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1. PROLOGUE

"An individual never has something to do with another person

without holding something of that person's life in his hands."

- K.E. Logstrup

This thesis reflects years of exploration into ward rounds and communication with
older patients living with frailty. Ward rounds lie at the heart of hospital care, yet
training for this essential task often receives insufficient attention. As such, the overall
idea for this thesis stemmed from my clinical experiences. | was struck by how one of
the most critical encounters during hospitalisation—ward rounds—was so often
underprioritized in medical training and often left to chance. | also became aware that
the voices of older patients and their caregivers were absent when defining what
makes a ward round meaningful or effective. Too often, the emphasis appeared to lie
with hospital logistics and efficiency, which is also important, however, should not
cause patients to be inadequately informed or that their priorities were not
understood. These observations became the point of departure for a research journey

shaped by a deep interest in communication, patient care, and education.

The design and execution of the studies were developed in collaboration with my
supervisors, whose expertise in qualitative research and medical education—
particularly within the constructivist tradition—greatly informed the project. The
methodological approach reflects the pluralism characteristic of contemporary
research in medical education. Across the studies, methods were selected to serve
different research purposes—ranging from describing and mapping current practices,
to justifying the need for change, and clarifying the mechanisms that may support

more effective communication in ward rounds. This alignment of methods with

10



purpose, as suggested by Cook and colleagues (2008), allowed the research to
address the complexity of real-world clinical education and practice from multiple

perspectives and will be elaborated in this thesis.’

Initially, my focus was on verbal communication, but through this PhD exploring
patients' perspectives on ward rounds, | discovered that communication is deeply
rooted in relationships. As such, this thesis reflects not only my academic journey but

also the collaborative efforts, challenges, and insights gained along the way.
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2. DANISH SUMMARY

Denne ph.d.-afhandling undersgger, hvordan stuegang for eeldre patienter med
skragbelighed kan forbedres ved at integrere patient- og pargrendeperspektiver i
uddannelsen af laeger. Med fokus pa udfordringer, sdsom kommunikation, feelles
beslutningstagning og patientcentreret behandling, sigter ph.d.-studiet mod at udvikle
og implementere veerktgjer, der kan styrke laegers kompetencer til at mgde denne

patientgruppe.

Studie 1, litteraturstudie: Dette studie var en litteraturgennemgang, der undersggte
effektiv kommunikation med aeldre patienter samt barrierer herfor. Studiet viste, at
brug af medicinsk fagsprog og jargon bgr undgas, da dette fremhaever forskellen i magt
mellem leege og patient, samt hvordan skrgbelighed pavirker patientinddragelse og

kommunikation.

Studie 2, interviewstudie: Dette studie var et interviewstudie med eldre patienter og
pargrende, der undersggte deltagernes praeferencer vedrgrende kommunikation under
stuegang. For patienter omfattede de veesentlige temaer vigtigheden af at indga i
relation med laegen, opna tillid og fa skreeddersyet information. For pargrende var det
vigtigt, at de aktivt blev inviteret til at blive inddraget i stuegangen. Samtidig fglte de sig
ansvarlige for kvaliteten af den behandling, som den aeldre modtog. Desuden skulle de
pargrende opretholde en positiv relation med patienten, selv nar der kunne veaere
uoverensstemmelser imellem deres og den eeldres syn pa den esldres sygdom og

funktionsevne.

Studie 3, konsensusstudie: | dette studie blev der brugt en modificeret Delphi-metode
til at opna konsensus blandt eksperter inden for geriatri og medicinsk kommunikation
om den ngdvendige viden og kompetencer, der kreeves for at ga stuegang hos eeldre
patienter med skrgbelighed. Eksperterne blev enige om i alt 108 udsagn, som samlet

set danner grundlag for en helhedsorienteret vurdering af patienten, samt effektive

12



kommunikationsstrategier og tveerfagligt samarbejde med fokus pa at tilpasse sig

patienternes psykiske og fysiske behov.

Ud fra fund i studie 1-3 blev et stgtteveerktgj designet sammen med medlemmer fra
Zldreradet i Randers kommune. Statteveerktgjet fokuserede pa forberedelse,
gennemfgrelse af stuegangen samt specifikke omstaendigheder, som leegerne bgr

veere opmaerksomme pa ved handtering af aeldre patienter med skrgbelighed.

Studie 4, gennemfgrlighedsundersggelse: Dette studie undersggte en
uddannelsesintervention bestaende af bl.a. simulation og podcasts samt
implementering af stgtteveerktgjet. Derudover blev patienters og pararendes oplevelse
af stuegangen efter implementeringen af stotteveerktgjet undersggt. Resultaterne
fremhaevede udfordringer ved at integrere nye redskaber i klinisk praksis og
understregede behovet for struktureret treening for medicinske uddannelsesleeger.
Samtidig belyste studiet udfordringer ved at engagere patienter som evaluatorer af

uddannelsesinitiativer.

Dette ph.d.-afhandling understreger kompleksiteten af stuegang hos aeldre patienter
med skrgbelighed og pargrendes afgarende betydning. Afhandlingen diskuterer
fordelene, udfordringerne og praktiske anbefalinger til at forbedre klinisk praksis og
fremme en mere patientcentreret tilgang ved at integrere patient- og

pargrendeperspektiver i medicinsk uddannelse.
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3. ENGLISH SUMMARY

This PhD dissertation investigates how integrating patient and informal caregiver
perspectives into medical education can improve ward rounds for older patients with
frailty. By focusing on challenges such as communication, shared decision making,
and patient-centred care, the study aims to develop and implement tools to enhance

doctors' competencies in addressing the needs of this patient group.

Study I, literature review: This study reviewed the existing literature on effective
communication with older patients and the barriers to achieving it. It showed that
medical jargon should be avoided, as it highlights the power imbalance between

doctor and patient and how frailty affects patient involvement and communication.

Study Il, interview study: This study involved qualitative interviews with older patients
and their informal caregivers to explore their preferences for communication during
ward rounds. Key themes for patients included the importance of building
relationships and trust with doctors and receiving personalised information. For
caregivers, involvement in ward rounds relies on active invitation. Yet, they feel
responsible for the quality of patient care while striving to maintain a positive

relationship with the patient, even when disagreements arise.

Study lll, Delphi study: This study used a modified Delphi method to gather consensus
from geriatrics and medical communication experts on knowledge and competencies
for conducting ward rounds of older patients with frailty. The experts agreed on 108
items, encompassing a holistic approach to patient evaluation, effective
communication strategies, and interdisciplinary collaboration, focusing on adapting to

patients' cognitive and physical needs.

Based on the findings of studies 1-3, a cognitive aid was designed with help of the

Randers Municipality Senior Citizens’ Council members. The tool focused on

14



preparation, conducting ward rounds, and specific circumstances that doctors should

consider when managing older patients with frailty.

Study |V, feasibility study: The fourth study evaluated an educational intervention that
included simulation training, podcasts, and the implementation of the cognitive aid.
Additionally, it examined how patients and caregivers perceived the ward rounds after
the tool was introduced. The results highlighted challenges in integrating new tools
into clinical practice and emphasised the need for structured training for medical
residents. The study also revealed difficulties in engaging patients as evaluators of

educational initiatives.

This PhD study underscores the complexity of ward rounds with older patients with
frailty and the vital role of caregivers. The dissertation discusses the benefits,
challenges, and practical recommendations for improving clinical practice and
supporting a more patient-centred approach to care by integrating patient and

caregiver perspectives into medical education.
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4. HOW TO READ THIS THESIS

The thesis begins with a brief Introduction that outlines the relevance and urgency of

improving ward rounds for older patients with frailty

This is followed by a Background chapter introducing ward rounds, frailty, patient-
centred care, and ward round competencies, and providing essential context for
understanding the challenges addressed in the aim and research questions of the

thesis

Then follows the Aim and Research Questions to provide the overall aim of the thesis

and structure of the four studies

The Theoretical Framework is then introduced, including the epistemological
positioning and communication theories that informed the research and development

of the intervention

The Research Desigh and Methodology are presented, detailing the rationale and

methods used in each of the four studies
Then the Summary of Findings of each study are presented.

The Discussion section analyse and interpret findings across several thematic areas:
patient perspectives, communication strategies, operationalisation of competencies,

educational development, and implementation

Then Methodological Reflections are presented, including synergies between

studies, researcher positioning, and limitations

Finally, the Conclusions of the PhD projectis presented, and future research

directions are suggested to further advance the field of medical education
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5. INTRODUCTION

The ageing population is transforming the landscape of healthcare systems
worldwide.? Older patients (>80 years) account for approximately 20% of all hospital
admissions in Denmark, and a figure expected to rise in the coming decades.®* Many
of these patients present with multimorbidity, polypharmacy, functional decline, and
cognitive impairment, contributing to greater complexity in clinical decision making
and care coordination.®>® Thus, frailty—an age-related state of reduced physiological
reserve and increased vulnerability to stressors—is increasingly prevalent among
hospitalised older adults, and is associated with poor healthcare outcomes.”® At the
same time, average hospital stays are becoming shorter, although older patients have
longer average length of stays, as compared to younger patients.*'° Despite this, many
hospital systems remain unprepared to meet the specific needs of older adults with
frailty.’ In Denmark, the Health Structure Commission’s Report from 2024
[“Sundhedsstrukturkommissionen”] highlights the urgency of addressing these gaps.'?
Among other things, the report recommends a reorientation of medical specialisation
and clinical training, placing greater emphasis on generalist competencies and the
ability to manage patients with complex, multimorbid conditions without immediate
recourse to specialist care.’ This implies that more doctors—regardless of specialty—
must be equipped with the tools and competencies to care for older patients with
frailty during routine clinical encounters, in line with a recent Danish reform of the

medical specialist education from 2023."3

Although the ward round remains one of the most important clinical encounters
between inpatients, informal caregivers, and healthcare professionals—and one
where the presence of frailty adds complexity — clinical experience suggests that
structured training for junior doctors in performing this increasingly frequent and
multifaceted task is not consistently implemented Traditionally seen as a core

learning opportunity conducted jointly with a senior doctor, empirical experiences
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suggest that ward rounds in Danish medical departments are oftentimes undertaken
independently by junior doctors without supervising doctors present in internal
medicine specialties, potentially leading to missed opportunities for learning and
professional development.'*' Alongside this shift towards more solitary ward round
practice, patient-centred care has gained increasing attention.’® Yet achieving patient-
centredness in ward rounds involving older adults with frailty is challenging due to

cognitive, relational, and functional barriers.'”'®

Also, patient involvement has gained momentum within healthcare research and
quality improvement initiatives, but remains relatively underused within medical
education, which leads to the question: How can patient and informal caregiver

perspectives be embedded into medical education?'%2°

This project set out to explore ward rounds with a particular focus on communication
seen from the perspectives of patients, informal caregivers, and healthcare
professionals, with the aim of developing educational initiatives grounded in patient
and caregiver experiences. The overarching goal was to better prepare internal
medicine residents to conduct ward rounds in the complex reality of caring for older
patients with frailty. The project was structured in three phases: initially, to explore and
describe ward rounds from the perspective of patients, informal caregivers, and
healthcare professionals (Studies I-lll); subsequently, to translate these insights into
the development of a cognitive aid for internal medicine residents; and finally, to
examine the feasibility of implementing this intervention in clinical practice (Study IV).
This approach enabled an exploration on how to better prepare internal medicine
residents to conduct patient-centred ward rounds in the complex reality of caring for

older patients with frailty."
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6. BACKGROUND

This chapter provides the contextual foundation for the PhD project by outlining the
clinical, conceptual, and educational dimensions relevant to ward rounds with older
patients with frailty. It begins by describing ward rounds as a clinical activity and
situates them within the modern hospital and the Danish healthcare context. It then
introduces the principles of geriatric medicine, with a particular focus on frailty and
the involvement of informal caregivers. The chapter proceeds to review key concepts
in patient-centredness and shared decision making, including communication
dynamics specific to older patients with frailty. Lastly, the chapter addresses the
educational landscape, focusing on ward round competencies in medical education,
with particular attention to frameworks such as CanMEDS, Milestones, and
Entrustable Professional Activities. Together, these sections aim to demonstrate the
relevance and complexity of ward rounds in geriatric care and the educational gaps

that this thesis seeks to address.

Ward rounds

Modern ward rounds

The ward round is the backbone of modern hospital care. Initially developed to train
medical students and junior doctors, ward rounds have evolved to support clinical
practice primarily.?' These repeated visits between healthcare professionals, patients,
and informal caregivers form the basis for planning and evaluating patient care.” A
multidisciplinary team approach is described as best practice, i.e., to have team
members' clinical assessments and then collaborate to create a holistic care

approach.’

The elements of the ward round process are outlined in Figure 1."® The ward round
primarily functions as a non-linear process requiring careful preparation, dynamic

interaction with patients and their informal caregivers, as well as collaboration with
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the interdisciplinary healthcare team. While it is a specific moment of clinical focus,
Healthcare professionals must consider past and future aspects of patient care. This
includes evaluating the events leading to the current hospitalisation and planning an
optimal discharge process that ensures continuity of care and supports rehabilitation.
An essential component of ward rounds is documentation. With the widespread use of
electronic health records, there has been a notable shift in how time is allocated
during these interactions. While accurate and thorough documentation is vital for
patient safety and communication within the healthcare team, it has also led to an
unintended consequence: healthcare professionals often spend more time in front of

computer screens and less time directly engaging with patients.??

Figure 1 Individual patient review during ward round

Introduction: Discussion and decisions: Agree: Document:

* Prepare information » Review the team's » Ensure agreement

» Confirm patient understanding of on diagnosis, goals,
identity diagnoses, patient status, and plans with the

e Introduce the team and treatment plans team and patient.

» Clinical reasoning

e Diagnoses

e Actions and next
review

Explain the process across physical, cognitive, » Confirm action
» Check for patient and social care needs steps and timelines
questions or concerns ¢ Assess risks, treatment e Schedule the next
progress, and discharge review
planning

« Discharge plans

» Escalation plans

¢ Communication with
the patient

Figure 1 is adapted from Figure 3, Modern Ward Rounds, p. 22." It highlights elements incorporated in the
ward round and its complexity.

Ward rounds in Denmark

In Denmark, the structure of ward rounds has evolved from the traditional model
involving a professor leading a group of healthcare personnel to a format where
doctors often conduct rounds independently. While patients may have their informal

caregivers present during these rounds, this presence is not an inherent right. It
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depends on the healthcare professional's initiative to facilitate the invitation to ward
rounds. Additionally, the timing of ward rounds is often unpredictable. Doctors may
arrive at different times due to emergencies or schedule delays, creating uncertainty
for patients and their informal caregivers. This setup leads to variability in patient
support, which may impact their comfort and sense of advocacy during ward round

interactions.

Furthermore, Danish ward rounds are conducted during office hours, contrasting with
practices in other countries, such as the United States, where structured evening ward
rounds (PM rounds) are more common. These rounds provide a second touchpoint for
patients and informal caregivers. In Denmark, most medical specialities only conduct
evening rounds when urgent issues arise. Similarly, weekend ward rounds are in most
departments limited to handling acute situations, leaving routine patient follow-up to

weekdays.

Geriatric Medicine

Geriatric Medicine was established as a medical speciality in Britain in 1947.22 With
the growing number of older adults requiring care for chronic diseases and long-term
care facilities, the speciality of geriatrics has experienced growth in some developed
countries in the last decades. Still, several European countries do not recognise
Geriatric Medicine as a medical speciality, although joint European initiatives, such as
COST-PROGRAMMING, aim to change this.?* Geriatric Medicine provides
comprehensive medical care for older people, with its fundamental instrument being
the Comprehensive Geriatric Assessment (CGA). CGA is a holistic and "multi-
dimensional, diagnostic and therapeutic process conducted to determine the medical,
mental, and functional problems of older patients with frailty so that a coordinated and
integrated plan for treatment and follow-up can be developed".?® Thus, the CGA

encompasses both acute and chronic illnesses with a patient-centred approach.
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Globally, geriatricians are also involved in primary care; however, in Denmark, geriatric

medicine handles predominantly secondary sector patients.

Frailty

Frailty refers to an age-related syndrome of functional loss in several domains, leading
to an increased risk of adverse healthcare outcomes, even in minor illnesses.?® These
domains, such as gait imbalance or cognitive impairment, may be physical or
psychological. The pathological complex mechanisms of ageing play a role but are not
fully understood.?’ Frailty is associated with an increased risk of falls, disability, and
hospital admissions.?’ Also, frailty is associated with mortality.?” With growing global
adoption, the Clinical Frailty Scale (CFS) is widely used in Denmark to provide an
assessment of overall frailty levels, see Figure 2.2 The Clinical Frailty Scale considers
scores of 5 to 8 as indicating varying levels of frailty, while a score of 9 denotes a
terminally ill condition.® The Clinical Frailty Scale is a common reference tool in

clinical quality programs.2®°

Frailty and ward rounds

Corresponding to global trends, the number of older adults with frailty is expected to
increase.®® Likewise, Denmark is experiencing a significant increase in hospitalised
older patients. Projections indicate that by 2050, the number of hospital bed days for
individuals aged 70 and over is expected to rise by more than 50% compared to 2013.4
The complexity of hospitalised older patients is rising, with increasing levels of
multimorbidity, polypharmacy, and consequently, a higher prevalence of frailty.®*
Indeed, ward rounds for these patients are particularly challenging due to both acute
and chronic conditions, polypharmacy, social issues, and frequently impaired physical

and coghnitive functions, all of which contribute to communication difficulties.3%33
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Figure 2 The Clinical Frailty Scale®

CLINICAL FRA' LTY SCALE LIVING People who need help with all outside
WITH activities and with keeping house.
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VERY People who are robust, active, energetic FRAILTY stairs and need help with bathing and
plew ust, active, energeti might need minimal assistance (cuing,
FIT and motivated. They tend to exercise standby) with dressing.
regularly and are among the fittest for
their age. 7 LIVING Completely dependent for personal
T WITH care, from whatever cause (physical or
FIT People who have no active disease SEVERE cognitive). Even so, they seem stable
symptoms but are less fit than category FRAILTY and not at high risk of dying (within ~6
1. Often, they exercise or are very active months).
occasionally, e.g., seasonally.
LIVING Completely dependent for personal care
MANAGING  People whose medical problems are h‘ WITHVERY and approaching end of life. Typically,
WELL  well controlled, even if occasionally SEVERE  they c‘?ltl'ld not recover even from a
symptomatic, but often are not FRAILTY ™inorifiness.
regularly active beyond routine walking.
TERMINALLY Approaching t.he end of life. 1_’his )
LIVING Previously “vulnerable;’ this category ILL category applies to people with a life
WITH  marks early transition from complete expectancy <6 months, who are not
VERYMILD independence. While not dependent on otherwise living with severe frailty.
FRAILTY  others for daily help, often symptoms (Many terminally il people can still
limit activities. Acommon complaint exercise until very close to death.)
is being “slowed up” and/or being tired
during the day. SCORING FRAILTY IN PEOPLE WITH DEMENTIA
) The degree of frailty generally In moderate dementia, recent memory is
LIVING  People who often have more evident corresponds to the degree of very impaired, even though they seemingly
WITH slowing, and need help with high dementia. Common symptoms in can remember their past life events well.
2\ MILD order instrumental activities of daily mild dementia include forgetting They can do personal care with prompting.
FRAILTY  living (finances, transportation, heavy Sl remempering he event sl Soere dmentiateycant do
housework). Typically, mild frailty repeating the same question/story )
ively impairs shopping and and social withdrawal In very severe dementia they are often
prog.resswe y p pping . ' bedfast. Many are virtually mute.
walking outside alone, meal preparation,
medications and begins to restrict light Clinical Failty Scals ©2005-2020 Rockwood,
housework. DALHOUSIE Vellslion 7.rOI(FN).AII rights reserved. For permission:
UNIVERS]TY www.geriatricmedicineresearch.ca
Rockwood K et al. A global clinical measure of fitness
and frailty in elderly people. CMAJ 2005;173:489-495.

Figure 2 shows the Clinician Frailty Scale, which offers an applicable and hands-on scaling of frailty

across healthcare sectors.®

Furthermore, as these patients often have non-specific and subtle symptoms, it may
be challenging to elicit complaints.®* This may lead to inaccurate tentative diagnoses

and prolonged hospital stays.®®

For older patients with frailty, ward rounds require joint multidisciplinary and
profession-specific medical assessments, care, and plans to be effective.’®*' During
the last years, Denmark has reduced its hospital bed capacity by 37% from 2007 to
2023.%¢ This shift is reflected in the average length of stay (LOS), which has decreased
significantly in people aged 80+ from 7.9 to 4.9 days.*® This underscores the need for

highly efficient ward rounds during hospitalisation to address patients' needs within
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shorter time frames. Consequently, many patients now continue their rehabilitation at
home, where informal caregivers play an essential role in supporting older patients

with frailty after hospital discharge.

Informal caregivers

Informal caregivers provide unpaid care and assistance to a person with chronic
illnesses or disabilities.?” Informal caregivers are typically family members, friends, or
neighbours. In the case of an older person, the informal caregivers support activities of
daily living (ADLs), such as bathing, dressing and eating, and instrumental activities of
daily living (iADLs), e.g. managing finances and medications or coordinating medical
appointments. Furthermore, they frequently offer emotional and social support. Unlike
professional caregivers, informal caregivers do not receive formal training or
compensation for their services and often have to balance caregiving responsibilities
with other personal, professional, or familial duties.®3° This may result in deteriorating

informal caregiver health.384%41

Informal caregivers often play a crucial role when older patients with frailty have
healthcare interactions. Informal caregivers can be considered “the patient’s living
health record” due to their ability to provide comprehensive information across
sectors. Additionally, they advocate on behalf of patients, contributing to improved
care outcomes.*? Their importance is particularly pronounced during discharge
planning. Bookman and Harrington have called them “the geriatric case managers” for

their integral role in coordinating care and ensuring continuity post-discharge. 3°

Patient-centredness

Patient-centred care

Patient-centred care occurs when the patient's perspective guides all clinical
decisions. For this to happen, healthcare providers must respect and respond to

patient preferences, needs, and values.*® This approach is multidimensional.** Mead
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and Bower describe patient-centred care as encompassing five dimensions: "the
mnon "

biopsychosocial perspective’, "patient-as-person’, "sharing power and responsibility’,

"therapeutic alliance", "doctor-as-person"."®

Implementing a patient-centred care approach in healthcare has been shown to
reduce costs and improve patient outcomes, such as fewer hospital admissions and
readmissions.***¢ However, not all healthcare professionals hold favourable
perceptions of patient-centred care.*” Several factors contribute to this, including time
constraints—since patient-centred care often requires more time per interaction—and
lack of training. Healthcare professionals may feel they lack sufficient training in
essential skills for effective patient-centred care, such as communication and shared
decision making.'® Thus, patient-centred care is expanding into healthcare learners'
curricula, although previous studies on these students' perspectives on patient-

centred care have been mixed.*’

Patient-centred communication

Patient-centred communication is a healthcare approach that focuses on
understanding and responding to patients' needs, preferences, and values. As
Levinson states, patient-centred communication means to "elicit patients’true wishes
and recognise and respond to their needs and emotional concerns".*® Therefore,
patient-centred communication is an essential component of patient-centred care,

even an enabler of patient-centred care.**

In a family medicine setting, Hashim proposed a set of basic skills for patient-centred
communication in Family Medicine (Table 1).%° According to Hashim, effective patient-
centred communication requires the doctor to adopt a more reserved role, allowing
the patient to express themselves fully.*® This encompassed open-ended questions (as
opposed to yes/no questions), listening actively, and expressing empathy. Some of the

barriers to patient-centred communication are the patients' altered mental state,
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severe illness or health literacy, which is common among older patients with frailty.*°

However, the doctor's time constraints also play a role.*°

Table 1 Recommended patient-centred communication in Family Medicine

Introduction and create a connection

Elicit the patient’s agenda

List all the patient’s agenda items

Negotiate the agenda

Start discussing the patient’s concerns with open-ended questions
Elicit the patient’s perspective

Empathise

Summarise

Transition to standardised questions
Standardised questions

Table 1 shows the recommended sequence for patient-centred communication in Family Medicine
and is adapted from Hashim*®

Elucidating the patients' views on patient-centred communication, a study from
Taiwan investigated patient complaints using negative feedback to identify
"communication errors".®' These errors were non-verbal, verbal, content, and poor
attitudes.®' A rapid review from 2023 found that non-verbal communication strategies,
particularly touch, inviting facial expressions and close physical distance, were
preferred among older patients in primarily primary care settings.*> However, the
author excluded communication with older adults affected by hearing or speaking
impairment in this review.*? In these circumstances, patient-centred communication
is even more critical. A Delphi Study from 2022 on the communication curriculum in

Danish undergraduate medical education discarded "communication with elderly".>®
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Given the increasing prevalence of older adults in Danish hospital settings, this
decision appears highly counterintuitive and overlooks a critical aspect of graduate

clinical practice.>%

The patient-communication context

Communication is the most common procedure in medicine.*® Communication is
inherently context-dependent, as its effectiveness and implication are shaped by the
specific setting, circumstances, and individuals involved.®® In healthcare,
communication styles and strategies may differ significantly between primary care,
emergency rooms, and palliative care units. Each context demands tailored
approaches to meet patients' needs, emotional states, and expectations. Additionally,
factors like cultural background, the severity of illness, cognitive abilities, and informal

caregivers' presence further influence how information is conveyed and received.*®

The Calgary-Cambridge Guide to patient interviews provides a structured approach to
effective medical communication.®” The medical interview is divided into stages of the
patient consultation, reflecting its primary use in Family Medicine, as shown in Figure

3.

Shared decision making

Shared decision making and patient-centred care have emerged in healthcare services
in the last 25 years.® Nevertheless, there is a lack of consensus on the definition and
purpose of shared decision making. However, NICE guidelines state that "shared
decision making is a collaborative process that involves a person and their healthcare
professional working together to reach a joint decision about care."® Care could either
mean current care or care decisions regarding, e.g., advanced care planning, but also
decisions about treatment options or opting out of a particular therapy plan. Involving
people in decisions about their care may result in greater satisfaction with the
decisions made and experience with care in general, as well as better compliance with

an agreed treatment plan.®%®" In the older population, some patients prefer not to play

27



an active role in healthcare decision making.®> However, they should be allowed to
participate in decisions, and any decisions, including treatment reasoning, should be

communicated to them.®?

Figure 3 Basic framework from The Calgary-Cambridge Guide

Initiating the session

Providing Building the
structure Gathering information relationship

Physical examination

Explanation and planning

\/ Closing the session \/

Figure 3 outlines the medical interview from the Calgary-Cambridge Guide, with emphasis on
structure and building relationships, while going through the stages in the middle light-grey boxes.
From p.18%

In Denmark, the legislation empowers patients by securing their rights, but patient
participation or involvement is not explicitly stated.®® Resources are allocated to
shared decision making projects, focusing on research and integrating shared decision
making into national clinical guidelines.®® Additionally, educational initiatives focus on

shared decision making competencies and further, equipping patients with patient
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decision aids.®® These initiatives aim to change behaviour and culture towards the

shared decision-making approach, including its integration into ward rounds.®®

However, effectiveness and feasibility of patient decision aids in certain patient
populations remain uncertain. A systematic review by Thodé et al. (2022) concluded
that more high-quality studies are needed to evaluate these tools, particularly among
older adults with frailty.®* Moreover, the use of patient decision aids has been less
studied in hospitalised older adults with cognitive impairment who, according to the
Clinical Frailty Scale, are living with frailty.?®®° A recent Danish study found that 70% of
patients aged 65+ had cognitive impairment and half were living with frailty before
admission.®* In such cases, clinician-facing tools may better support shared decision
making, as neither NICE nor IPDAS currently offer guidance on PDAs for cognitively
impaired patients.®*® Enhancing clinicians’ ability to facilitate these conversations
may offer a more inclusive approach.®® In clinical contexts involving cognitive
impairment, for example, patients may struggle to engage with structured decision
making processes or interpret complex medical information, raising important
concerns about the suitability and accessibility of standardised patient decision aids

in this population.5+%°

Ward round competencies

Surprisingly, ward rounds are not well-studied despite their widespread use and
importance.?"®” |n the later years, however, more attention has been drawn towards
achieving ward round competencies, as some evidence suggests that students
struggle with fundamental tasks, such as physical examination, medication reviews,

etc.®

Achieving ward round competencies

In a systematic review from 2022, authors Khalaf and Khan examined education during

ward rounds, including perceived barriers to teaching and learning.®® They found 16
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studies that described learning activities during ward rounds from 2015-2022.%°
Didactic strategies including simulation-based training and teaching during rounds,
such as case reflections, informal discussions, and explaining clinical rationales in
real-time. Additionally, structured sessions provide in-depth learning opportunities,
while quick, in-parallel teaching points during care ensure practical, context-driven
education. Simulation was highlighted as a strategy that offered a safe environment for
practising ward round skills without compromising patient safety. However, they argue
that learning opportunities are often missed.®® In Denmark, ward rounds are usually
taught to medical students during dyad practice’, with two students working
together.”%”" While this can be an effective learning strategy, insufficient supervision
may reinforce misunderstandings or malpractice among students.”®’! In Denmark, the
education specialist program of internal medicine specifies that ward round training
should be achieved through competence cards requiring observation, feedback, and
formal assessment.”? However, beyond these curriculum requirements, there no
published evidence on how such training is implemented in practice. My clinical
experience as a resident-both in clinical training and in educational roles at local and
national levels, suggests that ward round competence acquisition is largely up to

random opportunities rather than structured training.

Milestones and Entrustable Professional Activities

Globally, Milestones and Entrustable Professional Activities (EPAs) are increasingly
introduced in medical education to describe and assess competencies for conducting
ward rounds’®*”°. Milestones offer specific, measurable stages of progress that focus
on the knowledge, skills, and attitudes, which learners should develop during their
specialist training.”>’® EPAs identify tasks or responsibilities that the learner can

perform independently once the learner has demonstrated sufficient competence.”

"A dyad is a pair. Dyad practices refer to training in pairs, often comprising two students, but other possibilities
are a student and a teacher, a doctor and a patient or a nurse.
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However, Milestones, EPAs, or similar regarding ward round competencies have not

yet been implemented in Denmark.”’

The CanMEDS framework

The Danish Health Authority adapted the CanMEDS roles in 2005 to enhance the
description of medical competencies in graduate medical education.”®’® A Danish
adoption is shown in Figure 4.8° The CanMEDS is a competency framework developed
by the Royal College of Physicians and Surgeons of Canada, most recently updated in
2015.8" The CanMEDS framework outlines seven roles, which all doctors must fulfil to
provide high-quality healthcare. This framework is widely adopted internationally as a
model for medical education.®! Ward rounds are not explicitly mentioned in the
CanMEDS framework, but the CanMEDS roles may actively be utilised during ward
rounds. As such, conducting ward rounds is a core and complex competency in many
medical specialities and is included as part of the clinical skills required during

specialist training.”’

Figure 4 Modified Danish illustration of the seven roles of doctors®®
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MEDICAL
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Figure 4 illustrates the Danish adaption to the CanMEDS, where the Medical Expert role is central, and
the Professional role serves as an overarching role that informs all other roles.

Specialist training in Internal Medicine

Postgraduate medical training in Denmark is structured as a competency-based
programme overseen by the Danish Health Authority.®? Following graduating from
medical school, newly qualified doctors complete a one-year of basic clinical
rotations [Klinisk Basisuddannelse], after which they may enter a specialist training
pathway.”? Training in internal medicine and its subspecialties, including geriatric
medicine, consists of a one-year internship [Introduktionsstilling] followed by a five-
year specialist training programme [Hoveduddannelse]. The curriculum emphasises
workplace-based learning, supervision, and competencies across the CanMEDS roles,
including medical expert, communicator, and professionalism.’® Educational activities
are guided by national learning objectives in education specialist programs
[Malbeskrivelser] and include both formal courses conducted by the societies and the
Danish Society for Internal Medicine and an overview of competencies and their

assessment.’>83

Ward rounds in Danish medical curricula

The Danish Health Authority approves the curriculum descriptions for medical
specialities by law. These descriptions "outline the theoretical and practical-clinical
competencies required to be recognised as a specialist in each speciality".?? In the
Danish medical curricula, ward rounds are recognised as a function in which doctors
assess and follow up on patients' treatment plans through direct contact and dialogue
with the patient and, where applicable, their informal caregivers, although guidelines
rarely define or explicitly operationalise ward rounds.”” However, without explicit,
operationalised guidelines, junior doctors often depend on random, informal learning
experiences to develop ward round competencies.®* This challenges consistent or

comprehensive skill acquisition.
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Assessment of ward round competencies is conducted through the use of checklists
to evaluate competence levels (competency cards, [kompetencekort]), which in
internal medicine, notably, does not change between the introductory year of
specialist training, competency card I9B and the final (4-5-year) speciality training,
competency card FIM6.”” This lack of differentiation may suggest that the assessment
is not sufficiently detailed, as one would expect competencies to progress and
become more advanced as the doctors advance in their training. There is also no
description or guidance available for those responsible for assessing ward round
competence.® While tools such as assessment cards support the evaluation of
clinical competencies, they do not in themselves provide structured training. This does
not suggest that ward round competencies are absent, but rather highlights that
longitudinal, practice-oriented educational initiatives to support their development
remain limited in clinical practice.®® Although such competencies are formally defined,
the structured implementation and instructional support for developing these skills

remain underdeveloped in many departments.’>#3

To summarise, despite extensive knowledge of healthcare communication, there is
still a lack of detailed understanding of communicating with older patients with frailty
during ward rounds. Additionally, a best practice ward round—one that balances
patient-centred care and healthcare professionals' perspectives—has yet to be clearly
defined. Exacerbating this is the lack of standardised training materials for ward
rounds, resulting in reliance on unstructured and inconsistent practices to achieve this
competency. As such, there are gaps in the internal medicine specialist training that

need to be addressed.
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7. AIM AND RESEARCH QUESTIONS

Overall aim

The aim of this PhD project was to explore how ward rounds with older patients with
frailty and their caregivers can be supported through educational strategies that
embed their perspectives. To achieve this, the project was conducted in three phases:
first, to characterise ward rounds with a focus on communication and the
perspectives of patients and informal caregivers (Studies I-lll); second, to develop a
cognitive aid and educational intervention for internal medicine residents based on
these insights; and third, to explore the feasibility of the intervention in clinical practice

(Study IV).
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Overview of conducted studies and research questions

Study Title of paper

Ward round
communication with
older patients

“They forget that I’'m a
human being”—ward
round communication
Il with older patients
living with frailty and
informal caregivers: a
qualitative study

Enhancing ward
rounds for older

11 patients with frailty:
A modified Delphi
process

Implementing a
cognitive aid for
conducting ward
rounds for older
patients with frailty:
A feasibility study

Aim

To provide an overview of
ward round communication
with older patients and
investigate barriers to the
optimal communication

To explore communication
preferences of patients with
frailty and their informal
caregivers during
hospitalisation and to
analyse such preferences in
light of holistic
communication

To generate consensus-
based content items for
conducting ward rounds
with older patients with

frailty

To evaluate the
implementation of this
cognitive aid, explore its
acceptability among
residents, and how the
cognitive aid affects ward
rounds, as seen from a
patient and informal
caregiver perspective

Research Questions

What are the

means of skilled
communication at ward
rounds for older patients?

What are the
communication
preferences of older
patients with frailty and
informal caregivers during
ward rounds?

What are the best practices
for conducting ward rounds
with older patients with
frailty?

To what extent was the
cognitive aid intervention
feasible?

Did residents use the
cognitive aid during ward
rounds?

How did older patients with
frailty and their informal
caregivers perceive ward
rounds following the
implementation of the
cognitive aid?
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8. THEORETICAL FRAMEWORK

The Theoretical framework provided an overview of the epistemological positioning
and communication theories that informed the research and the development of the

cognitive aid and its associated intervention.

Qualitative epistemology

Hermeneutical phenomenological approach

This PhD study is rooted in the phenomenological epistemology. Being a dynamic and
descriptive approach, phenomenology emphasises understanding phenomena as
they appear to each individual and seeks to explore how meaning is constructed.®° A
phenomenon is not only a static object but is seen as a dynamic interaction with the
observer's perception and interpretation. It can take diverse forms, such as physical
objects or subjective experiences. Phenomenology explores the link between the
subject, the object, and the world, which means that integrating subjective and

relational aspects is key when interpreting our experiences of the world.8®

The hermeneutical phenomenological stance, i.e. that understanding is through
interpretation of lifeworld events, implies that the PhD student's pre-understanding
and pre-assumptions cannot be omitted but exist coherently in data analysis. Thus,
exploring how subjects (e.g. patients and informal caregivers) experience the world
and making sense of what they experience is done in the broader context of ward

rounds.

Communication theory

Barnlund's Transactional Model of Communication

Over the years, communication theory has progressed significantly, transitioning from
the linear transmission model, which conceptualises communication as a one-way

process, to more complex and dynamic frameworks. One such framework is
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Barnlund’s Transactional Model of Communication, which represents a shift toward
understanding communication as an interactive process where participants function
simultaneously as both senders and receivers.?” This model recognises the complexity
of communication, where shared understanding is co-constructed through public,
verbal and nonverbal cues and shaped by individual perceptions and experiences,

including contextual factors.®’

Habermas'theory of communicative action

Habermas' theory of communicative action concerns the actions that communication
entails. These actions represent essentially what is done when communicating.® The
theory focuses on the fundamental role of language in creating mutual understanding.
Habermas distinguishes between communicative actions that aim for mutual
understanding and strategic actions where language is used instrumentally with a
specific intention.® Habermas emphasises that genuine communication requires the
speakers to make themselves understood, express their views about the world, and
consider the relationship between themselves and their recipient.®® Further,
communication requires that one is open to the recipient's acceptance or rejection.
The fundamental idea is that the goal of communication is to achieve consensus

through rational discourse.®®

Barnlund’s and Habermas' theories follow a phenomenological perspective and
explore how communication and, for example, decision making unfold in a context
shaped by vulnerability, relational dynamics, and the complexity of healthcare

interactions.

Communication skills vs. skilled communication

Introduced in 2011, Salmon and Young's perspective on communication in medical
education addresses the idea that communication is not merely a set of skills but a
complex and creative process.® They prefer skilled communication over

communication skills, arguing that teaching these skills often falls short if only
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technical training is taught without considering the individual and the clinical
context.®® They view communication as a creative and holistic practice that cannot be
reduced to fixed patterns or modules, as clinical situations vary and require flexibility

and adaptability.5®

Cognitive aid development

The cognitive aid was developed the findings of Studies | to Ill. This was to ensure that
the aid was both evidence-based and contextually relevant. The aid should address
the complexities of ward rounds for older patients with frailty while taking in Salmon
and Young’s perspective on skilled communication.®®* Thus, we decided not to
develop a checklist for conducting ward rounds with older patients with frailty. Instead,
we acknowledged the need for adaptability and creativity and selected elements in the
cognitive aid designed to foster reflection. Although somewhat ambiguous, we
intended to integrate these principles to create a cognitive aid providing structured
guidance while preserving the individuality and relational dynamics essential to ward

rounds.

Constructivist underpinnings of the cognitive aid

The development of the cognitive aid in this PhD project was grounded in a
constructivist epistemology, which emphasises that knowledge is co-constructed
through interaction and shared meaning-making. This perspective informed both the
design process and the intended educational use of the cognitive aid. Drawing on
findings from Studies I-lll, the cognitive aid was shaped by the voices of patients and
informal caregivers, whose perspectives were systematically integrated into its
structure and content. As Tan and Ng (2021) and Thomas et al. (2014) argue,
constructivist approaches support learners in developing the ability to understand,

integrate, and respond to the perspectives of others.®'*? Supporting residents in this
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reflective and relational task was therefore key when working with patients with frailty,

cognitive impairment, or otherwise vulnerable older adults.

Although the broader study was grounded in constructivism, the evaluation of the
cognitive aid in Study IV also incorporated post-positivist elements. For example, the
use of structured assessments and the application of the Kirkpatrick model reflects a
pragmatic, outcome-oriented approach to evaluating feasibility and implementation.
As Thomas et al. (2014) point out, combining paradigms is often necessary in applied
medical education research.®> Moreover, Tan and Ng (2021) note that constructivist
learning is compatible with structured tools, further supporting the development and

use of a cognitive aid in this context.®
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9. RESEARCH DESIGN AND METHODOLOGY

Research approach and the methodological relation between the four

studies

Our research approach primarily aligned with the constructivist paradigm, though
elements of the postpositivist paradigm were also applied. The constructivist
paradigm believes that reality and knowledge are constructed through human
experiences and social interactions. From this, the "truth" is not discovered but rather
created through these processes.®® The postpositivist paradigm believes that even
though an external reality exists, the understanding of it is always shaped by e.g.,
personal biases or limitations in measurement. As such, we rely on evidence to get
closer to the truth, but as human beings we inherently constrained in fully

comprehending the absolute truth.%*

First, a constructivist approach was applied in Studies I-Ill to describe the ward rounds
of older patients with frailty, capturing the complexity of communication preferences
and ward round processes. The constructivist approach favours qualitative research
methods, as language and context are inherent in understanding how meaning is
constructed.®® This approach allowed for a co-construction of meaning between
patients, informal caregivers, and healthcare professionals, their diversity of
experiences, and the situational and relational aspects of ward rounds. Study IV
integrates constructivist and postpositivist paradigms through a multi-method
approach with quantitative and qualitative assessments. The postpositivist approach
acknowledges that measurement and observation are inherently imperfect and that a
complete understanding remains unattainable.®® These approaches were applied to
objectify cognitive aid use through multiple sources while exploring patients' and

informal caregivers' subjective perspectives.
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Research design

The four studies comprising this PhD project are methodologically diverse yet
conceptually coherent, with each serving a distinct purpose within a broader research
agenda. Drawing on the typology suggested by Cook et al. (2008), the studies can be
understood as contributing to the three primary purposes of medical education
research: description, justification, and clarification.” The first, a scoping review, and
the second, a qualitative interview study with older patients and their informal
caregivers, serve primarily descriptive purposes. Together, they map the current state
of communication practices during ward rounds and provide a huanced understanding
of the patient and caregiver experience. These insights justify the need for change, an
aim explicitly addressed in the third study, which employed a modified Delphi method
to reach consensus among experts on core components for ward round
communication with older patients living with frailty. The fourth study, a feasibility
study, adopts a clarificatory approach by exploring the implementation of a cognitive
aid derived from the Delphi study and studies 1 and 2, examining both resident and
patient perspectives and identifying barriers and enablers to its use. The
methodological progression across the studies reflects an intentional alighment of
method to purpose, supporting the development and preliminary testing of an

educational intervention rooted in both empirical evidence and stakeholder input.

Revised study protocol and rationale for Study IV

The original PhD protocol outlined three studies, including a multicentre design across
seven internal medicine departments in the Northern Regional Council of
Postgraduate Medical Training (Videreuddannelsesregion Nord). Study | and Il explored
ward round communication from the perspectives of healthcare professionals,
patients, and informal caregivers, while Study Il aimed to develop and evaluate a
simulation-based training intervention. Due to the COVID-19 pandemic and personal

circumstances involving critical illness in my immediate family, Study Il was deemed
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unfeasible. In agreement with the supervisory group, | revised the protocol to include a
redesigned feasibility study (Study V), which was approved by the Graduate School of
Health, Aarhus University in April 2023. This revision included a clearer focus on frailty,
reflecting findings from the Scoping Review (Study I), and broadened the scope from
communication alone to ward round conduct more generally due to responses in the
Delphi study (Study Ill) regarding needs assessment for internal medicine residents.
Study IV was reframed to assess feasibility, implementation, and acceptability—rather
than effectiveness—and to explore the potential for involving patients and caregivers

in the educational evaluation process.

Study |

In Study I, a framework for conducting scoping reviews, as suggested by Arksey and
O'Malley and further refined by Levac, Colquhoun, and O'Brien, was chosen to identify
challenges to and how to optimise communication.®® Due to the multidimensional
nature of communication, we decided not to conduct a systematic review, as a
scoping review allowed for a flexible and exploratory process involving various
methodologies (qualitative, mixed-methods, surveys, etc.) rather than testing a
defined hypothesis. A scoping review includes a six-step process of identifying the
research question, identifying relevant studies, screening and selecting studies,
charting data, and summarising the results.®” The final step, consulting with
stakeholders, was an important aspect of the decision to conduct a scoping review, as
this allowed us to inform study findings with stockholder perspectives on ward round

communication to ensure relevance.®®

Identifying the research question. The research questions were generated to ensure
a broad exploration of communication during ward rounds: 1) What are the means of
skilled communication at ward rounds for older patients? 2) What are the barriers and
challenges to the optimal ward round communication with older patients and their

relatives?
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Identifying relevant studies. The databases CINAHL, Embase, MEDLINE, and
PubMed were searched in July 2022 without date restrictions. The search strategy was
co-developed with a research librarian. The search strategy for PubMed is shown in

Box 1. Identified records were managed in Covidence, with duplicates removed, and

additional studies were identified through snowballing.9*1%

Study selection: Inclusion criteria required papers to focus on communication during

ward rounds with hospitalised patients aged 65 years or older. This age threshold was

Box1 Search strategy for PubMed

(("Aged"[Mesh] OR "Aged, 80 and over"[Mesh] OR "Frail Elderly"[Mesh] OR "Geriatrics"[Mesh] OR
"Geriatric Psychiatry"[Mesh] OR "Geriatric Nursing"[Mesh] OR "Geriatric Dentistry"[Mesh] OR
"Dental Care for Aged"[Mesh] OR "Health Services for the Aged"[Mesh]) OR (elder*[tw] OR
eldest[tw] OR frail*[tw] OR geriatri*[tw] OR old age*[tw] OR oldest old*[tw] OR senior*[tw] OR
senium[tw] OR very old*[tw] OR septuagenarian*[tw] OR octagenarian*[tw] OR
octogenarian*[tw] OR nonagenarian*[tw] OR centarian*[tw] OR centenarian*[tw] OR
supercentenarian*[tw] OR older people[tw] OR older subject*[tw] OR older patient*[tw] OR
older age*[tw] OR older adult*[tw] OR older man[tw] OR older men[tw] OR older male*[tw] OR
older woman[tw] OR older women[tw] OR older female*[tw] OR older population*[tw] OR older
person*[tw])) AND ("Teaching Rounds"[Mesh] OR teaching round*[tw] OR morning round*[tw]
OR ward round*[tw] OR bedside round*[tw] OR clinical round*[tw] OR care round*[tw] OR
interdisciplinary round*[tw] OR medical round*[tw] OR patient round*[tw] OR attending
round*[tw] OR daily round*[tw])

chosen due to traditional ways of defining older patients in research papers.’ In
cases where age details were unavailable, the terms “geriatric,” “aged,” “elderly,” “old,”
or “frail” were used as proxies. Papers addressing telemedicine, nursing rounds,
intentional rounding', or organisational aspects of ward rounds were excluded. Peer-
reviewed articles in English or Scandinavian languages were eligible. While including

non-peer-reviewed articles in the review might have expanded the number of included

I Intentional rounding is a structured, systematic process in which typically nurses check on patients at regular,
predetermined intervals to address specific care needs.???
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articles, we chose to include only peer-reviewed papers to ensure a higher standard of

quality and evidence.

Two researchers independently screened titles and abstracts, with the lead author
reviewing all records. Discrepancies were resolved through discussion or third-party
review. Authors were contacted for full-text papers when needed, but no additional
papers were identified. The research team made final inclusion decisions

collaboratively based on full text reviews.

Data charting: Data extraction was guided by the Joanna Briggs Institute framework,
with extracted variables including authors, objectives, population, concepts, context,
and key findings.®’ This process was iterative, with data reviewed by a co-author, KK, to

ensure consistency and accuracy.

Data collation and Thematic Analysis: The extracted data were subjected to
Thematic Analysis by Braun and Clarke, categorising findings systematically.’® The six-
step process is displayed in Box 2 and steps one to five are found in Appendix 1. The
results were summarised and discussed within the research team and presented

narratively to capture the scope of the review comprehensively.

Stakeholder consultation: Four members of the Randers' Municipality's Senior
Citizens' Council were consulted to contextualise the findings.'® A focus group
interview was conducted to present the results and gather feedback. Participants were
asked to validate the findings and highlight any additional themes or issues not

covered in the review.
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Box2 Thematic Analysis by Braun and Clarke

1. Familiarisation with  Transcribing data, then reading and re-reading and

data noting down initial codes
2. Generating initial Coding interesting features in the data
codes systematically across the dataset and organizing

data relevant to each code

3. Searching for Collating codes into potential themes and gathering
themes all data relevant to each theme
4. Reviewing themes Checking if themes work in relation to the coded

extracts and the entire dataset and generating a
thematic map

5. Defining and Refining each theme through ongoing analysis and
naming themes generating names for each theme

6. Producing the Final analysis and selecting extracts, discussing
report analysis with research question or literature in mind,

and producing the report.

Box 2 illustrates the iterative six-step process of Thematic Analysis by Braun and
Clarke (2006) with minor iterations.%?

Study Il

In Study Il, phenomenological principles guided an understanding of patients' and
informal caregivers' lived experiences and perspectives during ward rounds.® We
aimed to understand how participants made sense of their experiences, focusing on
the meaning they gave the interactions between healthcare professionals and how
they interpreted this contact. Thus, semi-structured interviews were conducted rather

than ethnographic studies with observational data. Although ethnographic studies are
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great for understanding contextual behaviours, choosing an interview study allowed

for a targeted exploration of the participants' reflections and interpretations.

Data collection

The interview guide was developed in collaboration with the Senior Citizens' Councils
of Randers' and Aarhus' Municipalities to align with their perspectives as well as the
literature. Following two pilot interviews with patients, minor adjustments were made
to the patient interview guide. Both interview guides are included in Appendix 2. The
principal investigator, LA, conducted all interviews. Interviews took place between
November 2022 and June 2023. Patients were interviewed in the hospital, while
caregivers were interviewed in settings most convenient for them: at the hospital, by
phone, or at home. All interviews were audio-recorded, transcribed verbatim, and
anonymised for subsequent analysis. Patient and informal caregiver data were

collected through journal audits and surveys, respectively (Appendix 3).

Data analysis

To ensure coding quality, the first four interviews were collaboratively coded by LA,
RDJ, MS, and KK, all experienced qualitative researchers. The researchers met and
discussed findings and coding strategy. LA then independently coded the remaining
interviews, and themes were refined iteratively in collaboration with RDJ. Recruitment
ceased when information redundancy occurred, and no new information emerged.'®*
The interviews were inductively coded using Reflexive Thematic Analysis' by Braun
and Clarke (Box 2), following the Hermeneutic circle of iterative coding between parts
and the whole to develop a deeper understanding of the phenomenon. 192105106
Reflexivity "involves the practice of critical reflection of your role as researcher, and
your practice and approach"”.’® From this, research bias was identified (is discussed

later), and the iterative nature of the analysis was demonstrated, as the material

il Reflexive Thematic Analysis is a six-step process designed to generate patterns across the dataset based on
the research question.??3
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underwent several iterations in coding and theme refinement, even after the first draft

of the report.

The analysis was performed using NVivo 12.0 software (QSR International, Melbourne,
Australia).'®” To ensure transparency in reporting, we applied COREQ (Consolidated

Criteria for Reporting Qualitative Research) guidelines (found in Study Il Appendix).®®

Study Il

In Study lll, we applied a modified Delphi method, as Hasson, Hsu, and colleagues
described, to achieve expert consensus on the best practices for conducting ward
rounds with older patients with frailty.'°®'"° Participants were asked to describe ward
rounds, which are distinct from the initial geriatric review (gennemgang). The geriatric
review is typically carried out by a senior clinician, often within the first 24 hours of
admission, following the initial clerking (journaloptagelse) performed by a junior
doctor. Frailty was defined using the Clinical Frailty Scale.® The study was conducted

from January to June 2023.

The Delphi method was chosen to incorporate more perspectives than focus groups,
which typically involve fewer participants (5-9) and are better suited for exploratory
discussions rather than consensus-building."" The Delphi method was modified by
incorporating a preliminary focus group and extending the traditional three Delphi
rounds to five rounds in total. Incorporating a preliminary focus group meeting served
an exploratory purpose to explore key themes and identify relevant questions for
Delphiround 1. The number of Delphi rounds was extended to five rounds to allow for
iterative feedback and consensus-building. This aligned with the core principles of the

Delphi method, enabling collective reflections and judgements to shape the results.

Participants in the focus group meeting were recruited via online peer nomination
among members of the Danish Geriatric Society. Professional experience in the field of
study was used as a substitute for expertise.''? As such, experts in geriatric medicine

and medical communication with at least five years of relevant experience were
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eligible for the Delphi study. Geriatric medicine consultants were invited from all
hospitals in Denmark, while medical communication experts were peer-nominated. To
ensure diverse perspectives, 35 participants were included, aligning with

recommendations in this area.’"®

Data collection

Delphi rounds were conducted via REDCap, hosted at Aarhus University. Participants
were invited to each Delphi round via email, with a two-week response window and
reminders to maximise participation. A response rate of >60% was required to proceed
to subsequent rounds, and only participants from the prior round could continue. The

purpose of the Delphi rounds is presented in Box 3.

Box 3 Purpose of each Delphiround in Study Il

Round 1 Brainstorming on ward round:
- preparation
- execution
- follow-up
- competencies required

Analysing responses thematically to create initial content
items, themes, and subthemes

Rounds 2 and 3 Refining initial content items for clarity and
operationalisation:
- adding items
- suggesting modifications
- merging items and subthemes

Rounds 3-5 Rating content items to build consensus
Revising items for re-rating if feedback was given
Re-rating items without consensus
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Data analysis

For the preliminary focus group meeting and Delphi Rounds 1-3, LA conducted the

primary analysis and revised content items with support from RDJ. ltems were grouped

into themes and subthemes. The rest of the research team assisted in case of

uncertainty. An example of the revision process is shown in Figure 5. The definition of

consensus in Delphi studies is not clear.’* Before the study, consensus was defined

as 75% agreement on a 1-9 Likert scale, with items rated 1-3 considered omitted and

items rated 7-9 included. Other examples of consensus criteria include 90%

Figure 5 Revision process of items in Delphi rounds 2 and 3.

Theme: Preparations. Subtheme: Interdisciplinary collaboration

Content item

Content . -
. from previous Comments from participants
item #
round
16 Clarify roles, (1) "Not all departments have
i.e., who does enough staff to have a nurse
and says what present at ward rounds. Perhaps
at ward rounds instead, "determine the patients

where multidisciplinary rounds
are most important/necessary."

(2) "What roles? With us, the
doctor conducts ward rounds
alone and then has some so-
called cross points with the nurse
to initiate prescriptions
immediately. Only in case of
special needs is the nurse present
atrounds."

(3) "Perhaps add: Clarify who is
the 'moderator™

Revised content
item

Identify which
patients would
benefit most from
multidisciplinary
rounds and specify
who will moderate
the ward round
conversation.

Figure 5 illustrates how an item was revised through three participant comments. The revised content

item was rated in the following round.
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agreement within a unidimensional range (e.g., 90% scoping 7-9 on a nine-point scale)
or the use of median scores within a specific range. Adopting a proportion within
multidimensional ranges (both 1-3 and 7-9) and setting the threshold to 75% allowed
for broader inclusion of items.""* This decision acknowledged the diverse approaches
to conducting ward rounds and enabled capturing various perspectives across
Denmark. Items without consensus were revisited in the subsequent round. For each
item, the individual participant score, median scores and interquartile range for all

participants were included (Figure 6).

Figure 6 Example of re-rating information to Delphi participants

1 2 3 4 5 6 7 8 9
Not
Must be
relevant X included
at all

€ —
Example: In the last Delphi round, you answered “6”, and the median
for the expert panel was 7 (IQR 4-8)

Figure 6 illustrates an example of the information to each participant before they provided their second
content item rating. Each item not achieving consensus was revisited in the following round. The
Figure includes the individual participant score (X), median score (red vertical line) and interquartile
range for all participants (double headed arrow). Abbreviations: IQR: Inter-quartile range

Study IV

Before Study IV, the cognitive aid and its associated intervention was developed
(outlined in the 'Summary of findings' section). In brief, Kern’s six-step method for
curriculum development guided the development of the cognitive aid and its

intervention.® Kern's six-step method offers a structured approach for designing,
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implementing, and evaluating medical education interventions while targeting
learners' needs.® These steps and the iterative design process are illustrated in Figure

7.

Study IV was designed as a controlled before-and-after feasibility study to evaluate the
cognitive aid and its associated intervention. The study applied Bowen et al.'s
feasibility framework from 2009, focusing on aspects of implementation and
acceptability.’® This framework provided a structured approach to evaluate whether
the intervention could be delivered as intended and how participants perceived it. As
such, the purpose of this study was to explore the feasibility of implementing the
cognitive aid in clinical practice, not to evaluate effectiveness. This allowed for initial
insights into acceptability, implementation, and potential barriers, rather than

supporting hypothesis testing.!®

The first research question in Study IV—*“To what extent was the cognitive aid
intervention feasible?”—focused on the practical implementation of the educational
intervention, which included a lecture, simulation, and podcasts. Feasibility was
defined in terms of resident engagement with these components during routine
clinical hours, reflecting the organisational and contextual conditions under which the
intervention was delivered. This aligns with Bowen et al.’s (2009) feasibility framework
under the dimension “Does it work?” (see Box 4), which evaluates whether an
intervention can be delivered as intended in a clinical setting and provides early
indications of its potential utility.’® Similarly, the second research question—*“Did
residents use the cognitive aid during ward rounds?”—addressed the acceptability of
the intervention from the residents' perspectives and aligned with the dimension “Can
it work?”.""® This domain focused on whether an intervention was acceptable and
usable forits intended participants in a real-world setting. A controlled before-and-
after design was chosen to explore the feasibility domain of acceptability, in line with

Bowen et al.'s recommendation for assessing "Does it work?" in feasibility studies. This
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approach allowed for a preliminary comparison of resident behaviour and patient
experiences across groups, while also helping to account for potential spillover
effects. A single-group design might have offered advantages in this context. Including
more residents within a single cohort could have allowed for richer qualitative data
and a deeper exploration of how the cognitive aid was used, as well as the barriers and
facilitators to its implementation. Such an approach might have yielded more nuanced
insights into residents’ experiences and a fuller understanding of the educational

processes at play.

Box4 Research questions, feasibility domains, and intervention
development phase

. Feasibility Intervention

Research question .
domain development phase

1) To what extent was the
cognitive aid intervention Implementation Does it work?
feasible?
2) Did residents use the
cognitive aid during ward Acceptability Can it work?

rounds?

3) How did older patients

with frailty and their

informal caregivers

perceive ward rounds Acceptability Does it work?
following the

implementation of the

cognitive aid?

Study design

Residents were divided into control and intervention groups, with the control group
assessed first to prevent spillover effects. Including a control group provided a
comparative baseline, enabling an evaluation of the potential impact of the cognitive

aid intervention. Additionally, it allowed us to assess the extent to which elements of
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the cognitive aid were already embedded in existing practices. This was relevant, as we
anticipated that residents might naturally employ aspects of the cognitive aid, even
without direct exposure to the cognitive aid or the intervention. In the intervention
group, the cognitive aid was introduced within the first two weeks via a lecture, a
simulation session, and two podcasts. The participants in the control group were

offered access to the intervention following their participation.

The study design is illustrated in Figure 8.

Figure 7 Kern's six-step approach to curriculum development (from P-7°)

1. Problem identification
and general needs assessment

6. Evaluation . . 2. Targeted
and feedback needs assessment
. 3. Goals and
5. Implementation @ objectives

4. Educational strategies

Figure 7 illustrates the process of developing curriculum and teaching material according to Kern et
al.*® All lines should be regarded at bilateral arrows illustrating the iterative process between each
step.
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Study participants

The study was conducted in the Department of Medicine at Randers Regional
Hospital, Denmark, a 191-bed teaching hospital, from October 2023 to February 2024.
Internal Medicine residents were eligible if they worked in the department during the
study period. Recruitment was conducted by LA and the clinical education team using
convenience sampling. Convenience sampling was considered suitable because the
participants were readily available and reflected the real-world setting in which the
intervention was to be implemented.""” Patients and informal caregivers were also
recruited via convenience sampling, with consent obtained from patients prior to
caregiver participation. Patients and caregivers could participate in multiple ward
rounds. Frailty was assessed using the Clinical Frailty Scale, with eligible patients

scoring between 5 and 8 and being able to provide informed consent.?®

The sample size for the internal medicine residents was determined pragmatically,
based on the how many internal medicine residents were employed in the Internal
Medicine Department in Randers Regional Hospital. During this study period, 20
internal medicine residents were eligible. This sample size aligns with other feasibility
studies, which typically report a median of 30 participants (IQR 20-50), according to a

review of UK-based studies.’'®

Drawing on Bowen et al.'s framework for feasibility studies, the study addressed two
core questions: “Can it work?” and “Does it work?” (Box 4). While research questions 1
and 2 focused on the resident physicians as users of the intervention, the study also
ensured that the perspectives of patients and informal caregivers were meaningfully
included in the evaluation process. For research questions 3, this was partially
explored in the development phase, during which the Senior Citizens' Councilin
Randers Municipality reviewed and provided feedback on the cognitive aid. The patient
and caregiver perspective was further integrated in Study IV, where patients and

informal caregivers—unaware of residents’ group allocation—were asked to evaluate
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their ward round experience, enabling preliminary comparisons between intervention
and control groups. This provided a patient-centred dimension to the assessment of

the intervention’s practical impact.

In line with Kirkpatrick’s model of training evaluation, patient and caregiver responses
were intended to reflect Level 4 outcomes: the broader effects of training as perceived
by service recipients. Although the primary goal of Study IV was not to assess
effectiveness, including the dual perspectives of residents and patients was essential
for ensuring that the intervention was responsive to real-world complexity and

stakeholder expectations.

Data collection

Baseline data were collected for all residents, while patient and caregiver data were
gathered during baseline and follow-up. Patient and informal caregiver data were
collected through journal audits and surveys, respectively. This was similar to Study Il

(Appendix 3), while resident data was collected through a survey (Appendix 4).

Implementation data included field notes and self-reports. Ward rounds were
videorecorded at baseline and after 6-8 weeks. The follow-up timing of video
recordings varied due to ward round scheduling. Resident use of the cognitive aid was
evaluated via self-reports and video recordings. We included video recordings to
assess cognitive aid usage from multiple perspectives, recognising that residents
might gain insights from the intervention without consciously noticing or reporting
their use. Self-reports were added post hoc when no group differences emerged in

cognitive aid use.

Two independent raters (a geriatric resident and consultant), blinded to group
assignment, assessed videos in random order. Videos were rated using a 7-point Likert
scale, with irrelevant items marked as "not relevant"” (e.g., if difficult conversations

such as advanced care plans were not discussed). Raters met with LA after 5, 10, and
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15 videos to compare results and thereafter only reconvened for discrepancies greater

than two points.

Figure 8 Study design of Study IV

Study design

Resident Resident
control group Acceptanility: mterventon group

Patients and ICs

; Video recordings ;
. Qualitative interviews :
..... With patients and ICS .....
v CAT -

Implementation:
- Cognitive aid .
Acceptability:

Patients, ICs, residents

; Video recordings :
..... Qualitative intewiews .....
with patients and ICs
CAT .

Acceptability:
Residents

Se|f-rep0ned data ' .......................;‘:

Figure 8 illustrates the controlled study design with baseline and follow-up. The feasibility domains
explored in this study, according to Bowen et al., are acceptability and implementation (the blue box),
with their corresponding data sources (white boxes)."'® Abbreviations: ICs: Informal caregivers, CAT:
Communication Assessment Tool.

Patients' and informal caregivers' perceptions of ward rounds were explored through

interviews conducted by LA following each ward round. Findings from Study Il revealed
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that patients experienced fatigue", prompting us to use more structured interviews to

reduce interview duration. These interviews focused on patient satisfaction,

involvement and understanding of the information provided. The interview guides can

be found in Appendix 5. While this approach limited the depth of analysis and did not

allow for exploratory analysis, the use of diverse data sources allowed for assessment

of Kirkpatrick’s Level 3 (Behaviour) and Level 4 (Results).'

Patients completed the Communication Assessment Tool to evaluate residents'
communication skills.'?%'?' The Communication Assessment Tool consists of 14
items, each rated on a 5-point Likert scale, focusing on listening, explaining, and
demonstrating care and respect.'®' This tool is validated for use in an older patient
group.’® The Communication Assessment Tool was read aloud to accommodate

visual impairments.

VThis is further discussed in the ethics session.
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Choice of participants

Studies I-lll informed the cognitive aid. To gain insights into ward rounds with older
patients with frailty from multiple perspectives, participants included geriatric
consultants involved in medical education throughout Denmark and peer-nominated
medical communication experts, as well as patients, informal caregivers, and patient
representatives from the Senior Citizens' Councils in Randers' and Aarhus'
Municipalities.’® In Studies Il and IV, patients and informal caregivers were recruited
via convenience sampling, with patients recruited based on age (65+), frailty level (5-
8), and the ability to provide informed consent. While the age threshold of 65 may
reflect a more traditional view of geriatrics—acknowledging that older adults today are
generally healthier and more active—the frailty criterion ensured that patients
recruited to the study were indeed vulnerable, aligning with the focus of the study.
Internal Medicine residents were selected for Study IV due to their clinical experience
and lack of formalised ward round training within their residency programs. Their
experience level was anticipated to provide more nuanced feedback on the cognitive
aid and the intervention. The PhD student had previously been part of the educational
team at the Department of Medicine, Randers Regional Hospital, and had worked with
some participants during her Internal Medicine residency, providing contextual

knowledge and establishing relationships that supported the study.
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Ethical considerations

All studies conducted within this PhD project adhered to ethical principles and
guidelines for research involving human participants. Ethical approval was obtained

from relevant authorities as required for each study:

Study | (Scoping review): This study involved a systematic review of existing literature,

so no ethical approval was required.

Study Il (Qualitative interviews): This study was approved by the Research Ethics
Committee at Aarhus University in Denmark. All the interviewees gave their verbal and

written informed consent to participate.

Study lll (Delphi study): The Regional Ethics Committee of the Central Denmark
Region exempted the study from ethical approval under Danish law. Informed consent

was obtained before data collection.

Study IV (Feasibility study): The Research Ethics Committee at Aarhus University,
Aarhus, Denmark, approved the study. Before the intervention began, all participants

gave verbal and written consent.

Defining a population of older adults based on their frailty may raise ethical questions
about categorising individuals by their vulnerabilities. Some have proposed focusing
on 'reserve or intrinsic capacity, viewing this group from a more optimistic 'glass half-
full' perspective.'® Thus, care was taken to avoid stigmatising potential participants by

referring them as frail in the study information material.

The interview questions in Study Il addressed sensitive topics, such as decisions
regarding resuscitation or how to deliver difficult news, e.g. a cancer diagnosis. These
topics might evoke discomfort for some participants; therefore, the option to skip any
question was explicitly stated at the beginning of the interview. The participant

information sheet also noted that the interview would not impact their hospital
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treatment or care. Furthermore, even though the patients participating in this study
were competent to provide consent, they were living with frailty to the extent that it
significantly impacted their daily lives. In the interview study (Study Il), some inpatients
experienced fatigue after a relatively short time, even with opportunities for breaks.
Therefore, to minimise any undue burden, interviews in Study IV were planned to last

approximately 15 minutes.

Literature indicates that the perspectives of patients and informal caregivers may
diverge.'?*124 Efforts were made to remain open to each participant's interpretation of
the situations described without imposing a judgment on whose perspective was more
accurate. However, entirely avoiding interpretative bias is inherently challenging.
Therefore, the findings should be understood as representations of the participants’
lived experiences within their unique life-worlds rather than definitive or objective
truths. Including both perspectives highlights the nuanced nature of patient-informal
caregiver relationships but also underscores the potential for conflicting priorities,
which may complicate the interpretation and application of findings in clinical

practice.

Randers Regional Hospital’s Department of Medicine employs approximately 70
doctors, including 46 doctors in-training. As a result, the study involved a relatively
small group of doctors from an identifiable hospital, increasing the risk of individual
recognition. This risk was explicitly stated in the participant materials to ensure
doctors could make an informed decision about their participation. Precautions were
taken in disseminating the research results, such as merging individual data into
larger, anonymised groups to prevent the identification of any single participant.
Identifiable characteristics, such as unique responses or demographic details, were

excluded from the published results.
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10. SUMMARY OF FINDINGS

In this chapter, the results from each study are summarised. Please refer to the

individual papers for a detailed account of all results. Central illustrations are

embedded from Studies | and Il.

Study |

Seven peer-reviewed articles met the inclusion and exclusion criteria of the 1,663

publications identified in the Scoping review. Figure 9 shows the article selection

process flowchart.

Figure 9 Flowchart of the article selection process
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Most studies were mixed methods (n = 4) or qualitative studies (n = 2), stemming from
Europe (n = 3) and the US (n = 2). The Thematic Analysis generated three themes,

operationalised in Figure 10:

1. Communication strategy: Optimise communication using clear, jargon-free
language and actively encourage patient participation by asking about their concerns
and discomfort. Avoid leading questions that prompt agreement, such as “Okay?” and
instead use phrasing like “What concerns do you have?” to elicit meaningful responses
better. Challenges include discrimination based on a person's age (ageism) and a lack

of opportunities for informal caregivers to speak privately with the doctor.

2. Frailty and patient participation: Optimising communication involves recognising
that patients with frailty's passivity may not accurately reflect their participation
preferences and ensuring sufficient time for meaningful interaction. Challenges
include the exacerbation of frailty during hospitalisation, reduced participation levels,

and fatigue that may diminish active resistance to proposed care plans.

3. Organisational and age-norm challenges: Optimising communication includes
avoiding pre-determined care plans by actively assessing input from patients and
informal caregivers. Challenges include an imbalance of power, where doctors may
exclude patients from participating; ward round structures that fail to address
individual needs; overcrowding and seating arrangements that can feel
confrontational; and age norms that encourage passive acceptance of care plans with

little or no questioning.

Among notable contributions from Senior Citizens' Council of Randers was that some
patients prefer not to be a burden and may refrain from asking questions. Further,
recognising that full disclosure may not suit everyone and to provide an option for a
companion to support the patient in the absence of informal caregivers. While the
study revealed valuable insights, the operationalisation of concepts, such as "clear

communication" or "make patients feel safe, " remained unclear.
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Figure 10 Centralillustration from Study |

« Allow enough time

« Provide written information

« Ask for patient's views and personal history

« Actively invite patients to participate

« Accommodate explanation to patient's
needs

» Make patients feel safe

« Allow for a companion in case of no

present informal carers

« Use technical language or jargon

* Overcrowd the room

« Place the patient as an opponent

« Let interruption or distraction hinder
patient participation

« Mistake patient passiveness for not
wanting to participate

« Frailty affects patient participation
« Patients and relatives may not know the
format of ward rounds

« Some patients don't want to be a nuisance

 Low health literacy is common in older
people
* Recognize the power imbalance

Figure 10 operationalises the findings from Study | in three categories: Do's, don'ts and key
considerations for communication with older adults during ward rounds.

Study I

A total of 30 interviews were conducted, evenly split between patients and informal
caregivers. The patients had a median age of 85 years (range 75-100) and Clinical
Frailty Scale (CFS) of 6 (range 5-8), while informal caregivers had a median age of 59
years (range 49-77); most were female (n =13, 87%). The median interview duration
was 32 minutes for patients (range 18-47 minutes) and 40 minutes for informal

caregivers (range 26-87 minutes).
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The Thematic Analysis generated three main themes in terms of older patients' and

informal caregivers' communication preferences during ward rounds:

1. Building relationships and conveying information: Patients prioritised
establishing relationships with their doctors and being seen as human beings. Tailoring
information requires doctors to know about the patient's needs and circumstances.
For informal caregivers, receiving comprehensive information was more important,

emphasising doctors' integration of their insights into the broader care plan.

2. Alleviating informal caregiver strain: Informal caregivers often faced a significant
burden when their relatives were hospitalised, driven by their sense of responsibility
for ensuring quality care while feeling overlooked and inherently being assigned the
role of managing the discharge process. At times, according to informal caregivers
patients withheld information from them, possibly to avoid being a burden. Lastly,
informal caregivers frequently acted as advocates in an overloaded healthcare
system, addressing the immediate healthcare problem and the ongoing functional

decline.

3. Sharing the decision making: Patients' decision making preferences varied widely;
however, for both patients and informal caregivers, it was imperative that the doctor
actively included them in the decision making process. Informal caregivers mentioned
that when doctors invited them in, the patient did not comply with healthcare
professionals' orders. Sometimes, the informal caregivers would nudge the patients.
Still, more frequently, informal caregivers had difficulties telling healthcare
professionals about their concerns in front of the patient and preferred to find the

doctor in the hallway.
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Figure 11 Centralillustration of Study Il

*HAVING FUNDAMENTAL TRUST IN DOCTORS AND HEALTHCARE SYSTEM
*DO NOT WANT TO BE A NUISANCE

I

PATIENT

COMMUNICATING
DURING
WARD ROUNDS

INVITING INFORMAL CAREGIVERS
TO THE CONVERSATION?

INFORMAL
FEELING RESPONSIBLE FOR CAREGIVERS
PATIENT CARE QUALITY

DOCTOR

* HANDLING CAREGIVER STRAIN
* SCEPTICISM TOWARDS HEALTHCARE SYSTEM

Figure 11 illustrates the patient-caregiver-doctor triad. The arrows refer to situations where potential
dilemmas may arise. "*" referring to general observations among the participants.

Study Il

A total of 8 geriatric medicine experts participated in the focus group informing the
modified Delphi study. In the Delphi rounds, 30 geriatric medicine and five medical

communication experts were invited to participate (See Table 2).

The Delphi study achieved response rates of 26 (74%), 21 (81%), 18 (86%), 13 (72%),
and 11 (85%) across rounds 1 to 5, respectively. In total, 108 content items reached

consensus for conducting ward rounds with older patients with frailty. These items
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Table 2 Focus group and Delphi study invited participants

Focus group Delphi study

interview expert panel
n=8 n=35
Peer nomination, n Geriatric Medicine 18 -
Medical Communication - 5
Expertsin, n (%) Geriatric Medicine 8 (100) 30 (86)
Medical Communication - 5(14)
Gender, n (%) Female 5(63) 23 (66)
Male 3(37) 12 (34)
Workplace, n (%) University hospital 5 (63) 9 (26)
Regional hospital 3(37) 23 (66)
Other - (9)

were categorised into four main themes on managing older inpatients with frailty and

knowledge, skills, and attitudes to enhance ward round quality:

1. Preparing for ward rounds: Emphasise a holistic review of patient history and
functional status, integrate interdisciplinary resources, and invite informal caregivers

to participate. Minimise noise to secure a conducive environment.

2. Conducting ward rounds: Following the Calgary-Cambridge Guide while

considering the patient's decision making capabilities.

3. Competencies: Interpreting subtle patient cues and adapting communication to
changes in cognition and alertness. Building a professional relationship with patients
and informal caregivers and maintaining credibility by, for example, giving honest

answers.

4. Circumstances related to the patient group: Anticipating discharge in due time

and addressing potential patient deterioration. Managing ward rounds in patients with
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cognitive impairment or delirium and reflecting on appropriately involving informal

caregivers.

Developing the cognitive aid and its associated intervention

The cognitive aid was developed as part of the cognitive aid intervention and based on
the findings from Studies I, Il and Ill. Themes and subthemes from Study |l guided the
outline of the cognitive aid. The cognitive aid consisted of 4 domains, 1) preparation, 2)
conducting of the ward round, 3) competencies required, and 4) special
circumstances. Every domain was divided into elements (16 in total). A section called
"what does it look like" was included to enhance applicability and "background"

described the underlying rationale for each element.

Through an iterative process, findings from Studies I, Il and Ill were extracted and
incorporated into the cognitive aid by LA. Members the Senior Citizens' Council’in
Randers were invited to review and provide feedback on the cognitive aid.'® The final
version without the background section was prepared in Adobe InDesign by Ejvind
Andersen, MidtSim. The background section was omitted due to space and length
constraints. A translated version is shown in Figure 12, and the original Danish version

is found in Appendix 6.

Kern’s six-step method for curriculum development guided the development of the
cognitive aid intervention.®® These steps and brief illustration of the iterative design
process are illustrated in Figure 13. Aligned with Kern’s model of curriculum
development, the cognitive aid was developed from the targeted needs assessment
and served to define and structure key learning content for the subsequent
educational strategies. As illustrated in Figure 13, the cognitive aid is positioned

between Step 2 (Targeted Needs Assessment) and Step 3 (Goals and Objectives),

Y The Senior Citizens’ Councils are statutory, elected bodies representing the interests of senior citizens at the
municipal level in Denmark. They act as advisory entities, ensuring that older adults’ perspectives are included
in local policy decisions and initiatives related to ageing and senior welfare.'®
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reflecting its dual role in translating the identified needs and insights from Studies I-lll
into the formulation of learning objectives and educational activities. Three patient
cases—Alfred, Birgit, and Christian—were developed from synthesising participant
input in Study Il to exemplify behaviour in the cognitive aid and guide simulation
sessions. The process of curriculum development including development of patient

cases is detailed in Appendix 7.
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The cognitive aid intervention consisted of a 45-minute introduction to the cognitive
aid, a one-hour simulation and two podcasts. The simulation sessions covered
managing a patient with delirium, DNACPRY discussions, and shared decision making.
The simulation sessions were developed with help from Neel Toxveerd, MidtSim.
Podcasts were recorded on iPhone/iPad using a portable microphone and edited using
Audacity"!. The first podcast introduced the cognitive aid based on the three patient
cases (Storyline overview in Appendix 7), and the second podcast was an interview
with two informal caregivers (see transcribed snippets from both podcasts in Appendix

8).

Figure 14 Bloom's taxonomy

‘ (@] d-Y-1¢- Use information to make something new
. AVE|IVEY (=2 Make judgements based on analysis
. Analyse Explore relationships and connections
Apply

I Understand

Remember

Figure 14 shows Bloom's taxonomy, which is a hierarchal framework for organising cognitive skills from
lower-order (remember and understand) to higher-order (create, evaluate). Progression through the
levels requires competency in the previous step.'?®

Vi DNACPR - Do Not Attempt Cardio-Pulmonary Resuscitation
Vi Audacity: Audacity is a free audio editing software used for editing audio, https://www.audacityteam.org
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Study IV

Fourteen internal medicine residents participated in the feasibility study, evenly
allocated to the control and intervention groups. They had a median of 2 (range 1-5)
years of residency training. Patients were older (median age 85, range 70-97 years) and
lived with severe frailty (Clinical Frailty Scale (CFS) 6, range 5-8). Three patients
participated twice, but residents did not encounter the same patient in both periods.
Recruitment was difficult, as patients were either too fatigued or ultimately unable to
provide informed consent. Informal caregivers were present in only 3 of 28 ward
rounds. Due to confidentiality and limited generalisability, informal caregivers were

excluded from the analysis.

While the intervention components—comprising a lecture, simulation, and
podcasts—were made available as planned, full implementation was not achieved, as
not all participants engaged with the podcasts. Video ratings of ward round usage
showed no difference, with median scores of 5 (out of 7) in both groups (Table 3).
Residents' self-reported data confirmed they did not use the cognitive aid, citing its

complexity and feeling competent in their clinical practice.

Patients expressed satisfaction with the ward rounds. The Communication
Assessment Tool overall score (the percentage of "excellent" answers) was generally
high, particularly for clear communication, inviting questions and uninterrupted
speaking (Table 4). Lower Communication Assessment Tool overall scores were
observed for providing desired information and discussing the next step. Interviews
revealed that patients who struggled to understand or felt excluded from participation
often attributed this to their limitations. Missing data occurred as one patient was too
fatigued to answer the Communication Assessment Tool, while other participants left
items unrated for reasons unrelated to applicability, such as not remembering specific
details from ward rounds (Table 4). Since the cognitive aid was not implemented,

evaluating its acceptability from the perspective of patients and informal caregivers
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was not feasible. While patients typically expressed satisfaction, they were often

reluctant to offer honest feedback—especially when they felt left out or had trouble

grasping the information provided. In such cases, they tended to blame themselves for

the misunderstanding.

Table 3 Video ratings on a 1-7 Likert scale, median values®

Baseline Follow-up
ltems Total Control Intervention Control Intervention
group group group group group
Average of all items 5 5 5
1 Optimising the environment 5 6 5 5 5
4  Purpose of the ward round 3 3 3 4 4
5 Introduction 4 5 4 4 5
6 Problem-based agenda 4 4 4 4 3
7 Informing the patientand ICs 5 4 5 5 5
8 Decision making process 5 5 5 5 5
9 Concluding the ward round 5 5 5 6 4
10 Building relationships 5 5 5 5 5
11 Doctor's language 6 6 6 6 6
12 Patientinvolvement 5 5 4 5 5
13 Involvement of ICs 5 5 6 6 2
16 Challenging conversations in 5 4 N/A N/A 6

careP

?ltems 2, 3, 14, and 15 (Preparation before ward round, Interdisciplinary collaboration, Patients with

cognitive impairment, Patients with delirium) were exempted from rating. ® ltem was rated when

observed. ICs: Informal caregivers. N/A: Not applicable.
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11. DISCUSSION

This chapter will discuss the findings of the PhD project in relation to the field and how
they position themselves within the current literature. First, it will examine the
perspectives of patients and informal caregivers in ward rounds and medical
education. Then, it will discuss how skilled ward round communication is best
achieved. Lastly, it will discuss how the findings can be applied in future medical

education.

Patient and informal caregiver perspectives

How patient-centred care is effectuated in Danish ward round settings remains
unclear for older patients with frailty and their informal caregivers. Specifically, there is
a limited understanding of what patient-centred care entails for this patient group and
their informal caregivers. Through an exploratory approach, this PhD aimed to study
these aspects and provide insights into how patient-centred care practices can be
secured and optimised. Understanding how patient-centred care is implemented in
ward rounds illustrates care practices for older patients with frailty and their informal
caregivers. It highlights the critical role of their perspectives in shaping healthcare
education. Incorporating these insights into medical education frameworks can
ensure that future healthcare professionals are better equipped to deliver patient-

centred care in clinical practice.

Embedding patient perspectives in medical education

In a review from 2010, Towle et al. described a "taxonomy of the continuum of patient
involvement" in medical education.?® This taxonomy identified key elements of patient
involvement, including the role, intensity of participation, and level of engagement,
providing a structured framework for integrating patient perspectives in healthcare
education. Towle and colleagues called for a more systematic approach to integrating

patients into healthcare professions education, thus facilitating a conversation about
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patient integration and a comprehensive research strategy. Given the importance of
informal caregivers in this PhD study, they were incorporated into the taxonomy as
stakeholders, as well as the patient representatives of the Senior Citizens' Councils.
An overview of the taxonomy and the stakeholder involvement in this thesis (Table 5)
illustrates that we met taxonomy levels 1, 3-5 in our study. Comparing this to the
literature, Gordon and colleagues investigated end-user involvement in medical
education in a systematic review from 2020."%® They found that among 39 studies,
most involved taxonomy levels 3 and 4.2%'%® However, the authors state that
"educational quality assessment of studies showed specific weaknesses in theoretical

underpinning, curriculum outcomes, content or pedagogy".'®

Table 5 Mapping patient and stakeholder involvement in this PhD

Degree to which the patient* is

E actively involved in the learnin Involvement across studies Grou

o v € inthis PhD P
encounter

1 Paper-ba§ed or electronic case IV - simulation, podcast 1 sp
or scenario

5 ‘Stand‘ar.dlsed or.volunteer patient N/A N/A
in a clinical setting
Patient* shares experiences | - literature review PR

3 with students within a Il - interviews P, ICs
faculty-directed curriculum IV - podcast 2 PR (IC)

i . .

4 Patlen't teacher(s)‘are involved in IV - CAT and interviews P ICs
teaching or evaluating students
Patient*-teacher(s) as equal

5 partnerts In student gducanon, IV - cognitive aid development PR
evaluation, and curriculum
development

6 Like (5), but at the institutional level  N/A N/A

Table 5illustrates the findings of the PhD compared to Towle et. al's taxonomy for involving patients in
the learning encounter.?® We equated informal caregivers and patient representatives to patients.
*Patient, informal caregiver or patient representative. Abbreviations: P: Patients, PR: patient
representatives, IC: Informal caregivers, SP: simulated patients, N/A: Not applied, CAT:
Communication Assessment Tool
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Table 5 shows that patients and informal caregivers were not directly involved as
teachers or designers in this PhD study, nor were they engaged as equal partners, thus
limiting their role in co-creating or delivering educational interventions. Co-creation,
i.e., involving stakeholders in designing, implementing, and evaluating healthcare
interventions, has been increasingly applied to improve care for older adults with
frailty.”®’ For patients with frailty, co-creation has been used mainly in co-designing
quality improvement initiatives, such as developing Patient-Reported Outcome
Measures (PROMs).128130 While Towle et al.'s taxonomy offers valuable guidance to
mapping patient involvement in medical education, it scarcely addresses the
challenges of embedding vulnerable patients, such as patients with frailty.?
Vulnerability and feasibility issues arose when recruiting and interviewing patients for
Study Il and IV. Many patients refrained from participation, and interviews were fairly
short due to fatigue. As such, achieving a full partnership with these patients as equal
research partners was impossible. This was due to their lived experiences of
vulnerability, as well as other chronic conditions. Similarly, a study by Hansen et al.
found that while patients and informal caregivers provided valuable insights into the
research process, involving these as equal research partners presented challenges
due to frailty, cognitive impairments, and other chronic conditions.® Furthermore, as
O’Donnell and colleagues argue, the co-design may overrepresent patients with a
cognitive and socio-economic capacity, thus perhaps not genuinely representing the

patients with frailty.'?8

Hansen et al. also found that supporting informal caregivers may foster patient
involvement in research.'® This relational aspect is supported by Pickard et al. in the
article, "New horizons in frailty: The contingent, the existential and the clinical".®
Here, the authors explored frailty through three interconnected perspectives: clinical,
existential, and contingent, and thus examined frailty beyond its traditional clinical
definitions. The clinical and existential perspectives referred to the medical condition

and the personal and subjective experiences of living with frailty, respectively. The
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contingent perspective also highlights that external, context-dependent factors shape
frailty. From this, frailty is relational and deeply intertwined with the roles of informal
caregivers, healthcare professionals, and the broader community. As suggested by
Pickard et al., the multidimensional nature of frailty necessitates a nuanced approach
to co-creation and medical education.’®' The existential perspective highlights the
importance of understanding patients' personal, emotional, and social experiences,
while the contingent perspective draws attention to the systemic and cultural
challenges that shape their involvement.’! Without addressing these complexities,
co-creation efforts risk overlooking the voices of those most affected. Embedding
patient perspectives into medical education requires a systematic approach and a
commitment to addressing clinical, existential, and contingent dimensions of frailty.
By integrating these perspectives, medical education can better prepare healthcare
professionals to deliver patient-centred care, which respects the holistic needs of
patients and their informal caregivers. To some extent, Study Il depicts the existential
and contingent perspectives of frailty: Study Il explored communication-related
aspects of frailty. Additionally, the inclusion of informal caregivers introduced a
contingent perspective. However, an ethnographic study might be valuable in exploring
contingent perspectives, particularly describing the contextual factors of hierarchy

between patient and informal caregiver and patient and healthcare professionals.

Frailty and medical education

As mentioned, Studies Il and IV revealed that involving frailty in medical education with
patient inclusion was difficult. Likewise, Winter and Pearson described the existing
challenges in embedding frailty in medical education.'2 They argue that the lack of
shared understanding of frailty challenges the alignment of teaching and
assessment.’® Further, they highlight potential negative perceptions toward the term
"frailty" and that it leads to avoidance in clinical settings and negative stereotypical
views of frailty.”>> We did not assess residents' perceptions of "frailty", although

exploring how the cognitive aid intervention might influence this perception would be
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valuable. Winter and Pearson state that challenges with negative perceptions toward
"frailty" may be addressed through initiatives such as studies where students are
tasked with depicting the narratives of older patients. A study by Morgan and
colleagues found that by engaging with patient stories, students reduced their sense of
ageism".133134 | gstly, Winter and Pearsons also describe the difficulties of clinical
reasoning in patients with frailty and, in particular, clinical decision making, as these
patients are excluded from clinical trials.’™2 While Study Ill, The Delphi study,
acknowledges these complexities under the items related to “patient characteristics,”
specifically in addressing atypical symptoms, a detailed exploration of these issues is

beyond the scope of this thesis.

Informal caregiver role

As highlighted in the interview study (Study Il), informal caregivers are pivotal in
supporting and advocating for older patients with frailty. Their dual responsibilities
include providing emotional and informational support while serving as patient
advocates, especially during critical moments such as discharge planning. However,
these roles often lead to significant stress, as informal caregivers feel responsible for
ensuring that the patient understands the medical information and the quality of their
care. From a hermeneutic perspective, caregivers are both participants in the
communication process and co-creators of meaning in the patient’s healthcare
journey. Informal caregivers bridge the gap between healthcare professionals and
patients by interpreting and reframing complex medical information, facilitating shared
understanding. This interpretive role underscores the necessity of involving informal
caregivers in communication processes to ensure that patients' needs and
preferences are fully understood and addressed. In Denmark, however, informal

caregivers have no legal rights to be involved unless they are appointed guardians.

vii Ageism is discrimination, prejudice, or stereotyping based on age, marginalising individuals or groups and
negatively affecting their opportunities, quality of life, and societal inclusion.
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Therefore, the Danish Patients Organisation calls for a legislative change to secure
better conditions for informal caregivers and other patient organisations.’® In
countries with similar healthcare systems, such as Norway and Sweden, informal
caregiver rights have already been established, where the informal caregivers have
recognised roles and rights when their informal caregivers are admitted to the
hospital.’®**'3” As such, integrating informal caregiver support strategies into

healthcare delivery may better foster holistic patient-centred care.

The review by Kim et al. on informal caregiver roles and experiences in healthcare
emphasises the need to recognise and support informal caregivers.*? Informal
caregivers often navigate complex healthcare systems, balancing their advocacy for
patients with the challenges of system navigation. As noted in the review, caregivers
face barriers such as insufficient guidance and support, which hinder their ability to
advocate and assist patients effectively. Addressing these challenges requires
strategies and policies that empower informal caregivers to navigate healthcare
systems more seamlessly, ensuring equitable and efficient access to care. This
aligned with the findings in Study Il. Furthermore, as Study IV accentuates, Lambotte
et al. support this point, highlighting the critical need for improved support for informal
caregivers.'® Thus, the visibility of the caregivers’ perspectives and lived experiences
must be heightened for proper patient-centred care. In Study IV, informal caregivers
were present in only 3 of 28 ward rounds and contacted in 6 (similar in both resident
groups), indicating insufficient efforts to emphasise the importance of informal
caregivers. This may partly be attributed to limited resident usage of Podcast 2, where
the informal caregiver perspective was explored. Learning from this, greater emphasis
should be placed on portraying the lived experiences of informal caregivers in medical
education. In paediatrics, for example, initiatives such as the "Caring together, learning
together" have successfully engaged families with disabled children or children with
complex needs in the education of medical students in the Netherlands.'® Here,

trained parents act as parent educators throughout an educational course on complex
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care networks and the patient journey. Similarly, trained caregiver educators could
convey a sense of importance of including informal caregivers in ward rounds with
older patients with frailty (level 4, Towle's taxonomy, see Table 5).2° After all, as
Eijkelboom and colleagues note in their article on patient involvement in medical
education, the aim is to design "learning environments that stimulate the integration of

knowledge and attitude change and enable collaborative knowledge production".'°

Patient organisations

The patient organisations, Senior Citizens' Councils in Randers' and Aarhus'
Municipalities, were utilised as stakeholders throughout the PhD study. The
contributions of the Senior Citizens’ Council in Randers' included stakeholder input to
Studies | and Il, revising the cognitive aid, and participating in the podcast about
informal caregivers (Table 5). The Senior Citizens’ Council in Aarhus contributed to the
interview guide in Study Il. A review from Dijk et al. provides insights into engaging
patient organisations in medical undergraduate education.’ The review emphasised
the importance of meaningful engagement, ensuring patient involvement goes beyond
tokenism and truly influences educational practices. This raises the question about
whether patient organisations truly represent patients, as challenges noted by Dijk et
al. encompass avoiding the over-representation of more resourceful individuals, which
can lead to biases.’ The contributions of the Senior Citizens’ Councils provided
important insights into the development of the cognitive aid. However, from a
hermeneutic perspective, the co-construction of meaning relies on the authentic
representation of lived experiences. While the Senior Citizens’ Council's input was
invaluable to this PhD study, it may not entirely capture the realities of the population
they aim to represent. As such, inclusivity and diversity in patient involvement may be
compromised, and there remains uncertainty about whether the cognitive aid will
effectively work for the patients it is intended to support. In addition, patient
organisation representatives often act as proxies (e.g., relatives or other informal

caregivers), which may shape or skew the input provided. To address these issues of
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inclusivity and diversity, the reviews by Dijk and colleagues and Eijkelboom and
colleagues suggest strategies like providing adequate support and training for patient
representatives and fostering a culture of inclusivity within educational
institutions.'®'! Similarly, Ocloo and Matthews explore the challenges and
opportunities of patient and public involvement (PPI) in healthcare improvement, and
as such, not in medical education.’ However, the authors critique tokenistic practices
where PPl is superficial and lacks genuine impact, emphasising the need for
meaningful engagement.’® They highlight the importance of co-production, where
patients and public members act as equal partners in decision making. While the
Senior Citizens’ Council in Randers provided valuable input to the PhD thesis, their
role did not extend to making decisions about the overall direction of the educational
materials. According to Towle et al.’s taxonomy, equal partnership (Level 5) requires
shared decision making power and a collaborative approach throughout the process,
including curriculum development and evaluation.? In this case, the involvement of
the Senior Citizens’ Council was primarily consultative rather than collaborative, with
the final decision making and integration of their input remaining the responsibility of
the research team. This highlights the challenge of achieving true partnership in
educational development, particularly when stakeholders are not directly embedded
in all process stages. As such, the Senior Citizens’ Council in Randers could have been
more actively involved in the research process, for instance, by being included as
equal partners in the research group from the start of the project. While this might
have fostered a true partnership, it would not necessarily have ensured that the

cognitive aid was more applicable in real-world healthcare settings.

Aligning patient-centred care with healthcare personnels’ perspectives

In Study IV, the residents did not engage with the cognitive aid. While some
participants acknowledged that the cognitive aid encouraged a holistic and potentially

more patient-centred view, it is unlikely that the cognitive aid intervention resulted in
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any significant behavioural changes.* As mentioned in the background section, Mead
and Bower described five dimensions of patient-centred care: "the biopsychosocial
perspective’, "patient-as-person’, "sharing power and responsibility’, "therapeutic
alliance", "doctor-as-person".'® These dimensions highlight the complexity of patient-
centred care, and as such, may explain why patient-centred care is the work-as-
imagined, but not always work-as-done. Implementing patient-centred care may
sometimes conflict with healthcare professionals' goals, mainly when organisational
objectives prioritise efficiency and standardisation.'? This tension arises because
patient-centred care emphasises individualised care tailored to each patient's unique
needs, which may require additional time and resources.'®'*® Healthcare
professionals often face pressure to meet productivity targets, leading to potential
conflicts between delivering personalised care and adhering to organisational
efficiency demands.'*? Additionally, the shift towards patient-centred care
necessitates changes in traditional roles and workflows, which may create resistance
among staff accustomed to established practices.'*? Most patients in Study |l were
aware of the hierarchical relationship between the doctor and the patient, which may
reflect generational factors. This connects to Mead and Bowers' dimension of patient-
centred care, "sharing power and responsibility," as the awareness of hierarchy
between doctors and patients highlights a potential barrier to achieving equal power
dynamics, a core aspect of patient-centred care. Addressing these challenges requires
aligning organisational policies with patient-centred care principles, providing
adequate support and training for healthcare personnel, and fostering a culture that

values patient-centred approaches alongside operational efficiency.

In the paediatric setting, implementing patient-centred care has been shown to lead to

differing views between healthcare professionals and families. Smith and Kendal

* Opportunities for behavioural change is discussed in the "Advancing ward round education and training"
section.
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found that while healthcare professionals aimed to deliver patient-centred care,
challenges arose in aligning their approaches with the expectations and preferences of
patients and families.’* The study found that healthcare professionals often focus on
clinical outcomes and efficiency, whereas families prioritise holistic care, which
addresses emotional and social needs.’* Similar findings were observed, particularly
in Study I, where informal caregivers highlighted the importance of considering the
bigger picture. At the same time, doctors often concentrated on the immediate cause
of the acute hospital admittance. This misalignment can result in tensions,
highlighting the necessity for improved communication and collaboration to ensure
that care plans are genuinely patient- and family-centred. Similarly, Clay and Parsh
have argued for a "Patient- and Family-Centred Care"-approach, building on the fact
that a holistic view may benefit all medical disciplines and age groups.'* Clay and
Parsh argue for three strategies for successfully implementing Patient- and Family-
Centred Care: 1) communication and collaboration, 2) promoting health literacy, and
3) including the patient and family. While Study Il embedded 1) and 3) in its findings,
health literacy was not mentioned here. However, Study Il (Delphi study) included an
item, "Understand the patient's prerequisites for understanding medical implications
during ward round (health literacy)". Nonetheless, health literacy in older adults
remains a barrier to patient-centred care.'® Therefore, initiatives improving health

literacy in a Danish setting should be further investigated in future research.

Operationalising patient-centred care

Making patient involvement and patient-centred care effective for older patients with
frailty requires tailored strategies that respect their unique needs, vulnerabilities, and
preferences. Study Il highlighted the importance of building relationships and fostering
shared decision making with respect for patient autonomy. This includes
acknowledging that shared decision making is perhaps not for everyone, underlining

the need for flexibility and actively including informal caregivers in ward rounds.
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Recognising the critical role of informal caregivers, adopting a Patient- and Family-
Centred Care approach would be beneficial.’® To support these goals, ward rounds
should be redesigned to allow for more time for patient interaction and informal
caregiver involvement while embedding patient-centred goals—all with patient health
literacy in mind. Healthcare professionals should actively encourage participation but
acknowledge hierarchy by inviting patient input and validating their experience. Several
studies have argued for digital aids in patient-centred care, such as visual aids or

1477149 Indeed, providing caregivers with a tool to empower their

patient portals.
presence could enhance the awareness of the critical role they play and might thus
increase the likelihood of them being invited to participate in ward rounds.
Furthermore, healthcare professionals should address the patient's emotional, social,
and functional needs for a holistic encounter. Notably, many of these principles can

apply to all patients, considering the broader need to reintegrate holistic care into

medical education and practice; however, it is beyond the scope of this thesis. %%

Operationalising shared decision making

While the cognitive aid in this project was not intended to be merely a shared decision
making tool, there are interesting findings in the contextualisation of shared decision
making from our patient group's perspective, most of which came from Study I, the
interview study. Therefore, the cognitive aid prompts clinicians to clarify the patient’s
preferred level of involvement—whether they wish to make decisions themselves,
defer to the clinician, or involve relatives—and to ensure the patient understands and
can manage the consequences of the decision. Although somewhat simplistic, this
approach is also in line with the NICE guidelines (NG197), which recommend eliciting
patient preferences, presenting options clearly, and confirming comprehension to
support high-quality, person-centred decisions.®® Steffensen (2019) emphasises that
shared decision making is often misunderstood as transferring full responsibility to the
patient, which can lead to anxiety and disengagement—particularly among vulnerable

group.’™? Indeed the notion that "[patients would like to] make their own decisions"

86



could in fact cause harmful reactions with patients. Steffensen stresses the need for
clinicians to make clear that decision making is a shared responsibility, with the
healthcare professional remaining accountable for the clinical aspects of care.’®? This
concept could be embedded in future educational initiatives as a learning objective.
Furthermore, the structure of the cognitive aid resonates somewhat with Elwyn et al.’s
Three Talk Model, particularly through its emphasis on initiating collaboration (Team
Talk), offering tailored choices (Option Talk), and supporting deliberation and
agreement (Decision Talk), however, these tasks are not in chronological order in the

CA.153

In the later years, there had been emphasis on a broader implementation of shared
decision making than patient decision aids. A recent systematic review on tools
supporting communication and decision making in life-prolonging treatments
concluded that “further high-quality studies are needed to increase knowledge about
the feasibility and effectiveness of such tools, particularly in populations with
advanced diseases other than cancer, as well as in frail older people".®* This calls for a
further research on this topic but is beyond the scope of this PhD. Steffensen notes
that "some patients have more resources than others, and it can be argued that
shared-decision making is mainly for the resourceful".’? Both Steffensen and NICE
guidelines comment on health literacy, which is also common among older
patients.®®152:1%4 | gstly, being a ward round cognitive aid and as such, an aid covering
many skills and attitudes, this embodies many of the “skills, attitudes, organisational
culture, leadership, and training” dimensions that Steffensen and NICE both identify as
critical to the meaningful integration of shared decision making into everyday clinical
practice.®®>'%2 As such, future studies could investigate the barriers and facilitators of
shared decision making in an older population living with frailty with findings from
Study Il and operationalisation of the cognitive aid as point of departure. There is
international literature on the field, that could further guide the process of exploring

shared decision making in this patient group.’”:1%51%
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Communication strategies

Despite the importance of communication in delivering patient-centred care,
strategies tailored to the needs of older patients with frailty and their informal
caregivers remain unclear. This PhD explored practical approaches to improve
communication during ward rounds and integrating these strategies into medical

education.

Skilled communication

Study Il underscored how skilled communication involves fostering equal relationships
with patients and navigating emotionally complex topics like DNACPR discussions.
Similarly, a doctor-patient communication review found that doctors with excellent
interpersonal skills improve patient treatment, as these doctors can detect problems
early, prevent medical crises, and decrease expensive interventions.'’ Skilled
communication, as suggested by Young and Salmon in 2011, extended beyond
structured frameworks and highlighted the need for creativity in communication,
including intuitive, flexible approaches that adapt to the unique needs of each patient
encounter.®® However, in Study |V, raters of the recorded ward rounds noted that
residents often fell short of expected standards. Although this was not part of the
formal rating process, their observations suggest a misalignment between some of the
residents’ self-reported ward round skills and their actual performance. This
misalignment may highlight the need to embed self-assessment within feedback-rich
environments that support reflective learning and behavioural change.™®'%° As Eva
and Regehr argue, self-assessment is most effective when learners receive structured
feedback and have opportunities to calibrate their perceptions through guided
reflections.’® The residents included in Study IV did not receive such structured
feedback and their misalignment with the rater’s evaluation of their performance could
possibly reflect this. Monitoring own performance is a key concept in self-regulated

learning and according to this theory, learners need feedback loops to evaluate and
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regulate own performance’®! While assessment could serve as a feedback loop it
seems imperative that residents learn to incorporate the assessment into their
learning and the residents in our study did not receive any guidance in this. These
findings suggest that future ward round training should integrate structured feedback
and guided reflection to help residents calibrate their self-perceptions, and that
observational data should be used alongside self-assessment to inform assessment
practices in this domain. The absence of feedback in Study IV is elaborated further

later in this section.

Operationalisation of skilled communication

The Calgary-Cambridge Guide remains a core component of communication training
in Danish medical schools.®” However, the Calgary-Cambridge Guide assumes an
engagement level and a patient agency that may not be feasible with all patients with
frailty. Although the Calgary-Cambridge Guide addresses communication with older
patients, it does not provide an operational framework for implementing these
communication strategies.®” Additionally, omitting informal caregivers and applying an
extensive framework to a fast-paced clinical setting underscore the need for
adaptations to the Calgary-Cambridge Guide. A checklist or guide like the Calgary-
Cambridge Guide may not fully operationalise the nuanced and individualised nature
of effective communication, especially with older patients. As such, the Calgary-
Cambridge Guide does not describe the phenomenon, i.e., communication with older
patients and their informal caregivers. Nevertheless, the inclusion of medical
communication experts into the Delphi Study panel in Study Il ensured that the
curriculum complements the Calgary-Cambridge Guide, serving as an extension that

builds upon its foundational principles while addressing its limitations.

Examples of these extensions in the cognitive aid item are operationalisations of
communication practices. For instance, building relationships is emphasised through

operative guidance, such as recognising "the first seconds are critical for building
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relationships" and stating, "l am here for your sake". Further, exploring patients’ social
networks, housing, previous occupations, and interests adds a holistic and
individualised layer beyond the Calgary-Cambridge Guide's general
recommendations. Regarding patient involvement, investigating why patients redirect
conversations before dismissing their input suggests a deeper understanding of
patient motivations, thus fostering empathy and curiosity. Lastly, as previously
implied, the findings in this PhD thesis acknowledge the integral role of informal
caregivers in communication and care. Examples of operational guidance in the
cognitive aid utilised in Study IV include "provide the informal caregiver with the
opportunity to speak with the doctor alone" and "investigate the informal caregiver's
resources". However, as previously mentioned, the informal caregiver involvement
during this study was minor, likely because the cognitive aid did not explicitly state the

importance or benefit of their participation in ward rounds.*

A call for holistic communication

Stringer et al. described the patient-caregiver-doctor triad in patients with severe and
profound intellectual and developmental disabilities, highlighting the caregiver's role
as a protector and the importance of relationships, trust, and holistic engagement.’®?
The triangular interaction shown in Figure 15 shows the dynamic state of interactions

between the patient, informal caregiver, and doctor.

Similarly, the triadic dynamic in this PhD study underscores the need for
communication strategies that include informal caregivers while respecting the
patient’s autonomy, a concept central to what can be termed holistic communication.
Indeed, holistic communication appeared as a central theme across all studies,
encompassing verbal and nonverbal exchanges and the relational dynamics between

patients and healthcare professionals.

*Educational initiatives supporting skilled communication are discussed later in this section.
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Figure 15 The dynamic triangular interaction

Patient

Caregiver Doctor

Figure 15 illustrates the dynamic triangular interaction as seen from the caregiver perspective for
patients with severe intellectual disabilities (from Stringer et al., Figure 1).'%? Here, the patient-
caregiver bond is profound and solid, as illustrated by the thick blue line.

Interestingly, findings in Study Il suggest that patients often prioritised the perceived
relationship with the doctor over the content of their words. This challenges
Habermas' notion that communication aims primarily to achieve consensus through
rational discourse. Patients may experience patient-centred care independently of the
doctor’s communicative actions in practice, provided the relational dynamic fosters a
sense of collaboration and teamwork. This raises important theoretical questions
about the alignment between the strategic elements of communication—such as

building rapport or demonstrating empathy—and Habermas' concept of genuine
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communicative action or if they fall into the category of strategic action aimed at
achieving specific outcomes. These findings suggest broadening theoretical
frameworks to encompass how patients and informal caregivers experience
communication in practice. This perspective aligns with the beforementioned article,
"Exploring the Challenges of Frailty in Medical Education", by Winter and Pearson from
2023."%2 They argue that conceptual uncertainty leads to varied interpretations and

teaching approaches.’®
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Advancing ward round education and training

Operationalising ward round competencies

Milestones and Entrustable Professional Activities (EPAs) provide a structured
framework to assess trainees' readiness for independent practice in areas such as
medication management and patient safety. In ward rounds, these tools may help
facilitate the progressive development of clinical, communication, and leadership
skills, enhancing the quality and consistency of patient-centred care. In 2018, an EPA
was validated for conducting internal medicine ward rounds in Germany.'®*'% This EPA
consisted of 25 activities, such as patient and team communication and
organisational competence and 85 exemplary facets of behaviour.’® The authors
exempted the level of supervision as found in traditional EPAs, and as such, this EPA
acts as an observation checklist and an assessment tool."®* Similarly, Study Il
delivered a comprehensive, hands-on guide to conducting ward rounds in older
patients with frailty, resulting in 108 consensus-based items. Building on the German
Internal Medicine EPA, these items could lay a foundation for a Danish EPA specific to
ward rounds for older patients with frailty, addressing a gap in current training.
However, supervision should be included to ensure gradual progression toward
independence in conducting ward rounds in this patient group. As noted in the
German Internal Medicine EPA study and mirroring our concerns regarding the 108
Delphiitems, the complexity of ward rounds poses challenges in operationalising ward
round competencies. This aligned with Study IV findings, as residents found the
cognitive aid overwhelming due to the sheer volume of information. To mitigate this,
artificial intelligence (Al) could help operationalise extensive material by processing
data and delivering tailored recommendations.'®® As of January 2025, most research
on Al-driven platforms and Large Language Models (LLMs) in medical education
remains conceptual or focused on their ability to pass exams.'®® However, this is likely

to change soon, as LLMs such as ChatGPT have the potential to offer personalised
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learning.’®” One such learning experience was suggested by David A. Cook, who used
ChatGPT 4.0 to create virtual patients to simulate real-world interactions and adapted
to learners' needs in real-time.'®® According to Cook, this approach allowed learners to
practice management reasoning and communication skills with tailored feedback,
fostering deeper engagement and skill acquisition.®® Similarly, utilising the findings
from this PhD study and other relevant publications could drive a personalised
approach to a database-driven and tailored educational experience, such as

simulated patient scenarios or feedback of audio-recorded ward round conversations.

Furthermore, Al could advance behavioural checklists or Entrustable Professional
Activities (EPAs), simulating complex situations and, thus, introducing reflections
about, e.g. the dynamics of the patient-informal caregiver-doctor triad. Therefore, Al's
ability to support learning aligns with Bloom's taxonomy (Figure 14), which emphasises

progression from foundational knowledge to complex application and synthesis.'®

The cognitive aid and its intervention addressed communication strategies for
managing older patients with cognitive deficits, whether acute (delirium) and/or
chronic (e.g., dementia). These aspects of communication are known to pose
significant challenges for healthcare professionals due to increased workload, safety
concerns, and knowledge deficits.'®*"”! These challenges [communication with older
patients with cognitive deficits] are not explicitly addressed in undergraduate medical
training in Denmark, as the Calgary-Cambridge Guide is widely adopted, both in
Aalborg University®”'72, Aarhus University'’3, University of Copenhagen'’4, and
University of Southern Denmark'’®* Also, as mentioned, a recent Delphi study on
communication curriculum content in Danish undergraduate medical education
context suggested that communication with older patients were discarded from the

final curriculum.®®

The simulation session involving a patient with delirium was well received in Study IV.

However, the limited scope of the cognitive aid left little room for detailed, operational
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guidance on these strategies. Considering the growing body of literature in recent
years, learners could benefit from additional interprofessional educational resources,
such as podcasts or e-learning modules specifically focused on managing
communication with patients experiencing cognitive challenges.”®"”’ Finally, in Study
[l (the Delphi study), participants achieved consensus on what should be
documented in the electronic healthcare journal. The study incorporated this focus
based on geriatrician feedback indicating that residents often struggled with ward
round documentation. Those findings are consistent with a review highlighting similar
challenges.’”® The documentation guide for electronic healthcare journals can be

found in Appendix 8.

Workplace-based learning and simulation

Workplace-based learning remains a cornerstone of medical education, particularly in
graduate medical education.”®7%18 Workplace-based learning allows learners to
develop clinical skills in complex real-world contexts. Traditionally, direct supervision
has been suggested as the go-to teaching method in workplace-based learning and
ward round training.' According to the Danish Health Authority, ward round
competency is achieved through various learning methods, including daily clinical
work under supervision, structured clinical observation, case-based discussions, and
self-study.”” However, a Danish Young Doctors' Association study in 2019 found that
supervision was suboptimal and inconsistently integrated into work planning.’®' A
study from the UK reported similar findings.'® Likewise, in Study IV, residents
expressed a need for more feedback as a motivational factor for engaging with the
cognitive aid. To address these challenges, simulation has been considered a
supplement to workplace-based learning for developing skills such as communication
or geriatric medicine.'38 Residents in Study IV regarded the simulation session most
beneficial, as it focused on complex communication skills, including communication
with patients experiencing delirium and discussions to establish treatment levels. The

feedback provided to residents may also have explained the positive reviews. It may be
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beneficial for simulation-based training to include triadic communication, helping
healthcare professionals balance the needs and perspectives of all parties involved.
This triadic communication is widely used in paediatric settings, given the parents'
essential role in patient care.'® However, integrating high-fidelity simulation into the
training required considerable resources, particularly for debriefers and simulated
patients. In scenarios involving triadic communication, at least two individuals are
required, or three if the simulated patient does not also serve as the debriefer. To
address these resource demands, virtual patients could be a feasible alternative.’
Virtual patients gained significant attention during the COVID-19 pandemic with
restrictions to in-person training.'®® However, Bearman and Ajjawi caution that
educational activities, such as simulation with virtual patients, risk superficial
inclusion and lack of genuine understanding or improvement in practice.'®® To avoid
this, simulation-based communication training must reflect the interpersonal
dynamics rather than just focusing on procedural or scripted interactions. Previously,
complex scenarios involving virtual patients were considered too challenging to
implement. However, advancements in technology are increasingly bridging this
gap.'® This includes effective debriefing, which fosters critical thinking and reflection.
While computer-based debriefing is still in its early stages, it could help address

resource limitations positively.'

Implementation and behavioural change

The implementation of the cognitive aid in clinical settings revealed several barriers.
Marshall et al. (2017) emphasise that successful cognitive aids require usability,
contextual fit, and adequate training."' Although their work focuses on high-stakes
environments, they note that cognitive aids introduced without adequate
familiarisation are often disregarded—despite their potential value.’" In our case, the
cognitive aid was introduced through a 1 hour and 45-minute session in total including
simulation, and this may not have provided sufficient support for practical integration.

According to Marshall et al., successful implementation of cognitive aids depends not
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only on their content but also on contextual usability, alignment with clinical
workflows, and sufficient training to support uptake.’ In our study, some residents
noted that they were only infrequently assigned to the ward round role, which may
have limited their opportunity to apply and internalise the tool. This underscores the
importance of ongoing reinforcement; literature from continuing professional
development emphasises that spaced learning—where educational content is
revisited over time—can enhance knowledge retention and behaviour change more

effectively than one-time training sessions.’®?

Further, cognitive aids have often been perceived by doctors as time-consuming or
unnecessary, leading to resistance to behavioural change.’ This resistance or the
reason why the residents didn't use the cognitive aid can be explained using the
Behaviour Change Wheel (BCW) framework, which provides a structured approach to
understanding and facilitating behaviour change.'®* The BCW identifies three key
interacting components influencing behaviour: Capability, Opportunity, and Motivation
(COM-B)."* These components are divided into subthemes, such as physical, social,

or physiological components (Figure 16).

Capability was a key factor in Study 1V, as residents reported finding the cognitive aid
overly complex and challenging to integrate into their workflow. As the cognitive aid
was developed with input from patients and informal caregivers, residents were not
involved as co-creators in its design, although they were stakeholders, too. Ideally,
their inclusion would have been beneficial, but time constraints during the PhD
prevented this from occurring. Some residents mistakenly assumed that the podcasts
were optional, while others were not accustomed to listening to podcasts in general
and were therefore unfamiliar with this format as a means of learning. These findings

are consistent with the 2013 study by Matava et al. on podcast use.’®
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Figure 16 The COM-B model from the Behavioural Change Wheel.

Figure 16 illustrates the COM-B model (Capability, Opportunity, Motivation, and Behaviour) as a
framework for understanding and changing behaviour. The COM-B model is often used in healthcare
interventions and behaviour change programs.'*

The second factor, opportunity, was also important, as residents expressed that the
cognitive aid was too basic and insufficiently tailored to their expertise, with a few
believing they were already proficient in conducting ward rounds. However, as
Rahmani and colleagues argue, ward round competence is a skill that requires lifelong
learning and continuous development.’® They emphasise that even fully qualified
doctors may lack proficiency in this area, underscoring the need for ongoing education
and training.'®® The podcasts and simulation activities included in the intervention

were generally considered valuable and thought-provoking by the participants,
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suggesting that these components could be emphasised in future iterations of the
cognitive aid intervention. Although not all participants engaged with both podcast
episodes, a scoping review by Kelly et al. (2023) highlights the growing use of podcasts
in medical education as accessible and flexible learning tools.’®” Podcasts have the
potential to support asynchronous learning, mainly addressing learning outcomes on
Kirkpatrick levels 1 to 3.""®'%” The podcasts were intended to prepare residents for the
use of the cognitive aid and to engage with an informal caregiver perspective by
encouraging reflection, contextual understanding, and patient-centred thinking. They
were grounded in a constructivist orientation, although the application of a specific
learning theory during their development might have enhanced their coherence. As
McNamara and Drew (2019) point out, educational podcasts are often created without
clear reference to underlying learning theories, which may limit their educational
coherence and effectiveness. '°® However, according to Mayer’s Cognitive Theory of
Multimedia Learning, which outlines fifteen evidence-based principles for effective
instructional design, the podcasts adhered to several principles,

including segmenting—by breaking content into manageable parts—

and personalisation—by using a conversational tone to enhance learner
engagement.'® In future iterations, more explicit alignment with relevant educational
theories, such as the Cognitive Theory of Multimedia Learning, and the integration of e-
learning elements may enhance effectiveness.'® Also, future versions of the
intervention might benefit from design strategies such as spaced release of content,
embedded reflective prompts, or guided reflection—approaches that have been
shown to enhance learner engagement and retention in both podcast-based and
broader multimedia learning environments. 921919 Whijle our initial implementation
faced challenges, we propose that with clearer guidance and integration into the

curriculum, podcasts could serve as an effective educational tool.™’

Finally, motivation could potentially be enhanced by involving doctors in the design

process of the cognitive aid or by incorporating mechanisms for feedback. This
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feedback could be delivered through in-person reviews or video recordings analysed
with a supervisor.”’ These findings underscore the importance of integrating structured
feedback into ward round training.'®® Embedding self-assessment within feedback-
rich environments may help residents calibrate their self-perceptions and improve
clinical performance.’®'%° Future educational interventions should therefore combine
observational data with guided reflection to support self-regulated learning and
behavioural change.® Such approaches align with findings by Johnson and May, whose
systematic review identified feedback as a key factor in promoting behaviour change
among healthcare professionals.?’° Additionally, targeting doctors at earlier stages of
their training may be beneficial, as trainees are often more open and motivated to

adopt new practices and change their behaviour.?"

The limited use of the cognitive aid by residents in this study may also be understood
through the lens of self-determination theory (Deci et al., 1991), which emphasises the
importance of autonomy, competence, and relatedness in fostering internal
motivation.?°? Although the intervention aimed to support residents in conducting
more structured and patient-centred ward rounds, it may have inadvertently
challenged their sense of autonomy or clinical identity.?°? If residents perceived the
cognitive aid as externally imposed or disconnected from their routine practice, their
intrinsic motivation to engage with it could have been diminished.?°? Furthermore,
residents may not have perceived a strong sense of competence in applying the aid,
particularly if it was not integrated into the broader culture of ward rounds or
reinforced by senior role models. This interpretation alighs with ten Cate et al.’s (2024)
conceptualisation of medical competence as a multilayered construct, where
effective performance is shaped not only by knowledge and skills, but also by
professional identity formation, context, and motivation.??® The absence of consistent
uptake may thus reflect a misalighment between the intervention and the situated,
relational, and developmental aspects of residents' competence in clinical settings."

Within other educational concepts such as Adaptive expertise studies, Gamborg et al.
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has shown that supervision during clinical tasks may foster a behavioural change. In
order to further implement the cognitive aid supervisors could play an important

role.?%4

In future iterations of the intervention, implementation planning may be guided by the
Behaviour Change Wheel (BCW) in combination with the Theoretical Domains
Framework, offering a structured approach to identifying behavioural determinants

and selecting appropriate strategies.'**2%

Ward round assessment

In their review on end-user involvement in Medical Education from 2020, Gordon and
colleagues reported that none of the studies assessed outcomes corresponding to
levels 3 or 4 of Kirkpatrick’s hierarchy.’* Thus, none of the included studies focused on
applying skills in practice and implementing practice changes across an organisation.
The reason for this might be the following: The assessment of ward rounds raises an
important question: Who defines what constitutes a "good" ward round? In study IV,
raters of the ward round videos expressed concerns that the residents did not meet
expected standards, reflected in the median scores of 5 out of 7 across all cognitive
aid items. Furthermore, raters provided informal feedback on resident performance
during the review process, indicating that many of the videorecorded ward rounds did
not meet the standards expected from residents. However, this external evaluation did
not align with patient satisfaction scores, which remain high despite instances of
suboptimal practices. However, some patients attributed shortcomings to themselves
rather than criticising the resident. Generational factors likely contribute to patients’
reluctance to provide negative feedback.?°® Moreover, frailty seems to play a role, as
some patients may be too exhausted to express their opinions, regardless of age.”” We
also observed that although mentally capable, patients often had difficulty
distinguishing between doctors, further complicating the situation. Some challenges

were noticed when the patients used the Communication Assessment Tool.'?° First,
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the Danish translation of the top score "excellent" was "fremragende", which may have
appeared unfamiliar, as it might not be commonly used in participants' everyday
language. As a result, some patients selected the second highest answering option,
"very good" ("meget god"), even when they believed the communication could not be

improved.

Additionally, the number of questions (h=14) seemed overwhelming, with nearly one-
third of participants unable to answer certain questions due to memory lapses.
Building on this, we read the questionnaire aloud to accommodate the patients'
fatigue and sensory impairments, as we anticipated that completing it independently
would be difficult. Thus, we do not recommend using this assessment tool for this
patient group to assess ward round quality. An alternative would be to include patients
in identifying PROMs for assessing ward rounds, as seen in other areas of the

healthcare system.07:2%

The area where patients' opinions differed the most was in terms of involvement.
Previous research has shown that involvement in this context can mean "being
informed" and having an active role in decision making and that some patients may
not want to be involved at all.’%2%° As a result, it may be challenging to establish a clear
standard for optimal patient involvement for this group. This is also reflected in the
Communication Assessment Tool item on patient involvement, where nearly half of
the patients found the question irrelevant. Patients also face an ethical dilemma due
to the power dynamic between them and the doctors, as described in previous
studies.?'®?'2 Some patients felt uncomfortable giving feedback to a highly educated
professional in our study. Patients are often in a vulnerable position, dependent on
doctors for their health and well-being. Asking them to assess the individuals they rely
on creates ethical tension. As such, patients may feel uncomfortable providing
negative feedback due to fear of jeopardising their care or damaging the relationship

with their healthcare provider. Additionally, there is an ethical concern about asking
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patients who are frail to take on the extra task of evaluating doctors while they are
hospitalised. As seen in other vulnerable populations, rigorous preparations and
information must be included when involving them in such activities.?'®* However,
Mollard, Hatton-Bowers, and Tippens state that vulnerable populations are often
framed through a deficit lens, focusing on their weaknesses, risks, and perceived
failures. This narrative can overshadow the social and structural factors contributing to
their circumstances and overlook their inherent strengths and resilience. Therefore, it
is essential to maintain the patient perspective, ideally adopting a strengths-based

approach.

Using informal caregivers as assessors in adult medical education is not well
investigated.'® The setup of this study reflects real-world clinical practice, which is
why informal caregivers were not present in many ward rounds. This is unfortunate,
considering the importance of caregivers in ensuring good care and discharge
planning.?'*2'>* We did not observe that any of the informal caregivers had difficulties
expressing their opinions, and one might speculate that if caregivers were more
involved in evaluating educational initiatives, they could play a more significant role in
raising doctors' awareness. However, as Al-Jawad, Winter, and Jones states,
"Conversations with [informal caregivers] require a careful balancing of patient
autonomy and recognition of the network of support that many people rely on".?'®
Returning to the question of who defines the optimal ward round: placing too much

emphasis on informal caregivers risks diverting attention away from the patients.

From an organisational perspective, the definition of a "good" ward round must
prioritise efficiency—short and effective rounds, reducing length of stay while
maintaining patient safety and quality of care. Similarly, utilising multidisciplinary
evaluation from e.g. nurses could facilitate both interdisciplinary ward rounds and
perhaps a more holistic patient view, as described in the best practice in geriatrics, the

Comprehensive Geriatric Assessment (CGA).2>?"” Given the circumstances and ethical
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dilemmas involving patients in ward round quality assessment, future evaluations may
benefit from integrating multiple viewpoints, such as informal caregivers and nurses,

to establish a more holistic understanding of the ward round quality.

12. METHODOLOGICAL REFLECTIONS

Synergies between the studies

Using various research methods allowed for complementary insights into conducting
ward rounds with patients with frailty. Also, it allowed for a progression toward a larger
purpose of developing an educational activity. As such, we could apply Kern's six-step
approach to building curricula (see Appendix 7): Step 1: Studies | to lll (see Box 5)
provided nuances to the problem identification and general needs assessment. Step
2: Study lll and the round 1 question, "What would be beneficial for internal medicine
residents to learn while conducting ward rounds with older patients with frailty,"
provided the targeted needs assessment. Step 3: Studies Il and Ill provided goals and
objectives of the cognitive aid and its intervention, while Step 4, educational
strategies, was decided upon in the research group with stakeholder input. Steps 5-6:

Study IV explored the implementation, evaluation and feedback.

Box5 Overview of PhD studies

Study | Study Il Study Il Study IV
Scoping review Interview Study Delphi Study Feasibility Study

Researcher position

Being the principal investigator, | took a reflective stance, particularly during qualitative

data collection and analysis. As a Geriatric Medicine resident, acknowledgement of
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my pre-assumptions had to be considered. | was aware of potential power balance
issues and a sense of authority that some may experience, and | always wore regular
clothes when interviewing informants. However, | found patients more likely to
participate in Studies Il and IV because they knew | was a doctor, and of course, |
introduced myself upon entering the patient room. Before Study Il, the qualitative
study, | completed a personal reflexivity task as suggested by Braun and Clarke (p.16-
18):'% I'm a socially privileged white woman, guided by a belief that the best society is
one where inequalities between rich and poor are minimised and that individuals have
a fundamental responsibility to support the society’s most vulnerable members. This
perspective is rooted in principles of compassion, and while | am a member of the
Danish National Church, I'm not a practising Christian. This standpoint carries the
potential drawback of placing an excessive sense of responsibility on those closest to
the vulnerable person. As an outsider researcher, | may have missed out on nuances
during the interviews. In some instances, participants might have withheld
information, potentially afraid of negative consequences, as | was a healthcare

professional and considered part of the healthcare system.

End-users of the intervention

While the cognitive aid was designed to improve ward round communication with
older patients with frailty, the primary end-users of the tool were internal medicine
residents. Patients and informal caregivers contributed valuable insights during its
development and may benefit from improved communication, but they are not the
users of the tool itself. This distinction has implications for the study’s design and
evaluation. This distinction has implications for the study’s design and evaluation. If
Study IV had focused exclusively on residents as end-users, the methodology would
have centred on changes in resident behaviour, perceived utility, and integration of the
tool into clinical routines—aligning directly with educational evaluation frameworks

such as Kirkpatrick’s model (Levels 1-3).' The inclusion of patients and informal
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caregivers, however, was a deliberate choice to reflect the broader educational aim of
embedding their perspectives into clinical training at Kirkpatrick level 4.'° This dual
focus, though methodologically complex, was intended to provide a more holistic
understanding of ward round quality and the relational dynamics that shape learning
in practice. The lack of cognitive aid use underscores the need for further exploration
of residents’ views on their own learning, potentially through qualitative approaches,

to better understand if and how such a tool could be integrated into residency training.

Limitations

The ward round is a complex healthcare scenario, which can be explored from
multiple angles and perspectives. In this research, we aimed to bring the perspectives
of the patient and informal caregiver into the foreground. However, a stronger
interdisciplinary focus could have enriched our approach. While some articles in
Study | were with nurses, and a few nurses contributed as part of the medical
communication expert group, the broader perspectives of nurses and therapists were
underrepresented. Therefore, engaging interdisciplinary team members in the next

iteration of the cognitive aid will be a priority.

The median interview length of Study Il was 32 minutes, ranging from 18 to 47 minutes.
The shorter interview durations were influenced by patient fatigue, as some interviews
had to be shortened as the patients became very tired. Naturally, this impacted the
depth of exploration we could achieve and may have overlooked some nuances. In
addition, there is always the possibility of not gathering every experience through the
interviews in qualitative research. However, information redundancy occurred after
including 15 patients, meaning that "no new information, codes, or themes are yielded
from data".'** Therefore, we concluded that we had included a sufficient number of

patients to answer our research question.
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By using convenience sampling, we likely favoured the fitter patients, while ethical
considerations led to the omission of the cognitively impaired. Including patients with
mild cognitive impairment in this study could have provided valuable insights into
other aspects of ward round communication. This remains an area for future

investigation.

As mentioned, Studies I-lll provided the foundation for the medical educational
intervention, including the cognitive aid. Initially, we considered a communication
checklist but shifted towards a cognitive aid, recognising that a checklist could
oversimplify the depth required for communication during ward rounds. Also, we could
not design a checklist embedding all potential behaviours and gestures necessary for
ward round interactions. We also considered developing a behavioural catalogue like
the NOTSS*, with observable behaviour to assess ward round competency.?'® We
positioned the cognitive aid as a reflective instrument rather than an assessment tool.
As such, this decision presented some limitations. Certain cognitive aid items could
not be assessed, as they either did not occur during the video-recorded ward rounds
(e.g., interacting with interdisciplinary team members) or were incompatible with the
inclusion criteria for study participants (communicating with cognitively impaired
patients). Furthermore, while Likert scale data are ordinal, we used this as interval
data and computed aggregated means for descriptive purposes, given the 7-point
scale and the focus on group-level trends. However, this approach aligns with

common practice in educational research.?™

The sample size in Study IV was limited, with only 14 of 20 potential residents
participating. Additionally, only 5 out of the seven residents in the control group
provided self-reported data. Despite these limitations, as a feasibility study, it provides

insights into the potential for conducting such research in this context. As previously

X NOTSS - a behavioural rating system designed to assess and provide feedback on the non-technical skills of
surgeons, including communication, teamwork, decision making, and situational awareness.?'®
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observed, those who provide feedback in studies like this may represent a more

engaged subset.??°
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13. CONCLUSION

This PhD thesis explored ward rounds for older patients with frailty and how patient
and informal caregiver perspectives could advance medical education. Across Studies
[, II, and Ill, ward rounds within this patient group were holistically described,
addressing the knowledge, skills, and attitudes needed to optimise care. Study IV
focused on the implementation and acceptability of a cognitive aid designed to
support these findings. Collectively, these studies underscored the importance of
skilled communication that integrates the perspectives of patients, informal
caregivers, and healthcare professionals, as well as the critical role of informal

caregivers in providing crucial insights into the broader context of care.

Study I, the scoping review, identified effective communication strategies with older
patients while highlighting barriers such as the impact of frailty on patient involvement
and the power imbalance between doctors and patients. Study Il, based on qualitative
interviews, emphasised how older patients with frailty value relationship-building and
trust with doctors. Informal caregivers often reported feeling omitted from ward
rounds, and when feeling responsible for ensuring care quality, this resulted in an
emotional burden. Study lll, the Delphi study, reached an expert consensus on 108
content items for conducting ward rounds with older patients with frailty. These items
encompassed a holistic approach, effective communication, interdisciplinary
collaboration, and adapting care to patients' cognitive and physical needs. These
findings led to the development of a cognitive aid, co-designed with the Randers
Municipality Senior Citizens’ Council. Study 1V, the feasibility study, found that
residents did not use the cognitive aid while the intervention was implemented.
Furthermore, informal caregivers were too scarcely present during ward rounds and
were excluded from the analysis. Following the non-use of the cognitive aid, its impact
on patient participation, satisfaction, and comprehension of information could not be

explored. However, the study found that involving patients in giving feedback on
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educational initiatives was difficult, as they often hesitated to provide critical feedback
and blamed themselves for any shortcomings. In terms of the thesis’s overall
contribution, Study IV positions as a lessons learned study about implementation and
acceptability in a real-world context. In retrospect, a single-group design may likely
have aligned more closely with the feasibility aims by allowing a larger intervention

sample and deeper exploration of barriers to uptake.

Perspectives

Ward rounds for older patients with frailty do not follow a "one-size-fits-all" approach.
Learning what constitutes patient-centred care in this population involves taking in
patients' lived experiences and existential challenges. Thus, frailty goes beyond
clinical definitions—it involves personal, emotional, and social dimensions.'' This
multidimensional understanding of frailty must be embedded into educational
frameworks to ensure learners recognise frailty as a dynamic and situational state
requiring holistic, context-sensitive approaches. Thus, a larger focus on patient-
centred care involving families might be more advantageous. Informal caregivers act
as the patient's "living medical record," providing insights into "the bigger picture,"
which is often the case when an older patient with frailty is admitted. As healthcare
professionals, we must embed this knowledge to understand the patient’s context and
network. When we opt out, this significantly exacerbates the burden experienced by
informal caregivers, who often perceive themselves as responsible for ensuring the

quality of care.

This PhD lays the foundation for developing the competencies needed to conduct
ward rounds for older patients with frailty—perhaps even for approaching all patients.
Patient-centred care, after all, entails that no patient is merely one more on the day’s
ward round list. The PhD study has sought to highlight the skills, knowledge, and
attitudes while also portraying a range of dilemmas that make ward rounds more

complex without necessarily providing a single correct answer.
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Study IV highlighted an important perspective: Although embedding patient and
informal caregiver perspectives into medical education is essential, this might
overlook an important aspect: the learners themselves. The cognitive aid was
developed with input from patients, informal caregivers, medical communication
experts and geriatric specialists; however, the learners' perspectives were not
included. This probably had the effect that the desired behavioural change in Study IV
did not occur. Including residents in this development phase may have changed the
cognitive aid design and the residents' limited perception of feasible opportunities to

change their behaviour.

Future research

Despite theirimportance, | was surprised to learn that ward rounds are understudied
in healthcare. To address this knowledge gap, a Danish national cross-sectional study
examining the collaboration and learning opportunities inherent in ward rounds could

be advantageous.

With the growing number of older patients with frailty, more healthcare professionals
need to learn to navigate these complex interactions in clinical settings. First, the aim
is to strengthen the interdisciplinary approach by co-developing an interprofessional
cognitive aid or e-learning module with stakeholders involved in ward rounds. Utilising
quality improvement approaches, such as the Improvement guide (or Plan-Do-Study-
Act) from the National Institute of Healthcare Improvement, merges the
implementation process with productivity measures.??' Second, in the context of
medical education, | propose co-creating a cognitive aid or similar, inspired by
Entrustable Professional Activities (EPAs), to establish a progressive learning
framework. This would address the current situation, where educational guideline
expectations are identical for novice learners and for those nearly qualified
consultants. Using an exploratory study design, co-designing with learners and

supervisors and gaining their perspectives could be engaging. Lastly, integrating Al-
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assisted learning modules could be explored to enhance the acquisition of ward round
competencies, preferably to investigate Kirkpatrick Level 3 (behaviour). This could
include creating a database of ward round knowledge derived from this study or
scenarios with virtual patients (and virtual informal caregivers). Large Language
Models hold the potential to shape educational content tailored to the individual
learner's needs. At the same time, it would also be interesting to investigate their

limitations and applicability in medical education.

Future studies could also address the broader educational gap in teaching
communication with older patients who have cognitive impairments. A proposed
direction would be to develop and evaluate a curriculum specifically focused on this
area, particularly in the undergraduate medical education context. Such research
should involve the perspectives of patients with cognitive impairments, their informal
caregivers, and relevant healthcare professionals to ensure the curriculum is

grounded in real-world needs and experiences.
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Appendix 1 Study |: Thematic analysis’
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Appendix 2 Study ll: Interview guides for patients and informal

caregivers

Interview guide - patients

Themes (concepts)
From scoping review

Questions

Framing of ward round
(health literacy)

What does the informal caregivers and patients know about
purpose and content of ward rounds?

Understanding of
provided information

How must the healthcare professionals communicate, so patients
understand?

Patient satisfaction

When do patients feel satisfied with communication during ward
rounds?

Involvement in
decision-making
(Patient-centred care)
(Patient involvement)
(Shared decision-
making)

How do patients experience being involved in decision-making
during ward rounds?

What circumstances promote the involvement of patients in ward
rounds?

What barriers exist to involving caregivers in ward rounds?

What is the best way to involve older, hospitalised patients in
decision-making?

How can the staff best determine whether the patient wants to be
involved in decision-making during ward rounds?

Difficult topics during
ward rounds

How do patients prefer to discuss topics such as delivering difficult
news or discussing treatment levels?

Patients

Brief presentation:
Thank you for agreeing to participate in this interview. | am conducting a research
project on communication with patients and caregivers during ward rounds.

The purpose of our conversation today is to investigate how you and your caregiver best
communicate with the staff, so you understand the reason for their admission and can
make decisions about diagnostic and treatment options.

The interview will take approximately 25 minutes, and you are welcome to take breaks
as needed.

We will also touch on some topics that doctors, nurses, and perhaps even you might
find difficult to discuss. Please feel free to skip any questions you do not wish to answer.

I will record our conversation and take notes along the way to ensure | capture
everything. Your name will be anonymised, meaning | will not include anything that




could identify you.

I have been looking forward to our conversation today and truly appreciate your help in
making us much better at communicating. Thank you for that.

Theme Questions Further questions
Context How do you feel today? How did you experience
How would you describe your current health? being hospitalised?
Were you previously admitted to hospital and where?
What are your expectations to being admitted?
Framing the | What comes to mind, when | say ward round? (consider using doctor-
ward round | Do you know the purpose of the ward round? patient conversation instead
Do you know what is typically discussed during a ward of ward round)
round (content)?
Understand | Try to think back to a conversation at the hospital when
the you were a patient. It could be during this or one of your
provided previous admissions.
. . Can you tell me a bit about that conversation? What made it a good or bad
information .
conversation?
How do you experience talking with doctors and nurses
during the ward round?
What would make it easier or harder for you to
understand what the staff says during ward rounds?
Involvement | Now we’re going to talk about how decisions are made in
in decision- | the hospital.
making
Canyou tell me about some of the tests and treatments
you’ve had during your stay here at the hospital?
Do you feel involved in the decisions doctors make about | What made you feel involved
tests, treatments, medication, etc.? or not involved?
What are your thoughts on how much control you have How important is it to you to
over your treatment? have control over what
happens during your
Think back to the last time you had a ward round where hospital stay? And why?
decisions were made, for example, about changes to Did you make any
medication or the circumstances surrounding your decisions?
discharge. Do you feel that the staff
What did you discuss during that ward round? understands your
What decisions needed to be made? preferences about deciding
How did you experience being involved in the decision- on what happens during
making? Did you need to make any choices? your hospital stay?
When looking at other studies, it seems that older What is the best way for the
patients vary greatly in how much they want to have staff to ask about your
control over their treatment while hospitalized, preferences regarding
compared to letting the doctor take the lead. decision-making during your
Why do you think that might be the case? hospital stay?
Patient [is covered in other questions] What was it that made you

satisfaction

satisfied with the
conversation




Difficult
topics
during ward
rounds

Now we’re going to talk about something that can be
difficult for some people to discuss, both patients and
staff. If this is difficult for you, you don’t have to answer
the following questions.

Have you ever experienced receiving bad news, for
example, being told you had cancer or something
similar?

How did you experience that conversation?

It’s never pleasant to be told you have a serious
condition, but how do you think you would prefer to
receive news about, for example, the results of a scan of
a lump that might be cancer?

What made this a good or a
bad experience?

Difficult
topics
during ward
rounds

Now for something else. A thing about life is that we all
have to leave this world someday. Families differ in how
much and in what way they talk about death.

How do you talk about the final stages of life in your
family, and have you discussed death together?

In the hospital, the doctor decides whether a patient with
cardiac arrest should be resuscitated or whether nature
should take its course. This is the doctor’s responsibility
unless the patient has previously expressed their own
wishes.

Have you been asked about your views on potential
resuscitation in the event of cardiac arrest?

How would you prefer to be asked about your views on
resuscitation in the event of cardiac arrest?

What do you think about being involved in the decision
regarding resuscitation?

How do you feel about your relatives being involved in
the decision regarding resuscitation in the event of
cardiac arrest?

Closing

The interview is coming to an end.

Is there anything else that comes to mind after our talk
about communication with staff during ward rounds?

Do you have any questions or comments?

Can | contactyou, if | come home and see, that | forgot
something?

Can | have a colleague to check whether the hospital has
documented your decision to opt out resuscitation [in
case that you do you want to be resuscitated].




Interview guide - informal caregivers

Themes (concepts) .
] ) Questions
From scoping review

Framing of ward round | What does the informal caregivers and patients know about

(health literacy) purpose and content of ward rounds?
Understanding of How must the healthcare professionals communicate, so patients
provided information and informal caregivers understand?

How is the mandate and motivation of relatives to be involved
. clarified?

Informal caregiver role .
How can the doctor best address disagreements between the

patient and their relatives?

. . . When do patients feel satisfied with communication during ward
Patient satisfaction q
rounds

How do caregivers experience being involved in decision-making
during ward rounds?

Involvement in What circumstances promote the involvement of caregivers in
decision-making ward rounds?

(Patient-centred care) | What barriers exist to involving caregivers in ward rounds?
(Patient involvement) According to caregivers, what is the best way to involve older,
(Shared decision- hospitalised patients in decision-making?

making) How can the staff best determine whether the patient and their
caregivers want to be involved in decision-making during ward
rounds?

. . . Which topics do caregivers find challenging to discuss during ward
Difficult topics during ) . .
rounds? How do caregivers prefer to discuss topics such as
ward rounds o . . .
delivering difficult news or discussing treatment levels?

How do caregivers experience being asked about the patient’s

o stance on issues such as resuscitation when the patient is unable
Surrogate decision- .
or unwilling to answer for themselves?

makin
€ When does the doctor make the caregivers feel comfortable when
they are making decisions on behalf of the older patient?
Trust How is trust build in the relation between caregiver and healthcare
rus
professional
Informal Thankyou for agreeing to participate in this interview. | am conducting a research project

caregivers | exploring how older patients and their relatives can best communicate with doctors and
healthcare staff.

Brief The purpose of our conversation today is to investigate, among other things, how you,
presen- as a relative of an older, frail patient, best understand why your relative is hospitalised
tation and how you can contribute to decisions about their treatment.

The interview will take approximately 45 minutes, and you are welcome to take breaks
as needed.




We will also touch on some topics that doctors, nurses, and perhaps even you as a

relative might find difficult to discuss. Please feel free to skip any questions you do not

wish to answer.

I will record our conversation and take notes along the way to ensure | capture

everything. Your name will be anonymised, meaning | will not include anything that

could identify you.

I have been looking forward to our conversation today and truly appreciate your help in

making us much better at communicating. Thank you for that.

Context Tell me a little about yourself and your relationship with your How often do you
relative. see each other?
Canyou tell me a bit about what you know about your relative's | Do you help with
illnesses? practical issues? Do
How much does your relative want you to know about their you know why
hospitalisation? he/she is admitted?
What is your relative's quality of life like? How have you and
How much are you allowed to decide on behalf of your relative? | your relative agreed
What would you like to help your relative with during their on your involvement
hospital stay? and to what extent?
Why do you want to help your relative while they are What motivates
hospitalised? you?
Framing the | How do you experience ward rounds, including the care aspect | Who joins at ward
ward round | (interdisciplinary collaboration)? wards?
How should the doctor communicate with you to help you What do the
understand how your relative is managing during their hospital | structure mean to
stay? you?
Do you have a sense of whether your relative understands the Do you feel included
purpose of the ward round? in the process?
Do you feel that your relative understands what the doctors and | Or can recall details
healthcare staff explain to them during the ward round? from the rounds?
Involve- Now, I’d like to talk a bit about how relatives can best be
ment involved when an older patient is hospitalised. Think about the
last time your relative was admitted to the hospital.
Shared When was it, and where? Why was your relative hospitalised? Is this something
decision- Have you been called during the ward round by a doctor or you have discussed
making nurse, or have you been present in person? with your relative?

How did you experience the most recent ward round
conversation with the doctor or nurse?

I’d also like to talk about decision-making.

How do you handle that?

Do you have the opportunity to contribute to decisions?

Did you feel involved in decisions about, for example, medical
treatment, investigations, or medication?

How did you experience being involved in decisions about
discharge?

Which areas could you and your relative disagree on?

Canyou describe
how you
experienced your
role as a relative
during the ward
round for a
hospitalised
patient?

Are decisions made
collaboratively?




Difficult

Now we’re going to talk about something that can be difficult

topics at for some to discuss, both patients and staff. If this is difficult for
ward round | you, you don’t have to answer the following questions.
Have you ever experienced a doctor discussing resuscitation in | What made this
case of cardiac arrest or whether your relative should be placed | conversation good
on a ventilator? or bad?
How did you experience this conversation?
Surrogate Have you experienced having to make decisions about How did you
decision- treatment or similar matters because your relative was unable experience making
making to speak with the doctor themselves? decisions on behalf

Often, patients are unable to respond because they are
critically ill. Do you know your relative’s views on, for example,
resuscitation or other life-prolonging treatments?

Have you and your relative agreed that you have the mandate to
speak on their behalf regarding their views on resuscitation,
etc.?

of someone else?
Was it a moral or
ethical challenge?
What role does the
patient’s quality of
life play in such
decisions?

Trust and its

With everything we’ve talked about, let’s discuss trustin

What made this

pre- healthcare staff, including their professionalism, judgement, experience good or
requisites and commitment to doing what’s best for the patient. bad?
Canyou tell me about an experience where you felt either a How were your
strong sense of trust or a lack of trust in the staff? feelings
acknowledged or
addressed?
Closing Our conversation is coming to an end now. Closing

Is there anything else that comes to mind when we talk about
how you and the staff communicate during ward rounds?

Do you or anyone else have any questions or comments in
general?

May | have your permission to contact you again if | realise there
is something | forgot to ask?




Appendix 3 Study ll: Survey on patient and informal caregiver
demographics

Patient demographics were obtained through journal audits:

- Age

- Sex

- Lives alone

- Marital status

- Receives home care

- Charlson Comorbidity Index’

- Clinical Frailty Scale?

— Primary diagnosis upon admission

- Number of hospital admissions during the last 24 months



General questions for you as a relative.

Thank you so much for helping us better understand how doctors can improve
their communication with patients and relatives.

1.  Yourage:

2. Areyou:
O Male
O Female
O Other

3. Do you live:
O Alone
O Together with a partner/others

4. Whatis the relation to your relative

Married to/partner
Daughter/son
Daughter-in-law or son-in-law
Sibling

Grandchild

Niece/nephew

Neighbour

Friend

Other:

cNoNoNoNoNoNoNONG)

5. Do you live with your relative?

O Yes
O No

If no, how far do you like from your relative?

Less than 5 kilometres

5-19 kilometres

20-49 kilometres

50-100 kilometres

Further away than 100 kilometres

cNoNoNoNe



If yes, for how long have you lived with your relative?

Under 1 year
1-5years
6-20 years
Over 20 years

O0O0O0

6. Please choose the job position that suits you at the moment:

Works fulltime
Works parttime
Unemployed

Retired

Student
Stay-at-home-parent
Other

O0OO0O0O0O0O0

7. Whatyour highest level of education?

Primary school

Vocational education

Secondary education (e.g., gymnasium)
Short higher education (<2 years)
Medium-length higher education (2-4 years)
Long higher education (=5 years)

Other

cNoNoNoNoNoNe

8. Do you have a healthcare professions education?

O Yes
O No

9. Do you have children living at home?

O Yes
O No

The following questions relate to the assistance you provide to your relative:

10. How often do you help your relative with practical issues?

Never

Less thatn 1 time pr. week
1-3 times pr. week

4-6 times pr. week

Every day

cNoNoNoNe



If you answered "never", go to question 14.

11. How many hours a week do you help your relative with practical issues?

12. For how long have you been assisting your relative?
3 months or less

4-12 months

2-5years

More than 5 years

O0O0O0

13. Which services do you assist with? (you can choose more than 1 answer)

Psychological support

Social support (connecting family and network)
Accompanying (e.g., to the doctor or hospital)
Practical services in the home (cleaning, laundry services, gardening etc.)
Administrative help (budget, bank, letters etc.)
Transportation

Grocery shopping

Walks or rehabilitation

Medication (e.g. dosing)

Changing dressings

Other:

cNoNoNoNoNoNoNoNoNONO)

14. Towhat extent do you feel burdened being a relative?"
O To averyhigh extent
O To ahigh extent
O To some extent
O To alow extent
O Notburdened at all

15. When do you feel most burdened as a relative?
O During hospital admission
O Upon sickness (own or relatives)
O Dueto practical services
O Other:

Thank you very much for your help.



Appendix 4 Study IV: Survey on resident demographics

Your age?

Your sex?
Female
Male
Other

Which year did you graduate medical school?

Which medical specialty are you doing your residency in?

Endocrinology

Gastroenterology and Hepatology

Geriatrics

Haematology

Infectious diseases

Cardiology

Pulmonary diseases

Rheumatology

Which year of your residency are you currently in?

1styear

2nd year

3rd year

4th year

5th year




Did you receive communication training during medical school?

Yes

No

Don’t know/not sure

If yes, please elaborate:

Did you participate in communication training during your formal postgraduate education
programmes?

Yes

No

Don’t know/not sure

If yes, please elaborate:

Did you participate in communication training outside your for postgraduate education
programmes?

Yes

No

Don’t know/not sure

If yes, please elaborate:




Appendix 5 Study IV: Interview guides for patients and informal caregivers

Interview guide patients - estimated time 10-15 minutes

Theme

Question

Follow-up questions

Context

I would like to talk to you about the ward
round you just participated in.

What did you think about the conversation
you just had with the doctor?

Canyou tell me what you understood the
purpose of the ward round to be?

What do you think the doctor
would like to tell you?

What input did you feel you had
the opportunity to give to the
doctor?

Understanding
the provided

Did you understand everything the doctor
said?

Why did you (not) understand the
doctor?

Involvement

decisions about your treatment during your
hospital stay, or would you prefer to leave
that to your relatives or the doctor?

How did you feel about your opportunities to
contribute while the doctor was present?
How did you experience the decision-making
process regarding, for example, treatment or
discharge?

information How did you experience the doctors Why was the communication
communicating with you? good or bad?
(background) Would you like to be involved in making

How did you experience the
opportunity for making decision
about your treatment?

Why did it (not) work?

What did you say?

Where decisions made without
you being present?

Satisfaction

How did you feel when during rounds?
Were you satisfied with the conversation?

Yes/no: Why?

Interview guide — informal caregivers - estimated time 10-15 minutes

Theme

Question

Follow-up questions

Context

| would like to talk with you about the
conversation that you just participated in.
How did the doctor contact you? Or
What do you think about the conversation
thatyou just had?

What was your purpose in today's
ward round?

Understanding
the provided
information

How did you experience the doctors
abilities of speaking with you?

What did you experience as the doctors'
purpose with today's ward round?

Why was it a good/bad experience?
Did you understand everything?

Involvement

How did you experience the possibility of
being involved and delivering your
thoughts and opinions?

Why was that good or bad?

Satisfaction

How did you feel when during rounds?
Were you satisfied with the conversation?

Yes/no: Why?
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Appendix 6 Danish version of the cogn
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Appendix 7 Cognitive aid intervention development’

Competencies for conducting ward rounds in older patients with frailty.

Problem
identification
and general
needs
assessment

Method: Problem is identified by:
— Experts - Delphi - both content items and description of what
residents lack in term of competencies (next page)
- Patients and informal caregivers - interviews
- Literature - Scoping review

Targeted needs
assessment

Studies Il and Il

Geriatric knowledge: Specific knowledge about factors affecting
communication with this patient group
Communication: Focused on the older patient with frailty:
- Building relationships (patients) and involving relatives.
- Shared decision-making.
- Reinforcing patient-centred care.
- Treatment level.
Meeting facilitation: Conducting problem-based ward rounds and creating
opportunities for patient involvement.
Cognitive aid with 16 subsegments:
— Ward round preparation
- Ward round conduction
- Competencies
- Special circumstances

Goals and
objectives

Overall learning objectives: Having residents use the cognitive aid and
optimise ward round for older patients with frailty
Lecture learning objectives:
- Understand and apply the cognitive aid.
- Gain knowledge about frail patients and how it affects
communication.
Simulation learning objectives:
- Conduct a ward round with a shared, problem-based agenda involving
the patient, relatives, and interdisciplinary staff.
- Adaptlanguage and content to the older patient with frailty.
- Involve the patient and relatives to the desired extent.
— Build a professional relationship with the patient and ensure a sense
of security.

Educational
strategies

Developing patient cases

0) Podcasts - Patient cases and informal caregiver talk

Bloom's taxonomy - remember, understand the cognitive aid

1) Lecture - Introduction of the cognitive aid

Bloom's taxonomy - remember, understand the cognitive aid

2) Simulation - Training specific communication strategies

1 hour, 2-3 participants pr. simulation, role play (patient case A, B, C by LA)
Bloom's taxonomy - apply, analyse (evaluate)

Implementation

Randers Regional Hospitalet November 2023 to February 2024 (Study V)

Evaluation and
feedback

Patients: Interviews, involvement, understanding and satisfaction
Residents: Cognitive aid usage (Study V)




Regarding 1 and 2:

Study I to lll findings + Delphi round question: Which skills should internal medicine residents be
trained in to effectively conduct best-practice ward rounds for older patients with frailty?

Theme

Subtheme

Content

Geriatric knowledge

Geriatric knowledge

CGA - comprehensive geriatric assessment

Prognostic indicators to assess if diagnostic evaluations etc.
are relevant

Medical review

Cognitive assessment and diagnosing delirium

Being able to identify patients at risk of developing delirium

Knowledge that geriatric patients are a heterogeneous group

Knowledge om atypical disease presentation in older patients

Assess cognitive function

Holistic patient focus

Functional level

Being able to assess the appropriate level of treatment

Being able to assess loss of cognitive and functional levels
and anticipate future functional level

Communication

Understand the patient

Empathy and health literacy

Communication

Techniques for cognitively impaired or delirious patients

Avoid jargon or medical terms. Adapt language and informal,
reflect upon this before the ward round.

End-of-life conversations and treatment levels

Patient involvement

Skilled
communication

Read patient cues and adapt if confusion/fatigue occurs

View the situation from multiple perspectives

Remain calm even if the patient is upset or angry

Pick up on subtle patient cues who cannot verbalise their
'needs' themselves

Informal caregivers

Managing anger in informal caregivers

Managing informal caregiver that are too dominant

Functional level

Assess functional level including frailty and cognition

Informal caregivers

When to involve informal caregivers

Meeting facilitation

Gaining an overview

Collaboration, gaining information from interdisciplinary team

Reading the electronic healthcare record

Documentation in
electronic healthcare
records

Structure

Ensuring a respectful tone

Accurate and concise

Meeting facilitation

Problem-based ward round

Structuring the medical interview

Time management of the conversation

Shared agenda for ward rounds

Professionalism

Assess own performance and reflection

Do I need to discuss the patient case with a colleague

Rational decision-making

Collaboration with interdisciplinary groups.




Regarding 4: Patient cases (all pictures from Colourbox, not real patients)

A

Patient Name Age | Co-morbidity Diagnosis Lives Informal
case caregivers
A Alfred 83 Parkinson Pneumonia At home | Wife
Falls, vertigo, hypertension, Falland
B Birgit 92 diabetes, polymyalgia At home | Daughter

. hematemesis
rheumatica

Ischemic heart disease,
C Christian 87 heart failure (EF 30), chronic | Heart failure Athome | Widow
anaemia

Alfred (Patient A): Delirious when admitted.

An older gentleman with Parkinson's disease, suffering from severe frailty. He became fatigued during
the interview. A good sense of humour. Previously he wanted to make decisions for himself, but as his
illness progressed, he had been forced to let the doctors take over. He was unsure whether he make
oppositions to doctors' orders. Cognitively impaired at admission.

Informal caregiver: The wife, cautious, does not want to impose. She there avoids calling the
department.

Relevant quotes (omitted due to patient confidentiality):

1
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Birgit (Patient B):

An older woman living alone with reasonably good overall condition, although her health has declined
over the past 3-4 months. She has experienced falls and dizziness and has undergone cancer
screening with a CT of the thorax, abdomen, and pelvis (CT TAP) and a colonoscopy, with no cancer
found. Further investigations have not been pursued. She has now presented with bloody vomiting.
Her daughter, healthcare professional, provides significant support. Perhaps the patient defers to her
daughter, but that’s just the way things are, | believe. The doctor carries the primary responsibility for
involving the patient in discussions where decisions are made. This requires active effort on the
doctor’s part—to pause and ensure the patient is included in the process.



Relevant quotes (omitted due to patient confidentiality):

1
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Christian (Patient C)
Challenging conversations in care and involvement

An older widower. He wished to have his family present during the interview. He values independence
and ideally does not want to be hospitalised but feels that when issues arise, doctors do not take them
seriously.

He emphasises the importance of knowing his doctor and having the doctor know him (which is often
not the case). He wants to be involved in decisions but does not always speak up when he doesn’t
understand and may at times feel too exhausted to engage further.

Regarding End-of-Life Discussions: Has not made a decision regarding resuscitation and seemed
somewhat surprised when relatives were asked about it. For him, doctors should address
resuscitation discussions as naturally as possible.

Relevant quotes (omitted due to patient confidentiality):

1
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Regarding 4: Simulation

Time | Min | Content Scenarios
Cognitive aid Cognitive aid Patient
14.30 | 10 | Introduction Theme subsegments | subsegments case
- primary - secondary
14.40 | 12 Scenario 1 Pellrlium, cognitive 14/15 7.11 A
(short) impairment

14.56 | 12 | Scenario2 | | nformalcaregivers 13 59,10, 11, 12 B
and involvement

15.08 | 18 | Scenariog | | Chalenging 16 5-9, 10, 11, 12 B
conversations in care

15.25 | 8 Wrap up Closure - what you do think of the cognitive aid

Debriefing:

Ability to create a space for reflection.
Difficult to assess interpersonal skills but use the cognitive aid as a foundation.
Incorporate role models into debriefing—foster circular learning.

Regarding 4: Podcast 1 - story line

Storyline overview
Goal: Maximum duration of 20 minutes

Min

Coghnitive
aid sub-
segments

Content

Welcome, thanks, learning goals of this podcast

Presentation of tool and present 3 patient cases to explain/elaborate on the
support tool

Meeting three patients. Alfred, Birgit and Christian.

Introducing patient A: Alfred, 83 years old, Parkinson's, very fragile.

Introducing patient B: Birgit, 92 years old, female.

N =OlO| © (O

Introducing patient C: Christian, 87-year-old gentleman

Cognitive aid structure - 16 subsegments

- Preparation 4

- Conduction 5

- Competencies 3

- Special circumstances 4

| present subsegments individually and give the 3 patients' views on each

Patient C - uses hearing aids, sensitive to noise and values enough time.

Patient A - does he get enough home care? Is he regaining his previous
functional level?




Patient C - has a dog, who takes care of it? Often, patients have considerations
beyond themselves.
Minor issues may cause deterioration, constipation in Patient A with

5 3 . . L
Parkinson's, at risk of delirium.

Patient B - fatigue, will not remember much when presented with an agenda of

5 4 many issues.

Prioritisation is important, patient A cannot recall information to his wife.

5 1-4 Recap of the segment, preparation.

6 5-9 Conducting ward rounds.

Christian, patient, important to know the doctor, do not want to be reduced to "a

7 5 piece of paper from the GP "

Alfred says "l wish | knew" about why he was admitted.
Ask Alfred "what are your concerns" and he might answer.

7 6 Christian is only interested in one thing - admission (the dog?). Fatigue and
involvement issues.

8 7 Some patients prefer to be informed and juxtapose to deciding, such as Birgit
Reflect upon patient preferences. Christian: omitted when decisions are made.

8 8 Alfred, who wants the doctor to decisions but prefers to agree with the doctor.
Birgit, daughter "helps".

9 9 Alfred prefers not to have anything written down. It confuses him.

10 1012 Competencies are presented
Important. Maybe the most important according to patients.

10 10 Birgit cares about the ward round being with her in centre.

Keep agreements to Christian.
Birgit's husband didn't understand "diagnostic evaluation" and a tumour wasn't

11 11 found. Alfred gets tired after a few minutes and closes his eyes. What does he
know about his Parkinson?

12 12 Especially Alfred needs more time, but the answer is worth waiting for

12 13-16 Now for the last part, special circumstances.

Birgit's daughter is important, needs to speak with the doctor alone.

13 13 Christian, sometimes he wants his family to join. He refrains from being a
nuisance, though appreciate the sense of security that comes from having
family present.

14 14 None of the patients have cognitive impairments, but examples of if they did.
Alfred suffered from delirium upon hospital admission.

16 15 Christian states that he feels confident letting his daughter communicate for
him in case of delirium.

17 16 Christian: Has not yet decided upon resuscitation.

19 You've come all the way. Hope that it encouraged reflexivity. Reach out if you
have questions.

Thomas PA, Kern DE, Hughes MT, Chen BY. Curriculum Development for Medical Education: A
Six-Step Approach. 3rd ed. Johns Hopkins University Press; 2016.




Appendix 8 Study IV: Section snippets from the podcasts

In this appendix, snippets of the podcasts are transcribed and translated to English to display
some of the content and structure of the podcasts.

Podcast No. 1 - the cognitive aid
[...]

Lene: Now | will introduce the cognitive aid. And to make it a bit more engaging, I’ll present
three patient stories that explain and elaborate on the support tool. If you don’t already have
the support tool, pause the recording and look at the printout | sent you.

You’ll now meet three patients. The first patient is Alfred. Alfred is 83 years old. He has
Parkinson’s disease. He lives with severe frailty. When you meet him, he appears a bit pale,
slightly overweight, but in reasonably good overall condition. He was delirious when admitted
with pneumonia. He lives at home with his wife, but it’s getting harder for them to manage
everyday living. When you speak with him, he comes across as a warm, slightly understated
gentleman, but he is tired. That was the first patient, Alfred.

[...]

That was an introduction to the three patients: Alfred, Birgit, and Christian. Now I’d like to talk
a bit about how the cognitive aid is structured. There are a total of 16 items, divided into:
preparation for ward rounds, conducting ward rounds, competencies, and special
circumstances. I’'ll present the items one by one and share my three patients’ perspectives on
the content. In preparation, the first item is: “Create the best conditions for conducting ward
rounds.”

If you remember Birgit, who had a fall and hematemesis—well, she uses glasses and a
hearing aid, and she is moderately sensitive to disturbances. To create the best conditions for
her, ensure complete quiet in the room, send everyone else out, and make sure she’s wearing
her glasses and hearing aid. For her, time is also very important, and the doctor needs to show
that there is enough time. This can be done by sitting down, being at eye level, and using body
language that signals you have plenty of time.

The next item in preparing for ward rounds is professional preparation. This is where you
conduct a comprehensive review of the patient’s medical history and life situation.
Remember Alfred, the patient with Parkinson’s disease. He lives with his wife, and they
receive some assistance, but how much? Is it realistic for him to remain at home, even if he
regains his lost functional abilities? And don’t forget Christian, the patient with heart failure.



He has a dog—who takes care of it? Often, patients have other priorities besides their own
health.

The third item in preparing for ward rounds involves identifying current nursing and
therapeutic challenges, such as fluid intake, dietary monitoring, bowel movements, and so
on. Because often, for these older patients with frailty, even smallissues can lead to
deterioration. For example, constipation in our Parkinson’s patient, Arne’, who is at high risk of
developing delirium again.

[...]

Podcast No. 2 - the informal caregiver's perspective
[...]

Informal caregiver: | have a mother who, a few years ago, was diagnosed with Alzheimer’s,
but she’s actually doing well considering her condition. She lives in a care facility now, but
that hasn’t always been the case. In the beginning, it was very important for us to understand
her treatment because she didn’t understand it herself. And I’'ve experienced, for instance,
that | recently attended her one-year check-up with her general physician, and | thought: “He
doesn’t notice she has Alzheimer’s.” And afterward, | had to run after him and say: “You know
what, that’s not quite how it is.” Because when | sit there with my mother, | can’t exactly say to
him, “That’s not true, what she’s saying.” My mother wants to do her best, and she pulls
herself together in situations like that, right? And she sounds completely like she’s saying,
“I’m managing everything just fine,” but she’s not. That’s the challenge—figuring out how to
blink with your eyes or something else to communicate: “This isn’t what’s actually
happening.”

Lene: How much do you think your mother would take away from a ward round if you weren’t
there?

Informal caregiver: Not very much. [The information] would disappear quickly afterward. But
| think it’s a bit difficult to explain to those who speak with her that she doesn’t fully
understand everything.

[...]

" Should have been "Alfred"



Appendix 9 Ward round documentation guide for electronic healthcare

journals

The ward round note is problem-oriented, focusing on the agendas
and goals of the patient, informal caregivers, and healthcare
professionals

()

é The ward round note includes a brief update on the patient’s

© current status, results of investigations, any changes to the

g plan/treatment, and challenges that have arisen

5

o The ward round note must be precisely written, with a minimum of
repetition
The ward round note must be time-accurate
Problems should be addressed point by point, e.g. "regarding
delirium," and described one issue at a time

%) For each problem, describe observations, decisions, prescriptions,

EJ and their rationale. Conclude with the information provided to the

'g patient/relatives

a
Deviations from clinical guidelines due to frailty or, for instance, a
focus on symptom management rather than life prolongation, must
be documented

c The plan includes a very brief conclusion with possible diagnoses, a

o timeline/discharge date, and agreements on who will do what

=

o The next ward round doctor should be able to read the

-% plan/conclusion to quickly gain an overview and clarify deviations

% from the plan

c

S

Document the patient’s consent to information and treatment here
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1 | INTRODUCTION

Kristian Krogh3¢ |

Rune Dall Jensen®* | Mads Skipper® |
Bo Lafgren?

Abstract

Obijectives: Ward round communication is essential to patient care. While communi-
cation in general with older patients is well described, little is known about how com-
munication with older patients and their relatives at ward rounds can be optimised.
Hence, this scoping review aims to provide an overview of ward round communica-
tion with older patients. Furthermore, the review investigates barriers to the optimal
communication. Such an overview would provide a point of departure for developing
future health care professionals’ education in ward round communication training.
Method: A scoping review was performed by searching CINAHL, Embase, MEDLINE,
and PubMed databases. The search strategy included terms synonymous with “ward
rounds” and “older patients.” We included studies regarding communication with
patients above 65 years during ward rounds. Thematic analysis was applied.

Results: Seven of the 2322 identified papers were included in the present review.
Thematic analysis revealed three overall themes: Communication strategy, frailty and
patient participation, and organisational and age norm challenges. Barriers included
frailty-related patient characteristics and imbalance of power between physicians
and patients. Papers focused mainly on what the optimal ward round communication
should include rather than how it should be performed.

Conclusion: Characteristics of frail older patients and organisational barriers chal-
lenge effective and safe ward round communication. Little is known about how ward

round communication with frail older patients and their relatives can be optimised.

competencies and experience difficulties communicating with older

patients and their relatives.

Patient-doctor communication is a crucial element of all health care
practices. Demographic changes predict an increase in the number of
admitted older patients; thus, communication with older patients will
be common practice for most medical staff. Older patients are
characterised by increasing levels of heterogenicity with great varia-
tion in intrinsic capacity. A range of concurrent issues, such as acute
and chronic diseases, polypharmacy, and cognitive deficits, add
complexity to the communication. Some doctors lack communicative

Communication theory has gradually evolved from the linear
transmission model (describing communication as a one-way process)
to the dynamic transactional communication model (where partici-
pants are simultaneously both senders and receivers of messages).?
Likewise, medical communication research has shifted toward ‘skilled
communication’ rather than ‘communication skills’.% This shift empha-
sises the development of flexibility and adaptability to tailor communi-
cation based on the patient and the clinical situation. Ward rounds are

This is an open access article under the terms of the Creative Commons Attribution-NonCommercial License, which permits use, distribution and reproduction in any
medium, provided the original work is properly cited and is not used for commercial purposes.
© 2023 The Authors. The Clinical Teacher published by Association for the Study of Medical Education and John Wiley & Sons Ltd.
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important clinical situations, as these regular and sequential visits to
inpatients by medical teams are essential to patient care decisions.

Successful ward rounds depend on skilful communication and
patient involvement in decision making.* The conceptual framework
for (skilful) communication, according to Habermas’ theory of commu-
nicative action, encompasses truth, sincerity, appropriateness, and
understandability.” As such, inadequate communication with older
patients can lead to undesired treatment, unnecessary diagnostic test-
ing, and low adherence to prescribed medication.

Summarising, ward round communication is essential to patient
safety and care. Still, conceptualization of skilled communication for
older patients during ward rounds remains to be explored.* Several
empirical frameworks for communication, for example, from AMEE,
the International Association for Health Professions Education, or the
Gerontological Society of America, address communication with older
patients. However, operationalization of these frameworks in optimal
ward round setting is not clear. Furthermore, post-graduate medical
education curricula contain ward round communication competencies,
but they do not specify how junior doctors may best acquire these
competencies.®

This scoping review aims to provide an overview of ward round
communication with older patients. Furthermore, to investigate bar-
riers to the optimal communication during ward rounds. Such an over-
view would provide a point of departure for designing communication

training for health care professionals.

2 | METHODS

A scoping review was conducted to systematically identify papers
involving communication during ward rounds with older patients.
We used the methodological framework developed by Arksey and
O'Malley and further refined by Levac et al.” The framework consists
of the following six steps: Step 1, identifying the research question;
Step 2, identifying relevant papers; Step 3, selecting papers; Step
4, charting the data; Step 5, collating, summarising, and reporting the
results, and Step 6, consultation with stakeholders.

21 | Identifying the research question

We generated a main research question that allowed for a broad explo-
ration of ward round communication with older patients: What are the
means of skilled communication at ward rounds for older patients?
Second, we investigated the barriers and challenges to the optimal

ward round communication with older patients and their relatives.

2.2 | Identification of relevant studies

The following databases were searched in July 2022: CINAHL,
Embase, MEDLINE, and PubMed. We used no date limits. The search
strategy was co-developed with a research librarian. The search strategy

is shown in Appendix S1. The identified papers were uploaded to
Covidence, and duplicates were removed. Subsequently, snowballing

was used to identify additional papers to include in the scoping review.

2.3 | Selection of studies

To be included in the review, papers needed to focus on communica-
tion during ward rounds with hospitalised older patients. The term
‘older patient’ is not well defined in literature. However, traditionally,
and in this study referred to as a patient 265 years of age. When
information on study population age was missing, the terms
“geriatric,” “aged,” “elderly,” “old,” or “frail” were used as proxies.
Papers regarding organisation of ward rounds, nursing rounds, and
intentional rounding were excluded. Also, papers regarding telemedi-
cine or similar were excluded. Peer-reviewed papers in English or
Scandinavian languages were included.

All papers were individually screened by titles/abstracts by two
members of the research team. The lead author (LA) screened all
papers. In case of disagreements between reviewers, either a third
reviewer was involved, or the two members met to obtain consensus.
Authors were contacted to acquire publications under the same or
another title if the full-text papers were not published, for example,
conference abstracts. No relevant papers were identified by this
enquiry. The lead author (LA) conducted the full-text review, and the

research team decided on included papers for data extraction.

24 | Charting the data

The included papers were organised based on authors, objectives,
population, concept and context, and key findings relating to
the scoping review questions, as recommended by Joanna Briggs
Institute.® The extracted variables were determined by the lead author

(LA) and reviewed by a co-author (KK) in an iterative process.

25 |
the data

Collating, summarising, and reporting

The extracted data were systematically categorised by the lead author
(LA) to perform a thematic analysis.” Steps used in the thematic analysis
were “familiarization with the collected data” (full text review),
“generating initial codes,” “searching for themes,” “reviewing themes,”
and “defining and naming themes.” The last step, “presenting and dis-
cussing results,” finding of the included papers were summarised and dis-

cussed with the research team and presented using a narrative approach.

2.6 | Consultation with stakeholders

We conducted a stakeholder analysis with Elderly Council Members

(n = 4) from a Danish municipality to provide insights into the scoping
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review results. In Denmark, each municipality must have an Elderly
Council by legislation and every citizen 260 years are electable. Four
members (males = 3, age 68-78 years, previous vocational education,
all retired) from the Elderly Council contributed to the study. The
focus group interview included a presentation of results and thematic
analysis. The Elderly Council Members were asked to state if they
could recognise the issues identified in this scoping review. Second,
the Elderly Council Member were asked to address themes and issues

not contained in this scoping review.

3 | RESULTS

We included seven studies (see Appendix S2 for the inclusion
process).}°1 No previous systematic or scoping reviews of commu-
nication with older patients at ward rounds were identified. The key

findings are summarised in Table 1.

3.1 | General characteristics of the included

studies

Most studies were published after 2018 (n = 4), two studies were
from 2013, and one study was from 1999 (Table 1). The preferred
methodology was mixed methods studies (n = 4), two were qualitative
studies, and one was cross sectional. Nearly half of the studies came
from Europe (UK and Sweden, n = 3), followed by the United States
(n = 2), while one study was from Taiwan and one study was from
Australia. Studies that included patients were most prevalent (n = 6),
followed by nurses and relatives (n = 1, respectively).

3.2 | Level of frailty in study populations

None of the included studies applied frailty assessment scores to their
study populations. In two studies, the population were considered
frail: Geriatric ward inpatients'® and patients suffering from demen-
tia.1* Two studies included patients referring to frailty domains such
as ADL-deficiencies, multimorbidity, and difficulties managing daily
living, indicating a level of frailty.'®! Information on patients’ func-
tional level was absent in the latter three studies.'>*>1¢ However,
these studies address “vulnerability” as patient characteristics or rea-
sons for communication difficulties.

3.3 | Thematic analysis

The step, “generating initial codes” resulted in a total of 25 codes,
while 14 and seven themes, respectively, emerged during the
following steps: “Searching for themes” and “reviewing themes.”’
Final step of the thematic analysis revealed the following three
themes: Communication strategy, frailty and patient participation,

and organisational and age norm challenges. Key characteristics and

@ 3of 10
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outcomes of included studies related to the three themes are

summarised in Table 2.

4 | DISCUSSION

We identified three overall themes: Communication strategy, frailty
and patient participation, and organisational and age norm challenges.
We found patient frailty combined with organisational barriers chal-
lenge effective and safe communication. Importantly, the studies
focused mainly on what the optimal ward round communication
should include rather than how it should be performed.

4.1 | Communication strategy

Skilled communication with older patients requires a variety of basic
nonverbal and verbal communication competencies.!” According to
Verheijden et al., a skilled communicator is sensitive and adapt to the
patient.® This is highly recognised in the present review as aging
causes physiological and psychological changes; perception and cogni-
tion may deteriorate, and the presence of pain or state of depression

1.7 As a consequence, phy-

may affect the ability to communicate wel
sicians should speak clearly and avoid using technical language or jar-
gon.w'20 However, how “clear communication” is best performed
remains uncertain but as a minimum patients should wear their glasses
and hearing aids.

As many patients struggle to remember information, the physician
should provide written information with ward round messages.*>2°
This also improves information of relatives. Ideally, health care
personnel should contact relatives after ward rounds if the relatives

are not present.

Health care personnel should
contact relatives after ward
round if the relatives are not
present.

Ward round information should consist of information about
diseases, reasons for discomfort, planned investigations, results,
discharge date, and physician’s diagnostic considerations.*>*’ How-
ever, physicians should avoid information overload. Skilled communi-
cation should be tailored to the patient’s needs; thus, full disclosure
might not be suited for all patients, as opposed to Habermas’' commu-
nication theory, that advocates truth and sincerity.”

Physicians should avoid
information overload.
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TABLE 1 The studies included in the scoping review.

Authors

1 Bains
eta

2 Chen
eta

|.14

|.15

3  Lindberg

eta

|.1O

Country

UK

Taiwan

Sweden

Aim of study

To examine how relatives

of people with
dementia experience
ward rounds at an old
age psychiatry service

To explore medical

message receiving and
expectations
concerning medical
information among
hospitalised elderly
patients in Taiwan

To describe what

participation means to
older patients in team
meetings

Participants

67 patients, 75 relatives,
patients were
265 years.

30 patients, mean age,
years. (SD): 80 (6.8),
males: 47%

15 patients,

mean age, years. (range):
82 (74-94), females:
80%

Design

Cross sectional study,

structured telephone
interview with survey
after hospitalisation

Descriptive mixed-

methods, design, audio
recordings of ward
rounds, semi-
structured interviews
after ward rounds.

Descriptive, qualitative

semi-structured
interviews and
observation of team
meetings

Key findings related to
the scoping review
question

Ward round
communication should
include agenda,
purpose, and
information on ward
round format. Ward
rounds are potentially
stressful for relatives—
especially spouses—
due to many
professionals’
presence and if they
fail to introduce
themselves.

Ward rounds with
relatives should
include the possibility
of speaking with the
physician alone.

Hospitalised patients have
impaired recall of
medical information
given at ward rounds.
Two-thirds of patients
could not repeat any
messages after 4 h,
which implies a need
for a written summary
of ward round key
messages. Ward round
messages should
include reasons for
discomfort, discharge
date, and effect of the
treatment regimen.

No patients asked
questions to
physicians, and 10%
made incorrect
repetitions. All
patients remembered
that the physician had
come to visit them.

The physician should view
the patient as a unique
human being and ask
for the patient’s views
and personal history.
The patients’
possibilities of
participating depend
on the staff’s attitude,
and the possibility for
the patient taking an
active part is limited.
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TABLE 1 (Continued)
Authors Country
4 Lindberg Sweden
etal?

5  Pecanac United
etall? States

6  Pecanac United
etall® States

Aim of study

To explore nurses’
experiences of older
patients’ participation
in team meetings

To explore how older
adults and physicians
negotiate the plan-
of-care during daily
rounds in the hospital
setting

To explore how
hospitalised older
adults’ concerns are
solicited and shared
during daily rounds

Participants

9 nurses, mean age, years.
(range): 35 (25-45), all
female, 1-25 years. of
work experience

29 patients, median age,
years. (range): 72 (65-
87)

29 patients, median age,
years. (range): 72 (65-
87), males: 92%

Design

Descriptive, qualitative
semi-structured
interviews

Descriptive mixed-
methods design,
conversation analysis
(qualitative data)

Descriptive mixed-
methods design,
conversation analysis
(both qualitative and
quantitative data)

P ———————— @ 5 of 10
A ASM

Key findings related to
the scoping review
question

The staff creates
conditions for
patients’ participation,
e.g., by framing the
team meeting and ask
patients to be
prepared. Patients
need further
information after the
ward rounds.
Vulnerability due to
disease and aging
affects participation
level. How the
participants of the
team meeting are
seated affects the
patients’ possibility of
asking questions and
demanding attention.

The physician-led
negotiation process is
initiated by either
leading with evidence
or presequences to
persuade the patient
to accept the
proposed plan.

The ability of patients to
actively engage in
daily conversations
was negligible, maybe
due to vulnerability
during hospitalisation.
Active resistance to
the proposed plan-
of-care was scarce.

Most concerns were
shared during the
physician’s listing
assessment questions
or during discussion of
the plan of care.

Physicians should apply
communication
strategies, i.e., when
and how to invite
patients to solicit
concerns during ward
round. Asking “how
are you feeling”
instead of “how are
you” solicited more
concerns, as did “what
questions do you
have” or “any
concerns” compared
to “any questions?”

(Continues)
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52 patients, median age

6 of 10 \ A ACHER Asm
TABLE 1 (Continued)
Authors Country Aim of study Participants
7  Redley Australia To examine patient
etall® preferences for

participation at ward
rounds in acute
medical inpatient
services using CPS and
PAM

To describe patient
participation
compared to patient

(SD): 73 years. (14.2),
female 52%

Design

Naturalistic, multi-method
study design,
structured interviews
with surveys prior to
ward rounds,
observation of ward
rounds, and semi-
structured interviews
after ward rounds
(qualitative data)

Key findings related to
the scoping review
question

Patients participated
actively in 75% of
ward rounds with
similar proportions in
each control
preference group,
suggesting that the
physician holds the
main responsibility for
achieving patient

preferences for
participation

To investigate clinicians’
factors for facilitation
and barriers for
patient participation

participation, and
patient condition or
reason for admittance
influences patient
participation level.

The following items
supported patient
capability for
participation: Clear
and understandable
information, building
patient confidence,
and empowering
patients to participate.

Physicians could facilitate
opportunities for
patient participation
by intentionally
inviting patients to
participate or by
creating a
participatory
environment.

In 30% of ward rounds,
interruption, or
distraction
(environmental
factors) seemed to
hinder the opportunity
for patient
participation.

Abbreviations: CPS, control preference scale; PAM, patient activation measure; SD, standard deviation.

Skilled communication
should be tailored to the
patient’s needs; thus, full
disclosure might not be
suited for all patients.

4.2 | Frailty and patient participation

Frailty is an age-related condition characterised by functional decline
across multiple domains in physiological systems and psychosocial

factors. There is no clear consensus on frailty. Patient participation
involves a patient’s rights and opportunities to influence the decision-
making process, and primarily involves an effort from the health care
professionals. Frailty may affect patients’ ability to co-create meaning
as proposed by the transactional model of communication,? and
therefore affects patient participation.

Some frail patients prefer a passive role in ward round
participation.'” However, physicians should cautiously assess patients’
preference for participation in the decision-making process rather
than  misjudging passive appearance as preference for
non-participation.'® Instead, physicians should invite older patients to
ask questions and explore patients’ concerns, expectations, and previ-
ous experiences.?! The shared decision-making process is, however,

time consuming and should be balanced. According to Elmore and
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TABLE 2 caption is: Key characteristics of themes.

Theme Challenges

1. Communication
strategy

Not allowing enough time for ward rounds for
frail patients

Not asking for patient’s views and personal
history

Not allowing for relatives to speak with the
physician alone

Low patient confidence and empowerment

Not having continuity of ward round personnel®

Ageism—discrimination on the grounds of a
person’s age®

Hospitalisation is likely to worsen frailty

Frailty affects patient participation levels

Impaired recall of received ward round messages
due to frailty

Fatigue may cause decreased active resistance to
the proposed plan-of-care

2. Frailty and patient
participation

Imbalance of power: Physicians can choose to
exclude the patients from participating

Ward round structure may overlook patients’ and
families’ individual needs

Patients’ and relatives’ failure to know format of
ward round and what to expect

3. Organisational and
age norm
challenges

Overcrowding and placement opposite of patient

can feel like a confrontation

Age norms may result in passive acceptance of
plan-of-care with no or few questions asked

Some patients do not want to be a nuisance, and
refrain from asking questions®

Interruption or distraction may hinder the
opportunity for patient participation

7 of 10

How to optimise communication

Avoid using technical terms or jargon®

Provide written information after the ward round

Actively invite patients to participate

Ask for patients’ concerns, reason for discomfort, discharge date, and
treatment efficiency

Avoid framing questions that incite certain replies, e.g., by seeking
patient acceptance by saying: “okay?” as this trend toward a “yes.”

To elicit patients’ concerns, “what concerns do you have?” surpass “any
concerns?”

Accommodate explanation to the patients’ desires, and recognising that
full disclosure is not for all®

Make patients feel safe, e.g., by conferring patient plans with other
health care personnel®

Recognise that passivity of the frail patient may poorly correlate with
participation preference

Avoid determining the plan-of-care before assessing patients’ and
relatives’ inputs

Allowing for companion to assist patients in case of no informal carers
present®

2lnput from stakeholder consultation with Elderly Council Members.

Kramer, a balanced shared decision-making discussion include facts,
patients’ values, and personal philosophies regarding health care in a

neutral and non-judgmental manner.??

Physicians should cautiously
assess patients’ preference
for participation in the
decision-making process
rather than misjudging
passive appearance as
preference for
non-participation.

Another aspect of ward round decisions are discharge plans, an

t.21

area where patient participation is deficien Older frail patients’

participation in the discharge process can be supported by, for exam-
ple, transition coaches, discharge information, and education of
patients about management strategies, and involvement of relatives
and caregivers.?®

With  increasing frailty comes increasing susceptibility
(or vulnerability) to even small stressors like, for example, hospitalisation.
Frailty affects ward round decision making.1%*%*°> Older people without
medical illnesses are more likely to want to participate in decision-
making than older people requiring acute medical care.?* Also, patient
participation is considered equivalent to being well informed, having

a caring relationship, and being seen as an individual human being.*’

Patient participation is
considered equivalent to being
well informed, having a caring
relationship, and being seen
as an individual human being.
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4.3 | Organisational and age norm challenges

An asymmetrical relationship exists between the health care person-

1116 more than for

nel and the older patient, an imbalance of power,
younger patients.?° Age norms imply that older patients have more
respect for authorities than younger patients.'® As a result, the older
patient may feel insignificant and powerless, which may cause them
to keep quiet.?° Patients might refrain from asking questions to avoid
being a nuisance. Thus, health care personnel should be aware of how
the hospital appears, as a powerful institution. Physicians should take
notice of and acknowledge older patients’ concerns, however subtle

they are pronounced.*’

Physicians should take notice
of and acknowledge older
patients’ concerns, however
subtle they are pronounced.

The organisational structure of ward rounds can diminish
patient involvement.'*?1¢ Overall, patients have limited opportu-
nity to influence the decision-making process and short ward rounds
may decrease patient activation, as older patients need longer inter-
action time to ask questions. Lindberg and colleagues highlight that
when outnumbered by health care personnel, older patients may
refrain from participating.'® The patient should not be seated oppo-
site health care personnel, as this may lead to a feeling of confron-
tation.** Thus, ward rounds should involve as few health care
personnel as possible, thus perhaps clashing with the preferred
interdisciplinary approach to frail patients.!! Also, limiting the num-
ber of physicians involved in the patient’s care could improve ward
round communication.

We found that a tension between patient-centred goals and
health care organisational priorities may be present.?° If health care
professionals propose a seemingly unfeasible discharge plan, relatives
of older patients may experience emotional and physical burdens.?
The aging population demands a political legislation in terms of alloca-
tion of resources at a macro level to overcome this barrier to patient-
centred goals. Meanwhile, research should focus on how physician
communication with relatives is best performed to ease the burden

caused by the health care system.

44 | Informal caregivers
Health care personnel must consider informal caregivers of older
patients as an integrated part of the patient’s care. An informal care-

giver, usually a family member, provides unpaid care owing to a

personal relationship. Upon admission, older patients’ cognitive state
may hinder information sharing and decision making. Thus, informa-
tion about medical history, functional level, and quality of life may be
provided by informal caregivers. Hospital admission is stressful for
informal caregivers, and surrogate decision making (i.e., decisions
made on behalf of incapacitated patients) may account for some of
the tension.2*2> Frequently, surrogate decisions concern code status
or other life-prolonging therapies with the risk of burdening the infor-
mal carers.2® According to Torke and colleagues, surrogate decision
making occurs in nearly half of older adults’ hospitalizations due to
deterioration of health or delegation.?® Therefore, research should
focus on the impact of surrogate decision making and qualify physi-
cians’ support of informal carers.

The involvement of informal caregivers increases patient partici-
pation; therefore, physicians should involve informal caregivers in
ward round discussions.?° In case that no informal caregivers exist, a
companion should be offered to advocate patient needs. However,
patients’ and informal caregivers’ opinions may not always align,
according to Doekhie and colleagues.?” Role clarification, the under-
standing of mutual roles and highlighting the patient perspective, may

meet this challenge.

The involvement of informal
caregivers increases patient
participation; therefore,
physicians should involve
informal caregivers in ward
round discussions.

4.5 | Health literacy and empowerment

The purpose of the ward rounds remains uncertain for many patients
and their relatives, which implies low health literacy.* Personal health
literacy is “the degree to which individuals have the ability to find,
understand, and use information and services to inform health-related
decisions and actions for themselves and others.”?® Health literacy is
significantly lower among older patients; thus, aspects of plan-of-care
are often not understood, and shared decision making is absent.
Improved health literacy is linked with empowerment; the latter
described as an absence or decline of powerlessness, helplessness,
alienation, victimisation, oppression, subordination, and paternalism.?’
Epstein and Street suggest the following statement to improve older
patients’ health literacy and, thus, empowerment: “I want to make
sure that I've helped you understand everything you need to under-

stand about your illness.””*°
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4.6 | Stakeholders’ input

We invited Elderly Council Members to include a stakeholder per-
spective. The Elderly Council Members confirmed the presented
results and even provided additional issues not found in this review.
Namely, the importance of mutual respect, to feel safe, and exemplify-
ing communication tailored to the individual patient. This highlights
the importance of patient partnership in research.

4.7 | Strengths and limitations

To our knowledge, this is the first systematic review on communica-
tion with older patients at ward rounds. We applied the methodologi-
cal framework of scoping reviews as presented by Levac et al.”
including inviting patients and relatives to give their perspectives on
the findings.

This study has some limitations. Ward rounds differ depending
on the local health care systems. We consulted an experienced
research librarian, and the applied search strategy included numerous
synonyms for the term “ward round,” but we may have excluded
relevant papers unintentionally, due to the local rhetoric on such
rounds. In addition, the ward round is not necessarily limited to time
and place. Communication with older frail patients regarding
discharge happens during ward rounds and other occasions during
hospital admission. Therefore, papers concerning communication
about decision-making that does not mention ward rounds or similar
could be missed in this review. We did not critically appraise the
included studies; however, the scoping review aims to investigate
the nature and extent of the research topic rather than assess the

quality of the included studies.

5 | CONCLUSIONS

Characteristics of frail older patients and organisational barriers chal-
lenge effective and safe ward round communication. The identified
studies in the present review focused mainly on what the optimal
ward round communication should include rather than how it should
be performed. Further research is required to qualify communication

training elements in post-graduate medical education.
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Key summary points

Aim To explore communication preferences of patients and informal caregivers during ward rounds.

Findings The study identified establishing professional relationships with patients and ensuring informal caregiver inclusion
as the preferred communication preferences. Healthcare personnel should recognize informal caregiver burden and carefully
dissect the shared decision-making process to ensure both patient and informal caregiver inclusion.

Message Healthcare personnel should recognize informal caregivers' burdens and ensure both patient and caregiver inclu-
sion through empathetic and collaborative communication.

Abstract

Purpose Skilful communication prompts quality patient care. Informal caregivers occupy a crucial role when caring for
hospitalised older patients living with frailty. However, skilful communication with both patients and informal caregivers
during ward rounds has not been studied. Thus, we aimed to explore communication preferences of patients and informal
caregivers during ward rounds.

Methods We conducted semi-structured interviews with hospitalized patients and informal caregivers until information
redundancy occurred. We used inductive coding of the transcribed interviews followed by a reflexive thematic analysis.
Results The study included 15 patients and 15 informal caregivers. Patients had a median age of 85 years (range 75-100 years)
and seven patients were females. Informal caregivers’ median age were 45 years (range 38—80 years) and 13 were females.
Three themes were generated: (1) building relationships and conveying information, (2) alleviating informal caregiver strain
and (3) sharing the decision-making process. Themes highlighted the importance of collaborative and empathetic approaches
in healthcare interactions, emphasizing interpersonal communication skills, such as fostering professional relationships.
The interviews unveiled informal caregiver burden stemming from disempowerment during hospital discharge process and

< Lene Holst Andersen
lehane @rm.dk

Department of Internal Medicine, Randers Regional
Hospital, Skovlyvej 15, 8930 Randers, NE, Denmark

Department of Geriatric Medicine, Aarhus University
Hospital, Aarhus, Denmark

Department of Clinical Medicine, Aarhus University, Aarhus,
Denmark

Postgraduate Medical Education, Region North, Viborg,
Denmark

Department of Anesthesiology and Intensive Care, Aarhus
University Hospital, Aarhus, Denmark

6 MidtSIM, Corporate HR, Central Denmark Region, Aarhus,
Denmark

Published online: 04 September 2024 @ Springer



European Geriatric Medicine

managing mistrust within the healthcare system. The shared decision-making process should address patients’ and informal

caregivers’ needs and circumstances.

Conclusions Communication preferences of a population of older patients living with frailty and informal caregivers during
ward rounds encompass interpersonal communication, demonstrating ample time, and being seen as a human being. Informal
caregivers value being included in the decision-making process. Skilful communication includes for doctors to recognize

informal caregivers’ narratives and burdens.
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Introduction

During a hospital stay, important patient care decisions are
often made during ward rounds, and skilful communication
is needed at these times [1]. Communication is best regarded
as a dynamic process influenced by context and by all the
individuals involved [2]. Rather than involving a linear trans-
mission of messages, it reflects a complex interaction where
people continuously send, receive and adjust messages and
meanings [2]. The effectiveness of communication and of
information exchange depends on the quality of interaction
between participants, their mutual understanding and devel-
opment of a holistic relationship [3]. It also requires that
the individuals concerned can communicate. This may be
more difficult for older hospital patients who are frail, with
multiple comorbidities and functional decline [4] as well as

@ Springer

are acutely unwell and perhaps suffering from conditions
such as delirium [5].

Informal caregivers (ICs) are among the individuals
who may be involved in ward round communication, as
they typically participate during ward rounds or are con-
tacted afterwards. They contribute significantly to patient
care by providing valuable insights into patient preferences
and assisting with patient discharge [6, 7]. This aligns with
the family-centred care perspective, a holistic approach to
patient care [8] that has been shown in studies to improve
health outcomes and enhance the care experience for both
patients and their families. [9, 10]. However, as previously
stated, patients’ and ICs’ communication preferences may
differ, which may make effective communication during
ward rounds challenging [11]. As such, considering the com-
munication preferences of both patients and ICs is essential
to comprehensively understand the requisites for effective
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ward round communication, which may ultimately improve
patient outcomes and patient safety. However, their commu-
nication preferences must be explored holistically instead of
merely as verbal actions.

Therefore, in this study, we aimed to explore the commu-
nication preferences of older patients living with frailty and
of their informal caregivers during the patients’ hospitalisa-
tion, and to analyse such preferences in light of holistic com-
munication. Such knowledge can inform the development of
family-centred education of healthcare personnel (HCP) on
effective ward round communication for patient outcomes
and patient safety.

Methods
Study design

Exploring the communication preferences of older patients
living with frailty and of ICs during the patients’ hospi-
talisation required a qualitative study design that involved
semi-structured individual interviews with such patients
and ICs [12]. A phenomenological approach was also used
to explore and interpret lived experiences of ward round
communication [13]. This study was conducted according to
the COnsolidated criteria for REporting Qualitative research
(COREQ) guidelines for reporting qualitative research stud-
ies (see Appendix 1) [14]. The interview guide was devel-
oped in collaboration with elderly councils in the munici-
palities of Randers and Aarhus in Denmark to ensure that
it would adhere not only to the scientific literature but also
to the viewpoints of such elderly councils [15]. Two pilot
interviews were conducted, after which the interview guide
was slightly modified. The final interview guide is presented
in Appendix 2. The principal investigator, LA, conducted all
the interviews.

Danish healthcare system

Individuals registered in the Danish Civil Registration Sys-
tem and whose place of residence is Denmark are permit-
ted to access all public healthcare services in the country,
including hospital admittance [16]. Healthcare coverage is
tax-based. General practitioners function as the gatekeepers
to these services in hospitals, unless the patient is admitted
due to an acute condition, via an emergency call.

Recruitment of study participants

Convenience sampling was used to identify potential patient
and IC interviewees for this study. Patients were recruited
from inpatients in the Geriatric Department of Aarhus Uni-
versity Hospital, an 850-bed university teaching hospital,

and in the Medical Department of Randers Regional Hospi-
tal, a 191-bed regional teaching hospital. Both hospitals are
in the Central Denmark Region and are city-based hospitals
serving both urban and rural populations. The patient inclu-
sion criteria were as follows: (1) 65 years of age or older,
(2) suffering from frailty according to the Clinical Frailty
Scale, with a score of 5-8 [17, 18] and (3) able to give their
informed consent to participate in this study. ICs of inpa-
tients in the aforementioned departments of the two hospitals
were also recruited for this study. They were either contacted
by phone after the patients gave their informed consent to
their ICs’ participation in this study, or approached face to
face if they were at the hospital. Both the patients and the
ICs were briefed on this study’s purpose and methods orally
and in writing, after which they were given time to consider
if they would participate in this study.

Data collection

The interviews were conducted from November 2022 to June
2023. The patients were interviewed in the hospital, and the
ICs were interviewed in the hospital, on the phone or at their
home, whichever they found convenient. The interviews
were audio-recorded, transcribed verbatim and anonymised
for subsequent analysis.

Data analysis

Reflexive thematic analysis was employed to identify key
themes from the interview responses, using an inductive
coding process [19]. The six-step process used was aimed
at generating thematic patterns across the dataset based on
the study’s aim [20]. To ensure coding quality, RDJ, MS
and KK, who are all experienced qualitative researchers,
worked with LA to code the first four interviews. LA coded
the remaining interviews independently, and LA and RDJ
refined the themes iteratively. When information redundancy
occurred, no more interviews were conducted [21]. Data
analysis was performed using NVivo 14.0 (Lumivero) [22].

Ethics

This study was approved by the Institutional Review Board
of Aarhus University, Aarhus, Denmark (2023-002). All the
interviewees gave their oral and written informed consent to
participate in this study.
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Table 1 Participant characteristics, n=30

Characteristics n (%) or median (range)
Patients Informal caregivers
Study participants 15 15
Age, years 85 (75-100) 59 (49-77)
Gender
Male 8 (53%) 2 (13%)
Female 7 (47%) 13 (87%)
Residency
House/apartment 13 (87%) -
Senior housing 1 (7%) -
Nursing home 1 (7%) -
Receives homecare 14 (93%) -
CFS 6 (5-8) -
Inpatient hospital admissions 3 (1-11) -
during the last 24 months
Relationship with patient
Partner - 2 (13%)
Son/daughter - 11 (73%)
Other family - 2 (13%)
Place of interview
Hospital 15 (100%) 1 (7%)
At home - 3 (20%)
Over the telephone - 11 (73%)

CFS clinical frailty scale

Results

A total of 30 interviews were conducted, equally divided
between older patients living with frailty and ICs. Informa-
tion on the study participants can be found in Table 1. The
median interview length (minimum and maximum range)
with each of the patients was 32 min (18—47 min), and with
each of the ICs, 40 min (2687 min).

Building relationships and conveying information

In the context of ward rounds, the patients highlighted that
their doctors sought not only to simply convey information
to them but also to build a trusting relationship with them.
This underscores how doctors focusing on fostering relation-
ships can make patients feel comfortable. However, the ICs
emphasised the conveyed information and their feeling of
being heard rather than the interpersonal relationships. As
such, information to ICs could be effectively delivered by the
doctor or a nurse who is familiar with the patient.

IC 14/Daughter: ‘It’s just additional information that
one might desire. It shouldn’t just go through [the
patient]. It would have been nice if there had been
someone else [other than the doctor] to inform us. But
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I know it’s a busy department. [...] Someone should
have informed us when we were visiting’.

The patients often highlighted the critical role of ICs, espe-
cially spouses, when doctors convey information regarding
patient care. For most of the patients, ICs are essential resources
and translators between them and HCP to help them under-
stand and remember the HCP’s messages during ward rounds.
The patients expected some ICs to know everything about their
medical history, even the information that they withheld. The
ICs speculated that patients withheld information either because
they wanted to keep it private, or they did not want to be a
nuisance. Other patients were very explicit about using ICs to
speak up and challenge doctors’ treatment plans.

Patient 12: ‘Now, I’'m probably not the one who makes
the most fuss but thank God I have a son who can
make fuss for me, and he does that well’.

Both the patients and ICs highlighted the importance of
aligning the level of information with patients’ preferences
and current conditions. They added that this often neces-
sitates understanding patients’ resources outside the hospi-
tal setting. Some ICs mentioned that the information they
provided at the patient’s hospital admission was essential,
as patients were sometimes unable to communicate due to
fatigue or delirium. Consequently, ICs felt it was impor-
tant for doctors to engage in conversations with them and
be available for information exchange. This IC perspective,
which might differ somewhat from that of the patients, was
considered essential for providing a complete picture of the
patient’s needs. This was rooted in their sense of responsi-
bility, because most patients, regardless of their cognitive
state, struggled to communicate their care plans to their ICs
with sufficient details. The ICs emphasised that doctors need
skills in incorporating ICs’ perspectives in their patient care
plans and in explicitly using IC-provided information.

IC 4/Daughter: ‘I was listened to, and what I said was
used in the short summary that the doctor made. My
knowledge was utilised, and I couldn’t be more satis-
fied. I wasn’t excluded’.

The patients largely valued doctors who formed an
alliance with them and emphasised mutual goals for the
patient’s treatment and well-being. Many of the patients uti-
lised terms such as ‘we’ or ‘us’ when referring to factors that
affected their well-being, underscoring the importance of
doctors’ prioritisation of the establishment of a patient—doc-
tor relationship.

Patient 7: ‘He [the doctor] was down to earth and
could explain what was happening. Even though he
was not a craftsman like me, we had a good conversa-
tion and were able to discuss things’.
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Some of the patients expressed feelings of alienation
when doctors failed to perceive them as individuals, which
also tended to incite frustration and anger among the ICs.
For example, Patient 3 commented, ‘Even if I can’t see prop-
erly, they can still talk to me, and I can answer. They forget
that you are a human being’. Likewise, according to most
of the patients and ICs, doctors should be aware of patients’
feelings of being subject to a system that they may not com-
prehend or that they may feel subordinate to. Patient 6 said,
‘Sometimes I try to speak up, but it doesn’t always help.
After all, they are the ones who are right, not me’.

Conversations about existential topics, such as attitudes
towards do-not-attempt-cardiopulmonary-resuscitation
(DNACPR) decisions, seemed less stressful for most of
the patients. In addition, some patients noted that discuss-
ing death and other existential topics was challenging for
their informal caregivers (ICs). However, this was not men-
tioned by the ICs. On the other hand, the ICs empathetically
stated that based on their own experiences, honesty is their
preferred means of communicating bad news or handling
advanced directives, including from doctors. Most of the
ICs preferred that the doctor initiate this talk.

IC 5/Partner: “You get to know what it [the cancer
diagnosis] is all about. What do we do from here, what
is the prognosis, what are the long-term consequences.
Simply facts. In a kind, matter-of-fact and compassion-
ate way, without it turning into hugs and tears’.

As for surrogate decisions for DNACPR decisions, the
ICs emphasised that the doctor should explicitly explore ICs’
knowledge of patients’ preferences, as this would minimise
the IC’s strain. Furthermore, most of the patients considered
the burden on the IC after the patient’s resuscitation and did
not want to be a nuisance, which may have led some patients
to decline resuscitation attempts.

Patient 11: ‘But the second time [I was asked about
my DNACPR decision], I said I only wanted to be kept
alive if there is a meaning to it. [...] And another thing
is that [my spouse] should not have the responsibility
of getting me into a nursing home’.

Alleviating informal caregiver (IC) strain

The ICs frequently conveyed significant levels of burden
and concerns, notably highlighting their challenges associ-
ated with the discharge process. This encompassed managing
home care responsibilities and ensuring that the patient’s resi-
dence was adequately prepared, often while experiencing the
additional strain of attending to other family members’ needs.

IC 12/Daughter: ‘So, what I’ve felt pressured and
stressed about is that I’ve kind of felt like it was all

on me; that I had to bear my mother’s stress over this
situation. [...] So, I’ve felt like I’'m the one who’s had
to hold it all together and then accommodate other
people’s frustration’.

Although the patients relied heavily on the support of
their ICs during their hospitalisation, they often hesitated
to impose burdens on their ICs, reflecting their reluctance
to be a nuisance. Additionally, they frequently affirmed their
fundamental trust in medical authorities, as exemplified by
their acceptance of doctors unilaterally determining their
care plan without seeking their informed consent.

Patient 5: ‘No [I wasn’t asked about a treatment], but I
reckon it’s all fine. [...] I’'m entirely comfortable with
that’.

On the other hand, the ICs often shared their encounters
with an overburdened healthcare system—a system that
demonstrated minimal compliance with directives pertain-
ing to patient care during a patient’s hospital admission.
Furthermore, the ICs often felt deprioritised by HCP due to
their lack of information on patient care.

IC 14/Daughter: ‘Sometimes [we] don’t get prioritised
at all. [...] I think it’s been frustrating, especially when
[the patient] was hospitalised and he felt really bad’.

Navigating their lack of trust in the healthcare system
and, consequently, also in doctors, was a source of stress
for most of the ICs. They stated that this issue of lack of
trust could be alleviated through doctors’ demonstration
of genuine interest in their patient’s story and their good
preparation.

IC 10/Daughter: ‘They actually knew what was in her
medical record. They knew what it was about when
they showed up at the ward. They had read everything
that had happened before. So, we felt completely safe,
and a weight was lifted off my shoulders’.

Most of the ICs stressed their role as an advocate and
their responsibility to ensure quality of care for their patient,
as illustrated by IC 12/Daughter, who stated: ‘And then, I
can just see the course of illness he [the patient] has had.
Well, he would have been sent home without follow-up if I
didn’t do anything. [...] So, I feel like I have to double-check
all the time’. However, when time was limited, the ICs pri-
oritised their patients’ needs, which might have conflicted
with their desire for active participation during ward rounds.
In addition, assuming primary responsibility for a hospital-
ised patient’s care plan while feeling excluded from crucial
information posed significant challenges for many of the ICs
in their supportive role.
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IC/Daughter 10: ‘Had we not been there, she would
not have been able to get help [from the ward]. It was
tough’.

Both the patients and the ICs noted that doctors’ demon-
stration of ample time and patience was of great importance
to the patients. The patients typically valued the time doc-
tors spent with them, focusing more on the amount of time
given rather than the quality of information shared during
ward rounds. On the other hand, the ICs sought dedicated
time from doctors and comprehensive information sharing,
including for the ICs’ sharing of their version of the story,
often referred to as ‘the long story’.

IC 12/Daughter: ‘There was time enough for the doc-
tor to take the whole story. He didn’t just focus on the
reason for this hospitalisation, and that was nice’.

Many of the ICs stated that their patients’ frailty had led
to their frequent hospitalisation and to subsequent changes
in their functional abilities and care needs. Therefore, when
the ICs were given the opportunity and time to tell ‘the long
story’, their burden decreased.

Sharing the decision-making process

The patients’ decision-making preferences were found to
encompass a spectrum. While most patients preferred their
doctor or IC to decide on their care plan, a few of them pre-
ferred to make their own care decisions. This seemed based
on their respect for medical authorities.

Patient 1: ‘It’s the doctor and I [who make the deci-
sion]. And here, I know who is the smartest. [...] that’s
why I don’t speak up’.

The patients who preferred to be involved in the decision-
making process needed to be actively involved in it. Conse-
quently, this was fundamentally the doctor’s responsibility.
For example, Patient 11 stated, “What I’m trying to say [is]
... 'm trying to get that through to the doctor [...]. It is
imperative that [the] doctor includes me’. One area in which
both the patients and the ICs did not feel included in the
decision-making process was regarding the patients’ hospi-
tal discharge. For some of the patients, this resulted in their
lower compliance with their medical treatment.

Patient 6: “That’s probably the problem—that doctors
make decisions on my behalf [...] but even if I find it
difficult, I do as I please anyway [after my discharge]’.

The patients and the ICs recommended that for them to be
part of this decision-making process, doctors should provide
patients with few and easily understandable options. The
ICs appreciated prompt and comprehensible information,
considering their needs, as the discharge process constituted
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a major burden for them. One strategy for lightening the
IC burden was to align expectations and clarify goals to
be met before the discharge. However, as some of the ICs
mentioned, to some extent, they have an influence on the
decisions. IC 4/Daughter said, ‘But sometimes, [when she
makes decisions about patient care], I nudge her a little.
Shouldn’t you...? Have you thought about ...? We do that
together when I call her’.

The patients’ inclination to build relationships with their
doctors led many of them to express a preference for equal
communication with their doctors. On the other hand, many
of the ICs, said they could not say what was on their mind in
front of the patient, as when they disagreed with the patient,
maintaining a good relationship between them was essential.
Thus, the ICs valued an opportunity for them to talk with
the doctor alone.

IC 15/Daughter: ‘So, they asked me if there was any-
thing I wanted to add. Yes, there was a lot, but not
while my father was present. I have often found some-
one out in the hallway and asked that person to request
the doctor to call me’.

Some of the ICs noted that doctors sought information or
sought to establish an alliance with them that could influ-
ence patients to behave in a certain manner, which the staff
found advantageous. Likewise, some of the ICs observed
that doctors primarily requested their involvement when the
patient did not comply with the staff directives. This was
particularly evident when the patient had cognitive disabili-
ties, was reluctant to eat or drink sufficiently or neglected
their illness. However, as a few patients mentioned, their
ICs were sometimes mistaken or overly protective of them.

Discussion

This qualitative analysis of interviews with older inpatients
with frailty and ICs identified three themes that encom-
passed their similar and diverse communication perspectives
and needs with regard to ward rounds.

Building relationships and conveying information

The patients emphasised the importance of fostering equal
relationships with doctors. This result possibly reflects gen-
erational shifts in behaviour, as previous research has sug-
gested that older patients tended to defer more to medical
authorities [23]. Fostering equal relationships with patients
(i-e., by cultivating interpersonal skills) is embedded in pre-
and post-graduate medical education curricula, such as via
the CanMEDS role of the Communicator of ‘Establish[ing]
professional therapeutic relationships with patients and their
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families’, and plays a dominant part in, for example, nurses’
education [24, 25].

The patients added that doctors should not only dem-
onstrate empathy for their patients but should also con-
vey patience with them and a sense of having ample time
for them as markers of quality care, which should thus be
emphasised in their ward-round communication skills train-
ing. Similarly, the patients underlined the importance of doc-
tors’ relationship-building skills given the time constraints
prevalent in hospital settings, characterised by short admis-
sions, lack of service continuity and busy staft [26]. Never-
theless, as in previous studies, some of the patients in this
study were objectified and treated more as tasks to be man-
aged rather than as human beings [27]. Today’s healthcare
communication with older patients often reflects unequal
power dynamics and reinforces stereotypes of frailty and
dependency, which is often described as ageism [28, 29].
Implicit stereotyping of older patients in doctors’ interac-
tions with them can affect these patients’ perceptions and
health outcomes [30]. The current study reiterates how con-
descending behaviour of doctors impacts both patients and
their ICs.

We also explored the participants’ experiences with
DNACPR decisions, as these decisions often occur during
ward rounds. Previous studies have found that DNACPR
decisions challenge doctors due to the ethical, emotional and
legal complexities involved [31, 32]. In the current study,
most of the patients did not express discomfort when speak-
ing to their doctors about existential topics, such as death
or DNACPR decisions. They regarded death and dying as
inevitable and beyond their control. Lloyd et al. (2016) also
explored the experiences of older adults living with frailty
and approaching death, and the experiences of their ICs, to
understand their multidimensional needs and how a pallia-
tive approach might be relevant for them [33]. The research-
ers argued for addressing the subjects’ future concerns rather
than centring the conversation with them on death. Inter-
estingly, some of the patients in Lloyd et al.’s study noted
that their ICs might feel uncomfortable discussing death, a
sentiment that contrasted with the ICs of this study’s state-
ments. This claim of the patients might have been rooted
in their reluctance to be a nuisance to their relatives and to
cause them pain [34].

Most of the ICs preferred honesty when discussing
DNACPR status with doctors, as found in previous studies
[35]. Educating doctors in handling DNACPR decisions is
a multifaceted task, oftentimes solely focusing on clinical
decision-making skills, rather than, for example, communi-
cation or psychological support training [36]. Here, bring-
ing in patients or ICs as educators or evaluators of this task
could be advantageous. Similarly, Sivertsen and colleagues
found that insufficient communication about the DNACPR
decision-making process can lead to distress or feelings of

powerlessness among ICs [35]. Furthermore, this could
cause strained relationships with healthcare providers and
potential long-term psychological effects [35].

Alleviating IC strain

Strain among ICs has been demonstrated in several stud-
ies [37-39]. A study in Switzerland found that ICs’ feel-
ing of unpreparedness caused their sense of burden [37].
In the current study, however, the ICs almost unanimously
reported that the primary source of their strain was their
feeling of being responsible for patient care. In Denmark,
ICs are often not involved in home care but, instead, man-
age the patient’s transition from the hospital to the home
with all relevant stakeholders. Thus, as shown in previous
research, ICs’ exclusion from the discharge process increases
their burden [38]. IC strain may also arise from trust issues.
In the present study, we found that younger ICs generally
distrusted doctors and the healthcare system more than did
older ICs. As previous research indicated, this can lead to
severe IC discomfort [39]. Moreover, a Danish study in 2018
explored the collaboration experiences of relatives of older
patients with hospital personnel and their involvement in
the patients’ care and treatment [35]. Similar to the current
study, the relatives in that study felt an absence of care and,
thus, felt the responsibility for patient care placed on them
[35]. In addition, in the current study, the ICs experienced
difficulties with being informed during ward rounds. Riffin
et al. (2020) highlighted that while such integration of ICs
in patient care could help improve patient care, HCP’s lack
of time to do so is a major barrier [40].

Sharing the decision-making process

In the current study, the patients’ preferences regarding their
participation in the decision-making for their care varied,
so doctors should explicitly ask their patients if they wish
to participate in such decision-making [23]. Ekdahl et al.
(2010) highlighted how older patients, particularly those liv-
ing with frailty, juxtaposed their desire to be informed about
the decision-making process with their desire to participate
in such process [41]. However, in the current study, we did
not find a strong inclination towards the belief that being
well-informed necessarily translates into active involve-
ment in decision-making. This may be because most of the
patients did not perceive themselves as part of the decision-
making process or chose not to participate in it. Similarly,
Bastiaens et al. (2013) found that many patients among
older community-dwelling people in Europe desired to be
involved in their own care, but ‘their definition of involve-
ment [was] more focused on “[a] caring relationship”, “[a]
person-centred approach” and “receiving information” than
on “active participation in decision making’’ [42]. The

@ Springer
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‘caring relationship’ between patients and doctors was an
important factor of the patients’ feeling of control and well-
being, as Nyende et al. (2023) [43].

In the context of the discharge process, where ICs’ knowl-
edge is particularly relevant, previous studies indicated a
deficiency in shared decision-making practices [38]. If
patients and ICs are to be parts of this process, doctors
should provide few and easily understandable options to
patients. In the current study, when the ICs were invited to
join the discharge process, both the patients and they ben-
efitted significantly. Other studies have demonstrated that
involving patients and ICs in the shared-decision process
regarding hospital discharge enhances care plan efficacy and
satisfaction with subsequent arrangements [44].

Finally, we found that ICs may find themselves navigat-
ing the complex and changing aspects of paternalism, when
the alliance between the doctor and the IC appears to be
prioritised over the patient’s autonomy. When paternalism
is warranted, it requires ICs to collaborate with doctors to
foster an alliance that values the patient’s voice and prefer-
ences as central elements in the decision-making process.

Limitations

The current study had some limitations. First, we managed
to have only one patient and one IC who were related. If we
had interviewed more patients and ICs who were related,
our analysis would have been deeper, as related patients and
ICs might have different perspectives from unrelated ones.
However, the mostly unrelated patients and ICs in the cur-
rent study might have been more honest in their interview
responses. Second, we were unable to include more than two
male ICs, suggesting that most primary ICs are female [45].
This predominance of female over male ICs in our inter-
views could have affected our analysis, as female ICs have
been shown to express more IC burdens than male ICs [46].
Third, as this study was a qualitative study conducted in Den-
mark, our findings were shaped by cultural factors, including
healthcare systems and family structure. Fourth, we inter-
viewed the patients during their hospital stays, which resulted
in relatively short interviews. However, we decided to inter-
view patients while they were still hospitalised, because
previous studies in comparable contexts had challenges in
recruiting patients after their hospital discharge [47].

Conclusion
This qualitative study explored, through interviews, the per-

spectives of older patients living with frailty and of ICs on
ward-round communication. Our analysis generated three

@ Springer

themes that covered the perspectives and needs of patients
and ICs and highlighted the importance of interpersonal
communication between doctors and patients while main-
taining a collaborative approach to ICs. These themes are the
reliance of the patients in this study on both doctors and ICs
for making care decisions, and the ICs’ valuing of the recog-
nition of their narratives and burdens and of their inclusion
in the decision-making process. These themes emphasise the
necessity of tailoring communication to address the unique
needs and circumstances of each patient and their IC. This
holistic approach could lead to more effective and patient-
centred care that will enhance overall patient satisfaction and
alleviate IC burden.
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Enhancing ward rounds for older patients =2
with frailty: a modified Delphi process

Lene Holst Andersen'?'®, Bo Lefgren'*'®, Mads Skipper® ®, Kristian Krogh*'® and Rune Dall Jensen?>"®

Abstract

Background Despite their prevalence, ward round practices are not well described, leading to challenges in
achieving proficiency. We aimed to identify consensus-based content items for conducting ward rounds with
older patients with frailty to provide clearer guidelines and enhanced understanding of best practices for medical
professionals.

Methods A nationwide Danish five-round Delphi study was conducted during 2023. Geriatric medicine (30) and
medical communication (5) experts were invited to participate. The participants’comments and an iterative thematic
approach were used to identify and refine content items and themes, after which participants assessed items for
consensus. Consensus was defined as 75% of participants voting 7-9 on a 1-9 Likert scale. ltems without consensus
returned to the next Delphi round with elimination if no consensus was reached after the second assessment.

Results Delphi study response rates were 26(74%), 21(81%), 18(86%), 13(72%), and 11(85%) in Delphi rounds 1-5,
respectively. Experts reached consensus on 108 content items on conducting ward rounds with older patients

with frailty. [tems were organised into four themes: (1) preparing ward rounds, (2) conducting ward rounds, (3)
competencies, (4) circumstances related to the patient group. Ward round preparation and the conduction of ward
round detailed the process of managing older inpatients with frailty, including conducting a holistic review of patient
history and functional status, as well as improving the environment, such as by reducing noise. Competencies and
patient circumstances related to the patient group included knowledge, skills, and attitudes to improve ward round
quality, including flexibility in terms of reading patient cues and adjusting content to changes in cognition and
alertness and knowledge on how to communicate with patients living with cognitive impairment.

Conclusions Geriatric medicine and medical communication experts reached consensus on 108 content items for
conducting ward rounds with older patients with frailty. The items were grouped into four themes: preparing for ward
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rounds, conducting ward rounds, required competencies, and patient-related circumstances. The authors believe that
this study serves as a valuable resource for medical training and future research.

Keywords Continuous professional development, Ward rounds, Geriatric medicine, Frailty, Curriculum development,

Delphi methodology

Introduction

Ward rounds are essential for clarifying diagnoses, coor-
dinating management plans, and monitoring patient
progress during hospitalisation [1]. They also establish
patient and team goals, plan discharges, and educate
healthcare professionals (HCPs) [1]. A patient-centred
approach is preferred to ensure patient involvement and
shared-decision making [2]. The skills required for effec-
tive inpatient care are integral to medical education, but
conducting ward rounds is not clearly defined, making it
difficult to teach and incorporate into curricula [3, 4].

Hospitalised older patients are increasingly complex
due to rising levels of multimorbidity, polypharmacy, and
frailty [5, 6]. Despite its recognised importance, man-
aging frailty during ward rounds is challenging, even in
medical education in general [1, 7-10]. Frailty, an age-
related syndrome characterised by a functional decline in
physical, cognitive, and social domains, complicates ward
rounds [11]. Patient deterioration, such as delirium or
fatigue, challenges communication and patient involve-
ment [7, 12, 13]. Additionally, the nonspecific and subtle
symptoms common in this population can make it diffi-
cult to identify complaints, potentially leading to misdi-
agnoses and extended hospital stays [14, 15].

To address these challenges effectively, ward rounds
for older patients with frailty must involve collaborative,
multidisciplinary, and profession-specific medical assess-
ments, as well as tailored care plans [6]. As the number of
older inpatients with frailty rises, there is a need for a col-
lective responsibility for their care [16—18]. Overall, con-
ducting ward rounds for patients with frailty is a complex
and frequent task, but inadequate education can lead to
improper care for older patients with frailty [19]. There-
fore, the purpose of this study was to identify key items
for curriculum development on conducting ward rounds
for this patient group.

Methods

We applied a modified Delphi methodology to achieve
expert consensus on the best practices for conducting
ward rounds with older patients with frailty [20, 21]. The
process comprised two parts: a focus group interview
and a Delphi study conducted from January 2023 to June
2023. We opted not to specify a fixed number of rounds,
thereby modifying the traditional Delphi process of three
rounds [22]. Following Kern’s six-step approach to cur-
riculum development, this study offered a both a gen-
eral and targeted needs assessment, and further, insights

goals and objectives to improve ward rounds (steps 1 to
3) [23].

Study participants

Focus group participants were geriatric doctors with
expertise in communication. They were peer-nominated
by members of the Danish Geriatric Society and included
via convenience sampling. Delphi study participants
included geriatric medicine and medical communication
experts. Geriatric medicine experts included key opin-
ion leaders, such as medical directors and clinical leads,
from all departments with geriatric medicine in Denmark
[21]. Medical communication experts were contacted via
email and asked to nominate peers. Work experience in
the field of study served as a proxy for expertise, and we
invited participants with at least five years of field experi-
ence [24]. We decided to include 35 participants for the
Delphi study to ensure a broad range of perspectives and
experiences [25, 26]. Five focus group participants were
also invited to the Delphi study. The authors did not par-
ticipate in any of the processes.

Preparing the Delphi study

A focus group interview was conducted to design the
initial round of the Delphi study. The focus group inter-
view was held online for convenience and to secure
multiple site attendance. Focus group participants were
asked to describe the ward round, competencies needed
for undertaking ward rounds, and special circumstances
related to older patients with frailty. Participants were
asked to be as specific and operationalizable as possi-
ble. Medical communication experts were not included
in the focus group as these interviews focused on ward
round structure and content. The experts were included
at the next stage of the Delphi study to refine findings
with broader perspectives. The semi-structured inter-
view guide can be found in Additional file 1. The focus
group meeting was audio recorded, transcribed verbatim,
and inductively coded using NVivo software [27]. The
thematic analysis identified overarching themes, which
informed the development of the open-ended questions
in Delphi Round 1 [28].

The Delphi study

The five-round Delphi study aimed to generate consen-
sus-based content items for conducting ward rounds
with older patients with frailty. Frailty was defined using
the Clinical Frailty Scale, where a score of 5-8 indicate
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Table 1 Study participants Table 2 Response rates per Delphi round
Focus Delphi Round Round Round Round Round
group study ex- 1 2 3 4 5
interview  pert panel Surveyed participants, 35 26 21 18 13
n=8 n=35 n
Peer nomina- Geriatric Medicine 18 - Responded, n (%) 26(74) 21(81) 18(86) 13(72) 11(85)
tion,n Medical Communication - 5 Geriatric Medicine 24(92) 19(90) 16(89) 12(92) 10(91)
Experts in, Geriatric Medicine 8(100) 30 (86) experts, n (%)
n (%) Medical Communication - 5(14)
Gender, n (%) Female 5(63) 23 (66)
Male ‘ 3(37) 124 Round 3 to 5: Building consensus
Workplace,  University hospital 5(63) 9(20) In rounds 3-5, participants were asked to build consen-
n (%) Regional hospital 3(37) 23 (66) X . . .
Other 309 sus on refined content items by rating items on a 1-9 Lik-

varying levels of frailty [29, 30]. Questions for each round
can be found in Additional file 2. Delphi rounds were
conducted via email, and participants were given two
weeks to respond. Reminders were sent to maximise
participation. Proceeding to the next round required a
response rate of >60% of the panellists who participated
in the preceding round. Only participants who completed
the previous round could participate in the proceed-
ing Delphi rounds. In accordance with previous Delphi
studies, consensus was defined as >75% of prticipants
responding ‘7-9’ to a content item [31]. Items reaching
a consensus level below 75% after the second rating were
eliminated [31].

Round 1:identifying content items

Round 1 contained six open-ended questions to facilitate
a brainstorming phase. Questions covered ward round
preparation, conduction, and follow-up. Questions also
encompassed competencies required and challenges
met during ward rounds. Lastly, participants were asked
to list competencies that physicians in training should
practice when conducting ward rounds. Using an induc-
tive, thematic approach, all responses were analysed and
organised into themes, sub-themes, and content items by
authors LA and RD [28].

Rounds 2 and 3: refining content items

Rounds 2 and 3 refined the identified content items
from previous rounds. Therefore, each participant had
to decide if every content item was adequately described
and operationalizable. If not, participants could suggest
alternations and were also allowed to add new content
items. The refinement process was split into two rounds
to reduce participant workload in Round 2, although
this resulted in an additional Delphi round. Authors LA
and RD revised content items with respect to partici-
pant comments and removed items due to merging or
redundancy.

ert scale from 1 being ‘Not relevant’ to 9 being ‘Should
be included in the curriculum’ Participants were encour-
aged to clarify or qualify their responses. Participants
could provide additional comments or add content items.
Items without consensus returned to the next round with
the participants’ score, the average agreement score, and
the interquartile range.

Results

A total of 8 experts participated in the focus group pre-
paring the Delphi Study and 35 experts were invited to
participate in the Delphi study (See Table 1 for partici-
pant demographics). Medical communication experts
included three consultants in non-geriatric fields, one
nurse, and a professor in medical communication with
a PhD in medical education. The response rates for each
Delphi round appear from Table 2, illustrating a decline
in the number of participants from 35 in the first round
to 13 in the final round. Reasons for non-response were
not formally investigated, and as mentioned in the Meth-
ods section, only participants who completed the previ-
ous round could participate in the proceeding Delphi
rounds.

Generating content items, sub-themes, and themes
Participants generated 129 content items, of which 68
were revised, and 11 were removed due to merging or
redundancy. After Round 1, content items were catego-
rised into four overall themes and 22 sub-themes, illus-
trated in Table 3. Participants proposed no extra themes
or sub-themes after Round 1.

Rating content items

First rating of 118 content items included 98 (83%) items.
Second rating of 20 content items included 10 (50%)
items. Details regarding refinement and the rating pro-
cess can be found in Additional file 3. The mean rating
scores of all content items were 7.0 (of 9.0), with a range
of 4.2-9.0. On average, participants placed 2.6 com-
ments pr. content item (ranging 0-14), and Additional
file 4 illustrates the data analysis and revision of a content
item. In total, 108 (91%) content items were included.
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Table 3 Themes and sub-themes generated from round 1 responses

Themes

Preparing ward rounds

Undertaking ward rounds

Circumstances related
to the patient group

Competencies

Sub-themes Current patient state

Previous conditions and hospitalisations
Treatment and examination planning
Patient preparation

Interdisciplinary collaboration

Settings planning

Introduction

Negotiating agenda
Shared decision making
Summarising and closing
Short-and long-term

Patient characteristics
Ward round
characteristics

Patients with cognitive
impairments

Patients with delirium
Relatives/informal
caregivers

Adjustment of language to
meet patient needs
Management of meetings
and prioritisation
Flexibility

Building relationship
Credibility/reliability
Patient involvement

Additional file 5 contains the entire list of content items
included.

Discussion

Based on expert consensus on the best practices for con-
ducting ward rounds with older patients with frailty, four
overall themes were identified: Preparing ward rounds,
undertaking ward rounds, competencies, and circum-
stances related to the patient group. Our study addresses
a common healthcare activity, and some findings may be
generalised to all patients, while others are specific to the
unique characteristics of older patients with frailty.

Ward round Preparation

The theme of ward round preparation included a holis-
tic evaluation of patient history, including functional
status and medication reviews, and a reflection on how
to optimise ward round settings, such as recognising the
need for hearing aids and relatives’ support. What dif-
ferentiates our results from other patient groups are the
additional focus on the patient’s functional level prior to
admission, the advanced directives, and the assessment
of whether the patient will benefit from intensive care
treatment. Our findings support the multidimensional
and interdisciplinary process of Comprehensive Geriat-
ric Assessment (CGA). CGA is a well-established tool for
managing older admitted patients with frailty [32]. Ellis
and colleagues described CGA as “the cornerstones of
modern geriatric care” [33]. In addition to the CGA, our
study participants highlighted the importance of optimis-
ing hospital environments, such as emphasising noise
reduction, which may lead to improved overall health
with aging [34].

Undertaking ward rounds

Several elements, such as negotiating the agenda, shared
decision-making and picking up cues, align with prin-
ciples in the Calgary-Cambridge guide, a framework for
core communication used to structure and assess com-
munication skills between HCPs and patients [35]. The
content item, “Ensure that the assessment of caregivers
and therapists is included in the joint care plan decided

during ward rounds” underlines the multidisciplinary
and integrated care, supported by health policies world-
wide [36, 37].

Competencies

The subtheme, “Adjustment of language to meet patient
needs” aligns with other studies on communication with
patients in general [38, 39]. Our study emphasised the
necessity of tailoring communication to accommodate
the cognitive and emotional capacities of this patient
group. Participants in the Delphi study highlighted the
critical role of clear, empathetic, and accessible language
in fostering patient understanding and involvement.
These adjustments in communication are fundamental
to delivering high-quality, patient-centred care during
ward rounds [40]. The content item, “Keeping agree-
ments, including not promising things you cannot keep,
e.g., coming back later in the day” addresses the issue of
trust, which is particularly important to older patients
[41]. Gaffney and Hamiduzzaman (2022) highlight that
how patients see the credibility and trustworthiness of
healthcare professionals affects a lot their willingness to
talk and participate in clinical communications [42]. Sim-
ilarly, the content item, “Being realistic on behalf of the
patients, but not draining the patients’ hopes and show-
ing respect for the patients who want to maintain hope”
applies a universal principle. However, older patients
might experience higher rates of hopelessness, a factor
associated with adverse outcomes [43].

Circumstances related to the patient group

Previous studies suggest that relatives play a substantial
role in older patients with frailty admitted to hospital
[44, 45]. The sub-theme, “relatives/informal caregivers’,
handles the complex process of conducting ward rounds
while keeping not only the patient’s needs in mind. It
emphasises respecting confidentiality, aligning per-
spectives with the patient, and sensitively addressing
emotional reactions and family dynamics. Neither the
Calgary Cambridge guide, nor the CGA, as previously
mentioned, include relatives’ significance [32, 46].
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Focusing on the patients’ deficiencies tends to per-
petuate stereotypes of frailty and dependency and could
lead to ageism [47]. Ageism, which is prejudice or dis-
crimination on the grounds of a person’s age, could lead
to adverse outcomes [48]. Thus, we acknowledge that
the inclusion of the term ‘patient characteristics’ has the
potential to cause iniquity and stigmatisation among
individuals with frailty, as previously mentioned in the
literature [10]. However, content items in this theme
aimed at enhancing patient safety, such as general knowl-
edge about patients’ response to noise disturbances.
Long and colleagues (2013) found that older patients are
more prone to experiencing patient safety incidents than
younger patients, while others have suggested that frailty
increases the risk of adverse events [49, 50]. Including a
metatext following the content items list could be advan-
tageous in highlighting physicians’ personal knowledge,
awareness, and intentions towards diminishing instances
of ageism. This holds particularly true in graduate medi-
cal education (GME), where geriatric education is not
necessarily included in educational programs [51]. As
Farrell (2023) states, “Health professions students [in
GME] should also understand both the historical context
of ageism and its associated harms” [52].

Operationalizability of content items

Unfortunately, a large amount of evidence-based research
lacks implementation [53]. One reason for this might be
the gap between research-based best clinical practice and
the actual behaviour of physicians, implying that behav-
ioural change is challenging [54]. We recognise that man-
aging 108 content items while conducting ward rounds
may present a significant challenge. Future research
should focus on evaluating the practicality of this con-
tent list. By utilising Kern’s six-step model for curriculum
development, the content items provide the general and
targeted needs assessment for improving the practice of
conducting efficient ward rounds. To deepen the under-
standing and perspectives on conducting ward rounds,
we have conducted a literature study and an interview
study involving patients and caregivers [7, 55]. Building
on these findings, the subsequent steps include the co-
design of a cognitive aid in collaboration with patient
representatives. This cognitive aid will then be imple-
mented and its effect on ward rounds evaluated through
further studies [23]. When adapting this study’s findings
to local practices, engaging local stakeholders is essential
to ensure the final list of content items reflects and inte-
grates the unique needs and characteristics of the local
context.

Lastly, we recognise the importance of integrating
these content items into resident training programs and
national guidelines for ward round practices. While col-
leagues in Germany have developed an EPA for Internal
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Medicine ward rounds, it serves as a behavioural check-
list rather than an EPA that incorporates stepwise pro-
gression of learners’ competencies [56]. As a next step,
the development of an Entrustable Professional Activ-
ity (EPA) specifically tailored to ward rounds for older
patients with frailty seems relevant [57].

Limitations

This study has several limitations. A key limitation of this
study is the exclusion of multidisciplinary staff, which
have restricted interprofessional perspectives on ward
rounds. However, a nurse was represented among the
medical communication experts who completed all five
Delphi rounds. The sampling of Delphi study participants
has no standardised protocol, and the study may have
favoured a geriatric opinion in rating of items, as peer
nomination only resulted in five medical communication
experts. However, the iterative nature of Delphi stud-
ies allows participants to reassess and refine their judg-
ments based on feedback from other panellists and the
close alignment to the Calgary Cambridge Guide reflects
the involvement of the medical communication experts
[21]. Another limitation of the study participant sample
is the reliance on senior specialists only among geriat-
ric experts, as this may have perpetuated a paternalistic
approach. It is important to recognise that involving a
broader group of participants could result in different set
of content items.

The decline in participants from 35 to 13 across Delphi
rounds is an important limitation. While this is a com-
mon challenge in Delphi methodology, often reflecting
the time-intensive nature of the process and participant
fatigue, it may impact the generalisability of the find-
ings [21]. However, as high-performing doctors are more
likely to participate, the later rounds likely reflect input
from those most invested in the topic, enhancing its rel-
evance [58]. However, the five-round Delphi process was
important for moderating content items with partici-
pants’ feedback, as items were revised during the follow-
ing round before being assessed for consensus.

Although research implies that the perspectives of
patients and relatives may differ from the perspectives of
HCPs, no patient or relatives were included in the pres-
ent study [59]. Nonetheless, this study is an important
first step towards creating a framework for conduct-
ing more efficient ward rounds with older patients with
frailty. Hence, studies on the perspectives of patients and
relatives should be made to build on the findings from
the present study.

Conclusions

We identified 108 content items for conducting ward
rounds with older patients living with frailty, which were
categorised into four themes: Preparing ward rounds,
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undertaking ward rounds, competencies, and circum-
stances related to the patient group. Preparing and con-
ducting ward rounds described the management of the
ward round. Competencies and circumstances included
knowledge, skills, and attitudes to improve ward round
quality. This study addresses both theoretical and practi-
cal aspects of holistic care, aiming to bridge educational
goals with clinical practice. Our findings provide a com-
prehensive foundation for developing training programs
equipping HCPs to handle the complexities of managing
ward rounds in older patients with frailty. However, fur-
ther validation and refinement through multidisciplinary
and patient/carer involvement are needed to ensure a
more comprehensive and inclusive foundation.
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Study Ill Additional file 1 - Focus group interview guide

Overall subject

Questions - definition of the topic

Help questions

Ward rounds

What are quality WRs for OPLWF?

Is the purpose of OPLWF WRs

(WRs) with How do WRs differ with OPLWF compared to other defined differently?
older patient patient groups? How many messages can OPLWF
with frailty What is the doctor's desired outcome of WR? remember?
(OPLWEF) Describe the challenges of WRs with OPLWF as What is the patient's desired
opposed to WRs in other patient groups outcome of the WR?
What are the special
circumstances of OPLWF's WRs?
Basic What should a consultant be able to do when What communication skills are

communicatio
n skills

undertaking WRs w/OPLWF?

"Adapt your own communication to suit the
patient's level of understanding and language" -
what does it look like?

"Achieve respectful relationship” - does it look
different?

"Relationship work" - does it look different with
OPLWF's WRs?

"Informed consent" - different with OPLWF's WRs?
"Asking about social conditions" - different with
OPLWF's WRs?

needed in relation to WRs with
OPLWF

What is the challenge of informed
consent with OPLWF?

Patient
satisfaction

How is patient satisfaction achieved with OPLWF?
How can we measure patient satisfaction at OPLWF
WRs?

How do we teach doctors how to achieve patient
satisfaction at WRs?

How can the doctor tell whether the patient
experiences patient satisfaction?

Does patient satisfaction differ
with OPLWF?

Patient's
perspective

How is OPLWEF different from other patient groups?
How to examine the patient's perspective?
"Examine patient needs" - different with OPLWF?
"Co-decision" - what does it look like from the
OPLWF's perspective?

Need for involvement, information
etc.

Phases and WR
structure

Is there a difference between the different phases
and structure of WRs w/OPLWF compared to other
patient groups?

"Give the patient the opportunity to prepare for the
round" - what does it look like with OPLWF?

"What does the good introduction look like at
OPLWF's WRs"

(intro, collecting info, planning,
completion)

The doctor's
attitude and
personal skills

What attitudes and personal skills of doctors are
needed at WRs with OPLWF?

What does professionalism look like at OPLWF's
WRs?

What is the "ability to stay focused in the
conversation" especially like with OPLWF?
"Using authority and influence responsibly" with
OPLWF's WRs?




Special
circumstances

What special circumstances with OPLWF can you
think of?

"Empowerment" - what does it look like with
OPLWF?

"Patient disagrees with treatment plan" - A OPLWF?

Delivery of bad news - different
with OPLWF?
The conversation about death?

Relatives of the
patient

What should a consultant be able to do in relation
to communication with relatives of OPLWF?

What special circumstances exist for WR in relation
to relatives and OPLWF?

"Involves the needs of the patient and relatives" - is
it different with OPLWF?

"Clarify the roles of relatives" - different w/OPLWF?

Interdisciplinar
y collaboration

How is the interdisciplinary collaboration different
at OPLWF WRs?

What should a consultant be able to do to ensure a
good interdisciplinary collaboration during WRs
with OPLWF?

What attitudes of the doctor favours
interdisciplinary collaboration?

What are the challenges of OPLWF
and interdisciplinary collaboration?

Special patient groups - which patient groups require special communication or behaviour by a
consultant or doctor in training?

Patient group or

illness

Question

Help questions

Delirium

Drag these patient categories into the questions above

Dying patients

Patients with cognitive

deficits

Patients with different
cultural backgrounds




Study Ill Additional file 2 - Questions for Delphi round 1-3

Round 1

In the following, we will ask you to describe the ward round for the older patient with frailty, including
how it differs from ward rounds with other patient groups.

Competences encompasses knowledge, skills, and attitudes that the doctor must possess to conduct
the optimal ward round.

1) How would you describe the optimal ward round for the older patient with frailty?

2) What communicative competencies should a specialist possess to conduct the optimal ward round
for the older patient with frailty?

3) What challenges are there in the ward round for the older patient with frailty compared to other
patient groups?

The ward round can be divided into three phases:

a) Preparation of ward rounds

b) The ward round itself, i.e., the meeting with the patient and possibly relatives
c) Conclusion and follow-up after the ward round

In the following, we ask you to only consider the preparation of ward rounds + conclusion and follow-
up.

4) What does the preparation for the optimal ward round for older patients with frailty encompass?
5) What does the conclusion and follow-up of the conversation for the optimal ward round for older
patients with frailty encompass?

In the following, we ask you to draw on your clinical experience working with residents or junior
doctors. If you do not work with residents or junior doctors, you can disregard this question

6) What skills can internal medicine residents benefit from training in to conduct the optimal ward
round for older patients with frailty?

Round 2

You should assess here whether the listed content items need further elaboration, and if any content
items are missing. Therefore, you must regard each content items if:

a) The sub-element is understandable and can be used by doctors in its current form or

b) The sub-element needs further elaboration

When choosing b) a free text option is given



Round 3 - 5 - reaching consensus

First rating:

Now we ask you to consider whether the following statements (or content items) should be included in
a national curriculum for ward rounds with older patients with frailty.

You are asked to assess to what extent you believe the statement should be included on a scale from
1-9, where:

1 - the statement is not relevant to include in a national curriculum

9 - the statement should definitely be included in a national curriculum

Second rating:

You are now presented with the content items that did not achieve consensus in the last Delphi round.
Some items have been modified based on panellists’ comments - these statements are shown in the
attached document, where the content items that achieved consensus are also listed.

If consensus is not reached this time, the content items will be excluded and not included in the
curriculum.

In the last round, you responded: XXX and the median, as well as the IQR, were: XXX



Study Ill Additional file 3 - Summarised results per Delphi round

Round 1 Round 2 Round 3 Round 4 Round 5 Total

Contentitems, n
generated 99 28 2 129
revised 55 13 68
removed? 10 1 11
First rating, n 97 21 118
included, n (%) 80 (82) 18 (86) 98
Second rating, n 17 3 20
included, n (%) 9(53) 1(33) 10
Eliminated, n 8 2 10
Content items included, n 108

@Due to redundancy or merging of items



Study Ill Additional file 4 - Example of item revision

Theme: Preparations. Sub-theme: Interdisciplinary collaboration

Content Contentitem
item # from Round 1

Comments from participants

Revised content
item in next Round

16 Clarify roles,
i.e., who does
and says what
at ward rounds

(1) "Not all departments have enough
staff to have a nurse present at ward
rounds. Perhaps instead, "determine
which patients where multidisciplinary
rounds are most important/necessary."

(2) "What roles? With us, the doctor
conducts ward rounds alone and then
has some so-called cross points with
the nurse to initiate prescriptions
immediately. Only in case of special
needs is the nurse present at rounds."

(3) "Perhaps add: Clarify who is the
'moderator"

Identify which
patients would
benefit most from
multidisciplinary
rounds and specify
who will moderate
the ward round
conversation.




Study Ill Additional file 5 - List of all content items

Ward

round preparations

Current patient state

Get an overview of the hospitalization, i.e. what led to admission and what examinations and
treatments have been attempted so far. The overview should come from the geriatric patient
review, so the attending doctor does not have to start all over again every time

Patient status (blood tests, early warning system scores)

Uncovering current nursing and therapist issues, including habitual and current functional
level: Fluid and diet registration, excretions including catheters, delirium, mobilization, pain,
need for intravenous access. In addition, perhaps obtain information from dietitians and
authorities

Conduct a medication review where each medication is assessed based on indication, dose,
side effects, and interactions, including considering remaining life (i.e., whether prophylactic
treatment is still relevant) and follow-up on medication review. STOPP/START criteria or the
Danish Health Authority's "Medication review in practice" can be used?. Particular attention
should be paid to whether dose dispensing* should be paused

* a service of repackaging of solid oral medication into dose-dispensing aids by a pharmacy

Consider making a progress note with the habitual and current functional level, rehabilitation
status, as well as an overview of which problems should/can be solved now, and which can
wait

Previo

us conditions and hospitalizations

Create an overview of comorbidities by reviewing organ systems and significant diagnoses for
the older patients, such as eye diseases, which can be disabling, but not lethal. Readmission
is noted as it indicates mortality. The doctor obtain knowledge about and updates the
medical history of the patient record

Read the referral from the referring doctor for reason(s) for the hospitalization and use
information from the home care report when patients are hospitalized

Assess of functional level prior to admission, including frailty and cognition. Examine the
patient's care needs prior to admission. Frailty can be assessed with CFS (Clinical Frailty
Score)®

At the time of admission, examine whether the patients have considered advanced care
directives, perhaps in a living will

10

Determine if resuscitation attempts and/or intensive care can be offered based on doctor's
assessment

11

Review level of treatment, e.g., if patients have a DNACPR*-order and the prerequisite for
this. Assess whether the conditions are stable or dynamic and whether the level of treatment
needs to be adjusted

* Do Not Attempt Cardiopulmonary Resuscitation




Treatment and action planning

12 Prepare guidance for patients and relatives, options, and instructions for treatment and
action plans, perhaps consultation with colleagues and relevant specialties
13 | Consider ethical dilemmas
Interdisciplinary collaboration
Ward rounds are most appropriately prepared together with the nurse in charge of ward
14 | rounds or the primary caregiver while hospitalized, who is likely to have detailed knowledge of
the patient
15 Identify which patients would benefit most from multidisciplinary rounds and specify who
will moderate the ward round conversation
Settings
16 The doctor tries reducing noise in the room, i.e., other relatives, staff, and - if possible -
patients must leave the room
17 The doctor positions herself so communication with the patient and any relatives is easiest,
preferably sitting and at eye level
18 | The patient must wear glasses and hearing aids if necessary
19 Relatives must be informed about the possibility of participating in ward rounds if the patient
wishes so. Participation via listening on a phone is also an option
Undertaking ward rounds

Introduction

20 | Clearly greet everyone in the room

21 | Begin the ward round by introducing the doctor, the other participants, and their roles

29 Describe the purpose of today's ward round and that patients and relatives contribute to an
open agenda
Ensure that the patient knows the reason for admission, e.g., by asking them to start by telling

23 this reason at the first contact and at the beginning of the hospitalization. Articulate that the
doctor uses the medical record and referral, so that the patient gets the possibility to give
their opinion on reason for admission

Negotiating agenda

Ask what the patient wants to talk about at today's ward round and hospital admission. Ask

24 | aboutthe patient's problems and concerns, and relate these to the patient's life situation and
the time after discharge

25 | Askabout relatives' concerns and desires for ward round, hospital admission and discharge

26

Confirm/summarize the issues and screen for additional issues




27

Align a shared ward round agenda, where the needs of staff, patients, and relatives are
included

Shared decision making

Align and prioritize topics on the shared ward round agenda. Inform about any options,

28 |. . . . . .
including explaining that there are several considerations to take into account
Consider the patient's ability to make decisions, including level of consciousness and

29 | cognitive function. Does the patient understand the plan, and can he or she foresee the
consequences?

30 |Make agreement on a discharge date, if applicable

Summarizing and closing

Reiterating the most important points of the ward round and agreeing on the next step for

31 . .
patient and care providers

32 Ensure that the assessment of caregivers and therapists is included in the joint care plan
decided during ward rounds

Short- and long-team planning

33 | Planforthe upcoming 24 hours incl. excretions, fluid schedule, and nutrition

34 | Revision of medicines and ordering of clinical and paraclinical tests

35 Communicate the care plan to relatives if requested by the patient when relatives were not
present at the ward round

36 Communicate the care plan to the multidisciplinary team and agree on how prescriptions are
communicated to caregivers in case the electronic patient record is not yet updated

37 | Communicate the care plan to cross-sectoral partners

38 Discuss professional challenges with colleagues if any novel information emerged during the
ward round

39 |Discuss ethical dilemmas with colleagues if any

Competencies

Adjustment of language to meet patient needs

Speak Danish, i.e., without medical terms or jargon, and make sure to simplify complex

40 medical issues if that is the patient's wish

41 Speak clearly, adjust the speed of speech, use short sentences, but do not speak
condescendingly or "baby-talk" and give the patient time to respond

42 Dose the amount of information in the conversation depending on the patient's cognitive

skills




43 Understand the patient's prerequisites for understanding medical implications during ward
round (health literacy)
44 | Humour can be used with caution, but irony should not be used
Management of meetings and prioritization
45 Conduct a problem-oriented ward round, where the doctor, in consultation with the patient
and any relatives, prioritizes discussing the most relevant topics or problems
46 | Time management of the conversation and ongoing summary
47 | Ensure the involvement of other interdisciplinary ward round participants
48 | Ensure continuity of staff where possible, including primary care person
Flexibility
49 Read the patient's gestures and modify conversation content based on changes in the
patient's condition and cognition
50 Changing of the treatment plan requires a discussion with the patient, relatives, and
multidisciplinary staff whether the patient can comply with the new plan
51 If the atmosphere in the room changes and/or patients and relatives are dissatisfied, this
must be met with curiosity to avoid a potential conflict

Building relationship

52 | Show empathy, i.e., the understanding of the older patient with frailty

53 | Show interestin the patient and stay present during the conversation

54 Ask about the patient's life situation, i.e., gain insight into the person behind the patient when
relevant; especially when delivering a difficult message

55 Create a safe atmosphere that is open, so that the patient and relatives dare to interrupt and
ask questions

56 To be able to hold the patients' anxiety and calm their anxieties and make patients feel
comfortable

57 | Responsiveness to other staff's observations

Credibility/reliability

58 | Give honest answers, even when you don't know the answer

59 Being realistic on behalf of the patient, but not draining the patients' hopes and showing
respect for the patients who want to maintain hope

60 Not having reluctance to deal with difficult topics, such as conversations about treatment
level
To take responsibility in case of uncertain diagnoses and make sure that the uncertainty does
not impact the patient. In case of unresolved findings on a scan, there must be a plan, which

61 |is communicated during the conversation. You could say that "it is often seen in the older

ages" or "it comes with age (cysts, for example)" and "we only find it because we scan for
something completely different"




62

Keeping agreements, including not promising things you can't keep, e.g. coming back later in
the day

63

To seek to improve one's own communication by preparing the rounds together with other
experienced colleagues or specialists to optimize communication

Patient involvement

Listen actively without interrupting or changing focus, exercise patience, and give patients

64 .
time to respond

65 Ask open-ended questions at the beginning of the conversation and closed-ended questions
at the end

66 |Letthe patient use their own words and explain what they mean

Circumstances related to the patient group

Patient characteristics

67 | The older patient with frailty tires out faster than non-frail patients during ward rounds
The older patient with frailty often has vague, missing, or atypical symptoms, e.g. less

68 pronounced fever in infectious diseases, lack of peritoneal response in acute abdomen or
general symptoms, such as decreased appetite and influence on functional level in case of
illness

69 The older patient with frailty is frequently more sensitive to disturbance and is more easily
disturbed by noise.

70 The older patient with frailty may experience physical impairment to a degree that it affects
coghnitive abilities

71 | Confusion in the older patient with frailty may cause anxiety

79 The older patient with frailty may have unrealistic expectations and wishes for their own
abilities

73 | The older patient with frailty may neglect symptoms or have reduced insight of illness

74 | The older patient with frailty may say yes, even if they have not understood the message

75 The older patient with frailty may find it difficult to ask for elaboration after the doctor's
explanation

76 | The older patient with frailty may find it difficult to say no to doctor's suggestions

77 The older patient with frailty may find it difficult to accept help after discharge, e.g., home
care services

78 | The older patient with frailty may acutely deteriorate due to minor stressors or triggers




Relatives/informal caregivers

Assess if the presence of relatives is needed, including limiting the number of participating

79 . S . . .
relatives to 1 - 2 persons. Participating relatives inform other relatives not present.

80 Assess whether relatives can be involved and informed, and considering the duty of patient
confidentiality if the patient cannot give informed consent

81 Relatives themselves can be sick or injured and, regardless of age, knowledge of relative's
resources is important

82 Uncovering whether relatives' perception of the situation is consistent with the patient's and
ensuring that the patient's perspective is heard
Uncovering whether relatives and the patient agree on diagnosis and treatment decisions, as

83 |wellas uncovering any disagreement internally between relatives regarding treatment
decisions and thus ensuring the patient's perspective

84 | Uncovering of relatives' anger, frustration or disagreement and it's causes

85 | Assess whether there are inappropriate family dynamics in otherwise resourceful families

Ward round characteristics

Understand the patient's life situation, e.g. social network, housing, previous work life and

86 |.
interests
87 Ensure that multiple aspects of the overall health situation are uncovered, including social,
coghnitive, nutritional, and medical status, as well as mental health
During the hospitalization, discuss functional loss derived from current conditions together
88 | with the patient and relatives and thereafter, rehabilitation options. Caregivers, therapists,
and home care services may be involved.
Upon admission, uncover the patient's wishes for diagnosis and treatment decisions,
including DNACPR* decisions in case of cardiac arrest. In addition, perhaps discuss with the
89 . . e . .
patient and relatives whether hospitalization is relevant in case of recurrence of illness
* Do Not Attempt Cardiopulmonary Resuscitation
Assessment of the patient's decision-making competence, i.e. clarification of patient's
90 | capability of giving informed consent, including whether the patient suffers from cognitive
dysfunction and/or delirium
Upon admission, generate a CFS (Clinical Frailty Scale)® score as assigned by the future RKKP
91 | database (The Danish Clinical Quality Program — National Clinical Registry) for older people
with frailty
92 Clarify goals of treatment and functional level that are expected to be met before discharge
and goals for the future
93 Anticipate the expected discharge time well in advance so that hospital discharge can be
well-planned
94 Assess whether patient condition is improving, and if not, be open to conversations about

end-of-life care




Patients with cognitive impairments

95 | Obtain information about previous employment, place of residence, or family situation
Be aware of non-verbal signs and signals, as well as unusual verbal expressions that

96 |uncovers e.g. pain or state of confusion. This includes ensuring information from the
caregiver's assessment of pain, mood, and behaviour
Adapt ward round and information level to the patient with cognitive impairment. If the

97 | patient does not understand or cannot grasp information, information must either be greatly
simplified, or the patient should not be informed at all
Relatives are informed according to patient's consent. If relatives are in the patient room, the

98 |information must be adapted to the patient's needs and alternatively, relatives must be
informed out the patient's room

99 | Obtain information from relatives about changes in patient conditions

100 Speak kindly so the patient understands the intentions though the way of speaking, even if
the patient should not understand the words

101 | Avoid the use of humour or irony, as patients display concrete thinking

102 | Be aware of any behavioural disorders and plan for coping with these disorders

103 Examine patients’ reactions to previous admissions, e.g. delirium, as it may affect the length

of stay

Patients with delirium

104

To be able to diagnose delirium, e.g. by using b-CAM (Brief Confusion Assessment Method)?,
and thereby assess the patient's ability to consent to diagnosis and treatment decisions.
When patients are considered not to understand the consequences of these decisions,
relatives may be involved

Be able to assess predispositions and risk factors for the development of delirium, including

105 . . . .
paying special attention to sleep quality
Use short, clear communication with calm body language and without humour/irony. Repeat
106 |relevant statements (apply cognitive reorientation, "l see you're drinking a cup of tea right
now")
When relatives need information about the delirium including detailed news about the
107 | patient's state, relatives should be informed without the patient's presence, as the patient's
delirium may be aggravated by disturbances in the room
108 Depending on the degree, type, and cause of delirium, it may be necessary to prepare

relatives that discharge to familiar surroundings might be the best option for the patient

O’Mahony D, Cherubini A, Guiteras AR, et al. STOPP/START criteria for potentially inappropriate prescribing in older people: version
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STUDY IV Implementing a Cognitive Aid for Ward Rounds
for Older Patients with Frailty: A Feasibility Study

Andersen LH, Jensen RD, Skipper M, Davodian |, Bech JK, Lietzen LW,
Krogh K, Lafgren B



Title: Implementing a Cognitive Aid for Ward Rounds
for Older Patients with Frailty: A Feasibility Study

Abstract

Introduction

Ward rounds are essential to clinical practice, yet structured training for residents remains
limited, particularly in managing older patients with frailty. This feasibility study evaluated the
implementation of a cognitive aid designed to enhance ward rounds, focusing on residents'

aid usage and patient and caregiver perceptions of ward rounds.

Methods

A controlled before-and-after study was conducted in a Danish teaching hospital. The
cognitive aid, comprising 16 items, was introduced via a lecture, a simulation session, and
podcasts. Implementation was documented through field notes. Residents’ use and
acceptability of the aid were assessed through self-reported data and video ratings by
independent, blinded raters, using a 7-point Likert scale on each item. Patient and informal

caregiver perspectives were gathered through interviews and surveys.

Results

Fourteen residents participated, achieving a median rating of 5 of 7 on cognitive aid items and
no difference between groups. All intervention group participants attended the lecture and
simulation, but podcast usage was modest. Self-reported aid usage was low, attributed to aid
denseness, lack of feedback, and limited perceived need for behavioural change. Patients
reported satisfaction with ward rounds but often hesitated to provide genuine feedback,
attributing communication difficulties to themselves, such as language barriers. Caregivers

were presentin 3 of 28 ward rounds.



Conclusion

The cognitive aid intervention was implemented as intended, but aid usage by residents was
minimal. While patients reported general satisfaction, they were often hesitant to provide
genuine feedback. Informal caregiver involvement was sparse, highlighting opportunities to

enhance their integration in future initiatives.



Introduction

Effective patient-centred ward rounds are a cornerstone of hospital-based care, allowing
physicians to assess patients, make shared decisions, and communicate treatment plans
(1). Forresidents, these rounds are a prime learning opportunity, offering practical exposure
to the complexities of patient care. However, there is a notable gap in structured training for
conducting ward rounds, particularly for residents working with older patients with frailty
(2,3). Frailty, an age-related, multidimensional syndrome characterised by functional decline,
is increasingly prevalent and common in hospitals due to an ageing population (2,4). These
patients often present with complex health needs and may encounter challenges
understanding and participating in conversations about their care (5). Given these
complexities, informal caregivers play a crucial role in expressing patients' perspectives and
advocating for their health needs (6). Equipping residents with the skills to conduct effective
ward rounds and communicate sensitively with older patients is essential for enhancing
patient interactions and meeting the unique needs of this population (7).

Although ward round-related competencies are formally included in residency programmes,
structured and longitudinal educational initiatives that support the practical development of
these competencies remain limited in many clinical departments (8). Furthermore, despite
the relevance of all seven CanMEDS roles during ward rounds, the practical application and
day-to-day teaching of these roles in clinical settings are not always explicitly addressed in
the Danish internal medicine training context (9). Recognizing this gap, we developed a
cognitive aid designed to support residents in conducting ward rounds in older patients with
frailty and engaging patients, informal caregivers, and healthcare professionals as
stakeholders in its design (10). Following Kirkpatrick's evaluation framework, the cognitive aid
aims to foster behavioural change in workplace settings (Level 3) and, ultimately, enhance
the patient experience during ward rounds (Level 4) (11).

This feasibility study aims to evaluate the implementation of this cognitive aid, explore its
acceptability among residents, and how the cognitive aid affects ward rounds, as seen from a
patient and informal caregiver perspective. This approach aligns with Bowen et al.'s (2009)

framework of assessing feasibility in routine clinical practice, emphasising the domains of



acceptability, "responding to the cognitive aid" and implementation, "can the cognitive aid

intervention be effectively delivered in this context" (12).

The study addressed the following research questions:
1. Towhat extent was the cognitive aid intervention feasible?
2. Didresidents use the cognitive aid during ward rounds?
3. How did older patients with frailty and their informal caregivers perceive ward

rounds following the implementation of the cognitive aid?

Materials and methods

Study Design

We conducted a controlled before-and-after feasibility study in the Department of Medicine
at Randers Regional Hospital, a 191-bed teaching hospital in Denmark, from October 2023 to
February 2024. The study focused on the feasibility domains of acceptability and
implementation, as outlined in Figure 1 (12). We used a controlled before-and-after design
not to test effectiveness, but to explore feasibility domains—particularly acceptability—in
line with Bowen et al.'s “Does it work?” recommendation (12). This design allowed for a
comparison of resident behaviour and patient satisfaction across groups, while also helping
to mitigate spillover effects. Although a single-group design might have increased sample
size, the two-group setup offered a practical balance for exploring early impact in both
residents and patients. Residents were assigned to either a control or an intervention group,
with the control group enrolled first to prevent spill-over effects. Ward rounds were video
recorded at baseline and after 6-8 weeks. Following each round, patients and informal
caregivers were interviewed by LA, and patients completed the Communication Assessment
Tool (CAT) to assess the resident’s communication skills (13). The timing of the follow-up
assessment varied due to limited ward round assignments. The cognitive aid was introduced
in the intervention group within the first two weeks after baseline. Afterwards, residents

completed a survey regarding cognitive aid usage and intervention completion.



Study Participants

The study included Internal Medicine residents, eligible if they worked in the department
during the study period. Residents were recruited by LA and the clinical education team of the
Department of Medicine and were enrolled through convenience sampling. LA collaborated
with the nursing staff to recruit patients and informal caregivers through convenience
sampling, with patients consenting prior to caregiver participation. Frailty was assessed using
the Clinical Frailty Scale (CFS) (14). Patients were eligible if they scored between 5 and 8 on

the CFS and were capable of giving informed consent.

Context

In Denmark, ward rounds are a core clinical activity typically conducted once daily on
weekdays in hospital departments. In internal medical wards, including internal medicine,
junior doctors often conduct ward rounds independently, particularly after completing their
initial training period. The format is generally face-to-face at the patient’s bedside and may

occasionally include nurses or other healthcare professionals."

Development of Cognitive Aid

The cognitive aid (Appendix 1) was initially developed through a literature review, a Delphi
Study with experts in geriatric medicine and medical communication on ward round
conduction, and an interview study with patients with frailty and informal caregivers
(7,10,15). The aid was then refined through an iterative process by LA with feedback from co-
authors and during a focus group meeting with members of the Senior Citizen's Councilin
Randers Municipality. The cognitive aid consisted of 4 components: 1) preparation, 2)
conducting the ward round, 3) competencies required, and 4) special circumstances. Every
component was divided into items (16 in total), operationalisation of the items, and the

rationale behind each item.



Figure 1 Study Design with Feasibility Domains
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Figure 1 shows the controlled study design with baseline and follow-up. The feasibility domains
explored in this study are acceptability and implementation (the blue box), with their corresponding
data sources (white boxes) (12). Abbreviations: ICs: Informal caregivers, CAT: Communication
Assessment Tool.



Intervention

The cognitive aid intervention was designed following Kern's six-step approach to curriculum
development (16). Residents were e-mailed the cognitive aid after their baseline ward round.
Thereafter, the residents received a 45-minute lecture introducing the cognitive aid and a 60-
minute simulation session, both during working hours. Two podcast episodes were
developed and introduced: the first before the lecture with an introduction to the cognitive aid
and the second during the intervention period. The podcasts were grounded in constructivist
orientation (17,18). The first episode outlined the cognitive aid through three patient cases. The
second was an interview with two members of the Elderly Council describing the role of
informal caregivers during ward rounds. The patient cases were also used to facilitate the
three simulation sessions on managing delirium, shared decision-making, and ceilings of

treatment.

Data Collection

Baseline data were collected for all residents, while data on patients and informal caregivers
were gathered during both the baseline and follow-up periods. Although some patients and
caregivers participated in multiple ward rounds, no residents encountered the same patient
across both periods. Implementation data were collected through field notes and self-
reports. Resident usage of the cognitive aid was assessed through self-reports and video
recordings, using a 7-point Likert scale for each observable item. Items not addressed in the
ward round, such as advanced care directives, were marked as 'not relevant.'

Two independent raters - a geriatric resident and a geriatric consultant - were blinded to
group assignments and assessed videos in random order. The raters met with LA after 5, 10,
and 15 videos to compare results, and then raters only reconvened to discuss items with a
difference greater than 2. Patient and informal caregiver perceptions of the ward rounds were
explored through interviews and CAT, and validity evidence was collected for using this tool in
a Danish context and this patient group (19). Semi-structured interview guides (Appendix 2)

focused on satisfaction, understanding, and participation.



Data Analysis

Demographic data, ward round ratings, and CAT scores were analysed using descriptive
statistics with STATA version 18 (StataCorp LLC, College Station, TX, USA). Patient and
informal caregiver interviews were transcribed verbatim and analysed in NVivo version 14
(Lumivero, Denver, CO, USA) using Thematic Analysis by Braun and Clarke (20). First, data
was read several times, then followed both deductive coding from patient and informal
caregiver satisfaction, understanding, and participation and inductive coding to explore
underlying factors and rationales behind interviewees' responses (20). Then, several
iterations were made to generate themes. The analysis was performed by LA and further

discussed by all authors.

Ethical Considerations

Ethical approval was obtained from the Internal Review Board, Aarhus University, Aarhus,
Denmark (2023-0507859). Verbal and written consent was obtained from residents, patients,

and informal caregivers before start of the intervention.

Results

In total, 20 residents were eligible to be included in the study. Reasons for not participating
included sick leave, not willing to participate, and no ward round duty during the study period.
In total, 16 residents were enrolled. Two residents were excluded due to technical issues
during video recording, leaving data from 14 residents for analysis. In total, 25 patients
participated in the study. As three patients participated twice, the total number of
observations was 28. Patients were older with comorbidities, moderate to severe frailty, and
predominantly living at home. Four patients did not have any informal caregivers. Informal
caregivers were present during 3 of the 28 ward rounds, and as such, we decided to omit their
data and interview analysis due to confidentiality considerations and a concern of

generalisability. Demographics are listed in Table 1.

Residents' use of the Cognitive Aid and Implementation

All residents attended the in-person intervention sessions. Despite the availability of podcast

recordings as part of the intervention, only a subset of residents reported listening to them



(Table 2). Video ratings indicated no difference between the control and intervention group
(Table 3), as baseline and follow-up rating scores were 5 in both the control and intervention
group. However, during the review process, raters delivered informal feedback on resident
performance, noting that some video-recorded ward rounds fell short of the expected
standards for residents. The self-reported data revealed that the residents did not use the
cognitive aid (Table 2). While there was a general positive sentiment towards the idea of a
supportive aid, all residents mentioned a need for the cognitive aid to be more streamlined
and practical for daily clinical use. However, as one resident noted: "I like that there are
specific suggestions for phrasing, but that’s also part of what makes the text dense." One
resident noted that the lack of feedback on their ward round performance directly impacted
their motivation. Other residents did not perceive the use of the cognitive aid as mandatory,
attributing this to the informal tone during its introduction. Most residents suggested that the
cognitive aid should be exposed to less experienced doctors/medical students. Although
some residents have taken useful points from the cognitive aid and its related case sessions,
most expressed that they were already set in their clinical practice, such as the following
quote suggests: "The cognitive aid can help one consider the whole patient, but it is unlikely to

change much about the practice | already have."

Table 1 Study Participants

Residents Patients

Study participants, n 14 25
Age: median, years (range) 35(31-39) 85 (70-97)
Female, n (%) 7 (50%) 14 (56%)
Years since medical school: median, years (range) 7 (4-12) -
Residency years: median, years (range) 2 (1-5) -
Specialty, n (%)

Geriatrics 5 (36%) -

Other Internal Medicine 9 (64%) -
Clinical Frailty Scale: median (range) - 6 (5-8)
Charlson Comorbidity Index: median (range) - 6 (3-10)
Living at care facility, n (%) - 3(12%)
Hospital admissions the last two years: median (range) - 2(1-8)




Table 2 Overview of Cognitive Aid Implementation

Attended introductory session, n (%) 7 (100%)
Attended simulation session, n (%) 7 (100%)
Answered self-reported data, n (%) 5 (72%)
Used the cognitive aid?, n (%) 0 (0%)
Listened to the podcast®

1: Cognitive aid description 3of5

2: Informal caregiver perspective 10f5
Felt adequately prepared to use the cognitive aid?

Yes 20f5

Partly 3of5

@2 denotes self-reported data
Table 3 Video Ratings (median) on a 1-7 Likert scale®
Baseline Follow-up
ltems Total Control Intervention Control Intervention
group group group group group

Average of all items 5 5 5 5 5
1 Optimising the environment S 6 5 5 5
4 Purpose of the ward round 3 3 3 4 4
5 Introduction 4 5 4 4 5
6 Problem-based agenda 4 4 4 4 3
7 Informing the patient and ICs 5 4 5 5 5
8 Decision-making process S 5 5 5 5
9 Concluding the ward round S 5 5 6 4
10 Building relationships S 5 5 5 5
11 Doctor's language 6 6 6 6 6
12 Patientinvolvement 5 5 4 5 5
13 Involvement of ICs S 5 6 6 2
16 Breaking bad news and 5 4 N/A N/A 6

advanced care planning®

altem 2, 3, 14, and 15 (Preparation before ward round, Interdisciplinary collaboration,
Patients with cognitive impairment, Patients with delirium) were exempted from rating. ® ltem
was rated when observed. ICs: Informal caregivers. N/A: Not applicable.
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Patients'and Informal Caregivers' Perception of Ward Rounds

Interviews indicated that patients were very satisfied with the care they received during ward
rounds. Communication Assessment Tool (CAT) scores were high, particularly for clear
communication, inviting questions, and allowing uninterrupted speaking (Table 4). Lower
scores were observed for providing desired information and discussing next steps. One
patient was too fatigued to complete the CAT. Others struggled to remember specific ward
round details despite completing the CAT within 3 hours after the ward round and often
immediately after. Some patients also found the questions challenging, feeling unqualified
evaluate the resident due to educational differences. As one patient noted: "Well, |

can only be satisfied [...] ’'m not a doctor."

Regarding comprehension of the information provided, interviews showed that when patients
felt the doctor's explanations had not been clear, they often attributed this to their
limitations. For instance, when asked if everything the doctor said was understood, one
patient commented: "/ think there was one word that | didn’t understand. But she [the
resident] still deserves a top grade, as it’s not her fault I’'m not clever enough." Views on
patient participation varied, though no differences were observed between groups.

Some patients who felt less involved in the conversation also tended to take personal
responsibility for this, as illustrated by one patient's reaction: "I think the doctor was really
nice. But I think maybe... The doctor couldn’t really know what | was interested in knowing.
And | wasn’t good at taking the opportunity to ask the right questions. But that wasn’t the

doctor’s fault; it was mine."
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Table4 Communication Assessment Tool score, (n=27)

Overall score Non-applicable Missing

Communication Assessment Tool item (% Excellent) n (%) n (%)

1 Greeted me in a way that made me feel comfortable 74.1 0 (0.0%) 0 (0.0%)
2 Treated me with respect 88.0 0 (0.0%) 2 (7.4%)
3 Showed interest in my ideas about my health 73.9 4 (14.8%) 0 (0.0%)
4 Understood my main health concerns 72.2 8 (29.6%) 1 (3.7%)
5 Paid attention to me (looked at me, listened) 79.2 1 (3.7%) 2 (7.4%)
6 Let me talk without interruptions 92.3 1 (3.7%) 0 (0.0%)
7 Gave me as much information as | wanted 68.0 2 (7.4%) 0 (0.0%)
8 Talked in terms | could understand 91.3 0 (0.0%) 4 (14.8%)
9 Checked to be sure | understood everything 83.3 7 (25.9%) 2 (7.4%)
10 Encouraged me to ask questions 88.2 8 (29.6%) 2 (7.4%)
11 Involved me in decisions as much as | wanted 83.3 13 (48.1%) 2 (7.4%)
12 Discussed next steps, including any follow up plans 61.9 4 (14.8%) 2 (7.4%)
13 Showed care and concern 76.9 0 (0.0%) 1 (3.7%)
14 Spent the right amount of time with me 77.8 0 (0.0%) 0 (0.0%)

The Communication Assessment Tool score represents the percentage of respondents who rated each item as "excellent," with
"excellent" corresponding to a score of "5" on a 1-5 Likert scale. The table also includes the number of "non-applicable" responses
(i.e., items deemed not relevant) and any missing answers for each item.
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Discussion

The present study investigated the feasibility of a cognitive aid intervention to improve ward
rounds for older patients with frailty and their informal caregivers. Using video ratings of
cognitive aid usage and self-reported data, we found that residents showed little engagement
with the cognitive aid. After the cognitive aid implementation, we explored patient and
caregiver perceptions of ward rounds. Patients were generally satisfied with the ward round
experience. Still, when exploring their experience, we found they were reluctant to give
genuine feedback when problems occurred and often blamed themselves for the
communication issues. Also, as caregivers were often absent during the ward rounds, their
feedback was limited, which raised questions about their role in this intervention. These
findings suggest that, even though the intervention was carried out as planned, its
acceptability and usefulness in practice were limited. Thus, alterations to the cognitive aid
and its integration into daily practice must be made. Exploring the patient and caregiver

perspective on the intervention should be modified in future versions of the intervention.

Cognitive Aid usage

While the cognitive aid was developed with input from patients and informal caregivers, its
clinical use revealed several barriers. As noted by Fletcher and Bedwell, doctors often resist
cognitive aids, viewing them as time-consuming or unnecessary (21). This aligns with the
Behaviour Change Wheel (BCW); a framework for understanding and designing behaviour
change interventions (22). It identifies three components to drive behaviour change:
Capability, Opportunity, and Motivation (COM-B) (22). Regarding capability, several residents
in our study found the cognitive aid too complex and challenging to manage, though most felt
adequately prepared (Table 2). The simulation and podcasts were seen as valuable and
thought-provoking; these elements could be further refined. While not all participants
listened to both episodes, podcasts have shown potential in medical education (23). While
our initial implementation faced challenges, we propose that with clearer guidance and
integration into the curriculum, podcasts could serve as an effective educational tool (23).
Regarding Opportunity, some residents found the cognitive aid too simplistic or unnecessary

given their expertise, believing they were already well-trained in ward rounds. However,
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Rahmani et al. argue that ward round competence requires lifelong learning, as even
attendants may lack proficiency (24). Similar, 'Purpose of ward round' and 'problem-based
agenda' received the lowest scores by the raters (Table 3), although these are fundamental
ward round skills. This aligns with research indicating residents often struggle to accurately
self-assess their abilities (25).

Regarding Motivation, engagement could be enhanced by involving residents in designing the
aid or incorporating direct feedback through in-person sessions or video reviews with a
supervisor. This aligns with Johnson and May's systematic review on promoting behaviour
change in healthcare (26). Future interventions might also target early-career doctors, who
may be more motivated to change their behaviour, or tailor the cognitive aid to residents'

experience levels (27).

Exploring the Patient and Informal Caregiver Perspective of Ward Rounds

Patient and Public Involvement has gained emphasis in healthcare research and medical
education, aiming to place patients at the core of care (10,28). However, our study
highlighted several challenges in considering quality in ward rounds from a multi-stakeholder
perspective. Residents' median adherence to the cognitive aid was 5 out of 7. However, since
none of the residents used the cognitive aid directly, these scores reflect their behaviour.
Some items received lower median ratings (3-4), namely purpose, introduction, and problem-
based agenda. Also, raters noted that some ward rounds did not meet standards for
residents. Consequently, with only moderate behavioural alignment to the aid, these ward
rounds may not be classified as best practice despite positive patient feedback. This finding
highlights that high adherence to the cognitive aid may sufficiently capture ward round quality
from the patient's perspective. While the cognitive aid is designed to enhance interactions,
patient satisfaction likely includes additional factors, underscoring the complexity of
assessing ward round quality. Although patient satisfaction was generally high, our
qualitative data suggest that this may mask communication challenges, as some patients
hesitated to voice concerns or blamed themselves for misunderstandings. Therefore, we
interpret the findings not as evidence against the cognitive aid, but as a basis for refinement

and future evaluation.
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While the cognitive aid is designed to enhance interactions, patient satisfaction likely
includes additional factors, underscoring the complexity of assessing ward round quality.
Other factors, such as generational norms and frailty, may have affected their responses.
Older patients may be less inclined to critique their care, often due to cultural norms around
authority, while frailty-related fatigue may limit their ability to provide detailed feedback
(15,29). Power dynamics further complicate patient evaluations, as many feel uneasy
critiquing their doctors, especially in dependency (30). Therefore, integrating nurses'
perspectives could enhance Level 4 evaluations. Nurses observe patient care and
interactions continuously, positioning them to assess the practical impact of resident training
on outcomes (31). By combining patient, caregiver, and nursing perspectives, the study could
have achieved a more comprehensive view of the intervention’s impact in future studies.
Lastly, perspectives on patient involvement varied significantly. While some patients
preferred minimal participation, nearly half found the CAT question on involvement irrelevant.
This raises questions about the appropriateness of using patient involvement as a quality
indicator in this group. Although the literature on involving informal caregivers in the
evaluation of medical education initiatives is limited, their inclusion is important (32).
However, this involvement requires balancing of patient autonomy with the support provided
by caregivers (32). In our study, caregivers freely shared their views and, if more consistently

involved, could play a larger role in enhancing doctors' awareness of patient needs.

Limitations and Strengths

Self-reported data were obtained from 5 of 7 residents in the intervention group, likely
reflecting higher engagement among responders (33). The small sample may reduce the
generalisability of self-reported insights. Patients and informal caregivers were not asked
about their experiences evaluating ward rounds, which would have allowed for comparative
insights. Limited caregiver participation left their perspectives unclear, highlighting the need
for greater caregiver involvement in future studies to better understand their role in medical
education evaluations. Additionally, prior collaboration between LA and most residents may
have influenced recruitment and implementation, though its impact were not assessed.
Among this study's strengths is its multi-perspective approach, incorporating feedback from

residents, patients, and informal caregivers. This provides nuanced understanding of patient
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and caregiver involvement in medical education and may inform the design of future studies

aiming to evaluate end-user experiences with educational interventions.

Conclusion

We developed a cognitive aid to support ward rounds for older patients with frailty,
incorporating input from stakeholders such as patients and informal caregivers. This
feasibility study evaluated its implementation and usage, focusing on patient and informal
caregiver experiences. While the intervention components—comprising a lecture, simulation,
and podcasts—were made available as planned, fullimplementation was not achieved, as
not all participants engaged with the podcasts. Residents did not use the cognitive aid during
ward rounds. As the cognitive aid was not used, it was not possible to assess its acceptability
among patients and informal caregivers. Patients were generally satisfied but often hesitated
to provide candid feedback when they felt excluded or struggled to understand the
information shared—frequently attributing these difficulties to themselves. Feedback from
informal caregivers was limited, as they were not consistently present during ward rounds.
Modifications to enhance aid usability and better integrate patients and caregivers are

needed before a full-scale study.
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