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Abstract

Background: Nurse—physician relationships have been shownwe haignificant impact on the
job satisfaction and retention of nurses and pleysicin combination with other individual and
organizational factors. In areas where it has tstedied, communication failure between nurses
and physicians was found to be one of the leadimgses of preventable patient injuries,
complications, death and medical malpractice claims

Objective: To determine perception of nurses and physiciamwartds nurse-physician
communication in patient care and associated factorpublic hospitals of Jimma zone,
southwest Ethiopia in 2014

Methods: Institution based cross-sectional study was corduftom March 10 — April 16/2014
among all of 509 participants (341 nurses and 188ipians) using a pre tested structured self -
administered questionnaire in census method. Dat@ wntered into EpiData version 3.1 and
exported to Statistical Package for Social Scieneesion 16.0 for analysis. Factor analysis was
carried out. Descriptive statistics, independemhda t-test, linear regression and one way
analysis of variance were used for data analysasiatdles with P-value < 0.05 was considered as
statistically significant. Finding was presenteddahles and graphs.

Results: The response rate of the study was 91.55 % .Thennperceived nurse-physician
communication scores (as the percentages of maxistate scores) was 50.88+19.7 % for
perceived professional respect and satisfaction4h82+19.7% for perceived openness and
sharing of patient information on nurse-physiciammunication. Age, salary and organizational
factors were the potential predictors for perceivedpect and satisfaction. Moreover, Sex,
working hospital, work attitude individual factoasd organizational factors were predictors of
perceived openness and sharing of patient infoomati nurse-physician communication during
patient care.

Conclusion: Perceived level of nurse-physician communicati@amscore has attention seeking
gap and was lower among nurses than physiciansce;l¢here is a need for developing and
implementing nurse-physician communication improgamstrategies like discussion forum

regarding nurse physician relationships to solvaroanication mishaps patient problems.

KEY WORDS: Communication, Nurse-Physician, Nurse-Physician @amication, Perceived

Nurse-Physician Communication
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Chapter One: Introduction

1.1 Background

Communication is the a process where informatidnaissferred , exchanged or feelings,
needs and preferences are shared to create commmaenstanding among members of
the health care team in patient care (1). Effecteenmunication is more than just
exchanging of information; it is a combined setséflls to recognize and understand
those of the person communicating with (2).

Nurse-physician communication is described as depsmnal interaction, working

together, sharing in decision making around hesiues, to formulate collaborative
patient care plan in which the actual team’s penfoice was measured. Although
nursing is typically characterized as caring andligiee as curing both are essential
disciplines with combining art, science, caringgatment and curative functions. Both
professional work their activity with nurse-phyait interprofessional communication
(3,4). In addition, smooth working relationshipstviaeen nurse and physician are
prerequisite and paramount for efficient care @girvand a second goal of the joint

commission national patient safety in 2013 (5-7) .

Nurses and physicians need to work together asm by solving problems and engaging
each other’'s strengths and learning from one anotiféch can help their team to
flourish an environment suitable to put unique dbation of their work during patient
care. Which in turn can help to deliver qualityipat care (8). Both nurses and physician
ethically have to communicate with each other ¢iifety to reduce the mortality rate and
improve patients satisfaction and outcome, redeigers, and minimize patient’'s hospital

length of stay, make nurses and physician satig¢éid

There were varied reasons for communication mishaguding organization’s culture,
stressful environment, a culture of autonomy anerdichy that inhibits staff from

speaking up if they see or suspect an error, a ¢tdcleam training, treatment plans,



personality behaviors (10), personal values anceeations, differences in schedules
and professional routines , varying levels of prapan, qualifications, and status ,
differences in professional education norms , actahility, lack of defined roles and

responsibilities, payment and rewards regardingaal responsibility (11,12).

Nurses often choose silence instead of dealing witisicians on their professional
relation. Perceptions of nurses and physiciangessemts of communication may provide
better knowledge of how communication can be medifiSetting specific strategies are
better to improve communication between them .Bafpre such specific interventions
can be developed, a clearer understanding of rilasdghysicians ’ perceptions of their

interprofessional communication is necessary (13).

Since effective nurse-physician communication mnda zone hospitals is essential and
has impact on health care delivery and outcomepatients, it is the interest and
observed problem to assess perceived nurse- péwysc@mmunication and associated

factors in this area.



1.2. Statement of the problem

In today’s health care delivery system there araymaterfaces to give care for patient
among different health care providers includinggtians and nurses with varying levels
of educational training. For effective clinical ptige information must be accurately
communicated. When health care professionals atecommunicating effectively,
patient safety is at risk for several reasons: lafcgritical information, misinterpretation

of information, unclear orders and overlooked clearng status (12).

As a result, nurse-physician communication in tmactice of healthcare setting
important issue that requires international attentbecause of its relationship with
nurses' job satisfaction, turnover, patient safedy, prevent medical mistakes and above
all the quality of care (14-17),and strong profesal communication and respect are key
to successful collaboration (18). Dysfunctionatsedphysician communication is linked
to medication error ,a major risk factor to patieptry, and its failure was reported by
joint commission to be the leading root causeeoftisel events in all categories in 2005
(10) , 65% of sentinel events in 2006 (19) , 82%hef sentinel events in 2007 (17,20),
and , 60 % in 2011 (21). Majority of unwanted migeoccur due to miscommunication,
and communication failure andeficits in teamwork, particularly between nursesl a
physicians are the leading cause of preventablentanjuries and death and medical
malpractice claims (11,16,17,22,23).

Communication failure is also includes hierarchichiferences, upward influence,
interpersonal power conflict, ambiguous role tagaut specific tasks (24). In Victoria,
the direct cost of medical errors in public hodpita estimated at half a billion dollars
annually (11). In Slovenia, Eastern Europe, phgsicand nurse groups estimated that
they had a low level of personal involvement initherganizations and indicated
insufficient involvement in teamwork, while nursedso thought that they were

subordinated to physicians (25)



Although, nurses and physicians share a commoarlaal ground in caring for the sick
through skill and knowledge, at present the twofgssions fail to understand their
complementary roles. However, from earlier timessimg was regarded as secondary to
the role of the physician (3),and communicatiomieetn the professions does not flow as

it is and the one factor that is most associated @icess hospital mortality (26).

On the surface, there are important benefits framser physician collaborative work,
and yet this collaborative emphasis is not suffitiestressed in medical education nor
seen in actual practice. (18).

In Toronto, 30 % of procedurally relevant exchangavolved communication failures
which were inaccurate, misunderstood which resultegim on patients and flared into
tension between staff members (27). Hence, nurgsigghn relationships and
communication have been the focus of ongoing argéimée has a major effect on
workplace and patients safety. To get the job dagld, information is transmitted in a
clear and reliable way with respect and satisfactib is not only what is said that
matters, but also the way it is communicated betweease —and physician (28).

It was agreed that better nurses and physiciamsmemication is necessary for efficient
health care delivery but it has often been segma@sematic and little is known about the

perceived level and factor that matter (29).

In Egypt, physicians perceive as their role asniost important one in the health care
team (30) which have a significant impact on thie gatisfaction and retention of nurses
in combination with other workplace factors, digiug behavior contributes significantly

to increased workplace stress and burnout andgramfluences nurses’ job satisfaction

and decisions to leave the profession (12,31). &phg/sician communication can be
conflictive that arise from competition for stataad power and different values and
believes (28).



In Ethiopia nurses are not satisfied with theiatieih with physicians whereas physicians
are relatively satisfied with their relation withinses (29).

Solutions attempted to have good nurses - physscianommunication are Culture
Change (most fundamental intervention to fosteor@anizational culture that is patient-
centric, safety-focused, and supportive of openmanication and teamwork. Leaders
can support open communication and teamwork anduade policies for addressing
disruptive physician behavior, a significant barrte effective communication) and
Specific communication tools that focuses on thevetbgpment of four core

competencies: leadership, situation monitoring,ualsupport, and communication (25).
Poor nurse-physician communication has many negatensequences, including
delaying care, extending the length of a patiesity, and causing patient injury and
deathand remains underappreciated and insufficiently ade$32).

There is a need to investigate nurse — physiciannoanication in public hospitals of
Jimma zone like other hospitals in the country heeait increases physician-nurse
interaction, higher patient satisfaction and outesyower length of stay. It is an actual
observed problem during clinical practice that rsetlbe studied to see optimal patient
care from effective nurse-physician communicatiorherefore; this study was tried to
see perception of nurses and physicians towardsitge-physician communication and

associated factors in public hospitals of Jimmaezon



Chapter Two: Literature Review

2.1 Nurse-physician communication

A survey of physicians and nurses in eight nonsatgntensive care units in University
of Texas, by Thomas and his colleagues with respogie of 58% (40% for physicians
and 71% for nurses) showed as there was discrepenggrceived level of nurses and
physicians communication. Seventy three percemghgbicians and thirty three percent
of nurses reported quality of collaboration washhay very high respectively. Nurses
report as disagreements were not resolved apptelyrigheir input was poorly received
in decision making, and difficult to assert thermassl which can be source of nurses’
dissatisfaction to their profession and led to mgshortage. The recommendation was
good teamwork is associated with better job satigfa and less time missed from work
which led to good work performance and bettelepatbutcomes (33). The study was in

ICU with low response rate which can limit its gealizability.

Also physician’s better communication score thamses were found in conveniently
sampled study on nurses, physicians, hospital ¢xesy and other employees by
Rosenstein in Veterans Health Administration (VHWest Coast of America which
noted the harmful consequences of poor communitaiiojob satisfaction and retention
among nursesNurses mean rating of the overall atmosphere of eayptsysician
relationships was 6.74, while to physicians it wa52), nurses’ mean rating of a
physician’s value and respect for nurses’ input aaliaboration was 5.83, while the
physicians was 7.26. Physicians’ awareness of thpoiitance of nurse—physician
relationships on nurse satisfaction, nurses andipiays also disagreed, giving ratings of
4.71 and 6.18, respectively. 30% of respondemsrted knowing at least one nurse who
left the hospital as a result of disruptive phyaicbehavior( raising the voice, disrespect,
condescension, berating colleagues, berating patiand use of abusive languabat

canbe contributing factor to nurse satisfaction and mey#B4).



In addition, cross-sectional survey done by LPTam@he'tal (2010) in all medical
personnel working full-time in the intensive Careilbf West Indies University Hospital
with response rate of 95% on the interdisciplineoynmunication showed that overall
communication openness was thought to be bettehdyyloctors (73%) than the nurses
(32%) and tended to decrease with increasing sgnitost physicians thought doctor-
to-nurse communication (70-73%) was good and nuislédess communication with
physicians (35-67%), especially with consultant3%5physicians stated that they had
received incorrect information from 32% of the rass Most physicians found it
enjoyable to talk with all categories of nursesvatk (77-87%). But most nurses did not
enjoy talking to physicians; especially consults88%6 of nurses found it easy to take
advice from senior residents and higher percentdgenysicians found it easy to take
advice from senior nurses. More nurses (87%) theysipians (63%) felt that they had a
good overall understanding of patient care go8k).0n the other hand, study finding in
USA on frequency of nurse-physician collaboratiedhdviors in an acute care hospital
by Dawn Marie e’tal and conveniently sampled, cresstional studies in two
Midwestern hospitals on nurses working in medicagial units by D. Tschannen et al
on the impact of nursing characteristics and thekwemvironment on perceptions of
communication revealed that mean score for shafnmatient information was higher
for nurses than physicians and perceived commuaoica&ere more open among nurses

than physicians respectively (17,36).

Moreover, conveniently sampled study by Azza T.akt(2011) at Alexandria Main

University Hospital, Egypt on nurses and physicitmssee their perceptions of their
interprofessional relationships in medical and ®algunits also showed that physicians
higher mean scores than nurses were found withdowdion and cooperation, nurse
physician relationship, work environment and canfliOn the other hand, the nurses
higher mean score than physicians were found iruahatust and respect, understanding

each other role and communication (30).



In a cross-sectional study done by Minamizono.€RCdl3) on the perceptions of
interprofessional collaboration in clinical traigiron medical doctors at a university
hospital and six foundation hospitals in Japan ®tbwhat a negative perception of
interprofessional collaboration for providing pati€entered care was associated with
older age. Age and a lower frequency of interpitesal meetings can lead to a

breakdown in communication that may have a dimagiact on patients (37).

On the other hand a conveniently sampled, crogsmsat, study on nurses working in
four in-patient medical surgical units in two Midstern hospitals by D. Tschannen and
E. Lee on the impact of nursing characteristics tlwledwork environment on perceptions
of communication revealed that nurse with higheucation levels, more years of
experience and more positive environment have grgagrceptions of communication
openness with physician. Nurses working the eveshiff perceived lower openness of
communication compared to day shift nurses (17)skthdy is limited in medical surgical

unit only and its sampling is convenient.

Quantitative descriptive survey by Baiyekusi I. @entral Ostrobothnia Hospital,
Kokkola on the perception of nurses worked in thternal medicine and surgical units
on physician-nurse relationship reported that nugonomy (100%), nurse
accountability and responsibility (98. 6%), nursikigowledge and experience(31. 3%
)ware the factors that affect nurse-physician i@tehip. The highest percentage of 43, 8
% indicated that they often provided information pbysicians and 2, 7% never
contributed on unique areas of Nursing (3).Wheraagualitative study on barriers to
effective nurses- physician communication in leegn care setting in USA and
artificial nutrition in patients with dementia idadaders, Belgium showed lack of nurse
skill in assessment, time constraints , physiciftitude towards the nurses, nurses’
attitude towards the physicians, way they were camioating. poor communication

skills of nurses and physicians were factorsusée physician communication (38,39).

Study on nurses from 26 Long term care facilitte€onnecticut by Tjia Jennifand his

colleagues showed that the barriers to nurse-playsicommunication are openness



/Collaborativeness(hard for nurses to talk with pbians was feeling hurried by the
physician (28%). Many (17%) felt the physician diot want to deal with the problem
and about 13% reported physicians do not take nwesgs into consideration when
managing patients), Material Challenges, Professi®espect and Frustration (13-17%
of nurses face physicians with rudeness and discéspehavior and physician
interrupted before the nurse had finished reporting patient (16%). One in ten nurses
reported feeling frustrated after interactions wathphysician. Mutual Understanding
(10% of nurses reported understanding a physiai@nta language or tone of voice was a
problem. Nurse Preparedness( 3% felt uncomfortdetermining what to report to the

physician(40).

A cross- sectional Study in three teaching hospital Iran on nurses’ perception of
nurse-physician communication showed that the d&oss of nurse- physician

communication sub-scales were rated as frustratiith Interaction: 77%; mutual

understanding 65%; openness: 47%, and relevanceaisfaction: 42%. Female nurses
perceived more positive communication with physisiaNurses with work experience
more than 20 years had a better perception of firgsician communication. There is
no difference in perception of nurse-physician camivation among educational and
age groups (41). This study results indicate thedlrfer large-scale and in-depth studies

to determine the nationwide situation on this int@ior health care issue.

In Southern Nigeria study finding otme working relationships between nurses and
physicians showed that doctors (66.7%) suggestemzste development of interpersonal
skill play a role in their working relationship thawurses (57.5%) . 52.1% nurses and
24.2% physicians think that poor social interactmrtside work affect their working

relationships. Other potential personal factorspameeption of respect, compliance with
advice, personality traits and communication gagtwben the two groups, staff

shortages, disregard for one's profession, andithbspanagement and government
policies. In general, nurses had better opinioplofsicians ' work than physicians had

about nurses' work (5).



A cross — sectional study at Hawasa Referral aretfAiag Hospital ,Ethiopia on the
perception of nurses and physicians towards bart@enurse-physician communication
and its impact on patients’ outcomes reported tinate leading factors with priority of
effect as perceived by nurses were unfavorable geamant decision (77.2%),
information gap 72.8% and uncooperativeness at Wit2k8%) for nurses where as poor
interpersonal communication skill (86.1%), informat (80.6%), and poor attitude to
work 77.8%)were priority for physiciandlost nurses (38.6%) expressed their overall
perception as poor; whereas the majority of phasgi (44.4%) expressed their overall

perception as good (29).

In conclusion, most of the studies in the revieWwedature were conducted in ICU and in
limited units within the hospital and showed tlaarcity of studies related to nurse -
physician communication in patient care in deveigpicountries, in particular in
Ethiopia, in Jimma Zon& general. Therefore, conducting study by considgaih units
where nurse and physicians are interacting in patiare in the hospital is appropriate to
see the perceived level of nurse and physician wsen physician communication in
patient care and associated factors for the futieneelopment and implementation of
nurse - physician interprofessional communicationEthiopian particular in public

hospitals of Jimma zone is essential.
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2.2 Conceptual Framework

The conceptual frame work was developed after vaaig different literatures by the

investigator.

Organizational factors

Working unit

Working hospital

Defined roles & responsibilities,
Equipment availability

Hospital management

Communication forum

1

Perceived

Individual factors

Nurse-physician Personal behavior related

Participant’s ) )
communication - factors

characteristics

factors

Salary Educational level,

Length of service

Position at work

Figure 1: Conceptual frame work is developed by investigatam literatures to show
nurse-physician communication in patient care aseated factors in public hospitals

of Jimma zone southwest, Ethiopia, 2014 (n=466).
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2.3 Significance of the Study

Because nurses and physicians are directly invaivetklivering care and treatment to
patients their interprofessional communicatisncentral to improve care quality, and

miscommunication between them affects the entiedtineare delivery in the hospital.

Although some studies have been done on the nup®gsician communication factors
in developed countries, there is little known inveleping countries particularly in
Ethiopia and their generalization does not repreperception of Ethiopian nurse and

physician and most of the studies were done ircatipatient care units.

To address these issues, conducting a study tdahseperceived level and factors to
effective nurse-physician communication as perackiby nurses and physicians in
hospital patient care is essential. Therefore,vdgli of care will be better and more
efficient by decreasing mortality, morbidity andn¢p hospital stay, which in turn

contribute to the community and country’s socioremuic development. This ensures
quality patient care in the institutions. Hencdphléealth institutions, to identify and act
on areas where gaps are identified. The findingpefstudy will help for the hospitals, the
nursing and medical profession, nursing associamhpolicy makers by showing areas

of gaps and making plan and polices based on the idantified.

We hope that our findings will be useful to incredbe awareness of nurse-physician
communication in hospital nurses and physiciansmprove their interprofessional

communication which help them to achieving posipatient outcomes.

Lastly, to our best knowledge no previous studiesehexamined nurse-physician
communication level at country level and findindshos study will be used as resource

for other studies to be conducted related to nphsesician communication.
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Chapter Three: Objective

3.1. General objective:

To assess the perceived nurse-physician commuoricati patient care and associated
factors among nurses and physicians who are workidgnma Zone public hospitals, in
2014.

3.2. Specific Objectives:

1. To measure perceived nurse-physician communicasicore among nurses and
physicians who are working in Jimma Zone publicgiiags in 2014.
2. To identify factors associated with perceived nipBgsician communication among

nurses and physicians who are working in Jimma Zutic hospitals in 2014.
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Chapter Four: Methods and Materials

4.1. Study area and period

Study was conducted in public hospitals of Jimmaezsouth west Ethiopia which is one
of the seventeen Zones in Oromia Regional Statesdndted about 352 km from Addis
Ababa, in the South western part of the countryseBaon the 2007 Census , this Zone
has a total population of 2,486,155, an increas@76% over the 1994 census, of
whom 1,250,527 are men and 1,235,628 women; withar@a of 15,568.58 square
kilometers (42). In this zone there are three mubbspitals namely, Jimma University
specialized hospital (JUSH), Shenen Gibe and Lineme® hospital. The first two are
situated in Jimma town where as the later one isnmu town which is 72 km far from
Jimma town. Except JUSH, the other two are disteel. JUSH plays a pivotal role in
this zone and it is the only teaching and refelpital in the southwestern part of the
country, and provides specialized clinical servitmeabout 15 million people (43). There
were 433 nurses and 185 physicians working in tipeddic hospitals. The study was
conducted from March 10/03/2014 — April 16 /04/2014

4.2. Study design:
Institution based cross-sectional study designemagloyed.
4.3. Population

4.3.1 Sour ce population

The source populations included all physicians i@ermphysicians and residents

physician) and nurses who provide service in pubbspitals of Jimma zone.
4.3.2 Study population:

The study population was all physicians (seniorsudigins and residents) and nurses who

give service in public hospitals of Jimma Zone.
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4.3.3 Inclusion criteria

Nurses and physicians who have been working ftaast six months in the studied
hospitals and available in the data collectiongeewere included.

4.3.4 Study unit

The study unit is individual nurse and physicians.

4.4 Sample Size

All nurses and physicians who fulfill the inclusi@niteria were included giving total
number of 509.

4.5 Study Variables
4.5.1 Dependent Variables

Perceived nurse-physician communication score

4.5.2 I ndependent variables

Participant’s characteristics: socio-demographic characteristi(@ge, gender, marital

status, educational levedalary, position at work, length of service).

Individual factors:

. Work attitude related personal individual factors (noncompliance with advice,
negligence of duty, abuse (verbal, physical andua@x poor attitude to work,
uncooperativeness at work, gender differ¢nce

. Personal behavior related individual factors(disruptive behavior, unfavorable
attitude toward other professions (nurse or phgsigipoor interpersonal communication

skill, disruptive behavior of nurse).

Organizational factors: (differential treating of nurse and physician in thespital,
absence of forum regarding nurse- physician comeation, lack of shared vision
between nurse and physician in the hospital, matfaning of equipments in unit,

frequent supply shortage in the unit).

15



4.6 Operational definitions

Nurse-physician Communication:is the ability of the nurse and the physicianrespnt
information together to develop collaborative rglaships between them to give quality
patient care. This was measured by generating ipettaurse-physician communication
score using factor analysis.

Nurse - physician relationship - The professional interaction, co- operation,
communication and collaboration that exist betwpéaysicians and nurses in patient
care.

Perceived nurse-physician Communication score:Measured by two subscales
generated from an 18-item scale containing statssmeslated to nurse-physician
communication. The scales were named pesceived professional respect and
satisfaction, and perceived openness and sharing pétient information. The higher
the score indicated the higher perceived nursesiplayn communication during patient
care.

Perceived professional respect and satisfaction geo with nurse-physician
communication: Nurse-physician communication subscale containipgiine 5-point
Likert scale items with minimum potential score9aéind maximum potential score of 45.
The mean percentage of the score was calculatéollass to facilitate comparison of
the findings with the findings of studies with @ifént number of items and response

categories.

(Actual score— scale minimum score)

%SM = *100

(scale maximum score—scale minimum score)

And the higher the score was the better the priofieak respect and satisfaction with

nurse-physician communication. These scores |wdeat 0 and 100 (44).

Perceived openness and sharing of patient informatn score: Nurse-physician
communication subscale containing nine 5-point ttikBcale items with minimum

potential score of 9 and maximum potential scorésfMean score was calculated in the
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same manner as above. And the higher the scoreatedithe better openness and sharing
of patient information during nurse-physician conmication in patient care. These
scores lie between 0 and 100.

Organizational factors score:perceived nurse-physician communication factossale
generated through PCA and measured by six itents agteement Likert scale and has
minimum potential score of 6 and maximum potergi@re of 30.The higher the score
indicates the more to be nurse- physician commtinita factor.

Personal behavior related individual factors score: perceived nurse-physician
communication factor subscale generated through B@Ameasured by four items with
agreement Likert scale and has minimum potentiafesof 4 and maximum potential
score of 20.The higher the score indicates the twobe nurse- physician communication
factor.

Work attitude related individual factors score: perceived nurse-physician
communication factor subscale generated through B&AAmeasured by six items with
agreement Likert Scale and has minimum potentiatesof 6 and maximum potential
score of 30.The higher the score indicates the tmobe nurse- physician communication

factor.
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4.7 Data collection tools and data collection proceires
4.7.1 Instrument and measurement

Data was collected from the study participant uging-tested Likert scale type self-

administered English version questionnaires wheuth 3 parts:

Part —I: Participants characteristics (includes age, genaharital status, educational

level, salary, position at work, length of service).

Part —Il: perception on communication between nurse andighgs in patient care
with 19 items and participants were asked to rathatem on a 5-point scale which

ranged from never (1) to always (5).

Part —Ill: perception of nurse and physician on nurse-phgisicommunication factors
which has 16 items and participants were askedteoeaach factor on a 5-point agreement

scale which ranged from strongly disagree (1) tongfly agree (5).

Communication scales questionnaire was adaptedrantified from a study conducted
in Iran, psycho- metric properties of the nurse-gutign collaboration scale used in
Japan and nurse-physician communication scale imskahg-term care setting used in
Connecticut(40,41,45) .In this study two communication subscales were gater
following principal component analysis (named asfgssional respect and satisfaction
with inter-item reliability ofa=0.901, and openness and sharing of patient infitoma
inter-item reliability ofa=0.91@nnex IIA and Annex IIB).

Moreover, questions on participants characteristsl nurse-physician communication
factor were included after reviewing differenefiature (29,30). When the 16 item scale
factors associated with nurse-physician commurmnatvas examined using exploratory
factor analysis, three latent factors were emeir@eined as organizational factors (6
items) with reliability ofa=0.85, work attitude related individual factorsi{&ms) with
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0=0.83 and personal behavior related individualdesc(4 items) with item reliability of
a=0.75) @Annex IIC and Annex IID).

Questions were combined after testing for intemiteeliability using the Cronbach's
alpha (which wa®=0.89 for communication scale items ameD.94 for communication
factors items) score from the pretest data which eane in Woliso Hospital, making 5%
of the study population, before the actual datdectbn. The clarity and cultural

acceptance of each of the items was tested eveajdr revisions were required.

The perceived communication scores were standardae the percentage of the
maximum scale (%SM) scores to facilitate compariddns enables future researchers to
easily compare their findings with those in thigdst even if they make use of different

number of items and/or response categories. Tlwesesslie between 0 and 100 (44,46).
4.7.2 Data collection procedures

The data collection was facilitated by five diplomarse who were given one day
training to familiarize them on data collection pedure. Shift of the respondent were
arranged in contact with shift leader for nursed dapartment head for physician. The
data facilitators were distributed the self - adstered questionnaires to the respondents
to fill it and questionnaire was collected. Whée tespondents were not found on that
day repeated revisit was done. The completenesseotlata was checked in the field

level.
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4.8 Data processing and analysis procedures

Data were checked for completeness, edited andegnhteto EpiData version 3.1 and
exported to SPSS version 16.00 for analysis. Tha dare explored using descriptive
and frequencies to clean data. Scatter plots, séesyrand kurtosis were examined to
determine the shape of the data distribution. @nbthsis of this information, data were

determined to be fairly normally distributed, sotramsformations were required.

To see the factors that were considered and torgeneommon factors that reflect
perceived nurse-physician communication score,cpral components analysis (PCA)
was implemented on the communication scale. Poipetforming PCA, the suitability of
data for factor analysis was assessed. The reseMsaled the presence of many
coefficients of 0.4 and above, Kaiser-Meyer-OlkiKMO) measure of sampling
adequacy was 0.94, and a Barlett's test of Sphefiei <.001).This indicate that the
sampling adequacy and the matrix were suitablestiopm factor analysisTo assist in
the decision concerning the number of factors taimethe following criteria were used:
1) An Eigen values of one or more for each facprAn item-to-factor loading of 0.4 or
greater, 3) A minimum of three items loading oraeetdr; a factor with fewer than three
items was considered weak and unstable. 3) Casalse plot test which recommends
retaining all factors above the elbow, or breakhi@ plot, as these factors contribute the

most to the explanation of the variance in the camigation data set.

When the 19 communication scale items were enti@tedorincipal component analysis
three latent/proxy-variables were extracted, niams have contained in each of the two
components. And only one item for component thBecause the third component has
less than three items, it is discarded from theroamication scale measurement items
(See total variance explained in App-lA and rotateccomponent matrix in App-1B).
Factor scores were created and were used in tiseguént analysis. Following that, one-
way analysis of variance (ANOVA) and independeninla T-tests were used for

comparing perceived communication scores acrossategories.
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Bi variate analysis was done to see the indepereféatt of predictors on the dependent
variables and multiple linear regression analysias wconducted to identify final
predictors of perceived communication after cofitigl other independent variables.
Variables g0.25 in Bivariable analysis were entered in thalfimodel. Participant’s
characteristics, individual related factors and aoigational factors were entered
independently. For respect and satisfaction wittmmanication; first participant’s
characteristics were assessed while in the secoganiaational were included. For
openness and sharing of patient information; fpatticipant’s characteristics were
entered, in the second and third model factorgae@l#o individual work attitude and

organizational factor were included respectively.

Finally, variables with < 0.05 in the above models were entered to the feglession
models. The assumptions of t-test; ANOVA and mildtifinear regressions were

checked.

And finally, the result were summarized and preseimn tables and graphs.
4.9 Data quality management:

The quality of data was assured by; pre-testinggirestionnaire on 5% of the actual
sample size outside of the study area in Wolisopiialsone week before actual data
collection, and appropriate modifications of quastiaire was done based on the result of
the pre - test, proper training of the data faaitit on the data collection procedure,
completeness of the data was checked on field.|®egpeated revisits were done to get
participants who were not found. Those incomplesxendiscarded during data entry.

Proper categorization and coding were done duratg deaning.
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4.10 Ethical consideration:

Before the actual work, the Ethical clearance gmgr@val was obtained from the Ethical
review Committee of the College of Public Healthdahkledical Sciences, Jimma
University. Permission was obtained from Jimma Zblespitals to conduct the study in
their institution. A letter of consent outliningettaim and giving further details about the
study accompanied each questionnaire was attachlechav participant names stated on
the returned questionnaires. To assure anonyméayndmes of the participants were
replaced by codes. The confidentiality of the infation was assured. In addition, prior
to administering the questionnaires, orally infod@®nsent and was obtained from the

participants.
4.11 Dissemination plan:

The final report of the paper will be presentedpastial fulfilment of the degree of
science in Masters of Adult health nursing to tepattment of nursing, college of public

health and medical sciences, Jimma University.

Again the study findings will be disseminated tee thimma University Specialized
Hospital, Limu Genet hospital, Shinen Gibe hospaald Jimma zone health office after
the completion of the academic process at Jimmaddsity. And finally, attempts will

be made to publish the findings in scientific joais
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Chapter Five: Results

5.1: Characteristics of the Study Participants

In this study 509 participants were involved and 4ompletely filled questionnaires

were collected which gave the response rate odtidy 91.55 %

Out of 466 study participants, 295 (63.3%) were anand 409 (87.8%) of the

participants were from the referral hospital. Tlaetigipants’ ages ranged from 21 to 58
years with a mean age of 28.95+6.82years.The njofithe respondents were in the
age group of 25 to 31 years. 257 (55.2 %) of thearevgingle and 209 (44.8%) were ever

married.

Regarding educational qualification, 196 (42.1%)nafses were diploma holders and
92(60.1 %) physicians were resident. They had vexerience ranged from half year
to 39 years with a mean work experience of 5.57@%y8ars and 184 (39.5 %) of them
worked from 3-5 years. The participant's monthlyasawas ranged from 1033 birr to
10200 birr with a mean salary of 2824.72+1738.5k bi

Concerning positions currently hold in the hospi280(60.1%) of nurses were staff
while 82 (17.6%) physicians were resident. And 124.9%) of the participants were
working in OPD (24.9%) (Table 1).

23



Table 1: Characteristics of nurse and physicians workingublic Hospitals of Jimma
Zone, Southwest Ethiopia, 2014 (n = 466).

Participant characteristics No %
Professional  Nurse 313 67.2
category Physician 153 32.8
Working Teaching /referral hospital 409 87.8
hospital District /non-teaching Hospitals 57 12.2
Male 295 63.3
Sex
Female 171 36.7
18-24 107 23.0
A 25-31 265 56.9
ge category 3538 49 105
>38 45 9.7
Marital Single 258 55.4
status Ever married 207 44.6
Diploma nurse 196 42.1
Educational  Bsc nurse 117 25.1
Qualification Specialist and General practitionesl 13.1
(staff)physician
Resident physician 92 19.7
<1427 121 26.0
Salary 1428-2250 171 36.7
category 2251-3414.25 58 12.4
>3414.26 116 24.9
Staff nurse 280 60.1
Head nurse 26 5.6
. Supervisor nurse 4 9
Position Matron nurse 3 .6
presen.tly Clinical staff physician 52 11.2
hold in the —
hospital Depgrtme.nt head phy.SI.CIan 13 2.8
Medical director physician 2 4
Resident physician 82 17.6
Lecturer physician 4 9
Service year <=2 156 335
3-5 184 39.5
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Table-1 continued ....
6-8 54 11.6
9-11 20 4.3
>11 52 11.2
Medical ward 67 14.4
Surgical ward 76 16.3
ICU 18 3.9
OR 25 5.4
Obstetrics and gynecology ward 52 11.2
Working unit Pediatrics ward 54 11.6
category Ophthalmology ward 16 3.4
Psychiatry ward 9 19
OPD 116 24.9
Chronic illness 25 5.4
Others(nursing director, administration8 17
pathology ) '

5.2 Perceived nurse-physician communication in patnt care
5.2.1 Description of nurse-physician communication sub scale items

Regarding perceived professional respect and aetish communication subscale items,
the participants concern on “received correct im@ation relevant to give care for the
patient” and “feeling understood after nurse angsptian interaction” scoring always
while “Nurses and physicians have equal understandiuring interaction”,” feeling

satisfied after nurse - physician interaction” dtalking between nurse and physician is

joyful” were scored rarely and nev@rable 3).
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Table 2: Frequency of perceived professional respect atisfaetion items during nurse-
physician communication among nurses and physicraorking in public Hospitals of
Jimma Zone, Southwest Ethiopia, 2014 (n = 466).

Respect and satisfaction ¢« Always  Usually = Sometimes Rarely Never

communication  subscal
items ¢=0.90) No % No % No % No % No %

Feeling not angry after 35 7.5 121 26.0 180 38.6 111 23.8 19 4.1
nurse and physician
interaction

Feeling not frustrated aftet 37 7.9 114 245 174 37.3 109 234 32 6.9
nurse and physician
interaction

Feeling understood after 45 9.7 125 26.8 174 37.3 96 20.6 26 5.6
nurse and physician
interaction

Feeling respected after 39 84 130 279 185 39.7 77 165 35 7.5
nurse - physician
interaction

Feeling pleased after nurs 36 7.7 112 24.0 177 38.0 106 22.7 35 7.5
- physician interaction

Feeling satisfied after 37 79 94 20.2 167 35.8 119 255 49 105
nurse - physician
interaction

Nurses and physicians 19 41 69 148 169 36.3 145 31.1 64 13.7
have equal understanding
during interaction

Talking between nurse an 44 9.4 81 17.4 172 36.9 103 22.1 66 14.2
physician is joyful

Recieved correct 99 21.2 144 309 143 30.7 53 114 27 5.8
information relevant to
give care for the patient

Regarding perceived openness and sharing of intayma5.9% of nurse and physician
showed concern always while 5.8% of them were anterned on the “the nurse and the

physicians show concern for each other when theyery tired”.(Table-3).
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Table 3 Frequency of perceived openness and sharing fofnation items during
nurse-physician communication among nurses and igags working in public
Hospitals of Jimma Zone, Southwest Ethiopia, 2014 466 ).

Openness & sharing ¢ Always Usually  Sometimes Rarely Never

information subscale iter
score =0.91) No % No % No % No % No %

In the event of a change ir 46 9.9 106 22.7 161 34.5 105 225 48 10.3
treatment plan, the nurse

and the physicians have a

mutual understanding

The nurse and physicians 58 12.4 111 23.8 152 32.6 100 21.5 45 9.7
discuss mechanism to
maintain patient safety

The nurse & the physician 37 7.9 97 20.8 148 31.8 107 23.0 77 16.5
have the same

understanding on patient's

care

The nurse & the physician 32 6.9 100 21.5 150 32.2 113 242 71 15.2
take into account each

other's schedule when

making plans to treat a

patient together

The nurse & the physician 47 10.1 72 155 160 34.3 115 247 72 155
can openly exchange

information or opinion

about matters related to

work

The nurse and the 74 159 145 31.1 151 324 69 148 27 5.8
physicians show concern

for each other when they

are very tired

The nurse and the 41 8.8 108 23.2 172 36.9 104 22.3 41 8.8
physicians help each othe

Physicians and nurse liste 50 10.7 116 24.9 165 35.4 103 22.1 32 6.9
to each other

Receiving correct 30 6.4 82 176 161 345 128 275 65 13.9
information or advice
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5.2.2Perceived level of nurse-physician communication in patient care

The perceived level was measured by the two coneation sub-scales in which the
total variance explained 45.77% and 9.32 % for gieedd professional respect and
satisfaction, and perceived openness and sharingatént information during nurse-
physician communication respectively from the factmalysis. The accumulated
explained variance percentage by the two commuaitaub-scales was 55.1 %( Table-
4).

Table 4. Eigen values and the percentage of vagiamssociated with each two
components of communication sub-scales among nargephysician working in public
hospitals of Jimma zone, 2014 = 466).

Components name Eigen Percentage of Accumulated percentage

Values explained variance  of explained variance

Perceived professional8.7 45.77 45.77
respect and satisfaction

Perceived openness and.77 9.32 55.09
sharing of patient

information

Extraction Method: Principal Component Analysis.

As shown in the figure below the perceived profassl respect and satisfaction during
nurse-physician communication had mean and maxistate percentage mean score of
27.32+7.1( fig.2 left ) and 50.88+19.7%(fig.2 rightespectively.
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Respect and satisfaction sub scale item sum score

*0%% SM score is the Standardized score as the percentage of possible maximum scale
score and it lies between 0 and 100.

Figure 2: Perceived professional respect and satisfactioanmend maximum scale
percentage mean scores in patient care among namslephysicians working in public

Hospitals of Jimma Zone, Southwest Ethiopia, 201#% 466.
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In this study, the result on the perceived openrags sharing of information during
nurse-physician communication showed mean and maxirscale percentages mean
score of 26.47+7.74 (fig.3 left) and 48.82+19.65%d right) respectively .

40 407
30 Mean =26.47 Mean =48.52
1 Std.Dev.=7.744 %0 | PRk
N =466 o
g i 3 i
s 111§ : TN,
g 20 I 8 90-
I N I ]
1 - I
10 10+
0= T T T T Tﬁm\u
0.00 10.00 20.00 30.00 40.00 50.00 v I 1 T
. . . . 0.00 30.00 60.00 90.00 120.00
openness and sharing of patient information sub
scale item sum score openness and sharing of patient information %SM
score

*(%SM) is the Standardized score as the percentage of possible maximum scale score,
and it lies between 0 and 100.

Figure 3: Perceived openness and sharing of infiomamean and maximum scale
percentage mean scores in patient care among namslephysicians working in public
Hospitals of Jimma Zone, Southwest Ethiopia, 2014 466 ).
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5.2.3 Results of independent sample t-tests

Mean scores were compared between professionajagiehospital category and sex

using independent sample t-test in relation taweecommunication sub scales.

In the perceived respect and satisfaction on congation scale, the physician's mean
28.8 (SD =6.9) was significantly higher than theamef nurse’s (mean=26.6, SD=7.1) at
t=-3.3 and p<0.001.But there were no significantamelifference seen in hospital

category and sex (Table 4).

Table 5: Independent sample t-test showing perdeiugse - physician communication
as measured by respect and satisfaction in pati® among nurses and physicians

working in public Hospitals of Jimma zone, 2014(66%

Perceived Respect and satisfaction
Variables category T- P-

95% CIl mean

N Mean + SD Difference
tests value
Lower Upper
Profession Nurse 313 26.6%7.1
_ -33 0001 35 _g9
category Physician 153 28.8+6.9 : :
District/non 57
_ _ 29.23+5.79
Hospital -teaching
category Referral/teac 409 ' '
) _ 27.05+7.23
hing hospital
295 27.42+7.30
Sex Male
171 0'43 0'68 '1.06 1-63
Female 27.1346.74
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And also nurses and physicians who are workingstridt hospital had more Perceived
openness and sharing of patient information (Me@rB3&6.96) than referral hospital
(Mean= 25.96+7.72) at t= 3.7and P=0.00males had higher perceived openness and
sharing of patient information (27.4+7.16) than enédinean=25.93+8.02) at t=-2.04,
p=0.048) (see Table 5).

Table 6: Independent sample t-test showing perdemngse-physician communication as
measured by openness and sharing of informatiomgmarses and physicians working
in public Hospitals of Jimma zone, 2014 (n=466).

Perceived openness and sharing of information
95% CI mean

Std. T- P-

_ N Mean Difference
Variable category Deviation test valve
Lower Upper
Profession Nurse 313 26.25+7.95 -
— : -2.16 .84
category  Physician 153 26.9+7.3 0.86
district/non- 57 30.0916.96

Hospital teaching 307 0.002
. . 201 6.25

category Referral/teaching 409

. 25.96+7.72
hospital
295 25.9348.02
Male
Sex 0.048
171 27.4+7.16 2.04 -2.89 -.06
Female
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5.2.4 Results of ANOVA analysis

Mean scores in the perceived nurse-physician cornuation were tested using a one-
way between-groups analysis of variance (ANOVAJ aonst hoc comparisons using the
Tukey honestly significant different (HSD) testerplore the each group with regard to
length of service category and educational qualiit category to see in which category
perceived nurse-physician communication differemnas observed.

The ANOVA result showed that there was no meanedifice seen among work
experience groups in both perceived nurse-physic@mmunication sub-scales at p-
value of 0.34 and 0.78(table-8).

Table 8: Multiple comparisoANOVA table showed working experience and perceived
nurse-physician communication as measured the twianainication sub-scales among

nurses and physicians working in public Hospitdldimma zone, 2014 (n=466).

Communication Experience N Mean Std. F- P- 95% CI for
sub -scales category (in Dev. stati valu Mean
years) Ccs e Lower Upper
Boun Boun
d d
Respectand </=2(Reference) 156 28.07 7.81 1.130.34 26.83 29.31
satisfaction 3-5 184 27.11 6.62 26.15 28.08
score sum 6-8 54 2585 6.05 24.20 27.50
9-11 20 26.55 7.58 23.00 30.1
>11 52 2758 7.25 2556 29.59
Openness and </=2(Reference) 156 26.93 8.52 .44 0.78 25.58 28.28
sharing score 3-5 184 26.21 7.62 25.10 27.32
sum 6-8 54 2550 7.11 23.56 27.44
9-11 20 26.65 7.31 23.23 30.07
>11 52 26.90 6.56 25.08 28.13
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In the educational qualification category speciali@nd staff general practitioner

physicians mean score of 30.43 (SD =6.7) was sogmifly higher than the mean score

for diploma nurses (mean =26.05, SD=6.86) at p<D.@@arding professional respect

and satisfaction with nurse-physician communicatiopatient care .But in the openness

and sharing of patient information there was namifizant difference among study

participants’ educational qualification (see Ta®)e

Table 9: Multiple comparison ANOVA table showed educatiompialifications and
perceived nurse-physician communication as meastireddwo communication scale
among nurses and physicians working in public Haspof Jimma zone, 2014

Communicat Educational N Mean Std. F- P- 95% ClI for
ion Sub - qualification Dev. stati valu Mean
Scales category cs e Lower Upper
Bound Bound
Perceived Diploma 196 26.05 6.86 6.35 .000 25.08 27.01
professional nursefeference
respect and Bsc nurse 117 27.46 7.35 26.11 28.81
satisfaction  Specialist and 61 30.43 6.65 28.72 32.13
on General
communicati Practitioner(staff)
on physician
Resident 92 27.77 6.94 26.34 29.21
physician
(student)
Total 466 27.32 7.1 26.67 27.96
Perceived Diploma 196 26.24 7.66 176 0.125.16 27.32
openness andnursefeference)
sharing of Bsc nurse 117 26.27 8.47 2471  27.82
patient Specialist and 61 28.54 7.67 26.58 30.51
information  General
on Practitioner(staff)
communicati physician
on Resident 92 25.83 6.85 24.41  27.2%
physician
(student)
Total 466 26.47 7.74 25.76 27.17
07 06
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5.3. Predictors of perceived nurse- physician comnmication in patient care

In the nurse-physician communication factor desionip the top six factors described
strongly agree by nurses and physicians were absefncforum regarding nurse-

physician communication (33.5%), frequent supplhorsdge in the unit (31.8%),

malfunctioning of equipment in unit (29.2%), lack shared vision between nurse and
physician in the hospital (24.2%), lack of role aerdponsibility differentiation of nurse

and physician in hospital (24 %) and unfavoralituale toward other profession

(22.1%) (Annex-I111).

From perceived nurse-physician communication facggnerated in the factor analysis
the first component which was organizational festexplained 38.5% of the total

variability and 58.1% was explained by the thremponents (table 7).

Table 7: Eigen values and the percentage of vagiassociated in the three nurse-
physician communication factors among nurses agdigians working in public
hospitals of Jimma zone, 2014 (n=466).

~ Accumulated
) Percentage of explained _
Components named  Eigenvalues percentage of explained
variance _
variance

Organizational

6.16 38.52 38.52
factors
Work attitude
S 2.00 12.53 51.05
individual factors
Personal behavior
o 1.13 7.05 58.10
individual factors
Extraction method: principal component analysis.
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The mean (21.915.4) and %SM score (66.26%) of orgtional related factors were
higher than personal behavior related individuattda and work attitude related
individual factors (Table-10).

Table 8: Mean and %SM scores for factors related to peeckigvel of nurse-physician
communication in patient care among nurses andigihgs working in public Hospitals
of Jimma Zone, Southwest Ethiopia, 2014 (n = 466 ).

Predictor sub scales or latent scales Raw mearS&1%core  Nurse & physician
Mean score = SD 219454
Organizational related factors
%SM* 66.26
18.08+5.59

. e Mean score + SD
Work attitude related individual factors

%SM* 50.34

13.25+3.64
Personal behavior related individud¥lean score + SD

factors

%SM* 57.82

*(%SM) is the Sandardized score as the percentage of possible maximum scale score,
and it lies between 0 and 100, SD=standard deviation
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5.3.1 Results of linear regression analysis

Regression model was built in both Bivariable andtnvariable linear regression order

to find the significant predictors for the two newghysician communication subscales.

5.3.1.1 Predictor of perceived respect and satisfaction during nurse-physician

communication in the Bivariable analysis

Thirteen predictors were entered independentlyetkeir independent effect on respect
and satisfaction. Among those entered variables fixofession category, educational
gualification category (diploma nurse and spediatied staff general practitioners),
salary and organizational factors were found toehsignificant association with respect
and satisfaction on nurse physician communicatibitedour variables sex, age, resident
physician and working unit were candidate for nupléti variable linear regression
analysis (Table 9).

Table 9: Bivariate linear regression predictingrcpéred respect and satisfaction during
nurse-physician communication in patient care ammmrges and physicians working in
public Hospitals of Jimma zone, 2014(n=466)

Predictor variables Unstd. Coefff d.St 95% ClI for B
Coeff. | p-value
B Std. B Lower | Upper
Error Bound| Bound
Hospital Referral -0.16 | 0.14 -0.051| 0.27 -0.44 0.12
category District (R )
Profession | Physician 0.37 0.097, 0.174|.000* |0.18 0.56
category Nurse(R)
Sex Female -0.16 | 0.096| -0.079 0.11* -0.34  0.03
category Male(R)
Age in years -0.01| 0.007] -0.056 0.23* -0.02 0.01
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Table-9 continued...

Marital Single(R)
status Ever married -0.08 | 0.09 -0.04 0.40 -0.26 0.11
category
Length of service in years -0.01 0.01 -0.07 0.12¢-0.03 | 0.003
Educational | Diploma nurse | -0.37| 0.092 -0.18|.000** |-0.55 | -0.191
qualification| Bsc nurse 0.05 0.11 0.02 .650 -162 0.26
Specialistand | 0.5 0.14 0.17 .000** | .232 0.77
staff GP
Resident 0.16 | 0.12 0.06 0.18* -0.0f 0.39
working Outpatient(R)
unit Inpatient -0.13 | 0.1 -0.06 0.18* -0.33 0.06
category
Position Without
category responsibility(R)
With 0.06 1.15 0.02 0.68 -0.24 0.36
responsibility
Current salary 0.001] .00 0.17 | 0.00** | 0.00 0.000
Work attitude factor -0.02| 0.05 -0.02 0.74 -0.11 080.
Personal behavior factor -0.05 0.05 -0.05 0.29 4-0/10.04
Organizational factor -.005| 0.05 -0.00%0.047** | -0.1 0.09

*:Candidate for multivariable model **: Sgnificant association in Bivariable linear

regression, R=reference group
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5.3.1.2 Predictors of respect and satisfaction during nurse physician communication in

the multiple linear regression analysis

Variables with p-valve< 0.25 in Bivariable analysis were entered in tmalfimodel. In
the first model we entered participant’s charast®s (profession category, sex, age,
length of service, educational qualification catggiploma nurse, specialist and GP,
resident) working unit category (inpatient), cutrealary, and organizational factor)).Of
these variables age and current salary were signifipredictors of perceived respect and
satisfaction with nurse physician communication.the second model organizational
factors were entered and found to be significartdigtor of perceived respect and
satisfaction with nurse physician communicationdAimally, those variables found to be
significant in the above two models were enteredht final model through entered
method. Of these variables age, current salaryoagahizational factors were significant
predictors of perceived respect and satisfactidh wiirse physician communication and
explains 8.1% of the variability in the dependeatiable.

For a one year increase in age, showed 0.024 deciearespect and satisfaction on
nurse-physician communication score at p=0.001aandit increase in salary increased
respect and satisfaction score during nurse-ptaysiccommunication by 0.01 at

p<0.001.For a unit increase in perceived orgaroratifactor score, the perceived respect

and satisfaction score decreased by an averagé® @t p=0.02 (Table 10).
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Table 10: Multiple variables linear regression diceng perceived respect and
satisfaction with nurse-physician communication patient care among nurses and
physicians working in public Hospitals of Jimma ep014(n=466).

Std.
Unstd. Coeff. Coeff. 95% ClI for B
Lower Upper
Predictor variables f Std. Error B T p-value Bound Bound
(Constant) 0.3 0.2 1.500.134 -0.09 0.69
Age in year -0.02 0.01 -0.16 -3.20.001** -0.04 -0.01
Current salary 0.01 0.00 0.24 4.76.00** 0.002 0.03
Organizational -
factors -0.09 0.04 -0.11  2.34 0.020** -0.17 -0.02
Adjusted R* =0.081, Maximum VIF=1.41, Minimum VIF=1.04, **:significant for
multivariable linear regression

5.3.1.3 Predictor of openness and sharing of patient information during nurse-

physician communication in the Bivariable analysis

Just like respect and satisfaction thirteen predictvere entered independently to see
their independent effect on openness and sharingatient information. Of these
variables four variables hospital category, sextkwaititude factors and organizational
factors were found to have significant associatigthh openness and sharing of patient
information in nurse physician communication, argu&ational qualification (diploma

nurses and resident physicians) were candidatadidtiple linear regression (Table 11).
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Table 11: Bivariate linear regression predicting perceivgiermmess and sharing of
patient information during nurse-physician comneation in patient care among nurses

and physicians working in public Hospitals of Jimnwee, 2014(n=466).

Predictor variables Unstd. Coeff. Std. 95% ClI for B
Coef P
f.
B Std. B Lower Upper
Error Bound Bound
Hospital
Referral -0.51 0.14 -0.170000** -0.78 -0.23
category
District(R)
Profession Physician -0.08 0.1 -0.04 0.45 -0.27 0.12
category
Nurse(R)
Sex category Female 0.29 0.1 0.14003** 0.1 0.47
Male(R)
Age in years 0.001 0.01 0.01 0.84 -0.01 0.0p
Marital status Single(R)
category
Ever married 0.09 0.09 .046 0.32 -0.09 0.28
Length of service in years 0.004 0.01 0.02.61 -0.01 0.02
3
Educational Diploma 0.12 0.09 0.05 0.22* -0.07 0.30
qualification nurse 7
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Table -10 continued...

Bsc nurse -0.062 0.107 - 0.56 -0.27 0.15
0.02
7
Specialist and 0.11 0.14 0.04 0.44 -0.16 0.38
staff GP
Resident -0.18 0.12 -0.07 0.12* -0.41 0.05
working unit Outpatient(R)
category
Inpatient -0.07 0.1 -03 05 -0.26 .013
Position Without
category responsibility
(R)
With 0.07 0.15 0.02 0.63 -0.23 0.37
responsibility
Current salary -0.0014 0.00 -0.03 0.59 0.00 0.0
Work attitude factors -0.023 .008 -0.13006** -0.04 -0.01
Personal behavior factors -0.022  .046 -.022 .633 11-0 0.07
Organizational factors -0.021 0.01 -0.10.017* -0.037 -0.004

, **: significant association in Bivariable linear regression. *: Candidate for multivariable

linear regression ,R-reference group
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5.3.1.4 Predictors of openness and sharing of patient information during nurse-

physician communication in the multiple linear regression

In first model hospital categories, sex categorifycational qualificationcategories
(diploma nurse, resident) were entered. Of thesspital category and sex category were
significant. In the second and third model worktadie andorganizational factors were
entered respectively and found significaktnally, variables significantly associated with
openness and sharing information in above modele wetered in to the final model
through entered methods. Sex was positively assaciahile, hospital categoryyork
attitude individual factor and organizational fastonvere negatively associated with
perceived openness and sharing of patient infoonatduring nurse physician
communication. These predictors explain 10.4% Wiy of openness and sharing of
patient information during nurse-physician commatian.

Nurses and physicians who were working in refendpital had 0.44 decrease in their
perceived openness and sharing of patient infoomatduring nurse-physician
communication than those working in district leliebpitals (p=0.002). Being female had
0.23 increase in perceived openness and sharafpiatiermation during nurse-physician
communication in patient care than male at p=0.070f. a unit increase in perceived
work attitude individual factors score, the pereeivopenness and sharing of patient
information decreased by an average of 0.08, &tQ3%. Unit increase in perceived
organizational factor score decreased opennesstanihg of patient informatioduring
nurse-physician communication by 0.1, at p= 0.02gle 12).
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Table 12: Multiple variables linear regression predictinggeeved openness and sharing
of patient information during nurse-physician conmcation in patient care among
nurses and physicians working in public Hospitdldimma zone, 2014(n=466).

Unstd. Coeff, S 95% Cl for B
Coeft. T -valve ]
B Std. B P Lower Upper
Predictor variables Error Bound Bound
(Constant) 0.30 0.14 2.18 0.03 0.03 0.57
Hospital
-0.44 0.14 -0.14 -3.15 0.002** -0.71 -0.17
category(referral )
Sex category(Female) 0.23 0.1 0.11 2.40.017** .04 0.42
Work attitude
individual factors -0.08 0.05 -0.08 -1.80 0.037** -0.17 0.01
factor
Organizational factor ~ -0.100.05 -0.10 -2.24 0.025** -0.19 -0.01
Adjusted R?=0.104, Maximum VIF=1.039, Minimum VIF=1.009, **: significant for
multivariable linear regression, male and district hospitals were reference groups.
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Chapter Six: Discussion

In the hospital setting, the common project thasawand physician share is serving the
patient. To achieve desired quality of patient oote having the right nurse-physician
communication is an important strategy and brisglitions for collaborative patient
care by reducing major risk factors to patient sageich as lack of critical information,
misinterpretation of information, medication erroesmd others(12,16).But the two
professionals also have different perspectivesheir interprofessional communication

and factors affecting their communication.

In this study the result showed that nurses' angsipians' perceptions score of their
interprofessional communication mean score were8@8 in perceived professional
respect and satisfaction and 48.52% in perceiveenmgss and sharing of patient
information during nurse-physician communicationpatient care. The scores indicate
that nurse-physician interprofessional communicati@re closest to the standard mean
(%SM =50), which shows that perceived level of Barand physicians communication
has attention seeking gap. Hence, the two scapgsgent the prioritized point of focus

for nurse-physician communication intervention.

Although perceived nurse-physician communicationamescore was half in both

perceived nurse-physician communication sub-scaiesent study showed that variation
between nurse and physician perceived communicéia which was less mean score
among nurses than physicians. This finding is &test with previous studies done in
Texas ,VHA West Coast and West Indies which shibthat physician’ communication

score was better than nurses (22,33-35). In cdrabis study regarding professional
respect nurses had higher mean score than physiciaan study done in Egypt (30) and
sharing of patient information were higher amongses than physicians in a study done
in USA (36). This discrepancy may be due to nagréetter autonomy on their practice
in Egypt and USA than this study area. If therendsprofessional respect and proper
patient information sharing between nurse and (g interprofessional

communication, disregard between the professiowdlsoccurred and the health care
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team communication in turn affected which furthifeets the quality of care and patient

outcomes. This is what the current study emphasizes

In addition, this study showed higher means scorethe perceived respect and
satisfaction during nurse-physician communicatianoag participants with higher
educational level. Specialists had higher mean esdor the perceived respect and
satisfaction score than the others. The findingugported by higher education levels
were associated with greater perceptions of comoation done in Midwestern
Hospitals of Korea (17)This finding is likely explained by increasing ra&pectations

as educational level increases as compared tosother

Although current study showed as there was noréiffee in the perceived professional
respect and satisfaction during among nurse angi@an during nurse-physician
communication, there was a decrease in perceivethngss and sharing of patient
information among nurses and physicians workingeiferral hospital than those who
were working at district level hospitals(p=0.002)his difference could be district
hospitals may have less patient flow than refetralyever the referral hospital serves for
clients who are coming from different health fa@é by referral system which may add
the burden to those nurses and physicians who ar&ivg in it and could affect
openness and information sharing which might rexgutime to share among nurses and

physicians.

Our study identified a significantly higher perosivnurse-physician communication in
openness and sharing of patient information dintenby female than male during nurse-
physician communicationp€0.017). Since there were no difference in evalmatb
nurse —physician communication by the two gendeds the order of communication
scores remained identical between the genders. Tdgates that there is no
fundamental cross-gender difference in perceivedseaphysician communication.
Therefore, similar intervention strategies arellike work for both gender, but a higher
focus on male would give up more effective. Thiglfng is supported by a study done in
Iran (41)
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In this study increasing age had negative relatidh respect and satisfaction among the
study participants (p=0.001)). This finding wasisigstent with a study done in Japan
doctors with older age had negative perceptionntérprofessional collaboration and
increasing age can lead to a breakdown in commtimicé37)and contradicts study

done in Iran which showed as there were no difis#an perception of nurse-physician

communication among age groups(41).

In this study participants with higher monthly sgldad a significant higher perceived
respect and satisfaction during nurse-physicianncomcation (p<0.001). This could be
getting adequate money will help nurse and physitiaconcentrate in their work. We
believe that adequate payment that balances the deome might be facilitating factor for

good nurse-physician communication.

Almost one third of the study participants stronglgreed that absence of forum
regarding nurse- physician communication in thestitution was one of the major
factors contributing that leads nurse-physiciancomnsmunication in patient care. This
finding is supported by interprofessional forumthe hospital can improve outcomes of
patients, nurse-physician interprofessional reteiops, and help to activate
collaboration. Without interprofessional forum, Hleaprofessionals tend to carry on
working without realizing the advantages of intefpssional collaboration in a study

done in Japan (37).

Moreover, regarding nurse —physician communicatiactors organizational factors
were the first rated factor (66.26%) than persdigdavior individual and work attitude
individual factors .All factors were scored abov@®which showed that these factors
affect the perceived nurse-physician communicatopatient care. Previous studies in
Flanders (Belgium) ,Japan, Connecticut, south Nagend Ethiopia however, identified
factors such as poor interpersonal communicatiolts skoles misunderstanding, poor
work attitude to the other profession, personalabeir and gender issues as potential
barriers to effective nurse-physician communicat{ei29,37,39,40) While the similar

factors may underlie nurse-physician miscommurocaith our study.
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This study also identified, organizational factdfeets both perceived respect and
satisfaction (p=0.02), and perceived openness drating of patient information
(p=0.025) during nurse- physician communication levhperceived work attitude
individual affects perceived openness and shaprg)(37). Our finding is supported by
study done in U.S and Ethiopia which suggests thdividual work attitude and

organizational factors influences the charactex cbmmunication (24,29).

Our results reflect the usefulness of dealing issuegarding nurse-physician
communication and influencing factors help to em@anurse-physician communication

in the studied hospitals.

The findings in this report were subjected to resj@mts discussion with their colleagues
to answer the question that might result in sogésdirability bias; since most physicians
in the teaching hospital were resident student edrme from different part of the country
for education which might under estimate the resmid finally, causal relationships
might not be determined because of the cross-sedtgiudy design. However, efforts
were tried in pretesting questionnaires and inva@vboth nurse and physician as study

participant.
8.1 Implications for practice

As shown above and by different literature mentibk@owing level and factors of
perceived nurse-physician communication are import@a strengthen effective nurse —
physician communication. These results reflect tisefulness of promoting nurse-
physician communication and factors to improve etpBysician communication in the
studied hospitals. As we keep nurse-physician comcation effective we can gain good

guality patient care by preventing miscommunicatiiehaps in the hospital.
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Chapter Seven: Conclusions and Recommendations

7.1 Conclusions

As this study assesses the perceived nurse-physedanmunication and associated

factors and it is an essenti@lement for the growth of nurse and physician Esifen.

Ineffective communication between nurses and phayssc resulted in delaying care,

extending the length of a patient's stay in thepliak and causing patient injury and

death.It was therefore seen as important for the bettatroé community survival as a

whole and nations socioeconomic growth. Generdtily following points were identified

from this study:

The study populations in Jimma zone public hospitaie younger work force (mean
age was 28.95+6.82years.

The overall perceived level of nurse-physician camimation was almost 50% for
both perceived professional respect and satisfactiod perceived openness and
sharing of patient information on nurse-physicimmmunication which can be the
prioritized point of focus for nurse-physician conmcation intervention.
Communication level of nurse had lower mean sdmae physicians.

Age, current monthly salary and organizational destwere the potential predictors
for perceived respect and satisfaction while Searkimg hospital category, work
attitude individual factors and organizational €astwere predictors of perceived
openness & sharing of patient information in nyshgsician communication during
patient care.

To improve the of quality patient care nurse—phgsicommunication during patient
care carried out in mutual respect satisfied way, @nderstandable manner.

This finding showed as nurse-physician communicatieeds attention in to improve

nurse-physician relation and bring quality patieintare in the studied hospitals.
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7.2 Recommendations

The study showed as nurses and physicians neesbéssatheir current state of nurse —
physician communication in their institution. Filyal based on study findings the
following points were suggested for respective gsou

Recommendations for nurses and physician:

Nurses and physician should strength their disonsabout their communication level
while giving care to the patient, communicate opeim mutual professional respect,
satisfied way, and share patient's information teegbetter patient care, and show
concern for each other.

Recommendations for Hospital management bodies:

The hospital management should have usual nursequuy staff meetings regarding
nurse-physician communication in patient care, sdpmurses and physician to
communicate openly and frankly, facilitate extnaaficial benefit, discuss on the impact
of nurse-physician communication in patient card haalth care quality given in their

institution and need to make sure that equipmenmetsvall functioned in the units.

Recommendations for nursing and medical school’s cuculum :

Support the department of nursing and medical dshtmodevelop curricula regarding
nurse-physician communication skills, better toamige nursing and medical student

team which controls the flow of communication betwéhem.

Recommendations for further researchers
On the impact of nurse-physician communication onfsadtient, organizational, and

financial outcomes and hospital patient care quahbuld be conducted.
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Annexes

Annex-I: Questionnaire
Questionnaire ldentification.N
Jimma University
College of Public Health and Medical Sciences
Department of Nursing

A questionnaire prepared to collect data on the Perceived nurs@hysician
communication in patient care and associated fadtopublic hospitals of Jimma zone,
south west Ethiopia, 2014.

Information sheet

Dear Mr. IMS. ----=-=-m-mmmmmmmmem oo

I am ------------ - and currently uredtaking MSC Degree in adult health
nursing in Nursing Studies in Jimma University @gk of public health and medical
sciences, Department of Nursing. This researchctapiaimed to assess the nurse-
physician communication and its associated factan® the perspective of nurse and
physician. Inpublic hospitals of Jimma zone nurse- physician momication forpatient
care may be at different levels. This is a situatiat needs to be addressed. The results
of this study will produce information that will heseful in implementing good nurse-
physician communication skills in the delivery ddtignt care in the hospital. The study
will involve you completing the questionnaire thstenclosed with this letter and it will
not take more than 20 minutes to complete. Confidity and anonymity is fully
assured, as your name is not required on the guesire and only the research team will
have access to the results. It will not affect yowanyway, should you not take part in

this study.
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Consent Form

| have been informed that the purpose of this stigdyo assess Perceived nurse-
physician communication and its associated factordimma zone public Hospitals,
South west Ethiopia, 2014.

| have understood that participation in this stiglgntirely voluntarily. | have been told
that my answers to the questions will not be giieeanyone else and no reports of this
study ever identify me in any way. | have also bedgarmed that my participation or
non-participation or my refusal to answer questiovif have no effect on me. |
understood that participation in this study doesimeolve risks.

I understood that Chanyalew Worku Kassahun is tract person if | have questions
about the study or about my rights as a study@paiit.

Address of the principal investigator:

Name: Chanyalew Worku Kassahun
Cell phone: +251 921252375

E-mail: chanyalewworku@gmail.com

Respondent’s Signature Date

Start your interview. Date: Time started: Time finished:
Supervisor's name signature

This questionnaire ha8 parts: Part —I. Participants characteristics part —II:

perception on communication between nurse and physans in patient care part —

lll: perception of nurse and physician on nurse-physicracommunication factors
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1. Questionnaire for nurses

Part I: Demographic information for nurses (persond information)

Instruction: Pleasecircle the number in front of the option you choose& ifilltheblank
space that best describe you on the right sideeofable.

No. Questions Coding categesi
101 | Sex 1. Male
2. Female
10z | Your Age in years ______years
1 Married
103 | What is your current marital status? 2. Single
3. Divorced
4. Widowed
104 | Length of service /Your working experience |in
nursing profession(in years) Years
105 | Your educational qualification 1. Diploma nurse
2. BSc nurse
3. MscN
4. Other(Specify )
10€ | Yourworking | 1. Medical ward 10. Maternity/Obstetrics {17. TB Rx Room
unit 2. Surgical ward Ward 18. DM/Cardiac/HTN
3. Intensive care unit(IC{y 11. Gynecology OPD 19. Derma
4. Major Operation room| 12. Gynecology Ward 20. Medical
5. Minor OR 13. Ophthalmology OPD Emergency OPD
6. Psychiatry OPD 14.Ophthalmology 21. Surgical
7. Psychiatry Ward Surgical Ward Emergency OPD
8. Pediatrics OPD 15. Ophthalmology 22. Medical Cold
9. Pediatrics Ward Medical Ward OPD
16. Dental unit 23. Surgical Cold
OPD
21  Otharlenacifi
107 | What is your title? Or Position that you presently Staff nurse
hold within the hospital 2. Head nurse
3. Supervisor nurse
4. Matron nurse
10€ | Your current salary(EBR)
10€ | Your working hospital name
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Part -1l Perception on Communication between nurseand physicians in patient care
Instruction: There are statements about perception of nursephgsician onnurse-
physician communication and each statement has five alternatives with fioint scale.

Read each item carefully and circle the correspandumber.

5= Always, 4= Usually, 3= Sometimes 2= Rarely 1= Never
S. Always | Usually | Sometimes| Rarely | Never
No Scales (5) (4) (3) (2) (1)
201 | Physicians do not ask frequelt 4 3 2 1
clarification  in understanding what
nurse say
202 | In the event of a change in treatmeht 4 3 2 1

plan, the nurse and the physicians haye a
mutual understanding

203 | The nurse and physicians discuSs 4 3 2 1
mechanism to maintain patient safety

204 | The nurse and the physicians have|the 4 3 2 1
same understanding on patient’s care

205 | The nurse and the physicians take |rio 4 3 2 1
account each other's schedule when
making plans to treat a patient together

206 | The nurse and the physicians can opebly 4 3 2 1
exchange information or opinions about
matters related to work

207 | Physicians and nurse show concern fdy 4 3 2 1
each other when they are tired

208 | Physicians and nurse listen to each 4 3 2 1
other

209 | The nurse and Physicians help each
other

210 | | receive correct information or advisg 4 3 2 1
from physician on patient care

211 | Feeling not angry after nurse arl 4 3 2 1
physician interaction

212 | Feeling not frustrated after nurse aid 4 3 2 1
physician interaction

213 | Feeling understood after nurse aid 4 3 2 1

physician interaction

ian 4 3 2 1

214 | Feeling respected after nurse - physic
interaction
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215 | Feeling pleased after nurse - physigién 4 2 1
interaction
216 | Feeling satisfied after nurse - physicidn 4 2 1
interaction
217 | Nurses and physicians have eq| 5 4 2 1
understanding during interaction
218 | Talking between nurse and physician 3s 4 2 1
Joyful
219 | Physician information are relevant fi 5 4 2 1
nurses to care patient
Part-111: Perception on nurse-physicians communicaion factors
Instruction: There are statements about factors affecting nurplysician
communication, and each statement has five alteasatvith five point agreement scale.
Read each item carefully and circle the numberglmose in front of the statement:
S.N Strongly | Agree | Not agree | Disagree | Strongly
o} Factors agree(5)| (4) or disagree| (2) disagree
3) 1)
301
Disruptive behavior of physician 5 4 3 2 1
302 | Disruptive behavior of nurse 5 4 3 2 1
303
Poor interpersonal communication skill. 5 4 3 2 1
304
Unfavorable attitude toward otheb 4 3 2 1
professions
305
Noncompliance with advice. 5 4 3 2 1
306
Gender difference 5 4 3 2 1
307
Abuse (verbal, physical and sexual). 5 4 3 2 1
308
Poor attitude to work 5 4 3 2 1
309
Uncooperativeness at work 5 4 3 2 1
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310
Negligence of duty 5 4

311
Differential treatment of professionals 5 4

312
Absence of forum to discuss the issug 6f 4 3

nurse- physician communication

313
Lack of clarity in roles and5 4 3

responsibilities

314
Lack of shared vision 5 4

315
Frequent supply shortage 5 4

316

Malfunctioning of equipment 5 4

Thank you so much!!! You finished yar work now!
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2. Questionnaire for Physicians

Part 1: Demographic information for physicians (pe@sonal information)

Instruction: Pleasecircle the number in front of the option or fill in thdank spacethat

best describe you on the right side of the table.

No. Questions Coding categesi
101 | Sex 1. Male
2. Female
10z | Your Age in years ______years
1. Married
103 | What is your current marital status? 2. Single
3. Divorced
4, Widowed
104 | Length of service /Your working experience in the
o Years
profession(in years)
105 | Your educational qualification 1. Specialist
2. General practitioner
3. Resident
4. Other(Specify
10€ | Yourworking | 1. Medical ward 10. Maternity/Obstetrics War 16.Dental unit
unit 2. Surgical ward 11. Gynecology OPD 17.TB Rx Room
3. Intensive care unit 18.DM/Cardiac/HTN
4. Major Operation ro 12.Gynecology Ward 19.Derma
5. Minor OR 13. Ophthalmology OPD 20.Medical
6. Psychiatry OPD | 14 Ophthalmology Surgicall =~ Emergency OPD
7. Psychiatry Ward Ward 21.Surgical
8. Pediatrics OPD Emergency OPD
9. PediatricaVard 15.Ophthalmology Medical| 22 Medical Cold OPD
Ward 23.Surgical Cold OPD
24. Other(specify)_____
107 | What is your title? Or Position that you presently Clinical staff
hold within the hospital 2. Department head
3. Clinical director
4. Other(Specify)
10€ | Your current salary(EBR)
10€ | Your working hospital name
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Part -1l Perception on Communication between nursend physicians in patient care
Instruction: There are statements about perceptionwte and physician on nurse-
physician communication,and each statement has five alternatives withgiat scale.

Read each item carefully and circle the correspandumber.

5= Always, 4= Usually, 3= Sometimes 2= Rarely 1= Never
S. Always | Usually | Sometimes| Rarely | Never
No Scales (5) (4) (3) (2) (1)
201 Nurses do not ask frequenb 4 3 2 1
clarification in understanding what
nurse say
202 | In the event of a change in treatmeBbt 4 3 2 1

plan, the nurse and the physicians
have a mutual understanding

203 | The nurse and physicians discugs 4 3 2 1
mechanism to maintain patie|
safety

204 | The nurse and the physicians have 4 3 2 1
the same understanding on patient’s
care

205| The nurse and the physicians take 4 3 2 1

into account each other's schedule
when making plans to treat a patient
together

206| The nurse and the physicians gan 4 3 2 1
openly exchange information or
opinions about matters related |to
work

207 | Physicians and nurse show concerrd 4 3 2 1
for each other when they are tired

208 | Physicians and nurse listen to eaclb 4 3 2 1
other

209| The nurse and Physicians help each
other

210| | receive correct information ar5 4 3 2 1
advise from physician on patient care

211 | Feeling not angry after nurse ap8 4 3 2 1
physician interaction

212 | Feeling not frustrated after nurse aril 4 3 2 1
physician interaction

213 | Feeling understood after nurse gril 4 3 2 1
physician interaction
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214 | Feeling respected after nurse|5 4 3 2 1
physician interaction

215| Feeling pleased after nurse |5 4 3 2 1
physician interaction

216 | Feeling satisfied after nurse |5 4 3 2 1
physician interaction

217 | Nurses and physicians have equal 4 3 2 1
understanding during interaction

218 | Talking between nurse and physicigh 4 3 2 1
is Joyful

219| Nurse information is relevant f¢ 5 4 3 2 1

nurses to care patient

Part-lll: Perception on nurse-physicians communicéion factors

Instruction: There are statements abouactors affecting nurse- physician
communication, and each statement has five alteasatvith five point agreement scale.
Read each item carefully and circle the numberglmose in front of the statement:

5= Strongly agree,4= Agree,3=Not agree or disagr@e agree,1= strongly disagree

S.No Strongly | Agree | Not Disagree| Strongly
Factors agree(5)| (4) agree 2 disagree(1)

or
disagree
3)

301 | Disruptive behavior af5 4 3 2 1

physician
302 | Disruptive behavior of nurse 5 4 3 2 1
303 | Poor interpersonals 4 3 2 1

communication skill.

304 | Unfavorable attitude towardb 4 3 2 1
other professions

305 | Noncompliance with advice. 5 4 3 2 1

306 | Gender difference 5 4 3 2 1

307 | Abuse (verbal, physical and 4 3 2 1
sexual).

308 | Poor attitude to work 5 4 3 2 1
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309

Uncooperativeness at work

310

Negligence of duty

311

Differential treatment afs
professionals

312

Absence of forum to discus®
the issue of nurse- physician
communication

313

Lack of clarity in roles and5
responsibilities

314

Lack of shared vision

315

Frequent supply shortage

316

Malfunctioning of equipment

Thank you so much!!!' You finishegtour work now!!!
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Annex-II: principal component analysis tables

Annex-llA: Eigen values and the percentage of vemaassociated with each two

components of communication sub-scales

Total Variance Explained

d

Component | Initial Eigenvalues Extraction Sums BRiotation Sums of Square

Squared Loadings Loadings
Total | % of| Cumulati | Tota| %  of | Cumulat | Total | % of | Cumulativ
Variance| ve % I Varianc | ive % Variance| e %
e

1 8.697| 45.771 45.771 8.6945.771 | 45.771 5.26427.703 27.703
7

2 1.770| 9.317 55.088 1.779.317 55.088 5.17227.222 54.926
0

Extraction Method: Principal Component

Analysis.

Annex-11B Rotated Component Matrix® for communication scale items

Rotated Component Matrix®

Component
1 2 Cronbach's

Alpha
Do not ask frequent clarification in understandivitat is said
In the event of a change in treatment plan, thesewsnd the .640 .905
physicians have a mutual understanding
The nurse and physicians discuss mechanism to anaipatient 711 .899
safety
The nurse & the physicians have the same undeistand patient's .696 .904
The nurse & the physicians take into account eabbrs schedule 753 .901
when giving patient care
The nurse & the physicians can openly exchangerrnrdton or 762 .896
opinion
The nurse and the physicians show concern for et when they 727 .901
The nurse and the physicians help each other . 1897
Physicians and nurse listen to each other .6700 .90
Receiving correct information or advice 563 .908
Feeling not angry after nurse and physician intevac .635 .894
Feeling not frustrated after nurse and physiciagraction .740 .892
Feeling understood after nurse and physician iotena .814 .884
Feeling respected after nurse - physician intevacti .793 .885
Feeling pleased after nurse - physician interaction .785 .883

69



Feeling satisfied after nurse - physician inteacti .758 .881

Nurses and physicians have equal understandingglunieraction .630 .892
Talking between nurse and physician is joyful .648 .892
Recieved correct information relevant for to goaze for the patient .534 .903

Extraction Method: Principal Component Analysis.
Rotation Method: Varimax with Kaiser Normalization

a. Rotation converged in 3 iterations.

Annex-IIC: Total Variance Explained by perceived canmunication factors

Total Variance Explained

Component Initial Eigenvalues Extraction Sums ofti&@qd Rotation Sums o]
Loadings Squared Loadings
Total % of Variance CumulativTotal % of Cumula Total % of Cumulat
e % Variance tive % Varian ive %
ce

1 6.16 38.52 38.52 6.164 38.52 38.52 3.81 23.81 8123.

2 200 12,53 51.05 2.005 1253 51.05 297 18.56 3742.

3 1.13 7.05 58.10 1.128 7.05 58.10 252 15.73 58.1

4 .99 6.19 64.29

5 .85 5.32 69.61

6 75 4.69 74.30

7 .68 4.22 78.52

8 .66 4.12 82.64

9 .56 3.53 86.17

10 40 2.53 88.7

11 .39 2.45 91.15

12 .35 2.21 93.36

13 31 1.93 95.29

14 3 1.87 97.16

15 .25 1.53 98.69

16 21 1.31 100.0

Extraction  Method:  Principal Component

Analysis.
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Annex-IID: Rotated Component Matrixa of perceived @mmunication factor items.

Rotated Component Matrix®

U7

Component
1 2 3 Cronbach'’
Alpha
Disruptive behavior of physician 793 725
Disruptive behavior of nurse 17 737
Poor interpersonal communication skill 631 .719
Unfavorable attitude toward other professions(@ursr .682 .706
physician)
Noncompliance with advice 416 .828
Gender difference 715 .832
Abuse (verbal, physical and sexual) 717 795
Poor attitude to work 746 .766
Uncooperativeness at work .685 T77
Negligence of duty 421 611 .800
Differential treating of nurse and physician in tiespital 459 .859
Meeting availability regarding nurse- physiciary24 .821
communication
Lack of role & responsibility differentiation of mee .751 .817
&physician in the hospitals
Lack of shared vision b/n nurse and physician eltbspital 762 .820
Frequent supply shortage in the unit .807 817
Malfunctioning of equipment in unit .802 .816
Extraction Method: Principal Component Analysis.
Rotation Method: Varimax with Kaiser Normalization
a. Rotation converged in 5 iterations.
Annex-lll: Predictor items scores

Nurse-physician Strongly  Agree Neither Disagree Strongly
Communication predictors agree agree or disagree
items@ =0.89) disagree

No % No % No % No % No %
Personal behavior related individual factor item sores @=0.75)
Disruptive behavior of 79 17.0 149 320 103 221 90 193 4597
physician
Disruptive behavior of 49 10.5 151 324 118 253 106 22.7 42 9.0
nurse
Poor interpersonal 81 174 188 403 78 167 80 172 39 84
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communication skill

Unfavorable attitude toward 103 22.1 154 33.0 95 204 73 157 41 8.8
other professions(nurse or

physician)

Noncompliance with advice 68 14.6 153 32.8 123 264 98 21.0 24 5.2
Gender difference 37 79 87 187 115 247 124 2463 22.1
Abuse (verbal, physical and51 10.9 119 255 85 182 102 219 109 234
sexual)

Poor attitude to work 68 146 139 298 92 19.7 93 20.0 74 159
Uncooperativeness atwork 69 14.8 149 32.0 82 17.6 97 208 69 148
Negligence of duty 77 165 140 30.0 99 212 83 178 67 144
Differential treating of 82 176 150 322 103 221 82 176 49 105
nurse and physician in the

hospital

Absence of forum regardingl56 33.5 163 350 59 127 53 114 35 7%
nurse- physician

communication

Lack of role & 113 242 190 408 66 142 70 150 27 538
responsibility differentiation

of nurse &physician in t

Lack of shared vision 112 240 207 444 63 135 58 124 26 5.6
between nurse and

physician in the hospital

Frequent supply shortage in148 31.8 181 38.8 60 129 59 127 18 3.9
the unit

Malfunctioning of 136 29.2 179 384 66 142 57 122 28 6.0

equipment in unit
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