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Assertion Practices and Beliefs Among Nurses and
Physicians on an Inpatient Pediatric Medical Unit
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ABSTRACT

BACKGROUND: Teamwork and communication are critical elements of safe and effective patient
care. Standardized communication tools have been implemented in many health care organizations,
but little is known about attitudes and perceptions of assertion, the willingness to “speak up,” by
nurses and physicians at an academic pediatric institution.

METHODS: We conducted 6 focus groups with nurses, residents, and attending physicians using a
standardized semistructured focus group guide to promote discussion. Focus groups were recorded and
transcribed, and results were analyzed by 2 independent reviewers to identify thematic content.
RESULTS: Three themes emerged: (1) interpersonal factors, (2) organizational factors, and (3)
complexity of care environment. Subthemes were the roles of hierarchy, relationships, and
communication and personality style; the value of using standardized communication tools such as
SBAR (Situation, Background, Assessment, Recommendation), direct face-to-face communication,
and geographic and technology factors; and the need for coordinated communication and agreement
across care team members about the care plans. Nurses reported reliance on peers for decisionmaking, on when and how to assert on behalf of patient care. Nurses and residents experienced
barriers to assertion from concerns of relationships and their position within professional hierarchies.
Attending physicians were supportive of being asserted to by any care team provider.

CONCLUSIONS: Interpersonal relationships, power dynamics, and organizational factors impact
care team providers’ willingness to assert in the inpatient setting. Standardized communication tools
are effective. Further development and implementation of communication models that support
experience, peer reliance, and direct face-to-face communication are warranted to improve assertion
communication in the inpatient setting.
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Teamwork and communication are critical
factors involved in patient safety.1–3
According to the Joint Commission,
communication failures are a signiﬁcant
cause of sentinel patient safety events.4
Many barriers exist to optimal
communication among care team members,
including nurses and physicians.5,6 Power
and role differential, hierarchy, and gender
differences contribute to communication
challenges between nurses and
physicians.7–9 Teamwork and communication
dynamics have been studied in a variety
of settings including the emergency
department, ICUs, and labor and delivery
and operating rooms.10–18 Yet little is known
on this topic in the pediatric inpatient
setting at an academic hospital.
Understanding the components of
escalation of care is essential to optimal
communication to promote patient safety,
and few studies have explored the
human factors involved in this important
communication process.19 Escalation of
care involves prompt action including
communication with another care team
member in response to a concerning
clinical situation. For all care team
members to safely and conﬁdently advocate
on behalf of their patients, it is important
to understand the factors involved in
these communications. Our speciﬁc aim
with this qualitative study was to use focus
groups to better understand the barriers
preventing nurses and physicians from
effectively asserting their concerns, and
the facilitating factors that promote
effective assertion communication.

METHODS
Setting
The study institution is a 373-bed academic,
freestanding children’s hospital. In 2011, a
hospital-wide training system took place to
teach all clinical care providers the standard
communication tools of Situation, Background,
Assessment, Recommendation (SBAR).
Study Design
This study was a single-site, qualitative
study that used a series of focus groups
across multiple provider types to identify
barriers and facilitating factors of
communication strategies used in an

inpatient setting by medical team members.
This study was approved as an exempt
protocol by the institution’s institutional
review board.

Participant Recruitment
Study participants included nurses and
physicians who worked on the inpatient
medical unit. Patients cared for on the
inpatient medical units are general acute
care medicine patients, with occasional
acute care surgery patient overﬂow.
Eligibility criteria for nurses invited to
participate included working a minimum
of 0.5 full-time equivalents per week and
70% of their time spent in direct bedside
care or in a charge nurse role. Charge
nurses at the study institution supervise
the bedside nurses, coordinate care and
placement of patients on the unit, and
assist with clinical duties as needed.
Eligibility criteria for physicians invited to
participate included being resident or
attending physicians who work on the
inpatient medical units. The residents
were pediatric residents afﬁliated with
the institution’s university pediatric
residency program. Residents needed to
have completed at least a 1-month
rotation on the general pediatric wards at
the study institution. Attending physicians
invited to participate must have been
scheduled as an inpatient attending for at
least 6 weeks per year on hospitalist,
gastroenterology, or pulmonary service
and must have completed at least 1 year
of inpatient service at the study institution.
Three waves of e-mails were sent to all
eligible participants and focus groups
were scheduled according to availability
of participants.

Data Collection
Participants were assigned to groups on the
basis of their role (nurse, resident, or
attending) to promote honest and open
dialog. A semistructured focus group
guide was used that included open-ended
questions about communication in general,
and speciﬁc instances of participants’
experiences with assertion communication.
The development of the focus group guide
content was based on literature review on
team communication in health care. The
focus groups were facilitated by the

2 primary authors (J.R. and R.S.), with
1 author directing the discussion and the
other author taking notes, making
observations, and asking clarifying questions
toward the end of the session. During
focus group discussions, participants were
queried on facilitating factors and barriers
to assertion communication experienced by
participants while working among the
clinical care team (Table 1). Participant
demographic and experience data were also
collected. Focus groups lasted 2 hours, on
average, and were digitally recorded and
transcribed verbatim.

Analysis
A team-based analytic method was followed.
Two researchers conducted code
development in an iterative fashion. A priori
codes were created before the initiation
of coding and based on the concepts
included in the focus group guides. Then,
these researchers independently conducted
in-depth code development on the 2 nurse
focus group transcripts. Codes were then
reﬁned and a coding framework was
developed during debrieﬁng sessions with
the research team. Complete analysis of all
of the subsequent focus group transcripts
was completed by using the agreed-upon
codes and framework following quality
guidelines for qualitative research.20
Triangulation of certain themes took place by
presenting our themes to colleagues at our
organization who are conducting primary
data collection through an interview-based
qualitative research project that explores
barriers that nurses face when calling codes
or rapid response teams. Their study
also explores the interdisciplinary
communication dynamics at our
organization.

RESULTS
Participants
Focus groups were conducted between
September 2012 and April 2013. A total of
36 inpatient providers participated in the
focus groups, with 2 focus groups
conducted for each specialty. Participants
totaled 11 nurses (10 female), 16 pediatric
residents (16 female), and 9 attending
physicians (4 female). Nurse experience
ranged from 1 to 16 years in their
current role; pediatric residents were in
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TABLE 1 Semistructured Focus Group Guide
Topics to be covered in focus group sessions: the topics that will be discussed in focus groups include the following:
1. Experiences during which the person providing care requested something that was needed for a patient from a member of the health care team
2. Disagreements between health care team members
3. Training/preparation for handling disagreements on the health care team
4. Bad patient outcomes related to communication failures
5. Disruptive, rude, and disrespectful behavior among health care team members
6. Responses to requests for something a nurse, intern, or resident thinks are needed for a patient’s care
Initial focus group questions:
1. When you think about communication with care team members about the patients you care for, what comes to mind for you?
2. Think of a time when you needed something in order to provide direct patient care and you didn’t get what you needed when you asked a member of the care
team? Tell me about the scenario, what went well? What didn’t go well? If it didn’t go well, what got in the way of you getting what you needed on behalf of the
patient?
3. How do you feel when you know you have to ask a member of the care team for something you think they might not agree with? What makes those conversations
go well? What makes those conversations difﬁcult? What keeps you from having those conversations? What might help make those conversations go better? What
communication styles shut you down or keep you from speaking up?
4. What kinds of things go into your thought process when you know you need to contact someone on the care team for something you need for a patient? What
makes you decide to call? How do you get to the point of deciding to make contact? What kinds of things make it easier for you to initiate contact? What kinds of
things make it difﬁcult for you to initiate contact?
5. What training have you had to handle situations that we are discussing here? What kind [speciﬁc models]? Was it helpful? How have you used the skills you
learned during that training? Examples?
6. Think of a time when you’ve needed to act on behalf of a patient’s needs and it went very well. Tell me about the scenario. What made it go particularly well
(people involved, roles, training, etc)? Is there anything about that that could be used to help others be more effective with assertion?
7. Think of a time when a patient suffered a bad outcome because communication with a doctor/provider didn’t go well. What happened? What could have been
done differently to avoid the scenario? What could we do at our organization to prevent this from happening again?
8. Think of a time when you experienced any disruptive, rude, or disrespectful behavior from any care team member at CHC. What happened? How has this impacted
your ability to communicate with this person in the future? What do you think could be done to help prevent similar situations like this from happening in the
future at CHCO?
9. Now think of a time when you were the receiver of a request for help. What makes you realize that the person asking for help needs something? What cues you in
to the fact that a response is needed from the person asking for help? What things make you more inclined to be more responsive? What things make you less
inclined to be responsive?
CHCO, Children’s Hospital Colorado.

their ﬁrst (n 5 5), second (n 5 7), or
third (n 5 3) year of training; and attending
physicians’ experience ranged from
1.5 to 21 years in their current role,
with specialties of hospitalist (n 5 5),
gastroenterology (n 5 2), and pulmonary
(n 5 2) represented.

Themes, Subthemes, and Dimensions
Three main themes and 8 related
subthemes emerged from the data
regarding barriers and facilitators to
assertion, including the following: (1)
interpersonal factors (hierarchy,
relationships, and personality and
communication style), (2) organizational
factors (standardized communication tools
such as SBAR and direct face-to-face
communication), and (3) complexities of
care environment (coordinated
communication and an agreement and
understanding by all care team members
of the plan of care) (Fig 1). A brief
description of each theme and related
subthemes, along with illustrative quotes,
is presented below.

Interpersonal Factors
Interpersonal factors were identiﬁed by all
groups as signiﬁcant when deciding
whether to assert. Although there were
many different factors that were discussed,
thematic analysis led to the identiﬁcation
of hierarchy, relationships, and personality
and communication style as critical
factors.
Hierarchy
The perception of power differentials played
out in several ways when participants
described when they decided to assert. There
was a barrier for people to assert up the
chain of command (to someone they
perceived was above them in the hierarchy),
whereas those at the higher end of the chain
of command felt that others would easily
assert to them. Reasons for these barriers
included not wanting to appear incompetent
in front of their colleagues, not wanting to go
above someone in the hierarchy, and not
feeling like they are heard on the basis of
their perceived level of hierarchy. These
themes were noted by providers within their

own professional role strata (nurse to nurse,
physician to physician) and across
professional role strata (nurse to physician,
physician to nurse). Comments from focus
groups as follows:
I get frustrated as a bedside nurse when
I’m pushing and pushing [meaning,
asking and asking] and I can’t get what I
want done and I have to go to my charge
nurse to get her on this side to have her
approach the doctors… and then
they’re like “Oh, okay, that sounds good.”
and you’re like, “I’ve been saying this all
along [to the doctors]” … why do I have
to involve my charge nurse and other
nurses to get what I want? (Nurse)
I found that even on rounds, if it’s an
attending who is willing to be respectful
at least which the vast majority are
when you’re talking with them despite
the hierarchy, I generally haven’t felt that
intimidated saying but why are you
doing this?...Certainly if they’re cutting
you off or make you feel like an idiot
because you don’t agree with them then
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FIGURE 1 Categorization of themes and subthemes for assertion among nurses and physicians.

ﬁne, I’m not going to say what I think.
(Resident)

Relationships
Participants reported that simply having
worked with a person over time increased
the likelihood of asserting. Knowing a
person’s name, having met them, and having
seen them in person increased a person’s
comfort with asserting to them. Especially if
they have worked together for a signiﬁcant
period of time, the participants reported
that the likelihood of assertion increased
signiﬁcantly. However, negative previous
experiences had an adverse impact on a
person’s comfort and willingness to address
concerns with a provider or nurse.
Comments from focus groups are as
follows:
When I go to talk to the nurse
practitioners on the pulmonary team, we
are very close. I feel very comfortable
with them. ..It’s always really a good
communication because it’s almost like
we’re friends…I think also that
providers that you have good
communication with, you have no
problem [asserting to them]; you feel
comfortable keeping in contact with
them. If you had bad experiences with
certain providers, it almost puts you on
the defense just starting out that
conversation which doesn’t exactly put
you in the best spot to start [asserting].
(Nurse)

Personality and Communication Style
Unsurprisingly, people were more likely to
assert with someone whom they perceived
as likely to respond positively to the

assertion. There were several behaviors
that were perceived by focus group
members as a positive reaction. These
included listening attentively, asking
questions, taking time to discuss the
situation (in person, if possible), and
providing context and explanation if a
disagreement took place. Likewise, there
were many behaviors that participants
reported would decrease the likelihood of
being asserted to. These behaviors included
avoidance (or ignoring the request),
dismissiveness (public demeaning or
expressing frustration to others), and being
rude (including tone of voice and body
language). The description of these
behaviors suggested that they could be
associated with certain individuals, and, at
times, whole groups or units developed a
reputation of being challenging to assert to.
In the case of our focus groups, the
members of 1 department were named
consistently as being difﬁcult to assert to.
It was also commonly mentioned that direct
feedback, occurring in a face-to-face
fashion, to address communication
difﬁculties was appreciated and well
received. Comments from focus groups are
as follows:
There was a night when I was on call
and I was dealing with a nurse who
clearly wanted speciﬁc things done for
her patient but wouldn’t come right out
and say them. It was so incredibly
passive-aggressive… and so it ﬁnally
got to the point where I was the rude
one and basically said, “What is it that
you want to do because dancing around
the idea is not getting us anywhere and
clearly I’m not giving you the answer you

want” and I am proud to say I later
apologized to her. (Resident)
The physician’s [negative] attitude
transferred onto my [the nurse’s]
attitude.…The whole day I was
uncomfortable and I felt like I couldn’t
ask for help and I [realized I] deﬁnitely
need to learn how to assert … [because
if not] I wouldn’t ask them for help and
then that’s not safe for these three
babies that I’m taking care of. (Nurse)

Organizational Factors
The use of standardized communication
tools such as SBAR was frequently noted as
a very valuable tool to promote clear,
concise communication and to make it very
clear what one’s expectations are. Another
standard communication tool used at our
organization is the use of CUS (Concern,
Uncomfortable, Safety) to clearly state one’s
level of concern for a clinical situation. The
use of these standardized terms allowed
caregivers in all roles the ability to make it
known that they were expressing concern
because the tools conveyed speciﬁc
meaning and intended use in our
organization. The use of standardized tools
may have also promoted individuals’
willingness to escalate up the clinical chain
of command when concerns arose.
Comments from focus groups are as
follows:
And when they use it well, and if I get a
call and it’s following the SBAR format,
and I’m not sure what to do, then they
have actually prepped me very well for
calling the senior and talking through
about the concerns. That makes me be
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able to go back to the nurse and
address the concerns. (Resident)
I think it gives them something to fall
back on, [like] a script. And when you
have a directive such as SBAR and you
can present things in a script, I think
they feel more comfortable. More
empowered to get what they are trying
to get. (Attending)
Direct face-to-face method of
communication was frequently mentioned
as an important means of effective
communication. Caregivers valued the
opportunity to give direct feedback (faceto-face), because it gave the recipient a
chance to respond directly. Providers also
reported feeling more listened to or heard
when conversations took place face-to-face
rather than via the telephone and were
more likely to feel comfortable speaking up.
Face-to-face communication also facilitated
relationships, which was mentioned
previously in the interpersonal factors.
Comments from focus groups are as follows:
The nurse walked into the workroom
and sat down and said “Can I talk to
you?”…and it was like an example of
perfect communication because she
came in and basically said “I’m
concerned because of X, Y and Z” and
then she had done her own legwork on it
too. (Resident)
I can always tell when they’re more
serious about something. It’s when
they’ve come into the workroom to
speciﬁcally ask. (Resident)

Geography and Technology
Working in a geographically large and
technologically complex tertiary pediatric
academic center presented logistical
challenges to effective communication. Often
due to the distribution of patients across
several different units, phone or pager
conversations were required and missed
communication occurred (missed pages,
dropped calls, etc.), which interfered with
the clear expression of concerns. Faceto-face communication was more likely to
happen when nurses and physicians were
on the same unit and nurse and physician
work spaces were geographically near

each other. Day- and night-shift work also
interfered with assertion and escalation of
concerns, because residents and nurses
wished to avoid waking up the attending or
covering physician during nighttime hours,
which led to a delay in expressing concerns.
Comments from focus groups are as follows:
Whereas I ﬁnd on the wards with people
being spread out physically, in the
hospital, it makes it more challenging
and you are probably more likely to just
call or send a page than you are to
actually go to the bedside and talk to
them. (Nurse)

Complexities of Care
The nature of the academic teaching center
resulted in large care teams and multiple
providers caring for each patient; thus,
coordinated communication across the care
team was essential for all care team
members to understand the goals of care,
criteria for escalation of concerns, and
understanding of who should have been
communicated with. Agreement and
understanding of all care team members of
the plan of care were found to be an
important facilitator of care team members’
ability and willingness to effectively assert
their concerns. Comments from focus
groups are as follows:
There were multiple specialties
managing him…there were lot of
discussions happening but in terms of
what you actually can do for the patient
to make progress was not happening.
Nobody was talking to each other. I think
his care suffered. (Resident)
I think a lot of times we don’t
acknowledge to the nurses that the
residents and the nurses are like the
2 people that are usually stuck in
the middle between families and
different care providers and I found
that acknowledging to the nurses that
you also feel stuck in the middle a lot
of times can help build a lot of
camaraderie among the nurses and
the residents. (Resident)

DISCUSSION
The main themes of interpersonal,
organizational factors, and complexities of

care are not new issues to health care. We
found that the more speciﬁc themes of
relationships, hierarchy, and personality
style have a big impact on care providers’
willingness to assert. Standardized
communication tools such as SBAR, direct
face-to-face communication, and
geographical considerations are important
factors to consider when exploring optimal
communication practices; and complexities
of care and agreement between care team
members are essential to optimal
communication. Several studies have been
published that address communication in
acute care settings such as the ICU,11–13,21 the
operating room,15,16,19,22 and the emergency
department10; however, the literature is
sparse regarding communication practices
in the inpatient pediatric ward setting at a
tertiary academic pediatric hospital.5 On the
basis of the ﬁndings of our study, future
consideration of formalized communication
training to promote and support effective
assertion practices is warranted. Several of
our ﬁndings corroborate ﬁndings in other
settings, including the importance of
interpersonal factors such as hierarchy
regarding care team providers’ willingness
to assert. We found that less-experienced
nurses felt less comfortable speaking up
about their concerns and relied heavily on
their often more experienced peers for
support and advice when asserting. Moreexperienced nurses tended to be more
conﬁdent and comfortable asserting their
concerns to physicians than their lessexperienced counterparts, yet they tended
to have more barriers calling an attending
physician compared with a resident,
especially if they did not have a previous
relationship with that attending or they had
a previous negative experience with an
individual. Coombs9 explored the roles of
physicians and nurses in clinical decisionmaking in the ICU setting and noted that
power and differential roles are key
categories in her study setting. Speciﬁcally,
she noted that “nurses feel that clinical
decisions were controlled by medicine,
leaving little opportunity to inﬂuence by
nurses.” Garon’s qualitative study23 also
explored nurses’ experiences of resistance
(described as speaking up about workplace
concerns) in the professional setting.
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She found that nurse-physician
relationships were reﬂective of the power
imbalance within health care; yet, she also
found that acts of resistance had positive
effects on them and their institutions, with
improved nurse-physician relationships
being a key category that emerged.
Studies have supported the beneﬁts of
SBAR,10,15,24–26 as did our study. All participant
groups (nurses, residents, and attending
physicians) noted that SBAR is a useful tool
to promote clear communication, especially
when the provider needs to assert his or
her concerns. However, other factors were
also important facilitators of assertion,
such as direct face-to-face communication
rather than paging or telephones. This
factor was supported by optimal geography,
such as workspaces located near each
other, making it easy for the nurse to ﬁnd
the physicians for the conversation.
Our ﬁndings show the importance of
agreement between all care team members,
particularly including the nurses, patients,
and families, and systems that aim to
address and streamline communication
challenges, particularly when multiple
specialties are involved. One study in the ICU
setting showed that using a daily goal sheet
improved communication by providing clear
and consistent information for nurses.11
Often, breakdowns in communication occur
when there is a misunderstanding of the
care plan,15 which can impede care team
members’ abilities to appropriately escalate
those concerns. They may not know who is
ultimately in charge of patient care
decisions, which decisions have been made
and why, or how to reach the care team
providers in charge of care. All of these
factors must be addressed when aspiring to
optimal communication systems that
support assertion communication.
Our study has several limitations. Two focus
groups took place for each role (nursing,
residents, and attending physicians) and
focus groups were conducted with only
those in the same role present. This choice
was made to encourage more open
discussion within the group, because we
thought that the different roles present
might inhibit open communication. We
were also limited to 2 focus groups for

each role, because of a limited number of
participants available and budgetary limits
for focus group participation. Within these
constraints, we were able to validate the
theme of interpersonal factors from
another and similar qualitative research
project on communication barriers to
calling codes and RRTs at our organization.
There was a high percentage of female
participants in the nurse and resident focus
groups, compared with the attending focus
group. This distribution approximates the
gender distribution in these roles at the
study institution, which may have limited us
from exploring gender issues, particularly
relevant to power and hierarchy that have
been addressed in other studies.7,27
Generalizability is an additional limitation.
Ours is a tertiary pediatric academic
facility; thus, our ﬁndings may not be
generalizable to other institutions,
especially those that are not teaching
institutions.
When considering optimal communication
practices, understanding the role of
relationships and hierarchy in the care
delivery setting is important. Programs that
promote relationship building (eg,
orientation, social events, nurses and
physicians “walking in each other’s shoes”)
may result in improved communication
practices related to assertion. Our study
supports previously documented ﬁndings of
the beneﬁts of standardized communication
tools such as SBAR; however, additional
factors should be considered when
addressing communication in large medical
centers, such as opportunities for face-toface communication and reduction of large
geographical areas covered by small
numbers of providers. In addition, systems
that address complex communication
situations when multiple providers are
involved should be considered, such as
standard rounding practices involving
nurses, use of white boards or other
communication tools, and frequent
discussions among all care team members,
including patients and families, to ensure
that everyone is in agreement on care
plans.
Communication in a large pediatric tertiary
academic setting poses many challenges,

and assertion communication is essential to
safe patient care. More research is needed
in this area to better understand optimal
communication models that support all
care team members’ input and ability to
share their concerns.

REFERENCES
1. Manser T. Teamwork and patient safety
in dynamic domains of healthcare: a
review of the literature. Acta
Anaesthesiol Scand. 2009;53(2):143–151
2. Salas E, Wilson KA, Murphy CE, King H,
Salisbury M. Communicating,
coordinating, and cooperating when
lives depend on it: tips for teamwork. Jt
Comm J Qual Patient Saf. 2008;34(6):
333–341
3. Leape LL, Berwick DM. Five years after To
Err Is Human: what have we learned?
JAMA. 2005;293(19):2384–2390
4. Joint Commision. Improving America’s
Hospitals: The Joint Commision’s Annual
Report on Quality and Safety, 2007.
Available at: www.jointcommission.org/
assets/1/6/2007_annual_report.pdf.
5. O’Leary KJ, Ritter CD, Wheeler H,
Szekendi MK, Brinton TS, Williams MV.
Teamwork on inpatient medical units:
assessing attitudes and barriers. Qual
Saf Health Care. 2010;19(2):117–121
6. Greenﬁeld LJ. Doctors and nurses: a
troubled partnership. Ann Surg. 1999;
230(3):279–288
7. Churchman JJ, Doherty C. Nurses’ views
on challenging doctors’ practice in an
acute hospital. Nurs Stand. 2010;24(40):
42–47
8. Manojlovich M. Nurse/physician
communication through a sensemaking
lens: shifting the paradigm to improve
patient safety. Med Care. 2010;48(11):
941–946
9. Coombs M. Power and conﬂict in intensive
care clinical decision making. Intensive
Crit Care Nurs. 2003;19(3):125–135
10. Pruitt CM, Liebelt EL. Enhancing patient
safety in the pediatric emergency
department: teams, communication, and
lessons from crew resource

280

REESE et al

Downloaded from http://hosppeds.aappublications.org/ by guest on September 16, 2019

management. Pediatr Emerg Care. 2010;
26(12):942–948; quiz: 949–951
11. Agarwal S, Frankel L, Tourner S,
McMillan A, Sharek PJ. Improving
communication in a pediatric intensive
care unit using daily patient goal sheets.
J Crit Care. 2008;23(2):227–235
12. Manias E, Street A. Nurse-doctor
interactions during critical care ward
rounds. J Clin Nurs. 2001;10(4):
442–450
13. Rose L. Interprofessional collaboration
in the ICU: how to deﬁne? Nurs Crit Care.
2011;16(1):5–10
14. Simpson KR, James DC, Knox GE. Nursephysician communication during labor
and birth: implications for patient safety.
J Obstet Gynecol Neonatal Nurs. 2006;35
(4):547–556
15. Greenberg CC, Regenbogen SE, Studdert
DM, et al. Patterns of communication
breakdowns resulting in injury to
surgical patients. J Am Coll Surg. 2007;
204(4):533–540
16. Stevens JP, Rogers SO. Communication
and culture: opportunities for safer
surgery. Qual Saf Health Care. 2009;
18(2):91–92

17. Lingard L, Espin S, Whyte S, et al.
Communication failures in the
operating room: an observational
classiﬁcation of recurrent types and
effects. Qual Saf Health Care. 2004;
13(5):330–334
18. Lingard L, Regehr G, Espin S, Whyte S.
A theory-based instrument to evaluate
team communication in the operating
room: balancing measurement
authenticity and reliability. Qual Saf
Health Care. 2006;15(6):422–426
19. Johnston M, Arora S, King D, Stroman L,
Darzi A. Escalation of care and failure to
rescue: a multicenter, multiprofessional
qualitative study. Surgery. 2014;155(6):
989–994
20. Mays N, Pope C. Qualitative research in
health care: assessing quality in
qualitative research. BMJ. 2000;
320(7226):50–52
21. Williams M, Hevelone N, Alban RF, et al.
Measuring communication in the
surgical ICU: better communication
equals better care. J Am Coll Surg. 2010;
210(1):17–22
22. Ghaferi AA, Birkmeyer JD, Dimick JB.
Complications, failure to rescue, and

mortality with major inpatient surgery
in medicare patients. Ann Surg. 2009;
250(6):1029–1034
23. Garon M. The positive face of resistance:
nurses relate their stories. J Nurs Adm.
2006;36(5):249–258
24. Randmaa M, Mårtensson G, Leo Swenne
C, Engström M. SBAR improves
communication and safety climate and
decreases incident reports due to
communication errors in an anaesthetic
clinic: a prospective intervention study.
BMJ Open. 2014;4(1):e004268
25. Mackintosh N, Sandall J. Overcoming
gendered and professional
hierarchies in order to facilitate
escalation of care in emergency
situations: the role of standardised
communication protocols. Soc Sci Med.
2010;71(9):1683–1686
26. Haig KM, Sutton S, Whittington J. SBAR: a
shared mental model for improving
communication between clinicians.
Jt Comm J Qual Patient Saf. 2006;32(3):
167–175
27. Woodard EK, House BM. Nurse–physician
communication: women and men at
work. Orthop Nurs. 1997;16(1):39–42

HOSPITAL PEDIATRICS Volume 6, Issue 5, May 2016

Downloaded from http://hosppeds.aappublications.org/ by guest on September 16, 2019

281

Assertion Practices and Beliefs Among Nurses and Physicians on an Inpatient
Pediatric Medical Unit
Jennifer Reese, Ryan Simmons and Juliana Barnard
Hospital Pediatrics originally published online April 28, 2016;

Updated Information &
Services

including high resolution figures, can be found at:
http://hosppeds.aappublications.org/content/early/2016/04/26/hpeds.
2015-0123

Permissions & Licensing

Information about reproducing this article in parts (figures, tables) or
in its entirety can be found online at:
https://shop.aap.org/licensing-permissions/

Reprints

Information about ordering reprints can be found online:
http://classic.hosppeds.aappublications.org/content/reprints

Downloaded from http://hosppeds.aappublications.org/ by guest on September 16, 2019

Assertion Practices and Beliefs Among Nurses and Physicians on an Inpatient
Pediatric Medical Unit
Jennifer Reese, Ryan Simmons and Juliana Barnard
Hospital Pediatrics originally published online April 28, 2016;

The online version of this article, along with updated information and services, is
located on the World Wide Web at:
http://hosppeds.aappublications.org/content/early/2016/04/26/hpeds.2015-0123

Hospital Pediatrics is the official journal of the American Academy of Pediatrics. A monthly
publication, it has been published continuously since 2012. Hospital Pediatrics is owned,
published, and trademarked by the American Academy of Pediatrics, 345 Park Avenue, Itasca,
Illinois, 60143. Copyright © 2016 by the American Academy of Pediatrics. All rights reserved.
Print ISSN: 2154-1663.

Downloaded from http://hosppeds.aappublications.org/ by guest on September 16, 2019

