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ABSTRACT  

Purpose. The purpose of this QI project was to introduce and evaluate a standardized rounding 

process to an ICU care team. 

Background. Interdisciplinary rounding is a proven and essential part of communication 

between team members caring for the patient, yet standardized and effective processes are often 

lacking.  

Methodology. A formalized four step rounding process was employed for 15 days in the ICU. A 

rounding checklist was created combining the SSM Health St. Clare Hospital Rounding 

Checklist by Brown et al. (2020) and The Daily Goals Form by Pronovost et al. (2003). A pre-

and post-study design survey was conducted to evaluate ICU care team satisfaction, willingness 

to adopt and the new rounding process. 

Results. A total of 15 participants completed both the pre- and post-surveys. There was a 

significant greater understanding of the patient’s daily goals, plan of care, and pertinent patient 

concerns using the new rounding process (p = 0.028, 0.048). The new rounding process 

significantly increased the fostering of communication between members of the ICU care team 

(p = 0.14). There was no significant increase in satisfaction with the new rounding process, with 

the time allotted to provide patient information during the new rounding process, or the 

willingness to adopt the new process.  

Conclusion. Although there was no significant increase in willingness to adopt the new process, 

the consensus that standardized format was beneficial in providing accurate information for the 

benefit of the patient and the rest of the team provided impetus for continued efforts in 

establishing a more formalized rounding process in the ICU. 
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INTRODUCTION 

Background Knowledge 

Interdisciplinary rounding is a proven and essential part of communication between team 

members caring for the patient. Nurses working in a critical care setting have a unique position 

to communicate effectively to the ICU (intensive care unit) care team to give the most pertinent 

and crucial information needed for the patient’s care. One of the roles nurses play is being the 

translator of data from the ICU care team to the patient and from the patient to the rest of the 

interdisciplinary team (Slatore et al., 2012). The challenge of multidisciplinary team rounding is 

using the time in a constructive manner and not waste time with unnecessary information that is 

useful to the ICU care team. To communicate the plan for the patient in a routine and consistent 

matter, it will help ICU care team satisfaction with the care they are providing (Dodek & 

Raboud, 2003). A common and effective method of relaying information to the ICU care team is 

by the SBAR (situation, background, assessment, and recommendation) format. SBAR describes 

the patient’s situation and current plan. This communication method has been proven to be 

effective in the ICU setting by significantly improving the accuracy of communication between 

the nurse and the rest of the ICU care team (De Meester, Verspuy, Monsieurs, & Van Bogaert, 

2013). 

Despite the benefits of SBAR, this format may not be specific enough to the clinical unit 

where the patient resides. Many patients have had an extended hospital stay with many hospital-

related events that are not pertinent during the reporting process to the ICU care team. A solution 

to this problem may be to find another standardized method to report interdisciplinary rounding 

that is tailored to the unit. For example, according to Cornell, Townsend-Gervis, Vardaman, and 
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Yates (2014), unit specific standardized formats have been proven to take a nurse’s inconsistent 

narrative report format and make it more consistent for the benefit of the interdisciplinary team. 

This consistent format will help the nurse stay focused on the pertinent information regarding the 

patient's condition, plan of care, and daily goals. 

Local Problem 

In Yuma, Arizona, at Yuma Regional Medical Center (YRMC) multidisciplinary rounds 

are done in the ICU. The interdisciplinary team in the ICU consist of the nurses, ICU intensivist, 

ICU nurse practitioner, ICU charge nurse, ICU pharmacist, case manager, and registered 

dietician. After speaking with the ICU care team, and conducting an informal needs assessment, 

there was one major common problem with the interdisciplinary rounding process: the report 

given to the ICU care team by nurses is not standardized. Throughout the entire ICU, there is a 

lack of pertinent patient information that is transmitted from the bedside nurses to the 

interdisciplinary ICU care team. The unit has a high turnover rate with many nurses who float to 

the unit, and each nurse brings their own form of a communication tool to report during 

interdisciplinary rounding. This local problem is part of a much bigger problem within hospitals 

in the United States (US). Patient harm can be caused by miscommunication among team 

members. Communication failures are the leading causes of inadvertent patient harm (Leonard, 

Graham, & Bonacum, 2004). 

Accreditation in the US by The Joint Commission on the Accreditation of Healthcare 

Organizations (JCAHO) revealed that 70% of these events were due to miscommunication 

problems (Leonard et al, 2004). The ICU care team agreed that there must be a communication 

process that can help develop a nurse’s form of communication and empower the staff to use 
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appropriate assertion, develop critical thinking, use essential language, and maintaining situation 

awareness (Leonard et al., 2004). These elements of effective communication are vital factors in 

maintaining patient safety. 

Intended Improvement 

Project Question 

Will the incorporation of a new standardized ICU rounding process over 15 days help 

increase ICU care team satisfaction with the report during interdisciplinary rounding led by ICU 

nurses and will there be a willingness to adopt the new ICU rounding process? 

Specific Aims 

The purpose of the quality improvement (QI) project is to introduce a new standardized 

rounding process in the ICU at Yuma Regional Medical Center (YRMC). The process will 

include the use of a tool that is an adaptation of the SSM Health St. Clare Hospital Rounding 

Checklist developed by Brown et al., (2020) and The Daily Goals Form developed by Pronovost 

et al., (2003). The main goal of implementing a formalized rounding process is to help the entire 

team develop the skills to become more aware of the daily goals for each patient and effectively 

communicate them to the to the entire ICU care team (Pronovost et al., 2003). This project is 

hypothesized to optimize communication among the interdisciplinary team and improve the 

culture of teamwork, safety, and effective communication. This tool can be used by nurses and 

the ICU care team as a guideline to review pertinent patient information during interdisciplinary 

rounding (Pronovost et al., 2003).  

Aim 1: Educate ICU care team to the new YRMC ICU rounding process. 

Aim 2: Implement the new YRMC ICU rounding process for 15 days.  



 

 
14 

Aim 3: Before and after implementation of the YRMC ICU rounding process, measure 

ICU care team satisfaction with, and willingness to adopt, this new rounding process. 

Theoretical Framework 

Roger’s Diffusion of Innovation Theory (Rogers, 2003) was developed to help spread the 

process of new ideas, and innovation among members in a social system. This new system is 

communicated through a five-step process that includes: knowledge, persuasion, decision, 

implementation, and confirmation. The model is a set of generalizations regarding the spread of 

innovations within a certain system. It revolves around four main determinants of success, which 

include communication channels, attributes of innovation, characteristics of adopters, and the 

social system (Stacks, Campbell Eichhorn, & Salwen, 2019). Communication channels are 

crucial to disperse the information about the new technology that will be used, and early adopters 

can have an idea of what to expect. Attributes of innovation are five factors that influence and 

affect adoption, characteristics of adopters characterize adopters into groups which include: 

innovators, early adopters, early majority, later majority, and laggards (Zhang, Yu, Yan, & Ton, 

2015). The last determinant of success is the social system, which Rogers (2003) states are “… a 

set of interrelated units engaged in joint problem solving to accomplish a common goal” (Stacks 

et al., 2019). In this case, the interdisciplinary team within the ICU is the social system that is 

working together to achieve a common goal. 

The five adopter categories (innovators, early adopters, early majority, later majority, and 

laggards) are essential when trying to understand early adopters and how a social system adopts 

change. New innovators and early adopters are a small percentage of the early participants. The 

number of participants grows with time and when data is gathered. The early majority and later 
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majority participate when there is sufficient evidence that supports adoption (Roger, 2003). 

Laggards are people that are skeptical of the innovation even after proper evidence is presented. 

They are usually participants that will discontinue adoption due to the resistance to change 

(Rogers, 2003). A vital hurdle towards adoption in the social system will depend on the five 

attributes of innovation related to this quality improvement (QI) project.  

Roger’s (2003) states five attributes of an innovation: relative advantage, compatibility, 

simplicity, trialability, observability (Figure 1). These attributes are important to adopting new 

ideas, improved evidence-based practices, and new interventions amongst a community of 

people (Mohammadi, Poursaberi, & Salahshoor, 2018). 

Figure 1 

The Process of Adoption or Rejection of New Ideas: Roger’s Diffusion of Innovation Model 

Four Main Determinants of Success in Roger’s Diffusion of Innovation Theory 
 

 

1. Relative advantage 
2. Compatibility  
3. Complexity  
4. Trialability  
5. Observability  
(Stacks, Campbell Eichhorn, & Salwen, 2019) 

The attributes of innovation include five perceived user qualities: relative advantage, 

compatibility, trialability, and observability. Each of these attributes is important to how the 

stakeholders proceed with adopting the innovation or process (Stacks et al., 2019). Relative 

advantage is the user’s perception of how beneficial the new process will be, and compatibility 

allows the users to determine if the innovation is consistent with the environment and its social 

Attributes of 
Innovation 

Communication  
Channels 

Characteristics 
of Adopters 

Social 
System 
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norms. Complexity measures the degree to which the innovation is perceived to be difficult to 

understand or implement, and trialability is the ability of the innovation to be put to trial without 

a total commitment to the process. Finally, observability is the extent to which the benefits of the 

new process are visible to the adopters and stakeholders (Stacks et al., 2019). 

Innovation 

This project is attempting to change practice and improve communication among the 

interdisciplinary team. The goal is to facilitate interdisciplinary communication by altering the 

behavior and norms that are currently present in the ICU (Rogers, 2003). The introduction of a 

formalized communication process will lead to “consequences” that can lead to the adoption or 

rejection of the planned intervention. Persuasion will come in the form of education of the new 

communication tool and the advantages it will have to its users and other stakeholders.  

Communication Channels 

Rogers (2003) described communication channels as “a process in which participants 

create and share information to reach a mutual understanding.” In the ICU, stakeholders include 

leadership, nurses, and the ICU care team. With the help of all stakeholders involved, proper 

communication channels can be opened to adequately pass the information along with the goal of 

adherence and change. The first aim will be addressed here, and the use of interpersonal 

communication alongside education will attempt to educate the ICU team about what 

communication methods are working and where there should be an improvement and to 

introduce the new rounding process, including use of the checklist. 
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Time 

Time brings into consideration the aspect of persuasion of the individuals to successfully 

partake in the intervention and be successful at it. The time that has been taken to find evidence-

based research to support a formalized communication tool encourages its potential adoption 

(Rogers, 2003). Persuasion that leads to approval or rejection is heavily based on the evidence 

that is used to support the argument to improve communication in interdisciplinary rounding. 

Aim number two will be to implement the new rounding process including the use of a checklist 

and allow early adopters to trial its functionality. The tool will judge each adopter’s attributes of 

innovation along with how well it fits in the social system. Over time, the goal is to have people 

adopt the new communication tool based on experiences from previous adopters (Stacks et al., 

2019). 

Social System 

Rogers (2003) defined the social system as “a set of interrelated units engaged in joint 

problem solving to accomplish a common goal.” This is the foundation of the project moving 

forward. ICU nurses will need to work alongside the ICU leadership and other members of the 

interdisciplinary team to accomplish the common goal of improving communication by using a 

formalized communication tool. The third aim will be measured by scoring the satisfaction of 

and willingness to adopt the rounding process using a pre- and post-implementation survey. This 

is important to determine if the tool was properly integrated into the social system, and 

eventually, everyone will become an adopter of the new tool. 
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Synthesis of Evidence 

To continue to gain a better understanding of communication during interprofessional 

rounds among an interdisciplinary team, a literature search was conducted using PubMed. The 

search terms included intensive care units (ICUs), interdisciplinary communication, patient care 

team, teaching rounds, patient satisfaction, quality improvement, and intensivist. Specific filters 

were applied to include studies within the last five years, in the English language, and full-text 

availability. Other articles were chosen that related to the topic at hand through PubMed “see 

similar articles” feature. The articles included were chosen because they supported the quality 

improvement initiative to improve communication between the interdisciplinary team during 

morning rounds. The peer-review articles identified themes such as patient satisfaction, patient 

safety, efficiency and effectiveness, reliable communication, and ICU care team satisfaction. 

Patient Satisfaction and Safety 

Patient satisfaction and safety were emerging themes in the literature. The overall goal 

during rounding is to effectively communicate pertinent details about the patient’s care with the 

team. According to Ryan, Jackson, Woods, and Usher (2019), intentional rounding has positive 

outcomes on patient safety and satisfaction. Some 18 articles were reviewed in this literature 

review to identify if intentional rounding affected patient satisfaction, safety, and the 

perspectives of the act of a formalized rounding process. According to Ryan et al. (2019), 

intentional rounding had a positive outcome on physical aspects of health like pressure ulcer 

prevention and reduced falls. Care was found to be more proactive rather than reactive and 

teamwork improved due to the increase in communication.  
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A quality improvement (QI) project by Acal Jimenez, Swartz, and McCorkle (2018), 

reviewed the literature to support their findings that interprofessional collaboration and bedside 

rounding is key to develop equity and partnership within the team. Although the study 

investigated improving quality, collaboration, and communication in a pediatric acute intensive 

care unit, key concepts of nurse’s presence and participation can be generalizable to adult 

intensive care units. Nurse participation in rounding increased from 44.4 to 73%. Inpatient 

satisfaction survey scores increased from 82.4 to 92.2%, and nursing communication improved 

from 83.3 to 95.65% (Acal Jimenez et al., 2018). 

Efficiency and Effectiveness 

A formal handoff process is meant to improve the efficiency and effectiveness of the 

knowledge that is being passed in the process. One aim of a standardized process of information 

exchanged is to efficiently and effectively transfer important information about the patient to 

another member of the ICU care team. The idea sounds simple, but each person in the team 

brings their expertise and experience. Collaboration can face challenges when each member’s 

goals are not voiced or not in agreement. Justice et al. (2016), implemented a daily goal checklist 

during interdisciplinary rounding. Agreement among the interdisciplinary team rose from 62% to 

85% after implementation.  

Rounding can be fleeting, and substantial information must be presented in a short 

period. Immerging themes in the literature show that efficiency is important due to the formal 

process becoming informal quickly. A standardized process allows for the team member to 

explain information even quickly and correctly with disruptions (Ervin, Kahn, Cohen, & 

Weingart, 2018). Patient data, experiences, and concerns must be integrated and translated in 
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standardized form throughout professions that can be seamlessly used daily to guide decision-

making processes. Implementing checklists and protocols has been shown to streamline care 

which improves time management (Ervin et al., 2018). 

Reliable Communication and Provider Satisfaction 

Structured interdisciplinary rounding has been shown to increase job satisfaction in staff 

that has incorporated some type of standardized program to include necessary team medical 

members. In a study by Gausvik, Lautar, Miller, Pallerla, and Schlaudecker (2015), quantitative 

results from four surveys studied teamwork, understanding the plan for the day, addressing fears 

and worries, team communication, family communication, efficiency, safety, and job 

satisfaction. According to Gausvik et al. (2015), all (100%) staff participating in structured 

interdisciplinary bedside rounds agreed or strongly agreed that interdisciplinary bedside rounds 

increased their job satisfaction. This created a culture of autonomy, communication, and shared 

decision making for the different professions included. In studies that obtain data on the effect of 

communication, there are notable outcomes of improved communication and inclusiveness 

during the rounding process (Gausvik, Lautar, Miller, Pallerla, & Schlaudecker, 2015; O’Brien et 

al., 2018). In summary, the literature supports that improving communication through a 

standardized process in the ICU can empower staff through teamwork and sharing knowledge.  

Strengths of Evidence 

Nurse communication to the ICU care team can be a challenge, and if not addressed, the 

patient's condition and perception of care may suffer. There is a large quantity that points to this 

problem and offers solutions. Many quality improvement (QI) projects have found 

communication among the interdisciplinary team to be an issue, and a formalized method of 
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communicating is needed. The themes presented in this QI project are the benefits of what a 

comprehensive communication tool and the system can achieve. The literature seems to support 

these common goals.  

What is known in the literature is that positive team relationships, crucial assessment 

information exchange, and a standardized flow, promote a culture of safety and proficiency that 

looks to manage complex patient issues. The literature shows that the perception of teamwork 

improves and contributions during rounds are perceived as helpful and relevant towards the 

shared goals regarding the patient (Acal Jimenez et al., 2018; Donovan et al., 2018).  

Despite findings that most interdisciplinary rounding teams have informal question and 

answer processes that lack the formal structure to communication, a formalized communication 

tool is needed to better incorporate every team member and improve satisfaction with 

information exchanged. An implementation of a visual display during interdisciplinary rounding 

resulted in an improvement of comprehension regarding patient care among the team and 

families in a cardiac ICU. This study also helps improve medical provider and nurse satisfaction 

when surveyed after each interdisciplinary rounding because each member agreed with the daily 

goals provided (Alexanian, Kitto, Rak, & Reeves, 2015; Justice et al., 2016). The results of the 

literature support the formation of a standardized communication tool in the ICU at Yuma 

Regional Medical Center (YRMC). 

Gaps and Weaknesses of Evidence 

Time and time again the research indicate that QI projects to increase communication in 

the ICU setting is theoretically a good idea. By bringing different disciplines together and 

exchanging knowledge in a standardized method seems like the best approach to patient care. 
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There are issues with the generalizability of the research to other ICUs around the country. The 

sample size is a limitation since not every employee participates in the studies due to the limited 

time and rotating shifts. Each ICU is met with different barriers such as poor participation due to 

anxiety over the additional stress brought on by a new tool to improve rounding communication. 

Other barriers include addressing the concern of revolving staff and the added responsibilities of 

core staff to include learning a new process and teaching it to newer staff. There is a lack of 

research that addresses the implications of going forward with such a quality improvement 

project and how to address these barriers. (Gausvik, Lautar, Miller, Pallerla, & Schlaudecker, 

2015; Nama, Sviri, Abutbul, Stav, & van Heerden, 2016; O'Brien et al., 2018) 

The weakness of the evidence is in the research format itself. Most of the articles 

revolving around this issue are QI projects and not systematic reviews of evidence (Greenhalgh, 

2017). A literature review by Wang, Wan, Lin, Zhou, and Shang (2018) reviewed research that 

evaluated different communication tools for effective communication between ICU nurses and 

physicians. Electronic SBAR templates, daily goal worksheets, and bedside whiteboards were 

shown to be inconclusive in determining whether they were significant in improving 

communication. It was presumed that they did improve communication to an extent, but a better 

evaluation of the evidence was needed. The study revealed that no randomized control trials 

were conducted, and samples were not taken in a nonrandomized method. Several studies have 

indicated that there is a significant limitation in the generalizability of the research due to each 

study being conducted in one facility (Justice et al., 2016; Wang et al., 2018). The numerous 

amounts of interventions also do not have a standardized method of evaluating outcomes and 

measuring the effectiveness of communication between nurses and the rest of the ICU care team. 
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There is a need to find a means of assessing satisfaction when there is an improvement in 

communication. To better address the research gaps, these problems must be addressed. We 

know that improving communication in the ICU setting works when a standardized method is 

placed, but it has not been tested in the ICU setting at YRMC. This QI project considers the 

evidence found, but the project will focus on using a standardized communication tool then 

assess whether there is a significant increase in satisfaction with the information given during 

daily rounding. The importance of this research is preparedness and vigilance. The goal is to 

prepare the interdisciplinary team with adequate knowledge of the patient to effectively respond 

with the appropriate action and relay accurate information to the ICU care team. This will help 

mitigate scenarios where incorrect information is relayed, missed, or delayed, thus impeding 

patient care. 

METHODS 

Project Design 

This DNP project will be a quantitative improvement project to enhance the 

communication process in the ICU at Yuma Regional Medical Center (YRMC) during daily 

interdisciplinary rounding. After obtaining site approval from The University of Arizona’s 

Institutional Review Board (IRB) (Appendix A), the Yuma Regional Medical Center 

Interdisciplinary Research Advisory Board (Appendix A), and the YRMC ICU director 

(Appendix A), an email will be sent out to the ICU staff by the ICU director explaining that the 

use of a new rounding process and rounding tool will be implemented during interdisciplinary 

rounding for 15 days. The email will ask that while all staff will participate in the new rounding 

process, participation in evaluating the new process is voluntary (Appendix B). Then a reminder 
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email regarding the new rounding process start date will be sent by the ICU director one week 

later. During the week following the ICU director’s initial email, education presentations 

(Appendix D) explaining the details of implementing the new communication process, including 

using the YRMC ICU rounding checklist (Appendix E), will be given to the ICU care team. The 

project lead will attend both day and night shifts to deliver the pre-shift meetings’ education 

presentations. In addition, to reach the team members who may miss the in-person presentations, 

the project education presentation (Appendix D) and the rounding checklist (Appendix E) will be 

emailed via the unit educator to the entire ICU care team. Immediately after the education 

sessions, the ICU team members will be emailed a link to participate in the project pre-survey. 

Participation in the survey(s) will be voluntary. The pre-survey (Appendix C) will be available 

for one week prior to implementation of the new rounding process. As a follow-up, after 15 days 

of using the new rounding process, participants will be emailed a link to complete the post-

survey. The post-survey (Appendix C) will be open for one week. The surveys will be taken 

online via Alchemer and will be anonymous. A gateway survey will be taken by each participant 

to create a unique identifier. Then the participant will complete the pre-survey. The participant 

will then use their same unique identifier to complete the post-survey. This will allow both 

surveys to be linked in an anonymous manner. If participant only completes the pre-survey, then 

this will also be analyzed. The survey results will be presented to the entire ICU care team. The 

survey results (Table 1) will be presented to the entire ICU care team. 
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Table 1 

ICU Pre- and Post-Survey Results  

Survey Questions 
Pre-

Survey 
Mean 

Pre-Survey 
Std. 

Deviation 

Post-
Survey 
Mean 

Post-Survey 
Std. 

Deviation 

One-
tailed 
T-Test 

Q3. ICU care team rounding provides an 
open forum for ICU care team members to 
openly discuss pertinent patient concerns.  

4.07 1.223 4.40 1.056 .028* 

Q4. During ICU care team rounding, ICU 
care team members demonstrate a good 
understanding of patient care plans and daily 
patient goals.  

3.87 1.125 4.20 1.014 .048* 

Q5. Overall, how satisfied or dissatisfied are 
you with the current ICU care team rounding 
process?  

3.33 1.633 3.73 1.486 .233 

Q6. How satisfied are you with the time 
allotted to you to provide information during 
the ICU care team rounding process?  

3.71 1.204 4.00 1.240 .278 

Q7. How effective is the ICU care team 
rounding process at disseminating consistent, 
pertinent patient information among ICU 
care team members? 

3.50 1.225 4.00 1.038 .014* 

Q8. How effective is ICU care team rounding 
in fostering constant communication between 
ICU care team members and the ICU 
providers (Nurse Practitioners, Physicians)?  

3.64 1.151 4.07 1.207 .014* 

Q10 (pre-survey) Q9 (post-survey). 
What is your willingness to adopt a new ICU 
rounding process during interdisciplinary 
rounding? 

4.13 .834 4.20 .941 .396 

*= post-test value significantly different from pre-test value 

Model for Implementation: The Plan-Do-Study-Act (PDSA) Cycle 

The purpose of this DNP project is to develop a formalized rounding process in the ICU 

to help nurses better communicate with the ICU care team during interdisciplinary rounding. The 

project’s goal is that the new process will be adopted by a community of ICU nurses and the ICU 
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itself to change the culture of communication within this unit. The implementation model that 

best suited the implementation of this project is the plan-do-study-act (PDSA) cycle (Figure 2). 

There are three fundamental questions in this model, and their answers are the basis of 

improvement. These questions include: What are we trying to accomplish? How will we know 

that a change is an improvement? and What changes can we test that will result in an 

improvement? (Langley, 2009). These three questions helped guide the creation and 

implementation of this project. The project’s purpose, aims, methodology, implementation, 

results, and discussion are all meant to answer these questions listed. The Institute for Healthcare 

Improvement (IHI) (IHI, 2021) uses the PDSA model as implementation model to guide quality 

improvement work. The PDSA cycle consists of four stages: plan, do, study, and act (Figure 2). 

The “Plan” stage refers to the learning opportunity, test, or implementation that is being planned 

and includes questions to be answered, predictions of the answers to the questions, and a plan for 

collection of the data to answer the questions (IHI, 2021). The “Do” stage refers to attempting 

the plan and recording observations that are made (IHI, 2021). The “Study” stage refers to the 

process of analyzing and evaluating the results of the proposed plan or change (IHI, 2021). The 

“Act” stage refers to the analyzing of the data and summarizing its findings. Here you can reflect 

on whether adoption will happen, and the change will take place (IHI, 2021).  
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Figure 2 

The Plan-Do-Study-Act (PDSA) Model 

 
Adapted from “Model for improvement: Plan-Do-Study-Act (PDSA) cycles,” by The Institute 
for Healthcare Improvement, 2021. Retrieved April 5, 2021, from 
http://www.ihi.org/resources/Pages/HowtoImprove/ScienceofImprovementTestingChanges.aspx 

Setting  

This project’s setting will take place at Yuma Regional Medical Center (YRMC), located 

in Yuma, Arizona. Yuma is a small city located in southwest Arizona near the US and Mexico 

border. The project will take place in the intensive care unit (ICU) at YRMC. The ICU takes care 

of Yuma’s patients that meet the requirements for critical care. The patient population consists of 

complications due to acute kidney injury, myocardial infarctions, chronic heart failure (CHF), 

end-stage renal disease, chronic obstructive pulmonary disease (COPD), and acute psychiatric 

illnesses. The unit aims to stabilize patients that transfer from the medical wards and accept 

critically ill patients directly from the emergency room. 

PLAN

DO

STUDY

ACT
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Intervention 

The new formalized YRMC ICU rounding process is a four-step process. Central to the 

process is the rounding checklist created by combining two tools, The SSM Health St. Clare 

Hospital Rounding Checklist by Brown et al. (2020) and The Daily Goals Form by Pronovost et 

al. (2003). The steps of the process (the intervention) are described below. A bedside ICU nurse 

leads the process.  

Step 1 

The rounding process starts with the bedside ICU nurse. Each bedside ICU nurse will be 

supplied a YRMC ICU rounding checklist at the start of their shift. When the care team gathers, 

the bedside ICU nurse will take the lead to disseminate information using the new checklist 

accurately. Other members of the care team will have a checklist for their notetaking. 

Step 2 

The second step in the four-step process is to ensure that each member of the care team 

has an opportunity to participate in the rounding process. The ICU bedside nurse will have the 

responsibility to facilitate that each member has the opportunity to present. 

Step 3 

Step three of the process is a question-and-answer portion. Each ICU care team member 

will have the opportunity to ask the ICU intensivist or the ICU nurse practitioner questions and 

clarify together the day’s goals and the plan of care for the patient. Again, the ICU bedside nurse 

facilitates this step.  
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Step 4 

Step four in the process is the verification step. This step is designed to prevent 

miscommunication among the group. In this step, the bedside ICU nurse will readback pertinent 

information discussed in rounding to the ICU intensivist or the ICU nurse practitioner and team. 

The plan of care and daily goals will be confirmed or clarified. 

Participants  

The participants in this project are all members of the ICU care team. These individuals 

include ICU registered nurses on the day shift and the night shift, the ICU intensivist, the ICU 

nurse practitioner, the ICU respiratory therapist, ICU pharmacists, physical therapist, a registered 

dietician, and the case manager. There is a total of five ICU intensivists and three nurse 

practitioners that rotate through the ICU. There are 72 ICU registered nurses on the day and 

night schedule. There are approximately two physical therapists, two registered dieticians, and 

two case managers that rotate in the ICU. Inclusion criteria are that participants must be English 

speaking, above the age of 18, and employees of the ICU care team as described above. 

Ethical Considerations 

Ethical considerations are important in any research because it helps promote the research 

aims, such as knowledge, truth, and avoidance of error (Resnick, 2015). With good ethics 

implanted into research, the possibility of falsifying data decreases, and the fact is expected. 

Values are withstood alongside mutual respect and trust among the collaborative team. The 

protection of moral and social values leads to the integrity of the participant’s safety by adhering 

to human rights and protective laws (Resnick, 2015). The major ethical consideration of this 

project is keeping the results of the surveys confidential and anonymous. 
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Confidentiality 

The participant’s information and all study data will be encrypted in an Excel worksheet. 

Study surveys will be locked in a cabinet inside the ICU director’s office. To maintain the 

participants’ respect and autonomy, the disclosure form (Appendix B) will be presented to the 

participants. Informed consent will be obtained through this disclosure form. Each individual has 

the right not to participate in the study. There are foreseeable risks to the participants after proper 

education of the ICU communication process using the YRMC ICU rounding checklist. 

Participation in the evaluation surveys is voluntary; staff has the right to refuse to participate 

without penalty. Consent to participate is implied if the participant chooses to complete the 

survey. 

Data Collection and Analysis 

During the educational presentations and before the project begins, the project lead will 

explain the project’s purpose, the disclosure form (Appendix B), the project in detail, and its 

potential benefits and negative aspects. The voluntary, anonymous participation in the pre- and 

post-surveys (Appendix C) will be described. The first 10 pre- and post-survey questions will be 

quantitative. The last three questions on the post-survey will be qualitative in the form of open-

ended questions. The pre- and post-surveys include a demographic questions and Likert-type 

questions; the post-survey includes several open-ended questions. The Likert type questions 

survey the participants satisfaction with, understanding of, effectiveness and efficiency of the 

current and new rounding processes. One question on each survey asks about the participants 

willingness to adopt a new ICU rounding process. The open-ended questions on the post-survey 
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gather information on strengths, weaknesses and resources needed regarding the new rounding 

process (Appendix C).  

Protected data will be stored in an encrypted Excel worksheet located in a password-

protected computer. Completed YRMC ICU daily checklists will be locked inside a file cabinet 

inside the ICU director’s office.  

Demographic data will be analyzed using descriptive statistics (mean +/- SD) and non-

paired questions. Paired T-tests will be used for the remaining survey questions to determine if 

there is a significant difference before and after implementing the project. It is possible that some 

ICU staff will take the post-survey without completing the pre-survey. Non-paired post-survey 

data will be collected and analyzed using descriptive (mean +/- SD) statistics. 

Significance is set at p < 0.05. Qualitative descriptions of the responses to the open-ended 

questions will be done. Results will be shared with the entire ICU team after the project. 

RESULTS 

Sample Characteristics 

The ICU care team members included as (N=39) participants in this project were 

recruited from June 7, 2021, to June 13, 2021. There were challenges during the recruitment 

phase of the project due to rotating shifts of the floor nurses and traveling nurses leaving the unit. 

The introductory educational email was sent to the directors of physical therapy, respiratory 

therapy, case management, and the registered dieticians to be dispersed in their departments. In 

person, education was not conducted in other departments, only in the ICU. Project education 

was completed in three days. The principal investigator (PI) was able to attend the day shift and 

night shift huddle. A problem that arose was that the education sessions could not reach everyone 
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on the unit, and education about the project relied on the mass email sent to everyone on the 

team. Communication was a challenge since hospital employees can only access their email 

while at work.  

Thirty-nine (39) participants completed the pre-survey. Nineteen (19) participants 

completed the post-survey and eighteen (18) participants completed both the pre- and post-

survey. Only 15 of the completed pre- and post-surveys were included in the statistical analysis 

since three out of the 18 participants entered the pre-survey but did not input any responses, then 

went on to complete the post-survey. The 15 participants included in the analysis consisted of 

one ICU physician, one ICU nurse practitioner, five ICU night shift nurses, five ICU Day shift 

nurses, one ICU night and day shift nurse, and two participants in the “other” category (case 

management, respiratory therapist, or physical therapist). The following results describe the 15 

pre- and post-survey data. Question 9 (ICU care team rounding fosters accountability among 

ICU care team members) of the pre-survey was removed from the analysis because this question 

was mistakenly omitted in the post-survey. A paired t-test was conducted for each pair of 

questions in the pre- and post-surveys. A p-value of < 0.05 was used as a predetermined 

significance level. 

Facilitated Open Conversation and Understanding 

Questions 3 and 4 of the pre- and post-survey (Appendix C) were asked to evaluate the 

effectiveness of open conversation and understanding of pertinent patient information during the 

rounding process pre- and post-intervention. As seen in Table 1, post-survey responses were 

significantly greater than pre-survey responses, indicating a greater understanding of the 

patient’s daily goals, plan of care, and pertinent patient concerns using the new rounding process.  
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ICU Care Team Member Satisfaction 

Questions 4 and 5 of the pre- and post-survey measured ICU care team satisfaction of the 

rounding process. There was no significant difference in pre- and post-survey responses in these 

questions (Table 1), indicating no significant increase in satisfaction with the new rounding 

process or with the time allotted to provide patient information during the new rounding process.  

Improving Care Team Member Communication 

Constant pertinent patient information communication was found to increase post-

intervention significantly, as seen in Table 1 as shown in questions 7 and 8 of the pre- and post-

surveys.  

Willingness to Adopt 

Question 10 of the pre-survey and question 9 of the post-survey, resulted in data showing 

that after participating in the new rounding process, there was no significant increase in the 

participant's willingness to adopt the new approach (Table 1).  

Free Text Responses 

Free text responses (Qs 20-22) were included in the post survey to give participants a 

chance to describe the strengths and weaknesses of the new rounding process and the probable 

resources needed to implement the new rounding process on the unit. For these questions only, 

data from all participants were analyzed (vs. data from those who completed both pre- and post-

surveys). Seventeen participants answered question 20, 15 participants answered question 21, 

and 12 participants answered question 22 in the post-survey. 

Comments explaining the strengths of the new rounding process helped identify 

emerging themes of communication of pertinent information, structured and streamlined process, 
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improved communication among the team, and active participation. One participant stated that 

“The strengths of the new process allows the nurse and everyone involved in rounding to see the 

patient in their entirety rather than just briefly discussing random things going on immediate red 

flags. It also allows a structure to be followed so no important information is missed or unheard. 

The prior rounding would allow the nurse to address only what they found as important which is 

an issue since many things do not raise flags to a nurse if they do not understand, use the 

information or just simply because they are green. This tool enforces all information to be shared 

and encourages/reinforces the team to see the patient rather than just fixing the parts brought up 

in the previous rounding.” This coincided with other responses from participants that included 

statements like “Much more streamlined process. Organized and consistent flow of patient 

information. Nurse driven and enhanced communication with the entire ICU care team.” And “it 

is very thorough, and it can be a very useful tool and being a very complete report in a short form 

analysis.” 

Comments about the weaknesses of the new rounding process helped identify the major 

theme of a the time constraint. One participant added “The weakness in this process is the fact 

that it is so all inclusive. This is not a bad thing however, since there was not a process before the 

team is used to flying through rounds and they may cut off the person speaking if they are unable 

to go through information fast enough or if they are not prepared at the time of rounding. To fix 

this perhaps there can be a condensed sheet nurses pass off to one another at shift change that 

they can fill in, adjust, or simply erase. This may allow all information to be stated faster and 

consistently while the team adjusts to more information and that way it flows better.” Another 

participant added, “The total time spent in rounds is increased. However, it can be argued that 
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ultimately the new round process also accomplishes more.” Another added, “I think the tool 

needs to be condensed even further to make the checklist effective and concise.” Two 

participants helped identify the theme of consistency. One participant added, “ICU physicians 

generally work many days in a row so are more familiar with the patients. They should be 

presenting since they know the patients better. Frequently we get float, agency nurses who are 

very unfamiliar with the rounding process.” And the other stated “Provider can initiate the 

rounding by providing brief overview/H&P of the patient. Nurse can then follow with pertinent, 

up to date information utilizing the new streamlined report/checklist.” 

The last free text response helped identify the resources that are needed to help support 

the success of the new process on the unit. These responses were neither negative nor positive. 

The primary resource identified is time. Most participants identified time as a restricting factor to 

the further success of the new process. Whether it was time to get familiarized with the new 

rounding process, time for more education, and more time to familiarized oneself with the patient 

information to include during rounding. Statements from respondents included, “reinforcing 

education and setting expectations for standardized use,” “time is a relative resource. Time spent 

in familiarizing oneself with process/forms.” And “continued distribution of the new rounding 

checklist prior to rounding.”  

Reliability Analysis  

Reliability of the measurement tool was analyzed using Cronbach’s Alpha in SPSS. 

Cronbach’s Alpha is a measurement of internal consistency of an instrument. As seen in Table 2, 

the Cronbach’s Alpha of the survey question results (N=14) is .917 with Question 9 of the pre-

survey removed from the data analysis.  
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Table 2 

Reliability Statistics 

 

DISCUSSION 

Summary 

Currently, the ICU at Yuma Regional Medical Center (YRMC) has a multidisciplinary 

rounding process that is not formalized. An informal needs assessment found that the nurses’ 

report to the ICU care team during rounding did not utilize a standardized process. The purpose 

of this project was to develop a formalized YRMC ICU rounding process using an ICU rounding 

tool incorporated within the process. The implementation model used to help implement this 

project was the plan-do-study-act (PDSA) cycle (Figure 2). The intention was to help with the 

local problem of miscommunication and the lack of pertinent patient information transmitted 

from the bedside nurses to the rest of the ICU care team. A four-step process was implemented to 

help formalize rounding in the ICU. We found that the new round process resulted in a 

significant increase in the understanding and communication of the patient’s daily goals, plan of 

care, and pertinent patient concerns using the new rounding process. However, willingness to 

adopt the approach was found not significantly to improve after the intervention was trialed. 
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Participants 

Some 39 participants from the ICU care team participated in this project. Participants 

included an ICU physician, ICU nurse practitioners, ICU night shift nurses, ICU day shift nurses, 

ICU night and day shift nurses, and two participants in the “other” category (case management, 

respiratory therapist, or physical therapist). Out of the 39 participants, only 15 surveys were 

completed in the manner that could be used in the statistical analysis. Ten of the 15 in the sample 

were ICU nurses. The lack of participation in both surveys may have been attributed to many 

reasons. One reason might be due to the lack of access to the survey itself. This survey was sent 

to the participants work email which is inaccessible from home due to hospital policy. In similar 

studies, data is collected by one person on the care team during consecutive days, and it does not 

rely on every participant’s survey data (Brown, Saini, & Carter, 2020). Participation of the post-

survey was lower than expected. During a three-day time, the short education sessions might 

have also contributed to the low participation of the post-survey. A more extensive educational 

campaign would be needed in any further project to attract more participation. 

Interpretation 

One of the purposes of this QI project was to help create a method to help the ICU care 

team communicate and better understand the pertinent clinical issues with the patient that need to 

be presented during rounding. The results indicate that significantly more people understood the 

patient’s daily goals, plan of care, and pertinent information after the intervention took place. 

One might interpret this as participants having a lower baseline comprehension of the patient 

data before the new process vs. a better comprehension after the new process was implemented. 

The new process that was implemented was an innovation that altered the current norms in the 
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ICU (Rogers, 2003). The improvement of communication and understanding in our project 

seems to coincide with the results of similar studies by (Justice et al., 2016) and (O'Brien et al., 

2018). Communication may have been enhanced because there was a shift in culture for the 

period of this trial. ICU team member communication among each other also significantly 

improved. The free-text responses from the participants also provided evidence of improved 

communication among team members. Some ICU care team members stated that the new 

rounding process was a much more streamlined and thorough method of communication. 

Communication may have been improved because people were not disrupted with the new 

process due to lack of time. Questions 6 and 7 asked about the effectiveness of the ICU care 

team rounding process at disseminating and fostering consistent pertinent information among the 

ICU care team and the ICU providers. This data coincides with Roger’s Diffusion of Innovation 

Theory and relative advantage (Rogers, 2003), which states relative advantage is the degree to 

which an innovation is seen as better than the idea, program, or product it replaces. In this 

project, it may be that the new rounding process provided evidence to the participants that there 

is a benefit to a formalized rounding process and that the new process improved communication 

versus what was previously being done.  

The data did not demonstrate a significant increase in ICU care team satisfaction with the 

new rounding process or with the time allotted to provide patient information during the new 

rounding process. The free text responses offered additional evidence that time played an 

important factor in whether the ICU care team embraced the new rounding process. To 

summarize the free text responses, participants felt the rounding time was too long, the checklist 

should be condensed, and the providers should give the report because they care for the patient 
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more consecutive days. More time to reinforce the education of this new process was an 

important statement that likely effected the satisfaction with the new rounding process. 

According to Rogers (2003), participants who are slow to adopt are the last in a social system to 

adopt an innovation. In this project, some participants might be placed in the ‘laggards’ category 

of adoption. Due to the complexity of relearning a new rounding process, some of the 

participants found that there was less of relative advantage to adopting a new process. Laggards 

sometime tend to be suspicious of change and new innovations (Rogers, 2003). 

Implications 

Practice  

The findings of this project provide beginning evidence that a formal rounding process 

along with a standard rounding checklist does work and that a formal rounding process is 

beneficial to the nurse and the rest of the ICU care team. The findings of improved 

communication, understanding, and satisfaction with information provided met the goal of what 

the process was meant to achieve. The barriers to practice implementation are adoption and 

sustainability. With respect to adoption, the data clearly demonstrated that while there were 

improvements in satisfaction and communication after implementing the new process, 

participants were not willing to adopt the new process. From some of the free text insights, 

nurses on the floor would prefer that the ICU provider state the patient’s history of present illness 

to start off the rounding. The nurse can then use the ICU rounding checklist to make sure 

important information is not missed during rounding. Time is a major variable on whether 

willingness to adopt the new process would improve. The free text data suggests a more efficient 

checklist and further education would decrease the amount of time needed to learn the process.  
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Before adoption takes place consultation among the stakeholders a first step towards 

creating a process that will be adopted in practice. During these meetings, the participants that 

found this project to be beneficial and were able to accurately use the new ICU care team 

rounding process are now considered early adopters. Early innovators and early adopters are key 

to shortening the innovation-decision period for adoption of the formalized ICU rounding 

process at YRMC. Since the early innovator and adopters have a favorable experience with the 

new process, there will be less resistance to change (Rogers, 2003).  

With respect to sustainability, the barriers to sustainability must be addressed. Time is the 

most important resource needed to help this new ICU rounding process survive. The practice 

change would benefit from education on how to incorporate the new rounding process in 

everyday practice of the ICU care team. If the new rounding process could be more concise, and 

everyone on the team knew how to use the checklist integrated into the process, buy in from the 

stakeholders would be greater. The ICU educator and ICU director would have to take lead and 

continue to facilitate the practice change needed to keep the project alive.  

Education  

Widespread education about the new ICU rounding process and stakeholder support 

would also greatly help adoption of the process. A more extensive educational campaign would 

allow for more ICU care team members to be exposed to the material and better prepared to 

implement the new process. If this project is implemented again in the future, the educational 

portion must be more extensive. Changes that would benefit the dissemination of the educational 

materials would include presentations during pre-shift meetings, staff meetings, and a voice over 
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PowerPoint that would be emailed to everyone’s personal email. This educational campaign 

would last two weeks instead of three days to ensure that it reaches as many people as possible.  

Policy and Research 

Before the findings of this project can be converted to a unit policy, stakeholder support 

would need to improve. The ICU director and the ICU medical director might consider that a 

project similar to this project to be conducted again. Modifications to the rounding process 

should be made, taking into consideration the stakeholder comments, especially those related to 

adoption. The study might be stronger if a new process was in place for a longer time. Taking the 

surveys should be strongly encouraged, along with an incentive to complete them. This would 

allow for a larger sample of participants and stronger data. The new data can then be used in 

addition to this project’s results to advocate for policy change. 

Limitations 

Data showed that there was no significant increase in the participant’s willingness to 

adopt the new approach. Limitations to this project may have contributed to this finding. Only 15 

pre- and post-surveys were completed, resulting in a much smaller sample size than expected. 

Participants could only access the survey email through the hospital network. The use of email 

within the hospital network allowed for data collection bias in results. The project limited 

participants in completing the survey only within the hospital internet network because the 

survey was only emailed to work email addresses. This also led to procedural bias since 

participants might have not had time to complete the surveys at work, leaving them incomplete 

or only providing minimal information. Sampling bias was also introduced since the sample size 

was small, and it was only from one ICU unit in a small hospital. Recruitment was via six in-
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person meetings and email which led to some participants not attending the in-person education 

sessions and not reading the email in a timely manner. There was a high percentage of nurses 

that responded to the surveys while other team member participation remained low (Roush, 

2018). Only one ICU physician participated in the survey. Two other physicians were active 

participants in the project but failed to complete the survey. Important data and perspectives 

were missed due to the lack of their participation. The lack of participation from the ICU 

physicians can be attributed to the fact that some ICU physicians are locum staff and travel from 

other cities to work. The dedication to this project was less since some physicians were not in 

Yuma for the education about the project, or they preferred to conduct rounding in their manner. 

The timing of the 15-day trial occurred after the ICU physicians agreed to lead rounding since 

rounding was taking an excessively long time due to the unprecedented coronavirus (COVID-19) 

surges that affected ICU interdisciplinary rounding. The COVID-19 surges during the prior year 

led to staff leaving and a new team being employed. Many of the new nurses in the ICU were 

recent graduates or nurses with no previous ICU experience. The struggle was that 

interdisciplinary rounding was very informal, the new nurses had never been exposed to a formal 

process, and the process took too long each day. The ICU physicians preferred to lead rounding 

because they claimed it was more efficient and faster. Implementing the trial was a barrier that 

had to be overcome due to change fatigue. 

Internal validity of the study was still high since the project still had a significant effect 

on improving communication among the ICU care team. Improving communication using a 

formalized process to communicate was a primary measure of this project. In addition, the data 
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collection methods and participation of this project can improve to increase the validity and 

generalizability of this project (Heale & Twycross, 2015).  

Reliability (internal consistency) was measured by using Cronbach’s Alpha. As seen in 

Table 2, Cronbach’s Alpha is 0.917 which is far past the acceptable score of 0.7 (Heale & 

Twycross, 2015). The finding allows us to infer that if the participants of the study would 

approximately input the same responses if they were to take both surveys again. 

Conclusions 

When the idea of this project started, the need for a formalized rounding process in the 

ICU of Yuma Regional Medical Center (YRMC) was apparent. The COVID-19 surge then 

disrupted many basic ICU processes that had been in place, and some sort of formal process was 

needed more than ever. This project facilitated open conversation and understanding of pertinent 

patient information significantly improved after the process was implemented. ICU care team 

communication also considerably improved. Responses from the ICU care team were mainly 

positive. A standardized format is beneficial to provide accurate information for the benefit of 

the patient and the rest of the team. Unfortunately, data indicated an unwillingness to adopt the 

new rounding process, but participant suggestions regarding the barriers to adoption can be used 

to make modifications to the process and build on the current project. The data collection tool 

was not perfect, but it was reliable. This project can be duplicated with some adjustments. A 

more extended education campaign and adjustments to the process where it would remove some 

of the burdens of the bedside nurse may improve the attitude towards a change like this in this 

unit. Adoption into policy is possible only after a modified rounding process is developed, 

implemented, and evaluated. 
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Plan for Sustainability 

The data and results collected in this study will be relayed to the unit director, the unit 

educator, and the rest of the ICU care team staff. The significant findings of the survey will be 

presented on a poster presentation in person or via email. It is vital to relay that the new round 

process resulted in a significant increase in the understanding and communication of the patient's 

daily goals, plan of care, and pertinent patient concerns using the new rounding process. 

Communication between the ICU care team also improved. This improvement will help build the 

argument that a formalized rounding process is beneficial and needed in the ICU. The limitations 

of the study and the barriers to sustainability will be emphasized because the participants must 

see what the study showed and the areas to improve. If future studies can meet and improve on 

some of the barriers to implementation, stakeholder buy-in may be more significant in the future. 

Plan for Dissemination 

Whether this project was a success or not, much can be learned from the data collected 

from the ICU staff. The goal for future studies that would expand on this one would be to target 

the of the late adopters and laggards of the future study. Targeting the late adopters or laggards is 

a crucial aspect to adoption. Usability of the innovation is key to convince these two groups that 

the innovation will be beneficial. Evidence from this study will be important to help convince the 

ICU staff that participation is necessary for good data collection. The next improvement to this 

study would need to be a user-friendly ICU rounding checklist. A simplified version of the ICU 

rounding checklist will help meet the concerns of the staff had with the checklist of this study. 

Improving usability will help draw more support from everyone because it will not feel like 

another task added on to the ICU care team members growing list of daily tasks.  
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APPENDIX A: 

SITE APPROVAL (YUMA REGIONAL MEDICAL CENTER APPROVAL LETTER AND 

ICU DIRECTOR LETTER OF SUPPORT) / AUTHORIZATION LETTER (THE 

UNIVERSITY OF ARIZONA INSTITUTIONAL REVIEW BOARD EXEMPTION LETTER) 
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August 19, 2021 

 

Dear, 

Ramon Jose Perez, 

Members of the Innovation Council Advisory Board (ICAB) have reviewed and approved your 
request regarding “A Formalized Rounding Process for ICU Nurses at Yuma Regional”. The goal 
of this project is a DNP Scholarly Research Project that will also be used as a Performance 
Improvement Project in the ICU. 

We have received and reviewed your documentation and approved the DNP Project. As part of the 
approval process, we will be looking forward to your submittal of final research project to ICAB. 

Sincerely, 

Jenni Welch MSN, RN, CPN 
Co- Chair, Innovation Council Advisory Board 
Yuma Regional Medical Center 
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YRMC ICU Director Letter of Support 
 
March 12th, 2021 
 
To Whom It May Concern: 

I am pleased to write this letter of approval in support to have Ramon Perez conduct his DNP 
project in the Yuma Regional Medical Center ICU. In the recent past we have recognized the 
need for a more streamlined and formalized multidisciplinary rounding process. His Quality 
Improvement project addressing this need is both timely and significant to our unit. A formalized 
rounding process will promote best practice and save time.  
 
I will ask the staff to use the new rounding process for two weeks as described by Mr. Perez and 
will acknowledge that their participation in the evaluation of the process is voluntary. I and the 
ICU care team look forward to the results of his project with to intent to implement the rounding 
process into our daily workflow.  
 
Thank you 
 
Sincerely, 
 
 
Claudia Arvizo  
Claudia Arvizo, MSN ,RN 
Director of ICU & MOSU 
o. 928-336-7289 
p. Vocera (928) 336-2599 
Yuma Regional Medical Center 
2400 S Avenue A l Yuma l AZ 85364 
carvizo@yumaregional.org 
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Human Subjects 
Protection Program 

1618 E. Helen St. 
P.O.Box 245137 
Tucson, AZ 85724-5137 
Tel: (520) 626-6721 
http://rgw.arizona.edu/compliance/home 

 
 
 

Date: May 14, 2021 

Principal Investigator: Ramon Jose Perez 

Protocol Number: 2105785816 

Protocol Title: A Formalized Rounding Process for ICU Nurses at Yuma Regional 

Medical Center 

Determination: Human Subjects Review not Required 
 

Documents Reviewed Concurrently: 
Data Collection Tools: Post Survey.docx 
Data Collection Tools: Pre Surevy.docx 
HSPP Forms/Correspondence: Ramon Perez_DRC Form 04-30-21.pdf 
Other Approvals and Authorizations: Advisor Confirmation Email.pdf 
Other Approvals and Authorizations: Site Authorization Letter.docx 
Participant Material: Educational Presentation.docx 

Regulatory Determinations/Comments: 

• Not Research as defined by 45 CFR 46.102(l): As presented, the activities described above 

do not meet the definition of research cited in the regulations issued by U.S. Department of 

Health and Human Services which state that "Research means a systematic investigation, 

including research development, testing, and evaluation, designed to develop or contribute 

to generalizable knowledge. Activities that meet this definition constitute research for 

purposes of this policy, whether or not they are conducted or supported under a program 

that is considered research for other purposes. For example, some demonstration and service 

programs may include research activities. For purposes of this part, the following activities 

are deemed not to be research." 
 

The project listed above does not require oversight by the University of Arizona. 

If the nature of the project changes, submit a new determination form to the Human Subjects 

Protection Program (HSPP) for reassessment. Changes include addition of research with children, 

specimen collection, participant observation, prospective collection of data when the study was 

previously retrospective in nature, and broadening the scope or nature of the study activity. Please 

contact the HSPP to consult on whether the proposed changes need further review. 

 
The University of Arizona maintains a Federalwide Assurance with the Office for Human 

Research Protections (FWA #00004218). 
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APPENDIX B: 

CONSENT DOCUMENT (QUALITY IMPROVEMENT PROJECT DISCLOSURE FORM) 
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A Formalized Rounding Process for ICU Nurses at Yuma Regional Medical Center 
Ramon Perez, MS-RN 

The purpose of this project is to introduce a new standardized rounding process in the ICU at 
Yuma Regional Medical Center. 
 
If you choose to take part in this project, you will be asked to complete and survey before and 
after implementation of the new ICU rounding process at Yuma Regional Medical Center. It will 
take approximately 10 minutes to complete. There are no foreseeable risks associated with 
participating in this project. You will receive no immediate benefit from your participation. Your 
responses are anonymous. Your name will not be collected or linked to your answers. 
 
If you choose to participate in the project, participation is voluntary, refusal to participate will 
involve no penalty or loss of benefits to which you are otherwise entitled. You may withdraw at 
any time from the project. In addition, you may skip any question that you choose not to answer. 
By participating, you do not give up any personal legal rights you may have as a participant in 
this project.  
 
For questions, concerns, or complaints about the project, you may call Ramon Perez, MS-RN at 
928-581-0675 or email to rperez1@email.arizona.edu.  
 
By completing and submitting the surveys you are providing your informed consent. Thank you 
for your participation in this new standardized rounding process project. 
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APPENDIX C: 

EVALUATION INSTRUMENTS (PRE-INTERVENTION SURVEY AND POST-

INTERVENTION SURVEY) 
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Pre-Intervention Survey 
 
Please choose one:  Day shift or  Night shift 
 

1. What is your role in the Intensive Care Unit?  
 

_____ ICU physician 
_____ ICU nurse practitioner  
_____ ICU nurse (other than nurse practitioner)  
_____ Respiratory Therapist  
_____ Physical Therapist  
_____ Case Manager  
_____ Registered Dietician  
_____ Other ______________________________________________________ 

 
In the questions below, please indicate your response about CURRENT ICU care team rounding 
process 
 

2. ICU care team rounding provides an open forum for ICU care team members to openly 
discuss pertinent patient concerns.  

 
_____ Strongly Disagree 
_____ Disagree 
_____ Neither disagree or agree 
_____ Agree  
_____ Disagree  

 
3. During ICU care team rounding, ICU care team members demonstrate a good 

understanding of patient care plans and daily patient goals. 
 

_____ Strongly Disagree 
_____ Disagree 
_____ Neither disagree or agree  
_____ Agree  
_____ Disagree  

 
4. Overall, how satisfied or dissatisfied are you with the current ICU care team rounding 

process?  
 

_____ Very satisfied  
_____ Somewhat satisfied  
_____ Neither satisfied nor dissatisfied 
_____ Somewhat dissatisfied 
_____ Very dissatisfied  
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5. How satisfied are you with the time allotted to you to provide information during ICU 
care team rounding process? 

 
_____ Very satisfied  
_____ Somewhat satisfied  
_____ Neither satisfied nor dissatisfied 
_____ Somewhat dissatisfied 
_____ Very dissatisfied  

 
6. How effective is the ICU care team rounding process at disseminating consistent 

pertinent patient information among ICU care team members? 
 

_____ Very ineffective  
_____ Ineffective  
_____ Neither ineffective or effective  
_____ Effective  
_____ Very Effective  

 
7. How effective is ICU care team rounding in fostering constant communication between 

ICU care team members and the ICU providers (Nurse Practitioners, Physicians). 
 

_____ Very ineffective  
_____ Ineffective  
_____ Neither ineffective or effective  
_____ Effective  
_____ Very Effective  

 
8. ICU care team rounding fosters accountability among ICU care team members 

 
_____ Strongly Disagree  
_____ Disagree 
_____ Neutral  
_____ Agree  
_____ Strongly Agree 

 
9. What is your willingness to adopt a new ICU rounding process during interdisciplinary 

rounding? 
 

_____ Not willing  
_____ Unlikely  
_____ Neutral  
_____ Likely  
_____ Willing 
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Post-Intervention Survey 
 
In the questions below, please indicate your responses to the NEW ICU care team rounding 
process 
 
Please choose one:  Day shift or  Night shift 
 

1. What is your role in the Intensive Care Unit?  
 

_____ ICU physician 
_____ ICU nurse practitioner  
_____ ICU nurse (other than nurse practitioner)  
_____ Respiratory Therapist  
_____ Physical Therapist  
_____ Case Manager  
_____ Registered Dietician  
_____ Other _______________________________________________________ 

 
In the questions below, please indicate your response about CURRENT ICU care team rounding 
process 
 

2. ICU care team rounding provides an open forum for ICU care team members to openly 
discuss pertinent patient concerns.  

 
_____ Strongly Disagree 
_____ Disagree 
_____ Neither disagree or agree 
_____ Agree  
_____ Disagree  

 
3. During ICU care team rounding, ICU care team members demonstrate a good 

understanding of patient care plans and daily patient goals. 
 

_____ Strongly Disagree 
_____ Disagree 
_____ Neither disagree or agree  
_____ Agree  
_____ Disagree  
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4. Overall, how satisfied or dissatisfied are you with the current ICU care team rounding 
process?  

 
_____ Very satisfied  
_____ Somewhat satisfied  
_____ Neither satisfied nor dissatisfied 
_____ Somewhat dissatisfied 
_____ Very dissatisfied  

 
5. How satisfied are you with the time allotted to you to provide information during ICU 

care team rounding process? 
 

_____ Very satisfied  
_____ Somewhat satisfied  
_____ Neither satisfied nor dissatisfied 
_____ Somewhat dissatisfied 
_____ Very dissatisfied  

 
6. How effective is the ICU care team rounding process at disseminating consistent 

pertinent patient information among ICU care team members? 
 

_____ Very ineffective  
_____ Ineffective  
_____ Neither ineffective or effective  
_____ Effective  
_____ Very Effective  

 
7. How effective is ICU care team rounding in fostering constant communication between 

ICU care team members and the ICU providers (Nurse Practitioners, Physicians). 
 

_____ Very ineffective  
_____ Ineffective  
_____ Neither ineffective or effective  
_____ Effective  
_____ Very Effective  

 
8. What is your willingness to adopt a new ICU rounding process during interdisciplinary 

rounding? 
 

_____ Not willing  
_____ Unlikely  
_____ Neutral 
_____ Likely  
_____ Willing 



 

 
56 

For the following questions, please type your responses in the space provided 
 

9. What are the strengths of the new ICU care team rounding process? 
 
 
 
 

10. What are the weaknesses of the new ICU care team round process (what could be 
improved)?  

 
 
 
 

11. Can you foresee any resources that would be needed to implement the new rounding 
process?  

 
 
 
 

12. Did you take the Pre-Survey on current ICU rounding process? 
 

 Yes 
 No 
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APPENDIX D: 

PARTICIPANT MATERIAL (POWERPOINT PRESENTATION) 
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APPENDIX E: 

CHART AUDIT FORMS (YRMC ICU ROUNDING CHECKLIST) 
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YRMC ICU Rounding Checklist 
 
1. History of present illness (Why is the patient in the ICU?) Code status: 
 
 
 
 
 
2.  What important events happened in the past 24 hours? 
 
 
 
 
 
3. Please state abnormal labs pertinent to the patient’s disease process (CBC, BMP, 

Lactic acid, etc.) 
 
 
 
 
 
4. Systems checklist (Describe patient’s problems by organ system and corresponding 

medical treatments, test results, procedures, medication, dialysis, etc.). If there is 
nothing to report, please skip the organ system. 

 
Neurological: 
 
 

Hematological: 

Respiratory: 
 
 

Consultations: 

Cardiovascular: 
 
 
Volume status 
Infectious Disease: 
 
 
Gastrointestinal: 
 
 

Additional Concerns: 

Renal/Hepatic: 
 
 
Endocrine/Metabolic: 
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FASTCHUGSBID: (Minimum daily criteria for critically ill patient review.) 
F – Feeding (state of being fed and route) 
 
 
 

U – Ulcer prophylaxis (state medication 
used) 

A – Analgesia (state analgesics used and if 
pain is adequately controlled) 
 
 
 

G – Glucose control (state glucose range 
over past 24 hrs. Is BG range at goal? 
Below 180 but not hypoglycemic) 
 
 
 

Sedation – State RASS level and RASS 
goal 
 
 
 

S – SBT (state if performed within 24 hrs 
and if there is a plan to perform during shift) 
 
 
 

T – Thromboprophylaxis – State DVT 
prophylaxis used (Chemical/Mechanical or 
both) 
 
 

B – Bowel regimen – state agents used 

C – CAM-ICU (positive or negative 
 
 

I – Indwelling catheters (state all indwelling 
catheters, IV lines, central lines and tubes) 
 
 
 

H – Head of bed 30° (yes or no) D – De-escalation or escalation of 
antibiotics (state current regiment and ask 
pharmacist/provider if current regiment is 
acceptable) 
 
 
 

 
5. Daily Goals: 6. Plan of the Day: 

 What needs to be done for the patient 
 to be discharged from the ICU? 
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7. Palliative Care/Case Management Family concerns: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
The YRMC ICU rounding checklist was developed by combining The SSM Health St. Clare Hospital Rounding Checklist 
by Brown et al., (2020) and The Daily Goals Form by (Pronovost et al., 2003).  
 
 
References:  
 
Brown, L., Saini, V., & Carter, C. (2020). Standardizing multidisciplinary rounds: creation of an efficient and effective 

process to care for the critically ill. J Nurs Adm, 50(1), 5-8. doi:10.1097/nna.0000000000000830  
 
Pronovost, P., Berenholtz, S., Dorman, T., Lipsett, P. A., Simmonds, T., & Haraden, C. (2003). Improving communication 

in the ICU using daily goals. J Crit Care, 18(2), 71-75. doi:10.1053/jcrc.2003.50008 
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