Additional file 5


List of content items

	Ward round preparations

	Current patient state

	1
	Get an overview of the hospitalization, i.e. what led to admission and what examinations and treatments have been attempted so far. The overview should come from the geriatric patient review, so the attending doctor does not have to start all over again every time

	2
	Patient status (blood tests, early warning system scores)

	3
	Uncovering current nursing and therapist issues, including habitual and current functional level: Fluid and diet registration, excretions including catheters, delirium, mobilization, pain, need for intravenous access. In addition, perhaps obtain information from dietitians and authorities

	4
	Conduct a medication review where each medication is assessed based on indication, dose, side effects, and interactions, including considering remaining life (i.e., whether prophylactic treatment is still relevant) and follow-up on medication review. STOPP/START criteria or the Danish Health Authority's "Medication review in practice" can be used1,2. Particular attention should be paid to whether dose dispensing* should be paused
* a service of repackaging of solid oral medication into dose-dispensing aids by a pharmacy

	5
	Consider making a progress note with the habitual and current functional level, rehabilitation status, as well as an overview of which problems should/can be solved now, and which can wait

	Previous conditions and hospitalizations

	6
	Create an overview of comorbidities by reviewing organ systems and significant diagnoses for the older patients, such as eye diseases, which can be disabling, but not lethal. Readmission is noted as it indicates mortality. The doctor obtain knowledge about and updates the medical history of the patient record

	7
	Read the referral from the referring doctor for reason(s) for the hospitalization and use information from the home care report when patients are hospitalized

	8
	Assess of functional level prior to admission, including frailty and cognition. Examine the patient's care needs prior to admission. Frailty can be assessed with CFS (Clinical Frailty Score)3

	9
	At the time of admission, examine whether the patients have considered advanced care directives, perhaps in a living will

	10
	Determine if resuscitation attempts and/or intensive care can be offered based on doctor's assessment

	11
	Review level of treatment, e.g., if patients have a DNACPR*-order and the prerequisite for this. Assess whether the conditions are stable or dynamic and whether the level of treatment needs to be adjusted
* Do Not Attempt Cardiopulmonary Resuscitation

	Treatment and action planning

	12
	Prepare guidance for patients and relatives, options, and instructions for treatment and action plans, perhaps consultation with colleagues and relevant specialties

	13
	Consider ethical dilemmas

	Interdisciplinary collaboration

	14
	Ward rounds are most appropriately prepared together with the nurse in charge of ward rounds or the primary caregiver while hospitalized, who is likely to have detailed knowledge of the patient

	15
	Identify which patients would benefit most from multidisciplinary rounds and specify who will moderate the ward round conversation

	Settings

	16
	The doctor tries reducing noise in the room, i.e., other relatives, staff, and - if possible - patients must leave the room

	17
	The doctor positions herself so communication with the patient and any relatives is easiest, preferably sitting and at eye level

	18
	The patient must wear glasses and hearing aids if necessary

	19
	Relatives must be informed about the possibility of participating in ward rounds if the patient wishes so. Participation via listening on a phone is also an option



	Undertaking ward rounds

	Introduction

	20
	Clearly greet everyone in the room

	21
	Begin the ward round by introducing the doctor, the other participants, and their roles

	22
	Describe the purpose of today's ward round and that patients and relatives contribute to an open agenda

	23
	Ensure that the patient knows the reason for admission, e.g., by asking them to start by telling this reason at the first contact and at the beginning of the hospitalization. Articulate that the doctor uses the medical record and referral, so that the patient gets the possibility to give their opinion on reason for admission

	Negotiating agenda

	24
	Ask what the patient wants to talk about at today's ward round and hospital admission. Ask about the patient's problems and concerns, and relate these to the patient's life situation and the time after discharge

	25
	Ask about relatives' concerns and desires for ward round, hospital admission and discharge

	26
	Confirm/summarize the issues and screen for additional issues

	27
	Align a shared ward round agenda, where the needs of staff, patients, and relatives are included



	Shared decision making 

	28
	Align and prioritize topics on the shared ward round agenda. Inform about any options, including explaining that there are several considerations to take into account

	29
	Consider the patient's ability to make decisions, including level of consciousness and cognitive function. Does the patient understand the plan, and can he or she foresee the consequences?

	30
	Make agreement on a discharge date, if applicable

	Summarizing and closing

	31
	Reiterating the most important points of the ward round and agreeing on the next step for patient and care providers

	32
	Ensure that the assessment of caregivers and therapists is included in the joint care plan decided during ward rounds

	Short- and long-team planning

	33
	Plan for the upcoming 24 hours incl. excretions, fluid schedule, and nutrition

	34
	Revision of medicines and ordering of clinical and paraclinical tests

	35
	Communicate the care plan to relatives if requested by the patient when relatives were not present at the ward round

	36
	Communicate the care plan to the multidisciplinary team and agree on how prescriptions are communicated to caregivers in case the electronic patient record is not yet updated

	37
	Communicate the care plan to cross-sectoral partners

	38
	Discuss professional challenges with colleagues if any novel information emerged during the
ward round

	39
	Discuss ethical dilemmas with colleagues if any



	Competencies

	Adjustment of language to meet patient needs 

	40
	Speak Danish, i.e., without medical terms or jargon, and make sure to simplify complex medical issues if that is the patient's wish

	41
	Speak clearly, adjust the speed of speech, use short sentences, but do not speak condescendingly or "baby-talk" and give the patient time to respond

	42
	Dose the amount of information in the conversation depending on the patient's cognitive skills 

	43
	Understand the patient's prerequisites for understanding medical implications during ward round (health literacy)

	44
	Humour can be used with caution, but irony should not be used

	Management of meetings and prioritization 

	45
	Conduct a problem-oriented ward round, where the doctor, in consultation with the patient and any relatives, prioritizes discussing the most relevant topics or problems

	46
	Time management of the conversation and ongoing summary

	47
	Ensure the involvement of other interdisciplinary ward round participants

	48
	Ensure continuity of staff where possible, including primary care person

	Flexibility

	49
	Read the patient's gestures and modify conversation content based on changes in the patient's condition and cognition

	50
	Changing of the treatment plan requires a discussion with the patient, relatives, and multidisciplinary staff whether the patient can comply with the new plan

	51
	If the atmosphere in the room changes and/or patients and relatives are dissatisfied, this must be met with curiosity to avoid a potential conflict

	Building relationship 

	52
	Show empathy, i.e., the understanding of the older patient with frailty

	53
	Show interest in the patient and stay present during the conversation

	54
	Ask about the patient's life situation, i.e., gain insight into the person behind the patient when relevant; especially when delivering a difficult message

	55
	Create a safe atmosphere that is open, so that the patient and relatives dare to interrupt and ask questions

	56
	To be able to hold the patients' anxiety and calm their anxieties and make patients feel comfortable

	57
	Responsiveness to other staff's observations

	Credibility/reliability 

	58
	Give honest answers, even when you don't know the answer

	59
	Being realistic on behalf of the patient, but not draining the patients' hopes and showing respect for the patients who want to maintain hope

	60
	Not having reluctance to deal with difficult topics, such as conversations about treatment level

	61
	To take responsibility in case of uncertain diagnoses and make sure that the uncertainty does not impact the patient. In case of unresolved findings on a scan, there must be a plan, which is communicated during the conversation. You could say that "it is often seen in the older ages" or "it comes with age (cysts, for example)" and "we only find it because we scan for something completely different"

	62
	Keeping agreements, including not promising things you can't keep, e.g. coming back later in the day

	63
	To seek to improve one's own communication by preparing the rounds together with other experienced colleagues or specialists to optimize communication

	Patient involvement

	64
	Listen actively without interrupting or changing focus, exercise patience, and give patients time to respond

	65
	Ask open-ended questions at the beginning of the conversation and closed-ended questions at the end

	66
	Let the patient use their own words and explain what they mean



	Circumstances related to the patient group

	Patient characteristics

	67
	The older patient with frailty tires out faster than non-frail patients during ward rounds

	68
	The older patient with frailty often has vague, missing, or atypical symptoms, e.g. less pronounced fever in infectious diseases, lack of peritoneal response in acute abdomen or general symptoms, such as decreased appetite and influence on functional level in case of illness

	69
	The older patient with frailty is frequently more sensitive to disturbance and is more easily disturbed by noise.

	70
	The older patient with frailty may experience physical impairment to a degree that it affects cognitive abilities

	71
	Confusion in the older patient with frailty may cause anxiety

	72
	The older patient with frailty may have unrealistic expectations and wishes for their own abilities

	73
	The older patient with frailty may neglect symptoms or have reduced insight of illness

	74
	The older patient with frailty may say yes, even if they have not understood the message

	75
	The older patient with frailty may find it difficult to ask for elaboration after the doctor's explanation

	76
	The older patient with frailty may find it difficult to say no to doctor's suggestions 

	77
	The older patient with frailty may find it difficult to accept help after discharge, e.g., home care services

	78
	The older patient with frailty may acutely deteriorate due to minor stressors or triggers





	Relatives/informal caregivers

	79
	Assess if the presence of relatives is needed, including limiting the number of participating relatives to 1 - 2 persons. Participating relatives inform other relatives not present. 

	80
	Assess whether relatives can be involved and informed, and considering the duty of patient confidentiality if the patient cannot give informed consent

	81
	Relatives themselves can be sick or injured and, regardless of age, knowledge of relative's resources is important 

	82
	Uncovering whether relatives' perception of the situation is consistent with the patient's and ensuring that the patient's perspective is heard

	83
	Uncovering whether relatives and the patient agree on diagnosis and treatment decisions, as well as uncovering any disagreement internally between relatives regarding treatment decisions and thus ensuring the patient's perspective

	84
	Uncovering of relatives' anger, frustration or disagreement and it's causes

	85
	Assess whether there are inappropriate family dynamics in otherwise resourceful families

	Ward round characteristics

	86
	Understand the patient's life situation, e.g. social network, housing, previous work life and interests

	87
	Ensure that multiple aspects of the overall health situation are uncovered, including social, cognitive, nutritional, and medical status, as well as mental health

	88
	During the hospitalization, discuss functional loss derived from current conditions together with the patient and relatives and thereafter, rehabilitation options. Caregivers, therapists, and home care services may be involved. 

	89
	Upon admission, uncover the patient's wishes for diagnosis and treatment decisions, including DNACPR* decisions in case of cardiac arrest. In addition, perhaps discuss with the patient and relatives whether hospitalization is relevant in case of recurrence of illness
* Do Not Attempt Cardiopulmonary Resuscitation

	90
	Assessment of the patient's decision-making competence, i.e. clarification of patient's capability of giving informed consent, including whether the patient suffers from cognitive dysfunction and/or delirium

	91
	Upon admission, generate a CFS (Clinical Frailty Scale)3 score as assigned by the future RKKP database (The Danish Clinical Quality Program – National Clinical Registry) for older people with frailty

	92
	Clarify goals of treatment and functional level that are expected to be met before discharge and goals for the future

	93
	Anticipate the expected discharge time well in advance so that hospital discharge can be well-planned

	94
	Assess whether patient condition is improving, and if not, be open to conversations about end-of-life care

	Patients with cognitive impairments

	95
	Obtain information about previous employment, place of residence, or family situation

	96
	Be aware of non-verbal signs and signals, as well as unusual verbal expressions that uncovers e.g. pain or state of confusion. This includes ensuring information from the caregiver's assessment of pain, mood, and behaviour

	97
	Adapt ward round and information level to the patient with cognitive impairment. If the patient does not understand or cannot grasp information, information must either be greatly simplified, or the patient should not be informed at all

	98
	Relatives are informed according to patient's consent. If relatives are in the patient room, the information must be adapted to the patient's needs and alternatively, relatives must be informed out the patient's room 

	99
	Obtain information from relatives about changes in patient conditions

	100
	Speak kindly so the patient understands the intentions though the way of speaking, even if the patient should not understand the words

	101
	Avoid the use of humour or irony, as patients display concrete thinking

	102
	Be aware of any behavioural disorders and plan for coping with these disorders

	103
	Examine patients’ reactions to previous admissions, e.g. delirium, as it may affect the length of stay

	Patients with delirium

	104
	To be able to diagnose delirium, e.g. by using b-CAM (Brief Confusion Assessment Method)4, and thereby assess the patient's ability to consent to diagnosis and treatment decisions. When patients are considered not to understand the consequences of these decisions, relatives may be involved

	105
	Be able to assess predispositions and risk factors for the development of delirium, including paying special attention to sleep quality

	106
	Use short, clear communication with calm body language and without humour/irony. Repeat relevant statements (apply cognitive reorientation, "I see you're drinking a cup of tea right now")

	107
	When relatives need information about the delirium including detailed news about the patient's state, relatives should be informed without the patient's presence, as the patient's delirium may be aggravated by disturbances in the room

	108
	Depending on the degree, type, and cause of delirium, it may be necessary to prepare relatives that discharge to familiar surroundings might be the best option for the patient
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