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        Abstract



        
          Background:


          The patient experience is an essential dimension of patient satisfaction. An interesting initiative that has been reported internationally is the Proactive Patient Rounding intervention (PPR), a process of proactive, purposeful, directed communication and evaluation of patient needs. It entails visiting and monitoring patients at an interval of one to two hours. PPR implementation has not been evaluated in the UAE, or in the GCC counties.

        


        
          Objective:


          This study aimed to assess the effect of PPR implementation on patient satisfaction levels.

        


        
          Methods:


          Post-test quasi-experimental non-equivalent design was used to conduct this study, with a convenience sample of 60 participants from surgical units (comprising 30 control and 30 experimental subjects). The participants were requested to fill out the survey on the 3rd day of admission

        


        
          Results:


          The study revealed positive increases in patient satisfaction scores. as the experimental group scores were slightly higher than the control group for most of the satisfaction statements and for the overall satisfaction score (experimental m = 4.6, control m = 4.41). However, the independent t-test indicated that this difference was not statistically significant (sig. 0.161).


          This study is useful in directing attention to the influence of PPR on several aspects like patient satisfaction, reduce pressure ulcers, and decrease call light.

        


        
          Conclusion:


          PPR interventions are a practical approach for addressing the needs of hospitalized patients, and nurse managers should monitor its implementation to get purposeful patients feedback.
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      1. INTRODUCTION


      Over recent decades there has been a fundamental shift in healthcare toward a more client-centered approach, addressing broad aspects of the satisfaction of service users. There has been a shift in quality definitions to focus on providing safe, effective, people-centered, timely, equitable, integrated, and efficient care. The patient experience is now considered essential to achieve quality objectives, and patient satisfaction measurement is emerging as the best approach to examine the quality of healthcare services from patients’ perspectives. Multiple initiatives have been implemented locally and internationally to improve the quality of healthcare, and patients experience and increase patient satisfaction [1] On the international level, the Hospital Consumer Assessment of Healthcare Providers and Systems (HCAHPS) survey is a significant assessment tool used worldwide to measure patient satisfaction. It focuses on aspects of care that include communication with nurses and physicians regarding medications, the attentiveness of hospital staff, the cleanliness and tranquility of the hospital environment, discharge information, and the overall hospital rating. Locally, in the emirate of Abu Dhabi, the Muashir Healthcare quality index has been implemented to measure healthcare institutions’ performance for financing purposes.


      The UAE is striving to be a world leader in providing comprehensive services to its population, including healthcare. The Ministry of Health and Prevention has launched the Happiness Indicator, a program that encourages the delivery of high-quality healthcare services that meet the needs and feedback of patients. Its ultimate goal is to surpass (and not merely meet) the needs and expectations of service users. Leveraging the Happiness Indicator, the UAE sets a high standard for healthcare service providers in the region, challenging them to strive for excellence. An interesting initiative that has been reported internationally is the Proactive Patient Rounding (PPR) intervention. PPR is a process of proactive, purposeful, directed communication and evaluation of patient needs. It entails visiting and monitoring patients at an interval of one to two hours [2, 3].


      In PPR, the nurse anticipates the patient’s needs through their two hourly checks, instead of passively waiting for patients to alert staff to their needs. The concepts of “proactive” make PPR a well-structured process with specific objectives and differentiate PPR from the “routine nursing rounds” [4]. It can give a positive perception to the patient about the hospital’s responsiveness to their care, concerns, and complaints, and the active interest of healthcare professionals in their comfort and wellbeing. PPR by nursing staff helps to proactively manage patient needs and minimize the number of unscheduled calls from patients [5]. This is conducive to strengthening bonds and respect between patients and nurses, thus creating an effective interpersonal relationship [2]. Furthermore, proactive rounds can structure the nursing process by actively engaging nurses with patients and their families. The PPR process is usually structured through the use of a checklist, which often includes interventions with patient-based priorities, included and added based on the situation and policy of each hospital [3].


      PPR is designed to anticipate and meet basic patient needs while minimizing unfavorable nursing-related outcomes. In order to build trust and therapeutic relationships between patients, families, and nurses and to establish a safer atmosphere that can reduce hospitalization-related anxiety and increase patient satisfaction and enhance open communication [6]. PPR can improve the patient experience and patient safety. A patient experience survey by Press Ganey reported that PPR can increase HCAHPS scores by up to 15%, and leadership rounds can increase scores by 30% [7].


      In general terms, significant evidence relates the implementation of PPR with improved clinical outcomes for patients, in addition to their satisfaction ratings. These innovative interventions also contribute to better safety for patients and lower the cost of the service by decreasing adverse events or complications [8, 9]. PPR can be especially useful in high-risk patients, such as those with a high risk of falls [10]. Many failures and adverse events in hospitals are caused by preventable patient outcomes, including hospital-acquired conditions such as the acquisition of a new disease, an infection, a skin breakdown, or falls that occur during hospitalization [11, 12]. These adverse patient outcomes reflect poor healthcare quality and can be prevented or decreased through the introduction of PPR. “Rounding” has become an essential component of many organizations’ fall awareness programs, and studies in diverse contexts worldwide have reported that they lead to a reduction in patient falls, usage of call bells/lights by patients, and hospital-acquired conditions (including skin breakdowns and pressure ulcers), while being associated with a commensurate increase in patient satisfaction ratings [8, 13, 14].


      Regardless of the ever-growing body of literature that supports PPR, its implementation has not been evaluated in the UAE, or in the regional contexts of the Gulf Cooperation Council (GCC) counties and Arab countries in general (i.e., healthcare contexts culturally and linguistically analogous to the UAE, and even systems with very similar the relatively similar healthcare systems and contexts). This study examines the effect of using the strategy of proactive rounding and assesses its effects on patient satisfaction in the UAE context, thus offering a pioneering insight into this GCC milieu. If validated, then this strategy can contribute to the national goals and agenda to improve patient's care and their experiences in the healthcare system and offer insights for evidence-based practice in similar healthcare contexts in the GCC and beyond.

    


    
      

      2. MATERIALS AND METHODS


      
        

        2.1. Study Design


        This quantitative research approach utilizes a quasi-experimental post-test design in two sequential phases: (1) Phase 1 (three weeks), in which traditional nursing care was implemented. In this phase, all patients who met inclusion criteria and were willing to participate were included and their satisfaction was measured [2]. Phase 2 (the subsequent following three weeks), in which PPR was implemented for all participating patients who are different from the phase 1 patients. The study was done sequentially rather than concurrently (with a group receiving traditional care first and then another different one receiving the new care) due to ethical concerns; it was considered unfair to offer some patients a potentially better model of care while others in the same ward or room would not be offered the same at the same time. We selected the use of a quasi-experimental design because, as indicated by the literature, this is the second-best design after the randomized controlled trial to achieve unbiased estimation [15].

      


      
        

        2.2. Study Population and Setting


        The study was conducted in surgical units in a large governmental hospital in the northern area of UAE. The hospital was selected since it is a tertiary hospital, and the largest and most advanced medical complex operated by the Ministry of Health. The hospital has a total capacity of 233 beds. Eligible participants included all patients admitted to the surgical units of the participating hospital for a minimum of three days.

      


      
        

        2.3. Sampling Method


        Convenience sampling was used, whereby all patients in the ward were approached by the researcher to obtain their consent for participation in the study. The sample included patients aged from 18-55 years old, who were able to read and write in English or Arabic, and who were scheduled to have three days’ minimum projected stay in the hospital in the surgical units. Patients with a score of 3 or more in the electronic health system (which denotes a possibly complex illness state) and patients with possible psychiatric problems (as determined in their medical history recorded in their electronic files) were excluded from the study.

      


      
        

        2.4. Instrumentation


        The researcher developed a patient satisfaction survey for the purpose of this study, to ascertain participants’ satisfaction with the nursing care they received, which was completed after the implementation of the intervention. Patients ranked their satisfaction using a five-point Likert scale, with responses ranging from 1 = ‘Strongly Disagree’ to 5 = ‘Strongly Agree’. Higher scores indicated higher patient satisfaction behavior, and lower scores indicated lower patient satisfaction.


        The survey was developed mindful of the rationale that it had to be relevant to the healthcare and sociocultural context of service users in the UAE healthcare system; this milieu has its own context and characteristics that affect the care and the patient’s satisfaction. Also, the developed survey was designed to cover all the 6 Ps included in the PPR round checklist: Pain (patient pain score), Potty (toileting needs), Positioning (need for repositioning), Proximity (of patients’ possessions), Pump (checking electrical pumps, infusion rates, volume infused, and IV cannula site), and before leaving the room (asking if the patient if any additional services are required). While internationally developed surveys did not cover the developed PPR process [16]. The survey used in this study was developed in line with these international surveys, with modifications to fit the UAE context.


        The survey was written in English initially and was then translated into Arabic. The translation was revised by two bilingual academics and translation professionals, who undertook a back-translation, and the resultant texts were revised by another bilingual translator to assure that the translated words retained the same meanings, and it was sufficiently similar to the initial copy.

      


      
        

        2.5. The Intervention


        Proactive rounding requires staff nurses to make hourly checks of patients in surgical units, to make sure that each patient receives required care specific to their personal needs, including in terms of pain management, position/comfort, environment, and general person-centered care. Documentation of rounding is required on a rounding log. The only exception to the hourly rounding occurs during the night shift (i.e., from 11 p.m. to 7 a.m.), in order to allow the patients to rest at night. Satisfaction scores of patients admitted to the surgical unit were measured on the third-day post-implementation for both the control and experimental groups.


        The data collection took place on two consecutive rounds. in the first round, routine nursing care was delivered, then patient satisfaction was measured. In the second round, the PPR system was implemented, and then patient satisfaction was measured again, followed by a comparison of the pre-and post-intervention satisfaction scores.

      


      
        

        2.6. Data Collection


        After securing the necessary approvals for the study (i.e. ethical and administrative), the researcher met with the nursing management and staff in the participating hospital to explain the study in brief and orient nurses on how to use the checklist and how to perform PPR. After educating the nurses and managers, the data collection started with Phase 1 (three weeks of traditional nursing care followed by satisfaction measurement), followed by Phase 2 (a sequential three weeks of PPR), patient satisfaction was measured after three days for both groups.

      


      
        

        2.7. Pilot Study, Reliability and Validity


        A pilot study was conducted prior to data collection to test research protocols, data collection instrument, and sample recruitment strategies. Moreover, the pilot study was conducted to identify potential problem areas and deficiencies in the research instrument and protocol prior to implementation during the full study. It also helped members of the research team become familiar with the procedures in the protocol.


        The reliability of the patient satisfaction questionnaire was determined by Cronbach’s alpha, inter-item correlation, and item-total correlation testing. Scale validity was assessed using the content validity index (CVI). The authors invited four experts to rate items’ relevance, clarity, and appropriateness; these experts (methodologically speaking) comprised two senior staff nurses and a medical doctor with 10 or more years experience in UAE hospitals, and two patients who could read and write in Arabic and English (all of whom agreed to act as experts to comment on the items on the survey).


        Item-level CVIs (ICVIS) of .78 or higher for three or more experts could be considered evidence of good content validity [17]. One item was removed according to the experts’ rating.


        The pilot study was implemented on a subset of the intended population including 15 participants. The analysis of data collected from the participants in the pilot study was analyzed and the Cronbach alpha was calculated. The instrument achieved a score of 0.91, indicating that the instrument had very good reliability.

      


      
        

        2.8. Data Analysis


        Descriptive statistics (frequency, mean, percentage, and standard deviation values) were used to describe the participants’ characteristics and their satisfaction with the nursing care they received. Independent samples t-test was performed to compare the satisfaction of the patients in the control group and the experimental group.

      


      
        

        2.9. Ethical Issues


        Ethical approval was obtained from Research Ethics Committee in the Ministry of Health (UAE). Informed consent was taken from all patients prior to including them in the study, and they were assured of their right to decline or withdraw without their care or statutory rights being affected. They were assured of their anonymity, and the researcher was blinded to the survey forms, which did not contain any patient identifiers (such as patient names or room numbers).

      

    


    
      

      3. RESULTS


      The sample of this study comprised 60 patients admitted to the surgical care unit, ranging from 18-55 years old. Purposive sampling by gender ensured that half of the participants were male and half were female (n = 30 each), who were admitted to the male and female surgical wards (respectively). The average length of stay in the hospital was about 5.27 days in the control group, while it was 8.27 days in the experimental group (as explained previously, the control and experimental groups comprised the same cohort of patients, receiving treatment in two different phases).


      Table 1 presents the personal characteristics of the participants. The results indicate that over a third of the control group were aged 46-55 years (n = 10, 34%), followed by those aged 26-25 (n = 9, 30%), 36-45 (n = 7, 23%), and 18-26 (n = 4, 13%). In the experimental group, almost half of the participants were aged 26-35 years (n = 13, 44%), followed by those aged 36-45 (n = 9, 30%), 46-55 (n = 7, 23%), and 18-25 (n = 1, 3%).


      The experimental group’s satisfaction scores were slightly higher than those of the control group for most of the satisfaction statements, as was the overall satisfaction score (experimental m = 4.6, control m = 4.41). However, the independent t-test indicated that this difference was not statistically significant (sig. 0.161). Table 2 details the satisfaction scores for all statements as reported between experimental and control group participants.


      
        Table 1 Participants’ socio-demographic characteristics (n = 60).


        
          
            
              	Characteristics

              	Number

              	Percent
            


            
              	-

              	Control

              	Experimental

              	Control

              	Experimental
            

          

          
            
              	Age (years)

              	18-25

              	4

              	1

              	13

              	3
            


            
              	26-35

              	9

              	13

              	30

              	44
            


            
              	36-45

              	7

              	9

              	23

              	30
            


            
              	46-55

              	10

              	7

              	34

              	23
            


            
              	Gender

              	Female

              	15

              	15

              	50

              	50
            


            
              	Male

              	15

              	15

              	50

              	50
            


            
              	Nationality

              	Citizen

              	19

              	10

              	36.3

              	33.3
            


            
              	Non-citizen

              	11

              	20

              	36.7

              	67.7
            


            
              	Highest educational attainment

              	Elementary

              	4

              	5

              	13

              	16.7
            


            
              	Intermediate

              	2

              	4

              	7

              	13.3
            


            
              	High School

              	10

              	18

              	34

              	60
            


            
              	Bachelor

              	13

              	3

              	43

              	10
            


            
              	Postgraduate

              	1

              	0

              	3

              	0
            


            
              	Length of stay (days)

              	Control

              	5.27±2.6

              	-

              	-

              	-
            


            
              	Experimental

              	8.27±9.5

              	-

              	-

              	-
            

          
        


      


      
        Table 2 Mean and standard deviation of participants’ responses on nursing care.


        
          
            
              	Statement

              	Control

              	Experimental
            


            
              	-

              	Mean

              	SD

              	Mean

              	SD
            

          

          
            
              	1. During your hospital stay, nurses treated you with courtesy and respect

              	4.67

              	.547

              	4.73

              	.583
            


            
              	2. During your hospital stay, nurses listened carefully to you

              	4.53

              	.571

              	4.53

              	.681
            


            
              	3. During your hospital stay, nurses explained procedures clearly

              	4.37

              	.615

              	4.60

              	.814
            


            
              	4. During your hospital stay, once you pressed the call button, nurses responded to you quickly

              	4.33

              	.922

              	4.50

              	1.009
            


            
              	5. During your hospital stay, your room and bathroom were kept clean

              	4.70

              	.535

              	4.47

              	.900
            


            
              	6. During your hospital stay, the area around your room was quiet at night

              	4.13

              	1.106

              	4.50

              	.900
            


            
              	7. You could get help with access to the bathroom or use the bedpan as soon as you want/ need it

              	4.37

              	.850

              	4.67

              	.547
            


            
              	8. During your hospital stay, nurses effectively responded to your pain, and it was well controlled

              	4.53

              	.507

              	4.67

              	.606
            


            
              	9. During your hospital stay, nurses asked you whether you needed help upon discharge from the hospital

              	4.23

              	.774

              	4.67

              	.547
            


            
              	10. Nurses gave adequate time for your care

              	4.43

              	.568

              	4.73

              	.521
            


            
              	11. In general, are you satisfied with the provided nursing care?

              	4.40

              	.724

              	4.67

              	.606
            


            
              	12. Would you recommend this hospital to your friend and family?

              	4.27

              	.691

              	4.53

              	.776
            


            
              	Overall Score

              	4.41

              	.48713

              	4.60

              	.555
            

          
        


      


      In the control group, over a third of the participants were UAE citizens (n = 19, 36.3%), while in the experimental group, the majority were non-citizens (n = 20, 67.7%). There was only one (3%) master’s degree holder from the control group, while approximately a third of the participants had bachelor’s degrees (n = 13, 33%), and the same proportion were high school graduates (n = 10, 34%). In the experimental group, no one had a postgraduate degree, and the majority were high school graduates (n = 18, 60%), although 13 (16.7%) cited elementary school as their highest level of education. The length of stay mean score of the control group was (x̄=5.27), while that of the experimental group was (x̄=8.27).

    


    
      

      4. DISCUSSION


      This study revealed that although there were no statistically significant differences in patient satisfaction, positive increases in patient satisfaction scores were noted. This supports the literature on the positive relationship between PPR and patient satisfaction [17, 18]. Systematic review studies reported that the satisfaction scores of patients who received rounding were significantly higher than that perceived by patients not receiving rounding [19]. Our results are also consistent with the findings of a one-year quasi-experimental study in surgical units in a 506-bed teaching hospital in the northeast US, which reported anecdotally that patient satisfaction was increased after rounding, although the results were not statistically significant [20].


      A study of 50 NHS hospitals that implemented PPR also reported that there was a lack of data to suggest that rounding improved nursing care and patient satisfaction [21]. The implications of such findings indicate that either PPR does not significantly improve satisfaction, or that the outcomes measured to determine the effectiveness of PPR practice are not effective for such evaluation. The study concluded that although there were no statistically significant differences in patient satisfaction, there was a positive increase in patient satisfaction scores, which can be related to a short period of time for the implantation and small sample size.


      PPR is considered to be very important because it maintains constant communication with patients, and makes the nurse more visible to meet patients’ needs; thus, this inherently improves the quality of care delivered, as well as patient safety. Nevertheless, further research is needed to provide solid empirical evidence for the application of PPR in practice, as an evidence-based practice. It is also necessary to explore whether meeting the principles and the aims of PPR itself more effectively can improve patient care and satisfaction.


      Implementing rounding interventions appears to be a suitable method for enhancing the performance and care provided by nurses in hospitals. This intervention involves direct conversations between nurses and hospitalized patients, and it can improve the nurse-patient therapeutic relationship [22]. Furthermore, this approach is a low-tech intervention that can be implemented in both high- and low-resource settings (making it particularly germane to improving the quality of care and patient outcomes in clinical contexts in developing countries). However, challenges may arise when implementing proactive nurse rounding, such as nursing time constraints and the need for consistent practice. Hospital management may need to address these challenges to optimize the outcomes of PPR interventions.


      Proactive rounding interventions are a practical and effective approach for addressing the needs of hospitalized patients in a timely manner. Unit nurse leaders should monitor the implementation of rounds, gather patients’ feedback, and share this information with their team. While most studies on proactive rounding have been conducted in English-speaking countries such as the USA and UK, emerging evidence suggests that this approach can be used in diverse contexts. Additionally, implementing this intervention does not require nurses with advanced training. In low-resource settings, it may be useful to partner with other healthcare professionals and support staff to ensure successful implementation.


      Assessing whether the demographic variables of participants affected their satisfaction scores revealed no significant associations, other than Emirati nationals being less satisfied with the services they received than non-Emirati patients. This could be attributed to the linguistic and cultural differences between the patients and the healthcare professionals, especially nurses. The majority of nurses are expatriates who do not speak Arabic (the national language), and who typically speak English as a second language, in addition to usually having very different cultural and religious beliefs from the majority national population. Similar findings were reported by a study in Malaysia, which revealed that ethnicity (manifest in language and culture) was the only factor associated with patient satisfaction, whereby patients with similar ethnicities to that of their healthcare professionals report higher satisfaction scores [9].


      The findings of our study also show that both groups had a high average rating for how nurses dealt with patients with courtesy and respect. Attitudes seem to be the area that patients focus on while dealing with healthcare professionals; positive professional attitudes result in positive perceptions, experiences, and satisfaction among patients, and vice versa. This affirms the findings of a study reporting that nurses’ service attitudes were the most influential factors contributing to high patient satisfaction scores [23].

    


    
      5. LIMITATIONS


      Overall, the generalizability of the current study findings was limited due to the study being limited to one setting with one specialty (surgical), as well as having a limited number of participants. Moreover, the study took only six weeks, whereas the actual implantation of PPR entails three weeks. A longitudinal study might have yielded different results from this research, with more insight into the long-term impacts and sustainability of PPR in practice.


      Another limitation was the lack of randomization in an assignment, which might affect the results. It was noted that the length of stay for patients in the experimental group was longer, which could mean that the nature of their surgeries was complex, which could have affected the study results.


      In addition, practical obstacles to optimum PPR implementation were identified, such as staff shortages and workload of those departments making the PPR challenging to implement strictly every two hours. Similarly, a comprehensive training program should be provided to the nurses who will carry out the PPR, rather than an elementary awareness session as provided in this study, which is not sufficient to galvanize a new change in practice.


      Nurse leaders, like directors of nursing and nurse managers and supervisors, can contribute to PPR success if they conduct at least a weekly audit and round to the departments which carry the PPR, but unfortunately, this does not happen, as the whole project was assumed to be the researcher’s responsibility. Another obstacle was that the surgical unit was undergoing renovation and maintenance during the time of implementation, which placed additional pressure on nurses and inhibited optimum PPR implementation.

    


    
      

      6. IMPLICATIONS FOR NURSING


      This study is useful in directing attention to the influence of PPR on several aspects, like patient satisfaction, reduced pressure ulcers, and decreased call lights. The current study highlighted recommendations that can be beneficial to nursing administration, practice, education, and research. This study provides realistic data from different literatures and an intervention that can assist decision-makers to adopt policies and procedures that will enhance the PPR process.

    


    
      

      CONCLUSION


      In recent years, hospitals have become very dynamic, requiring nurses to explore new strategies to provide high-quality, evidence-based care that focuses on patient satisfaction, needs, and time-cost efficiency [6]. PPR is an effective way for nurses to regularly attend to patients' emotional and physical needs, which is central to patients feeling safe and cared for whilst hospitalized [24]. Implementing rounding interventions can be a suitable method for improving the performance and care of nurses in hospitals. This low-tech intervention involves direct conversations between nurses and patients and can be used in both high and low-resource settings. However, challenges may arise when implementing proactive nurse rounding, such as nursing time constraints and consistent practice. Proactive rounding interventions are a practical and effective approach for addressing the needs of hospitalized patients, and unit nurse leaders should monitor its implementation and gather patients’ feedback. This approach can be used in diverse contexts and does not require advanced nurse training. Partnering with other healthcare professionals and support staff can ensure successful implementation in low-resource settings.


      Despite the statistical insignificance of the results, it can be concluded that PPR is an important tool as it improves communication with patients, and makes nurses more visible to meet patients’ needs, thereby intrinsically improving the quality of care and patient safety. PPR promotes the mutual interaction and communication between nursing staff and their patients, increases attention to patient needs, and thus enhances the potential for meeting their needs.


      In addition, staff shortages and high workloads in surgical departments meant that the PPR could only be implemented strictly every two hours, which might result in inconsistencies and fluctuations in implementation that affected the results.

    

  


  
    
      LIST OF ABBREVIATIONS


      
        
          	

          	
        


        
          	CVI

          	= Content Validity Index
        


        
          	GCC

          	= Gulf Cooperation Council
        


        
          	HCAHPS

          	= Hospital Consumer Assessment of Healthcare Providers and Systems survey
        


        
          	ICVIS

          	= Item-level CVIs
        


        
          	PPR

          	= Proactive Patient Rounding
        


        
          	UAE

          	= United Arab Emirates
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