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ABSTRACT
Background: In critical care settings, family involvement in care is important.
Family-centred rounds (FCR) are often seen as a component of family-centred
care. Nurses have an important role in implementing FCR and their active
participation is crucial. There is currently a lack of rigorous literature that explores
nursing perspectives of FCR in adult critical care areas.
Purpose: This study explored nursing perspectives (n = 135) of FCR in six adult
critical care units across four Southwestern Ontario hospitals.
Methods: A 56-question survey was distributed to critical care nurses currently
working in one of the adult critical care units under study through an online
Qualtrics® link. This research explored nursing perspectives of FCR, so nurses did
not need to have experience participating in FCR to take part in this study.
Results: The descriptive results highlighted the structures and processes that
nurses felt would best support them during FCR. Additionally, nurses noted the
greatest advantage of FCR was that the healthcare team can update the family on
the patient’s condition, and the greatest barrier to FCR is the inconsistent or
unknown timing of rounds. Tests of association revealed that nurses’ overall
supportiveness of FCR was statistically significantly related to their ethnicity (p =
.01) and hospital site (p = <.001).
Conclusion: This research helps to fill the literature gap regarding nursing
perspectives of FCR in adult critical care units. It contributes to the overall body of
knowledge on this topic and will help future researchers develop evidence-based

best practices for a higher quality, standardized family-centred rounding process.
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CHAPTER 1
INTRODUCTION AND BACKGROUND

Critical care medicine is a multidisciplinary specialty that cares for patients who have or
are at risk for sustained disease or injury (Canadian Medical Association, 2019). There are many
types of critical care units, also known as intensive care units (ICUs), and each has its own
specialties. These may include cardiac ICUs, medical ICUs, surgical ICUs, neonatal ICUs, or
many others. Smaller hospitals may have a universal ICU that cares for all specialties. In general,
patients who need critical care medicine require continuous, 24-hour observation and monitoring
(Canadian Medical Association, 2019). The nurses who work in critical care units are generally
registered nurses (RNs) with specialized critical care training. For the purpose of this thesis, the
term nurse(s) refers specifically to RNs with critical care training. Nurses who work in critical
care units are typically only assigned to care for one or two patients, depending on the severity of
the patient’s illness.

Critical care patients frequently undergo diagnostic investigations and laboratory
monitoring, and they may require multiple surgeries or procedures as well (Rajsic et al., 2021).
These patients often require several interventions as part of their treatment, which puts them at a
higher risk for complications, infections, and multi-organ failure (Stoeppel et al., 2014). Critical
care patients are usually medically unstable and often need life-sustaining measures such as
mechanical ventilation (Stoeppel et al., 2014). Patients who require life support typically also
need medications for pain and sedation to ensure comfort and efficient ventilation (Green &
Staffileno, 2021). Patients who receive these medications often become drowsy and are at an

increased risk of developing delirium (Barr et al., 2013; Pollack et al., 2016). Patients who are



drowsy, delirious or require life support are often unable to speak rationally, making
communication between patients and healthcare team members very difficult (Tate et al., 2013).

Families are an essential aspect of routine care in the critical care setting. Many patients
in critical care units cannot speak for themselves for various reasons (Simon et al., 2021). This
leaves the family to communicate and make decisions on their behalf, so communication with
the family is one of the most crucial aspects of critical care (Curtis, 2008). Patients who can
speak often rely on family members to assist them in making healthcare decisions and involve
them in their care (Simon et al., 2021). For these reasons, it is vital to establish good
communication between healthcare providers and families. In critical care units, nurses are the
primary contact to communicate critical information about the patient to their families and offer
psychosocial support (Doucette et al., 2019). It is essential to keep families involved due to the
rapidly changing status of patients in critical care. As participants in the decision-making
process, these families require more frequent updates and thorough explanations of tests and
procedures as patients’ diagnoses and prognoses can change at any time. In circumstances where
patients are alert and awake, patient- and family-centred care is of utmost importance (Simon et
al., 2021). Patient- and family-centred care (PFCC) is defined as an approach “that is grounded
in a mutually beneficial partnership between healthcare providers, patients, and families”
(Institute for Patient- and Family-Centered Care, n.d., para 1). It focuses on shifting the role of
patients and families from passive healthcare receivers to active, collaborative members of the
care team with mutual power (Thirsk et al., 2021).

In critical care settings, many patients cannot speak for themselves, stressing the
importance of family involvement in care (Wong et al., 2020). Since families assume the lead

role in care planning and decision-making in these situations, the term family-centred care (FCC)



is sometimes used. FCC is very similar to PFCC in that they both focus on respecting and being
responsive to each family’s values and needs to provide the best patient care (Davidson et al.,
2017). PFCC and FCC are often used interchangeably in the literature as their focus and goals
are essentially the same. For this thesis, the term FCC will be used due to the variable amount of
patient involvement in critical care settings. There are several components that may be
considered FCC initiatives and there are many factors that can act as facilitators or barriers to
these initiatives. These may vary across different healthcare settings and different patient
populations. For this thesis, the focus will be on best practices for FCC initiatives in adult critical
care settings.

It is important to note that the COVID-19 pandemic has greatly affected adult critical
care units and FCC initiatives over the last few years. Critical care units were overwhelmed with
patients, leading them to be short-staffed and mitigating this nursing shortage with other nurses
who were not critical care trained at times (Canadian Institute for Health Information [CIHI],
2021). There were also critical shortages of personal protective equipment, and procedures,
surgeries and treatments were limited to those that were urgent or lifesaving (CIHI, 2021). Due
to the lack of space in critical care units, many patients were diverted long distances to get a
critical care bed. Many hospitals also had restricted visitation and vaccination policies for
visitors (Centers for Disease Control and Prevention, 2020). Due to visitation restrictions and
patients’ diversion, many families could not visit their loved ones. This left virtual platforms as
the new way of visitation and communication with families (Rasheed et al., 2021). This also
resulted in the inability to implement many FCC initiatives. It is worth noting that many nurses
are very burnt out from this pandemic, resulting in decreased motivation to put forth the extra

effort to include families in virtual care (Galanis et al., 2021).



Bedside rounds are an important aspect of critical care. These are a daily practice in
which the interprofessional team meets to review clinical information about the patient, discuss
the patient’s clinical status and formulate a clinical impression (Au et al., 2017). They then use
this information to make decisions regarding the patient’s treatments and plan of care (Au et al.,
2017). Bedside rounds take place on most units in a hospital; however, they are more thorough
and detailed in critical care units as patient statuses are more complex. Bedside rounds that take
place in critical care units are also referred to as critical care rounds. In the critical care setting,
the interprofessional team typically consists of the physician, bedside critical care nurse, unit
manager, respiratory therapist, dietitian, pharmacist, physical therapist, social worker, and any
other important members of the team (Allen et al., 2017; Santiago et al., 2014). However, those
who attend rounds may vary based on individual availability, standard practice in that unit, or
specialized unit members. Bedside rounds are important for the team to meet and review the
current patient status, update each discipline’s daily accomplishments, and discuss new goals for
each patient.

Family-centred rounds (FCR) are often seen as a component of FCC, reflecting the same
benefits and barriers to implementation (Gooding et al., 2012). FCR are generally defined as
“interdisciplinary work rounds at the bedside in which the patient and family share in the control
of the management plan as well as in the evaluation of the process itself” (Sisterhen et al., 2007,
p. 320). The main difference between FCR and regular bedside rounds is the presence and
participation of the family during rounds (Sisterhen et al., 2007). Family presence and
participation allow families to contribute to the rounding process and clinical decision-making
regarding their loved one’s treatment plan (Au et al., 2017). This important opportunity to

participate in rounds reinforces collaboration between the family and the healthcare team and



contributes to family member empowerment and positive patient outcomes (Heydari et al.,
2020).

There is a lack of literature that explores nursing perspectives of FCR in adult critical
care areas, and the present literature lacks rigour (Kydonaki et al., 2021). A recent integrative
review discovered that available articles only come from Canada or the United States and are of
moderate to poor quality (Kydonaki et al., 2021). Although the literature demonstrates the
positive outcomes that implementing FCC initiatives, including FCR, have in the clinical setting,
many hospitals still do not include FCR as part of their daily practice (Kleinpell et al., 2019). It
has been demonstrated through research that nurses and nursing culture can significantly
influence how well these practices are implemented (Kleinpell et al., 2019; Thirsk et al., 2021)
Although any healthcare provider can invite the family to join FCR, nurses are the provider who
most often communicates with the family in critical care units (Doucette et al., 2019).
Additionally, nurses are seen as the ideal healthcare provider to orientate the family to FCR (Au
et al., 2021). Nurses have an essential role in the execution of FCR, and their engagement can
either enhance or hinder family presence and participation in FCR. Therefore, this thesis
explored nursing perspectives of FCR in six adult critical care units across four Southwestern
Ontario hospitals. The specific research questions were:

1. What are nurses’ perspectives of the structures (i.e. staff-to-patient ratios, location of

rounds) that support best practices for FCR?

2. What are nurses’ perspectives of the processes (i.e. unit culture of FCR, degree of

family participation) that support best practices for FCR?

3. What do nurses perceive as the greatest advantages to implementing FCR?

4. What do nurses perceive as the greatest barriers to implementing FCR?



5. Is there a relationship between nurse-related factors (i.e. age, gender, years of
experience) and nurses’ overall supportiveness of FCR?

Conceptual Framework

The Donabedian Framework was used to guide this study. This framework is focused on
three concepts — structure, process, and outcome — that work together to assess the quality of care
(Donabedian, 1988). Donabedian defines the structure as “the conditions under which care is
provided” (Donabedian, 2003, p. 46). This may consist of material resources such as equipment,
or human resources such as the number or qualifications of professional staff (Donabedian, 2003;
Donabedian, 1988). The organizational structure may also fall into this category, and it can
include characteristics of the organization or the nursing staff, performance reviews or financial
attributes (Donabedian, 2003). The process is defined as “the activities that constitute health
care” (Donabedian, 2003, p. 46). This may include patient activities to seek or implement care,
as well as practitioner activities to diagnose, recommend treatments, or physically treat the
patient (Donabedian, 1988). Lastly, Donabedian defines the outcome as “the effects of care on
the health status of patients and populations” (Donabedian, 1988, p. 1745). Donabedian states
that these effects can be desirable or undesirable and may include changes in health status,
patient/family knowledge, patient/family behaviour, and patient/family satisfaction with care and
its outcomes (Donabedian, 2003). The changes in patient/family knowledge and behaviour may
influence their care and health status in the future (Donabedian, 2003).

In nursing, the Donabedian Framework has been applied to many situations to guide
research and practice in providing quality care. For example, it has been used to assess nursing
quality of care and how factors such as nursing burnout affect this (White et al., 2022). It has

also been used to evaluate the patient’s perspective of quality nursing care as Donabedian



emphasizes the importance of patient satisfaction (Kobayashi et al., 2011). More recently, it has
guided nurses in responding to the COVID-19 pandemic in emergency hospital settings (Binder
et al., 2021). From a broader perspective, the Registered Nurses Association of Ontario used the
Donabedian Framework as a guideline to evaluate the quality of care in their toolkit to
implement best practice guidelines (Registered Nurses Association of Ontario, 2012). The
versatility of this framework is a key strength as it has even been used to guide nurses in
implementing person-centred care (Santana et al., 2018) as well as PFCC (Ahmed et al., 2019;
Stelfox et al., 2013) in the healthcare setting.

This research focused on how the concepts of structure, process and outcome related to
FCR in adult critical care settings to implement quality FCC. Some of the structure variables for
this research are the staff-to-patient ratios, length of time of rounds, patient acuity, patient age,
number of family members present, the location of rounds (inside or outside the patient room),
and COVID-19 regulations. Some process variables are the invitation patterns to join rounds,
family comprehension, nurses’ clinical performance, unit culture towards FCR, nurse-family
relationships, family participation in FCR, family inclusion by nurses, the topic under discussion,
and nursing workload. The primary outcome is to determine evidence-based best practices for
FCR in adult critical care units. This research explored the structure and process variables in
more depth to contribute to the overall knowledge about the outcome variable. Figure 1

demonstrates the concept variables used in this study.



Figure 1

Donabedian Framework Adapted to Current Study



CHAPTER 2
REVIEW OF LITERATURE
Search Strategy
A thorough review of the current literature was performed. Articles were identified using

the keywords “family,” “family-centred,” “family-centered,” “round,” “perceptions,”

29 ¢ 29 ¢¢ 99 ¢ 99 ¢¢ 99 C6y

“experiences,” “views,” “attitudes,” “nurse,” “critical care,” “intensive care,” and “ICU” in a
variety of forms. Literature was searched through CINAHL, MEDLINE, Proquest and Pubmed.
Ancestry search methods were also used to find additional relevant articles. Inclusion criteria
consisted of studies that investigated nurses’ perspectives, took place in an adult critical care
unit, had family presence or participation during bedside rounds, were published in English, and
included full-text articles. Exclusion criteria included articles that were focused on pediatric or
neonatal populations. Given the sparsity of literature, articles were not excluded based on
publication year, resulting in no identified date range limitations. However, emphasis was placed
on literature published within the last ten years. After applying inclusion and exclusion criteria,
five articles were considered very relevant to this thesis topic and used in this literature review
(Allen et al., 2017; Au et al., 2017; Roze des Ordons et al., 2020; Santiago et al., 2014; Stelson et
al., 2016). Due to the lack of relevant articles, articles that did not meet the inclusion and
exclusion criteria are discussed in this literature review to further contribute to this topic through
the lens of other perspectives and different populations. A university librarian was also consulted
to enhance the rigour of the search strategy.

Family-Centred Care

Components of FCC differ between institutions; however, it may include family care

conferences, family information pamphlets or videos, patient and family advisory groups, family



orientation, flexible visitation hours, family presence during resuscitation, involvement in
providing patient care, family-centred rounds, or family meetings (Kleinpell et al., 2019; Ludmir
& Netzer, 2019; Thirsk et al., 2021). It also may include environmental components, such as
having a family waiting room for visitors or family conference rooms for meetings (Thirsk et al.,
2021). Each family member is different and may only want to be involved in FCC by visiting the
patient. In contrast, others may want to be more involved and perform basic personal care or
hygienic practices. Family members’ willingness to participate may be influenced by age,
education, socioeconomic status, number of family members, relation to the patient, current
mental distress, or personal preference (Heydari et al., 2020). Healthcare providers need to
recognize the spectrum of family member involvement and be supportive of family members on
all aspects of the spectrum by adjusting patient and family care plans according to their level of
comfort in participation (Heydari et al., 2020).

There is a wide range of preparatory education that nurses can obtain to assist them with
involving the family in their practice, and this education can be formal or informal. Some nurses
completed formal courses that focused on family nursing in their Bachelor of Nursing degree or
took in-services offered in their unit (Thirsk et al., 2021). Others took it upon themselves to learn
more about family nursing on their own time (Thirsk et al., 2021). Notably, most nurses who
learned about family nursing through courses in their Bachelor of Science in Nursing (BScN)
degree found it inapplicable to their care as it lacked hands-on practice and they were not being
taught by nurses with experience dealing with families in critical care settings (Thirsk et al.,
2021). It is noted that nurses who have advanced nursing degrees are more likely to promote

family engagement in care (Hetland et al., 2017).

10



In critical care settings, FCC is known to improve the quality and safety of patient care
(Thirsk et al., 2021). Family participation in critical care activities is shown to improve physical,
emotional, and psychological outcomes for the patient (Heydari et al., 2020; Wong et al., 2020).
Patient and family satisfaction with care also improves as families help with physical care and
decision-making, increasing the perceived quality of care (Heydari et al., 2020; Thirsk et al.,
2021). Making decisions can help family members feel empowered as a participant in care,
reducing their stress and anxiety (Heydari et al., 2020). It can also improve healthcare providers’
satisfaction with the care they are delivering (Thirsk et al., 2021). Families usually want to be
involved in patient care to ensure their loved one receives the best care possible (Wong et al.,
2020). Often, this includes families wanting frequent updates on any changes in the patient’s
status and helping in any way they can at the bedside (Wong et al., 2020). Families can also
advocate for patients, which is especially important for those who cannot speak for themselves or
make their own decisions. These patients rely on family members to make decisions on their
behalf based on their values and wishes since they are usually the ones who know the patients
the best (Wong et al., 2020). For patients who are awake, families can advocate for their health
by encouraging them to comply with treatments and interventions, as well as providing physical,
psychosocial, and emotional care to that patient (Wong et al., 2020). Additionally, FCC can
decrease institutional costs and reduce the overall burden on the healthcare system (Heydari et
al., 2020; Thirsk et al., 2021).

Many institutions still have not embraced FCC practices even though it is shown to
positively impact healthcare (Kleinpell et al., 2019). Of the institutions that do implement FCC
practices, healthcare providers are inconsistent in their execution (Kleinpell et al., 2019). Some

clinicians find it challenging to carry out these initiatives, and they are therefore not being fully
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implemented in critical care units (Kleinpell et al., 2019). Many factors can influence the quality
of FCC in critical care units, including the healthcare staff, family members, unit culture, and
organizational aspects. Families are more likely to be more involved when nurses and other staff
invite them to participate in care (Wong et al., 2020). Some nurses feel that patients’ acuity level
changes their perception of the family’s participation in care (Hetland et al., 2017). Also, nurses
state that extending an invitation to join FCC activities often depends on the approachability of
the family and family dynamics (Thirsk et al., 2021). For example, nurses stated that some
family members are incredibly supportive and help to calm the patient, whereas other family
members were challenging to work with or abusive towards nurses (Thirsk et al., 2021). This can
influence the degree of FCC that would be implemented toward these different family members.

Some nurses who are older and have more critical care experience are noted to be more
inclusive of FCC in their practice (Hetland et al., 2017). This could be due to experienced nurses
having more self-confidence to know how to include families better or from maturity in their
own lives to understand how to relate to families (Thirsk et al., 2021). However, some of the
more experienced nurses are said to be less inclusive of FCC since it was a foreign concept when
they first began nursing and have established their own set views on family participation in care
(Thirsk et al., 2021). These nurses may be resistant to change and can hinder the culture of a
specific nursing unit. Novice nurses are often seen as task-focused, reducing the amount of FCC
in their practice (Thirsk et al., 2021). However, once novice nurses become more comfortable,
they include FCC much earlier in their career due to the increased significance placed on it now
compared to many years ago (Thirsk et al., 2021).

Nurses must be given adequate organizational resources to overcome ethical conflicts

that may arise while initiating FCC. The organizational resources, or lack of, can facilitate or
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create barriers for nurses to include family. If nurses perceive their resources as inadequate, they
can depersonalize the patient and family, decreasing overall FCC activities (McAndrew et al.,
2019). This can be especially harmful to patients and their families in critical care units as they
heavily rely on nurses to include them in their care during this unpredictable time. Hospitals
should have an inviting atmosphere so families are more likely to feel welcome to participate in
care (Heydari et al., 2020). Supportive organizational resources may include sufficient staffing
and reasonable nurse-to-patient ratio assignments (Thirsk et al., 2021). A lack of these resources
may also influence the culture of a nursing unit to reduce FCC initiatives (Thirsk et al., 2021).
Nurses find it helpful to keep the same patient assignment if they work multiple shifts in a row to
ensure continuity of care for both the patient and family. However, there must be a balance in
nurse rotation for what they consider to be emotionally exhausting patients and families to ensure
the best FCC (Thirsk et al., 2021).

Other facilitators to maintaining FCC initiatives in hospitals include regular check-in
meetings with management and senior leaders to ensure there is continued momentum in
improving unit culture (Kleinpell et al., 2019). Management must address staff resistance to
implementing FCC initiatives, which may act as barriers to changing the unit culture (Heydari et
al., 2020). Additionally, having highly engaged staff, the support of management, and a unit that
is ready for change are other facilitators for implementing FCC (Kleinpell et al., 2019). It is
noted that having specific staff members acting as FCC “champions” are also beneficial for
implementing FCC initiatives (Kleinpell et al., 2019). These champions help to change the unit
culture to be more accepting of FCC activities (Kleinpell et al., 2019). Other facilitators may
include a healthy relationship between nursing staff and family members, timely relay of patient

information to the family, and appropriate guidance and support for the family by staff (Heydari
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et al., 2020). Some staff may be unaware of how to better include families in their care, so
offering staff education and developing specific FCC approaches to include family participation
may be helpful (Heydari et al., 2020).

Barriers to implementing FCC may include the lack of ability to promote culture change
in a critical care unit, lack of staff interest, lack of funding and resources to support the FCC
initiatives and the lack of support to manage the workload of the implementation (Kleinpell et
al., 2019). Nurses who are not satisfied with their current nursing position and those who work in
a unit with a culture that does not view the family as part of the care team are less likely to
involve the family in their care (Hetland et al., 2017). Having too many new initiatives that are
being implemented simultaneously in a critical care unit may be seen as overwhelming for staff
and may impede the effort put toward FCC (Kleinpell et al., 2019). Also, a shortage of nursing
staff or poor staffing ratios may hinder support for FCC initiatives (Heydari et al., 2020;
Kleinpell et al., 2019). Environmental barriers to FCC may include the lack of physical space
and the considerable amount of equipment present in the patient’s room (Heydari et al., 2020). It
is shown that families who perform basic personal care for the patient help improve patient
outcomes (Heydari et al., 2020). However, some families opt out of performing personal care out
of fear that they will interfere with this equipment or inflict further pain on the patient (Wong et
al., 2020).

During the COVID-19 pandemic, the implementation of FCC initiatives had been
challenged. The highly contagious COVID-19 virus caused hospitals to restrict the number of
visitors and visiting hours and sometimes prohibited visitors across the globe to reduce exposure
(Rasheed et al., 2021). This left many hospitals adapting to new ways to include family in their

everyday care. Video-call applications, phone calls, and other forms of virtual communication
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quickly became the unfortunate norm for many during this time (Rasheed et al., 2021). Hospital
staff often had to update families over the phone rather than in person, and families could not
participate in physical care at the bedside or by attending rounds. While visitation was prohibited
or restricted, families could “visit” the patient by video-calling them to reduce the anxiety of
being unable to physically be at the bedside (Rasheed et al., 2021). Nurses had to prepare
families for what they saw through the screen because families were often unaware of the
patient’s severe condition due to their inability to be with them through their healthcare journey
up to the critical care unit. Additionally, due to the influx of patients and lack of visitation, many
hospitals hired a telecommunication facilitator to assist with virtual communication methods
(Rasheed et al., 2021). These telecommunication methods are helpful even post-pandemic for
families who are unable to visit for various reasons such as proximity to the hospital or
transportation barriers. This way, families can still see their loved ones and receive regular
updates.
Nursing Perspectives of FCR

Reports of nursing perspectives on FCR in adult critical care settings are limited in the
literature, and perceived benefits and barriers seem inconsistent. Overall, some studies suggest
that nurses are open and welcoming to FCR, while others are shown to disagree with this
practice (Allen et al., 2017; Santiago et al., 2014; Schiller & Anderson, 2003). Some nurses
believe that FCR offers better communication with the family (Allen et al., 2017; Roze des
Ordons et al., 2020), which can lead to a better understanding of the plan of care for that patient
(Allen et al., 2017; Stelson et al., 2016). Some nurses feel that FCR reduces their workload as
families are updated during rounds rather than having nurses provide updates to the family after

rounds have taken place (Allen et al., 2017). Nurses also believe that family meetings are less
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frequent and shorter in duration (Au et al., 2017; Santiago et al., 2014). However, some nurses
think that FCR leads to longer rounding times (Au et al., 2017; Santiago et al., 2014) and it may
threaten patient confidentiality (Roze des Ordons et al., 2020; Santiago et al., 2014). They also
feel that there is less discussion and honesty about poor patient prognoses and sensitive
information when the family is present (Au et al., 2017; Roze des Ordons et al., 2020; Santiago
et al., 2014; Stelson et al., 2016). Some nurses worry that FCR can increase family stress and
confusion; however, others believe that family presence can decrease family stress and increase
understanding (Au et al., 2017). Nurses also tend to underestimate families’ interest in attending
rounds (Au et al., 2017). Across different studies, nurses are inconsistent in their support of
family invitation to daily rounds (Au et al., 2017) or invitation in general (Santiago et al., 2014).
Some nurses are comfortable with families being present during rounds (Au et al., 2017), while
other nurses expressed feeling uncomfortable (Santiago et al., 2014). Some nurses think that
families should be asked to leave if they are present when rounds are about to begin (Santiago et
al., 2014). Of all disciplines, nurses reported the most discomfort in having family at the bedside,
possibly due to feeling like the intermediary between family and physicians (Santiago et al.,
2014). Some nurses think that FCR can benefit students or other learners by setting an example
of how family interactions should go, which also helps to keep families informed (Roze des
Ordons et al., 2020). When the family is present, nurses believe there is increased
professionalism within the interdisciplinary team (Roze des Ordons et al., 2020). There are also
differences reported in perspectives on FCR between less experienced nurses and nurses with
more experience. Less experienced nurses are shown to be more positive towards FCR (Schiller
& Anderson, 2003) and report fewer negative experiences with family members during their

presence (Santiago et al., 2014). More experienced nurses express greater concerns with FCR
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(Schiller & Anderson, 2003). Some do not support giving families the option to attend rounds
and strongly feel that FCR constrains how negative medical information is conveyed (Santiago et
al., 2014).

To the authors’ knowledge, only one article thoroughly discussed nursing perspectives on
best practices for FCR (Au et al., 2017); however other articles briefly discussed specific topics.
It is important to remember that depending on the physician facilitating the rounds, differences
may occur in how rounds are executed and how the family is involved (Roze des Ordons et al.,
2020). At the beginning of rounds, nurses believe that family should be acknowledged, and the
interdisciplinary team should do quick introductions to improve family relations and help them
to feel included (Roze des Ordons et al., 2020). In terms of structure, nurses think that only first-
degree biological relatives or the primary contact person for the patient should be invited to
rounds, and attendance should be limited to two family members (Au et al., 2017). Some nurses
express concern when too many family members join rounds, which also increases disruptions
and decreases the efficacy of rounds (Roze des Ordons et al., 2020). Nurses prefer to host rounds
outside the patient room if the patient is unconscious, and host rounds inside the patient room if
the patient is awake (Au et al., 2017). Au et al. (2017) reported that their standard of practice
included family members asking questions at the end of rounds, which families reported a
preference for as well. Nurses believe that discussing diagnoses and the plan of care are
appropriate topics to include in FCR (Au et al., 2017). However, goals of care, prognosis and
emotional support were seen as more appropriate topics to discuss in family meetings rather than
during rounds (Au et al., 2017). Allen et al. (2017) noted that most nurses found it beneficial and
appropriate for goals of care discussions to take place during rounds rather than in family

meetings. Most nurses believe that the role of the family during FCR is to listen, share patient
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information and ask questions, and only some nurses think they should participate in decision-
making (Au et al., 2017). Those nurses with less experience feel more strongly that families
should participate in decision-making and question-asking compared to those with more
experience (Au et al., 2017). Other articles also reported that nurses consider advocating for the
patient as a role of the family if patients cannot advocate for themselves (Roze des Ordons et al.,
2020; Stelson et al., 2016). However, nurses worry that family members may provide inaccurate
or misleading information (Roze des Ordons et al., 2020). Nurses believe that the information
that families provide may assist in making clinical decisions or identifying gaps in patient care
(Roze des Ordons et al., 2020). At the end of rounds, nurses find it helpful to provide a summary
to the family using nonmedical terminology (Roze des Ordons et al., 2020).
Other Healthcare Perspectives of FCR

Physicians had their own opinions regarding FCR. Most physicians feel that FCR is
beneficial for the patient and helps to achieve positive patient outcomes (Ingram et al., 2014;
Ludmir et al., 2018). Some physicians believe that FCR does not prolong rounding time and it
does not threaten patient confidentiality (Ingram et al., 2014). In contrast, others feel that it does
increase rounding time and decreases the efficacy of rounds (Ludmir et al., 2018). Some
physicians think that FCR reduces teaching time for students and residents (Au et al., 2017; Roze
des Ordons et al., 2020), while others disagree (Ingram et al., 2014). Physicians feel that FCR
can decrease family anxiety levels and improve communication between healthcare providers
and the family (Ludmir et al., 2018). Also, they consider patient safety to be improved, and
nurses are more satisfied when families participate in rounds (Ludmir et al., 2018). It is noted
that physicians with more experience strongly believe that families should be active participants

in decision-making during FCR compared to less experienced physicians (Ludmir et al., 2018).
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Physicians who participate in FCR regularly are more comfortable with family presence and
have a more positive perspective on family outcomes of FCR (Ingram et al., 2014). In a study by
Allen et al. (2017), one physician mentioned that on the handover day between different
physicians, it is particularly difficult to include family in rounds because of the increased time
required to learn about all the patients on rounds. Another study noted that on initiation of FCR,
staff members were reluctant to change their typical rounding behaviours, including the use of
medical jargon and minimal discussion or teaching (Simon et al., 2021). However, as FCR
continued, staff members, especially physicians, naturally adapted to become more inclusive in
using layman’s terms and family-oriented teaching during FCR even though this was not
coached or encouraged (Simon et al., 2021).

Unit managers believe that FCR increases communication with the family, gives them a
better idea of the plan of care, and decreases the frequency and duration of family meetings
(Gooding et al., 2012). Some managers feel that FCR does not prolong rounding time (Gooding
et al., 2012). This is supported by Brown et al. (2014) who timed bedside rounds in an adult ICU
and found that family presence on rounds did not prolong rounding time. However, other articles
measured rounding times and found that FCR does take longer, demonstrating conflicting
information and the need for larger-scale studies (Au et al., 2018; Simon et al., 2021). In the
study by Santiago et al. (2014), managers and physicians all agree that families should be invited
to attend rounds daily. Overall, different healthcare provider perspectives have been inconsistent
throughout the literature.

Family Perspectives of FCR
Families also had conflicting thoughts on FCR; however, the consensus is that families

had positive perspectives of FCR (Cody et al., 2018; Kang et al., 2020; Kydonaki et al., 2021;

19



Mangram et al., 2005). Families believe that FCR improves communication and transparency
with them and gives them a better understanding of what the plan of care is for their loved ones
(Cody et al., 2018; Jacobowski et al., 2010). They also find that FCR gives staff the opportunity
to provide emotional support to families (Weber et al., 2018). Families think physicians take the
appropriate amount of time with them during FCR and are given relevant information (Mangram
et al., 2005). Family members feel that FCR is helpful as it allows them to ask questions and
address any pending concerns (Cody et al., 2018; Jacobowski et al., 2010; Kang et al., 2020;
Mangram et al., 2005). This opportunity helps families to gain more trust in the healthcare team
(Kang et al., 2020; Roze des Ordons et al., 2020; Stelson et al., 2016) and improve their
relationship with healthcare providers (Au et al., 2017). Some families want the opportunity to
speak to the attending physician and they are satisfied that FCR achieves this (Kang et al., 2020;
Weber et al., 2018). Other families are grateful that they can understand the perspectives of the
different disciplines involved in their care (Kang et al., 2020). However, some families feel that
there is no increase in satisfaction when participating in rounds compared to not participating
(Weber et al., 2018).

Families feel that seeing the interdisciplinary team work together to create this plan for
their loved ones decreases the stress and anxiety that they are experiencing (Au et al., 2017;
Cody et al., 2018; Kang et al., 2020; Roze des Ordons et al., 2020). However, other family
members think using medical jargon can lead to increased confusion, anxiety and stress, and
healthcare providers agree with this (Roze des Ordons et al., 2020; Stelson et al., 2016). When
medical jargon is avoided during FCR, families express that they understood the discussion
better during rounds (Kang et al., 2020). When healthcare providers whisper to have a private

conversation during rounds, this can increase family stress and anxiety by causing them to think
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that something is wrong (Reeves et al., 2015). Families also find it more challenging to engage in
rounds when healthcare providers have heavy accents or speak in a lower tone of voice (Roze
des Ordons et al., 2020). Families also expressed frustration about the inconsistency in the timing
of FCR. Due to this inconsistency and lack of notice, they cannot attend rounds even though they
want to (Cody et al., 2018; Stelson et al., 2016). Some families reported differences in the
structure and depth of rounds, which often depended on the attending physician or the time of
day that rounds took place (Stelson et al., 2016). Families who have language barriers also tend
to struggle when participating in FCR, creating potential communication gaps (Roze des Ordons
et al., 2020). However, having medical interpreters present during rounds who simultaneously
translate to the family what healthcare providers are saying is shown to increase provider and
family satisfaction, improve family engagement and understanding of the care plan, and decrease
communication gaps (Lloyd & Kosack, 2020). During FCR, families often believe that their role
is more passive, primarily by listening and providing patient information when asked, so
clarifying family roles is important for FCR (Au et al., 2017). It is of note that some studies
reported having mostly female family participants in FCR (Cody et al., 2018; Simon et al., 2021;
Weber et al., 2018)
Pediatric and Neonatal Populations

There is minimal current research examining nursing perspectives on FCR in pediatric
and neonatal critical care units as well. Most research is dated; however, there is more
consistency in the research findings, unlike in adult populations. It is important to note that many
pediatric and neonatal research articles focus on parental presence rather than general family
presence during rounds. Parental presence during rounds is viewed as a positive experience for

most nurses (Levin et al., 2015) and most nurses endorse FCR (Rappaport et al., 2012). Nurses
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propose multiple benefits to FCR including parental empowerment, addressing family concerns,
increased family understanding of the plan of care, and added value and personal information to
rounds (Cameron et al., 2009; Levin et al., 2015). Many nurses agree that parents should be
consistently invited to join rounds (Cameron et al., 2009; Levin et al., 2015). Nurses also state
some drawbacks to FCR, such as limited patient discussion and prolonged rounding time (Levin
et al., 2015). Nurses, physicians, and medical residents agree that it is easier to manage rounding
time when the family is present, and family contributions to rounding are helpful (Rappaport et
al., 2012).

Families of pediatric and neonatal populations are eager to participate and very satisfied
with having FCR compared to regular rounding (Cameron et al., 2009; Rappaport et al., 2012).
Families believe that FCR increases the transparency in the information given to the families and
provides an enhanced communication method between families and healthcare providers
(Cameron et al., 2009). Families reported that FCR helps them to better understand their child’s
condition and allows them to be more involved in treatment planning and decision-making
(Cameron et al., 2009). FCR is a time for many families to have their questions answered, which
they appreciate (Cameron et al., 2009). Depending on the family, stress and anxiety levels can
either increase or decrease when the family is present during rounds (Cameron et al., 2009).
Some studies reported that rounding time could decrease when the family is present during FCR
(Rappaport et al., 2012), and some reported that it might increase (Cameron et al., 2009). Others
reported that it does not change the amount of time spent rounding (Phipps et al., 2007).

Given that parents are typically the substitute decision-makers in pediatric and neonatal
populations, the application of FCR research findings to the adult critical care population is

limited. Identifying the substitute decision-makers in the adult population can often become
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complicated. Additionally, due to the large parental involvement in general pediatric and
neonatal care, nurses are more likely to encourage and have positive outlooks on FCR in these
populations as it is typically a standard component of all other aspects of care. Parents of
pediatric and neonatal populations are also more willing to try everything needed to give their
child the best chance at survival. With adult populations, again, this can be complicated by the
patient’s age, comorbidities, and quality of life if they were to survive.
COVID-19 Pandemic

The COVID-19 pandemic has greatly affected the ability of family members to
physically attend rounds in adult critical care units due to visitor restrictions across many
institutions. However, pre-pandemic, both healthcare providers and family members were open
to telemedicine to ensure that the family attended rounds if they wanted to be present but were
not physically at the bedside when rounds took place (Stelson et al., 2016). Telemedicine is seen
as more convenient for family members by eliminating travel to the hospital, especially for those
families who live a long distance away (Stelson et al., 2016). It allows the family to participate in
rounds while coordinating other prior commitments such as work or family obligations (Stelson
et al., 2016). Telemedicine could also strengthen communication between providers and increase
families’ understanding of the plan of care (Stelson et al., 2016). During the pandemic, families
reported that it was essential to continue participating in rounds using telemedicine (Rogers et
al., 2020). Families also felt that seeing the healthcare providers through rounds helped them to
interpret body language and feel like they were being directly spoken to (Rogers et al., 2020).
However, general discomfort and provider and family inexperience with technology are seen as
drawbacks to using telemedicine (Stelson et al., 2016). Also, having additional personal

protective equipment made it difficult for families to hear healthcare providers, although that
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barrier could be easily overcome by using headphones when speaking (Rogers et al., 2020).
Allen et al. (2017) reported limited use of telemedicine during their study but did not comment
on provider or family perspectives regarding its use.
Gaps and Limitations

There are some gaps in this literature review. There are very few articles that explored
nursing perspectives on FCR in adult critical care settings. Therefore, articles that briefly
mentioned nursing perspectives regarding FCR were included for additional evidence.
Additionally, articles that examined different views were included due to the lack of nursing
perspectives. In addition, some articles were included in this review that were greater than ten
years from the publication date and therefore may be considered outdated. Lastly, some articles
embedded nurses into a “healthcare providers” umbrella term, so this thesis assumed that nurses’

perspectives align with healthcare providers unless stated explicitly in the article.
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CHAPTER 3
METHODOLOGY

Design

This research aimed to explore nursing perspectives of FCR in adult critical care units.
Therefore, the design of this research is mainly descriptive in nature. Tests of association were
also used to determine which nurse-related factors are related to nurses’ overall supportiveness
of FCR. A 56-question survey delivered through a cross-sectional design was used to gather data
to describe and analyze these findings. Survey designs are deemed appropriate to answer both
descriptive research questions and research questions about the relationship between variables as
they give a quantitative description of opinions, attitudes, and tests of association (Creswell &
Creswell, 2018).
Questionnaire Selection

The chosen survey was adapted from Au et al. (2017), Hetland et al. (2017) and Hetland
et al. (2018). Permission was granted for the use of the survey from Au et al. (2017) via email
from the corresponding author and from RightsLink through the publisher, Elsevier. The
corresponding author granted permission via email to use the survey in Hetland et al. (2017) and
Hetland et al. (2018). Au et al. (2017) did not report any reliability or validity testing. Hetland et
al. (2017) and Hetland et al. (2018) reported a Cronbach’s alpha for each subscale. However,
these subscales were adapted to fit the research topic, and therefore only some questions were
used from each subscale. Therefore, Cronbach’s alphas from their research are not considered
valid in the adapted form. Major adjustments to these surveys included rephrasing questions to
improve flow, adding or rephrasing questions to better answer the proposed research questions,

and expanding the demographics section. Questions were also added to this survey based on the
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literature review findings to better answer the research questions from a broader scope than the
original survey (Allen et al., 2017; Cody et al., 2018; Kydonaki et al., 2021; Rasheed et al., 2021;
Roze des Ordons et al., 2020; Santiago et al., 2014; Stelson et al., 2016). See Appendix A for a
copy of the survey distributed for this research.

Face validity for the revised survey was assessed by three current critical care nurses who
did not participate in data collection for the study. This helped to achieve flow and ensure that
questions were easily understood. These nurses provided feedback based on their critical care
experience. This also helped to determine the approximate survey completion time of 20
minutes.

This survey explored the research question “What are nurses’ perspectives of the
structures that support best practices for FCR?”” Questions 14, 16, 17, 19, 21-25, 27, 30-32, 41,
and 50 in the survey were designed to investigate these structures and included concepts such as
staff-to-patient ratios and patient acuity. These questions contributed results used in descriptive
analysis. To answer the research question “What are nurses’ perspectives of the processes that
support best practices for FCR?” questions 4, 6-13, 18, 26, 28, 29, 33, 34, and 40 were directed
towards exploring nurses’ perceptions of these processes. Processes included concepts such as
the unit culture of FCR and invitation patterns to join rounds. These questions contributed results
used in descriptive analysis. These structures and processes align with the concepts included in
the conceptual framework and seek to contribute to developing best practices for FCR. To
answer the research question “What do nurses perceive as the greatest advantages to
implementing FCR?” question 35 was designed to focus on major advantages. Question 37
focused on answering the research question, “What do nurses perceive as the greatest barriers to

implementing FCR?” The original surveys did not have a question that assessed barriers, thus
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question 37 was designed to investigate the possible barriers that the literature revealed (Cody et
al., 2018; Kydonaki et al., 2021; Rasheed et al., 2021; Roze des Ordons et al., 2020; Stelson et
al., 2016). This research yielded descriptive results regarding the advantages and barriers of
FCR. Lastly, to answer the research question “Is there a relationship between nurse-related
factors and nurses’ overall supportiveness of FCR?” questions 2, 3, 5, 43-49, and 51-55 focused
on these factors. This research question was focused on relating different factors between nurses
that may affect their general perception of FCR. Many demographic questions were used as
nurse-related factors, such as nurses’ age, gender, ethnicity, education, and years of experience.
This research question yielded results used in analyses of association. Questions 20, 36, 38, 39,
and 42 were optional open-ended questions that will be used for further context in potential
research beyond this thesis.
Setting and Sample

The setting of the research took place at four Southwestern Ontario hospitals, comprised
of [redacted]. This included five adult ICUs, consisting of both Level Two and Level Three
ICUs, and one adult cardiac care unit. To de-identify hospital sites, critical care units were
randomly labelled as hospital sites one through six for analyses. These six critical care units
serve different regions within Southwestern Ontario with differing populations and population
densities. To the author’s knowledge, none of these sites formally and consistently use FCR.

The target sample for this study was critical care RNs currently working in an adult
critical care unit at one of the four Southwestern Ontario hospitals being surveyed. To participate
in the study, nurses must have been entitled to practice with no restrictions with the College of
Nurses of Ontario (CNO) and understand the English language. The CNO has minimum English

language requirements, so language barriers were likely not an issue in this study. The focus of
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this research explored nursing perspectives of FCR; therefore, nurses did not need to have
experience participating in FCR in order to participate in this study.
Exclusion Criteria

Nurses who were critical care trained but not currently working in an adult critical care
unit were not studied as these nurses may be integrated into different units and may be difficult
to isolate. Also, these nurses may not have worked in a critical care unit for an extended period
which can alter their perception of current rounding practices. To reduce the risk of including
nurses who did not currently work in the selected sites for the study, a question at the beginning
of the survey asked participants “Are you a critical care trained registered nurse currently
working in an adult critical care unit at one of these four hospitals [redacted]?” If the participant
answered “no”, skip logic was used and they were directed to the end of the survey. One
respondent did not meet the inclusion criteria screening question.
Ethics Considerations

Ethics clearance was obtained from the University of Windsor (REB# 22-177), [redacted]
(REB# 23-457), [redacted] (REB# 22-177), [redacted] (REB# 22-177) and [redacted] (REB#
30JAN2023) research ethics boards (Appendix B). There were minimal expected risks associated
with this research and participants were made aware of the risks before consenting to participate.
The only risk that was considered medium is that there may have been dual/multiple
relationships between the principal researcher and a group of study participants, as the principal
researcher is currently employed in a critical care unit included in this study. To reduce this risk,
the principal researcher’s name was clearly stated on the consent form before participants began
the survey. This allowed participants not to complete the survey if they felt this risk was too

significant. If participants had questions or concerns about the research and were worried about

28



dual/multiple relationships with an investigator, contact information for all three investigators
was available to participants so they could choose which investigator they were most
comfortable contacting. There were no direct recruitment strategies implemented by any of the
researchers to participants. Participants were also made aware that their answers to the survey
were confidential and not tied to their identity. Participation in this research did not affect the
participants’ employment status. The data was also deidentified and reported in aggregate form
to protect participants.

Data Collection Procedure

Data were collected between February and April 2023. The survey was accessed through
an online link utilizing the University of Windsor Qualtrics® platform. The survey link was
distributed to qualifying participants through their institutional email addresses by a designated
manager or director for each hospital. Each institutional manager or director had agreed via
email to distribute recruitment emails. There was one initial recruitment email with two
subsequent reminder emails, each sent two weeks apart, within a study period of six weeks per
hospital site (See Appendix C). The emails indicated that university researchers were collecting
the research and clearly identified the researchers and the research ethics boards which cleared
the study prior to survey distribution. Flyers were also posted around the eligible units with a QR
code that participants could scan to complete the survey (See Appendix D).

An informed consent form was provided to each participant at the beginning of the
survey and participants must have consented to participate before beginning the survey (see
Appendix E). All participants were able to provide their own consent. The consent form outlined
the purpose of the study, the activities required for participation, the potential benefits and risks

of participation and assurance that their data was confidential and participation was voluntary

29



and that they could withdraw at any point until their data was submitted. The consent form also
notified participants that their choice to participate or not, and how they answered the survey
questions, had no effect on their current employment. The consent form was written in non-
technical language. Participants could exit the survey at any point if they wished to no longer
participate. The survey was not timed, thus participants could review the information before
being asked to provide consent and submit their answers. Participants could leave the survey and
return at any point within the six-week study period for their institution. A final survey question
asked participants if they wished to submit their survey responses, and if “yes” was selected, the
survey was submitted and interpreted as complete. Participants were told in the informed consent
form that they may withdraw their participation and their data at any point and for any reason
until the survey was submitted. Once submitted, participants could not withdraw from the survey
because the data was anonymous. Participants who chose not to complete or submit a completed
survey suffered no consequences as they were not known to the investigators. There were 16
incomplete survey responses, which were excluded from the data analysis. If a participant
decided to withdraw from the survey at any point before submission, the option to receive a gift
card as compensation for their time was not offered.

To lower the risks of any perceived influence from dual relationships with the
participants, the names and contact information of all three research coordinators were clearly
written at the beginning of the recruitment information and informed consent form. They were
available to contact if participants had any questions related to the research prior to, during, or
following their participation in the study, and this was stated on the consent form. Contact

information for the research ethic board offices at [redacted] and the University of Windsor were
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also provided for participants to contact with any questions or concerns that they might have had
as a research participant, and this was also stated on the consent form.

The data was collected following ethics clearances from the University of Windsor and
all four hospitals. Only the research team had access to the data. In the body of the invitation
email, participants were given a link to complete an online questionnaire through the Qualtrics®
platform. Surveys took approximately 20 minutes to complete, however since participants were
able to leave and return to the survey at any time within the six-week period, an accurate average
survey completion time was not gathered. As compensation for participating in the study,
participants were given the option to receive a $15 gift card to Tim Hortons or Starbucks. This
amount was determined by taking the average RNs’ wage of about $45 per hour (Ontario Nurses
Association, 2021) and dividing it by three since the survey completion time was approximately
20 minutes. Information provided to distribute gift cards was collected through a separate
Qualtrics® link and was not associated with participant responses on the survey to maintain
anonymity. Participants also had the option to leave contact information if they consented to be
contacted for future research on this topic. This information was collected through another
separate Qualtrics® link that was not associated with participant responses on the survey or with
information collected to distribute gift cards.

The survey itself was anonymous, and participant data collected for further research
interests and gift card distribution was confidential. While the survey was anonymous, there was
a potential risk of triangulation for reidentifying deidentified participant data, given that the
primary investigator is an employee in one of the critical care units under study. To mitigate this
risk, demographic information including age, gender, ethnicity, and hospital site, was optional if

participants did not feel comfortable answering these questions. This was specifically stated in
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the consent form. When disseminating results, data were reported in aggregate format to protect
the risk of triangulation or identification of participants.
Data Analysis

Data was transferred into a Microsoft Excel spreadsheet from the Qualtrics® survey
website. Microsoft Excel and IBM Statistical Package for the Social Sciences (SPSS) Version 28
were used to organize and analyze the data, respectively. A statistician was also consulted.
Results will be posted on the Research Ethics Board and Leddy Library collaborative site at the
University of Windsor.

Data analysis took place in two phases. First, all study variables, presented in order of the
research questions, were analyzed using descriptive statistics, including frequencies and
percentages for categorical variables, and means, standard deviation, and minimum/maximum
values for continuous variables. The analysis ended with descriptive results for the first four
research questions. Next, the data from the fifth research question underwent a series of bivariate
analyses to test for associative findings. Bivariate tests (chi-square test of association,
independent samples t-test, Mann-Whitney U test) were used to determine if nurse-related
factors, such as gender, ethnicity, or years of experience, were associated with nurses’ overall
supportiveness of FCR. Only one statistically significant bivariate result could have been entered
into a regression model, so therefore, a binary logistic regression model was created for this
association and odds ratios were formulated. All test assumptions were met relating to parametric
testing, including normality, linearity, and no undue influence of outliers scores. In cases where
test assumptions were not met, nonparametric testing was used.

Data was initially screened for missing data. Most questions were force-response. Only

1.5% of data were missing for Age (n = 2). However, three respondents wrote that they were in
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their “40’s,” increasing the missing data for Age to 3.7% (n = 5). Also, 0.7% of data was missing
for gender (n = 1), and 0.7% of data was missing for the hospital site (» = 1). One response
(0.7%) was missing for the question Does the age of the patient affect your decision to invite the
family to critical care patient rounds? and one response for the Number of Years in Critical Care
was indecipherable with letters and numbers, so therefore, this single response (0.7%) was
excluded from the analysis. The percentage of missing data from each category is less than 5%,
and data analysis proceeded for all questions using a completed case analysis (Jakobsen et al.,
2017). The missing data were missing completely at random (Mack et al., 2018).

Regarding the final research question, the independent nurse-related factors that were
studied included Age, Number of Years as an RN, Number of Years in Critical Care, Experience
with FCR, Gender, Ethnicity, Hospital Site, Highest Level of Education, if they took a Family
Nursing Course in School, if they felt their Education Prepared Them for FCR, and if they had
any Intention to Leave their current critical care position within six months. The question Have
you taken a course or training unrelated to your education listed above that has helped to
prepare you for family member presence during critical care rounds? was intended to be
included. However, due to low responses for the Yes category, this question could not be
adequately analyzed.

For data analysis of the nursing factors, variables Age, Number of Years as an RN, and
Number of Years in Critical Care were used as continuous variables, with the rest being
dichotomous or categorical. Some categorical questions had small responses within certain
groups, so they were combined or eliminated for data analysis. This included the elimination of
the Other category for Gender as there was only one response, and the combination of Masters,

Nurse Practitioner and Other categories for Highest Level of Education. For Ethnicity, categories
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were combined to be dichotomous as either White or Other. Also, the Family Nursing Course in
School variable was dichotomized into Yes and No given the small sample of those who said Yes,
in graduate studies. Lastly, the question asking if their Education Prepared Them for FCR
combined Very prepared and Somewhat prepared, and Very unprepared and Somewhat
unprepared to create a dichotomous variable of Prepared or Unprepared, respectively.

The dependent variable that determined nurses’ overall supportiveness of FCR was
created by combining the following three survey questions:

1. Ibelieve that family members should be provided with the option of joining critical care
rounds daily.

2. I am comfortable having family members present during critical care rounds.

3. Do you believe that family-centred rounds should be implemented (or reimplemented) in
your institution?

Questions one and two were measured on a Likert scale, and the third question was a
dichotomous Yes/No question. To combine the answers to these questions, the first two Likert
scale questions were converted to a dichotomous Agree/Disagree by combining Strongly Agree,
Agree and Somewhat Agree, and Strongly Disagree, Disagree and Somewhat Disagree
respectively. The internal consistency of these three questions was measured by determining
Cronbach’s Alpha (o = 0.78). Participants were considered Unsupportive by answering Yes or
Agree to zero or one of the questions, and they were considered Supportive by answering Yes or
Agree to two or three of the questions. The Supportiveness dependent variable was therefore

created to be a dichotomous variable with items of Supportive/ Unsupportive.
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Power Analysis

After consultation with a statistician, a posthoc power analysis was only required for the
most advanced statistical test completed in this thesis, which was a binary logistic regression
model. In terms of statistical power regarding the dependent variable Supportiveness
(Supportive/Unsupportive), the Power and Precision software program indicated that a medium-
large effect size (OR =4.701) would be detected between Hospital Site 1, 2 and 3 and
Supportiveness (with a projected event rate of .8) and a large effect size (OR = 5.404) would be
detected between Hospital Site 4 and 6 and Supportiveness (with a projected event rate of .82)
using a binary logistic regression model with power set at .80 and alpha set at .05, using a sample
size of 88 study participants. Therefore, the current sample of 135 participants in this study

provides sufficient statistical power for the current analysis.
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CHAPTER 4
RESULTS
Survey Response Rate

There were 303 RN in total from all four hospitals who were eligible to participate and
sent the recruitment email, and 135 participants met the inclusion criteria and fully completed the
survey. This resulted in a 45% overall response rate. The response rates from each hospital site
are as follows: Site 1 (38%), Site 2 (51%), Site 3 (18%), Site 4 (24%), Site 5 (82%) and Site 6
(30%).

Hospital Sites 3, 4, and 6 all had low response frequencies. Hospital sites were combined
based on similarities in their ICU level designation, the population size of the area it served, and
the geographical location. Therefore, Hospital Sites 1, 2 and 3, as well as Hospital Sites 4 and 6
were combined for data analysis.

Survey Sample Characteristics

Table 1 presents the descriptive analysis of categorical study variables, and Table 2 for
descriptive analysis of the continuous study variables. These study variables, which mainly
consist of demographic data, are used as independent variables in the bivariate analysis below. In
summary, there were a total of 135 participants in this sample. Most of the sample identified as
female (n = 115, 85.2%), white (n = 121, 89.6%) and had a BScN as their highest level of
education (n =93, 68.9%).

Table 1

Descriptive Analysis of the Sample by Categorical Study Variables (n = 135)

Variable n %

Gender
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Male 18 13.3

Female 115 85.2
Other 1 0.7
Missing 1 0.7
Ethnicity
White 121 89.6
Filipino 3 2.2
Latin American 1 0.7
Southeast Asian 3 2.2
South Asian 5 3.7
Other 2 1.5
Hospital Site
1 34 25.2
2 36 26.7
3 6 4.4
4 4 3
5 41 30.4
6 13 9.6
Missing 1 0.7
Highest Level of Education
Diploma in Nursing 30 22.2
Bachelor’s (BScN) 93 68.9
Masters (MN/MScN) 5 3.7
Nurse Practitioner (PHC-NP) 1 0.7
Other* 6 4.4
Did your schooling provide you with a course that focused on family nursing?
Yes, in undergraduate studies 64 47.4
Yes, in graduate studies 5 3.7
No 66 48.9
To what extent do you believe your education prepared you to participate in family-centred
rounds?
Very prepared 13 9.6
Somewhat prepared 69 51.1
Somewhat unprepared 37 27.4
Very unprepared 16 11.9

Have you taken a course or training unrelated to your education listed above that has helped
to prepare you for family member presence during critical care rounds?

Yes 6 4.4

No 129 95.6
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Do you intend to leave your current critical care nursing position in the next six months?
Yes 15 11.1
No 120 88.9

* Other highest levels of education mostly consisted of Master's degrees outside of nursing

The average age of the sample was 37.25 years, ranging from 22 to 61 years. The sample
age was compared with the age of the population of RNs that are registered with the CNO in
2022. The overall age of the sample was relatively similar to those RNs registered with the CNO
(College of Nurses of Ontario, 2022).

Table 2

Descriptive Analysis of Continuous Study Variables (n = 135)

Minimum/
Variable M (SD) Maximum Skew (SE) Kurtosis (SE)
Age in Years (n = 130, 37.35(10.11) 22-61 54.(.21) -74 (.42)
5 missing)
Number of Years as an RN 13.73 (10.14) 1-39 .69 (.21) -44 (41)
Number of Years in Critical 10.01 (9.47) .16-36 93 (.21) -.28 (.42)

Care (n = 134, 1 missing)

Note. M = Mean. SD = Standard Deviation. SE = Standard Error.

Structures that Support Best Practices for FCR

To answer the research question, “What are nurses’ perspectives of the structures that
support best practices for FCR?” a combination of Likert scale questions, multiple-choice
questions, and select-all-that-apply questions were used. See Figure 2 for the Likert scale results.
In summary, only 27.4% (n = 37) of nurses feel that their unit is adequately staffed to allow them
time to involve family members in critical care rounds, and 26.7% (n = 36) of nurses feel there is

enough time to adequately address family members questions during critical care rounds. An
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overwhelming 95.6% (n = 129) of nurses feel that family presence during critical care rounds
lengthens the duration of rounds for that patient. Almost three-quarters (n = 101, 74.8%) of
nurses feel that patients who are hemodynamically unstable should have family present in critical
care rounds, and 86.7% (n = 117) of nurses think that patients on life-sustaining treatments
should have family present in critical care rounds. If the patient is awake, 68.1% (n = 92) of
nurses think that FCR should take place inside the room, however only 39.3% (n = 53) of nurses
think that FCR should take place inside the room when the patient is unconscious.

Figure 2

Structures of FCR Likert Scale Questions

Of 135 participants, 74.1% (n = 100) believe that the only “family members” that should
attend rounds are those that are specified by the patient or primary family contact. The remaining
25.9% (n = 35) believe that only close, biological relatives (spouse, parents, children, siblings)

should attend rounds. The maximum number of family members that nurses are comfortable
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having at the bedside were as follows: 0 (n =5, 3.7%); 1 (n =22, 16.3%); 2 (n =92, 68.1%); 3 (n
=9, 6.7%); 4 (n =4, 3%); as many can comfortably fit in the rounding space (n =3, 2.2%).
Exactly 80% (n = 108) of nurses felt that asking questions at the end of rounds was most
appropriate, whereas 8.9% (n = 12) preferred family asking questions anytime during rounds,
3.7% (n = 5) were comfortable with questions at the beginning of rounds, and 7.4% (n = 10) felt
it was appropriate to ask questions at another time outside of critical care rounds. An
overwhelming 90.4% (n = 122) of participants feel that the age of the patient does not affect their
decision to invite the family to critical care rounds. However, 5.2% (n = 7) feel that family
should be more present for younger patients, and 3.7% (n = 5) feel that family should be more
present for older patients. One participant did not answer this question (0.7%). Only 64.4% (n =
87) of participants feel that the acuity of the patient does not affect their decision to invite family
members to critical care rounds. This left 33.3% (n = 45) of participants believing that family
should be more present for higher acuity patients, and 2.2% (n = 3) feeling that family should be
more present for lower acuity patients. The nurse-to-patient ratio most often assigned to
participants was one nurse to two patients (n = 121, 89.6%), with 5.2% (n = 7) stating they are
most often assigned one nurse to one patient and an additional 5.2% (n = 7) stating they are most
often assigned one nurse to three patients.

The top three ways that nurses felt the COVID-19 pandemic affected family presence
during critical care rounds were: the limited number of visitors (n = 116), restricted visiting
hours (n = 88) and enforced vaccination status of visitors (z = 60). Figure 3 displays the results

of this select-all-that-apply question where each participant selected their top three options.
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Figure 3

Impact of the COVID-19 Pandemic on Family Presence During Rounds

Note. This is a select-all-that-apply question and each participant selected their top three options.

Processes that Support Best Practices for FCR

To answer the following research question, “What are nurses’ perspectives of the
processes that support best practices for FCR?” various Likert scale questions (Figure 4) and
select-all-that-apply questions (Figures 5, 6, 7) were used. In summary, 82.2% (n = 111) of
nurses feel that family members want to be invited to critical care rounds daily, 75.6% (n = 102)
feel that FCR strengthen their relationship with the family and 75.6% (n = 102) feel FCR
improve families’ comprehension of the patient’s conditions and treatments. Only 34.1% (n = 46)
of nurses feel that their clinical performance is affected by family presence during critical care
rounds. About three-quarters (n = 101, 74.8%) of nurses believe that families who are involved in

FCR are better able to make care decisions for their loved ones. Lastly, 72.6% (n = 98) feel that

41



FCR decrease the frequency of formal family meetings and 66.7% (n = 90) feel they decrease the

duration of formal family meetings.
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Figure 4

Processes of FCR Likert Scale Questions
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Participants in this survey were asked about the most appropriate setting for discussing
specific topics with families. The majority of nurses (n = 121, 89.6%) feel that the plan for the
day was most appropriate to discuss in critical care rounds. Almost half (n = 65, 48.1%) of nurses
believe the diagnosis could be discussed in critical care rounds, and 45.2% (n = 61) believe the
same for family questions and concerns. However, only 27.4% (n = 37), 15.6% (n = 21) and
21.5% (n = 29) believe that critical care rounds are the best setting for discussions about goals of
care, the prognosis, and emotional support for families respectfully (Figure 5).

Figure 5

Topics to Discuss in Critical Care Rounds vs Family Meetings

In a select-all-that-apply question, nurses were asked what they believe the role of the
family should be during critical care rounds. The top answer selected was listening (n = 126).
Other common selections included: sharing information about the patient (n = 97), participating
in decision-making (n = 86), asking questions (n = 93) and advocating for the patient (n = 93)
(Figure 6).
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Figure 6

Role of Family Members During Critical Care Rounds

Note. This is a select-all-that-apply question.

In a select-all-that-apply question, nurses were asked to select what they do to incorporate
family into critical care rounds (Figure 7). The top two answers were to provide a “lay person”
summary during or after rounds (# = 82) and to introduce the family to the healthcare team (n =

77).
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Figure 7

How Nurses Incorporate Family into Critical Care Rounds

Note. This is a select-all-that-apply question.

Advantages and Barriers to FCR

To answer the research question “What do nurses perceive as the greatest advantages to
implementing FCR?” a select-all-that-apply question asked participants to select the top three
items they find to be valuable about FCR (Figure 8). The three items that were most chosen
were: the critical care team can update the family on the patient’s condition (n = 100), the family
can share valuable information about the patient (n = 84), and there is the opportunity to build a

rapport with the family (n = 70).
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Figure 8

Value in Family Joining Critical Care Rounds

Note. This is a select-all-that-apply question and each participant selected their top three options.

To answer the research question “What do nurses perceive as the greatest barriers to
implementing FCR?” a select-all-that-apply question asked participants to select their top three
barriers to FCR (Figure 9). The three items that were most chosen were: inconsistent and/or
unknown timing of rounds (7 = 95), family’s baseline health literacy (n = 91), and extensive use

of medical jargon within the healthcare team (n = 70).
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Figure 9

Greatest Barriers for Families to Join Critical Care Rounds

Note. This is a select-all-that-apply question and each participant selected their top three options.

The Relationship Between Nurse-Related Factors and Nurses’ Supportiveness of FCR

To answer the research question “Is there a relationship between nurse-related factors and
nurses’ overall supportiveness of FCR?” descriptive and associative analyses were completed.
See Table 1 for a descriptive analysis of the categorical study variables and Table 2 for a
descriptive analysis of the continuous study variables.

Overall, 71.1% (n = 96) of participants believe that families should be provided with the
option of joining rounds daily, 73.3% (n = 99) of participants feel comfortable having family
members present during critical care rounds, and only 59.3% (n = 80) believe that FCR should be

implemented in their institution. Once combined to create the Supportiveness variable, 70.4% (n
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= 95) of participants were determined to be supportive of FCR, and 29.6% (n = 40) were
considered unsupportive.

Dichotomous and categorical variables were examined first, as shown in Table 3. Chi-
square tests for association and Fisher’s Exact tests were conducted for these variables. Analysis
revealed that Supportiveness was not statistically related to Experience with FCR (x*(1) = 2.493,
p =.114), Gender (y*(1) = .024, p = .887), Family Nursing Course in School (x*(1) =2.808, p =
.094), or Education Prepared Them for FCR (x*(1) = .013, p = .909). All expected cell
frequencies were greater than five for the above variables. The analysis also revealed that
Supportiveness was not statistically related to their Highest Level of Education (x*(2) = .961, p =
.619). One cell did not have an expected frequency greater than five.

A Fisher’s Exact test revealed that Supportiveness was not statistically related to Intention
to Leave (p = .376, Phi = .080). However, a Fisher's Exact test revealed a statistically significant
association between Ethnicity and Supportiveness (p = .01, Phi = .221). Participants in the Other
category are more supportive of FCR compared to those in the White category. There was one
cell that had a count of zero, so therefore, further statistical testing could not be conducted for
this variable.

Table 3

Chi-Square and Fisher’s Exact Table of Nurse-Related Factors (n = 135)

Unsupportive Supportive
Variable n (%) n (%) ¥ (df) Phi p
Experience with FCR 2493 (1) 114
Yes 24 (25.5) 70 (74.5)
No 16 (39) 25 (61)
Gender (n = 134, 1 missing) 024 (1) 887
Male 5(27.8) 13 (72.2)
Female 34 (29.6) 81(70.4)
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Ethnicity 221 010

White 40 (33.1) 81 (66.9)
Other 0 (0) 14 (100)

Hospital Site (n=134, 1 missing) 16.02 (2) <.001
Site 1,2 and 3 15 (19.7) 61 (81.3)
Site 4 and 6 3(17.6) 14 (82.4)
Site 5 22 (53.7) 19 (46.3)

Highest Level of Education 961 (1) .619
Diploma 11 (36.7) 19 (63.3)
BScN 26 (28) 67 (72)
Other 3(25) 9 (75)

Family Nursing Course in School 2.808 (1) 094
Yes 16 (23.2) 53 (76.8)
No 24 (36.4) 42 (63.6)

Education Prepared Them for FCR 013 (1) 909
Unprepared 16 (30.2) 37 (69.8)
Prepared 24 (29.3) 58 (70.7)

Intention to Leave .080 376
Yes 6 (40) 9 (60)
No 33 (28.3) 86 (71.7)

Note. A significance level of .05 was used.

A chi-square test revealed that Supportiveness was statistically significantly related to the
Hospital Sites (x*(2) = 16.02, p = <.001). All expected cell frequencies were greater than five. A
binary logistic regression model was then used to further analyze the Hospital Sites and
Supportiveness, as shown in Table 4. The binary regression model used Hospital Site 5 as the
reference group. The overall model was statistically significant (y2(2) = 15.406, p = <.001). Data
were categorized correctly 72.4% of the time. The model demonstrates that participants from
Hospital Sites 1, 2, and 3 are 4.7 (95% CI =2.045-10.844, B =1.549, SE = .426, Wald ¢~ =
13.253, p <.001) times more likely to be supportive of FCR compared to those from Hospital
Site 5, and participants from Hospital Sites 4 and 6 are 5.4 (95% CI = 1.346-21.691, B =1.687,
SE =.709, Wald ¥~ = 5.660, p = .017) times more likely to be supportive of FCR compared to

those from Hospital Site 5.
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Table 4

Bivariate Relationship Between Hospital Site and Supportiveness (n = 134)

Variable n (%) B (SE) Wald (x*) Odds ratio 95% CI D
Hospital Site 5 41 (30.4)

(Reference Group)

Hospital Site 1, 2 and 3 76 (56.3)  1.549 (.426) 13.253 4.701 2.045-10.844 <.001
Hospital Site 4 and 6 17 (12.6)  1.687(.709)  5.660 5.404 1.346-21.691 .017

Note. n = 134 as one participant left the Hospital Site blank. A significance level of .05 was used in the bivariate

analysis. SE = Standard Error. CI = confidence interval.

Next, continuous variables were analyzed. Refer to Table 2 for the descriptive analysis of
the continuous variables. An independent samples t-test was used to analyze both Age and
Number of Years as an RN versus Supportiveness (Table 5). Normal distribution was achieved as
the standard error was approximately three times or less the value of the skewness and kurtosis.
Visual assessment of a histogram with the normal curve for each variable also showed the data
was relatively normally distributed. There were no outliers for both variables. There was
homogeneity of variances, as assessed by Levene's test for equality of variances for Age (p =
.128) and Number of Years as an RN (p = .441). The independent samples t-test revealed no
significant difference between Age and Supportiveness (p = .412) or between Number of Years as

an RN and Supportiveness (p = .301).
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Table 5

Independent Samples T-Test Analysis Examining Supportiveness by Independent Variables (n = 135)

Variable n (%) M(SD) t(df) p
Agein Years (n = 130, 5 missing) .823(128) 412
Unsupportive 39 (30) 38.46 (11.278)
Supportive 91 (70) 36.87 (9.592)
Number of Years as an RN 1.037 (133) 301
Unsupportive 40 (29.630) 15.13 (10.893)
Supportive 95 (70.370) 15.14 (9.811)

Note. A significance level of .05 was used. M = Mean. SD = Standard Deviation.

When analyzing the Number of Years in Critical Care and Supportiveness, the standard
error was more than three times the skewness, and visual interpretation of a histogram with a
normal curve did not demonstrate a normal distribution of this data. With outliers adjusted for,
the data was still not normally distributed. Therefore, a nonparametric Mann-Whitney U test was
used (Table 6). Distributions of the Number of Years in Critical Care for those who were
Supportive and Unsupportive were not similar, assessed by visual inspection. Participants'
Number of Years in Critical Care was not statistically significantly different between those who
were supportive (mean rank = 64.82) or unsupportive (mean rank = 73.80), U = 145, z = -
1.229, p = .219.
Table 6

Mann-Whitney U Test Analysis Examining Supportiveness by Independent Variable (n = 134)

Unsupportive Supportive
Variable Mean Rank Mean Rank U z D
Number of Years in 73.80 64.82 145 -1.229 219

Critical Care

Note. n = 134 as one participant had an indecipherable answer for the Number of Years in Critical Care. A

significance level of .05 was used.
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The descriptive results of this research highlighted the structures and processes that
nurses felt best support them during FCR. The length of time of FCR was noted to be a
substantial structural barrier for nurses. Nurses noted the greatest advantage of FCR was that the
healthcare team can update the family on the patient’s condition, and the greatest barrier to FCR
is the inconsistent or unknown timing of rounds. Tests of association revealed that nurses’
overall supportiveness of FCR is statistically significantly related to their ethnicity (p =.01) and

their hospital site (p = <.001). The next section will discuss these findings in further detail.
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CHAPTER 5
DISCUSSION

The aim of this quantitative research was to explore nursing perspectives of FCR in six
adult critical care units across four Southwestern Ontario hospitals. Nurses did not need to have
experience participating in FCR in order to participate in this study because it focused on their
overall perspectives of FCR. A survey design was chosen because it is an appropriate research
method to answer research questions targeting both descriptive data and tests of association since
it can produce a quantitative description of opinions, attitudes, and tests of association (Creswell
& Creswell, 2018).

This survey had a nursing response rate of 45% (n = 135), which is comparable to the
response rate of 43% in Au et al. (2017), although they had a larger sample size (n = 258). Also,
even though this response rate was slightly lower than the response rate of 72% in Santiago et al.
(2014), the sample sizes were comparable (n = 160). Some literature did not report their response
rate, however, Allen et al. (2017) had a sample of 47 and 49 nurses in their pre- and post-survey
respectively, and Hetland et al. (2017) had a sample of 433 nurses. Therefore, this survey had a
reasonable sample size and response rate to compare to the existing literature.

The results of this study demonstrate that most nurses are supportive of FCR overall.
Donabedian explained the structure to be the condition of the caregiving setting, such as material
or human resources, and the process as the activities constituting healthcare, including patient
activities to seek or implement care, and practitioner activities to administer care (Donabedian,
2003; Donabedian, 1988). The structures and processes investigated demonstrate the areas of
FCR in which nurses feel supported or could use additional support to provide quality care.

Major advantages and barriers to FCR are also discussed. Using the Donabedian Framework
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(Donabedian, 1988), these structures and processes can be explored further to develop evidence-
based best practices for FCR in adult critical care units. The goal of this research is to contribute
to the body of knowledge for nurses to implement quality FCR and to develop evidence-based
best practices.

Structures that Support Best Practices for FCR

When exploring the structures that nurses believe support best practices for FCR, there
were some factors that most nurses expressed better supported FCR. Most nurses felt that
patients who are hemodynamically unstable or are on life-sustaining treatment should have
family involved in critical care rounds. It is of note that most critical care patients in general are
either hemodynamically unstable or on life-sustaining treatments (Stoeppel et al., 2014).
Interestingly, an overwhelming 90.4% of nurses felt that the patient’s age did not affect their
decision to invite family to FCR, but only 64.4% of nurses felt that the patient’s acuity did not
affect this decision. Most nurses who felt that acuity affected their decision felt that family
should be more present for patients with higher acuity. Hetland et al. (2017) found that there was
a significant direct relationship between nursing attitudes toward family engagement in care in
the ICU and higher levels of patient acuity.

Most nurses (61%) preferred to host rounds outside the patient’s room if the patient is
unconscious, and 68% preferred to host rounds inside the patient’s room if the patient is awake.
This is similar to what Au et al. (2017) found in their study, as 62% preferred to host rounds
outside the patient’s room if the patient is unconscious, and 59% preferred to host rounds inside
the patient’s room if the patient is awake. Also, most nurses (68%) believe that family members
present during FCR should be limited to a maximum of two people, which is similar to 55% of

healthcare providers in Au et al. (2017). About three-quarters (74%) of participants felt that
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family members attending rounds should only include those that are specified by the patient or
primary family contact. Au et al. (2017) found that only 57% limited family members to include
those specified by the patient or primary family contact, with more of their providers (39%)
feeling comfortable having first-degree biological relatives present. These structural factors
should be considered when developing evidence-based best practices as they are easy to
implement and encompass nursing preferences, as nursing support is important to successful
implementation.

There was no previous literature to the authors' knowledge quantitatively investigating
how the COVID-19 pandemic affected FCR, as this may be the first quantitative post-pandemic
study to investigate nursing perspectives of FCR. It is worth noting that some hospitals may have
had FCC initiatives, including FCR, implemented regularly pre-pandemic. However, the
pandemic affected how well FCR were sustained due to the hospital regulations and restrictions
regarding visitors (Sheehan, 2023).

Nurses feel that the COVID-19 pandemic mainly affected FCR by limiting the number of
visitors and visiting hours. Other literature reinforces that the restricted number of visitors and
visiting hours were in effect across Canada (CIHI, 2021). Therefore, these factors likely affected
FCR across Canada, and they made it difficult for families to be present during FCR (Sheehan,
2023). Some literature reported using telemedicine pre-pandemic (Rogers et al., 2020; Stelson et
al., 2016) and intra-pandemic (Sheehan, 2023). Throughout the pandemic, nurses expressed that
telemedicine could increase connectedness and assist with the lack of visitation during FCR,
however, there were also some challenges associated with using technology (Sheehan, 2023).
Few nurses (n = 19) in this study reported using telemedicine during the pandemic to include

families in FCR. However, almost half of the nurses (» = 60) reported that an enforced

56



vaccination status of visitors affected their presence during FCR throughout the pandemic. To the
author’s knowledge, there is no current literature that can be compared to this finding.

Time was a major structural barrier that nurses identified. Most nurses stated that their
unit was not adequately staffed to allow them the time to involve the family in rounds, involving
the family in rounds lengthens the duration of rounding time, and that there usually is not enough
time to adequately address all family members’ questions during rounds. Adequate staffing in
critical care units is not a newly identified problem in nursing (Thirsk et al., 2021), especially
throughout the COVID-19 pandemic (CIHI, 2021). However, supporting nurses through
adequate staffing can assist them in involving families in critical care rounds, as the literature
demonstrates that this is true for other FCC initiatives (Hetland et al., 2017; Thirsk et al., 2021).
Most nurses reported being assigned one nurse to two patients, so the staffing ratio was relatively
consistent for nurses across this study. However, decreased nurse-to-patient ratios reduce nurses’
workload, allowing them to better involve families in FCC initiatives (Hetland et al., 2017;
Thirsk et al., 2021). Therefore, supporting nurses through adequate staffing may help them to
better engage families in FCR specifically.

Participants in this study overwhelmingly reported that they believe FCR lengthens
rounding time (96%), with 37% strongly agreeing with this statement. Santiago et al. (2014) also
found that most nurses strongly agreed (44%) or somewhat agreed (37%) that FCR lengthens
rounding. About half of the participants in Au et al. (2017) perceived that rounds were prolonged
by 5 to 10 minutes when family members were present for FCR, although this was not timed.
Hetland et al. (2017) found that overall, inadequate time affected nurses willingness to involve
families in FCC initiatives. Additional support for nurses is clearly needed to allow them the

time to involve families in FCR. Decreased staffing and increased patient acuity could increase
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nursing workload, ultimately leading to less time for nurses to engage families in their care
(Hetland et al., 2017).

Developing a standardized structure for FCR may also be helpful in managing rounding
time for nurses, other interdisciplinary staff, and families so that all parties have an expected
timeline in mind. This could include having dedicated time to ask questions during rounds and
limiting the amount of time dedicated to families’ questions. Most nurses in this study (80%)
believe asking questions is best at the end of FCR. Au et al. (2017) found that 87% of their
physicians gave family members the opportunity to ask questions at the end of FCR as their
standard practice, and it was well received by most family members with 62% preferring this
practice. If families have many questions, it may be best to consider having a separate family
meeting dedicated to answering all their questions so that rounding times are not severely
extended.

Processes that Support Best Practices for FCR

This study also explored the processes that nurses felt best supported FCR. Most nurses
(82%) in this study believed that families wanted to be invited to rounds. In other studies,
families also expressed wanting this invitation (Au et al., 2017). Therefore, family involvement
should be an easy, supportive process to obtain. However, it is worth noting that Au et al. (2017)
found that nurses underestimated how often families wanted to be invited to FCR, so there is
likely more interest from families than nurses anticipate.

Many nurses found that family presence during rounds did not affect their clinical
performance, which is similar to Hetland et al. (2017) findings regarding nursing perspectives on
FCC. About 75% of nurses also felt that their relationship with the family strengthened when

they were present during FCR. Au et al. (2017) had comparable results in their study, with 72%
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of nurses feeling this way. Most nurses believe that involving families in FCR can help them to
understand patients’ conditions and treatments and allow them to make better care decisions for
their loved ones. Conversely, Au et al. (2017) found that some nurses had reservations about
FCR because they felt that they confused families more than they improved their understanding.
However, is shown that families who help to make decisions in their loved one’s care feel more
empowered, which in turn, increases their perceived quality of care (Heydari et al., 2020). Most
nurses in this study also feel that the overall quality of care increases when families are present
during FCR. Increasing the perceived quality of care is an extremely supportive process for the
implementation of FCR and is the main reason why this research is guided by the Donabedian
Framework (Donabedian, 1988).

Interestingly, nurses in this study felt that listening was the main role for families during
FCR. Families in the literature also may consider themselves to be passive listeners, which
reinforces this perceived role (Au et al., 2017). Although listening is important, Au et al. (2017)
suggest that role clarification is a needed process that should be implemented when introducing
families to FCR. Nurses should encourage families to be more involved in FCR, and many of the
nurses also felt that sharing information about the patient, participating in decision-making,
asking questions, and advocating for the patient are relevant roles for families during FCR. This
was also the case in the published literature (Roze des Ordons et al., 2020; Stelson et al., 2016),
with nurses in Au et al. (2017) ascribing more of these roles to families than families perceived
themselves to have. Most nurses took steps to include families in FCR by introducing the family
to the health care team at the beginning of rounds (» = 77) and by providing a “lay person”

summary for them during or after rounds (n = 82). Most physicians in Au et al. (2017) introduced
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the team (52%) and provided a “lay person” summary to families (83%) as part of their standard
practice.

Nurses in this study were divided on if they felt that FCR increased stress, anxiety and
fear in families, and the literature also shows this divide (Au et al., 2017). The increase in
knowledge may help these families to better understand their condition, however, it seems that
nurses worry that this increase in understanding might inflict fear or stress on families. Nurses
were also relatively divided on how they felt about FCR threatening patient confidentiality, with
just over half of nurses saying that they felt it was not threatened. This is contrary to what the
current literature has found (Roze des Ordons et al., 2020; Santiago et al., 2014), however, it is of
note that many of these nurses felt that family members present in rounds should be limited to
those specified by the patient or the main contact person. This could explain why these nurses
were less apprehensive about threatening patient confidentiality compared to other studies.
Nurses also appeared undecided on whether they think FCR decreases teaching to medical
students and novice nurses. Although this topic was not investigated specifically among nurses in
the literature, healthcare providers also were divided with some feeling that it decreased teaching
(Au et al., 2017; Roze des Ordons et al., 2020), while others disagreed (Ingram et al., 2014).

Most nurses felt that there is decreased discussion of unfavourable information during
FCR, and this seems to be unanimous across much of the present literature (Au et al., 2017; Roze
des Ordons et al., 2020; Santiago et al., 2014; Stelson et al., 2016). Typically, unfavourable
information is encompassed in discussions that include prognosis and goals of care. Most nurses
felt that patients’ prognosis, goals of care, and emotional support to the family should be
discussed in a family meeting setting rather than during FCR. Au et al. (2017) also found these

topics better to discuss in a family meeting. Many nurses believed that the plan for the day is a
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very appropriate topic during FCR, and the patients’ diagnosis and family questions or concerns
can comfortably occur in either setting. By preemptively deciding what topics are appropriate to
discuss during FCR, critical care units could gain increased support from nurses to implement
FCR in their daily practice.

Nurses believed that family meetings are less frequent and shorter in duration when FCR
take place, and this is supported by both Au et al. (2017) and Santiago et al. (2014). Having
shorter and less frequent family meetings may better support the rounding process as it frees up
more time in both the nurses’ and other interdisciplinary team members’ days that would
otherwise be spent in these meetings.

The nurses in this study had divided opinions on if they felt their unit culture was
supportive of implementing FCR. This division could be detrimental to implementing FCR, as
the support of the unit, including managers, directors, interdisciplinary staff, and other nurses, is
crucial to successful implementation. A positive unit culture has been shown to support nurses in
implementing many different FCC initiatives (Kleinpell et al., 2019; Thirsk et al., 2021). As
previously mentioned, the unit culture can be influenced by an abundance of items, including the
nursing culture specifically, resistance to change, lack of support from upper management, and a
lack of organizational resources such as short staffing or high nurse-to-patient ratios (Heydari et
al., 2020; Kleinpell et al., 2019).

Most nurses in this study found that FCR increased their workload. This is similar to
what Hetland et al. (2017) found, stating that FCC initiatives, in general, significantly increase
nursing workload in critical care units. Conversely, Allen et al. (2017) found that FCR actually
decreases nurses’ workload. Family inclusion is important in all aspects of care, including in

FCR, and should be considered in the workload associated with the staffing levels and nurse-to-
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patient ratios assigned to nurses each shift. Additional support may be necessary to relieve the
nursing workload in other aspects of care so that they are able to manage including families in
FCR. It is worth noting that although the age and years of experience as an RN of the
participants were relatively normally distributed in this study, the years in critical care were quite
skewed toward having less experience (Mean = 10.01, SD = 9.47, range .16-36). This lack of
critical care experience in the participants could increase their perceived workload (McInnis et
al., 2017), and this was likely heightened by the effects of the COVID-19 pandemic over the last
few years (Doleman et al., 2023).
Advantages and Barriers to FCR

To the authors' knowledge, the previous literature that investigates what nurses perceive
to be the greatest advantages and barriers to FCR 1is limited to only one study (Roze des Ordons
et al., 2020). The nurses in this study ranked the top three advantages and barriers that they feel
are present with FCR. The top advantage that nurses identified was that the critical care team can
update the family on the patient’s condition. Regardless of FCR, families usually want frequent
updates on the patient, especially if their status is changing (Wong et al., 2020). Having this daily
access to information is beneficial for both nurses and families (Roze des Ordons et al., 2020).

Nurses also felt that FCR is a time when the family can share valuable information about
the patient. Valuable patient information from the family could lead the direction of care and
clinical decision-making for these patients (Roze des Ordons et al., 2020). Some nurses worry
that family members could provide inaccurate or misleading information (Roze des Ordons et al.,
2020). This concern did not arise in this study; however, it was not an objective of the study.

Lastly, nurses valued that there was the opportunity to build a rapport with the family.

Roze des Ordons et al. (2020) also found this in their study, and Au et al. (2017) found that
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families value this rapport as well. Building a rapport with the family is beneficial as it can help
families to gain trust and confidence in the healthcare team (Roze des Ordons et al., 2020). This
can contribute to developing a strong nurse-family relationship which may also positively
influence other aspects of care.

The most prevalent barrier nurses identified to hosting FCR was the inconsistency or
unknown timing of rounds. Nurses in this study previously mentioned timing as a major barrier,
so this is a relatively expected finding. Healthcare providers have identified that family members
can be frustrated with this unpredictability (Roze des Ordons et al., 2020), and families
themselves have expressed frustration with this as well (Cody et al., 2018; Roze des Ordons et
al., 2020; Stelson et al., 2016). This barrier may be difficult to overcome depending on the other
responsibilities of the physician aside from rounding. However, having a dedicated window for
rounding time may be helpful. Also, increasing the amount of physician coverage and dispersion
of responsibilities may be helpful in developing a more consistent timing of rounds overall.

Secondly, nurses found that the baseline health literacy of families is a barrier to FCR.
The differing levels of health literacy in family members can change the way in which they
engage in FCR and decision-making, and low levels of health literacy could negatively affect
these processes (Kydonaki et al., 2021). To the author’s knowledge, this has only been
highlighted as a barrier in one study (Kydonaki et al., 2021).

Lastly, nurses also indicated the extensive use of medical jargon within the healthcare
team as another barrier to FCR. The literature shows that some interdisciplinary staff members
are quite reluctant to decrease the use of medical jargon (Simon et al., 2021), which families find

to be confusing and stressful (Roze des Ordons et al., 2020; Stelson et al., 2016). In these cases,
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supporting the staff through the above structures and processes to develop a change in the overall
unit culture may be helpful.
The Relationship between Nurse-Related Factors and Nurses’ Perception of FCR

Many nurse-related factors were compared to nurses’ overall support towards FCR. Many
of the factors did not reveal significant results, however, the results are still worth
acknowledging and interpreting beyond statistical significance. The study sampled nurses who
did and did not have experience participating in FCR and compared their supportiveness towards
FCR. Those who did not have experience were instructed to continue answering the questions
with their perspectives on including families in FCR. Statistical analysis revealed that there was
not a significant difference in the overall supportiveness between these two groups. To the
author’s knowledge, only nurses with FCR experience have been previously researched on their
perspectives. This result demonstrates that after experiencing FCR, perspectives do not
significantly change. This finding may be positive because it is noteworthy that the barriers
nurses revealed in this study have not overtaken the value they see in implementing FCR.

Gender also did not have a significant effect on the supportiveness of nurses towards
FCR. The sample in this study consisted of mostly females (85.2%). The Canadian Nurses
Association (2021) found that about 91% of all Canadian RNs are female, so this sample is
relatively representative of the population. Some similar studies in the literature collected the
gender or sex of their RN participants (Au et al., 2017; Roze des Ordons et al., 2020; Santiago et
al., 2014), but to the author’s knowledge, there were no articles that reported any differences in
perspective between groups.

Ethnicity was statistically significantly related to supportiveness towards FCR, with a

more positive perspective coming from ethnicities other than white. There were no participants
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who identified as non-white who were unsupportive of FCR. The participants in this study
mainly identify as white (89.6%). However, Canadian RNs are disproportionately white
(Jefferies et al., 2019) and only about 15% of all Canadians in the nursing profession, including
head nurses, RNs, and nursing aids, are a visible minority (Premji & Etowa, 2014). The literature
also mentions that visible minority RNs in Canada are less concentrated in advanced practice or
specialty nursing areas (Premji & Etowa, 2014), even though there is little to no difference in the
knowledge or skills used between Caucasian and visible minority RNs (Cruz & Sawchuk, 2021).
Therefore, the ethnicity of these study participants may be relatively representative of the
population. To the author’s knowledge, no articles compared the ethnicity of RNs to their overall
perspective of FCR in adult critical care units. One study collected the ethnicity of their
participants, but they did not report any differences in their perspectives (Stelson et al., 2016).

This study also investigated if education contributes to nurses’ overall supportiveness of
FCR. All three areas of education covered in this study had nonsignificant results in relation to
supportiveness. Nurses’ highest level of education, experience taking a family nursing course in
school, and their level of preparedness for FCR from their education were all investigated. The
literature demonstrated that those with more advanced nursing degrees were more likely to
incorporate family into their standard care (Hetland et al., 2017). Although not statistically
significant, there is a trend of increasing supportiveness of FCR from those nurses with a
Diploma (63.3% supportive), a BScN (72% supportive) and other degrees including master's and
nurse practitioner degrees (75% supportive). Notably, those who held a BScN or higher levels of
education more often reported taking a family nursing course in school. One study mentioned
that RNs felt their BScN family nursing course was inapplicable to their care in critical care

settings (Thirsk et al., 2021).
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Nurses’ job satisfaction was briefly assessed in this study by asking if nurses intended to
leave their current critical care nursing position in the next six months, and this did not show a
significant relationship to their supportiveness of FCR. Hetland et al. (2017) stated that those
who planned on leaving their current critical care nursing position were less supportive of FCC
initiatives. Although not statistically significant, there was a higher percentage of nurses that
were supportive of FCR if they intended to stay in their current position (71.7%) compared to
those who intended to leave (60%). Job satisfaction can be influenced by an abundance of
factors, although higher job satisfaction could lead to increased support in all aspects of FCC,
including FCR. Units that are looking to implement FCR should work towards increasing the job
satisfaction of their RNs for more effective implementation.

There was a significant relationship between which hospital site nurses worked at and
their overall supportiveness of FCR. The nurses employed at Hospital Sites 1, 2, 3, 4 and 6 were
statistically significantly more supportive of FCR compared to those at Hospital Site 5.
Interestingly, Hospital Site 5 had a very high response rate (82%) compared to the other hospital
sites. This could indicate that different hospital sites may better support FCC initiatives,
including FCR, in their daily practice. They could also be separated by differing levels of access
to structural resources that promote FCR, such as higher staffing levels, decreased nursing
workloads, decreased patient acuity through lower ICU level designations, and a more supportive
unit culture. They may also have more support staff present which could help nurses to
coordinate having family present during FCR. This study did not gather site-specific data
regarding all pertinent details of the organizational and unit structures. It is therefore unclear

what is causing this discrepancy between institutions, although, this could indicate that the
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inconsistencies in nursing support of FCR across the published literature may be institutionally
dependent (Allen et al., 2017; Au et al., 2017; Stelson et al., 2016).

The age of participants, years of experience as an RN and years in critical care all had no
significant effect on nurses’ supportiveness towards FCR. Conversely, previous literature found
nurses with less experience to be more positive toward FCR (Santiago et al., 2014; Schiller &
Anderson, 2003) and support a more inclusive role for the family during FCR (Au et al., 2017).
This could indicate that the culture of nurses who had less experience at the time of these studies
may have more experience at the time of the current study. Therefore, the overall age and
experience may be beginning to shift to become more inclusive of FCR.

Implications for Nursing Education, Practice and Policy
Education

This research suggests that promoting advanced nursing education may contribute to
nurses’ overall supportiveness of FCR in adult critical care units. Current educational programs
could benefit from including a family nursing course within their curriculum if they do not
already. Of those curriculums with a family nursing course, they may benefit from adjusting their
course to ensure students are prepared to incorporate families into their care in advanced or
critical care settings, including during the rounding process.

After rounds, nurses usually provide a “lay person” summary to families. Some nurses
may find it difficult to try to break down topics into basic information. It may be helpful to
provide continuing education to critical care nurses on different ways to explain these
foundational medical concepts, especially to those families who have low baseline health
literacy. This education may even be helpful to all interdisciplinary staff so they could learn how

to avoid medical jargon when talking to families.
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Practice

Although it is known that the families of critical care patients want to be invited to FCR
(Cody et al., 2018; Kang et al., 2020; Kydonaki et al., 2021; Mangram et al., 2005), it is not
standard practice in many hospitals. Adult critical care units should work towards formal
implementation of FCR as most nurses support this practice and feel that family members benefit
from FCR. The results of this study are based on the perspectives of nurses, and not experience.
Therefore, nurses who have never participated in FCR were included in this study and still
support the implementation of FCR.

For nurses currently working in adult critical care settings, it is important to advocate for
FCR practices to be implemented and sustained. Providing constructive feedback about
advantages and barriers to management may be useful to address active barriers that can be
easily overcome with minor practice changes, such as the use of medical jargon. Critical care
units should support nurses through the FCR process and work collaboratively to address these
barriers.

Only one study reinforces this study’s findings that the baseline health literacy of families
acts as a barrier to FCR (Kydonaki et al., 2021). If this continues to arise as a barrier in future
studies, implementing practice standards that help the family to better understand the process
may be useful. For example, this could include making it standard practice to provide a “lay
person” summary after rounds to ensure the family understood what occurred during rounds.
Policy

The body of knowledge in the current literature regarding best practices for FCR in adult
critical care units is limited. This research will help guide future researchers to develop evidence-

based best practices for FCR in adult critical care settings by contributing knowledge about the

68



structure and process variables that support nurses in implementing FCR. Although this research
supports this body of knowledge, more valid and reliable research is needed to develop these
evidence-based best practices. Additional exploratory, qualitative research may be beneficial as
well to further explain some of the findings from this study, which could also guide the
development of evidence-based best practices. Once evidence-based best practices for FCR are
developed, a policy regarding FCR should be created in each critical care unit. This could
describe the units’ standard practices during FCR so that families new to the unit know what to
expect from rounds.

Future Research

Although the sample in this study was relatively representative of the population in terms
of gender and ethnicity, it was still predominantly female and white. It would be beneficial for
future research to take place in a more gender and ethnically diverse region or with a larger
sample size to support these findings. It is unclear why other ethnicities in this study are more
supportive of FCR, however, more insight could be obtained through a qualitative lens. It would
also be beneficial for future research to investigate which of these other ethnicities are the most
supportive, as non-white ethnicities were grouped together for statistical analysis due to their
limited representation.

The focus of this study was on the perspectives of nurses regarding FCR in adult critical
care units. Therefore, nurses who have never experienced FCR participated in this study and
reported their perspectives. Future research should focus on the perspectives of nurses who have
all experienced FCR, or on the same participants after FCR become standard practice in the units

under study.
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Nurses in this study consistently mentioned that a major barrier to FCR was their
increased time, however, they also mentioned that family meetings become shorter and less
frequent with FCR. This was the nurses’ perception of time and not all nurses in this study had
experience with FCR, so the timing of rounds and meetings were not measured in this study. It
would be interesting to research if there is a difference in timing between hosting FCR and
having shorter, less frequent family meetings or hosting regular rounds with longer, more
frequent family meetings. However, this would be difficult to accurately assess this due to the
inability to capture family meetings that do not take place due to having family present on
rounds.

Future research is needed to confirm if there is a difference in supportiveness of FCR
between those with more or less experience, as previously published research indicates there is a
difference between these groups (Au et al., 2017; Santiago et al., 2014; Schiller & Anderson,
2003), but this study indicates that there is no significant difference.

Future research could also further investigate why nurses are divided on if their unit
culture is supportive of FCR. Investigating the root of why the unit culture may not be fully
supportive of FCR is an incredibly important first step to successful, sustainable implementation.
It would be useful to learn about what factors nurses feel contribute to this finding and how
hospitals could sustain a more positive unit culture, ultimately leading to increased structural
support for FCR. This research could align with learning which institutional factors specifically
affect nurses’ overall support towards FCR as there is a clear divide between institutions in this
study but it is unclear what is causing this divide between institutions. This research may likely

be best represented through a qualitative lens.
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Limitations

There were many limitations in this study. A major limitation of this study is that it
focused on nursing perspectives of FCR, so there were some participants who had never
experienced FCR who participated in this study. This lack of experience may have impacted their
perspectives of FCR. The sample only represents Southwestern Ontario, and therefore, results
may not be generalizable to the rest of Ontario, Canada, or other countries. The sample in this
study predominantly identified as female and white, so even though it may be representative of
the population, it is difficult to generalize findings to the minority groups.

Participants who responded to the survey self-reported that they met the inclusion
criteria, and given that there was an incentive associated with the completion of the survey,
participants could have been dishonest about meeting the inclusion criteria. This was mitigated
by having contact personnel only send an email invitation to eligible participants and by posting
flyers only within eligible hospital sites. A question at the beginning of the survey also screened
that participants met the inclusion criteria.

The survey tool itself has limitations, as it underwent limited reliability and validity
testing. This was due to the survey design being mainly descriptive in nature. A Cronbach’s alpha
was determined in creating the Supportiveness variable, and face validity was obtained by three
different critical care RNs regarding the overall survey.

Since many of the questions within this survey were adapted or developed based on
previous literature, there is a risk that participants may have misinterpreted some questions. Face
validity was obtained to reduce this risk; however, it is still possible. Also, participants may have
felt the need to respond in a positive and socially desirable manner, especially since the primary

investigator is employed at one of the hospital sites under study. However, the survey was
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delivered electronically rather than face-to-face and was made anonymous to help reduce the risk
of social desirability.
Conclusion

This study highlighted nursing perspectives of FCR in six adult critical care units across
four Southwestern Ontario hospitals. Most critical care nurses in this study were overall
supportive of FCR. This study investigated various structures and processes that nurses find
support FCR. Nurses need to feel supported with appropriate structural supports, such as
adequate staffing, to allow them adequate time to include families in FCR. Nurses in this study
reported that the increased length of time of FCR was a large structural barrier. Also, supportive
processes, such as the unit culture towards FCR, can make an impact on how well nurses are able
to incorporate families into FCR. Nurses noted that the greatest advantage of FCR was that the
healthcare team can update the family on the patient’s condition, and the greatest barrier to FCR
is the inconsistent or unknown timing of rounds. Finally, it highlighted that participants’ ethnicity
and the hospital site they are employed at have significant relationships with their overall
supportiveness of FCR. Results from this research can help to inform the BScN curriculum to
ensure that nursing students are taught how to incorporate FCC practices in advanced nursing
settings. This research helped to fill the literature gap regarding nursing perspectives of FCR in
adult critical care units. It contributed to the overall body of knowledge on this topic and will
help future researchers develop evidence-based best practices for a higher quality, standardized

family-centred rounding process.

72



REFERENCES/BIBLIOGRAPHY
Allen, S. R., Pascual, J., Martin, N., Reilly, P., Luckianow, G., Datner, E., Davis, K. A., &
Kaplan, L. J. (2017). A novel method of optimizing patient- and family-centered care in
the ICU. Journal of Trauma & Acute Care Surgery, 82(3), 582-586.

https://doi.org/10.1097/TA.0000000000001332

Ahmed, S., Djurkovic, A., Manalili, K., Sahota, B., & Santana, M. J. (2019). A qualitative study
on measuring patient-centered care: Perspectives from clinician-scientists and quality
improvement experts. Health Science Reports, 2(12), €140.

https://doi.org/10.1002/hsr2.140

Au, S. S., Roze des Ordons, A., Soo, A., Guienguere, S., & Stelfox, H. T. (2017). Family
participation in intensive care unit rounds: Comparing family and provider
perspectives. Journal of Critical Care, 38, 132—136.

https://doi.org/10.1016/j.jcrc.2016.10.020

Au, S. S., Roze des Ordons, A. L., Blades, K. G., & Stelfox, H. T. (2021). Best practices toolkit
for family participation in ICU rounds. Journal of Evaluation in Clinical Practice, 27(5),

1066—1075. https://doi.org/10.1111/jep.13517

Au, S. S., Roze des Ordons, A. L., Parsons Leigh, J., Soo, A., Guienguere, S., Bagshaw, S. M., &
Stelfox, H. T. (2018). A multicenter observational study of family participation in ICU
rounds. Critical Care Medicine, 46(8), 1255-1262.

https://doi.org/10.1097/CCM.0000000000003193

Binder, C., Torres, R. E., & Elwell, D. (2021). Use of the Donabedian model as a framework for

COVID-19 response at a hospital in suburban Westchester County, New York: A facility-

73



level case report. Journal of Emergency Nursing, 47(2), 239-255.

https://doi.org/10.1016/1.1en.2020.10.008

Brown, S. E. S., Rey, M. M., Pardo, D., Weinreb, S., Ratcliffe, S. J., Gabler, N. B., & Halpern, S.
D. (2014). The allocation of intensivists’ rounding time under conditions of intensive care
unit capacity strain. American Journal of Respiratory and Critical Care

Medicine, 190(7), 831-834. https://doi.org/10.1164/rccm.201406-1127LE

Cameron, M.A., Schleien, C.L., & Morris, M.C. (2009). Parental presence on pediatric intensive
care unit rounds. Journal of Pediatrics, 155(4), 522—-528.

https://doi.org/10.1016/].jpeds.2009.03.035

Canadian Institute for Health Information. (2021). Overview: COVID-19’s impact on health care

systems. https://www.cihi.ca/en/covid-19-resources/impact-of-covid-19-on-canadas-

health-care-systems/the-big-picture

Canadian Medical Association. (2019). Critical Care Medicine Profile.

https://www.cma.ca/sites/default/files/2020-10/critical-care-e.pdf

Canadian Nurses Association. (2021). Nursing statistics. https://www.cna-

aiic.ca/en/nursing/regulated-nursing-in-canada/nursing-statistics

Centers for Disease Control and Prevention. (2020). Management of visitors to healthcare
facilities in the context of COVID-19: Non-US healthcare settings.

https://www.cdc.gov/coronavirus/2019-ncov/hcp/non-us-settings/hef-visitors.html

Cody, S. E., Sullivan-Bolyai, S., & Reid-Ponte, P. (2018). Making a connection: Family
experiences with bedside rounds in the intensive care unit. Critical Care Nurse, 38(3),

16-26. https://doi.org/10.4037/ccn2018128

74



College of Nurses of Ontario. (2022). Registration Statistics Report 2022.

https://www.cno.org/globalassets/2-howweprotectthepublic/statistical-

reports/registration-statistics-report-2022.html#Age Distribution

Creswell, J, W., & Creswell, J. D. (2018). Research design.: Qualitative, quantitative, and mixed
methods approaches (5th ed.). SAGE Publications.

Cruz, E. V., & Sawchuk, P. H. (2021). Nurses, skills, and intra-professional inequalities. In D.
W. Livingstone, T. L. Adams & P. Sawchuk (Eds.) Professionals’ power and skill use in
the ‘knowledge economy’ (pp. 201-245). Koninklijke Brill NV.

https://doi.org/10.1163/9789004463073_008

Curtis, J. R. (2008). Caring for patients with critical illness and their families: the value of the
integrated clinical team. Respiratory Care, 53(4), 480—487.

Davidson, J. E., Aslakson, R. A., Long, A. C., Puntillo, K. A., Kross, E. K., Hart, J., Cox, C. E.,
Wunsch, H., Wickline, M. A., Nunnally, M. E., Netzer, G., Kentish-Barnes, N., Sprung,
C. L., Hartog, C. S., Coombs, M., Gerritsen, R. T., Hopkins, R. O., Franck, L. S.,
Skrobik, Y., & Kon, A. A. (2017). Guidelines for family-centered care in the neonatal,
pediatric, and adult ICU. Critical Care Medicine, 45(1), 103—128.

https://doi.org/10.1097/CCM.0000000000002169

Doleman, G., De Leo, A., & Bloxsome, D. (2023). The impact of pandemics on healthcare
providers' workloads: A scoping review. Journal of Advanced Nursing, 00, 1— 21.

https://doi.org/10.1111/jan.15690

Donabedian, A. (2003). An introduction to quality assurance in health care. Oxford University
Press.

Donabedian, A. (1988). The quality of care. How can it be assessed? JAMA, (260)12, 1743-1748.

75



Doucette, E., Sanzone, L., Albahouth, A., De Luca, W., Santella, G., & Wang, K. (2019). The
role of technology in enhancing a family-centred approach to care: Navigating nurse-
family communication in the ICU. Canadian Journal of Critical Care Nursing, 30(3),

29-34. https://cjccn.ca/wp-content/uploads/2022/02/30-3-CJCCNFall2019.pdf

Galanis, P., Vraka, 1., Fragkou, D., Bilali, A., & Kaitelidou, D. (2021). Nurses’ burnout and
associated risk factors during the COVID-19 pandemic: A systematic review and meta-
analysis. Journal of Advanced Nursing, 77(8), 3286—3302.

https://doi.org/10.1111/jan.14839

Gooding, T., Pierce, B., & Flaherty, K. (2012). Partnering with family members to improve the
intensive care unit experience. Critical Care Nursing Quarterly, 35(3), 216-222.

https://doi.org/10.1097/cng.0b013e318260696a

Government of Canada. (2021). Government of Canada helps internationally trained nurses get
their foreign credentials recognized and find quality jobs.

https://www.canada.ca/en/employment-social-development/news/2021/05/national-

nurses-work--international-nurses-day-2021.html

Green, S., & Staffileno, B. A. (2021). Favorable outcomes after implementing a nurse-driven

sedation protocol. Critical Care Nurse, 41(6), 29-35. https://doi.org/10.4037/ccn2021625

Hetland, B., Hickman, R., McAndrew, N., & Daly, B. (2017). Factors influencing active family
engagement in care among critical care nurses. AACN Advanced Critical Care, 28(2),

160-170. https://doi.org/10.4037/aacnacc2017118

Hetland, B., McAndrew, N., Perazzo, J., & Hickman, R. (2018). A qualitative study of factors

that influence active family involvement with patient care in the ICU: Survey of critical

76



care nurses. Journal of Intensive and Critical Care Nursing, 44, 67-75.

https://doi.org/10.1016/1.iccn.2017.08.008

Heydari, A., Sharifi, M., & Moghaddam, A. B. (2020). Family participation in the care of older
adult patients admitted to the intensive care unit: A scoping review. Geriatric Nursing,

41(4), 474-484. https://doi.org/10.1016/j.gerinurse.2020.01.020

Holodinsky, J. K., Hebert, M. A., Zygun, D. A., Rigal, R., Berthelot, S., Cook, D. J., & Stelfox,
H. T. (2015). A survey of rounding practices in Canadian adult intensive care units. PloS

One, 10(12), e0145408. https://doi.org/10.1371/journal.pone.0145408

Ingram, T. C., Kamat, P., Coopersmith, C. M., & Vats, A. (2014). Intensivist perceptions of
family-centered rounds and its impact on physician comfort, staff involvement, teaching,
and efficiency. Journal of Critical Care, 29(6), 915-918.

https://doi.org/10.1016/j.jcrc.2014.07.015

Institute for Patient- and Family-Centered Care. (n.d.). Patient-and family-centered care.

https://www.1ipfcc.org/about/pfcc.html

Jacobowski, N. L., Girard, T. D., Mulder, J. A., & Ely, E. W. (2010). Communication in critical
care: Family rounds in the intensive care unit. American Journal of Critical Care, 19(5),

421-430. https://doi.org/10.4037/ajcc2010656

Jakobsen, J.C., Gluud, C., Wetterslev, J., & Winkel, P. (2017). When and how should multiple
imputation be used for handling missing data in randomised clinical trials — a practical

guide with flowcharts. BMC Med Res Methodol 17, 162. https://doi.org/10.1186/s12874-

017-0442-1

77



Jefferies, K., Tamlyn, D., Aston, M., & Tomblin Murphy, G. (2019). Promoting visible minority
diversity in Canadian nursing. Canadian Journal of Nursing Research, 51(1), 3-5.

https://doi.org/10.1177/0844562118795812

Kang, J., Cho, Y. J., & Choi, S. (2020). State anxiety, uncertainty in illness, and needs of family
members of critically ill patients and their experiences with family-centered
multidisciplinary rounds: A mixed model study. PLoS ONE, 15(6), €0234296.

https://doi.org/10.1371/journal.pone.0234296

Kleinpell, R., Zimmerman, J., Vermoch, K. L., Harmon, L. A., Vondracek, H., Hamilton, R.,
Hanson, B., & Hwang, D. Y. (2019). Promoting family engagement in the ICU:
Experience from a national collaborative of 63 ICUs. Critical Care Medicine, 47(12),

1692-1698. https://doi.org/10.1097/CCM.0000000000004009

Kobayashi, H., Takemura, Y., & Kanda, K. (2011). Patient perception of nursing service quality;
an applied model of Donabedian’s structure-process-outcome approach
theory. Scandinavian Journal of Caring Sciences, 25(3), 419-425.

https://doi.org/10.1111/5.1471-6712.2010.00836.x

Kydonaki, K., Takashima, M., & Mitchell, M. (2021). Family ward rounds in intensive care: An
integrative review of the literature. International Journal of Nursing Studies, 113.

https://doi.org/10.1016/j.1jnurstu.2020.103771

Levin, A. B., Fisher, K. R., Cato, K. D., Zurca, A. D., & October, T. W. (2015). An evaluation of
family-centered rounds in the PICU: Room for improvement suggested by families and
providers. Pediatric Critical Care Medicine, 16(9), 801-807.

https://doi.org/10.1097/PCC.0000000000000486

78



Lloyd, J., & Kosack, A. (2020). Lost in translation: Simultaneous Spanish medical interpretation
during family centered rounds for improved resident and family engagement. Academic

Pediatrics, 20(7), e47. https://doi.org/10.1016/j.acap.2020.06.119

Ludmir, J., & Netzer, G. (2019). Family-centered care in the intensive care unit — What does best
practice tell us? Seminars in Respiratory & Critical Care Medicine, 40(5), 648—654.

https://doi.org/10.1055/s-0039-1697957

Ludmir, J., Liu, X., Gupta, A., Ramani, G. V., Liu, S. S., Zakaria, S., Verceles, A. C., Shah, N.
G., McCurdy, M. T., Dammeyer, J. A., & Netzer, G. (2018). Cardiologist perceptions of
family-centred rounds in cardiovascular clinical care. Open Heart, 5(2), e000834.

https://doi.org/10.1136/openhrt-2018-000834

Mack, C., Su, Z., & Westreich, D. (2018). Managing missing data in patient registries.
Addendum to registries for evaluating patient outcomes: A User’s Guide, Third Edition.
Agency for Healthcare Research and Quality (US).

Mangram, A.J., Mccauley, T., Villarreal, D., Berne, J., Howard, D., Dolly, A., & Norwood, S.
(2005). Families' perception of the value of timed daily "family rounds" in a trauma ICU.
The American Surgeon, 71(10), 886-91.

McAndrew, N. S., Schiffman, R., & Leske, J. (2019). Relationships among climate of care,
nursing family care and family well-being in ICUs. Nursing Ethics, 26(7/8), 2494-2510.

https://doi.org/10.1177/0969733019826396

Mclnnis, 1., Murray, S. J., Serio-Melvin, M., Aden, J. K., Mann-Salinas, E., Chung, K. K.,
Huzar, T., Wolf, S., Nemeth, C., & Pamplin, J. C. (2017). Comparing the workload

perceptions of identifying patient condition and priorities of care among burn providers in

79



three burn ICUs. Journal of Burn Care & Research, 38(1), e318—e327.

https://doi.org/10.1097/BCR.0000000000000378

Ontario Nurses Association. (2021). Highlights of collective agreement changes as a result of the
Gedalof decision and items in agreement between ONA and participating hospitals.

https://www.ona.org/wp-content/uploads/2a-2021 hospitalhighlights.pdf

Phipps, L.M., Bartke, C.N., Spear, D.A., Jones, L.F., Foerster, C.P., Killian, M.E., Hughes, J.R.,
Hess, J.C., Johnson, D.R., & Thomas, N.J. (2007). Assessment of parental presence
during bedside pediatric intensive care unit rounds: effect on duration, teaching, and
privacy. Pediatric Critical Care Medicine, 8(3), 220-224.

https://doi.org/10.1097/01.pcc.0000262798.84416.¢c5

Pollack, C. V., Diercks, D. B., Thomas, S. H., Shapiro, N. I., Fanikos, J., Mace, S. E., Rafique,
Z., Todd, K. H., & Heard, K. (2016). Patient-reported outcomes from a national,
prospective, observational study of emergency department acute pain management with

an intranasal nonsteroidal anti-inflammatory drug, opioids, or both. Academic Emergency

Medicine, 23(3), 331-341. https://doi.org/10.1111/acem.12902

Premji, S., & Etowa, J. B. (2014). Workforce utilization of visible and linguistic minorities in
Canadian nursing. Journal of Nursing Management, 22(1), 80—88.

https://doi.org/10.1111/1.1365-2834.2012.01442.x

Rajsic, S., Breitkopf, R., Bachler, M., & Treml, B. (2021). Diagnostic modalities in critical care:
Point-of-care approach. Diagnostics, 11(12), 2202.

https://doi.org/10.3390/diagnostics11122202

80



Rappaport, D. ., Ketterer, T. A., Nilforoshan, V., & Sharif, 1. (2012). Family-centered rounds:
views of families, nurses, trainees, and attending physicians. Clinical Pediatrics, 51(3),

260-266. https://doi.org/10.1177/0009922811421002

Rasheed, A. M., Mhawish, H. A., Asa'Ad, D. S., Almuabbadi, B., Amirah, M. F., Alshammari,
B., Aldamaeen, A., & Alharthy, A. (2021). Enhancing family-centered care in the ICU
during the COVID-19 pandemic. Nursing Management, 52(8), 34-38.

https://doi.org/10.1097/01. NUMA.0000758684.16364.f6

Reeves, S., McMillan, S. E., Kachan, N., Paradis, E., Leslie, M., & Kitto, S. (2015).
Interprofessional collaboration and family member involvement in intensive care units:

emerging themes from a multi-sited ethnography. Journal of Interprofessional Care,

29(3), 230-237. https://doi.org/10.3109/13561820.2014.955914

Registered Nurses Association of Ontario. (2012). Toolkit: Implementation of best practice

guidelines. https://rnao.ca/sites/rnao-ca/files/RNAO ToolKit 2012 rev4 FA.pdf

Rogers, A., Lynch, K., Toth, H., & Weisgerber, M. (2020). Patient and Family Centered
(Tele)rounds: The Use of Video Conferencing to Maintain Family and Resident
Involvement in Rounds. Academic Pediatrics, 20(6), 765-766.

https://doi.org/10.1016/j.acap.2020.05.026

Roze des Ordons, A. L., Au, S., Blades, K., & Stelfox, H. T. (2020). Family participation in ICU
rounds—Working toward improvement. Journal of Evaluation in Clinical

Practice, 26(6), 1620—-1628. https://doi.org/10.1111/jep.13345

Santana, M. J., Manalili, K., Jolley, R. J., Zelinsky, S., Quan, H., & Lu, M. (2018). How to
practice person-centred care: A conceptual framework. Health Expectations, 21(2), 429—

440. https://doi.org/10.1111/hex.12640

81



Santiago, C., Lazar, L., Depeng, J., & Burns, K. E. A. (2014). A survey of the attitudes and
perceptions of multidisciplinary team members towards family presence at bedside

rounds in the intensive care unit. /ntensive & Critical Care Nursing, 30(1), 13-21.

https://doi.org/10.1016/].iccn.2013.06.003

Schiller, W. R., & Anderson, B. F. (2003). Family as a member of the trauma rounds: A strategy
for maximized communication. Journal of Trauma Nursing, 10(4), 93—101.

https://www.proquest.com/scholarly-journals/family-as-member-trauma-rounds-strategy-

maximized/docview/194491581/se-2?accountid=14789

Sheehan, K. (2023). Nurses’ experience of family-centered rounds in the intensive care unit
(Publication No. 30312278) [Master’s thesis, University of Windsor]. ProQuest
Dissertations Publishing.

Simon, K., Sankara, I. R., Gioe, C., & Newcomb, P. (2021). Including Family Members in
Rounds to Improve Communication in Intensive Care. Journal of Nursing Care

Quality, 36(1), 25-31. https://doi.org/10.1097/NCQ.0000000000000483

Sisterhen, L. L., Blaszak, R. T., Woods, M. B., & Smith, C. E. (2007). Defining family-centered
rounds. Teaching & Learning in Medicine, 19(3), 319-322.

https://doi.org/10.1080/10401330701366812

Stelfox, H. T., Boyd, J. M., Straus, S. E. & Gagliardi, A. R. (2013). Developing a patient and
family-centred approach for measuring the quality of injury care: A study protocol. BMC

Health Services Research, 13(31). https://doi.org/10.1186/1472-6963-13-31

Stelson, E. A., Carr, B. G., Golden, K. E., Martin, N., & Richmond, T. S. (2016). Perceptions of

family participation in intensive care unit rounds and telemedicine: A qualitative

82



assessment. American Journal of Critical Care, 25(5), 440—447.

https://doi.org/10.4037/ajcc2016465

Stoeppel, C. M., Eriksson, E. A., Hawkins, K., Eastman, A., Wolf, S., Minei, J., & Minshall, C.
T. (2014). Applicability of the National Healthcare Safety Network’s surveillance
definition of ventilator-associated events in the surgical intensive care unit: A 1-year
review. Journal of Trauma & Acute Care Surgery, 77(6), 934-937.

https://doi.org/10.1097/TA.0000000000000425

Tate, J. A., Sereika, S., Divirgilio, D., Nilsen, M., Demerci, J., Campbell, G., & Happ, M. B.
(2013). Symptom Communication During Critical Illness. Journal of Gerontological

Nursing, 39(8), 28-38. https://doi.org/10.3928/00989134-20130530-03

Thirsk, L. M., Vandall-Walker, V., Rasiah, J., & Keyko, K. (2021). A taxonomy of supports and
barriers to family-centered adult critical care: A qualitative descriptive study. Journal of

Family Nursing, 27(3), 199-211. https://doi.org/10.1177/1074840721999372

Weber, U., Johnson, J., Anderson, N., Knies, A. K., Nhundu, B., Bautista, C., Huang, K. B.,
Hamza, M., White, J., Coppola, A., Akgiin, K. M., Greer, D. M., Marcolini, E. G.,
Gilmore, E. J., Petersen, N. H., Timario, N., Poskus, K., Sheth, K. N., Hwang, D. Y., &
Timario, N. (2018). Dedicated afternoon rounds for ICU patients’ families and family
satisfaction with care. Critical Care Medicine, 46(4), 602—611.

https://doi.org/10.1097/CCM.0000000000002963

White, K. M., Dulko, D., & Dipietro, B. (2022). The effect of burnout on quality of care using
Donabedian’s Framework. Nursing Clinics of North America, 57(1), 115-130.

https://doi.org/10.1016/j.cnur.2021.11.008

83



Wong, P., Redley, B., Digby, R., Correya, A., & Bucknall, T. (2020). Families’ perspectives of
participation in patient care in an adult intensive care unit: A qualitative study. Australian

Critical Care, 33(4), 317-325. https://doi.org/10.1016/j.aucc.2019.06.002

84



APPENDICES
Appendix A
Healthcare Provider Survey

This survey was adapted from the Healthcare Provider Survey used in Au et al. (2017) and from
the QFIFE survey used in Hetland et al. (2018) and Hetland et al. (2017).

1. Are you a critical care trained registered nurse currently working in an adult critical care
unit at one of these four hospitals [redacted]?

O Yes

O No

For the purpose of this research, family-centred rounds are defined as critical care patient
rounds where family members are present and actively participating.

2. Have you had the opportunity to participate in family-centred rounds?
O Yes
O No

If yes, please continue to tell us about your experience with family-centred rounds. If no,
please continue and tell us your thoughts and expectations of family-centred rounds.

3. Ibelieve that family members should be provided with the option of joining critical care
rounds daily.

Strongly disagree

Disagree

Somewhat disagree

Somewhat agree

Agree

Strongly agree

OooooOood

Family members want to be invited to critical care rounds daily.
Strongly disagree

Disagree

Somewhat disagree

Somewhat agree

Agree

Strongly agree

oooooo#s

I am comfortable having family members present during critical care rounds.
Strongly disagree

Disagree

Somewhat disagree

Somewhat agree

oooo>
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Agree
Strongly agree

Allowing family members to join in critical care rounds increases my nursing workload.
Strongly disagree

Disagree

Somewhat disagree

Somewhat agree

Agree

Strongly agree

My clinical performance is affected by the presence of family members during critical
care rounds.

Strongly disagree

Disagree

Somewhat disagree

Somewhat agree

Agree

Strongly agree

Family member presence during critical care rounds strengthens my relationship with the
family.

Strongly disagree

Disagree

Somewhat disagree

Somewhat agree

Agree

Strongly agree

Family member presence during critical care rounds improves family comprehension of
the patient’s condition and treatments.

Strongly disagree

Disagree

Somewhat disagree

Somewhat agree

Agree

Strongly agree

. Allowing family members to participate in critical care rounds increases their levels of

stress, anxiety, and fear.
Strongly disagree
Disagree

Somewhat disagree
Somewhat agree

Agree

Strongly agree
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. Family members who are involved in critical care rounds are better able to make care

decisions for their loved ones.
Strongly disagree

Disagree

Somewhat disagree
Somewhat agree

Agree

Strongly agree

. Involving family members in critical care rounds increases overall quality of care.

Strongly disagree
Disagree
Somewhat disagree
Somewhat agree
Agree

Strongly agree

. Family presence during critical care rounds threatens patient confidentiality.

Strongly disagree
Disagree
Somewhat disagree
Somewhat agree
Agree

Strongly agree

. My unit is adequately staffed to allow me time to involve family members in critical care

rounds.

Strongly disagree
Disagree
Somewhat disagree
Somewhat agree
Agree

Strongly agree

. My unit culture is supportive of family members’ presence during critical care rounds.

Strongly disagree
Disagree
Somewhat disagree
Somewhat agree
Agree

Strongly agree

. Which “family” members should attend critical care rounds?

Close biologic relatives only (including spouse, parents, children, and siblings)
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Close and extended biologic relatives (including cousins, grandchildren, aunts and
uncles)

All biologic relatives and close friends

Only those specified by the primary family contact or patient

. What is the maximum number of family members that you are comfortable with joining

critical care rounds?
0

1
2
3
4
5

As many as can fit into the physical rounding space comfortably

. What is the role of family members who join critical care rounds? (Select all that apply)

Listening
Sharing information about the patient
Participating in decision-making
Asking questions

Advocating for the patient

Other (please specify):

. At what time is it appropriate for family to ask questions during critical care rounds?

At the beginning of rounds

At any time during rounds

At the end of rounds

At another time outside of rounds

. How do you determine which family members should be invited to critical care rounds?

(Optional)

. Does the age of the patient affect your decision to invite the family to critical care patient

rounds?

Yes, I think that family should be more present for younger patients

Yes, I think that family should be more present for older patients

No, the age of the patient does not affect my decision to invite family to critical care
patient rounds

. Does the acuity of the patient affect your decision to invite the family to critical care

patient rounds?

Yes, I think that family should be more present for higher acuity patients

Yes, I think that family should be more present for lower acuity patients

No, the acuity of the patient does not affect my decision to invite family to critical care
patient rounds
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. Family member presence during critical care rounds lengthens the duration of rounds for

that patient.
Strongly disagree
Disagree
Somewhat disagree
Somewhat agree
Agree

Strongly agree

. Family members of patients who are hemodynamically unstable should be excluded from

participating in critical care rounds.
Strongly disagree

Disagree

Somewhat disagree

Somewhat agree

Agree

Strongly agree

. Patients on life-sustaining treatments should not have family members involved in critical

care rounds.
Strongly disagree
Disagree
Somewhat disagree
Somewhat agree
Agree

Strongly agree

. Family member presence during critical care rounds decreases the likelihood of

discussing unfavourable information.
Strongly disagree

Disagree

Somewhat disagree

Somewhat agree

Agree

Strongly agree

. There is usually enough time to adequately address all family members’ questions during

critical care rounds.
Strongly disagree
Disagree
Somewhat disagree
Somewhat agree
Agree

Strongly agree

&9
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[98)
[98)

. Family member presence during critical care rounds decreases the frequency of formal
family meetings.
Strongly disagree
Disagree

Somewhat disagree
Somewhat agree
Agree

Strongly agree

. Family member presence during critical care rounds decreases the duration of formal

family meetings.
Strongly disagree
Disagree
Somewhat disagree
Somewhat agree
Agree

Strongly agree

. If the patient is awake, critical care rounds should take place inside the patients’ room.

Strongly disagree
Disagree
Somewhat disagree
Somewhat agree
Agree

Strongly agree

. If the patient is unconscious, critical care rounds should take place inside the patients’

room.
Strongly disagree
Disagree
Somewhat disagree
Somewhat agree
Agree

Strongly agree

. My unit is physically set up in a way that makes involving family members in critical

care rounds possible.
Strongly disagree
Disagree

Somewhat disagree
Somewhat agree
Agree

Strongly agree

. Family member presence during critical care rounds decreases the amount of teaching to

medical students and novice nurses provided by the healthcare team during rounds.

90



Strongly disagree
Disagree
Somewhat disagree
Somewhat agree
Agree

Strongly agree

OooooOood

34. When comparing talking to families during critical care rounds to a family meeting,
which setting is better for discussing the following? (check one box per item):

Topic Critical Care Rounds Family Meeting
The plan for the day O O
The diagnosis i i
Goals of care O O
The prognosis O O
Family members’ questions and concerns i i
Emotional support for family members O O

[98)
9]

. What do you perceive as the value of having family join critical care rounds? (Select your
top three)
Opportunity to build rapport with the family
The family can see how the critical care team works together
The family can share valuable information about the patient
The family can provide their impression of the patient’s condition
The critical care team can update the family on the patient’s condition
The family can participate in formulating the plan
The critical care team does not need to talk with the family later
Family meetings become unnecessary
Other (please specify):

OooooOoOoooaa

[98)
N

. What factors help you to involve family members in critical care rounds? (Optional)

[98)
~

. What do you perceive as the greatest barriers for families to join critical care rounds?
(Select your top three)
A language barrier between the family and the healthcare team
Family’s living proximity to the hospital
Family’s access to transportation to the hospital
Family’s baseline health literacy
Inconsistent and/or unknown timing of rounds
Physician accents or low tone of voice
Extensive use of medical jargon within the healthcare team
Physician-dependent inconsistency in family involvement and rounding structures
Other (please specify):

OooooOoOoooaa
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38.

39.

OO00oOoo0oo 2 OOO0OOOoOooOs

I
[\

Oooooooooi

What barriers do you face as a nurse when trying to involve family members in critical
care rounds? (Optional)

What concerns you most about involving family members in critical care rounds?
(Optional)

. What do you do to incorporate family into critical care rounds? (Select all that apply)

Call family to let them know what time we will be rounding on the patient
Introduce the family to the healthcare team

Elicit questions from the family

Avoid using medical jargon when speaking to other healthcare providers
Provide a “lay person” summary during or after rounds

I do not do anything differently

Other (please specify):

. In what ways has the COVID-19 pandemic affected family members’ presence during

critical care rounds? (Select all that apply)
Limited number of visitors

Restricted visiting hours

Enforced vaccination status of visitors
Decreased invitations to attend rounds
Virtual family presence during rounds

It has not affected family presence on rounds
Other (please specify):

. How has the COVID-19 pandemic affected your perceptions of family-centred rounds?

(Optional)

. Do you believe that family-centred rounds should be implemented (or reimplemented) in

your institution?
Yes
No

. What is your age? (optional)
. What gender do you most identify with? (optional)

. What is your ethnicity? (optional)

White

South Asian (e.g., East Indian, Pakistani, Sri Lankan)

Chinese

Black

Filipino

Latin American

Arab

Southeast Asian (e.g., Vietnamese, Cambodian, Laotian, Thai)
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—
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. Number of years in practice as a registered nurse:

. Number of years in practice in critical care:

West Asian (e.g., [ranian, Afghan)

Korean

Japanese

Indigenous (e.g., Metis, Inuq (Inuit), First Nations)
Other (please specify):

. Which hospital site are you from? (optional)

[redacted]
[redacted]
[redacted]
[redacted]
[redacted]
[redacted]

. What nurse-to-patient ratio is most often assigned to nurses on your unit?

1 nurse to 1 patient

1 nurse to 2 patients
1 nurse to 3 patients
1 nurse to 4 patients

. What is your highest level of education?

Diploma of Health Science in Nursing

Bachelor of Science in Nursing Degree (BScN)

Master of Nursing (MN)/Master of Science in Nursing Degree (MScN)
Primary Health Care Nurse Practitioner Graduate (NP)

Doctor of Philosophy Degree in Nursing (Ph.D.)

Other (please specify):

. Did your schooling provide you with a course that focused on family nursing? (Select all

that apply)
Yes, my undergraduate studies had a family nursing course

Yes, my graduate or post-graduate studies had a family nursing course
No

. To what extent do you believe your education prepared you to participate in family-

centred rounds?

Very prepared
Somewhat prepared
Somewhat unprepared
Very unprepared
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O0O%

58.

aoagd

Have you taken a course or training unrelated to your education listed above that has
helped to prepare you for family member presence during critical care rounds?

Yes — if so, please list the name of the course:
No

. Do you intend to leave your current critical care nursing position in the next six months?

Yes
No

. Do you want to submit your answers to this survey?

Yes
No

. Do you want to be contacted again for follow-up research in the future?

Yes
No

Would you like to receive a $15 Tim Hortons or Starbucks gift card as compensation for
your time?

Yes
No

THANK YOU for participating in the survey, we highly value your opinions.
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Appendix B

Research Ethics Board Clearances
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Request to Revise cleared © a « ~

- ethics@uwindsor.ca <ethics@uwindsor.ca> Monday, February 6, 2023 at 10:58 AM
To: @ Felicia Varacalli; Cc: Office of Research Ethics
February 06, 2023

Our File No: 42469
Project Title: REB# 22-177: "Nurse Perspectives on Family-Centred Rounds in Adult Critical Care Units”
Status: Active

Dear Ms. Varacalli,

Thank you for submitting your request to revise for "REB# 22-177: "Nurse Perspectives on Family-Centred Rounds in Adult Critical Care Units™".

This request has been reviewed and you are now cleared to proceed with the proposed changes to the RE8 contact person at \| | | NN EEEEEEEE o
_has been replaced by [ 2 the REB Administrator at -

PLEASE NOTE - Any revisions to the cleared protocol should generally be submitted on the Request to Revise form to the University of Windsor REB.
If we can be of any further assistance, please do not hesitate to contact our office.
Sincerely,

Dr. Scott Martyn

Chair, Research Ethics Board
University of Windsor

2146 Chrysler Hall North
519-253-3000 ext. 3948
Email: ethics@uwindsor.ca
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Research Ethics Board

Meeting Review Date: February 22, 2023

Project Title: Nurse Perspectives on Family-Centred Rounds in Adult Critical Care Unit
Principal Investigator Felicia Varacalli

REB File Reference: REB # 23-457

Submission Documents Reviewed:

* Ethics Submission Form for Chart Abstraction
* Consent Form

= Recruitment Emails, Flyers

* Study Questionnaire

* Departmental Impact

Type of Approval: Category A — Full Approval
Annual Renewal Date: February 22, 2024

The_is constituted and operated in accordance

with the Tri-Council Policy Statement for Ethical Conduct of Research Involving Humans (TCPS2) 2022,
Canadian Food & Drug Regulations, Division 5 (Clinical Trials), ICH Good Clinical Practice Guidelines E6, U.S.
Code of Federal Regulations Title 21 & 45, Federal Wide Assurance (FWA) with the U.S. Office of Human
Research Protection, and the Personal Health Information Protection Act, 2004 (PHIPA).

A quorum was present and only voting Research Ethics Board members who are independent of the investigator(s)
conducting the study participated in decisions relating to this research.

Your project received a Category A — full approval your research project (granted clearance for ethical
acceptability).

An Annual Renewal Request must be submitted one (1) year after the approval date for renewal of this project.
The REB may additionally ask for monitoring information during the project’s approval period, if necessary. A
final Study Completion Report must be submitted at the end of the project to close the file.

During the course of the research, no deviations from, or changes to, the protocol/proposed project as
submitted or documents as approved (i.e. consent form, data collection form, surveys, etc) may be initiated
without prior written approval from the-REB (except when necessary to eliminate hazard(s) to study

Page 10of2
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participants and[JJJREB should be notified of hanges promptly after the change is made). Changes to
study team members should also be reported to REB as amendments. Approvals for modifications to an

ongoing study may be requested using an Amendment Request form.

Investigators must also promptly report to the REB:
a) Changes increasing the risk to the participant(s) and/or affecting the conduct of the study;
b) All adverse and unexpected events that occur to participants;
c) New information that may affect the risks to the participants or the conduct of the study.

All llllRes forms are available on the website I ' vou have any questions or

concerns, please contact

All correspondence to the Research Ethics Office can be forwarded to, _ or
_ Do not hesitate to contact us if you have any questions, and best of luck on your

project.

Sincerely,

February 22, 2023

Date
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March 2, 2023

Research Project Title: Nursing Perspectives on Family-centred Rounds in Adult Critical
Care Units
Principal Investigator: Felicia Varacalli

varacalf@uwindsor.ca

Copies To: Dr. Gina Pittman
gina.pittman@uwindsor.ca
Dr. Jody Ralph
jody.ralph@uwindsor.ca

The Research Project noted above was granted approval on behalf of the ]
I This approval is granted for a one-year period from the

date of this letter.

A Status Report and/or Final Report is due within 30 days of the close of the research project,
or when a request for annual renewal is submitted.

During the course of the research, no deviations from or changes to the protocol or consent
form may be initiated without prior written approval from the ERB except when necessary to
eliminate immediate hazards to the subject (e.g. increased risk). Also, when the changes involve
only logistical or administrative aspects of the study (e.g. change in monitor, change in contact
information). Expedited review of minor changes in ongoing studies will be considered.

We wish you every success in your research.

I Chair
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_ Nurse Perspectives on Family-Centred Rounds in Adult o &« o

28 External s .
=9 Critical Care Units

> Wednesday, February 22, 2023 at 7:48 AM

To: @ Felicia Varacalli

Good morning Felicia,

| would like to take this opportunity on behalf of th e o thank you for taking the time to
submit your project “Nurse Perspectives on Family-Centred Rounds in Adult Critical Care Units” for consideration.

The above noted research application study was reviewed by the | Approval is granted to

conduct the research project in accordance with the protocol specified in the application.

Requirements for ongoing approval:

a. Annual review of the submission will be undertaken by the _ The annual review will

coincide with your REB Annual Renewal Date.

b. Adverse events experienced by subjects enrolled in the trial must be reported to the (I

c. Any changes in the protocol, information sheets, questionnaires, or informed consent documents must be reported to the
I | mmediately.

d. The (I <2 | be notified in writing by the principal applicant/office of the principal applicant
when the study is complete. The Research Committee would be interested in receiving a short summary of the progress of the
trial (i.e. number of patients enrolled, problems encountered, etc.) and a full report of study results, in a timely manner.

e. Should the applicant wish to renew the study for another term, written notice should be provided to the I
I 0 months in advance of commencement of the desired extension. Completion of another application
form may be required.

If you have any questions or require additional information, please feel free to contact r

Congratulations! We look forward to hearing about your final project.
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Appendix C

Recruitment Materials

Initial Email

Subject line: Participants needed for study on nursing perspectives on family-centred rounding in
adult critical care units

Researchers at the University of Windsor (Ms. Felicia Varacalli, Dr. Jody Ralph and Dr. Gina
Pittman) are looking to find out more about the perspectives and experiences of nurses on
family-centred rounds in the critical care setting. If you are a registered nurse currently working
in an adult critical care setting (ICU or CCU) at [redacted], please take approximately 20 minutes
to complete this online survey. All participants will have the option to receive a $15 electronic
gift card to Tim Hortons or Starbucks sent to their institutional (hospital) email address.
Participation is completely voluntary, and your individual responses will be confidential. You
may withdraw at any point in the survey until you choose to submit your responses at the end.
Participation in this survey will not affect your current employment status.

[LINK TO SURVEY]

For questions concerning this study, please contact Ms. Felicia Varacalli at
varacalf(@uwindsor.ca, Dr. Jody Ralph at Jody.Ralph@uwindsor.ca, or Dr. Gina Pittman at
Gina.Pittman@uwindsor.ca.

This study was cleared by the [redacted] and University of Windsor Research Ethics Boards.
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Reminder Email #1

Subject line: Participants needed for study on nursing perspectives on family-centred rounding in
adult critical care units

Researchers at the University of Windsor (Ms. Felicia Varacalli, Dr. Jody Ralph and Dr. Gina
Pittman) are looking to find out more about the perspectives and experiences of nurses on
family-centred rounds in the critical care setting. If you are a registered nurse currently working
in an adult critical care setting (ICU or CCU) at [redacted], please take approximately 20 minutes
to complete this online survey. All participants will have the option to receive a $15 electronic
gift card to Tim Hortons or Starbucks sent to their institutional (hospital) email address.
Participation is completely voluntary, and your individual responses will be confidential. You
may withdraw at any point in the survey until you choose to submit your responses at the end.
Participation in this survey will not affect your current employment status.

[LINK TO SURVEY]

For questions concerning this study, please contact Ms. Felicia Varacalli at
varacalf(@uwindsor.ca, Dr. Jody Ralph at Jody.Ralph@uwindsor.ca, or Dr. Gina Pittman at
Gina.Pittman@uwindsor.ca.

This study was cleared by the [redacted] and University of Windsor Research Ethics Boards.
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Reminder Email #2

Subject line: Participants needed for study on nursing perspectives on family-centred rounding in
adult critical care units

Researchers at the University of Windsor (Ms. Felicia Varacalli, Dr. Jody Ralph and Dr. Gina
Pittman) are looking to find out more about the perspectives and experiences of nurses on
family-centred rounds in the critical care setting. If you are a registered nurse currently working
in an adult critical care setting (ICU or CCU) at [redacted], please take approximately 20 minutes
to complete this online survey. All participants will have the option to receive a $15 electronic
gift card to Tim Hortons or Starbucks sent to their institutional (hospital) email address.
Participation is completely voluntary, and your individual responses will be confidential. You
may withdraw at any point in the survey until you choose to submit your responses at the end.
Participation in this survey will not affect your current employment status.

[LINK TO SURVEY]

For questions concerning this study, please contact Ms. Felicia Varacalli at
varacalf(@uwindsor.ca, Dr. Jody Ralph at Jody.Ralph@uwindsor.ca, or Dr. Gina Pittman at
Gina.Pittman@uwindsor.ca.

This study was cleared by the [redacted] and University of Windsor Research Ethics Boards.
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Appendix D

Recruitment Flyer

University of
Windsor

CALLING ALL

ADULT CRITICAL
CARE REGISTERED
NURSES!!

WE WANT

YOUR OPINION INTERESTED IN
PARTICIPATING?

H

You are invited to participate in a survey regarding
your perspectives on fumi|y—centred rounding
Inclusion criteria: you must be a registered nurse
practicing with no restrictions from the CNO,
currently working in one of the following adult You can complete the 20-

critical care units ( . minute survey by scanning the
QR code below

lelg
| and be able to
understand English
You do not need experience participating in family-
centred rounds to complete the survey
Upon completion of the survey, you will be offered a
$15 gift card

Questions?
Tl’HS research h\’lS been cleared by the

Contact any ofthe'researchers: Research Fthics Boards at the University

Felicia Varacalli at varacalfeuwindsor.ca 0{’ Windsor,'
Dr. Jody Ralph at Jody.Ralpheuwindsor.ca |
Dr. Gina Pittman at Gina.Pittmaneuwindsor.ca Sl
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Appendix E
Consent to Participate
CONSENT TO PARTICIPATE IN RESEARCH
Title of Study: Nurse Perspectives on Family-Centred Rounds in Adult Critical Care Units

You are being asked to participate in a research study conducted by Ms. Felicia Varacalli, Dr.
Jody Ralph, and Dr. Gina Pittman at the University of Windsor.

If you have any questions or concerns about the research, please feel to contact Ms. Felicia
Varacalli at varacalf@uwindsor.ca, Dr. Jody Ralph at Jody.Ralph@uwindsor.ca, or Dr. Gina
Pittman at Gina.Pittman@uwindsor.ca.

PURPOSE OF THE STUDY
The purpose of this study is to explore nursing perspectives on family-centred rounds in six adult
critical care units across four Southwestern Ontario hospitals.

PROCEDURES

If you volunteer to participate in this study, you will be asked to complete an online
questionnaire asking about your perceptions of family-centred rounding. This survey should take
approximately 20 minutes. Your participation is completely voluntary and confidential.

POTENTIAL RISKS AND DISCOMFORTS

There are minimal expected risks associated with this research. Some questions may cause
distress or discomfort as they relate to sensitive issues or upsetting experiences. Additionally,
there may be dual/multiple relationships between the principal researcher and a group of study
participants. If you feel this risk is too significant, you may withdraw your participation at any
point until you submit the questionnaire.

POTENTIAL BENEFITS TO PARTICIPANTS AND/OR TO SOCIETY

We will be using this data to better understand the perceptions of registered nurses on family-
centred rounding practices in adult critical care settings. The information obtained in this survey
may be shared with hospitals across Ontario and Canada in an effort to provide better family-
centred care, investigate facilitators and barriers to implementation and contribute to the
development of evidence-based best practices for family-centred rounds.

COMPENSATION FOR PARTICIPATION

All participants who opt to share their institutional (hospital) email address at the end of the
survey will have the option to receive a $15 electronic gift card to Tim Hortons or Starbucks.
Personal information will be collected through a separate link and will not be associated with
your survey responses.

CONFIDENTIALITY
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Surveys will be submitted online and your data will be confidential. This is a multi-site study
which will decrease your risk of identification as a participant. Your employer will not be made
aware of your responses or of your decision to participate. Any personal information that is
obtained in connection with this study will remain confidential. For added protection, research
data will not be identifiable upon collection and will be kept on a password-protected computer.
All data will be kept in password-protected folders indefinitely and may be used for further
studies. Furthermore, study participants will not be individually identified in any publications or
presentations that may stem from this research; only aggregated data will be presented.

PARTICIPATION AND WITHDRAWAL

You can choose to participate in this research or not. If you chose not to participate, there will
not be any consequences for you. Your employer will not be made aware of your responses or of
your decision to participate. If you chose to be in this study, you may withdraw at any time until
survey responses are submitted. If you participate in the study and submit a completed survey
online, the survey will no longer be able to be withdrawn once it is submitted. Submission of
survey responses implies consent for participation in this study.

FEEDBACK OF THE RESULTS OF THIS STUDY TO THE PARTICIPANTS

If you would like to be informed about the findings of this study, you may go to the following
website once the findings are analyzed and disseminated.

Website address: https://scholar.uwindsor.ca/research-result-summaries/

SUBSEQUENT USE OF DATA

This data may be used to make recommendations to management at [redacted] to improve
policies related to family-centred care and family-centred rounding. This data may also be used
to train healthcare staff/students, published in academic journals, and presented at academic
conferences.

RIGHTS OF RESEARCH PARTICIPANTS

If you have questions regarding your rights as a research participant, contact:
[redacted]

or

Office of Research Ethics, University of Windsor, Windsor, Ontario, N9B 3P4
Telephone: 519-253-3000, ext. 3948

e-mail: ethics@uwindsor.ca

It is recommended that you print a copy of this page for your records.
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EDUCATION: General Amherst High School, Amherstburg, ON, 2016

University of Windsor, B.Sc.N., Windsor, ON, 2020
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