
A ward round proforma improves 
documentation and communication

A 
daily ward round provides 
clinical daily assessment for 
the patient and outlines the 
management plan (Thompson et 
al, 2004; Zegers et al, 2011). It 

is imperative that accurate documentation 
takes place to ensure correct records 
about each patient encounter are made 
in the notes, not only for medicolegal 
purposes, but also to ensure good written 
communication between members of the 
health-care team (Thompson et al, 2004; 
Zegers et al, 2011).

Several studies have demonstrated 
that implementation of a structured ward 
round proforma improves documentation, 
communication and overall quality of 
care (Thompson et al, 2004; Wright, 
2009; Ehsanullah et al, 2015). One 
successful example widely used in trauma 
and orthopaedic surgery is the use of a 
standardized care proforma for patients 
suffering a femoral neck facture (Butt et al, 
2011). However, there is limited evidence 
from within this specialty about the use of a 
similar proforma for routine inpatient ward 
rounds. 

This article presents the results of an audit 
which evaluated the quality of inpatient 
ward round documentation in a busy 
district general hospital before and after the 
implementation of a standardized proforma 
designed for trauma and orthopaedic 
patients.

Methods
The authors’ institution is a large district 
general hospital with a catchment area 
of around 750 000. Elective patients are 
managed on a separate site to the trauma 
admissions. This audit focuses on trauma 
inpatients only. All new trauma admissions 
are discussed in a multidisciplinary trauma 
meeting the following morning. In 
addition, a board round of every trauma 
inpatient occurs twice weekly (Mondays 
and Fridays).

The audit standards used were based on 
guidelines for clinicians on medical records 
and notes published by the Royal College of 
Surgeons of England (Anonymous, 1990), 
as well as guidance on the physician’s role 
(Black, 2000) and Writing Good Medical 
Notes from the Royal Colleges of Physicians 
of the UK (Carpenter, 2011).

This audit was registered and approved by 
the authors’ institution’s clinical governance 
department and was conducted between 
January and June 2015.

Patients’ medical records were reviewed 
over the course of three consecutive days. 
The notes were scrutinized for the following 
information:

■■ Legibility, date and time, name and grade 
of the doctor, contact number

■■ Documented diagnosis, problems, 
management and/or discharge plan

■■ Specialist assessments including 
neurovascular status, weight-bearing 
status, surgical wound review, 
observations, early warning score, results 
of investigations and decision from the 
daily trauma meeting.

The notes were reviewed by two of the 
authors using a pre-determined checklist 
(Table 1). The handwriting was considered 
legible if the main structure of the sentence 
was understood. In the first cycle, the medical 
records of a random sample of twenty 
inpatients were analysed. These results were 
presented in a clinical governance meeting and 
a ward round proforma was suggested as an 
intervention. Two versions of the ward round 
proforma (Figures 1 and 2) were designed. One 
predominantly consisted of tick boxes to allow 
doctors to check all the relevant information 
during the daily ward round (version 1). The 
other incorporated more ‘white box’ space, 
designed to provide more flexibility for the 
end user, but also contained several prompts 
or reminders for consideration during the 
review (version 2). These forms were printed 
on a single sheet of bright yellow paper, 
making them easily identifiable. One form 
was used per patient per day and this was filed 
in the patient’s notes. 
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Before formal introduction of the new 
form, a training session was provided to all 
clinical staff. Each was trialled over 7 days and 
a random sample of 20 notes was reviewed. 
There was a 2-week minimum gap between 
the trial of proforma version 1 and version 2.

In addition, direct feedback was 
collected from other health-care staff 
(nurses, physiotherapists and occupational 
therapists). Following this, proforma version 
1 was selected for implementation within the 
department after seeking approval from the 
medical records committee.

Results
In total 60 sets of case notes were reviewed, 
20 in each phase. Phase 1 looked at notes 
before intervention (Table 1). The patient’s 
diagnosis was documented in only 70% 
of cases and no discharge plan was found 
in 50%. The neurovascular status of the 
injured limb was not assessed in 65% of the 
patients for at least three consecutive days. 
The management plan from the daily trauma 
meeting was not documented in 90% of case 
notes. Weight-bearing status was unclear in 
55%. The names of the reviewing doctors 
were missing in 25%. Time of review was 
not documented in 65%.

Proforma version 1 was trialled for 1 week, 
and then, following a 2-week gap, proforma 
version 2 was trialled (Table 1). The authors 
asked 10 members of staff from different 
roles (physiotherapists, nurses, occupational 
therapists) whether they preferred the use of 
proforma and if they had any comments. 
They all preferred the proforma as they 
found it easier to read and contained more 
and clearer information than was previously 
available. 

Discussion
This audit demonstrates that a ward round 
proforma can significantly enhance the 
quality of documentation. As an indirect 
benefit, the new proforma also improved 
the way in which trauma and orthopaedic 
patients were clinically assessed as it also 
served as an aide-memoire. Other health-
care staff, including physiotherapists 
and nurses, reported that they found the 
proforma was a clearer method of written 
communication. In addition, the colour 
helped staff save time as it was easily 
identifiable in the medical notes. Following 
this study, proforma version 1 was approved 
by the trust medical record committee to be 

used as the ward round clinical document 
in the authors’ department. 

Similar results have been demonstrated 
by other authors, although more focus was 
placed on the post-take ward round, as 
opposed to daily ward rounds which was the 
focus of this study. In his 2009 report, Wright 
demonstrated a significant improvement 
in documentation when a proforma was 
introduced for post-take ward rounds at a 
busy 400-bed city hospital. 

Thompson et al (2004) examined 
100 clinical records over a 3-week period 
investigating the documentation for a post-
take ward round. Their results demonstrated 
that using a proforma leads to better 
communication and patient care. A few 
other studies have shown similar outcomes 
(Goodyear and Lloyd, 1995; Robinson et al, 
1996; O’Driscoll and Al-Nuaimi, 2003; Diver 
and Craig, 2005). Most published studies 
have focused on acute admission, post-take 
ward rounds or weekend plans, whereas this 
study looked at documentation in the daily 
ward round. 

There are many reasons for using a daily 
ward round proforma. The authors’ unit, 
like many other NHS hospitals, often relies 
on temporary staff. A ward round proforma 
provides consistency and acts as a clinical 
guide for those with less experience in the 
specialty. In addition, previous clinical 
incidents highlighted the importance of 
improved documentation, especially if 
called upon in medicolegal cases. The 
main drawback of using a proforma is the 
increased time initially required for its proper 
completion because of the learning curve 
involved in such a change of practice. With 
increased use and familiarization, it seemed 
that the time taken to complete the proforma 
decreased, although this was not specifically 
measured. 

In this study, proforma version 1 
appeared to outperform proforma version 
2 in terms of completeness and ease of use. 
It was designed with a simple checklist 
allowing the doctor to quickly indicate that 
the relevant parts of the clinical review have 
been undertaken. Proforma version 2 relied 

Table 1. Quality of documentation in medical notes before use of the proforma, 
and from use of the first and second versions of the proforma

Before using 
proforma 

Proforma 
version 1

Proforma 
version 2

Diagnosis and 
management

Diagnosis 14/20 (70%) 20/20 (100%) 20/20 (100%)

Management plan 18/20 (90%) 20/20 (100%) 20/20 (100%)

‘Current issues’ documented 8/20 (40%) 19/20 (95%) 20/20 (100%)

Discharge plan 10/20 (50%) 14/20 (70%) 16/20 (80%)

Objective 
assessments

Injured limb neurovascular status 7/20 (35%) 19/20 (95%) 4/20 (20%) 

Weight bearing advice of the 
injured limb 

9/20 (45%) 15/20 (75%) 8/20 (40%)

Surgical wound review 14/20 (70%) 19/20 (95%) 8/20 (40%)

Observations noted 20/20 (100%) 10/20 (50%) 20/20 (100%)

Early warning score (EWS) noted 1/20 (5%) 16/20 (80%) 0/20 (0%)

Results of investigations 6/20 (30%) 19/20 (95%) 16/20 (80%)

Decision from the daily trauma 
meeting

2/20 (10%) 19/20 (95%) 4/20 (20%)

Logistics Legible writing 16/20 (80%) 20/20 (100%) 20/20 (100%)

Contact (bleep) no 13/20 (65%) 20/20 (100%) 20/20 (100%)

Names and grade of the senior 15/20 (75%) 19/20 (95%) 20/20 (100%)

Date 20/20 (100%) 19/20 (95%) 20/20 (100%)

Time 13/20 (65%) 16/20 (80%) 12/20 (60%)
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Figure 1. Proforma version 1 – two pages printed on one sheet of yellow paper.

Trauma and orthopaedics inpatient daily ward round

Hospital number: 
Surname: 
First name: 
Date of birth: 
Gender:

Ward: Amb A / Amb B / other

Date: __ __ / __ __ / 20__ __ Time: __ __ : __ __ hrs (24 hr check)

Resuscitation status:

Consultant in charge of patient Senior doctor doing ward round: consultant / registrar / middle grade / associate specialist 
Name:

Diagnosis Operations with date:

Relevant comorbidities

Multidisciplinary - trauma meeting outcome (in the last 24 hours)

Significant events / complications and highest early warning score (EWS) in past 24 hours

Subjective assessment of the patient:

Objective assessment of the patient:

Temp: Pulse: 
reg/irreg

Blood 
pressure

Respiratory 
rate

Sats
Air / O2

Fluid balance last 24 hours Glucose control – 
24 hours

Glasgow 
Coma Scale

Input Output

Skin under plaster cast / skin traction:
Wound / dressings:
Injured limb neurovascular status:

Calf examination for deep vein thrombosis:
Bowels: last opened: today / yesterday / ___ days ago
Urine: no concerns or incontinent                                   If catheterised since:
Nutrition: no concerns / 
Further exam:

Investigations (with date):
White blood cells (WBC):       Haemoglobin (Hb):
C-reactive protein (CRP):       K:
Na:                                       Urea:

Imaging results (with date): Micro (with date):

Management plan

1) Investigations to be done / checked / chased:
2) Medication changes / reviews: (for antibiotics - indication + duration / review date)
3) Frequency of routine obs: 6-hourly / 4-hourly / 2-hourly / _____
4) Venous thromboembolism prophylaxis: Unchanged / changes made = 
5) Plaster / dressing changes: unchanged /

Referrals to be made to other clinical teams Weight-bearing status: full weight-bearing (FWB) / partial weight-bearing 
(PWB) / non-weight-bearing (NWB) /weight-bearing as tolerated

Fit for discharge from trauma and orthopaedics: yes / no If no – expected date for discharge

To be handed to the right team: yes / no

Doctor completing note:
Signature
Name/stamp + grade

Name of nurse on ward round:
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more on white-space questions. While this 
gave clinicians the flexibility to document 
what was felt necessary, it relied too heavily 
on their personal clinical experience to 
ensure a complete assessment was made. 
In addition, if short of time, the clinician 
may not have enough time to document 
what he/she wished to in prose, helping 
to explain why the checklist format of 
proforma version 1 performed better in 
this study.

The use of proforma version 2 has 
shown a significant improvement in the 
quality of documentation of 15 out of the 
16 items looked at during this study. The 

only item which had lower results with the 
use of the proforma was the notification 
of patients’ observations (blood pressure, 
pulse, temperature and heart rate). Having 
asked participants their reasons for this, 
it was because doctors started to note the 
early warning score which they had not 
previously documented. In cases where the 
early warning score was low (normal), the 
doctors concluded that the observations 
were within the normal limits and did not 
document this in the notes. Following this 
study, the medical team was educated on the 
importance of including the observations as 
well as the early warning score.

There are some notable limitations to this 
study. The study design focused on quality 
of documentation as opposed to clinical 
outcomes. The study demonstrates that 
the use of a structured proforma improved 
documentation but the quality of the actual 
clinical assessment and any improvement 
in patients’ care were not measured. In 
addition, while the authors relied heavily 
on the documentation to prove certain 
clinical assessments and treatment had 
taken place, they were able to see that a 
large amount of clinical activity takes place 
in an undocumented fashion. It was also not 
possible to make the study blinded for the 

Hospital number:
Surname:
First name:
Date of birth:
Gender:

Affix patient ID label inside this box

Consultant in charge of patient: Ward: Amb A / Amb b / other

Name and grade of senior doctor doing ward round: Date: _____ / _____ /  20 _____
Time: _____ : _____ hrs (24 hr clock)

Considerations

Diagnosis / operation (date): • Relevant comorbities
• New events (last 24 hours)

Subjective assessment of the patient: • General condition
• Pain
• Mobility
• Any new complaints

Objective assessment of the patient: • Observation and early warning score (EWS)
• Neurovascular status
• Wound review
• Skin under plaster
• Plaster change
• Urine output and fluid balance
• Bowel motion?
• Signs of deep vein thrombosis

Investigations: • Bloods
• Imaging
• Micro
• Histology

Outcome of orthopaedic multidisciplinary meeting / specialist referral:

Plan: • Weight-bearing status
• Venous thromboembolism prophylaxis
• Plaster/dressing changes
• Investigations

Doctor completing note:
Signature:
Name/stamp + grade

Name of nurse on ward round:

Figure 2. Proforma version 2 – one page printed on one sheet of yellow paper. 
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assessors as it was clear whether they were 
collecting information from the proforma (as 
it was printed on yellow paper) or directly 
from the notes. 

Conclusions
The use of a structured ward round proforma 
can improve the quality of documentation 
and communication between health-care 

professionals. The authors would encourage 
departments to audit the standards of the 
ward round documentation in their hospitals 
and consider using similar proforma. The 
long-term vision is to incorporate this 
proforma into an electronic medical record, 
which is believed to provide superior results 
to handwritten records (Zegers et al, 2011). 
While this study encourages the use of 
structured ward round proforma, further 
work is needed to correlate the quality 
of medical notes with patient care and 
outcomes.  BJHM
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KEY POINTS
■■ As many hospitals often rely on 

temporary staff, using a structured 
proforma provides consistency and acts 
as a clinical guide for those with less 
experience in the specialty.

■■ Using a ward round proforma can 
significantly enhance the quality 
of documentation and improve 
communication between health-care 
professionals.

■■ This study showed that a simple 
intervention can improve the quality of 
documentation and thus could potentially 
improve patients’ care.
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Improving the ward-based care 

of patients post-thyroidectomy

T
he quality of ward-based care has 

a direct impact on the overall 

outcomes of patients admitted 

to hospital (Cheung et al, 2008). 

Patients undergoing surgery are at 

a particularly high risk as they can potentially 

deteriorate rapidly in the postoperative 

period (National Patient Safety Agency, 

2007). 
During this phase of recovery nursing 

staff on the wards play one of the most 

crucial roles, as they have the most contact 

with patients (Liaw et al, 2011). In addition 

to providing direct nursing care, while 

administering medications and adequate 

nutrition, they also have an important role 

in regularly monitoring patients by assessing 

their vital observations and maintaining 

fluid-balance charts in order to detect any 

signs of deterioration early. They are also the 

first point of contact with patients’ relatives, 

hence it is imperative that they have a good 

understanding of the patient’s clinical 

condition. 
Hospitals have traditionally been able to 

provide dedicated subspecialist wards for 

each surgical specialty. However, with the 

financial pressures faced within the NHS, 

such specialist wards are at risk of being 

closed down, and an increasing number of 

patients are now being managed on general 

surgical wards (Foxton et al, 2014). It has 

been suggested that outcomes may be poorer 

on such generalist wards when managing 

patients requiring specialist expertise (Aiken 

et al, 1999).
Otolaryngology requires appropriately 

trained nursing staff with a specific skill-

set and it has previously been shown that 

staff on specialist ear, nose and throat wards 

have a better knowledge base than those on 

general wards (Foxton et al, 2014), through 

a questionnaire-based survey addressing 

the management of epistaxis, otitis externa 

and postoperative patients. This increased 

awareness is likely to improve the overall 

quality of care provided.
Within the authors’ hospital, patients 

undergoing ear, nose and throat surgery were 

no longer managed on a dedicated specialist 

ward, but were instead being cared for on two 

generic surgical wards, which included both 

elective and emergency patients admitted 

under the care of various surgical teams 

including general, vascular and orthopaedic 

and ear, nose and throat surgery.

Patients undergoing thyroidectomy 

are one cohort of ear, nose and throat 

patients who are routinely being managed 

on general wards. They can be high risk as 

complications in the postoperative period 

are potentially life threatening. These 

include hypocalcaemia (5.5%; Baldassarre 

et al, 2012) and airway obstruction as a 

result of postoperative haematoma (0.1–1%; 

Savargaonkar, 2004), or recurrent laryngeal 

nerve palsy (0.9–5.1%; Chiang et al, 2005). 

Such scenarios are rare, so the majority 

of nurses would have limited experience 

of managing them first hand. However, 

as patients can deteriorate rapidly, it is 

imperative that ward-based clinical staff are 

competent in appropriately managing these 

patients in the initial stages.
A pilot study of junior doctors within the 

authors’ institution suggested that medical 

staff were not confident in the management 

of patients post-thyroidectomy, and this was 

improved through departmental education 

sessions. However, it was unclear whether 

nursing staff looking after these patients had 

a similar lack of confidence. This quality 

improvement project assessed whether 

nurses had the theoretical knowledge to 

care for this specific patient group following 

thyroidectomy, and enhanced their awareness 

of the postoperative management of these 

patients. 

Methods
A prospective, questionnaire-based audit 

was conducted evaluating understanding 

of perioperative management issues for 

thyroidectomy patients. The project was 

registered with the audit department and 

no ethical approval was required.

The study population consisted of all 

nursing staff on the two surgical wards on 

which ward-based clinical care was provided 

for patients following thyroid surgery.

The questionnaire was initially piloted 

among junior ear, nose and throat doctors, 

and changes were made using the feedback 

received, in order to ensure that the 

questions were both relevant and appropriate 

ABSTRACT

Nursing staff play a crucial role in managing surgical patients in the postoperative period. 

However, with an increasing risk of subspecialty wards facing closure as a result of financial 

pressures within the NHS, the knowledge base and expertise of ward-based nursing staff of 

surgical subspecialties is becoming increasingly limited. Using patients undergoing thyroidectomy 

as an example, a quality improvement multidisciplinary audit is presented, which shows how 

simple targeted interventions through a multidisciplinary approach can help maintain high 

standards of patient care in a secondary care setting. 
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Patients undergoing thyroidectomy 

are one cohort of ear, nose and throat 

patients who are routinely being managed 

on general wards. They can be high risk as 

complications in the postoperative period 

are potentially life threatening. These 

include hypocalcaemia (5.5%; Baldassarre 

et al, 2012) and airway obstruction as a 

result of postoperative haematoma (0.1–1%; 

Savargaonkar, 2004), or recurrent laryngeal 

nerve palsy (0.9–5.1%; Chiang et al, 2005). 

Such scenarios are rare, so the majority 

of nurses would have limited experience 

of managing them first hand. However, 

as patients can deteriorate rapidly, it is 

imperative that ward-based clinical staff are 

competent in appropriately managing these 

patients in the initial stages.
A pilot study of junior doctors within the 

authors’ institution suggested that medical 

staff were not confident in the management 

of patients post-thyroidectomy, and this was 

improved through departmental education 

sessions. However, it was unclear whether 

nursing staff looking after these patients had 

a similar lack of confidence. This quality 

improvement project assessed whether 

nurses had the theoretical knowledge to 

care for this specific patient group following 

thyroidectomy, and enhanced their awareness 

of the postoperative management of these 

patients. 

Methods
A prospective, questionnaire-based audit 

was conducted evaluating understanding 

of perioperative management issues for 

thyroidectomy patients. The project was 

registered with the audit department and 

no ethical approval was required.

The study population consisted of all 

nursing staff on the two surgical wards on 

which ward-based clinical care was provided 

for patients following thyroid surgery.

The questionnaire was initially piloted 

among junior ear, nose and throat doctors, 

and changes were made using the feedback 

received, in order to ensure that the 

questions were both relevant and appropriate 
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Quality improvement in health care:  how to do it 

P
DSA (plan do study act) cycles and driver diagrams. Performance assessment frameworks and innovation networks. Financial incentives and commissioning for quality. There are a lot of quality initiative buzzwords out there but the range of them can seem intimidating to the newcomer. The language of quality improvement can also seem opaque to beginners in the field. As a clinician you might ask yourself what it is all about and whether and how you should get involved. The short answer is that you can and should get involved, and that you do not need a degree in improvement science to do it. This article outlines the steps to success in quality improvement and explains how quality improvement can help you, your patients and your institution. 

There are a variety of ways to drive quality improvement in health care and a number of these have been tried in the NHS. These include the provision of incentives to drive quality, the use of hierarchies to ensure a top-down approach to quality improvement, the 
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use of training, or even the use of penalties to punish institutions that fail to achieve quality standards (Walsh et al, 2007; Vidyarthi and Baron, 2011).
Although these tactics to drive quality improvement can achieve results, most of these results end up being short term and unsustainable and fail to embed a culture of quality improvement within organizations. Consensus is emerging that a bottom-up approach may be better – where the intrinsic motivations of clinical staff are harnessed to drive quality improvement (Ham, 2014). This is an ideal opportunity for clinical staff at all levels to join in. 

First step: choose a topicThe first question that most people have is: ‘What should I do a quality improvement project on?’ While it might be tempting to seize on the most immediate thing that comes to mind, it is worth taking some time to think this through. The best quality improvement projects are ones that achieve multiple outcomes – perhaps better access to care, improved patient safety and saved costs. This might seem ambitious but it is achievable. 
It is worth talking to fellow team members (ideally interdisciplinary team members) to find out what quality improvement projects would be important to them. It is also worth considering asking patients and involving them in the process (Mulley et al, 2012). Ultimately, the purpose of quality improvement is to deliver improved care for 

patients so it makes sense to involve them from the start. It is also worth talking to senior clinical leaders at the institution and to ensure that quality improvement projects are aligned with institutional needs. For example, if a hospital has a problem with falls or delayed discharges, then these should be the subjects for quality improvement initiatives. This will result in more worthwhile outcomes and will also ensure that the project will receive recognition among senior clinical managers. Once you have decided on a topic, it is worth spending time thinking through the nature of the problems that might need to be improved. It will be worth thinking what is causing the problem that needs to improve, what interventions might help and what interventions have been tried in the past – on this specific problem and on other equivalent problems in other contexts. This may require a literature search and some initial reading before starting off. 

Second step: choose toolsThe next step will be deciding what tools to use to measure the problem and to continue to measure it over time to see the effect of any intervention. Tools that measure processes or outcomes may be used – depending on the problem and the context. It is best to use a tool that has been used before and that has been evaluated for its reliability and validity. Sometimes multiple measurements of multiple processes or outcomes will be necessary. 
Then it will be time to decide on the intervention or interventions that will be used to improve quality. These may be educational, clinical or management interventions or a combination of these. 

Third step: use PDSA 
Next it will be time to start. Rather than take a measurement, make an intervention and then wait for months to see if there is any change, it is better to work in much shorter and faster cycles – so-called PDSA cycles. PDSA stands for plan, do, study, act 

ABSTRACT
This article outlines the steps to success in quality improvement and explains how quality improvement can help you, your patients and your institution. Although many tactics can be used 
to drive quality improvement, some tactics deliver results that are short term and unsustainable 
and that fail to embed a culture of quality improvement within organizations. Consensus is emerging that a bottom-up approach may be better – where the intrinsic motivations of clinical 
staff are harnessed to drive quality improvement. This is an ideal opportunity for clinical staff at all 
levels to join in. The steps involved in quality improvement include choosing a topic, choosing tools 
to measure the problem, using plan, do, study, act cycles to drive improvement, and then writing 
up and sharing the project. Quality improvement projects can achieve multiple outcomes including 
improved patient experience and saved costs. 
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