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Abstract

Background With rising concerns about workforce shortages and early-career attrition, there is increasing focus on
the difficulties healthcare students encounter during training. Schwartz Rounds are a structured group intervention
where healthcare staff share stories about the emotional, ethical and social impact of their work. As students spend
substantial time in clinical settings, Higher Education Institutions (HEIs) are adopting Rounds to support wellbeing
and foster compassionate care. While evidence suggests that Rounds are well received by students, less is known
about how to ensure successful implementation in this setting.

Methods Longitudinal, mixed-methods (qualitative dominant) case studies were conducted in six HEIs in the
South of England between April 2022-December 2024. Data collection across 20 months included semi-structured
interviews with those running and attending Rounds (n=19), non-participant observations of Rounds activities
(including steering group meetings, storyteller preparation meetings, and Rounds) (n=38), post-Round feedback
surveys (n=481), and bespoke forms with key information about each Round (e.g., attendance) (n=32). Quantitative
data were analysed descriptively, and qualitative data thematically. Data were summarized in matrices to examine
patterns within and across sites using the Framework Method and mapped to the Consolidated Framework of
Implementation Research.

Results Five of the six HEIs implemented Rounds during the study period. Key drivers included support (financial,
resources) and credibility from external organisations. Within the HEIs, four interlinked features of the inner-setting
and intervention aided successful implementation: 1) Motivation of Schwartz team, with facilitators championing
Rounds, senior clinical leads lending authority, active steering groups, and tailored administrative support); 2)
Engagement activities to inform students what Rounds are and when/where they took place; 3) Involving students
in delivery to foster ownership; 4) Engaging wider staff to increase awareness and endorsement. These activities
increased familiarity with Rounds over time and produced early signs of them becoming embedded in university
culture.

Conclusions This study offers new insights into the implementation of Schwartz Rounds in HEls, highlighting key
enablers and barriers. Success was shaped by local adaptation, leadership engagement, team support and student
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involvement. Findings can aid adoption and implementation of Schwartz Rounds in HEIs and other organisations

aiming to support student practice and wellbeing.

Keywords Schwartz rounds, Student wellbeing, Higher education, Implementation

Background

Amid global concerns over healthcare workforce short-
ages and high rates of early-career attrition [1, 2],
increasing attention has turned to the challenges health-
care students face during their training. Alongside inten-
sive academic demands [3], students spend significant
time in clinical placements exposing them to the com-
plexities of practice [4]. Students navigate discrepancies
between expectations and reality of the profession [5],
worries about competence [6], and emotional demands
from patients and colleagues [7]. These experiences can
contribute to high levels of stress and low wellbeing [3,
7, 8], high course attrition [5, 9], and reduced quality and
compassion of care [10, 11, 12]. Consequently, there is
growing consensus that higher education institutions
must strengthen support systems and cultivate compas-
sionate learning environments [13, 14, 15].

Schwartz Rounds

Schwartz Rounds (Rounds) are a structured, group inter-
vention designed to support healthcare staff by foster-
ing reflection and compassion. Rounds were inspired by
Kenneth Schwartz, who while terminally ill, recognised
how small acts of kindness by staff made “the unbear-
able, bearable” [16], but for staff to provide compassion-
ate care they needed spaces to share and reflect on the
impact of caring on them. First established in the US by
the Schwartz Center for Compassionate Care, Rounds
were brought to the UK in 2009 by the Point of Care
Foundation (PoCF) who oversee licensing, training and
mentorship.

In Rounds, one or more staff members share their sto-
ries on an agreed theme or anonymised patient case (sup-
ported by trained Rounds facilitators in a preparatory
session beforehand) regarding the emotional, ethical and
social impact of work [17]. Examples of stories include ‘A
patient I'll never forget, “The day I made a difference; and
‘Lost in translation’ The stories are intended as a vehicle
to resonance and reflection by staff in the audience, and
facilitators will encourage sharing of those reflections and
second stories. Rounds are held in person or online, and
follow a set format designed to prioritise confidentiality
and psychological safety. After providing space and time
to unwind from work, Rounds start with an introduc-
tion by facilitators to explain what Rounds are (and not)
and how the session will run before the storytellers are
invited to share their stories [17]. Facilitators then guide

group reflection, encouraging audience members to share
if they wish, while holding silences and avoiding problem
solving. Storytellers then offer final reflections before the
session ends on time, usually after sixty minutes.

Running Rounds requires a clinical lead, facilitators, a
steering group and administrative support. Clinical leads,
often senior staff, symbolise institutional support and may
co-facilitate. Facilitators source and prepare storytell-
ers and lead Rounds. The steering group reflect on past
Rounds, support facilitators, review evaluations, help pro-
mote Rounds, identify future themes and source storytell-
ers. Administrators manage logistics, meetings (e.g. for
steering group, storyteller preparation), communications,
food provision if face-to-face and feedback collection.

Unlike other interventions, Rounds provide an ongo-
ing, organisation-wide forum [19]. A UK national evalu-
ation of Rounds in healthcare settings [17, 20] found
regular attendance was associated with higher empathy,
greater compassion for self and others, lower psychologi-
cal distress, and that they created a space to reflect on
work challenges — improving teamwork and promoting
positive cultural change.

Rounds in Higher Education Institutions (HEIs)

Since 2015 the PoCF has supported the implementation
of Rounds within HEIs. Here, Rounds stories tend to be
shared on an agreed theme rather than specific patient
cases and are usually limited to health or social care pro-
grammes. Students have responded positively to Rounds,
noting enhanced professional identity, emotional vali-
dation, and desire to continue attending [21, 22, 23].
Reviews highlight Rounds as safe spaces where students
can share emotions, reduce isolation, observe role-mod-
elling of vulnerability and build confidence and interper-
sonal connections [4, 24].

However, current evidence is of mixed quality and is
predominately single case, cross-sectional student evalu-
ations or discussion articles [4, 24]. It is noted that power
dynamics between students and educators in HEIs [24]
may impact Rounds’ implementation and sustainability.

In 2022, building on the success of Schwartz North
[25], Health Education England (HEE) commissioned the
launch and evaluation of ‘Schwartz South, supporting
HEIs in the South of England to implement Rounds. This
provided an opportunity to examine implementation of
Rounds across a range of HEIs and thereby contribute to
the growing evidence base on Rounds in this setting.
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Aim

To identify the key drivers to successful implementa-
tion of Rounds within HEIs, using Schwartz South as an
exemplar.

Methods

Design

A mixed-methods (qualitative dominant) longitudinal
case study design was used to evaluate implementation
of Rounds across six HEIs [26]. A case-study design was
considered appropriate as it allowed in-depth explora-
tion of how Rounds were implemented and experiences
within different institutional contexts over time, while
also allowing for comparison across sites. Successful
implementation was defined as delivery of Rounds with
high fidelity to the PoCF Schwartz Rounds model, fre-
quent and successful Rounds (good uptake, acceptabil-
ity and regularity), and evidence over time of integration
into organisational strategy and practices (e.g. pathway to
normalisation [27]).

Schwartz South was designed as a Hub-and-Spoke
model, with the University of Surrey (the hub) support-
ing HEIs (spokes) to implement Rounds. Drawing on its
experience delivering and evaluating Rounds [17, 28],
the University of Surrey, shared resources, and offered
ongoing formal (three online events) and ad-hoc support
throughout the project period, culminating in a celebra-
tion event (April 2022-December 2024). Each spoke site
received funding to cover the PoCF licence fee (for the
first 2 years), including access to training, support and
resources from the PoCF, and a contribution towards
administrator/running costs.

Sampling of participant sites

Advertisements were sent to all HEIs with healthcare
programmes in the South of England inviting expressions
of interest to join Schwartz South. Recruitment occurred
in two waves: May 2022 (Cohort one) and September
2022 (Cohort two). Eight expressions of interest were
received; two were not eligible due to either already hav-
ing Rounds established or being out of region. Six HEIs
joined Schwartz South and participated in this study,
with three in each Cohort.

Data collection

Data were collected from November 2022-July 2024.
Data collection was aimed at enabling longitudinal inves-
tigation of all four stages of Rounds [17]: (1) sourcing sto-
ries/storytellers, (2) preparing storytellers, (3) the Round
itself, and (4) after-effects/impact of Rounds. Data collec-
tion methods included (a) bespoke data collection forms;
(b) a post-Rounds attendance questionnaire; (c) semi-
structured interviews; (d) non-participant observations
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of Rounds, storyteller preparation and steering group
meetings.

Bespoke data collection forms

Forms were completed by the clinical lead, facilitator or
administrator to collect data for each Round on title; date
and time; number of students registered to attend; titles
of courses/programmes invited to attend; total number
of attendees and storytellers (including whether staff or
students).

Post-rounds attendance questionnaire

A feedback questionnaire was distributed to all partici-
pants post-attendance either in hardcopy or shared dig-
itally via Qualtrics (via a QR code or anonymised link).
The questionnaire included items previously used in the
national evaluation of Rounds [17], and items adapted
from the post-Round survey developed by the PoCF [18].
A copy of the questionnaire can be found in Supplemen-
tary material 1. Due to the focus on evaluating imple-
mentation, three items were selected for analyses here:
the overall Round rating (from poor to exceptional); and
factors that enabled and prevented attendance (multiple
choice with additional free-text option).

Semi-structured interviews

Topic guides, informed by Rounds implementation evi-
dence [17, 29], were tailored to the interviewee role.
Questions explored participants’ experiences of Rounds,
including barriers and facilitators to implementation and
engagement. We aimed to interview at least one facilita-
tor, clinical lead, steering group member, administrator,
attendee and storyteller at each site. Participants were
invited (by email or in person) after their site had held
at least two Rounds. Interviews were scheduled through-
out the study period to gather data on experiences over
time. Interviews were conducted individually via Micro-
soft Teams, were audio recorded, and lasted 38—84 min
(M =55 min).

Non-participant observations

Observational fieldnotes from Rounds, storyteller prepa-
ration and steering group meetings were captured using
bespoke data collection forms. Forms were adapted from
a previous study [29] (see Supplementary material 2) and
allowed for both inductive and deductive data collection.
Data collected are summarised in Table 1.

Data analysis

The framework method [30] was used to integrate and
analyse interview, observation and survey data within
and between each case study site (Table 2). This allowed
exploration of within-site patterns and cross-site com-
parisons, while considering their individual context.
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Table 1 Observational data collection
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Table 2 Stages of analysis using the framework method [30]

Observation Contextual Key elements to ensure  Other
form data safety & fidelity (taken ob-
from PoCF training serva-
manual) tions
Rounds -Day and time  Comments on the < Any
+Theme of following: issues
Round « Introduction to Round experi-
- No. facilitators  protocol enced
- No. - Boundaries for safety - Audi-
storytellers - Sensitive space ence
+No.in - Time management con-
audience - Managing silence and tribu-
- Timings of speaking tions
start, introduc-  + Avoiding problem solving  « Man-
tion, stories, - Drawing out underlying  age-
discussionand  meaning of stories ment
end - Maintaining neutral of
+ How many curiosity emo-
speaking audi- tions
ence members and in-
(or in the chat terper-
if online) sonal
- Roles of team dynam-
members ics
- Types/top- - How
ics of stories the
shared (by Round
storytellers and was
audience) ended
Steering group - Day and time - Time management
meetings -Agendaand - Opportunity and recep-  Atmo-
minutes taken  tiveness for sharing views  sphere
- Chairing/ - Feedback from previous  and in-
leadership of ~ Rounds terper-
meetings - Planning for future sonal
- Attendance Rounds dynam-
(of staff and ics
student
representatives) Sourc-
- Meeting ing of
structure story-
- Content of tellers
discussion
Storyteller -Day andtime - Introduction by facilitators «Time
preparation + How many - The emotional/relational  of sto-
participants content drawn out (with ryteller
- Theme similarities and differences  to
« Structure of between stories) reflect
session - Facilitators management  on
- Topic and of readiness and emotion  own
structure of in telling story story
stories - Facilitator setting bound-  « How
aries for safety meet-
- Understanding of story-  ing
teller of Rounds purpose ended
and what is required - Notes
on
story
prepa-
ration

Stage of analysis

Analysis procedures

Stage 1:Tran-
scription/ Data
preparation

Stage 2:
Familiarisation

Stage 3: Initial
Coding

Stage 4: Develop-
ing analytic
framework

Stage 5: Applying
the framework

Stage 6: Charting
to framework
matrix

Stage 7: Interpret-
ing the data

Audio recordings of interviews were transcribed
verbatim and handwritten observation forms were
typed into Microsoft Word. Survey data were down-
loaded into SPSS (Version 29) for frequency analysis
of multiple-choice responses regarding barriers and
enablers to attendance. Free-text responses were
analysed where responses were either categorised
into existing themes (from the multiple-choice op-
tions) or used to create new themes.

All data was organised per site and reviewed (read
and re-read) to familiarise with initial topics and
narratives. During this stage, the research team
planned the strategy for analysis and discussed
initial comments from familiarisation.

Initial coding was completed for two sites. Inter-
views were analysed first, inductively, to identify
enablers and barriers of implementation. Next, ob-
servation forms were analysed inductively to search
for additional codes, as well as deductively search-
ing for features that would support, or conflict, with
those already identified in interviews. Finally, survey
data was reviewed to provide additional student
perspectives on engagement.

The research team met to discuss emerging codes
and their inter-relations. The relevance and useful-
ness of using an existing evidence-based imple-
mentation framework to code and organise data
was discussed and agreed (CFIR) [31]. Based on
this, the analytic framework was created whereby
data were also coded according to domains (and
constructs) within the CFIR (including contextual
factors of each HEI).

All data was then coded according to this frame-
work for each site. Emerging findings were dis-
cussed in regular research team meetings leading
to further analysis and development of codes.

Key barriers and facilitators to implementation were
then charted into large matrices for each domain of
the CFIR, including contextual data for each site to
enable exploration of patterns within and between
sites.

Patterns within and between sites of barriers and
enablers to implementation under the CFIR con-
structs were identified and analysed by the team
resulting in identification of the key determinants
of successful implementation of Rounds.

Students’ Round ratings from the survey were initially
included, but the limited variation between sites (all
highly rated, Range M =4.0 (SD =0.0)-4.4 (SD=0.6)) and
variable sample sizes (2-318) meant this data did not help
to explore variation between Rounds or sites, and this
data was therefore excluded.

Data were analysed both inductively and deductively
when identifying codes, followed by a further deduc-
tive analysis using an analytical framework informed
by the Consolidated Framework for Implementation
Research (CFIR) [31], Table 2). The CFIR provides a com-
prehensive theoretical framework of the determinants
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of implementation, aiding evaluation of health-related
interventions. It includes features of the intervention
itself, the inner setting (or organisational context), as
well as the outer setting (e.g., wider HEI network, NHS).
Through synthesis across data sources and sites and
charting barriers/enablers into a matrix, key drivers to
implementation were identified.

Ethical considerations

The study was approved by the University of Surrey eth-
ics committee (FHMS 22-23 001). Rounds attendees
received study information and provided consent upon
registration. At the Round attendees were reminded of

Table 3 Characteristics of sites
Site HEI size Number of Health-
(Number of care/social care
students)*  students*

(Sites based across)
17,000 800

(2 sites)

Courses invited
to Rounds

Peony Adult Nursing,
Child Nursing,
Mental Health
Nursing, Physio-
therapy, Occu-
pational Therapy,
Podiatry, Para-
medic Science,
Midwifery, Health
And Social Care,
Diagnostic
Radiography
Nursing, Physio-
therapy, Social
Work, Nutrition
And Dietetics,
Occupational
Therapy

Adult Nursing,
Children And
Young People
Nursing, Mid-
wifery, Mental
Health Nursing,
Physiotherapy,
Occupational
Therapy, Operat-
ing Department
Practice, Para-
medic Science,
Social Work
Nursing, Physio-
therapy, Social
Work

Nursing, Mid-
wifery, Radiogra-
phy, Paramedic
Science, Dietetics

Adult Nursing

8,000 700
(1 site)

Daisy

Cornflower 17,000 700

(3 sites)

Rose 7,000 350

(1 site)
Lavender

35,000 2,000

(1 site)

Daffodil 30,000 200
(2 sites)

* Rounded to nearest 100 to preserve anonymity
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the study, that the Round was being observed and were
given the opportunity to leave prior to the Round start-
ing. Informed consent was obtained before question-
naires, interviews and non-participant observations.
Questionnaires were anonymous, and sites were given
pseudonyms during data collection and analysis to ensure
anonymity. Quotations are attributed only to the role of
the interviewee. Cohort One (Peony, Daisy and Corn-
flower) began in 2022 and Cohort Two (Rose, Lavender
and Daffodil) in 2023.

Results

Characteristics of sites

Six HEIs in the South of England joined the Schwartz
South project as case study sites. There was variation
across sites in relation to the number of total enrolled
students (7,000-35,000), health/social care students
(200-2,000) and types of health/social care courses ran
(Table 3). Rounds were run across two or more sites in
three of the HEIs.

Rounds conducted and data collected

Of the six HEIs, five implemented Rounds during the
data collection period. Daffodil did not (with reasons
explored throughout the results section). Of those that
implemented Rounds, the number of Rounds run var-
ied (3—11), whether in-person or online, as did average
student attendance (13-77, Table 4). All five sites invited
steering group members (e.g. staff) to attend Rounds,
and three sites (Peony, Daisy and Rose) also included
staff members as storytellers. Observational data were
collected in 14 Rounds (2—4 per site), 14 steering group
meetings (2—4) and ten storyteller preparation meetings
(1-4). Nineteen interviews (2—5 per site) were conducted
(Role information of those interviewed is presented in
Table 4), and 481 survey responses were received (2-318,
Table 4).

In relation to enablers and barriers to Rounds atten-
dance, the most common enabler across sites was the
suitability of the time of day, with preferred times varying
between students, with no one time ideal. Sites typically
scheduled Rounds at lunchtime or the end of the day.
This worked for some but barriers to attendance included
difficulty in sparing the time, uncertainty about what
was involved, and the timing of the Round being unsuit-
able (Table 5 presents most frequently reported barriers/
enablers; See Supplementary Table 1 for all). In contrast,
one site timetabled Rounds into student modules.

Key drivers for successful implementation of rounds in HEIs
Successful implementation was defined as delivery of
Rounds with high fidelity to the PoCF Schwartz Rounds
model, frequent and successful Rounds (good uptake,
acceptability and regularity), and evidence over time of
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oz 8 s - = integration into organisational strategy and practices
“>>" § §;§ 2 § g = 8 (e.g. pathway to normalisation [27]). Based on previous
E § & g PyvLo 3 research in healthcare settings it was determined that
meeting these criteria would lead to Rounds being most
Cw 5 likely to optimise their impact on students learning and
§5= |~ <A(i e = wellbeing [20].
% g’ g Zﬁ _i Zﬁ _§ 3 Key drivers of successful implementation were identi-
523 d3d3cC fied and mapped to CFIR domains and constructs (Sup-
E é é Lo o plementary Table 2 presents this mapping; definitions of
CFIR constructs are provided in Damschroder et al. [31]).
. E= Successful implementation was found to be dependent
% 5 E on multiple factors, predominantly the characteristics of
585 those delivering Rounds and the strategies used to engage
S g_é Nt N - . © students and encourage attendance. Those champion-
- ing implementation were most successful when actively
‘§ % supported by a senior, clinical lead, an engaged steer-
2 g é ing group and an administrator to increase awareness of
& 3w Rounds among students and staff.
AEZT| v v a2 The key drivers and their relationships to each other
? are summarised in Fig. 1. In this model, the drivers are
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= é % N T ger the driver, the more successfully Rounds were imple-
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5 3 in more detail in the following sections.
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"qc:'J % § g Outer setting: external organisations
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a San _© © 55 E port and sharing both knowledge and practical resources.
£ % LyIvET = % 3 Funding provided by HEE through the Schwartz South
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= gg :‘g’, =g % g S E E access training and resources needed. While sourc-
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& 5 & taining Rounds (frequently discussed in steering group
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% 8|8 ’_g X implementation:
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IR S owmo v om é £ It feels like we are part of something bigger, able to
é _ % g ask questions, if we are struggling with anything,
§ %J 5 - £ QE having the (PoCF) mentor has been a brilliant part
é o 22F g g E ;’E %; of that process (Clinical Lead — Peony).
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< S Through these connections, sites gained knowledge on
2 5 5 _|S 8 Rounds and resources such as such as scripts and infor-
K- E o 8 o RS g p
) S 5 S 2 olg 2 mation packs from the University of Surrey and PoCF:
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Table 5 Most frequent enablers and barriers to student attendance reported in survey
Total N Responses: Peony Daisy Cornflower  Rose Lavender  Total
% (N) % (N) % (N) % (N) % (N)A % (N)
318 34 14 2 113 481
What encouraged you to attend this Round?
The time of day was right 55.7.(177) 73.5(25) 57.1(8) 100.0 (2) 32.7(37) 51.8(249)
I was not in placement/clinical practice 36.5(116) 2(14) 285 (4) 0.0 (0) 1(25) 33.1(159)
It was face-to-face and | was already in college 24.2(77) 1(16) 0.0(0) N/A 496 (56) 30.1(149)
I saw a poster and the topic appealed to me 30.5 (97) 8.8 (3) 214 (3) 50.0 (1) 3.5(4) 22.5(108)
It was online and easy to attend 30.8 (98) N/A 285 (4) 100.0 (2) N/A 21.6(104)
Are there any challenges you experience in attending Rounds?
Difficult to spare the time 23.9(76) 26.5(9) 35.7(5) 0.0 (0) 8.0 (9) 20.6 (99)
| didn't know what was involved 14.5 (46) 324(11) 7.1(1) 0.0 (0) 25.7 (29) 18.1 (87)
I couldn't get to college for the Round (face-to-face) 11.9 (38) 23.5(8) 7.1(1) N/A 18(2) 10.2 (49)
Rounds are scheduled at a bad time of day for me 9.4 (30) 23.5(8) 143 (2) 50.0 (1) 3.5(4) 9.4 (45)
Too expensive to get to college for the Round (face-to-face) 53(17) 84 7.1(1) 500 (1) 18(2) 5.2 (25)

Note that attendees could select more than one option; All Daisy and Lavender Rounds were face-to-face, all Rose Rounds were online; ARounds were timetabled within

modules for students

Outer setting

External Organisations: Point of Care Foundation, University of Surrey, Health Education

England

Credibility, Finance
3

Evidence Base

Resources

Deliverers of Rounds |

Delivering Rounds

Accessing
Resources

Clinical lead
involvement

Facilitators
championing
Rounds

Steering group
and
administrator
support

Fig. 1 Model of successful implementation of Schwartz Rounds in HEIs

Everything that I learned about what the Rounds
actually were came from Surrey... I was sent loads
of PDFs and things that were really useful (Adminis-
trator — Daisy).

External organisations also influenced the implementa-
tion of Rounds through providing evidence of the cred-
ibility of the intervention. Academics at the University of
Surrey (the hub) led the national evaluation of Rounds
in practice settings and had been running Rounds for
students since 2019. They therefore were considered

Student Engagement

Staff engagement

Round
promotion Embedding Successful
Student Rounds implementation of
involvement into routine Rounds

practice

Inner setting

reputable and provided the evidence base for justifying
investment and implementation of the intervention to
their organisation. This context encouraged organisations
to join Schwartz South, and gave confidence to those
delivering Rounds when encouraging colleagues and stu-
dents to consider being involved:

I was evangelising to people about Rounds since day
one. 1 felt that the Surrey project gave me more credi-
bility... It wasn’t just my idea of something, I sent the
paper — see, it'’s evidence-based (Facilitator — Daisy).
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Table 6 Delivers of rounds across HEls
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Site Facilitator champion Senior leadership

Involved clinical lead

Supportive steering group Admin support

Peony v

Daisy

Rose
Lavender

v
v
Cornflower v
X
v
Daffodil X

SIS NN NN
X NN X S

X NN X NS
SR NE NN

Inner setting: deliverers of rounds

Within each HEI, the level of involvement and char-
acteristics of those involved in delivering Rounds was
key to implementation success. Facilitators, specifically
those that were seen to champion Rounds, were the
main driving force behind implementation. Implemen-
tation worked best when they had strong support from
an engaged clinical lead in a senior position (e.g., Head of
School/Department), and from their steering group and
administrator. There was diversity across sites in relation
to how well these roles were filled (Table 6), with only two
sites having all roles (Peony and Daisy), and one having
none for the majority of the evaluation period (Daffodil,
who were unable to implement Rounds). The influence of
having/not having these deliverers and the collaboration
between them are described in the following sections.

Facilitators championing rounds
Implementation was most successful when one or more
facilitators were observed to adopt the role to spearhead
or ‘champion’ Rounds (Seen in four sites, Table 6). These
facilitators were the driving force behind each aspect
of implementation, including engaging with Schwartz
South, proactively seeking support from senior leader-
ship, organising the steering group and meetings, in
addition to the day-to-day tasks associated with Rounds
preparation. The long-term absence of the facilitator who
initially championed Rounds at Daffodil was a key reason
Rounds were not implemented, as there was no longer
anyone leading the project, or able to obtain senior lead-
ership support, nor appoint any of the additional roles.
Certain features were identified in those that cham-
pioned Rounds, that subsequently aided implementa-
tion. For example, implementation was expedited if the
champion had pre-existing experience and knowledge
of Rounds. Peony and Daisy had facilitators that previ-
ously attended facilitation training in a healthcare prac-
tice organisation (e.g., NHS), so did not have to wait for
training which was seen to cause delay at Rose. Having
prior experience also gave facilitators more confidence in
facing challenges to implementation. For example, when
faced with low attendance in early Rounds, the facilitator
at Daisy was observed to draw upon their prior experi-
ence to reassure steering group members. Confidence

of facilitators provided a sense of capability which trans-
ferred to others involved in running Rounds:

I might have a different opinion if I didn’t have such
experienced facilitators... they know exactly what
they’re doing... they're perfectly capable of setting it
up (Clinical Lead — Peony).

Passion for Rounds and their purpose was a common
characteristic among the facilitators that led implemen-
tation. This passion was key in creating momentum by
motivating both themselves and the steering group to
drive implementation. In interviews, facilitators often
stated how it was their interest and love for Rounds
which encouraged them to be involved:

In general, it's one of the best things I do. I really do
enjoy it ( Facilitator - Peony).

However, these facilitators were observed to take on the
majority of tasks involved in running Rounds, with other
steering group members (and facilitators) relying on
them to complete such tasks. Those championing Rounds
noted the challenges of an increased workload of main-
taining Rounds implementation, as allocated hours were
not always sufficient:

to put [Rounds facilitation] into a whole job as a lec-
turer where you have so many responsibilities and
commitments, and this is an add-on, but it cannot
take too much time (Facilitator — Daisy).

At Rose, although Rounds were implemented, there was
no explicit champion, and therefore difficulty with gain-
ing momentum was observed. For example, steering
group meetings were well organised by the clinical lead
and actions were set, but without a champion it appeared
that there was a lack of ownership over Rounds and
agreed actions were not always implemented once the
steering group meeting had ended.

Seniority and involvement of clinical lead
In four of the five sites (Table 6), the role of clinical lead
was fulfilled by a senior leader at their university. Clinical
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leads in senior positions provided oversight of imple-
mentation and support through having a direct line to
the executive board in the HEI (responsible for allocating
resource), which was useful in justifying Rounds, time
commitment of staff members, and sourcing ongoing
support:

I think it’s not just about the money. It is about the
support from leadership. It's strategic leadership
support (Clinical lead — Cornflower).

Those in senior positions had authority to schedule
Rounds effectively around student timetables, selecting
times when students were already on campus or avoiding
placements and lectures (the most frequently reported
enabler to attendance was the timing of the Round across
all sites 33—-100%). They were also able to leverage sup-
port from wider areas in the university such as marketing
or web designers which facilitated successful delivery:

Because I'm in a position to be able to action that
quite quickly, and link people in with the marketing
person or the website person, those actions happen
quite quickly (Clinical lead — Peony).

Sites that did not have senior leadership either did not
implement Rounds (Daffodil) or experienced delay (Lav-
ender). In not having seniority, the clinical lead at Laven-
der faced challenges in setting up a steering group as it
was more difficult to obtain permission for staff to meet
and attend training or to recruit an administrator. Only
with lobbying and additional work by the clinical lead (to
cover administrative tasks and encourage staff members
to join) was implementation successful.

The level of engagement of the clinical lead also influ-
enced implementation. Engaged leads chased actions and
set an example of involvement and engagement to the
steering group. Leads who prioritised attending Rounds
and steering group meetings provided motivation and
feelings of support to the facilitators:

And the fact that [clinical lead] is coming every
time... so in the organisation, the head of depart-
ment, it's something he really loves coming to. It's a
nice feeling. (Facilitator — Daisy)

When this wasn’t possible, for example when a lead
had limited capacity, implementation momentum was
seen to falter. At Cornflower, frequent non-attendance
or rescheduling of steering group meetings by clinical
leads appeared to reduce member engagement over time.
Lower attendance and actions not followed up within and
outside meetings was observed, leading to Rounds being
cancelled.
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Supportive steering group

Steering group involvement, whose role is to help plan
and promote Rounds and source storytellers, was vari-
able across HEIs. The most effective steering groups
had active, enthusiastic members who would contrib-
ute within steering group meetings, take ownership of
actions both within and beyond meetings and frequently
talk to students about Rounds (e.g., engaging students
within their own disciplines to increase attendance).
Steering groups were most effective when shaped to the
strengths of the members and the more effective they
were, the more they reduced the demand on the facili-
tators and allowed for effective collaboration across all
those delivering Rounds, which was considered essential
for implementation success:

We've sort of all been on the same page... we're really
like supportive of each other. We've got the same
goal. I think that’s why it works so well (Facilitator
-Lavender).

However, steering group involvement was an area of
challenge for all sites. Facilitators at Cornflower and Rose
discussed a lack of understanding of the expectations
of the role of steering group member during observed
meetings. It was thought that some steering group mem-
bers viewed their role as only attending the meetings, but
not activities beyond that:

I think there lack of clarity at the very start about
when you come into this steering group, what is it
you're being asked to do, and I think many people
entered into it as... that sounds like a good idea, but
not something that I'm necessarily going to commit
my time towards, as in outside of these two hours or
an hour in relation to my steering group. We have
members of a steering group, for example, that have
not attended a Schwartz Round (Facilitator - Rose).

Those with lower steering group involvement experi-
enced greater challenges to implementation. For exam-
ple, at Cornflower low attendance at steering group
meetings hindered momentum for implementation as
actions could not be agreed, previous Rounds could not
be reviewed effectively, and future Rounds could not be
planned. This added more burden and isolation onto the
facilitator:

you're kind of just shouting into the ether ... and
nobody’s listening (Facilitator — Cornflower)

A common difficulty across all sites was that steering
group members were not allocated hours within their
work plan for attending meetings, nor for additional



Beck et al. BMC Medical Education (2026) 26:427

activities required, and therefore other work-related
responsibilities took priority:

the start of our barriers [for steering group atten-
dance] was the fact that... there was a staff survey
that said nobody had time [for anything additional],
that everybody was being asked to do extra things
(Steering group member — Lavender).

The importance of maintaining enthusiasm and remind-
ing of responsibilities was noted across all sites. Even
the most effective steering groups reported the need to
refresh membership to accommodate changes in avail-
ability, passion and interest.

I think you need to get people enthusiastic, get them
on board and have an expectation of them, and
if they don’t meet it, kindly let them go and find
somebody that would like to do it (Administrator —
Daisy).

Administrator support

Administrators played a fundamental role in supporting
Rounds implementation by managing logistical respon-
sibilities, allowing facilitators and steering group mem-
bers more time to focus on other activities. However,
their availability and involvement varied across sites. Two
sites had no administrative support (Lavender and Daf-
fodil). In the other four sites, their role varied. At Peony
and Rose, administrators primarily fulfilled clerical duties
as outlined by the PoCF guidance. In contrast, adminis-
trators at Daisy and Cornflower also adopted responsi-
bilities of a steering group member such as helping name
themes and promote Rounds by giving presentations in
lectures.

There was no single model of administrative involve-
ment that worked best; rather, successful implementation
depended on how well the administration aligned with
the needs of the delivery team. At Peony, a strong team of
two facilitators and engaged clinical lead meant the cleri-
cal administrator role worked well. In Daisy and Corn-
flower, closer collaboration between administrator and
facilitator was beneficial due to increased demands on a
single facilitator and/or limited steering group involve-
ment. Where administrators were integrated into the
team, coordination was smoother and implementation
more efficient. When there was poor fit, it left those run-
ning Rounds feel less supported:

I think one thing that was really traumatic to me
was that we got the first administrator wrong... And
I really felt completely lonely the first round. (Facili-
tator — Daisy)
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At Lavender, the lack of administrative support posed a
barrier. To address this, Rounds were scheduled within
existing timetabled modules, which reduced logistical
burden but may have impacted participation (explored
below under Student Engagement).

Inner setting: delivering rounds

Alongside ‘deliverers, were key features about ‘delivering’
Rounds that influenced implementation success. When
the deliverers (Rounds team) worked well together, these
‘delivering’ processes were more effective.

Student engagement

Engaging students to be aware of and attend Rounds was
fundamental to implementation success across HEIs.
This was done through Rounds promotion and student
involvement.

Rounds promotion and ensuring clarity about what rounds
are

Promoting Rounds to students was used to mitigate
the barrier of students not knowing what Rounds were
(18.1%, Table 5), or that they were being run at their HEIL:

the main difficulty that the team has right now is
making sure that people attend the Rounds. And ... a
lot of times, it’s people knowing about them. (Admin-
istrator — Cornflower)

Once students attended a Round, this encouraged future
attendance. Survey data showed that 49.0% (0-56.4%
across sites) of responders had been to at least one Round
previously. As one student stated, they then knew what
Rounds were and what they involved:

I didn’t really know what was involved but today
was very interesting. I will definitely attend the next
one. (Attendee — Peony)

As a result, promotional materials aimed to describe
what Rounds were and provide the details for the upcom-
ing Round. Promoting Rounds in lectures was deemed
effective, particularly when delivered by a member of
the Rounds team (deliverers) as they were authentic
and engaging. In steering group meetings, members
were observed discussing that they recognised students
they had spoken to about Rounds in the audience. Stu-
dent survey responses suggested that advertising Rounds
using online or hardcopy posters was beneficial (23% of
survey responses reported posters encouraged atten-
dance, Table 5). However, it was noted that informal
channels were the most effective. For example, students
appeared most receptive when facilitators and steering
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group members frequently spoke to their students out-
side of lectures/seminars about Rounds:

So, some of it and we’ve done a lot of really good for-
mal things with promoting the Rounds, but on the
most part, like all these things, quite often the infor-
mal channels are the ones that that just work. (Facil-
itator — Peony)

Staff members who had good relationships with their stu-
dents were perceived as having credibility when recom-
mending Rounds, with some students noting that their
tutor or lecturer personally encouraging them to attend
was instrumental in their attendance.

In contrast, solely sending cohort wide emails with
Rounds information was thought to be least effective:

if we're thinking I'm emailing out to 500-odd stu-
dents, then we're getting about 1-2% attendance.
(Administrator - Rose)

In interviews and steering group meetings, Schwartz
team members from Peony and Cornflower discussed
that students were likely to delete (or ignore) emails
when they were unaware what Rounds were, and often
were receiving multiple emails from the university.

As an incentive to attend, Cornflower trialled practice
hours to be claimed by students attending Rounds, and
Lavender timetabled Rounds within student modules.
These strategies were both effective at increasing atten-
dance. However, observational data suggested an unin-
tended consequence whereby students in these sites were
seen to be much less engaged in the stories and discus-
sion, e.g. observed using their phones or having concur-
rent conversations with their friends.

Student involvement in implementation

To enhance student engagement, several sites partnered
with students in implementation activities. At Peony,
Lavender and Rose students were recruited as Schwartz
representatives on steering groups based on the model
used at Surrey. In observed steering group meetings,
representatives provided student perspective on top-
ics raised, shared peer feedback about how Rounds
were received, and were asked to share communications
with their peers. Students at Peony and Rose were also
recruited to produce advertising materials, knowing what
would engage students best.

Additionally, Peony and Daisy involved students by
encouraging sign-up to Rounds through a dedicated
social media site and mailing list respectively. Through
these students received Round information, could pro-
vide feedback and were able to vote on polls regard-
ing future theme choices. These strategies allowed the
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creation of a Schwartz community and helped tailor
implementation to student needs, while providing stu-
dents with ownership:

It belongs to them, its for them. (Administrator —
Daisy)

Staff engagement

Raising Rounds awareness among staff members beyond
the steering group increased the likelihood of them
encouraging their students to attend and thereby increas-
ing promotion to students. One strategy encouraged by
the hub (Surrey) and used by three sites (Peony, Corn-
flower and Lavender) was to run separate staff Rounds
and demonstrate firsthand what they involve and their
benefit:

(we wanted) to start with a staff round to get our
faculty embedded and on side, and seeing the actual
added benefits of that. (Facilitator — Cornflower)

Through this, Peony also reported an increase in staff
members expressing interest in joining the steering
group, creating a waiting list of staff members to contact
when a vacancy arose.

Embedding rounds into routine practice

During the study period, Peony, Daisy and Lavender
demonstrated signs of embedding Rounds into routine
university practice. In steering group meetings, focus
shifted from early-stage concerns (e.g., increasing atten-
dance, selling Rounds to the wider university, clarifying
roles, and scheduling issues), to sustaining and refining
Rounds. This was reflected in the activities undertaken by
all Schwartz teams, who in early stages of implementa-
tion focused predominantly on informing students about
what Rounds were. In those that began to embed Rounds,
focus of actions shifted to planning and advertising mul-
tiple Rounds in advance, tailoring Rounds to specific
events or student requests, encouraging more student
contribution, and the creation and maintenance of addi-
tional resources (such as a webpage at Peony). Over the
course of the study, in these sites, students were observed
to demonstrate increasing familiarity with the structure
and intention of Rounds, avoiding problem solving in
Rounds and contributing relevant reflections, suggesting
they were becoming ‘Schwartz savvy’ [17].

Discussion

Investigation of the implementation of Schwartz
Rounds within six HEIs has enabled the production of
an evidence-based model describing the key drivers for
successful implementation of Rounds in this setting. Suc-
cessful implementation was enabled by the provision of
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financial and practical resources, and expertise provided
by key players in the ‘external” setting, namely the PoCF,
the University of Surrey, and HEE. Following receipt of
this support, it was the characteristics and inter-relation-
ships of those leading and delivering Rounds alongside
the engagement strategies they employed that impacted
on success. Rounds are aimed at supporting health care
students with the difficult, challenging work involved in
care, giving space to reflect, learn and heal. Whilst these
outcomes were not measured as part of this study, previ-
ous research would support that successful implementa-
tion would be associated with such outcomes [4, 19, 20].

While certain challenges were unique to HEI settings,
several concurred with findings from previous evalua-
tions of Rounds in healthcare settings. These included
the burden of planning and running Rounds on facilita-
tors, difficulties identifying optimal timing for Rounds,
and the need to refresh steering group engagement over
time [17]. As with previous Rounds evaluations [20], the
effectiveness of drivers was not binary but operated as a
dimmer switch. The greater their presence and strength,
the more successfully Rounds were implemented and
were then on a pathway to being embedded/sustained.

The implementation of interventions in HEIs, akin to
most public sector organisations, is often dependent on
financial considerations. At present many HEIs in the UK
face financial pressures [32, 33], making the cost of new
initiatives a potential barrier to implementation. In this
study, external financial support from Schwartz South
(via HEE) that covered licencing, training, food and
admin costs, likely facilitated organisational commitment
and support for Rounds. Similar schemes/projects for
other interventions have similarly highlighted the impor-
tance of funding in initiating such programmes [34, 35].
Despite this support, financial sustainability remained a
concern beyond the study period. Some sites addressed
this by developing internal business cases, often led by
engaged, senior leads to secure long-term institutional
support and to cover staff time. Nonetheless, securing
consistent internal funding remains a recognised barrier
to the sustained implementation of Schwartz Rounds in
HEIs [24].

Finance alone was not sufficient for successful imple-
mentation. Our findings concurred with previous
research highlighting the importance of having strong,
passionate leaders, those that champion Rounds, and
a wider supportive Schwartz team [17, 36]. The pivotal
role of champions in implementing interventions within
healthcare and HEI settings is well-documented. Cham-
pions have been shown to facilitate the adoption of evi-
dence-based practices, helping overcome barriers and
fostering engagement [37, 38]. However, these individu-
als often face demands that add to already heavy work-
loads [17, 36, 37] or exceed allocated hours as seen in the
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current study. Reliance on a small group of committed
individuals raises sustainability concerns, particularly
within the context of limited financial resource in HEIs.
Issues may arise when staff leave or are unavailable. In
sites that embedded Rounds over this longitudinal study,
they had senior leader support and an effective steering
group who shared demands more effectively and thereby
may act as buffers if key champions leave.

Engagement and attendance challenges also replicated
those reported in previous studies of Rounds in health-
care settings [17, 29]. Lack of awareness and understand-
ing about Rounds remained a key barrier despite the
various materials developed to try to mitigate this (e.g.
films [39, 40], posters). Consistent with prior research,
tailored promotion strategies and well-chosen session
times (albeit no optimal time) were shown to support
student participation [24]. In addition to endorsement in
lectures by genuine, trusted staff (e.g., tutors from steer-
ing group), involving students in implementation was an
effective engagement strategy. Giving students ownership
of the intervention supported its integration into student
culture at the HEIL This supports evidence of highlighting
the value of students as active partners in decision-mak-
ing and co-design in higher education initiatives, which
enhances relevance, awareness and uptake [41, 42]. Addi-
tionally obtaining ‘buy-in’ from wider university staff who
can help deliver information or engagement strategies of
interventions was effective [43].

Aligning with Normalisation Process Theory [27] sites
started to embed Rounds within their university pro-
cesses over the study period resulting in them going
beyond ‘first order’ improvements toward systemic
change. The longitudinal design of this study allowed
the observation of initial implementation efforts to early
stages of integration within institutional culture, under-
scoring that successful implementation is not a discrete
event but an ongoing, adaptive process [44]. This process
involves multiple outcomes, including immediate atten-
dance and engagement as well as longer-term shifts in
organisational culture, such as fostering a more compas-
sionate, reflective environment. Culture change in such
contexts is typically gradual, occurring through small,
incremental steps rather than rapid transformation [45]
as also evidenced in the national evaluation of Rounds in
the NHS [17].

Strengths and limitations

This study was underpinned by the robust evidence base
arising from previous evaluations of Schwartz Rounds
[17] and comparable interventions (i.e., Team Time [29]).
It was unique in its inclusion of multiple sites, enabling
cross-case analysis, allowing for the identification of
common and context-specific drivers of implementa-
tion. The longitudinal design enabled examination of the
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implementation process and offered insights into how
Rounds could become embedded over time. Addition-
ally, the integration of data from multiple methods and
sources (interview, observations and surveys) facilitated
methodological triangulation and enhanced the credibil-
ity of findings by capturing diverse perspectives and con-
sidering the context at each HEI.

The study is limited by challenges in data collection
leading to inconsistencies in the data available across
the sites. We were unable to interview ‘non’ attendees,
so interview data is likely to be skewed to be from those
more engaged in Rounds. There was also wide variabil-
ity in relation to survey response rates between the sites,
meaning findings that used this data are skewed to sites
that ran more Rounds and achieved higher response
rates. The mixed methods design, and triangulation of
interview, observation and survey data helped to mitigate
these limitations. Finally, the study period was not long
enough to assess factors influencing the sustainability
of Schwartz Rounds beyond the implementation phase.
Future research should look to explore sustainability of
Rounds within HEIs.

Conclusion

The findings of this study offer new insight into how
Rounds are implemented in HEIs and the enablers and
barriers experienced. Successful implementation, defined
in this study as delivery with high fidelity to the PoCF
model, sustained uptake and acceptability, and integra-
tion into organisational strategy and practices, was influ-
enced by local adaption, leadership engagement, team
support and student involvement. Where this happened,
there was stronger evidence of positive impact on stu-
dents learning and wellbeing/feeling of support.

While HEIs present distinct contextual challenges,
many implementation issues mirrored those reported
in healthcare settings, including reliance on committed
facilitators, challenges around timing and attendance,
and the need for sustained steering group engagement.
Importantly, early signs of embedding were observed
where Rounds became increasingly familiar to students
and integrated into institutional processes, suggesting
potential for longer-term impact within HEIs.

These findings offer practical guidance for HEIs seek-
ing to implement Schwartz Rounds and support student
wellbeing, highlighting the importance of investment not
only in financial and external support, but also in leader-
ship, team capacity, and partnership with students. More
broadly, this study contributes to the growing evidence
base on implementing wellbeing-focused interventions
in educational settings and underscores that successful
implementation is an ongoing, relational process rather
than a discrete event.
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