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The goal of this study was to pilot a novel peer-to-peer

nurseYphysician collaboration program and assess for changes

in attitudes toward collaboration among a group of newly

licensed nurses and resident physicians (n= 39). The program

included large groupmeetings,with discussionof key concepts

related to interprofessional collaboration. In unit-based

teams, the registered nurses and physicians developed a

quality improvement project to meet a need on their unit.

Creating learning activities like this program enable

nursing professional development specialists to promote

interprofessional collaboration and learning.

Collaboration between physicians and nurses is
vital in modern health care, but teamwork and
cooperation have historically been hampered

by various challenges, including poor communication,
power differentials, disrespect, and unclear delineation
of roles (Tang, Chan, Zhou, & Liaw, 2013). Traditionally,
the relationship between physicians and nurses has been
hierarchical and further complicated by confounding el-
ements such as gender and age (Zomorodi & Foley, 2009).
Prior research on interprofessional collaboration (IPC) has
shown that people ascribe to and are generally socialized
to a particular professional role, which can make it difficult
to take on new roles or behaviors not associatedwith those
roles (Schmitt, Blue, Aschenbrener, & Viggiano, 2011).
Thus, physicians and nurses socialized into a hierarchical
rather than a collaborative relationship, which has shared
authority and responsibility, may find it difficult to function
in the collaborative work relationships currently recom-
mended by the Institute of Medicine (2003). Although
learners of various disciplines at academic health centers
share common core values, knowledge, and skills, they
are typically taught in distinct silos, cementing traditional
expectations, roles, and professional identities (Kitts,
Christodoulou, & Goldman, 2011).

Recent work culture surveys in our institution have
shown mixed attitudes toward IPC across our institution.
In May 2014, two items on the Morehead Work Culture
Survey (Morehead Associates, Charlotte, NC) referenced
physicianYstaff collaboration. The first item, ‘‘physicians
and staff work well,’’ together scored 4.02 on a 5-point
scale of 1Y5. The other item, ‘‘communication between
physicians, nurses, and other medical personnel is good
at my entity,’’ scored 3.86. Newly licensed nurses scored
2.81 (on their initial employment) and 3.57 (at 12 months),
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on a scale of 1Y4, on an item related to physician commu-
nication. None of these scoresmet the expectations of local
organizational leadership.

Purposes
The purposes of this study were to pilot a unique peer-
to-peer nurseYphysician collaboration program and as-
sess for changes in attitudes toward nurseYphysician
collaboration. The program was implemented with a
group of newly licensed registered nurses (RNs) and
resident physicians early in their graduate medical edu-
cation (GME) training from across a single academic
health center.

BACKGROUND
Variation in perspective between providers was recently
confirmed in a meta-analysis of 51 surveys of IPC, in-
volving more than 18,000 physicians and nurses, with
nurses scoring higher on IPC ratings than physicians
(Sollami, Caricati, & Sarli, 2015). Physicians perceived
that there was an environment of collaboration more than
nurses did across multiple studies. This finding suggests
that there is a disconnect between howphysicians perceive
their ability to collaborate and how that behavior is then
observed in the environment. However, differences in ob-
served IPC between physicians and nurses can be reduced
through a wide range of IPC educational interventions
(Sollami et al., 2015).

Past studies have shown that IPC can have a major
impact on patient safety (Brock et al., 2013; Jeffs et al.,
2013; Raab, Will, Richards, & O "Mara, 2013; Vyas,
McCulloh, Dyer, Gregory, &Higbee, 2012).With a growing
understanding of the importance of IPC, educational pro-
grams now often incorporate interprofessional education
(IPE) experiences for learners across disciplines. Pinto et al.
(2012) found that learners in a structured IPE program
had improved perceptions of IPC relative to that of students
in traditional clinical programs. Another study of nursing
and medical students showed that IPE can change atti-
tudes: Nursing students identified more near-miss events
than medical students, emphasizing their sense of respon-
sibility to the patient, andmedical students recognizedhow
hierarchy in medical practice can attribute to inaction
(Stevenson et al., 2015). Although new graduatesmay have
experience with IPE, many practicing nurses and physi-
cians do not, and nursing professional development
(NPD) practitioners have an important role in providing
this type of education in the practice setting (Park, 2015).

Despite the existing challenges with implementing IPE
and care, they have grown in popularity and have become
accepted as a standard for health care professional educa-
tion and patient care teamwork (Haddara & Lingard, 2013).
A search in PubMed using the terms ‘‘interprofessional
collaboration’’ and ‘‘healthcare’’ results in more than a

thousand scholarly articles. In the educational realm, there
is a focus on IPC as a required competency for most
learners (Swing, 2007). There are numerous examples of
attempts to include IPE into curricula, from individual in-
tensive courses (Gordon, Lasater, Brunett, & Dieckmann,
2015) to redesigned curricula across multiple professions
(Horsley et al., 2016; Kahaleh, Danielson, Franson, Nuffer,
& Umland, 2015) to focused bedside interprofessional
rounds (Gonzalo, Kuperman, Lehman, & Haidet, 2014).
The efforts to incorporate IPC into education and care will
continue as the literature suggests that it strengthens health
systems and, ultimately, patient outcomes (World Health
Organization Health Professions Network Nursing and
Midwifery, 2010).

METHODS
Design
The study used a one-group preYpost design. Participants
completed a 6-month peer-to-peer collaboration program
implemented in unit-based teams. The unit-based teams
were composed of new graduate RNs and physicians dur-
ing their residency or fellowship. Attitudes toward nurseY
physician collaboration were measured prior to and at the
end of the program. The authors’ university institutional re-
view board approved this study (exempt).

Participants and Setting
The participants included 23 newly licensed RNs en-
rolled in a nurse residency program, who were paired
with 16 physicians in their residency or fellowship on the
same unit (39 participants total). The RNs were selected by
the nurse manager of the participating unit from those
nurses currently in the nurse residency program. The units
were selected from a cross section of six units across the
medical center that performedboth on thehigh and lowper-
centiles for nurseYphysician communication on the most
recent work culture surveys. The units included maternal/
child, pediatric intensive care, adult general medicine, two
adult intensive care, and adult hematology/oncology units.

Peer-to-Peer NurseYPhysician Collaboration
Program
The peer-to-peer programwas anchored by a combination
of large group meetings of all participants and online col-
laboration using the university’s learning management
system (LMS). An initial large group orientation provided
an overview of the program (format and timeline); the goal
of the program, which was to strengthen nurseYphysician
collaboration; expectations for participants; and introduc-
tion of the teams. The teams, consisting of new graduate
RNs and physicians during their residency or fellowship,
were instructed to meet informally after the orientation to
discuss current issues on their unit and possible quality im-
provement (QI) projects they could do collaboratively.
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Two additional large group meetings were held dur-
ing the 6-month program. At these meetings, participants
discussed key concepts and challenges related to nurseY
physician collaboration. The meetings were led by the As-
sociate Chief Nursing Officer for Education, coordinator of
the nurse residency program, and physician who was one
of the principal investigators of the study. Other attendees
at these meetings included the study team, GME residency
program directors, and various medical and nursing lead-
ers in the medical center. During the second large group
meeting, a national expert on IPC presented, sharing case
examples and lessons learned. Teams then shared the cur-
rent state of their QI project work, received feedback from
their peers, and identified further assistance or resources
they needed related to their QI projects. The final large
group meeting provided the venue for each team to pres-
ent the outcomes of their collaborative QI project and their
recommendations for the unit related to their project.

Resources and articles on IPC were provided for the
participants via the LMS. All print materials related to the
QI project were available through the LMS to encourage
use of the site. Weekly online learning opportunities in-
cluded a review of articles referencing IPC and the option
to participate in a discussion board about IPC.

Throughout the 6-month program, each team completed
a joint QI project designed for implementation on the spe-
cific clinical unit inwhich theyworked. Teamsmet face-to-
face either on the unit or on campus, identified an issue
related to quality care on their unit, developed a QI project
related to that need, and implemented the project, if feasi-
ble. The coordinators of the nurse residency, for the newly
licensed RNs, and the GME residency program directors
communicated via e-mail and direct contact with each team
over the 6 months of the program to keep them focused on
their projects and respond to other general concerns.

Instrument
The Jefferson Scale of Attitudes Toward PhysicianYNurse
Collaboration (JSAPNC) was used to measure partici-
pants’ attitudes at the beginning and end of the program.
This instrument assesses nurse and physician attitudes to-
ward professional collaboration. The JSAPNC contains 15
items rated on a 4-point Likert scale from 1 (strongly dis-
agree) to 4 (strongly agree), with higher scores representing
more positive attitudes toward nurseYphysician collabora-
tion (maximum score of 60). In prior studies, reliability
coefficients were 0.85 for nursing students and 0.84 for
medical students (Hojat et al., 1999) and, in another study,
0.77 for nursing students (Ward et al., 2008).

A factor analysis completed in an earlier study by
Hojat et al. (1999) provided support for the construct va-
lidity of the instrument. The underlying factors are as
follows: Shared Education and Collaboration (e.g., medical
and nursing students should be involved in teamwork to

understand their respective roles and should learn about
interprofessional relationships), Caring as Opposed to Cur-
ing (e.g., nurses are qualified to assess and respond to
patient needs), Nurse’s Autonomy (e.g., nurses should clar-
ify a physician’s order if it has the potential for detrimental
effects on the patient), and Physician’s Authority (e.g., the
primary function of the nurse is to carry out the physician’s
order [this is reversed scored]). Higher scores on these fac-
tors suggest more positive attitudes toward nurseY
physician collaboration

Procedures
Participants completed the JSAPNC at the beginning of the
first groupmeeting in which they were oriented to the pro-
gram. They completed the same tool at the end of the last
group meeting. Responses to each item on the JSAPNC
were entered into REDCap (Research Electronic Data Cap-
ture) using identification numbers only.

Data Analysis
Demographic data were summarized using descriptive
statistics. A postYpre assessment difference score per
participant was calculated for each factor score and the
total score for the JSAPNC. Nonparametric Wilcoxon
signed-rank tests for repeated measurements were used
to test whether the postYpre difference was significantly
different from zero. A nonparametric approach was se-
lected due the skewness of the data distribution for
several pre and post factor scores. Nondirectional statistical
tests were performed with the level of significance set at
.05. Data were analyzed using SAS version 9.3 (SAS Insti-
tute, Inc., Cary, NC).

RESULTS
Twenty-five participants completed the pre and post
JSAPNC assessment. These included 17 RNs and 8 physi-
cians. There were eight other participants who completed
only the pretest and an additional four who answered only
the posttest; however, these were not included in the data
analysis. The respondents included 22 female participants
and 3 male participants. Most of the nurses had a bachelor
of science in nursing degree (n = 15); there was one nurse
prepared at the associate degree level and another one
with a master’s degree in nursing. The mean age was
27.2 years (SD = 3.5 years), with a range of 22Y35 years.

The median total JSAPNC score at the pre- and posttest
assessment was 55.0 and 56.0, respectively. The median
post minus pre difference score was 1.0, with a range of
j6 to 6. TheWilcoxon signed-rank test indicated no statis-
tically significant change in total scores (S = 46.5, p = .13).
The analysis also showed no significant post minus pre dif-
ference with regard to the JSAPNC factors: Shared Educa-
tion and Collaboration, Caring as Opposed to Curing,
Nurse’s Autonomy, and Physician’s Authority (see Table 1).
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Participating nurses and physicians collaborated to
improve care through their QI projects. The teams were
encouraged to explore projects meaningful to their units.
Projects included focused literature searches to review
evidence prior to making recommendations for enhance-
ments to practice. Sample projects are listed in Table 2.
In two of the projects, the teams and other physicians
and nurses on the unit critically reviewed screening tools
for early recognition and treatment of delirium specific to
their patient populations and developed a process for
translating these tools into the electronic medical record.
In another project, new patient education materials were
developed and incorporated into the electronicmedical re-
cord. Another nurseYphysician team conducted a study of
paging practices on their unit and recommended a new
process for physicians to page nurses.

Through their work on these evidence-based QI pro-
jects, the nurseYphysician teams collaboratively addressed
topics of concern to the immediate care of their patients.
The formal structure of the QI projects, involving nursing
andmedicine and focusing on a quality issue on their units,
allowed for senior leaders from the medical center to part-
ner and act upon the recommendations of the teams.

Discussion between nurses and physicians in the LMS
revealed their understanding of the importance of IPC.
One of the physicians described an experience of ‘‘break-
ing bad news’’ to a patient. The physician commented in
the discussion forum:

I gave her and her husband time to comfort one another
and stepped out the room. Immediately, I found the pa-
tient’s nurse and alerted her of the pathology and informed
her that I just told the patient. The nurse told me, ‘‘thank
you for telling me. Sometimes I walk into rooms after doc-
tors and have no idea what I"m walking into.’’ I realized
then that when updating patients and families, it"s best to
do so with their nurse. Making this our practice would
greatly benefit patients’ care and satisfaction. We [physi-
cians] should practice this skill prior to residency.

One of the nurse’s responded in the online discussion
that

the bedside nurse should be clued in to the information
that patient"s families are receivingI. I am often present
when the resident or nurse practitioner is updating the
family. Families often have additional questions after
the providers leave or feel comfortable asking questions
of the nurse who has been at the bedside consistently.

DISCUSSION
These results captured a cohort of nurses and physicians
who showed positive attitudes toward IPC even prior to
initiation of our peer-to-peer program. Our cohort showed
a positive view of nurses’ contributions to education and
psychosocial aspects of care, agreedwith statements about

TABLE 1 Total and Factor Scores on Jefferson Scale of Attitudes Toward PhysicianYNurse
Collaboration

Measures

Mean (SD) Median (Min, Max) Median (Min, Max) p Valuea

Pre Post Pre Post PostYPre PostYPre
Shares Education and
Collaboration

26.2 (1.5) 26.2 (2.1) 26.0 (23.0, 28.0) 27.0 (22.0, 28.0) 0 (j6.0, 3.0) .63

Caring vs. Curing 10.8 (1.2) 11.2 (0.9) 11.0 (8.0, 12.0) 11.0 (9.0, 12.0) 0 (j2.0, 3.0) .11

Nurse’s Autonomy 11.5 (0.7) 11.7 (0.7) 12.0 (9.0, 12.0) 12.0 (10.0, 12.0) 0 (j2.0, 1.0) .40

Physician’s Authority 6.1 (1.2) 6.4 (1.6) 6.0 (4.0, 8.0) 7.0 (2.0, 8.0) 0 (j3.0, 4.0) .47

Total score 54.5 (3.1) 55.3 (3.8) 55.0 (48.0, 60.0) 56.0 (48.0, 60.0) 1 (j6.0, 6.0) .13

ap Value for the nonparametric Wilcoxon signed-rank test for the post minus pre difference score.

TABLE 2 Sample NurseYPhysician Quality
Improvement Projects

Project Title Inpatient Unit

Delirium Prevention in the
Surgical ICU

Adult intensive care

Standardizing Home Care of
Sternotomy and Thoracotomy
Incisions After Surgery

Adult intensive care

Implementation of an Infant
Delirium Screening Tool for
the Earlier Recognition of
Infant Delirium

Neonatal intensive care

Barriers to Breastfeeding Maternal/child

Paging Culture and a Proposed
Model for Improvement

Adult general medicine

Importance of Interprofessional
Communication in the Inpatient
Oncology Setting

Adult hematologyY
oncology
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nurses’ involvement in decisions about care and policies,
and rejected a dominant role for physicians in care. Their
median scores were higher than reported by Hojat et al.
(1999) (median = 51) andWard et al. (2008) (median = 54).

The study was limited by a small sample size. It is likely
that because our recruitment required suggestions for par-
ticipants from both residency program directors and nurse
managers that some selection bias for high performing in-
dividuals occurred. In addition, given the generational
differences seenwith prior studies using the JSAPNC (Hojat
et al., 1999; Ward et al., 2008), it is possible that this youn-
ger generation of nurses and physicians carries a more
intrinsic positive attitude toward nurseYphysician collabo-
ration. We found no differences in scores pre and post
implementation of our program.

Establishing a community of learners through online
interaction proved to be somewhat difficult in this pilot
program. We recognized that in person meetings be-
tween small groups at regular intervals throughout the
program would be difficult given varied clinical sched-
ules and minimal free time outside of clinical duties for
RNs and residents. We attempted to account for this by
encouraging online interaction, which had the potential
for ongoing reflection and discussion among participants
without face-to-face meetings. Unfortunately, use of the
LMS was minimal. In the future, we hope to try other
methods of online interaction, for example, using social
media such as Twitter, Facebook, and Instagram in place
of an LMS.

There were numerous benefits to the peer-to-peer
program. In a relatively short time frame of 6 months,
all teams were able to conceptualize meaningful QI pro-
jects within their work environments. At the conclusion
of the program, groups presented projects in various
stages of development, ranging from one group that
had completed data collection and analysis to a group
that had only formulated an implementation plan after
identifying a clinical problem. In the future, including
specific tasks to be completed with timelines might be
valuable to guide QI project development and imple-
mentation. Another strategy would be for NPD practi-
tioners to meet with teams on a one-to-one basis to assess
their progress and provide support. Although the JSAPNC
measured attitudes toward nurseYphysician collaboration,
we did not assess other outcomes of nurses and physicians
working jointly on a QI project that meets unit needs. This
should be done in a future study. Anecdotally, participants
found the experience to be a positive one. For many, they
noted that theyhadnevermet their nurse or physician team
member before. Most participants attended the large group
sessions with no formal incentive suggesting a commit-
ment to IPC. Although the nurseYphysician teams in our
study were composed of newly licensed RNs and phy-
sicians in their residency or fellowship, this program

could be done with experienced nurses and physicians
on the unit.

NPD practitioners have the responsibility of providing
orientation, competency, and education programs for
clinical staff across disciplines. Often, the focus is on
nursing staff. Creating learning activities such as this
nurseYphysician collaboration program enabled NPD
practitioners to focus on learning activities that promote
interprofessional learning and contribute to quality, safe,
and patient-centered healthcare practice.

Conclusion
Given the importance of IPC for patient care outcomes,
institutions need to find ways of incorporating IPE for
learners and future healthcare team members. A peer-
to-peer collaboration program with newly trained nurses
and residents fostered positive attitudes toward IPC. In
addition to successful QI projects, attendance and anec-
dotal feedback suggested that participants were com-
mitted to IPC. We intend to use this experience to consider
how similar programs might be incorporated into orienta-
tions, educational programs, and professional develop-
ment for teams.
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