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RESEARCH ARTICLE Open Access

Effectiveness of a group intervention to
reduce the psychological distress of
healthcare staff: a pre-post quasi-
experimental evaluation
Jeremy Dawson1* , Imelda McCarthy2, Cath Taylor3, Kristin Hildenbrand1, Mary Leamy4, Ellie Reynolds4 and

Jill Maben3

Abstract

Background: Work stress and compassion fatigue are prevalent among healthcare staff and their negative effects

on staff well-being and patient care are well-known. This paper reports on the implementation and evaluation of

Schwartz Rounds® (Rounds) in UK healthcare organizations, predominantly part of the National Health Service (NHS).

Rounds are one-hour, typically monthly, multidisciplinary forums during which clinical and nonclinical healthcare

staff discuss the emotional and social demands of delivering patient care. The purpose of this research was to

evaluate the effectiveness of Rounds attendance on the psychological distress, work engagement, compassion and

self-reflection of healthcare staff.

Methods: We used a pre-post control design to assess the effect of Rounds attendance across 10 UK healthcare

organizations. This design was most appropriate given the voluntary nature of Rounds and ensured the study had

ecological validity. Self-reported data were collected from attenders and non-attenders at baseline and at eight-

months follow-up. The outcomes were psychological distress, work engagement, compassion and self-reflection.

Results: During the 8 months’ study duration, regular attenders (N = 51) attended Rounds on average 4 times (2–8).

Attenders showed a significantly greater decrease in psychological distress (as measured with the General Health

Questionnaire (GHQ)) than non-attenders (N = 233; odds ratio of 0.197; 95% confidence interval (0.047–0.823)).

However, Rounds attendance had no significant effect on work engagement, compassion and self-reflection.

Conclusions: Rounds attendance was linked to a 19% reduction in psychological distress adjusting for covariates.

As an organization-wide intervention, Rounds thus constitute an effective, relatively low-cost intervention to assist

staff in dealing with the demands of their work and to improve their well-being.
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Background
The work of healthcare staff is characterized by various

ethical, moral, social and emotional challenges and de-

mands [1, 2], such as caring for a large number of pa-

tients, interacting with their families, or dealing with

patients’ deaths [1, 3]. Such demanding work comes at a

cost [4], as reflected in rising levels of burnout and com-

passion fatigue and sadly, psychological morbidity [5–8].

While highly problematic in itself, poor staff health also

affects important patient outcomes, such as quality of

patient care, patient safety and patient mortality [9–11].

Different interventions that aim at improving staff well-

being and compassion have been proposed and imple-

mented. The 2013 Francis Report [12], which examined

high profile failings in care, points towards Schwartz

Rounds® (Rounds) as a method to improve staff compas-

sion, well-being and patient care. Key benefits of Rounds

over comparative interventions (e.g., resilience training

and after action reviews) include that Rounds do not re-

quire verbal contribution on part of attenders and are

open to clinical and non-clinical staff [13]. The latter

point is particularly relevant in the context of well-being

and burnout as ‘all staff’ are exposed to the various chal-

lenges inherent in patient care. This study therefore fo-

cuses on exploring the effectiveness of Rounds in

improving well-being of staff.

Rounds are organization-wide, multidisciplinary for-

ums that have primarily been implemented in healthcare

organizations (over 480 in the US and over 220 in the

UK and Ireland [14], including acute, community and

mental health hospitals and hospices [15]. Rounds are

run consistently, with high fidelity [16] as set out in the

contract between the Schwartz Center for Compassion-

ate Care (USA) and the Point of Care Foundation (UK).

As opposed to other interventions, Rounds are voluntar-

ily attended by clinical and nonclinical staff [13, 14].

Rounds can be classed as a group intervention [13, 14],

with attendance (staff can attend as few, or many as de-

sired, or none) usually between 30 and 100+ members of

staff. They are typically held monthly during lunchtime

with lunch provided, last 1 hour, and begin with a brief,

multi-disciplinary panel presentation of a patient case or

a set of similar experiences relating to a theme or

Rounds title [14]. During the presentation, panel mem-

bers share their experiences of work issues or of caring

for patients, focusing on their social, psychological and/

or emotional impact. Subsequently, the audience partici-

pates in a discussion, co-facilitated by a clinical lead,

who is a senior clinician, and a facilitator trained in lead-

ing Rounds. This discussion involves an open exchange

and reflection on similar work or caring experiences

[13]. Thus, in contrast to traditional medical rounds,

Rounds provide healthcare staff with the space to reflect

upon the human dimensions of their work, enabling

them to gain insight into their own and others’ re-

sponses, contributing to recognition or development of

their empathy and compassion. Rounds thus support

staff to better cope with the ethically, morally and emo-

tionally difficult aspects of their jobs, as opposed to fo-

cusing on the clinical aspects of care, problem solving or

developing action plans [13, 14].

Despite the widespread implementation of Rounds, the evi-

dence base for their effectiveness is limited [13]. Specifically,

the majority of evaluations explored attenders’ experience of

Rounds via post-intervention evaluation sheets or interviews.

These studies showed that Rounds were generally perceived

as beneficial and attenders reported increased reflection and

compassion, ability to walk in another’s shoes, and empathy

[17–19]. They also highlighted that Rounds reduce health-

care staff’s work stress [19–21] and that improving staff’s

well-being was the primary reason why healthcare organiza-

tions implemented Rounds in the UK [15, 20–22]. While

these studies offer initial insights, the use of only single time,

post-intervention assessments, susceptible to mood effects

and unable to capture change in outcomes, represents weak

evidence for the effectiveness of Rounds. We are aware of a

few evaluation studies that address these concerns through

evaluating Rounds with data collected before and after

Rounds attendance [19, 23, 24]. However, as these studies

did not include a control group, it is not possible to attribute

the observed changes to Rounds attendance. In sum, as exist-

ing evaluations relied on retrospective accounts, did not in-

clude baseline measurements, and did not include a control

group [22, 23], the quality of the existing evidence base re-

garding the effectiveness of Rounds is relatively low [13].

This project thus aimed to evaluate the effectiveness of

Rounds in the UK healthcare sector with a pre-post con-

trol design. Using a superior research design enabled us to

address the mentioned limitations of previous research

and yield more robust and reliable evidence regarding the

effect of Rounds on employee outcomes. Our choice of

outcome variables was informed by the Job Demands-

Resources model (JD-R) [25], a well-established occupa-

tional stress model that has been extensively leveraged to

study employee health and motivation. Specifically, ac-

cording to the health impairment route [26], job demands,

aspects of a job that require sustained physical, emotional,

or cognitive effort [25], such as working under time pres-

sure or dealing with difficult patient cases, contribute to

employees’ psychological distress. This negative process

can be offset by job resources, defined as those aspects of

a job that stimulate personal growth and development

[25] or personal resources, defined as those personal traits

and energies that enable individuals to control and impact

their environment [27]. According to the motivational

route of the JD-R model [26], both types of resources in-

crease employees’ motivation and work engagement.

Schwartz Rounds were designed to demonstrate that
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compassion can be taught and to improve connection and

compassionate care for patients, which is thought to be

partly achieved through role modelling, such as senior cli-

nicians revealing their vulnerability and sharing their ex-

periences [16]. Both compassion and self-reflection

represent personal resources and we thus expected health-

care staff to experience an increase in these personal

resources following Rounds attendance. Consequently, we

hypothesized that Rounds attendance would lead to a re-

duction in healthcare staff’s psychological distress and an

increase in their work engagement, compassion and self-

reflection. In the following sections, we describe and dis-

cuss a pre-post quasi experimental evaluation of Rounds

in 10 UK healthcare organizations that tested these

hypotheses.

Methods
Research design

This survey study was conducted as part of a wider

evaluation of Rounds in England. A description of the

wider study can be found in the full report to the fund-

ing body [28]. Ethical approval was granted by the

National Research Ethics Service Committee London-

South East (REC reference 15/LO/0053). The design of

the study was a two-armed, longitudinal (pre-post) con-

trol design, with the two arms being regular attenders of

Rounds and non-attenders of Rounds. Participants quali-

fied as ‘regular attenders’ if they had attended 50% of the

Rounds their respective healthcare organization offered

during the eight-month evaluation period, but had not

attended Rounds before that; non-attenders had not

attended any Rounds at all. The pre-post control design

was chosen over a randomized control trial to increase

the ecological validity of the study as Rounds attendance

is always voluntary and our intervention design thus

mirrored the unpredictable and uncontrollable pattern

of Rounds exposure [29]. We predicted attendance at

Rounds would reduce participants’ psychological dis-

tress; withholding this intervention from participants (as

would be required with a randomized control group)

thus seemed inappropriate as it would cause an ethical

dilemma [30].

Study population and sample

The study was conducted in ten healthcare organizations

in the UK, of which eight were hospitals, one provided

mental health services (both inpatient and community),

and one was a hospice. Other than the hospice, all orga-

nizations were part of the NHS. Of the 10 organizations,

four had been running Rounds for between one and 6

years before the study; the other six were new imple-

menters of Rounds. Baseline data collection began at

each site between February and September 2015, with

the baseline data collection period lasting typically

around 4months at each site, and follow-up data col-

lected 8 months after the baseline data.

The desired sample size was calculated prior to the

study. To achieve 80% power of detecting a small-to-

moderate effect (d = 0.40), with a two-tailed alpha level

of .05 and allowing for a modest clustering effect (an

inter-cluster correlation of 0.02), a sample of 114 partici-

pants per arm was required. We assumed a 50% re-

sponse rate for the follow-up questionnaire of attenders,

that around 50% of these would fulfil our attendance

criteria of 50% of Rounds offered, and that 10% of non-

attenders would respond to both questionnaires. This

meant we had an overall target sample of 456 attenders

and 1140 non-attenders.

To be included in the study, participants must not

have attended any Rounds before the baseline survey,

and must have been an employee of the healthcare

organization hosting Rounds. They also needed to have

completed questionnaires at both baseline and follow-

up. To meet the criterion of being a regular attender,

they should have attended at least 50% of the Rounds

available at their site. Therefore, participants from the

control arm, who met the regular attender inclusion cri-

terion, were also included as attenders in the analysis.

To qualify as a non-attender, the only additional inclu-

sion criterion was that they had never attended any

Rounds by the time of the follow-up survey.

The two arms were recruited in different ways. To re-

cruit attenders, up to four members of the research team

attended up to four successive Rounds at each site, arriv-

ing at least 30 min prior to the Rounds so that they

could approach attenders as they arrived. Eligible partici-

pants who had not attended a Round previously were in-

vited to participate in the study, which involved

completing a short questionnaire before they attended

their first Round (baseline) and 8 months thereafter (fol-

low-up). The baseline questionnaire (a copy of which

can be found in the supplementary material) was usually

completed before the Round began, though sometimes

participants completed these during or shortly after the

first Round. Participants’ contact information was col-

lected via a separate cover sheet, in order to be able to

send follow-up questionnaires and link them with base-

line questionnaires. Eight months later, these follow-up

questionnaires were distributed electronically unless the

participant had expressed a preference for a paper-based

questionnaire. A gap of 8 months was chosen for prag-

matic reasons: it was short enough to allow the study to

be conducted in a timescale that would provide useful

results reasonably quickly, but it was also long enough

so that 50% attendance would result in attending four

Rounds, if they were available monthly – this “dose” sug-

gested by previous research as being sufficient to have a

positive impact [23]. (Most organisations ran Rounds
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monthly, but not always on the same physical site; the

ability of staff to travel between sites varied.)

For the control arm, a random sample of 250 staff per

organization (or all staff if the organization was smaller

than this) was selected from a staff list, and contacted by

email with an invitation to complete an electronic version

of the baseline questionnaire. We deliberately over-

recruited compared with the target sample size because

we did not know what proportion of those sampled would

have attended Rounds previously. If respondents had ever

attended a Round, they were automatically excluded from

the study before actually completing the baseline ques-

tionnaire. If respondents had never attended a Round,

they received the follow-up questionnaire 8 months later.

Outcome measures

Twelve cognitive interviews and a pilot study in two or-

ganizations were conducted in order to test the applic-

ability of the measures and methods of data collection

[28]. All outcomes were measured at both baseline and

eight-months follow-up.

Psychological distress was measured with the 12-item

version of the General Health Questionnaire (GHQ)

[31]. We used a validated scoring method [32], which

determined whether participants were “cases” or not –

that is, they were considered to be in sufficiently poor

psychological health that they would benefit from pro-

fessional intervention. They were classified as a “case” if

they scored in the highest two response categories on at

least four of the twelve items. Work engagement was

measured with the three-item “motivation” section of

the NHS staff survey (ww.nhsstaffsurveys.com), which is

a brief version of the Utrecht Work Engagement Scale

[33]. Participants responded on a five-point Likert scale

(i.e., 1 = never, 5 = always).

Self-reflection was measured with a six-item self-

reflection subscale taken from a scale on self-reflection

and insight [34]. Participants responded on a seven-point

Likert scale (1 = strongly disagree,7 = strongly agree).

Compassion (in a general sense, including towards pa-

tients) was measured with a five-item version [35] of the

Santa Clara Brief Compassion Scale [36]. Participants

responded on a seven-point Likert scale (1 = not at all true

of me, 7 = very true of me).

Covariates

Respondents indicated their occupational group (med-

ical/dental, nursing, allied health professionals or other),

grade (NHS bands 1–5, band 6, band 7, bands 8/9, or

other; typically bands 1–5 represent relatively junior po-

sitions, bands 6 and 7 represent core clinical groups

other than medical staff, and bands 8 and 9 represent

those with middle and senior managerial responsibility),

gender, age, length of service, part-time or full-time

status, and extent of contact with patients (regular, occa-

sional or none) at baseline. The GHQ-12 is under li-

cense, and a license was obtained for specific use in this

study. None of the other measures is under license.

Statistical analysis

Multilevel (respondents within sites) analysis was used to

estimate the effect of attendance on the outcomes. In par-

ticular, as psychological distress was measured with a

binary score, multilevel logistic regression was used, con-

trolling for baseline psychological distress and the covari-

ates. For the other outcomes, a multilevel ANCOVA was

used, controlling for baseline scores and the covariates.

For the primary analysis listwise deletion of any missing

demographic data was used, but sensitivity analysis con-

ducted using Full Information Maximum Likelihood con-

firmed the findings. Participants who did not include data

on follow-up measures, or the number of Rounds

attended, were excluded from the analysis.

Patient and public involvement

Patients were involved throughout the wider study, with

two patient representatives as part of the project steering

committee. This ensured oversight and input into of all

aspects of the study, including development of the re-

search questions, study design, and choice of outcome

measures for all parts of the study, including the survey

sub-study covered by this article. Patients were included

in this way, even though the study did not directly in-

volve patients as participants, to ensure that the rele-

vance to patient care and quality was never lost.

Results
Participants

There were a total of 1194 respondents at baseline, of

whom 500 completed the follow-up questionnaire. Of

these, 51 met the criteria for being included as a regular

attender. The majority of these participants were audi-

ence members at Rounds, who were able to contribute

as much or as little as they wanted during discussions,

although 15 participants were panel members at one of

the Rounds they attended. Another 233 had not

attended Rounds at all and were thus included as non-

attenders. The remaining respondents had either

attended fewer than 50% of available Rounds (irregular

attenders), or did not provide sufficient information to

determine the number of Rounds attended, and were

therefore excluded from the analysis. We include a flow

diagram showing how participants in both arms were in-

cluded and classified (Fig. 1). It was not possible to cal-

culate a response rate of attenders, as we were not able

to record the number of employees approached in total.

In the control arm, the baseline online questionnaire

achieved a response rate of 28%; however, an unknown
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number of potential respondents might have excluded

themselves and not completed the baseline survey due

to prior Rounds attendance. The follow-up questionnaire

achieved response rates of 40% in the intervention arm

and 43% in the control arm. Of the regular attenders,

the mean number of Rounds attended was 4.0, with a

range from 2 to 8 (interquartile range 3–5).

Baseline characteristics

Table 1 shows the baseline characteristics of the two

groups, regular attenders and non-attenders. Al-

though they are similar in many variables, some dif-

ferences are notable: in particular, non-attenders are

more likely to come from non-clinical groups, more

junior grades, and have less contact with patients.

Table 2 shows the data for the outcomes at both

baseline and follow-up by arm. There is a clear dif-

ference in baseline GHQ between the two arms, with

attenders having lower rates of psychological distress.

Attenders also had higher baseline scores for work

engagement, and self-reflection, and slightly higher

for compassion.

Tests of hypotheses

As shown in Table 2, there was a raw change in psycho-

logical distress in the intervention group from 25% at

baseline to 12% at follow-up, compared with a much

smaller drop from 37 to 34% in the control group. Fig-

ure 2 plots this data. However, this does not take into

account the covariates, which were subsequently consid-

ered in the analysis shown in Table 3. This analysis re-

vealed a significant effect of attendance (this effect

converts to an odds ratio of 0.197; 95% confidence inter-

val (0.047, 0.823)). That is, among attenders, there is a

significantly greater decrease in GHQ scores (i.e. reduc-

tion in psychological distress) than among non-

attenders. Expressed as an adjusted difference between

the groups this is − 19%: that is, the decrease having

taken all the covariates into account is even greater than

the raw difference shown in Table 2. However, there was

no significant effect of attendance on work engagement

(B = 0.09; 95% confidence interval (− 0.16, 0.35)). There

was no significant effect of attendance on compassion

Fig. 1 Flow Diagram of Participants

Table 1 Descriptive statistics for baseline characteristics

Variable (number of cases
with missing data)

Regular attenders
(N = 51)

Non-attenders
(N = 223)

Gender: female (11) 88% 79%

Occupational group: medical/
dental

14% 6%

Occupational group: nursing 44% 38%

Occupational group: allied
health professionals

32% 22%

Occupational group: other (14) 10% 35%

Working hours: full time (19) 91% 81%

Grade: bands 1–5 23% 49%

Grade: band 6 20% 24%

Grade: band 7 37% 15%

Grade: bands 8/9 14% 10%

Grade: other (37) 6% 3%

Regular patient contact 82% 72%

Occasional patient contact 12% 11%

No patient contact (34) 6% 17%

Agea (11) 3.88 (1.08) 3.93 (1.05)

Length of serviceb (18) 4.00 (1.93) 4.08 (1.63)

a Coded as 1 = 16–20, 2 = 21–30, 3 = 31–40, 4 = 41–50, 5 = 51–65, 6 = 66+
b Coded as 1 = up to a year, 2 = 1–2 years, 3 = 3–5 years, 4 = 6–10 years, 5 = 11–

15 years, 6 = over 1 years
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(B = 0.00; 95% confidence interval (− 0.29, 0.30)), or on

self-reflection (B = 0.05; 95% confidence interval (− 0.32,

0.42)). Sensitivity analysis using Full Information Max-

imum Likelihood revealed the same pattern of findings.

Discussion
This study evaluated the effectiveness of Rounds with

healthcare staff from 10 UK healthcare organizations, all

part of the NHS, except for one hospice. During the

eight-month study duration, regular attenders partici-

pated on average four times (with Rounds typically held

monthly). Our findings showed that Rounds significantly

decreased the psychological distress of regular attenders

compared to non-attenders; the adjusted odds ratio of

0.197 (95% confidence interval (.047, .823)), means that

after taking background factors and baseline distress into

account, the odds of experiencing psychological distress

after attending Rounds regularly were 19.7% lower com-

pared with non-attenders.. We however failed to find a

significant effect of Rounds attendance on staff’s work

engagement, compassion and self-reflection, meaning

that we were not able to confirm the effectiveness of

Rounds for these outcomes.

Psychological distress

The finding that Rounds attendance was associated with

a significant reduction in psychological distress is in line

with previous research. Specifically, qualitative evidence

and retrospective accounts pointed towards perceived

negative effects of Rounds on work stress [19, 23]. These

studies however only offer a weak/moderate evidence

base for Rounds due to their weak study designs, such as

lack of baseline measures or control group. Our findings

thus advance these previous studies through rigorously

evaluating Rounds with a pre-post control design to

highlight that Rounds indeed contribute to healthcare

staff well-being and mental health. In relation to the JD-

R model [26], which informed our selection of out-

comes, these findings support the argumentation along

the health impairment route. Specifically, this route sug-

gests that the observed changes in psychological distress

following Rounds attendance stem from a reduction in

job demands.

Work engagement, compassion and self-reflection

Our inclusion of these outcomes was guided by the JD-R

model [25] and previous research into Rounds [17–23].

While this research finds in its majority support that

Table 2 Summary statistics for outcomes at baseline and follow-up

Regular attenders Non-attenders

Baseline Follow-up Baseline Follow-up

Psychological distress (GHQ) 25% 12% 37% 34%

Work engagement 4.01 (0.56) 4.07 (0.57) 3.64 (0.76) 3.61 (0.84)

Self-reflection 4.42 (1.10) 4.45 (0.98) 4.17 (1.00) 4.16 (1.05)

Compassion 6.08 (0.90) 6.11 (0.95) 5.96 (1.05) 6.02 (0.97)

Fig. 2 Change in Psychological Distress from Baseline to Follow-up for Regular attenders and Non-attenders
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Rounds attendance positively contributes to work en-

gagement, compassion and self-reflection and thus

seemingly contradicts our non-significant findings, com-

parisons with our research are difficult to make. Specif-

ically, our research aim was to address, through a

sophisticated pre-post quasi-experimental design, the

methodological limitations of this previous research

(e.g., lack of baseline measure, measure of outcomes im-

mediately after Rounds attendance) that hamper its abil-

ity to draw reliable conclusions regarding the effect of

Rounds on work engagement, compassion and self-

reflection. Given that our study represents a more

conservative test, attendance at Rounds might indeed

not lead to an increase in these outcomes.

Our selection of outcome variables had been theoretic-

ally informed by the JD-R model [26]. According to the

motivational route of this model, changes in work engage-

ment are brought about by changes in personal resources,

such as compassion and self-reflection. Potential reasons

for our lacking empirical support for the motivational

route and inability to link Rounds attendance to these out-

comes include differences between attenders and non-

attenders. As opposed to randomized control trials (which

may have been preferable as a test of the causal mechan-

ism, but were not possible to be adopted because of eth-

ical reasons and the inability to randomise due to the ad

hoc and voluntary nature of attendance, and

considerations regarding ecological validity), healthcare

staff freely chose to attend Rounds, potentially resulting in

self-selection bias. Our design represents a realistic por-

trayal of the implementation of Rounds in healthcare or-

ganizations [37], although Rounds might have attracted

staff with certain interests (e.g., compassion in healthcare),

who were currently struggling with problematic patient

cases or who had the time to attend Rounds. These as-

sumptions are supported by differences between attenders

and non-attenders in baseline and demographic differ-

ences. Specifically, regular attenders already exhibited

higher baseline levels of work engagement, self-reflection

and compassion than non-attenders, while non-clinical

and junior staff were less like to attend Rounds than other

occupational groups. Although we controlled for the effect

of these differences in our analysis, they might explain our

inability to confirm changes in work engagement, self-

reflection and compassion as recent changes in these out-

comes might have motivated staff to attend Rounds,

meaning that actual Rounds attendance resulted in little

additional effect. This reasoning is also supported by the

fact that our measure of psychological distress (GHQ),

which revealed significant changes, constitutes a more ob-

jective indicator than the other outcome measures, that is

less likely to be influenced by anticipated benefits of

Rounds prior to attending. Another potential explanation

is the relatively small number of regular attenders (N =

Table 3 Results of regression analysis of outcomes on rounds attendance and covariates

Outcome

Psychological distress Engagement Self-reflection Compassion

Intercept 13.25 (− 655.13, 681.63) 1.84 (0.84, 2.84)** 1.19 (− 0.27, 2.65) 1.28 (− 0.07, 2.63)

Female 0.50 (− 0.36, 1.36) 0.06 (−0.16, 0.29) −0.13 (− 0.44, 0.18) − 0.08 (− 0.36, 0.19)

Nursinga −12.60 (−680.98, 655.77) −0.51 (− 1.39, 0.37) 0.15 (− 1.07, 1.37) 0.05 (− 0.95, 1.06)

Allied Health Professionalsa −12.43 (− 680.80, 655.95) −0.60 (− 1.49, 0.28) 0.42 (− 0.82, 1.65) 0.07 (− 0.96, 1.09)

Other occupationsa −12.95 (− 681.33, 655.42) −0.84 (− 1.75, 0.06) 0.29 (− 0.96, 1.55) −0.26 (− 1.31, 0.79)

Part time 0.01 (− 0.92, 0.94) − 0.07 (− 0.29, 0.16) 0.04 (− 0.28, 0.37) 0.03 (− 0.26, 0.31)

Grade: band 6b −0.35 (− 1.26, 0.56) 0.01 (− 0.22, 0.23) 0.06 (− 0.25, 0.38) 0.18 (− 0.10, 0.46)

Grade: band 7b −0.09 (− 1.12, 0.95) 0.00 (− 0.25, 0.26) 0.21 (− 0.15, 0.57) 0.12 (− 0.20, 0.43)

Grade: bands 8/9b 0.04 (−1.20, 1.27) −0.04 (− 0.35, 0.28) 0.05 (− 0.41, 0.50) 0.35 (− 0.03, 0.74)

Grade: otherb −13.28 (− 681.66, 655.09) −0.61 (− 1.61, 0.39) 0.37 (− 1.03, 1.77) 0.23 (− 0.92, 1.38)

Regular patient contactc − 0.20 (− 1.29, 0.89) −0.24 (− 0.52, 0.03) 0.16 (− 0.23, 0.54) 0.28 (− 0.13, 0.69)

Occasional patient contactc −0.43 (− 1.77, 0.91) −0.01 (− 0.36, 0.34) 0.20 (− 0.29, 0.69) 0.56 (0.02, 1.10)*

Age 0.09 (− 0.28, 0.46) −0.01 (− 0.10, 0.09) 0.01 (− 0.12, 0.15) 0.14 (0.02, 0.25)*

Length of service 0.12 (− 0.11, 0.36) −0.01 (− 0.06, 0.05) −0.03 (− 0.11, 0.05) −0.02 (− 0.09, 0.05)

Baseline value −1.94 (− 2.68, − 1.21)** 0.72 (0.60, 0.83)** 0.65 (0.53, 0.77)** 0.67 (0.56, 0.78)**

Regular attender −1.63 (−3.06, − 0.19)* 0.09 (− 0.16, 0.35) 0.05 (− 0.32, 0.42) 0.00 (− 0.29, 0.30)

Figures in main section of table are multilevel regression coefficients (95% confidence intervals), except for psychological distress, where the figures represent raw

multilevel logistic regression coefficients
a Reference group =medical/dental
b Reference group = bands 1–5
c Reference group = no patient contact

* p < .05 ** p < .01
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51), which might have affected our ability to detect effects

[38]. While we had recruited a considerably higher num-

ber of participants at follow-up, a large number of these

had to be excluded as they did not meet our inclusion cri-

teria of attending 50% of Rounds offered by the respective

healthcare organization. In the majority of cases, this was

due to Rounds being implemented in complex multi-site

organisations – rotating the location on a monthly basis -

meaning that each Round was not necessarily accessible

to individuals despite being available monthly at an organ-

isational level. While we did not find quantitative evidence

of differences in these outcomes, possibly for the reasons

stated, it is worth noting that the wider study did find evi-

dence of improvements in self-reflection and compassion

in the qualitative realist evaluation [28], further supporting

the notion that Rounds are beneficial in multiple ways.

Conclusions
Our pre-post quasi-experimental evaluation based on data

from 10 UK healthcare organizations offers a strong evidence

base for the effectiveness of Rounds that overcomes serious

limitations of previous evaluation studies (e.g., lack of base-

line measures or a control group). In detail, our study re-

vealed that Rounds attendance was linked to a 19% decrease

in psychological distress (adjusted difference between at-

tenders and non-attenders). As such, Rounds represents a

particularly suitable intervention to assist healthcare staff in

dealing with the ever-rising demands of the caring profession

and promote their well-being and mental health. As staff

health is closely linked to important patient outcomes, such

as patient safety and mortality [8–10], Rounds should also be

beneficial for recipients of care. Given that Rounds last on

average only 1 hour, and aside from facilitator and admin

time to prepare and host Rounds, require relatively low

financial resources (i.e. provision of lunch and room and li-

cense fee), Rounds constitute a highly feasible and cost-

effective way to decrease psychological distress and a poten-

tial avenue to improve healthcare staff’s well-being.

Abbreviations

ANCOVA: Analysis of Covariance; GHQ: General Health Questionnaire; JD-R

model: Job Demands-Resources Model; NHS: National Health Service;

Rounds: Schwartz Rounds®

Supplementary Information
The online version contains supplementary material available at https://doi.

org/10.1186/s12913-021-06413-4.

Additional file 1.

Acknowledgments

This study was part of a wider research mixed-methods project evaluating

the use of Schwartz Rounds in England: we are grateful to our colleagues in

this project, to its funder, and to its steering committee and advisory group

for their help.

Authors’ contributions

JD led on the design of the survey study, the analysis of data, and

substantial parts of the writing of this article. IM played a significant role in

the development of the survey, led the data collection, and contributed to

the analysis of data and writing. CT played a leading role in the

development of theoretical background and the choice of variables, as well

as contributing to the interpretation and writing. KH helped develop the

theoretical framing of the arguments, and contributed substantially to the

writing of the article. ML and ER contributed to the development of the

theoretical background and choice of measures, the design of the survey,

and played a key role in collection of data. JM led the wider study,

overseeing all aspects and leading on the overall study design, and

contributed to the survey design, data collection, interpretation and writing

of this article. All authors commented on drafts of the article and approved

the final submitted version.

Funding

This project was funded by the National Institute for Health Research Health

Services & Delivery Research Programme (project number 13/07/49). The

views expressed are those of the author(s) and not necessarily those of the

NIHR or the Department of Health and Social Care. The funder approved the

initial project plan, monitored progress, and reviewed the final report, but

did not otherwise influence the study.

Availability of data and materials

The datasets generated and/or analysed during the current study are not publicly

available as some individuals may be identifiable given the characteristics included in

the analysis. However, a partially anonymised version of the data is available from

the corresponding author on reasonable request.

Declarations

Ethics approval and consent to participate

Ethical approval was granted by the National Research Ethics Service

Committee London-South East (REC reference 15/LO/0053). Participants pro-

vided written informed consent before completing baseline and follow-up

questionnaires.

Consent for publication

Not Applicable.

Competing interests

JM reports that she was a member of an advisory group from 2006 to 2009,

advising on the development of the Point of Care project at The King’s

Fund, and a member of the Point of Care Foundation (PoCF) Board 2013–14;

she stepped down as board member at the start of the evaluation.

Author details
1Sheffield University Management School, University of Sheffield, Conduit

Road, Sheffield S10 1FL, UK. 2Aston University, Birmingham, UK. 3University of

Surrey, Guildford, UK. 4King’s College, London, UK.

Received: 26 August 2020 Accepted: 19 April 2021

References

1. Bakker AB, Sanz-Vergel AI. Weekly work engagement and flourishing: the

role of hindrance and challenge job demands. J Vocat Behav. 2013;83(3):

397–409. https://doi.org/10.1016/j.jvb.2013.06.008.

2. Khan A, Teoh KR, Islam S, Hassard J. Psychosocial work characteristics,

burnout, psychological morbidity symptoms and early retirement intentions:

a cross-sectional study of NHS consultants in the UK. BMJ Open. 2018;8:

e018720. https://doi.org/10.1136/bmjopen-2017-018720.

3. Kinman G, Leggetter S. Emotional labour and wellbeing: what protects

nurses? Healthcare. 2016;4(89):1–12. https://doi.org/10.3390/healthcare404

0089.

4. Bivins R, Tierney S, Seers K. Compassionate care: not easy, not free, not only

nurses. BMJ Qual Saf. 2017;26:1023–6. https://doi.org/10.1136/bmjqs-2017-

007005.

Dawson et al. BMC Health Services Research          (2021) 21:392 Page 8 of 9

https://doi.org/10.1186/s12913-021-06413-4
https://doi.org/10.1186/s12913-021-06413-4
https://doi.org/10.1016/j.jvb.2013.06.008
https://doi.org/10.1136/bmjopen-2017-018720
https://doi.org/10.3390/healthcare4040089
https://doi.org/10.3390/healthcare4040089
https://doi.org/10.1136/bmjqs-2017-007005
https://doi.org/10.1136/bmjqs-2017-007005


5. Taylor C, Graham J, Potts HW, Richards MA, Ramirez AJ. Changes in mental

health of UK hospital consultants since the mid-1990s. Lancet. 2005;366:

742–4. https://doi.org/10.1136/bmjqs-2017-007005.

6. Dasan S, Gohil P, Cornelius V, Taylor C. Prevalence, causes and

consequences of compassion satisfaction and compassion fatigue in

emergency care: a mixed-methods study of UK NHS consultants. Emerg

Med J. 2015;32:588–94. https://doi.org/10.1136/emermed-2014-203671.

7. Imo UO. Burnout and psychiatric morbidity among doctors in the UK: a

systematic literature review of prevalence and associated factors. Br J Psych

Bull. 2017;41:197–204. https://doi.org/10.1192/pb.bp.116.054247.

8. Elfering A, Semmer N, Grebner S. Work stress and patient safety: observer-

rated work stressors as predictors of characteristics of safety-related events

reported by young nurses. Ergonomics. 2006;49:457–69. https://doi.org/10.1

080/00140130600568451.

9. Dixon-Woods M, Baker R, Charles K, Dawson J, Jerzembek G, Martin G, et al.

Culture and behaviour in the English National Health Service: overview of

lessons from a large multimethod study. BMJ Qual Saf. 2014;23(2):106–15.

https://doi.org/10.1136/bmjqs-2013-001947.

10. Nørøxe KB, Pedersen AF, Carlsen AH, Bro F, Vedsted P. Mental well-being,

job satisfaction and self-rated workability in general practitioners and

hospitalisations for ambulatory care sensitive conditions among listed

patients: a cohort study combining survey data on GPs and register data on

patients. BMJ Qual Saf. 2019;28:997–1006. https://doi.org/10.1136/bmjqs-201

8-009039.

11. Taylor C, Graham J, Potts H, Candy J, Richards M, Ramirez A. Impact of

hospital consultants’ poor mental health on patient care. Br J Psychiatry.

2007;190:268–9. https://doi.org/10.1192/bjp.bp.106.023234.

12. Francis R. Report of the mid Staffordshire NHS Foundation trust public

inquiry. London: The Stationery Office; 2013.

13. Taylor C, Xyrichis A, Leamy MC, Reynolds E, Maben J. Can Schwartz center

rounds support healthcare staff with emotional challenges at work, and

how do they compare with other interventions aimed at providing similar

support? A systematic review and scoping reviews. BMJ Open. 2018;8:

e024254. https://doi.org/10.1136/bmjopen-2018-024254.

14. Schwartz Rounds [Internet]. [cited 2020 6–4]. Available from: https://www.

pointofcarefoundation.org.uk/our-work/schwartz-rounds/.

15. Robert G, Philippou J, Leamy M, Reynolds E, Ross S, Bennett L, et al.

Exploring the adoption of Schwartz center rounds as an organisational

innovation to improve staff well-being in England, 2009-2015. BMJ Open.

2017;7:e014326. https://doi.org/10.1136/bmjopen-2016-014326.

16. Leamy M, Reynolds E, Robert G, Taylor C, Maben J. The origins and

implementation of an intervention to support healthcare staff to deliver

compassionate care: exploring fidelity and adaptation in the transfer of

Schwartz Center Rounds from the United States to the United Kingdom.

BMC Health Serv Res. 2019;19(1):457. https://doi.org/10.1186/s12913-01

9-4311-y.

17. George MS. Stress in NHS staff triggers defensive inward-focussing and an

associated loss of connection with colleagues: this is reversed by Schwartz

Rounds. J Compassionate Health Care. 2016;3(9):1–7. https://doi.org/10.11

86/s40639-016-0025-8.

18. Deppoliti DI, Côté-Arsenault D, Myers G, Barry J, Randolph C, Tanner B.

Evaluating Schwartz center rounds in an urban hospital center. J Health

Organ Manag. 2015;29:973–87. https://doi.org/10.1108/jhom-09-2013-0189.

19. Goodrich J. Supporting hospital staff to provide compassionate care: do

Schwartz center rounds work in English hospitals? J R Soc Med. 2012;105:

117–22. https://doi.org/10.1258/jrsm.2011.110183.

20. Flanagan E, Chadwick R, Goodrich J, Ford C, Wickens R. Reflection for all

healthcare staff: a national evaluation of Schwartz Rounds. J Interprof Care.

2020;34(1):140–2. https://doi.org/10.1080/13561820.2019.1636008.

21. Chadwick RJ, Muncer SJ, Hannon BC, Goodrich J, Cornwell J. Support for

compassionate care: quantitative and qualitative evaluation of Schwartz

Center Rounds in an acute general hospital. JRSM Open. 2016;7:1–8. https://

doi.org/10.1177/2054270416648043.

22. Farr M, Barker R. Can staff be supported to deliver compassionate care

through implementing Schwartz Rounds in community and mental health

services? Qual Health Res. 2017;27(11):1652–63. https://doi.org/10.1177/104

9732317702101.

23. Lown BA, Manning CF. The Schwartz Center Rounds: evaluation of an

interdisciplinary approach to enhancing patient-centered communication,

teamwork, and provider support. Acad Med. 2010;85(6):1073–81. https://doi.

org/10.1097/acm.0b013e3181dbf741.

24. Allen D, Spencer G, McEwan K, Catarino F, Evans R, Crooks S, et al. The

Schwartz Centre Rounds: supporting mental health workers with the

emotional impact of their work. Int J Ment Health Nurs. 2020. https://doi.

org/10.1111/inm.12729.

25. Demerouti E, Bakker AB, Nachreiner F, Schaufeli WB. The job demands-

resources model of burnout. J Appl Psychol. 2001;86(3):499–512. https://doi.

org/10.1037/0021-9010.86.3.499.

26. Bakker AB, Demerouti E, Sanz-Vergel AI. Burnout and work engagement: the

JD-R approach. Palo Alto: Annual Review of Organizational Psychology and

Organizational Behavior; 2014.

27. Hobfoll SE. Social and psychological resources and adaptation. Rev Gen

Psychol. 2002;6:307–24. https://doi.org/10.1037/1089-2680.6.4.307.

28. Maben J, Taylor C, Dawson J, Leamy M, McCarthy I, Reynolds E, et al. A

realist informed mixed-methods evaluation of Schwartz Center Rounds in

England. Health Serv Deliv Res. 2018;6(37):1–260. https://doi.org/10.3310/

hsdr06370.

29. Randall R, Griffiths A, Cox T. Evaluating organizational stress-management

interventions using adapted study designs. Eur J Work Organ Psychol. 2005;

14:23–41. https://doi.org/10.1080/13594320444000209.

30. O’Shea D, O’Connell BH, Gallagher S. Randomised controlled trials in WOHP

interventions: a review and guidelines for use. Appl Psychol. 2016;65:190–

222. https://doi.org/10.1111/apps.12053.

31. Goldberg D. GHQ and psychiatric case. Br J Psychiatry. 1979;134(4):446–7.

https://doi.org/10.1192/bjp.134.4.446b.

32. Hardy GE, Shapiro DA, Haynes CE, Rick JE. Validation of the general health

questionnaire-12: using a sample of employees from England’s health care

services. Psychol Assess. 1999;11(2):159–65. https://doi.org/10.1037/1040-3

590.11.2.159.

33. Schaufeli WB, Bakker AB, Salanova M. The measurement of work

engagement with a short questionnaire a cross-national study. Educ

Psychol Meas. 2006;66(4):701–16. https://doi.org/10.1177/0013164405282471.

34. Grant AM, Franklin J, Langford P. The self-reflection and insight scale: a new

measure of private self-consciousness. Soc Behav Personal Int J. 2002;30(8):

821–35. https://doi.org/10.2224/sbp.2002.30.8.821.

35. Hwang JY, Plante T, Lackey K. The development of the Santa Clara brief

compassion scale: an abbreviation of Sprecher and Fehr’s compassionate

love scale. Pastor Psychol. 2008;56(4):421–8. https://doi.org/10.1007/s11089-

008-0117-2.

36. Sprecher S, Fehr B. Compassionate love for close others and humanity. J Soc

Pers Relat. 2005;22(5):629–51. https://doi.org/10.1080/03601277.2013.852924.

37. Parry G, Power M. To RCT or not to RCT? The ongoing saga of randomised

trials in quality improvement. BMJ Qual Saf. 2016;25:221–3. https://doi.org/1

0.1136/bmjqs-2015-004862.

38. Aberson CL. Applied power analysis for the behavioral sciences: Routledge;

2011. https://doi.org/10.4324/9781315171500.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in

published maps and institutional affiliations.

Dawson et al. BMC Health Services Research          (2021) 21:392 Page 9 of 9

https://doi.org/10.1136/bmjqs-2017-007005
https://doi.org/10.1136/emermed-2014-203671
https://doi.org/10.1192/pb.bp.116.054247
https://doi.org/10.1080/00140130600568451
https://doi.org/10.1080/00140130600568451
https://doi.org/10.1136/bmjqs-2013-001947
https://doi.org/10.1136/bmjqs-2018-009039
https://doi.org/10.1136/bmjqs-2018-009039
https://doi.org/10.1192/bjp.bp.106.023234
https://doi.org/10.1136/bmjopen-2018-024254
https://www.pointofcarefoundation.org.uk/our-work/schwartz-rounds/
https://www.pointofcarefoundation.org.uk/our-work/schwartz-rounds/
https://doi.org/10.1136/bmjopen-2016-014326
https://doi.org/10.1186/s12913-019-4311-y
https://doi.org/10.1186/s12913-019-4311-y
https://doi.org/10.1186/s40639-016-0025-8
https://doi.org/10.1186/s40639-016-0025-8
https://doi.org/10.1108/jhom-09-2013-0189
https://doi.org/10.1258/jrsm.2011.110183
https://doi.org/10.1080/13561820.2019.1636008
https://doi.org/10.1177/2054270416648043
https://doi.org/10.1177/2054270416648043
https://doi.org/10.1177/1049732317702101
https://doi.org/10.1177/1049732317702101
https://doi.org/10.1097/acm.0b013e3181dbf741
https://doi.org/10.1097/acm.0b013e3181dbf741
https://doi.org/10.1111/inm.12729
https://doi.org/10.1111/inm.12729
https://doi.org/10.1037/0021-9010.86.3.499
https://doi.org/10.1037/0021-9010.86.3.499
https://doi.org/10.1037/1089-2680.6.4.307
https://doi.org/10.3310/hsdr06370
https://doi.org/10.3310/hsdr06370
https://doi.org/10.1080/13594320444000209
https://doi.org/10.1111/apps.12053
https://doi.org/10.1192/bjp.134.4.446b
https://doi.org/10.1037/1040-3590.11.2.159
https://doi.org/10.1037/1040-3590.11.2.159
https://doi.org/10.1177/0013164405282471
https://doi.org/10.2224/sbp.2002.30.8.821
https://doi.org/10.1007/s11089-008-0117-2
https://doi.org/10.1007/s11089-008-0117-2
https://doi.org/10.1080/03601277.2013.852924
https://doi.org/10.1136/bmjqs-2015-004862
https://doi.org/10.1136/bmjqs-2015-004862
https://doi.org/10.4324/9781315171500

	Abstract
	Background
	Methods
	Results
	Conclusions

	Background
	Methods
	Research design
	Study population and sample
	Outcome measures
	Covariates

	Statistical analysis
	Patient and public involvement

	Results
	Participants
	Baseline characteristics
	Tests of hypotheses

	Discussion
	Psychological distress
	Work engagement, compassion and self-reflection

	Conclusions
	Abbreviations
	Supplementary Information
	Acknowledgments
	Authors’ contributions
	Funding
	Availability of data and materials
	Declarations
	Ethics approval and consent to participate
	Consent for publication
	Competing interests
	Author details
	References
	Publisher’s Note

