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Abstract

Background: Healthcare work is known to be stressful and challenging, and there are recognised links between
the psychological health of staff and high-quality patient care. Schwartz Center Rounds® (Rounds) were developed
to support healthcare staff to re-connect with their values through peer reflection, and to promote more
compassionate patient care. Research to date has focussed on self-report surveys that measure satisfaction with
Rounds but provide little analysis of how Rounds ‘work’ to produce their reported outcomes, how differing contexts
may impact on this, nor make explicit the underlying theories in the conceptualisation and implementation of
Rounds.

Methods: Realist evaluation methods aimed to identify how Rounds work, for whom and in what contexts to
deliver outcomes. We interviewed 97 key informants; mentors, facilitators, panellists and steering group members,
using framework analysis to organise and analyse our data using realist logic. We identified mechanisms by which
Rounds lead to outcomes, and contextual factors that impacted on this relationship, using formal theory to explain
these findings.

Results: Four stages of Rounds were identified. We describe how, why and for whom Schwartz Rounds work
through the relationships between nine partial programme theories. These include: trust safety and containment;
group interaction; counter-cultural/3rd space for staff; self-disclosure; story-telling; role modelling vulnerability;
contextualising patients and staff; shining a spotlight on hidden stories and roles; and reflection and resonance.
There was variability in the way Rounds were run across organisations. Attendance for some staff was difficult.
Rounds is likely to be a ‘'slow intervention’ the impact of which develops over time. We identified the conditions
needed for Rounds to work optimally. These contextual factors influence the intensity and therefore degree to
which the key ingredients of Rounds (mechanisms) are activated along a continuum, to produce outcomes.
Outcomes included: greater tolerance, empathy and compassion for self and others; increased honesty, openness,
and resilience; improved teamwork and organisational change.
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Conclusions: Where optimally implemented, Rounds provide staff with a safe, reflective and confidential space to
talk and support one another, the consequences of which include increased empathy and compassion for
colleagues and patients, and positive changes to practice.

Keywords: Schwartz rounds, Healthcare professionals, Emotional impact, Staff well-being, Reflection, Compassion,
Compassionate care, Empathy; culture change, Staff experiences

Background

Staff shortages and the increase in complexity in
healthcare provision have had a negative impact on
healthcare staff who may experience excessive levels
of psychological distress, face increasing demand,
scrutiny, and regulation, and are subject to economic
cutbacks [1, 2]. Stress is an antecedent of various dis-
tressing psychological states such as loss of ideals and
burnout, which can reduce compassion and empathy
[3-5]. Previous research has clearly demonstrated the
relationships between staff wellbeing and patient care
[6-8]. Schwartz Center Roundsé (Rounds) were cre-
ated to help healthcare staff provide compassionate
care by encouraging staff to reflect on their work and
rediscover what initially attracted them to healthcare
work [9, 10].

Rounds were inspired by the experiences of a Boston
healthcare lawyer, Kenneth Schwartz, whose experiences
as a patient when terminally ill with lung cancer, led
him to write that ‘small acts of kindness make the un-
bearable bearable’ [11]. Schwartz specifically noted the
value of healthcare workers engaging with him as a per-
son and displaying empathy. Before he died in 1995,
Schwartz established a not-for-profit organisation called
the Schwartz Center for Compassionate Care (SCCC) in
order to develop and later implement Rounds across the
USA. In 2009 Rounds were brought to the UK by the
Point of Care Foundation (PoCF) who held a licence to
run Rounds with the SCCC. Over 420 healthcare organi-
sations in the USA, and over 200 in the UK and Ireland,
hold licences to run Rounds which are also beginning to
be implemented in Australia and other countries.

In the UK, Rounds take the form of usually monthly
group meetings open to everyone in the organisation,
both clinical and non-clinical staff. They provide staff
with structured time and a confidential, safe space to
talk about and reflect upon the social, ethical and emo-
tional challenges of looking after patients and their fam-
ilies in a protected safe space.

Our understanding of Rounds comes from the team’s
wider body of work [12] where we, uniquely, identified
four stages of a Round (Fig. 1). Two occurred before the
Rounds itself (Stages 1 and 2 sourcing stories and panel-
lists and crafting and rehearsing stories in panel prepar-
ation); and one after the Round (Post Round outcomes/
ripple effects) with stage 3 being the Round itself.

The fourth stage of a Round, or a succession of Rounds,
influences the initial stages of subsequent Rounds, produ-
cing a repository of knowledge and understanding (re-
sources and context) which enriches subsequent Rounds.
In our comparison of new and established sites, the pivotal
role of this cumulative effect became clear; it shaped the
confidence and trust which emerged between audience
and facilitator.

The focus in Rounds is on the impact on staff of provid-
ing care, not solving problems or focusing upon the clin-
ical aspects of patient care [12]. There is often a
temptation to problem-solve or examine clinical aspects
of care within the Round, but the focus is brought back to
the reflections of staff on the experience of caring for pa-
tients and their families [12]. Each Round lasts for 1 h and
starts with a pre-prepared presentation by a multidiscip-
linary panel of up to four staff members of a patient case
by the team who cared for the patient, or a set of different
stories based around a common theme. The panellists
each describe the impact on them of the difficult, de-
manding or satisfying aspects of the situation and the
topic is then opened to the audience for group reflection
and discussion. Two trained facilitators — usually a senior
clinician and psychosocial practitioner — are present to
support and steer the discussion of themes as they
emerge, allowing time for the audience to comment and /
or reflect on similar experiences they may have had if they
wish. A steering group helps support Rounds and a senior
doctor/clinician is required to champion Rounds within
the organisation. Rounds are voluntary to attend, and staff
are free to attend as many or few as they wish. Rounds are
usually held at lunchtime with food provided. Rounds are
designed to support staff to remain engaged with their
work, and compassionate towards patients, their families,
and colleagues, to improve the wellbeing of staff, effective-
ness of communication and engagement, and, ultimately
the care of patients [9, 10, 13].

There are few evaluations of the efficacy of Rounds but
more are taking place as they become more widespread.
Evidence from the USA and UK suggests that attending
Rounds is associated with improved wellbeing and rela-
tionships with colleagues, and more empathic and com-
passionate patient care [12]. Evidence shows Rounds to be
highly valued by attendees and most studies reported posi-
tive impact on ‘self’ (e.g. improved wellbeing, improved
ability to cope with emotional difficulties at work, self-
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experiences.

Stage 1. Sourcing stories and panellists: 1dentifying patient cases suitable for a Schwartz
Round, or a theme that will resonate, and finding staff willing to share their stories as
panellists. Facilitator/s assisted by clinical lead and steering group undertake a behind-the-

scenes hunt for stories/seek potential panellist volunteers.

Stage 2. Crafting and rehearsing stories in panel preparation: Involves one/more sessions
between potential staff panellists (individually/group) and facilitators and /or clinical leads to
identify aspects of stories that resonate with the audience and trigger reflection. Facilitators

check the story is appropriate/safe and help panellists edit their story/ prepare for re-telling.

Stage 3: Telling stories to trigger reflection and create a counter-cultural space: This is the
Round itself where facilitators, clinical leads, panellists and the audience interact to tell, listen

and reflect upon stories which resonate, followed by the audience sharing similar

Stage 4: Post Round outcomes/ripple effects: As a result of attending Rounds staff change
their behaviour (e.g. become more compassionate/self-compassionate) or decide to

act/change their practice creating ripple effects in the organisation.

Adapted with permission from Maben et al (2018) (12)

Fig. 1 Description of Four Round Stages
A

reflection/validation of experiences), [9, 10, 14-19] and
impact on patients (increased compassion, empathy) [9,
10, 14, 15, 17, 20], and colleagues (improved teamwork,
compassion/empathy), [9, 10, 14—-16, 18—20]. However the
evidence base is of low to moderate quality as the studies
generally used cross-sectional designs and self-report
views/satisfaction with Rounds. They give scant analysis
or insight into what occurs during the Round, including
how or why Rounds work to produce outcomes.

This article presents data from the first large-scale
evaluation of Rounds in the UK. Using realist evaluation
methodology [21] it also aimed to identify how an inter-
vention (in this case Rounds) works, for whom and in
which contexts to deliver outcomes, and thereby aimed
to make explicit what is happening in a Round and
across the four stages of Rounds identified above. It re-
ports salient findings about the ways in which Rounds
work, with a focus on the optimum components that
maximise their effectiveness.

Methods

This paper reports part of a wider National Institute of
Health Research (NIHR) study and whilst this paper re-
ports substantial methodological detail, further details of
the methods of the wider study can be found in the
overall study report [12]. This study used a realist evalu-
ation methodology, a theory-driven approach which

aims to develop and refine an evidence-based theory to
explain how, why and for whom an intervention works
[22]. Steps included:

(1) identifying an initial programme theory (IPT)
(which we did by reviewing the literature;
interviewing those who designed Schwartz Rounds
in the USA and those who brought them to the
UK; and reviewing documents — see below);

(2) carrying out and analysing realist interviews with
Rounds key stakeholders to refine IPT and to
develop partial evidenced-informed programme
theories;

(3) The use and integration of formal theory to build
our partial programme theories and interpret our
findings (see Fig. 5 below for formal theories used
in this paper).

(4) carrying out and retroductively analysing focus
group discussions with key stakeholders to test
evidence-informed programme theories to compare
how Rounds work, for whom and in what context
and compare this to our initial programme theory
to develop our model of how Rounds work for
whom in what contexts (Fig. 9 model).

Several key principles guided this approach and these
steps, firstly that the same intervention in different
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contexts with different participants will produce differ-
ent outcomes (people create the outcomes/change, not
the intervention); and second, that interventions (in this
case Rounds) offer resources that people can choose to
respond to or not. This resource-response action is
called a mechanism. Mechanisms are often hidden (re-
quire depth of analysis to surface them) and may work
differently in different contexts [21, 23, 24]. The way
that context influences mechanisms, and thereby out-
comes, is articulated using a heuristic called the ‘context
+ mechanism = outcome’ configuration [21, 22]. Figure 2
explains further some of the key Realist terms.

The overarching aim in a realist evaluation is thus to
understand the complex relationship between mecha-
nisms and the effect that context has on their operatio-
nalisation and outcome [21, 25].

All initiatives will (implicitly or explicitly) have a
programme theory or theories [23] about how they are
expected to cause their intended outcomes. When a
programme like Schwartz Rounds is implemented, it is
implicitly testing a theory about what ‘might cause
change’, even though that theory may not be overt [26].

Initial Programme theory development

A key aim of our realist evaluation was to uncover and
make explicit the explanations for how, why and for
whom Schwartz Rounds work. Specific data used to de-
velop our initial programme theory included our:

(i) initial review of the literature to define Rounds [27]
and identify potential mechanisms by which they
may work [12](e.g. the resource-response relation-
ships referred to earlier).

(i) interviews with programme architects in the USA
(n=2) and UK Schwartz initial implementers (n =
2), analysed to identify themes and core underlying
guiding principles of Rounds [12, 28]

(iii) review of programme documentation including
SCCC, Boston and PoCF websites and contracts
(prior to implementing Rounds organisations sign a
contract with the SCCC in USA / PoCF in UK) (see
Leamy et al. (2019) [28].

Following analysis of interview data and programme
documents using thematic framework analysis [29], ex-
tensive iteration and team discussion we finalised our
initial programme theories about how, for whom, and
under what circumstances Rounds work [12] (Fig. 3).

Developing partial and final evidence-informed
programme theory

Our realist evaluation sought to refine and test this initial
programme theory (Fig. 3) through further data collection
cycles (see below) to produce (i) first a set of partial
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programme theories with supporting CMOCs drawing on
formal theory to interpret our findings in the context of
existing research and knowledge about a topic and then
(if) finally integrating these partial theories to produce a
revised evidence-informed programme theory.

Sample and data collection

With ethics approval granted by (King's College London
University ethics committee) and the National Research
Ethics Service Committee London-South East (REC ref-
erence: 15/LO/0053) we interviewed a purposive sample
of 48 facilitators and clinical leads in 45 sites running
Rounds in 2015 by telephone. These participants were
approached by email, and invited to participate. A small
number did not respond to email invitations and so did
not participate. The interview topic guide is published in
our study report [12]. Nine organisational case studies
(acute/mental health/community Trusts and hospices in
England) were also purposively sampled nationally (UK)
to provide maximum variation, (size of institution,
length of time running Rounds; established and new
Rounds and early and late adopters). Data collected in
these case studies included interviews with a purposive
sample of clinical leads, facilitators, panellists, and mem-
bers of steering groups, audiences, organisation Boards
and non-attenders (n=177). These participants were
approached by email or face-to-face. A small number
were not able to participate due to clinical commit-
ments, or did not respond to email invitations. The
interview guide for these interviews and topics covered
in the focus groups is published in our study report [12].
In total therefore we had (n=225) interviews of which
we analysed n=97 key informant interviews (primarily
mentors, facilitators, clinical leads, although some were
also panellists and steering group members) for the real-
ist analysis reported in this article. These interviews were
most helpful in addressing our aims because key inform-
ant participants had thought most about how Rounds
‘worked’ and changed behaviour. Interviews were cyclical
[30] and developed over the data collection period, ini-
tially being open, and then focusing on key mechanisms
and testing our emerging theory with different, or some-
times with the same participants, to further develop and
test or re-test our emerging CMOC configurations [31].
Initial interviews commenced by asking interviewees
how they: (i) were involved in Rounds (facilitator, clinical
lead, panellist, audience, steering group member or com-
bination); (if) understood Rounds to ‘work’; (iii) identi-
fied and explained any changes that generated outcomes
and; (iv) which aspects of the Rounds process were in
their view key mechanisms; (v) and which factors they
felt changed the way that Rounds worked (context),
which were often accessed through asking participants
to reflect on ‘most and least successful Rounds'.































































