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Abstract 
 

 Beginning in 2000 the Institute of Medicine clearly established the importance of 

fostering interdisciplinary collaboration and teamwork with regard to improving patient care 

quality and safety in acute care hospitals. IOM documents also presented evidence of the positive 

impact that interdisciplinary collaboration and teamwork can have on other key dimensions of 

organizational performance. Interdisciplinary collaboration represents a significant issue 

confronting hospital and nursing executives, deans of colleges of nursing and medicine and 

practicing nurses and physicians.  The aim of this study was to examine the extent to which 

collective self-esteem and attitudes toward collaboration were predictors to nurse-to-nurse, 

nurse-to-physician and physician to nurse collaborative practice behaviors in acute care 

hospitals. The conceptual framework used to guide the study was derived from social identity 

theory, symbolic interaction theory, and relevant published research on nurse physician 

collaboration in contemporary acute care hospitals. Three instruments were mailed to randomly 

selected registered nurses and physicians in southwest Ohio. Bivariate and multi-variable 

regression relationships were determined.  In the prediction of nurse-to-nurse collaboration, a 

model comprised of attitudes toward collaboration (JSA) and collective self-esteem (CSE) 

revealed a significant contribution from JSA (t(88) =5.58, p <. 0001) and CSE (t(88) =2.55, 

 p < .0126). In the prediction of nurse-to-physician collaboration, a model comprised of JSA and 

CSE revealed a significant contribution from JSA (t(88) = 5.5, p < .0001) and a non-significant 

contribution from CSE (t(88) = 1.77, p =.08). A similar finding resulted when examining 

physician-to-nurse collaborative practice, where a significant contribution from JSA (t(63)= 

5.23, p < .0001) and a nonsignificant contribution from CSE (t(63) = 0.08, p < 0.9366) was 

found. 
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Collective Self-Esteem and Attitudes Toward Collaboration as Predictors to Collaborative 

Practice Behaviors Used by Registered Nurses and Physicians in Acute Care Hospitals 

Chapter 1 
 

Introduction 

 Dramatic changes have occurred in health care delivery over the last two decades as a 

result of rapid advances in biomedical knowledge and clinical technologies, continued growth 

and expansion of managed care programs, consumer demands for increased access to ambulatory 

care services, and the implementation of more restrictive capitation-based reimbursement 

practices by both public and private sector third party payers. These changes, particularly the 

economic constraints imposed by third party payers, have forced the nation’s acute care hospitals 

to focus on cost reduction and restructuring of their operations in order to achieve maximum 

efficiencies and remain financially solvent (Kovner, 1999; Malloch & Porter-O’Grady, 1999). 

Many acute care hospitals (ACHs) have centered their restructuring initiatives on redesigning 

work processes, employee job functions, and patient care delivery systems as a means to improve 

productivity and reduce labor costs. In most cases, these redesign efforts resulted in decreased 

management levels, fewer registered nurses (RNs) and other professional employees, and 

increased use of various types of unlicensed personnel (i.e., multiskilled care partners, nurse 

extenders, and multitask assistants). Administrative decisions to control costs by reducing staff 

RN positions and increasing the use of less expensive and often inadequately trained unlicensed 

personnel have ultimately led to far more serious consequences with respect to patient outcomes 

and safety. Such decisions have also undermined rather than facilitated the creation of safe and 

supportive work environments for professional nurses and other direct care staff as well. Recent 

research has shown that inadequate nurse staffing levels and lack of demonstrable administrative 

support for nursing practice can lead to higher patient mortality and morbidity rates and increase 
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the likelihood of nurses’ job dissatisfaction, burnout and turnover (Aiken, Clark, & Sloan, 2000; 

Aiken et al., 2002; Aiken & Fagin, 1997; Aiken, Sochalski, & Anderson, 1996; Clark & Aiken, 

2003; Laschinger, Shamian, & Thomson, 2001; Needleman et al., 2002; Needleman & Buerhaus, 

2003; Sovie & Jawad, 2001; Urden & Walston, 2001). 

 Over the past four years, the Institute of Medicine (IOM) has issued a series of three 

comprehensive and interrelated reports on patient care quality and safety problems in the 

nation’s health care system. In its landmark 2000 report, To Err Is Human: Building a Safer 

Health System, the IOM estimated that somewhere between 44,000 to 98,000 patients die 

annually in ACHs due to preventable medical errors. This alarming number does not reflect the 

many patients who survive, but sustain serious injuries and long-term disabilities. The report 

concluded that these errors were primarily the result of system failures rather than people 

problems. With respect to this conclusion, the report clearly asserted that preventing errors 

would require redesigning care delivery processes and practices to make them safer and that the 

focus must shift from blaming individuals for past errors to designing safety into the system to 

prevent future errors. Thus, one of the report’s major recommendations was to create patient-

centered safety systems inside ACHs through implementation of evidence-based practices at the 

care delivery level, including the promotion of interdisciplinary teamwork and collaborative 

practice among all health care professionals. The report further called on ACHs to implement 

interdisciplinary training programs for their professional workforce that incorporated proven 

methods of team training, such as simulations. All programs should include training in 

continuous quality improvement techniques, medical error prevention, and the practical use of 

computerized information management systems to promote interdisciplinary collaboration to 

enhance patient safety. Additionally, the report called for the establishment of a national center 

for patient safety within the Agency for Health Care Research and Quality (AHCRQ) to develop, 
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coordinate, and fund a research agenda focused on achieving needed improvements in patient 

safety. This recommendation emphasized the need for nurses to engage with other 

interdisciplinary team members in launching error-reduction initiatives in their respective work 

environments (IOM, 2000). 

 In its second report, Crossing the Quality Chasm: A New Health System for the 21st 

Century, the IOM (2001) called for fundamental changes in the health care system in order to 

close the quality gap that exists between the care people should receive and the care they do 

receive. The report articulated new performance expectations for the 21st century health care 

system as well as new and overarching principles for redesigning virtually every aspect of the 

existing system. Among other things, the report’s recommendations called for the creation of a 

new environment for care that fosters and rewards quality improvement by developing an 

organizational infrastructure to support change, facilitating the use of computer-based 

information technology to promote evidence-based clinical practice, realigning payment 

incentives for health care organizations, and preparing the professional health care workforce to 

better serve the needs of patients in an era of expanding clinical knowledge and rapid change. 

With respect to this last recommendation, the report called for leaders within the health 

professions to discuss and develop strategic interventions for enhancing the educational, training, 

licensing, and credentialing programs of all the health care disciplines. The report further 

recommended that these interventions should be focused on ensuring that students and working 

professionals develop and maintain proficiency in five core areas: (1) patient-centered care 

delivery, (2) use of information technology including clinical decision support systems,  

(3) application of continuous quality improvement techniques, (4) providing evidence-based 

health care, and (5) functioning on interdisciplinary teams. This report, like the previous one, 

underscored the importance of collaboration for effective team functioning and the importance of 
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collaborative work for improving patient care quality and safety. Not surprisingly, the report’s 

findings indicated that current efforts to prepare nurses, physicians, and other health 

professionals to work collaboratively in various interdisciplinary forums has proven to be 

especially difficult because of differences in educational backgrounds and professional 

hierarchies as well as differences in organizational and social hierarchies and the long history of 

professional conflicts, turf battles, and stereotyping that has characterized cross-disciplinary 

communications since the early 1900s (IOM, 2001). 

 In its third report, Keeping Patients Safe: Transforming the Work Environment of Nurses, 

the IOM (2003) refocused attention on key aspects of hospital-based nurses’ current work 

environments that have an impact on patient safety and identified needed improvements in 

nurses’ working conditions that would reduce the risk of health care errors and enhance patient 

safety. The report presented compelling evidence of the threats to patient safety posed by low 

RN staffing levels, inadequate decision support systems at the point of care, poorly designed 

work processes and work spaces, and inconsistent inter-professional collaboration among 

nursing staff and other health care professionals. Drawing on this evidence, the report concluded 

that many of the hospital restructuring activities undertaken in the 1990s were carried out in 

ways that significantly damaged the trust between nursing staff and management. This loss of 

trust was derived from the perception that the various nursing work redesign initiatives strongly 

emphasized economic efficiency over patient and staff safety. Poor communication practices and 

behaviors also led to mistrust. The report proposed four substantive recommendations for 

addressing these work environment deficiencies through transformational leadership and 

evidence-based management practices. The recommendations and corresponding leadership and 

management practices of highly effective nursing leaders included: (a) creating and sustaining 

high levels of trust through out the organization and actively managing change processes, 
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(b) engaging workers in nonhierarchical decision making pertaining to work and work space 

redesign, (c) balancing the tensions between economic efficiency and patient safety,  

(d) establishing the organization as a “learning organization,” and (e) supporting interdisciplinary 

collaboration by providing ongoing training in effective communications, conflict management 

and collaboration on a regularly scheduled basis. The report also described how these leadership 

and management practices approximate those that have already been successfully employed in 

creating exemplary nursing work environments in a number of contemporary hospitals 

designated as “magnet hospitals” (IOM, 2003). Research specific to the magnet hospitals will be 

discussed in the literature review section of this manuscript. 

 Overall, all three IOM reports clearly established the importance of fostering 

interdisciplinary collaboration and teamwork to improve patient care quality and safety in ACHs. 

They also presented evidence of the positive impact that interdisciplinary collaboration and 

teamwork can have on other key dimensions of organizational performance, including improved 

coordination and continuity of patient care, decreased lengths of stay and associated costs, and 

improved patient and clinical staff satisfaction. Despite these benefits, the findings of the reports 

further indicated that true interdisciplinary collaboration remains uncommon in contemporary 

acute care settings. With respect to these findings, the collaborative skills needed to function 

across professional lines are new to most health care professionals who have been schooled 

separately and have different professional, social, and organizational hierarchies. In many acute 

care settings, collaboration often means working in parallel fashion at best, and at worst, in 

opposition or in an equally dysfunctional competitive mode. The reports offered a number of 

substantive recommendations for improving interdisciplinary collaborations including: (a) the 

call for ACHs to employ evidence-based leadership and management practices focused on 

promoting more effective collaboration among and between health professionals from diverse 
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disciplines (particularly nursing and medicine) by establishing their organizations as learning 

organizations, and to continually advance the effectiveness of interdisciplinary teams through 

greater investment in interdisciplinary training initiatives; and (b) the call for all health 

professional schools to incorporate planned interdisciplinary learning experiences in their 

undergraduate, graduate, and continuing education and training programs (IOM, 2000, 2001, 

2003). 

 The broad public reaction to the alarming findings of the first IOM (2001) report, To Err 

is Human, generated immediate and positive responses from both the public and private sectors. 

Within the public sector, the Clinton Administration issued an executive order instructing all 

government agencies that administer or oversee health care programs to implement proven error-

reduction techniques to improve patient safety and creating an interagency task force to find new 

strategies for reducing preventable medical errors (Medicare Payment Advisory Commission, 

2000). The Quality Interagency Coordination Task Force (QuIC) clearly recognized the need for 

interdisciplinary training and education as an essential strategy for addressing the issue of 

medical errors. The QuIC’s February 2000 report to the President contained several 

recommendations that indicated this understanding and commitment. For example, the QuIC 

acknowledged the need to provide leadership and work collaboratively with public and private 

sector entities to: 

 Develop and evaluate programs introducing health professionals to error analysis and 
the challenges of practicing in a technically complex environment, and explore the use 
and testing of simulators and automation as educational tools…Provide technical 
assistance to State or professional agencies seeking to ensure a basic level of knowledge 
for health care providers on patient safety issues (p. 17). 

 
 Congress also launched a series of public hearings on patient safety, and in December 

2000 it appropriated $50,000,000 to the AHCRQ to support a variety of collaborative efforts 

targeted at reducing preventable medical errors. In this regard, the AHCRQ has funded (and 
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continues to fund) research and demonstration projects focused on the development, 

implementation, and evaluation of new collaborative models for improving provider education 

and practice in order to reduce health care errors and provided funds to support projects aimed at 

gaining a better understanding of how work environments in various types of care delivery 

settings affect the ability of health care providers (particularly nurses and physicians) to work 

together to improve patient safety (Griner, 2003; Quigley, 2003). 

 Among private sector initiatives, the Joint Commission on Accreditation of Healthcare 

Organizations (JCAHO, 2001) issued a series of new standards requiring organizations to 

establish safety as a quality improvement priority and to demonstrate commitment to promoting 

effective and efficient interdisciplinary processes, structures, and practices to ensure the delivery 

of highly reliable patient-centered services across the continuum of care. The National Quality 

Forum and the Leapfrog Group also launched patient safety initiatives centered around 

improving nurse-physician communication and collaboration in the detection and prevention of 

avoidable health care errors before they occur. The National Quality Forum (NQF, 2003) 

published a set of 30 evidence-based safe practices focused on reducing the risk of harm to 

patients from systems and communication failures within and across all clinical practice settings. 

The Leapfrog Group (2004) published three sets of evidence-based measures that represented 

cutting-edge communication and information management practices, and included computerized 

physician order entry (CPOE) systems, evidence-based hospital referral standards, and staffing 

intensive care units with trained physician specialists (intensivists) to support and improve nurse-

physician collaboration in the provision of safe and effective care to critically ill patients who are 

particularly at risk for potential harm from medication errors and actual or potential adverse drug 

events (Leapfrog Group, 2004; NQF, 2003). 
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 Also following the release of the 2000 IOM report, the Council on Graduate Medical 

Education (COGME) and the National Advisory Council on Nurse Education and Practice 

(NACNEP) held a joint meeting to further examine the impact of nurse-physician collaboration 

on patient safety and reach consensus on health policy recommendations designed to foster 

interdisciplinary education and practice to enhance patient safety in contemporary health care 

delivery settings. Both Councils serve as chartered advisory councils to the Congress and the 

Secretary of Health and Human Services. The results of the two-day meeting were published in a 

December 2000 report entitled, Collaborative Education to Ensure Patient Safety: A Report on a 

Joint COGME-NACNEP Meeting on the Implications of the IOM report. This collaborative 

effort produced five major findings that exposed the current barriers to interdisciplinary 

education and practice and more than 30 recommendations that addressed the systemic changes 

that would be required to achieve the needed improvements in patient safety. The findings and 

recommendations of both reports were linked with those outlined in the IOM report. The reports’ 

major finding concerning the impact of nurse-physician collaboration on patient safety was 

succinctly summarized as follows: 

 Finding Four: A significant cultural change in medicine and nursing is required to 
achieve the needed gains in patient safety. Culture in this instance refers to the language, 
ideas, beliefs, customs, codes, institutions, and tolls employed by physicians and nurses 
in their practice. Existing professional cultural norms generally fail to support or 
encourage the types of changes implied by the interdisciplinary team approach endorsed 
herein. Further, even beyond the professional cultural norms that exist and are in need of 
change, the workforce itself must continue to become more ethnically diverse if the 
system is to be able to function effectively for many ethnic and cultural subpopulations 
that now characterize the United States (Executive Summary, p. 1). 

 
 With respect to this finding, the meeting participants concluded that medicine and 

nursing often practice as two independent and parallel professions which prevents the 

establishment of close and ongoing interdisciplinary collaboration and teamwork necessary for 

improving patient safety. Recommendations for bridging the cultural and educational divide 
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between the two disciplines covered all aspects of the health care education, practice, licensing, 

and credentialing systems. One of the more specific and major recommendations for promoting 

interdisciplinary approaches to education and training called for the leadership of medical and 

nursing schools to discuss and reach consensus on the essential components of new academic 

models for preparing their students to function as effective members of interdisciplinary 

collaborative practice teams across a variety of diverse health care delivery settings. Such models 

should include a common didactic and clinical core of interdisciplinary education and team 

training focused on promoting patient safety in practice as well as promoting a systems-based 

approach to performance improvement. The report further called for the development of 

public/private partnerships to facilitate the creation of interdisciplinary laboratories--

“collaboratories”-- to enhance the ability of nurses and physicians to work more effectively in 

collaborative practice environments. These laboratories would serve as incubators for the 

development of new learning initiatives and sponsor evaluations of the impact of these initiatives 

on patient safety and nurse-physicians collaboration as well. In addition, several 

recommendations addressed the need for federally funded research to demonstrate the value and 

importance of interdisciplinary team training and practice in improving patient safety and 

reducing health care costs. The results of this research could be used to further current efforts 

directed toward eliminating existing barriers to effective nurse-physician collaboration in 

contemporary ACHs and other practice settings (COGME & NACNEP, 2000). 

 The most recent Pew Health Professions Commission (O’Neil, 1998) report, Recreating 

Health Professional Practice for a New Century, also offered substantive recommendations 

calling for all health professional schools to include interdisciplinary content and team training 

experiences in their curriculums in order to better prepare their graduates for the realities of 

collaborative practice in a rapidly evolving managed care environment. The 21 competencies 
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highlighted in the report focused on both the process and content skills that all health 

professionals would need for effective practice in this new environment. With respect to the 

competency “working in interdisciplinary teams,” the report stated: 

 Researchers are beginning to confirm what many caregivers have suspected intuitively 
for a long time: the coordinated efforts of practitioners from many disciplines provide the 
best outcomes for the sickest patients.  The future of medicine will call on all health 
professions- doctors, nurses, pharmacists, allied health professionals, and public health 
and social workers- to work together in more focused ways.  Comprehensive care of 
individuals and populations require a wide range of knowledge and skills and involves a 
variety of delivery settings.,  To assure effective and efficient coordination of care, health 
professionals must work interdependently in carrying out their roles and responsibilities, 
conveying mutual respect, trust, support and appreciation of each discipline’s unique 
contributions to health care (O’Neil, 1998, p. 39). 

 
 The report urged all health professional schools to fundamentally reassess their curricula 

to ensure that their programs were adequately preparing students for successful practice in the 

21st century. To assist in this process, the report contained a separate set of recommendations for 

each of the professional disciplines identified in the above statement. The recommendations for 

nursing focused attention on realigning educational offerings to be more consistent with the 

changing needs of the health care system and the new imperatives for interdisciplinary models of 

education, practice, and research. These recommendations called for: (a) adjusting all entry-level 

educational programs to produce the numbers and types of nurses appropriate to local and 

regional demands as opposed to institutional or political needs; (b) clearly delineating the 

knowledge and outcome competencies appropriate to each educational level in order to 

maximize efficiency, improve the overall coordination and articulation of programs, and reduce 

professional conflicts and public confusion; (c) radically revamping the content and learning 

experiences in all nursing curriculums to produce graduates with the competencies needed for 

differentiated practice across a variety of care delivery settings; and (d) integrating the research, 
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teaching, and practice enterprises of educational programs in order to further nursing’s 

professional and strategic goals (O’Neil, 1998, p. 61). 

 These recommendations reflect the Pew Commission’s view that the emerging health 

care system will require a greater proportion of RNs who are prepared beyond the associate 

degree or diploma level. In addition to traditional nursing competencies as direct care providers, 

the future RN workforce will need the critical thinking skills, management and organizational 

skills, leadership abilities, and technological sophistication to function effectively in diverse 

clinical settings. They will also need to know how to draw on the expertise of other health 

professionals and how to work as part of interdisciplinary collaborative teams across the 

continuum of care (O’Neil, 1998). 

 Many of the Pew Commission’s recommendations for reforming professional education 

programs for nursing, medical, and allied health students were reflected in the three previously 

cited IOM reports and the separate set of recommendations for reforming nursing education 

corresponds to those that have historically been promoted by professional nursing organizations 

such as the American Nurses Association (ANA), the American Association of  

Colleges of Nursing (AACN), the National League of Nursing (NLN), and the American 

Organization of Nurse Executives (AONE)  In the mid-1980s, all four organizations endorsed the 

concept of differentiated nursing practice as an appropriate vehicle for: (a) restructuring the roles 

and functions of nurses according to their education, experience, and competence, (b) improving 

the use and development of increasingly scarce nursing resources, (c) promoting collaborative 

relationships among members of the health care team, (d) facilitating movement of the nursing 

education system toward preparing two categories of nurses (the associate degree and the 

baccalaureate prepared nurse), and (e) fostering greater public understanding of nursing’s 

significant contributions to effective and efficient health care delivery (AONE, 1990; National 
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Commission on Nursing Implementation Project, 1989; Primm, 1987). More recently, these four 

organizations reaffirmed their commitment to the differentiation of nursing practice as a key 

strategy for addressing nursing workforce shortages issues. According to this statement: 

 Constant change in the health system challenges the notion that one nurse can be all 
things to all people. Nurses with varied education and practice competencies bring 
different skills to patient care, and they must be able to practice to the fullest potential of 
these capabilities. To compete as attractive professional destinations, practice 
environments must recognize and reward these differences by defining nurses’ roles, and 
by utilizing and compensating nurses according to their different educational preparation 
and competencies (AACN, 2001). 

 
 Numerous studies have validated that the successful implementation of differentiated 

nursing practice models has consistently produced impressive results, including better outcomes 

for patients, increased role satisfaction and retention of staff nurses, improved communication 

and collaboration among nurses and between nurses and physicians, and improved efficiency in 

resource utilization (Aiken et al., 2002; Aiken et al., 2003; Clifford & Horvath, 1990; Ethridge & 

Lamb, 1989; Koerner, Bunkers, Nelson, & Santema, 1989; Kramer & Schmalenberg, 1991; 

Lashinger, Shamian, & Thomson, 2001; Malloch, Milton, & Jobes, 1990; Pitt-Wilhelm, Nicolia, 

& Koerner, 1991; Scott, Sochalski, & Aiken, 1999; Wolf, Boland, & Aukerman, 1994a, 1994b). 

However, the effective use of differentiated roles to redefine professional nursing practice and 

develop strong collaborative practice settings in contemporary ACHs has not yet been fully 

realized. The absence of differentiated nursing practice models in these employment settings has 

given credence to the “nurse is a nurse” image, undermined efforts to facilitate nurse autonomy 

and foster clinical expertise, and inhibited the development of more collegial and collaborative 

nurse-nurse relationships as well as nurse-physician relationships (AACN, 2002; AHA, 2002; 

ANA, 2002; AONE, 1990, 2000; IOM, 2003, O’Neil, 1998). 

 In summary, there can be little doubt that the challenges confronting today’s ACHs will 

require well-integrated and effective interdisciplinary models of patient care delivery that stretch 
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conventional modes of thinking and practice. The increasing acuity and complexity of inpatient 

care requirements, diminishing revenue streams, escalating price competition in the managed 

care marketplace, increasing difficulty in attracting and retaining registered nurses, and 

continuing pressures to contain costs without compromising patient care quality and safety are 

some of the more major challenges that make it imperative for ACHs to reconfigure their 

operations to facilitate the transition to more truly collaborative models of patient care delivery. 

Such models must reflect fundamental values about professional practice, values inherent in the 

professional structures of nursing, medicine, and other allied health disciplines (AACN, 2002; 

ANA, 2002; AONE, 2000; COGME-NACNEP, 2000; O’Neil, 1998). 

 The current literature on nurse-physician relationships has suggested that the transition 

from traditional hierarchical to collaborative modes of behavior and functioning will be difficult 

for both nurses and physicians. More constructive dialogues regarding each discipline’s scopes 

of practice and interdependencies and a sound basis for mutual trust and respect will have to 

emerge if such models are to be effective. Deeply entrenched superior/subordinate relationships 

also will have to move aside in order for truly equitable collaborative practice partnerships to 

emerge (Blickensderfer, 1996; Corser, 2000; Fagin, 1992; Pavlovich-Danis, Forman & Simek, 

1998; Ritter-Tietel, 2002; Scott et al., 1995; Stein, Watts, & Howell, 1990). However, there is a 

scarcity of research that describes what is required to obtain sustainable change, change that is 

supported by the results of gaining an understanding of how personal attributes of both nurses 

and physicians influence collaborative practice behaviors that are required for effective, efficient 

patient care delivery. Resolving these and other relevant interprofessional issues (i.e., power 

differentials associated with gender, professional status, and political clout) that inhibit the 

development of more collegial and collaborative relationships among nurses and between nurses 
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and physicians will not be an easy task for the leadership of contemporary ACHs (Fagin, 1992; 

Henneman, 1995; Sullivan, 1998). 

Purpose 

 The purpose of this study was to explore the relationship that collective self-esteem and 

attitudes toward collaboration has as predictors to collaborative practice behaviors used by 

registered nurses (RNs) and physicians (MDs) in acute care hospitals. Determining the extent to 

which a relationship exists among these variables will enable the development of relevant 

educational, orientation and training interventions designed to improve collaborative practice 

among registered nurses and between registered nurses and physicians in these settings. This is 

particularly important given that no published research has addressed the effect of personal 

attributes of nurses and physicians on their ability and/or willingness to engage in collaborative 

practice relationships. 

 For the purpose of this study, social identity and symbolic interaction theories provided a 

basis for understanding the failure of nurses and physicians to respond collaboratively when 

engaged in patient care decisions. The basic tenets of social identity theory rest in the notion that 

the establishment of linkages between an individual’s interpretation or perceptions of social 

situations and one’s behavior and attitude towards the groups to which one belongs may affect 

the nature of intergroup relations.  This along with an analysis of communication processes that 

help or hinder the acceptance of certain modes of behaviors and attitudes will be useful in 

understanding nurse-nurse and nurse-physician collaboration (Tajfel & Fraser, 1987). Symbolic 

interaction theory further helps to describe the underlying concepts that contribute to effective 

care teams by placing emphasis on human interactions and how individuals influence and resist 

each other during the conduct of interactions (Manis & Meltzer, 1978; Prus, 1999). As nurses 

and physicians interact during the delivery of patient care, they construct meanings in the context 
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of that social process which can lead to one becoming sensitive or insensitive, discriminatory or 

become aware of discrimination and behaving consciously or unconsciously to achieve some 

desired outcome (Howard & Hollander, 1997; Meltzer, 1994; Stryker and Statham, 1985). 

Research Hypotheses 

.   The following hypotheses were generated for this study: 

1. In acute care hospitals collective self-esteem and attitudes toward collaboration are 

positively and significantly associated with collaborative practice behaviors in nurse 

to nurse interactions. 

2. In acute care hospitals collective self-esteem and attitudes toward collaboration are 

positively and significantly associated with collaborative practice behaviors in nurse 

to physician interactions. 

3. In acute care hospitals collective self-esteem and attitudes toward collaboration are 

positively and significantly associated with collaborative practice behaviors in 

physician to nurse interactions. 

Significance of the Study 

 To date, most of the published research on nurse-physician relationships and 

collaborative practice has focused on the structural characteristics of hospitals (i.e., staffing 

levels and skill mix, shared governance, information technology, etc.) that enhance or inhibit 

professional nursing practice, increase staff nurse input into patient care decision making, and 

promote more effective communication and positive working relationships between nurses and 

physicians. Very few studies have focused on the personal attributes of nurses and physicians 

that may influence collaborative practice behaviors such as attitudes, self-efficacy, professional 

identity, and role socialization. Additionally, very few studies have provided a sound theoretical 

context or orientation to enhance the overall value and meaningfulness of the findings. Finally, 
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many of the studies have other shortcomings related to sample size, instrumentation, and 

inadequate control over extraneous variables that limit the generalizability of findings to other 

samples and settings. With respect to generalizability of findings, most of the studies focused on 

collaboration among intensive care unit (ICU) staff nurses and physicians and little attention has 

been given to controlling intrinsic extraneous variables associated with the subjects 

characteristics, such as differences in nurses’ gender, educational preparation, and specialty 

certifications (Baggs & Ryan, 1990; Baggs et al., 1992; Henneman, 1995; Knaus et al., 1986; 

Sullivan, 1998; Tschannen, 2004). 

 Despite the evolution of professional nursing practice and the advent of interdisciplinary 

care, there still exists strong public concern about the ability of nurses and physicians to provide 

purposeful, effective patient centered care (IOM, 2000, 2001, 2003). The role of the registered 

nurse in acute care settings continues to be discussed, with nurses being challenged by nursing 

administrators to establish collegial relationships with their physician partners. However, 

physicians often react in a confused, betrayed, and sometimes angry manner because of their 

learned role expectations that nurses are subservient and they don’t understand the need for 

equality in collaborating to obtain positive patient outcomes (Corser, 2000; Rosenstein, 2002; 

Stein et al., 1990; Walby & Greenwell, 1996). Indeed, some physicians have concluded that 

nurses do not want to do “nursing” and have promoted the use of unlicensed care providers and 

physician assistants who are directly under the control of the physician to meet patient care 

needs. This stronghold on traditional nurse-physician interactions exerts a stifling anti-

intellectual effect on nurses and a resultant dissatisfaction with professional roles and 

interprofessional relationships (Rosenstein, 2002; Stein et al., 1990). Sullivan (1998) reported 

that health care professionals needed to be prepared to work in a practice environment that 

requires collaboration and that this can only be accomplished by moving to interdisciplinary 
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educational experiences. The competency demands of an interdisciplinary practice environment 

have implications for curricular reform of the current educational programs for nursing and 

medicine (Bland, Starnaman, Harris, Henry, & Hembroff, 2000; COGME & NACNEP, 2000; De 

Tornyay, 1992; Larson, 1995; Wilkes & Raven, 2002). Yet, limited evidence exists to suggest 

that these changes have been embraced in the educational curriculums or in health care 

organizations. Adoption of these changes will not be easy, but they will be necessary for the 

survival of both health professional schools and service delivery systems in the 21st century. 

 The establishment of positive workplace relationships conducive for collaborative 

practice behaviors requires an understanding of the attributes of collaboration. The literature 

reported that relationships between professional groups are reflective of their histories as well as 

the political, economic, and culture of the times (Corser, 2000; Kalisch & Kalisch, 1977; 

Makadon & Gibbons, 1985). An examination of the nursing and health care literature reflected a 

paucity of information on addressing the sociological implications of the cultural changes that 

will be required to create and sustain interdisciplinary collaborative practice environments and 

cultures of safety in contemporary acute care hospitals. An accurate assessment of the personal 

attributes of individuals and how they interact in groups has been identified as the key to 

understanding what promotes and hinders collaborative work (Farrell, 2001; Hojat et al., 2001). 

This was supported by the notion that intentional behaviors result as individuals adopt the 

viewpoints of community-based others, which may or may not be a reflection of their 

experiences (Prus, 1999). Managing the cultural changes required to facilitate the development 

of more collegial and collaborative relationships between nurses and physicians will also 

necessitate an understanding of several other intrinsic factors that are known to influence their 

ability and willingness to work together as colleagues, such as the influence of gender, 

professional identity, and role socialization (Blickensderfer, 1996; Coeling & Wilcox, 1991, 
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1994; Corser, 2000; Fagin, 1992; Kalisch & Kalisch, 1977; Makadon & Gibbons, 1985; Stein et 

al., 1990; Sullivan, 1998). It has also been argued that individuals come to understand and 

embrace collective social identities through the socialization process (Annells, 1996; Luhtanen & 

Crocker, 1992). Hence, one of the aims of this study was to provide a clearer understanding of 

how these intrinsic factors could account for the range and/or level of any significant difference 

in the collaborative practice behaviors exhibited in nurse-to-nurse as well as nurse-to-physician 

interactions within the work context. The study also sought to further examine the influence of 

attitudes toward inter-professional collaboration formed by cultural norms and role socialization 

in the development of collaborative practice relationships between nurses and physicians. 

 Finally, this study was undertaken as a beginning attempt to extend current understanding 

about the phenomena of nurse-to-nurse and nurse-to-physician collaboration beyond the macro-

organizational level to an interpersonal level. The study used valid and reliable instruments and 

formulated its concepts using symbolic interaction and social identity theory as a framework. 

This study will have relevance for multiple audiences. Among the most important are the 

following. 

• Registered nurses and physicians in acute care practice because of the mandates for 

interdisciplinary collaboration and teamwork and changing technology, which has 

redefined nursing and medical practice (AHA, 2002; IOM, 2001, 2003; JCAHO, 2001; 

O’Neil, 1998). 

 Chief Nurse Executives and Chief Executive Officers who will be required to provide 

evidenced based leadership in the creation of environments that are safe for patients and 

support collaborative practice among nurses and between nurses and physicians (AONE, 

2000; IOM 2001, 2003; JCAHO, 2001; NQF, 2003; O’Neil, 1998). 
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 Deans and faculty of colleges of nursing and medicine to assist in understanding, 

designing, and implementing the required curricular changes to include interdisciplinary 

education and training opportunities (AACN, 2000; COGME & NACNEP, 2000; 

Cronenwett & Redman, 2003; Larson, 1995; O’Neil, 1998).  

 Researchers who are looking to demonstrate the efficacy of the changes in professional 

practice and the educational curricula, as well as to engage in collaborative research 

(COGME-NACNEP, 2000; O’Neil, 1998; IOM, 2003). 

 Consumers of health care services who have expressed concern about the quality and cost 

effectiveness of care and are expecting providers to meet the safety, cost, and quality 

imperatives to provide the public with a reason to re-invest their trust in the health care 

system (IOM, 2000, 2001; Kizer, 2001; Kovner, 1999, Wakefield & O’Grady, 2000). 
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Chapter Two 

Review of the Literature 

 The literature review was organized into two major sections. The first section reviewed 

the published research specific to the following four areas: (a) nurse-physician collaboration,  

(b) collaborative practice environments and the magnet hospitals, (c) attitudes toward 

collaboration, and (d) collective self-esteem development. The second section presented the 

conceptual framework used to guide the study.  

Nurse-Physician Collaboration 

 Prescott and Bowen (1985) conducted a descriptive study that was designed to extend the 

understanding of nurse-physician relationships by simultaneously examining the perspectives of 

physicians and nurses on factors that influence the nature of their relationships, the basis for 

interprofessional disagreements related to patient care, and how disagreements were typically 

handled/resolved. Questionnaire data were obtained from 1,044 staff nurses and 536 physicians, 

and interview data were obtained from an additional random sample of 125 nurses (including 

head nurses and supervisors) and 90 physicians. This study sample was drawn from 90 inpatient 

units (medical, surgical, and intensive care) across 15 ACHs located in six metropolitan areas. 

Their findings indicated that 69% of the nurses and 70% of the physicians described their 

relationships as mostly positive based on the following four factors: (1) mutual trust and respect, 

(2) open communications, (3) willingness to cooperate and help each other, and (4) competence 

in performance of one’s roles. Whereas nurses’ descriptions of positive relationships emphasized 

mutual respect and trust, physicians tended to place more emphasis on how nurses 

communicated with them, willingness to help, and competence in role performance. Physician 

and nurse descriptions also included comments about each other’s communication styles 

suggesting that the “doctor-nurse game” was still a valid part of their relationships (Prescott & 
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Bowen, 1985). With respect to identified interprofessional disagreements, nurses disagreed with 

physicians in three main areas of patient care delivery: (a) general plan of care, (b) specific 

physician orders, and (c) patient disposition. For the most part, these disagreements were 

described as mild differences of opinion based on social or religious values and not direct 

challenges to the authority or competence of the physician. In contrast, physician disagreements 

centered on nurses taking actions that physicians considered outside their domain of practice or 

nurses not following specific physicians orders. Many of these disagreements reflected 

physicians’ concerns about the knowledge and competence of nurses to adequately assess and 

manage certain patient problems on their own. With respect to the handling of disagreements, 

approximately half of the physicians and a third of the nurses indicated that most disagreements 

were handled through the chain of command, often with the head nurse or an administrator 

acting as the arbiter. Additionally, two thirds of the nurses and half of the physicians provided 

specific examples of disagreements in patient care that were categorized by the following five 

commonly known conflict-handling modes (Table 1): (a) competition (assertive and 

uncooperative), (b) collaboration (assertive and cooperative), (c) avoidance (unassertive and 

uncooperative), (d) accommodation (unassertive and cooperative), and (e) compromise 

(intermediate on both dimensions of assertive and cooperative).  
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Table 1 
 
Conflict – Handling Modes 
 
 
  Level of Assertiveness  Level of Cooperation       Outcome 
 
 
High assertiveness    High cooperation   Collaboration 
 
Moderate assertiveness    High cooperation   Compromise 
 
Low assertiveness     Low cooperation   Avoidance 
 
High assertiveness     Low cooperation   Competition 
 
Low assertiveness     High cooperation   Accommodation 
 
 
Note: The modes are ordered from the highest and most desirable level of functioning to the 

lowest level of functioning.  Adapted from Weiss & Davis (1985), p. 299, Figure 1. 

 Classifying respondent description in these modes revealed that 65% of the physicians 

and 53% of the nurses were competitive in the way they handled their interprofessional 

disagreements. Another 32% of the nurses and 16% of the physicians provided examples that 

described accommodation as the preferred conflict-handling mode and only 14% of the 

physicians and 7% of the nurses provided examples that described collaborative or mutual 

problem-solving activity. These findings suggested that most interprofessional disagreements 

were settled for the short-term rather than resolved through a negotiated process and that the 

majority of the staff nurses were ill-prepared for the more cost-effective collaborative practice 

with physicians (Prescott & Bowen, 1985). 

Weiss (1985) conducted an experimental study to determine whether a series of dialogue 

sessions among nurses, physicians, and consumers would influence their collaborative beliefs 

and behaviors. Collaboration was conceptualized as the shared understanding and use of unique 
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areas of competence, where the strengths and skills of all individuals are recognized and used to 

their greatest potential. It requires “a dynamic and flexible distribution of status and authority 

whereby responsibilities and influence vary from point to point, depending on which individual 

or group has the superior competence required for a particular task in a particular situation” (p. 

50). This conceptualization of collaboration assumes that tasks are negotiated, in light of 

conflicting interests and objectives, rather than coercively prescribed; and that the different 

inputs and actions of the collaborative team build upon one another and form new ways of 

conceptualizing and resolving problems, rather than through strict hierarchies established by a 

unilateral source. Readiness for effective/successful collaboration among individuals with 

varying backgrounds also requires familiarity with the nature and scope of one another’s 

competencies and responsibilities. The author hypothesized that exposure to one another in a less 

formal and role-prescribed context, with ample opportunity for egalitarian discussion regarding 

areas of shared responsibility and authority, could positively influence nurse, physician, and 

consumer predispositions toward collaboration in health care planning and decision making 

activities (Weiss, 1985). 

The study used a pretest-posttest control group design to compare the beliefs and 

behaviors of a stratified experimental group who met in dialogue sessions over a period of 20 

months with those of a matched and a random group who did not participate in such sessions. 

Each of the three samples was comprised of 24 nurses, 24 physicians, and 24 consumers. The 

experimental group was further split into four subgroups, each consisting of six nurses, six 

physicians, and six consumers. Each of the subgroups met for two and one-half hours each 

month in a comfortable environment away from any health care setting.  The dialogue sessions 

focused on identifying collaborative responsibilities and constraints relative to effective health 
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care in such areas as health promotion, consumer education, shared decision making, and self 

care capabilities (Weiss, 1985). 

All of the participants in each sample completed three instruments prior to the onset of 

the dialogue sessions and again after the sessions had concluded: the Health Locus of Control 

Scales (HLCS), the Health Role Expectations Index (HREI), and the Management of Differences 

Exercise (MODE). The HLCS consisted of three subscales that measured internal locus of 

control, external locus of control by powerful others, and external locus of control by fate and 

chance. Each of the scales had six items that were rated on a 6-point Likert-type scale, with 

higher scores indicating stronger beliefs regarding that health locus of control. The HREI 

consisted of 16 items designed to measure attitudes toward the amount of shared responsibility 

that should exist in relationships among nurses, physicians, and consumers. The items were rated 

on a 5-point scale, with higher scores indicating stronger beliefs in the assumption of 

responsibility by nurses and consumers, and less unilateral control by physicians. The MODE 

consisted of 30 forced-choice items that measure the five previously identified conflicting 

handling modes (Weiss, 1985).  

The results of the study indicated that the dialogue sessions did not change the attitudes 

and beliefs of the experimental sample regarding the value of shared responsibility in health care 

relationships. In fact, the sessions appeared to have reinforced traditional role stereotypes and 

beliefs regarding the power and authority of physicians rather than facilitate the development of 

collaborative values and behaviors. Nurses and physicians in the experimental sample also 

believed that consumers should exercise less responsibility at the end of the dialogue sessions 

than they did prior to onset. In addition, the HLCS data showed that beliefs regarding the 

influence of powerful others had increased over time for the experimental sample, but not for the 

other two samples. Finally, the MODE data indicated that although nurses in the experimental 
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sample initially scored higher than physicians on orientation toward collaboration, their use of 

collaborative behaviors declined over time. The author suggested that this finding implied that 

the nurses did not find negotiation and involvement of others in mutual problem solving an 

effective strategy for handling interpersonal differences of opinion within the experimental 

subgroups. It was further noted that this finding might be due to the fact that the typical nurse 

may not have either the collegial support or the individual competence to actively maintain a 

collaborative stance in the face of more competitive modes of behavior exhibited by others in the 

health care relationship. The author concluded that there was a strong need for further research to 

identify and describe the various intrapersonal and interactional variables that may discourage or 

enhance collaborative health care relationships among nurses, physicians, and consumers (Weiss, 

1985). 

Weiss and Davis’ (1985) reported the results of a study that assessed the validity and 

reliability of a new instrument to measure the collaborative practice behaviors of nurses and 

physicians, the Collaborative Practice Scale (CPS). The CPS consisted of two distinct self-report 

measures that were designed to assess the degree to which the interactions of nurses (scale 1) and 

physicians (scale 2) synergistically influence the delivery of patient care. The scale for nurses 

consisted of nine items that measured the direct assertion of professional expertise/opinion and 

active clarification of mutual responsibility among nurses and between nurses and physicians. 

The physician scale consisted of ten items measuring their acknowledgements of nurses’ 

contributions to patient care decisions and outcomes and consensus development with nurses. 

The authors defined collaborative practice as the “interactions between nurses and physicians 

that enabled the skills and the knowledge of both professional to synergistically influence the 

patient care being provided” (p. 299). This definition and the theoretical underpinnings of the 

CPS were derived from the earlier work of several prominent behavioral theorists (Blake & 
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Mouton, 1970; Thomas & Kilman, 1978) who proposed that individuals typically use one of five 

distinctive modes in interpersonal problem solving or conflict handling situations: avoidance, 

accommodation, compromise, competition, or collaboration. Collaboration was characterized by 

a higher degree of both assertiveness (concern for one’s own interests) and cooperativeness 

(concern for the other’s interests) when compared to the other modes in which one party may 

yield completely to the other’s concerns, may strive to satisfy one’s own concerns with no regard 

for others, or may compromise on some important concerns (Weiss & Davis, 1985).  

 A randomly selected sample of 94 physicians and 95 staff nurses was obtained from a 

major health science center located in a western metropolitan area. The physician respondents 

were primarily male (85%) and between the ages of 35 and 49 (54%). The nurse respondents 

were primarily female (95%) between the ages of 21 and 39 (91%), with the majority (68%) 

being baccalaureate prepared. The respondents completed test-retest versions of the CPS along 

with two additional measures, the Health Role Expectations Index (HREI) and the Management 

of Differences Exercise (MODE), that provided data for assessing concurrent validity of the 

CPS. Whereas the HREI measured the respondents’ attitudes toward shared responsibility, the 

MODE measured their preferred mode for handling differences of opinion. The results indicated 

general support for the validity and reliability (alpha coefficient .83 and .85 at retest) of the 

instrument to measure collaboration, although needed refinements in certain areas were 

identified. The results further indicated that nurses had some difficulty engaging in collaborative 

problem-solving behaviors. The authors attributed this difficulty to nurses’ intrapersonal 

weakness, such as a general discomfort in accepting responsibility and a low regard for one’s 

professional expertise was well as a low regard for the profession itself. They also suggested that 

nurses had difficulty because of perceptions of physicians’ lack of valuing nurses’ 

communications and contribution to the delivery and outcomes of patient care. The authors 
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concluded that the CPS clearly emphasized the assertion and cooperation dimensions of 

synergistic interactions most needed by each profession to enhance the weakest features of 

collaborative practice as evidenced in most nurse-physician relationships (Weiss & Davis, 1985). 

 Knaus, Draper, Wagner, and Zimmerman (1986) compared treatment courses and 

outcomes of patients in ICUs in hospitals by examining whether differences in organization, 

staffing, commitment to teaching, research, and education would influence effectiveness of 

patient care. The authors hypothesized that patient outcomes would differ due to the influence of 

ICU staff interaction and coordination of care and not to specific therapy used. The study sample 

consisted of 3,050 patients who were purposively selected from the ICUs of 13 tertiary care 

hospitals. Each hospital’s ICU patients were stratified by individual risk of death using 

diagnosis, indication for medical treatment, and Acute Physiology and Chronic Health 

Evaluation (APACHE) II scores. Hospital mortality rates were used as the outcome measure for 

comparing the effectiveness of patient care in the ICUs. Each hospital also completed a 

questionnaire that asked for information about such factors as nurse staffing, continuity of patient 

care, policies, procedures, nurse-physician interaction and communication, staff education 

programs, and administration of the ICUs. This information was validated during observation 

visits to each of the units by the research team and subsequently used to classify each hospital’s 

ICU by level of administration, as defined by the National Institutes of Health (NIH) Consensus 

Conference on Critical Care.  The levels and their key attributes are as follows: (a) Level I units 

have physician directors or designees at all times, high nurse-to-patient ratios, and unit-based 

teaching and research commitments; (b) Level II units have full or part time physician directors 

or designees in the hospital and high to intermediate nurse-to-patient ratios; and (c) Level III 

units have designated part-time physician directors but coverage by other in-house physicians 
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and lower and variable nurse-to-patient ratios. Of the 13 ICUs, nine were classified as Level I, 

two as Level II, and two as Level III (Knaus et al., 1986).  

 A sample of either consecutive admissions or every second or third patient admitted to 

the ICUs was included until a specified number was reached, for a total of 5,030 patients. The 

results showed that differences in the frequency of individual diagnoses across the  

13 hospitals were not significant. However, the influence of individual hospitals on outcome was 

significant when controlled for APACHE II scores, medical and post-surgical diagnoses and 

emergency status. Most of the units were reported to have designated full-time physician 

directors, but level of responsibility varied. For all 13 ICUs, the results indicated that there was 

no significant difference in the average mortality rates. However, the authors reported that there 

were significant differences in the interaction and coordination among the ICU teams. Those 

differences ranged from the availability of comprehensive clinical protocols and strong support 

for nursing education to no clinical protocols and minimal or no support for nursing education. 

Where there were clinical protocols, there was excellent communication and autonomy practiced 

by the nursing staff. Where there was no physician director, clinical protocols or nursing 

education, there was poor communication and no coordination of patient care activities. The 

authors further reported that even where there was not a dedicated physician director available, 

attention to coordination of care and facilitated interaction between nurses and physicians could 

lead to the provision of high-level ICU care. Based on the findings, the authors concluded that 

the most powerful or critical determinant of reduced mortality was the result of better nurse-

physician communication and collaboration in delivery of patient care in a fast paced ICU setting 

(Knaus et al., 1986). 

 Baggs, Ryan, Phelps, Richeson, and Johnson (1992) conducted a study that examined the 

relationship between the amount of interdisciplinary collaboration involved in making decisions 
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about transferring patients from the ICU to less intense areas of care and ICU patient outcomes.  

Nurse and physician satisfaction with the decision making process was also examined. The 

authors hypothesized that nurses’ and physicians’ reports of the amount of collaboration 

involved in making the transfer decision would be positively associated with ICU patient 

outcomes (controlling for severity of illness) and that the relationship would be stronger when 

more alternative choices were available. 

 The setting for the study was a 17-bed medical intensive care unit (MICU) of a large 

northeastern university medical center. The sample consisted of 286 consecutive transferred 

patients fitting the selection criteria and all registered nurses (n = 55) and medical residents 

(n = 31) who cared for patients when the transfer decisions were made. The APACHE II was 

used to measure and control for severity of illness and either readmission to the MICU or death 

during the same admission was considered a negative patient outcome. The Decision About 

Transfer (DAT) instrument, which was developed by the authors, was used to measure 

collaboration and satisfaction with the decision making process. Collaboration was defined “as 

open discussion between nurses and physicians and shared responsibility for problem solving 

and decision-making” (p. 18). The DAT consisted of two items with responses measured on a 

Likert-type scale, graded from 1 (no collaboration, not satisfied) to 7 (complete collaboration, 

fully satisfied). A third item that asked about agreement regarding the availability of alternative 

choices was measured on a 4-point scaled from agree to disagree with agreement indicating that 

there were no alternatives to transfer available. The authors pointed out that reliability testing of 

the DAT was not possible for the single global measures of situation-specific collaboration, 

satisfaction, and no alternatives to transfer availability (Baggs et al., 1992).  

The results of the study indicated that the amount of interdisciplinary collaboration in 

decision making reported by nurses was significantly and positively related to patient outcomes, 
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controlling for severity of illness. The predicted risk of negative patient outcomes decreased 

from 16%, when nurses reported no collaboration, to 5% when the decision making process was 

fully collaborative. Residents’ reports of collaboration were not a significant predictor of patient 

outcomes. Additionally, there was an interaction of collaboration with availability of alternative 

choices in the transfer decision-making process. Specifically, when an alternative was available, 

collaboration was more strongly associated with patient outcomes. There was no significant 

relationship between residents’ reports of collaboration and patient outcomes. However, the 

authors noted that collaboration and satisfaction with the decision making process was 

significant for both sets of care providers, but more so for nurses than for residents. The 

correlation between the amount of collaboration reported by nurses and residents about the same 

decisions was low.  The authors concluded that collaboration was more important as complexity 

of the situation increased. They further suggested that the demonstrated association of higher 

nurse-physician collaboration to lower patient mortality rates lends support to the need for more 

nurse-physician collaboration studies across multiple clinical areas in ACHs (Baggs et al., 1992). 

Baggs (1994) reported the results of a study that assessed the validity and reliability of 

the Collaboration and Satisfaction About Care Decisions (CSACD) instrument, which was 

designed to address problems surrounding the reliability and validity of the previously described 

DAT instrument (Baggs et al., 1992). The CSACD was pilot tested on a convenience sample of 

32 staff nurses and 26 pediatric residents who worked in the NICU or pediatric ICU of a large 

northeastern teaching hospital. This new instrument contained 9 items grouped into  

2 subscales: collaboration (7 items) and satisfaction (2 items). Six of the items on the 

collaboration subscale were constructed to measure the critical attributes of collaboration and the 

seventh item was the global measure of amount of collaboration that was exhibited in the DAT 

decision-making process.  The six identified critical attributes of collaboration were: plan 
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together, shared decision-making, open communication, coordination, cooperation, and assertion.  

Collaboration was defined as “ICU nurses and physicians cooperatively working together, 

sharing responsibility for problem solving and decision making, to formulate and carry out plans 

for patient care” (p. 177). The collaboration items were measured on a Likert-type scale, scored 

from 1 (strongly disagree) to 7 (strongly agree). Satisfaction was defined as “the degree to which 

staff members were content or pleased with the decision making process” (p.177). The two 

satisfaction items were also measured on a Likert-type scale and scored from 1 (not satisfied) to 

7 very satisfied). The authors proposed that the revised CSACD instrument could contribute to 

understanding how ICU nurses and physicians make decisions about patient care. They further 

reported that the relationship between collaboration and satisfaction, as those decisions were 

being made, was an important variable influencing the delivery of care in an ICU (Baggs, 1994). 

 Patronis-Jones (1994) conducted a study that was designed to investigate the nature of 

nurse physician collaboration using four indicators: (a) power-control, (b) practice spheres,  

(c) mutual safeguarding concerns, and (d) common goals. The sample consisted of 59 registered 

nurses and 67 physicians who were licensed to practice in a metropolitan midwestern county. 

Each participant completed four instruments: (a) a nurse or physician communication scale, to 

measure the power-control indicator; (b) an adaptation of the Weiss and Davis (1985) 

Collaborative Practice Scales, to measure the degree of mutual safeguarding of concerns; (c) a 

practice spheres checklist, to determine the degree of agreement for respect, recognition, and 

acceptance of perceived separate and combined practice spheres; and (d) a goals checklist to 

measure the degree of agreement for individual and common patient goals. The two research 

questions formulated for the study were: (1) Are there any differences in the perceptions of the 

independent groups of nurses or physicians for each of the four collaborative indicators? and (2) 
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Are there any relationships between the demographic variables and the collaborative indicators 

for the independent groups of nurses and physicians? (Patronis-Jones, 1994). 

 The results showed that nurses and physicians were homogenous on the power-control 

collaboration indicator, meaning that collaboration occurred when participation and reception 

rates were approximately equal and relatively distributed across 12 process categories weighted 

by time. This same outcome was found on the concerns collaboration indicator, where 

collaboration occurred when high levels of two domains--assertiveness and cooperativeness—

were perceived. This suggested that competition, compromise, or accommodation was the 

preferred method of safeguarding concerns, with the nurses and physicians achieving equal 

levels of assertiveness and cooperativeness. The participants were less homogenous in 

perceptions of practice spheres and the two domains for achieving agreed upon goals. The study 

findings showed that nurses and physicians do not agree on whether the responsibility for an area 

of practice rests solely with one provider or should be shared. The author suggested that it was 

unclear as to whether this was related to training, socialization or both. The results also 

suggested that the types of patients being cared for influenced the amount of collaboration that 

occurred when determining agreement on coordination of care. The author recommended that 

further research was needed to determine which collaboration variables are associated with or 

predictive of certain patient outcomes and to test interventions designed to improve collaborative 

practice levels among nurses and between nurses and physicians (Patronis-Jones, 1994). 

 Farrell (2001) conducted a critical analysis of the existing literature on poor workplace 

relationships among nurses with the aim of developing a conceptual framework that could 

provide a fuller or more adequate understanding of the causes of interpersonal conflict in nursing 

beyond those contained within oppression and feminist theories. The current study builds on the 

author’s previous research on the nature and prevalence of interpersonal conflict among nurses 
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(traditionally referred to as ‘horizontal violence’ or ‘bullying’) who worked in both public and 

private sector clinical settings located in Tasmania, Australia (Farrell, 1997, 1999). The reviewed 

literature included a number of studies conducted by American nurse researchers, as well as the 

published theoretical work of prominent American organizational, behavioral, and nursing 

administration theorists. The author’s conceptual framework offered three levels of explanation 

to account for interpersonal conflict or horizontal violence among nurses in the workplace  

(a) a macrolevel, (b) a mesolevel, and (c) a microlevel. The macrolevel of analysis, which 

reflects the oppression and feminist’s perspectives, focused on nurses’ relationships relative to 

medicine and other more powerful or dominant groups, such as male hospital administrators and 

marginalized nurse leaders. This level of analysis suggested that nurses’ frustration resulting 

from the lack of control and autonomy over their working conditions may be 

manifested/displaced as conflict within their own ranks (Farrell, 2001).   

The mesolevel of analysis, which concentrates on organizational impediments, includes 

disenfranchising work practices and generational and hierarchical abuse. This level of analysis 

recognizes that nurses often organize their work around rules and task/time imperatives that are 

themselves disempowering and inhibit progress toward change and more productive working 

relationships with colleagues.  The underlying causes of generational and hierarchical abuse stem 

from the notion that nurses “eat their young” and that inexperienced or incompetent managers 

may inflict violence against staff that challenge their authority or the status quo.  The author 

cited several studies that supported the notion that junior or novice nurses are socialized into a 

culture of nurse-to-nurse abuse (Farrell, 2001).   

The microlevel of analysis, which focuses on the person-environment duet or fit, 

emphasizes the interactional nature of interpersonal conflict. This level of analysis acknowledges 

the importance of considering individual determinants of aggression (i.e., personality, attitudes, 
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low self-esteem, and demographic variables) along with stressors from within and outside the 

work environment. The results of this literature-based study led the author to conclude that “it is 

not only the alleged misogyny intrinsic in oppression theory that shackles and impedes nurses, 

but nurses themselves, who in their everyday work and interpersonal interactions, act as 

insidious gatekeepers to an iniquitous status quo” (Farrell, 2001, p. 26).  

Valentine (2001) conducted a study that applied a gender perspective to the synthesis of 

research findings on conflict management, with particular emphasis given to seven studies that 

included the use of the Kilman and Thomas (1977) MODE Instrument to measure conflict 

handling strategies used by various categories of nurses (i.e., staff nurses and nurse managers 

employed in hospital settings and nurse educators and administrators). As previously noted, 

nurse researchers and others have extensively used the MODE instrument to assess a subject’s 

orientation to integrative problem resolution and consensus building in interactions with others. 

The instrument contains 30 forced-choice items that measure five modes of interpersonal 

problem solving or conflict handling behavior: (a) avoiding, (b) compromising, (c) collaborating,  

(d) accommodating, and (e) competing. The gender perspective applied in this analysis were as 

follows: (a) a “gender-centered approach” which indicated that gender influenced the behaviors, 

attitudes, and traits of women and men; (b) a theoretical perspective that was based on the notion 

that beliefs, perceptions, and behaviors of men and women are a function of the different 

organizational structures or situational contexts they experience; and (c) the gender-organization-

system (GOS) perspective which included the first two perspectives along with two additional 

assumptions. These assumptions acknowledged that: (a) individuals and organizations cannot be 

understood apart from the broader societal culture in which they are embedded; and (b) a change 

in individuals and organizations will precipitate changes in other aspects of context, such as 
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gender role stereotypes, performance expectations, ideologies, cultures, and values (Valentine, 

2001).  

 Of the seven studies highlighted in this analysis, six involved staff nurses (n=448) and 

nurse managers (n=422) who were employed in hospital settings. Demographic data indicated 

that the majority of the participants in all of these studies were women (over 98%) and were 

either diploma graduates or had associate degrees. Approximately 25% of the nurse managers 

held 4-year degrees or higher. A synthesis of the findings from these studies suggested that 

gender might significantly influence nurses’ choice of conflict management strategies. The most 

frequently reported strategy used by both staff nurses and nurse managers was avoiding, which 

suggested that decisions on critical issues or related to important nursing concerns were not 

confronted but arrived at by default, if considered at all. This was attributed to a general sense of 

powerlessness associated with staff nurse roles and responsibilities and their poor working 

relationships with managers and physicians.  The next most frequently used strategy was 

compromising, which generally indicated a focus on the practical aspects of patient care as 

opposed to a willingness to deal with larger issues (i.e., principles, values, or long-term goals) 

that would require more assertive behaviors associated with trading, bargaining, and negotiating. 

Competing was the least used strategy followed by collaborating and then accommodating. From 

a gender perspective, the infrequent use of these strategies by both groups of nurses may relate to 

the low self-esteem of many women as well as to the low professional status often accorded 

nursing. The lack of self-assurance was often demonstrated by the general tendency of nurses to 

not confront issues openly and their reluctance to engage in collaborative problem solving with 

others to seek a long-term solution to common concerns. The inability to accept exceptions to 

rules, or admitting one is wrong, which often occurs when using the accommodating mode, may 

also be indicative of perceived low self-esteem. The highly infrequent use of competition as a 
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strategy, as well as the collaborating strategy, may relate to both the patriarchal and bureaucratic 

nature of hospitals as well as to the nurses’ perceived need for affiliation and their lack of 

assertiveness. Finally, the author concluded that women have been socialized to be more 

concerned with interpersonal aspects of relationships than men and while there have been 

significant changes in women’s roles that have contributed to changes in nurses’ roles, the 

needed/desired changes in stereotypic attitudes and behaviors have been slow. The lack of 

recognition or undervaluing of nurses’ contribution by other health care professionals may result 

in nurses lacking the confidence to express themselves and their professional roles. The power 

differentials associated with gender and professional status along with the lack of self-confidence 

may also help explain the infrequent use of the collaborating strategy by nurses (Valentine, 

2001). 

Rosenstein (2002) reported the results of a survey that examined the significance of 

nurse-physician relationships and the atmosphere they create in the work environment, disruptive 

physician behavior and institutional responses to such behavior, and the impact of such behavior 

on nurses’ job satisfaction, morale, and retention. Disruptive physician behavior was defined as 

“any inappropriate behavior, confrontation, or conflict, ranging from verbal abuse to physical 

and sexual harassment”(p. 27). Data were obtained from a convenience sample of 1,200 

employees of a large regional network of 84 hospitals and affiliated medical groups. The sample 

included 720 nurses, 173 physicians, 26 administrative executives, and 281 other health care 

professionals employed by the network. The responses of the later subgroup were counted in the 

aggregate totals, but not in the response totals for the nurse, physician, and executive subgroups. 

The survey instrument consisted of 24 items, which allowed for three types of responses (a) yes 

or no, (b) Likert-type responses based on a 10-point scale, and (c) answers to open ended 

questions. Responses to the open ended questions were categorized by theme and reported as the 
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percentages of respondents whose comments fell into the relevant theme category (Rosenstein, 

2002). 

The results of the survey indicated a significant difference between nurses’ and 

physicians’ responses to all questions. Significant differences were also found between 

physicians’ and executives’ responses to all questions. Questions related to the overall 

atmosphere created by nurse-physician relationships were rated more positively by physicians 

than nurses and executives. Physicians also rated the overall significance of nurse-physician 

relationships as being less significant than did nurses or executives. When asked about 

physicians’ value of and respect for nurse input and collaboration, both nurses and executives 

rated this item lower than did physicians. Questions related to disruptive physician behavior 

indicated that most of the respondents (92.5%) had either witnessed or experienced such 

behavior at their hospitals and that such behavior occurred infrequently (once or twice each 

month) and was only exhibited by 2% or 3% of the medical staff. The most frequently cited 

types of behaviors witnessed or experienced fell into the following categories: (a) yelling or 

raising the voice, (b) disrespect, (c) condescension, (d) use of abusive language, (e) berating 

colleagues, and (f) berating patients. With respect to the issues, events, or circumstances that 

precipitated disruptive physician behavior, nurses indicated that this behavior most often 

occurred after placing calls to physicians, after questioning or seeking to clarify an order, after 

perceived delays in delivery of care and sudden changes in a patient’s status, and when 

physicians thought that their orders were not carried out correctly or in a timely manner. Both 

physicians and executives rated medical orders not being carried out correctly or in a timely 

manner as the primary cause for such behavior, followed by ill-timed calls and general 

communication breakdowns between the nursing staff and physicians. While only a small 

percentage of disruptive behavior was reported, both physicians and nurses agreed that it 
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influenced attitudes toward patient care and inhibited teamwork, thus affecting the efficiency, 

accuracy, safety, and outcomes of care. Executives further noted that such behaviors also 

occurred when physicians did not get their way or their preferences were not being met. When 

asked about how serious an issue such behavior was at their hospital, physicians rated it as being 

less serious than did nurses and executives. When asked about the impact of such behavior on 

nurses’ satisfaction and morale, physicians again rated this item significantly lower than did 

nurses and executives. When asked to rate their perceptions of administrative support of nurses 

in conflict with physicians, nurses rated this item significantly lower (less support) than did 

physicians and executives. When asked about physician support of nurses in nurse-physician 

conflicts, nurses rated this item lower than any other item in the survey and rated it significantly 

lower than did physicians and executives. With respect to questions related to institutional 

responses to disruptive physician behavior, two-thirds of the respondents indicated that code-of-

conduct policies were in place at their hospitals; however, fewer than 50% perceived the policies 

to be effective, and few were satisfied with the results of the physician counseling process. Close 

to 50% of the respondents also reported barriers or resistance to reporting disruptive physician 

behavior. Interestingly, executives perceived the presence of more barriers and resistance than 

did nurses and physicians. The most common barrier cited by all respondents was “fear of 

retribution.” Barriers most frequently cited by nurses were intimidation, fear of retribution, 

concerns about a report’s impact on future work relationships, and the general belief that nothing 

ever changes. They also expressed concern about administrative tolerance of such behavior, 

particularly by those physicians who bring a great deal of business to their respective hospitals 

(Rosenstein, 2002). 

 Finally, an open ended question offered respondents the opportunity to suggest strategies 

that might improve nurse-physician relationships. Improvement strategies were recommended by 
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81.7% of the survey respondents and included the following, which were rank ordered by 

frequency: (a) create more opportunities for collaboration and communication through group 

forums and collaborative workshops; (b) increase the availability of training and educational 

programs for physicians and nurses that focus on improving teamwork and working 

relationships; (c) improve organizational processes by requiring executives to take a more 

proactive approach to eliminating potential sources of frustration and conflict related to staffing, 

scheduling , and equipment; (d) establish and enforce a zero tolerance policy for disruptive 

behavior which holds both physicians and nurses more accountable for their actions;  

(e) disseminate code-of-conduct policies and reporting guidelines to both nurses and physicians, 

apply the policies consistently and quickly, and provide adequate feedback to those involved; 

and (f) provide an ongoing forum designed to increase the awareness of both physicians and 

executives of the issue addressed by the survey and raise awareness of other relevant factors that 

increase nurses’ stress levels. The author concluded that some of the issues of concern to nurses 

who participated in this survey were deeply entrenched in the male dominated physician and 

administrative cultures of the network of hospitals, where nursing was often viewed as a 

subservient role and disruptive physician behavior tolerated.  However, other issues also 

contributed to stressful working conditions for nurses, such as heavy workloads, mandatory 

overtime, staffing and scheduling difficulties, and other job responsibilities that resulted in less 

time spent with patients. While strategies may be implemented to remedy problems inherent in 

the nurse-physician relationship, success will only be temporary unless all workplace concerns 

are addressed (Rosenstein, 2002). 

Summary Nurse-Physician Collaboration Studies 

 The reviewed studies revealed several themes centered on the defining features or 

attributes of the phenomenon of collaboration and the dynamics of the nurse-physician 
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relationship in the areas of barriers to collaboration and outcomes of successful and unsuccessful 

interprofessional interactions. The studies supported the notion that collaboration was a complex 

process and extremely difficult to achieve in today’s fast paced and chaotic hospital work 

environments. Although definitions of collaboration varied across the studies (See Appendix A) 

essential attributes included open communication, mutual respect and trust, shared expertise and 

shared decision-making focused on the common goal of high quality patient care. The most 

frequently reported barriers to nurse-physician collaboration included turf issues, perceived 

hierarchy of roles and responsibilities, dysfunctional communication patterns, and differences in 

gender, educational preparation, cultural norms, and role socialization (Baggs et al., 1992; 

Baggs, 1994; Farrell, 2001; Knaus et al., 1986; Patronis-Jones, 1994; Rosenstein, 2002; 

Valentine, 2001; Weiss, 1985; Weiss & Davis, 1985). These studies also generated similar 

findings with respect to conflict management resolution strategies used by nurses and physicians. 

Most frequently reported modes of handling conflict were competition, avoidance, 

accommodation and compromise (Baggs, 1994; Patronis-Jones, 1994; Prescott & Bowen, 1985; 

Valentine, 2001; Weiss & Davis, 1985). Overall, the studies suggested that nurses preferred 

conflict management strategies that required less assertiveness on their part, and their perception 

of an ideal environment would be conflict free. The studies provided support for the general 

conclusion that nurses are ill prepared to work in collaborative practice environments (Coeling & 

Wilcox, 1994; Prescott & Bowen, 1985).    

The literature supported that gender as a social context variable has influence over 

relationship building and collaboration, yet, few studies on nursing, a female dominated 

profession, have been done from a gender perspective (Bates, 1975; Coeling & Wilcox, 1994; 

Kalisch & Kalisch, 1977; Valentine, 2001). The overall findings supported the notion that the 

‘doctor-nurse game’ remains alive and well in contemporary acute care hospitals and that the 
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resolution to that may lie in understanding the interactive nature of the environment with the 

individuals (Farrell, 2001; Prescott & Bowen, 1985; Stein et al., 1990). The ‘doctor-nurse game’ 

was initially coined in the 1960’s by Stein (1967) who described how nurses attempted to 

overcome those stereotypical roles that had developed over time, where the nurse’s role was 

subservient and passive. In the game, nurses would avoid open disagreement with physicians and 

would introduce suggestions for patient care in such a way that the physician would believe the 

idea was theirs (Pillitteri & Ackerman, 1993; Stein, 1967). The reviewed literature led to the 

conclusion that collaboration should be used to bring disparate disciplines and organizations 

together to act in ways they could not act on their own to resolve patient care needs and concerns 

that cannot be addressed as individuals (Baggs, 1994; Patronis-Jones, 1994; Rosenstein, 2002; 

Sullivan, 1998; Weiss, 1985). 

Collaborative Practice Environments and Magnet Hospitals Studies   

Any current discussion of the key attributes of a collaborative practice environment 

usually includes the magnet hospitals, which were first identified in 1983 as hospitals that were 

able to recruit and retain nurses during a severe nursing shortage (McClure, Poulin, Sovie, & 

Wandelt, 1983). This initial study was conducted under the sponsorship of the American 

Academy of Nursing (AAN) and involved a sample of 163 hospitals that met the criteria for 

participation. Forty-one of 163 hospitals were subsequently described as “magnet hospitals” 

because of their ability to create an environment that attracted and retained well-qualified nurses 

who promoted quality patient care. In December 1990, the ANA Board of Directors approved the 

initial proposal for the Magnet Hospital Recognition Program for Excellence in Nursing 

Services. Administration of the Magnet Recognition Program resides with the American Nurses 

Credentialing Center (ANCC, 2002) that was also created by the ANA in 1990. At the present 
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time, approximately two percent of the nation’s 5,794 registered hospitals have received magnet 

recognition (Health Forum, 2002). 

 Over the past two decades, researchers have consistently identified effective senior 

nursing leadership, nurses’ autonomy and control over nursing practice, and nurse-physician 

collaboration as the key variables that may help explain the relationship between magnet 

hospitals and positive patient, staff, and organizational outcomes (Aiken, Smith, & Lake, 1994; 

Boyle, 2004; Coile, 2001; Kramer & Schmalenberg, 1991; Scott, Sochalski, & Aiken, 1999). 

Within the last four years, prominent agencies such as the JCAHO (2001), the AHA (2002) and 

the IOM (2001, 2003) have strongly recommended that hospitals embrace the attributes of the 

magnet hospital model and incorporate them in work redesign innovations focused on enhancing 

patient and staff safety, promoting interdisciplinary collaboration, and improving patient 

outcomes.  Three of the more recent magnet hospital studies will be reviewed in this section. 

Aiken, Havens, and Sloane (2000) conducted a study to determine whether ANCC-

accredited magnet hospitals had the same organizational attributes responsible for the provision 

of excellent nursing care as the original AAN-designated magnet hospitals did and whether they 

had high rates of nurse satisfaction and the same quality of care (as assessed by nurses). Seven 

ANCC magnet hospitals were compared to 13 of the original AAN magnet hospitals. 

Questionnaire data were obtained from a convenience sample of 2,045 nurses who work on the 

medical and surgical units at these institutions. Of the nurse sample, 1,064 were from ANCC 

magnet hospitals and 981 were from the original AAN magnet hospitals. The participants 

completed a 15-page self-administered survey that included: (a) a demographic questionnaire 

which also asked for information about current job characteristics (e.g., hours worked, workload, 

supervisory responsibilities, and non-nursing tasks) and current job outlook (e.g., job 

satisfaction, intent to leave, and perceptions of job security and job market); (b) the Aiken and 
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Patrician (2000) revised Nursing Work Index (NWI-R) which was used to measure 

organizational attributes of the work setting; and (c) the Maslach (1986) Burnout Inventory 

(MBI) which was used to measure nurses’ job-related feelings. The NWI-R consisted of 49 items 

organized into four subscales: (a) nurses’ autonomy; (b) nurses’ control over the practice setting; 

(c) nurses’ relations with physicians; and (d) nurses’ perceptions of the practice environment. 

The items were rated on a Likert-type scale ranging from 1 (strongly disagree) to 4 (strongly 

agree). Higher scores indicated that higher numbers of attributes were present in the work 

setting. The MBI consisted of 27 items organized into three subscales: (a) burned out from work, 

(b) emotional exhaustion, and (c) job frustration. The items were scored on a summative rating 

scale ranging from 0 (never) to 6 (everyday). Higher scores indicated that nurses reported 

experiencing highly stressful working conditions. According to reported norms for the scale, 

scores of 27 and above are considered “high” for nursing and other medical personnel (Aiken et 

al., 2000). 

The overall results of the study indicated that all of the variables measured (except 

relations between nurses and physicians) differed significantly across the nurses’ surveyed in the 

two groups of magnet hospitals. The demographic data indicated that the percentage of nurses 

with baccalaureate degrees was significantly higher in ANCC magnet hospitals (58.9%) than in 

the original magnet hospitals (52.8%). With respect to job characteristics, nurses in ANCC 

magnet hospitals reported caring for, on average, one less patient per shift than did nurses in the 

original magnet hospitals. The authors further reported that the ANCC magnet hospitals had a 

significantly higher ratio of registered nurses to patients (190 full-time equivalent registered 

nurses per 100 patients) than did the original magnet hospitals (128 registered nurses per 100 

patients). With respect to nurses’ perceptions of their practice environment, the nurses in ANCC 

magnet hospitals reported significantly higher levels of autonomy and greater control over their 
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practice setting than did nurses in the original magnet hospitals. Nurses’ relationships with 

physicians were reported as essentially the same in the two groups of magnet hospitals.  Nurses 

in ANCC magnet hospitals also rated other attributes of their practice environment significantly 

more favorably than did nurses in the original magnet hospital. For example, ANCC nurses 

reported that their units had adequate support services and that they had adequate time to discuss 

patient problems with other nurses. The ANCC nurses also reported (in greater relative numbers) 

that they had more opportunities to participate in policy decisions, had a powerful chief nursing 

executive, and that the contributions they made were readily recognized and greatly appreciated 

(Aiken et al., 2000). 

With respect to burnout and job satisfaction, the study findings indicated that the nurses 

in ANCC magnet hospitals were significantly less likely than nurses in the original AAN magnet 

hospitals to report being burned out, emotionally drained, or overly frustrated by their work. 

Nurses in ANCC magnet hospitals were also considerably less likely than nurses in the original 

magnet hospitals to report being dissatisfied with their present job (16% versus 28%) and were 

more likely to report being very satisfied (33% versus 22%). With respect to the nurses’ 

assessments of the quality of care provided in their hospitals, 43% of the nurses in ANCC 

magnet hospitals compared to only 21% of those in the original magnet hospitals rated the 

quality of care delivered to their patients as excellent. While only 10% of the nurses in ANCC 

magnet hospitals rated the quality of care delivered to patients as either adequate or poor, nearly 

25% of the nurses in the original magnet hospitals did so. However, the authors pointed out that 

both groups of nurses rated the quality of care in their hospitals considerably higher than did a 

recent sample of nurses surveyed by a major national nursing organization, which indicated that 

only 10% of nurses rated care in their hospitals as excellent (Aiken et al., 2000). 
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 Havens (2001) also conducted a comparative survey design study which sought to 

explore the potential differences in the infrastructures supporting nursing practice in two groups 

of hospitals, ANCC magnet hospitals (n = 21) and those magnet hospitals (n = 35) recognized in 

the original group. Chief Nurse Executives (CNE) of both groups were asked to complete a 

questionnaire that focused on hospital characteristics specific to recruitment difficulties, quality 

of care, and organizational structure. The questionnaire consisted of: (a) one global item that 

assessed the CNE’s appraisal of the amount of difficulty in recruiting RNs; (b) two global items 

to assess CNE’s perceptions of quality; (c) a 10-item scale that measured organizational support; 

(d) a 49- item NWI-R scale to measure context; and (e) a 9-item scale that measured 

restructuring activity. Respondents to the survey included 24 CNEs from the 35-original AAN 

magnet hospitals and 19 of the 21 CNEs from the ANCC recognized magnet hospitals. The study 

reported three structural differences in the organization of nursing that were statistically 

different: (a) the presence of a distinct department of nursing, (b) the presence of a doctorally 

prepared nurse researcher to provide decisional support to the nurse executive as well as to 

facilitate staff nurse research and evidence-based practice, and (c) the CNE’s perceptions of 

control over nursing practice and the practice environment. The two groups also differed 

significantly on JCAHO accreditation summary scores with ANCC hospitals’ mean scores being 

significantly higher than the comparison group. Finally, the ANCC hospitals reported higher 

levels of autonomy, control over practice, and nurse-physician collaboration due to support 

provided by the infrastructure and the strength of the CNE. These findings highlighted the 

significant impact that the role, position and power of the CNE can have on the overall quality of 

the nursing practice environment, organizational effectiveness and patient outcomes (Havens, 

2001). 
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 Laschinger, Shamian and Thomson (2001) proposed and tested a model that hypothesized 

that nurses who perceived their work environments afforded a high degree of autonomy, gave 

them control over their practice setting, and supported strong collaborative nurse-physician 

relationships would have high levels of trust in management and low levels of work related 

burnout. A stratified random sample of 3,016 nurses who worked in the medical surgical units in 

135 hospitals, completed questionnaire packets consisting of: (a) a 15-item Nursing Work Index 

(NWI), (b) a 12-item Interpersonal Trust at Work Scale, (c) a 22-item Human Services Survey 

(HSS), and (d) a 1-item scale asking the respondents to rate their satisfaction with their present 

job. The nurses were also asked to assess quality through the use of QUACARE, a three-item 

instrument and QUALUNIT, which required nurses to rate the quality of care delivered on their 

unit. The NWI contained three subscales: nurse autonomy, nurse control over the practice setting 

and nurses’ relations with physicians, organizational traits reported by staff nurses as important 

to their professional work environments. The Interpersonal Trust at Work Scale had four 

subscales that measured faith in the intentions of and confidence in actions of peers and 

managers. The HHS consisted of self-descriptive statements that described aspects of work 

related burnout: emotional exhaustion, depersonalization and decreased personal 

accomplishments.  

The results of the study showed that nursing work environments were perceived to 

provide moderate levels of autonomy, control over practice and nurse-physician collaboration; 

nurse burnout scores were within the average burnout category reported in previous studies; and 

trust in management was moderate as were levels of job satisfaction and nurse-assessed patient 

quality of care (Laschinger et al., 2001). This study provided further support about the effects of 

positive work environments on nurse and patient satisfaction. The research also showed 

significant positive relationships between autonomy and control over practice, with nurse-
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physician collaboration also being a relevant factor. This study also supported the results of other 

studies where higher levels of collaboration have been associated with lower mortality statistics, 

lower risk adjusted length of stay, and lower nurse turnover (Laschinger et al., 2001).  

Summary Collaborative Practice Environments and Magnet Hospitals Studies 

 A review of Magnet Hospital research concluded that autonomy, control over the practice 

environment, status, and collegial nurse-physician relationships supporting collaborative practice 

were important to nurse satisfaction and subsequently attributable to positive patient outcomes 

(Aiken et al., 2000; Havens, 2001; Havens & Aiken, 1999; Scott, Sochalski & Aiken, 1999). The 

establishment of a professional practice environment that supports interdisciplinary collaboration 

requires hospital leaders to adopt initiatives that encourage a culture of trust, empowerment, and 

cooperation. 

This body of research supports the importance of acute care hospitals to work on 

environmental issues such as nurses’ autonomy and collaborative relationships with physicians, 

to ensure quality patient care and job satisfaction. Sufficient evidence exists to challenge 

administrators to determine that changes are required in policies and processes internal to the 

organization to support the work environment that foster the attainment of these desired 

outcomes. Additionally, results of this research provided strong support for identifying 

opportunities for change within the educational programs in nursing and medicine to facilitate 

competencies in relationship building that can lead to collaborative practice behaviors, and the 

continued need to use evidence-based interventions generated by collaborative research 

endeavors. 

Attitudes Toward Collaboration Studies 

 Symbolic interaction theory provides an insightful way to understand how 

communication among health care professionals (both verbal and nonverbal) can affect attitudes 
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that either hinder or create support for collective action or collaborative behavior. According to 

this theory, people are motivated to act based on the symbolic meanings they assign to people, 

things, and events. These meanings arise out of social interactions and are communicated 

through the language that people use with others. Language enables people to develop a sense of 

self and to interact with others in their society or their environment. The theory assumes that 

people symbolize things in order to simplify and make sense of their experiences, interactions, 

and other aspects of their world. While some symbols represent relatively discrete phenomena 

(physical objects such as human beings, traffic signs, building, icons, etc.), others represent 

generalizations of behavior toward objects (socially recognized class terms or categories such as 

gender, ethnicity, nurse, teacher, mother, etc.). Symbols are a type of logic-in-use; they serve as 

cues to behavior and they serve to organize behavior. Symbols and their meanings establish the 

social reality for people within a particular setting, community, or culture (Blumer, 1986; Fine, 

1993; Harter, 1996; Stryker & Stratham, 1985;). 

 Consistent with the symbolic interaction perspective, human communication typically 

occurs on two levels: content dimension and relationship dimension. The content dimension 

refers to language, words, and information in a message; the relationship dimension defines how 

participants in an interaction are linked to each other. As an example, consider the following 

statement made by a physician to a staff nurse: “Please take this specimen to the laboratory.”  

The content dimension refers to the requested actions—taking the specimen to the laboratory. 

The relationship dimension of the message refers to how the physician and staff nurse are 

associated: the physician’s positional authority in relationship to the nurse, the physician’s 

attitude toward the nurse, the nurse’s attitude toward the physician, and their feelings about one 

another. Both content and relationship dimensions influence the development of shared meanings 

in human interactions (Blumer, 1986; Goffman, 1959). Selected studies that examined nurse-
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physician communication patterns and attitudes toward collaboration will be reviewed in this 

section. 

 Katzman (1989) conducted a study to assess and compare the perceptions of nurses and 

physicians from one southwestern general acute care hospital regarding the current and ideal 

status of nurses’ decision-making authority in patient care delivery. The study sample consisted 

of 110 nurses and 53 physicians who worked together.  Ninety eight percent of the nurses were 

female and 79 % of the physicians were male. With respect to educational preparation, 19.8% of 

the nurses were diploma graduates, 18.9% had associate degrees, 48% had baccalaureate 

degrees, and 13.2% had master’s degrees. Data were collected through use of the Authority in 

Nursing Roles Inventory (ANRI), a 25-item questionnaire with a Likert-type response format. 

The ANRI was designed to identify and quantify the amount and areas of interprofessional 

conflict between nurses and physicians. This 5-point Likert scale consisted of statements that 

related to a variety of professional roles, functions, and behaviors derived from the literature and 

congruent with nursing’s autonomous scope of practice. Respondents were asked to agree or 

disagree along the scale in two different contexts, the first reflecting the current status of nursing 

authority and the second reflecting the status of nursing authority in the ideal sense. Higher 

scores on the first scale indicated more agreement with the current status of nurses’ decision-

making authority and higher scores on the second scale indicated that nurses should have more 

decision-making authority (Katzman, 1989). 

  Katzman (1989) found a significant difference between nurses’ scores and the scores of 

the physicians for the entire current status scale, indicating that this sample of nurses and 

physicians had highly conflicting perceptions of both the current and ideal status of nurses’ 

decision-making authority in health care and patient care delivery. The nurses showed greater 

agreement with both the current and ideal status of nursing authority than did physicians. It 
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should be further note that differences among the educational levels of the nurses were not 

significant for current perceptions of decision making authority; however, the perceptions of 

ideal nursing authority differed significantly among the four groups of nurses, scores increasing 

with more education: those with master’s degrees perceived that they should have more nursing 

authority in the ideal sense. With respect to areas of dissatisfaction within the nurse and 

physician groups, there was a significant difference between the current and ideal scales for the 

nurse group than for the physician group. The results showed that the greatest area of conflict 

was that the nurses perceived themselves less as assistants (or handmaidens) to physicians 

currently than did the physicians. With respect to their ideal perceptions, nurses wanted this 

image even less, while the physicians did not desire a change in the status quo vis-à-vis nursing 

authority. This finding was significant given that effective communication and collaboration 

between nurses and physicians has been strongly linked with positive patient outcomes.  

Katzman (1989) surmised that if physicians continued to perceive nurses as their 

assistants rather than colleagues true interprofessional collaboration would remain an 

unattainable goal. The findings also indicated that there was disagreement between the two 

groups’ perceptions of ideal nursing authority. According to the physicians in the study, nurses 

should not have a say in health policy making nor should they be equal partners in patient care 

decision making or even in setting standards of nursing care, this despite the fact that nurses 

know the theories and principles underpinning the hemodynamic data of patients that they 

monitor for 8-12 hours at a time. The author concluded that the findings of the study supported 

the notion that in spite of the expanded nursing roles with an emphasis on increase nursing 

authority not all health professionals (including nurses) are supportive of true professional status 

for nurses. The author further noted that these ongoing conflicts between nurses and physicians 
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have become barriers to professional nursing role enactment that in turn has placed both patients 

and the health care system at risk (Katzman, 1989).   

  Brashers (1999) conducted a study that assessed the perceptions of collaborative practice 

and education among faculty and students at the University of Virginia Schools of Medicine and 

Nursing.  The study also assessed the basic patient care skills competence of graduating medical 

students and sought to determine student and faculty support for an interdisciplinary skills course 

designed to promote future collaborative practice while improving procedural skills acquisition. 

The sample consisted of 44 medical faculty, 46 nursing faulty, 39 medical students, and 19 

nursing students. Data were collected through use of a three-part survey instrument.   The 

surveys differed in the wording of the questions to be appropriate for each group. The first part 

contained several questions that were designed to obtain demographic data on the participants.  

The second part contained 11 questions that were designed to evaluate perceptions of 

interdisciplinary education, practice collaboration, and support for an interdisciplinary basic 

skills course, using a 4-point Likert-type scale. Medical and nursing students were asked two 

additional questions designed to assess their current level of interdisciplinary interaction and 

understanding. The third part of the survey asked medical faculty and medical students to rate 

perceptions of skill importance and medical student competency in performing 15 basic patient 

care skills. Medical faculty were asked to rate the importance of basic skills acquisition by their 

students on a 4-point scale (very important to completely unimportant), and whether they 

perceived their students as being prepared to perform these skills prior to graduation, using a  

4-point scale (well prepared to completely unprepared). The medical students were also asked to 

rate their own competence in performing each skill on a 4-point scale (very competent to no 

confidence in ability to perform).  The medical students were further asked to identify the person 

from whom they received training for each of the 15 skills (Brashers, 1999). 
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The results of the study suggested that both faculty and students value collaborative 

practice between nurses and physicians and believe that it will improve patient care. While most 

of the medical and nursing students agreed that as individuals they worked well with staff from 

the other discipline, fewer nursing students felt that doctors and nurses worked well together. 

There was also agreement among the two student groups that there was a need to improve basic 

patient care skills acquisition. More importantly, there was support between the medical and 

nursing faculty and students for an interdisciplinary course designed to better prepare them for 

collaborative practice within contemporary health care settings. The author’s conclusions 

supported the need for nursing and medical educational programs to implement the 

recommendations set forth by the TriCouncil of Nursing and the Pew Commission (Brashers, 

1999). 

Hojat et al. (2001) conducted a cross-cultural study that was designed to assess and 

compare the attitudes of nurses and physicians toward nurse-physician collaboration in health 

care delivery within the United States and Mexico. This study was conducted within the context 

of social role theory, supported by symbolic interactionism, which posits that attitudes, gender 

norms, and prescribed professional role expectations inherent in different cultures play key roles 

in determining the nature and dynamics of nurse-physician collaborative relationships (Hardy & 

Conway, 1978). Consistent with this theoretical perspective, the following three research 

hypotheses were generated for the study: (a) both U.S. physicians and nurses would express 

more positive attitudes toward nurse-physician collaboration than their Mexican counterparts, (b) 

nurses would express more positive attitudes toward nurse-physician collaboration than 

physicians regardless of the country in which they practice, and (c) female physicians would 

express more positive attitudes toward nurse-physician collaboration than their male 

counterparts. The participants comprised 639 physicians and nurses in the United States and 

 



  Collaboration in Acute Care            
  

60

Mexico. Specifically, there were 202 participants in the U.S. (118 physicians and 84 nurses) and 

437 in Mexico (149 physicians and 288 nurses). Of the U.S. physicians, 35% were female, and 

of the Mexican physicians, 26% were female.  Of the U.S. nurses, 86% were female, and of the 

Mexican nurses, 91% were female. All nurses in both countries practiced in a variety of specialty 

areas including internal medicine and medical subspecialties, surgery and surgical sub-

specialties, and psychiatry (Hojat et al., 2001). 

  All participants completed the Jefferson Scale of Attitudes Toward Physician-Nurse 

Collaboration (Hojat et al., 1999). This attitude survey instrument consisted of 15-items which 

measured four constructs: shared education and collaboration, caring as opposed to curing, 

nurse’s autonomy, and physician’s authority. All items were answered on a 4-point Likert-type 

scale from strongly agree to strongly disagree. The higher the total score, the more positive 

attitude toward nurse-physician collaborative relationships. The authors reported that the results 

of a previously conducted exploratory factor analysis provided support for the construct validity 

of this instrument (Hojat et al., 1999). The attitude score was considered the dependent variable 

and country, profession, and gender were considered the independent variables. A 3-way 

factorial analysis of variance design (2 x 2 x 2) was used to compare the group differences on the 

attitudes scored that were due to the main effects of the country, profession and gender (Hojat et 

al., 2001).   

The results showed differences due to country and profession, but not gender. 

Examination of the magnitude of the mean scores showed that both U.S. nurses and physicians  

expressed more positive attitudes toward nurse-physician collaboration than their Mexican 

counter parts. Regardless of the country and gender, nurses in general expressed a more positive 

attitude toward nurse-physician collaboration than the physicians. There was no significant 

difference in attitude scores between male and female physicians in either country. Further 
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analysis of the similarities and differences among the four groups of participants indicated that 

the U.S. nurses expressed the most positive attitude toward nurse-physician collaboration and 

that the Mexican physicians expressed the most negative attitude toward nurse-physician 

collaboration (Hojat et al., 2001). 

  Hojat et al. (2001) concluded that the results of the study provided evidence in support 

of the first and second, but not the third research hypotheses. In their discussion of the results of 

the study, the authors noted that the findings related to the first hypothesis were consistent with 

the notion that cultural factors contribute to the development of attitudes toward nurse-physician 

collaborative relationships.  It was further noted that the findings related to the second hypothesis 

were consistent with the notion that collaborative nurse-physician relationships are a more 

important component of job satisfaction for nurses than for physicians. Finally, the findings of 

the third hypothesis, where female physicians did not report more positive attitudes toward 

collaboration than their male counterparts, were consistent with the role theory perspective in 

that professional role socialization and cultural factors, possibly more so than gender, can 

strongly influence attitudes toward nurse-physician collaboration (Hardy & Conway, 1978). 

Thus, attitudes toward nurse-physician collaboration are expected to be more positive in societies 

or cultures where nurses and physicians share authority and are viewed to have complementary 

roles and responsibilities in patient care delivery. In these societies or cultures, one would expect 

to find that a complementary model (as opposed to a hierarchical model) of professional roles 

would be promoted in the formal education of health care professionals (Hojat et al., 2001).       

   Hawryluck, Espin, Garwood, Evans, and Lingard (2002) conducted a study that 

examined the interprofessional communication and collaboration patterns in the context of 

continuously changing ICU teams. The authors further explored the implications of these 

patterns for the education and socialization of critical care trainees in relevant medical and 
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nursing education programs as well as through interdisciplinary educational opportunities in 

contemporary ICU practice settings as they negotiate professional roles and relationships. Over a 

4-month period, 144 hours of ICU team interactions were captured during 36 observation 

sessions at two urban teaching hospitals located in Toronto, Canada. Subjects observed during 

these sessions included ICU nurses (n = 90), physician staff intensivists (n = 7), fellows (n = 4), 

residents (n = 21), and nursing trainees (n = 2). Grounded theory techniques were adapted and 

used in the collection and analysis of data. Saturation of recurrent themes was achieved at the 

conclusion of 24 observation sessions at the first ICU site. Participant observers then proceeded 

to the second ICU site where 12 observation sessions were conducted. The observers 

independently recorded all communication-related activities using standard ethnographic field 

note techniques. Brief, unstructured interviews were occasionally conducted following 

observation sessions to solicit the subjects’ opinions regarding the representative nature of the 

observed activities and interactions. Field notes were independently read by each member of the 

research team and coded for emergent themes using the constant comparison technique for 

inductive analysis. Coding consensus was achieved through discussion and negotiation among 

the research team members (Hawryluck et al., 2002). 

The thematic analysis of field notes generated three key findings regarding the patterns of 

interprofessional communication and collaboration in the ICU setting.  These were: (a) the ICU 

team expanded and contracted depending on the circumstances, (b) the degrees of collaboration 

and conflict on the team fluctuated in light of changing circumstances, and (c) the catalysts 

underlying fluctuations in collaboration also changed depending on the situation at hand. With 

respect to the first finding, the ICU team was found to be a more complex and fluid entity than 

the term itself implies. The authors characterized this fluidity as a range from the “core” to an 

increasingly “expanded” team. The core ICU team reflected the more traditional notion of the 
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team concept in that the size of the team tended to be smaller and typically included only those 

individuals directly involved in caring for an assigned group of patients, with their involvement 

based on defined professional roles and patient needs (e.g., nursing, respiratory therapy, and 

medicine). The findings suggested that “core” was a flexible entity that could be as small as two 

individuals or expand to encompass a variety of other health care professionals whose expertise 

and services were required to meet patient needs (e.g., specialty consultations or dealing with 

life-threatening emergency situations) or to facilitate patient transfers in and out of the unit. In all 

of these situations, the expansions were temporary and required negotiation between the 

expanded and core team members regarding roles, needs, goals, and resources. These expansions 

were found to create considerable tension, discord, and disagreement among the ICU team 

members. The negative impact of these fluctuations on interdisciplinary teamwork was evident 

in the field note data related to both the second and third findings (Hawryluck et al., 2002). 

With respect to the second finding, excerpts from the field notes suggested that the ICU 

team members had a rather limited understanding of each other’s roles and responsibilities and 

lacked the necessary skills to function as effective team members. As a result, disagreements 

about patients’ needs and how best to meet them was found to be a frequent source of conflict 

within the core and expanded teams. The excerpts also provided evidence of an “us vs. them” 

mind-set that was found to increase tension and discord among the team members as well as to 

create conflict or confusion about the professional role expectations of critical care trainees.  

With respect to the third finding, thematic analysis of the field-note data yielded insights into six 

catalysts that can provoke fluctuations (increases or decreases) in collaborative interactions 

among and between ICU team members.  These catalysts were: (a) authority, which can increase 

collaboration when the team members agree on leadership and decision making in a given 

situation or be a source of conflict when the members disagree about who has the right to make a 
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decision; (b) education, which can increase collaboration through teaching and learning activities 

that foster a sense of shared goals and values between team members and trainees, or be a source 

of conflict if patient needs and time compete for instructors’ or trainees’ attention; (c) patient 

needs can be a catalyst for collaboration when team members work together in a cooperative and 

collegial manner with the best interests of the  patient in mind or be a source of conflict when the 

team disagrees on the patient’s needs or how to best meet them; (d) knowledge,  which can be  a 

source of collaboration or conflict when core and expanded teams lay claim to or deny 

responsibility for spheres of knowledge and its application; (e) resource, which can positively 

influence collaboration between core and expanded teams when resources are requested and 

received or negatively when limited resources become the source of competition; and (f) time, 

which governs many variables in the ICU setting, including the nature of collaboration 

(Hawryluck et al., 2002).  

The authors reported that their findings highlighted the importance of emphasizing 

interdisciplinary teamwork and respect for different professional role expectations during entry-

level nursing and medical education. Included in this training must be a focus on learning the 

balance between the discipline’s independent and collaborative responsibilities. The authors also 

suggested that a major limitation of the study was related to the generalizability to only ICU 

teams, which may not be representative of other acute care hospital specialties, although these 

same sources of tension had been reported in previous studies involving the operating room 

(Hawryluck et al., 2002). 

Lingard, Reznick, Espin, Regehr and DeVito (2002) conducted a study that explored the 

nature of communications among operating room (OR) team members (surgeons, nurses, and 

anesthesiologists) to identify common communication patterns and sites of team tension and to 

examine the implications for the socialization of novices. This study was informed by rhetorical 
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theory which views human communication as a social act and further suggests that all 

communication has effects-intended and actual (Burke, 1969). As was noted by the authors, this 

theory assumes that communication activities are motivated by the need to identify with an 

audience in order to overcome differences and achieve the common ground needed for 

productive dialogue (Burke, 1969). Fostering this identification requires an understanding of the 

elements of divisiveness and negotiation of shared interests (Lingard et al., 2002).   

Over a four-month period, paired observers captured 128 hours of OR team interactions 

during 35 procedures that were performed in the surgical suites of an urban teaching hospital 

located in Toronto, Canada. Subjects observed during these procedures included surgeons  

(n = 15), nurses (n = 28), anesthetists (n = 10), and novices (third-year medical students to senior 

residents (n = 30+). Grounded-theory techniques were adapted and used in the collection, 

analysis, and interpretation of the data. The paired observers independently recorded all 

communication events using standard ethnographic field note techniques. Brief, unstructured 

interviews were conducted following each observation period to solicit subjects’ opinions 

regarding the representative nature of the observed events and their impact on social interactions. 

The authors defined a communication event as “a verbal or nonverbal exchange with two or 

more participants” (p. 234). Tension levels (coded as none, lower, or higher) were determined 

individually by the paired observers who assessed the content of the communication events as 

well as nonverbal cues, tone of voice, use of repetition and emphasis, and the apparent outcomes 

of the exchange. Coding consensus was achieved through discussion and negotiation among the 

research team members. The coded data were then enter into a software program and further 

analyzed for thematic interrelationships (Lingard, et al., 2002). 

Qualitative analysis of field notes generated five dominant themes around which the 

observed communication events tended to cluster. These themes were:  
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 time (room turnover, patient cancellation, sending for the next patient) 

 resources (equipment allocation and distribution, personnel distribution) 

 roles (responsibilities, constraints, and relationships) 

 safety and sterility (aseptic techniques) and 

 situation control (temperature regulation, recording activities)                      

(Lingard et al., 2002, p. 234). 

 With respect to sites of tension, analysis of the field mote data indicated that all of the 

observed procedures had one to four higher-tension events. These higher-tension events had a 

ripple effect, spreading tension to other team members and other contexts (i.e., adjoining ORs, 

the front desk, or the scrub room). Most of the observed higher-tension events occurred between 

surgeons and nurses. Surgical novices were involved in about one-third of the observed higher-

tension events. The novices responded to these tension events by mimicking the senior 

surgeon/teacher’s discursive style or posture or withdrawing from the communicative sphere. 

Withdrawal was the more common response of the novices’ in both higher-tension and lower-

tension situations. The authors noted that contrary to the prevailing myth that OR teams function 

under an autocratic and militaristic communication system, their data suggested that there was a 

wide range of subtle communications among the observed OR team members, particularly 

during actual or potential tension situations. The observed types of discourse used by the team 

members included: questions, commands, stories, jokes, rebukes, statements, social chats, and  

a variety of nonverbal signals (nodding, gesturing, and facial expression). When the surgeons 

wanted nurses to do something they were more likely to use a statement or a question rather than 

a command to persuade them to action. The authors further noted that the range and flexibility of 

the observed discourse strategies-use of a joke to hasten a procedure or telling a story to cajole a 

nurse into finding a preferred piece of equipment-indicated the complex nature of OR team 
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communications, all for the sake of maintaining social relationships and minimizing tension 

while still achieving goals (Lingard et al., 2002).  

 The authors reported that their findings supported the notion that interprofessional 

communication patterns associated with tension can be transmitted to novices and influence their 

attitudes and behaviors. The novices’ responses to team tension situations via mimicry or 

withdrawal may have impaired their relationships with other team members as well as further 

escalated the tension. Their findings also supported the notion that, as a dynamic social entity, 

the OR team and its language and communications patterns are subject to social, political, 

economic, and cultural influences. Finally, the authors concluded that their findings supported 

the need for further research on how social discourse inherent in team communications can 

influence the socialization of health professional novices (Lingard et al., 2002).  

 Tschannen (2004) conducted a study to explore the relationship between nurse and 

physician attitudes toward teamwork and organizational commitment and their effect on 

perceptions of collaboration. Collaboration was defined as the process whereby individuals with 

varying backgrounds and expertise communicate effectively with one another in a 

nonhierarchical fashion. Together they are able to search for solutions that cannot be determined 

with an individual’s limited scope of knowledge. The author hypothesized that high levels of 

team orientation and organizational commitment would result in higher perceptions of nurse-

physician collaboration in the work environment. The study sample consisted of 55 nurses  

(44 registered nurses and 11 practical nurses) and 22 physicians (10 attending and 12 house 

officers) who practiced on two surgical units in a Midwest hospital. Of the nurse respondents, 

55.6% (n = 26) had a bachelor’s degree or higher, 38.3% (n = 18) had an associate’s degree, and 

6.4% (n = 11) were licensed practical nurses. Questionnaire data were obtained through the use 

of three survey instruments: (a) Shortell and colleagues’ (1991) Organizational and Management 
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in the Intensive Care Unit Questionnaire (this instrument’s 4-item conflict management subscale 

was used to determine nurses’ and physicians’ opinions of collaboration in their work 

environment); (b) Wagner’s (1995) Individualism-Collectivism Scale (a 20-item survey that 

evaluated individuals’ perceptions of related beliefs, attitudes, and norms using a 7-point Likert 

scale); and (c) Mowday and colleagues’ (1982) Organizational Commitment Questionnaire (a 

15-item scale that evaluated individuals’ belief in and acceptance of an organization’s goals and 

values, the willingness to exert substantial effort on behalf of the organization, and a strong 

desire to remain affiliated with the organization) (Tschannen, 2004). 

In order to examine the degree to which self-reports of teamwork and commitment levels 

jointly affected collaboration scores, the researcher created a dummy variable that represented a 

linear combination of the two variables. Findings showed that teamwork and commitment were 

related to perceptions of nurse-physician collaboration within the work environment. Overall, 

55.1% of the variance in perceptions of collaborations for physicians and 14.7% for nurses was 

explained by this variable. This was significant for nurses, but not for physicians. Thus, the 

results of the study provided evidence for the hypothesis. As the scores for the overall fit variable 

increased, a stronger orientation toward teamwork and a higher level of commitment to the 

organization led to increased perceptions of collaboration within the work environment among 

nurses and physicians (Tschannen, 2004). 

The author identified several limitations of the study, including the relatively small 

sample size, the use of only two study units, and collection of data in only one geographic 

location. The author further reported that the study was unable to determine actual levels of 

collaboration between nurses and physicians due to methodology issues (i.e., instrumentation and 

research design). In this regard, the study was not designed to measure the unique individual and 

organizational characteristics that may have affected the subjects’ perceptions of teamwork, 
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commitment, and collaborations within the work environment. Finally, the author provided 

suggestions for overcoming these limitations in future research through the use of larger samples 

from varying work environments and geographic locations and through use of observational 

methods that would provide greater insight into the effects of individual characteristics on 

perceptions of collaboration and the actual behavioral attributes associated with collaborative 

practice between nurses and physicians (Tschannen, 2004). 

Wear and Keck-McNulty (2004) conducted a study to describe the attitudes of female 

nurses and female resident physicians toward each other in one Midwest teaching hospital. The 

sample consisted of 28 nurses and 23 residents who practiced in four specialty areas: 1) surgery, 

2) internal medicine, 3) obstetrics-gynecology, and 4) emergency medicine. Qualitative methods 

and procedures were used to collect, analyze, and interpret data. Participants were placed into 

focus groups and interviewed separately and by specialty (e.g., ob-gyn nurses, surgical 

residents). Focus groups were used to promote interaction among the participants, facilitate 

affirmation or challenging of responses, and provide a forum for addressing sensitive topics. All 

participants were asked the same series of open-ended questions that were developed by the 

authors. The questions were designed to determine: (a) if and how female nurses and residents 

believed gender was a factor in their relationship with one another, (b) the kind and degree of 

assistance female nurses provide to female residents, (c) the kind and degree of assistance sought 

by female residents, and (d) the greatest strengths and the biggest challenges of the female nurse-

to-female resident relationship. The interviews, which typically lasted between one-half and one 

hour, were audio taped, transcribed and analyzed to uncover recurring themes and concepts in 

both words and linguistic style (Wear & Keck-McNulty, 2004). 

Analysis of the interview data yielded three dominant themes around which the coded 

responses tended to cluster: (a) interprofessional communication and relationship issues,  
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(b) assistance that female nurses give to female residents, and (c) male-female flirting. With 

respect to the first theme, the authors reported that a majority of the female nurses viewed their 

relationships with female residents and attending physicians as being more positive than their 

relationships with male residents and physicians. Most of the nurses’ negative comments about 

working with female residents stemmed from their feeling that the residents did not readily 

acknowledge or value nurses’ experience, knowledge, insights, and clinical skills. The most 

commonly cited relationship issues that residents had with female nurses were having to deal 

with the assumptions of friendship that nurses have based on shared gender, and having to 

closely monitor their communication styles to prevent being perceived as too demanding or not 

friendly enough, and having to justify their orders and explain to nurses why they are doing 

something more than do their male colleagues. With respect to the second theme on assistance 

giving, nurses reported that female physicians were more likely to do things for themselves than 

were male residents and attending physicians. On the other hand, the female residents believed 

that the female nurses did not give them the same kind and amount of assistance that they gave to 

their male counterparts. Most of the female residents also commented that they had to worry 

about the tone they used when asking nurses for assistance, while male residents did not. 

Although these residents were not satisfied with this arrangement, they felt that nothing could be 

done or said about it without their being labeled difficult, overly demanding, or worse (i.e.,  

a “queen bee” or “bitch”). However, some of the residents indicated that they were comfortable 

with doing certain basic nursing tasks on their own or doing more for patients on their own 

(Wear & Keck-McNulty, 2004). 

With respect to the third theme, the female nurses were less likely to either notice flirting 

or categorize certain behaviors as flirting, although most acknowledged that it went on in their 

respective specialty areas. Many of the nurses tended to view flirting as a relatively natural 
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dimension of male physician-female nurse relationships and that it goes in both directions. The 

attitudes of female residents toward male-female flirting varied from matter-of-fact to humorous 

or cynical. While some of the residents viewed flirting as a response to physicians’ power and 

occupational status, others viewed this behavior more in terms of female nurses’ stereotypical 

romantic interests in male physicians (Wear & Keck-McNulty, 2004). 

The authors reported that their findings provided preliminary evidence that gender and 

occupational status influences the nature and power dynamics of female nurse-female resident 

relationships in hospital settings. Their finding indicated that for female nurses, occupational 

status was secondary to gender; for female residents, gender was secondary to occupational 

status. Their findings related to interprofessional communication and relationship issues also 

supported the notion that the “doctor-nurse game” (Stein, 1967) was still being played in this 

study setting. Finally, the authors concluded that further exploratory research on the power 

dynamics of the female nurse-female resident relationship was needed so that disrespectful and 

dysfunctional communication patterns between the two groups can be challenged (Wear & Keck-

McNulty, 2004). 

Summary of Attitudes Toward Collaboration Studies 

The preceding studies had multiple similarities, specifically the notion that patterns of 

communication or communication styles are related to socialization and perhaps education  

(Hawryluck et al., 2002; Hojat et al., 2001; Lingard et al., 2002; Tschannen, 2004; Wear & 

Keck-McNulty, 2004). While there was not a redundancy of methods or tools used to measure 

the variables there were similar conceptualizations specific to decision-making; the effect of 

attitudes on relationships, attitudes toward nurse physician relationships and teams, and the 

influence of interprofessional power differentials on attitudes toward those relationships (Hojat 

et al., 2001; Katzman, 1989; Lingard et al., 2002; Tschannen, 2004; Wear & Keck-McNulty, 
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2004). Major findings of these studies that contributed to the conceptual framework for this 

study included: 

 Nurse-physician collaboration cannot occur if the perceptions regarding 

interprofessional dialogue are not aligned (Katzman, 1989). 

 Respect for the professional roles must occur during the education process which, 

in turn, will support the development of a more appropriate balance between 

independence and collaborative responsibility. This could be accomplished by the 

development of interdisciplinary learning experiences designed to promote 

collaboration (Brashers, 1999; Hawryluck et al., 2002). 

 Organizations continue to support gendered and hierarchical relationships, 

undermining nurse-physician collaboration (Wear & Keck-McNulty, 2004). 

 Social learning and cultural factors play a significant role in prescribing 

professional roles and subsequently the development of positive attitudes toward 

collaboration which will lead to more collaborative behaviors between nurses and 

physicians (Hojat et al., 2001). 

 Human communication can be viewed as a social act that has intended and actual 

effects at two levels: the content dimension (language and words) and the 

relationship dimension (people interact) (Lingard et al., 2002). 

 Positive nurse-physician relationships are the product of a positive orientation 

toward teamwork and open, meaningful communication between the parties 

(Tschannen, 2004). 

Collective Self-Esteem Studies 

 There was a lack of published research that examined the impact of collective self-esteem 

on nurse-physician collaboration. However, the notion of social inequality that continues to exist 
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in acute care hospitals challenges nursing leaders to consider the effect of relationships being 

based on the valuing or devaluing of the role of nurses in the practice environment. Crocker and 

Blanton (1999) proposed that differences in self-esteem depend partly on whether individuals 

feel they are discriminated against, or if their groups are judged disadvantaged by others who 

have legitimate power. If registered nurses have a sense that the roles they play in the care giving 

activity are not valued by physicians, this attitude about self might impact the power struggle that 

exits between the two professions.  

 Social identity theory as formulated by Tajfel and Turner (1986) provides one of the 

more relevant theoretical perspectives for understanding the importance of group membership to 

an individual’s self-concept and social behavior. According to this theory, the self-concept 

consists of two distinct aspects: personal identity and social or collective identity. Personal 

identity refers to how people view themselves based on specific individual attributes such as 

role-related competence, unique talents, physical attractiveness, personal integrity, and wealth.  

Social or collective identity refers to how people view the social groups to which they belong 

based on the personal meanings and positive experiences associated with membership in those 

groups. The theory explicitly states that group members maintain or enhance their social identity 

by positively differentiating the dominant in-group from a relevant comparison out-group on 

both evaluative dimensions and reward allocations. Thus, one of the basic tenets of the theory 

suggests that people will display behaviors serving the interests of the dominant in-group(s) as a 

means to protect or enhance their self-esteem (De Cremer, 2001; Tajfel & Turner, 1986). 

 Consistent with social identity theory, an understanding of the self occurs through the 

social construction of self, where one interacts with others based on social expectations (Fine, 

1993; Harter, 1996; Stryker & Stratham, 1985). Perhaps these learned characteristics, 

independence and separateness, lead to a devaluing of knowledge sharing. Knowledge sharing 
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has been a requirement supportive of the notion of interdependence as a strategy to establish and 

achieve common care goals. Registered nurses and physicians must learn to behave 

interdependently in the acute care setting despite what may have been learned during the 

socialization process that occurs in education. Two studies that were informed by social identity 

theory and deemed relevant to this investigation will be reviewed in this section. 

 Baldwin, Welches, Walker and Eliastam (1987) conducted a study that examined the 

relationship between nurses’ self-esteem and their opinions of and willingness to collaborate 

with physicians and hospital administrators. The study also examined the relationships between 

nurses’ self-esteem and relevant demographic characteristics. Self-esteem was defined as “the 

cognitive and affective result of self-evaluation processes” (p. 107). As was noted by the authors, 

a positive view of oneself was expected to be associated with positive views of and willingness 

to collaborate with others. Five research hypotheses were formulated for testing the predicted 

relationships between the study variables. The five hypothesized relationships were that: (1) 

nurses with high self-esteem will express more positive views of other nurses, (2) nurses with 

high self-esteem will express more positive views of hospital administrators, (3) nurses with high 

self-esteem will express more positive views of physicians, (4) nurses with high self-esteem will 

report high collaboration with physicians, and (5) the demographic characteristics of age, gender, 

position, work area, and education will have no relationship to nurse self-esteem (Baldwin et al., 

1987). 

 This study was part of an extensive research project that was conducted at Stanford 

University Hospital. Questionnaire data were obtained from 422 nurses, 318 physicians, and 7 

senior hospital administrators. The authors reported only the nurses’ data. The nurse sample 

consisted of 344 staff nurses, 48 managers (head and assistant head nurses), 17 nurse 

administrators and 13 others (nurse educators and discharge planners). The majority of the 
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sample was female (96%), ages ranged from 23 to 60 years, and years of professional experience 

ranged from 1 to 35 years. With respect to educational preparation, 32% were diploma graduates, 

19% had associate degrees, 45% had baccalaureate degrees, and 5% had master’s or doctorate 

degrees. With respect to work areas, the nurses came from each of the major clinical areas of the 

hospital: medicine (12%), surgery (15%), intensive care (39%), perinatal (10%), and other key 

areas (24%), such as the operating room, education, and the emergency department. The 

participants completed three survey instruments: (a) Rosenberg’s (1965) 10-item Self-Esteem  

Scale (SES), which was used to measure the self-acceptance aspect of nurses’ self-esteem;  

(b) Weiss’s (1983) 15-item Collaborative Practice Scale (CPS), which was used to measure 

nurses’ perceived collaboration with physicians, and a variation of Osgood’s (1957) Semantic 

Differential, which was also used to measure nurses’ self-esteem. The SES asked the participants 

to rate each item on a Likert-type scale ranging from strongly disagree (1) to strongly agree (4). 

For this scale, higher scores indicate more positive self-esteem. The CPS asked the participants 

to rate each item on a 6-point Likert-type scale ranging from never (1) to always (6). Higher 

scores on this scale indicate high collaboration with physicians. The semantic differential that 

was constructed for the study measured participant’s opinion of her/his present or real self and 

her/his ideal self as a nurse on a series of bipolar rating scales. The difference between the real 

self and the ideal self was scored for each adjective pair on the bipolar rating scales. The 

evaluative dimension (good versus bad) was measured. In this study, the semantic differential 

(ideal self minus real self) measure was negatively scored; therefore, lower scores indicated high 

self-esteem (Baldwin et al., 1987). 

  The results of the study provided support for hypotheses 1 (nurses with high self-esteem 

will express more positive views of other nurses) and 4 (nurses with high self-esteem will report 

high collaboration with physicians), in that nurses with high self-esteem also expressed more 
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positive views of other nurses and reported high collaboration with physicians. Likert scoring of 

the SES was correlated to evaluations of other nurses (.30) and to reported collaboration (.16), 

with the five subscales values ranging from .09 to .15. The semantic differential measures of 

nurses’ self-esteem were not correlated to either the evaluations of other nurses or reported 

collaboration with physicians. Hypothesis 2, which predicted that nurses with high self-esteem 

would express more positive views of hospital administrators, was partially supported. Likert 

scoring of the SES was not correlated with nurses’ evaluations of hospital administrators. 

However, the semantic differential measure of nurses’ self-esteem was weakly correlated to 

evaluations of hospital administrators (.26).  Hypothesis 3, which predicted that nurses with high 

self-esteem would express more positive views of physicians, was partially supported. Likert 

scoring of the SES was weakly correlated to nurses’ evaluations of physicians (.10). The 

semantic differential measure was also correlated to evaluations of physicians (.19). Hypothesis 

5, which predicted no relationship between nurses’ self-esteem and the five demographic 

variables, was partially supported. In this regard, the nurses’ positions, work areas, age, gender, 

and educational levels were unrelated to the SES scores. However, SES scores approached 

statistical significance for nurses with generic diplomas and master’s degrees. These nurses 

reported the highest mean SES scores (3.56 and 3.52, respectively). Only gender and age were 

related to the semantic differential measure of nurses’ self-esteem. Male nurses reported a larger 

discrepancy between ideal versus real self than did females and older nurses reported less 

discrepancy between ideal versus real self (Baldwin et al., 1987).   

 The authors reported that the overall results of the study demonstrated statistically 

significant, although modest, correlations between nurses’ self-esteem and evaluations of other 

nurses, nursing/hospital administrators, and physicians. They also reported that the magnitude of 

the correlations with self-esteem was highest for staff nurses and nursing/hospital administrators 
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and lowest for physicians and nurse mangers. They further noted that the high correlations of 

nurses’ self-esteem with “out-group” others was inconsistent with previous research findings 

related to collective self-esteem which suggested that only “in-group” others are evaluated highly 

(Baldwin et al., 1987).  

 Luhtanen and Crocker (1992) reported the results of a series of three studies that were 

undertaken to establish the reliability and validity of their new instrument for measuring 

collective self-esteem, the Collective Self-Esteem Scale (CSES). Construction of the scale was 

informed by social identity theory as articulated by Tajfel and Turner (1986). Consistent with 

this theory the authors used the terms collective identity and collective self-esteem to “denote 

those aspects of identity that have to do with memberships in social groups and the value placed 

on one’s social groups, respectively” (p.303). Thus, the CSES was designed to assess 

individuals’ levels of social or collective identity based on their membership in ascribed groups 

(e.g., gender, race, religion, ethnicity, and social class) as opposed to membership in acquired 

groups (e.g., profession, hobbies, and interests) that represent individuals’ desires and efforts to 

enhance personal identities and self-esteem. The Collective Self-Esteem scale was used to 

measure collective identity or collective self-esteem. The CSES consisted of 16 items organized 

into four subscales: membership esteem (4 items), public collective self-esteem (4 items), private 

collective self-esteem (4 items), and importance to identity (4 items). The membership esteem 

items assessed one’s personal judgments of how good or worthy they are as members of their 

social groups. The private collective self-esteem items assessed one’s personal judgments of how 

good one’s social groups are, whereas the public collective self-esteem items assessed to one’s 

judgments of how other people evaluated one’s social groups. The importance to identity item 

assessed the importance of one’s social group membership to one’s self-concept. Responses to 

all items were rated on a Likert-type scale with wording and rating of items ranging from 1 = 
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strongly disagree to 7 = strongly agree. Evidence supporting the reliability and validity of the 

CSES was demonstrated in two previous studies. The results of the first study provided support 

for both the factor structure and criterion validity of CSES. The results of the second study 

provided additional support for the factor structure as well as support for construct, convergent, 

and discriminate validity of the CSES. Reliability of the subscales and total CSES were also 

demonstrated by relatively high Cronbach alpha coefficients (above.77) and item total 

correlations (.88) and adequate test-retest coefficients of r = .58 or greater (Luhtanen & Crocker, 

1992).  

 The third study and focus of this review was conducted to further examine the 

relationships between the CSES and other possibly related instruments, including group-oriented 

personal self-esteem scales that exist in the current literature. The study sample consisted of 180 

undergraduate students who were enrolled in a research methods course at a major northeastern 

university. Of the student sample, 70% were female and 11.1% classified themselves in a racial 

category other than “White.” All of the participants received a random-ordered booklet that 

contained (a) a demographic questionnaire, (b) the CSES, (c) Rosenberg’s (1965) Self-Esteem 

Scale (SES), (d) Hui’s (1988) Individualism-Collectivism Scale (INDCOL), (e) Cheek and 

colleagues (1985) Aspects of Identity Questionnaire III (AIQ-III), (f) Wagner and Moch’s (1986) 

measure for assessing individualism-collectivism in the workplace (ICW), (g) Sampson’s (1978) 

Internal Orientation scale (IO), (h) Maslach, Stapp, and Santee’s (1985) Individuation Scale (IS), 

and (i) a revised version of the CSES (CSES-R). Participants completed the instruments during a 

regularly scheduled class period and were offered extra credit toward their course grade in 

exchange for completing the survey instruments (Luhtanen & Crocker, 1992). 

In this study, the 10-item SES was used to measure both the self-worth and self-

acceptance aspects of personal self-esteem. The INDCOL scale consisted of 63 items that 

 



  Collaboration in Acute Care            
  

79

measured an individual’s feelings, beliefs, behaviors, and behavioral intentions related to 

solidarity and interpersonal concern (e.g., sharing material and nonmaterial resources) with 

regard to spouse, partners, relatives, friends, neighbors, and co-workers. The AIQ-III consisted 

of 31 items that measured the extent to which personal, social, and collective aspects of identity 

are important to one’s sense of self. The ICW consisted of 11 items that measured the extent to 

which organization members hold collectivistic versus individualistic assumptions regarding 

cooperation in the workplace. The IO consisted of 15 items that measured an individual’s overall 

concern for internal matters (e.g., feelings, motivations, and personality) as well as external or 

environmental matters (e.g., background or the nature of a given situation and trying to 

understand and explain other people and their behaviors). The IS consisted of 12 items that 

measured people’s willingness to engage in behaviors that publicly differentiate themselves from 

others such as self-disclosure public speaking and other attention-getting behaviors. The CSES-R 

consisted of the same 16 items that were in the original CSES and slightly reworded to measure 

individuals’ levels of social identity based on how they felt about a particular ascribed group or 

organization and their membership in it (Luhtanen & Crocker, 1992). 

The authors reported the following results regarding the relationship between the CSES 

and the above-identified instruments: 

• CSES correlated moderately with collectivism as measured by INDOL. Total CSES 

and total INDOL was .34 (p < .001) and the correlations between the CSES subscales 

and total INDOL ranged from .20 to .34. The Identity subscale of the CSES showed 

the strongest correlation (.34). 

 Total CSES correlated with the collective, social, and personal aspects of identity 

subscales of the AIQ-III, with r = .20, .16, and .14, respectively. There were also 

significant correlations between the Identity subscale of the CSES and the collective 

 



  Collaboration in Acute Care            
  

80

aspects of identity subscale of the AIQ-III r = .33, p < .001), and the social aspects of 

identity subscale of the AIQ-III r = .28, p < .001). The Membership and Private 

subscales of the CSES were also significantly correlated with the personal aspects of 

identity subscale of the AIQ-III (rs = .14 and .13, ps <. 05). 

 Correlations between the CSES and ICW subscales were mostly nonsignificant. 

However, the Identity subscale of the CSES correlated significantly more strongly 

with the total ICW as well as with the values and norms subscales than did the other 

CSES subscales (p < .15 or better). As was noted by the authors, this finding 

supported the notion that the extent to which social groups in general are important to 

one’s self-concept are related to the extent to which one holds collectivistic values 

and norms in the workplace. 

 All the CSES subscales (except Identity) correlated significantly with both the 

internal and environmental orientation subscales of the IO, with the highest being 

between the Membership and environmental orientation subscales (.27, p < .001). 

This finding suggested that collective self-esteem was somewhat more related to an 

individual’s concern for environment as opposed to internal matters. 

 All of the CSES subscales (except Identity) correlated significantly with the 

Individuation Scale. The highest correlation was with the Membership subscale (.37, 

p < .001). This finding suggested that collective self-esteem was somewhat related to 

one’s willingness to engage in behaviors that publicly differentiate one’s self from 

others. Controlling for or partialing out Rosenberg’s (1965) personal self-esteem, 

only the correlation between Membership and individuation remained significant  
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 r = .26, p < .001). As was noted by the authors, this finding suggested that individuals 

who highly rate their own worthiness as a member of social groups tend to be more 

willing to engage in individualistic behaviors.  

 Psychometric properties of the CSES-R were found to be similar to those of the 

original CSES. Principal components factor analysis using varimax rotation indicated 

that 67.4% of the variance in the CSES-R was accounted for by the four factors. Item 

loadings ranged from .66 to .82 on the appropriate factors. Mean inter-item 

correlations for the subscales ranged from .48 to .70 and .34 for the total scale. Mean 

item-total correlations for the subscales ranged from .59 to .78 and .55 for the total 

scale. Alpha coefficients ranged from .77 to .90 for the subscales and .88 for the total 

scale. Subscale correlations for the revised scale were also similar to those of the 

original CSES, ranging from .30 (between Public and Identity) to .60 (between 

Private and Identify). 

 Correlations between the CSES-R and Rosenberg’s (1965) SES were similar to those 

of the original CSES, with rs ranging from .04 (Identity, n.s.) to .38 (Membership,  

(p < .001). Correlations between the original CSES based on ascribed group 

memberships and the CSES-R based on a specific achieved group were as follows: 

Membership r = .48, Private r = .40, Public r =.39, Identity r = .45, and total scale  

r =  .48 (all ps < .001). The authors reported that all other correlations between the 

CSES and CSES-R subscales were also positive, generally in the 20s and 30s, but 

never exceeding the correlations between the appropriate subscales. They further 

noted that these findings indicated that collective self-esteem based on ascribed 

groups might to some extent generalize to specific achieved groups, and /or vice versa 

(Luhtanen & Crocker, 1992). 
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 The authors reported that the overall results of the study suggested that altering the 

original CSES to measure collective self-esteem based on a particular achieved group’s 

membership did not compromise its psychometric properties. They also suggested that the results 

have provided support for the notion that collective self-esteem, the tendency to evaluate one’s 

social identity positively, can be reliably measured and found to be empirically distinct from yet 

related to personal self-esteem. Consistent with the basic tenets of social identity theory, they 

proposed that just as personal self-esteem has been found to be an important moderator of the 

extent to which individuals engage in self-serving biases and self-enhancements, collective self-

esteem will also moderate the extent to which individuals attempt to protect or enhance their 

collective identities. In this regard, they further proposed that in the face of collective threats, 

individuals with high collective self-esteem will be more likely than those with low collective 

self-esteem to engage in competition with out-groups, to change the out-groups with which the 

in-groups are compared (from upward to downward comparisons), and to change their valuing 

process by devaluing the attributes on which their ascribed group fared poorly and increasing the 

valuing attributes possessed by the in-group and by changing the evaluative dimensions on 

which they make intergroup comparisons to generate a more positive comparison outcome. They 

concluded their discussion of sociological theories of self-esteem and current research on aspects 

of identity by expressing their belief that the collective identity aspects of the self-concept are an 

important determinant of individuals’ attitudes and social behaviors. They also concluded that 

most existing self-esteem measures are individualistic in that they focus on assessing the 

positivity of an individual’s personal identity and fail to assess the positivity of collective 

identity aspects as described in social identity theory (Luhtanen & Crocker, 1992).   
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Summary of Collective Self-Esteem Studies 

Luhtanen and Crocker (1992) have recognized that membership within a devalued social 

group may have negative consequences. In this regard, delivery of care outcomes to patients may 

be hampered because of the emotional distress brought on by the devaluing of the individuals 

involved in the care, specifically registered nurses. They hypothesized that individuals with high 

collective self-esteem are motivated to enhance the in-group status and their social identity by 

displaying in-group favoritism; conversely, those with low collective self-esteem protect the in-

group status by displaying out-group derogation. Their findings also showed that those with high 

collective self-esteem were more willing to speak out in support of those values important to the 

group. On the other hand, Baldwin et al. (1987) reported that nurses with high self-esteem had 

positive views of not only other nurses (in-group) but with the physicians (out-group) with whom 

they collaborated as well.  

Summary of Reviewed Studies and Related Literature  

 The review of literature strongly supported that the process of collaboration was critical 

to promoting effective interdisciplinary practice necessary for providing safe and effective 

patient care in acute care hospitals.  The collaborative interactions that have the most impact on 

patient care are those among nurses and between nurses and physicians. Removing barriers to 

collaboration such as hierarchical structures, dysfunctional communication patterns and styles, 

and general intolerance for differences (i.e., gender, race, status) has been identified as essential 

to facilitating the transformation of contemporary ACHs. The reviewed magnet hospitals studies 

provided support for the establishment of nursing work environments that supports professional 

practice. Professional practice must be supported by work environments that are built on a 

culture of trust, empowerment, and cooperation. The importance of acute care hospitals to 

address issues specific to nursing work environments that continue to contribute to poor quality 
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patient care and adverse organizational outcomes including nurses’ job dissatisfaction and 

burnout was highlighted in the research (Aiken et al., 2000; Coile, 2001; Havens, 2001; Havens 

& Aiken, 1999; Lashinger et al., 2001). Most notably the studies emphasized the importance of 

creating and maintaining work environments characterized by nurses autonomy, nurses control 

over the practice setting and more collegial nurse-physician relationships deemed essential for 

the achievement of positive patient, nurse and organizational outcomes.  

The importance of collaboration and interdisciplinary learning in the socialization of 

nurses and physicians was also discussed (Brashers, 1999; Hawryluck et al., 2002; Hojat et al., 

2001; Prescott & Bowen, 1985; Tschannen, 2004; Wear & McNulty, 2004). Central to this 

discussion was the importance of collaborative practice behaviors being learned through role 

modeling. However, some learned behaviors may be free of cognition and can become merely 

social rituals which influence both behavior and communication patterns (Corser, 2000; 

Henneman, 1995; Stein et al., 1990; Walby & Greenwell, 1996). Subsequently, role-modeling 

behaviors by faculty in conjunction with the critique of those interactions will be required to 

avoid negative outcomes. The literature has long acknowledged that social rituals have led to 

behaviors that promote professional elitism and stereotypical gender roles. Those gender roles, 

along with numerous other social and cultural factors may contribute to these ineffective and 

counterproductive interactions (Belenky, Clinchy, Goldberger & Tarule, 1997; Farrell, 2001; 

Goffman, 1959; Howard & Hollander, 1997; Stein, 1967; Valentine, 2001). Prescott & Bowen 

(1985) and Valentine (2001) also reported that gender played a role in the enduring pattern of 

physician dominance and nurse deference in the nurse-physician relationship, but suggested that 

educational differences and social status also contributed to conflict between the groups.    
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Conceptual Framework 

The conceptual framework used to guide this study was derived from social identity 

theory, symbolic interaction theory, and the reviewed research on collective self-esteem, 

attitudes toward nurse-physician collaboration, and collaborative practice environments in 

contemporary magnet hospitals. A synthesis of the information obtained from all of these sources 

provided the necessary focus for defining, measuring, and examining the relationships among 

and between the three key research variables (collective self-esteem, attitudes toward 

collaboration, and collaborative practice behaviors) as well as the relevant context for 

interpreting and reporting the results of this study. 

Social Identity Theory 

 Social identity theory as formulated by Tajfel and Turner (1986) provides one of the 

more relevant theoretical perspectives for understanding the importance of group membership to 

an individual’s self-concept and social behavior. According to this theory, the self-concept 

consists of two distinct aspects: personal identity and social or collective identity. Personal 

identity refers to how people view themselves based on specific individual attributes such as 

role-related competence, unique talents, physical attractiveness, personal integrity, and wealth.  

Social or collective identity refers to how people view the social groups to which they belong 

based on the personal meanings and positive experiences associated with membership in those 

groups. The theory explicitly states that group members maintain or enhance their social identity 

by positively differentiating the dominant in-group from a relevant comparison out-group on 

both evaluative dimensions and reward allocations. Thus, one of the basic tenets of the theory 

suggests that people will display behaviors serving the interests of the dominant in-group(s) as a 

means to protect or enhance their self-esteem (Tajfel & Turner, 1986). Additional tenets that 

have been emphasized include: (a) the importance of the establishment of linkages between an 
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individual’s interpretation or perception of social situations and one’s behaviors and attitudes 

toward the groups to which one belongs and other groups; (b) understanding the ways in which 

various kinds of intergroup situations may affect an individual’s motives concerning ‘in-groups’ 

and ‘out-groups’ and in the ways in which certain motives may influence the nature of the 

intergroup relations; and (c) the analysis of the communication patterns(words and linguistic 

styles) that help or hinder the acceptance of certain modes of behavior and attitudes towards in-

groups and out-groups (De Cremer, 2001; Tajfel, 1982; Tajfel & Turner, 1986; Tajfel & Fraser, 

1987).  

Tajfel & Turner (1986) further discussed a continuum of social interaction, ranging from 

the “interpersonal extreme” to the “intergroup extreme”. The interpersonal extreme interactions 

are the result of the nature of the personal relations between two or more individuals.  On the 

other hand, the interactions grounded in the intergroup extreme are determined by group 

memberships and have little to do with personal relations or individual characteristics. This 

definition has led to two characteristics important to intergroup behavior: (1) the consistency of 

behaviors and attitudes displayed by the in-group toward the out-groups and (2) the consistency 

in the behaviors and attitudes of members of the out-group as perceived by members of the in-

group. The antecedents of these characteristics fall into four categories: (a) social differentiation 

such as status, power, privilege, and access to resources when the group boundaries are drawn 

and/or perceived to be drawn; (b) intergroup conflict or competition, not necessarily related to 

existing status differences; (c) movements for change initiated by social groups; and (d) 

individually determined patterns of prejudice (Tajfel, 1982; Tajfel & Turner, 1986).  

The theory’s self-esteem hypothesis resulted in the following two assumptions: (a) 

successful intergroup discrimination enhances social identity and thus elevates self-esteem, (as a 

dependent variable self-esteem can be viewed as the product of specific forms of intergroup 
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behavior) and (b) depressed or threatened self-esteem promotes intergroup discrimination 

because of a need for self-esteem (as an independent variable self-esteem functions as a 

motivating force for specific forms of intergroup behavior). These notions helped to understand 

whether membership in lower status groups has led to low social self-esteem and, in turn, has led 

individuals to have greater motivation to engage in intergroup discrimination than the members 

of high status groups (Rubin & Hewstone, 1998, Tajfel & Turner, 1986). This theory supported 

the study’s examination of the nature of the relationship of collective self-esteem to the 

behaviors of nurses and physicians in ACHs and the effect of ascribed group memberships on 

nurse-nurse and nurse-physician interactions. An understanding of these characteristics and 

antecedents will help to strengthen a focus on improving the intergroup phenomena of nurse-to-

nurse and nurse-physician interdependence as it relates to collaborative practice in ACHs. 

Symbolic Interaction Theory 

Symbolic interaction theory as formulated by Herbert Blumer (1986) focused attention on 

the social and cultural factors that provide individuals with behavioral learning within a social 

context. Consistent with this theory, individuals give symbolic meanings to certain situations that 

assist them in forming relationships. Blumer (1986) summarized the principles of symbolic 

interaction as:  (a) human beings act toward things on the basis of the meanings that things have 

for them, (b) these meanings arise out of social interaction, and (c) social action results from a 

fitting together of individual lines of action. Interactionists Herman and Reynolds (1994) 

recently reported the underlying assumptions of the theory as: (a) humans live in a world made 

of learned meanings; (b) symbols come from the social process and are shared; (c) meanings and 

symbols allow individuals to engage in unique human actions and interactions; d) humans have 

the capacity for thought, and this capacity is shaped by social interactions; (e) self is a social 

construct; (f) society is a symbolic construct that comes out of social processes; and (g) 
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sympathetic introspection is a requirement of inquiry. These assumptions supported Blumer’s 

(1986) aforementioned principles. Simply stated, these principles assert that: (a) people 

transform themselves, (b) people transform their social worlds, and (c) people engage in social 

dialogue to do so. 

To further explain this theory, as individuals interact, the process of sharing the 

interpretation of symbols creates meanings. The meanings become modified through a process of 

interpretation that the individual reviews and then has it examined by other people. Through this 

process individual’s self-concepts are developed. These continuous adjustments influence the 

behaviors that are learned as a part of growing up in an environment characterized by long 

standing social and educational rituals, and subsequently influence one’s attitude toward the self. 

As a consequence tend to function within cultural expectations and the structural attributes and 

norms of organizations or groups (Howard & Hollander, 1997; Markus & Cross, 1990; Meltzer, 

1994; Stryker & Statham, 1985).  For registered nurses and physicians, the social perceptions 

and professional role expectations, provide additional influence on the attitudes that are 

developed. 

Symbolic interaction theory helps to describe the underlying concepts that contribute to 

effective care provider teams because of its emphasis on human interaction and the social 

construction of self (Fine, 1993; Manis & Meltzer, 1978; Prus, 1999). An understanding of how 

individuals’ behaviors are shaped lends itself to an understanding of how to facilitate the 

collaborative process.  This theory additionally assists in describing how individuals influence 

and resist each other during the conduct of interactions (Prus, 1999). From this theoretical 

perspective, to have a self means to view oneself from the standpoint of others with whom one 

interacts. A root assumption of the theory purports that the reflexive activity, which refers to the 

self, represents an important process by which social interactions are produced (Stryker & 
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Statham, 1985). Roles are assumed by the “selves” based on the expectations of others and how 

these others define the roles and enter into the structure of the self.  Stryker and Statham (1985) 

define the concept of role taking as the process of anticipating the responses of others with whom 

one is implicated in social interaction. Thinking about one’s own feelings about self and 

collaboration may likely have implications on how one presents him or herself. If one assumes 

that all life experiences contribute to the development of the person, then one may hypothesize 

that the educational and social experiences of registered nurses and physicians contributes to the 

construction of the self during care giving experiences and has implications for collaborative 

practice. As the experiences accumulate, the self establishes the beliefs, values, and attitudes that 

an individual holds and subsequently impacts their actions.  

Summary 

 Individuals begin to negotiate their own identities as a part of the maturing process.  As 

individuals move through the educational process as well as experiencing other life events, the 

context in which an interaction occurs shapes a resultant behavior.  Figure 1, A Model for 

Collaborative Practice Development, reflects a synthesis of this author’s beliefs regarding the 

development of collaborative behaviors. A constantly changing environment calls into thought 

one’s life experiences and that knowledge of self influences behavior over time.  As registered 

nurses and physicians enter into their respective educational programs, continued adjustments are 

made as they strive to meet the ideal role expectations.  Those expectations have been developed 

in organizational hierarchies that have been established over time for both disciplines and are 

often times rigid, with nurses focused on learning tasks and physicians on the interrelated notions 

of autonomy and independent practice.  As each moves into their respective roles, professional 

standards of practice coupled with relevant regulations and statutory requirements begin to 

define the roles that are enacted in the acute care setting. Professional elitism and stereotypical 
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gender roles also may bear numerous social and cultural factors that contribute to these 

interactions. However, the literature suggested that gender might not be as powerful a contributor 

as social learning and cultural factors in the prescription of professional roles (Hardy & Conway, 

1978). In this regard, established social rituals may have a greater impact on the quality of the 

interactions and communications that occur.  What has not been addressed in the literature and is 

central to the focus of this study relates to the influence that collective self-esteem (social or 

collective identity) and attitudes toward collaboration have on the social interactions that 

describe collaborative practice behaviors.   
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Figure 1.   A Model for Collaborative Practice Development 

 

 Nursing educators have begun to socialize nursing students as professionals; however, a 

strong focus on task oriented skill development still exists (AACN, 2001; Brashers, 1999, 
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Henneman, 1995; Larson, 1995; O’Neil, 1998; Sullivan, 1998; Valentine, 2001). Movement 

toward professionalization is a struggle for occupational advancement and generally power is at 

the center of the debate (Prus, 1999; Stein et.al., 1990; Walby & Greenwell, 1994). Concurrently, 

medical students are socialized as autonomous, independent practitioners, a description that is 

often written into medical staff regulations and practice acts.  As a consequence, rigid hierarchies 

continue to exist through the educational programs and into the work settings.  Structural 

hierarchies are produced that influence the position that the role has in the work environment and 

defines how practice will occur. These practice roles are then not defined by the individual 

practitioners but by the organization(s) with which they affiliate.  In some instances nurses and 

physicians are considered related professionals and in others as competitors (Knaus et al., 1986; 

Lingard et. al., 2002; Wear & McKnulty, 2004).  This is most evident when nurses influence the 

work of residents or when attending physicians are not comfortable with implementing clinical 

protocols. It is at this point that self-esteem (collective and individual) and attitudes influence the 

social interactions inherent in patient care delivery. Individuals’ knowledge of themselves, based 

on learned behaviors and previous life experiences will have produced beliefs, values and 

attitudes that lead to certain behaviors during the interaction, either as collaborating or competing 

providers. This supports the notion that the self-concept of the registered nurse or physician 

influences their ability to engage in collaborative practice behaviors. Most of the studies reported 

in the literature have focused on the structural components of collaborative practice among 

nurses and between nurses and physicians. This study attempted to describe the influence that 

collective self-esteem and attitudes has on collaborative practice behaviors. As shown in Figure 

2, either collective self-esteem or attitudes toward collaboration can influence collaborative 

practice behaviors, but they may also influence each other.  
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Figure 2.  Relationship Model 

Definition of Terms 

 The root meaning for the word collaboration comes from the Latin words col, which 

means with or together and laborare, meaning to work (Barnhart, 1988). Subsequently, it 

became popularized as the process of working together. However, during World War II, as 

certain parties began to cooperate with the Nazis, it assumed the meaning of working with the 

enemy (Blickensderfer, 1996; Stein & Su, 1980). Some authors have suggested that these types 

of adversarial relationships continue to exist today in ACHs (Blickensderfer, 1996; Kalisch & 

Kalisch, 1977; Rosenstein, 2002). Sullivan (1998) defined collaboration as “… a dynamic, 

transforming process of creating a power sharing partnership for pervasive application in health 

care practice, education, research, and organizational settings for the purposeful attention to 
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needs and problems in order to achieve likely successful outcomes” (p.6). A conceptual 

definition of collaborative practice that emerged from a summative synthesis of the literature 

describes collaboration as open, ongoing discussions between individuals with a focus on 

common goals and/or shared purposes that require a high degree of cooperativeness and 

assertiveness, supported by an environment of trust, respect and a sense of autonomy by each 

party to facilitate the discussions.  

 Registered nurses in this study are those individuals who have completed an educational 

program that allows them to successfully meet the licensure criteria of the Ohio Board of 

Nursing. Physicians are those individuals who have successfully completed medical or 

osteopathic program of study and obtained licensure to practice medicine in the State of Ohio. 

An acute care hospital is defined as a short term care hospital where a duly constituted governing 

body is appointed to oversee the full range of diagnosis and treatment services provided on an in-

patient or out-patient basis by an organized medical staff and requiring 24-hour registered nurse 

intervention (U.S. Government Printing Office, 2002). 

 The variables for the study were attitudes toward collaboration, collaborative practice 

behaviors, and collective self-esteem. Following are the variable definitions: 

• Attitudes toward collaboration are reflected in the willingness of nurses and 

physicians to work together toward the attainment of mutually satisfying goals (Hojat 

et al., 2001).  

• Collaborative practice behaviors are defined as interactions among nurses or between 

nurses and physicians, which enable the knowledge and skills of both professionals to 

synergistically influence the patient care being provided (Weiss & Davis, 1985). 

• Collective self-esteem refers to those aspects of social identity that have to do with 

membership in ascribed groups (e.g., gender, race, religion, ethnicity, and social 
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class). Social identity has been defined as that part of an individual’s self-concept that 

comes from membership in a social group together with the value and emotional 

significance attached to that membership. Aspects of self-esteem that are derived 

from group membership include: (a) private self-esteem, one’s own evaluation of 

one’s social group; (b) public self-esteem, one’s judgment of how other people 

evaluate one’s social group; (c) membership self-esteem, self-evaluation of the extent 

to which functions as an effective member of one’s social group; and (d) identity self-

esteem, the perceived importance of one’s group membership to one’s self-concept 

(Tajfel & Turner, 1986; Luhtanen & Crocker, 1992). 

Underlying assumptions regarding the relationship of the variables suggest that both 

registered nurses and physicians engage in behaviors that preserve their collective self-esteem 

and that collective self-esteem may influence the attitudes that are developed that lead to positive 

or negative interpersonal behaviors. Social identity theory indicates that group members, in this 

discussion registered nurses or physicians, enhance their social identity by positively 

differentiating the in-group from a relevant out-group (De Cremer, 2001; Tajfel & Turner, 1986). 

This supports the notion that the providers’ beliefs or feelings about the group with which they 

are a member influence their behaviors during interprofessional clinical interactions. Attitudes 

toward collaboration can also be described as the shared interpretation of meanings and 

subsequent behaviors that result in nurse-physician collaborative relationships. Specifically, 

these attitudes toward collaboration were described as a function of the roles prescribed in the 

cultural norms and societal expectations that guide professional behavior (Hojat, et al., 2001). 

Several factors play a part in this role socialization, particularly concepts of autonomy and 

individualism as well as the gender division of labor in society. As individuals embrace and 

internalize those concepts that are defined through the socialization process the more likely will 
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the interactions and/or attitudes be a reflection of the prescribed roles (Luhtanen & Crocker, 

1992). 
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Chapter Three 

     Methodology 

 A descriptive exploratory design was used to investigate the relationships and predictive 

effect that collective self-esteem and attitudes toward collaboration may have on the 

collaborative practice behaviors of nurses and physicians in acute care hospitals. This approach 

was appropriate to the purpose of this study given that no previous study has been reported 

exploring collective self-esteem, attitudes toward collaboration, and collaborative practice 

behaviors of nurses and physicians. The three hypotheses generated for the study were: 1) in 

acute care hospitals collective self-esteem and attitudes toward collaboration are positively and 

significantly associated with collaborative practice behaviors in nurse-to-nurse interactions, 2) in 

acute care hospitals collective self-esteem and attitudes toward collaboration are positively and 

significantly associated with collaborative practice behaviors in nurse-to-physician interactions, 

3) in acute care hospitals collective self-esteem and attitudes toward collaboration are positively 

and significantly associated with collaborative practice behaviors in physician-to-nurse 

interactions. A demographic survey and three questionnaires were sent to each of the participants 

for completion. Total scores for the three scales were used for statistical analyses. 

 Ethical Considerations 

 Permission to complete the study was obtained from the University of Cincinnati’s 

Institutional Review Board/Human Subjects Committee (IRB). The selection criteria for 

inclusion in the sample specifically targeted licensed registered nurses (RN) or licensed 

physicians (MD) who currently practice in acute care hospitals. The letter introducing the study 

addressed the confidentiality of the participants. The participants were informed that the data 

collected would be reported in aggregate at the time of publication of the report. Return of the 

completed survey would indicate consent to participate in the study.  
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Sample Size  

 Power analysis was completed to determine the minimum sample size needed to 

demonstrate statistical significance. The study was originally powered assuming 194 subjects in 

each of the nurses’ and physicians’ samples, which would afford the study 80% power to detect a 

correlation of r = .20, or r2 = .04. The achieved sample sizes resulted in 80% power to detect, for 

92 nurses, a correlation of r = .29 (r2 = .084), and for 65 physicians, r = .345 (r2 = .119). 

 All power figures assume 80% power for a two-tailed alpha of .05 and are expressed in 

terms of Pearson correlations (r) or its square (r2). The r2 represents the portion of the variance of 

one variable accounted for by the other variable.  For partial correlations or multivariable 

models, the r2 approximately represents the portion of the error variance of the response variable 

remaining after accounting for the other covariates that were explained by the addition of the 

predictor variable of interest.  Power for partial correlations was actually slightly less than 

expected due to error degrees of freedom used by the other covariates. 

 Procedure   

 A sampling of registered nurses and licensed physicians who practice in acute care 

hospitals in four counties in Southwest Ohio (Hamilton, Butler, Warren, and Clermont) were 

invited to participate in this study. This geographical region was selected because of its 

accessibility to the researcher. Limiting the sample to those who practice in acute care hospitals 

will provide support for implementation of new strategies for ensuring efficient, effective patient 

care delivery by collaborating nurses and physicians. An alphabetical list of practicing registered 

nurses was purchased from the Ohio State Board of Nursing. The list consisted of 17,588 

registered nurses who lived in the four county region. A subsequent alphabetical list of 4,002 

practicing physicians was obtained from the Greater Cincinnati Academy of Medicine. The 

participants were selected using a systematic sampling process. Systematic sampling is described 
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as a process that involves the selection of every kth case from some list or group. The population 

size is divided by the desired sample size, giving k, the sampling interval between the 

participants selected from the list (Burns & Grove, 1997; Polit & Hungler, 1999). The first 

participant was selected randomly by placing a finger on the table of random numbers in Chapter 

8 of the 6th edition of Nursing Research, Principles and Methods (Polit & Hungler, 1999). The 

starting number was 12. In order to ensure an adequate sample size, a list of 550 registered 

nurses and 450 physicians were ultimately selected. Starting with the 12th name every 29th nurse 

and every 8th physician was selected for inclusion until the desired numbers were reached. This 

procedure provided a random, but not equal, chance for inclusion (Burns & Grove, 1997). This 

initial selection was done to ensure that adequate names were available to provide for a second 

mailing should returns be insufficient to meet the needed number of participants.  

 A letter of invitation (Appendix B) to participate in the study, a brief demographic survey 

(Appendix C, D & E) Luhtanen and Crocker’s (1992) Collective Self Esteem Scale (CSE) 

(Appendix F), Hojat et al.’s (2001) Jefferson Scale of Attitudes Toward Collaboration (JSA) 

(Appendix G) and Weiss and Davis’ (1985) nurse or physician Collaborative Practice Scale 

(CPS) (Appendix H & I) were initially sent to 450 nurses and 375 physicians randomly selected 

from the respective lists. The cover letter described the purpose of the study as determining how 

self-concept and attitudes toward nurse-physician collaboration related to collaborative practice 

among nurses and physicians in acute care hospitals. Additionally, each physician packet 

included a letter from the Executive Director of the Academy of Medicine supporting the study 

and encouraging the physician to participate. The letter indicated that the estimated time to 

complete the questionnaires would be approximately 25-35 minutes. A return addressed and 

stamped envelope was included. Participants were instructed that if they did not practice in acute 

care hospitals they should mark the statement as indicated and return the questionnaire. The 
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envelopes had a numeric code number to track returns to identify re-notification of participants 

who had not returned the completed questionnaire or indicated that they did not work in acute 

care. The completed questionnaires were separated from the envelope by the researcher upon 

receipt to ensure anonymity. The researcher collected all returned responses, marked the status of 

the responses based on the coded envelopes, and gave the completed questionnaires to a person 

for data entry. The codes and surveys were kept in a secured area with researcher access only. 

Reminder cards were sent 21 days after the initial mailing. The researcher destroyed the numeric 

codes after the second mailing. At 31 days, packets were sent to an additional randomly selected 

list of 100 nurses and 75 physicians. Of the 1,000 survey packets mailed, 269 were returned (168 

nurses, 101 physicians). Of those returned, 25 of the nurses and 6 of the physicians were returned 

due to the wrong address. Fifty-one of the nurses and 30 of the physicians indicated that they did 

not practice in acute care hospitals, leaving useable packets from 92 nurses and 65 physicians 

(Table 2). This constituted a response rate of 26% and 21%, respectively. 

Table 2 
 
Survey Packets Mailed 
 

  
RNs 

 

  
MDs 

First mailing 
 
Second mailing 

 
450 

 
100 

  
375 

 
75 

Total mailed 
 

550 
  

450 
    

Returned wrong address 
 
Returned not in ACH 

25 
 

51 

 6 
 

30 
    
Total Useable Packets 92  65 
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Instrumentation 
 
 The Luhtanen & Crocker (1992) Collective Self Esteem scale (CSE) and Hojat et al. 

(2001) Jefferson Scale of Attitudes toward Physician-Nurse Collaboration (JSA), respectively, 

were used to measure the predictor variables of collective self-esteem and attitudes toward 

collaboration. A modified Collaborative Practice Scale (CPS) was used to measure the response 

variable, collaborative practice. Each of these instruments has been used extensively in the 

literature and validity and reliability testing has been reported.  However, they have not been 

used together and the CSE has not been used with nurses or physicians. 

Collective Self-Esteem Scale 

 The Luhtanen and Crocker (1992) Collective Self-Esteem Scale was used to assess 

individual differences in nurse and physician collective self-esteem based on their memberships 

in a achieved professional groups (e.g. nursing and medicine). The instrument was selected for 

use in this study because the scale was specifically constructed to measure collective self-esteem 

in a manner consistent with social identity theory and the scale has demonstrated strong 

psychometric properties through three iterations of testing (Tajfel & Turner, 1986). Collective 

self-esteem as a measure is useful in understanding the impact of group membership on the 

individual (Anderson, 1999). As was noted by Luhtanen and Crocker (1992) the extent to which 

social groups in general are important to one’s self-concept are directly related to the extent to 

which one holds collectivistic values and norms in the workplace. This was the first reported 

study that has used the instrument with nurses and physicians. 

The CSE scale has 16 items grouped into four subscales; 1) membership esteem (4 

items), 2) public collective self-esteem (4 items), 3) private collective self-esteem (4 items), and 

4) importance to identity (4 items). Membership esteem assesses the most individualistic aspect 

of collective self-esteem, with a focus on the individuals’ judgments of how good or worthy they 
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are as members if their social groups. The private collective self-esteem assesses one’s personal 

judgment of how good one’s social groups are and public collective self-esteem measures one’s 

judgment of how other people evaluate one’s social groups.  The importance to identity items 

assesses the importance of one’s social group memberships to one’s self-concept. Evidence of 

the reliability and validity of the scale was supported by three studies. As demonstrated in the 

third psychometric properties of the CSE were found to be similar to those demonstrated in the 

two previous studies. Alpha coefficients ranged from .77 to .90 for the subscales and .88 for the 

total scale (Luhtanen & Crocker, 1992).  

 Principal components factor analysis using varimax rotation indicated that 67.4% of 

the variance in the CSES-R was accounted for by the four factors. Item loadings ranged from .66 

to .82 on the appropriate factors. Mean inter-item correlations for the subscales ranged from .48 

to .70 and .34 for the total scale. Mean item-total correlations for the subscales ranged from .59 

to .78 and .55 for the total scale. Alpha coefficients ranged from .77 to .90 for the subscales and 

.88 for the total scale. Subscale correlations for the revised scale were also similar to those of the 

original CSE, ranging from .30 (between Public and Identity) to .60 (between Private and 

Identify). The authors reported that the overall results of the study suggested that altering the 

original CSE to measure collective self-esteem based on a particular achieved group 

memberships did not compromise its psychometric properties. They also suggested that the 

results have provided support for the notion that collective self-esteem, the tendency to evaluate 

one’s social identity positively, can be reliably measured and found to be empirically distinct 

from yet related to personal self-esteem (Luhtanen & Crocker, 1992). 
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Jefferson Scale of Attitudes Toward Collaboration 

 The Jefferson Scale of Attitudes toward Physician-Nurse Collaboration (Hojat et al., 

2001) was selected to measure the effect of a positive attitude toward collaboration on 

collaborative practice behaviors in nurses and physicians. This instrument was selected because 

it was specifically designed to measure attitudes toward collaboration in nurses and physicians. 

The attitude survey instrument consisted of 15-items which measured the following constructs: 

shared education and collaboration, caring as opposed to curing, nurse’s autonomy, and 

physician’s authority. All items were answered on a 4-point Likert-type scale from strongly 

agree to strongly disagree. The higher the total score, the more positive attitude toward nurse-

physician collaborative relationships. The coefficients of alpha were 0.74 and 0.78 for U.S. 

nurses and physicians respectively (Hojat et al., 2001). 

Collaborative Practice Scale     

 A modified version of Weiss and Davis’ (1985) Collaborative Practice Scale 

(CPS) was selected to measure the collaborative practice behaviors of nurses and physicians. 

Collaboration was characterized by the higher degree of both assertiveness (concern for one’s 

own interests) and cooperativeness (concern for the other’s interests) when compared to the other 

modes in which one party may yield completely to the other’s concerns, may strive to satisfy 

one’s own concerns with no regard for others, or may compromise on some important concerns. 

The CPS consists of two distinct self-report measures that were designed to assess the degree to 

which the interactions of nurses (scale 1) and physicians (scale 2) synergistically influence the 

delivery of patient care. The scale for nurses consisted of 14 items that measured the direct 

assertion of professional expertise/opinion and active clarification of mutual responsibility 

among nurses and between nurses and physicians. The physician scale consisted of 11 items 

measuring acknowledgements of the nurse’s contributions to patient care decisions and outcomes 
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and consensus development with nurses. Item responses on this 6-point Likert scale ranged from 

never to always. Higher scores implied greater use of collaborative practice by the physician or 

the nurse.  Cronbach’s alpha coefficients for the nurse and physician CPS scales were .80 and .84 

respectively.  

Data Analysis 

Raw data from the responses of 92 nurses and 65 physicians were entered into Excel 

spreadsheets, reviewed for errors, and imported into SAS datasets. All analyses were done using 

SAS™, version 8 software (SAS, Cary, NC). Physicians’ and Nurses’ data were placed into two 

independent datasets, and all analyses of Physicians’ and Nurses’ data were independent of each 

other.  Some variables were recoded after the data were examined, often to collapse multiple 

response groups where there were few responses into one group. Following are those changes: 

 Subject age was originally collapsed into age ranges such as 35-40. For the analyses 

subjects were assigned the midpoint of the age range reported. 

 No nurses identified their race as “Other”, leaving three racial categories rather than four. 

For physicians, the four racial categories were collapsed into White and non-White, with 

the non-White category consisting of 9 Asians, 6 Blacks, and 2 Others. 

 Nurse education originally had 9 categories. Three were not used (doctorate in nursing, 

doctorate in other, and other). MSN and MS were collapsed into one category.  

 For nurses’ specialty, the original 10 categories were reduced to seven by combining 

maternity, neonatal and pediatric into one category, and emergency and other into one 

category. Nurses listing multiple specialties, only one, the most recent specialty was used. 

 For physician specialty, 2 of the original 12 categories (pediatric and other) were not 

used. The remaining categories were collapsed into 6, by combining medicine and 
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hospitalist, surgery and trauma, obstetrics-gynecology and neonatology and critical care 

and trauma.  Physicians listing multiple specialties, only one, the most recent was used. 

 There were no nurse respondents who indicated that they were in an Advanced Nurse 

Practice role, leaving only two categories (staff and manager). 

The hypotheses were used to direct the analysis of study data. The data analysis was directed at 

determining the relationship of the study variables, collective self-esteem, attitudes toward 

collaboration, and collaborative practice indicated in the hypotheses.  

The two samples and various subgroups were characterized in terms of frequencies, 

percents, means and standard deviations on each of the variables, as appropriate. Scale scores 

were expressed as sums of the item scores, with a small number of missing item scores filled in 

using a subject’s mean item score for completed items on the scale. Bivariate and multi-variable 

regression relationships were expressed as cross-tabulations or as standard, ordinary least-

squares (OLS) based statistics such as Pearson and Spearman correlations, Chi-squares, t-tests, 

Analysis of Variance, etc. All p-values were OLS-based except for a small number of exact p-

values as noted below. An alpha level of p = .05 was used as a level for “statistical significance,” 

and all p-values were bi-directional and unadjusted for multiple tests. 

The examination of bivariate relationships between variables and the construction of 

multivariable regression models were guided by the main study hypotheses as follows. The 

variables were partitioned into three groups: a) Demographics (Group 1), b) the collective self- 

esteem (CSE) and attitudes toward collaboration (JSA) scales, including the CSE subscales 

(Group 2), and c) the collaborative practice scales (CPS) scales (including two CPS scales for 

nurses; nurse-nurse and nurse-physician; Group 3). The general analysis plan called for 

examining how variables in Group1 predict variables in Group 2, and how variables in both 

Groups 1 and 2 predicted those in Groups 3. 
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A series of multiple regressions were performed using demographic variables (age, race, 

gender, education, specialty, time in profession, time in specialty) to predict JSA and to predict 

CSE scores and all of those to predict CSE scales (CSE subscales were not used in predicting 

CPS scales for these models). A backward selection process was used. Once a reduced model 

was achieved, previously discarded predictors were sometimes tried for re-entry into the model, 

and alternate models of interest were attempted. For the prediction of CPS scales, in addition to 

models using both Group 1 (demographics) and Group 2 (CSE and JSA) predictors, some 

models used Group 1 predictors only, while some used Group 2 scales scores only. These models 

were constructed because it was expected that the Group 2 scales scores might overwhelm the 

predictive power of the demographic variables, obscuring potentially interesting results. 
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Chapter Four 

Results 

  

An examination of the data for threats to internal validity (history, selection, maturation, testing, 

instrumentation and mortality) was completed. While randomized samples of nurses and 

physicians were selected to participate, a selection bias may exist as it relates to respondent 

motivation in completing and returning the surveys. The threat relates to those motivated to 

participate may not be representative of the target population. This chapter will present the 

results of the analysis. 

Demographic Analysis 

As shown in Table 3, nurses ranged in age from 21 to 71; the mean (SD) was 42.5 (11.9) 

years old. Forty percent of the nurses were 46 years of age or older, which is consistent with the 

age of nurses in the U.S. population (Spratley et al., 2000).  Physicians ranged in age from 26-71; 

the mean was 51.5 (10.5) years old, with 69.1% of the physicians age 46 or older. The racial and 

gender demographics of both the nurses and the physicians were consistent with the regional 

population.  
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Table 3 

Demographics of the Sample Population 
 
 

 
Nurses 

 
n = 92 

  
Physicians 

 
n= 65 

 
Demographics 

 
n 

 
% 

  
n 

 
% 

 
Age in years 

 
Mean = 42.5; SD = 11.9 

  
Mean = 51.5; SD = 10.5 

 

 21-25 

 26-35 

 36-45 

 46-55 

 56-71 

Race * 

 Asian 

 Black 

 White 

Gender * 

 Female 

 Male 

 

7 

22 

26 

24 

13 

 

5 

18 

58 

 

72 

18 

 

7.6 

23.9 

28.3 

26.0 

14.2 

 

5.5 

19.8 

74.7 

 

80.0 

20.0 

 

 

 

-- 

4 

16 

19 

26 

 

9 

6 

48 

 

16 

48 

 

-- 

6.2 

24.6 

29.2 

39.9 

 

13.8 

9.2 

73.9 

 

25.0 

75.0 

Note: * data elements missing  

 As indicated in Table 4, 51.1% of the nurses held bachelor degrees or higher, with 49.0% 

educated at the technical level (diploma and AAS). Eighty-seven (94.6%) of the nurses were 

staff nurses and 23 (25.3%) indicated that they were certified in their specialty. Of the 
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physicians, 63 (96.9%) indicated that they were attending/faculty, and 60 (92.3%) reported that 

they were certified in their specialty. 

Table 4 

Nurse Education, Nurse Position, Physician Position, Certification 
 
  

n 
  

Percent 
 
Nurse Education 

Diploma 

AAS 

BS 

BSN 

MSN/MS 

18 

25 
 

2 
 

44 
 

3 
 

 19.6 

27.2 
 

2.2 
 

47.8 
 

3.3 

 
 

  
 

Nurse Position * n %  Physician Position n % 

 
Staff  
 
Manager 
 

 
87 

 
5 

 
94.6 

 
5.4 

  
Attending/Faculty 
 
Resident 

 
63 
 
2 

 
96.9 

 
3.1 

 
Nurse Certification * 

  
Physician Certification 

 
No  
 
Yes 

 
68 

 
23 

 
74.7 

 
25.3 

  
No 

 
Yes 

 
5 
 

60 

 
7.8 

 
92.3 

 
Note:* data elements missing 

Distributions by specialties are presented in Tables 5 and 5a. Table 5 report specialty service for 

both nurses and physicians. Table 5a reports years in profession and time in specialty service. 

Thirty-six percent of the nurses reported their practice as medical-surgical nursing, with 24.3% 

in emergency/critical care and 14.2% in maternal/fetal care. The largest group of physicians 

(32.3%) reported Maternal/Obstetrics-Gynecology/Neonatology as their specialty. Thirty-two 
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percent of physicians reported practicing as surgeons or critical care/trauma specialists and 23% 

were internists or family practitioners. Total mean (SD) time in profession and in specialty was 

16.6 (11.7) years and 12.1 (10.5) years respectively for nurses and 22.6 (10.4) years and 19.3 

(9.9) years for physicians.  

Table 5 

Specialty 
 
 
 

 
Nurses 
n = 91* 

  
Physicians 

n = 65 
 
Specialty 
 

 
n 

 
Percent 

  
n 

 
Percent 

Behavioral 

Critical Care 

Emergency 

Family Medicine 

Maternal/OBG/Neonatal 

Medical 

Other 

Pediatric 

Perioperative 

Surgery/Trauma 

6 

20 

3 

-- 

10 

22 

1 

38 

15 

11 

6.6 

21.0 

3.3 

-- 

10.9 

24.2 

1.1 

3.3 

16.5 

12.1 

 

 

8 

7 

-- 

9 

21 

6 

-- 

-- 

-- 

14 

12.3 

10.8 

-- 

13.8 

32.3 

9.2 

-- 

-- 

-- 

21.5 

Note:* data elements missing 

 



  Collaboration in Acute Care            
  

111

Table 5a 
 
Specialty:  Time in Years and Service 

 
Nurse 

 
n = 92 

  
Physician 

 
n = 65 

 
 

Mean 
 

SD 
 

Range 
  

Mean 
 

SD 
 

Range 
 
 

Total Time in Years 
 

16.6 
 

11.7 
 

0.58 – 45.8 
  

22.6 
 

10.4 
 

3.6 – 41.0 
 
 

Time in Specialty 
 

12.1 
 

10.5 
 

0.17 – 43.0 
  

19.3 
 

9.9 
 

2.5 – 37.0 
 

 The instruments and respective scales and acronyms reported in this study include: 

Collective Self-Esteem (RN = NCSE; MD = PCSE), Jefferson Attitudes Toward Collaboration 

Scale (RN = NJSA; MD = PJSA), and Collaborative Practice Scales (RN: RN = NCPS-N;  

RN: MD = NCPS-P; MD = PCPS). The total scores for each of these instruments were used in 

the analysis of the respective variables.  Where appropriate, subscale scores were used to help to 

describe the phenomenon. The means and standard deviations for the study variables, nurse-to-

nurse collaboration (NCPS-N), nurse to physician collaboration (NCPS-P), physician to nurse 

collaboration (PCPS), nurse or physician attitudes toward collaboration (N/PJSA) and nurse or 

physician collective self-esteem (N/PCSE), are reported in Table 6.  
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Table 6 

Descriptive Statistics for Total Scores 
 

Nurses 
 

Physicians 
 
 

 

n = 92 

 

n = 65 

 
Variable 

 
Mean 

 
SD 

 
Range 

  
Mean 

 
SD 

 
Range 

 

CSE 

JSA 

NCPS-N 

NCPS-P 

PCPS 

 

87.5 

53.1 

20.3 

28.1 

- - 

 

10.8 

3.9 

4.5 

9.4 

-- 

 

50.0 – 112.0 

43.0 – 60.0 

12.0 – 30.0 

13.0 – 51.0 

- - 

  

88.9 

49.6 

- - 

- - 

45.2 

 

10.0 

5.6 

- - 

- - 

11.8 

 

60.8 – 108.0 

36.0 – 59.0 

- - 

- - 

19.0 – 64.0 

Range for total scores:  CSE = 16-112; JSA = 15-60; NCPS-N = 5-30; NCPS-P = 9-48; PCPS = 11-66 

 Hypothesis 1: In acute care hospitals collective self-esteem and attitudes toward 

collaboration are positively and significantly associated with collaborative practice behaviors in 

nurse-to-nurse interactions. As shown in Table 7, there was a strong correlation (r = .56,  

p < .001) between the total scores of nurse to nurse collaboration (NCPS-N) and attitudes toward 

collaboration (NJSA). Nurse to nurse collaboration (NCPS-N) was weakly correlated (r = .39, 

 p < .001) to collective self-esteem (NCSE). These findings indicated that there is a relationship 

between collective self-esteem, attitudes toward collaboration and collaborative practice 

behaviors among nurses. A multiple regression analysis was conducted to the predictive 

relationship that collective self-esteem (CSE) and attitudes toward collaboration (JSA) had on 

nurse-to-nurse collaboration.   

 



  Collaboration in Acute Care            
  

113

Table 7 

Correlations Between Scales (RN n = 92; MD n= 65) 
 

Scale 
 

NJSA NCSE NCPS-N NCPS-P PJSA PCSE PCPS 
 

NJSA 

NCSE 

NCPS-N 

NCPS-P 

PJSA 

PCSE 

PCPS 

 

1.0 

-- 

-- 

-- 

 

0.29** 

1.0 

-- 

-- 

-- 

 

0.56* 

0.39* 

1.0 

-- 

-- 

-- 

 

0.56* 

0.40* 

0.59* 

1.0 

-- 

-- 

-- 

 

-- 

-- 

-- 

-- 

1.0 

-- 

 

-- 

-- 

-- 

-- 

0.16 

1.0 

-- 

 

-- 

-- 

-- 

-- 

0.56* 

0.11 

1.0 

 

*p < .001, ** p < .005 

In the prediction of nurse to nurse collaboration (NCPS-N), a model comprised of attitudes 

toward collaboration (JSA) and collective self-esteem (CSE) revealed a significant contribution 

from JSA (t(88) =5.58, p <. 0001) and CSE (t(88) =2.55, p < .0126) (Table 8). This indicates that 

both attitudes toward collaboration and collective self-esteem may predict collaborative practice 

behaviors. The CSE subscales and the NCPS-N were significantly correlated to nurse identity 

subscale (CSE) and nurse-to-nurse collaborative practice scale (CPS) (r = .47, p < .0001).  See 

Table 9. There was also a weak correlation between the nurse identity subscale as measured by 

the CSE and nurse attitudes toward collaboration as measured by the JSA (r = .32, p < .05). The 

results of the study supported this Hypothesis.  

 

 



  Collaboration in Acute Care            
  

114

Table 8 
 
Nurse-to-Nurse Collaborative Practice Model with Predictor Scales 
 

 
Dependent Variable:  NCPS-N 

 
R-Square 
0.370814 

 

Coeff. Var. 
17.45992 

Root MSE 
3.576341 

NCPS-N Total Mean 
20.48315 

 
Source 

 

 
Dƒ 

 
Sum of 
Squares 

 
Mean Square 

 
ƒ Value 

 
Pr >ƒ 

 
JSA Tot 

 
CSE Tot 

 

 
1 
 
1 

 
397.91409 

 
82.96628 

 
397.91409 

 
82.96628 

 
31.11 

 
6.49 

 
< .0001 

 
0.0126 

 
 
 

Parameter Estimates 
 

 
Source 

 

 
Estimate 

 
Standard Error 

 
t Value 

 
Pr > |t| 

 
     JSA 
 
     CSE 

 

 
0.59717 

 
0.09407 

 
0.10706 

 
0.03693 

 

 
5.58 

 
2.55 

 
< .001 

 
0.0126 
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Table 9 
 
Collective Self-Esteem Subscale Correlations (RN n = 92; MD n =65) 

 
Scale Membership 

 
 

Private Public 

 
 

Identity 

 
 

NCPS-
N 

 
 

NCPS-
P 

 
 

PCPS 

 
 

JSA 
 
Membership 
 
     RN 
 
     MD 
 
Private 
 
     RN 
 
     MD 
 
Public 
 
     RN 
    
     MD 
 
Identity 
 
     RN 
 
     MD 
 

 
 
 

1.0 
 

1.0 
 
 
 

0.62* 
 

0.75* 
 
 
 

0.23** 
 

0.62** 
 
 
 

0.22** 
 

0.13 

 
 
 

0.62* 
 

0.75* 
 
 
 

1.0 
 

1.0 
 
 
 

0.50* 
 

0.64* 
 
 
 

0.26** 
 

0.26** 

 
 
 

0.23** 
 

0.62* 
 
 
 

0.50* 
 

0.64* 
 
 
 

1.0 
 

1.0 
 
 
 

1.0 
 

1.0 

 
 
 

0.22** 
 

0.13 
 
 
 

0.26** 
 

0.26** 
 
 
 

0.02 
 

-0.01 
 
 
 

1.0 
 

1.0 

 
 
 

0.15 
 

-- 
 
 
 

1.7 
 

-- 
 
 
 

0.16 
 

-- 
 
 
 

0.47* 
 

-- 

 
 
 

0.21** 
 

-- 
 
 
 

0.25** 
 

-- 
 
 
 

0.30** 
 

-- 
 
 
 

0.47* 
 

-- 

 
 
 

-- 
 

-0.01 
 
 
 

-- 
 

-0.04 
 
 
 

-- 
 

-0.03 
 
 
 

-- 
 

0.26** 

 
 
 

0.13 
 

0.06 
 
 
 

0.14 
 

0.11 
 
 
 

0.10 
 

-0.15 
 
 
 

0.32* 
 

0.30** 

 
* p < .0001,  ** p < .05 

Hypothesis 2: In acute care hospitals collective self-esteem and attitudes toward 

collaboration are positively and significantly associated with collaborative practice behaviors in 

nurse to physician interactions. Table 7 shows that nurse to physician collaboration as measured 

by the nurse collaborative practice scales (NCPS -P) correlated with attitudes toward 

collaboration (r = .56, p < .001) and collective self esteem (r = .40, p < .001) as measured by the 

collective self-esteem instrument. In the prediction of nurse to physician collaboration (CPS), a 

model comprised of JSA, CSE, and race revealed a significant contribution from JSA (t(88) = 
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5.5, p < .0001), a non-significant contribution from CSE (t(88) = 1.77, p = .08), and a significant 

contribution from the three category (Asian, Black, White) race variable for nurses (F(2,88) = 

3.54, p = .03) (Table 10). When CSE was dropped from the model, race became a stronger 

predictor (F2,88) = 5.5, p = .006). The direction of the race effect was such that when the mean 

collaborative practice (CPS) scores were adjusted for the attitudes toward collaboration score 

(JSA), Asians scored highest on the collaborative practice scale (CPS), Whites scored 

approximately 7 points lower, and Blacks 12 points lower than Whites. As reported in Table 9, 

all of the CSE subscales (membership, private, public, identity) were correlated (.21; .25; .30,     

p < .0001; .47, p < .05 respectively) with nurse-physician collaboration (NCPS-P). The results of 

the study partially supported the Hypothesis with attitudes toward collaboration (JSA) being a 

significant contributor to predicting collaborative practice behaviors (CPS) between nurses and 

physicians, while the contribution by collective self-esteem (CSE) was nonsignificant. 
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Table 10 
 
Nurse-to-Physician Collaborative Practice Model with Predictor Scales 
 

Dependent Variable:  NCPS-P 
 

R-Square 
0.42109 

Coeff. Var. 
25.68064 

Root MSE 
7.28435 

NCPS-P Total Mean 
28.36517 

 
 

Source 
 

 
Dƒ 

 
Sum of 
Squares 

 
Mean Square 

 
ƒ Value 

 
Pr > ƒ 

 
JSA  

 
CSE  

 
Race 

 

 
1 
 
1 
 
2 

 
1600.3883 

 
165.3882 

 
375.3438 

 
1600.3883 

 
165.3882 

 
187.6719 

 
30.16 

 
3.12 

 
3.54 

 
< .0001 

 
0.0811 

 
0.0335 

 
 
 

Parameter Estimates 
 

 
Source 

 

 
Estimate 

 
Standard Error 

 
t value 

 
Pr > |t| 

 
     JSA 
 
     CSE 
 

Race Asian 
 

Race Black 
 

Race White 
 
 

 
1.21263 

 
0.14221 

 
6.59275 

 
-3.42358 

 
0.0000 

 
0.22080 

 
0.08055 

 
3.38845 

 
2.13158 

 

 
5.49 

 
1.77 

 
1.95 

 
-1.61 

 
< .0001 

 
0.0811 

 
0.0550 

 
0.1120 

 
Hypothesis 3: In acute care hospitals collective self-esteem and attitudes toward 

collaboration are positively and significantly associated with collaborative practice behaviors in 

physician to nurse interactions. The correlations for total scores in the physician data showed 

significance only between physicians’ attitudes (PJSA) as measured by the attitudes toward 
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collaboration scale and physician collaborative scales (PCPS) (r = .56, p < .001) indicating a 

moderate relationship between attitudes toward collaboration and collaborative practice, but no 

findings for collective self-esteem and collaborative practice (see Table 7).  In the prediction of 

physician to nurse collaborative practice (see Table 11), a model comprised on attitude toward 

collaboration (JSA) and collective self-esteem (CSE) revealed a significant contribution from 

JSA (t(63)= 5.23, p < .0001) and a nonsignificant contribution from CSE (t(63) = 0.08,                

p < 0.9366). Significant correlations (Table 9) were noted between the physician (n = 65) 

identity subscale of collective self-esteem (CSE) and attitudes toward collaboration (JSA) (r = 

.30, p < .05) and the identity subscale and collaborative practice (CPS) (r = .26, p < .05). The 

results of the study partially supported this hypothesis with attitudes toward collaboration (JSA) 

being a significant contributor to physician-nurse collaboration (CPS), while the contribution by 

collective self-esteem (CSE) was nonsignificant. 
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Table 11 
 
Physician-to-Nurse Collaborative Practice Model with Predictor Scales 
 

Dependent Variable:  PCPS 
 

R-Square 
0.316577 

Coeff. Var. 
21.37701 

Root MSE 
9.7298 

PCPS Total Mean 
45.5156 

 
Source 

 

 
Dƒ 

 
Sum of 
Squares 

 
Mean Square 

 
ƒ Value 

 
Pr > ƒ 

 
JSA  

 
CSE  

 

 
1 
 

1 

 
2589.3590 

 
0.6044 

 
2589.3590 

 
0.604418 

 
27.35 

 
0.01 

 
< .0001 

 
0.9366 

 
 

Parameter Estimates 
 

 
Source 

 

 
Estimate 

 
Standard Error 

 
t value 

 
Pr > |t| 

 
     JSA 
 
     CSE 

 

 
1.15428 

 
0.00982 

 
0.22071 

 
0.12292 

 

 
5.23 

 
0.08 

 
< .0001 

 
0.9366 

 

Collective Self-esteem Subscales 

The CSE has four subscales: membership (how worthy one considers themselves in their 

social group), private (how one personally views their social group), public (how one believes 

others evaluate their social group), and identity (the importance of one’s social groups to one’s 

self concept).  The descriptive statistics for the CSE subscales are reported in Table 12. The 

mean scores for both nurses and physicians showed little variability except for the identity 

subscale (SD 5.6 and 5.4 respectively). Consistent with the findings reported by Luhtanen and 

Crocker (1992) those nurses and physicians who score high in membership, private and public 

subscales, valued their membership in their group, feel positive about their ‘in-group’, and were 

willing to differentiate themselves publicly from others. The correlations for the subscales are 
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shown in Table 9. The highest correlation was found between the membership (how worthy one 

considers themselves in their social group) and private (how one personally views their social 

group) subscales for both nurses (n= 92) and physicians (n = 65) (r = .62, p < .0001 and r = .75, p 

< .0001 respectively). Both of these scales are individualistic and would indicate that both nurses 

and physicians were willing to engage in individuating behaviors (willingness to self disclose, 

speak up). The lowest correlation for nurses was between the membership (how worthy one 

considers themselves in their social group) and identity (the importance of one’s social groups to 

one’s self concept) subscales (r = .22, p < .05), for physicians the lowest scores were between the 

private (how one personally views their social group) and identity subscale (r = .26, p < .05).  In 

both instances, it appears that the social group (nursing and medicine) does not greatly influence 

how the individuals feel about themselves in their social groups or how they view their social 

group).  The pattern of correlations was similar to what was found in the CSE study by Luhtanen 

and Crocker (1992).  
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Table 12 

Descriptive Statistics for Collective Self-Esteem Subscales 
 
Subscale 

 
n 

 
Mean 

 
(SD) 

 
Range 

 
Nurse 
 
 Member 
 
 Private 
 
 Public 
 
 Identity 
 
Physician 
 
 Member 
 
 Private 
 
 Public 
 
 Identity 

 
 
 

92 
 

92 
 

92 
 

92 
 
 
 

65 
 

65 
 

65 
 

65 
 

 
 
 

24.5 
 

23.2 
 

22.7 
 

17.1 
 
 
 

24.6 
 

24.2 
 

23.8 
 

16.3 

 
 
 

2.6 
 

3.6 
 

3.8 
 

5.6 
 
 
 

2.4 
 

3.0 
 

3.4 
 

5.4 

 
 
 

9.0 – 28.0 
 

10.0 – 28.0 
 

10.0 – 28.0 
 

6.0 – 28.0 
 
 
 

17.0 – 28.0 
 

15.0 – 28.0 
 

14.0 – 28.0 
 

4.0 – 28.0 

Note: range for all subscales 4-28 
 
Nurse Subscals 

On the CSE subscales for nurses, the five-category education variable predicted CSE 

private subscale scores (F(3,89) = 2.83, p =.04). Results from a post-hoc pairwise comparison of 

educational groups were dependent upon assumptions regarding the small number (n = 3) of 

nurses with MSN/MS degrees, but at least marginally significant were the different means from 

the diploma category (M = 25) and those from the AAS and MSN/MS categories (M = 22 and 21 

respectively). Again for nurses, the three-category race variable predicted both CSE private and 

public scores (private F(2,90) = 4.7, p = .01; public F(2,90) = 21.2, p < .0001).  
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Physician Subscale 

 The prediction of physicians’ scale scores yielded fewer significant predictors than did 

prediction of nurses’ scores due to the smaller sample of physicians.  None of the demographic 

variables predicted physicians’ attitudes toward collaboration (JSA) at p < .05.  There were no 

demographic variables that predicted physicians’ collective self-esteem (CSE) at p < .05.  

Race 

An interesting finding was the influence of race on collaborative practice. In the nurses’ 

sample, race was only weakly associated with other demographic variables, except for the 

relationship between race and gender.  All five Asian respondents were women, as were 16 of 18 

Black respondents (89%) and 50 of 66 White respondents (76%). No clear pattern existed when 

race was crossed with Specialty, with most cells sparsely populated. Black race was slightly 

associated with AAS and slightly negatively associated with BSN. On certification, the rates 

were 60% Asian, 25% for Whites, and 11% for Blacks. 

Lower scores on the CSE-total, CSE-private subscale, CSE-public subscale, and both 

nurse-to-nurse (NCPS-N) and nurse-to physician collaboration (NCPS-P) were reported by Black 

nurses. The r2 value for race as a sole predictor was strongest for the CSE-public scale (r2 =.33, 

t(90) = -6.15, p < .0001) on which Asians (M = 25.6) scored highest, Whites (M = 23.6) about 2 

points lower, and Blacks (M = 18.4) about 7 points lower than Asians. In the final model 

predicting nurse-to-nurse collaboration using demographic predictors only, the effect of race was 

strengthened by the inclusion of both race and gender in the model.  On the collective self-

esteem private subscale, post hoc comparisons were dependent upon assumptions concerning the 

small number of Asians (n = 5), but at least near significant were the difference between Blacks 

(M = 20.9) and Whites (M = 23.8) on this subscale.  For physicians, race was collapsed into 

White and non-White. It did not appear in any model predicting scale or subscale scores.   
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Whites were somewhat more likely to have certification and had longer time as a physician (M = 

24.5 and 17.4 respectively) and time in specialty (M = 20.8 and 15.1 respectively). 

Summary of Results  

This study used a descriptive exploratory design to investigate the relationships and 

predictive nature that collective self-esteem and attitudes toward collaboration had on the 

collaborative practice behaviors of nurses and physicians in acute care hospitals. One of the 

three hypotheses was supported by the results. With respect to Hypothesis 1, both the attitudes 

toward collaboration scale (JSA) and collective self-esteem were predictors of nurse-to-nurse 

collaboration in acute care hospitals.  Hypothesis 2 indicated that while attitudes toward 

collaboration were a strong predictor of nurse to physician collaboration, collective self-esteem 

was non-significant. However, in the case of Black nurses, there was a significant correlation 

between lower total collective self-esteem scores and nurse to physician collaboration. Physician 

to nurse collaboration, Hypothesis 3, was predicted by attitudes towards collaboration but no 

correlation with collective self-esteem. 
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Chapter Five 

Discussion, Conclusions, and Recommendations 

 The purpose of this study was to examine the extent to which a relationship exists among 

the variables of collective self-esteem and attitudes toward collaboration as predictors to 

collaborative practice behaviors among registered nurses and between registered nurses and 

physicians who currently practice in acute care hospitals. This particular sample of nurses and 

physicians reported modest levels of collaborative practice behaviors, as indicated by the means 

reported in Table 6 of the previous chapter.  The findings suggested that many of the participants 

reported using assertiveness and cooperativeness (collaboration) to handle conflicts in the work 

environment. This is inconsistent with the findings in the literature where collaboration was most 

frequently not the chosen method of handling conflict (Patronis-Jones, 1994; Prescott & Bowen, 

1985; Weiss & Davis, 1985). This may be accounted for by the influence that attitudes toward 

collaboration have on collaborative practice as discussed later in this chapter. Other findings 

indicated that there were no significant relationships to age, gender, or time in profession for 

either nurses or physicians and minimal correlation to collective self-esteem. There were, 

however, relationships with other demographic variables (education and race) for nurses and the 

predictor variables that will be discussed in this section.  The results of the study provided 

support for Hypothesis 1 and partial support for Hypotheses 2 and 3. 

Hypothesis 1: In acute care hospitals collective self-esteem and attitudes toward collaboration 

are positively and significantly associated with collaborative practice behaviors in nurse-to-

nurse interactions. 

 Analysis of the data demonstrated that a positive relationship existed between attitudes 

toward collaboration (r =.56, p <  .001), collective self-esteem (r = .39, p <  .001) and 

collaborative practice behaviors of nurses with other nurses.  This suggests that nurses who have 
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positive attitudes about collaboration were more likely to demonstrate collaborative practice 

behaviors with other nurses.  Farrell (2001), in a study that examined nurse-to-nurse work 

relationships, also indicated that personality and attitudes influence the interactional nature of 

work among nurses. The results of this study suggested that interventions that promote, support 

and respect for nurses will facilitate the development of positive attitudes regarding collaboration 

that can subsequently lead to effective intradisciplinary collaboration. The findings showed a 

strong relationship between the collective self-esteem membership and private self-esteem 

subscales and weak correlations between membership and the public and identity subscales. The 

membership and private subscales are the most individualistic (Luhtanen & Crocker, 1992). It 

was postulated that the nurses who reported high scores would feel good about themselves as 

individuals and about nursing as a social group. This might also be a reflection of the amount of 

attention nurses and nursing have received both in acute care hospitals and in the public domain 

as more discussion has occurred about the importance of professional nursing to the health care 

industry, particularly as it relates to patient safety (IOM, 2003, 2001, 2000). One might surmise 

that the associations between the membership and public subscales along with membership and 

identity subscales would also support the notion that these nurses have perceived that the public 

views them in a positive light and that this contributes to their collective identity and 

subsequently enhances the development of a favorable self-concept. Luhtanen and Crocker 

(1992) suggested that a positive view by others can enhance personal self-esteem. With respect 

to this study, there was support for the hypothesis, indicating that nurses who have a positive 

view of their relationship with other nurses, will report collaborative practice behaviors with 

nurses and physicians. The association between the public and private subscales (r = .50,             

p < .0001) was consistent with the findings reported by Luhtanen and Crocker (1992). 

Specifically, significant correlations (r = .46-.51) between the public and private CSE subscales 
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were suggestive of contributing to in-group favoritism.  In-group favoritism has often been 

associated with intergroup discrimination (De Cremer, 2001; Tajfel & Turner, 1986).  This 

finding could be attributed to some of the disruption that occurs in the work place between 

nurses and other providers, particularly their subordinates, which would include novices. On the 

other hand, Baldwin et al (1987) reported that nurses with high self-esteem would generally have 

positive views of other nurses. Thus, while in-group favoritism might exist, nurses still see their 

membership in the nursing profession as positive and as such report collaborative behaviors with 

other nurses. This also suggests that nursing has been able to somehow repudiate its negative 

position in the social realm of professions. For example, the leaders of AONE and ANA hold 

seats on AHA and JCAHO respectively. 

Hypothesis 2: In acute care hospitals collective self-esteem and attitudes toward collaboration 

are positively and significantly associated with collaborative practice behaviors in nurse to 

physician interactions. 

 Total scores on the JSA predicted collaborative practice behaviors between nurses and 

physicians but this was not true for collective self-esteem, although both had positive 

associations with collaborative behaviors. A positive association does exist between attitudes 

toward collaboration (r = .56, p < .001), collective self-esteem (r = .40, p < .001) and 

collaborative practice behaviors between nurses and physicians. In this regard, the results 

showed a strong relationship between attitudes of nurses and collaborative practice behaviors 

with physicians and a moderate relationship between collective self-esteem and collaborative 

practice. It should be further noted that the study did not control for the work environment’s 

influence on the nurses’ attitudes about their relationship with physicians. The literature has 

suggested that ACHs who have the attributes of magnet hospitals, have been successful in 

creating work environments that promote positive nurse-physician relationships and 
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subsequently collaborative practices (Aiken et al., 2000; Havens & Aiken, 1999; Scott, 

Sochalski, & Aiken, 1999). Interestingly, each of the collective self-esteem subscales 

(membership, private, public, identity) has a positive, albeit weak, relationship (r =. 21, .25, .30, 

.31 respectively) to the nurse to physician collaborative practice score. This finding was 

consistent with the findings reported by Luhtanen and Crocker (1992) who further proposed that 

collective self-esteem that was based on achieved groups might to some extent be generalizable 

to ascribed groups. That being said, particular attention to internal and external influences 

becomes important when determining strategies for promoting collaborative behaviors. 

The results showed that nurse education played a role in predicting nurse to physician 

collaboration.  Specifically, nurses with master’s degrees scored higher on the JSA (M = 57.3) 

and nurse to physician collaboration (M = 33.3) than nurses who held BSNs, who reported mean 

scores of 53.8 on the JSA and 32.8 on the NCPS-N.  With respect to this finding, one would 

expect that nurses who have obtained collegiate degrees and been socialized to engage in the 

establishment of collegial relationships with physicians would align their attitudes and behaviors 

in an effort to participate with the in-group. As was demonstrated in the Katzman (1989) study, 

there was a significant difference between nurse and physician perceptions of the current and 

ideal state of nursing authority, where the physicians did not believe that the nurses should have 

more control over their practice. In this regard, nurses with graduate degrees sought to increase 

their decision-making authority and their status with physicians. With respect to this study, the 

lack of a significant correlation of education with nurse-to-nurse collaboration suggests that the 

lack of differentiation between how nurses practice in ACHs has led to a “dumbing down” of 

behaviors and might be demonstrated by ineffective nurse-to-nurse collaboration. The 

importance of differentiated nursing practice in acute care hospitals has been well documented in 

the literature (AACN, 2001; AHA, 2002; AONE, 1990; Ethridge & Lamb, 1989; IOM, 2003; 
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O’Neil, 1998; Prim, 1987).  Additionally, the importance of education and organizational support 

for effective interdisciplinary care was reported by Aikens et al. (2000), Havens (2001), and 

Laschinger et al. (2001).  

 One of the more interesting findings relative to this hypothesis (nurse-to-physician 

collaboration) was the significant contribution that race played in reported levels of nurse - 

physician collaboration, with Blacks scoring lower on mean CPS scores (M = 21.8) than Asians 

(M = 35.6) and Whites (M = 29.4). Blacks also scored lower on the collective self –esteem 

(CSE) public subscale (M = 18.4) than Asians (M = 25.6) and Whites (M = 23.5), as well as the 

private and total CSE. This was consistent with the findings reported by Luhtanen and Crocker 

(1992) where the prediction that racial minority groups would exhibit lower levels of public self-

esteem was supported. This was attributed to the degree to which individuals believe that society 

discriminates against their particular race (Luhtanen & Crocker, 1992). This belief in 

discrimination based on race might be expressed by an inability to collaborate effectively with 

physicians. Furthermore, it might also be attributable to some of the external environmental 

concerns that existed in the geographical location where the study was conducted, where some 

racial tension exists. If one accepts the notion that Blacks are often a devalued minority group, 

then a discussion would be warranted regarding the influence that any emotional distress that 

occurred in the socialization experience has on learned behaviors and attitudes.  The implications 

of the perception of devaluing, as reported by Cross (1991) relates to the notion that Blacks may, 

due to experiential learning, value Whites and devalue their own race.  This phenomenon has led 

to lower personal self-esteem and in some cases depression (Katz, Joiner & Kwon, 2002).  Social 

identity theory might describe this phenomenon as an “intergroup extreme,” where the 

exchanges are determined by group memberships of the participants and not by their personal 

relations or individual characteristics (Tajfel, 1982). In this case, Black nurses, may not perceive 
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themselves to be in a position to behave in an assertive and cooperative manner with physicians, 

perhaps due to some stereotypical misalignment of role definition or racial/ethnic beliefs. This 

result was also consistent with the findings reported by Hojat et al. (2001), which suggested that 

ethnic and cultural norms influence attitudes toward collaboration and further supported the need 

for future research regarding the influence of race on collaboration in ACHs. This becomes 

particularly important in the United States, given the “browning of America” (U.S. Census 

Bureau, 2004). 

Hypothesis 3: In acute care hospitals collective self-esteem and attitudes toward collaboration 

are positively and significantly associated with collaborative practice behaviors in physician to 

nurse interactions. 

 A moderate positive relationship was demonstrated between physician attitudes toward 

collaboration and collaborative practice with 31% of the variance accounted for by the 

relationship. However, there was no relationship between physicians’ reports of collective self-

esteem and collaborative practice behaviors with nurses. A similar finding emerged when 

examining high scores, in that the JSA was a strong predictor of reports of collaborative practice 

behaviors with nurses, with no prediction by CSE. The findings related to attitudes toward 

collaboration was consistent with the research that suggested more positive attitudes toward 

nurse-physician collaboration by physicians would lead to reports of nurse-physician 

collaborative practice (Hojat et al., 2001). Perhaps, as with the nurses, the increased emphasis on 

the need for interdisciplinary teamwork to ensure patient safety in ACHs has influenced how 

physicians have perceived their interactions with nurses. Despite this, the finding of no 

association between collective self-esteem (CSE) and collaborative practice behaviors (CPS) was 

surprising, given the notion of in-group bias. This could be due to the strong role differentiation 

that physicians hold for themselves in acute care hospitals, where nurses are relevant partners but 
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not necessarily colleagues.  Tajfel and Turner (1986) would argue that a prominent group will act 

in response to a threat to their social identity by enhancing group distinctiveness.  Thus, the 

efforts to establish interdisciplinary teams in acute care hospitals and throughout the health care 

industry could be perceived as a threat to what has historically been an esteemed position for 

physicians in the U.S. Luhtanen and Crocker (1992) predicted that high collective self-esteem 

individuals would be more likely to engage in competition with out-groups, in this case 

physicians, to maintain their value. This covert but often overt competition, can be seen in ACHs 

where hospital administrators struggle to establish and maintain interdisciplinary teams and 

activities that are designed to enhance nursing practice for purposes of improving patient care 

delivery and patient outcomes. With respect to this study, it appears that holding more positive 

attitudes toward collaboration has a greater influence on physicians willingness to collaborate 

with nurses than does their collective identity.  

Interestingly, physician CSE subscale scores were negatively correlated (non-significant) 

except for the identity subscale, which was weakly correlated (r = .26; p < .05).   As was reported 

by Luhtanen and Crocker (1992), individuals who score high in the social identity aspect of 

collective self-esteem are more likely to relate to members of their social groups or emphasize 

their group memberships. This was further demonstrated in several studies that found when 

physicians, consciously or not, minimized the role of the nurse during interdisciplinary team 

activities, patient outcomes were negatively impacted (Baggs et al., 1992; Hawryluck et al., 

2002; Knaus et al., 1986; Laschinger et al., 2001; Lingard et al., 2002). As Katzman (1989) and 

Rosenstein (2002) suggested, physicians still do not view nurses as colleagues in a professional 

role. This may be perceived by the nurses and result in a diminished desire and/or willingness to 

engage in collaborative practice with physicians in ACHs. 
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Implications and Conclusions 

 Social evolution has changed the nature and dynamics of nurse-physician interactions or 

relationships. There has been a significant increase in the number of female physicians and male 

nurses, gender issues have changed, and physician dominance has declined. Although organized 

nursing and medicine are and have been discussing mutual relationships, the groups have not 

gone far enough to observe demonstrable differences in the relationship. Hospital bureaucracy 

still exists and often does not encourage or support the development of meaningful relationships 

required for interdisciplinary care delivery. Despite the evolution of professional nursing practice 

and the advent of interdisciplinary care, there still exists heightened public concern about the 

ability of acute care hospitals to provide effective care (IOM, 2003, 2001, 2000). The results of 

the study revealed that nurses and physicians in this sample were practicing collaboratively.  

This practice was supported by positive attitudes toward collaboration.  The notion of collective 

self-esteem did not present as a factor influencing collaborative practice behaviors for either 

nurses or physicians in this study.   

This study provided support for introducing new strategies to socialize nurses and 

physicians to embrace interdisciplinary practice behaviors. The predictive effect that attitudes 

toward collaboration had on collaborative practice for both nurses and physicians provides some 

evidence that more studies are required to better understand the influence that learned 

experiences (through living) and socialization (through the educational process) has on how 

attitudes toward collaboration are formed. The importance of attitudes, as indicated in this study, 

suggest that more emphasis on understanding how communications among health care 

professionals occurs would be necessary during some part of the learning experience.  Symbolic 

interaction theory (Blumer, 1986) postulates that communication affects attitudes, and that 

attitudes either hinder or create support for collective action or collective behavior.  Meanings 
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that arise out of social interactions and that are communicated through the language that people 

use enables individuals to develop a sense of self and to interact with others in society and their 

work environments (Blumer, 1986; Stryker & Stratham, 1985).  As was discussed earlier, human 

communication occurs on two levels: content and relationship dimension. Both are important for 

developing shared meanings that are essential for effective interactions during patient care 

delivery (Lingard et al., 2002; Wear & Keck-McNulty, 2004). 

For practicing nurses and physicians understanding and acceptance of the idea of 

interdisciplinary teamwork has become an essential precursor to entry into professional practice. 

If, indeed, attitudes influence an individual’s ability to practice collaboratively, then providers 

must engage in intra- and interpersonal evaluations. These evaluations should include an 

assessment of how one resolves conflicts/problems, how one communicates, and the culture of 

the work environment. Hospital administrators can no longer assume that providers in clinical 

settings are able to naturally establish collegial relationships.  In many cases, the inability to have 

mutual dialogue regarding patient care needs may be due to perpetuation of the traditional nurse-

physician hierarchy in the work environment. In addition, one must consider the implications 

that employed physicians have on the nurse-physician relationship, where roles may become 

more integrated. This change requires the providers to be assertive in their deliberations about 

change and move outside of their “in-group” to communicate the required interventions. Knaus 

et al. (1986) concluded that the most powerful determinant of reduced mortality was the result of 

better nurse-physician communication and collaboration in the delivery of care. Communication 

becomes very important for practicing professionals during times that are clearly chaotic and 

marked by rapid transition with expectations that often outweigh the ability to meet them. 

Research on the magnet hospitals showed that interdisciplinary teamwork, results in increased 
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nurse satisfaction, reduced nurse burnout and reduced mortality rates (Aikens et al, 2000; 

Havens, 2001; Laschinger et al., 2001) 

Hospital and nurse executives must ensure that supportive services (i.e. information 

systems, use of practice guidelines, collaborative strategies) are made readily available if 

collaborative practice partnerships are going to emerge and grow in ACHs.  The literature 

supports the notion that the organization’s structure influences the role socialization process 

(Aiken et al., 2000; Havens, 2001; Kramer & Schmalenberg, 1991; Laschinger et al., 2001; 

Rosenstein, 2002). Thus it will be important to create and sustain work environments that 

promote mutual respect and trust that leads to positive interactions among and between 

disciplines to support the continued development of attitudes that are congruent with the 

collaborative practice behaviors reported in the data. As the findings would suggest, these 

attitudes are important to collaborative behavior. Attitudes are developed as individuals are 

learning the language to use when sharing meaning during social interactions. Language enables 

people to develop a sense of self and to interact with others in their environment (Stryker & 

Stratham, 1985).  Language and symbols become the cues to behavior and serve to organize 

behavior, establishing the social reality for people, in this study nurses and physicians within 

acute care hospitals. 

Development of an infrastructure that supports the magnet hospital attributes (autonomy, 

control over the practice environment, collegial nurse-physician relationships) represents one 

way that hospital and nursing executives, can establish work environments conducive to 

interdisciplinary collaborative practice (Aiken et al., 2000; Havens & Aiken, 1999; Havens, 

2001; Scott et al., 1999). For instance, nurse leaders must begin to re-evaluate the hiring 

processes and implement strategies that ensure the employment of nurses who understand and 

accept the critical importance of the concept of collaborative practice in the delivery of safe and 
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effective patient care. Concurrently, hospital executives must ensure that physician recruitment 

practices, along with rules and regulations governing medicine in their facilities, clearly indicate 

that abusive behavior toward staff in the work setting will not be tolerated and the expectation 

that interactions are positive. 

An essential step in fostering the interdisciplinary relationships that are required to 

improve the attitudes toward collaboration must include the reform of educational programs in 

schools of nursing and medicine (COGME-NACNEP, 2000; QuIC, 2000). Interdisciplinary 

training and education in role clarification and conflict management will assist in setting the 

standard for collaborative practice expectations (Brashers, 1999). The “turf battles” that are so 

often attributed to professional socialization can be addressed through the recommendations of 

the Pew Commission (O’Neil, 1998) and the IOM (2000, 2001, 2003), which recommended 

shared learning experiences between nurses and physicians as a means to improving 

interdisciplinary care in ACHs. Curriculum reform must be geared toward preparing future 

nurses and physicians for practicing in new collaborative practice models that can enhance the 

quality and cost effectiveness of health care in ACHs.  

The findings of this study also supported the need to implement strategies that emphasize 

the importance of effective communication in the practice setting, with a focus not only on tone 

but style as well.  Hawryluck et al. (2002) and Lingard et al. (2002) conducted studies whose 

results emphasized the importance of understanding the nature and patterns of communication on 

collaborative practice between nurses and physicians. Clearly dysfunctional communication 

patterns, along with stereotypical role taking behaviors are not conducive to removing the 

barriers to trust and respect which are necessary characteristics for interdisciplinary teamwork 

(Burke, 1969; Hawryluck et al., 2002; Lingard et al., 2002). Developing and implementing 
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strategies to improving communication patterns will facilitate the removal of barriers to inter and 

intra group collaboration. 

 Another challenge to the implementation of interdisciplinary collaboration rests with the 

change in the health care consumer. Acute care hospitals and their providers are faced with much 

more educated consumers (patients and families). The patients and their families have begun a 

journey on a new paradigm, where the expectation is that they will be active partners in the 

delivery of care  (IOM, 2001; Leap Group, 2004; NQF, 2003; Wakefield & O’Grady, 2000). 

Unfortunately, with all of the negative publicity related to patient safety, related to patient safety, 

some of the public trust has been eroded in ACHs and health care professionals and will need 

repair. This requires promoting different and perhaps new interpersonal competencies for both 

nurses and physicians, many of which have not yet been tried. Researchers who are interested in 

testing the efficacy of interventions in professional practice and education will be helpful in 

transforming collaborative practice to a new level of understanding. Furthermore, research is 

needed to expand current understanding of the personal attributes of providers playing a pivotal 

role in achieving the desired outcomes of care in ACHs. 

Methodological Limitations 

There were several limitations identified.  They included the following: (a) homogeneity 

of the sample as it relates to race; (b) organizational structure was not controlled for its influence 

on nurses’ and physicians’ attitudes and reported collaborative behaviors; (c) limiting the 

population to the four Ohio counties minimized the ability to generalize the findings; (d) a self-

reporting bias may have been present, and nonrespondents may have reported differently than 

respondents; (e) the small sample size minimized the effect of the measures; and (g) nurses and 

physicians who work in ambulatory/primary care settings were not included in this investigation. 
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Although the sample reflected the age, gender and racial breakdown of the general nurse 

and physician population, there was no control for race. As a consequence the results cannot be 

generalized to the population, particularly as it relates to Blacks.  Luhtanen and Crocker (1992), 

as well as Hojat et al. (2001) reported that race and culture influence attitudes and collective self-

esteem.  Cultural and racial factors influence not only the collaborative relationships but also 

those activities that support collaborative behaviors, such as communication.  Obtaining 

information related to the type(s) of structure and support that were available in contemporary 

acute care hospitals would have provided more specificity to environmental influences on 

collaborative practice.  For instance, where there is strong organizational leadership that supports 

interdisciplinary models of patient care delivery, high levels of nurse-physician collaboration are 

exhibited (Havens, 2001; Laschinger, 2001;Wear & Keck-McNulty, 2004). Narrowing the 

sample to a region, limits its generalizability across geographic boundaries. Regional and local 

norms may possibly influence the participants’ responses. The use of a self-report survey relies 

heavily on participant motivation and does not allow for the establishment of a relationship to 

encourage participation in the study.  This same issue also relates to the small sample size and 

while the respondents were representative of the target population, there is still concern that the 

responses may not be characteristic of the whole. Additionally, because of the nature of the 

statements, there may have been the tendency for some individuals to provide socially acceptable 

responses. Finally, obtaining the information from those nurses and physicians who do not work 

in hospitals would have been useful comparative information about the interdisciplinary 

relationship that exists within another context (i.e. the collaboration among nurse practitioners 

and physicians). 
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Future research 

 In today’s increasingly complex health care environment, nurse-physician collaboration 

is critically important to the delivery of safe and effective patient care. This study was a first 

attempt at examining the extent to which personal attributes (attitudes toward collaboration and 

collective self-esteem) have on predicting the collaborative practice behaviors of nurses and 

physicians in acute care hospitals. Future research should examine the effect of collective self-

esteem in nurses and physicians who work in environments that have been recognized for having 

the characteristics attributed to magnet hospitals, particularly as it relates to in-group bias. 

Specifically, replicating the study within acute care hospitals controlling for the environment by 

conducting the study in hospitals that have gained magnet status or have been recognized as 

having those attributes, may provide more information regarding the variables. Additionally, an 

examination of personal self-esteem, using a tool such as the Rosenberg (1965) Self-esteem scale 

in conjunction with the CSE (Luhtanen & Crocker, 1992), would help to expand current 

knowledge of the nature and dynamics the nurse-physician relationship. Research that 

specifically identifies these personal attributes will be useful in the development of educational 

models, as well as new interdisciplinary models of care. The adoption of interdisciplinary 

education and practice approaches will greatly enhance the ability of nurses and physicians to 

better understand their respective roles and mutual responsibilities. Finally, because of the 

implications of race, a more in-depth approach to understanding the role that race plays among 

nurse – physician relations will be useful in efforts aimed at facilitating improved 

interprofessional collaborative relationships between these two professional groups. 

Development of a study that examines the factors within and between cultures will contribute to 

improving these relationships. 
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Appendix A 

 
Definitions of Collaboration Found in the Literature 

 
Collaboration is defined as open discussion between nurses and physicians and shared 
responsibility for problem solving and decision making. 
 Baggs et al., (1992). The association between interdisciplinary collaboration and patient 
outcomes in a medical intensive care unit. Heart and Lung, 21(1), 18-24. 
 
Collaboration is a combination of a high level of cooperativeness (concern for the other’s 
interest) with a high level of assertiveness (concern for one’s own interests). 
 Baggs (1994). Development of an instrument to measure collaboration and satisfaction 
about care decisions. Journal of Advanced Nursing, 20, 176-182. 
 
Collaboration means working together, a communal intellectual effort on behalf of a patient. 
Shared problem solving, goal setting and decision making within a structure of collegiality.  It 
assumes that the health care team members are engaged in mutual problem solving.  A 
synergistic alliance that maximizes the contributions of each participant, resulting in an action 
that is greater than the sum of individual works. 
 Evans, J. A. (1994). The role of the nurse manager in creating an environment for 
collaborative practice. Holistic Nurse Practice, 8(3), 22-31. 
 
Collaboration means understanding of each other’s needs; focus on goals, sharing of resources, 
benefits and mutual support. 
 Silen-Lipponen, Turunen, Tossavainen. (2002). Collaboration in the operating room.  
Journal of Nursing Administration, 32(1), 16-19. 
 
Collaboration involves a mutual give and take (cooperativeness) as well as active participation of 
both parties in resolution of the disagreement (assertiveness). 
 Prescott and Bowen. (1985). Physician-Nurse relationships. Annals of Internal Medicine, 
103, 127-133. 
 
Collaboration is the shared understanding and use of unique areas of competence that assumes 
that the strengths and skills of all individuals are recognized and used to their greatest potential.  
Collaboration also assumes that tasks are negotiated, rather than coercively prescribed and that 
different inputs and actions of the collaborative team build upon one another in a mutual problem 
solving fashion, rather than via strict hierarchies established by a unilateral source. 
 Weiss. (1985). The Influence of discourse on collaboration among nurses, physicians, 
and consumers. Research in Nursing and Health, 8, 49-59. 
 
Collaboration is defined as a dynamic, transforming process of creating a power-sharing 
partnership for pervasive application in health care practice, education, research and 
organizational settings for purposeful attention to needs and problems and in order to achieve 
likely successful outcomes. 
 Sullivan, T. J. (1998). Collaboration: A Health Care Imperative. New York: McGraw-
Hill. 
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Collaboration is defined as a flexible process of ongoing interaction, assertiveness, and creativity 
between individuals from two or more disciplines which influences the direction of patient care.  
It requires communication, interdependent decision making regarding patient care. 
 Lassen, A. A., Fosbinder, D. M., Minton, S., & Robins, M. M. (1997). Nurse/physician 
collaborative practice: Improving health care quality while decreasing cost. Nursing Economics, 
15(2), 87-91, 104. 
 
Collaboration is considered a “partnership in which the power, knowledge, and expertise of each 
member is acknowledged and valued in the work toward a shared goal.” Collaboration will be 
defined to involve individuals with varying backgrounds and expertise communicating 
effectively with one another in a non hierarchical fashion. Together they are able to search for 
solutions that cannot be determined with an individual’s limited scope of knowledge. 
 Tschannen, D. (2004). The effect of individual characteristics on perceptions of 
collaboration in the work environment. MedSurg Nursing, 13(5), 312-318. 
 
Collaboration is the joint communicating and decision-making process with the expressed goal 
of satisfying the patient’s wellness and illness needs while respecting the unique qualities and 
abilities of each professional. 
 Coluccio, M., & Maguire, P. (1983). Collaborative practice: becoming a reality through 
primary nursing. Nursing Administration Quarterly, 7, 59-63. 
 
Collaboration is the process whereby physicians and nurses plan and practice together as 
colleagues, working interdependently within the boundaries of their scopes of practice with 
shared values and mutual acknowledgment and respect for each other’s contributions to care for 
individuals, their families, and their communities. 
 AMA-ANA, Nursing World, 01/25/2005. 
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Appendix B 

(Date) 
 
Dear Registered Nurse/Physician, 
 
 As a doctoral candidate at the University of Cincinnati, College of Nursing, I am 
interested in determining how self-concept and attitudes toward collaboration relate to 
collaborative practice among RNs and Physicians in acute care hospitals. This study will provide 
important information addressing roles and practices of RN and physicians with acute care 
hospitals and provide basis for further studies. 
 
 Participation in this study will require you to complete three (3) questionnaires and a 
demographic data sheet. The questionnaire should take approximately 25-35 minutes to 
complete. The completed questionnaires will be separated from the envelop by the researcher 
upon receipt. The numeric code on the envelope is for re-notification of participants only and 
will be destroyed after the second mailing. All data gathered in this study will be handled in a 
confidential manner and will only be reported in aggregate. Completing and returning the 
enclosed questionnaires indicates your consent to participate in this research.   
  
 There are no anticipated discomforts or risks associated with participation. Your 
participation in this study is completely voluntary and you may withdraw at any time.  
  
 The University of Cincinnati Institutional Review Board has approved this research 
study. If you have questions related to this research, feel free to contact the principal investigator 
or faculty advisor: 
 
 Karen Bankston, RN, MSN   L. Linda Workman, PhD, RN 
 Doctoral Candidate    Faculty Advisor 
 University of Cincinnati                                 University of Cincinnati 
 College of Nursing    College of Nursing 
                                                 
 
 The data you provide will be very important to the success of this study. Thank you in 
advance for considering this request and I sincerely hope that you will become a participant. 
 
Respectfully,  
 
 
 
Karen Bankston, RN, MSN 
Doctoral Candidate 
University of Cincinnati 
College of Nursing 
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Appendix C 
 

Research Exploring the Relationship of Self Concept and Attitudes Toward Collaboration to the  
Collaborative Practice Behaviors used by Registered Nurses and Physicians in Acute Care 

Hospitals 
 

This questionnaire is divided into four (4) parts: 
 
Part I:  Demographic Data 
Part II:  Nurse or Physician Collaborative Practice Scale 
Part III: Jefferson Scale of Attitudes Toward Collaboration 
Part IV: Collective Self Esteem Scale 
 
To ensure accurate data, please follow these instructions: 
 

1. Read all directions carefully before completing this questionnaire. 
 
2. Return questionnaire without completing if you DO NOT practice in acute care hospitals. 
 
3. Complete ALL sections of the questionnaire (to complete all sections should take about 

25-35 minutes). 
 
4. Do NOT sign your name to this questionnaire. 
 
5. Complete and return the questionnaire in the enclosed, preaddressed, stamped envelope 

within the next seven (7) days. 
 
The responses you provide are extremely important to the success of this research.  Thank you 
for participating and supporting this endeavor. 
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Appendix D 

 
Registered Nurse Demographic Data 

 
Directions:  Please complete this section by providing the requested information and/or 
checking (√) the most appropriate answer. 
 
_____Practice is NOT in an acute care setting (hospital) 
           STOP return questionnaire.  Thank you. 
 

1. Gender: ___Female  ___Male 
 
2. Age:  ___21-25 years ___26-35 years ___36-45 years 

___46-55 years ___56-65 years ___66-70 years 
 

3. Race:  ___Asian ___Black ___Caucasian  ___Other 
 

4. Total length of time as a registered nurse (RN): ___Years ___Months 
 

5. Length of time as an RN in current specialty: ___Years ___Months 
 

6. Indicate your area of specialty: ___Medical ___Surgical ___Critical Care 
 ___Maternity/Women’s Health  ___Neonatal ___Behavioral Health  
 ___Perioperative (OR/PACU/SDS) ___Emergency/Mobile/Air Ambulance 
 ___Pediatrics 

 
7. Indicate your highest level of educational preparation (choose one): 

 
___Diploma  ___Associate Degree 

 ___Baccalaureate Degree in Nursing  
            ___Baccalaureate Degree in other field  Specify_________   
            ___Masters Degree in Nursing     
            ___Masters Degree in other field  Specify_____________   
            ___Doctoral Degree in Nursing      
            ___Doctoral Degree in other field  Specify_____________   
            ___Other, please specify____________________________ 
 
    8.    Position: ___Staff ___Manager ___Advanced Practice Nurse 
 
    9.    Certification in area of specialty: ___Yes ___No 
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Appendix E 

 
Physician Demographic Data 

 
Directions:  Please complete this section by providing the requested information and/or 
checking (√) the most appropriate answer. 
 
_____Practice is NOT as an acute care (hospital) attending 
           STOP return questionnaire.  Thank you. 
 

1. Gender: ___Female  ___Male 
 
2. Age:  ___21-25 years ___26-35 years ___36-45 years 

___46-55 years ___56-65 years ___66-70 years 
 
3. Race:  ___Asian ___Black ___Caucasian  ___Other 
 
4. Professional Role: ___Attending/Faculty  ___Resident 

 
5. Total length of time as a physician: ___Years ___Months 

 
6. Total length of time in specialty: ___Years ___Months 

 
7. Indicate your current area of specialty: ___Medicine ____Family Practice  

 ___Surgery ___Obstetrics/Gynecology ___Critical care/Intensivist  
 ___Hospitalist  ___Emergency ___Trauma ___Behavioral Health 
 ___Neonatology ___Pediatric ___Other 

 
8. Board Certification in specialty: ___Yes ___No 
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Appendix F 
 

Collective Self-Esteem Scale 
 
Instructions: We are all members of different social groups or social categories.  Some of such social 

groups or categories pertain to gender, race, religion, nationality, ethnicity, role and 
socioeconomic class. I would like you to consider your memberships in those particular 
groups or categories, and respond to the following statements on the basis of how you 
feel about those groups and your memberships in them. There are no right or wrong 
answers to any of these statements; I am interested in your honest reactions and opinions. 
Please read each statement carefully, and respond by using the following scale from one 
(1) to seven (7): 
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1. I am a worthy member of the social groups I belong to. 7 6 5 4 3 2 1 

2. I often regret I belong to some of the social groups I do. 7 6 5 4 3 2 1 

3. Overall, my social groups are considered good by 
others. 7 6 5 4 3 2 1 

4. Overall, my group memberships have very little to do 
with how I feel about myself. 7 6 5 4 3 2 1 

5. I feel I do not have much to offer to the social groups I 
belong to. 7 6 5 4 3 2 1 

6. In general, I am glad to be a member of the social 
groups I belong to. 7 6 5 4 3 2 1 

7. Most people consider my social groups, on the average, 
to be more ineffective than other social groups. 7 6 5 4 3 2 1 

8. The social groups I belong to are an important reflection 
of who I am. 7 6 5 4 3 2 1 

9. I am a cooperative participant in the social groups I 
belong to. 7 6 5 4 3 2 1 

10. Overall, I often feel that the social groups of which I am 
a member are not worthwhile. 7 6 5 4 3 2 1 

11. In general, others respect the social groups that I am 
member of. 7 6 5 4 3 2 1 

12. The social groups I belong to are unimportant to my 
sense of what kind of person I am. 7 6 5 4 3 2 1 

13. I often feel I am a useless member of my social groups. 7 6 5 4 3 2 1 

14. I feel good about the social groups I belong to. 7 6 5 4 3 2 1 

15. In general, others think that the social groups I am a 
member of are unworthy. 7 6 5 4 3 2 1 

16. In general, belonging to social groups is an important 
part of my self-image. 7 6 5 4 3 2 1 
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Appendix G 

 
Jefferson Scale of Attitudes 

Toward Physician-Nurse Collaboration 
 

Instructions:  Please indicate the extent of your agreement or disagreement with each of the 
following statements by circling the appropriate number.  For the purposes of this survey, 
a nurse is defined as “a registered nurse (RN) who is engaged in providing or directly 
supervising the care of hospitalized patients.”   
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1. A nurse should be viewed as a collaborator and colleague with a 
physician rather than his/her assistant. 4 3 2 1 

2. Nurses are qualified to assess and respond to psychological aspects of 
patients’ needs  4 3 2 1 

3. During their education, medical and nursing students should be involved 
in teamwork in order to understand their respective roles. 4 3 2 1 

4. Nurses should be involved in making policy decisions affecting their 
working conditions. 4 3 2 1 

5. Nurses should be accountable to patients for the nursing care they 
provide. 4 3 2 1 

6. There are many overlapping areas of responsibility between physicians 
and nurses. 4 3 2 1 

7. Nurses have special expertise in patient education and psychological 
counseling. 4 3 2 1 

8. Doctors should be the dominant authority in all health care matters. 4 3 2 1 
9. Physicians and nurses should contribute to decisions regarding the 

hospital discharge of patients. 4 3 2 1 

10. The primary function of the nurse is to carry out the physicians’ orders. 4 3 2 1 
11. Nurses should be involved in making policy decisions concerning the 

hospital support services upon which their work depends. 4 3 2 1 

12. Nurses should also have responsibility for monitoring the effects of 
medical treatment. 4 3 2 1 

13. Nurses should clarify a physician’s order when they feel that it might 
have the potential for detrimental effects on the patient. 4 3 2 1 

14. Physicians should be educated to establish collaborative relationships 
with nurses. 4 3 2 1 

15. Interprofessional relationships between physicians and nurses should be 
included in their educational programs. 4 3 2 1 

 
© Jefferson Medical College, 2001 
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Appendix H 

 
Nurse Collaborative Practice  

The following scale contains several statements that describe selected collaborative behaviors.  Please 
circle the number that best describes how often you utilize the behavior described in each statement. 
 
 Very often  Not at all 
1. I ask physicians about their expectations about the degree of my 

involvement in healthcare decisions. 6  5  4  3  2  1  

2.   I negotiate with the physician to establish our responsibilities for 
discussing different kinds of information with the patient. 6  5  4  3  2  1  

3.  I clarify the scope of my professional expertise when it is greater 
than the physician thinks it is. 6  5  4  3  2  1  

4. I discuss with physicians the degree to which I want to be involved 
in planning aspects of patient care. 6  5  4  3  2  1  

5. I discuss with and seek input from other RNs when planning and 
evaluating care. 6  5  4  3  2  1  

6.  I suggest to physicians patient care approaches that I think would be 
useful. 6  5  4  3  2  1  

7. I discuss with physicians areas of practice that reside more within 
the realm of medicine than nursing. 6  5  4  3  2  1  

8.  I tell physicians when, in my judgment, their orders seem 
inappropriate. 6  5  4  3  2  1  

9.  I find other RNs to be available and receptive to problem solving 
with me. 6  5  4  3  2  1  

10. I inform physicians about areas of practice that are unique to 
nursing. 6  5  4  3  2  1  

11. I find the physicians to be available and receptive to problem 
solving. 6  5  4  3  2  1  

12. I ask other RNs about their expectations about the degree of my  
      involvement in care decisions. 6  5  4  3  2  1  

13. I clarify the scope of my expertise when it is greater than another 
      RN thinks that it is. 6  5  4  3  2  1  

14. I consider the opinion of other RNs when developing a plan of care. 
 6  5  4  3  2  1  
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Appendix I 

 
Physician Collaborative Practice 

 
The following scale contains several statements that reflect selected collaborative behaviors.  Please circle 
the number that best describes how often you utilize the behavior described in each statement. 
 
 Very 

often  Not at all 

1. I discuss with RNs the similarities and differences in medical 
and nursing approaches to care.  6  5  4  3  2  1  

2. I acknowledge to nurses those aspects of health care where they 
have more expertise than I do. 6  5  4  3  2  1  

3. I discuss and seek input from the RNs when planning and 
evaluating patient care. 6  5  4  3  2  1  

4. I find RNs to be available and receptive to problem solving. 6  5  4  3  2  1  
5. I reinforce the value of nursing care when talking to the patient. 6  5  4  3  2  1  
6. I discuss with RNs their expectations regarding the degree of 

their involvement in the health care decision process. 6  5  4  3  2  1  

7. I ask for the RNs assessment of what may be needed to 
strengthen the patient’s support system. 6  5  4  3  2  1  

8. I clarify whether the RN or I will have the responsibility for 
discussing different kinds of information with patients. 6  5  4  3  2  1  

9. I consider nurses’ opinions when developing a treatment plan. 6  5  4  3  2  1  
10. I work toward consensus with RNs regarding the best approach 

in caring for a patient. 6  5  4  3  2  1  

11. I discuss areas of agreement and disagreement with RNs in an 
effort to develop mutually agreeable health goals. 6  5  4  3  2  1  
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