Transforming Care

Improving Communication with

Bedside Video Rounding

TCAB and technology enhance nurse—physician collaboration and patient care.

By Peachy B. Hain, MSN, RN, Christopher S. Ng, MD, Harriet Udin Aronow, PhD,
Jane W. Swanson, PhD, RN, and Linda Burnes Bolton, DrPH, RN, FAAN

n June 2004 Cedars-Sinai Medical Center in Los Our strong history of shared governance and nurse—

Angeles became one of the 13 hospital units par- | physician collaboration on nursing units may have

ticipating in phase 2 of the Transforming Care | been the key to our willingness to test technologies

at the Bedside (TCAB) initiative sponsored by | and adopt successful improvements in clinical prac-

the Robert Wood Johnson Foundation (RWJF). | tices. Our collaborative history predates our par-
While still engaged in this initiative, in March 2006 | ticipation in both RWJF projects. In 1998 the
we also became a site in the American Academy of | Cedars-Sinai MD-RN Collaborative Committee
Nursing’s Technology Drill Down (TDD) project, also | was established to improve relationships between
funded by the RWJE Both projects aim to improve pa- | physicians and nurses. Over the past decade it has
tient care on medical—surgical units. The TDD projecthas | evolved into a unit-based model with physician and
identified technologic means for improving medicals— | nurse champions and monthly collaborative meetings
surgical work environments in TCAB hospitals across | that provide a social forum and a nonthreatening
the United States.! One solution that we generated, | environment for reviewing regulatory requirements,
tested, evaluated, and incorporated into our care | participating in educational in-service activities, and
system was video rounding. celebrating collaborative efforts. The establishment
of video rounding capability on two units located in
8 South at Cedars-Sinai is one example of how nurses
and physicians have collaborated in using technol-
ogy to improve patient care.

A TCAB UNIT FOCUSES ON COLLABORATION

The two units on 8 South are for surgical patients, spe-
cializing in abdominal, trauma, bariatric, urologic, and
reconstructive plastic surgeries. Although the units
organize their nurse staffing separately, they share
a nurse manager. One of us (PBH) was the nurse man-
ager at the time we began the TCAB work, and she im-
plemented TCAB with focuses on shared governance
and staff-driven improvement projects. PBH and CSN
organized the nurse—physician collaboration on this
unit and have been the chief promoters of TCAB on
the unit and throughout the organization.

The first TCAB effort at Cedars-Sinai began with
nurses on 8 South engaging in brainstorming sessions
with a broad array of staff, including RN, unit clerks,
pharmacists, materials management staff, social work-
ers, information technology staff, nutritionists, lab-
oratory personnel, clinical engineering staff, physical
and occupational therapists, and physicians. One of
the top problems identified for improvement was

A consulting physician (Gerhard Fuchs, MD, on screen)

at a remote location “visits” with a patient, primary nurses having to wait for physician.s to return calls or
care physician (Christopher S. Ng, MD), and nurse visit so they could update the physicians on changes
(Betty Nersesian, RN) using the video rounding system. | in their patients’ conditions that could affect treatment
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and discharge plans. Resolving this problem
could result in more timely communication,

shorter hospital stays, and reduced ineffi- 5.00

ciencies such as having to make repeated calls
to physicians and search for nurses to take
the returned calls.

Nurses and physicians brainstormed
potential solutions to test and evaluate. We
conducted each of three tests of change over
20 successive rapid cycles of the Plan—
Do-Study—Act quality improvement model.
Initially nurses tested making appointments
with physicians for rounding in order to
ensure that the nurse would be present when
the surgeon arrived and avoid having round-
ing interfere with the physicians’ office visits
and operating room schedules. This phase of
rapid-cycle testing improved the coordination
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of care and, nurses noted anecdotally, de-
creased the incidence of rounding when either
the nurse or the physician was absent. But
anecdotal reports revealed that reducing those
missed visits didn’t help nurses provide phy-
sicians with updated patient information in a more
timely manner. This evidence was reflected in the an-
nual physician and nurse satisfaction survey feedback.

The second set of nine tests of change focused on
using bedside rounding to improve nurse—physician
communication. During rounds, the nurse summarized
for the physician and the patient (and the charge nurse,
in more complex cases) the patient’s response to treat-
ment, provided an update on the diagnostic results,
and discussed self-care and treatment goals as well as
discharge plans and postdischarge self-care needs.

This cycle of testing had positive results. Of the 29
tests of change that targeted reducing delays in nurse—
physician communication about patient care, five
were adopted. One was morning bedside rounding
led by nurses following a specific protocol. The effi-
ciencies in communication that resulted permitted us
to discharge patients earlier in the day, changing the
average discharge time from 2 P™m to 11 AM. These
changes to bedside rounding practices were then
spread across all surgical units.

The final test of change to reduce delays in care
caused by slow nurse—physician communication incor-
porated a technologic innovation to enhance bedside
rounding.

VIDEO ROUNDING

One of us (CSN) recalled that in a prior technology
project a remote-control robot had brought video
and audio conferencing ability to patient rooms when
physicians couldn’t be physically present.> However,
these robots were prohibitively expensive, could be
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used by only one physician at a time, and weren’t
very mobile. Accordingly, he suggested that we use a
simpler, more cost-efficient video rounding system: pre-
existing Internet-based video chat software. Physicians
could “chat” from their offices, operating rooms,
or outside the hospital by using laptop computers
with wireless Internet connections.

We decided to test this idea. Using video commu-
nication technology to eliminate delays in providing
care meshed with another of our TCAB goals: reduc-
ing average lengths of stay by 25%.

The video rounding system development team in-
cluded physicians and nurses. Cedars-Sinai informa-
tion technology specialists were engaged to help the team
select the equipment and software that would ensure
that patient confidentiality and secure data transfer
were maintained. The hospital’s executives reviewed
the business plan created by the development team and
allocated the funds to purchase and test the system.
Cedars-Sinai information technology specialists trained
the staff nurses to use the technology. Trials were con-
ducted with various wounds and body fluids to evaluate
the quality of the images and ensure that the technol-
ogy simplified, rather than confused, the physician’s
decision-making process. Then nurses, physicians,
and patients together designed a survey tool to col-
lect patient and clinician feedback about the quality of
the communications conducted over the video system.

Between December 2006 and February 2007, the
system was tested with 10 patients. These first 10 pilot
cases indicated that video rounding provided the
patient, nurse, and physician with the necessary
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Figure 1. Mean length of stay (LOS) and case mix index (CMI) on 8 South. A case
mix index above 1 indicates patient acuity is more severe than the national average.
Trials of video rounding began in December 2006.
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information. Nine patients reported that they could
easily communicate with their physicians, and six
believed that the video rounding system enhanced
their care. All 10 patients agreed that video rounding
should be used when a physician is unable to visit a
patient and that the system should be adopted as a
regular part of patient care.’ Nurses and physicians
unanimously agreed that the video rounding system
was easy to use, enhanced their ability to provide timely
care, was an acceptable method of communication if
direct physician contact wasn’t possible, and should be
adopted as a regular part of inpatient care. Both nurses
and physicians gave anecdotal reports of spending less
time waiting for responses to inquiries about or clar-
ifications in patient care instructions.

The video rounding system was used without
modification in an additional 23 cases during 2008.
All of the users reported being highly satisfied with
the system, and now video rounding is being integrated
into the nurse—physician bedside rounding process
that was implemented throughout Cedars-Sinai to im-
prove patient and team communication. The MD-RN
Collaborative network helped to bring video rounding
into labor and delivery rooms and into a multiphysi-
cian urology practice. In addition, all medical—surgical
and critical care units are being wired to enable its use.
A larger study involving a multispecialty physician
group is being planned. It will take advantage of new
computer technology, such as computer tablets with
video capability and workstations on wheels, being
installed for the new Cedars-Sinai electronic medical
records system. Ultimately, providers will be able to up-
load video clips into medical records.

VIDEO ROUNDING IN ACTION

One patient’s story illustrates the usefulness of the
video rounding system. Mr. Steinway had undergone
routine transurethral resection of the prostate. (The
patient’s name and clinical details have been changed.)
He saw one of us (CSN) early in the morning the day
after surgery and was cleared for discharge with a Foley
catheter in place. As Mt Steinway was preparing to leave,
he noticed that his urine was becoming increasingly
discolored. CSN needed to visually assess the urine to
determine whether discharge could proceed, but he
was in surgery and couldn’t leave the operating room.
The patient eagerly consented to having CSN “visit”
him using the video rounding system.

Laptops were set up in Mr. Steinway’s room and
the operating room, and the urine bag—under ade-
quate lighting—was placed in view of the video cam-
era. With the circulating nurse holding the laptop for
CSN, he was able to reassure Mr. Steinway (without
having to break the sterile field) that the small
amount of bleeding occurring was to be expected.
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The physician’s assessment allayed Mr. Steinway’s
concerns, allowing him to be discharged immediately
and shortening his stay by at least half a day. A new
patient was admitted to the bed within two hours of
M. Steinway’s departure.

MEETING CHALLENGES

We at Cedars-Sinai are proud of our engagement
in TCAB tests of change that seek to redesign care
processes, improve communication, and incorporate
technology. On 8 South the case mix retains a high
level of complexity, but we have been able to shorten
the duration of the average hospital stay for urology
patients from 4.6 days in 2006 to 4.16 days in 2008
(see Figure 1). No single intervention can be solely
credited with producing that reduction, and we are
planning a formal study that will measure the spe-
cific impact of video rounding.

Technologies that support patient care commu-
nication and documentation are emerging as domi-
nant forces in health care delivery.*® Ensuring that
technology use improves the effectiveness and effi-
ciency of care will be an ongoing challenge. The TCAB
process, which instills the concept of continuous
change into the culture of nursing units, provides a
strong foundation for testing and implementing
technologic innovations. ¥
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