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Restore the prominence of the medical ward round
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We should value the medical ward round as much as patients do, writes Anthony Cohn, so it needs to be resourced properly in terms of consultants’ time

Picture the scene: cardiac theatres are busy with patients listed for surgery. The sternotomy is performed beautifully, the patient is put on bypass, and veins are deftly removed from the patient’s leg. Being pressed for time, the surgeon realises that she needs to prioritise, so only bypasses one of the three occluded vessels. This takes a little longer than expected so there is no time left to close the sternal incision. The surgeon is neither quick nor slow, but this is the only way that she can manage the expectation of performing six such procedures a day.

It sounds ludicrous and outrageous. Surely this would never happen? Imagine the fallout for any hospital that ran its surgical department this way.

Although for a surgeon surgery means operating, for a physician it means spending time with the awake patients, understanding their problems, and helping to provide possible solutions. In a hospital setting this is either in the clinic or during a ward round, and we should take as much pride in our bedside work as surgeons do in their operative skills.

From personal experience in several different hospitals and speaking to colleagues in others, I am surprised at how little priority is given to ward rounds. While most hospitals have introduced on-call physicians in some guise or other, all too often their remit is unclear. Although some work suggests that a safe but basic ward round could be achieved dedicating about 12 minutes per patient,1 recent guidelines suggest that each patient should be allocated 15 to 20 minutes.2
If this is so, why are patients not receiving this? In many places the post-take round, though it happens, is limited in time. Experience and anecdote indicate that it is typical that 20 or more patients need to be seen in two hours—five minutes per patient on average, assuming all notes, radiographs, and results are immediately to hand. This compares poorly with the often quoted figure of the seven minute consultation in general practice, which itself is generally considered too brief.3 4 5
This must mean that corners are cut and standards of care fall. An effective daily ward round would help doctors to focus on patients’ experience, limit unnecessary investigations and treatments, expedite discharge, and increase patients’ satisfaction. The ward round should return to being the focus of hospital life rather than an inconvenience that disturbs the routine running of the ward and interferes with doctors’ other commitments. In the same way that theatres should be equipped to maximise surgical efficiency, hospitals should be managed to increase ward round efficiency.

In an environment where everything is counted, hospitals know approximately how many medical patients are on their wards on a daily basis. It is therefore easy to calculate how much consultant time would be required to deliver good quality ward rounds to these patients. For example, a hospital that admits 20 new patients daily should allocate five hours of consultant time to those patients alone, with added time for patients already admitted. Ideally this should happen seven days a week. As acute care becomes concentrated in larger but fewer hospitals, having only one consultant doing the ward round is likely to be inadequate.

This may require rethinking consultants’ job plans: I suspect that many of us have fallen into the trap of allowing necessity rather than desirability to set our standards, allowing our expectations to fall even if those of our patients have not. So what we think of as a ward round, patients think of as a “rush round.” Although some of our skills may have improved—for example, our history taking and examination—it is likely that others (often those most valued by patients, such as empathy and compassion) will have been allowed to atrophy—and we may need to work to regain them.

Other changes may be needed to restore the ward round to its rightful place—for example, the composition of the ward round team; changing the ward routine; considering how and when tasks generated by the round are implemented; accepting the round as sacrosanct; and only disturbing its participants in cases of severe emergency.

No hospital and no surgeon would tolerate a reduction in quality in response to increasing demand. In the scenario I outlined above the surgeon would be disciplined and the hospital pilloried. The medical ward round is the equivalent of the surgical procedure and needs to be valued and nurtured as such. The calls for strengthening ward rounds have focused on perceived medical shortcomings.2 But our biggest shortcoming is failing to protect our most precious and powerful tool, which is spending quality time with our patients. Individuals and institutions have to value this as much as our patients do.
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