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Families’ views on ward rounds in neonatal units
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Objective: To discover parental preferences about visiting during ward rounds.
Design: Survey using a short structured interview
Setting and participants: Families of babies cared for in a regional neonatal intensive care unit.
Results: Eighty six respondents, no refusals. Sixty three had visited during a ward round, and 13 had come
in especially for the round. About half had overheard conversations about other babies or thought
discussions about their baby had been overheard. Concerns about these experiences were only expressed
by respondents who had actually experienced overhearing. Parents and families had little information
about the ward round, held diverse views, and expressed different priorities. They described a mixture of
concerns about communication, practicalities, and issues of ethics and principle. Confidentiality was a
matter of concern for some, but many parents expected some sharing of information between families on
the unit.
Conclusions: Units should consider: the information they have for parents about ward rounds; the
possibility that consultations may be overheard; the opportunities for parents to communicate with the
clinical team.

T

he admission of a baby to the neonatal unit is likely to be
a source of great anxiety to parents.1 In an attempt to
minimise such anxiety, Liverpool Women’s Hospital
neonatal unit operates a policy of unrestricted visiting.
There is evidence that this policy (common in the United
Kingdom although not other parts of Europe2 3) helps parents
and is welcomed by them.4
The ward round (WR) is central to the care of the patient.
At Liverpool Women’s Hospital, parents are allowed to
remain during WRs, a policy considered to foster openness
and to avoid parents feeling excluded from their baby’s care.
Literature shows that parents are keen to be fully informed
by medical staff,5 and the WR may be a good opportunity
(but not the only one) for parents to meet the medical
team.6 7 However, a paediatric study suggested frequent
breaches of confidentiality during WRs,8 and some hospitals
have taken the view that it is stressful for parents to be
present at such a time, and that their presence may inhibit
discussion between professionals. Furthermore, it is sometimes argued that parents may be unable to follow the detail
of such complex discussions, may be inhibited by the
presence of so many people, are unlikely to want to take
part, and may overhear discussions that relate to other sick
babies. Similar problems have been found in studies of adult
WRs.9
This study was undertaken to discover parental preferences
and to inform a policy on visiting during the WR. It
comprised a survey to discover present practice and a short
structured interview.

METHOD
Telephone survey of policies across neonatal units in
the United Kingdom
Thirty seven tertiary prenatal centres in the United Kingdom
identified in a previous published study10 were telephoned.
The researcher asked to speak to the unit manager or senior
nurse on duty, and encouraged respondents to consult
colleagues.
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Design
The design was a short structured interview.

Setting
The neonatal unit at Liverpool Women’s Hospital has 50 cots:
15 are intensive care, 20 special care, and 15 high
dependency. Babies receiving intensive and high dependency
care are in six rooms with five cots in each; babies receiving
special care are in a single large room. Cots are fairly close
together, generally with room for about two people between
each. Some babies are very seriously ill, and there are, on
average, one or two deaths each week. A consultant led WR
takes place each morning between 0830 and 1030. It involves
a group of people standing around the baby. All are qualified
staff; students only attend occasionally. There are usually
between eight and ten people. They comprise the junior
medical staff who looked after the baby overnight (a registrar
and senior house officer), the doctors who will take over the
baby’s care during the day (two registrars and two senior
house officers), between one and three advanced neonatal
nurse practitioners, and the nurse who is caring for the baby.
There may be others too—for example, a social worker, the
nursing shift leader, other medical specialists.

Procedure
Neonatal nurses first approached families. All participants
gave signed consent.
Parents were interviewed individually. Partners other than
genetic parents and grandparents were also eligible for
inclusion. A structured interview included both closed
questions and an invitation for further open comments on
all questions. Responses were noted on paper.
This study was approved by the Liverpool Paediatric Local
Research Ethics Committee.

Analysis
Responses to the closed questions were analysed using SPSS
for Windows. Participants’ open comments were subjected to
a thematic content analysis.11

RESULTS
Survey of policies across neonatal units in the United
Kingdom
Thirty four of the 37 centres responded. They comprised
between five and 16 cots (median 10), and had one
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Respondents
Eighty six family members responded, with no refusals.
Respondents comprised 59 (69%) mothers, 24 (28%) fathers,
and three (4%) grandparents. The babies they were visiting
had been on the unit between 1 and 167 days (median 14).

Experience of WRs
Sixty three (73%) respondents remembered having visited
during a WR, of whom 13 (15% of sample) had come in
especially to talk to the doctors during the WR. Some
problems were caused by a lack of information about the
timing and nature of WRs. Some parents would have liked to
have come in for the WR but did not know when it was.
Another, not knowing a WR would be in progress, said, ‘‘I
was horrified to find so many people around my baby, I
thought something was seriously wrong.’’
Some respondents considered WRs a good source of
information: ‘‘It’s good to hear what they are saying and
doing about the baby’s condition’’. They appreciated the
opportunity to be there for WRs, especially when there was a
specific problem or when they felt anxious about their
infant’s progress. When families were asked how they would
feel about being present when a group of doctors were
discussing their baby’s progress, 74 (86%) indicated that ‘‘It
would be good to hear what the doctors had to say’’.
However, six (7%) felt that they would find it difficult to talk
with a whole group of doctors, and some specifically said they
found the WR ‘‘not enjoyable’’ or would avoid it. Several
commented that the WR might be intimidating or excluding
for others—for example, ‘‘It must be hard for less confident
parents’’.
The quality of interactions with health professionals was
an important element of the families’ responses to WRs.
Some reported positive experiences, with comments like,
‘‘Doctors included me in the conversation’’. Others felt that
doctors did not include them and one parent said it would be
good ‘‘If all the doctors could make an effort to talk to the
parents’’. Some respondents perceived a change in staff
behaviour when families were present. The number of staff
attending the wards was also found to be intimidating.
Medical jargon was perceived as a barrier to understanding.

Concerns about confidentiality
Over half the respondents thought other parents had overheard what was being said about their baby (table 1). Of
these, 11 (20%) were definitely or slightly bothered by this.
Of those who had not had this experience, all stated that they
did not think that this would bother them.
Over half the respondents had overheard what doctors
were saying about another baby on the unit (table 1). Of
Table 1

Views on ward opening arrangements
When participants were asked what it would mean to them
and their family if they could not come in to visit during
WRs, 28 (33%) said it would make it very difficult or
impossible for them to visit their baby. All respondents except
for one were satisfied or very satisfied with current WR
arrangements. The only dissatisfaction expressed with
current arrangements was by a mother who found it
embarrassing to breast feed at WR times. A major concern
was that feeding times may be missed if the unit was not
open all day, ‘‘I haven’t seen my baby overnight so I want to
be there for the early morning feed’’.
The WR was held relatively early in the day so that, as one
respondent remarked, there are ‘‘Not normally people here’’.
However, whereas some respondents simply commented that
they liked the open access, some were against closing the unit
for WRs on grounds of practicality and principle: ‘‘It would be
very difficult to visit as my husband has to drop me off at
8 am before … work’’. However, some respondents were in
favour of closure for WRs: ‘‘The doctors have to do their job’’.
Some suggested that visitors other than parents should be
excluded during WRs.

DISCUSSION
This study opens a debate on clinical practice by using the
paradigm of the morning, consultant led WR on a neonatal
intensive care unit. The primary purpose of the WR is to
enable detailed discussion by professionals of a patient’s
condition and care. Some parents knew very little about the
purpose, nature, and timing of WRs. In the absence of such
information, parents may draw on ‘‘lay’’ representations of
hospital life, perhaps including soap operas and comedies.
Even the excellent BLISS parent information guide12 includes

Experiences of overhearing

Question

Response

Number

%

Have you ever thought that other parents could overhear
what was being said about your baby by the doctors?

No, never
Yes, just once
Yes, several times
No, never
Yes, just once
Yes, several times

32
8
46
24
10
52

37
9
54
28
12
61

Have you ever noticed that you could overhear what other
doctors were saying about another baby on the unit?
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these, 10 (16%) were worried or embarrassed by the
experience. Of those who had not had the experience of
being overheard, none believed they would feel worried or
embarrassed in this situation.
The qualitative data gave further insight. Parents commented that overhearing was inevitable because of the small
size of the nurseries. Some stated that they tried not to listen:
they were ‘‘Just there to concentrate on their own child’’.
Other parents said that they ‘‘Don’t take any notice’’ about
what is being said about another baby’s condition as
‘‘Everyone is focusing all their energy on their own baby’’.
Others felt that ‘‘We are there for a common reason, our
children are all sick’’, and that there was ‘‘Talking between
parents anyway’’. One participant reported a positive
side: ‘‘Overhearing success of other infants can be very
encouraging.’’
A few specifically identified overhearing such conversations as a breach of confidentiality. For instance, one
participant reported feelings of anxiety and distress when
she overheard a discussion about a baby and that infant’s
parents were not present. Others said, ‘‘Some things just
families should hear’’, and ‘‘If the matter was serious then it
shouldn’t be discussed openly in a ward round’’.
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(n = 18), two (n = 13), or three (n = 3) WRs daily. All
responding units had an open access visiting policy. Eight
allowed all parents to be present during WRs, eight did not
allow any parents to be present, and 18 allowed only parents
of the baby being discussed to be present.
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What this study adds

Issues of privacy and confidentiality have been highlighted in
previous studies of adult and paediatric ward rounds, but
there is a lack of research into families’ views of ward rounds
on a neonatal unit

N
N
N
N
N
N

just four sentences under the heading ‘‘Doctor’s round’’,
where parents are told that ‘‘During the morning round the
staff will plan your baby’s care’’. The number and type of
staff involved, the amount of time spent with each baby, and
the likely nature of the discussion are not described.
This study has a number of strengths and weaknesses. It
was carried out on a single unit, and there is clearly scope for
further research to compare experiences in units with
different policies. All families approached were prepared to
participate, facilitated by the use of a short structured
interview, which meant that there was no literacy barrier.
This approach, where open and closed questions were
combined, gave further insight into the quantitative data,
and allowed some new themes, not covered by the closed
questions, to emerge. Where open responses were offered, it
could not be assumed that other respondents would not have
made a similar point.
Comments about how ‘‘other parents’’ might feel may be
seen as speculation, but may also reflect a communication
strategy whereby parents could voice their own concerns
without having to admit to negative feelings or criticism of
staff. Parents expressed very different, sometimes almost
opposing, viewpoints. The parents themselves were, of
course, a diverse set of people who had varying experiences.
Such diversity needs to be borne in mind in considering best
practice for the conduct of WRs.
Although the paradigm of the consultant led WR was used,
there are other situations on all hospital wards where
discussions take place between professionals, including
nursing handovers.
An important benefit for parents in attending WRs was the
opportunity to be informed about their baby’s condition and
talk to the medical staff. However, it is questionable whether
parents’ communication needs are best met within the
structure of the WR. Although parents may see the WR as
a source of information, this is not its primary purpose. For
instance, health professionals often use specialist language
and the presence of a large number of health professionals
may be intimidating. Other research in neonatal units has
also recognised that communication can be problematic.13–15
Meeting members of the team on a separate occasion may be
more effective.
For some parents, being able to visit the ward at all times
was a matter of principle, but patient confidentiality may
present a competing imperative. Overhearing or being overheard was only a problem for parents who had had that
experience, and then only for some. This suggests the need to
focus research on confidentiality issues on those who have
experienced breaches. It was suggested that overhearing was
most intrusive when the issues were ‘‘serious’’.
Alternatives to the traditional WR include: asking parents
to leave the room during the WR, but talking to them
separately; conducting the WR in a separate room; asking
parents to leave the room but asking them back in when their
child is being seen, although this may be awkward and make
a long WR even longer.

Current practice on visiting during ward rounds varies
between neonatal units in the United Kingdom
Overhearing and being overheard are relatively
common experiences
Overhearing and being overheard can cause concern
for those who have had this experience
Families lack basic information about the ward round.
Families see ward rounds as an opportunity to obtain
information, but many are intimidated by them
There is no simple consensus among families on what
the policy on access during ward rounds should be

The lack of information about WRs, identified by this
study, can be addressed by posters and information leaflets.
Clinical practice needs to take into account the observation
that overhearing and being overheard are distressing
experiences for some. Parents need to be able to communicate with the clinical team, but this is probably not best
done during a WR.
.....................
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What is already known on this topic

