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ABSTRACT 

Interdisciplinary bedside rounds (IBRs) have emerged as a transformative model for advancing interprofessional 

communication and delivering patient-centered care — yet their adoption remains inconsistent, and their full potential 

largely unrealized across inpatient medicine. As healthcare systems face mounting pressure to improve safety, care 

coordination, and patient experience simultaneously, the structure of daily hospital rounds has never been more 

consequential. Traditional physician-led rounds, while deeply embedded in clinical culture, carry well-documented 

limitations — hierarchical communication, restricted patient participation, and fragmented decision-making — that 

increasingly fall short of modern standards for collaborative, equitable care. This narrative review critically examines 

five major rounding models — traditional medical rounds, multidisciplinary rounds, IBR, structured interdisciplinary 

bedside rounds (SIBR), and trio rounds — evaluating each through the lens of interprofessional communication, patient 

experience, and clinical outcomes. Rather than advocating for a single universal model, this review reveals that optimal 

rounding is context-dependent, shaped by institutional resources, clinical complexity, and team composition. By 

synthesizing the current evidence and defining the distinct role of each rounding model, this review offers a practical 

framework for clinicians and healthcare leaders seeking to elevate interprofessional collaboration — and outlines the 

research priorities needed to standardize IBR implementation across diverse inpatient settings. 
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INTRODUCTION 

Interdisciplinary bedside rounding (IBR) is a patient-

centered approach that emphasizes real-time 

interprofessional communication and collaboration. IBR 

has become an integral component of daily practice for 

hospitalists across a wide range of healthcare settings — 

including academic medical centers and community 

hospitals because it aligns with the core priorities of 

inpatient care: safety, efficiency, shared decision-making, 

and patient engagement. Historically, hospital ward 

rounds were primarily physician-led and often conducted 

away from the patient, whether at the bedside with limited 

team participation or in hallways and conference rooms. 

This traditional model has been criticized for reinforcing 

hierarchy, restricting input from non-physician team 

members, and creating an environment that may feel 

intimidating or disempowering for patients.¹ In response 

to these limitations, five rounding models have emerged 

in modern hospital medicine: traditional medical rounds, 

multidisciplinary rounds, interdisciplinary bedside 

rounds, and trio rounds. 

 

Definitions and Types of Rounds 

Traditional medical rounds reflect the conventional 

physician-led model, typically involving attending 

physicians, resident physicians, and medical students, 

with a focus on medical education. Depending on 

physician preference and clinical context, discussions 

may occur at the bedside or elsewhere on the unit. In 

many settings, non-physician team members are not 

consistently included in the rounding process, which may 

limit interdisciplinary input into patient care.¹ 

 

Multidisciplinary rounds (MDR) are structured, 

scheduled meetings that bring together representatives 

from multiple healthcare disciplines — including nurses, 

physical and occupational therapists, dietitians, 

pharmacists, case managers, and physicians — to review 

patient status, diagnoses, and treatment plans.² These 

rounds typically occur away from the bedside and focus 

on logistical coordination, including discharge planning, 

resource allocation, and post-acute care arrangements. 

This format is particularly valuable in settings where 

efficient bed management and interdepartmental 

coordination are priorities.3,4 

Interdisciplinary bedside rounding (IBR) is a patient-

centered model in which physicians, nurses, 

pharmacists, case managers, social workers, and trainees 

conduct rounds together at the bedside (Figure 1).4,5 IBR 

has demonstrated improvements in care coordination, 

communication quality, and active patient and family 

involvement in shared decision-making. This format is 

frequently used in academic medical centers, where 

bedside teaching is integrated into interprofessional 

practice. Bedside presentations are a core feature of IBR 

and have been associated with improved clinician–

patient interactions and higher satisfaction with care.6 

 

Structured Interdisciplinary Bedside Rounds (SIBR) 

represent a standardized adaptation of IBR developed to 

improve efficiency and reduce variability in 

communication.8.9 SIBR employs a predefined sequence 

of presenters, clearly defined team roles, and structured 

checklists to support comprehensive and time-effective 

rounds.8,9 This format ensures participation from all key 

disciplines while maintaining a predictable and 

respectful process for patients and families.8 

 

Trio rounds are a hybrid approach to interdisciplinary 

bedside rounding commonly seen in smaller community 

settings. The original trio consisted of the physician, 

bedside nurse, and patient; however, this model has 

since been expanded to include a case manager or social 

worker in some healthcare systems.⁹˒¹⁰ Although smaller 

in scope than full interdisciplinary teams, trio rounds can 

achieve meaningful improvements in patient outcomes, 

interprofessional communication, and the integration of 

clinical care, nursing care, and discharge planning.¹⁰ 

This format offers a practical balance between 

efficiency and collaboration, though it may be best 

suited to community settings where staffing is limited 

and the medical education component of 

interdisciplinary rounding for trainees is less 

emphasized. 
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Figure 1: Interdisciplinary bedside rounds workflow and individual responsibilities  
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Benefits of Each Rounding Model 

Traditional medical rounds emphasize medical education 

and evidence-based clinical discussion.12 Although 

typically physician-led and conducted away from the 

bedside, this format can be adapted to include bedside 

interactions that promote patient-centered 

communication and rapport. Traditional rounds allow for 

efficient daily updates to patients and caregivers from a 

single primary team and remain highly adaptable to the 

fast-paced workflow of current healthcare landscape. 

Multidisciplinary rounds provide a structured 

environment for interprofessional communication and 

systematic updates on patient status across healthcare 

disciplines. The inclusion of both physicians and nurses 

promotes shared understanding, improves care 

coordination, and enhances communication quality.13 

This model has been associated with reduced length of 

stay, improved discharge planning, and greater 

physician engagement and accountability.14 

 

Interdisciplinary bedside rounds emphasize active 

patient engagement and shared decision-making by 

bringing key members of the care team — including 

physicians, nurses, pharmacists, case managers, social 

workers, and trainees — to the patient's bedside.4,5 In 

academic centers, this approach also supports real-time 

medical education. IBR has been shown to strengthen 

clinician–patient relationships, increase patient and 

family satisfaction, and improve overall patient safety.5 
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Trio rounds are well suited to environments with limited 

staffing resources, offering an adaptable model of bedside 

rounding with active inclusion of patient, primary nurse 

and physician. Although the available literature is limited 

as it a relative new concept, trio rounds may achieve 

improvements in patient experience and outcomes 

comparable to IBR, including gains in patient safety, 

length of stay, interprofessional communication, and 

satisfaction with care.10 This model can enhance care 

coordination without the logistical demands of full 

interdisciplinary rounding. 

Challenges of Each Rounding Model 

The hierarchical structure of traditional rounds may limit 

participation from allied health professional team 

members and discourage patients from speaking up.15 

Rounding duration can vary widely due to interruptions, 

physical distance between patient rooms, competing 

educational demands, and individual attending practice 

styles.16 These variations can create communication gaps 

and disrupt continuity of care, particularly when key 

clinical disciplines are not consistently represented.15 

Traditional rounds may be most appropriate in academic 

medical centers where physician-led teaching is 

prioritized and scheduling flexibility for trainees is 

required. 

Because multidisciplinary rounds traditionally occur 

away from the bedside, they often exclude patients and 

families from care discussions, limiting transparency and 

shared decision-making. This separation can generate 

misunderstandings about treatment goals, discharge 

planning, or medication changes — especially for 

patients with complex medical or social needs. 

Multidisciplinary rounds may also reinforce hierarchical 

communication patterns, with physicians leading the 

dialogue while other team members contribute to 

discipline-specific rather than integrated ways, reducing 

collaborative problem-solving. Furthermore, the absence 

of real-time patient involvement may delay recognition 

of health literacy barriers, cultural preferences, or 

resource limitations, contributing to preventable delays, 

readmissions, or lower satisfaction with care. 

Multidisciplinary rounds are particularly useful in high-

volume inpatient units where centralized care planning, 

discharge coordination, and resource allocation are 

operational priorities. 

 

 

Substantial variation in IBR team composition creates 

barriers to consistent implementation and outcome 

evaluation across institutions.14 A frequent critique is 

that bedside rounds increase rounding time, particularly 

when roles are unclear or discussions become 

unfocused.16 Inefficiencies may arise from unclear 

expectations, conversational drift, or interruptions from 

clinical workflow demands. Structured formats such as 

SIBR attempt to address these challenges through 

predefined checklists, sequenced presentation formats, 

and standardized communication expectations to 

improve efficiency and ensure participation from all 

team members.17,18,19 Interdisciplinary bedside rounds 

are well suited to patient-centered environments with 

high clinical complexity — such as intensive care units 

or specialty services — where real-time collaboration 

and shared decision-making are essential to safe care. 

Trio rounds, while adaptable to smaller hospital settings, 

may lack input from pharmacists, therapists, or 

dietitians, limiting the depth of interdisciplinary insight 

in complex cases. Coordinating nurse and physician 

schedules for daily rounds presents an additional 

implementation barrier.⁹˒¹⁰ As most of these rounds 

happen in the morning, where are nurses are responsible 

to take hands-off and passing meds to patients, 

thoughtful communication between physicians and 

nurses are critical for trio rounds consistency. Trio 

rounds may be most effective in community-based 

hospitals where full interdisciplinary participation is not 

feasible but structured communication among core 

clinicians and the patient remains essential. 

Impact of Interdisciplinary Bedside Rounds on 

Patient Experience  

Strengthening Physician–Patient Relationships 

Interdisciplinary bedside rounds serve as a critical 

foundation for strengthening clinician–patient 

relationships when structured around patient-centered 

care. Wang et al., in a multidisciplinary retrospective 

study, found that interdisciplinary bedside rounding 

enhanced physician–patient relationships by improving 

nurse–physician communication and integrating shared 

discussion at the bedside.¹⁹ Patient experience is shaped 

by the interplay between the healthcare system, the 

quality of communication among team members and 
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patients, and the overall treatment plan. Improved patient 

experience has downstream effects on financial 

performance, medication adherence, patient safety, and 

clinical outcomes.19,20,²¹ Clear role expectations for each 

team member are essential to optimizing patient 

experience and interprofessional collaboration. Although 

these expectations vary by institution and study, common 

elements include pre-rounding by resident and student 

physicians, timely nurse notification of clinical changes, 

minimization of medical jargon during patient 

discussions, and designated time for input from 

pharmacists, case managers, and other team members.22,23 

Studying the impact of interdisciplinary rounds on 

physician–patient relationships is challenging given 

variability in team composition; many studies examine 

interprofessional collaboration without defining the 

components required for maximal benefit. Vundi et al. 

demonstrated that teams including physicians, nurses, 

pharmacists, and case managers or social workers were 

more likely to incorporate patient-centered 

considerations — such as financial constraints, 

medication access, and discharge readiness — into 

clinical decision-making.²²  Across the literature, active 

patient participation consistently emerges as the primary 

driver of strong clinician–patient relationships. Among 

communication elements, patient-centered language and 

reduced medical jargon exert the strongest influence on 

clinician–patient rapport. When demographic factors 

such as age, gender, and race are controlled, the most 

significant predictor of relationship strength is the 

physician's ability to align communication with the 

patient's health literacy level. 23 Mastalerz et al. identified 

four essential communication components to support 

engagement during bedside rounds: patient-centered 

language, clearly defined team roles, standardized 

presentation of information for both patients and 

clinicians, and real-time feedback with patients and 

families.²⁴ 

Interdisciplinary bedside rounds promote empathy by 

helping the team understand the patient's lived 

experience, values, and barriers in real time — reducing 

assumptions and guiding a care plan that is 

compassionate, culturally informed, and truly patient-

centered.25 Structured interdisciplinary bedside rounds 

help to reduce variability in rounding time per patient, 

promoting efficiency without compromising interaction 

quality. Many IBR implementation studies utilized 

rounding checklists to ensure communication 

consistency, enabling teams to maintain efficiency while 

improving quality.²¹ The literature broadly supports that 

when interdisciplinary bedside rounding includes clear 

role expectations and the appropriate care team 

members, it reduces rounding interruptions and total 

rounding time.17,18,19 Interdisciplinary bedside rounding 

can therefore strengthen clinician–patient relationships 

and improve patient-centered outcomes without 

sacrificing efficiency, provided it is executed in a 

structured, intentional format. 

Patient Satisfaction and Perception of Care 

Interdisciplinary bedside rounds have been shown to 

improve patient and family satisfaction as reflected in 

self-reported experience scores. Patient satisfaction 

increasingly functions as a proxy outcome for patient-

centered care, with healthcare systems using these 

measures to evaluate communication quality, shared 

decision-making, and trust. Even in high-acuity settings 

such as intensive care units, structured interdisciplinary 

bedside rounds have been associated with enhanced 

team communication, increased educational 

opportunities for trainees, and improved patient 

perceptions of care.²⁶ When clinicians sat at the patient's 

bedside during discussion, patients perceived the team 

as spending more time with them, resulting in higher 

satisfaction scores.25 The presence of family members 

during rounds has been associated with increased 

reported satisfaction with care.27,28 Interdisciplinary 

bedside rounds also enable physicians to tailor care 

based on social determinants of health.²⁹ For example, 

when a social worker identifies financial constraints, the 

physician can prescribe more affordable medications or 

adjust the regimen accordingly. If food insecurity or 

limited home support is identified, the team can connect 

the patient to resources such as Meals on Wheels and 

arrange home health services to support a safe and 

realistic discharge plan.²⁹ A study showed that patient 

and caregiver awareness of multidisciplinary rounding 

(MDR) times—and subsequent participation in MDR—

is associated with fewer adverse events, shorter average 

length of stay, and higher satisfaction.30 By creating a 

structured space for discussion and shared decision-

making, interdisciplinary bedside rounds can reduce 

uncertainty, improve emotional support, and ease the 

burden on family members acting as surrogate decision- 
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makers.31 Cypress et al. conducted a qualitative 

exploratory study identifying barriers that limit active 

patient and family participation during bedside rounds.32 

At the individual level, patients and families reported 

gaps between the medical information provided and their 

own health literacy. At the interpersonal level, they 

described unclear leadership and inconsistent support 

among team members. At the organizational level, the 

absence of formal policies supporting family engagement 

restricted participation.32 Addressing these barriers is 

essential to maximizing the impact of interdisciplinary 

bedside rounds on patient satisfaction and patient-

centered care. 

Enhancing Team-based Communication and 

Patient Safety 

Structured interdisciplinary bedside rounds (SIBR) were 

associated with significantly higher staff-reported scores 

for teamwork, communication, understanding of the 

day’s plan, safety, efficiency, and job satisfaction 

compared with traditional physician-centric rounds.33 

These gains suggest improved communication-related 

markers of quality and safety alongside improved nursing 

satisfaction.33 However, the current literature is limited 

by variations in study design, team composition, and 

institutional context — such as academic versus 

community hospital settings — which restrict 

generalizability. Sunkara et al. found that 

interdisciplinary bedside rounds in large academic 

hospitals did not significantly affect hospital length of 

stay or 30-day readmission rates, but did significantly 

reduce 7-day readmissions.34 Structured interdisciplinary 

bedside rounds were also associated with improved 

clinician-reported outcomes, with participating 

physicians, nurses, pharmacists, and case managers 

describing higher satisfaction and better educational and 

professional experience, including perceived gains in 

clinical skills and team-based practice.35,36 Clay-Williams 

et al. further demonstrated a reduction in overall cost of 

stay associated with interdisciplinary bedside rounds in a 

large tertiary hospital, indicating both clinical and 

financial benefit.³⁷ Basic et al. reported an association 

between twice-weekly structured interdisciplinary 

bedside rounds and a reduction in inpatient falls among 

older adults, though causality was not fully established.38 

Radhakrishnan et al. demonstrated that incorporating 

structured checklists into interdisciplinary bedside 

 

rounds significantly reduced central-line-associated 

bloodstream infections (CLABSIs), catheter-associated 

urinary tract infections, and length of stay.39 Linam et al. 

examined interdisciplinary bedside rounds in neonatal 

and pediatric intensive care units and found that when 

infection prevention was emphasized during rounds, the 

incidence of CLABSIs decreased.40 These findings 

highlight the potential of interdisciplinary rounds to 

improve outcomes when intentionally designed to target 

specific safety priorities. Future research with larger 

sample sizes and clearly defined primary outcomes is 

needed to better establish the causal effects of IBR on 

preventable harm. 

Conclusion 

Interdisciplinary bedside rounds (IBRs) are pivotal for 

cohesive interprofessional communication, 

strengthening clinician–patient relationships, and 

promoting care coordination. When physicians, nurses, 

pharmacists, social workers, and case managers 

converge at the bedside with clearly defined roles and a 

structured communication framework, IBR consistently 

delivers higher patient and family satisfaction, 

measurable improvements in patient safety, and 

meaningful reductions in preventable adverse events — 

including CLABSIs, inpatient falls, and early 

readmissions. Central to IBR's impact is the patient 

experience. Active engagement in shared decision-

making fosters greater trust, improved understanding of 

treatment goals, and a stronger sense of being heard — 

driving better medication adherence, safer care 

transitions, and fewer readmissions. IBR further creates 

an irreplaceable opportunity to address social 

determinants of health in real time, ensuring every care 

plan is clinically sound, equitable, and practically 

achievable. When implemented within a structured 

framework such as SIBR, these rounds enhance 

efficiency, reduce communication variability, and 

improve satisfaction across all disciplines involved in 

care. To advance the field, future research should 

prioritize the development and validation of 

standardized IBR implementation frameworks adaptable 

across diverse inpatient settings. Prospective, 

multicenter studies with clearly defined outcomes — 

including patient safety endpoints, workflow efficiency, 

health equity metrics, and patient experience — are 

needed to establish the causal benefits of IBR and guide 
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evidence-based adoption. As healthcare systems continue 

to emphasize value-based, patient-centered care, 

interdisciplinary bedside rounds offer a scalable and 

impactful model for transforming how teams 

communicate, collaborate, and deliver care at the bedside. 
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