communication remains essential. By addressing communication barriers through targeted interventions and evidence-
based best practices, healthcare organizations can create a more cohesive and effective care environment, ultimately
improving both team dynamics and patient outcomes.

Limitations

This study relies on direct observations conducted by student volunteers, introducing the potential for subjectivity in data
collection. While training was provided to ensure inter-rater reliability, variations in interpretation and documentation
may still exist. Additionally, as an observational study, we cannot infer causality between bedside time, nurse participa-
tion, and discussion content. Future research could explore interventions aimed at optimizing bedside rounding structures

to enhance interdisciplinary engagement and patient-centered communication.
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Conclusion

This observational study provides valuable insights into how logistical tools designed to support RN-MD rounding
translate into meaningful clinical discussions that impact patient outcomes. Our goal was to evaluate the relationship
between physician bedside rounding time, RN-MD interaction time, and the discussion of key elements in the care plan,
including the involvement of the patient, family, and nurse. Findings indicate that longer physician bedside rounding time
is associated with more frequent discussions about specific aspects of the clinical plan and increased efforts to address
patient and family concerns. However, it is the duration of nurse-physician interactions that is a stronger prediction of
greater engagement of both nurses and patients/families in these discussions.

These results suggest that operational improvement efforts focused solely on increasing physician time at the bedside
may be insufficient. Instead, interventions should prioritize strengthening interdisciplinary communication and enhancing
the role of bedside nurses as key advocates for their patients’ daily care needs. By recognizing the critical influence of
nurse-physician collaboration in bedside discussions, healthcare institutions can develop more effective strategies to
improve patient-centered care and interdisciplinary teamwork.
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